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Ending the Epidemic
Defi ning the nEnd

A 3-Point plan announced by the
Governor on June 29, 2014

. . _,A"',
1. Identify all persons with HIV who Andrew M. Cuomo - Goverror
H . H Governor Cuomo Announces Plan to End the AIDS Epidemic in New York State
remain undiagnosed and link them to e
nter-friendly version
h eal t h Care . Three-pronged Plan Focuses on Improved HIV Testing, Preventing the Spread of the Disease, and

Better Treatment for People Who Have It

Albany, NY (June 29, 2014)

2./ Link and retain those with HIV in N
health care, to treat them with anti-HIV
therapy to maximize virus

suppression so they remain healthy
\_and prevent further transmission. /

Reduce the number of new HIV infections

: _ to just 750 [from an estimated 3,000]
3. Provide Pre-Exposure Prophylaxis by 2020

(PrEP) for persons who engage in
high-risk behaviors to keep them HIV
negative
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Public Release of the Blueprint

April 29, 2015
We must add AIDS to the list of diseases conquered by our

society, and today we are saying we can, we must and we will
end this epidemic. ~Governor Cuomo

Governor Cuomo R' eives F
Blueprint to End the V/A

Epidemic in New York ;a A ,
Of 2020 "

AIDS




Blueprint Recommendations (BPS)

Link and retain persons diagnosed with HIV in care to maximize virus
suppression so they remain healthy and prevent further transmission.

BP5:Continuously act to monitor and improve rates of viral suppression

BP7:Use clientlevel data to identify & assist patients lost to care or not virally suppresse
BP8:Enhance & streamline services to support the naredical needs of persons with
HIV...

BP29:Expand & enhance the use of data to track and report progress




Overall Objectives

A Improve Linkage to Care

A Improve On-going Engagement in
Care

A Improve ART Adherence

A Improve Viral Load Suppression
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Introductions
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Introduction Directions

Please share the following with the group:
AYour name and title

AWhere you work

AHave you taken vacation yet?

Alf yes, what did you do? If no, what do

you plan to do?
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Introduction to the Organizational

Cascade Process
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HIV Quality of Care Program

Cascades were one of four components that made
up the 2016 New York State HIV Quality of Care
Program Review Process

1. Organizational Cascades
2.eHIVQUAL Measures

3. Tobacco Cessation Initiative
4. Stigma Survey
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Rationale for Requiring Cascades

A Everyone deserves high quality medical care
A Data is the stepping stone to performance

A Cascades help:
V Identify missed opportunities
V Target QI activities
V Track the impact of interventions

V Allow for comparison within organizations, amongst
organizations, and within and across regions
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Cascade Requirements

A Common measures
A Two cascades:
I newly diagnosed patients (Linkage to Care)
I established patients (Open and Active)
A 1f no newly diagnosed patients then no cascade neede
A Each cascade will:
1 contain all required components
I be accompanied by a methodology discussion
1 be accompanied by an improvement plan
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Cascade Measures for Newly
Diaghosed

A Number of patients newly diagnosed with HIV during the
measurement year

A Percentage of patients linked to carattending a routine
HIV medical visit (within 3 calendar days of diagnosis if
linked within and 5 calendar days Iif linked externally)

A Percentage of patients prescribed ART during measuremer
year

A Percentage of patients with an HIV viral load less than 200
copies/mL at last HIV viral load test during measurement
year

*The measurement year for the initial cascade will be 1/1/2016 through 12/31/2016*
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Cascade Measures for
Established Patients

Open

Number of patients, regardless of age, with a known diagnosis of HIV who receive:
services anywhere in therganization whether routine, urgent or emergent, during
the measurement year

Active:

Number of patients, regardless of age, with a known diagnosis of HIV who receivel
services in the HIV program of the organization during the measurement year
(Active)

Prescribed ART
Number of patients prescribed ART during measurement year

Viral Load Suppression

Number of patients with a HIV viral load less than 200 copies/mL at last HIV viral
load test during measurement year

Exclusions are: death, incarceration, documented as engaged at another organization, patients of unknown
disposition but not in care at organization* *The measurement year will be 1/1/2016 through 12/31/2016
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What Happened to the Retention
Measure?
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Building the Cascade for
Established Patients

All patients mattert differentiating active and open caseload:

Opencaseload | L+b LI GASYyGa 6K2 ai2dzOKSR

Active caseloadHIV+ patientsvho received services in the HIV program.

Exclusions: Patients who have died, are incarcerated or who have been confirmed
to be in care outside the organizatio@ee next slide).
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Exclusions

Open caseload Excluded patients

Number of deceased patients
+

Number of incarcerated patients
+

Number of patients engaged

in care at an outside organization

v ar
- Number of patients of unknown
Active caseload disposition
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Organizational Cascades with

Improvement plans
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Middletown Community Health
Center

VA -_ 00 .. AIDS
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Percentage of New/y Diagnosed Patients

100%

80%

60%

40%

20%

0%

100% 100%

1/1/2016 to 12/31/2016

Total of newly Prescribed ART
diagnosed
patients

80% 80%
Virally Total pts.

Suppressed  Linked to care

Performance Measures
Data Source: EMR and AIRS

Linked to care:
internal

HIV Care- Newly Diagnosed Patients for

Middletown Community Health Center

Breakdown of
Linkage to Care

Linked to Care:

External

| Total of newly diagnosed
patients

B Prescribed ART

m Virally Suppressed

W Total pts. Linked to care

m Linked to care: internal

Linked to Care: External

# of pts. newly diagnosed  with
HIV in the last 12 months.
5/5 pts .

# of newly diagnosed pts.
prescribed ART. 5/5 pis .

# of newly diagnosed pts . with
viral load <200 at last viral load
testing. 4/5 pts.

# total of newly diagnosed pts.
with HIV Medical visit within 3 days
of diagnosis if internally linked

and 5 days if externally linked

4/5 pts.

# of new pts. diagnosed internally
with a HIV Medical visit within
3days. 1/1pts.

of new pts. diagnosed externally

with a HIV Medical visit within
5 days. 34 pts.




HIV Care- Established Patientsfor 1/1/16to 12/31/16
Middletown Community Health Center

120 m Open Patients

109 B Active Patients
105 105

B Patients on ARV

100
m Viral load <200

B Undetectable
80

68 Open: all HIV+ pts.
with any visitin the
measurement year.
Active: # of HIV+ pts.
with HIV Medical Visit
within measurement
year. 105/109 pts.
On ARV-# of active
patients on ARV
therapy 705/105 pts.
Viralload <200
copies/ml: # of active
patients with viral load
<200 copies/ml

Open Patients Active Patients Patients on ARV Viral load <200 Undetectable 80/105 pts.
Undetectable -# of

- active patients with
Excluded: Deceased- 2 patients Breakdown: Total MSM of color: 8 viral load <20

Incarcerated- 1 patient copies/ml 68/105 pts.
Unknown Disposition- 1 patient On ART: 8 100%

Virally Suppressed: 7 88% Data source: EMR,
Undetectable: 5 63% AIRS

60

Percentage o Patients

40

20




Gaps indentified:

1 We need to improve linkage to care for patients
who are referred to MCHC from external sources at
80% and viral suppression at 75%. Due to insurance
barriers, patients were linked to care after 5 days
and unable to start ARV therapy.

1 We also identified gaps in viral load suppression,
viral load undetectable and medication adherence
with Established patients. All HIV patients are

prescribed ART, however viral load>200 was

calculated at 76% and viral load undetectable at

65% indicating some non adherence with ARV

therapy .




Improvement Plan

v Goals -

The goal of the Program is to improve outcomes
for PLWHIV/AIDS by increasing linkage to care
activities and reduce wait time for initial visit for
newly diagnosed patients, monitoring the extent
and quality of care being delivered to all HIV
patients, and promoting adherence to ART that
would result in viral load suppression and improve
overall health.




Improvement Plan

1+ Action Plan :

Implement improvement activities stated below to
Increase linkage to care activities, reduce wait time
at initial visit for newly diagnosed patients, address
Insurance barriers, monitor the extent and quality
of care being delivered to all HIV patients, and
promote adherence to ART that would result in
viral suppression and improve overall health.




Improvement Activities as of
April 1,2017

To reduce the gap in Linkage to Care and wait time
for appointments, Patient Navigator and LC
Coordinator will:

1 Offer same day appointments and accept walk - InS

} Schedule appointments within 3 days for internal
patients

} Schedule appointments within Sdays for external
patients at intake.

} Assist patients to obtain insurance at intake:

Have patient apply for coverage, NYS
Marketplace with CAC and ADAP with LC
Coordinator.

QI manager will track intake visits and initial
appointments to identify any trends.
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Improvement Activities as of
April 1, 2017

To reduce gap in Viral Load Suppression and
Adherence for Establish Patients, Patient
Navigator and LC Coordinator will:

1 Offer same day appointments and accept walk - InS

1 Call day before or same day to remind patients of
appointments

o Utilize quality improvement tools such as monthly
Viral load Suppression and HIV Medical Visit report
obtain from EMR to track attendance and viral load

printed by Program Coordinator.



Hudson River Healthcare
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HRHCare
COMMUNITY HEALTH



Overall Organization Cascade | B —

HRHCare

COMMUNITY HEALTH

Established Patients

1200

Open: Patients with a known
diagnosis of HIV who received
1009 services anywhere in the
organization during the
measurement year

1000 -

853

820 Active: Patients with a known
diagnosis of HIV who received
services in the HIV program of
the organization during the
measurement year

800 -

600

Retained in Care: Patients
from the active caseload that
had a visit in both the first and
second halves of the
measurement year

Number of Patients

400 -

On ART: Patients from the active
caseload that were prescribed
ART during the measurement
year

200 -

Virally Suppressed: patients

from the active caseload with a

: ' | viral load <200 copies/mL at last

Open Active On ART Retained in Virally viral load testing during the
care Suppressed | measurement year.




Newly Diagnosed Treatment Cascade @J

COMMUNITY HEALTH

Newly Diagnosed: Newly
diagnosed with HIV during
the measurement year in our
system

]

Linked: Newly diagnosed
patients who attended a routine
HIV medical visit at all and then
within 3, 10, and 30 days
calendar days of Dx

i

N

o

Number of patients.
—

On ART: Newly diagnosed
patients that were prescribed
ART during the measurement
year

o

]

i oY

Virally Suppressed: Newly
diagnosed patients with a viral
load <200 copies/mL at last viral
load testing during the
measurement year.




Peekskill Cascade e

120

HRHCare

COMMUNITY HEALTH

Open: Patients with a known
diagnosis of HIV who received
services anywhere in the

100 96 Note Out of 34 organization during the

patients, 33 (97%) have measurement year

data in EMR about
outside providers. 99% Active: Patients with a known

are linked to care diagnosis of HIV who received
somewhere. services in the HIV program of

the organization during the
62

80 -

measurement year

60

On ART: Patients from the active
caseload that were prescribed
ART during the measurement
year

Number of Patients

40 -
Virally Suppressed: patients

from the active caseload with a
viral load <200 copies/mL at last
viral load testing during the

20 -
measurement year.

Open Active On ART Virally
Suppressed



HRHCare

COMMUNITY HEALTH

VHO goal

Beacon 99->104 9&%%
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Riverhead 18->19
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Poughkeepsie 132 ->142

Monticello 93->97
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Peekskill 60->62
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oi%,'m 2016
= 2015

=

Patchogue 59->53

Amityville 49->51

S

Site (Number of pts 2015-> Number in 2016)

Shirley 44->49

Coram 8->13 (%

Brentwood 148->160

0% 20% 40%



Improvement Plan

Improve Engagement for patients currently not linked
or engaged in care to 80% by 12/31/17

Improve the viral load suppression rate to 90% by
12/31/17

80% of newly diagnosed patients will be linked to care
within three days of HIV diagnosis



