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Assessing and strengthening the quality of VL testing

data within HIV programmes and patient monitoring
systems —overview of WHO-UNAIDS-PEPFAR-GF Joint tool
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Presentation outline

Introduction into importance of data quality and common VL testing data
challenges

Overview of key recommended approaches for VL testing data quality
assurance (joint WHO-UNAIDS-PEPFAR-GF module for strengthening VL
data testing data quality assurance and patient monitoring systems)

® Highlight available tools included in the module for country adaptation

® Follow up on DQ assurance activities -examples recommended for long

term DQJ
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Context

® Growing emphasis on data quality (DQ) & use - from Ministries of Health and partners to
improve patient management, programmatic impact, enable performance monitoring and
increase accountability

® Achieving 95-95-95 targets - requires collecting and reporting accurate data in real time to
understand where gaps in service delivery remain and data use to improve programme
implementation

® Need to strengthen DQ along the entire HIV cascade -historically DQ improvement (DQI)
activities prioritised HIV treatment indicators but strengthening DQ and use along the
entire cascade of HIV services is essential for ensuring quality and continuity of HIV care

® Viral suppression as key outcome of HIV treatment - ensuring accurate and timely VL data,
with the results available for use is critical for enhancing programmatic impact and
improved clinical care and outcomes for PLHIV
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Context

® DQA tool developed: In 2018 WHO-UNAIDS-PEPFAR-Global Fund e
launched an implementation tool for national data quality assessment
(DQA) for HIV treatment and patient monitoring systems

DATA QUALITY
ASSESSMENT OF NATIONAL

® Uptake of DQA implementation: a number of countries implemented D PARTNERY

MONITORING SYSTEMS

national DQAs of HIV treatment data between 2018 and 2019 following
release of the DQA tool

® Sustainability and moving towards long term DQI: Need for routine DQ
assurance activities to enable integration within programmes as part of
efforts to strengthen health information systems and long-term DQ
improvement strategies identified

® New DQ module: In 2020 WHO-UNAIDS-PEPFAR-Global Fund developed
a supplement data quality module for routine data quality assurance
activities to assess and strengthen viral load testing data within HIV
programmes and HIV patient monitoring systems
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Objectives of WHO-UNAIDS-PEPFAR-GF DQ module ((f )

» Enable rapid assessment and verification of the quality and coverage
of VL testing data, including completeness, reliability and accuracy at
select facilities and laboratories on a routine basis

» Assess bottlenecks to improving DQ, including those linked to the
return of test results to facilities and patient records (including EMR and
LIMS) to improve care and feed into the development of strategies to
reduce VL result turnaround time

» Address DQ and service flow for both laboratory or referral testing
and point-of-care or facility-based testing and potential differences




Objectives (cont.) @'

» Developing and implementing key remedial actions to address the root
causes of identiflied DQ challenges in VL monitoring and strengthen data systems

» Ensure the rapid use of VL testing data to improve patient care and
programme management, for example to implement differentiated care for
stable patients or support the management of patients with elevated VL and

respond to gaps in viral suppression

World Health

/¥ Organization



Challenges linked to availability and use of VL testing data assessed by routine
data quality assurance activities

Challenges Response

« | Representativeness of VL testing data as —> *
routine VL testing may not be provided at all
health facilities or to all populations

* Delays in timely transmission, receipt and use  mm)
of VL testing data

* Inconsistency in data between different data

Assess completeness of VL monitoring at health
facility and laboratory level and determine VL
testing coverage

Identify bottlenecks in reporting and return of VL
results to support implementation of remedial
actions to improve data flow and ensure use of
results for improve patient care

sources (e.g. EMR vs. Laboratory information * Identification and verification of level of

management system vs. paper laboratory —> concordance in VL test results between data

forms) sources to establish the origin of data quality issues
» Lack of disaggregated data on VL coverage & * Assess whether country data systems can meet

suppression by age, sex, pregnancy status, key =)
population and TB status

needs for disaggregated information to support
identification of gaps in service delivery for specific
popultions
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Focus on VL suppression and
coverage

e VL suppression and testing coverage recommended to be
given priority for routine DQ assurance activities and
should align with MoH indicators

e Turnaround time of VL results should also be assessed
given importance of timely transmission and receipt of VL
results for data completeness and quality of care

e Countries may also consider including other indicators that
are of programmatic and clinical priority in accordance

with their needs and context.

1 2020 HIV
strategic
“information | )
' guidelines IR

T

RS A\ATL N VSR % of PLHIV on ART (for at least
suppressed VL 6 months) who have virological
(WHO 2020 GL suppression (based on routine
code: AV.3) VL testing)

\EIRGELRESILGEEE % of people on ART (at least 6
coverage months) with viral load test
(WHO 2020 GL results

code: AV.6)
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Example of recommended\
indicators: VL coverage,
# suppression and test
turnaround time. Data
sources and elements and
time period for assessing

the reported data to be

Determine Select Identify also determined
the purpose levels and sites indicators, data sources, j

to be included and reporting period
Will guide the selection of the most
appropriate DQ assurance activity

Standardized tools developed
for VL monitoring indicators
should be used and pilot
tested before use. Selected
HF and/or labs contacted to
identify date and time for DQ
DE"ﬂ'EIﬂp Review Conduct assurance activity
a system strengthening plan, outputs and findings Site wisits )
including follow-up actions

Feedback of the output and findings of
DQ assurance activities provided to
facility or lab staff incl. management,
as part of the site out-brief

S0Unce: Rourine data guaiity sssessment fool — wer manual (8]




Menu of recommended DQ assurance activities (1)

Description

1. Routine data quality assessment

External assessment conducted by
supervisors focusing on:

e Indicator verification: recount of VL
indicators at the facility or laboratory
level and comparison against the
numbers reported to the ministry of
health routinely and partners if
appropriate

e Data completeness checks

e Cross-validation of a sample of
facility records across different
sources (paper versus EMR or
laboratory result forms and VL
databases or LIMS) to determine the
consistency of data across data
sources

e Mapping of data and service
delivery flow (Annex B)

Strengths

Limitations

Implementation considerations

v/ Enables on the spot feedback &
mentoring

v Cross-validation enables DQ issues to
be identified that may only be evident
in one data source

v Verified recounts from source
documents of no. of eligible PLHIV
receiving VL test & verification of the
viral suppression indicator enable site-
level correction of data

v Mapping of data & service delivery
flow enables data deficiencies or
bottlenecks to be identified and
corrected within the data workflow,
including returning VL results to
facilities and patient records

v’ Site-specific action plans are a key
output of DQA exercises and identify
key remedial actions to improve DQ

More costly and human
resource and time intensive

e Routine DQAs do not need to be
national & can be done in a
selected number of sites

e  Quicker to implement than
national DQA depending on the
number of sites and number of
patient files sampled

e Can be implemented more
frequently than national DQAs or
audits

e Criteria for selection: desire or
need to verify reported VL
indicators either externally or
coordinated by ministries of
health in collaboration with
partners

e Frequency: semi-annually or
annually
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Main activities implemented during a routine DQA

Introductory discussions with key staff of the site including facility management and service providers

Review and completion of informed consent (see Annex A)

Assessment of service delivery and data flow processes for VL testing from the facility to lab and from lab to facility to identify
& address data deficiencies or bottlenecks within the data workflow in real time (see Annex B)

Completeness checks of VL monitoring data within all or sample of patient files (see Annex C and Annex D)

Cross-validation of data elements of sample of patient files with lab forms, LIMS and/or EMR (see Annex C and Annex D)

Recount and recreation of viral suppression and coverage indictors (see Annex E)

Feedback of findings to facility & lab team & developing a DQI plan for site(s) (see Annexes F and )

On-the-spot mentoring and feedback as required throughout the exercise
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Tool available for assessing data flow and bottlenecks

Annex B
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HIV STRATEGIC INFORMATION FOR IMPACT

MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA

WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

'WEB ANNEX B: MAP OF PATIENT, VIRAL LOAD SAMPLE AND
DOCUMENTATION FLOW

AUGUST 2020

Name of intarviewee Name of facility

Introductory script for data and service mapping

Thank you for having us at your facility today. We would like to locate and fix any
data defects or bottlenacks within the data workflow to improve the quality of
information gathered in real time and moving forward. We would like to help to
strengthen and streamline the process for validating patient health information.

Today, we are interested in leaming about the data and service quality challenges
and successes at your site. These guiding questions and the site visit will be an
opportunity to delve deep into the challenges, successes, best practices and

Facility code

innovation in the health information systems here at your facility. To begin, we
would like you to walk us through the process of ordering a viral load
test for a patient. Where does the patient go for sample collection, what
happens if a patient does not get a sample drawn? What happens when
viral load test results are not received? Is there a mechanism to follow up
with the laboratory on tests that have ordered but no results received?
Are there any bottlenecks in the process and, if so, where are they?

Instruction: sketch a map of service delivery flow based on the responses to the
questions highlighted above.

INSTRUCTIONS: SKETCH A ROUGH MAP AKD MAKE NOTES OF SPECIFIC BEST PRACTICES OR POTENTIAL IMPROVEMENTS FOR EFFICIENCY IN DATA FLOW

= |sviral load testing performed routinely or tangetsd at specific populstions?

= Are any prompts or took used to remind service providers to order a viral load test for
eligibdz patients?

= What tooks are usad to arder aviral load test and who completes them?

= How often are viral load samples pideed up for transpart to the laboratory? Is the schedule
for pick-up followed? Rezsons for dewiations?

= How are results transmitted from the kb to the amtwetroviral therapy dinic?

= What toods are usad to recoed wiral baad test results

= Are any tools used to support the follow-up of patients with elevated viral lnad?
= How are the returned results entered Into patient files and by whom?

= How are viral load results provided to patients?

=+ What 15 the process of updating registers after patient visits?

» Who enters the data In registers or electronic medical records {f relevant)

= Are any tools used to monttor sample collection kits and biood draw—relsted commodities?

MOT4 NOILYINIWNI0Q
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=

List 3-5 orftical challenges inpacting viral load monitoring and scale-up in your faclity
1.

2z

w
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5.

Provide any comments, best practices or recommendations for strengthening viral load monitoring and scale-up that could be applicable to other settings
1.




Tool available for indicator recount and verification

Annex E
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HIV STRATEGIC INFORMATION FOR IMPACT

MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA

WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

'WEB ANNEX E: TOOLS FOR RECOUNTING VIRAL LOAD
TESTING INDICATORS

AUGUST 2020

WEB ANNEX E TOOLS FOR RECOUNTING VIRAL LOAD TESTING

INDICATORS

The objective of this ool i
calujabes e viral load (VL) cowerage and suppeession
icators and establish the definitions being woed for these;
{2) to enable these indicators 1o be recaloulated; and (3
enable B verification facior to be caloulated, which s a
measure for comparison between recounted and reported
indicatoes. External assessment teams are recommended
o work with faclity staff, sech as data deris Eamikar with

(1} 1o understand how the site.

o

each indicator.

[Form 1: [COUNTRY MAME] VL Ingicator venfication RECORDING SHEETS

daita systems in use, indicafion definitions and calculation
methods to ensere that indicators are acosrxsly verified
with the required disaggregation.

Method for validating data on VL testing

Irestrucsions for the data quality sssm=ment team: plaaze
describe in detail the method your team wsed o vabdaie

Sita Mame

1. PERCENTAGE OF PEOPLE RECEIVING AST AT LEAST § MONTHS WITH WL TEST RESULTS (TESTING COVERAGE}
12 Dafinition of St mathed (how dods the tie coilact Jnd raport tis indkatonc

0, how T

Vit Data

Team &

Cefiniion of e st method to micslae he sumenaor
s B sl mcthod for Hhe aumemior coesisieal with Bie minkiry of heskh method? [ Yes [ Mo
Definkion of sz nethed D micvkw donomingior

s B sl mothod for fho denomisios onskiont with e minky of hal method? [ % [ Mo

Owvrall, k& e s mel

mal [
it you bk o o)
(RS .

Which i e o
] Pationt madical
] aF rageasy

[ Lsbosatony repert
[ ectronic ragsaer
] Lsbosaiony imbam:
[ oehor
D=t how you

i whcubd e e e of

2. PROPORTION OF PEOPLE RECEIVING KRT FOR AT LEAST & MONTHS WHO HAVE SUPPRESSED VL

™ thod (how o i <pibect 2nd Faport

INDMH:IIMM:

T Recsaation of fha indhcaion ushag sita ane tha minkstry of haalth
The matwd isadby e minssy ol haay

I B2 412 mthod comistant with e mlakary of rearn memodr [ tes [ Ma

2 method (F dfrert T B TINET) of Heat method

Wore you o 1o Cakculais g B mckwod ar By e mina of RaaHiT
[J% (M0 oo opiic

Wore you a0 (el g B b mebad?
[J% (M0 oo opia

SECTION 1 REPORTED SITE DATA

Complets Tabiles A5.1 and A5.2 wsing the reparted site-level
resubts from minisiry of health for the selacted pesiod. e

of health results cam be acressed ming the ministry of heahti

mornthhy reports found at the bealth facility o theough an
altenative health ministry mechanizm (2 health iformation
sere in verify the comect time frame being reviewsd ministry  system such a5 DHISZ if possible).

Sita Mama Wisit Data

THBLE 5.1 DATA COLLECTION TOOL — REPDRATED SITE DATA OH THE NUMBER AND PERCEN]

AT LEAET & NONTHE WITH ¥L TEST RESULTS (VL COVERAZE)

Haalth ministry data sowcs (s} reviowsd

Health ministry moathly

"'.:‘.’..r....‘ 'ﬂ;‘: ".'."‘I.""" e

W1 i el

SECTION 2 RECREATING THE INDICATORS

Comgplete Tables A5.3 and AS.4 using the same methods
the kealth fadility wses for calculating the indicators [site
metiod) when they complets the rascnal minisry of health
reperting tocl and if relevant parines data collection toal.

Record the rumbers recreated for sach indicator in the site
method section in zach of the tables.

Sito Nama Wisit Dafin Team #

TABLE A5.1 DATR COLLECTION TOOL — REPDRTED SITE DATA OM THE MUMBER AMD PERCENTAGE OF PEOPLE RECEIVING ART FOR
AT LEAST & MONTHS WITH WL TEST RESULTS (VL COVERRASE]

I the site mathod diffars from the national ministry of health recommended mathed of calculating the percantage of peopla
racsiving ART at least § miaths} with VL test results, racount using both mathods and racoed this in the appropriatn columns.
I addition, i thera is an electronic medical recnrds systom or a kaboeatory information management systam {LIME] but it is not
usad to worify tha number and| myorhmdpmplnum a Wl rossit, tha oloctronic medical records or LIMS columa can ba esod
‘o induds thesa totals as ma&hml:

Tha verification factor & th messura for batwesan ¢

aportad indicaters and is caboslated 2= Follows:

[recounied indicatorieporied indicator) Smes 100,
Reporting pericd: quaries. year

['Whith dai spurmes: oid you w2 o calcasie by the mpkby of Bl rood’
] ationt medical chart

] AT rogisier

(] tsbosatony roporting tormes

[ Elctronic ragsaos o ckockank MOckal s

[ Letomiey momation srsion

[Whith g2 scurces o you s i caloakste by the 53 pothod?
] rationt madical chas

] AT rogisier

(] tsbosatony roporting tormes

[ Elctronic ragsaos o ekockank Mookl s

[ Letoriey mamation sysion

[] o

|CLixter
Descsibe bow you calcvisted wsing the punsky ol beall) mecchod

Cisixbe how you cakcbiaind Lring i i s 1 11 the e 25 B
iristry of hoa h esrription e, s note St

Tt v e b Lo ettt et by pares.

Section 1 will be completed using the national steieel

reported reselts (such 25 from DHEZ or quartery minissry of
Eeaith reports) for the spedfic quarier of intesest and using
facility-tewel monthly aggregate results for the months that

worrespond to the quarter of interest.

The resuits from these months for the Y1 indicators will be

directy transcribed in Tables AS 1 and AS 2.

Section 2 wil be completed by recreating the V1 indicators
at the site level. The dats quakity ssessment team should work
with the bealth fadlity staff i understand what tooks and
systems are being wsed to cilodate the national YL indicators
and o replicie that peocsss. The ressits from the recested
indicators will then be used to complete Tables A5.3 and A5.4.

neam
[xnoming ior

% 1T ARG ART
»i noetn Wit
L il 111

Tonominaion
% e ANGART
»k noetn Wit
vl kst resals
| Confrmed TE or T traabod
e
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W raaRrgAR
»k noetn Wit
¥l kst szl
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Menu of recommended DQ assurance activities (2)

2. DQ monitoring via supportive supervision

Description

External assessment conducted at the
same time as supportive supervision for
programme monitoring focusing on
assessing:

e Data completeness checks

e Cross-validation of a sample of
facility records across different
sources (paper versus EMR or
laboratory result forms and VL
databases or LIMS) to determine the
consistency of data across data
sources

e Mapping of data and service
delivery flow (Annex B)

e Assessment of service delivery and
guality, including clinical care and
laboratory aspects (Annexes C and D)

Strengths

Limitations

Implementation considerations

v/ Enables on the spot feedback &
mentoring

v Cross-validation enables DQ issues to
be identified that may only be evident
in one data source

v" DQ monitoring conducted at the
same time as supportive supervision
provides a convenient and cost-
effective method for integration
within programme monitoring
activities

v' Can be implemented more
frequently than routine DQAS since
there is no recount and recreation of
indicators and thus quicker to
conduct

Usually involves assessing
both service delivery and
quality as well as DQ and
may therefore be less time
for conducting more
comprehensive DQ checks

Criteria for_selection: desire or
need to conduct joint assessment
of DQ and service delivery and
quality or use existing supervision
activities for DQI

Frequency: semi-annually

World Health
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DQ monitoring via supportive supervision — tools available

i World Health
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ifor joint assessment of
i service delivery and quality

i Wmﬂmmmqmbmmdmwmm”msm mmmmmmm
the findings can be used to develop = faility-snecfic VI servi data quality impr 'plan. This 3 shart
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MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA
WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

T00L ALITYND V1V ANY

Introductery briefing meeting with key Ecility | Routine testing provided for all patients:

| ding meanagement, labaratory focal pointand | /N (please cedle}
'WEB ANNEX C: SHORT CLINICAL FACILITY VIRAL LOAD 4 ol o
SERVICE AND DATA QUALITY TOOL ol pptors gt | S e s s

pns or groups

If yes, spectfy population(=):

AUGUST 2020

H v sample was collected from the Eacility

phe WL testing lab database for the rumber

f= for this facility over a speciic time period
he previous 1 manth, 3 months or & manths),
samples pending processing and refected

5

ot zpplicable (f data from
testing lab not accessibis)

Mumber of high VL test
resulis [z 1000 coplesml} | management system}
reparted by the VL testing
e for this facility

VL testing lab database (W1 sample | During the same time pericd above refer to the VL
testing lab database for the rumber of high (=1000
cogiesimL) WL results from this facliny

Mot zpplicable (f data from
testing lab not accessil)

JJIAY3S AV0T TYHIA ALITIIVA TYIINITI LHOHS 3 XINNY 8IM
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HIV STRATEGIC INFORMATION FOR IMPACT

MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA
WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

WEB ANNEX D: DETAILED CLINICAL FACILITY VIRAL LOAD
ASSESSMENT TOOL

AUGUST 2020

Annex D: Detailed tool
for joint assessment of
service delivery and
quality & DQ

25

WEB ANNEX D DETAILED CLINICAL FACILITY VIRAL LOAD

ASSESSMENT TOOL

Dbjectives

Part 1: Facility profile and scorecard

= To gather sitsational asalysis information regarding
the facility's readiness to provide rowtine vical load VL)
maritoring for peaple receving antiresrovical thecagy
[ART)

» To assess chinical systems in plzce for implementing routine
VL testing and interpretation

» To serve a5 a scorecand for monitoring and documenting
improvements

Part 2: Scoring and summary

Toprovide a standitizes mescarement t dozwment
and chnical facikty impr

MNote: for the purpeses of this YL data quality (DQ)
assessment module, questions focusing on data
quality, flow, tools and reporting are highlghted.
The greyed-out sections To0us on service dellys

and guality but are stll Important to Inchude. It is
Intended that cowntries select and use the questions
that are appropriate for thelr context and moaftoring
megds 1o enable joint assessment of service delvery
and data quality.

Part 3: Data quality assurance
Rourine chadks 1 azees the completeness and consstancy of
reporting of VL data and data elements across different soerces.

» Mo = no cvidence = 0 pait

« Enter WIA in commant ssctioe  the element iz not
applicable to the situation and exdude from scuring

» Sections 2 and 3 contain qusstions that requie
observation of materiaks for scom = yes; these questions
are indicated by the icon (.

» Tally the total paints fur each section and trassaribe to the
table in Part 2: Scaing and summary

Instructions for assessors
» Familiarize yourseli with the scorecard

» Explain the objectives of the scorecard to facility in-charge,
ART dinicians, labaratory manager or officer, monitoring
and evaluation oficer o data derk or designes be
completing the scarscard

» Request the availasility of registers, took and patient
recards {when aplicable) a1 the beginning to make the
review mare efficent [s2e the lst page with the table of
requested documests}
~ Natianal guidelines
— AT register
VL requisition form
— Standard operating procedures and jab sids for VL
ardering, sample cllestion, documesting and recording
results, retursing results, patient managemest and filing
aut monitoring and evaluation tols

— VL sample collection log

Part 4: Debrief — Specimen transport log

T disums Frdings md ity — Patient and ity education materials related o VL
) e — Enbanced adherence counselling toaks

» Dibief scomeard findings with faciity i-charge, ART —Vigh VL regiter

cinidans, lsboratory marager, qeakty officer andiothes stxif
» Discuss amy corrective sctions andicr recommenations

with facikty in-charge, ART dinicians, laboratory manager,
quality officer andlor staff

Scoring

For eath slemet, 2ssess level of completion by identifying
abjective evidence.

Ched:

» Yes = complete and fully implemented = 1 point

» Partial — evidence of some elements in place - 0.5 point

%/
2

—5 adkits, 3 childeen and 7 pregnant ar breastieeding
weomen

» Admirister sections 1 and 7 fo the ART dinician (facify
in-charge may pemvide et

® Administer section 3 to the monitoring and evsluation
officer or data clerk (may need input from ART dinician)

® Administer sections 4, 5 and & fwhen spplicable] to the
Inbaratcry manager  oficer

» Camplete t& A go al &
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Menu of recommended DQ assurance activities (3)

3. DQ monitoring via lot quality assurance sampling

Description

External or conducted by supervisors.
Site-level assessment based on LQAS
used to assess the completeness and
consistency of records and investigate
suspected DQ problems

Strengths

Limitations

Implementation considerations

v Selection of sites: enables the

identification and targeting of
lots (collection of records) not
meeting predetermined DQ
standards, when more extensive
DQ assessment and targeted
support for DQI is needed, while
acceptable lots can be
skipped until the next round
of monitoring

Relatively rapid and
inexpensive data collection
approach that enables small
sample sizes and more frequent
sampling to categorize and set
priorities for areas based on
their performance on key
indicators

Sampling & defining the
DQ standard for a
programme area may be
challenging and requires
piloting

More often applied to ART,
and less implementation
experience for VL
monitoring

Assessing concordance
can be limited by non-
standardized recording of
data elements across data
sources

Focuses on assessing DQ
and does not include
service delivery and

quality

Criteria for selection: LQAS is
useful for identifying sites where
routine DQA could be done with
recount of the indicators and more
in-depth completeness and cross-
validation checks of a sample or all
the active patient files

Frequency: quarterly or semi-
annually

World Health
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DQ monitoring via lot quality assurance sampling — tools available
| LQASTrage System:Inshuctions

The LQAS Triage System is a method for assessing the completeness of data elements in source documents ‘
using a sample of client records. Concordance of data elements across data sources can also be assessed.
Please see the guidance document "Measuring the Quality of HIV/AIDS Client-Level Data Using Lot Quality

Arriirmmean Cammmlina" far maara AatAile AnA Airastiane bharas

https://www.measureevaluation.org/resources/publications/ms-

Figure 1. P for A ing Data Complet in HIV/AIDS Records using the LQAS Method

APPLIED LQAS PROCESS

e .
pocument (o) [T

* Determine the * Selectdata * Somple records *Asexdala

focility/CHW completeness ' completeness
> P, tail
™ soenato " baredon e L
ig'\pvo;femen'} e Accept/rejactiot completeness = v
bosed on decision benchmark for
rule forrecords doto elements

The tool is generic and can be used with any health program, data source, or data elements. It can
accommodate data from up to 40 health facilities at once. If more sites are to be evaluated, multiple copies
of the tool can be emploved

Using the Tool

Measurmg the QUGII"Y Of The“ExceI workbook“confcms macros to help configure the tool for use. When launching Excel, be sure to click
, & on “Enable content” when prompted.
HIV/AIDS Cllent-Level Data Usmg Lot After selecting health facilities to evaluate for source document data quality, enter the information for each

A N ~\ A Cl site on the Facility Info tab. The Facility Info tab has three fields that describe all sites, and seven fields specific
Quality Assurance Sampling ((QAS) e oy

Assessment Information:

* Period for review

* Quality thresholds

* Number of facilities to be reviewed

=N 3 Health Facility Information:
= - ‘ i
usk;{m F;E’PfFﬁ G TheGlobalFund \(%tu’ » Facility name
b Evaluation . Region
* District

__________________________________________________________________________

Available at:

Available at:

' https://www.measureevaluation.org/resour ' https://www.measureevaluation.org/resources
. ces/publications/ms-19-176 g 5

/publications/tl-19-51
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Menu of recommended DQ assurance activities (4)

4. Routine site-level performance review and data review meetings

Description

Clinical team reviews the completeness
of data and tallies the results from
registers and compares them to the
monthly total in the EMR or alternative
documenting source, such as
laboratory results forms or LIMS

The turnaround time for VL test results
should also be assessed, given its
importance for both data completeness
and quality of care

Strengths

Enables rapid and frequent
review

Low cost

Supports the rapid
implementation of site-level
correction of data as needed
Enables the facility to develop
plans to improve the patient
monitoring system

Can be integrated into routine
performance review and
continuous quality improvement
activities to improve service
delivery

Limitations

Implementation considerations

v

v

DQ checks implemented
are not as comprehensive
as the above activities
Typically, since this is
implemented by facility
staff, the benefit of
support, mentoring and
engagement of higher
levels, such as district-,
subnational- and national-
level teams or partners is
not leveraged

Criteria for selection: ideally
implemented in all facilities;

however, if not feasible in facilities in
which previous routine DQAs or DQ
monitoring via supportive
supervision or using LQAS have
identified DQ challenges

Frequency: monthly
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Routine site-level performance review and data review meetings

Represents low-cost DQ assurance approach facilities can use to
check and correct their data at source

Reviews can be part of broader continuous quality improvement
processes

Implemented by facility and laboratory staff to verify and check reports
of VL testing and suppression data before monthly reporting to MoH

Turnaround time for VL tests should also be assessed along with
completeness of VL testing data and VL suppressed data Iin registers
vs MoH monthly report or alternative source e.g. lab result forms/LIMS
database or EMR

Key indicators for HIV testing and ART should also be tallied and
reviewed along with VL indicators so that key services in the HIV
cascade can be reviewed together

v
DATA REVIEW




1. Routine DQA

2. DQ monitoring using LQAS

AN

3. DQ monitoring through
supportive supervision

Time to implement

AN

AN

4. Site-level routine review of data
and performance

Cost/human
resource
requirements



Data visualization of outputs of DQ
assurance activities

® Results of DQ assurance activities should be documented and
presented to facility and/or laboratory staff

® \When possible, graphical display or dashboard with results
preferable and should be presented as part of the site out brief

® A copy of results should be left with facility and laboratory staff for
documentation and to motivate and encourage future improvement
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Tools available for data visualization of outputs of

[ ] [ ] [ ]
DQ assurance activities

‘ Table A6.3. VL coverage indicator |
Site Recounted | Min of |Verification [Over- or I retation

Site 1 88 80 110 -10|Underreporting (~10%)
| A | B [ ¢ | D [ iE | F | 6 | H | &I | J | K J L | M| N 6l 95| 90 106 -6|Underreporting (~6%)]
Instructions: enter the recreated and reported VL coverage and suppression indicators in Table A6.1 (complete cells B7-E7) and Table A6.2 (complete 7 [Site 3 85| 85 100| 0|Exactly aligned

[
|
[
[
g |
cells B15-E15). Based on these entered values, the verification factors will be calculated 8 Isited 88| 90| 98| 2|Overreporting (+2%) 1
24l 9 Site5 89| 95 94| 6|Overreporting (+6%) |
‘Table A6.1. VL coverage indicator [Insert facility name]: results of VL coverage 10 linsert row for additional sites as required and update the mock data entered in the table T
3 11 Over- and underreporting are calculated as foll (1 minus recounted/reported) times ‘ l
e B
|
[
[

Site level verification factors for viral load coverage
115

DB W N -

g

&

Verification factor (%)
-
8

95
— indicator verification 12 90
4 Facility name: |
s able VL ion indicator
5 |Facility code: g 1w i 7 Tsbla A 4. o ! i Site 1 Site 2 site 3 site 4 site’s
L d 3 80 14 Site Recounted |Min of |Verification |Over- I on [
¥ 1,
VL ge, (VL ge, (VL ge, |VL ge, partner & 60 15 Site 1 90 80 113 -13|Underreporting (~10%) | P 5 ;
ini i i i Underreportin verreporting
recounted |mininstry of |DHIS2 data (if |data (if applicable) $ a0 16 'site 2 93] 88 106 -6]Underre -6% i
health applicable) 8 17 Site 3 78] 78 100 0|Exactly aligned
6 E o 18 Site 4 88| 92 96'{ 4|°VE"'EP°'“"! (+4%) Site level verification factors for viral load
[ = ! Oy i suppression
7 VL coverage 80| 85 85 87 ] VL coverage, VL coverage, VL coverage, VL coverage, 19 ;Slte 5 le 95 94 GI = g (+6%) 120 i
g
8 s recounted  mininstry of health DHIS2data (f  partner data (if 20 ‘MWmmmumwmmmmwmmm - -
f : ; I T . R ey S 3 Ty £
\Verification factor (VF) calculated as follows: [recounted indicator/reported report applicable) applicable) 21 }0 ver-and porvng are s {tminus e B
[ g
9 lindicator] times 100 22 & i
10 1 g 23 |Interpretation: S
| i X 3 z ; g s @ a0
Table A6.2. VL s S [Insert fauhty name] - results of VL suppression A verification factor above 100% indicates underreporting, while under 100% indicates %
11 A uppressio icator indicat ificati overreporting of the indicator. 100% indicates full alignment or concordance between the g 20
12 Facility name: Indicator verirication recreated indicator during the routine data quality assessment and the reported indicator to 0
13 . the ministry of health. Site 1 Site 2 Site 3 Site 4 Site S
Facility code: . 100 |
£ g Over- and underreporting are calculated as follows: (1 minus recounted/reported) times 100
14 VL VL VL Vl.ewm = - 24 Underreporting Overreporting
o
15 VL 90| 87, 95| 95 ¥ ==
16 £ A 8 c D E F G H 1 J K L M N o
I % 20 1 Table A6.7. Output tables for routine site-level data and performance reviews | [ | |
‘Vcrlﬁeatlon factor calculated as follows: [recounted indicator/reported 2 0 | ) c s > "
=) Instructions: Update the test data included here with facility data on viral load (VL) suppression and coverage as o & Facilit th & . .
| . : ; ; 4 nsert facility name, month & year] viral load coverage indicator
17 ‘lndlmﬂ]'m > VL suppression, VL suppression, VL suppression, VL coverage, 2 |indicated. Routine data reviews are r to be ona y basis. b
f recounted ministry of health DHIS2data (if  suppression data (if 3 :::':."' ';:':f Eross-balidarion ﬂ'::::;:::::;"y eportversus c“"f.:‘::"e“
report applicable) applicable) Indicator or data element Tally based on or% i in 100
ART register |included in ministry of
18 4 ministry of health health report os
fans 5 1.VL ag
Interpretation: Numerator: number of people receiving ART 90 95 B S0
A verification factor above 100% indicates underreporting, while under 100% indicates overreporting of the indicator. 100% indicates full alignment or concordance between the ithuat lesstone sostinadl test resilcR diaring -
the reporting period (past month recommended) 85
recreated indicator during the routine data quality assessment and the reported indicator to the ministry of health. 1 I S— - l - _ e O R R e e
. . . 101 ator: number of people receivin, b ( routin: T * duri
Over- and underreporting are calculated as follows: (1 minus recounted/reported) times 100 B ot Bropieserehiog AR S g e resurs
19 = T = = 5 recommended)
months with VL test results
g e — mTally based on ART register @ Number or % included in ministry of health re port
Tally based on Number or % Difference Included in
10 ART register |included in health health ministry
NURTR R THMBAT of PEopIE reCaiving ARTTOr 390 T 5 [Insert facility name, month, year] VL suppression indicator review
26 months with at least one routine VL test 250
result* who have suppressed VL during the 200
reporting period (past month recommended) 150
1
Denominator: number of people receiving ART u:; - -
for 26 months with at least one routine VL test o
result® in the medical record during the Numerator: number of people Denominator: number of people 3
reporting period (past month recommended) receiving ART for 26 months with  receiving ART for 26 months with people rec
at least one routine VL test result= 3t least one routine VL testresult  who have suppressed VL
Vi % of peopl 90.0| 88.1| -1.9] Who have suppressed VL during the  in the medical record during the
'ART (26 vho h: VL reporting period (past month reporting period (past month

recommen recommen
“The latest viral load test result should be used for individuals with more than one VL test result. eoammended) ecomemended)

W Tally based on ART register ® Number or % included in heaith ministry report

3. VL test turnaround time [ Number (n) and proportion (%)
| Number of samples collected and sent to the lab |




Facility/laboratory data quality improvement plan

Annex |

SITE-LEVEL DATA QUALITY IMPROVEMENT ACTION PLAN

(@ World Health
Organization

HIV STRATEGIC INFORMATION FOR IMPACT

MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA
WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

'WEB ANNEX I: SITE-LEVEL TEMPLATE FOR A DATA QUALITY
IMPROVEMENT ACTION PLAN

AUGUST 2020

Based on the findings of the [Insert the data quality assurance acihity. such as routine data guality assessment, data guality monitoring wia supportive supervision or using lof quality assurance sampling or routine she
l=vel data review], inchuding the completed assessment tools (such 2s Annexes 2-5]) at the sit2 level, please describe any observed data quality challenges or weaknesses. Discuss with the site staieholders how to develop
proposed acons, requinements. o mmplete the actions, the Indiiduals responsible and the expected Bmeline fior action and follow-up.

(Ve 1 oific site manager===fem 5 expecied fp-==<sif the wWal load daig-=={iy impovement plar-==—=aninr progress anel=ie neressany sajusimen=

Description of proposed  Requiremenis to Responsible Timeline (by when) Planned follow-up monftoring Coamments
remedial action oomplete action Indite iduals visit date to ensure that the
Intervention Is being Implemented
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Dissemination of results of DQ assurance activities

MoH to ensure results and documentation of DQ assurance activities reach the appropriate
levels (e.g. facllity, district, subnational and national), relevant focal points and partners

&8 World Health
L Organization

MODULE FOR ASSESSING AND
STRENGTHENING THE QUALITY
OF VIRAL LOAD TESTING DATA
WITHIN HIV PROGRAMMES AND
PATIENT MONITORING SYSTEMS

WEE ANNEX B: SITE SUMMARY TEMPLATE FOR EXTERNAL
DATA QUALITY ASSURANCE ACTIVITIES

AUGUST 2020

WEB ANNEX G SITE SUMMARY TEMPLATE FOR EXTERNAL DATA
QUALITY ASSURANCE ACTIVITIES

Introduction = Mzpping partient and data flows

ves. of the dats quakity assurance activity  Verifying e reported indicators (for retine-data quality
ervish
the site name, the date of the visi nam: s
ez reviewenrs Results
Methods ma = cuantitstive results (datn complesen
) cross-waiidation and indicator verification]
checking data ace roe et

el ol bkh 7 a0

Template

avallable: Annex G

|
L1 b

Summary of qualitative results at the site level  Plans for remediation and follow
+ Gemeral insights from the VI service and data fiow

magping (Annex 7} res:

G I insights he ek - i data quality izsses and deaw on e findings of the data
# eneral ins from the service defivery and data quality 3 ity

tocls (Annex 3 or Annex 4} eality ssseremce: activity

= Should indede 2 site-level and above-site-level point person
for following up o the progress of remediation plans.

Priority concerns and data quality issues
+ Highlight fwo or three dats quality vees or concerns

-up
* Should be: based on dislogee with site-lewel staff and
should be actionable and feasible to immediately address
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Cost considerations

® |[ndicative generic budgets for the recommended DQ assurance activities available
to support country implementation and can be adapted as required.

A B (> D E
]T’Triaifﬁing (sub ional and district HIV programme focal people. monitoring
4 and evaluation officers. health information officers.
Unit Toral (US
. | Input description . NuTbo Hu:l:?e dollars)
6 [ Accommodation (bed & breakfast) S0 40 2 4,000
7 | Conference package 30 S0 2 3,000
8 | Venue 1,000 1 1 1.000
3 | Perdiem payment SO 40 3 6,000
10 | Transport for subnational and district staff 100 40 1 4,000
1 Subtotal 18.000
12
13 2. Printing tools and snication
Unit Total (US
4 | Input description iy Nu:lbe Nl'lon::e dolings)
15 | Printing of data quality assessment tools 1 5000 - 5000
16 | Office supplies 1 500! 1 SO0
17 | Communication (air time) 10! 150; 1 1,500
18 Subtotal 7.000
13
20 3. Data abstraction
| Input description :::: Numbe | Numbe 1:‘::"?:)3
21 3 r of
22 A dation (40 data abstractors, 10 drivers) 40 50 1 22.000
23 Per diem payment (40 data abstractors, 10 drivers) 30 50 1 16,500
Supervision to monitor the quality of data abstracted by
district teams (airtime, fuel, sustenance for 10
24 | supervisors and S drivers) 30 15 5 2.250
g _sub total 40.750
27 4. Technical support
|[iopuat desorintion :‘;: Numbe | Numbe T;;:J:',S
28 4 r of
23 | Consultantfee 500 1 25 12,500
30 | Perdiem payment 80 1 15 1.200
31 Subtotal 13.700
32
33 5. Report production and dissemination
T
| Input description coumst Numbe | Numbe °| '.n:l:,s
3 r of
35 | Report production and printing 10 500 = 5000
36 Subtotal 5.000

33 mptions
1. The budget includes external data abstractors only. Four external data abstractors can complete two
health facilities per week (five working days). Forty external data abstractors are therefore required to

40 complete 40 health facilities in two weeks (10 working days).

| 2. Supervision costs comprise fuel costs of US$ 20 per day for five days for 20 facilities (US$ 2000).

Lunch for 20 people at a cost of US$ 8 per person (US$ 800) and US$ 10 of air time per person for 20

A1 manla (LIS 20M

A B (2 D E A B c o] E
1 | Generic budget for data quality monitoring via supportive supervision | GEETE HKIEEE St Cata SRR IO I s ot quality assurance
2 'Number of health facilities imp} data quality 20 ‘2 N ——— .sal|n:)|mgl. ao—
| 2o < . Number of hea acilities imp ot g Y
[Supervision teams: two enerngl and two facility staff members (one laboratory and one Data abstraction teams: four external and two facility staff members (one laboratory and one data
3 |data clerk) for 15 days including orientation and tool refinement 3 | clerk) for 10 days + five days ol't'l.adhhgfol ex.l;rvnalteam membt;rs —
1. Orientation for supervision teams and tool refinement (subnational and district HIV programme | L Training (subnational di programm peopl nito
focal people, monitoring and evaluation officers, health management information system officers, ;A jexactation !l'dm!s’lh.ﬂ FEtem offioaiss foaal
' Input description Urat Total (US dollars) g |Pen .
5 | B cost _|Numbe | Numbe 6 _Accommodation (bed &br A | B C D | E
6 | Accommodation (bed & breakfast) 40 50 2 4,000 ; %"l‘iw!ﬂ_ . " o "
‘enue
Y Corferince paciae ]| - Ml s resmsmn— 1 Generic budget for routine monthly facility data reviews
A A 10| Transport for subnational
9 | Per diem payment 50 40 3 6.000 R —— T T budget per facility
10 | Transport for subnational and district 100 40 1 4,000 2 | 1
11 Subtotal 18,000 B2 tools and 3
g o aa R . | Input description 4 | Printing, stationery, communication and meeting refreshments
ez Unit 15 | Printing of tools ; Number | Total
1 | 'nput description cost|| Nombo | Nambe | Lol (US dollars] 16 Office supplies e Unit | Number
15 | Prinfing of supervision lools 1 3000 - 3000 17 Communioation i ime) Input description . eedl of (Us
% | Cffics supplies ] 500 - 500 5 ‘ 5 = reauired! months dollars)
17 | Comnmunication [air time] 5 100 = 500 20 |3, Data abstraction. e
18 Subtotal 4,000 6 | Printing 0.5 35 12 210
19 | Input description [ 3 -
20 3. Supervision visits 21 7 | Office supplies 1 35 12 420
51 | Input description :::: Numbe| Total (US dollars) 22 | Accommodation(20data. @ | Communication (air time and mobile data) 10 1 12 120
Numbe | SNRATTAL 23 | Per diem (20 data abstract .
‘Accommodation for supervision team (20 = A 9 Meeting refreshments 2 10 12 240
22 | supervisory tearn members and 10 40 30 11 13,200 Sypervisionto monkos the ; T
b % = = -
23 | Per diem payment 30 30! 11 9,900 2 w 10 i\ A
24 [Fuel 2 150 10 3,000 2 e Loasue
2 [Subtotal 26.100 27 4. Technical support
27 w m and dissemination | Input description :::: Number | Number ::;:":)s
2005 Unit 28 require | of days
2 Input description cost | Numbe | Numbe Total (US dollars) S g::;;‘::nm fee Sggt : 32 fgzg
23 | Report production and printing 2 500 - 1000 31 Subtotal 16,500 n n e X
30 Subtotal 1,000 22
3 3 |5 and dissemination
‘ . Unit Total (US
" e | o e o [ttt S0
The budget includes supervisory team members and drivers. Two external supervisory team 35 | Report production and printing S| 500/ . 2500
members can complete two health facilities a week (five working days). Twenty supervisory 36 _sub total
tearn members are therefore required to complete 40 health facilities in two weeks (10 working 2;
|dsie)




Following up DQ assurance activities — examples
included recommended for long term DQJ
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Scenario: routine DQA reveals
Issues (discrepancy 5-10%)

1

1

A. Conduct DQ monitoring via SS or ‘ !
LQAS next quarter :

Falil Does not falil

B. Conduct routine

[Conduct data review led Conductin depth data review -
— by MoH/staff not supervised by >1 staff from + DQA 1 year later in HF
working at HF another HF not reached by

previous DQA

= /

Conduct refresher
— training for staff on data Conduct refreshertraining for
management & reporting staff on data management &
reporting
Conduct DQ monitoring DQ = data quali_ty assessment
— via SS/LQAS in 10% of HF = health facility
same HFs 1 quarter later Conduct DQ monitoring via SS= supportive supervision
SS/LQAS in 5% of same HFs 1 _ : .
quarter later LQAS= lot quality assurance sampling
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Future directions

DQ assurance and improvement under the context of COVID-19

Institutionalizing and integrating DQ assurance activities critical
for strengthening patient monitoring systems and implementation
of long term DQI strategies

Sequencing and flow of different data quality assurance activities
but also drawing on other activities e.g. mentoring, supporting
data entry into EMR etc.

2022 consolidated HIV Strategic Information Guidelines currently
under development — recommendations and guidance on data
quality including long term DQI to be developed
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