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Some Ideas for Strategies to Improve Performance
on Four In+Care Measures

General
In Care Webinar 2/23/12

Summary of submitted strategies, by In Care team:

· Improved data integrity maintenance for use in performance measurement review
Measure I. RETENTION GAP (if in 1st half of year, back in 2nd half)
In Care Webinar 11/9/11
Retention in Care for HIV-Infected Youth, Dr. Giordano, Baylor U.
· Follow-up calls and letters after missed appointment

· Follow-up home visits after missed appointment

· Periodic queries through EMR of patients who have not had visit in 6 months or not had CD4 in 6 months

· Provide transportation cards (MetroCards)

· Pick up patient

· Use centralized database to see if patient is in care elsewhere

· Notify case managers when patients miss appointments

· Communicate with ADAP pharmacy to ensure patients is getting medications

In Care Webinar 1/18/12, Ideas from One Agency
· Mail appointment reminder card 2 weeks prior to appointment

· Follow up with reminder calls 24 hours prior to appointment

· If patient misses appointment, mail missed appointment letter from HIV team

· If patient misses 2nd appointment, mail missed appointment letter from provider

· Monthly send visit reminder letter to patients not seen in last 3 months—to each person on Hot List

· Send discharge letter to patient not seen in last 12 months
Summary of submitted strategies, by In Care team (from submissions by participating programs)
· Create reports identifying those out of care

· Outreach via phone and letters
· Outreach to shelters,  streets, homes

· Reminder phone calls and texts

· Hire staff specifically to deal with retention

· Form peer navigation system

· [Psychosocial providers] get consent to contact providers to ensure patients are consistently in care

Ideas from One Agency
· Twice a week case conferencing; each discipline takes a turn facilitating the meeting, rotate monthly. Run through all current patients. Focus on 3-4.
In Care Webinar 2/23/12

Summary of submitted strategies, by In Care team:

· Weekly retention meetings in multidisciplinary team
· Certified discharge letters to patients who don’t answer calls and chronically no-show
· CAB input on retention strategies and reminder call frequency/timing

· Create “almost lost to care” report for intensive outreach

· Use pharmacy pick-up lists to see who is not picking up ARVs

· Public transportation tokens/cards distributed based on need

· Maintain case manager relationship through transition from pediatric to adult care

· Joint CAB for agencies operating in same community

· Training consumers to promote rapid testing

Ideas from One Agency
· Each Medical Case Manager knows how many of her pts are in care and which are falling out of care. If no contact with pt for 30 days, refer to Case Finding. Outreach Specialist uses phone calls, home visits, clinic visits. Specialist must report back within 30 days.
· Patient educational conferences with lunch
In Care: Meet the Author, Dr. Thomas Giordano, 1/12/12
· Track rates for no-show’s and out of care
· Examine your processes of care; bringing patients back is harder than retaining them in the first place

· Build/strengthen re-linkage processes with other settings: ER, inpatient services, CBOs, public health agencies, jails/prisons, other RW providers
· Build or strengthen outreach or peer navigator programs

· Work with resources you have: spread the word about the importance of retention, have staff advocate with patients for retention

· Improve the customer’s experience

· Minimize unmet need:  strengthen substance use, mental health, case management and social services

· Minimize time between appointment making and appointment date

· Accommodate patient’s preferences when scheduling appointments

· Problem-solve collaboratively with your patients, just as you would for adherence to medications
Improvement Update Form 1/13/12, Ideas from One Agency
· Sending certified letters to patients who are no show and do not return calls
· Input from Consumer Advisory Board

NQC: Reflections on Retention (Power Point), Dr. Bruce Agins

Clinic Operation and Information System Strategies

Clinic Organization

· Ensure coverage for provider vacations and time-off to avoid canceling or re-scheduling appointments

· Establish patient database to track adherence with appointments 

Pre-Appointment

· Reminder cards with date/time/location of visit mailed to patients 

· Reminder calls made 48 hrs prior to appointment to allow patient time to make arrangements, if needed

· Reminder calls to patients made by providers, case managers or other staff closely involved w/ patient's care

· Schedule labs to be done prior to visits to maximize time spent w/ provider

After a Missed Appointment

· Follow-up calls no later than 24 hours after missed appointment

During Clinic Visit

· Update patient contact information at EACH clinic visit

· Cross reference all sources of patient contact information to consolidate and update

· Schedule labs for the next visit 

· Improve visit/cycle time 
Consumer involvement

· Convene focus group of established patients to provide feedback on retaining new patients

· Survey patients who have missed appointments to identify common reasons and barriers

· Routinely share results of patient satisfaction surveys w/ Consumer Advisory groups to elicit feedback 

· Survey new patients immediately following initial visit for satisfaction w/ services

· Develop patient satisfaction surveys targeted to patient groups w/ different levels of experience - patients w/ less than 3 visits, patients w/ more than three clinic visits, etc. 

Increasing Patient and Staff Awareness:

· Conduct new patient orientation sessions and include discussion of staying in care

· Schedule one-to-one sessions for new patients unable to attend group orientations

· Develop written patient materials on the importance of staying in care

· Staff education - routinely discuss patient retention w/ all staff 
Focused Case Management Strategies—Internal and External
· Create “patient profile” sheet to summarize patient’s appointment history

· Medical records of patients who missed appointments given to providers at end of session-provider determines priority for follow-up 

· Multidisciplinary case conferencing includes plans for retaining individual patients in care

· Develop categories of patients requiring more intensive follow-up and develop specific protocols for each group

· Refer patients w/ two consecutive broken appointments to case manager

Some Strategies for Improving Patient Retention--from Philadelphia HIVQUAL Regional Group

Clinic Operations and Information Systems
· Ensure coverage for provider vacations and time-off to avoid canceling or rescheduling appointments.

· Establish patient database to track adherence with appointments.

Pre-Appointment
· Reminder cards/letters with date/time/location of visit mailed to patient.

· Reminder calls made 48 hours prior to appointment to allow patient time to make arrangements, if needed.

· Reminder calls to patients made by providers, case managers or other staff closely involved with patient’s care.

· Schedule labs to be done prior to visits to maximize time spent with provider.

Consumer Involvement in Patient Retention

· Convene focus group of established patients to provide feedback on retaining new patients.

· Survey patients who have missed appointments to identify common reasons and barriers.

· Routinely share results of patient satisfaction surveys with Consumer Advisory groups to elicit feedback.

· Survey new patients immediately following initial visit for satisfaction with services.

· Develop patient satisfaction surveys targeted to patient groups with different levels of experience—patients with less than 3 clinic visits, patients with more than 3 visits, etc.

Increasing Staff Awareness to Support Patient Retention

· Conduct new patient orientation sessions and include discussion of staying in care.

· Schedule one-to-one sessions for new patients unable to attend group orientations.

· Develop written patient materials on the importance of staying in care.

· Staff education—routinely discuss patient retention with all staff.

Focused Case Management Strategies to Support Patient Retention: Internal (Facility) and External (Community)

· Create “patient profile” sheet to summarize patient’s appointment history.

· Medical records of patients who missed appointments given to providers at end of session; provider determines priority for follow-up.

· Multidisciplinary case conferencing includes plans for retaining individual patients in care.

· Develop categories of patients requiring more intensive follow-up and develop specific protocols for each group.

· Refer patients with two consecutive broken appointments to case manager.

· Assess new patients for adherence barriers and make early, proactive referrals to services.

· Community liaison workers utilized to re-engage patients lost to care.

Finding and Re-Engaging Un-retained Patients in San Diego, CA, HIVQUAL-US
Brief, Vol. 1, Issue 4, 2011.

· Hire and train specialists in using information systems (LabTracker, PCIS and Epic, IDX scheduling, and ADAP enrollment.

· Monitor Social Security Death Index

· Call local pharmacies to monitor refills; leave message for patient with pharmacy.

· Consider: texting reminders, and new field in IS system  asking for info re patient’s potential barriers to care.
Retaining HIV-Infected Patients in Care, E. Horstmann, J. Brown, J. Buck, B. Agins, Clinical Infectious Diseases, 2010. 

· Multi-pronged approaches:

· Reminder calls

· Updating patients’ phone numbers and addresses at each appointment

· Attempt to reach patients through emergency contacts and community agencies

· Phone calls by peer educators

· Care coordination

· Supportive services (case management, mental health, substance use, transportation, advocacy, drug assistance programs, food and nutrition, complementary medicine services.

· Smaller clinics, fewer providers

· Increased frequency of contact with clinicians, peers and paraprofessionals

· Exit interviews to confirm patient understands information from visit

· Patient orientation

· Open access scheduling

· Contracting with patients

· Changing processes of care: improving patient education, enhancing nurse’s role in delivering care

· Focus on interventions targeting delivery of health care

· Focus on health professional-patient relationship
Retaining and Engaging Patients in Care--Focus on No-Shows: Ideas from One Agency
· Reminder calls and letters not very helpful.
· Reminder calls helpful for patients with mental health issues.

· Clients appreciate being called to reschedule if they miss appointment.

· Open access works for some services (e.g., dermatology).

Measure II. MEDICAL VISIT FREQUENCY (every 6 months for 24 months)
(See I. RETENTION GAP, above.)

Measure III. NEWLY ENROLLED (new enrolled)
In Care Webinar 11/9/11: Retention in Care for HIV-Infected Youth

· Close contact through case manager or patient navigator until patient is fully engaged (i.e., two visits)

· Red Carpet treatment with walk-in appointments available for new patients

· Motivational interviewing training for all staff

· Performance measure results in or near waiting room so that information is readily available to patients

· Focus groups and key informant interviews each year

· Case manager notifies patient of appointment two days in advance of appointment

In Care Webinar 12/7/11: Ideas from One Agency
· New patients have orientation visit within 5 days of their initial call to the clinic

· Semi-structured interview, psychosocial questionnaires and baseline labs

· Uninsured patients meet with clinic SW

· Prophylactic antibiotics initiated more quickly

· Expedited referral for substance use/mental health services

In Care Webinar 1/18/12

Staff summary of ideas:

· Follow-up call 2 weeks after intake

· Ask patients for preferred method of communication
In Care Webinar 2/23/12

Summary of submitted strategies, by In Care team:
· Survey hospital records for new admissions/ER visits

· Standardized welcome program for newly diagnosed adolescents (Show & Tell)
Retaining HIV-Infected Patients in Care, Clinical Infectious Diseases, 2010. 

· Patient orientation
Using the CQI Process to Improve Retention of New Patients in Care, 
Ana Lapp, Esperanza Health Center, Philadelphia; and
New Patient Protocol, Esperanza Health Center, Philadelphia.

· New protocol

· Outreach worker is link for all new patients and follows them closely for first three visits, including reminder calls, home visits, connecting with patients when in for appointments, etc.

· [Increased retention of new patients in care from 78% to 90%.]

Connecting HIV Infected Patients to Care: A Review of Best Practices, AAHIVM, 1/20/09. 

· In general, strong communication and collaboration among all involved individuals, clinicians, community-based organizations, and government organizations.

· In rural areas, let physicians know about the availability of community-based HIV case management services; CM can move patient into specialized HIV primary care. [Kansas AETC]

· Employ peers to explain HIV care system to patients and help them transition into using case management services. [Portland CareLink program]

· Train peers as health system navigators who, in turn, help new patients follow-through with referrals. [Boston]

· For patients newly diagnosed in general primary care setting, especially in rural areas, physicians can use National HIV/AIDS Clinicians’ Consultation Center’s Warmline 800-933-3413, to get patient started appropriately.

· For patients diagnosed in a general primary care setting and being referred to an HIV specialized setting, obtain patient permission and fax lab results in advance of patient’s first appointment, so patient’s first HIV clinic visit goes smoothly. 

· Newly diagnosed patients being referred to HIV specialized setting are met first by the Social Worker who provides further counseling, helps patient feel comfortable in new setting. SW arranges for patients next appointment, which is HIV medical appointment, enters into computer, and contacts patient day before as reminder.

· Identify one staff person in HIV clinic who is responsible for tracking newly diagnosed patients to ensure they receive needed care and services.

Measure IV. VIRAL LOAD SUPPRESSION (if had visit in year, VL under 200)
Improving Rate of Undetectable HIV Viral Load for Patients on ARV Therapy, 

PATH Center (HIV Clinic), The Brooklyn Hospital Center, 2009

· PATH Center conducted CQI project in 2009 to improve rate of undetectable viral load for patients on ARV therapy.

· Strategy: Multidisciplinary training for staff of the clinic, and community based agencies with which they work most closely. Series of two trainings on treatment adherence was conducted by AETC. Participants included all HIV clinic staff (including physicians), plus staff from three community-based agencies with which PATH works most closely. Included CBOs providing case management, prevention with positives, and nutrition services. 

· Results: Undetectable viral load, which had stood at 63% in 3rd quarter 2008 and 74% in 4th quarter 2008, increased to 84% by 4th quarter 2009, and continued to increase to 87% in 3rd quarter 2010. 

(end)
Note: Details of webinars can be found at www.incarecampaign.org, under “Resources.”

