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Community of  Practice 
Webinars for Partnership 
for Care (P4C) Projects

Webinar 2:  

Identifying Data and 
Reports Needed for 
Quality Improvement 
In Care Systems and 
Accountability for Performance 
Outcomes Supporting P4C Goals



Background
Partnerships for Care (P4C)

• Expand the provision of  HIV prevention and care services 
within communities most impacted by HIV and better serve 
people living with HIV (PLWH), especially racial/ethnic 
minorities. 

• Improve collaboration and leverage expertise among HRSA-
funded health centers and CDC-funded state health 
departments. 

• Support health center workforce development, infrastructure 
development, HIV service delivery across the HIV care 
continuum, and the development of  sustainable partnerships 
with state health departments. 

This funding is supported by the Affordable Care Act and the Secretary’s 
Minority AIDS Initiative Fund.



MEASURE AND REPORTING 
TOOLS
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Assembling the Team: Roles & Responsibilities
A cross-functional team is critical to the success of  the project to ensure quality of  data capture, accuracy, extraction and 
measure results. Data is not just an IT project.

Team Roles Team Member Responsibilities

Executive Sponsor Leadership level sponsor for project 
Helps to acquire appropriate resources for program as needed 

Population Management Lead 
Responsible for population management at macro level 
Review of  health home data 

Network Admin/DBA Provide access to Health Center network & EHR systems 
Population health management Connectivity & Performance support 

EHR/HIT Expert 
Identify EHR templates for data element capture 
Identify EHR tables for Orders, Labs, etc. 
Review patient population along with QI/Clinical team members 

QI Specialist 

Identify all data capture workflows 
Complete Lookup/mapping categorization 
Execute Data Validation Chart Audits where needed 
Review values for accuracies and investigates discrepancies 

Provider Representative 

Identify all data capture workflows 
Identify PHI data capture location & criteria 
Support QI Specialist in Data Validation Audits where needed 
Provide feedback on accuracy of  data 

Clinical Support 

Identify all data capture workflows 
Identify PHI data capture location & criteria 
Support QI Specialist in Data Validation Audits 
Provide feedback on accuracy of  data 



Three Layers of  Data Quality



EXTERNAL REPORTING



P4C Measure Scorecards



MEASURE ANALYSIS REPORTS 
AND DATA VALIDATION



Analyze Your Performance Like a Sleuth
Viral Load <200 Measure: Trailing Year Health Center Performance Trend Line



Consider Time Increments’ Impact on Data

• View data monthly rather than by year or trailing year to 
give the data more life- less smoother to see:

 Is there seasonality to the challenge?

 Has there been a steady decline or sudden?

 When did the decline begin?



Viral Load Data Challenges
Labs 

 LOINC vs. order name
 Standardizing lab results to calculate result based measures

Results
 Log Copies vs. Standard Numeric results
 Ensuring a reporting system can differentiate which results are logs compared to standard 

will enable the system to make consistent meaning of  the results, and calculate measures 
correctly.



Compare Your Performance with Peers



Compare Your Locations
Consider the services offered, staffing model, layout, resources and patient population
in case it may impact the results.



Compare Your Providers
Data management: Are there a few providers ordering a Viral Load test that is not 
coming back with a result that’s captured by a reporting tool? If  so, fix the reports.

Quality Improvement: Look to harvest best practices from the providers at 100% 
or other high score.



Investigate Individual Providers’ Trends
1
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Hypothesize Interventions for Improvement

• Plan a PDSA Cycle based on the findings of  your 
analysis.

• Do the intervention, possibly with a small set of  
provider teams.

• Study your results via data and collect feedback.

• Act: Determine if  intervention should stay in place, be 
altered, or test a new intervention if  you encountered 
failure.



Generate Detail List
1. Click on the Detail List hyperlink to see patients associated with the 

measure in the period selected.
2. Compare data in the EHR on a select group of  patients.  Look closely 

at the Viral load result format.



Make A Validation Spreadsheet to Chart Findings

Communicate findings to your vendor or internal report writing team.



REGISTRIES FOR 
POPULATION MANAGEMENT



HIV Behavioral Health Registry Needs



HIV General Data Registry Needs



HIV Lab Registry Needs

1. Population Management: Use registries for outreach to patients who need to come back 
in for visits, screenings, tests, medications etc.

2. Care Management: Sort Ascending or Descending on results like labs to assess the 
patient’s health and need for intervention.



HIV DATA AT THE POINT OF 
CARE
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Looking Out for Patient Care

Facilitates more efficient pre-visit planning for preventative and 
chronic care, all in one report.
• Displays only relevant and actionable items to help teams prepare for visits.
• Displays active diagnoses and relevant risk factors.
• Alerts indicate whether particular clinical parameters, labs or screenings are 

(a) missing, (b) overdue or (C) out of range.
• Alerts are configurable for the center, not user.

Use as an efficient clinical management tool,  where success on 
measures is a by-product of use.
• Visit planning alerts based on national standards (UDS, MU, HEDIS) and set to 

the strictest standard where conflicts exist among them. 
• Focus on a single goal.
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Visit Planning Report
Combines Registry & Preventative Care Alerts, by Provider, ordered by appointment, in one report.

https://drvs.azarahealthcare.com/documentation/help/Release8PVP.swf

https://drvs.azarahealthcare.com/documentation/help/Release8PVP.swf
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Sample Patient Alerts
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Sample Patient Alerts (cont)



REFERRAL MANAGEMENT 
AND CARE COORDINATION
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Typical Referral Process Steps
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Referral Log / Registry



Best Practices for Sharing Info with Other Agencies

• Dedicated HIV Care Coordinator staff  members, if  
affordable, can be the best liaisons for care between the 
center medical and specialty teams, behavioral health, 
and other external agencies (like Health Departments) 
and medical facilities

• Any practices interested in sharing their approach?
 Success or challenges



Contact

Heather Budd
Heather.budd@azarahealthcare.com

mailto:Heather.budd@azarahealthcare.com
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