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Audit What and Why

Assess level of care delivered by the Nurse
Led Liverpool Community Team against
BHIVA standards

g

' ldentify any gaps or issues to improve
standards of care by the identification of new
working practices




Background and Process

2,560 data entry during the data collection




Background and Process

Standards of Care Standards selected for this audit

for People Living with HIV 2018

Standard 2. Patient-centred Care

Standard 3. HIV Out-patient care and treatment
Standard 4. Complex HIV Care

Standard 5. Sexual & Reproductive Health

BHI VA Standard 6. Psychological Care

STANDARDS OF C,

Standard 7. HIV across the Life Course




Table 1 — HIV Community Nursing — Annual health review overvie

% to
achieve
target

BHIVA

Description (n=34) Target

Has the individual had an annual review 100% 38.2 :
GP Disclosure 95% 0%
GP communication when new health problem or change in medication 95%
Documentation of adherence discussion about ART annually 90% 0%
Documentation of a medication review in the past 15 months 90% 0%
Screening for alcohol use in past year 90% (
Screened for recreational Drug use in the last 12/12 90% 0.
Evidence of discussion about individual need for healthy diet and exercise plan 100% 44.1%
R es u ts ta e Documented record of smoking history in past year 95% 2.1
Documented blood pressure in past year 100%
Documentation of sexual health discussion and offer a screen in the last year 90%
Documented cardiovascular risk score in past 12 months on patients 40+( n=33) 90%
Documented assessment of renal function (eGFR and proteinuria) 90%
Bone fracture risk assessment in last 12 months, if aged 50+ (n=18) 90%
Evidence off TB screen, If from a high-risk country (n=4) 90%
Offered Hep A vaccine, (if required), as per BHIVA guidelines (n=17) 95%
Offered Hep B vaccine, (if required), as per BHIVA guidelines (n=30) 95%
Assessment of Liver disease staging? (n=5) 95%
Evidence of CNT" acting as care co-ordination for those with increased needs 90%
Documentation of current reproductive/contraceptive choice in last year (n=14) 90%
Documented evidence of discussion about PN? / health advisors’ referral 100%
90%
Documentation of annual screening for mental health difficulties 90%
Documentation of proactive screening for identification of potential comorbidities 100%
Documentation of discussion about peer and emotional support services 100%
Evidence of home care plan to support adherence 100%
individualised prescribing of ART to account for specific needs of patient 100%
Achieved improved adherence of ART since referral to CNT 100%
Detectable® viraemia on current ARV therapy? 18/34 90%
Was detectable viraemia managed according to National guidelines? 18/34 90%
Patient satisfaction survey n=16 100%
Evidence that patient received HIV drug information 90%
Evidence of discussion/referral for financial hardship support 100%
Retention in care for 12-months after referral to the HIV community team 90%
Evidence to re-engage LTFU / Need to find 95%

TCNT, community team; 2PN, partner notification; 3\/irological rebound or failure to suppress
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: ; Results: Red Outcomes

Table 1 — HIV Community Nursing — Annual health review overview

% to
Description (n=34) ::rlgve‘: Yes achieve
target

Evidence of discussion about individual need for healthy diet and exercise plan 100% 44.1%
Offered Hep A vaccine, (if required), as per BHIVA guidelines (n=17) 95% 65.6%
Offered Hep B vaccine, (if required), as per BHIVA guidelines (n=30) 95% 48.3%
Documented evidence of discussion about PN2 / health advisors’ referral 100% 61.8%
Documented discussion about recreational drug/chemSex /STl risk (if appropriate) 90% 63.5%
Evidence that patient received HIV drug information 90% 58%

Evidence of discussion/referral for financial hardship support 100% 79%

Evidence of discussion about individual need for healthy diet and exercise plan 100% 44.1%
Offered Hep A vaccine, (if required), as per BHIVA guidelines (n=17) 95% 65.6%
Offered Hep B vaccine, (if required), as per BHIVA guidelines (n=30) 95% 48.3%
Assessment of Liver disease staging? (n=5) 95% 55%

Changing Knowing

Implementing proforma
vaccination documentation

as-needed to include
prompts

patients —a
good and bad
thing
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; Results:

Annual
health review
proforma
prompts

Outcomes

Table 1 — HIV Community Nursing — Annual health review overview

Description (n=34)

% to
Yes achieve
target

BHIVA
Target

Has the individual had an annual review

100% 11.8%

GP communication when new health problem or change in medication

95% 18.5%

Screening for alcohol use in past year

90% 10.6%

Screened for recreational Drug use in the last 12/12

90% 10.6%

Documented record of smoking history in past year

95% 12.1%

Documented blood pressure in past year

100% 14.7%

Documentation of sexual health discussion and offer a screen in the last year

90% 19.4%

Documented cardiovascular risk score in past 12 months on patients 40+( n=33)

90% 8.1%

Bone fracture risk assessment in last 12 months, if aged 50+ (n=18)

90% 12.2%

Documentation of current reproductive/contraceptive choice in last year (n=14)

90% 18.5%

Documentation of discussion about peer and emotional support services

100% 35.3%

Evidence of home care plan to support adherence

100% 14.7%

Achieved improved adherence of ART since referral to CNT1

100% 29.1%

Detectable3 viraemia on current ARV therapy? 18/34

90% 37.1%

Was detectable viraemia managed according to National guidelines? 18/34

90% 34%

1CNT, community team

Patient-
centred care
iInformation

gathering

Individualised
holistic care
planning
(patient choice)

GP Peer support

communication to be re-
implemented | implemented
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Table 1 — HIV Community Nursing — Annual health review overview

% to
Description (n=34) BHIVA Yes achieve

Target target

GP Disclosure 95% 0%
Documentation of adherence discussion about ART annually 90% 0%
Documentation of a medication review in the past 15 months 90% 0%
Documented assessment of renal function (eGFR and proteinuria) 90% 0%
Evidence off TB screen, If from a high-risk country (n=4) 90% 0%
Evidence of CNT? acting as care co-ordination for those with increased needs 90% 0%
Documentation of annual screening for mental health difficulties 90% 0%
Documentation of proactive screening for identification of potential comorbidities 100% 0%
individualised prescribing of ART to account for specific needs of patient 100% 0%
Patient satisfaction survey n=16 100% 0%
Retention in care for 12-months after referral to the HIV community team 90% 0%

Evidence to re-engage LTFU / Need to find 95% 0%
1CNT, community team

Medication Annual' health
Individualised ) : Individualised review
. review Is : . Care ensures
prescribing medication standards of

. essential for i} i i
routine adherence co-ordination care are

prescribing maintained




Implications for clinical practice

Develop SOPS for
vaccine & injectables
| administration
Develop Peer Support & — —

Develop
Document protected time

support offered o — for letter writing
and refusal

— —o Provide drug information
Discussion in different formats at
key points in medication journey

— -® Change documentation templates —
reed coded to improve data gathering




Implication for clinical audits

Is your data
Develop audit gathering method
guestions with appropriate discuss
outcome iﬂ Mlﬂd (patient information leaflet — poor

response)
i l
. Is it easily | L .
| Analysable, some of i Audit h!gh light good
| | practice to shape

mine wasn't discuss . .
INnto best practice

(3 questions in one)

N




