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Objectives

e Describe the ICAP Pediatrics Standards of Care

e Define the goals of the ICAP SOC

o Describe the rationale for the SOC

e Describe how to measure and utilize the SOC
 Describe how to integrate them into routine practice




What Is a Standard of Care?

Quality of care indicator or summary measure of an
aspect of clinical care

Evaluates system performance not individuals

Based on scientific evidence, guidelines and best
practice

Used to improve quality of care provided to patients
Not intended to grade performance




Why Do We Need Standards of
Care?

 Measure and assess the quality of care provided at
a site

* Define possible barriers to providing high quality
care

* Define system problems and causes

 lIdentify solutions and design interventions to
ensure that patients receive appropriate care/clinical
Interventions

« Work with staff to make changes and implement
solutions




Why Do We Need SOCs for HIV-
exposed and HIV-infected Children?

« Slightly different needs

— HIV-exposed infants are usually engaged in care
until HIV-infection is confirmed or excluded, this
IS usually for 1-2 years,

— HIV-infected children need chronic lifelong care
e Seen in different settings, by different staff

— In certain areas care for exposed infants is part of
PMTCT program




SOC for HIV-Exposed
Infants

All HIV-exposed infants should have growth
monitoring

All HIV-exposed infants should be started on CPT
by 4-6 weeks of age

All HIV-exposed infants should have DNA PCR
done by 6-8 weeks of age

All HIV-exposed infants should have a final
Infection status by 18 months of age or by 6
weeks post-weaning




Rationale for Cotrimoxazole
Prophylactic Therapy for All Exposed
Infants by 4-6 Weeks of Age

 PCP is common in infants and occurs early

* In HIV-exposed infants, PCP often presents before
diagnosis of HIV is made

« CPT has been shown to be a cheap, effective way
to decrease morbidity and mortality




CP Is the most Common Ol in Young Infants
and Occurs Before Diagnosis Is Made




SOC for HIV-Infected Children
(1)

1. All HIV-infected children should have growth
monitoring

2. All HIV-infected children should have
neurodevelopmental screening at least every 6
months

3. All HIV-infected children should be provided with
CPT per CD4 criteria

4. All HIV-infected children should have CD4
testing done at least every 6 months




SOC for HIV-Infected Children
(1)

5. All HIV-infected children should be evaluated
guarterly

6. All HIV-infected children meeting eligibility criteria
should initiate HAART

7. All HIV-infected children on HAART should be

assessed for weight appropriate dosage of ARVs
every 3 months

8. In areas of malaria risk, all HIV-infected children
should receive treated bed nets for malaria
prevention




Rationale for Cotrimoxazole Prophylaxis
Therapy In HIV-infected Children

 PCP is the most common AIDS defining illness in
HIV-infected children

 CPT decreases morbidity and mortality in HIV-
Infected children

 CPT offers protection against other infections
Including diarrheal diseases and malaria




PCP Is Common in HIV-infected
Children with Pneumonia
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CPT Prevents Death in Children with HIV
The CHAP Trial

e At a median follow-up of
19 months
— mortality in the CTX group
= 28%
— mortality in the placebo
group = 42%
o Decreased mortality by
43%
e Decreased
hospitalizations by 23 %

Chintu et,al. Lancet 2004:364:1865-71




CPT Prevents Malaria In Endemic Areas

« CHAMRP trial in Uganda evaluated efficacy of CTX in
preventing malaria in HIV-infected children

e 300 HIV-infected children, all on CPT and 88% used ITN
compared with a cohort of 561 non HIV-infected children,
only 12% used ITN, and non received CPT

* Presence of mutations associated with antifolate
resistance was common in both groups:

— 100% in HIV-infected children compared to 75% in
the HIV-uninfected children

« CTX alone decreased malaria risk by 35%
« CTXand ITN decreased malaria risk by 97%

« Malaria accounted for only 4% of fever episodes
compared with 33% in the community based cohort

Gasasira A et.al., CROI 2007 Abstract 78




ICAP Standards of Care ‘Package’

e Pediatric SOCs

— List of standards for HIV-exposed and infected
children

— Measure of the SOC
— Definitions for numerator and denominator
— Possible sources of information

— Guide for evaluation of program quality and possible
actions

« Data Reporting Form
» Toolkit for implementing the SOCs

— Suggestions on how to improve quality of care
— Toolbox of ICAP resources




ICAP SOC for HIV-exposed Infants

ICAP Standards of Care
for PEDIATRICS

Quarterly Measure of SOC

Numerator
Denominator

Possible source of
information

Evaluation of Program Quality

Result of quarterly measure of SOC

All HIV-exposed infants
should have growth
monitoring

Proportion of HIV-exposed
infants who have accurately
plotted growth
measurements

# of HIV-exposed infants
with complete accurately
plotted growth
measurements

# of charts reviewed

HIV-exposed infant
charts

All HIV-exposed infants
should be started on
cotrimoxazole preventive
therapy by 4-6 weeks of age

Proportion of HIV-exposed
infants who received CPT by
6 weeks of age

# of HIV-exposed infants
on CTX by 6 weeks of age

# of HIV exposed infants >
6 weeks of age

HIV-exposed infant
charts

or PMTCT register

All HIV-exposed infants
should get DNA PCR done by
6-8 weeks of age

Proportion of HIV-exposed
infants who get DNA PCR by
8 weeks of age

# of HIV-exposed infants
with DNA PCR done by 8
weeks of age

# of HIV exposed infants >
8 weeks of age

HIV-exposed infant
charts

or PMTCT register

All HIV-exposed infants
should have a final infection
status by 18 months of age or
by 6 weeks post-weaning

Proportion of HIV-exposed
infants with a final infection
status by 18 months of age or
by 6 weeks post weaning

# of HIV-exposed infants
with a documented final
infection status

# of HIV-exposed infants
registered in follow-up
care

HIV-exposed infant
charts

or PMTCT register

Possible actions

80-94%

Prioritize and
evaluate next
quarter

75-94%

Prioritize and
evaluate next
quarter

80-94%

Prioritize and
evaluate next
quarter

60-94%

Prioritize and
evaluate next
quarter




ICAP SOC for HIV-infected Children

ICAP Pediatric
Standards of Care

Quarterly Measure of
SOC

Numerator
Denominator

Possible source
of information

Evaluation of Program Quality

Result of Quarterly measure of SOC

All HIV-infected children
should have growth
monitoring

Proportion of HIV-infected
children who have
accurately plotted growth
measurements

# of HIV-infected children
with complete, accurately
plotted growth

measurements

# of charts reviewed

Pediatric charts

All HIV-infected children
should have
neurodevelopmental
screening at least every
6 months

Proportion of HIV-infected
children who have
neurodevelopmental screen
documented in the chart
within the past 6 months

# of HIV-infected children
with neurodevelopmental
screen completed in the past

6 months

# of charts reviewed

Pediatric charts

All HIV-infected children
should be provided with
cotrimoxazole
preventive therapy (CPT)
per CD4 criteria

Proportion of HIV-infected
children who received CPT
according to CD4 criteria

# of HIV-infected children
who received CPT per CD4
criteria

# of HIV-infected eligible
children

Pediatric charts or
pharmacy records

All HIV-infected children
should have CD4 testing
done at least every 6
months

Proportion of HIV-infected
children who have had a
CD4 result within the past 6
months

# of HIV-infected children
who have CD4 result in past
6 months

# of charts reviewed

Pediatric charts or
Care and
Treatment register

Possible actions

80-94%

Prioritize and
evaluate next
quarter

80-94%

Prioritize and
evaluate next
quarter

80-94%

Prioritize and
evaluate next
quarter

80-94%

Prioritize and
evaluate next
quarter




ICAP SOC for HIV-infected Children

Evaluation of Program Quality

ICAP Standards of Quarterly Measure of Numerator Possible source of
Care for SOoC Denominator information Result of quarterly measure of SOC
PEDIATRICS Possible actions
# of HIV-infected children 80-94%
All HIV-infected Proportion of HIV-infected with 2 clinical encounters Pediatric charts
children should be children with at least 2 in the past 6 months or Care and B e
evaluated quarterly clinical encounters within Treatment register evaluate next
the past 6 months # of charts reviewed quarter
# of HIV-infected children 80-94%
All HIV-infected Proportion of HIV-infected on HAART based on CD4 Pediatric charts or
children meeting children eligible for criteria Care and Treatment
eligibility criteria treatment according to register Bz and
should initiate HAART national guidelines who are # of eligible children avaEliEiE mos
on HAART quarter
# of children on HAART 80-94%
All children on HAART Proportion of children on with recorded weight and Pediatric charts or
should be assessed for HAART with recorded weight appropriate ARV dose pharmacy records Prioritize and
weight appropriate and appropriate ARV dose evaluate next
dosage of ARVs every every 3 months # of children on HAART quarter
3 months
In areas of malaria risk Proportion of HIV-infected # of HIV-infected children 75-94%
, all HIV-infected children receiving bednets receiving bed nets Pediatric charts or
children should supply/procurement Prioritize and

receive insecticide

i # of charts reviewed data base
impregnated bed nets

evaluate next
quarter




How to Utilize the SOC Package

e Itis a package of tools to be used by clinical
advisors to:

— ldentify priority elements of care

— Assess and measure the quality of care provided
— ldentify barriers and problems

— Design and implement interventions/ solutions




How do you measure the SOC? (1)

Proportion of HIV-exposed infants who received
CPT by 6 weeks of age

e Total number of HIV-exposed infants in the Family
Care Clinic = 60

* Determine the sample size

— Look at the sample size table and decide on how
many charts to review

o Sample size from table = 20
o Target population

— HIV-exposed infants > 6 weeks of age enrolled in
care




Sample Size Table




How Do You Measure the SOC? (Il)

Review exposed infants charts and collect the data using the data
reporting form OR abstract data from the PMTCT infant register

Complete one data form for each infant

Sample data reporting form

1. Isthe HIV-exposed infant >6 weeks of age?
No [skip to #3]
Yes [continue to #2]

2. Did infant receive CPT by 4-6 weeks of age? [documented in
chart?]

Yes: The patient received CPT by 6 weeks of age

No: The patient received CPT at > 6 weeks ofage [
weeks of age]

No: No documentation that patient ever received CPT




How Do You Measure the SOC? (lll)

 Number of HIV-exposed infants > 6 weeks of age =20

 Number of HIV-exposed infants prescribed CPT by 6
weeks=5

 Number of HIV exposed infants prescribed CPT at > 6
weeks =15

 Number of HIV-exposed infants with no documentation
=0
 Numerator and denominator

— Numerator (# of HIV-exposed infants prescribed
CPT by 6 weeks of age=5)

— Denominator (# of HIV-exposed infants > 6 weeks
of age =20)




Result of the Measure of the SOC

* Proportion of HIV-exposed so;
iInfants prescribed CPT by 70

6 weeks of age 601

=5 x100 = 25% 50-

20 40+

 Only 25% of HIV-exposed 28:

Infants received CPT by 6 0.

weeks of age 0
 However, majority of the CPT CPT No
Infants received CPT > 6 @6 @> CPT

weeks of age wks 6

wks




Evaluation of Program Quality

ICAP Standards of
Care for PEDIATRICS

Quarterly Measure of
SOC

Numerator
Denominator

Possible source of
information

Evaluation of Program Quality

Result of Quarterly measure of SOC

All HIV-exposed infants
should have growth
monitoring

Proportion of HIV-
exposed infants who
have accurately plotted
growth measurements

# of HIV-exposed
infants with complete
accurately plotted
growth measurements

# of charts reviewed

HIV-exposed infant
charts or PMT

All HIV-exposed infants
should be started on
cotrimoxazole preventive
therapy by 4-6 weeks of
age

Proportion of HIV-
exposed infants who
received CPT by 6
weeks of age

# of HIV-exposed
infants on CTX by 6
weeks of age

# of HIV exposed infants
> 6 weeks of age

HIV-exposed infant
charts

or PMTCT register

All HIV-exposed infants
should get DNA PCR
done by 6-8 weeks of age

Proportion of HIV-
exposed infants who
get DNA PCR by 8
weeks of age

# of HIV-exposed
infants with DNA PCR
done by 8 weeks of age

# of HIV exposed infants
> 8 weeks of age

HIV-exposed infant
charts

or PMTCT register

All HIV-exposed infants
should have a final
infection status by 18
months of age or by 6
weeks post-weaning

Proportion of HIV-
exposed infants with a
final infection status by
18 months of age or by
6 weeks post weaning

# of HIV-exposed
infants with a
documented final
infection status

# of HIV-exposed
infants registered in
follow-up care

HIV-exposed infant
charts

or PMTCT register

Possible actions

80-94%

Prioritize and
evaluate next
quarter

75-94%

Prioritize and
evaluate next
quarter

80-94%

Prioritize and
evaluate next
quarter

60-94%

Prioritize and
evaluate next
quarter




Questions to Ask When ldentifying
Barriers to Early Initiation of CTX?

« Why is CTX started after 6 weeks of age?
— Is PMTCT linked to follow-up of exposed infants?

— When are mother’s told to bring their infants for
follow-up care?

— Do infant follow-up visits conflict with vaccination
VISItS?

— What systems are in place to decrease missed
appointments and lost to follow-up?

— Who prescribes cotrimoxazole and who refills
prescriptions?




Design a Quality Improvement
Intervention

o Strengthen early infant follow-up
— Improve linkage between PMTCT and infant follow-up
— Give first appointment for follow-up at birth

— Active outreach in the community to encourage early
postnatal follow-up

— Modify visit schedule to coincide with vaccination visit
* Improve tracking defaulters
— Appointment cards, registers, appointment book etc
— ldentify CHW to track defaulters
e Onsite Training

— Training module- Care of HIV-exposed infants and
Cotrimoxazole Therapy

— CTX pocket cards




How to Integrate SOC into Routine
Practice

» Decide on frequency of evaluations
 Who will perform evaluations

 What resources and support are needed
« How to present feedback to the site

* Problem solve and develop strategies to address
Issues with the site staff

* Be realistic -Not all problems are local, some have
to do with supply chain, guidelines etc.

e Return to re-evaluate




Summary

The goal of the ICAP Pediatric SOC is to
Improve quality of care provided to patients

Not a grade or test of site performance but
tool to help identify problem areas

Looks at the whole system of care and not
Individuals

Enables you to focus on problems, prioritize
Implement interventions/solutions with
resources available




