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Continuum of Care

Engaged in
Care

Not in Care

Unaware of diagnosis ~ Aware of the diagnosis  Receiving some Entered care for Cyclical or intermittent ~ Fully engaged in care
(not in care) medical care but not specific diagnosis but user of medical care
specific for the lost to follow up
diagnosis

Adapted from: Giordano TP, Gifford AL, White AC Jr, et al. Retention in care: a challenge to survival with HIV infection. Clin Infect Dis 2007,
44:1493-9.

Modified from: Eldred L, Malitz F. Introduction [to the supplemental issue on the HRSA SPNS Outreach Initiative]. AIDS Patient Care STDS
2007; 21(Suppl 1):S1-S2.




Differences between Ql, Performance
Evaluation and Research

Characteristic Judgement Research Improvement
Aim Achievement New knowledge Improvement
of target of service
Testing strateqy No tests One large, Sequential,
blind test observable tests
Sample size Obtain 100% ‘Just in case’ ‘Just enough’ data
of available, data small, sequential
relevant data samples
Hypothesis No hypothesis Fixed hypothesis Hypothesis flexible;
changes as learning
takes place
Variation Adjust measures to  Design to eliminate  Accept consistent
reduce variation  unwanted variation variation
Determining if No change Statistical tests Run chart or
change is an focus (t-test, F-test, statistical process
improvement chi-square, p-values) control (SPC) charts

Adapted from: “The Three Faces of Performance Management: Improvement, Accountability and
Research.” Solberg, Leif I., Mosser, Gordon and McDonald, Susan Journal on Quality Improvement.
March 1997, Vol23, No. 3.
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HIV Cascade of Care, United States, 2011
Adapted from Gardner et al (11)
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Hypothetical Substance Use Disorders Cascade of Care
for United States Population 12+, 2014. Source: SAMHSA (6]
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Figure 3. Methadone Substitution Treatment Patients, by
Health Authority, BC, 2009/2010 to 2015/2016
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Figure 4. Buprenorphine/Naloxone Treatment Patients, b
16,000 Health Authority, BC, 2010/2011 to 2015/2016
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Figure 14. Percentage of Patients Receiving a

Stabilization Dose of Methadone >60 mg, by Health
Authority, BC, 2009/2010 to 2015/2016
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Figure 15a. Percentage of People Started on Methadone
Maintenance Treatment Retained at 6 Months, by

Health Authority, BC, 2009/2010 to 2014/2015
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Figure 15b. Percentage of People Started on Methadone

Authority, BC, 2009/2010 to 2014/2015"
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OUD Treatment Cascade of Care
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OPEN ACCESS

National Centre for
Epidemiology. Carlos Il Institute
of Health, Madrid, Spain
Consortium for Blomedical
Research In Epidemiclogy and
Public Health (CIBERESP),
Madrid, Spain

Department of Preventive
Medicine and Public Health,
Faculty of Medicine,
Complutense University,
Madrid, Spain

“National School of Public
Health, Carlos lll Institute of

Mortality risk during and after opioid substitution treatment:
systematic review and meta-analysis of cohort studies

Luis Sordo,"-23 Gregorio Barrio,* Maria ) Bravo,'2 B Iciar Indave,'2 Louisa Degenhardt >4
Lucas Wiessing,” Marica Ferri,” Roberto Pastor-Barriuso'-?

ABSTRACT

OBJECTIVE

To compare the risk forall cause and overdose
mortality in people with opioid dependence during
and after substitution treatment with methadone or
buprenorphine and to characterise trends in risk of
mortality afterinitiation and cessation of treatment.

DESIGN
Systematic review and meta-analysis.

DATA SOURCES
Medline, Embase, PsycINFO, and LILACS to September

Retention in methadone and
buprenorphine is associated with
substantial reductions in the rate of all
cause and overdose mortality

The induction phase and the time
immediately after leaving treatment

with both drugs are periods of eople

particularly increased mortality risk. s
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interval 2.65 to 3.86) and reduced to 4.3 and 9.5 in and

out of buprenorphine treatment (2.20, 1.34 to 3.61). In
pooled trend analysis, all cause mortality dropped
sharply overthe first four weeks of methadone
treatment and decreased gradually twoweeks after
leaving treatment. All cause mortality remained stable
during induction and remaining time on buprenorphine
treatment. Overdose mortality evolved similarly, with
pooled overdose mortality rates of 2.6 and 12.7 per
1000 person years in and out of methadone treatment
(unadjusted out-to-in rate ratio 4.80, 2.90t0o 7.96) and
1.4 and 4.6 in and out of buprenorphine treatment.

CONCLUSIONS

Retention in methadone and buprenorphine treatment
is associated with substantial reductions in the risk for
all cause and overdose mortality in people dependent
on opioids. The induction phase onto methadone
treatment and the time immediately after leaving
treatment with both drugs are periods of particularly
increased mortality risk, which should be dealt with by
both public health and clinical strategies to mitigate
such risk. These findings are potentially important, but
further research must be conducted to properly
account for potential confounding and selection bias
in comparisons of mortality risk between opioid
substitution treatments, aswell as throughout periods
in and out of each treatment.

Introduction

Optold dependence 1s a rising drug use disorder with
substantial contribution to the global disease burden.
The absolute number (age standardised prevalence) of
people with oplold dependence worldwide increased
from 10.4 m1llion (0.20%6) In 1990 to 15.5 million (0.2296)
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A couple of cases — optimal
doses

12 days to achieve
optimal dose

vancouver < _—~

qualth

Promoting wellness. Ensuring care,

12




A couple of cases — Not
achieving optimal doses
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Bridging the Gap:
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Science exists:
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a Guideline for the
Clinical Management of

Opioid Addiction

Published 2015
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The Expanded Chronic Care Model

COMMUNITY

Build healthy

public policy HEALTH SYSTEM

Create Information
Supportive Self Managemen Systems
Environment  Develop Personal :

Skills

Strengthen Delivery System Decision
Community Design/Re-orient Support
Action Health Services
i Informed Prepared Prpared
Cﬁ‘mjggy Activated | Proactive Proactive
patient Productive Interactions Practice cgmr't“““'ty
& Relationships Team artners

Population Health Outcomes/
Functional & Clinical Outcomes

Croaind hy:Victoria Barr, Sylvia Rablasan, branda Marin-Link, Lisa Usdsrhill, AnHa Dotiz & Darisns Ravanadals (2002)
Adapted from Glasgow, A., Orieans, C., Wagner, E., Curry, S., Solbsrg, L {2001). Doss the Chronic Care Model also serve as a template for

p
improving prevention? The Milbank Quarterly. 78(4), and'World Health Organization, Helath and Welfare Canada and Canadian Public Health
Assnciation. (198&). Dttawa Chartar romaotion.

Hosp Q. 2003;7(1):73-82.The expanded Chronic Care Model: an integration of concepts and strategies from
vancouver - _— population health promotion and the Chronic Care Model. Barr \VJ, Robinson S, Marin-Link B, Underhill L, Dotts
Health A, Ravensdale D, Salivaras S. Source: Vancouver Island Health Authority.
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Published in final edited form as:
Am J Manag Care. 2005 August : 11(8): 478—488.

A Meta-Analysis of Interventions to Improve Care for Chronic
llinesses

Alexander C. Tsai, PhD,
Department of Epidemiology and Biostatistics, Case Western Reserve University School of
Medicine

Sally C. Morton, PhD,
RAND Health

Carol M. Mangione, MD, MSPH, and
Division of General Internal Medicine and Health Services Research, Department of Medicine,
David Geffen School of Medicine at UCLA

Emmett B. Keeler, PhD
RAND Health

Discussion
Interventions that have incorporate one or more elements of the CCM have had beneficial effects on clinical outcomes

and processes of care for patients, and the results were consistent across a variety of chronic illnesses. Our estimated
pooled effect size estimates, although small-to-moderate-sized, (60) are also broadly consistent with those reported in
prior meta-analyses. Interventions directed at diabetes are, for example, led to a 0.30%-0.47% reduction in hemoglobin
A1c. Managed care organizations may realize benefits from even smaller reductions in mean population values for
continuous risk factors such as lipid levels and hemoglobin A1c. For example, the European Prospective Investigation
of Cancer and Nutrition (EPIC-Norfolk) estimated that a population reduction of 0.2% in hemoglobin A1c could reduce
the prevalence of men with high HbA1c levels (5%-6.9%) from 79% to 57% and reduce excess mortality by 10%. We
found that interventions directed at congestive heart failure led to a 5.6-6.7 point improvement in the Chronic Heart
Failure Questionnaire, slightly less than the 7-9 point difference that is regarded as a minimal clinically important
different on that scale.
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IHI Breakthrough Series
Collaborative Model

Enroll
Participants

Select Topic Prework

P P P
A A A
Develop D D D
S S S

_ Framework
Recruit Faculty  and Changes Summative
* * * * * Congresses and
AP AP?2 AP3 Publications

LS1: Learning Session
AP:Action Period

P-D-S-A: Plan-Do-Study-Act
http://www.ihi.org/resources/pages/ihiwhitepapers/thebreakthroughseriesihiscollaborativemodelforachievingbreakthroughimprovement.aspx

Supports:
Email = Visits = Phone Conferences = Monthy Team Reports = Assessments

vancouver - _—~
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"Dutch Institute for Healthcare
Improvement, PO Box 20064,
3502 LB Utrecht, Netherlands
Centre for Quality of Care
Research, University Medical
Centre St Radboud, Nijmegen
JInstitute of Health Policy and
Management, Erasmus MC,
University Medical Centre
Rotterdam
Correspondence to: LM T Schouten
Lschouten@cbo.nl

doi:10.113&/bemj. 39570749884 BE

RESEARCH

Evidence for the impact of quality improvement
collaboratives: systematic review

Loes M T Schouten, senior consultant,' Marlies E ) L Hulscher, senior researcher,?Jannes | E van Everdingen,
senior consultant,’ Robbert Huijsman, professor,” Richard P T M Grol, professor and director’

ABSTRACT

Objective To evaluate the effectiveness of quality
improvement collaboratives in improving the quality of
care.

Data sources Relevant studies through Medline, Embase,
PsycINFO, CINAHL, and Cochrane databases.

Study selection Two reviewers independently extracted
data on topics, participants, setting, study design, and
outcomes.

Data synthesis Of 1104 articles identified, 72 were
included in the study. Twelve reports representing nine
studies (including two randomised controlled trials) used
a controlled design to measure the effects of the quality
improvement collaborative intervention on care
processes or outcomes of care. Systematic review of these
nine studies showed moderate positive results. Seven

health authorities support nationwide quality pro-
grammes based on this strategy.

Different types of multiorganisational collaboratives
exist, the purpose of which are to improve care."* The
term quality improvement collaborative seems to be
used for different multifaceted packages that focus on
accelerating better outcomes.' Quality improvement
collaboratives are used in different clinical areas and
organisational contexts and have been adopted by
numerous large and small healthcare systems and
individual clinics. These initiatives represent substan-
tial investments of time, effort, and funding in the
delivery of health care, although estimates of the total
investment and applications of the collaborative are
not available.” The strength of the quality improve-
ment collaborative seems to be the relatively efficient

Conclusions The evidence underlying quality
improvement collaboratives is positive butlimited and the

effects cannot be predicted with great certainty.

Despiie these limitations, this review shows that the
evidence underlying quality improvement collabora-
tives is positive but still limited and that the effects

vancouver -~ cannot be predicted with great certainty.
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Real Time Interactive
Operational Research
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Proposed Intervention: BOOST
Structured Learning Collaborative

PREPARATION

Gap in Care

A clear gap
between evidence
and current
practice is
observed

ORAL OPIOID SUBSTITUTION

Participants

Sites form
improvement teams
and begin to align
their aims with the
shared Collaborative
aims

Prep

MEETING

measures, and

change ideas

PLANNING GROUP

Expert ideas shape
the shared aims,

evidence-based

LAUNCH

First in-person
meeting
provides an
orientation to
aims,
methods, and
expectations

THERAPY COLLABORATIVE

LEARNING SESSIONS 1, 2 &
CLOSING CONGRESS

In-person learning, sharing,
networking and planning events

ACTION PERIODS 1/PREP, 2 & 3

Teams plan and test changes using PDSA
cycles, measure progress, and participate
in activities (monthly coaching calls, 1:1
coaching on monthly quality reports,
website, site visits, etc.)

COMMUNITY OF PRACTICE
(SUSTAINABILITY)

Additional activities designed
to help teams stay connected,
sustain performance
improvements, and continue
to progress towards
improving care

Activities are less frequent
and more self-directed

Adapted from The Breakthrough Series: IHI's Collaborative Model for Achieving Breakthrough Improvement. IHI Innovation Series white paper. Boston: Institute for Healthcare Improvement; 2003. (Available at IHl.org)
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Summary:

« Gaps in Care Exist:
— Unknown timing of the Dx and initiation of Rx
— Many patients are not benefiting from optimal OAT doses
— Patients are being lost to care — retention rates are low

* This is not about the provider or the client, this is

about a system that is not designed to respond
to the needs of the client.

* Do not wait for the perfect data to take action!

vancouver




“Knowing is not enough; we must apply.
Willing is not enough; we must do.”

Goethe

vancouver
CoastalHealth
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e Questions?

Rolando Barrios, MD, FRCPC

Senior Medical Director — VCH
Assistant Director — BCCfE in HIV/AIDS

Rolando.barrios@vch.ca

vancouver —

Promoting wellness Ensuring care

24




