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The “know-do” gap

“Health care interventions that are known to work and save lives are
not being implemented for every patient every time. We must address

this gap between knowing and doing.”

The know-do gap — how what we
know differs from what we do
————————————————————— What we do

We need to do the right things, in the right places, at the right time.

2 UCSF-HEALTHQUAL 'J%F



Closing the “know-do” gap

Source: Project Fives Alive!



Quality assurance vs. quality improvement
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Quality assurance—pruning the “bad apples”
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Quality improvement—reducing variation
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Quality improvement—moving the curve
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Quality improvement—putting it all together
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Seminal figures in QI history

Walter Shewhart W. Edwards Deming Joseph Juran Masaaki Imai Avedis Donabedian

Variation & PDSA TQM and CQI Juran Trilogy Kaizen Healthcare quality
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Contemporary QI Opinion Leaders

Don Berwick Paul Batalden Brent James Mary Dixon-Woods Atul Gawande
IHI Dartmouth Intermountain Health Cambridge University Haven
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Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it

achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Developing solutions by teams of providers and patients
Focusing on patient needs

Testing and measuring effects of change

Peer learning

bk~
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Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it
achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Controlling and managing variation

Developing solutions by teams of providers and patients (root
cause analysis; process investigation)

Focusing on patient needs

Testing and measuring effects of change

Peer learning
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QUESTION: In which discipline did QI start?

Laboratory science
Automobile manufacturing
Health care

Statistics

Communication

moowe»

Walter Shewhart




QUESTION: In which discipline did QI start?

A. Laboratory science
B. Automobile manufacturing
C. Health care

D. Statistics

E. Communication

Walter Shewhart




Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it
achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Controlling and managing variation

Developing solutions by teams of providers and patients (root
cause analysis; process investigation)

Focusing on patient needs

Testing and measuring effects of change

Peer learning
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Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it
achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Controlling and managing variation

Developing solutions by teams of providers and patients (root
cause analysis; process investigation)

Focusing on patient needs

Testing and measuring effects of change

Peer learning

oSOk wWh=
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Systems thinking

Resources Activities Results
(Inputs) (Processes) (Outcomes

« People  What is done * Health services
« Infrastructure « How it is done g(;hvered.
. , « Changes in

Materlal§ health behavior
¢ |nf0rmatIOn ° Changes in
« Technology health status

* Patient
satisfaction
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Systems thinking

Activities

(Processes)

 What is done
* How it is done
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Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it
achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Controlling and managing variation

Developing solutions by teams of providers and patients (root
cause analysis; process investigation)

Focusing on patient needs

Testing and measuring effects of change

Peer learning
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Dimensions of quality

Experiential Quality

Consumer perception
of quality of HIV care

Technical Quality

Provider perception of
guality of HIV care
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Quality improvement principles

Fundamental concept of improvement:
“Every system is perfectly designed to achieve exactly the results it

achieves.”

Principles of improvement:

Understanding work in terms of processes and systems
Developing solutions by teams of providers and patients
Focusing on patient needs

Testing and measuring effects of change

Peer learning
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Linking PDSAs to performance measures

Changes that
lead to
improvement

Theories/ldeas/
Best practices

Very small- Follow- Test new Large-scale
scale test up test conditions test
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The Model for Improvement (PDSA)
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The Model for Improvement (PDSA)

What are we trying
to accomplish?
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The Model for Improvement (PDSA)

How will we know
that a change is an
improvement?
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The Model for Improvement (PDSA)

What change can we
make that will result in
improvement?
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PROBLEM: What is the problem or gap we’ve identified in our system?

PDSA

AIM:

What process or
outcome are we
trying to improve?

ACT
* Do we adopt, adapt, or
abandon the change?
* What needs to be modified
before the next PDSA

PLAN
What change are we testing?
Who are we testing the change on?
When are we testing?
Where are we testing?

MEASUREMENT:
How will we know
that a change will

cycle? What data do we need to collect?
¢ What should the next Who will collect the data?
PDSA cycle test? When will the data be collected?
Where will the data be collected?
STUDY DO

* Analyze all data, and summarize
lessons learned.

» Did the change result in measurable
improvement?

What was done to implement the change?
Was the change implemented as planned?
What where the barriers to
implementation?

Was the change acceptable to staff and
patients?

result in
improvement?
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PROBLEM: Incorrect contact information in patient care booklet, leading to difficulties physically or
telephonically tracing loss-to-follow-up clients.

PDSA 1

AIM:

We aim to
improve loss-to-
follow-up rates by
updating contact
information and
tracing LTFU
clients

ACT
* The change was adapted.
* The next PDSA will enlist
2 additional CHWs to
assist in updating client
contact information, and
outcomes will be re-
measured

PLAN
What: Update contact information in
70 patient care booklets
Who: 1 community health worker will
update client contact information
Where: Clinic registration area
When: One week, March 1-7, 2017

MEASUREMENT:

* Number of
patient care
booklets with
updated contact

STUDY
» Between March 1-7, 2017, only 3 (4%)
of the expected 70 patient care
booklets were updated
» Rates of loss to follow-up pending in
April

DO
* 1 CHW from Project HOPE was assigned
to update contact information
« Barriers to implementation included low
rapport between CHW and some clients;
poor documentation of updated
information; existing workload of CHW

information

* Proportion of
active caseload
that is LTFU
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PDSA 1

___________________________ Target: 70
updated PCBs

1 CHW to
update
contact
details
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PROBLEM: Incorrect contact information in patient care booklet, leading to difficulties physically or
telephonically tracing loss-to-follow-up clients.

PDSA 2

AIM:

We aim to
improve loss-to-
follow-up rates by
updating contact
information and
tracing LTFU
clients

ACT
* The change was adapted.
* The next PDSA will enlist
the entire clinic team to
assist in updating client
contact information, and
outcomes will be re-
measured

PLAN
What: Update contact information in
70 patient care booklets
Who: 3 community health workers will
update client contact information
Where: Clinic registration area
When: One week, March 8-14, 2017

MEASUREMENT:

* Number of
patient care
booklets with
updated contact

STUDY
+ Between March 8-14, 2017, only 40
(57%) of the expected 70 patient care
booklets were updated
» Rates of loss to follow-up pending in
April

DO

+ 3 CHWs from Project HOPE and TCE were
assigned to update contact information

« Barriers to implementation included low
rapport between CHWs and some clients;
poor documentation of updated
information; some clients providing
false information

information

* Proportion of
active caseload
that is LTFU
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PDSA 2

___________________________ Target: 70
57% updated PCBs

ADANDY,
1 CHW to 3 CHWs
update to update
contact contact
details details
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PROBLEM: Incorrect contact information in patient care booklet, leading to difficulties physically or
telephonically tracing loss-to-follow-up clients.

PDSA 3

ACT PLAN
- The change was adopted What: Update contact information in
70 patient care booklets
Who: Entire clinic team will update
client contact information

* The change was
implemented and an SOP

AIM: was drafted for updating of oo . _ MEASUREMENT:
" patient contact information Where: Clinic registration area + Number of
We aim to When: One week, March 15-21, 2017 patient care
improve loss-to- booklets with
follow-up rates by updated contact
updating contact information
information and STUDY DO  Proportion of
tracing LTFU - Between March 15-21, 2017, 90 + Entire clinic team was assigned to update acti\rje caseload
clients (129%) of the expected 70 patient care| ~ contact information that is LTFU

booklets were updated
» Rates of loss to follow-up pending in
April
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PDSA 3

Target achieved!

Target: 70
updated PCBs

1 CHW to 3 CHWs Entire clinic
update to update team to update
contact contact contact details
details details
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Change adopted

1 CHW to
update
contact
details

Continue monitoring to ensure
sustained improvement

—>

Target: 70
pdated PCBs

3 CHWSs Entire clinic SOP drafted,

to update team to update change adopted
contact contact details into routine
details practice
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Quality improvement in simple terms

Understanding variation
Systems thinking
Voice of the patient: user experience

Continuous cycles of measurement to assess
effect of changes
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Programming for Quality Improvement in
HIV/AIDS:

Are lessons from two decades of QI implementation in low- and middle-income countries
exportable to National TB Programs?

Bruce D. Agins, MD MPH,;

Director, HEALTHQUAL Institute for Global Health
Sciences

University of California, San Francisco



Overview

= The problem: bridging the “know-do” gap to achieve HIV epidemic control

= The task: building health system capacity to sustainably assess, assure, and
improve quality

= The execution: learning to implement quality management programming in
low- and middle-income countries

=  The way forward: implementing and sustaining HIV quality management in the
era of UHC
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The “know-do” gap

“Health care interventions that are known to work and save lives are
not being implemented for every patient every time. We must address

this gap between knowing and doing.”

The know-do gap — how what we
know differs from what we do
————————————————————— What we do

We need to do the right things, in the right places, at the right time.
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Closing the “know-do” gap




Closing the “know-do” gap

Quality
of HIV ‘

care
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Closing the “know-do” gap

Ql
capacity
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2018—Three key themes from the year of global quality reports

Theme 1: Poor quality of care imperils global efforts to achieve
Sustainable Development Goals.

Theme 2: Health systems need to measure outcomes
and what matters most to people.

Theme 3: Assuring—and improving—the
quality of care requires system-wide action: a
shared vision of quality, a coordinated quality
strategy, continuous learning, and a clear
structure of accountability.
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The problem: closing the “know-do” gap in

HIV care to achieve epidemic control

50 UCSF-HEALTHQUAL



The global HIV response: great strides, lingering gaps

Source: UNAIDS. 2018. Miles to go: closing gaps, breaking barriers, righting injustices
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The global HIV response: great strides, lingering gaps

Source: UNAIDS. 2018. Miles to go: closing gaps, breaking barriers, righting injustices
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Applying QI to UNAIDS’ 95-95-95 targets

95% 95% 95%




The global HIV quality response

FUTURE - Sustainable
QI structures requiring
national-level resources

. jlit ) .
susta\“ab‘“ Y and ongoing adaptation
2100 to the changing needs

‘ Rout'\“‘z of the epidemic

2017 — QI routine but not necessarily coordinated. Demonstration
‘ of improved results following QI interventions

.\(\Of" 2015 - 2012 - Formal improvement methods introduced alongside multiple
\o“ parallel donor-driven program initiatives targeting same results. Limited funding
@GQ dedicated to QI. Intensive doses of QI show results, but in isolation

® 2005 - Limited QI knowledge and implementation

54
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The task: building health system capacity to

sustainably assess assure, and improve quality
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A framework for system-wide action on quality
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Building the foundations of high-quality health systems

The task: How do we structure these foundations so that they
are resilient, and consistently deliver outcomes that are
equitable, efficient, and people-centered?
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HEALTHQUAL Model
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Quality management (QM) is a structural umbrella over all processes and
activities related to QA and QIl. QM is responsible for the coordination and
facilitation of these activities in an organization. Specifically, QM is involved
in the selection of health care quality personnel, the allocation of other
resources, the monitoring and evaluation of plans, and the launching of
improvement teams.

—World Health Organization (EMRO). 2004. Quality
improvement in primary health care: a practical guide.
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Quality management—key program elements
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Embedding QM activities at all levels of the health system
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The execution: learning to implement quality

management in LMICs
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Zimbabwe: QM planning and coordination

= HIV Quality Management Strategy developed
through sector-wide engagement of
stakeholders by national program.
Accompanying guide and training program
established in conjunction with partners,
defining expectations for HIV care and
treatment programs.

= Donor-supported HIV Quality Management
Program is led at national level and
implemented through integrated provincial and
district systems.
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Viet Nam: linking facility, district, and provincial cadres

National staff = Establishment of national TWG for
HIVQUAL (Decision no 68/QD-AIDS)

=  Provincial level:

v 30 quality management steering
committees

v 30 provincial TWGs

v" 172 quality groups in hospitals/medical
centers

= District HIV clinics are coached by
provincial coaching teams, who receive
mentorship and training in Ql

implementation from national program staff
Source: Cosimi et al. BMC Health Serv Res. 2015;15:269
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Guyana: Benchmarking for improvement

e D4 d ele ead
INDICATOR| N a £538¢ 10T brop Ve every 256 POT MIESTONE. TEMP -
NATIONAL |1447|  85% 4  80% 74% 4 79% 4 78% 4 81% 4 73% 4 81% 4
NCTC 210 | 96% 87% 82% 94% 100% 88% 100% 92% | 92% | 96%
MOBILE 44 68% 80% 100% 93% 98% 88% NA 98% | 95% | 100%
CHEST 56 84% 66% 56% NA 88% NA 55% | 59%
ENMORE | 16 69% 100% NA 100% | 100% | 100%
WUDH 92 95% 79% 88% 89% 50% | 0% | 0% | 50% 67% | 71% | 70%
BARTICA 43 74% 77% 71% 63% NA 79% 81% 79%
WDRH 119 | 82% 81% 65% 91% 100% 59% 9%6% | 96% | 97%
DAVIS 142 | 82% 91% 84% 65% 100% 86% 77% | 88% | 91%
SKELDON | 71 87% 85% 89% 99% 63% 96% | 96% | 95%
SUDDIE 86 84% 88% 88% 100% 100% 100% 100% | 100% | 98%
ROSIGNOL | 32 94% 74% 71% 90% 100% 86% 50% 81% | 90% | 100%
NAFHC 127 | 91% 79% 66% 100% 100% 64% 100% 100% | 100% | 98%
DOROTHBAILEY| 256 |  78% 77% 67% 82% 95% 75% 97% 83% | 79% | 91%
CAMBELLVILLE | 104 85% 71% 78% 100% 100% 100% 97% 97% 98%
PETERTSRVAST a0 | 86% 73% 82% 71% 95% 83% | 100% 94% | 94% | 96%
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Thailand: HIVQUAL-T data, 2002-2011

Yr Hor:;:.i tal Caselist [ Sample
2006| 233 48,879 | 10,916
2007| 651 93,639 | 35,448
2008| 658 118,775 | 41,673
2009] 701 138,844 | 48,624
2010 656 117,640 | 42,574
2011 529 104,166 | 53,071

66
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Bi-directional data feedback

/ NATIONAL
Aggregation, analysis,
action

/ PROVINCE

Aggregation, analysis,

action

DISTRICT
Aggregation, analysis,
action

/ Facility

NN NN\

Policies,
guidance
Data
Successful
interventions
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Haiti: enabling data-driven improvement

- Systéme Intégré de Gestion Performance measurement QM program

d’Healthqual d’Haiti (SIGHH) offers
a centralized platform to monitor HIV
quality initiatives across multiple
domains—QM program infrastructure,
QI projects, QI coaching, CHW
service data, and performance
measurement.

= Integration of data systems (SIGHH, Ql projects Ql coaching

M & E) enables national program to
target low-performing sites for
focused technical assistance and
mentoring, and link facility
performance to population health
data.
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Haiti: fostering continuous learning

= National forums are convened on an annual basis to share successful interventions, recognize
top performers, refresh QI knowledge, and troubleshoot implementation challenges.
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New York, USA: involving consumers in policy
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Valuing the patients’ journey

Source: Bond V, et al. 2019. “Being seen’ at the clinic...” Health Place.
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Valuing the patients’ journey

Source: Rao A, McCoy S. 2015. “Fostering behavior change for better health.” Stanford
Social Innovation Review
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Lao PDR: translating patient feedback into improvement

= Patient feedback is collected through
comment boxes

=  Summary analysis is shared with clinic
staff for translation into priorities for quality
improvement

=  Specific complaints are handled by
leadership

= Information is shared with national quality
program and satisfies requirements for
health care facilities as part of the “5
Goods 1 Satisfaction” framework

73 UCSF-HEALTHQUAL U%F



Namibia: building capacity for QI across all levels

REPUBLIC OF NAMIBIA

Minisiry of Health and Social Services

Quality Management capacity
Building Framework

74 UCSF-HEALTHQUAL



Malawi: supporting improvement through WhatsApp

A WhatsApp group was created as part
of a large-scale improvement initiative in
Blantyre. Key objectives of the group
included:

v" Provision of remote quality
improvement coaching and oversight

v Scheduling of initiative events and
coaching visits

v" Facilitation of peer learning and
exchange related to Ql and the HIV
treatment cascade

v Routine submission of performance
measurement data

v Development of peer-driven
accountability and encouragement

75
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Viet Nam: supporting improvement through regional
coaching networks

= National coaching program with gradual
transfer of technical support to provinces.

= National TWG meetings to discuss Ql
coaching led by MOH.

= Frequency: 2-3 visits every 6 months,
supplemented by monthly web-based
assistance.

= Coaching:

v Support the provinces and sites to develop
QM plans

v Monitoring QI implementation
v" Site-level support for data collection

76 UCSF-HEALTHQUAL U%F



Namibia: indicators, priorities and measurement cycles:
A national quality improvement initiative addressing food insecurity

INTERVENTIONS

* Training of HCWs on importance of issue & measuring --
Health education to patients/clients (specifically on alcohol
abuse)

» Devise basic, simple food security screening tools

* Improve documentation system

* Reorganize patient flow to streamline assessment

» |dentification of focal person to conduct assessments

» Referrals, documentation/follow-up of patients needing food
supplementation to NGOs

* Arrange effective referral system

« Strengthen integration of social workers into care teams to
assess food security

* Initiation of nutrition gardens

» Soup kitchen corners (nutritional education)

77 UCSF-HEALTHQUAL U%F



Namibia: large-scale collaborative improvement

78 UCSF-HEALTHQUAL



Namibia: scale-up and spread for maximal impact

Quality improvement collaborative (NAMPROPA) produced significant improvements in care
engagement, viral load monitoring, and viral load suppression, and creation of an evidence-
based package of interventions. This initiative is being scaled up nationwide across all ART sites

tocaexipZriseagtfor NAMPROPA Activities

) )

NAMPROPA Scale-Up Wave 1 Scale-Up Wave 2
3 Regions, 24 Facilities 3 Regions, 43 Facilities 14 Regions, 72 Faci
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NAMPROPA: Results

80 About UCSF - Data Updated August 2017



Zimbabwe: results of ART4AILL




Namibia: organizing stakeholders around quality

National National
QM HIV

National Program Program
B KNCV
Program
Project
Hope
USAID IntraHealth

UCSF
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HIV quality improvement: tfurther reading
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Implementation challenges

Committed resources at national level: material and human
Never-ending staff turnover

Limited data system infrastructure and available to produce meaningful
and actionable data

Lack of QI capacity

Shifting political landscapes

Inadequate knowledge management and peer learning platforms
Multiple implementing partners supporting facilities: donor confusion

Codification of the QM program with adequate resources in the Ministry
of Health

84  UCSF-HEALTHQUAL U%F



Aligning disease-specific aims with a shared vision of quality

HIV treatment target
Shared vision
of quality

¥

National HIV indicators

Source: Champasak Provincial Hospital, Lao PDR
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The way forward: sustaining HIV quality

management in the era of UHC




A roadmap to sustainability

Local vigilance with continuous monitoring
National leadership and infrastructure: a formal quality management program
Data-driven focus on responding to gaps and achieving outcomes

Local cadres of quality professionals who have opportunities for ongoing
training

Organized knowledge management systems that engage professional and
private sectors, fostering communities of practice and learning exchanges

Donor management

Integration of disease-specific quality initiatives with national frameworks,
policies and strategies

87  UCSF-HEALTHQUAL U%F



Coda: embedding QM activities at all levels of the health
system
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Universal health coverage without quality: an empty promise

“Without quality, universal health coverage (UHC) remains
an empty promise [...] Quality is not a given. It takes
vision, planning, investment, compassion, meticulous
execution, and rigorous monitoring, from the national level
to the smallest, remotest clinic.”

—Dr. Tedros Adhanom Ghebreyesus. “How could
health care be anything other than high quality?”
Lancet Global Health. 2018;6(11):PE11140-E1141.
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Quality for all, not just quality for some

How can we apply lessons learned from guaranteeing high-
quality health care for people living with HIV to guaranteeing
high-quality health care for all?

90 UCSF-HEALTHQUAL
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