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ABOUT HEALTHQUAL INTERNATIONAL UPDATE

The HEALTHQUAL model focuses on strengthening and improving health systems with the goal of
creating self-sufficient local quality management programs that are sustainable over time. Quality
improvement activities involve clinic staff and consumers with support from Ministry of Health lead-
ership. These structural features are designed to be lasting even with staff turnover, organizational
leadership changes or political transitions.

HIVQUAL International was launched in Thailand in 2003, quickly expanding globally to PEPFAR fo-
cus countries in Africa, the Caribbean and South America. The HIVQUAL model has been successfully
adapted by ministries of health and implemented by country teams throughout these regions. In
2010, HIVQUAL International transitioned to HEALTHQUAL, a programmatic development reflecting
our expanded focus on a public health approach to quality management, including and extending
beyond HIV care, to encompass other chronic and infectious diseases. The methodology between
HIVQUAL and HEALTHQUAL is identical, with HEALTHQUAL characterized by a broader focus on
population health to strengthen overall quality of care across national health systems.
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The following is a chronological compilation of the HEALTHQUAL International Update, detailing
both broad programmatic progress and the evolution of quality improvement work undertaken in
HEALTHQUAL implementing countries.

HEALTHQUAL is supported through the US Department of Health and
Human Services, Health Resources and Services Administration as the
International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL International
Update, please contact Joshua Bardfield at jeb16@health.state.ny.us.




The HIVQUAL International Update

improve quality.

HIVQUAL International offers a simple, systematic strategy for
building capacity to improve quality of HIV care. Using a perform-
ance measurement strategy based on a sampling methodology,
HIVQUAL facilitates the process of data collection and reporting to
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COUNTRY PROFILE: HIVQUAL-Uganda pushes ahead at full speed
Second data report complete; new collaboration with UNICEF and scale-up

HIVQUAL-Uganda continues to stride forward with the completion
of a second round of performance measurement, expansion to
additional sites and a new partnership with UNICEF to bring qual-
ity improvement to pediatric care. Performance at the national
level has improved across nearly all indicators, showing the impor-
tance of quality improvement strategies.

This collaboration between Uganda’s Ministry of Health, CDC
Uganda, HIVQUAL International, and now UNICEF began in mid
2005 to address the rapid scale up of antiretrovirals. Seven indica-
tors of HIV care were developed and in 2006 baseline data collec-
tion for 20 pilot sites, spread across 4 regions, were completed.
During regional Quality Improvement trainings, each pilot site
worked as a team to choose a focus area for improvement based
on their own data. Back at their sites, each team expanded its
members, refined their improvements and implemented their
interventions. A multitude of such interventions were put into
action, including patient outreach to promote CD4 testing, and
clinic staff participation in MOH-sponsored prevention education
and counseling courses. System improvements to promote better
linkages between TB and HIV programs were also addressed by
several programs.

The second data collection was completed December 2007, and a
report was issued in February 2008. Improvement has been dem-
onstrated across most indicators at most of the pilot sites. Across
all sites, CD4 testing and continuity of care improved by approxi-
mately 10%, while adherence assessment and TB assessment and
screening increased up to 15-20%. Prevention education in-
creased nearly 30%.

HIVQUAL-U is led by its core in-country team, based in the Minis-
try of Health. This dedicated team consists of Dr Godfrey Kayita
(Program Officer) and Julius Ssendiwala (Data Manager). Vital as-
sistance is also provided by the support staff within the MOH AIDS
Control Programme. The group is also joined by Prosper Behum-
biize, who is an informatics analyst based with CDC-Uganda. Sup-
ported by Ministry of Health senior leadership, this dynamic and
skillful team has worked to build a sustainable long term approach
to quality improvement in Uganda. For more background on Dr
Kayita, see his profile in this month’s “Faces of HIVQUAL” feature.

continued on page 3
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Ql PROJECT: Improving access to care for children
After data collection in January 2008, it was found that only six
children were in care at Aduku Health Centre IV in Uganda.

The clinic then began an energetic campaign to enroll more
children. For example, a children’s day was created for every
Thursday, during which the clinic would provide comprehen-
sive pediatric care including immunizations, counseling and
testing, maternal support services and games for the children.
Just a few months later, the clinic now has 48 children in care.

The Uganda in-country team: (from left) Godfrey Kayita MD, Julius
Ssendiwala, and Prosper Behumbiize.

100 - Qualityimprovement across 20 Uganda pilot sites, 2006-7
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Rwanda, Nigeria and Thailand delegations visit NY for Study Tours

2008 may have only just begun, but the AIDS Institute has already
had the pleasure of hosting three country delegations this year for
Study Tours in New York City. February 2008 saw the arrival of
delegations from Rwanda and Nigeria, while March brought a
group of visitors from Thailand.

New York City Study Tours are an important mechanism for key in
-country personnel to observe how quality improvement is imple-
mented in a variety of health care settings in New York. Through
site visits, meetings and presentations, visitors gain an increased
body of hands-on knowledge, understanding and skills to address
and implement quality improvement. Study Tours usually last ap-
proximately one week and include MOH and CDC staff and other
government and NGO personnel. Delegations have the opportu-
nity to learn from AIDS Institute and facility staff about HIVQUAL,
its implementation at both the facility and national level, and gain
an increased familiarity with important key components of the
program such as coaching and data management.

The tours also represent a government-to-government exchange
on how to manage quality improvement. In February 2008, the
visits by Rwandan and Nigerian delegations coincided, allowing for
additional peer learning between the two groups.

During the Study Tour, the delegations visited a wide variety of
sites ranging from large hospitals such as Montefiore Medical
Center and Harlem Hospital Center to smaller facilities like the
Joseph P. Addabbo Center which provides care to underserved
and immigrant communities in Queens, NY.

At the Montefiore Medical Group’s CICERO outpatient HIV pro-
gram, the delegations learned in detail how a quality management
program can be developed, managed and maintained across a
multi-site system of clinics. At the Veterans Administration hospi-
tal, the delegations had the opportunity to view a comprehensive
electronic medical record system that allows for comprehensive
care management and practitioner decision support.

In addition to site visits, study tour delegations often participate in
relevant meetings at the AIDS Institute held during their stay.
These meetings often provide insights into a variety of strategies
for quality improvement, and allow visitors to improve their un-
derstanding of how quality improvement can be implemented at
local, regional and national levels.

The tour also provides an opportunity for the U.S.-based team to
learn from our global partners. This year, the Rwandan and Nige-
rian delegations had the opportunity to present to the New York
City Quality Management Program. One presentation highlighted
the Rwandan pay for performance program, which involves quar-
terly scoring of facilities that are then tied to payment. The pro-
gram has demonstrated that pay for performance can promote
significant increases in quality in a short period of time through
increases in health worker salaries and motivation. The presenta-
tions from both delegations were excellent opportunities for mu-
tual learning between the Steering Committee and the visiting
delegations.

During their March visit, the Thai delegation gave an informative
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Members of the Nigerian Study Tour delegation pose with NYC staff at
the AIDS Institute.

Members of the Thai Study Tour delegation viewing the Electronic
Medical Records system at the Veteran’s Administration Hospital in
Manhattan.

presentation to the New York State Quality of Care Advisory Com-
mittee, discussing HIV/AIDS in Thailand and their extensive QI
work there. The group was also able to participate in the New
York State Consumer Advisory Meeting; providing the delegation
with an opportunity to see the New York example of consumer
feedback in HIV care.

QI TIP OF THE MONTH:

When forming a quality improvement team to solve a problem,
be sure to include people who actually do the work. Front-line
staff often know the most about why there is a problem, and
also have great ideas about how to fix it.
— Charley Borden, MBA
NYSDOH AIDS Institute
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continued from page 1

Uganda country profile

The ambitious in-country team is also currently working hard at
spreading HIVQUAL to an additional 80 sites throughout the coun-
try, including regions in the North. 20 of these new sites are pedi-
atric care facilities; in collaboration with UNICEF, HIVQUAL-U is
spreading HIVQUAL beyond adult care to the care of HIV+ chil-
dren. In July 2007, a two day meeting was held of key stake-
holders and leading pediatricians to develop a set of pediatric indi-
cators. Dr Bruce Agins (Medical Director, AIDS Institute) and Dr.
Rangsima Lolekha (CDC-Thailand) were in attendance to help lead

the process. The end result was a list of 11 indicators ranging from
ARV therapy to malaria prevention. Planning is also ongoing to use
the HIVQUAL-U model to improve the quality of care for all chil-
dren, not just those infected with HIV. To date, the first round of
data collection has been completed for pediatric indicators and
quality improvement activities are underway. For an example of a
pediatric Ql project, see the special feature box on page 1.

As the second country to implement HIVQUAL International (the
first to do so under PEPFAR), we hope HIVQUAL-U’s experiences
and lessons can inform the efforts of other current and future
country projects.

HIVQUAL-Uganda Timeline

Data management
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FACES OF HIVQUAL

Gram Mutandi, MD [Namibia]

Dr Mutandi is the Namibia National HIVQUAL Project Coordinator. He is based at the Ministry of
Health and the CDC GAP Office in Namibia.

Dr Mutandi received his medical degree from the University of Zimbabwe, his postgraduate diploma
in HIV Management in South Africa, and is currently studying part-time for an MPH.

“In Namibia, the greatest need for quality improvement is in record keeping for routine HIV care, TB
screening, laboratory monitoring of HIV and prevention education.”
- Dr. Mutandi

Kayita Godfrey Lumbuye, MD, MPH [Uganda]

Dr Kayita is the program officer heading the HIVQUAL-U team. He has spearheaded the implementation and
expansion of quality improvement activities in the country to date.

Before joining the Ministry of Health-Uganda in 2006, he worked as the Medical Superintendent of Masindi
district Hospital and the In-charge of Buruli Health Sub district located in mid northern part of Uganda.

“More than 100,000 people with HIV/AIDS in Uganda are accessing ART services in over 303 facilities.
It is critical to establish a system to assess and improve the quality of clinical care that these patients
are receiving from these facilities. This will ensure the adequate use of resources and avoid harm,
including the emergence of resistant strains of HIV.”

- Dr. Kayita

May 2008

Page 3



COUNTRY UPDATES:

Haiti:
Engagement of pilot sites is ongoing, with baseline data collection
expected for July 2008.

Mozambique:
Baseline data collection was completed in January 2008, and some QI
projects have begun at certain sites.

Namibia:
Baseline data collection at 16 pilot sites was completed in March
2008. Ql project implementation is expected to begin this month.

Nigeria:
Baseline data collection at 20 pilot sites is expected to be completed
soon, with data already received from 10 sites.

Thailand:

Fully operational since 2004, HIVQUAL —T is now fully integrated into
the national healthcare system and is linked to hospital accreditation.
HIVQUAL-T is managed by the Ministry of Public Health and the Na-
tional Health Security Office, with support from the Thailand-US CDC
Collaboration (TUC).

Uganda:
See this month’s Country Profile for an extensive update.

HIVQUAL COUNTRY TEAMS: WHO’S WHO

HIVQUAL-Haiti
Yves-Marie Bernard
Rachelle Cassagnol
Nicasky Celestin
Roland Charles
Kathleen Clanon

Nirva Duval

Marie Michelle Laurole
Daniel Lauture

HIVQUAL-Mozambique
Mussa Calu

Michael Insel

Florindo Mudender

Mauro Sanchez

Klaus Sturbeck

Pascoa Zualo Wate

HIVQUAL-Namibia
Mark Damesyn
Claire Dillavou

Jan King

Ellen Mooney
Gram Mutandi
Mark Netherda

Aliyu T. Ahmad
Raphael Akpan
Alozie Ananaba

Aderemi Azeez

Ganiyu Jamiyu
Nancy Knight

Nasir Sani-Gwarzo
Darrell Singer
John Vertefeuille

Ndapewa Hamunime

HIVQUAL-Nigeria

Phoebe Arde-Acquah

Muhammad Mukhtar

HIVQUAL-T

Suchin Chunwimaleung
Kimberly Fox

Kraichack Kaewnil
Rangsima Lolekha
Philip Mock

Suchada Muktier
Peeramon Ningsanond
Sorakij Phakeecheep
Kajeerath Prugaego
Pachara Sirivongrangson
Saowanee Srisongsom
Somsak Supawitkul
Chitlada Utaipiboon

Sqn Ldr. Emeka Ifebi

HIVQUAL-Uganda
Prosper Behumbiize
Godfrey Kayita
Charmaine Matovu
Alice Namale

Richard Oketch
Julius Ssendiwala

HIVQUAL INTERNATIONAL

Bruce D. Agins, MD, MPH
Director, HIVQUAL International
Medical Director, NYSDOH AIDS Institute

Margaret Palumbo, MPH
Deputy Director
HIVQUAL International

Charles Borden, MBA
Senior Program Manager

Marion A. Billings, MSc
Joan Manuel Monserrate, MPH Program Communications Manager
Deputy Director

. . Jearlene Hunter
National HIVQUAL Project

Administrative Assistant
Clemens Steinbock, MBA

. o Susan R. Pride
Quality Improvement Specialist

Administrative Assistant
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For more information regarding
HIVQUAL International, please contact:
Bruce D. Agins, MD, MPH
New York State DOH, AIDS Institute
90 Church Street, 13th Floor
New York, NY 10007, USA
bdaO1@health.state.ny.us / +1-212-417-4536

HIVQUAL International is supported through the U.S.
Department of Health and Human Services, Health Resources
and Services Administration as the International Quality Center
for PEPFAR and through funding from UNICEF.

For more information on the HIVQUAL International Update,
please contact Marion Billings at mab24@health.state.ny.us.
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improve quality.

The HIVQUAL International Updte

HIVQUAL International offers a simple, systematic strategy for
building capacity to improve quality of HIV care. Using a perform-
ance measurement strategy based on a sampling methodology,
HIVQUAL facilitates the process of data collection and reporting to
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COUNTRY PROFILE: HIVQUAL-Mozambique continues with QI efforts
With first data collection complete, team moves forward with QI implementation

As the second country to implement HIVQUAL under PEPFAR,
HIVQUAL-Mozambique has made exceptional progress since engage-
ment began in October 2006. The first round of data collection was
completed in early 2008, and the active country team is currently pre-
paring for follow-up data collection later this year.

The first data collection, which started just one year after engagement
meetings began, showed, unsurprisingly, variability across the indica-
tors and sites. The data highlighted several indicators as targets for
quality improvement projects. 36 pilot sites were selected by the
Ministry of Health for the first round of performance measurement.
HIVQUAL-Mozambique has been characterized by a strong central
commitment from the Ministry of Health which reflects their policy to
prioritize the quality of services. The MOH leads the program, with
support from the CDC-GAP office and other national-level agencies.

The project has also been especially distinguished by the growth of
national level involvement and support since engagement in 2006.
HIVQUAL-Mozambique is now fully integrated into the Ministry’s HIV/
AIDS activities. Decisions regarding indicators, site selection and ex-
pansion plans are conducted at the Ministry level via existing working
groups and committees. All treatment partners supported by PEPFAR,
including JHPEIGO, actively participate in indicator review with na-
tional program leaders.

Performance Measurement:

For the data collection, two separate samples were used to reflect

A fishbone diagram developed to examine barriers to ARV treatment
during a quality improvement training at the CDC-Mozambique office.

The HIVQUAL International Update
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differing national guidelines for HIV positive patients on ART and those
not prescribed ART. Each sample included more than 3,000 patients,
with sample sizes at facilities ranging from 32 to 189 for ARV patients
and 47 to 212 for non-ARV patients. With this baseline, next year the
two groups will be combined into one sample and then disaggregated
for reports.

At the national level, strong performance was observed in continuity
of care and CD4 monitoring for all patients. Among those on ART,
strong rates of adherence assessment were observed, and a high pro-
portion of patients meeting the eligibility requirements for ART are
receiving it. Areas targeted for improvement were cotrimoxazole
prophylaxis, TB screening, and at some sites, prevention education.
Improving coordination between HIV and TB care was also specifically
highlighted as an area for improvement as a result of the baseline
performance measurement data. While rates were fairly high for
adherence assessment, this area was also targeted for improvement
as there was some confusion amongst facilities as to how this should
be defined for the purposes of performance measurement.

Quality Improvement:

In February 2008, quality improvement trainings were conducted in
Maputo and Beira. Present at the trainings were the HIV, TB and ma-
laria provincial coordinators for three key regions (Manica, Gaza and
Maputo). The newly analyzed baseline data were presented to par-
ticipants to initiate planning for focused quality improvement projects

i

Dr Mussa Calu (second from left), the HIVQUAL-Mozambique team
leader, with clinic staff during a site visit in Ile.
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What’s new with HIVQUAL-T?

Thailand holds world’s first
national HIVQUAL conference

HIVQUAL-T began in Thailand in 2003 and was the first country
outside of the US to use the HIVQUAL framework for improv-
ing the quality of HIV care. Since its pilot implementation in 12
sites at that time, HIVQUAL-T is currently expanding to 914
sites throughout the country, and is now integrated into the
Thai healthcare system.

In November 2007, the first National HIVQUAL-T Conference
was held with over 400 participants, with participants from the
National Health Security Office, the Office of Disease Preven-
tion and Control and the Provincial Health Offices. In addition,
147 hospitals were represented at the meeting. This national-
level HIVQUAL conference was the first of its kind anywhere in
the world. Participants improved their knowledge on quality
improvement in HIV care, and were also able to share their
experiences through peer learning.

Throughout 2007-2008, the HIVQUAL-T framework has contin-
ued to spread throughout Thailand with several trainings at
the national and regional levels. A Training-of-Trainers (TOT)
session was held in early 2007 with 257 participants from
throughout the country. The TOT covered a number of topics
including the background and principles of HIVQUAL-T, the
importance of quality improvement, and training in the
HIVQUAL-T software

Finally, in late 2007, additional HIVQUAL-T expansion work-
shops were held for hospital providers. More than 1,000 pro-
viders were trained from over 600 different hospitals through-
out the country. As of June 2008, 482 of these hospitals have
completed a round of performance measurement.

Also of note is HIVQUAL-T’s ambitious expansion to pediatric
care, with 28 hospitals participating as of 2008. In addition,
HIVQUAL-T has launched a new website, www.cqihiv.com,
which is available in Thai and English.

Participants at the 2007 Annual National Meeting for Quality
Improvement in HIV/AIDS Treatment and Care.

The HIVQUAL International Update
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HIVQUAL-MOZAMBIQUE Ql PROJECT:
Integrating TB testing and treatment into HIV care

In the Zambeézia Province of Mozambique, three health centers
(Centro de Saude do Alto Molocué, Centro de Saude do ILE and
Centro de Saude de Namacurra) participated in the first round
of HIVQUAL data collection in late 2007. These sites are sup-
ported by Friends in Global Health (FGH), an affiliate of Vander-
bilt University. After analysis of the data and production of the
first round report, the district clinical representatives from each
of the three participating sites led discussions of the results at
weekly ART committee meetings held at the district hospitals.
Because these committees were responsible for maintaining
and improving ART services, it was decided that they would
serve as the QI committees for the district.

After review of the performance data, the district representa-
tives, in collaboration with FGH, decided to focus on the inte-
gration of HIV and TB services — an important priority for the
Ministry of Health. In particular, the project would put an em-
phasis on increasing TB screening in all HIV positive patients. In
Zambeézia province, average TB screening rates were approxi-
mately 33% in 2007. TB is a major public health problem in
Mozambique, with an estimated 90,000 new cases in 2004. In
2006, it was estimated that 30% of all TB patients were co-
infected with HIV.

Ql planning teams were formed, which included clinic staff. The
teams determined that the first step in the QI project was to
implement the use of a previously developed symptom check-
list for TB screening that is added to the patient’s chart. The
checklist was used by nurses, medical technicians and doctors
during clinical visits at the health centers. It was hoped that this
would then lead to increased TB testing and treatment initia-
tion for HIV positive patients. The project was met with great
success and positive reception by clinicians; it is now being im-
plemented in three additional sites supported by FGH (that had
not previously participated in HIVQUAL) and the Ministry of
Health has incorporated the use of the checklist as part of its TB
protocol.

The current provincial director for HIV services in Zambeézia,
who was formerly the chief medical officer in one of the dis-
tricts where HIVQUAL was initially implemented, has expressed
interest in implementing HIVQUAL throughout all six districts of
in the province.

This QI project is notable for several reasons. By selecting an
important local and national public health issue such as TB
screening, the project paralleled national priorities. At the dis-
trict-level, the project successfully engaged the district health
officer, moving forward discussions and commitment to quality
improvement. Thanks to this engagement, the improvements
have spread through the provincial health unites as planned.

Overall, the success of the Ql project, and FGH's initiative has
catalyzed an expanded interest and commitment at the na-
tional level to HIVQUAL and quality improvement.
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continued from page 1

HIVQUAL-Mozambique

[for an example of a quality improvement project that was developed
after the first HIVQUAL data report, please see the feature box on
page 2]. These interactions allowed for extensive discussion regarding
the possibility for further trainings and additional technical support to
be provided to sites and Ministry of Health personnel at the regional
level.

Last month, Dr Pascoa Zualo Wate from the Ministry of Health had the
opportunity to present at the PEPFAR Implementers Meeting in Kam-
pala, Uganda. Her presentation gave an overview of the HIVQUAL
framework and an up-to-date summary on the activities and accom-
plishments of HIVQUAL-Mozambique. This presentation sparked
much interest from the audience as a model of national quality im-
provement for HIV services. Dr Pascoa will also have a poster at the
upcoming International AIDS Conference next month in Mexico City.

For the coming months, plans are underway to apply HIVQUAL-
Mozambique to PMTCT services. Other key issues include ensuring
that pregnant women who are eligible for ART receive treatment, and
improving linkages to both postpartum care and recommended infant
care. Discussions are underway to include VCT services as well.

HIVQUAL-Mozambique Revised Indicators

Continuity of
care

Proportion of HIV+ patients who have met the MOH guidelines
for clinical visits.

CD4 monitoring Proportion of HIV+ patients who have met the MOH guidelines
for CD4 tests.

ARV therapy Proportion of HIV patients receiving ART who met the MOH
clinical and immunologic eligibility criteria.

Adherence Proportion of HIV patients on ART who have had at least one

assessment adherence assessment during the review period OR Proportion
of pharmacy pickups with an adherence assessment.

CTX prophylaxis Proportion of HIV+ patients receiving CTX during the last 6

months.

TB screening Proportion of HIV+ patients who have been screened for TB

during the 12 month review period.

Prevention Proportion of HIV+ patients who have had HIV prevention edu-
education cation in the last 6 months.
PEP Proportion of healthcare workers exposed who received treat-

ment in accordance with national PEP guidelines.

() — 4 —y £

Future plans are also under discussion for the further development of
a national quality management program, and an expansion of quality
improvement staff at the Ministry of Health. Increased collaboration
with partner organizations is also underway.

In May 2008, a meeting convened by Dr Pascoa with other senior Min-
istry of Health staff and representatives from USG-supported partner
agencies. At this meeting, indicators were reviewed and slightly modi-
fied for the second round of data collection will begin in August.

The HIVQUAL-Mozambique team is led by Dr Mussa Calu. Dr. Calu
received his medical degree from Maputo University, and has a post-
graduate degree in physical medicine and rehabilitation from the Uni-
versity of Trieste in Italy. He was previously a member of the USAID
HIV/AIDS team. Dr Calu is currently a member of the MOH Natioanl
Quality Committee, as well as the PEPFAR Treatmetn Working Group.
At CDC-Mozambique, HIVQUAL has been supported by Dr Klaus Stur-
beck, Senior ART site development specialist for the Global AIDS Pro-
gram, and Dr Mauro Sanchez, Associate Director for Science at the
Global AIDS Program. Drs Dr Pascoa Zualo Wate represents the Minis-
try of Health. In early 2008, a data manager was hired for the project;
Mr. Antonio Langa joined the HIVQUAL-Mozambique team. In
Maputo, the HIVQUAL team is located at JHPIEGO, which has pro-
vided administrative support for the project.

Baseline data collection, national-level aggregate data
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Clockwise, from top left: A list of the revised HIVQUAL-Mozambique indicators; Dr Mussa Calu (center) with staff at a Ministry of Heatlh clinic, as-
sisting with data collection; National-level data from the baseline data collection, showing two separate samples (ARV patients and non-ARV pa-

tients); A quality improvement training at the Ministry of Health.
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HIVQUAL INTERNATIONAL NEWS BRIEFS: WHAT’S GOING ON NOW?

Plans underway for Namibia’s second data collection

HIVQUAL-Namibia is about to begin its second round of data collection
later this year. The baseline data collection was completed in March, and
Ql project implementations have been ongoing. See the next issue of the
HIVQUAL International Update for a full country profile.

HEALTHQUAL Guyana moves forward for pediatric care

HEALTHQUAL is a new partnership between HIVQUAL International, UNI-
CEF, PEPFAR and the Guyana Ministry of Health. HEALTHQUAL will use the
HIVQUAL framework for quality improvement in well-child care, HIV care
and will pilot inpatient indicators focusing on tuberculosis. Indicators have
been developed, and in June 2008 meetings were held with key MOH staff
along with an initial training session for site representatives.

First International Training-of-Trainers held in Uganda

Adapted from the successful Training-of-Trainers (TOT) curriculum devel-
oped by the National Quality Center, HIVQUAL International hosted its first
International TOT in close collaboration with Mildmay. The 3-day training
was held July 8th-10th in Entebbe, Uganda. More than 60 experienced
trainers participated. Participants will now use their new skills to conduct
two quality improvement trainings each over the next three months, result-
ing in more than 120 new QI trainings. In the following week, an interactive
workshop was held with agency leaders to provide QI skills and begin the
spread of HIVQUAL through additional agency-supported facilities.

Rwanda invites HIVQUAL-International for Ql assessment
Rwanda has significantly scaled up HIV treatment services in recent

years, with more than 50,000 patients treated with ART. Given the
success in scale-up of clinical services the quality of the clinical package
has become a priority to the nation and implementing partners alike.
TRAC+ and the Ministry of Health are engaging in a major effort to
improve the quality of general health services by addressing communi-
cable and infectious diseases in the pilot project. TRAC+ and CDC-
Rwanda invited HIVQUAL International in December 2007 for an initial
assessment to recommend how the HIVQUAL framework can benefit
the overall health system, including HIV/AIDS care and services.

HIVQUAL-Nigeria continues with upcoming second data collection
Baseline data collection was completed earlier this year, and in May a
meeting was held to disseminate the results to the pilot sites and im-
plementing partners. The pilot sites have received QI training and are
currently implementing Ql projects. The second round of data collec-
tion is scheduled for August 2008. A full country profile will be in-
cluded in the fourth issue of the HIVQUAL International Update.

HIVQUAL-Haiti moves forward with implementation

The HIVQUAL-Haiti core team reports that 15 of the 19 pilot sites have
instituted quality committees, and some of the sites have started plans
for quality improvement projects. Reports for the initial round of data
collection are underway and it is expected that the process will be
completed later this year. In addition, preliminary discussion are un-
derway for a New York City study tour. A full country profile will be
included in the fifth issue of the HIVQUAL International Update.

Update from HIVQUAL National: Learn more about HIVQUAL...

The National HIVQUAL Project, which began in the United States in
1995, now has 27 regional quality improvement groups and learning
networks spread throughout US and Puerto Rico.

Regional groups and learning networks are excellent opportunities for
local and regional collaboration and sharing of best practices, as well
as ongoing peer learning, coaching and training. Regional groups are
facilitated by HIVQUAL consultants and cover areas of varying size
from single metropolitan areas to several states. Learning networks
are facilitated by quality experts and bring together practitioners from
throughout New York State to discuss a variety of topics related to HIV
care.

In addition to providing an important venue for peer learning, the
groups and networks can also provide a way for patients to become
involved in quality. Group sessions can also serve as a quality im-
provement orientation for new staff at participating sites. Most im-
portantly, they can help encourage and guide the development and
implementation of QI projects at participating sites.
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National HIVQUAL Regional Group/New York State Quality of Care Learning
Network Penetration
Il States included in one or more regional group or learning network
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For more information on the HIVQUAL International Update,
please contact Marion Billings at mab24@health.state.ny.us.
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improve quality.

The HIVQUAL International Update

HIVQUAL International offers a simple, systematic strategy for
building capacity to improve quality of HIV care. Using a perform-
ance measurement strateqgy based on a sampling methodology,
HIVQUAL facilitates the process of data collection and reporting to
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COUNTRY PROFILE: HIVQUAL-Namibia plans for 2nd data collection
Close MoHSS collaboration, regional approach to tmmmgs and technical support

Namibia has a large land mass of more than 800,000 square kilometers,
much of which is desert. With a population of just 1.8 million people, it is
one of the most sparsely populated countries in the world. However
despite its thinly distributed population, Namibia has an estimated HIV
prevalence of 19% among pregnant women and 15.3% among all adults.
With an estimated 196,000 PLWHAs scattered across a large geographi-
cal area, Namibia faces many challenges in delivering and monitoring
care.

Given these challenges and their prior experience with other country-
wide initiatives, the HIVQUAL-Namibia team recognized early on that a
regional approach was needed to support quality activities in a sustain-
able way. During the engagement process, starting in 2006, this model
was the basis for site selection, data collection, QI training and coaching
and mentoring.

The first round of data collection was preceded by 3 intensive 2-day re-
gional trainings with at least 3 representatives from each of the 16 pilot
sites. These trainings were opened by Ms. Ella Shihepo, Director of Spe-
cial Programs at the Ministry of Health. Also facilitating were Dr. Nda-
pewa Hamunime of the Ministry of Health and Social Services, Dr. Gram
Mutandi from CDC and Dr. Jan King, HIVQUAL International. In addition
to gaining an understanding of the indicators and data collection proc-
esses, the teams were able to start the quality improvement process
through teamwork, brainstorming and development of improvement
strategies for specific issues of concern in their facilities. These trainings
also marked the beginning of peer learning, sharing of successes, frustra-
tions, and strategies toward improvement. The trainings were held in
Windhoek (the capital), Swakopmund (Western coast), and Oshakati,
which is in the North on the Angolan border that was recently ravaged by
severe flooding.

As with all improvement activities, success begins with leadership.
HIVQUAL-Namibia has been led by Dr Ndapewa Hamunime. Dr. Ha-
munime is the Senior Medical Officer In-Charge of Case Management,
the MoHSS unit which oversees HIV/AIDS treatment, care and preven-
tion. She has included regional staff in trainings to increase skills at the
Ministry level as well as train individuals to provide coaching and mentor-
ing at the facility level.

After the baseline data collection and analysis were completed, national,
regional and district level benchmarking and comparative reports were
developed and will be used to drive improvements and inform national
priorities. Two quality improvement training workshops were held in
April, 2008 to present the data to the pilot sites and to prepare them for
the implementation of quality improvement projects. Sites were guided
through the process of examining the data, choosing targeted projects,
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Dr Ndapewa Hamumme conducts a HIVQUAL training session.

and performing a root cause analysis to begin development of interven-
tion plans. In June, the data was also presented to the MoHSS Technical
Advisory Committee, chaired by Dr. Ishmael Katjitae.

In October, the second round of data collection is scheduled to begin at
the 16 pilot sites. In preparation for this round of data collection, cus-
tomized HIVQUAL-Namibia software has been developed to streamline
data entry, analysis and reporting. Trainings for facility staff on data col-
lection procedures and use of the new software are planned for the com-
ing months. A software user guide is also in development.

Namibia has also adopted several unique indicators, in addition to the
traditional HIV management indicators (such as CD4 monitoring, ARV
Therapy and PCP Prophylaxis). To highlight important issues affecting
quality of care, the HIVQUAL-Namibia team included food security and
alcohol screening to their set of indicators. An inadequate supply of food
in certain areas of Namibia hampers achievements in clinical outcomes
for people living with HIV. Encouragement is needed to improve screen-
ing and increase referrals to NGOs offering nutritional and food security
services. Alcohol use also negatively affects disease progression, limits
deliverable clinical outcomes and adherence to ARVs, enhancing trans-
mission among patients living with HIV. Both indicators were felt to be
vital steps leading to the generation of data that will foster partnerships
between clinical teams and community-based organizations providing
services to HIV-infected individuals. Performance rates for these indica-
tors during the pilot data collection were low at some sites, as expected,
indicating the importance of highlighting these issues and targeting them
with improvement activities. Concerns about these additional indicators

continued on page 3
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HIVQUAL-NAMIBIA: QI PROJECT

TB screening and prevention

After the first data collection and analysis were completed in
early 2008, Rehoboth Hospital recognized an opportunity to
improve TB screening and Isoniazid Preventive Therapy (IPT)
rates. A meeting was held with the entire HAART and PMTCT
teams, during which causes for the low performance rates
were discussed. The main problem identified was the lack of
documentation for screening and prevention services actually
provided.

A fishbone diagram was completed by the group (see right) to
identify other possible causes for low rates of IPT and TB
screening. Four main areas for intervention were identified.
To improve documentation, IPT charts are being made avail-
able. Staff were encouraged to use the new forms. TB screen-
ing rates were to be improved via team discussions and train-
ing, followed by encouraging proper documentation of screen-
ing activities in patient files. Sputum collection and handling
procedures are being improved by reminding staff of the
proper protocol, and educating patients on how to collect
proper samples. Finally, patients have been targeted for edu-
cation about IPT, to help improve adherence and understand-
ing of the importance of the prophylaxis regimen.

With agreement from the facility staff, the interventions are
ongoing. Already, TB screening appears to have improved at
the hospital, as shown by an informal examination of patient
records. The staff reports that they are more conscious of the
need to screen patients for TB and to document their findings
in the patient’s chart. It is hoped that significant improve-
ments will be seen with the HIVQUAL-Namibia follow-up data
collection later this year. ¢

The Rehoboth Hospital ART Team. Front (L to R): Lewellyn Mouton,
Juliana Gawanas, Renata MMouton, Erna Steenkamp, Susan Tashiya.
Back (L to R): Dr Manyere, S. Hangero, Dr. Judmann.

Patients

| Staff |

1. Incorrect handling of 1. Staff not making use of IPT Card

specimen by patients, 2. Forgetting to asses for TB
2. Irregular collection of INH
by F/Up Patients

3. Insufficient collection of

Low % rate in IPFT

sputum_sample |
and TB screening

Lontamination

Equipment
Procedures

The fishbone diagram completed by the Rehoboth team, outlining the
multi-factorial causes of low TB screening and IPT rates.

FACES OF HIVQUAL: Hugh Dai, MD — HIVQUAL Programmer
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- Since 2000, Hugh Dai, MD, has been a consultant with HIVQUAL, and the chief programmer for
the HIVQUAL software. With his unique experience in medicine, information technology, and
clinical research, Dr. Dai has brought essential expertise to HIVQUAL in database design, man-
agement and statistical analysis.

Dr. Dai completed his medical degree at Beijing Medical University. After working as a clinical
analyst for a pharmaceutical company, Dr. Dai worked as a Post-Doctoral Fellow at McMaster
University. Currently Dr. Dai is the Director of Data Management at the Mount Sinai Medical
Center in New York City. While at Mt Sinai, Dr Dai has created an automatic clinical alert system
for adverse drug events by combining clinical knowledge with a data warehouse system, linking
together laboratory, pharmacy and other clinical information to reduce the number of adverse
events within the hospital system.

In addition to programming the HIVQUAL software for use in New York State and throughout
the United States, Dr. Dai has also developed the software for use in Nigeria and Mozambique.
He is currently working on an adaptation for HIVQULAL-Namibia and HEALTHQUAL-Guyana. ¢
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were discussed openly during trainings, including conducting assess-
ments of food security in areas where nutritional resources are often
lacking. Another common concern was the burden of documentation
for screenings and referrals.

Improvement projects began after the first round of data collection, with
clinic teams implementing a wide variety of projects. Several teams fo-
cused on improving TB screening rates and raising the number of eligible
patients receiving Isoniazid Preventive Therapy (IPT) for TB prevention. In
many cases, improvements were implemented through a systems-
oriented approach of improving documentation and record keeping
through the introduction of new clinic forms and ART cards with specific
fields for TB screening and prevention. These new systems not only im-
prove documentation, but will also provide reminders to providers to regu-
larly screen patients and provide preventive treatment when necessary.
For example, one team developed a special TB screening checklist form to
be attached to each patient file so that all patients can be properly as-
sessed. Another team found that the major barrier was dispensing IPT at
separate TB clinics, leading to considerable loss to follow-up. To improve
patient adherence and follow-up, the team is now providing IPT within the
ARV clinic, in conjunction with improved patient education. For an exten-
sive description of one of these QI Projects, see the box on page 2.

Many clinic teams also targeted other indicators such as CD4 monitoring,
prevention education, adherence assessment, PCP prophylaxis, alcohol
screening and food security. Improvements were implemented using
similar approaches of improved information systems to encourage im-
provements in care. At Onandjokwe Hospital, the team worked to en-
courage regular CD4 monitoring through weekly meetings with multidis-
ciplinary staff, stressing the importance of requesting regular CD4 counts
and documenting results in patient files. At each meeting 10-15 patient
files are examined by the group to monitor whether improvements were
being made.

Like at Onandjokwe Hospital, improvement projects at other clinics are
usually initiated through group discussions with facility staff of all disci-
plines. This promotes a collaborative approach to the Ql activities and
creates maximum staff buy-in and commitment to improvements in
care. Improvements are expected across many indicators in the next
round of data collection. In many cases, chart reviews have already
shown improvements.

Once the second round of data collection is completed in October, follow
-up meetings are planned in each of the 3 regions for November and
December. These meetings will primarily focus on improvement activi-
ties conducted at the site level. Facilities will present their quality pro-
jects, improvement strategies, successes, and challenges. Training in
additional improvement tools and techniques will be included to con-
tinue facility level capacity building. In the meantime, the central
HIVQUAL team has continued to provide support to sites where neces-
sary, and is implementing a follow-up system via telephone to monitor
the progress of improvement projects.

HIVQUAL-Namibia is managed on a daily basis Dr Gram Mutandi, who is
based at both the MoHSS and the CDC GAP office. At CDC, the team also
includes Claire Dillavou, MPH, the program’s data manager. Dr Ndapewa
Hamunime leads the team from the MoHSS. Additional support is pro-
vided at MoHSS by Ms Francina Kaindjee-Tjituka, Ms. Ria Bock, Ms An-
natjie Tobias and Ms. Wilhemina Kafita. ®
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TB SCREENING/IPT ASSESSMENT FORM
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Top: On-site training for data collection at the facility level.

Middle: A checklist created as part of a Ql Project to improve TB screening
and IPT rates. The checklist is now attached to all patient files .

Bottom: National-level aggregate data for the first round of data collection
at 16 pilot sites in Namibia.

HIVQUAL INTERNATIONAL NEWS BRIEFS

In late July, a delegation from Guyana traveled to Seattle, WA to
participate in a three-day Training-of-Trainers session. The TOT was
followed by a week-long Study Tour in New York City.

In August, a delegation from Botswana also participated in a New
York Study Tour. The visitors included representatives from the Min-
istry of Health, the Ministry of Local Government, and UNICEF.
HIVQUAL-Uganda is headed at full speed towards a third data collec-
tion and expansion to 60 additional sites, including pediatric care.
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What’s new with HIVQUAL-T?
Pediatric Program Update

The HIVQUAL model was adapted and implemented in Thailand begin-
ning in 2003. After successful pilot implementation for adult HIV care,
the CDC Global AIDS Program (GAP), along with the National Health
Security Office (NHSO) and Ministry of Public Health (MOPH) in Thai-
land expanded HIVQUAL from 12 hospitals to 140 hospitals in 2007.
National scale-up for the adult HIVQUAL-T program to 914 hospitals is
underway for 2008.

HIVQUAL-T Pediatrics was launched in 2005. The expansion to pediatric
HIV care was spearheaded by Dr Rangsima Lolekha. HIVQUAL-T Pediat-
rics is a collaboration between the Thai Bureau of AIDS, TB and STls, the
MOPH and CDC-GAP. Originally piloted at 5 hospitals, the pediatric pro-
gram has since been expanded to 28 sites.

At the original five pilot sites, the program has already produced results
in several indicators. The baseline data in 2005 showed adherence
monitoring at one pilot site to be less than 70%. The hospital then
identified this as a priority quality improvement area, and initiated a
variety of QI activities from staff trainings to the implementation of a
standard adherence record form. Adherence assessments are now at
more than 90% at this hospital.

In addition to improvements in adherence monitoring, significant im-
provement was found at the 5 pilot sites in CMV retinitis screening. The
median percent who received CMV retinitis screening at baseline meas-

urement in 2005 was 0%. In 2006 this rose to 67%, and by 2007 the
median rate across the 5 hospitals was found to be 100%. To improve
performance, guidelines in CMV retinitis screening were given to health
providers at the sites. Visual acuity screening tests were also routinely
given to patients with low CD4 counts and those with abnormal results
were referred to an ophthalmologist.

The pediatric HIVQUAL-T module is led by the MOPH and GAP-
Thailand team. The team from the MOPH includes Dr. Sanchai
Chasombat and Chuenkamol Setthabut. At GAP Thailand, the team
includes Dr. Rangsima Lolekha, Worowan Faikratok and Suchin Chun-
wimaleung. Consultants to the pediatric program are Dr. Michelle
McConnell (GAP) and Dr. Kimberly Fox (GAP). ¢

Pediatric HIVQUAL-T Module Expansion in Thailand

Chiang Rai regional
hospital expanded
the pediatric
HIVQUAL-T module
to 16 community
hospitals in Chiang
Rai province | 28

} hospitals

The pediatric module was L | 2008

expanded to additional 7 12
provincial hospitals hospitals

in 2007

‘ 4
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Pediatric HIVQUAL-T module was developed and
pilot tested at 5 hospitals (GAP support)

| | I |
2003----2005 2006 2007 2008

National adult HIVQUAL-T implementation
(supperted by National Health security office,
Bureau of AIDS, TB, STI and GAP, Thailand

Adult HVQUAL-T model was developed
and pilot tested in Thailand

Updates from HIVQUAL-US
Learn more about HIVQUAL...

Biennial Advisory Committee Meeting held in Washington, DC

On August 24" 2008, the HIVQUAL-US Advisory Committee Meet-
ing was held in Washington, DC. Attended by more than 30 HIV
specialist clinicians, the event stimulated important discussions
amongst the experts on the ever-growing HIVQUAL program within
the United States. Discussion focused on evolving priorities for
quality improvement in HIV care. Several didactic presentations
were made highlighting current issues in quality improvement. The
meeting was held just prior to the 2008 Health Resources and Ser-
vices Administration Ryan White Act All-Grantees Meeting, which
brings together representatives from federally funded HIV care
programs throughout the United States. ¢

Regional Groups Update: Eastern Pennsylvania

The Eastern Pennsylvania Regional Group is a multidisciplinary gath-
ering of representatives from nine healthcare facilities in the region.
The group meets face-to-face on a quarterly basis (with conference
calls in the interim), to discuss their quality programs, share best
practices, and receive guidance from HIVQUAL QI Consultant Dr.
Nanette Brey Magnani who facilitates the group. Represented in
the group are eight hospitals and one community health center; the
majority of participants nurse practitioners, with one data manager
and Q| Director who is also a consumer. In recent months, the
group has been focusing on HIV health literacy among patients. In
August, “Teach Back” methodology was discussed in which provid-
ers ask patients to repeat back the health information they have
been taught to ensure patient understanding. In October, the
group is planning to revise all of their education materials due to
the low level of literacy found among many patients. ¢

HIVQUAL INTERNATIONAL

Bruce D. Agins, MD, MPH
Director, HIVQUAL International
Medical Director, NYSDOH AIDS Institute
Margaret Palumbo, MPH Charles Borden, MBA
Deputy Director Senior Manager
HIVQUAL International Marion A Billings, MSc
Joan Manuel Monserrate, MPH Program Communications Manager
Deputy Director Keisha Lugay
HIVQUAL-US Administrative Manager
Clemens Steinbdck, MBA Jearlene Hunter
Quality Improvement Specialist Senior Administrative Assistant
Richard E. Birchard, MS Susan R. Pride
Senior Manager Administrative Assistant
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For more information regarding
HIVQUAL International, please contact:
Bruce D. Agins, MD, MPH
New York State DOH, AIDS Institute
90 Church Street, 13th Floor
New York, NY 10007, USA
bda0l@health.state.ny.us / +1-212-417-4536

HIVQUAL International is supported through the U.S.
Department of Health and Human Services, Health Resources and
Services Administration as the International Quality Center for PEPFAR
and through funding from UNICEF.

For more information on the HIVQUAL International Update,
please contact Marion Billings at mab24@health.state.ny.us.
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improve quality.

HIVQUAL International offers a simple, systematic strategy for
building capacity to improve quality of HIV care. Using a perform-
ance measurement strateqgy based on a sampling methodology,
HIVQUAL facilitates the process of data collection and reporting to
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COUNTRY PROFILE: HIVQUAL-Nigeria Speeds Ahead in First 18 Months

Strong commitment from federal government; Patient involvement in QI
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In July 2007, HIVQUAL-Nigeria shifted into high gear with a series of
high-level meetings between the Nigeria Federal Ministry of Health,
CDC-Nigeria and HIVQUAL. Meetings were held to gain support and
involvement from the National Guidelines Committee, key stake-
holders, partner organizations, providers, and patients living with HIV/
AIDS. With strong support at the national level, plans moved ahead
quickly in the following weeks with the development of indicators,
initiation of training sessions for key FMoH, CDC and facility staff, and
data collection activities.

Located in West Africa, Nigeria is the largest country on the continent
with a population of nearly 150 million — nearly a quarter of the popu-
lation of Africa. Nigeria has an estimated adult HIV prevalence of ap-
proximately three percent, with 2.6 million Nigerians thought to be
currently living with HIV/AIDS. Nigeria has the second highest number
of individuals infected with HIV in the world, after South Africa.

With its large population and roughly 300 facilities providing HIV care
throughout the country, HIVQUAL-Nigeria has been pushed forward
thanks to strong central leadership. Dedicated participation from the
FMoH is thanks to the firm commitments of the former and current
Directors for Public Health, Dr. Ngozi Njepuome and Dr. Abdulsalam
Nasidi, respectively.

With substantial momentum at the national level, indicators were
promptly finalized. Within several months, trainings were held with
representatives from all 20 pilot sites. Sites were chosen collabora-

Banner announcing the 3-day HIVQUAL training held in November, 2007
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The HIVQUAL team visits Jos Univ. Teaching Hospital in November, 2007.

tively by the FMoH and CDC-Nigeria, and were selected to represent
all six geopolitical zones and a variety of stakeholders including facili-
ties supported by implementing partners, the FMOH, and the Nigeria
Department of Defense.

Reflecting an important priority of HIVQUAL-Nigeria and the FMoH, a
commitment has been made to also involve patients in quality im-
provement and the implementation of HIVQUAL. In November 2007,
two workshops were held for patient representatives and advocates
to learn more about quality improvement and identify ways to em-
power patients to partner with their health care providers.

The first workshop with patients focused on basic quality improve-
ment training, and served as an opportunity to gain their input for
setting quality improvement priorities in Nigeria. Key issues identified
by the patients were empowerment, stigma, quality of care, con-
sumer involvement, rural access to care and the cost of care. Partici-
pants also expressed that patients needed to be more involved in
their care at the national policy level as well as at the regional and
facility level. The second workshop focused on patient empower-
ment, aiming to provide participants with the skills to actively involve
themselves in the quality of their health care.

In November 2007, trainings were also held for staff representatives
of the pilot sites, equipping facility teams with quality improvement
and data collection skills in preparation for the first round of data col-

continued on page 3
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HIVQUAL-NIGERIA: SPOTLIGHT
University College Hospital—Ibadan

The University College Hospital is affiliated with the University of
Ibadan, one of Nigeria’s premier and oldest institutions of higher
learning. Located in Oyo State, approximately 100 kilometers north
of Lagos, Ibadan is home to more than 2.5 million people. In addition
to its affiliation with the University, UCH receives support for its HIV/
AIDS program from Harvard University’s APIN+ program, a PEPFAR
implementing partner.

As one of the initial 20 pilot sites for the HIVQUAL-Nigeria, UCH has
benefited considerably from participating in the program. In particu-
lar, waiting times for patients have been reduced thanks to improve-
ments in provider schedules and appointment procedures. Patients
have also become more involved in quality-related activities, and staff
have become routinely engaged in continuous quality improvement.

After reviewing data from the first round of data collection, UCH
identified several key areas for improvement, including CD4 monitor-
ing and continuity of care for patients not receiving ART. To improve
performance on both of these indicators, a multi-pronged approach
was developed by the staff. To encourage patient attendance for
appointments, waiting times at the facility have been reduced and
counselors routinely remind patients by telephone of upcoming ap-
pointments. For CD4 monitoring in particular, staff use the labora-
tory database to track patients due for upcoming labs.

The interventions have been successful largely due to the commit-
ment and buy-in of the staff, gained by the multidisciplinary quality
improvement project team that includes patients, counselors, sup-
port group staff and data officers, in addition to clinical and labora-
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HIVQUAL-Nigeria pilot sites (blue) including UCH-Ibadan (red).

tory providers. Significant improvements have been observed: the
number of patients (both ART and non-ART) attending appointments
every six months has increased, as has the number of CD4 laboratory
tests performed at the hospital. In particular, CD4 monitoring for
non-ART patients has improved from 71% to 80% in just a few
months. ¢

FACES OF HIVQUAL: Suchin Chunwimaleung, Programmer

Suchin Chunwimaleung is a computer systems analyst at the
Thailand Ministry of Public Health, part of a joint collaboration
between the MOPH and CDC-Thailand. In 2003, Suchin pro-
grammed the MS-Access software for HIVQUAL-T as part of the
pilot implementation of HIVQUAL International. In 2004
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HIVQUAL-T began in 12 sites, and has now expanded to more
than 900 hospitals as the program has been completely inte-
grated into the Thai healthcare system. Suchin has been re-
sponsible for updates each year to the software, and provides
technical support to all participating sites. The current version
of the software allows for the customization of 3 indicators,
automatically generates reports and benchmark comparisons,
and can also import large patient case lists from Microsoft Excel
to aid in the data collection process.

In 2006, Suchin also adapted the HIVQUAL software for
HIVQUAL-Uganda. HIVQUAL-Uganda is currently planning for
its third round data collection, and is expanding to additional
sites in Northern Uganda and to pediatric care. Suchin contin-
ues to provide technical support for the HIVQUAL-Uganda soft-
ware.

Suchin received his bachelor’s degree in computer science from
Dhonburi Rajabhat University in Bangkok, and has also com-
pleted a master’s degree in information technology from East-
ern Asia Univeristy in Pathumthani, Thailand. Previously he has
worked as a computer programmer in the real estate and legal
industries. ¢
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continued from page 1
HIVQUAL-Nigeria Profile

lection. Site representatives were trained in sampling techniques,
data analysis and usage of the HIVQUAL-Nigeria software.

In January 2008, six teams were assembled at the central level to
travel to all 20 pilot sites for organizational assessments (OAs). The
teams included representatives from the FMoH, CDC and partner or-
ganizations. Each was dispatched to one of the six geopolitical zones in
Nigeria. For more on OAs, see the Methods box below.

The OAs provided the central team with crucial baseline information
about the quality improvement infrastructure at each site, including
their readiness to participate in the pilot. On-site trainings were also
conducted during the visits to supplement the November workshops,
and to continue preparations for the data collection process.

The customized HIVQUAL-Nigeria software was developed by HIVQUAL
programmer Hugh Dai, MD. In total, more than 4,000 records were
reviewed for the first round of data collection. Once abstracted, data
were entered into the HIVQUAL software. Reports were emailed to the
central team at the FMoH, led by Dr Aderemi Azeez.

The first round of data collection was completed in early 2008, and in
May meetings were held to report back on the data to all stake-
holders, including partner organizations, Nigerian and US government
personnel as well as patient providers and facility representatives.
Participants engaged in productive discussions on the data findings,
exploring causes for both low and high scores as well as modifications
to the indicator definitions and the software for the second round of
data collection.

Participating facilities are now engaging in quality improvement activi-
ties, and preparations are underway for the second round of data
collection which is slated for completion before the end of the year.

HIVQUAL QI Methods: Organizational Assessment

The HIVQUAL Organizational Assessment Tool is used to objectively
assess the quality infrastructure in clinics, and to target areas for de-
velopment and improvement. Explicit scoring criteria have been devel-
oped for the tool, which can also be used for self-assessment by the
facility. To download a copy of the HIVQUAL International OA, go to
www.http://hivguidelines.org/Content.aspx?pagelD=741

The team visits General Hospital Kafanchan in Kaduna state.
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Participation in HIVQUAL has encouraged facilities to implement a
variety of specific improvements based on the results of the first data
collection, in addition to forming engaged and quality improvement
teams to implement the projects and promote a continuous QI focus
amongst all staff. In many cases, teams have also included patient
representatives.

At General Hospital Kafanchan in Kaduna state, a quality committee
has been established to review performance. One key area targeted
was patient waiting time — a factor that can impact a number of clini-
cal indicators such as continuity of care and CD4 monitoring. Thanks
to their participation, the facility reports that the ART team now con-
siders quality an achievable and sustainable goal, and has been able to
improve and streamline much of their work.

At Jos University Teaching Hospital in Pla-
teau state, quality is now addressed at
weekly in-house general seminars to ensure
that all staff members are focused on im-
proving patient care. Areas targeted for im-
provement since the first data collection
include cotrimoxazole prophylaxis, continu-
ity of care for patients on ART and ART provi-
sion for eligible patients. For a detailed de-
scription of the Ql activities implemented at
one participating pilot site, please see the
“Spotlight” boxed feature on page 2.

e

Dr. Alozie Ananaba of
CDC-Nigeria, key leader
in the pilot phase of
HIVQUAL-Nigeria.

By early 2009, the team is planning to expand HIVQUAL-Nigeria from
the original 20 pilot sites to an additional 40 facilities. Plans are also
ongoing for a Nigeria Training-of-Trainers (TOT) workshop to be held
in the coming months. The 3-5 day TOT will equip participants with
the necessary skills to hold their own QI trainings, catalyzing the
spread of the HIVQUAL model and basic Ql methodologies to facilities
and providers throughout Nigeria.

HIVQUAL-Nigeria is coordinated at CDC-Nigeria by Dr. Ahmad Aliyu
(Program Specialist, Monitoring and Evaluation) and Dr. Ebunoluwa
Jaiyesimi (Program Specialist, Care and Treatment), with leadership
from Dr. Nancy Knight, Country Director. Additional support is pro-
vided by Dr. Karen Hawkins-Reed, Associate Director for Program
Monitoring. During the pilot phase of the program, instrumental as-
sistance and coordination was also provided by Dr. Alozie Ananaba,
Dr. John Vertefeuille and Dr. Nasir Sani-Gwarzo. Dr. Seymour Williams
of CDC-GAP in Atlanta has also provided essential support.

At the FMoH, coordination is provided by Dr. Aderemi Azeez (Head,
Monitoring and Evaluation Unit, National AIDS/STDs Control Pro-
gramme), Dr. Ganiyu Jamiyu (HIVQUAL Focal Point, NASCP) and Dr.
E.B.A Coker (Head, HIV/AIDS Division). ¢

HIVQUAL INTERNATIONAL NEWS BRIEFS

HIVQUAL-Haiti has completed its first round of data collection. The
team is also currently preparing for a New York City Study Tour in
December. HEALTHQUAL-Guyana held its first software training in
October, in preparation for its first round of data collection.
HIVQUAL-Uganda has completed its first round of data collection at
newly added pediatric sites. Pediatric indicators include core clinical
measures (CD4 monitoring, continuity of care, PCP prophylaxis) as
well as malaria prevention, growth monitoring and referral from
PMTCT. ¢
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What’s new with HIVQUAL-T? 2008 Expansion and scale-up

HIVQUAL-T began in full force in 2004, with a first round of data
collection conducted in 12 pilot sites. Since then, HIVQUAL-T
has been integrated into the national health system, and an
expansion to a targeted 914 sites is currently underway.

As of August, 2008, a staggering 734 hospitals in 12 regions
have received training in HIVQUAL, and 514 of these have com-
pleted and submitted a round of data collection. Please see
below for a summary of the rapid scale-up of HIVQUAL-T since
planning began in 2003.

Across the 550 sites that have submitted data, performance on
many key indicators is strong. For example, coverage for CD4
testing was found to be 90.9%, and 90.1% of eligible patients
are receiving ART. ¢

2008 HIVQUAL-T Core Indicators
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Updates from HIVQUAL-US
Learn more about HIVQUAL...

2008 Data Submission Update

With the development and release of the new HIVQUAL soft-
ware in April-May 2008, data collection and submission began
almost immediately at HIVQUAL-US participating sites across
the nation. As of 27 October, 162 facilities in 30 states and
territories (including Puerto Rico and Washington, DC) have
submitted data.

Technical support for the new software and the data collection
process is provided by HIVQUAL-US Data Manager Chris Wells.
Sites that have encountered problems with their data submis-
sion or who have submitted incomplete data have received
individual support and assistance. Sites that need additional
help have also received support from HIVQUAL Consultants
assigned to the site, who provide ongoing support to sites
through coaching and mentoring through all phases of the
HIVQUAL model for quality management, including perform-
ance measurement, quality improvement, and the establish-
ment of a lasting quality management infrastructure. A final
national-level report of the data is currently in preparation, to
be completed in the coming months. ¢

Creating a Multidisciplinary Ql Team: An Example
In an effort to achieve 25% improvement across all HIVQUAL-

US clinical indicators, the Community Healthcare Network es-
tablished multidisciplinary HIV Teams at its clinic sites through-
out New York City. Team members consist of individuals from
a wide variety of disciplines, ranging from treatment adherence
counselors, nutritionists, social workers, case managers, nurses
and medical providers. The teams meet prior to clinic sessions
to discuss all patients with medical appointments for that date.
Each patient is reviewed using an HIV Tracking Tool document
that includes fields for all HIVQUAL indicators. Specific patient
needs are discussed, and medical providers are made aware of
key reasons for the patient’s visit such as needed lab work or
pharmacy refills. The meeting only takes between 5 and 15
minutes, adding only minimal burden to staff time. Since im-
plementation of the HIV Team model in 2006, clinical indicators
have improved between 7% and 100%. ¢
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Expanding HIVQUAL for Pediatric ARV Rollout and PMTCT;
Introducing HEALTHQUAL- Guyana for QI in WeII Child Care

HIV/AIDS is one of the top 10 leading causes of mortality in children under
the age of five. Sub-Saharan Africa bears the largest burden, with the vast
majority of under-five deaths due to HIV/AIDS occurring there. Great ad-
vances have been made to extend care and treatment services to infants
and children exposed, infected or affected by HIV in resource-limited set-
tings. In just a few years, pediatric HIV care and treatment programs have
been established in most African nations and thousands of children are
currently receiving HIV-related services from birth through adolescence.
Nonetheless, further expansion of efforts to reach more children with pre-
vention, care and treatment services is needed. As programs grow so will
the needs to ensure the quality and impact of services provided.

As evidence grows for the importance of early treatment, it is essential
that HiV-infected children and infants are identified and treated as soon
as possible. Recent data from the South African CHER (Children with HIV
Early Antiretroviral Therapy) Study have shown that HIV-infected infants
who receive ART as soon as they have been diagnosed are 76% less likely
to die than those who received treatment only once the disease had pro-
gressed.* Using the HIVQUAL framework for Ql, HEALTHQUAL helps to
assure the highest quality of care as access to ART is expanded for pedi-
atric patients across the globe.

Mortality from HIV, however, is just the tip of the iceberg. Far more chil-
dren die each year in the developing world from simple, preventable
causes such as pneumonia, diarrhea and neonatal complications at birth.
The need for high quality, accessible well-child care throughout the de-
veloping world is paramount. Assuring that the best possible care is
given to all children is essential to improve the health of populations
across the globe.

Through well-established methods to build capacity for quality manage-
ment in government agencies, HEALTHQUAL is collaborating with UNI-

CEF to develop and enhance sustainable country-owned national quality
management programs that are designed to improve the quality of care
for children, including those living with or exposed to HIV. UNICEF has
been working in parallel with PEPFAR to support the implementation of
diagnosis, care and treatment programs and has also supported
HIVQUAL in several countries. In this issue we highlight efforts to assess
the quality of health services for children and present examples of on-
going HIVQUAL programs in three countries: Uganda, Guyana and Thai-
land. These examples showcase countries with very different epidemics,
resources, infrastructures and patient volumes and highlight the flexibil-
ity and adaptability of HIVQUAL.

* Violari A, et al. “Early Antiretroviral Therapy and Mortality among HIV-Infected
Infants.” NEJM, 20078 359;21:2233-2244.

Uganda Completes First Round of Data Collection at 20 Pediatric Sites

After a successful first round of data collection in late 2006, plans
began to form for a large expansion of HIVQUAL-Uganda beyond the
original 20 sites of the first phase. Among the 80 expansion sites ulti-
mately chosen, 20 were pediatric care facilities in the Northern part of
Uganda, an area that had until recently been ravaged by a decades-
long civil war. With the addition of these sites in the North and a new
pediatric component supported by UNICEF, HIVQUAL-Uganda is an
example of major donor collaboration between PEPFAR and UNICEF.

As pediatric sites were being selected, indicators specific to pediatric
care were developed by key stakeholders and leading Ugandan pedia-
tricians. A meeting convened by the Ministry of Health AIDS Control
Program was facilitated by Dr. Bruce Agins of HIVQUAL International,
Dr. Godfrey Kayita of HIVQUAL-Uganda and Dr. Rangsima Lolekha of
HIVQUAL-T from CDC-GAP Thailand (TUC). Six clinical areas were re-
tained from the adult module and adapted for pediatric care: continu-
ity of care, CD4 monitoring, cotrimoxazole prophylaxis, ART, adher-
ence assessment, and TB screening and treatment. New indicators
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unique to pediatric care were:
growth monitoring, malaria pre-
vention and referral from PMTCT.
Optional indicators include immu-
nization coverage and disclosure of
HIV status among patients >8
years.

The first round of pediatric data
was collected in January 2008.
Representatives from each of the
20 pediatric facilities received Ql training from the HIVQUAL-Uganda
team (Dr. Kayita, Julius Ssendiwala and Prosper Behumbiize), a few
months later, during which staff members were guided through the
baseline data collection methodology and the process of selecting Ql
projects based on their data. Many sites chose to focus on improving
CD4 monitoring, however some chose other areas such as growth

HIVQUAL-Uganda
Pediatric QI Projects:

® (CD4 Monitoring (8 sites)

TB Screening (3 sites)

ARV Therapy(3 sites)

Growth Monitoring (2 sites)
Prevention Education (2 sites)

Cotrimoxazole Prophylaxis (2
sites)

continued on page 4
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HIVQUAL-T Pediatric Program Plans for National Level Expansion and Scale-Up

Pediatric HIVQUAL-T began in 2006 with 5 pilot sites at tertiary
care hospitals in Thailand. Support was provided by CDC-GAP, and
in 2007 the program was expanded to 12 sites, with additional key
involvement and support from the Thai Ministry of Public Health
(MOPH).

In 2008, the program was expanded to 16 community hospitals,
and plans are underway for further expansion in 2009 to 6 addi-
tional tertiary care hospitals and 9 more community hospitals.
After 2009, all 100 provincial hospitals with high numbers of pedi-
atric cases will be targeted.

Performance measurement for pediatric HIVQUAL-T is conducted
once a year; QI activities are planned annually following perform-
ance measurement reports. In August and September 2008,
HIVQUAL-T workshops were held to share 2007 performance
measurement results for Bangkok and Chiang Rai province. The
pediatric workshops were attended by 154 different health care
professionals including 34 doctors, 36 pharmacists, 46 nurses, 18
public health officers and 25 others. The multidisciplinary atten-
dees shared QI topics, activities, and materials used in their QI
work.

Since 2005, a number of successful QI projects have been imple-
mented at participating pediatric sites, ranging from improving
immunization coverage to assessing dental health for children liv-
ing with HIV/AIDS. At Queen Sirikit National Institute of Child
Health, the rate of HIV-infected children receiving an assessment of
whether or not their immunizations are up to date rose from 8% to

HIVQUAL-T PEDIATRIC INDICATORS

Continuity of care

Clinical staging

Immunological monitoring

Viral load monitoring

PCP primary prophylaxis

MAC primary prophylaxis

CMV retinitis screening

ART

Adherence Assessment

Management of treatment failure

Lipid monitoring

Management if abnormal lipid profile
Resistance testing (if treatment failure)

TB contact history screening

TB clinical screening

PPD screening (if contact or symptoms)
CXR screening (if contact or symptoms)

INH prophylaxis (if history or latent infection)
Proper TB treatment

Assessment of immunization status
Vaccinations according to guidelines
Weight for age assessment

Treatment if weight for age < 10th percentile
Height for age assessment

Developmental assessment

Intervention if delayed development
Secondary sexual characteristic assessment
Sexual risk assessment of sex education

Monitoring HIV Status

Primary Ol Prophylaxis

ARV Therapy

TB Screening and Treatment

Immunization Assessment

Growth and Development Moni-
toring

Oral Health Care Assessment Oral health assessment
Treatment for abnormal oral health
Psychosocial Issues Children 27 years of age in school

Disclosure, children 210 years of age
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100% between 2005 and 2006. Improvements implemented
ranged from adding an immunization variable to the medical re-
cord form to reminding patients to bring their vaccine book to all
visits. Performance measurement results were also reviewed at
weekly staff meetings to continually motivate staff. At Siriraj Hos-
pital, the proportion of HIV-infected children with abnormal oral
health receiving appropriate treatment rose from 41% to 100%
between 2005 and 2006, thanks also to a wide variety of QI activi-
ties: educational materials on oral health were developed for the
clinic, a visiting dentist was brought in to conduct dental education
classes, and fluoride was given to patients. Also, a “teeth beauty
contest” was held in the HIV clinic for the children twice a year.
Finally, review of performance measurement results was inte-
grated into routine staff meetings.

The scale-up of pediatric HIVQUAL-T represents integration of the
approach into the Thai national health system, and successful coor-
dination between the Thailand National Health Security Office
(NHSO), the MOPH and the Institute of Hospital Quality Improve-
ment and Accreditation (IHQIA). Integration with adult HIVQUAL-T
as a national program is currently being discussed, particularly in
the context of the upcoming expansion to all provincial hospitals
with high pediatric caseloads. As pediatric HIVQUAL-T continues to
grow, cross-organizational collaboration will be essential. As the

continued on page 3

TOP: patients are asked to bring their vaccine book to each visit at Queen
Sirikit Nat. Inst. of Child Health. BOTTOM: A class on dental health for
children and caretakers at Siriraj Hospital.
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HEALTHQUAL-Guyana Gears Up for Indicator Development, 1st Data Collection

HEALTHQUAL-Guyana represents the first adaptation of the
HIVQUAL framework beyond HIV care during its initial phase, and
has been supported by UNICEF and CDC-Guyana.

Begun in 2008, the mission of the HEALTHQUAL-Guyana pro-
gram is to improve the quality of child healthcare, including HIV
care, in Guyana by building capacity for quality management.
Led by the Guyana National AIDS Programme Secretariat (NAPS),
and guided by a steering committee composed of representa-
tives from the Bureau of Maternal Child Health, UNICEF, CDC-
Guyana and FXB-Guyana, the program is moving rapidly through
its first phase. A set of indicators has been developed for use in
pediatric settings that will be used to measure the quality of well-
child care. For all children, including those not infected with HIV,
four well-child care indicators have been developed: clinical vis-
its, growth monitoring, assessment of developmental milestones
and vaccination coverage. Additional indicators used for children
infected with HIV include CD4 monitoring, ART, adherence as-
sessment, cotrimoxazole prophylaxis, TB screening and general
medical care which includes routine measurement and documen-
tation of vital signs.

In October 2008, a two-day training was held for representa-
tives of the 20 participating sites to review the HIVQUAL frame-
work, and to train participants in case list generation, sampling,
and chart abstraction, as well as use of the HEALTHQUAL-Guyana
software for data entry and report generation. Data transfer
procedures were also outlined for the secure and orderly submis-
sion of data from the sites to the central team. The training, led
by HEALTHQUAL’s Charley Borden, in collaboration with the
MOH, was a hands-on session designed to build capacity
amongst facility staff. The first round of data collection is under-
way, with results expected in the coming months.

continued from page 2

HIVQUAL-T-PEDS

main payor for healthcare in Thailand, the NHSO provides the
budget, policy support and oversight for ensuring quality in HIV
care. The MOPH provides technical leadership, training, monitor-
ing and supervision for the pro--gram, whereas IHQIA provides
technical assistance for Ql training networks in Thailand. Also,
TUC, the collaboration between the US Centers for Disease Control
and Prevention (GAP Thailand) and the Ministry of Public Health
provides technical support to the MOPH to strengthen the quality
of HIV programs. As part of the HIVQUAL-T model, provincial
health offices also sponsor regional QI meetings where providers
discuss their experiences with one another.

HIVQUAL-T-PEDS is led by the MOPH with support from GAP-
Thailand. The team from the MOPH includes Dr. Sanchai Chasom-
bat and Chuenkamol Setthabut, with assistance from Dr. Peeramon
Ningsanond. At GAP, the team includes Dr. Rangsima Lolekha,
Worawan Faikratok and Suchin Chunwimaleung. Consultants to the
pediatric program are Drs. Michelle McConnell, Kimberley Fox and
Philip Mock of GAP. Also essential to the program are the many
pediatricians and nurses at the participating pediatric hospitals.

As the first country outside the US to implement HIVQUAL, Thai-
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HEALTHQUAL-GUYANA INDICATORS
Clinical Visits All Patients
Growth Monitoring: Weight
Growth Monitoring: Height/Length

Growth Monitoring: Head Circumf. Well-Child (Less than 5 years of age,

including exposed infants and

Growth Monitoring: Weight for Age confirmed HIV-infected children)

Developmental Milestones
Vaccinations

CD4 Monitoring

ART

Adherence Assessment All HIV infected children and exposed
Cotrmixazole prophyaxis infants

TB Screening

General Medical Care
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Rosignol Health Centre, a primary health care facility providing MCH
and PMTCT in Rosignol, Guyana

Select Longitudinal Data, 2005-7
3 Pediatric HIVQUAL-T Sites
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land continues to move towards total integration of HIVQUAL-T
into the national health system. The expansion into pediatric care
further spreads the HIVQUAL framework, building capacity for con-
tinuous quality improvement throughout Thailand.

Supplemental, Autumn 2008




continued from page 1

HIVQUAL-Uganda

monitoring, ART, cotrimoxazole prophylaxis, prevention education
and TB screening. Clinic teams are currently working to implement
their QI projects, with support from UNICEF for their QI activities and
guidance from district-level teams. Thanks to this support, district
health teams will visit sites once a month for coaching and mentoring,
building capacity for a Ql infrastructure both at the facility level and
the district health system level.

Quality Improvement Projects:

At Kalongo Hospital, situated along the border with Sudan in the
district of Pader, the newly formed QI committee decided to focus
their QI activities on growth monitoring after reviewing their baseline
data. Growth monitoring cards were established for the charts of all
patients under the age of 5 to encourage monitoring and documenta-
tion. All ART providers and community health workers were sensi-
tized to the importance of growth monitoring, and were trained in
chart plotting, childhood weight-for-age calculations and interpreta-
tions. Referral systems were also strengthened for those in need of
nutritional support as community workers were guided to emphasize
nutrition education in their work with mothers. The dedicated team
at Kalongo Hospital is looking forward to the next round of data col-
lection to determine the impact of their quality improvement project.

At Lacor Hospital in Gulu District, the ART clinic is currently serving
more than 5,000 adult patients and over 2,000 pediatric patients.
After the first round of data collection, the team was surprised at
their low rates of TB assessment. A QI team was formed, and the
group tackled TB assessment from a variety of angles after identifying
all possible causes for their low performance. The clinical team was
retrained on these topics, reinforcing MOH guidelines. Documenta-
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tion of all clinical activities was also emphasized. Clients were also
sensitized to the importance of assessment and screening. A TB coor-
dinator or focal person was identified at the facility, as HIV-TB collabo-
ration activities were strengthened. The clinic also conducted com-
munity outreach activities to further educate patients and community
members. Regular meetings are ongoing and keep the Ql team up-
dated on progress. The clinic has collected their follow-up data and
demonstrated marked improvements across multiple indicators, in-
cluding TB assessment which rose from zero to 50%.

With more than 100,000 children estimated to be living with HIV/
AIDS in Uganda, the expansion of HIVQUAL to pediatric sites is a
crucial part of the continued rollout of ART throughout Uganda.
Expansion to sites in Northern Uganda also represents an important
milestone, as many sites in the region have only recently been able
to operate under reasonable levels of security due to instability and
civil war.

HIVQUAL-UGANDA PEDIATRIC INDICATORS

INDICATOR DESCRIPTION
Continuity of Proportion of HIV+ children who have had at least one clinical visit
Care during the last 3 months
Monitoring HIV
St:tr:)lzorlng Proportion of HIV+ children receiving a CD4 test in the past 6 months
Growth Proportion of HIV+ children receiving weight for age assessment
Monitoring every 3 months.

Proportion of HIV+ children with weight for age less than 25th per-
centile receiving nutritional support

Cotrimoxazole
Prophylaxis

Malaria Preven.

Referral from

Proportion of HIV+ children receiving cotrimoxazole during the last 6
months

Proportion of HIV children using insecticide-treated materials during
the last 6 months.

Proportion of new HIV-exposed or infected infants at HIV clinic who

PMTCT to Care  were referred from PMTCT clinic

ART Proportion of HIV+ children receiving ART who meet MoH clinical
and immunologic eligibility criteria

Adherence Proportion of HIV+ children on ART who have had an adherence

Assessment assessment in the last 6 months

TB Screening
and Treatment

Immunization
(Optional)
Psychosocial
assessment

History: proportion of HIV+ children who have been screened for
history of TB contact or symptoms during the last 6 months

Lab screening: proportion of HIV+ children with history of TB contact
or withTB symptoms receiving appropriate TB investigation during
the last 6 months

Treatment: proportion of HIV+ children with TB disease receiving TB
treatment or referred for treatment

Coordination: proportion of children whose HIV and TB medications
are documented in the HIV record.

Proportion of HIV+ children who areu p to date with immunizations
base don their age at time of review and MOH EPI guidelines
Disclosure: proportion of HIV+ children aged 28 yrs who were dis-
closed their HIV status

Sex education: proportion of HIV children aged >8 yrs receiving sex
education at the clinic

School attendance: proportion of HIV children 2 6 yrs who are at-
tending school

Discrimination at school: proportion of HIV children 26 yrs for whom
HIV discrimination in school was assessed during the last 6 months

HIVQUAL International is supported through the U.S.

Department of Health and Human Services, Health Resources and
Services Administration as the International Quality Center for PEPFAR

and through funding from UNICEF.

For more information on the HIVQUAL International Update,
please contact Marion Billings at mab24@health.state.ny.us.
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improve quality.

COU NTRY PROFILE: HAITI

HIVQUAL International offers a simple, systematic strategy for
building capacity to improve quality of HIV care. Using a perform-
ance measurement strategy based on a sampling methodology,
HIVQUAL facilitates the process of data collection and reporting to

February 2009 Volume II, Issue 1

Team succeeds in the face of destruction after the 2008 hurricane season;
Performance measurement process is fac:l:tated by nation-wide EMR system

With the third highest HIV/AIDS prevalence in the western hemi-

sphere, Haiti has confronted a severe epidemic for many years. The

first cases of AIDS in Haiti were reported in the early 1980s, and
today an estimated 190,000 Haitians are living with HIV/AIDS. Cov-
erage of antiretroviral treatment has expanded considerably in re-
cent years, with more than 20,000 patients receiving ART at 51 sites
throughout the country. Adult prevalence is estimated at 2.2%, and
is slightly higher among females than males in the 14-49 age group.

HIVQUAL-Haiti began in late 2007, and has moved forward at an
impressive pace. In December, 2007, a national-level core team
was assembled from the Ministry of Health and Population (MSPP),
with support from Dr. Gabriel Thimothe (Director General, MSPP).
The team also includes personnel from CDC-Haiti and representa-
tives of some partner organizations. A National Committee was
formed, bringing key stakeholders together for regular meetings to
develop and discuss the goals of HIVQUAL-Haiti and gain input from
diverse partner organizations. Committee members include repre-
sentatives from AIDS Relief, Family Health International (FHI),
GHESKIO (Groupe Haitien d'Etude du Sarcome de Kaposi et des In-
fections Opportunistes), IHE, I-TECH, John Snow, Inc (JSI) Manage-
ment Sciences for Health (MSH) and Partners in Health (PIH), as well
as CDC-Haiti, USAID and other US government staff. The committee
is convened several times a year by the Ministry of Health, and also
includes representatives from Departmental Health Offices. In
Haiti, the five Departmental Offices are the decentralized authori-
ties under the MSPP. Each office includes staff for oversight of HIV

Daniel Lauture, Micheline Louis and Nirva Duval of the core HIVQUAL-Haiti
team, during a training session on fishbone diagrams for root cause analysis.
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services for the regions in the Department’s catchment area.

The committee’s most recent meeting took place in December,
2008 and was attended by patient representative Esther Boucicault
Stanislas, of PHAP+ (La Plateforme Haitienne des Associations des
Personnes vivant avec le VIH). PHAP+ is a non-profit organization
working to bring together local PLWHA associations throughout
Haiti. At the committee meeting, Ms. Boucicault voiced the con-
cerns of PLWHAs and emphasized the need for quality psychosocial
services within comprehensive care models.

In collaboration with the National Committee, indicators were
developed and defined in early 2008. The HIVQUAL-Haiti indicators
include patient retention, CD4 monitoring, ARV therapy, cotrimoxa-
zole prophylaxis, adherence assessment, TB evaluation, and nutri-
tional assessment. With more than 5,000 Haitian children esti-
mated to be HIV positive, and 68,000 orphaned and vulnerable chil-
dren, the team decided to measure elements of pediatric care in
the first round of data collection, including cotrimoxazole prophy-
laxis and immunizations in children with HIV. The team included an
indicator to measure rates of PMTCT prophylaxis.

Once indicators were finalized and agreed upon by the National
Committee, the core team held a central HIVQUAL training session

| for Department and clinic staff. The team also conducted follow-up

on-site training sessions at each of the 19 pilot facilities. By the
summer of 2008, the participating sites were prepared for the first
round of data collection, and the core team had also completed the
19 baseline organizational assessments. August, however, brought

continued on page 2
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HIVQUAL-Haiti Profile

the first of three successive hurricanes and a tropical storm that
devastated the country’s health care delivery infrastructure.

One pilot site, Hopital La Providence in Gonaives, was in one of
the hardest-hit areas and suffered from severe flooding after Tropi-
cal Storm Hanna, forcing abandonment of the hospital building.
The coastal city, which was already saturated from rains due to Hur-
ricanes Fay and Gustav, suffered flooding up to 2 meters. Nearly
50,000 people were displaced from their homes into shelters.
Overall, more than 600 lives were lost in Haiti during the devastat-
ing 2008 hurricane season.

Across the country, MSPP and CDC personnel found their work
reprioritized as they were called upon to assist sites coping with
structural damage, lack of electricity and an influx of injured pa-
tients. Yet despite these challenges, the team was able to reestab-
lish the HIVQUAL-Haiti program with renewed momentum. Within
a few weeks, HIVQUAL-Haiti was back on track.

Data collection was facilitated and expedited in large part due to
the comprehensive electronic medical records system that was de-
veloped by I-TECH and CDC which is now used in clinics throughout
Haiti. The system — currently a hybrid of electronic and paper
forms designed to accommodate power supply and infrastructure
challenges at some sites — can automatically produce data reports
on all 10 HIVQUAL performance indicators. In addition, data are
collected for all patients, eliminating the need to generate a statisti-
cally representative sample. HIVQUAL worked closely with the in-
country team, CDC and I-TECH to incorporate functionalities in the
EMR to monitor these indicators and allow for automatic report
generation. The web-based system allows for the collection of pa-
tient data from sites throughout Haiti; users with access clearance
can view and print performance reports from any computer with
internet access. The resulting seamless integration of HIVQUAL
data collection and the national reporting process through the EMR
system has eliminated the need for duplicate data entry.

Depending on the information systems infrastructure at each site,

The web-based Haitian electronic medical records
(EMR) system, with options for automatically gen-
erating HIVQUAL reports.

/= Systéme de Collecte de Données VIH - Windows Internet Explorer

- B Pt i, g b, exbufeple

WG| g Systhme de Collacte da Donndes VIH

data entry can occur either at a computer terminal at the point of
care, or via paper form that is later entered into the electronic sys-
tem by data entry personnel. Paper forms can also be used in the
event of a power outage. In addition, some facilities have been
equipped for local hosting of the EMR, given frequent outages in
internet access. Data can be uploaded to the centralized system
periodically whenever a connection is available. Moreover, the

system has helped to promote efficient record retrieval and a cul-

Hédpital de Lascahobas in the central plateau region, a HIVQUAL partici-
pating site supported by Partners in Health.

ture of documentation and measurement, while also accounting for
contingencies amidst the infrastructure challenges faced by many
facilities in Haiti. [For more information on the Haitian EMR system, visit
www.go2itech.org]

With the first round of data collection completed, the sites have
started improvement projects and are continuously monitoring
their performance. For example, the Hopital Le Providence in Go-
naives was able to recover and contribute their data despite severe
flooding. Showing their enthusiasm and commitment to quality,
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.. . . stakeholders from partner organizations and clinic networks to de-
HIVQUAL-Haiti: Pediatrics and PMTCT velop a diverse and decentralized corps of Ql experts throughout

The first round of data collection for HIVQUAL-Haiti included two Haiti. This approach will also promote regional health unit sponsor-

pefﬁat”'c indl:ca.tors and an ""‘?icatorf,o,r the prevention quothc?r-tg- ship and local peer learning groups. A second centralized HIVQUAL
child transmission. Participating facilities currently provide pediatric training session for Departmental and site staff is being planned for
and PMTCT care in addition to caring for adults with HIV. In addition,

HIVQUAL is coordinating with existing QI work by the Haitian Insti- March, 200. . ) ) )
tute for Community Health’s (INHSAC) PMTCT Collaborative. The The HIVQUAL-Haiti core team includes: Nirva Duval, Dr. Daniel
indicators and their definitions are described below. Lauture, Jean Levelt, Micheline Louis (MSPP), Dr. Jean Gabriel Balan

(I-TECH), Arsene Ferrus, Max Lelio Joseph (FHI), Dr. Gyrland Bois

B ol ALl (INHSAC), Dr. Yves-Marie Bernard, Nickasky Celestin, Dr. Roland
Proportion of children exposed to or infected Charles, Kettia Chery, Dr. Wilner Guerrier, Dr. Claude Gilles Hyp-
with HIV who have received adequate vacci- polite, Chapelet Ivanovitch and Henaud Niclas (CDC-Haiti). The US

Immunizations . . . .
nations for their age group. (According to team includes Dr. Kathleen Clanon and Joan Manuel Monserrate. ¢

Ministry pediatric standards)

Proportion of exposed and infected children
having received cotrimoxazole prophylaxis
during the past 6 months.

Cotrimoxazole
Prophylaxis

The proportion of HIV-positive pregnant
PMTCT women who have received ARV prophylaxis
during the past 6 months.

the staff at Gonaives report that they will utilize the QI techniques
they have learned through HIVQUAL to guide them in re-
establishing care for their displaced patients at a new site.

As staff at participating sites progress with their QI projects and
the next round of data collection, the core HIVQUAL team is work-
ing to make coaching and mentoring available through MSPP De-
partmental staff. Teams of Department-level MSPP and CDC per-
sonnel are being formed, which can provide coaching and mentor-
ing to guide facility personnel towards establishing sustainable qual-
ity management programs. Plans are being made to engage key

' Yy ‘\\ =) . ' " A

HIVQUAL International Director Dr. Bruce Agins and QI Consultant Dr.
Kathleen Clanon during a site visit on the initial trip to Haiti in 2007.

HIVQUAL-HAITI QI PROJECTS: Adherence Assessment

At Hopital de I'Universite d’Etat d’Haiti (HUEH), the quality commit-
tee decided to focus on adherence assessment for their QI project. At
baseline, the rate of adherence assessment at the facility was only
52.8%, despite the availability of an ARV adherence assessment tool
developed and disseminated by the MSPP.

First, an analysis of the tool was conducted to ensure that there were
no problems with the tool itself that prevented its usage. After testing
the tool with 3 providers over 2 days, it was determined that providers
were highly satisfied with the form and that the problem lay in encour-
aging providers to consistently use it. The quality committee then im-
plemented a number of interventions to promote its usage. First, re-
sponsibilities for using the tool with patients were expanded beyond
physicians to also include pharmacists, social workers and psychologists.

In addition, weekly sessions were held with staff and posters were
displayed in the clinic to remind personnel of the importance of using
the tool to assess patient adherence. Reports were given on a monthly
basis to facility staff on the progression of their improvement. Any pro-
viders with low completion rates were given extra attention to help
solve problems or address barriers they were facing. After three
months of hard work by the facility staff and quality committee, the
completion rate for the adherence assessment tool is now above 95%.
After using the tool consistently, the team has discovered that more
than half of the patients are <90% adherent, which puts them at risk for

The HIVQUAL International Update

treatment failure. As Dr. Na-
thaelf Hypolitte of HUEH re-
ports, “we couldn’t have known
that because we weren’t doing
the assessment. Now we are
deciding what next steps to take
for those patients.”

At another site, the Hopital St-
Antoine in Jérémie, the multi-
disciplinary QI committee also
chose to tackle adherence as-
sessment. Baseline data collec-

tion showed that the rate of A fishbone diagram prepared by the HUEH
adherence assessment was QI Committee

zero at the facility. An adherence sub-committee was promptly formed,
which met to determine why patients were not receiving an adherence
assessment. It was ultimately agreed that responsibility for assessing
patient adherence should lie with the pharmacy and outpatient unit
personnel, and so the team ensured that both units were well-supplied
with adherence evaluation forms.

The QI committee and the adherence sub-committee met every two
weeks to monitor progress; data were collected monthly. Over three
months the rates of adherence assessment at the facility rose sharply,
with 93% of patients receiving an assessment in November, 2008.
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HIVQUAL-HAITI: PROGRAM ORGANIZATION AND STRUCTURE

Ministére de la Sante
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National Committee
Lead: MOH General Director (Dr. Thimothe)

Representing: MSPP, (UCP/Plan National) , Department Staff, Secretarial Team
CDC, USAID, GHESKIO, PIH, AIDS Relief, MSH, |-TECH Lead: UCP/Plan National
Role: Oversight of HIVQUAL Haiti; advice to MSPP regarding quality Dr Lauture/ Duval

program direction, policy, and infrastructure, review and oversight of
implementation plans including tools, education for sites, and
site selection; regular review of data, analysis of

results and input to program development.

Departmental Quality Improvement Team
Lead: MSPP Regional HIV/AIDS Coordinator

Role: Assistin development of implementation plans,

v help identify and connect with pilot sites,
National Coaching Team z assist coachingteam in performing organizational

Lead: Care and Treatment Coordinator assessments, complete initial review of data, regular

o [Leriirs 2l B Eermer ] Contact with sites in their areas in order to assess
Includes: CDC Central Office, CDC Regional Specialists, * e e e
|-Tech, GHESKIO, HIVQUAL-US '<
L ]

Role: Implementation of pilot, train and coach pilot sites, train
Department staff to conduct organizational assessments and |
coach sites, problem-solving data issues, v

reporting to National Committee

Site Quality Improvement Team

n Lead: Site Manager or appropriate staff

Role: collect, review and analyze data, plan quality work
for the year, form quality improvement teams

HIVQUAL-Haiti is led by the Ministry of Public Health and Population (MSPP). The MSPP works with the National
Committee to provide overall direction to the program. The National Committee is comprised of various key
stakeholders, with representatives of the MSPP (including those at the Departmental level), partner organizations
(such as GHESKIO, PIH, AIDS Relief, MSH and I-TECH) as well as USG agencies such as CDC and USAID. The Com-
mittee advises the MSPP on program direction and implementation, and reviews data on a regular basis.

The National Committee also oversees the National Coaching Team, which is primarily responsible for training
sites in HIVQUAL and general QI methods. The team also provides ongoing coaching and mentoring to clinic staff
as needed. Finally, the team is also responsible for training departmental staff to become regional-level coaches,
and to conduct reqular organizational assessments at participating facilities. The National Coaching team reports
regularly to the National Committee.

In addition to the coaching and mentoring provided to departmental and clinic staff by the National Coaching
Team, the MSPP also provides direct oversight (via its secretarial team) to Department-level offices. Staff at the
department level then provide oversight to clinic QI teams, assessing and monitoring their progress.

What makes HIVQUAL-Haiti unique is the degree to which the program was immediately integrated into the ex-
isting Departmental structure of the MSPP. The core team worked carefully to develop HIVQUAL-Haiti and its sup-
port structure within the country’s HIV care delivery system. Since the initial call to create a National Committee
to the appointment of the HIVQUAL-Haiti core team, the national relevance of the program has been emphasized
thanks to the leadership of the Director General of the MISPP.
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FACES OF HIVQUAL: Daniel Tietz — Patient Involvement in Quality Management

HIVQUAL International is pleased to
welcome aboard Daniel Tietz as our
new AIDS Program Manager for
Consumer Involvement. With
twelve years of experience as a
consumer (patient) advocate in the
New York State Department of
Health’s AIDS Institute, Mr. Tietz
has worked to develop, implement,
manage and evaluate policies and
programs for PLWHAs in New York State. In 2002, he played an in-
strumental role in developing the Quality of Care Consumer Advisory
Committee, creating a venue for patients in New York State to voice
their concerns and play an active role in their quality of care.

In 1996, Mr. Tietz disclosed his HIV status to his colleagues during a
statewide conference, sending a message that people who work in
government are also infected with HIV/AIDS. As a respected public
administrator and a consumer of HIV/AIDS services, Mr. Tietz has
since been able to bridge the gap between government and patients,
promoting an active role for PLWHAs in government policies and

programs. In addition to creating the NYS Quality of Care Consumer
Advisory Committee, Mr. Tietz also spearheaded the development of
a Leadership Training Institute for PLWHAs in New York. The LTI pro-
vides leadership development, training, skills building, motivation
and education to PLWHAs in the areas of government funding and
community planning, HIV healthcare education, empowerment and
advocacy.

Finally, Mr. Tietz serves as the AIDS Institute representative to the
NYS DOH Office of Health Information Technology Transformation
which is responsible for the development of polices and systems to
implement electronic health information exchange and electronic
health records. He also co-facilitates the National Quality Center’s
Consumer Advisory Committee.

In his new role with HIVQUAL International, Mr. Tietz will provide
technical assistance and consultation to Ministries of Health on
strategies for the development of local, regional and national patient
involvement programs. He will provide regular support and guidance
to HIVQUAL International staff in order to integrate patient involve-
ment into national work plans and frameworks for quality improve-
ment.

HIVQUAL-HAITI Ql SPOTLIGHT: Tuberculosis Assessment at Hépital St Michel de Jacmel

The Hopital St Michel is located in Jacmel, a picturesque port city
in the Sud-Est province of Haiti. Both ART and HIV care are pro-
vided to more than 1,000 patients with HIV/AIDS. After review-
ing the first round of HIVQUAL data, the motivated and multi-
disciplinary Quality Committee decided to tackle three key areas
of improvement: PMTCT, adherence assessment and tuberculo-
sis assessment. TB assessment was addressed first, and a special
team was assembled to improve PPD rates by 30% within three
months. The team is comprised of a physician, a nurse, two so-
cial workers, local community workers, and was led by Nurse
Jeannina Jean Francgois (Nurse Frangois is now working at the
regional level for the Sud-Est Department of Health).

Results from the first round of data revealed that only 2.1% of pa-
tients during the 6-month review period had received a PPD. It was
determined that the main barriers to patients receiving a PPD were
their failure to return for a reading of the test, as well as their un-
derstanding of the importance of the test. Staff also needed addi-
tional encouragement to regularly place PPDs.

Once the causes for the low rate of TB assessment were deter-
mined, a number of interventions were planned, and improvement
activities were launched in October, 2008. First, staff were encour-
aged to reinforce counseling about the importance of PPD testing at
every point of contact with patients. Community workers were also
directed to meet with patients to increase awareness of the PPD
test. Social workers were also provided with travel vouchers to give
to patients who return for a reading of their PPD. Documentation
has been enhanced, with PPDs now mentioned on patients’ return
appointment cards.

Additionally, when PPDs are placed, providers develop a plan with
the patient to have the test read in 48 hours, particularly with pa-
tients from remote areas. Patients are referred to a transit house
for the two-day stay if they desire. Finally, funds were procured for
the follow-up chest X-rays that are to be given to patients with posi-
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tive PPDs, and for a small thermos to transport and protect the PPD
tests throughout the day.

The nursing team recorded PPD results daily throughout the pro-
ject, and reported monthly to the Quality Committee. By No-

vember, 2008, the rate of PPD testing had risen to 25%, a signifi-
cant improvement in just over one month. Most importantly,

the facility’s participation in HIVQUAL has “[given] us an oppor-
tunity to take a step back and really get a sense of the sort of
work we are doing. | can tell you that it’s the first time we’ve
embarked upon this kind of work as a team,” reports former TB
team leader Nurse Francois.

With improvements in TB assessment underway, the Quality
Committee is currently beginning projects to also improve ad-
herence assessment and PMTCT; the success of the TB team has
provided ample motivation to the teams assembled to tackle the
other indicators. Next up, future projects are being planned to
also address rates of CD4 monitoring and ARV treatment for
eligible patients. ¢
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HIVQUAL INTERNATIONAL NEWS BRIEFS

HIVQUAL-Mozambique

Having completed their second round of data collection, the
HIVQUAL-Mozambique team is currently preparing the results for
reporting back to participating facilities and other key stakeholders.
In addition, regional QI groups have been established to foster col-
laboration, the sharing of best practices between facilities, and an
opportunity to work with the local DPS (Direcg¢do Provincial da
Saude, or provincial health directorate).

HIVQUAL-Uganda

The HIVQUAL-Uganda team has now completed their third round of
data collection at the original 20 pilot sites. Having spread to addi-
tional pediatric sites last year, the second round of data collection at
the expansion sites is currently underway. The team also presented
a poster at the recent ICASA conference, held in Senegal in Decem-
ber. Prosper Behumbiize of the HIVQUAL-Uganda team gave the
oral presentation at ICASA, providing an overview of the program, its
expansion, as well as the data collected and QI projects imple-
mented thus far.

HIVQUAL-Nigeria

With the first round of data collection completed, HIVQUAL-Nigeria
also presented their work at the 2008 ICASA meeting in December.
At the poster seminar, Dr. Ahmad Aliyu of CDC-Nigeria presented an
overview of the program’s accomplishments, data, and plans for
future work including ongoing QI activities and expansion to addi-
tional sites.

HIVQUAL-Namibia

With two rounds of data collection behind them, the team is cur-
rently working on developing the next version of the HIVQUAL-
Namibia software. Regional meetings have also been held to bring
participating sites together to present their QI projects and facilitate
peer learning.

HIVQUAL-Kenya

Engaged in 2008, HIVQUAL-Kenya is moving forward with plans for a
key stakeholders meeting in March to establish guidelines for the
program and to choose sites for the first round of data collection . In
addition, a Senior Leader meeting will also be held with the MOPHS
to establish a shared vision and plan for the program’s launch.

HEALTQUAL-Guyana
HIVQUAL-Guyana is breaking new ground, using the HIVQUAL ap-
proach to go beyond HIV care to strengthen and improve well-child
care in addition to HIV care for children and adults. Two separate
samples are being reviewed in each clinic, one for well-child care and
another for HIV care.

HIVQUAL-T

The second annual National HIVQUAL-T Forum was held in Novem-
ber, 2008. More than 700 number of participants attended, includ-
ing staff from the Office of Disease Prevention and Control, the Pro-
vincial Health Office and the National Health Security Office, HIV care
and treatment providers, as well as visitors from Papua New Guinea
and China.*

HIVQUAL-US UPDATE: Data Report for 2007 Released in January

The 2007 HIVQUAL-US Performance Data Report was released
last month, containing data from 168 participating facilities.
Data were collected on 7 different performance areas, with addi-
tional pilot indicators added this year for health literacy screen-
ing and baseline resistance testing.

Strong performance rates were seen in ART, CD4 and continu-
ity of care indicators, with 91% of eligible patients receiving ART,
89% receiving a CD4 count every 6 months (63% every 4 months)
and 83% having a clinical visit every 4 months.

Notable areas for improvement include: gynecological care
(71% of female patients received a pelvic exam, 69% received a
pelvic exam and a Pap smear); TB testing (70% of patients re-
ceived a TB test during the past 24 months); and mental health

screening (fewer than 40% of patients received a full mental
health screen). 80% of patients, however, discussed substance
use with their provider, and 73% were screened for depression
specifically. 41% of patients were screened for post-traumatic
stress disorder (PTSD).

Improvement is also needed in adherence assessment, with
47% of patients on ART recieving an assessment in all trimesters.

Performance rates for the new pilot indicators chosen by the
National Advisory Committee also highlighted the need for im-
provement in these areas: fewer than 30% of patients were
screened for health literacy, and 44% of ARV-naive patients initi-
ated on ART (with viral load > 1000) received a baseline resis-
tance test. ¢

CORRECTION: In the November, 2008 issue of the HIVQUAL
International Update, we failed to mention the key contribu-
tions made by ICAP-Nigeria staff in improvements accom-
plished at General Hospital Kafanchan in Kaduna state. In
the photograph included on page 3 of the Update, several
ICAP-Nigeria staff members are shown, in addition to per-
sonnel from the facility. ICAP-Nigeria, a PEPFAR implement-
ing partner, provides clinical mentoring and other inputs at
GH Kafanchan, in addition to supporting other sites through-

out Kaduna and Nigeria.
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For more information regarding
HIVQUAL International, please contact:
Bruce D. Agins, MD, MPH
New York State DOH, AIDS Institute
90 Church Street, 13th Floor
New York, NY 10007, USA
bda0l@health.state.ny.us / +1-212-417-4536

HIVQUAL International is supported through the U.S.
Department of Health and Human Services, Health Resources and
Services Administration as the International Quality Center for PEPFAR
and through funding from UNICEF.

For more information on the HIVQUAL International Update,
please contact Marion Billings at mab24@health.state.ny.us.
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INTRODUCTION: Cotrimoxazole Preventive Therapy for Patients Living with HIV/AIDS

Cotrimoxazole is used primarily to prevent Pneumocystis jirovecii
pneumonia (PCP).  Globally, PCP is the leading cause of death in
infants with HIV, and is responsible for a significant portion of mor-
bidity and mortality due to respiratory illness in HIV-infected adults
and children throughout the developing world. In addition to being
highly effective as PCP prophylaxis, there is evidence that cotri-
moxazole (CTX) also reduces the risk of bacterial pneumonias,
bloodstream infections and some causes of diarrhea. Cotrimoxa-
zole also exhibits antimalarial activity and has been shown to be
effective against toxoplasmosis.

The provision of CTX preventive therapy (CPT) is perhaps the most
cost effective, logistically feasible intervention to reduce morbidity
and mortality in patients with HIV. Reductions of more than 40% in
morbidity and mortality among HIV-positive patients receiving CPT
have been reported. Patients on CPT have also been found to have
a decreased rate of decline in CD4 counts and increase in viral load,
as compared to the period prior to their initiation of CPT. For this
reason, CPT has been chosen as a key indicator of quality care by
countries supported through PEPFAR and UNICEF that are adopting
the HIVQUAL framework for quality improvement.

Patient education can be an important tool for improving rates of cotri-
moxazole preventive therapy. Education can take place during the
consultation or in group sessions in the clinic’s waiting area.

PEDIATRICS: The importance of cotrimoxazole preventive therapy in infants and children

In 2007, 370,000 children were newly infected with HIV and
270,000 died of AIDS. Most of these children were infected through
perinatal transmission: in utero, during delivery, or through breast-
feeding. Approximately half of these infants will die before their
second birthday, and many such deaths could have been prevented
through the provision of cotrimoxazole.

Scale-up of CPT remains an imperative: according to data from the
United Nations, only approximately 4% of all HIV-exposed children in
need of CPT were initiated on CPT prior to two months of age. Be-
cause confirmation of HIV diagnosis in infants with HIV is often chal-
lenging in resource-limited settings, WHO guidelines recommend initi-
ating cotrimoxazole prophylaxis in all exposed infants aged 4-6 weeks
in order to reduce mortality associated with HIV. CPT should be dis-
continued only once the presence or risk of HIV is excluded.

UNICEF has promoted CPT among exposed and infected infants,
according to WHO guidelines, as an essential part of providing pedi-
atric HIV treatment and care. It is essential that prophylaxis begin as
early as possible to reduce the burden of high mortality seen among
infants with HIV, even among exposed infants whose infection can-
not be quickly confirmed. CPT has been demonstrated to be benefi-
cial for children and infants of all ages and CD4 counts.

HIVQUAL-Uganda and HIVQUAL-Haiti have both developed pediatric
indicators to measure CPT in HIV-infected children and exposed in-
fants whose HIV status has not yet been determined. In Guyana, a
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similar indicator has been developed as part of the HEALTHQUAL pro-
gram. For more information on HIVQUAL and HEALTHQUAL pediatric
CPT indicators, please see the table on page 2.

FROM THE FIELD:

Simple Improvements for CTX Preventive Therapy:

e Training and encouragement of providers to determine patient
eligibility and prescribe CPT

e Regular staff meetings to monitor performance and encourage staff

Enhanced availability of CTX beyond pharmacies

— Nurse’s consultation rooms
Improved tracking of laboratory results for CD4 monitoring
Improved clinic record-keeping and documentation
CTX refills provided free of charge at the pharmacy, where possible
Adding CTX provision to childhood immunization clinic days in order
to improve coverage among pediatric patients (one-stop shop
model)

e Patient education
— During consultation
— In waiting areas
— Discuss importance of CPT for infants and children with
mothers

® |ncentive schemes to promote patient adherence

UNICEF recommends the use of child health cards containing information
on PMTCT services to optimize identification of HIV-exposed infants

Supplemental, Spring 2009



HIVQUAL International & HEALTHQUAL: CPT Indicators

Performance Measurement for CPT

(LY s I The ability to measure rates of CPT administration is often
Uganda The proportion of HIV-infected patients who have been 'ha?rpp'ered by the .absence of indicators in major pL.‘bl'c hea'lth
Adult initiatives.  Cotrimoxazole procurement and dispensation

Mozambique
Adult

prescribed cotrimoxazole/dapsone during the 6 month
review period and are still receiving it at the end of the
review period or at the time of death. (All HIV-infected
patients are eligible)

The proportion of eligible (all HIV+, asymptomatic with
CD4<350, WHO lll or IV) HIV-infected patients receiving
CPT during the 6 month review period.

measures can serve as an indirect measure of its use; how-
ever since cotrimoxazole is used for the treatment of various
infections in addition to prophylaxis in HIV-infected patients,
such measures will overestimate CTX usage that is specifically
for prophylaxis. In addition, as some countries begin to rap-
idly improve supplies of CTX for HIV-infected patients, meas-
ured rates can become quickly outdated.

Namibia The proportion eligible of patients who have been pre- More accurate measures, beyond procurement and dispen-
Adult scribed CP during the past 6 months and are still receiv- sation, reflect appropriate usage according to national and/or
ing it at the end of the review period or at the time of WHO guidelines; among patients eligible for CPT, what pro-
death or transfer out (CPT is recommended for all HIV- portion are receiving it?
infected patients with CD4<300). . . .
In many countries, overall rates of cotrimoxazole admini-
Nigeria The proportion of eligible patients who have been pre- stration appear to be low; a 2006 assessment of pediatric
Adult scribed cotrimoxazole during the past 6 months (CPT is cotrimoxazole prophylaxis in the Lancet estimated that only
recommended for all HIV-infected patients with 4% of HIV-infected children worldwide were benefiting from
CD4<350). this therapy. Although some countries have achieved high
Haiti The proportion of eligible patients (>10 years) having rates of coverage among persons with identified HIV, overall
Adult received CPT during the past 6 months (all HIV-infected rates of cotrimoxazole administration remain low because so
adults and adolescents are eligible for CTX). many people are unaware of their HIV infection.
Guyana The proportion of HIV-infected patients receiving CPT Due to the importance of administering cotrimoxazole pro-
Adult & during the six month review period. phylaxis, particularly in resource-limited settings, all countries
Pediatric [HEALTHQUAL] implementing HIVQUAL have developed indicators to meas-
ure performance in CPT administration among HIV-infected
I The proportion of HIV-exposed infants starting CPTby patients. For more information on HIVQUAL and HEALTH-
Pediatric two months of age. [HEALTHQUAL] QUAL CPT indicators, please see the table at left.
Uganda The proportion of HIV-infected or exposed children (0 to *CPT is indicated for all children with HIV including infants born to HIV-infected
Pediatric <15 years) receiving CPT* during the last 3 months. mothers irrespective of ARV use during pregnancy and labor until HIV infection is
excluded.
Haiti The proportion of eligible children exposed or infected **CPT is recommended for HIV-exposed and infected children age 6 weeks to 12
Pediatric months (unless HIV infection is ruled out in exposed children aged <12 months);

with HIV (who are receiving follow-up at the clinic) that

have received CPT during the past 6 months** HIV-infected children aged 1 to 4 years with WHO stage Il Ill or IV disease; and

HIV-infected children age >5 years regardless of WHO state.

Cotrimoxazole Preventive Therapy: Aggregated Data HIVQUAL/HEALTHQUAL

CPT Performance Measurement Data

All 6 countries currently implementing

Country 1-Adult

Round 1 n=1318 . . .
Round 1 and 2-20 sites & HIVQUAL have included indicators for CPT,
R d 2 94 n=1695 . a o a 0
= defined according to national guidelines.
At left are blinded, national-level rates of
ART-Round 1 =2897 n 2 n

RcOundtrly;Aqtult L - g2l " CPT from 3 countries implementing HIVQUAL.

oun: - sites, - n= . . . .

Round 2-48 sites | Total-Aaund2 B o Also included are national-level pediatric data
for CPT prophylaxis among exposed and in-
fected infants and children. All rates are

Country 3-Adult population means.

Round 1-24 sites, |Round1 49 "et631 ‘

Round 2-18 sites | Round 2 5y neross Due to the constant expansion of HIVQUAL
sites, longitudinal comparisons are often not
applicable at the national aggregate level.

Country 3-Pediatrics However, improvements were seen in CPT in

Round 1-6 sites, Round 1 n=91 ) X

R 13 st oun 8 most cases over time. In cases where im-

ound 2-13 sites Round 2 70 =98 i
provements were not seen, Ql projects had
not yet been implemented for CPT.

0 20 40 60 80 100

Percent
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Ql Spotlight: CPT at Otijwarongo, Namibia

Otjiwarongo State Hospital is located in the Otjozondjupa re-
gion of northern Namibia, and currently cares for 3,005 patients
with HIV, 1,631 of whom are receiving ART.

In June, 2007, the staff at Otjiwarongo discovered in the first
round of data collection that their CPT rate was 29% during the
review period. The team decided to focus on OT as their Ql pro-
ject, aiming for 100% coverage among eligible patients.

A multi-disciplinary project team was assembled, including
staff members from various stations of service provision, includ-
ing the pediatric and adult wards, the nursing staff, and the
pharmacy.

To improve their rate of CPT provision, the team first moved to
ensure the proper capturing of data and improvements in their
clinical record-keeping to document that services were being
provided. Staff were regularly encouraged to fill out all forms as
completely as possible.

Since Government of Namibia guidelines recommend CPT for
all patients with CD4 counts less than 300, accurate and timely
monitoring of CD4 counts are essential for determining eligibility
for prophylaxis. The team worked to improve the tracing of pa-
tient’s lab results, so that eligibility could be determined in a
more timely manner.

were also charged with en-
suring that CTX was avail-
able at the PMTCT clinic,
and to pay particular atten-
tion to the provision of CPT
for infant patients. They
were also instructed to en-
sure that CTX refills were
provided to patients free of
charge.

Patients were also edu-
cated about the importance
of CPT so as to empower
them and promote adher-
ence to the regimen. Edu-
cation was provided in multi-
ple settings throughout the
facility: the waiting area,

Staff from Otjiwarongo State Hospital
participate in a HIVQUAL training in
December, 2007.

nurse’s rooms and doctor’s exam rooms.

Despite challenges such as

staff shortages and losing patients

to follow up, the clinic improved dramatically: by the second
round of data collection in 2008, the clinic had achieved their

goal of 100% PCP prophylaxis
month review period. The
towards the challenge of sust

for eligible patients during the six-
clinic team is now looking ahead
aining the improvements in CPT, as

In addition, an agr'eement was made with the ph:i\rmacy'to well as turning their attention to implementing improvements in
make CPT available in the nurse-counselor’s rooms, improving qther areas, such as prevention education, IPT, food security and

access to the drug, and streamlining provision. Pharmacists

THE EVIDENCE BASE: CPT in Low-Resource Settings

A number of studies have demonstrated reductions in morbidity and
mortality with provision of CPT for HIV-infected patients in resource
limited settings. Two randomized controlled trials conducted in Cote
d’Ivoire, published in 1999, demonstrated the benefits of cotrimoxa-
zole prophylaxis for people living with HIV/AIDS in resource-limited
settings. The first trial showed reduced all-cause morbidity among
patients in the early stages of HIV infection who were receiving CPT.
The second demonstrated reduced all-cause morbidity and mortality
amongst patients co-infected with HIV and TB.

Additional studies in South Africa and Uganda, as well as the CHAPS
pediatric study in Zambia have shown the effectiveness of CPT even in
settings with high rates of cotrimoxazole resistance. Benefits are also
seen in preventing opportunistic infections in patients with both low
and high CD4 counts. In addition, annual drug costs for one year of
cotrimoxazole are estimated to be less than US$10, making it a highly
cost-effective intervention for resource-limited settings.

In Uganda, cotrimoxazole prophylaxis has been included in a low-
cost, “basic care and prevention package” consisting of CPT, insecti-
cide-treated bed nets, household water treatment and storage mate-
rials, condoms, and VCT information for family members of people
living with HIV/AIDS. The package is an important intervention for
both individuals not eligible for ART, or for settings in which ART roll-
out is difficult due to access and/or limited resources and infrastruc-
ture. For more information, please see the Further Reading box on
page 4.
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alcohol screening.

COTRIMOXAZOLE

Cotrimoxazole is a widely-used antibacterial drug comprised of

Page 3

a combination of trimethoprim (a dihydrofolate reductase inhibi-
tor) and sulfamethoxazole (a sulfonamide antibiotic). In addition
to its antibacterial properties, it is also effective against some
protozoan and fungal infections (see below).

Cotrimoxazole is used throughout the globe, in generic prepara-
tions and under the brand names Bactrim (Roche) and Septra
(GlaxoSmithKline). It is usually available in single strength tablets
(400mg SMX/80mg TMP), double strength tablets (800mg
SMX/160mg TMP) and a pediatric dosage (100mg SMX/20mg
TMP) as well as a liquid suspension.

Trimethoprim and sulfamethoxazole each inhibit separate steps
the folate synthesis pathway, hindering the pathogen’s ability to
synthesize the nucleosides uradine and thymadine. This prevents
the pathogen from undergoing DNA replication and transcription,
halting its ability to reproduce in the host.

Cotrimoxazole exhibits an effect against a wide spectrum of
pathogens, including bacterial causes of pneumonia (such as
Pneumococcus and Nocardia), diarrhea (such as Salmonella and
Isospora) and urinary tract infections (such as Staphylcoccus) as
well as protozoan parasites such as Toxoplasma gondii and Plas-
modium falciparum. In immunocompromised patients, cotri-
moxazole is also used to prevent and treat the fungal pathogen
Pneumocystis jirovecii, which causes PCP.
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Ql IN BRIEF: HIVQUAL-Mozambique
CPT provision at Hospital Central de Nampula, Mozambique

At the Hospital Central de Nampula in northern Mozambique,
the facility team decided to improve their rates of CTX prophy-
laxis after examining their performance in the first round of
data collection. Of eligible ART patients, 29% were receiving
CTX prophylaxis, however only 16% of non-ART patients were
receiving CTX. This important distinction was captured be-
cause of the Ministry’s insistence upfront on ensuring ade-
guate samples from both groups.

To improve performance, the team held monthly meetings
with staff to discuss which patients were eligible to receive
CTX. Staff were also encouraged to routinely screen patients
for eligibility, and to document relevant results and treatment
in patient’s charts. Despite personnel shortages and high
workloads, significant improvements are being seen at the site.

The Hospital Central de Nampula receives essential support
from PEPFAR partner ICAP-Columbia.

Cotrimoxazole Preventive Therapy: Further Reading

World Health Organization. “Guidelines on co-trimoxazole prophy-
laxis for HIV-related infections among children, adolescents and
adults” 2006.
http://www.who.int/hiv/pub/quidelines/ctx/en/index.html.

Chintu C, et al. Cotrimoxazole as prophlyaxis against opportunistic
infections in HIV-infected Zambian children (CHAP): a double-blind
randomised placebo-controlled trial. Lancet, 2004;364:1865-71.
Harambat J, et al. 18-month occurrence of severe events among early
diagnosed HIV-infected children before antiretroviral therapy in Abid-
jan, Céte d’lvoire: A cohort study. BMC Public Health, 2008;8:169.
Wiktor SZ, et al. Efficacy of trimethoprim-sulphamethoxazole prophy-
laxis to decrease morbidity and mortality in HIV-1-infected patients
with tuberculosis in Abidjan, Céte d’Ivoire: a randomised controlled
trial. Lancet, 1999;353:1469-75.

Anglaret X, et al. Early chemoprophylaxis with trimethoprim-
sulphamethoxazole for HIV-1-infected adults in Abidjan, Céte d’Ivoire:
a randomised trial. Lancet, 1999;353:1463-68.

Mermin J, et al. Developing an evidence-based preventive care pack-
age for persons with HIV in Africa. Trop Med Int Health, 2005;10:961-
970.

HIVQUAL International Website Launch!
HIVQUAL International will be launching its NEW website in
the coming weeks. Check your inbox for the upcoming launch
announcement! The new site will contain essential informa-
tion on HIVQUAL, QI Resources, and the countries currently
implementing HIVQUAL International.
VISIT US @ www.hivqual.org/international
For more information regarding

= AIDS
HIVQUAL International, please contact:

Bruce D. Agins, MD, MPH \:!:'
New York State DOH, AIDS Institute -

90 Church Street, 13th Floor AV o Ny
, p Nicet i
New York, NY 10007, USA ,Hél uniceres
bda01@health.state.ny.us / +1-212-417-4536 A m
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WHO Recommendations for CPT

In settings with a high prevalence of HIV and limited health
infrastructure, WHO suggests a universal option for provision of
CPT to all persons with HIV, as well as infants exposed to HIV.
This includes children, adolescents, adults and pregnant
women.

At a minimum, eligibility for prophylaxis can be based on WHO
clinical staging criteria, in which case WHO recommends that
adults with stage 2, 3 or 4 HIV disease receive CPT. Where CD4
monitoring is available, individuals with <350 CD4 counts should
receive CPT. A more stringent threshold of 200 cells/mm? can
be used in settings where prophylaxis is primarily used only for
PCP and toxoplasmosis prevention.

For infants, WHO recommends CPT for all exposed and in-
fected patients under one year of age. For children between
the ages of 1 and 4 years, WHO recommends CPT at minimum
for patients with stage 2, 3 or 4 HIV disease (regardless of CD4
percentage) or for children with a CD4 percentage of <25%.
Adult recommendations are to be followed for children 5 years
of age and older.

PATIENT GUIDELINE

CATEGORY

Exposed infants & Universally indicated, beginning at 4-6 weeks.
children

Infants < 1 year Universally indicated.

Children 1-4 years UNIVERSAL OPTION  WHO stages 2, 3 or 4
Countries may choose or

to adopt universal CPT CD4 < 25%

for everyone living
with HIV. This strat-
egy may be consid-

CD4 unavailable:
WHO stages 2, 3 or 4.

Children >5 years

fllz ered in settings with .
, high prevalence of CD4 available: ,
regnant women HIV, high infant mor- CD4 < 350 cells/mm
or

tality due to infectious
diseases and limited
health infrastructure.

WHO stage 3 or 4,
irrespective of CD4
count.

Source: “Guidelines on Co-trimoxazole prophlyaxis for HIV-related infections
among children, adolescents and adults.” World Health Organization. http://
www.who.int/hiv/pub/guidelines/ctx/en/index.html
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The HIVQUAL International Update

INTRODUCTION: HIVQUAL-Namibia

HIVQUAL-Namibia is a capacity-building program, funded
by PEPFAR through a cooperative agreement with HRSA, for
HIV-specific quality management supported by a partnership
of the Ministry of Health and Social Services (Directorate of
Special Programs), the CDC Global AIDS Program-Namibia
and the HIVQUAL International US-based team. HIVQUAL-
Namibia facilitates the development of sustainable quality
improvement activities through building national and site-
level capacity for quality management with the overarching
goal of improving the quality of care provided to people
living with HIV/AIDS in Namibia. The program balances
quality improvement and performance measurement while
building a solid foundation of programmatic quality manage-
ment. This approach emphasizes the development of sys-
tems and processes involving clinic staff and consumers with
active support from agency leaders. These structural fea-
tures are designed to be sustainable even when staff turn-
over is high or organizational affiliations change.

HIVQUAL Namibia was launched in August, 2006 at a USG-
sponsored COP planning meeting with all USG agencies and
partners represented. Interagency and interdepartmental
collaboration was always a high priority for HIVQUAL Na-
mibia, integrated into the very beginnings of the program.
The MoHSS directs activities related to trainings, indicator

continued on page 2

FOOD SECURITY & ALCOHOL SCREENING:
Khorixas State Hospital
Improving care through new access to food assessment and support
Khorixas Hospital, located in the Kunene region of northern Namibia, currently
serves approximately 579 HIV patients. Roughly half (238 adults and 17 chil-
dren) of the patients are currently receiving ART. The facility has one physi-
cian, 3 nurses, a pharmacist, 5 community counselors, and one data clerk.
After the first round of data collection, the team at Khorixas set out
to improve their performance on food security screening primarily by
developing standardized assessment tools to encourage providers to
perform this and other vital screenings. A common barrier to im-
proved health and ARV adherence in patients with HIV, food security
is an important — but often overlooked — factor to consider in patient
care. The food security and alcohol screening indicators are unique to
HIVQUAL-Namibia, and were developed in response to inadequate
food supplies in some parts of Namibia, as well as the effects of alcho-
hol on ARV adherence, clinical outcomes and transmission among
PLWHAs in Namibia.

The MoHSS had developed guidelines on nutrition and food security

screening; however no such screening tools existed for them in the
continued on page 3

The HIVQUAL International Update

Page 1

Taliy
Improvement

Patients waiting in line for HIV Testing during a national Testing Day in May, 2009.
More than 30,000 Namibians received free testing in a single day.

HIVQUAL-NAMIBIA PILOT SITES:

L. Engela ANGOLA | ZAMBIA
2. Katima Mulilo : i
3. Katutura Hospital
4. Khorixas
5. Omaruru
6. Onandjokwe
7. Outapi
8. Gobabis o

. Swakopmun, G-Ul:l bis
9. Grootfontein Walvis Ba@ abi
10. Keetmanshoop S Hehoth 4
11. Oshakati i f;

" ATLANTIC % Mariental
12. Otjiwarongo i L
13. Rehoboth £4 L Keetmanshoop
Liideritz (10)
14. Rundu
15. Swakopmund SOUTH |
16. Katutura HC Oranjemund O Featured in this issue
. O All other sites

HIVQUAL-NAMIBIA INDICATORS
e Continuity of care
e HIV monitoring (CD4 and viral load monitoring)
e TBscreening
e |soniazid preventive therapy (IPT)
e PCP prophylaxis (CTX preventive therapy)
e Prevention education
e ARV therapy
e Adherence assessment
e Weight monitoring
e Food security screening
e Alcohol screening
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INTRODUCTION, continued from first page
development, and expansion, and CDC Namibia provides tech-
nical assistance for data collection and analysis.

The program was initially piloted in 16 sites spread across
the country representing regional hospitals, community hospi-
tals, and health centers. The indicators used for performance
measurement are shown on page 1. Currently, HIVQUAL Na-
mibia has conducted three rounds of data collection and qual-
ity improvement interventions. The performance measure-
ment software used by HIVQUAL Namibia was programmed by
Hugh Dai, a physician and computer programmer with many
years of experience working with NYSDOH AIDS Institute.

This year has brought two new areas of focus for HIVQUAL
Namibia: Regional learning networks provide a quarterly fo-
rum for peer learning among implementing sites in the north-
ern, southern, and capital regions. A hallmark of the HIVQUAL
model is consumer involvement in the quality improvement
process. HIVQUAL Namibia is working with the HIVQUAL In-
ternational consumer involvement specialist, Dan Tietz, to
engage more consumers in Ql activities. In early June, two
members of the NYS Young Adult Consumer Advisory Commit-
tee traveled to Namibia to participate in pre-Implementer’s
Meeting activities as the kick-off to the consumer involvement
strategy.

Throughout its history, HIVQUAL Namibia has exemplified a
collegial and collaborative spirit. As HIVQUAL Namibia is em-
bedded in the MoHSS, with strong MoHSS leadership and
strong CDC support, a culture of quality has taken hold, assur-
ing the continued growth and sustainability of HIVQUAL Na-
mibia as a wholly-owned national quality management pro-
gram.

HIVQUAL-NAMIBIA REGIONAL Ql GROUPS

The HIVQUAL-Namibia team has established three regional QI
groups that meet quarterly to provide a forum for ongoing discussion
of national and local quality improvement priorities. At each meeting,
national and regional HIVQUAL data are reviewed and discussed with
MoHSS leadership available to provide support and encouragement to
participating sites. Benchmarking comparisons are presented by the
actual team and high performing facilities identified. Teams share
their strategies with each other and convey issues of concern to the
MOoHSS representatives. Valuable interactions lead to both clinical and
national action sto improve HIV care and service delivery.

In addition to sharing data, participants also present, review and
discuss their QI projects, providing an additional opportunity for peer
support and learning. Best practices are identified through the review
of these local improvement interventions. Finally, the meetings pre-
sent an opportunity for the HIVQUAL-Namibia and the HIVQUAL Inter-
national teams to provide technical assistance in QI methodology to
meeting participants.

HIV MONITORING: Onandjokwe Hospital

Improvements in HIV monitoring through improved organizational pro-
cedures and tracking

Onandjokwe Hospital, located in the Oshikoto region of northern Namibia, cur-
rently serves more than 10,000 HIV patients. 7,474 of these are currently receiving
ART, including over 1,200 children. The facility has 4 physicians, 12 nurses, one
pharmacist, 4 data clerks and 11 counselors.

After the first round of data collection, the staff at Onandjokwe noted
that 68% of their patients had received a CD4 count or viral load in the
past 6 months. Determined to improve their performance, the team set
out to first identify barriers to timely HIV monitoring.

Several types of barriers were identified. In some cases, patients would
miss their follow-up appointments, leading to overdue blood work. In
other cases, patients would send relatives or treatment support workers
to pick up drug refills, not realizing that blood work also needed to be
taken on that date. Finally, some patients were simply reluctant to go for
blood work at all.

Staff also encountered their own barriers, such as forgetting to enter lab
results in patient care booklets and health passports. Staff shortages and
network/power failures led to delays in receiving and entering results on
the computer.

In order to increase the number of patients receiving timely HIV moni-
toring, a number of changes were implemented. First, staff were encour-

ACKNOWLEDGEMENTS: HIVQUAL International would like to recognize the following
individuals for their contribution to the implementation of HIVQUAL-Namibia:
Barbara Aranda-Naranjo, Sharon Bloom, Dawn Broussard, Mark Damesyn, Claire
Dillavou, Tom Kenyon, Jan King, Ndapewa Hamunime, Jeff Hanson, Jose Rafael
Morales, Gram Mutandi, Mark Netherda, Elliot Raizes, Dan Sendzik, Ella Shihepo,
George Tidwell, Peter Veldkamp, and Seymour Williams.

In May, 2009, the Republic of Namibia MoHSS invited two members
of the New York State Department of Health AIDS Institute Young
Adult Consumer Advisory Committee (YACAC) to visit Namibia and
participate in national discussions about HIV/AIDS. The MoHSS has
prioritized patient involvement in QM programs to improve both
quality of care and quality of life for Namibians living with HIV. On
June 3, 2009 the group met with Madam Penehupifo Pohamba, the
First Lady of the Republic of Namibia.

From L to R: Dr. Ndapewa Hamunime (Senior Medical Officer, HIV Case
Management Unit, MoHSS), Dr. Gram Mutandi (HIVQUAL-Namibia), Dorian
Paat (YACAC), Dan Tietz (HIVQUAL International), Jordan Tappero (Deputy
Director, CDC Global AIDS Program), Madam Penehupifo Pohamba (First
Lady, Republic of Namibia), Raven Lopez (YACAC), Dr. Jeff Hanson (Country
Director, CDC-Namibia), Elizabeth K. Aupindi (Executive Director, Organiza-
tion for Empowerment of Widows/Widowers)
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aged and reminded to request CD4 counts in
a timely manner, and to enter all results in
patient care booklets, health passports, and
the clinic’s database. In order to remind pa-
tients of when blood work is due, special
cards were issued indicating the follow-up
date.

Secondly, a number of organizational poli-
cies were implemented to better track and
enter lab results. The computer system re-
cords all blood requests, and tracks which
results are pending or received. Entries with-
out results prompt contact with the lab via
telephone to obtain the result. Results are
then entered as soon as possible in the com-
puter by lab personnel before the patient
returns for their follow-up appointment.

By the second data collection, HIV monitor-
ing at Onandjokwe had reached 95%.

The team at Onandjokwe is currently apply-
ing their QI experience to implement addi-
tional organizational changes in order to im-
prove the provision of IPT at the facility.

KHORIXAS, continued from page 1

patient records. The team at Khorixas adapted the
material from the MoHSS guidelines, inserting a
screening tool into all patient booklets. In addition,
the team built upon their momentum for change by
doing the same for alcohol screening.

To complement these changes in documentation
and screening tools, the facility developed linkages
with local community-based organizations that
could assist patients with nutritional support. One
of the barriers to food security screening was that
even if patients were correctly identified as needing
support, providers often felt there was nothing that
could be done to help. By developing linkages with
the CBOs, a referral system was developed, thus
further incentivizing screening and providing addi-
tional help to patients in need.

After the changes were implemented, both food
security and alcohol screening rose from 0% to
nearly 98% after the second round of data collec-
tion.

However the team at Khorixas did not stop with
food security and alcohol screening.  With in-
creased vigilance and a new culture of quality im-
provement at the facility, the team also improved
their documentation practices for TB screening and
IPT provision, motivating staff to utilize the TB
screening tool that was already in place in the pa-
tient record. After the third data collection, more
than 90% of patients at Khorixas were being
screened for TB.
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TUBERCULOSIS SCREENING, ISONIAZID AND COTRIMOXAZOLE

PREVENTIVE THERAPIES: Engela State Hospital

Multifaceted improvements lead to implementation package

Engela State Hospital, located in the Ohangwena region of northern Namibia, currently
serves 7801 HIV patients, 1044 of which are children. Nearly half (3385 adults and 543
children) of the patients are currently receiving ART. The facility has 4 physicians, 5 nurses,
a pharmacist, pharmacy assistant, a counselor, and 2 data clerks.

After the first round of data collection, the team at Engela decided to focus on
improving their rates of TB screening and isoniazid preventive therapy (IPT). Sev-
eral key areas for improvement were identified: documentation and adherence
monitoring at the pharmacy, patient education and awareness about IPT, and
most importantly the fact that IPT was only dispensed at the TB clinic, which was
not co-located with ART services.

Given these identified areas, the team took the opportunity to radically reor-
ganize their service delivery in order to foster improvements in not only IPT and
TB screening, but also the provision of CTP. The facility quickly began dispensing
IPT directly within the
ART clinic. This meant
that patients no longer
had to see two different
doctors, visit two sepa- CPT
rate pharmacies, or be
managed according to
different schedules and
procedures.

Engela Hospital
Data Collaction Roumds 1-3

Roumd 1+
M Roumnt 2
o Rourrd 3

TB Screen

To augment the
changes in IPT provision, t - t - t 1
the team also imple- e 20 40 &0 a2 100
mented a number of
evidence-based im-
provements. Patient education on IPT was included in morning group counseling
sessions. Departmental meetings were held with clinic staff to provide feedback
and monitor performance. Physicians were also urged to screen patients for TB,
and to document TB status and IPT therapy in patient ART booklets.

* Round 1 data unavailable for TB screening and IPT indicators

Since the improvements were implemented, IPT rates rose from 10% to over
30% between the first and second data collections, and as of the third data collec-
tion in December, 2008, Engela is reporting over 60% of eligible patients on IPT.
TB screening has also improved, with 96% of patients being screened during the
review period for the third round of data collection.

Beyond improvements in performance, the team has also noticed improved
teamwork and motivation among staff, particularly with pharmacy staff taking
leadership roles in implementing the interventions.

In addition to reorganizing IPT provision, the team at Engela decided to capitalize
on the momentum of organizational change in order to also implement improve-
ments in cotrimoxazole preventive therapy (CPT).

Engela now also reports 100% coverage for PCP prophylaxis among its patients.
CTX provision and screening for IPT have become part of a “basic package” pro-
vided to all patients, which not only reduces morbidity and mortality, but also
serves as a stepping-stone to placing patients on ART.

Currently, the Engela team is looking ahead towards implementing improve-
ments in prevention education through the training of “expert patients” to serve
as peer educators, and by improvements in documentation of patient education
by counselors.
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PREVENTION EDUCATION & ALCOHOL SCREENING:
Omaruru State Hospital

Improvements through screening tools and staff training

Omaruru State Hospital, located in the Erongo region of western Namibia,
currently serves 719 HIV patients. Roughly half (345) of the patients are
currently receiving ART. The facility has one physician, 2 nurses, a phar-
macy assistant, 4 counselors, and one data clerk.

After the first round of data collection, the team at Omaruru
decided to first tackle prevention education, after discovering that
only half of their patients were receiving proper education and
counseling.

Training materials were developed for the clinic’s counselors,
covering basic education on HIV, modes of transmission, preven-
tion, household precautions, reproductive choices, effects of alco-
hol use, and feeding options for HIV-positive mothers. In-service
training was then provided to the counselors using the prepared
materials, and in June
2008, group education
sessions began for pa-
tients.

— %

In addition, all staff 76%
were encouraged to re-
cord all education ses-
sions performed in the

Percentage of patients with Comprehensive Prevention Education
Fatients with at lzast one visit in the last & menths: 13

Fatients received comprehensive prevention education: 85 75%

. Prevention education performance at Oma-
patient booklets, and to ruru from the third round of data collection
take the time to educate

their patients where necessary. After the third round of data col-
lection, the prevention education rate had risen to 76%. The team
is currently implementing education programs in outreach clinics,
and developing improved interventions and counseling for pa-
tients who do not wish to disclose their HIV status to their part-
ners.

After tackling prevention education, the team at Omaruru
moved forward to also improve their alcohol screening rates. A
screening tool was developed (see the figure below) and imple-
mented for use in the patient records. Alcohol screening rates
rose from 0% and 5% at the first and second rounds, respectively,
to 73% at the third round of data collection. The team is now de-
veloping a project to improve their rates of IPT, again by improv-
ing documentation and encouraging clinicians to start all eligible
patients on IPT.

ALCOHOL SCREENING QUESTIONNAIRE

1. Do you sometimes drink beer, wine or other alcohol beverages?

2. In the past 3 months, how many times in one day did you take more
than: 5 drinks (men); 4 drinks (women)

How many days a week do you drink?

How many drinks do you usually take?

Is patient abusing alcohol? Y/N

Was the patient referred? Y/N; If yes, to where?

o uhw

=__AIDS

For more information regarding
HIVQUAL International, please contact:
Bruce D. Agins, MD, MPH
New York State DOH, AIDS Institute
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bdaO1l@health.state.ny.us / +1-212-417-4536
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CONTINUITY OF CARE: Katutura State Hospital

Improving retention in care through patient tracking

and expert patients

Katutura State Hospital, located in the Windhoek region of central
Namibia, currently serves more than 11,000 HIV patients. 5,020 of
these are currently receiving ART, including over 700 children. The
facility has 2 physicians, 8 nurses, 4 pharmacists, 4 data clerks and 8
counselors.

As of the second round of data collection, 76% of patients
on ART at Katutura hospital were recorded as having at least
one clinic visit in the previous three months. In order to im-
prove this rate, the team first met to identify the barriers to
continuity of care for their patients.

The first and primary issue identified was documentation.
The new MoHSS ART cards were not being utilized at the site,
meaning that information on several HIVQUAL indicators was
not being captured, including patient visits. The team then
ensured that the new cards were provided and utilized in all
patient records.

3%

Continuity of Care for Patients on ART
Patienis on ART with at least one visitin the last 8 month 104

Patienis with at least one visit in last 2 months: a5 23%

Continuity of care at Katutura from the third round of data collection

Second, the staff realized the need to track patients that did
not appear for their appointments. A group of trained peer
educators known as “expert patients” were utilized to help
track patients lost to follow-up. These Expert Patients are
trained in HIV care and the Integrated Management of Adult
and Adolescent llinesses (IMAI) through a WHO-developed
module, and have close ties to the community, making them
excellent liaisons for re-engaging lost patients.

At the third data collection, the facility saw additional im-
provement with 83% being seen.

In addition to continuity of care, the staff at Katutura have
also been implementing improvements for food security and
alcohol screening, adherence assessment and TB screening/
IPT provision. Improvements have included developing
screening tools and forms, and engaging all staff in the impor-
tance of IPT and adherence assessment/counseling.

HIVQUAL International is supported through the U.S.
Department of Health and Human Services, Health Resources and
Services Administration as the International Quality Center for PEPFAR
and through funding from UNICEF.

For more information on the HIVQUAL International Update,
please contact Joshua Bardfield at jebl6@health.state.ny.us.
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About this issue: This issue of the HIVQUAL-International Update is
dedicated to highlighting the best examples of quality improvement
among in-country HIVQUAL partners. Impressive progress has been
achieved across a variety of performance indicators, and many
challenges overcome. These QI stories reinforce the concept that
small changes lead to tangible improvement, and we are delighted
to share the following examples.

Namibia
Katutura Health Center
Prevention Education

Katutura Health Center, located in a suburb of the
Windhoek district, is staffed by two doctors, five nurses,
one pharmacist, two pharmacy technicians, one phar-
macy assistant, two data clerks, four counselors, one
revenue clerk, one maintenance person, and three
expert patients.

Health Center staff chose prevention education as their
QI focus, because of low performance demonstrated
in this area.

Investigation of data revealed that patients starting
freatment were not receiving required prevention edu-
cation at the time of initiation because of poor sched-
uling. For example, one day 40 patients arrived, and
on another day only five showed up.

During this analysis, staff also identified a link between
poor patient adherence and prevention education
deficits. Additional obstacles included perceived
patient disinterest in counseling, and delays between
adherence counseling and ARV initiation.

Katutura staff decided on a two phase improvement
strategy. Phase |, January — June 2009, included:
ensuring consistent documentation, such as recording
in patient charts af fime of counseling; positive liv-

ing counseling for all patients regardless of eligibility
(including disclosure, nutrition, substance use, condoms
and family planning); patient referrals for adherence
counseling based on eligibility; designated days for par-
ficular services; and introduction of a patient schedul-
ing tool to assist counselors in general management of
patient load.

To bolster adherence for all new patients beginning on
HAART, a DVD was developed and produced on-site
at Katutura Health Center (with technical support from
students at the University of Namibia [UNAM]). The mov-
ie, "Your ARV Treatment,” is screened every Friday for
all patients beginning on ART freatment, during which
fime patients are assembled to watch the video and
later engaged in a Q&A session. Creatfed in the three
chief languages of the region (English, Oshiwambo and
Afrikaans), the video begins with a step-by-
step infroduction to Katutura's clinical servic-
es and the consultation process. The video
emphasizes ART adherence, and reinforces
preventive behaviors (covering disclosure,

confinued on page 3

0L0C HOUYVYIN

€ anss| ‘|| '|JoA



GRACE,CHILDREN'S HOSPITAL:

COTRIMOXAZOLE PROPHYLAXIS

Grace Hospital Fishbone Diagram (AKA Ishikawa Diagram)

HAITI

A Message from a colleague
in Haiti: ’'m back working with
the sites with a focus on those
located in the regions hit by the
[earthquake]. We are conducting
preliminary assessments to make
sure that in addition to providing

Low Performance

Info not entered in EMR Stigma
N N
Neo systematic reinforcement Locatien of facility
No equipment No prescription protocol
*
Info not entered in the EMR

Grace Children’s Hospital, founded in 1967, is located
in western Haiti just outside the capital of Port-au-
Prince. The hospital serves a region with a populafion of
approximately 67,000 people, including 3500 people liv-
ing with HIV. Of the HIV+ population, 1142 are currently
on HAART. The hospital's HIV program is open 8:00AM
until 4:00PM, Monday through Friday.

The hospital is staffed by 16 doctors, five counselors,
one psychologist, one technician, 20 nurses, 13 lab
techs, two data clerks, five outreach workers, one phar-
macist, two adherence counselors, one nursing coordi-
nator, and 18 auxiliary staff.

After baseline data revealed a low performance score
of 32.4% in administration of CTX prophylaxis, defined
as the proportion of HIV-positive adolescents who
received cotrimoxazole prophylaxis in the preceding

6 months, staff determined fo prioritize improvements
in this area. In December 2008, Grace established a
formal quality committee composed of staff from the
hospital’s HIV clinic.

Staff created a project team specific to CTX prophy-
laxis (pictured on page 3), including three doctors, one
data clerk, one counselor, and one nurse.

To systematically analyze the reasons for low perfor-
mance, the feam decided to meet weekly. At this
meeting, staff constructed a fishbone diagram (pic-
tured above). Staff also committed to improving the re-
cording of patient information in the electronic medical
record (EMR), both for purposes of care and to more
accurately measure the impact of recent strategies.
Reports were submitted to the committee for regular
review at weekly meetings.

Careful analysis identified four specific areas for im-
provement activities. In response to the absence of
a prescription protocol for CTX prophylaxis, the tfeam

in CTX Prophylaxis

urgent care to the victims, the
sites are also providing HIV/AIDS
care to PLWA’s. We still have the
responsibility to make sure that
the best care is provided to every
patient every day in every clinic.

created and implemented a protocol for prescription
of CTX prophylaxis and prominently posted it in the
clinic. They also found that CTX was not prescribed on
a regular basis, nor was it regularly captured in the EMR.
To address this issue, staff directed providers to regularly
check for prescription of CTX in patients, complete pa-
tient records fully at each visit, and reinforce the need
to capture CTX data in the EMR.

As a result of this intfervention, performance in rounds
two and three improved markedly, up to 61.6% and
75% respectively (pictured).

Staff at Grace Children’s Hospital gained valuable
insight as a result of this improvement project, such as
the importance of a multidisciplinary approach to man-
agement of HIV treatment and care, and the impor-
tance of Ql teams.

While confident in their current accomplishments, staff
is focused on future improvement in the face of remain-
ing obstacles.

continued on page 3

Grace Children’s Hospital, % of patients receiving CTX prophy-
laxis (128 patients)

Round 3 75%

Round 2 61.6%

Round1 32.4%

Source: Grace Children’s Hospital, 2009
Please visit us at WWW . HIVQUAL.ORG
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Katutura Health Center, % of patients receiving prevention
education

Prevention Education, Round 3 6%

Prevention Education, Round 4 - 42%

0% 20% 40% 60% 80% 100%

Source: Katutura Health Center, 2009

substance use, condoms and family planning).

As a result of this multi-level improvement approach,
prevention education performance increased seven-
fold from 6% at round 3, to 42% at round 4 data collec-
fion.

Beginning in June 2009, and running until December
2009, Katutura initiated Phase Il of their strategy. Dur-
ing this time, staff infroduced prevention education
and adherence counseling sessions for patients with
more than one year of ARV therapy; continued TB
screening; focused on initiation and adherence with
isoniazid prophylaxis (IPT); instituted counseling and
screening before refills were completed to reinforce
patient knowledge about drug regimens; and worked
to acquire additional audio visual tools to continue mul-

fimedia educational interventions to improve patient
knowledge.

Even within an ambitious and well-managed Ql
program, challenges lay ahead. Katutura's quality
improvement activities are labor intensive (requiring
mulfiple trained staff and regimented documento-
tion); involve patient coordination with a focus on
adherence; and confront language barriers between
patients and staff.

Undaunted, Katutura staff has also initiated a QI project
in response to food security and alcohol screening
measures, two indicators unique fo Namibia. To address
these issues, staff devised a new screening fool, estab-
lished routine screening to be initiated by counselors,
and arranged to complete a screening tool for all
patient visits.

ABOUT KATUTURA

The Health Center serves a large community with

a population of approximately 90,505 people. The
ARV clinic was established in November 2006, and
by January of 2007 was serving nearly 40 patients
per week. By October of 2009, the health center was
serving between 300-580 patients daily, with 120-

160 starting ARV therapy every month. In June 2007,
three outreach clinics were established to better
serve the rapidly growing patient population.

Power failures continue to impact all aspect of care,
rendering consistent entry of patient information in the
EMR challenging.

Grace Children’s Hospital staff made several rec-
ommendations toward improved quality of care.
They plan fo continue use of fishbone diagrams to
better understand processes of care and stimulate
systems level solutions. The team proposed to estab-
lish addifional project teams, and continue weekly
review meetings to emphasize documentation and
regular entry of patient info in the EMR. The QI

tfeam is highly motivated and formally com-
mitted to success in their QI work, a sentiment
bolstered by their ongoing plan to submit
new improvement strategies to the quality
committee.

*Please note: Grace Children’s Hospital
sustained damage during the recent
earthquake, but remains operational. We
will keep you updated as more information
becomes available.

Please visit us at WWW . HIVQUAL.ORG
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THE AIDS SUPPORT ORGANIZATION (TASO) MBARARA:

CD4,Menitoring

UGANDA

The AIDS Support Organization (TASO) is currently the
largest non-governmental organization providing HIV/
AIDS services in Uganda. The TASO Mbarara Center is
an HIV clinic located ajacent to the Mbarara Hospital,
Mbarara municipality of south western Uganda. The
Mbarara HIV clinic was established in 1989 by eight

volunteers in a one room office of the Mbarara hospital,

and in 1991 became a formal and semi-autonomous
TASO Center. TASO Mbarara now runs six outreach
clinics covering 16 communities over seven districts. The
TASO Mbarara clinic also sees patients from the neigh-
boring countries of Congo, Rwanda, and Tanzania.

After receipt of baseline data, the quality improvement
team identified low perfor-

mance (17%) in CD4 monitor- TASO Mbarara, % of patients receiving CD4 monitoring (two

ing, prioritized this area and  rounds)

patient files. Staff was sensitized to the importance of
consistent filing of patient forms, and an effort was
made to locate and organize all loose records.

For patients lost fo follow-up, the team engaged field-
workers (community outreach staff) fo help identify
those patients within their communities and schedule
patient appointments.

The team scheduled monthly meetings to review im-
provement activities.

Follow-up data demonstrated an increase in CD4
monitoring from 17% at baseline to 47% at round two.

These innovations have
provided the TASO Mbarara
improvement team with

developed a systematic
approach fo improving
their performance.

First, they analyzed meth- faseline - 7%
ods to optimize the use of
their existing scheduling
system to tfrack patients
based on type of visit

needed. The team then Round 2 _
worked with hospital staff

fo reinforce scheduling

valuable insights. Using
community outreach as a
means to reach patients
and schedule appoint-
ments has produced
notable results in the area
of adherence. To improve
documentation, staff

47% enlisted a volunteer filing
clerk, while reinforcing
existing systems and sfrat-

of appointments for CD4

counts, with particular 0% 20% 40%

emphasis on follow-up for
patients who do not return.
To encourage patients to
keep appointments, staff developed education ses-
sions, with CD4 testing available on the spot. As a way
fo ensure patient completion of all necessary screen-
ings and tests, the QI team developed a guided and
systematic process fo accompany patients from station
fo station within the clinic. The team also worked with
staff to strengthen documentation of CD4 results in all

Source: TASO Mbarara, 2008.

egies fo improve patient
appointments.

60% 80% 100%

These notable successes
have paved the way fo undertaking addifional
improvement activities. Missing charts, documentation
issues, and a high volume of testing samples continue

to challenge TASO staff. Hiring of a full fime data clerk is

a priority, and staff plan to engage other teams at the
national level to share experiences across facilities.

—— DS

Please visit us at WWW.HIVQUAL.ORG
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HIVQUAL.ORG HAS BEEN EXPANDED!

Implemented through:
=Coaching and Mentoring
=Peer Learning
=Involving Patients

HIVQUAL

INTERNATIONAL

Countries Ql Resources Search Site

Contact Us Login

HIVQUAL International offers a simple, systematic strategy for building capacity to
improve the quality of HIV care. Using a performance measurement strategy based on a
sampling methodology, HIVQUAL facilitates the process of data collection and reporting
to improve quality.

Where in the world is HIVQUAL?

Roll over the colored countries below for more information:

.

WWW.HIVQUAL.ORG

INT NEWS HEADLINES

The HIVQUAL-I site provides current quality
improvement information and updates on
HIV/AIDS quality of care across all HIVQUAL
International sites, and offers instructive quality
improvement resources to support global HIV/
AIDS gquality management.

HIVQUAL.org includes a breadth of information
about our organizational background, pro-
gram activities, quality management frame-
work, and invaluable resources from the New
York State Department of Health Quality of
Care Program, HIVQUAL-US, and the National
Quality Center.

Recent additions include links to QI resources
and publications, and a soon-to-be released
QI projects data base. In addition, all issues of
our HIVQUAL International Newsletter can be

found on the site.

Nigeria

Al Nouri Specialist.Hospital, Kano: CD4/Monitoring

Al Nouri Specialist Hospital, a freatment partner of AIDS
Relief, is located in Kano, northern Nigeria. As of July
2009, approximately 2288 patients had received HIV
care services, of which 1188 received ART.

To jump start their improvement program, Al Nouri es-
tablished a quality management committee comprised
of five staff, including the ART physician, three nurses,
and a pre-existing M&E representative. Through facility
partner AIDS relief, a June 2009 quality fraining provided
valuable educational support for a member of the QI
team. Monthly meetings were established to review Ql
activities.

When baseline data revealed low performance in CD4
monitoring (% of patients from chart reviews with CD4
repeat at 6 months within the month), hospital staff
chose that aspect of care as their Ql focus. On HIV
clinic days, the team used morning health discussions
as aresource to implement patient education about
HIV and stress the importance of CD4 monitoring. The
tfeam also used weekly clinic meetings fo reinforce the
importance of CD4 monitoring among physicians at the
hospital. Al Nouri's improvement team asked nurses to
flag patient charts to establish reminders for follow-up
CD4 count. The nursing staff was also asked to request
CD4 counts immediately after completion of vital signs
during patient visits, and prior to meeting with a doc-
tor. To reduce no-shows and redundancy, doctors fook
responsibility for coordinating clinical appointments
with dates of CD4 testing. The team tasked the lab with

identifying and returning all poorly filled out lab forms.

Staff now understand that goals can be achieved
through small changes, and documentation of progress
within short fime frames promotes continuity within

the quality program. The team remains focused on their
improvement goals, and is prepared to shift acfivities if
measurement demonstrates that a parficular strategy is
not working from one round of data to the next.

HIVQUAL software will confinue to improve data report-
ing, supported by HIVQUAL coaching fo enhance
performance and success of the QI actfivity.

Baseline CD4 and patient survival at 9 months from initiation of
HAART

100%
95% —
290% —
85% —
80% —
75% -+

EDeceased

oAlive

Source: Al-Nouri, 2009
|
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Faces of HIVQUAL:
Michelle Geis, HQ-I Quality Manager

Michelle Geis, MHA:
HIVQUAL Lead for Kenya

Michelle Geis, of Salt Lake City, UT, joins HQ-I as a quality manager tasked with implementation of
the HIVQUAL model, and assisting in-country teams to develop sustainable implementation plans.
Geis comes to HQ-I after more than a decade at Healthinsight, serving most recently as their Vice President for Quality
Improvement Operations. At Healthinsight, Geis oversaw the organization’s quality improvement divisions, including Medi-
care contracts in Utah and Nevada. She has substantial experience in quality improvement planning and implementation
in a variety of clinical settings.

Michelle received her Masters in Health Administration from the University of South Carolina School of Public Health, and
her Bachelor's degree in Health Policy and Administration from Pennsylvania State University.

Program Update: Pediatric HIVQUAL-T

Thailands national quality program continues to dem- Workshop presentations were video recorded, and
currently available on the HIVQUAL-T website (www.

cqihiv.com). This resource is accessible to any facility
in Thailand interested in learning about pediatric ARV
adherence promotion techniques.

onstrate a :igniﬁcant commitment to domestic guality
improvement

Launched in Thailand in 2005 at 5 pilot sites, pediatric

HIVQUAL-T is currently expanding to 20 regional/provin- As a result of this conference and national quality

cial hospitals and 28 community hospitals. improvement priorities, several hospitals have proposed
innovative QI activities connected to ARV adherence,

In July 2009, to support hational quality improvement including:

activities, Thailand held its first pediatric ARV adher- + Reviewing adherence indica-

ence promotion workshop in .

Bangkok. Sponsored by the Bureau g —— :rereeﬁs:g: in weekly HIV staft

of HIV, AIDS, STl and the Thailand
MOPH-US CDC, the 1-day work-
shop (right) attracted more than
one hundred doctors, pharmacists,
nurses, and health officers from 17
regional and provincial hospitals,
42 community hospitals, and 12
public health offices.

* Developing an adherence
records form for the clinic

* Developing adherence mea-
surement tools

¢ Routine analysis of outcomes
of ARV adherence

¢ Attending pediatric ARV ad-
] ) ) herence training, sharing best
With an emphasis on promoting practices, and participating in lectures and work-

.ARV'odherence sTroTegies from d.‘ffefem im.ple.mem— shops on how to promote ARV adherence and how
ing sites, and engaging pharmacists in pediatric ARV
to develop adherence tools.

adherence promotion, the workshop also included
fraining on guidelines, techniques, and methods for
pediatric ARV adherence assessment and monitoring.
Break-out sessions allowed participants to examine
these topics in greater detail, and share tools and
activities for future

The impact of this workshop will be measured by exam-
ining ARV freatment and adherence indicators in the
pediatric HIVQUAL-T program for FY2009 and FY2010.

implementation. HIVQUAL-T Indicators: Additional Pediatric Indicators:
e CD4Testing e Routine Vaccinations
¢ Ol Prophylaxis e Growth & Development
e ARV Therapy o Dental Health
e TB Screening e Psychosocial Issues
¢ Prevention Education
e Pap Testing
e Adherence Assessment

STl Screening

. Please visit us af: WWW.HIVQUAL.ORG
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Driven by the mission to provide a forum for peer exchange to advance knowledge and build capac-
ity to create sustainable national quality management programs, performance measurement strate-
gies and quality improvement techniques, the first HEALTHQUAL/HIVQUAL International All Country
Learning Network took place from February 22-26, 2010 in Johannesburg, South Africa. The ACLN
was attended by HQI partners and colleagues in the field of quality management, including repre-
sentatives from Botswana, Guyana, Kenya, Mozambique, Nigeria, Namibia, Rwanda, Swaziland,
Thailand, and Uganda. The five day Learning Network included morning plenary presentations and
country panels, and afternoon Open Space sessions -- a participant-driven and interactive approach
to peer learning in which attendees generate and facilitate all topics and discussion.

Performance Measurement
COUNTRY PANELS (2/23):
Swaziland*: Dr. Velephi Okello,
National ART Coordinator, Swazi-
land Ministry of Health discussed
performance measurement strate-
gies undertaken by the country’s
National AIDS Program.

She described how in 2004, the
Mbabane Government Hospital
lacked an electronic data system,
and when one was eventually
introduced, it was not sustainable
due to human resource limitations.
A more basic paper-based system

*HQ-Swaziland receives support from UNICEF

R 5

Quality Improvement
COUNTRY PANELS (2/24):
Uganda: Julius Ssendiwala of
Uganda’s Ministry of Health
discussed his country’s decentral-
ized QI model, designed to build
health systems infrastructure at
both regional and district levels.

Mr. Ssendiwala explained the
district model for QI through en-
gagement of district leadership in
coaching and mentoring, and distri-
bution of progress reports, as well
as training of district health teams.

Quality Management

Program

COUNTRY PANELS (2/25):
Mozambique: Dr. Mussa Calu, Proj-
ect Manager for HIVQUAL Mozam-
bigue presented the MOH model for
Quality Improvement in his country.

Dr. Calu described the role of
provincial teams in leading regional
QI activities, their participation in
training health facility teams
to collect and analyze data,
and in building capacity of
health facility teams for the
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was later implemented, but again
major problems occurred with
system longevity. Finally in 2007,
a more comprehensive EMR was
installed and is now operational in
13 of 14 ART initiation public sites.
HEALTHQUAL indicators are now
being integrated into the national
M&E system.

Haiti: In the absence of our col-
leagues from Haiti, Joan Manuel
Monserrate discussed the integra-
tion of performance indicators into
the national web-based electronic
medical record (EMR), a system
developed by I-Tech and the CDC
between 2007-2008.

The integration of performance
indicators in the EMR reduced the
burden of data collection and facili-
tated data analysis. Since the system
is web-based, it allowed for collection
of patient data from sites throughout
the country. Continued on pg. 3

The team from Uganda plans to
increase QI development at the
district level, integrate QI into district
workplans, and continue building
capacity of district health teams.

Namibia: Dr. Gram Mutandi,
Medical Officer, MOH Namibia
provided an informative overview
of promotion of quality improve-
ment work through regional group
activities.

Dr. Mutandi described the
importance of regional groups in
promoting peer learning, facilitat-
ing on-going QI skills building, and
providing benchmarking reports.

Dr. Mutandi screened an innova-
tive patient adherence education
DVD from Katutura Health Center to
demonstrate tools that impact QI at

Continued on pg. 3
R 5

implementation of Ql, among other
activities.

Thursday’s session also included an
all-country discussion about retention
interventions, an area characterized
by a scarcity of current information.
An upcoming newsletter will address
this issue in greater detail, and in-
clude a country-by-country snapshot
of current and proposed retention
activities.

Team Mozambique: Carlos de Sousa, Dr. Calu and
Antonio Barros Lourenco

[nozaMikorereMelhoria-de-qualidade
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Strategic Ways for HIVQUAL-T:

Sustainability in Thailand

Dr. Peeramon Nigsanond, Dr. Chitlada Utaipiboon and
Dr. Rangsima Lolekha representing HIVQUAL-T, pre-
sented on sustainability of QI in Thailand and a model for
the scale-up of quality services.

Linkage of HIV treatment and Care
Network

L anss| ‘] *|oA

The HIVQUAL-T team discussed Thailand’s national
ART program, in-country implementation of HQ, and
strategies for programmatic sustainability. This presenta-
tion was particularly significant given Thailand’s 7 years
of HQ implementation and the many peer learning op-
portunities inherent in their experience.

In 2001, there were only 1710 people in Thailand on
ART, and by 2008 that number had grown exponentially
to reach 176,760 with a current average of 1200 new
individuals on ART each month.

The audience learned about the four phase planning structure of HIVQUAL-T, comprised of: Phase 1 - Pilot
(2003-2005) at 12 hospitals; Phase 2 - Scale-up and expansion (2006-2007) up to 148 hospitals; Phase 3 - Na-
tional system development (2008-2009) targeted for 835 hospitals; and Phase 4 - Integration to national programs
(2010-2014) targeting all government hospitals.

The Thai team went on to describe sustainability strategies, including: 1) partnerships and networking, and link-
age of the HIV treatment and care network at the national, regional, provincial and hospital levels; 2) coordination
among providers through regional/provincial group learning and website communication; and 3) the integration
with national programs, including the National ART Program (NAP) and Institute of Hospital Accreditation (HA).

Participants learned how the HA is the main stream of quality improvement of health services in Thailand, and
how HIVQUAL-T coordinates with the HA to develop common tools for QI communication. HIVQUAL-T also
presented the national 5-year proposal developed and approved with financial support from the National Health
Security Office (NHSO), a significant programmatic transition from CDC funding toward fiscal sustainability. Pro-
gram management is run through the bureau of AIDS/STI/TB (BATS) MOPH and technical working groups with
supervision by the national QI HIV treatment & care steering committee. Integration of QI is also planned in adult

and Eediatric treatment and care includinﬁ the children ARV network (CAN) model.
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Continued from pg. 2 Continued from pg. 2
Haiti’'s EMR has promoted overall the local level and engage patients
sustainability in performance mea- directly in coordination and

surement, eased the data collection  continuity of care.
burden, and bolstered access to
performance data to motivate and Nigeria: Dr. Ahmad Aliyu of

engage facilities in QI activities. Nigeria provided an informative
country presentation focused on an

Kenya: John Wanyungu, HIVQUAL in-depth study of patient retention.

Kenya Coordinator discussed
:?;|ig?]grp(1i\§;orﬁ?1vam ?nrn Eﬁggg i o Dr. Aliyu covered contact track- Dr. Velephi Okello, MOH Swaziland
health systems strengthening. ing; retention tools, such as patient
tracking and patient registers;
Although HIVQUAL Kenya is still in improving lost to follow-up using
its initial stages, data collection at fishbone diagrams; monthly meet-
36 H|VQUAL implementing facilities ings and standard protoc0|s; and
is planned for late 2010. In addition proposed next steps, including
to HIVQUAL facility-level indicators,  qeceniralization of ART services,
Kenya's MOH is taking a unique ap- strengthening of adherence coun-

proach by developinafyeaiilieveicils seling, improving documentation
level indicators, including: resource 9, Imp 9 ’

availability (i.e. test kits, ARVs, CTX ~ and consumer involvement.
and PEP guidelines); health worker

safety, patient involvement; applica- Julius Ssendiwala, MOH Uganda
tion of the National Quality Manage-

ment Standards (KQM); and staff

satisfaction assessment.
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HEALTHQUAL Guyana: Integrating Quality Management
into the National Health Infrastructure

Nicholas Persaud (pictured), National HIV Care and Treatment
Coordinator and Dr. Jadunauth Raghunauth (pictured), Director,
National Care and Treatment Center represented Guyana’s Ministry
of Health at the ACLN. Mr. Persaud provided an informative pre-
sentation on HEALTHQUAL Guyana and the integration of quality
management into the national health infrastructure.

Mr. Persaud described the National Health Sector Strategy goals for
development, and how the HIVQUAL model was applied (in col-
laboration with the MOH, CDC, and UNICEF), and later expanded to
impact system-wide improvements in quality of care - leading to the
adoption of HEALTHQUAL across Guyana’s national health system.
This presentation was particularly well received given substantial inter- Nicholas Persaud & Dr. Jadunauth Raghunauth
est among several countries in programmatic expansion to address a

broader public health approach to quality management.

Persaud also described the integration of HIV and well-child care, including shared access to medical records,
standardization of QI methodology, and the provision of PMTCT services at many well-child sites. Regional
implementation is guided by regional MCH supervisors, facilitating coaching and support for clinical sites, and
enhanced expansion and integration of the QI model moving forward.

Challenges to coordination of HIV and well-child care, availability of patient records, human resource gaps, and
staff attrition, are tempered by the many lessons learned. Recruitment of an MCH HEALTHQUAL Officer to aid
coordination, training of regional supervisors, regular meetings and training for peer learning, and regional inte-
gration and participation to support sustainability were essential ingredients to develop a sustainable program.

Expansion is currently underway to additional MCH and ART facilities with advocacy and support from regional
authority and support from MOH.
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What is Open Space?

» A self-organizing method to facilitate p
learning sessions

* No pre-planned agenda. The se
by the participants and reflect whe

Developing the Agenda

Participants choose tapics fc
Topics with facilitators’ name
The facilitators schedule
Participants sign-up for
Facilitators review/revi
New sessions can be
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Tuesday’s Open Space sessions: Wednesday’s Open Space ses- Thursday’s Open Space

sions: Sessions:
e Data management .
. . Effects of health care worker
. Retention strategies attitudes s
e Consumer involvement -
strategies e Improving cervical cancer e Training models =
screening N “
« Pediatric Disclosure e Transition of r?‘l to govern- s
e Pediatric ARV adherence ment ownership =
e Health systems strengthening e Sustainability for effective

* QI and advanced technology quality improvement

* Integrating QI into other
systems and programs
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PLENARY PRESENTATIONS:

Tuesday, February 23: Dr. Richard Banda, Technical Officer for HIV Drug Resistance, WHO-AFRO delivered
the ACLN’s first plenary focused on the WHO HIV drug resistance prevention and assessment strategy, including
early warning indicators (EWIS).

This presentation focused on the need for regular assessment of HIV drug resistance EWIs, and coordination
between EWIs and HQI to reinforce linkages and use of resources. Dr. Banda emphasized joint goals of perfor-
mance improvement in the EWI and QI programs, and the value in resource limited settings.

Thursday, February 25: Dr. Tendesayi Kufa of South Africa’s Aurum Institute presented a public health ap-
proach to TB elimination. Her plenary provided an overview of the global plan to stop TB and Millenium Devel-
opment Goals (MDGs) (MDG 6 seeks a 50% reduction in TB by 2015), TB epidemiology, a framework for TB
control and other strategies to eliminate TB.
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Dr. Kufa stressed the need to improve detection, expand DOTS, engage in active case finding, improve symptom
screening and address TB/HIV coinfection. She concluded by emphasizing the scale-up of prevention and impor-
tance of new drugs, vaccines and diagnostics.

R 5

HIVQUAL Namibia:

Update on the 3 1I's

Dr. Ndapewa Hamunime (pictured at right) Senior Medical Officer, Na-
mibia MoHSS provided an update on the 3 I's from Namibia, where 59%
of TB patients are co-infected with HIV. Dr. Hamunime’s presentation
provided a concise overview on the role of QI in identifying and imple-
menting strategies to address the country’s dual TB/HIV epidemic. The
presentation emphasized both the critical and strategic links within the
national HIV program, describing Namibia’'s decision to establish an HIV/
TB technical working group, which meets monthly and is chaired by HIV
and TB divisions on a rotating basis. She discussed the incorporation of
TB and HIV policies, guidelines and strategic plans; co-location of HIV

Dr. Magdaleena Nghatanga and and TB facilities; and the appointment of an Infection Control Officer.
Dr. Ndapewa Hamunime,

MoHSS, Namibia
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Namibia is currently Intensifying case finding efforts throughout all ART
facilities to identify undiagnosed TB cases among PLWHA. Dr. Hamunime’s presentation focused on the value of
systems in a national effort to address TB, and described the processes implemented to achieve this goal, includ-
ing symptom screening and client education at each clinic visit. Patients with TB are referred to a TB-specific
facility to receive TB care and continued HIV treatment. Namibia’s public health approach to TB treatment and
control is focused on maintaining continuity of care and preventing stockouts of essential drugs. This strategy
involves the scale-up IPT for all eligible patients, the mandated stocking of INH medicines in ART facilities, and
the provision of IPT and associated education to all eligible patients. Infection control guidelines will soon be
finalized and implemented, along with facility renovation specific to the needs of TB service.

Namibia’s specific challenges represent common obstacles experienced across country programs, including hu-
man resource shortages, infrastructure problems, high HIV/TB burden, the need to strengthen TB/HIV collabora-
tion and improved program management.

High level political commitment and high coverage rates position Namibia to successfully press ahead with
continued integration of HIV and TB efforts across the spectrum of Ql. Dr. Hamunime praised the Namibia health
care system for the capacity to address this critical issue at the community level, and commitment of staff in
managing this dual epidemic. Namibia’s use of regional groups has also played a critical role in advancing QI
implementation across the country.

The Namibia team plans to improve TB infection control through education, renovation, engineering (facility reno-
vation) and personal protection. Guidelines and safety precautions will be routinized as HIVQUAL implementation
broadens, along with increased emphasis on the 3 I's. Finally, the team will advance QI efforts through reinforced
reporting, and leadership within the HIV/TB technical working group.

I Y A
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FUTURE DIRECTIONS:

Friday, February 26

Joshua Bardfield, HEALTHQUAL communications manager discussed facilitating cross-country communication.
This included an overview of the HQI newsletter, website, and the unveiling of the HEALTHQUAL Project Space
to build, enhance and sustain peer-to-peer interaction between all countries.

To close the ACLN, Dr. Agins facilitated a group discussion focused on sustaining the broader engagement initi-
ated during the week’s events. Next steps were established as follows: to continue cross-country communication
and create an “inventory” of interventions for improving patient retention. HQI staff agreed to develop a list of
countries organized by programmatic strengths, designed to assist new countries in tapping into more advanced
programs as a resource for peer learning.

The ACLN provided a vibrant forum for the exchange of information and ideas. The diversity of participants, rich
dialogue, and depth of peer interaction facilitated by Open Space is captured by this newsletter and in the variety
of lessons learned, including (but not limited to): the power of peer learning, data management, incorporation

of HIVQUAL into pre-existing systems, learning models for training at different levels, application of varied ap-
proaches to sustainable program implementation, lessons from the challenges and practices of other countries
and how they are used in the planning process, integrating quality into the national/ministry program, strategies
for retention, tools for pediatric disclosure, and...
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For more information on the All Country Learning Network in Johannesburg, please visit us on the web
at WWW.HEALTHQUAL.ORG

Dr. JH Mukendi Kazadi of Botswana Open Space session development Drs. Rawiwan Hansudewechakul Dr. Sithembile Dlamini & Thembie Dlamini
facilitating an open space session and sign-up & Rangsima Lolekha of HIVQUAL-T MOH Swaziland
facilitating an open space session

e AIDS
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With a scarcity of current literature addressing retention, research is often limited to a single clinic or

intervention and controlled trials are impractical. The All Country Learning Network in Johannesburg,
South Africa served as a platform for advancing a cross-country discussion on retention strategies and
interventions. This issue of the HQI Update will focus on a few innovative strategies initiated by imple-

menting partners.

Patient Retention on ART:
The Case of Swaziland

In January 2007, 17,160 patients in Swaziland were
enrolled in ART, while 23,371 were classified as
“ever enrolled” in treatment. In less than two years,
those numbers had nearly doubled to 32,707 and
41,382 respectively. In examining performance data,
the national AIDS program discovered that overall
retention decreases significantly between 6 months
and 36 months; from 2005 to 2008 there was a
nearly 20% reduction in overall retention.

Given strong evidence that retention is essential

to increased survival in people living with HIV, the
government of Swaziland has undertaken a series of
interventions to increase this important measure of
care.

At the Mankayane Government Hospital*, for ex-
ample, in 2006, one-year ART retention was at 60%.
Hospital staff were not actively identifying patients
lost to follow-up, and had no strategies in place to
contact patients. This included no means of trans-
portation and no dial-out telephone service.

When a facility-level data assessment (non-
HEALTHQUAL) revealed limitations in this area of
care, staff were compelled to implement several
interventions aimed at a broad and systematic effort
to improve retention.

continued on page 2

*Swaziland’s ART services and the Mankayane Government

Hosgital are sugﬁon‘ed in ﬁan‘ b‘ ICAP-Swaziland.

A Strategy for Retention: Nigeria

There are currently 269 sites in Nigeria providing
ART services with a lost to follow-up rate of approxi-
mately 17%-30%

In Nigeria, lost to follow-up is defined as: “a regis-
tered ART patient who has not reported to an ART
service point for 3 months since his/her last visit
AND it is not known if the patient has died or trans-
ferred out or stopped treatment for documented
medical/social reasons.” A missed appointment: “is a
registered client or patient who has missed a sched-
uled appointment.”

Contact tracking is a central retention tool in Nigeria,
involving a multi-step process in which all prospec-
tive ART patients receive three adherence counsel-
ling sessions to promote increased adherence and
retention; patients who miss appointments (>7 days)
are tracked through phone calls by health facility
staff or home visits by patient volunteer support
group members; if a patient is absent for more than
three months and without status, an update in the
ART register is completed by site personnel, adher-
ence counsellors, site M&E and support groups;
patients unsuccessfully tracked are classified as
lost to follow-up (LTFU) while others with known
outcomes (i.e. death, stopped treatment) are sub-
sequently documented. The ART register is then
updated by site M&E to reflect the patient’s
current status.

continued on page 2
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A defaulter tracking system was instituted;

staff developed support tools, including a call regis-
ter and interview telephone guide; and provided cell-
phones and pre-paid calling cards to patients. The
hospital began using a database to generate a list of
patients based on missed appointments (>7 days),
review of patient files to confirm and obtain contact
details, and telephone follow-up with patients (dial-
out service was restored).

These focused measures produced positive results:
between April 1 and November 30, 2007, of the 395
patients beginning on ART 74 had missed appoint-

ments (82% rate of retention).

This project was successful because of involvement
by ART clinic staff in project design, and their direct
participation in development of tools and adjust-
ments during the pilot.

A program review was instituted to avoid misuse
of the hospital phone (a previous problem), and
telephone follow-up became a key feature of the
adherence project, including additional adherence
counseling and telephone-based support services.

Staff also identified several areas for additional
improvement, such as consistent updating of the
patient database, and the use of other paper-based
systems as an alternative. Although telephone com-
munication was considered integral, staff recognized
its limitations and plan to conduct additional home
visits. Adherence counseling for returning defaulters
is also critical.

Patient follow-up is key to quality HIV care and
treatment, and planned next steps include a patient
follow-up system to be rolled-out to all ART facilities
in Swaziland. This system will include DNA PCR test
results and CD4 cell count. A patient involvement
mechanism is also planned.

Overall retention on ART, 2005-2008

78.40%

72.60%

63.70%

6 mnths
12 mnths
24 mnths

36 mnths

Source: Swaziland MOH, 2010

Additional retention tools employed at the national-
level:

Patient tracking tools:

e SOP for patient contact tracking

e Pharmacy appointment diary

e Patient contact tracking register

e ART patient tracking monthly summary form

Patient transfer tools:
e Patient transfer form
e Patient transfer registers (incoming and outgo-

ing).

Patient registers:
e ART register
e EMR

Patient referral tools:
e Referral directories
¢ (Client referral form
e Referral register

In an effort to improve lost to follow-up, programs
engaged in several process tools: fishbone dia-
grams; monthly data analysis at national and state
level to identify gaps and issues for follow-up; devel-
opment of an SOP to standardize patient tracking
processes and improve reporting on lost to follow-
up; and use of EMR to aid auto-generation of patient
list for contact tracking.

Fishbone analysis: root causes for missed
appointment and LTFUs

Source: NHIVQUAL 2010

Funding for patient tracking, quality of patient re-
cords (incomplete address, phone), generation of list
from pharmacy, patient hostility, and involvement of
support groups are continued areas of focus.

Next steps include decentralization of ART services

(ARV refill at PHCs); strengthening adherence coun-
seling; strict adherence to contact tracking SOPs so

that defaulters are tracked early; improvement in the
quality of documentation; and use of patient support
group members.

[nozalikerereMelhoria-de-qualidade
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Retention of care in Kenya

Kenya’s Ministry of Health and implementing partners have
utilized a variety of patient retention care and treatment
strategies, though there is no uniform national-level strategy in
place. Patient retention has only been measured once during
Kenya’s early warning indicator HIV drug resistance (EWI-HIV
DR) pilot survey of 2008.

Retention interventions include: decentralization of care and
treatment services to lower levels of health care to reduce
travel distance for patients; linking patients to community
health workers who follow-up to ensure appointment keeping;
and the MOH community strategy which takes health services
to the community through community health units. In Kenya,
there is a community health worker for every 20 households.

0L0C AVIN

In addition, rigorous patient preparation is recommended prior
to initiation of treatment. In this case, facilities use a buddy
system to provide information and counseling to support ad-

Dr. Davies Kimanga (Kenya) and Dr. Sithembile Dlamini

. (Swaziland) facilitate an Open Space Session on retention at
herence. Patients are also asked to complete three adherence ..'aciNin Johannesburg, South Africa

sessions prior to beginning their treatment on ARVs.
Adherence to treatment counseling is conducted at every visit, as well as follow-up with defaulters, including pa-
tient tracking using community health workers and phone calls to remind patients of their appointments.

In Kenya, one EWI for HIV-DR relevant to patient retention is the percentage of patients lost to follow-up (target
< 20%) (definition: % of patients initiating ART who are lost to follow-up 12 months after starting ART); and ART
appointment keeping (target = 80%) (definition: % of ART patients attending clinic appointments on-time / % of
persons initiating ART who attended all appointments on time during the first 12 months of initiation on ART).
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Over 80% (15/18) of sites achieved set target of <20% More than half (10/18) of the pilot sites were able to
achieve the target of =70% patient retention on first line after 12 months.

None of the 18 sites achieved the target for at least 80% of patients keeping scheduled appointments, and chal-
lenges remain.

Funding is crucial to compensating community health workers who are supporting patient follow-up in public
health facilities and providing financial support for calling patients to remind them of their visits, as well as secur-
ing payment arrangements to support patients who cannot afford bus fare to clinic.

R 5

Continuity of Care: Mozambique

Catandica Rural Hospital is located in Manica Province near Mozambique’s western border with Zimbabwe.
Round one performance data demonstrated the need for increased focus on continuity of care (25% retention at
round one).

Armed with the knowledge that patients abandon treatment for a number of reasons, including transportation
problems, lack of education and stopping treatment when they feel better, Catandica Rural Hospital utilized reten-
tion strategies consistent with those applied throughout many of Mozambique’s health facilities.

First, the pharmacy produces a list of patients who have not picked-up their medicines or who do not return on
a regular basis. Next, a staff person, usually the receptionist, produces a list of patients who have missed their
follow-up appointments. Both lists are then presented to the ART committee for review.

continued on page 4
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Continuity in Mozambique, continued from page 3

The ART committee meets on a monthly basis to discuss
retention, and engages “activistas” (community volunteers) to
locate patients in their homes and motivate them to return for
continued treatment. The ART committee also partners with
NGOs responsible for delivering home-based care for PLWHA,
and works with those organizations as well to locate patients
lost to follow-up. In both cases, patients are presented with
information detailing why continued treatment is essential to
their care.

Every Friday an ART meeting is convened with ART patients
(called “ART coffee”) to discuss issues associated with hospital
service quality and reinforce ARV treatment adherence. Pa-
tients are asked to assist in locating those lost to follow-up in

Melhoria-de-qualidade

% of patients achieving continuity of care (two rounds)

Round 2

Round 1

0 20 40

60

80

0L0C AVIN

their communities and convince them to return.

As a result of this intervention, the continuity of care indicator more than doubled to 64% in the second round data

collection cycle.

Since travel distance and cost is a significant burden for many patients, some have suggested creating a system
where patients rotate responsibility for travel to the clinic and then deliver medications to other patients in their

community.

Staff is currently working to alleviate additional challenges posed by transportation issues and consistent record-

ing in patient charts.

MR

Retention Interventions from Botswana

¢ Decentralization: Decentralized health care system
which promotes access to services.

e Co-Location of Services: Health care system is in-
tegrated, providing multiple services at a given location
[One Stop Shop].

¢ Task-Shifting: Lay health care workers can provide
counseling and nurses can prescribe and dispense
ART’s to stable patients after initiation, reducing pa-
tient wait time.

¢ Buddy System: Clinic peers support the client;
reminding them of appointment times and helping
them cope with issues including treatment compliance,
stigmatization and isolation.

¢ Supply-Chain Management: In order to reduce and
prevent stock outs of ART’s, proper management of
the supply chain is necessary; stock-outs affect patient
retention.

¢ Peer Mother Psychosocial Support: In PMTCT
programs, these support groups help newly diagnosed
mothers through counseling and adherence support.
(Strengthen link to retention)

¢ Public-Private Alliances: This model allows
patients to see private doctors for care and to receive
reimbursement from the government to cover the costs

of private care. )
continued on page 5

Source: Catandica Rural Hospital
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Retention Interventions from Guyana

e Outreach workers: PLWA workers use a standard-
ized form to target patients with missed appointments.
Patients may be more comfortable with outreach work-
ers than health care workers.

* Home Care Workers: Health care workers conduct
home visits.

e Expert Patients: Expert patients link health care
workers and peers.

e Support Groups: Support groups exist at each site.
Patients are reimbursed for transportation to support
groups and are provided with snacks at the support
group.

* “DOT” workers: Workers who visit homes. How-
ever, some patients opt out of home visitation.

¢ Active Patient Follow-Up: Utilize multiple proactive
strategies (Follow-up on specific activities)

¢ Phone follow-up: Phone calls after all missed ap-
pointments, to find out why patients are not coming to
clinic.

* Contact Tracing of Previous Sexual Partners:
Contact tracing is done to identify recent sexual part-
ners and bring them into care.

continued on page 5

Please visit us at www.healthqual.org
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Botswana, continued from page 4

Further, it alleviates the burden of wait time in both private and

public clinics. Privacy issues are also addressed, as some
patients do not want to be seen/identified in public facilities.

¢ Community Home Based Care: Community members
assist patient with care and inform health care workers of the
patient’s health status.

* Family Welfare Education: A family welfare educator is a
community member who works at the community clinic but is
familiar with the services in the community and visits patients
in the home to conduct basic assessments.

* Alignment of Patient Appointments: The facility is en-
couraged to schedule all patients’ appointments, including
blood draws and clinical visits, on the same day, to decrease
frequent visits to the clinic. [One Stop Shop]

* ART Roll-Out: ART services in health outposts to increase
access to care and availability of treatment.

* Patient Volunteers: Community members who volunteer to
assist patients on care

R 5

TokafatsoBoleng

Guyana, continued from page 4

Melhoria-de-qualidade

e Patient Information Validation: In order to
enroll on ARV’s, patients bring formal identifi-
cation in the form of a national ID card which

ensures accurate contact information.

¢ Incentives- Voucher program: Vouchers
are provided to patients with low CD4 counts
and other pre-identified issues in care (i.e.- poor
nutrition as defined by certain standards). Re-
ceiving vouchers is dependent on adherence to

treatment

* Information Systems-Tracking Clinic At-
tendance: Use of a shelving system to easily
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identify which pediatric patients attended their

visits for the day. Charts remaining on the shelf
at the end of the day identify patients who did not

show up for their appointments.

Process Diagram for patient tracking in a partner program: NIGERIA

i. 10,000 naira worth of calling cards for
making phone calls to ART defaulters and those
whose status is unknown from time of default to
3 months afterwards .

Adherence counselor provides information on the longevity of anti -
retroviral treatment , frequency/dosing of ARV medications and
encourages newly registered pre -ART patients to join PLWHA support

group

ii. Reimbursement (not more than 5000

\—i

naira) of transportation expenses made by
PLWHA support group members /facility staff in
visiting those ART patients not reachable by
phone.

ART pharmacist schedules patient’s next
appointment and fills out appointment card and
diary

iii . 5,000 naira worth of calling cards for site

Y

project manager’s phone calls to monitor and

support patient tracking .
|

Site referral focal person generates defaulters list
by extracting the names of patients who have x
marked in the last column of the appointment diary

7 days after
appointment

After 3 months of
contact trackin

Initiating contact tracking
process for defaulters
Site referral focal
person makes

telephone calls to
defaulters

Site referral focal
person attempts to

contact defaulters
one last time

PLWHA support
group makes home
7| visits to defaulters
homes

PLWHA support
group makes home

|ART outcome known|

visits to defaulters
homes one last
time

Contact tracking
through FHI zonal
"l MA&E officer(s)
(last resort)

Contact tracking
through FHI zonal

M&E officer(s)
(last resort)

Senior M&E officer/M&E officer(s) :

e Verifies ART patients tracking
efforts are documented

e Ensures adherence to SOP

A 4

e Ensures all tools used for -
contact tracking are updated at

Monitoring ART contact
tracking process

A 4

Site M&E officer:
Updates ARV drug refill/
patient outcome
o | columns in ART register

the end of every week

e Reports any discrepancies in
contact tracking information to
Zonal senior management.

by indicating outcome

(dead, lost to follow up
or stopped treatment for
medical/social reasons)

o
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Summary of Models

As the All Country Learning Network came to a close

TokafatsoBoleng

Johannesburg, a large group discussion between all countries

focused on models for retention. This group conversation drew

-~

Melhoria-de-qualidade

from each individual country experience and provided for a strategic snapshot of retention models and method-

ologies.

The conversation first focused on addressing retention through the use of information systems / documentation

by tracking, patient registers, tracking referrals and transfers.

An Open Space discussion on retention sought to classify Ql activities into four categories: 1) education, 2) track-
ing, 3) consumer involvement and 4) coordination. During that session, challenges to retention were identified in

three categories - clients, health care workers and systems (below):
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In response, the Open Space group expanded on Client HCW Systems
the four focal areas mentioned above. 1) Education: |Adversedrug effects |Staff motivation Faility hours
effective patient counseling and standards of care, g:fef’t —atisfaction Staff attitiils Space

X A inic location Lack of knowledge Infrastructure
as well as health care worker-level Capa0|ty bU|Id|ng. Stigma/Disclosure Ethics/Professionalism | Patient flow
2) Tracking/Monitoring: frequently updated patient  [sociocultural Waiting Time
contact information and accurate documentation (i.e. |Feeling Better Ratio of HCW/patients
when a patient transfers in and out of care). Misconception/Lack of Lack of integrative

understanding services

3) Consumer involvement: use of patient satisfac- Staff retention
tion surveys, buddy system, and support groups. Staff Shortages
4) Coordination: Implementation of provider satis- |
faction surveys, attention to waiting times and patient

flow, task shifting, facility infrastructure and equipment, decentralization, integration of services, family care
model, partner support and free treatment.

Stock-outs

In Botswana, the MOH is preparing to use SMS technology (text messaging) for adherence and appointment
reminders, targeting TB/HIV patients, adolescents, and patients who have been identified as having difficulty with
compliance; this will be done over the next year along with integration of IT systems for PMTCT, routine HIV test-
ing and ARV clinics to look at referrals between systems and to gain further understanding of loss to follow-up.

In NYS, Quality Improvement Learning Networks have been focusing on retention in care, stressing educational
interventions including targeting staff and/or patients; case management; use of community resources/multidis-
ciplinary teams; administration procedures/coordination strategies, such as pre- and post-visit reminder interven-
tions; and clinic operations and information systems.

ACLN participants established a series of next steps characterized by the goal of increasing peer-to-peer ex-
change in the development and implementation of various retention strategies. Advancing this discussion may
lead to the development of an accessible classification tool for use across countries categorizing retention activi-
ties.

R

HIVQUAL is supported through the US Department of Health and
Human Services, Health Resources and Services Adminsitration as
the International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HIVQUAL International
Update, please contact Joshua Bardfield at jeb16@health.state.
ny.us.
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Mwww'he‘mh“”“m'g addressing quality improvement in

e’ tuberculosis care and treatment.

Tuberculosis: Improving Care and Treatment Through

Quality Improvement

UGANDA

Kumi Hospital
Kumi Hospital, a rural, not-for-profit facility and the national

referral hospital for TB in eastern Uganda, is located almost
200 miles from the capital city of Kampala. With a 350 bed
capacity, Kumi has become a destination for the region’s
most vulnerable individuals, providing a wide-variety of
clinical services from primary care to TB.

At baseline, staff discovered that only 35% of eligible pa-
tients were assessed for TB, defined by a clinical symptom
screen based on national guidelines.

Uga nda guidelines recommend TB symptom
screening for the existence of a cough for more
than three weeks, weight loss, hemoptysis, night
sweats, and evening fevers.

These findings compelled a series of improvement activities
undertaken to improve performance in this area of care.

First, hospital personnel established a designated TB staff
member to coordinate Ql work. Scheduling of weekly pa-
tient education and routine education of all clinic provid-
ers reinforced institutional knowledge of TB, and served
as a systematic means of ensuring commitment to improv-
ing TB care. Staff conducted home visits for patients not
returning for test results. The team emphasized recording
of all test results - both negative and positive - in patient
charts, and hired two additional lab technicians to assist
with screening. Other activities included: improved moni-
toring systems to prevent medication stockouts - a key to
continuity of treatment and prevention of drug resistance,
and consistent recording of meeting minutes from weekly
Ql team meetings.

As a follow-up measure to this intervention, staff decided to
review a sample of four physicians’ charts one day in July,
August and September.

This review demonstrated that TB assessment was consis-
tently recorded in more than 90% of all charts.

Performance rates for TB assessment subsequently in-
creased from 35% at baseline, to 85% at round two data
collection.

% of Patients Assessed for Tuberculosis (two rounds)

Round 1 35%

Round 2 85%

0% 20% 40% 60% 80% 100%

Source: Kumi Hospital

Performance improvement in TB assessment has compelled
ongoing investigation in other areas. The adopted systems
of measurement revealed that of all cases screened (diag-
nostic evaluation) for TB (TBS), only 25% had actual results
noted in the patient record. This will now become a primary
focus of improvement.

In addition to the methodical and evidence-based approach
applied to TB assessment, this program has achieved suc-
cess because of strong commitment from the entire team
throughout the Ql process, and is further strengthened by
complete support from hospital administration leadership.

HEALTHQUAL is supported through the US Department of Health

and Human Services, Health Resources and Services Administra-
jon as the International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL

jebl6@health.state.ny.us.
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Service Delivery as an Entry Point to Health System Strengthening - A Case Study from FHI/Senegal:
Improving the Tuberculosis System of Care

The following is a case study of a QI effort conducted in partnership with the Senegal Ministry of Health (MOH)
- National TB Program, MOH- National Quality Program, District Health Team in Mbao, Senegal, and the FHI/Sen-
egal Technical team. This effort aimed at improving tuberculosis patient care in Mbao District, Senegal with the
goals of decreasing the proportion of patients lost-to-follow-up from 23% to below 5% and increasing the cure
rate from 55% to more than 85% to achieve the national targets.

This pilot project used the collaborative model for improvement, with the following steps: improvement objec-
tives, systems analysis and QI teams; monthly monitoring of process/output/outcome measures on run charts;
coaching of QI teams/health providers; testing changes through PDSA (Plan-Do-Study-Act); learning sessions to
share results and ideas; followed by the scaling-up of improvements.

An improvement matrix was developed to identify processes, objectives and results throughout the sequence
of identification of potential TB cases, physical and diagnostic screening, care and treatment, follow-up, final
evaluation and discharge. A package of

changes led to improvements in HIV test-

ing, same-day initiation of TB treatment, Did the Performance of the TB System of Care Improve?

directly observed intake of TB drugs

(directly observed therapy - DOT) as % of TB Patients Lost-to-Follow-Up

monitored by a family member or other

[
S

Ch Ql Stopped
individual, and bacteriological sputum 22 a:nges H "\
- 1 1
exams, as measured through run charts. N H N
€ []
§15 :
To improve TB patient care in the above 10 /\/ -\ ' ” \\ /’
noted areas, several specific improve- 5 %Y RN /'\ (" l\l V4
e e 1
ment activities were undertaken. To 000 : s . CureRate

identify chronic coughers and facili- & vots et Coortot

tate entry into care, community health D “e"‘s/\{ms""ped A
workers began integrating TB informa- AN /A\I/’ — B A—~/—\
tion into community talks, worked to LA =g ~ |\ Y/ 0
identify chronic coughers during home 70 — \L>
visits, and referred chronic coughers 60

to a health facility. Service delivery was 5

reinforced through the extension of lab 40 Sepio8 Wer 09 Aug- ar-

B e oo hi
ment of two lab technicians to perform

these exams, and appointment of alab g ce: FHI 2010

technician to accompany patients to the

health center. HIV testing and counseling was made available to TB patients and DOT monitors were identified
to take note of daily TB drug intake.

Treatment completion and cure rates were measured by tracking patients lost-to-follow-up and contacting
them to engage them in care. The following data clearly demonstrate improvements in outcomes. The “% of TB
Patients Lost-to-Follow-Up” and “Cure Rate” charts above exhibit evident improvements between the start and
stop of tested improvement activities, in which the proportion of lost patients decreased, and the cure rate
increased. When teams stopped the QI activities, improvement indicators decreased.

This case study served as the basis for designing the scale-up of improvement efforts to all districts of the
Dakar medical region. This case study provides evidence for making QI an integral component of public health
programs aiming to achieve disease specific health outcomes while contributing to the larger health systems
strengthening strategy.

For More Information on this Case Study Please Contact:
Dr. Barbara Sow, FHI Country Director, Senegal: bsow@fhi.org
Dr. Bruno Bouchet, FHI Director for Health Systems Strengthening: bbouchet@fhi.org

*FHI Senegal and HEALTHQUAL are independent organizations. HEALTHQUAL was not involved in this case-study.
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The following HEALTHQUAL Brief
is the second issue in a four part
series addressing quality improvement

— in tuberculosis care and treatment.

Tuberculosis: Improving Care & Treatment Through Quality Improvement

NAMIBIA

A Public Health Approach to Tuberculosis Care &
Treatment: Quality Improvement Lessons From
HIVQUAL Namibia

Dr. Ndapewa Hamunime, Senior Medical Officer, Namibia Ministry of
Health and Social Services (MoHSS) champions the integration of the
3 I's (intensified case finding, infection control and isoniazid preven-
tive therapy) into the national HIV treatment program. The MoHSS
has embraced quality improvement (Ql) as an integral component of
the government-led strategy for implementation of a national frame-
work for TB prevention, care and treatment.

In Namibia, there are an estimated 204,000 people living with HIV
(PLWHA), and 59% of TB patients are co-infected with HIV. In 2007,
the case detection rate of new smear positive tuberculosis cases was
84%, and treatment success in that cohort was 83%.

A public health approach to quality improvement is integrated into
the MoHSS program as part of a systems-level strategy to address
TB control and treatment, and reinforced through high-level political
commitment. This strategy is an essential component of Namibia’s
national program and highlights the need to expand the principles of
Ql throughout health systems.

This national improvement strategy is adopted by local clinics
implementing QI as a model to improve patient care. For example,

at Rundu state hospital in the Kavango region, staff chose to focus

on TB-IPT. A system was established to screen all HIV patients and
initiate IPT for those without symptoms of TB. A screening tool was
adopted along with a check-list to ensure notation of IPT screening
in patient charts. An INH register was utilized to monitor and track
patients, and all staff were strongly encouraged to complete these
steps thoroughly for each patient at each visit. In addition to a focus
on screening, some task shifting occurred. Previously, doctors were
exclusively assigned the role of IPT initiation for patients. Once the Ql
activity began, this role was expanded to nurses to free-up physician
time and spread responsibility. This systematic Ql approach, involving
multiple staff, improved institutional awareness of care and treat-
ment gaps experienced by patients, and empowered staff to better
monitor patient care. Improvement activities emphasized the impor-
tance of patient education about IPT and improved patient outreach
in the region.

% of eligible patients prescribed isoniazid preventive therapy
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Source: HQ-Namibia

Dr. Magdaleena Nghatanga and Dr. Ndapewa Hamunime, Namibia MoHSS

At the Outapi ARV clinic, an early analysis of baseline data (0%)
revealed the need for an increased focus on TB care. A Ql team was
established and tasked with analyzing the ongoing process of TB
screening and IPT initiation. This analysis revealed several areas for
improvement including documentation, screening, staff motiva-
tion and patient/staff education. To address these areas of per-
formance, the clinic established physician-led education sessions
focused on TB screening and IPT eligibility, including instruction on
how to prescribe IPT. A screening tool was introduced clinic-wide
and posted in all consulting rooms. To bolster this effort, the data
clerk gave a presentation on proper documentation in the patient
record. In addition, existing health education for all TB patients and
those on IPT was enhanced to reinforce the importance of treat-
ment and care and to dispel myths and misconceptions discovered
as barriers to care. Performance rates improved by 5% between
baseline and Round 4 data collection.

A test of change and later review of these activities led to addi-
tional changes. A red sticker is now placed in all patient records as
a prominent marker of IPT initiation. Patient confusion between IPT
and cotrimoxazole (CTX) prophylaxis prompted a change in health
education, where patients are now shown both IPT and CTX to
emphasize differentiation. During this process, it also became clear
that some patients had previously received IPT and discontinued
care before presenting at the clinic again. As a result, staff are now
tasked to inquire and record if IPT was initiated at some earlier date
to better monitor this area of care.

Outapi staff learned to value the importance of patient involvement
in care quality, and staff motivation was boosted with increased
involvement in care processes.

The HQ-Namibia team plans to advance improvement of TB infec-
tion control, and remains focused on the great need to continue
integrating these improvement activities into the national TB/HIV
strategy. This includes foremost, the noted implementation of Ql at
HIV clinics to improve processes of care for HIV and TB. Guidelines
and safety precautions will be routinized as HIVQUAL implemen-
tation broadens, along with increased emphasis on the 3 I’s. The
team will continue to advance Ql efforts through reinforced report-
ing, and leadership within an HIV/TB technical working group.

HEALTHQUAL is supported through the US Department of Health and
Human Services, Health Resources and Services Administration as the
International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL International
Update, please contact Joshua Bardfield at jeb16@health.state.ny.us.
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Hopital St.-Antoine de Jérémie: Haiti

TB Assessment
Hopital St.-Antoine de Jérémie, located in western Haiti, serves nearly 1000 adult patients living with HIV.

Staff at St.-Antoine de Jérémie established a team dedicated to the improvement of TB services. The seven members included
one doctor (team leader), one lab technician, one nurse, two auxiliary TB staff, one data clerk, and one outreach worker. The
team instituted meetings beginning on
the first and third Friday of every month
at 2:00PM. They also allowed for ad-hoc
meetings to be scheduled as needed. The

Fishbone Diagram Analyzing TB Assessment

team utilized several strategies to investigate bildis Lo STAFF
processes of TB care, having identified the ®  Lackof compliance s Poor PED
need for improvement based on data. For P ramsportation Y
example, they used the fishbone diagram s Lack of motivation o Lack of metivation

to carry out root cause analysis (pictured).

Brainstorming sessions produced a number

of strategies to improve care.

First, the team recognized the need to

educate patients about TB, and set out to
strengthen patient counseling to empha-

27.7% of patients
assessed for TB

size the importance of PPD skin testing for L2 AL D
latent TB. +  Backorder of reagents s Long waiting time
+  No measuring tool *  No defined protocoel
5 q +  Brolen computer for patient visits
To ensure an appropriate and effective course s  Blackouts +  Misplaced patient files

of action throughout the process of patient
interaction at the facility-level, the team de-
veloped a systematic approach to the process
of PPD testing that included implementation of the national flow chart algorithm (below) that is used for TB screening and IPT
administration. This approach involved a number of steps including the entire staff.

Source: Hopital St-Antoine de Jeremie

The data clerk was tasked with preparing a list of patients requiring PPD testing, based on clinical screening, and presenting it to
doctors and nurses responsible for administering the tests.

Next, staff assigned one team member to personally accompany patients to the lab for PPD testing. Another staff member was
asked to receive PPD results, and assume responsibility for delivery of results to the data clerk for entry into the electronic medi-
cal record (EMR). Frequent electricity outages prompted the team to back-up their work with handwritten lab results. Through
further meetings and analysis, the team acknowledged follow-up of patients who did not return for reading of the PPDs had
been limited. As an improvement strategy, hospital management

HAITI: NATIONAL (PATIENT) FLOW CHART FOR PREVENTION agreed to allocate funds to cover transportation costs for patients to

AND TREATMENT OF TB REIAR,

PPD Although Jérémie’s Ql approach did not immediately produce
improved performance rates due to staffing issues and stock-outs,
continued focus on QI activities eventually produced demonstrable
achievement in TB performance over time, with the % of patients
assessed for TB increasing more than 12% between review peri-

PPD>/=5mm PPD<5mm ods, from 26.2% to 38.3%. Hospital staff gained tangible skills and
insight through their Ql work. They came to value the importance of
regular system level process analysis to establish a basis for program

X_Ray-rﬁi evaluation and follow-up. The team also recognized the implications
of the QI process for providers in developing a systematic approach
to decision making, and as a result, the attainment of better out-
comes.

‘ Positive ‘ | Negative |
*Services at St.-Antoine de Jérémie continue uninterrupted by the
Refer to TB IPT, B6, for Clinical review January 2010 earthquake in Haiti.
Clinic 12 months

Source:Hopital St-Antoine de Jérémie, 2009
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Tuberculosis:

in this four part series addressing
quality improvement in tuberculosis
care and treatment.

Improving Care and Treatment Through Quality Improvement

An Update from HQ-Mozambique:
TB Screening at Ulongué Rural Hospital

The Ulongué Rural Hospital, also known as Angonia Rural
Hospital, is located in Tete Province, in Mozambique’s cen-
tral region.

A team comprised of members from the quality commit-
tee was nominated to evaluate TB screening scores from
the second round of performance measurement. Their
analysis of performance rates for TB screening uncovered
several areas for improvement among the ART and pre-ART
populations.

An initial investigation revealed that the hospital ran out
of TB screening forms, an essential tool both as a ba-

sic prompt to clinicians to conduct TB screens for HIV+
patients, and as a guide to assist clinicians in each step
throughout the screening process.

Emphasis on the need for multiple combined

interventions

e Reporting documentation systems
Policy

[ ]
e Organization of systems
e Staff motivation

e Engaging leadership

Without these forms, clinicians were often not conducting
TB screening, or completing the screening but not register-
ing this information in patient charts. In cases where charts
did contain the form from a previous visit, clinicians were
not regularly monitoring patient records to ensure it was
completed fully and properly. The team also discovered
that Ulongué Hospital had no official schedule to conduct
TB screenings.

In addition, the team found gaps in coordination between
the TB and HIV/AIDS departments, leading to missed
screening opportunities and little sharing of patient infor-
mation across divisions. For example, their analysis found
that patients seen at the TB department were not screened
for HIV, and HIV patients seen in the HIV/AIDS department
were not screened for TB.

Continued on page 3

An Update from Pediatric HQ-Thailand:
Quality Improvement in HIV/TB

Thailand is 19th among the World Health Organization’s list of
22 high burden TB countries representing 80% of all global TB

cases. Of the 9.2 million new TB cases occurring each year, ap-
proximately 10% are in children. According to the UN General

Assembly Special Session on HIV/AIDS (UNGASS) report 2010,

Thailand had an estimated TB/HIV prevalence of 142/100,000
in 2009.

Owing to the fact that most pediatric TB cases are not smear-
positive, pediatric TB is not greatly prioritized within Thai-
land’s national TB program. Nonetheless, finding and treating
pediatric TB infection and disease is clearly relevant, with the
potential to provide long-term benefits in preventing future
cases and disease reactivation.

Though TB prevalence in children may be as high as 27%, HIV
testing among pediatric TB cases is not recommended in Thai-
land’s national TB/HIV guidelines. TB screening in HIV-infected
children is recommended for first visit and before ART initia-
tion, but there is no standard for frequency of TB screening in
this population.

In this context, clinics implementing HQ-Thailand recognize the
significance of improvement activities focused on TB screening
for pediatric HIV patients, and have implemented a variety of
improvement activities aimed at addressing this critical area of
care.

At Sawanpracharak Hospital, Surin Hospital and Lampang
Hospital, the proportion of HIV-infected children who were
screened for history of TB contact and TB signs and symptoms
at least once in the last 6 months demonstrated remarkable
improvement in performance rates due to improvement activi-
ties (Figure 2).

At Sawanpracharak Hospital, located in central Thailand, staff
initiated meetings with the dedicated Ql team to review areas
for improvement. To improve documentation, they developed
a medical form for TB screening and integrated it into the
existing clinical record form. Continued on page 3

HEALTHQUAL is supported through the US Department of Health and
Human Services, Health Resources and Services Administration as the
International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL International
Update, please contact Joshua Bardfield at jebl16@health.state.ny.us.




An Update from HQ-Namibia:
TB Screening and Isoniazid Preventive Therapy

Keetmanshoop Hospital, located in the Karas region, south-
ern Namibia, is staffed by one physician, two nurses, one
pharmacist, one data clerk, and four community counselors.
By the end of June 2009, the hospital’s HIV care program re-
corded a total of 1988 patients; 1874 adults and 114 children.
In that same time period, the hospital counted 1183 patients
enrolled in ART: 1094 adults and 89 children. The hospital’s
HIV clinic operates 8:00AM to 5:00PM, Monday to Friday,
with personnel on-call to address prevention of mother to
child transmission (PMTCT) of HIV and post-exposure prophy-
laxis after hours, weekends and holidays.

Ql Activities focused on:
e Improved documentation and screening
Developing routine screening questions

[ ]
e Creating IPT identification cards
e  Staff training

Systematic documentation

Staff received baseline data, third assessment from July-
December 2008, which revealed that only 19% of eligible
patients were receiving isoniazid preventive therapy (IPT).
Namibia’s national guidelines call for IPT in the absence of ac-
tive TB disease. After careful consideration, staff initiated Ql
activities to address this measure of care and began incorpo-
rating several key activities into their Ql plan. To facilitate a
more consistent and systematic documentation and screen-
ing process, staff developed and implemented screening
questions based on a TB policy manual to be accompanied by
use of IPT identification cards to identify screened patients.
Next, the team instituted specialized training for nurses and
community counselors on screening and use of tools. A dedi-
cated staff member was assigned to TB examination, inves-
tigations, and final decision-making on IPT administration

to maintain consistency in screening protocol. TB staff was
tasked with ensuring routine documentation of screening
and/ or IPT in patient records, and oversight was established
to reinforce data capture and provision to the data clerk.

Figure 1: % of eligible patients prescribed IPT (two rounds)

July-December 2008

January-June 2009

0% 20% 40% 60% 80% 100%

Source: Keetmanshoop Hospital

At fourth assessment (January-June 2009), the number of
eligible patients prescribed IPT increased by 59% within six
months (from 19% at baseline to 78% at follow-up) (Figure 1).
Keetmanshoop staff learned several valuable lessons from
their Ql activities. Not only were nurses and community coun-
selors empowered to play a participatory role in TB IPT and
associated QI activities, but they also learned that small steps
facilitate positive improvement in patient care.

In addition, the improvement team strengthened communi-
cation between facility staff across departments, reinforced
collaboration in patient care, and stimulated innovation in the
use of existing tools to solve problems.

Through their work on this critical QI activity, staff developed
a list of challenges, recommendations and lessons learned to
guide future improvements in TB care. Foremost, staff now
understands that TB is different from many other common
respiratory and non-infectious diseases. They are also aware
of complications associated with TB in people living with HIV,
and the uniquely complex health concerns in PLWHA which
may lead to delays or ineligibility for IPT. Keetmanshoop is now
guided by an understanding that continuous training in TB

is essential, particularly given high staff turnover rates. They
recognize the need for further scholarship on this issue, and
hope to use HIVQUAL performance results to stimulate future
action.

An Update from HEALTHQUAL Guyana:
Quality Improvement in TST Screening

At Dorothy Bailey Health Centre in Guyana’s capital, George-
town, a seven member team used baseline data (43%) to
drive performance improvement for the Tuberculosis skin
testing - TST screening - measure.

The team began by constructing a fishbone diagram (pic-
tured) as a tool of process analysis to identify specific struc-
tures and processes on which to focus improvement efforts.

Initially, the team discovered that providers were not consis-
tently ordering TST, evidently making it very difficult to accu-

continued on page 4
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There was no ordering —— whenreferred

of TST by providers

TST Screening
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HQ-Mozambique continued from page 1

In response to these obstacles, the team initiated a number of
targeted interventions. First, they focused on timely availabil-
ity of the TB screening forms and inclusion of the forms in

all HIV+ patients’ charts. To reinforce screening, a TB screen-
ing review course was initiated for all clinicians tasked with
screening HIV patients. A general need for greater attention to
TB screening was addressed by acknowledging this problem
and motivating staff to focus on improvements in this area of
care. For example, regular monthly meetings were instituted
to perform chart review for all HIV patients, reinforcing the
need to screen and highlighting the processes involved.

100% - % of ART and pre-ART Patients Screened for TB
90%

80%

67%

70%
60% -
50% - M Baseline
M Follow-up
40% -
30%

20%

10% - 2%
0% += . '
ART Pre-ART

Source: Ulongue Rural Hospital, 2010

Hospital staff established a dedicated discussion period
during quality committee meetings to focus on the TB screen-
ing indicator and to review programmatic performance and
progress.

Finally, staff agreed to focus on strengthening the collabo-
ration between the HIV/AIDS and TB departments, with an
agreement between HIV and TB department heads to share
data and initiate referrals for patients screened in each respec-
tive department on a quarterly basis.

As a result of these activities, performance rates for TB screen-
ing in both ART and pre-ART patients improved by 62% (from
5% to 67%) and 43% (2% to 45%), respectively.

*MSF-Belgium is an implementing partner at Ulongue Rural Hospital

ISSUES | &1 CAN BE FOUND AT HEALTHQUAL.ORG.

HQ-Thailand continued from page 1

To involve all staff in Ql and improve efficiency, respon-
sibility for TB screening was assigned to nurses, HIV
patients, and the health officer to screen history and
clinical TB before clinical visits. The doctor would then
review TB screening charts, take physical exams and
record TB contact history. Patients identified with history
of TB contact or symptoms were then treated according to
standard treatment guidelines. Performance rates for TB
screening improved by 43% (from 57% at baseline to 100%
at follow-up).

Surin Hospital, located in northeastern Thailand, is a 697-
bed facility with approximately 156 pediatric HIV cases.
Initially, staff introduced a stamp to all patient cards
which included the pediatric HIV/TB screening ques-
tions. This strategy served both as a reminder to conduct
screening and a strategy to ensure consistency throughout
this process. To reinforce identification of cases, the team
implemented a TB protocol to screen chest x-rays and
PPD in all patients from April to June of each year. Patients
with clinical TB or history of TB contact were managed
according to standard treatment guidelines. Performance
rates improved by 58% (from 6% at baseline to 64% at
follow-up).

Lampang Hospital is an 800-bed facility located in the up-
per north region. To improve institutional organization and
preparation, Lampang hospital staff initiated a pre-clinic
conference to review patient cards for all children sched-
uled to visit the HIV clinic the following day. Much like the
approach at Surin Hospital, staff introduced a stamp on
patient cards with pediatric HIV/TB screening questions.
To bolster documentation and appropriate follow-up, staff
emphasized recording of history of TB contact for each
patient at each clinical visit. Patients with clinical TB or
history of TB contact were managed according to standard
treatment guidelines. Performance rates improved by 75%
(from 1% at baseline to 76% at follow-up).

Please see page 4 for photos from HIVQUAL-T.

Figure 2: Proportion of HIV-infected children who were screened for history of TB contact and TB signs and symptoms at least once during the last 6 months

of the review period (2008-2009)
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Source: HIVQUAL-Thailand




g/

HQ-Guyana continued from page 2

rately measure this area of care. In addition, without regular

testing, appropriate referrals for further testing or treatment

could not be conducted. This barrier consequently led to high
rates of patients lost to follow-up.

Finally, the team determined that an inadequate supply of
reagents to complete the test played a critical role in overall
performance issues with TST screening.

In response to their findings, the team first presented their
analysis to providers at Dorothy Bailey Health Centre. A nurse
lead was then tasked with coordinating with all rotating
nurses to remind physicians to screen all eligible patients.
This effort was reinforced by the implementation of regular
staff education sessions.

To supplement this process, three data clerks were asked to
identify eligible patients and inform support staff when they
are scheduled for appointments so they can be screened.

This intervention was monitored every three months to
evaluate impact.

Performance for the TST screening measure increased by 56%
(from a baseline of 43% to 99% at follow-up).

% of Patients Screened for TB using Tuberculosis Skin Testing (TST)
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Source: Dorothy Bailey, 2010

Pediatric HIV care team from Sawanpracha-
rak Hospital and community hospitals in
Nakornsawan province and a Nakornsawan
provincial health officer visited Chiang Rai
regional hospital to learn about pediatric
HIVQUAL activities and the pediatric HIV
care model.
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2011 All Counry Learning Network
March 14-18 - Windhoek, Namibia

The ACLN brings together delegations from each
HEALTHQUAL implementing country, including Ministry of
Health and CDC staff, driven by peer learning strategies
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to build and reinforce sustainable quality management
programs.

—

Participants from 15 countries spanning 4 continents includ-
ing Africa, Asia, South America, North America and the
Caribbean converged in Windhoek, Namibia for the second
All Country Learning Network, sponsored by HEALTHQUAL In-
ternational and graciously hosted by the Namibia Ministry of
Health and Social Services. Participation spanned Ministries
of Health, CDC country offices, and US government partners.

The ACLN was officially opened by the Deputy Minister of
Health, the Honorable Petrina Haingura, accompanied by
the US Ambassador to Namibia, Wanda Nesbitt; Mrs. Ella
Shihepo, Director of Special Programs, Namibia MoHSS; Dr
Ahaczie Lawson, WHO Epidemiologist; Sue Gerber, Deputy
Country Director, CDC-Namibia; and Dr. Bruce Agins, Director,
HEALTHQUAL International.

Aligned with the goals of
PEPFAR II, the ACLN focused
on the theme of results and
sustainability across national
quality management (QM) pro-
grams. The agenda reflected
strategies and obstacles con-
fronted in each country toward
building government-level
capacity for local and national
improvement programs.

Much like the 2010 ACLN in
Johannesburg, the program in-
cluded a mix of country presentations, plenary presentations,
open space sessions, and targeted workshops. An added
case study exercise tasked multi-country groups to consider

a specific improvement topic and brainstorm processes and
techniques to address that particular issue or area of con-
cern.

Two QI storyboard awards were presented at the ACLN, Out-
standing Achievement in QI, voted by a panel of expert judges
and the People’s Choice Award, voted by participants. The
award winners, Namibia and Haiti, can be found on pages 2
and 3 respectively. The QI storyboard was driven by criteria
ranging from adherence to QI principles, team approach,

and sustainability, to creativity, consumer involvement and
impact on patient outcomes.

Plenary presentations addressed a range of topics tailored
to spreading current knowledge on Ql and/or HIV to pro-

mote strategies, expertise, and successes and challenges across
country programs. These included: sustainability of QM programs;
prevention for people living with HIV; recent developments and
updated guidelines on TB and TB/HIV; a pilot program based on
the UNICEF Mother Baby Pack to prevent mother to child trans-
mission of HIV in Kenya; Measuring for Improvement: QI and re-
tention in care; What are factors of sustainability on the National
HIVQUAL program in Thailand; and HIVQUAL, the Haitian model
for sustainability of their national quality management program.

To broaden and advance peer learning opportunities, each coun-
try presented one unique or specific component of their national
program. These topics reflected local adaptation of HEALTHQUAL
to build integrated, national QM programs. Topics included:

Botswana: The use of e-registers for quality improvement
Ethiopia: QI in hospitals

Guyana: Maternal child health integration into HEALTHQUAL
Kenya: Challenges in implementing a national QM program
Mozambique: Integration of Ql into health sector

Namibia: Regional groups, peer learning and QI

Nigeria: Capacity building for the QM program

Swaziland: Integration of QI and QA programs

Uganda: QI Institutionalization

Open Space sessions, characterized by a participant-driven and
self-organizing model for group learning, spanned an impressive
range of issues relevant to reinforcing sustainable government led
quality management programs. Some examples of Open Space
session topics included: sustaining QI in resource limited settings,
integration of QI/QA, consumer involvement, health care financ-
ing, human resources for health, QI in hospitals and validating QI,
among others.

Morning workshops launched the daily program, reinforcing
improvement methodology through topics such as consumer in-
volvement strategies in national QM programs, facilitation skills,
QI 101, and a fresh look at Ql.

HEALTHQUAL would like to thank the Namibia Ministry of Health
and Social Services for their unwavering support and partnership
in making the ACLN a recognized success.
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A QI Team Approach to Scale Up Provision of TB Isoniazid Preventive Therapy (IPT) at Outapi ART Clinic

A routine review of performance data by the Outapi provider
team revealed that of the 11 quality indicators regularly
monitored by the QM program, the IPT performance rate was
22% - the lowest in that review period.

Outapi clinic staff determined to improve the provision of

TB IPT to eligible patients from 22% to at least 50% within

6 months. To accomplish this goal, a QI project team was
established to coordinate improvement activities. The team
included a medical officer who also served as the team lead,
a registered nurse tasked as the project secretary, a sister-in-
charge, a pharmacist, data clerk, community counselor and
an expert patient.

To systematically address TB IPT performance, the team
investigated the current process to inform implementation of
potential strategies. Data from the previous six month review
period was analyzed, including data from all previous quality
indicator performance scores.

In addition to reviewing the data, staff conducted process
analysis using a fishbone and evaluated qualitative data from
a previously completed focus group discussion addressing
client views on IPT.

After careful review and analysis, the team considered poten-
tial interventions and parallel rationale for implementation:
e A doctor gave a presentation to reinforce screening
for IPT eligibility and prescribing practices for all clinic
nurses
e A screening tool for TB was placed in all consulting rooms
to increase likelihood of its use
¢ A screening tool for IPT was availed to all providers to
boost identification of eligible patients
* The data clerk gave a presentation on documentation in
the patient’s file to improve this critical practice
* The expert patient provided intensified health education
to patients on IPT and TB to clear myths and misconcep-
tions on IPT identified during the focus group discussions

With the selected interventions established, the team set out
to implement proposed tests of change. Interventions were
initiated over one month between January 15 to February 15,
2010, for patients registering with the ARV clinic.

Review of data patients newly commenced on IPT monthly
January 09 to June2010

450
400 /\
350

300 / \\
250 /

200 /f

150 //

Start of QI /’
100 project /
50 4 — A —— @
— Y W/

. .

S PP PP PP opq & (Qq qu <:°Q FOR (’\Q (’.&o {.\0 S

¥ SR o
& o S F & @ W

Source: Outapi ART Clinic, 2010

Data was collected during the one month intervention period
to monitor the number of patients:

o eligible for IPT

¢ eligible for IPT started on IPT during the intervention
period
from previous cohort who returned for IPT refills
from previous cohort who failed to return for refills
stopped by providers owing to side effects
cumulative number of patients on IPT at the clinic

Use of Data to Study Results

* 94 patients were newly registered for HIV care between
Jan 15 and Feb 15, 2010

e 80 patients were started on IPT in that period

¢ This translated to a performance of 85%

¢ From Feb 15, 2010 IPT was offered to all eligible pre-
HAART patients by all the nurses

* Given the success of the pilot phase, the project was fur-
ther expanded to include patients on HAART from March
15, 2010

Future Plans:

¢ Ared sticker was placed on passports of patients on IPT
for ease of identification and follow up on adherence and
to monitor completion rates

¢ During health education patients were shown samples of
IPT and CPT for differentiation

¢ Staff were encouraged to record in the patient file if IPT
had previously be taken (e.g. IPT 2006)

* The pharmacist on the QI team will continue updating the
team regularly on IPT progress during staff meetings

Cumulative number of patients on IPT during the
QI project period
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Source: Outapi ART Clinic, 2010
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Grace Children’s Hospital (GCH), HAITI

Founded in 1967, Grace Children’s Hospital is located in
Western Haiti, just outside the capital, Port-au-Prince. The
hospital serves a patient population of approximately 67,489
people; 4,512 are HIV+, of which 1590 are on HAART.

GCH chose TB screening as the focus of their improvement
project for several reasons: TB is the most common oppor-
tunistic infection and endemic in Haiti, national guidelines
recommend a PPD test for all new HIV patients, and GCH has
a history as a center of excellence in TB management.

Further, the hospital’s performance data indicated that only
23.4% of 375 patients had received TB screening as per
national guidelines.

The TB QI project team included a team leader, a facilitator,

a time keeper, a record keeper, and three additional team
members comprised of a sputum analysis technician, a psy-
chologist and a lab technician. Despite working under difficult
circumstances due to the devastating earthquake earlier that
year, the team nonetheless set an ambitious improvement
goal to increase the TB screening rate from 23.4% to 60%
from June to December.

The Team Approach

During their first meeting, the TB improvement team reviewed
GCH HIVQUAL data reports from previous data collection peri-
ods, and conducted a root cause analysis using the “fishbone”
exercise pictured here.

R0oOT CAUSE ANALYSIS

STAFF/ PATIENT ENVIRONNEMENT
[antoux test not asked

Lack of systematically

gmgi\zi Power shortage /work
n Env inadequate
Lack of counseling over
value PPD
I T T 1T 1 1 | o5 10
4%
Non respect of y
appointments Shortage of PPD
for PPD reagents
results
PPD results
not entered on LacklofpHEIUES
EMR
EQUIPEMENT

PROCEDURE

™ Through their process
analysis, the TB team de-
rived informative insight
to guide improvement
strategies. They learned
that PPD was previously
not conducted systemati-
cally for all new patients
without active TB;
patients lacked informa-
tion about the purpose
and importance of PPD
testing; and PPD results were not systematically entered into the
EMR.

Based on these findings, the team developed several strate-
gies to address performance in TB screening. Each strategy
involved a Plan-Do-Study-Act (PDSA) cycle to test small changes
toward further improvement. Three primary strategies emerged:
A) systematic PPD testing for all new patients; B) reinforc-
ing patient counseling and education about the impor-
tance of PPD testing; and C) use of the PPD register to
systematically update results in the electronic medical
record (EMR). Each of these activities was measured against
baseline data and compared to follow-up measures to guide
further strategies and QI activities.

GCH staff met and exceeded their stated goals, achieving a
40.3% increase in performance on TB screening from June to
December, improving from baseline - 23.4% to follow-up - 63.7%

This improvement project demonstrates the importance of team
work, persistence to achieve high quality patient care on a daily
basis, and improvement of provider/patient relationships which
can have a significance impact on patient attitudes regarding
treatment.

In their efforts to sustain a quality program, GCH staff recognize
additional challenges, including a shortage of PPD tests, fre-
quent power outages, and unexpected political and economic
barriers that impact patients appointments.

Pressing ahead, GCH staff plan to reinforce quality by motivating
staff to embrace an improvement approach in daily activities,
routinely apply national guidelines for TB, and ensure results are
entered into the EMR so that performance data can be continu-
ously monitored and utilized to inform future improvement.

% of eligible patients screened for TB
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Source: Grace Children’s Hospital, 2011

HEALTHQUAL is supported through the US Department of Health and Human Services,
HRSA as the International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL Update, please contact
Joshua Bardfield at jebl6@health.state.ny.us.
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- Mozambique -
CD4 Monitoring at Ressano Garcia Health Center

Ressano Garcia is located in the Maputo Province of southern
Mozambique, bordering
South Africa; the district has

a population of 9,837 and an
HIV prevalence of 19%. The
health center began providing
ART in 2006, and currently
provides care and treatment
to 2,160 people living with
HIV. As Ressano Garcia

has significantly expanded
access to treatment,
performance data from 2009
revealed several areas for
improvement.

A multidisciplinary ART committee convened to discuss
performance data and determine improvement priorities. All
indicators were considered, and the team chose to focus on CD4
monitoring.

The committee began by analyzing CD4 performance and
evaluated obstacles to improvement. Their process analysis
is pictured in the fishbone diagram below, revealing multiple
factors impacting performance in this critical area of care.

The committee determined to develop and implement a
range of targeted tests of change. Issues associated with
performance were systematically listed and aligned with
potential improvement strategies. Each strategy was then
tested, with subsequent system changes considered for wider
implementation focusing on sustainability.

i | Patients |
Environment
: r
Equipment Lack of money
shortage to pay transport

Lack of confidence
in health services

\

Irregular supply . |L K of inf f} | Not following
Of reagents Long distances ack ot informatiol up their results
Lack of :
Absence during | Negligence |
Transport the days scheduled 99

CD4 machine break down for blood collection

A CD4 Monitoring
Poor guidance
Bad quality of the sample by staff Behaviors
Bad transport Late filing ~ Overload/
conditions Delayed filing of results Limited personnel

Blood samples /
not collected
on daily

Lack of Knowledge
(Clinical and Technical knowledge)

No advanced information
on CD4 machine damages

‘ Procedures ‘

Additional technical assistance at Ressano Garcia is provided by EGPAF

‘ Health staff

For example, a lack of clinical and technical knowledge among staff
was met with refresher courses on ART and clinical mentoring,
while patient education was added to strengthen communication
between staff and patients. Regular staff meetings were instituted
both to reinforce protocol and the importance of documentation,
and to improve internal facility-level communication between the
clinical director, staff and CD4 technicians. Clinic staff worked with
patients to emphasize appointment keeping by stressing the value
of CD4 monitoring. In addition, local confidence in overall health
service quality was addressed through monthly meetings with
community leaders. Finally, documentation issues were managed
by reinforcing filing of test results in patient charts immediately
following receipt of CD4 lab results.

The number of eligible patients with a CD4 measure increased by
13% - from a baseline of 44% to 57% at follow-up.

% of eligible patients with CD4 screen
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Source: Ressano Garcia, 2010

To promote sustainability in institutional improvement, Ressano
Garcia's Ql team identified a series of follow-up steps. They plan to
continue working with the receptionist to ensure that CD4 results
are promptly filed in patient charts; will prominently display a CD4
flow chart in all clinic areas - reception, lab, consult rooms - and
conduct weekly education for patients on the importance of CD4
monitoring; implement regular rapid assessment of patient files to
ensure follow-up according to national guidelines; maintain frequent
contact with the CD4 lab to ensure timely access to all inputs,
including the machine, reagents, and transport for patients to the
facility; and monitor performance on a quarterly basis to determine
if improvement is sustained.

HEALTHQUAL is supported through the US Department of Health and Human Services,
HRSA as the International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL Update, please contact

Joshua Bardfield at jebl16@health.state.ny.us.
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Uganda

The AIDS Support Organization (TASO) Jinja: Improving Patient Wait Time

TASO lJinja is located in the Jinja District of Eastern Uganda
near Lake Victoria. The center serves a catchment area of
approximately 1.5 million people in five districts including
Jinja, Kamuli, Iganga, Mayuge, and parts
of Mukono.

The center was launched in 1991 as
part of a local initiative by members of
the Jinja community in response to the
growing HIV/AIDS epidemic.

Performance Analysis

The Ql team analyzed performance using
a fishbone diagram, and identified major
factors impacting patient wait time,
including:

e Appointment documentation issues

e Delayed clinic opening times

e Missing patient files

e Lack of an appointment system

e Limited staff and no restrictions on patient enrollment
Interventions

The Jinja clinic initiated a number of activities to improve/
reduce patient wait time for HIV services, and reinforce
clinic efficiency.

Staff Hiring

An analysis of the patient-provider ratio per clinic day
pointed to the need to hire more staff, and action is
underway to meet the clinic's staffing needs.

Cause - Effect analysis

PROCEDURE CLEINTS

dinic day D4 rebreed patients
Wrang Telephone
Late start of clinics numbers
No restriction for new

clients enraliment

Poor Documentation Monthly drug refils Unexpected
afappts clients

Lackof appointment
system

Poor docum entation

Missing Files o

EQUIPMENT

Appointment system

An electronic and manual diary system was introduced to
capture and organize patient appointments. The list is used
to prepare client charts by provider and identify clients who
missed appointments.

Client Appointment Cards

Confusion about appointment dates led to a high number
of unscheduled visits and longer wait times. A staff
brainstorming session revealed that a majority of clients
were not adhering to appointment dates written in their
scheduling books. As a result, an easy to use calendar
card was developed to ensure better adherence to
appointments.

The introduction of a Triage System to improve client
flow allowed care providers to assess and direct clients
accordingly before seeking services. It was observed that
65% of visits required only medicine
refills, reducing clinical interaction
and improving wait time.

Community Drug Distribution Points
(CDDPs) were implemented to
improve drug availability for clients
unable to travel to TASO centers for
prescription refills.

A Hot and Warm Line toll free
phone service was developed to
assist patients with both urgent

and less urgent medical issues. For
example, the hotline number could
be called for an ambulance, whereas the warm line could
be used to plan a home visit or make an appointment.

Results

Average total wait time was reduced by 2 hours, from
165 minutes to 45 minutes, per visit. Valuable client
contact time with a service provider increased by 5
minutes, from 11 minutes to 16 minutes.

Average Time in Minutes

Waiting time

B After

M Before

Provider contact time

Source: TASO Jinja, 2011

This Ql project paralleled improvements in clinical
indicators as well.

e ART access: +2%

e CTX prescribing: +2%

e Continuity of care: +13%

e (CD4 monitoring: +7%

Lessons

Efforts to reduce wait time were associated with other
positive gains, including increased patient-provider
contact time and improved clinical assessment of clients
using WHO clinical staging and improved immunological
monitoring.

Sustainability

All interventions have been expanded and formally
incorporated into routine clinical activities. Further, the
Ql committee continues to oversee Ql efforts at a variety
of levels through routine Ql updates during weekly
meetings, regular monthly team meetings to assess clinic
level Ql progress, and use of planning tools to maintain a
high level of documentation on active patients.
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Permanent Secretary, MoPH, Thailand

Youth Self-Advocacy: An Interactive
Dialogue between HIV Positive Youth in the

U.S. and Swaziland

August 3, 2011 - New York City - Via live video conference
linking Mbabane, Swaziland and New York City, HIV+

youth from both countries engaged in an exchange about
their experiences living with and growing up with HIV. The
dialogue focused on strengthening understanding between
youth in both countries around issues of HIV treatment,
care and empowerment among their peers and within their
communities.

YACAC member, Jahlove Serrano, reads questions to Swazi youth

Members of the AIDS Institute’s Young Adult Consumer
Advisory Committee (YACAC) shared personal triumphs and
struggles of growing up with HIV, battling discrimination and
stigma, experiences with taking antiretroviral medications,
and their accomplishments in becoming youth advocates to
promote education and tolerance about HIV/AIDS among
adolescents and young adults. In Swaziland, youth are now
beginning to formally coordinate youth-focused HIV activities
and similarly share their stories. The virtual meeting served
as inspiration for a more open and empowered future,
highlighting ways in which youth in the US are engaged in
formulating HIV/AIDS policy in awareness, prevention, and
treatment in their communities. The virtual forum was a
dynamic opportunity for cross-country dialogue and the
sharing of stories that while varied, share many parallels.

The video link was sponsored by the US Department of State,
US Embassy in Swaziland, the NYSDOH AIDS Institute’s
YACAC, and the Baylor Clinic Teen Club in Swaziland.

The two groups plan to press ahead with continued sharing
of their experiences, successes and challenges, and hope to
meet again soon either virtually or in person.

Thailand Celebrates
Quality Improvement:

3rd National HIVQUAL-T Forum

The 3rd annual national HIVQUAL-T Forum was held
over two days, August 8-9, 2011 in Bangkok, Thailand
to share lessons learned in implementing a sustainable
framework for quality management and to continue to
strengthen collaboration among the national networks
of HIV providers represented at the meeting.

HIVQUAL-Thailand
has achieved
remarkable
programmatic
progress since its
launch in 2003,
with an adult HIV
improvement
program
implemented in 700
hospitals across 76
provinces, and a
pediatric program at 200 hospitals across 30 provinces.

The forum was attended by 1,086 participants, and
was host to 21 panel sessions, 9 workshops, and 24
poster presentations. Booths were operated by regional
and governmental/non-governmental organizations
addressing topics including: development of QI services,
collaboration with local government, QI planning for
mentoring networks, and treatment & care for HIV+
adolescents, among others.

Through strong leadership and successful engagement,
the national HIVQUAL-T team is working toward
programmatic expansion to all government hospitals,
while reinforcing
full integration
with the national
accreditation

(HA) program

and the strong
culture of quality
improvement
demonstrated over
the last 8 years of
implementation.

HIVQUAL-T Software Workshop
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CD4 Monitoring
Likoni District Hospital: Kenya

The Likoni District Hospital quality improvement
team has been meeting regularly to examine CD4
testing practices in their ambulatory care setting
and implement activities to improve this area

of care for its HIV infected patient population.
Likoni is located in south eastern Kenya near the
city of Mombasa. The quality team consists of

a registered clinical officer, health records and
information officer, adherence counselors, a nurse,
lab technologist, VCT counselor, pharmacist and
mother to mother (M2M) volunteer - a support
program for HIV infected mothers.

Ongoing Interventions: CD4 Testing - the team’s
clinical officer coordinated with hospital staff to
reinforce the need for testing, and adherence
counselors focused on ensuring timely receipt

of lab tests and filing of results in patient charts.
An increase in demand for CD4 testing prompted
Likoni staff to coordinate with the lab at Lady Grigg
Maternity Hospital - where lab tests are currently
processed. This partnership resulted in a two-fold
increase in capacity, from 20 to 40 lab tests per
week.

* Adherence counseling - staff now sort
patient charts in advance of clinic visits to
ensure that eligible patients receive counseling.

* Education - the team nurse spearheaded
clinic-level education to sensitize all hospital
staff on CD4 testing, and a CD4 tracking chart
(pictured) was implemented and included in
patient files. The chart now serves as a visual
prompt for clinicians to respond to recent test
results or the need for testing to be completed.

CD4 testing has improved from 44.5% at baseline (2009) to 60% at
follow-up (2011)

CD4 testing (% change)
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* Patient
involvement

- Likoni staff

have focused
improvement
efforts on engaging
patients and
discussing the
importance of CD4
testing in care and
treatment.

Patients are

now more
knowledgeable
about care and
prepared to take
greater control of
their treatment regimens. Staff now feel that patients
are better engaged in care and more adherent to
treatment.

Challenges: Continued activities are needed to expand
patient engagement and stress the importance of CD4
testing. Retention and appointment keeping are issues

of focus, and efforts are underway to reach patients )
in the community through existing support groups. '
An additional data clerk is needed to better organize

patient records and ensure proper filing of patient

charts.

The Likoni quality team continues to analyze processes
of care to inform additional improvement activities.
These include implementation of an appointment
system, recruiting M2M staff to participate in quality
improvement, and increased patient education by
health care workers and through peer support groups.

Actions & Way forward: The quality team is dedicated
to reinforcing a systems-level approach to improvement
which is both practical and cross-cutting. This includes
a focus on documentation, coordination with clinicians
to strengthen this process, tracking patients lost to
follow-up through community health workers, and
routinization of effective Ql interventions.¢

18 q ) HEALTH RESEARCH
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HEALTHQUAL is supported through the US Department of Health and Human Services,

HRSA as the International Quality Center for PEPFAR.

For more information on HEALTHQUAL or the HEALTHQUAL Update, please contact
Joshua Bardfield at jeb16@health.state.ny.us.
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In this issue:

HIVQUAL-Haiti

Building Capacity for Sustainable Quality Improvement

Strengthening Institutional Capacity for
Improvement: Access to ART
Hopital Universitaire Justinien, Haiti

Staff at Hopital Universitaire Justinien recognized the need

to improve access to ART and enrolment in the program for
their 2022 active HIV patients. Prior to HIVQUAL implementa-
tion, staff demonstrated dedication to improving quality but
lacked formal tools and processes to systematize their work.
Staff had met sporadically to address problems only as they
developed, conducted outreach for patients lost-to-follow-up,
held annual workshops for program evaluation and tested
small changes to reduce the gap between those eligible for
treatment and those receiving ART.

Implementation of HIVQUAL-Haiti facilitated formal process-
es for improvement and reinforced organizational commit-
ment to improved outcomes.

Structures and Processes: Staff developed and instituted
a comprehensive quality plan for institutional activities; es-
tablished a quality committee and QI project team; initiated
staff training on quality indicators and HIVQUAL methodol-
ogy; established regular meetings between program staff
to facilitate communication between various stakeholders;
and allocated new space for providers to meet and discuss
patient care.

In February 2011, given low enroliment in ART (28.2%), the
Quality Committee met and voted to focus on improving en-
gagement in care. A project team was established, including
a team leader (nurse), facilitator, timekeeper (field worker),
data clerk (statistician), and an additional nurse.

Intervention: A review of HIVQUAL data for the review
period September - February 2011 revealed that 137 of 379
eligible patients were treated with ARVs within the six month
time frame. The team set a goal to increase the number of
eligible patients on ARVs to 60% within six months.

The team met every week for 30-60 minutes and reviewed
data monthly. Process analysis enabled staff to identify gaps
in care and brainstorm strategies for improvement.

Improving accep-
tance of Haiti's
national strategy of
patient “helpers” or
accompagnateurs to
track patients and
facilitate retention
was identified as
one area of focus
to improving access
to and enrollment

Improving Quality of Care: Family Planning
Institute Fame Pereo, Haiti

Prior to implementation
of HIVQUAL-Haiti, the
clinic had no systematic
mechanism for
monitoring, analyzing
and improving the quality
of patient care. Review
of care processes was
limited to staff meetings
and departmental
recommendations. As
part of Haiti's national
quality management
program, Fame Pereo’s
participation and
implementation of
HIVQUAL-Haiti has led to development of an institutional
quality committee, QI project teams focused on specific
areas of patient care and regular staff meetings dedicated to
improvement.

Staff determined to prioritize QI project selection at the
beginning of each semester during quality committee
meetings, with the goals of reviewing, analyzing and
discussing HIVQUAL data to develop tests of change to
improve institutional HIV care.

In response to national prioritization of family planning (FP)
and the small percentage of eligible women receiving a FP

method at the Institute, staff considered focusing on this area

of care targeting the population of HIV infected women of
childbearing age.

% eligible women using a family planning method
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in care at Justinen. Staff discovered that patients were
resistant to working with accompagnatuers or experiencing
difficulty in finding a satisfactory “helper.” Psychosocial barri-
ers to initiation were also identified and prioritized by the QI
team.

In response, community field workers linked with patients
to begin the process of timely ART enroliment. Through this
process, they collaborated with patients to identify suitable
accompagnateurs who would meet their needs and desired
level of comfort throughout care and treatment.

% eligible HIV+ patients enrolled in ART

100
90 A
80 A
70 A
60
50 4

s 48.9
40 -
30 1 28.2

20 o
10 o

0 T T T T T T ]

February March April May June July August

Source: Hospital Universitaire Justinien

Obstacles associated with psychosocial issues were ad-
dressed by rapid triage to see a provider during clinic visits.
Additional interventions included hands-on assistance in
selecting an accompagnateur, psychological support, and
education on the importance of care and treatment.

To further facilitate enrollment, patients eligible for ARV’s
were prioritized in the clinic schedule to expedite access to
all services, including lab tests, medical consults and trans-
portation reimbursement for travel to and from the hospital.
Advancing service delivery through prioritization reinforces
Haiti’s national efforts to scale-up ART for its HIV infected
population.

Data entry was reinforced by formation of a data task force
and appointment of a statistician to update all patient data
in the EMR.

Lessons learned: An expedited response to important issues
as they arise can be a key improvement strategy and mecha-
nism to alleviate barriers to allow for more rapid access to
treatment. ¢

About Justinien: Located in the Northern Department of Cap Haitien,
Hépital Universitaire Justinien is the second largest public hospital
in Haiti serving a population of 300,000 locally and an additional
800,000 in the surrounding departments. In March 2005, Justinien
began providing ART and currently has 2022 active HIV patients in
care.

The hospital offers an array of services including internal medicine,

pediatrics, OB-GYN, surgery and emergency care. In June 2003, the

site began offering voluntary counseling and testing and prevention-
of-mother-to-child transmission in partnership with Gheskio.

*Special thanks to Ronald Thiersaint of CDC-Haiti for his coaching
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Objectives: To reduce rates of mother to child transmission
of HIV and reduce HIV-related maternal mortality, staff
established an initial objective of increasing the number of
women using a family planning method from 37.2% to 50%
between January and June 2011.

Team: The project was comprised of 7 members including 4
nurses, 2 field officers and a doctor.

Implementation: Staff implemented two tests of change
in Plan-Do-Study-Act (PDSA) cycles. First, they considered
strategies to improve documentation of family planning in
the national electronic medical record (EMR). To accomplish
this, the team compiled all written records for eligible
women and compared them to patient records in the

EMR. Through this process, discrepancies were reconciled.
A family planning notebook was given to each provider

to track women who were adopting FP methods, with
continued weekly review and reconciliation between the
notebook and EMR. Although some physicians considered
the notebook burdensome, early data results demonstrated
the benefits of systematically cross-checking records to
ensure accuracy and consistency of institutional patient
information and overall data quality.

In the follow-up PDSA cycle, staff focused efforts on
strategies to strengthen family planning counseling. The QI
team recommended and implemented training for nurses
and field staff by a nurse midwife addressing different FP
methods. Educational counseling sessions were held daily
in the waiting room by two field workers and reinforced

by illustrated posters also displayed in the waiting room
demonstrating different family planning methods. A
second counseling session was planned, and performed by
physicians, where condoms were made available to women
referred for family planning.

Through this effort, staff learned the value of offering )
continuous training for health personnel. After the first

PDSA cycle, the number of women using a family planning

method increased from 37.2% to 55.5% at follow-up, and

up to 71.8% after the second PDSA cycle, with sustained
improvement in subsequent data collection periods.

Implementation of improvement offered several valuable
lessons to both the QI team and the Institute’s staff.
HIVQUAL-Haiti has grown from a pilot project into a

culture of improvement within the Institute. Adoption

of improvement methodology is now a central factor in
building motivation, enthusiasm, and commitment among
staff, and has infused a philosophy of institutional team
work at Fame Pereo. An emphasis on leadership and

staff involvement through team meetings has reinforced
adoption of Ql as a primary means to improve patient
outcomes. This culture of improvement has specifically
advanced data analysis, strategy formulation, and
realization of changes toward project success. Ql strategies
developed and implemented to improve family planning
have also positively impacted other areas of care.

Next steps: Staff are encouraged to apply QI tools to other
care processes, regularly review data, and implement
changes to continually improve performance both within the
family planning service and across other indicators of care
that impact patient outcomes. ¢

About Fame Pereo: The Institute Fame Pereo is located in the
Haitian capital of Port-au-Prince and serves a patient population of
approximately 300,000 with an average of 20,000 annual visits.

The Institute is staffed by 44 health care professionals covering a
variety of service areas, including dermatology, HIV/AIDS, leprol-
ogy, laboratory and pharmacy, and counseling and support.
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