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Learning Objectives: 

 Identify successes and challenges to developing a statewide CQI Collaborative

 Describe effective data collection processes and the subsequent interventions 
employed to improve outcomes in the continuum of HIV Care

 Describe how streamlining CQI processes can advance the quality of care 

 Discuss available tools and resources to conduct joint quality improvement 
efforts in their jurisdiction 



How the Institute of Medicine Defines 
Quality:

Institute of  Medicine.  Medicare: A Strategy for Quality Assurance. Vol. 1. (1990)

“Quality of  care is the degree to which health services for individuals and 
populations increase the likelihood of  desired health outcomes and are 

consistent with current professional knowledge. ”
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Let’s begin with the experts.
The Institute of Medicine is part of the National Academy of Sciences, the most respected voice of the discipline of medicine in the United States. In 1990, the IOM produced a definition of quality of care that continues to be used throughout the health care system.
“Quality of care is the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”
Let’s explore what this definition means for HIV care.



• HRSA defines quality as “the degree to which health or 
social service meets or exceeds established 
professional standards and user expectations”.

• Evaluation of the quality of care should consider:
 Quality of the inputs
 Quality of the service delivery process
 Quality of the outcomes, in order to continuously improve 

systems of care for individuals and populations

What is Quality?



Quality Improvement Requires a Different 
Approach Than Quality Assurance

Quality Assurance Quality Improvement

Motivation Measuring compliance with standards Continuously improving processes

Attitude Required, defensive Chosen, proactive

Focus Outliers: “bad apples” 
Individuals

Processes
Systems

Responsibility Few All

Defining Quality Source: “Quality Academy:  What is Quality Improvement in HIV Care”; April 2009
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Your organization may have an existing quality assurance program.
Historically, these programs have focused more on “removing defective products” rather than on the improvement of processes.
This chart shows some of the most obvious differences between quality assurance and quality improvement. The main difference is that quality assurance focuses mainly on measuring compliance with established standards while quality improvement seeks to continuously improve processes and health outcomes. The focus of quality assurance is on identifying those individuals, statistical outliers who do not meet standards while quality improvement tries to engage all those involved in processes to improve the underlying system of care.



Faces of Quality Improvement
Quality 

Improvement
Clinical

Research
Aim Improvement of  care New knowledge

Test observability Test observable Test blinded

Sample size “Just enough” data, small 
sequential samples

“Just in case” data

Testing strategy Sequential tests One large test
Solberg, Mosser, and McDonald,  Journal on Quality Improvement.  March 1997, Vol.23, No. 3.

Defining Quality Source: “Quality Academy:  What is Quality Improvement in HIV Care”; April 2009
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There are also significant differences between quality improvement activities and clinical research.  

First, quality improvement focuses on implementation of improvements rather than on gaining new knowledge in clinical research. To gather just enough data through sampling is the focus of quality improvement rather than collecting all possible data elements as in clinical research. Last, quality improvement is a continuous process comprised of sequential tests rather than a one-time large study.  





Mission Statement

“The Alabama Regional Quality Management Group exists to ensure that those 
living with HIV/AIDS in the state of Alabama receive quality healthcare through the 

collaboration of healthcare partners throughout the state.  The mission will be 
achieved by continuously collecting and analyzing data collected by healthcare 
partners and evaluating the effect on patient outcomes in accordance with the 

National HIV/AIDS Strategy, and by nationally and locally recognized standards of 
care and current HIV research.”



Vision Statement 

“We envision optimal health for everyone living with 
HIV/AIDS supported by a health care system that 

assures ready access to comprehensive, competent, 
quality care that transforms lives and communities.”



Group Members
• Thrive Alabama-Huntsville, AL
• 1917 Clinic/CFAR-Birmingham, AL
• UAB Family Clinic-Birmingham, AL
• Health Services Center-Anniston, AL
• Whatley Health Services-Tuscaloosa, AL
• Unity Wellness Center-Auburn, AL
• Medical Advocacy and Outreach-

Montgomery, AL
• Alabama Department of Public Health-

Division of HIV/AIDS Prevention and 
Care-Montgomery, Alabama

• Franklin Primary Health Center-
Mobile, AL

• University of South Alabama Family 
Specialty Clinic-Mobile, AL

• Birmingham AIDS Outreach-
Birmingham, AL 

• AIDS Alabama-Birmingham, AL 
• AIDS Alabama South, LLC – Mobile, 

AL
• Selma Friends for Life– Selma, AL



Group Impact

• In 2018, Alabama had 12,758 individuals 
diagnosed with HIV

• AQMQ provided services to 6,350 
individuals living with HIV; approximately 
49.8% of individuals living with HIV in 
Alabama in 2018. 
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Currently 15, 000+




History of AQMG

• Formed in 2006 under the guidance of the National Quality 
Center. 

• Original group members were quality leaders in RW Part C 
and D clinics from Huntsville, Alabama to Mobile, Alabama.

• Participants represented all 67 counties in the state of 
Alabama.



Goals of AQMG

1. Collect, prioritize, and analyze agreed upon data using approved CQI 
methodologies.

2. Identify and promote effective CQI strategies through training opportunities.
3. Enhance understanding and local application of CQI knowledge, methods, and 

tools directed toward improving patient care.
4. Assist Ryan White grantees in meeting HRSA’s QM requirements.
5. Assist with the establishment and implementation of  the state quality 

management plan.



Data Collection & Analysis

• Viral Suppression
• Retention in Care
• No Show Rates
• New Patients





• Viral Load Suppression:  The viral load is a laboratory test used to 
determine the amount of virus in a person’s blood stream.
• VL<48
• VL<200
• VL<1,000

• Retention in Care
• Patients have at least 2 medical visits per year with one visit during the 

1st 6 months of the year AND one visit during the 2nd 6 months of the 
year.

Data Collection & Analysis



Data Analysis
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• New Patients
• 1) Newly Diagnosed (within past 90 days)

Identified PLWHA who are new to care 
• 2) Previously DX PLWHA 

who never been in care 
• 3) PLWHA returning to

care after more than 12
month absence 

• 4)PLWHs newly enrolling into the program who have transferred from another medical provider 

• No Show Rates
• **New for 2015**
• The percentage of patients who were a no-show for at least one HIV specific medical visit

Group Priorities
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• Retention in Care 
• Patients have at least 2 medical visits per year with one visit during the 1st 6 

months of the year AND one visit during the 2nd 6 months of the year
• No Show

• The percentage of patients who were a no-show for at least one HIV specific 
medical visit

• Research
• Retrospective data analysis by the UAB 1917 Clinic showed that patients who 

missed visits within the first year after initiating treatment for HIV were at 
higher risk of dying than patients who attended all scheduled appointments.

Why No Show Rates?





Reference:  Sohail, M. et al. Data for Care (D4C) Alabama:  Clinic-Wide Risk Stratification With 
Enhanced Personal Contacts for Retention in HIV Care with the Alabama Quality Management 
Group. J Acquir Immune Defic Syndr, 2019. 82: S192-S198



AQMG Successes

• Routine meetings for past 12 years.
• Multidisciplinary team

• Consumer representation
• Congressional presentation
• Drivers of policy changes

• Data sharing agreements
• Data 2 Care Project

• Secured funding for Data 4 Care Intervention
• Created brand identity for group



AQMG Challenges

• Peer-Led group
• Consumer involvement
• Geographical disbursement of members  
• Remaining Focused



 Continue quarterly meetings to sustain and improve relationships 
with relevant stakeholders

 Evaluate methods to engage remaining agencies who do not 
participate in the group.

 Continue data collection and review of clinical outcomes to 
ensure we are meeting and/or exceeding HRSA 
standards.Continue group discussions to determine additional 
projects and funding opportunities.

Sustainability Plan for Alabama



Advanced Training Programs
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QI resources that Ohio Used.




Additional Resources



A small group of thoughtful people can change 
the world.  Indeed it is the only thing that ever 

has.
--Margaret Mead





Ashley M. Tarrant, MPH
Chief Operations Officer

Medical Advocacy and Outreach
2900 McGehee Road

Montgomery, AL 36111
Direct line:  (334) 386-0854

Fax:  (334) 281-2308
atarrant@maoi.org

Thank You! 

mailto:atarrant@maoi.org
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