Quality Management Program Annual Evaluation
April 1, 2007 – March 31, 2008
I. Work Plan Tasks
	Task
	Accomplishments

	Develop meeting materials for first meeting with physician QMC Member
	Research was conducted to determine what clinical outcome measures needed to be established.  Topics where physician’s expertise would be most beneficial, including clinical outcome measures, medication adherence, and mental health and substance abuse screening tools. 

	Compile clinical outcome measures from various sources (IHI, HRSA, etc) for use by BVCOG’s QM committee and present at July QMC meeting. 
	Outcome measures were compiled from multiple sources including HRSA’s HIV/AIDS Bureau and the IHI. In addition to federal resources, outcome measures were discussed with Dr. Sumaya. Three outcome measures were implemented for routine measurement. 

	Review all HIV policies and procedures and make revisions as needed. Crystal Crowell will compile and finalize the revisions and present them to the board for approval.
	New policies were developed for payer of last resort, setting caps on funding or services, AA New Employee Orientation and Training, and Internal Review of Expenditure and Utilization Data. Remaining policies were reviewed and updated.  All policies were approved by the board in August 2007. 

	Develop the QM program description.
	The QM program description was completed and included the purpose of the program, process for identifying quality issues, and methods for analyzing and correcting quality issues. 

	Develop a generalized goal for the QM Plan. Present at October meeting for approval by QMC. 
	Goals were derived from multiple sources including DSHS’s QM goal. A generalized goal for BVCOG’s QM Plan was established at the October 2007 QMC meeting.

	Define indicators, including numerator and denominator for each measure.
	Indicators were defined including: measurement population, measures, and data sources. 

	Create a data collection plan. 
	Plan objectives, including frequency of data collection and process for developing strategies for improvement, were described and implemented in October 2007. 

	Bring examples of established mental health and substance abuse screening tools to July meeting. Test the chosen tool at 2 provider agencies. Report result to QMC.
	Multiple screening tools were used for pilot testing including:  the Behavioral Health Integrated Provider System tool (BHIPS), Addiction Severity Index, Short Form 36 (SF36), and the Geriatric Depression Scale (GDS). CTSS and Project Unity were enlisted to pilot test the BHIPS Substance Abuse Screening Instrument with all new client intakes in August. Results from the pilot test were utilized to establish a consistent screening instrument for implementation at the other agencies. Due to its high predictive power, SAMISS was determined to be the optimal screening instrument for all funded providers. Finalized April 2008. 



	Collect baseline data  of outcome measures and present to the QM Committee each quarter.
	Data was collected throughout the grant year on a quarterly basis. Results were presented in October and revisions were made on data reporting methods.

	Provide technical assistance to subcontractors on their QM plans.
	QM plans and documents were collected to provide constructive feedback. A QM training was developed and delivered to all subcontractors.

	Review current subcontractor satisfaction survey with HIV program staff and update as needed. Implement survey process.
	Subcontractor surveys were collected and analyzed at the end of March 2007 for the 2006-07 grant year and again in May 2008 for the 2007-08 grant year. Results and conclusions were shared with the QM Committee. 

	Compile utilization and expenditure information to be presented to HIV program staff on a monthly basis.
	Data trends identifying quality issues were addressed. BVCOG staff communicated with subcontractors regarding identified quality issues in order to resolve or clarify the issue.  Any issues involving problems with the data were corrected in the data system and other issues were addressed by the subcontracted organizations. 

	Compile client and provider complaint information, in addition to other identified adverse events, and present to QMC quarterly. 
	No client or provider complaints were received during the grant year. 

	Conduct a review of QM activities from the 07-08 year. Develop new plan for 08-09. 
	The committee reviewed the Quality Improvement Plan and summarized results of the plan, corrective actions taken, and other QM issues identified.  QMC considered input and recommendations, and approved a new plan for the following year. QMC also worked on recruiting potential committee members from BCHD, BVCASA, and SRPH. 


II. Outcome Measurement
The 07-08 service category outcome measure objectives below were measured over the course of the contract year to set a baseline for future measurements.  The beginning of the 07-08 contract year was focused on developing the outcome measures and determining what would be useful, measurable, and was expected to be available across the funded agencies.  A numerator and denominator were established for each objective, along with procedures calculating outcomes.  
1. Ambulatory/Outpatient Medical Care:

a. Measure access to medical care by establishing a baseline of the percentage of clients with at least one Ryan White eligible service and at least one primary medical care visit in the past year.
i. Numerator:  Of the denominator, number of clients with at least one primary care medical visit in the measurement year.

ii. Denominator:  Number of clients who received at least one Ryan White-eligible service in the measurement year.
b. Measure access to medical care by establishing a baseline of the percentage of clients adhering to USPHS guidelines for routine medical care of HIV infection.
i. Numerator:  Of the denominator, number of clients who were seen by a M.D., P.A., or advanced practice nurse in an HIV care setting at least twice in the measurement year, less than or equal to six months apart.

ii. Denominator:  Number of clients with at least one primary medical care visit in the measurement year.
c. Measure access to medical care by establishing a baseline of the percentage of clients adhering to USPHS guidelines for routine medical care of HIV infection.
i. Numerator:  Of the denominator, number of clients who had a CD4 count test in the last four months.

ii. Denominator:  Number of clients with at least one HIV primary care visit in the measurement year.
2. Oral Health:

a. Measure access to oral health care by establishing a baseline of the percentage of clients adhering to USPHS guidelines for routine dental care.
i. Numerator:  Of the denominator, number of clients who had a dental exam in the measurement year.

ii. Denominator:  Number of clients with at least one primary medical care visit in the measurement year.

Results were calculated for each of the measures on a quarterly basis using rolling averages, with the measurement year being the 12 months directly preceding the reporting date, and then averaged for each agency and the whole planning area.  The only data source used was the uniform reporting system ARIES, which all BVCOG providers are required to use for tracking client-level information.  The procedures for each measure were centered on information available in ARIES and no sampling was used.  Objective 1b proved the most challenging to measure and ultimately could not be since data was not available on the qualifications of the medical personnel seeing clients in HIV care settings.  ARIES does not collect data on the titles of individual practitioners used by BVCOG contractors.  Other challenges presented during the baseline measurement year were primarily related to inconsistencies in data entry; technical assistance was provided to agencies with substandard tracking of medical information and improvements were seen over the course of the year.  
The overall period used for establishing baseline information was 9/30/2006-3/20/2008.  Average baseline results, by measure, are:

	Objective
	Average

	Percentage of clients with at least one Ryan White eligible service and at least one primary medical care visit in the past year.
	58.6%

	Percentage of clients adhering to USPHS guidelines for routine medical care of HIV infection:  Clients with at least one primary medical care visit in the past year and were seen by an M.D., P.A., or advanced practice nurse at least twice in the measurement year, with visits less than or equal to 6 months apart.
	Not measurable

	Percentage of clients adhering to USPHS guidelines for routine medical care of HIV infection: Clients with at least one primary medical care visit in the past year and a CD4 count test in the past 4 months.
	33%

	Percentage of clients adhering to USPHS guidelines for routine dental care:  Clients with at least one primary medical care visit and at least one dental visit in the measurement year.
	30.9%


The QM Committee reviewed the progress of the outcome measures at each meeting and used the data gathered to inform the measures for the 08-09 year.  With the release of the Group 1 HRSA performance measures, the original 07-08 BVCOG measures will be revised to correspond with the HRSA measures for the 08-09 year.   While this means the outcomes measured in 07-08 will not be compared with future years, this was a valuable exercise in streamlining measurement procedures and interpreting measures for the HIV program.
III. QM Committee Activities
Quality Management Committee Membership

The QM Committee began its year with the addition of their physician member, Dr. Ciro Sumaya.  Dr. Sumaya brought a great deal of experience and expertise to the committee as a physician, the Dean of the Texas A&M School of Rural Public Health, a member of the Advisory Committee on Immunization Practices at the Centers for Disease Control and Prevention, and a former administrator of the Health Resources and Services Administration.  Dr. Sumaya brought in a much needed medical perspective on some of the QMC’s most pressing issues, such as clinical outcome measure development, substance abuse and mental health screening, and HIV treatment adherence.  

The committee also discussed expanding its board to new members who may assist in the development of QM activities. For the 2008-2009 fiscal year, BVCOG plans on expanding membership to possibly include an individual from the School of Rural Public Health (SRPH), the Brazos Valley Council on Alcohol and Substance Abuse, and the Brazos County Health Department. BVCOG will also continue to try and recruit an individual affected by HIV/AIDS to serve on the committee.

Clinical Outcome Measures 

This grant year new clinical outcome measures were established in order to adhere to state and federal policies and also to better evaluate the impact services and funding are having on clients’ health. Revisions were made through out the year in order to ensure the measures are consistent with federal guidelines and are capturing the desired information. Timeframes were also changed to better capture data trends. In the review of data reports, questions and discussions arose of what baseline numbers to use. It was suggested to use a rolling average of the past three years. It was concluded that the same measures were going to be utilized for next year, while adding the remaining HRSA Group 1 measures. Methods for accurately and completely capturing the data from ARIES will continue to be explored.

HIV Medication Adherence

BVCOG’s staff also explored issues concerning HIV medication adherence. Research was presented on the importance of HIV medication adherence, methods of measuring adherence, and local subcontractor practices. Extensive interviews with case managers were conducted regarding local client’s medication practices. As a result of the efforts, training was given to case managers at all BVCOG subcontracted case management agencies on how to increase clients’ HIV medication adherence.  

Substance Abuse and Mental Health Screening 

According to the 2006 Needs Assessment Survey, over half of all respondents had a history of drug use, and many reported actively using injection and other drugs. Over half of all respondents also experienced mental health issues within the last year. Due to the lack of a standardized substance abuse and mental health screening tool, current assessments for mental health and drug abuse were screened. A total of four tools were suggested for pilot testing: the Behavioral Health Integrated Provider System tool (BHIPS), Addiction Severity Index, Short Form 36 (SF36), and the Geriatric Depression Scale (GDS). Two subcontractors, CTSS and Project Unity, were enlisted to pilot test the BHIPS Substance Abuse Screening Instrument on all August 2007 intakes. Site visits, case manager interviews, and client interviews were conducted regarding implementation of the tool. Results from the subcontractors were utilized to establish a consistent screening instrument for implementation at the other facilities. Through extensive research and analysis of the data, BVCOG staff concluded that the SAMISS tool would be the optimal screening instrument for all funded providers. SAMISS questionnaire measures both substance abuse and mental health, has a high predictive value, and is brief and easy to use.  BVCOG provided training to all case management-funded agencies on use of this tool for an April 1, 2008 implementation date.  The SAMISS tool is required to be used on all clients at intake and yearly updates and scores must be entered into ARIES.  This requirement will be evaluated for compliance through annual on-site monitoring visits.

Quality Management Plan Development

Noting inconsistencies in subcontractors’ QM plans, BVCOG focused their attention this past year on increasing providers’ capacity in this area. Following an evaluation of each subcontractor’s QM plans, BVCOG implemented training for its providers on QM processes, outcome measures, and QM plan requirements.  The training was implemented at each site and plan development, as well as implementation of activities, will be evaluated by BVCOG through quarterly reports and on-site monitoring visits.  

Data Trends 

BVCOG staff, as a part of ongoing quality improvement efforts, reviewed utilization and expenditure data on a monthly basis throughout the year.  Some of the most notable trends and quality issues that were identified and investigated through these reviews include:

· Project Unity in the Bryan HSDA appeared to have a higher number of newly enrolled than in the past, but no new trends in diagnosis or migration were noted.  An increase in the number of clients provided with insurance assistance also occurred.  
· Community Action in San Marcos again experienced a possible under-utilization of long-term housing assistance.
· In Temple, a drop in case management units was consistently seen, along with an increase in health insurance assistance.  
· San Angelo AIDS Foundation in the Concho Plateau HSDA experienced an increase in ambulatory care units of service that corresponded with a decrease in medical case management units – both of these were related to reporting issues.  Health insurance expenditures increased.
· Waco increased utilization of oral health services and decreased food bank services.  They also saw a decrease in the number of clients receiving monthly case management units.
The BVCOG staff has kept a close surveillance on the agencies and will provide assistance in correcting these arising issues. 

Adult Vaccination Program

With the expansion of the DSHS adult vaccination program, subcontractors were urged to contact clients to notify them about the program. BVCOG staff gathered additional information pertaining to eligibility and locations and dispersed the information to the subcontracted programs. 

IV. Subcontractor Satisfaction Surveys

See Appendix A for results from the 2007-08 subcontractor satisfaction surveys.  See Appendix B for a review and comparison of subcontractor satisfaction surveys over the past three years.
V. Accomplishments

BVCOG’s Quality Management Committee made important strides in quality improvement over the past year in the Central Texas HIV Administrative Service Area (HASA).  The year began with an overhaul of the QM plan, which included the addition of a work plan and timeline for the year, a focus on service-specific objectives and the development of clinical measures, and a separation of the QM program description and QI plan.  The QM Committee worked throughout the year on establishing baseline data and refining the measures and measurement process in order to capture more accurate and useful data.
Another major accomplishment of the QM committee was the selection and implementation of the Substance Abuse and Mental Illness Symptoms Screener (SAMISS) with all BVCOG-funded case management agencies.  All agencies were trained on use of the tool and will begin implementing the screening with all clients in the 2008-09 contract year.  Previously, the agencies were not using a published tool for identifying clients needing a referral for these services, resulting in inconsistent and untested methods for recognizing clients with a potential substance abuse or mental health issue.   BVCOG’s expectation is that by using a tool that has been tested and proven to be highly accurate, it will standardize the methods for screening and referrals throughout the HASA and increase the number of referrals made.  BVCOG will collect data on referrals made and kept by clients based on the SAMISS tool over the next year.  The QMC will focus its attention especially on the number of referrals actually kept by clients to determine if further QI activities will need to be developed to improve that link to care.  
Based on the 2006-07 evaluations from subcontractors and from BVCOG observations of subcontractor performance, BVCOG placed a high priority on providing more formal trainings to subcontractors on a variety of topics.  In addition to training on the SAMISS tool, BVCOG also developed an introductory training on HIV medication adherence.  This training focused on giving an overview of adherence, barriers to adherence, and strategies for improving adherence.  More detailed and focused adherence training is recommended for future training.  Another major emphasis was placed on enhancing the providers’ knowledge and skills regarding the development of internal quality management programs.  This training included an overview of QM requirements, as well as the purpose and use of outcome measurement and using the PDSA model to test change.  BVCOG also tailored trainings to subcontractors as needed and requested.  Some of the topics included housing plans, care planning and needs assessments, and the reallocation process.

VI. Recommendations for Fiscal Year 2009

The Quality Management Program for 2008-09 should continue to expand on the work implemented in the previous year.  Several activities were newly implemented last year that need to be evaluated and reviewed to ensure they are effective in meeting program goals and anticipated outcomes.  There are also several activities or improvements that were discussed by the committee that still need to be developed.  
Recommendations for the QM program to implement during the 2008-09 year include: 

1. Further refine data collection methods for outcome measures, especially those that aren’t currently being tracked in ARIES. There were some measures that were difficult to track using ARIES last year, either because the database did not allow for entry of certain fields or because of inconsistent data entry of the needed information by subcontractors.   Some of the HRSA Group 1 measures that the BVCOG QM Committee will begin using in 2008-09 are also presenting challenges for collecting data from ARIES.  It is recommended that ARIES is used whenever possible through improving the data entry requirements. If that is not possible, BVCOG staff should develop other methods for collecting the information, such as creating data entry forms for subcontractors to use and submit with quarterly reports or collecting the data on annual site visits through chart review.
2. Improve documentation of testing and implementing changes using the PDSA model for QI activities.  Implementation of the SAMISS tool was thoroughly documented using the PDSA model and should serve as a model for documenting other changes in 2008-09.  
3. Expand membership of the QM Committee to include representation from other social service agencies and public health organizations, as well as affected individuals.  
4. Implement more trainings for subcontractors based on identified quality issues.  Training needs could be identified through subcontractor evaluations, quarterly reports, subcontractor requests, monitoring visits, or general observation of training needs.  The goal should be to provide at least one formal training each year covering a variety of topics.  
5. More guidance and TA with subs on their own QM processes.  Subcontractors have continually requested more QM training and guidance.  This is also a need that BVCOG has identified through monitoring visits and quarterly report reviews.  The QMC should place an emphasis on this in 2008-09 and work with subcontractors on a regular basis to improve their QM programs. 
6. Post progress of outcome measures on BVCOG’s website so agencies can view, track, and compare results across the Central Texas HASA.  Standardization of service measures and posting results online should help to emphasize the importance of improving data entry of these measures, in addition to improving client access and utilization of those services.
Appendix A:  AA Evaluation, May 2008
5-Always, 4-Sometimes, 3-Unsure, 2-Rarely, 1-Never, N/A-Not Applicable
	Evaluation Questions
	5
	4
	3
	2
	1
	N/A
	Comments

	1. The AA has developed and executed contracts with providers on time.
	5
	1
	-
	-
	-
	-
	· The BVCOG HIV Administrative Agency gets contracts to providers on a timely basis as soon as they receive final allocations and approvals from DSHS.

· AA is very professional and supportive.

	2. The AA has completed contract amendments in a timely manner.
	6
	-
	-
	-
	-
	-
	· Contract amendments have occurred quickly as necessary to sustain services.

	3. The AA monitors and evaluates contracts, including the financial and programmatic performance of providers.  The monitoring has been helpful in improving services to clients.
	4
	-
	-
	-
	-
	-
	· Monitoring visits provide information for improving future services.

	4. The programmatic monitoring has been fair and followed the tools.
	5
	1
	-
	-
	-
	-
	· This survey is being completed in advance of the first monitoring visit for one of our funded programs.

	5. The data monitoring has been fair and followed the tools.
	5
	1
	-
	-
	-
	-
	· Data monitoring has been highly reasonable and objective.

· This survey is being completed in advance of the first monitoring visit for one of our funded programs.

	6. Although required, my agency learns from the programmatic monitoring site visits.
	4
	2
	-
	-
	-
	-
	

	7. The AA communicates new grant requirements.
	4
	2
	-
	-
	-
	-
	· Particularly with regard to changes in DSHS Health Insurance Policy.

	8. My agency has had the opportunity to request technical assistance from the AA.
	6
	-
	-
	-
	-
	-
	· The Administrative Agency has been responsive to all requests for TA.

· Christopher Hamilton gives plenty of opportunity to request TA on Health Insurance.  Megan Wright has always responded to TA requests promptly. Assistance via the ARIES Desk is less reliable when problems have to be escalated to DSHS, e.g., a problem ticket submitted to ARIES Desk and escalated to DSHS on 5/15/08 is still open on 6/5/08.

	9. The AA has provided adequate training on new processes.
	3
	3
	-
	-
	-
	-
	· Trainings that AA have provided have been excellent.

· The AA staff are always willing to help when providers have questions or want to request feedback on documents used at individual agencies.  Much of the delay in providing feedback has come due to the AA not receiving clear guidance from DSHS.

· There are new requirements on the monitoring tool that we have had no training on.

	10. The AA has provided technical assistance and training to providers on issues related to data management.
	5
	1
	-
	-
	-
	-
	

	11. Data management TA has been provided in a timely manner.
	6
	-
	-
	-
	-
	-
	· Data support has been excellent.

	12. Data management TA has been clear.
	5
	1
	-
	-
	-
	-
	

	13. The AA has provided technical assistance and training to providers on issues related to programmatic standards and regulations.
	4
	2
	-
	-
	-
	-
	

	14. Programmatic standards and regulations TA has been provided in a timely manner.
	4
	2
	-
	-
	-
	-
	· Programmatic standards and regulations TA on Health Insurance was very prompt.  There are regulations and requirements in the monitoring tool that we have not seen before and extra requirements on policies and procedures for QM and Health Insurance that we should have been informed about prior to seeing in the monitoring visit tool.

	15. Programmatic standards and regulations TA has been clear.
	1
	5
	-
	-
	-
	-
	· TA provided by the AA has only been unclear when the AA has received sketchy or limited TA from DSHS.

· Regulations on eligibility criteria for Health Insurance was very clear.

	16. The AA has provided technical assistance and training to providers on issues related to HOPWA requirements.
	3
	1
	1
	-
	-
	1
	

	17. The HOPWA TA has been provided in a timely manner.
	4
	-
	1
	-
	-
	1
	

	18. The HOPWA TA has been clear.
	1
	3
	1
	-
	-
	1
	

	19. The AA has provided technical assistance and training to providers on issues related to QM/QI.
	3
	2
	-
	-
	1
	-
	

	20. The QM/QI TA has been provided in a timely manner.
	4
	1
	-
	-
	1
	-
	

	21. The QM/QI TA has been clear.
	3
	2
	-
	-
	-
	1
	

	22. The AA has reimbursed my agency in a timely manner.
	6
	-
	-
	-
	-
	-
	· Monthly reimbursement has been highly reliable for most of the project period.  However, unexpected delays have occurred in the past couple of months.

	23. The AA has assisted my agency with reallocation requests.
	5
	1
	-
	-
	-
	-
	· Support has been most helpful.

	24. The AA has not imposed upon subcontractors’ contractual requirements policies, procedures, or expenses that have created barriers for services to be delivered to clients.
	4
	1
	-
	-
	1
	-
	· Possibly unavoidable, but burdensome.

	25. The AA has not imposed upon subcontractors’ contractual requirements policies, procedures, or expenses that have placed an undue burden upon the administrative, fiscal, and/or programmatic structures.
	1
	5
	-
	-
	-
	-
	· The requirement to have data entered into ARIES within 4 days of service provision continues to place an undue burden on the administrative structure.

	26. My agency has had the opportunity to participate in the planning of HIV services including conducting a comprehensive client needs assessment, setting service category priorities, setting service category allocations, and developing the comprehensive plan.
	3
	3
	-
	-
	-
	-
	


27. What do you think has worked well with the Administrative Agency?
Effective communication.

28. What do you think has not worked very well with the Administrative Agency?
· No comments

29. What recommendations do you have that might help the Administrative Agency improve?
More TA on Quality Management and assistance with more guidance on the HOPWA program and its requirements.

30. Any other comments or suggestions?  Are there other questions that we should ask in this online evaluation? Are there changes that should be made to this evaluation? 
· No comments

Appendix B:  BVCOG Administrative Agency Evaluation
A Review and Comparison of Survey Results from 2005-2008
The following comparison of AA evaluation survey results covers the past three years: 2005-06, 2006-07, and 2007-08.  While evaluations were conducted prior to 2005, the surveys were not similar enough for comparison and participation by subcontractors was low. 

Survey Structure

Before the evaluations results can be compared, changes in the number of participants and survey structure must be noted.  The number of participants in the evaluation survey fluctuated during the three year span of the AA evaluation. In the first year, 2005-2006, five participating agencies responded to the evaluation. The following year, there was a rise from 5 participants to seven. The current evaluation, 2007-2008, had a yield of only 6 participants. The number of participants directly affected the comments and provided a wide range of results. 

 The 2005-2006 evaluation survey contained only seven scaled measures. The following survey for 2006-2007 had seven scaled measures with several subparts for a total of twenty-two questions. The 2007-2008 questionnaires build upon prior evaluation surveys and had a total of twenty-six scaled questions. The questions also changed from a broad format in 2005-06 to a detailed and specific format in 2007-08. Two evaluations had unique questions that were not replicated in subsequent surveys. The 2005-2006 questionnaire asked, “the Administrative Agency has developed and implemented an unbiased process to select subcontractors to provide HIV-related client care” and “the AA has provided technical assistance and training to providers on issues related to financial and programmatic performance, including: training and assistance in the estimation of unit costs of services.” The first question was not repeated since a competitive process for subcontractor selection does not occur every year and also because BVCOG did not feel that responses to this question would take into account all applicants who participated in the process since the survey is only sent to current subcontractors. The second question was not repeated because the DSHS mandate for calculating unit costs of services was removed. The 2007-2008 evaluation also had unique questions, “although required, my agency learns from the programmatic monitoring site visits” and “the AA communicates new grant requirements”.  Despite these differences, all the surveys evaluate the execution of contracts, data monitoring and management, technical assistance, training, HOPWA assistance, quality management and quality improvement, reimbursements, and quality. 

In addition to Part I of the survey, which included the questions above using a Likert scale, there was also a supplemental section, Part II, including four open-ended questions: (1) what do you think has worked well with the Administrative Agency; (2) what do you think has not worked very well with the Administrative Agency; (3) 2what recommendations do you have that might help the Administrative Agency improve; and (4) any other comments or suggestions. 

Questions

As mentioned earlier the surveys differ in the number of participants and structure. They do however have consecutive questions that measure the performance of the agency.  Ten reoccurring questions and their sub questions will be analyzed. The questions are noted in the table below. 

	Number
	Question

	1
	The AA has developed and executed contracts with providers.

	2
	The AA monitors and evaluates contracts, including the financial and programmatic performance of providers. The monitoring has been helpful in improving services to clients.

	3
	The AA monitors and evaluated contracts, including the financial and programmatic performance of providers. The monitoring has been fair

	4
	The AA has provided technical assistance and training to providers on issues related to data management. 

	5
	The AA has provided technical assistance and training to providers on issues related to programmatic standards and regulations.

	6
	The AA has provided technical assistance and training to providers on issues related to HOPWA requirements. 

	7
	The AA has provided technical assistance and training to providers on issues related to Quality Management/ Quality Improvement. 

	8
	The AA has reimbursed my agency in a timely manner. 

	9
	The AA has assisted my agency with sending reallocation requests to the Planning Council.

	10
	The AA has not imposed upon subcontractors’ contractual requirements policies, procedures, or expenses that have placed an undue burden upon the administrative, fiscal, and or programmatic structures. 


Trends 

Contract Development and Execution 

The evaluations reflect an upward trend and mirror the progress on behalf of the Administrative Agency.  Participants were asked if “the AA has developed and executed contracts with providers”. In the 2005- 2006 survey respondents felt they sometimes received aid (3) while one responded that his/her agency always had support executing contracts. One agency was unaware and not familiar with the execution of contacts with providers. The succeeding evaluations shifted the responses to always (5). One agency commented, “The BVCOG HIV Administrative Agency gets contracts to providers on a timely basis as soon as they receive final allocations and approvals from DSHS.” Another agency stated, “AA is very professional and supportive.” 

Monitoring and Improving Services 

The Administrative Agency regularly monitors and evaluates contracts, including the financial and programmatic performance of providers. The goal of subcontractor monitoring is to ensure compliance with contract requirements and standards and also to assist the agencies in improving client services and program operations.  Agencies were asked if, “the monitoring has been helpful in improving services to clients.” In the 2005-2006 survey, the majority of the agencies (n= 3; 60%) concluded AA’s monitoring and evaluations has facilitated and improved services to clients. One agency noted that the monitoring was never useful and considered the tool to be unrealistic. “Some recommendations from the monitor have not been feasible to implement given the amount of funding awarded for the service category.” In 2006-2007, the survey yielded lower scores for the utility of monitoring. Three agencies sometimes found the monitoring useful, one was unsure, and one agency rarely utilized monitoring as a tool to improve client serves. One agency expressed, “monitoring programmatic expenditures and units can assist agencies in meeting their programmatic goals, however, micromanaging contracts and performance measure achievement can hinder programs from meeting overall goals.” For the 2007-2008 survey, 100 percent of those who responded (4) always utilized monitoring visits as a tool for improving future client services. Two agencies failed to provide a response to this survey question.  

Fairness of Monitoring 

In regards to the fairness of AA monitoring, the results vary year to year. In the 2005-2006 survey, the agencies’ responses ranged from never to always. The majority of the agencies had negative feelings towards the fairness of monitoring.  Comments included, “more consideration needs to be given to feasibility of small contracts,” and “the staff that work for the AA do not like to be contradicted, and if they are, some contractors feel that they are picked on as a result.”  The following year’s results improved as the agencies noted fair treatment of the monitoring process.  Five agencies always felt monitoring was fair, one sometimes felt it was fair, while only one never felt treatment was fair. In the 2007-2008 survey, all respondents had positive feelings towards the monitoring process. Eighty-three percent (5) of respondents reported that the monitoring process was always fair and useful. 

Data Collection & ARIES

In 2005-06, participating agencies felt that the AA sometimes (3) provided technical assistance and training to providers on issues related to data management and ARIES. One agency stated that they rarely received aid from AA. They expressed, “ARIES has proven another tool that allows the AA too much freedom to micromanage its contractors.”  The following year, providers still had negative feelings towards AA assistance with ARIES and data collection. As the previous year, three providers reported sometimes receiving assistance. Two always received clear assistance that was provided in a timely manner. In the recent survey, 2007-2008, all respondents had positive evaluations of the AA’s technical assistance for ARIES. 

Programmatic Standards & Regulations  

The Administrative Agency has provided technical assistance and training to providers on issues related to programmatic standards and regulations. In 2005-06, however, the evaluations were evenly spread throughout the scale. Some agencies felt they always received assistance, while others stated they rarely received assistance. One agency commented, “The AA rarely has given technical assistance with regards to this area. The AA takes the punitive stance with its contractors when errors are noted.” The 2006-2007 survey had a shift toward higher scores. Four agencies sometimes received assistance and one always felt help was easily accessible. The same positive results were found in the subsequent survey. The shift was from sometimes to always. 

HOPWA

When asked about the technical assistance and training for HOPWA requirements, AA received low scores during the 2005-2006 survey. One provider stated, “In 2005 the HOPWA manual was revised, which offered an opportunity for the AA to provide technical assistance for its contractors. This never occurred, however, during site reviews the contractors are given findings for non-compliance.” Constant changes in HOPWA’s requirements continued to bring about bad evaluations. Despite the positive evaluations given by providers, others felt AA didn’t provide sufficient training for the multiple changes in HOPWA’s requirements. However, the 2007-2008 survey had positive comments and higher scores for technical assistance. 

Quality Management/ Quality Improvement

Like the other questions regarding technical assistance, quality management and quality improvement have progressed from negative/low scores to a positive curve. In the 2005-2006 survey, providers felt they never received aid and were unsure of the training offered. Providers commented, “This area has been imposed on the contractors with little guidance from the AA.” Those who did get training felt the feedback set unattainable goals for the limited resources they had. The 2006-2007 survey had split scores.  Many providers were sometimes able to access technical assistance and training for quality management issues. Those who scored QM/QI technical assistance low felt continuous monitoring stole valuable time from the program and therefore decreased management’s quality.  The 2007-2008 survey had all positive scores except for only one provider who didn’t feel that training applied to their organization. 

Reimbursement

Unlike the other questions, reimbursements scores were always positive. Through the progression of the surveys, all agencies moved towards stating that AA always reimbursed the agency in a timely matter.  Providers ranked AA highly and commended the agency on their efforts to provide expedient reimbursements. “Thank you for your efficiency and expediency. AA is by far, leaps and bounds ahead of other AAs.”  The following year, 86 percent of respondents (6) said the AA was always punctual on reimbursements.  In the final evaluation, all respondents scored the AA’s reimbursement as always on time and highly reliable, despite some unexpected delays. 

Reallocation Requests

In the 2005-2006 survey, the majority (3) of respondents felt that reallocation requests to the planning council did not correspond with their organization and AA. They did however express the AA’s capability of handling reallocation requests. “We have not requested this but feel confident that if we did, our AA would assist us well.”  In the 2006-2007 survey five respondents always had help with reallocation requests and only two did not.  Decisions taken by BVCOG for providers reportedly have benefited clients and ensured quick, efficient reallocations. The final evaluation mirrored the results from the prior survey. One organization concluded, “support has been most helpful.” 

Imposed Burdens 

The evaluations scored the AA high on not imposing upon subcontractors’ contractual requirements policies, procedures, or expenses that have created barriers for services to be delivered to clients and/or placed an undue burden upon the administrative, fiscal, or programmatic structures. Regardless of the high scores providers had strong comments regarding the AA’s methods. In the first survey, providers commented, “the AA staff try to micromanage all aspects of the contracts with its contractors. Dictums are often handed down as DSHS policy and then required to be implemented by the contractors without regard to the contractor. More often than not, the AA staffs are ill prepared to answer questions.” Scores for the 2006-2007 survey lowered and providers still had negative feelings toward the AA.  One provider stated, “BVCOG practice of ongoing monitoring of the program bleeds valuable time away from program management and service provision that is needed to support and implement a quality program.” Unlike the two previous surveys, the most recent survey resulted in high positive responses with only one response of never. 
Discussion

The upward trend in positive responses on the AA evaluation reflects the AA’s responsiveness to survey results in making program changes.  In 2007-08, the AA implemented several changes to address the subcontractors’ concerns from previous surveys.  One major concern that presented itself on previous surveys is “administrative burdens.”  While many of these burdens cannot be reduced because of federal and state requirements, the AA did attempt to streamline some processes to ease the burden on its subcontractors.  One example of this is the consolidation of the application process from three applications to one.  This allowed the agencies to submit one set of required forms, one work plan, and one set of performance measures (which each grant differentiated).  Budget forms were also reduced in number by eliminating unit cost forms and removing the requirement for submitting budgets by secondary category.  

Another issue identified on the survey that was of concern to BVCOG was the perception of too few trainings and technical assistance.  BVCOG surveyed all subcontractors on technical assistance/training needs and put together several trainings that were provided to each subcontractor, as well as a few that were put together based on specific agencies’ requests.  The trainings provided to all agencies included use of the SAMISS tool for substance abuse and mental health screenings, HIV treatment adherence (including reasons for non-adherence, barriers to adherence, and strategies for improving adherence), and Quality Management/ Quality Improvement (including use of data and outcome measurement).  Additional trainings that were provided as needed include care planning, HOPWA housing plans, medical case management verses OAMC for staff in dual roles, and the reallocation process.  The feedback received from these trainings was very positive and BVCOG will continue to provide more formal, onsite training/technical assistance to subcontractors in the following year.  

In response to some of the subcontractors’ concerns regarding fair monitoring, BVCOG conducted a thorough evaluation of its monitoring tools and documented the source for each required item on the tool.  This allows any disputes of monitoring requirements to be settled quickly by referring to the reference document where the requirements are listed.  BVCOG also reviews and updates all monitoring tools on an annual basis to ensure the items are clear, fairly and appropriately weighted, and still necessary given any changes to federal and state requirements and standards.
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