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Introduction

While many create+equity Collaborative Community Partners have made strides in their internal CQl
processes and intervention implementations and worked towards improvements in their reported viral
suppression rates (VSR), there was limited understanding of the progress steps participants took to
achieve these outcomes, and whether there are critical steps for such achievement.

Collaborative process steps are activities performed by participating teams to work towards improving
general aspects of quality management programs or local quality improvement capacities, independent
of activities related to the implementation of a site-selected intervention. For example, “improving data
quality” and “routinely engaging partners on the Ql team” are steps separate from the predetermined
evidence-informed interventions that were offered to Collaborative participants to address the needs of
one of the four subpopulations (housing, mental health, substance use, and age).

The Collaborative process steps are broad and generalizable, and thus not specific to any individual
Affinity Group. They strengthen the overall competency levels of staff and maturity of an HIV program
and can be ideally applied to future improvement efforts. The list of Collaborative process steps was
determined by Collaborative faculty and included categories, such as building capacity, consumer
engagement, Affinity Group-specific screenings, and clinic operations; see attachment for the full list of
Collaborative process steps.

This evaluation sought to address the gap in understanding of participants’ completion of the process
steps and to identify process steps key to participants’ success by examining the relationship between
participant perspectives on participation and the implementation of their intervention.

Key Findings
Joining the Collaborative and Selecting an Intervention
e A majority of participants had participated in at least one previous collaborative.
e Some participants came to the Collaborative with an intervention they had been hoping to
implement for some time, while others reported newly looking at data to inform their choice.
e The most common intervention was some form of active referral, followed by UberHealth.
e Several programs chose a “user-defined intervention.”
e Many participants intended to implement their intervention with high fidelity (31%), but even
more expected to use the prescribed model to create their own (35%).
o Many reported valuing the ability to customize their implementation to the demands of
their organization and their client population.

Implementing Collaborative Process steps

e The greatest extent of implementation was seen for Collaborative process steps related to Ql
infrastructure and performance data. Lowest implementation was seen for steps related to
external partnerships, consumer engagement, and clinic operations.

e There was nearly universal implementation of the following process steps: using data analysis
results for improvement activities (100%), tracking Affinity Group-specific patients over time



(97%); and identifying Affinity Group-specific definitions to focus on targeted subpopulations
(97%).

There remained some Collaborative process steps that had been implemented by fewer than
two-thirds of the programs by the time of the survey in May 2022: engaging people with HIV in
Affinity Group-specific Ql work (65%), building capacity among patients for Affinity Group work
(63%), setting up peer support systems (61%); integrating screening into the EHR (51%); and
setting up formal partnerships (57%).

o Most programs who had not yet implemented these steps did not have plans to do so.
Prior to the start of the Collaborative, steps most commonly taken were those related to QI
infrastructure. Performance data steps were more likely to be taken after the Collaborative was
underway.

Outcomes and Successes

Participants found value in the presentations made by other organizations.

Participants noted the limitations of change in VSR as a short-term outcome and took a broader
view of what success meant for their organization.

The majority of the programs that completed the survey did experience increased VSR. Twenty-
two programs showed an increase in VSR, while five showed a decrease.

o Sixteen programs showed an increase in VSR among their Affinity Group patients; eight
showed a decrease.

o It should be noted that the programs that completed the survey only represented a
subset of all the participating programs and interested parties should refer to the overall
program evaluation for more comprehensive information about changes in VSR.

Certain individual Collaborative process steps or categories of process steps were substantially
associated with improvements in overall or Affinity Group-specific VSR.

o Completion of at least six of the seven performance data steps and completion of all five
of the Affinity Group-specific screening steps! were associated with higher overall VSR.

Other specific changes reported by respondents as a result of participation in the Collaborative
included new staff, training, Ql processes, and screenings/assessments.

There were also a number of changes in the general approach to service provision, such as
realizing weaknesses in processes that had previously been believed adequate or having a new
awareness of how to identify and address barriers.

Barriers to Participation and Support Needs

Some participants felt that the time commitment involved for meetings was onerous.
Participants also cited challenges working with other staff at their site, particularly clinical staff.
Some participants felt that they did not fully understand the resources available from coaches.
Several respondents indicated that they would like to see a continuation of the services and
supports that were provided to them going forward.

Respondents overwhelmingly reported that they would recommend others to participate in the
Collaborative.

! Programs in the Age Affinity Group were excluded from this analysis, as the screening steps were not relevant to

them.



Data and Methods

Multiple data collection methods were utilized to evaluate the role of specific process steps in achieving
successful outcomes. These included quantitative data collected via an online survey, qualitative data
collected via focus groups, as well as secondary data review. Data collection instruments were reviewed
by the CQIl Team prior to implementation.

An online survey, which focused on process steps, timing of these steps, the selected intervention, and
model fidelity, was distributed to participants in May 2022. Although 72 surveys were begun, only 53
were completed. Some programs had multiple respondents; in these cases, data from all respondents
from the same site were combined to provide the most comprehensive picture of process steps
undertaken. As such, these 53 respondents represented a total of 33 programs (out of 60 surveyed) and
34 sites. (Many programs only operated one site, but some programs operated multiple participating
sites.) For these programs, Partners’ overall and Affinity Group-specific Viral Suppression Rate (VSR) data
were examined through March 2022.

Four focus groups were completed (one for each Affinity Group) in June 2022. These focused on
participant experiences in the Collaborative, including their starting goals and expectations, their
process of selecting an intervention and intended model fidelity, the outcomes they experienced as a
result of Collaborative participation, and the facilitators of and barriers to participating in the
Collaborative and implementing the chosen intervention.

There were 11 participants in the Age group; 13 participants in the Housing group; eight participants in
the Mental Health group; and five participants in the Substance Use group. The focus groups were
supplemented with two one-on-one interviews with participants not able to attend the scheduled focus
group (one Age and one Mental Health). CHSR staff also attended some Affinity Group meetings and
Learning Sessions to gain further context.

Additionally, secondary program data were reviewed, including Partner Case Presentations, Quarterly
Reports, and other program documents available in Glasscubes.

Results

Starting Collaborative Work

Joining the Collaborative. A majority of participants reported having participated in one or two
collaboratives prior to joining the create+equity Collaborative. Many, however, were new to the
Collaborative model. One participant noted that they personally had not participated in a collaborative
previously, but had previous done work with a CQll coach, and that staff from other parts of their
organization had participated in a previous collaborative.

Participants had diverse expectations and goals for their participation. Several noted that they felt it was
an opportunity to focus on one of their more challenging populations, or as one described, “To
customize our policies to consumers.” Participants hoped to accomplish specific objectives such as
addressing a lack of stable housing or strengthening the transition to behavioral health services. One



participant noted what they characterized as a “very ambitious goal” to change their case manager
assessment in a move to standardized tools.

Others had more general improvement objectives:
We were looking to improve our practices.

We were already doing some things but were looking at how to really focus in more intently and
maybe try something new.

Strengthening our base knowledge on how do we get to those viral load things that we need.

One participant, a formerly unhoused person with HIV, said “I joined the Collaborative because | want to
share my story and see other people get housing and get what they need.”

Intervention. Some participants came to the Collaborative with an intervention they had been hoping to
implement for some time, while others reported newly looking at data to inform their choice.
Regardless, many participants reported an evolving progression in the identification and implementation
of their intervention.

For example, multiple participants realized that they were not ready to implement the chosen
intervention. One participant reported that their organization had planned to do an intervention on
linkage and referral but discovered that there was no unified screening tool even within agencies. Thus,
they had to “take a detour” to identify and implement a unified screening tool in order to build towards
their original goal. Another participant similarly described that they “thought we were going to have
total fidelity but as we started doing work, new discoveries were made... had to fill in some steps in
between.”

Another participant described how their selected intervention evolved based on what they learned
about client needs:

Originally our plan was to make sure we were increasing our screenings first before we decided
what our intervention would be... That ended up being our ongoing intervention because it took
us that long... the plan initially was to get the info from those screenings, and when patients
needed additional screenings, we needed to get patients in the office. We ended up doing a
transportation-related intervention because some patients couldn’t get to the office. The
transportation initiative became central. We ended up implementing an intervention before we
thought we would do that, because it came up so early on.

From the survey and Partner Case Presentation document review, the evaluation team was able to
identify the interventions chosen by 42 of the 60 participating programs. Some programs indicated more
than one intervention (four programs reported two interventions, and three programs reported three
interventions). By far, the most common intervention was some form of active referral, which was
common among all Affinity Groups, but especially Mental Health and Substance Use. The next most
common was UberHealth, implemented by two programs each in the Age, Mental Health, and
Substance Use Affinity Groups. Several programs chose a “user-defined intervention.” Two programs
had not yet selected interventions.



Figure 1. Selected Interventions by Affinity Group (Programs Could Choose Multiple Interventions)
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Many participants had initially intended to implement their intervention with high fidelity (31% of

survey respondents intended to implement as closely as possible to the prescribed intervention model,

and 12% planned only to make a few minor changes.). However, the majority of survey respondents
indicated that they planned to make larger changes (12%), used the prescribed model to create their

own (35%) or did not use a prescribed model at all (12%).



Figure 2. Intended Level of Fidelity to Prescribed Model
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Interestingly, achieved fidelity was typically better than intended. Partners who had intended to use a
prescribed model to create their own intervention most often reported ultimately making only a few
minor changes to the prescribed model. Similarly, those who planned to make larger changes either did
so or made a few minor changes instead. Almost all of the Partners who intended to follow a model as
closely as possible ultimately did so, with a few making minor changes. As such, while flexibility was
utilized, it was most often used to make only minor changes to the prescribed models.

Figure 3. Intended vs. Achieved Level of Fidelity to Prescribed Model
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Many participants reported valuing the ability to customize their implementation to the demands of
their organization and their client population, and to be responsive to what they were seeing in their
data. One described the selected intervention as “a good baseline,” noting that “every community is



going to need to build its own based off of needs.” Another reported following their intervention with
high fidelity but still modifying it a little “only because with the motivational interviewing, personalities
play a role.”

Another summarized their implementation as follows:

We tried to implement it in the way it was written, but probably not in the same time frame. We
did it as time allowed, as things came up, as other trainings were happening; we incorporated
harm reduction into it. It specified training for all different groups of staff, but how we did that
training was how we put our own twist to it.

In sum, as one participant noted, “Flexibility is important—hey, we are seeing that this intervention isn’t
working, let’s try something different. This flexibility was an important part of the Collaborative.”

Implementing Collaborative Process steps

Collaborative process steps undertaken. The participant survey focused heavily on the Collaborative
process steps that programs undertook as part of their participation. By the time of the survey, which
occurred near the end of the Collaborative, the 34 programs had implemented (or begun
implementation of) an average of 23.7 (median = 26) of the 30 listed Collaborative process steps.

Comparatively, the greatest extent of implementation was typically seen for steps related to QI
Infrastructure (with 31 programs reporting implementation of all four steps) and Performance Data (20
programs reporting implementation of all seven steps). Lowest implementation was seen for steps
related to External Partnerships (six programs reporting no implementation), Consumer Engagement
(two programs reporting no implementation), and Clinic Operations (seven programs reporting no
implementation).

Figure 4. Average Percent of Total Collaborative Process Steps in Each Category Implemented by
Survey Participants by Time of Survey
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Note: Programs in the Age Affinity Group were excluded from the calculation for percent of Affinity Group-specific
screening steps, as screening is not relevant to identifying age.



There was nearly universal implementation of the following individual Collaborative process steps: using
data analysis results for improvement activities (100%); tracking Affinity Group-specific patients over
time (97%); and identifying Affinity Group-specific definitions to focus on targeted subpopulations

(97%).
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Figure 5. Collaborative Process Steps Implemented by Time of Survey
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Process steps prior to beginning of the Collaborative. The survey also investigated the timing of process

steps by asking about steps begun before joining the Collaborative. Ninety-three percent of programs



