
 

Guidance for Developing a Facility Level Cascade1 
 

“The HIV care cascade is a tool to determine what proportion of the HIV- infected population enjoys the 

clinical and epidemiological benefits of virological suppression, where interventions to improve coverage 

of clinical care should occur and how their success might be measured.”2 The care cascade can be adapted 

to a variety of populations including national, state, regional and facility levels, and can be used to assess 

the progress of HIV care, identify gaps in care, and drive efforts to improve care. In response to the New 

York State’s “Ending the Epidemic” Initiative, the AIDS Institute Office of the Medical Director adapted 

the Organizational Quality Assessment to evaluate the extent to which organizations develop and use 

facility level cascades to improve healthcare outcomes and identify areas of care that need increased 

attention.  

 

Cascade measures should be presented sequentially in a bar graph with clearly labeled axes and measure 

definitions. Each bar should display numerical counts and percentages of people who fulfill measure 

criteria. Potential HIV care cascade measures (in sequential order) include:  
 

- Estimated number of positive individuals in a distinct population 

- Total number of patients tested 

- Total number of patients diagnosed positive 

- The number of patients linked to care 

- The number of patients engaged in care (the “active” or “open” population of patients) 

- The number of patients retained in care 

- The number of patients prescribed ART 

- The number of patients virally suppressed.  

 

When developing your own facility level cascade, consider your purpose for developing the cascade and 

your target audience. How does your facility plan to use this cascade? What is the universe of patients 

that you will be measuring? Is the universe of patients who receive testing and linkage services different 

from the universe of patients receiving treatment in your clinic? How will you identify patients in your 

facility who are eligible for testing? How will you identify those patients who are HIV+, but receive 

services outside of the HIV clinic in your facility and how will you assess whether or not they are linked 

to HIV care? If you are a network with numerous clinics, how will you disaggregate your data to show 

rates across different facilities? What data are readily available and what data are more challenging to 

extract? Do you have personnel with experience developing cascades and analyzing data? What are the 

limitations of the data you have and how comparable is your data to other existing cascades? The 

NYSDOH HIV Quality of Care Clinical and Consumer Advisory Committees has agreed that NQF 

endorsed measures for retention, treatment, and viral load suppression should be used as the standard for 

facility level cascades in NYS. 

 

Accompanying this document are two examples of facility level cascades that were presented at the 

March 2015 HIV Quality of Care Clinical Advisory Committee meeting. The Health Center Community 

Health Care Network (CHN) presented a cascade based on a population of 27,829 individuals who were 

tested for HIV in 2013 and a cascade based on a population of 992 HIV+ patients seen in 2013. Their 

cascades presents data on testing, diagnosis, linkage, engagement in care, retention in care, prescribed 

ART, and viral load suppression. CHN’s cascade presentation clearly delineates the different patient 

populations that are analyzed in each case. The other cascade comes from the Mt. Sinai Institute of 

Advanced Medicine (IAM). Mt. Sinai IAM’s 2014 care cascade illustrates the distribution of care for 

11,225 patients across six sites. The cascade presents disaggregated, clearly color coded data for six sites, 

with percentages and numerator values, as well as NYS eHIVQUAL 2013 performance data benchmarks, 

to help each site compare their data with statewide data. These two present data from the HIV cascade of 

care in manners that are helpful for identifying key areas for improvement.   

                                                           
1 Adapted from: “HIV Care Cascades: The Basics” a NYLINKS Webinar Presentation. 

http://www.newyorklinks.org/files/hiv-care-cascades/the-basics-of-the-hiv-care-cascade/  
2 Medland, Nicholas et al. “The HIV care cascade: a systematic review of data sources, methodology and 

comparability. Journal of the International AIDS Society. 2015, 18:20634.  

http://www.newyorklinks.org/files/hiv-care-cascades/the-basics-of-the-hiv-care-cascade/
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NQF Endorsed Measures3 
The New York State Quality of Care Clinical and Consumer Advisory Committees have recommended that the 

following NQF endorsed measures, which are also used for NYSDOH eHIVQUAL Performance Reviews, should 

serve as the standard retention, treatment, and viral load suppression measures for facility level cascades in NYS.  
 

HIV Medical Visit Frequency (24 month Retention) 

Measure Description: 

Percentage of patients, regardless of age, with a diagnosis of HIV who had at least one medical visit in each 6-month 

period of the 24-month measurement period with a minimum of 60 days between medical visits. A medical visit is 

any visit in an outpatient/ambulatory care setting with a nurse practitioner, physician, and/or a physician assistant 

who provides comprehensive HIV care. 

Numerator Statement:  Denominator Statement: 

Number of patients in the denominator who had at least one medical 

visit in each 6-month period of the 24-month measurement period with 

a minimum of 60 days between first medical visit in the prior 6-month 

period and the last medical visit in the subsequent 6-month period. 

(Measurement period is a consecutive 24-month period of time.) 

Number of patients, regardless of age, 

with a diagnosis of HIV with at least 

one medical visit in the first 6 months 

of the 24-month measurement period. 

Exclusions:  

Patients who died at any time during the 24-month measurement period. 

Risk Adjustment: 

No 
 

Prescription of HIV Antiretroviral Therapy 

Measure Description: 

Percentage of patients, regardless of age, with a diagnosis of HIV prescribed antiretroviral therapy for the treatment 

of HIV infection during the measurement year. A medical visit is any visit in an outpatient/ambulatory care setting 

with a nurse practitioner, physician, and/or a physician assistant who provides comprehensive HIV care. 

Numerator Statement:  Denominator Statement: 

Number of patients from the denominator prescribed 

HIV antiretroviral therapy during the measurement 

year. 

Number of patients, regardless of age, with a diagnosis 

of HIV with at least one medical visit in the 

measurement year 

Exclusions:  There are no patient exclusions. 

Risk Adjustment: No 
 

Viral Load Suppression 

Measure Description: 

Percentage of patients, regardless of age, with a diagnosis of HIV with a HIV viral load less than 200 copies/mL at 

last HIV viral load test during the measurement year. A medical visit is any visit in an outpatient/ambulatory care 

setting with a nurse practitioner, physician, and/or a physician assistant who provides comprehensive HIV care. 

Numerator Statement:  Denominator Statement: 

Number of patients in the denominator with a HIV 

viral load less than 200 copies/mL at last HIV viral 

load test during the measurement year. 

Number of patients, regardless of age, with a diagnosis 

of HIV with at least one medical visit in the measure. 

Exclusions: There are no patient exclusions. 

Risk Adjustment: No 
 

Linkage to HIV Medical Care4 

Measure Description: 

Percentage of patients who attended a routine HIV medical care visit within 30 days of HIV Diagnosis. 

Numerator Statement:  Denominator Statement: 

Number of persons who attended a routine HIV 

medical care visit within 30 days of HIV diagnosis. 

Number of persons with an HIV diagnosis in 12-month 

measurement period. 

Exclusions: There are no patient exclusions. 

Risk Adjustment: No 

                                                           
3 NQF endorsed measures are available here: https://www.qualityforum.org/Home.aspx 
4 This is a sample Linkage to Care measure used by NYLINKS. It is available here: http://www.newyorklinks.org/files/new-york-

links-data-executive-summary/new-york-links-executive-summary-presentation/ 

file://///ainyc02/data/OMD/OMD%20NYC%20Share/Interns/Intern%20Resources/QAC%20and%20CAC%202010-2014/QAC/QAC%20Sub%20Committees/Ending%20the%20Epidemic/is
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