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ATTACHMENT C – WORK PLAN
DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	1. Establish the infrastructure for a clinic wide approach to linkage and retention of patients in HIV primary care. Utilize a multidisciplinary team approach. Teams should include staff responsible for clinical and administrative oversight of HIV services, HIV primary care providers, and staff responsible  for the linkage, retention, treatment adherence and data management activities that are outlined in RFA.

	
	a. Identify staff responsible for administrative and clinical oversight of the program.
	i. List administrative staff.
(name and responsibility)



	
	
	
	ii. List Clinical Director.
(name and title)



	
	
	
	iii.



	
	
	b. Identify members of the multidisciplinary team and their roles and responsibilities.
	i. List all team members ( budgeted and in kind) by name and responsibility.


	
	
	
	ii.



	
	
	
	iii.



	
	
	c.
	i.



	
	
	
	ii.



	
	
	
	iii.




ATTACHMENT C – WORK PLAN

DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	2. Improve engagement in care through systematic outreach to those individuals who have been scheduled for an initial appointment for HIV primary care because of a new diagnosis.
	
	a. Outline specific activities with community organizations and other health care providers to enhance linkage to care for newly diagnosed patients.
	i. List community partners and collaborative activities for engagement and retention.



	
	
	
	ii.



	
	
	
	iii.



	
	
	b. Identify evidence based interventions (EBI) that promote engagement and linkage to care.
	i. List specific EBIs to be used to promote linkage to care.


	
	
	
	ii.



	
	
	
	iii.



	
	
	c. Implement strategies identified as successful in addressing barriers to linkage and engagement.
	i. List specific strategies to be used to address barriers to linkage to care.


	
	
	
	ii.



	
	
	
	iii.




ATTACHMENT C – WORK PLAN
DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	3. Improve retention of new and existing patients in HIV primary care.
	
	a. Systematically assess risks for non retention (individual and organizational) for each patient and develop a plan to address identified barriers.
	i.  % of clinic patients  assessed for barriers to retention.


	
	
	
	ii.



	
	
	
	iii.



	
	
	b. Identify specific activities with community organizations that provide supportive services (substance use, housing, mental health) and other health care providers to retain patients in  HIV primary care.


	i. List community partners and the support services they provide.


	
	
	
	ii.



	
	
	
	iii.



	
	
	c. Outline specific strategies to return clinic patients who are lost to follow-up to care.
	i. List specific strategies to be used.


	
	
	
	ii.



	
	
	
	iii.



	
	
	d. Identify and implement evidence based interventions (EBI) that promote retention in care. Implement strategies to address organizational barriers to retention.

	List EBIs to be used to promote retention in care.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	4. Provide medication adherence services for all new or treatment naive patients in order to achieve viral suppression for >3 months within a 12 month period. (Tier I)
	
	a. Base-line assessment of    adherence barriers, including housing, social support, mental health within 30 days of initial appointment.

	i.   % of new patients assessed for adherence barriers.


	
	
	
	ii.



	
	
	
	iii.



	
	
	b. Evidence based education and  counseling  (EBI) regarding medications, regimens, adherence and  side effects;

Provide tools that support adherence (pill boxes, timers, texting, adherence coaches, peer support etc).
	i. List EBIs to be used for education and counseling.


	
	
	
	ii. List tools to be provided.


	
	
	
	iii.



	
	
	c. Viral load monitoring upon the initiation of ART, as specified by New York State HIV guidelines.
	i. % of patients whose VL is monitored per NYS HIV guidelines.


	
	
	
	ii.



	
	
	
	iii.



	
	
	d.  Measurement of adherence through self report at 1 month, 3 months, 6 months, 9 months and 12 months.

	% of patients with measurement of adherence in each interval.


ATTACHMENT C – WORK PLAN

DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	5. Provide medication adherence support to individuals who have not maintained >3 months of viral suppression after 12 months of treatment. (Tier II)
	
	a. Assessment of  barriers to retention and adherence every 4 months;  create a service plan that ensures care coordination and  outlines steps to address retention and adherence barriers, updated at every assessment.

	i. % of patients in Tier II with barrier assessment every 4 months.


	
	
	
	ii.  % of  Tier II patients with  a service plan at each assessment.


	
	
	
	iii.



	
	
	b. Evidence based education and  counseling regarding medications, regimens, adherence and  side effects;

provide tools that support adherence(pill boxes, timers, texting, adherence coaches)
	i. List EBIs to be used for education and counseling.
List tools to be provided.

	
	
	
	ii.



	
	
	
	iii.



	
	
	c. Quantitative and qualitative measurement of adherence (pill counts, pharmacy refill, modified DOT) in addition to self report.
	i. List all methods of adherence measurement.


	
	
	
	ii.



	
	
	
	iii.



	
	
	d. Viral load monitoring upon the initiation of ART, as specified by New York State HIV guidelines.
	  % of patients whose VL is monitored per NYS HIV guidelines.



	
	
	e. Establish support groups and or peer counseling services for Tier II participants.
	List frequency of support group/peer counseling services.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	6. Establish infrastructure and systems for collecting and aggregating data regarding linkage, retention and medication adherence as required in the RFA Establish mechanisms for the data to be used for quality improvement.
	
	a. Identify staff responsible for data collection and analysis.
	i. List staff responsible.
(Name and title.)



	
	
	
	ii.



	
	
	
	iii.



	
	
	b. Identify data sources (EHR, AIRS, other data systems) and processes for aggregating data to meet RFA reporting requirements. Work with Data center to establish and implement practical strategies and train staff.
	i.



	
	
	
	ii.



	
	
	
	iii.



	
	
	c. Identify how data required by the RFA will be incorporated into the facility's Quality Improvement Plan.
	i.



	
	
	
	ii.



	
	
	
	iii.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	7. Use data to improve patient outcomes to meet the following benchmark:
· Link 85% of newly diagnosed persons to care within 3 months


	
	a. Report on all outcome measures for linkage quarterly to the AI.
	i. The percentage of newly diagnosed patients that had their first HIV primary care visit within 30 days of their confirmatory test.


	
	
	
	ii. The number of newly diagnosed patients scheduled for an initial appointment


	
	
	
	iii. Percentage of new patients who have their initial HIV primary care medical visit during their first four months of the 12 month measurement period who had an HIV clinical care visit in each of the subsequent 4 months period in the measurement period.


	
	
	b. Work with the Data center to analyze data and implement strategies for improvement of linkage, retention and medication adherence.
	i. List staff  responsible
(Name and title).


	
	
	
	ii.



	
	
	
	iii.



	
	
	c.
	i.



	
	
	
	ii.



	
	
	
	iii.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	8.Use data to improve patient outcomes to meet the following benchmarks:
· Retain 80% of people living with diagnosed HIV infection (PLWDHIV) in continuous care


	
	a. Report on all outcome measures for retention quarterly to the AI.
	i. Percentage of patients with at least one visit during the first six months of the 24- month measurement period, who had at least one HIV primary care visit in each 6-month period of the remaining 18-months of the measurement period with a minimum of 60 days between medical visits.


	
	
	
	ii.



	
	
	
	iii.



	
	
	b.
	i.



	
	
	
	ii.



	
	
	
	iii.



	
	
	c.
	i.



	
	
	
	ii.



	
	
	
	iii.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	9.Use data to improve patient outcomes to meet the following benchmarks:
· Increase proportion of PLWDHIV) with an undetectable viral load by 20% 


	
	a. Report on all outcome measures for viral suppression quarterly to the AI.
	i. The percentage of patients in the clinic who were always virally suppressed within the review period.


	
	
	
	ii. The percentage of PLWHIV/AIDS who have been virally suppressed for > 3 months for the HIV primary care program.


	
	
	
	iii. The percentage of PLWHIV/AIDS who have been virally suppressed for > 3 months who are enrolled in Tier II adherence services.


	
	
	b.
	i.



	
	
	
	ii.



	
	
	
	iii.



	
	
	c.
	i.



	
	
	
	ii.



	
	
	
	iii.
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DETAIL

	OBJECTIVE
	BUDGET CATEGORY/ DELIVERABLE

(if applicable)
	TASKS
	PERFORMANCE MEASURES

	10. If Pre-exposure Prophylaxis (PrEP) is offered to HIV negative patients in your agency, adherence support is provided. 


	
	a. Identify staff who are responsible for providing services.
	i. List responsible staff.


	
	
	
	ii. 



	
	
	
	iii. 



	
	
	B Identify the number of individuals receiving PrEP. 
	i. The number of individuals receiving PrEP within a 12 month period.

	
	
	
	ii. 


	
	
	
	iii.



	
	
	c. Provide data on the duration and outcomes for participation in PrEP.
	i. Average length of time on PREP.


	
	
	
	ii. Number of patients infected while on PrEP.


	
	
	
	iii. Reasons for the discontinuation of PrEP.
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