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Coordinator:
Thank you for standing by. At this time, all participants are in a listen-only mode. During the question and answer session, you may press star one on your touchtone phone if you would like to ask a question. Today’s conference is being recorded. If you have any objections, you may disconnect at this time. And now I’d like to turn the meeting over to Mr. Mark Yanick.
Mark Yanick:
Thank you, operator. And good afternoon and good morning to everyone on the call. My name is Mark Yanick and I’m with the office of training and technical systems coordination with the bureau of primary health care, and welcome to today’s call, promising practices for putting the routine into HIV testing in health centers. I want to take you through a couple of Adobe housekeeping tools before we get started.

For those of you who are logged onto the Adobe screen, what you will see in the center is the - where the slides will be presented, and all the presentations will be right there. To your left you will see a box that says logistics. If you have any difficulty with any Adobe connect issues or you lose contact, there’s some information there for you to find that technical assistance and hopefully get that corrected. Below that you’ll see a box that says link to HIV testing resources.

What I want to point out is that these are all the resources that we’ve put together for this presentation, including where to find all the slides. These are links, so what we want you to do is to highlight the link and then go to browse to, and you will see that the resource will come up. Below that you will see a questions box. This is going to be visible throughout the presentation today. If you have any questions throughout, please type your question in there, and you might also see some of our speakers actually answering the questions as we go along, but we will also be keeping those questions for the Q&A times that we have scheduled throughout the session as well, if we feel they’re appropriate for everyone to listen to.


Let’s see, and then that is all. I’d like to just make sure that following the presentation today, you will see a link on the screen to survey monkey, and we really, really would like to get your opinion and your evaluation, and it would only take you about a minute or two minutes to complete that, and so you will see that on the last slide for today. And with that, I’d like to turn the call and introduce our moderator today, (Renee Sterling) who is the senior advisor with the bureau of primary health care’s southwest division. (Renee)?

(Renee Sterling):
Hi, thank you, (Mark). In addition to being the senior advisor for the southwest division, I also work in collaboration with (Angela Powell), who is the director of the southwest division, and (Stacey Hioshi), who is our chief medical officer on coordinating BPHC’s response to the national HIV/AIDS strategy. Today’s session is one of several efforts underway in the bureau to support the continued expansion and improvement of HIV service delivery in the health center program.

Our call today, the agenda is as follows. We are - our learning objectives are as follows. We are going to focus on routine HIV testing guidelines issued by the Centers for Disease Control and Prevention. We are going to be learning from the experiences of health centers currently implementing routine testing, and we’re also going to highlight a few resources that health centers can use to implement and improve their work in this area.


For our agenda we’re going to start with some opening remarks from (Jim Macray), CDC’s presentation will be first, and we’ll follow that with a Q&A session. Then we’ll hear from our panel of health centers. We have three health centers joining us today, and then we’ll have a final Q&A session that will start shortly after two o’clock. So at this time I’m going to turn the call over to (Jim Macray).

(Jim Macray):
Great. Thank you, (Renee), and thank you, Mark, and really a big thanks to our presenters today, both our colleagues from the CDC, as well as several of our health centers who have done some really innovative things in terms of making HIV testing a part of their routine practice. We’re very excited to have this call. We think it’s a very important topic, and it’s actually very timely with a lot of the different activities that are occurring, both within the bureau and nationally with the national HIV/AIDS strategy.

In terms of for today’s call, I think we all recognize that health centers deliver comprehensive, high quality, cost effective primary care to patients regardless of their ability to pay. In fact, health centers have become really one of the key primary care providers in this country for the most vulnerable and underserved populations, and in particular health centers are located in areas where there are significant numbers of people with HIV or at risk of HIV, and most importantly have a lack of access to primary care.


And we think that health centers are in a tremendous position to be able to make a significant impact in really the crisis around HIV in this country. We also know that integrating HIV services into primary care is critical to early detection of HIV and early entry into care, and we know that early detection and early treatment can help reduce the transmission of HIV and improve health outcomes for people who are living with HIV, and I think what’s really important is that primary care and having a health center as an entry point in terms of testing and then ultimately in terms of treatment really is important.


Being able to test folks in a primary care setting, it really helps address that stigma that other activities that can impact on people’s willingness to be tested or ultimately get treatment, so we really do see the value and the importance of what it is that you all do every day in terms of both care for patients and in particular around HIV testing. In terms of some of the recent activities that we’ve undertaken at the Bureau of Primary Health care in support of the national HIV/AIDS strategy, there are a number of different initiatives that we’ve undertaken and I wanted just to highlight a couple of those for you.


One and probably our most recent effort is that with our sister bureau here in HRSA, our HIV/AIDS bureau, we actually provided support earlier this year to 274 current Ryan White HIV Part C EIS programs and health center grantees in the amount of about $10 million to help support their activities to increase access and treatment for people living with HIV. Through these awards to these 274 health centers, we expect health centers and Ryan White Part C programs to be able to see 14,000 additional HIV positive patients in this country.

Really want to thank the health centers for being engaged in this, and also our sister bureau in terms of their activities. We think this is very positive step forward in terms of increasing access to HIV services and primary care services for those who are HIV positive. In addition, we had done this actually last year, the bureau has put out a couple of different program assistance letters to provide more information on the CDC guidelines related to HIV testing as well as standards around HIV care and treatment. We think that’s critically important in terms of providing guidance and support to you, and the call today is really going to focus on those critical aspects of the testing aspect of our panel.


In addition, we have continued to work I would say even more closely with our colleagues in the HIV/AIDS bureau as well as with our colleagues in the CDC to support the capacity of health centers to do more testing and ultimately to do more in terms of care and treatment, whether that care and treatment is actually provided onsite at the health center, is done through referrals, or is actually done through collaboration with other specialty care providers for HIV. We just think it’s critically important that our health centers are actively engaged in all of the efforts around HIV within their communities, because we know you are located where the disease is occurring.


In addition, very soon there will be a report that comes out from our office of inspector general. I think many of you may have received a survey from our OIG that really looked at how well health centers have done in terms of adopting the CDC best practices around HIV testing. In terms of the report itself I think what it’s going to find is that health centers are in various stages of adoption of the CDC guidelines. Some health centers have been able to adopt all four of the practices that are identified by CDC. Some have been able to adopt two or three. Some are still in the beginning stages.

And there were several reasons why everything from knowledge, which we hope to address in this call today, to concerns about patients and their willingness to actually have an HIV test, to even concerns about resources and funding and ultimately making sure that once people are tested and found positive, how do you provide support services to them and make sure that they are in care and treatment? So we’re going to touch in particular on that first aspect of HIV testing, and really try to help folks better understand what the guidelines are and the expectations.


But ultimately what we’re going to be working on in the bureau is how do we support health centers in all aspects of HIV care, from testing to care and treatment to referrals, and what makes the most sense. Next, and I think it’s really I think a great testament to the work that health centers are doing nationally, we actually saw a significant increase in the number of HIV tests that were provided to our patients in 2011. We provided testing to almost 900,000 patients across the country. This was a 13% increase from 2010, and in fact 30% of our health centers exceeded that 13% increase.


So clearly a lot of health centers have recognized the importance and actually are doing a lot of activities to increase their testing, and I’ll be very interested in hearing from the centers today in terms of just how did they approach it, how did they make it happen in their particular practice? And then finally I think the last piece from me is that we don’t expect any health center to necessarily do this by themselves.

We are here to provide support in terms of activities that we can support you in at the national level, whether that’s anything from technical assistance and training to access to different information from our colleagues, whether it’s in our HIV/AIDS bureau or the centers for disease control and prevention, to also developing and helping support partnerships with our health centers with other providers in the communities, that they have with their specialty care providers or other service providers in their community.


Lastly I just really want to thank our participants again for their willingness to participate in today’s call. I think it’s going to be some very valuable information and I hope they’d be willing to answer many of your questions because what we have found as we’ve rolled out these different guidelines and different strategies, people don’t always understand exactly what is it that they can do or what do they need to do, so I really appreciate again in advance our speakers today for their willingness to participate and also their willingness to take any of your questions.

So again, a big thanks to everybody, to Mark and (Renee) for organizing this call. They’ve done a great job in terms of really coordinating and facilitating this and look forward to the rest of the presentation, so thanks, everybody.

(Renee Sterling):
Thank you, (Jim). We had two poll questions up earlier, and I just wanted to acknowledge that the majority of participants are not currently providing routine testing, so we are excited about your participation today and hope that you find the session informative. We have one more poll question that we’d like to ask before we move into this first presentation, and that is regarding the testing technologies that you’re using in your center.

So if you could just take a moment, all of our providers on the call, and let us know what types of tests you’re offering. It looks like rapid testing is very popular in addition to laboratory testing. We’ve got an even foot there as we go along, so that’s - yes, so just about an even split. Wonderful, well that is one of the issues that (Dr. Pasqual Wartley) will talk about in her review of routine screening guidelines. (Dr. Wartley) is the senior advisor for prevention through health care and the division of HIV/AIDS prevention at the centers for disease and control, and (Dr. Wartley), thank you for your presentation today. You may begin.

(Dr. Pasqual Wartley):
Thank you, (Renee). Good afternoon, everybody. In the next ten minutes or so I’m going to be discussing CDC’s recommendation for HIV testing in health care settings, and to start off I just wanted to provide a few figures to put this in context. So there are a little over 1.1 million people living with HIV in the United States, and a good share of them know that they’re infected, but there are over 200,000 people who are infected and are not aware of it, and people who are not aware of their infection play an important role in transmitting HIV, accounting for about half of the new infections that occur every year, and there are about 50,000 new infections every year.


So getting to diagnose those 200,000 people is a top priority. Since we’re going to be talking about different approaches to testing, I wanted to start by going over some definitions of important concepts, so when we talk about diagnostic testing, we mean an HIV test that’s being performed based on clinical signs or symptoms. Targeted testing on the other hand is when an HIV test is done, performed based on risk, and screening means that all persons in a defined population, and that could be a clinic for example, are being tested.


And finally, opt out screening means performing the test after notifying the patient that the test will be done, consent is inferred unless the patient declines. So these are the guidelines that we’ll be talking about. They were published in 2006, and they include some key changes compared to the guidelines that came before them, so over the next few slides I’m going to be highlighting the important points in the guidelines.

So as you know, these recommendations call for routine voluntary HIV screening of persons 13 to 64 in health care settings not based on risk, when the prevalence of undiagnosed HIV infection is greater than 1 per 1000 patients, so that’s the cutoff for determining that such a program should exist. In addition, all patients with TB or patients seeking treatment for an STD should be screened, and with respect to the latter, keep in mind that every time they present for a new episode of an STD they should be screened.

And then finally repeat screening is important for some people, specifically for people with - who are likely to be at high risk for HIV, so people who with a known risk should be screened at least annually. So if you don’t know the prevalence of undiagnosed HIV in your facility, the recommendations call for screening until you can determine what it is. If it ends up being less than 1 per 1000, then you can stop the routine screening, but you would continue with targeted testing, ie. testing of persons who have a risk.

One question that comes up is how many people do you need to test to determine if your prevalence is less than 1 per 1000. The American college of physicians has recommended testing 4000 patients to make that determination. The reason for that is to be confident in your estimate when the number of positives is small. Occasionally you’ll see patients for acute HIV infection as a possibility, and when this is the case, you should be using an RNA test in conjunction with the antibody test in order to be able to detect a more recent infection.


Now the revised recommendations call for opt-out screening, which is another change compared to the previous ones, and it’s important to note that the patient still has the opportunity to ask questions and retains the option to decline the test, but the reason for moving to this is that studies show that more patients accept recommended HIV testing when it’s routinely offered to everyone without a risk assessment, so the more routine that it’s made.

Consent for HIV screening should be incorporated into the patient’s general informed consent for medical care, and separate informed consent shouldn’t be required. And also prevention counseling shouldn’t be required, and the reason for that is that the benefits of the typical kind of counseling that people who test negative get are not clear. Now a few more words about pregnant women, so for pregnant women, CDC recommends opt-out screening during each pregnancy. The HIV test ideally would be part of the pre-natal panel, so it would be a routine test just like screening for hepatitis B surface antigen, and the consent for prenatal care should include HIV testing.


There should not be a separate consent for HIV testing. Women who are known to be at risk for HIV should get a second test during the third trimester, and the same is true for women who are receiving care in a high prevalence jurisdiction or a high prevalence health facility. So a few words about why these changes occurred, there are two main important reasons for the change. First is CDC realized this approach was needed because risk based screening doesn’t identify everybody, and I’ll talk a little bit about - more about that in a second.


And secondly, prevention counseling is no longer recommended because the risk assessment and prevention counseling take time, limit the number of people who can be screened, and as I mentioned a minute ago, there isn’t a clear benefit for people who test negative. So a little more about why risk-based screening doesn’t identify everybody, really there are two main reasons, and that’s that patients don’t always disclose their risks, and patients may not even be aware of their risks.


So a couple studies as examples, first, one survey that was performed showed that 39% of men who had had sex with a man in the past year didn’t disclose their risk to their provider, and another study speaking to the lack of awareness is a study of screening in an emergency department where about half of the new positives in this ED screening program could not report a risk factor, so they were not aware that they had been exposed to HIV. So clearly a strategy that doesn’t depend on self-disclosure or on people being aware of their risk is going to help us make progress.


I wanted to list these WHO criteria that justify screening because HIV infection meets all of the criteria. The condition is serious and can be detected when asymptomatic, early treatment makes a difference, a reliable and inexpensive test exists, the costs are reasonable, the costs of screening, and treatment is accessible. So we meet all those criteria. So there are some key important benefits to people being aware of their HIV infection.

First of all, we know that many people change their behavior once they’re aware that they’re infected, and as a result of that they’re less likely to transmit HIV infection. The meta analysis that was conducted a few years ago showed a 68% reduction, a 2/3 reduction in high risk behavior among people who became aware of their infection. And then secondly, treatment is now recommended regardless of T4 count, according to the most recent treatment guidelines, and treatment has been shown to substantially reduce transmission.

So all this explains why it’s so important to get people diagnosed. Legal barriers to opt out screening have been a concern in the past, but these barriers are disappearing. There was a review of state laws done in 2011 and it found that all but five states had laws that were compatible with CDC recommendations, and then during the following year we have updated that and found that four of those five states have made changes in the right direction, including one of whom has become completely compatible, so those barriers are rapidly decreasing.


A few words about what tests to use, testing on the polling question that (Renee) just mentioned, so which test should you use, the rapid test or the lab test? Well the answer is it depends, but we recommend the use of the lab test most of the time, but there are clearly situations where the rapid test is a better choice. We realize that in the past the use of the rapid test has been emphasized, so this is a bit of a change, and it’s part of a move toward routinizing the test. Also the lab tests are less expensive and that’s part of it.


But as I said, there’s situations where the rapid test is a better choice. For patients who are established and who can be expected to return for results, generally the lab test is the best choice. On the other hand, patients presenting for episodic care who might not reliably return, then it makes a lot of sense to use the rapid test. Another issue is how to integrate this test into the rest of the visit that may not have anything to do with this, so one obvious point to integrate it is for patients who are getting other blood work done is at that time, and drawing some extra blood for this test.


Of course, not every patient who walks in the door is going to get blood work done at that visit, so then the options break down similarly to in the past - last question, whether they’re an established patient or somebody presenting for episodic care, and for an established patient who is at some point going to be coming back for some kind of blood work, it could be added to that set, which would imply that the clinic would need some kind of system, some kind of tickler to ensure that that would happen.


And then for the patients presenting for episodic care, then it would be good to do it at that visit since they might not return, and then again that brings us back to the fact that a rapid test might be the best choice for them. Finally, a few comments, a few additional things that are important to think about, social marketing for patients and staff is important. For example, brochures or posters to let patients know that this is the routine in the clinic and it’s not - nobody’s getting singled out, and also in-services for staff to make sure that everybody understands why this procedure is in place.


Another important point is that you will need to have a plan for linking any new positive patients to care, if such care isn’t available onsite, and that referral process needs to be worked out in advance to ensure a smooth transition. And then finally, as you implement screening, you may find that you need some technical assistance, and two of the main sources that you would go to would be your local health department and the AIDS education training center that services your area.


So thank you very much. I think it’s time to pass the baton.
(Renee Sterling):
Yes, (Dr. Wartley), thank you for that review and for those helpful recommendations. We are going to hear from (Hallie Cornell) who is a communications specialist at the national HIV/AIDS clinicians consultation center, and she’s going to talk about an important resource for health centers who are new to routine screening, and might need some report just to connect with (Dr. Wartley)’s last recommendation, the national clinicians consultation center is part of the AIDS education and training center program. So, (Hallie)?

(Hallie Cornell):
Hi, everyone. Thank you, (Renee). So I’m going to start off just talking a little bit about the national clinician’s consultation center and what we do as well as our involvement in CDC’s HIV screening standard care program. The national HIV clinicians consultation center is primarily a group of three clinical consultation services that are provided over the phone. What we are is a group of expert HIV clinicians out of the university of California San Francisco.

We provide the warm run, which is the national HIV telephone consultation service for HIV testing, management questions, and clinical care questions. This is the service that people call to get information on routine testing and other aspects of HIV testing. We have the PEP line, which is the post-exposure prophylaxis hotline. This service is for occupational and nonoccupational exposure calls. We primarily get calls from clinicians who are calling about other clinicians, needle sticks, splashes, and other types of exposures to HIV and hepatitis B and C, and we also have the perinatal HIV hotline, which is a service for clinicians working with women who are pregnant and may have been exposed, and this goes all the way from labor and delivery through infancy and also provides network service to connect clinicians with other co-management resources.


The bulk of our calls, we get about 15,000 a year, and primarily those are on the PEP line, the post-exposure prophylaxis hotline, but our one line does get about 500 calls to a thousand calls a year, and some of those are on testing. The most prominent ones on testing are on test interpretation, and some of those are on routine testing as well. As part of the CDC standard care program, we provide an HIV email inquiry service which provides email responses from our clinicians to HIV testing and linkage to care questions.

We have a daily review of all inquiries, and the urgent and emergent inquiries are answered on the same day by our clinicians here. We have a two-day turnaround for the non-urgent inquiries, and really what this is, is it provides another venue and format for those who have particularly non-urgent questions on HIV testing to connect with clinicians who can help them with consultation and the most up to date and current information that’s available.


So far we have received actually about 400 page views on our HIV inquiry Web site. We have probably only had about a dozen calls - I’m sorry, emails to the inquiry service, and this is because we haven’t really pursued promotion yet, but we’re hoping with some upcoming promotional activities that we will receive some more activity on the e-inquiry service. From those who access our Web site, about 40% actually click on the email link, but obviously at this point not a lot of those are accessing and using the service to contact us.


Many of those people we assume are turning around and calling the warm line and accessing us directly through the telephone. So far our highest traffic is coming directly from the CDC site itself and also from search engines, so HSSC program is also providing an accredited round table program that’s going to be launching in the fall of 2012 through the MedScape Web site. This program was facilitated - will be facilitated by (Dr. Paul Sachs) out of Harvard, and the panelists are (Donna Sweet), of the University of Kansas, (Joel Gallant) from John Hopkins, and (Amir Kassim) from the American College of Physicians.


This is going to be an accredited program for CME contact hours and it’ll be .75 credits. And as part of the HIV screening and standard care program, we also provide free materials for providers. We have guides to the CDC recommendations, resource guides, coding guides, guidance statements and the fact sheet on the national HIV/AIDS clinician consultation center, plus the access for the HIV inquiry service email. There are free patient materials available in both English and Spanish.

And if you need more information about this, please give us a call or contact us via email. The HIV e-inquiry service can be accessed from our Web site which is nccc.ecsf.edu where we also have several other resources on HIV screening and testing for providers, and if you have any questions please free to contact us through the service or through the warm line. You can see the number here, and for further information or materials on the HSSC program itself, please contact (Judy Griffith) or (Tanisha Tutt) whose information you can see here. Thank you.
(Renee Sterling):
Thank you very much, (Hallie). We’re going to begin our first Q&A session, and we have time for maybe one or two questions. This Q&A we’re going to run through the questions box in the bottom right - left hand corner of the Adobe screen, so if you are - if you have any questions that you’d like to have the CDC or the clinicians consultation center answer, please do type those in now.

While we wait for a question, I have one for (Dr. Wartley). In your presentation you talked about facilities, clinical facilities testing about 4000 patients to determine whether routine screening is appropriate. For some of our smaller service delivery sites, this might be a challenging benchmark. Do you have thoughts on how one might work towards that?
(Dr. Pasqual Wartley):
Well, you know it’s - I think that they would - a smaller clinic, there’s a couple issues. One is do they have 4000 patients, and obviously if there’s not 4000 patients then they can’t test that many and they would make a decision based on how many patients they had, and but if they do, then you know, I think the answer to that is it’s just a matter of time.

(Renee Sterling):
So these tests wouldn’t have to all be conducted within one calendar year, for example.

(Dr. Pasqual Wartley):
No, I don’t think so, because HIV prevalence really among the clinic population isn’t going to change that quickly, so you know, ideally it would be, but if it’s - if there just aren’t that many patients, then you know, you can’t really make it happen, but I don’t think it would distort the findings.

(Renee Sterling):
All right, thank you very much. Looks like someone might be typing in a question. All right, so our first question here is about routine lab requests for HIV. Is this exempt from patient consent? In the state of Florida - (Pasqual), did you want to approach that?

(Dr. Pasqual Wartley):
No, I don’t know the answer to that, but I could look into it and then you mentioned at the beginning I think that there was a Q&A?

(Renee Sterling):
Yes, so the questions that we’re not able to respond to today, we will put out a document. I know that online there is a compendium of state testing laws. NAQ has a link to that, and so does the national clinicians consultation center. (Hallie), would you like to talk about that?

(Hallie Cornell):
Sure. I can tell you that we - I can’t actually answer that particular question, but we have a compendium of HIV testing logs on our site at nccc.ucsf.edu. Most of the states I believe are up to date at this point, but if you have other specific questions about consent and that sort of thing, you could give us a call on the warm line and we can answer that for you, but each of the states on there, if you click, there’s a PDF and each state has a quick guide that answers the basic questions on consent, disclosure, counseling, and that sort of thing, so you’re welcome to go there and look it up, and if you have further questions on that you can give us a call on the warm line.

(Renee Sterling):
All right, thank you very much. We have a second question here. After rapid test, is preliminarily positive, is a confirmatory test by a lab recommended? Would either (Hallie) or (Pasqual) like to answer that?

(Dr. Pasqual Wartley):
Okay, so this is (Pasqual), and yes, the answer to that is yes, a confirmatory test is recommended.

(Renee Sterling):
Okay. All right, thank you. So we’re going to move forward and close the first Q&A. We will have a second Q&A session. You can continue through the remaining presentations to post your questions to the question box. However, after our health center speakers we will also open the lines for call-in questions. So we’re going to start. Our first health center speaker is (Miss Karen LaCroft). She’s program officer at family first health in York, Pennsylvania. She is going to provide us with an overview of family first’s effort to implement routine HIV screening starting in the late - in late 2007, and also offer some recommendations for operational and fiscal sustainability of routine screening programs. (Karen)?
(Karen LaCroft):
Yes, thank you very much, (Renee), and good afternoon, everybody. Let’s see, so I just put a snapshot of family first thoughts up here. As you can see, when I say two urban sites I mean small urban. That said, we do have an HIV care program with 550 clients in addition to about 19,000 other patients in 2011. We do have a patient centered medical home model of HIV services. As you can see, this is - there’s a diagram here. This is the way it works, but I’m going to be talking today about the HIV testing part of it.


So until early 2008 we were doing what had been recommended in the previous CDC guidelines, which was to conduct a risk assessment on our patients, and as you can see, it wasn’t working all that well for us. Although we had over 14,000 medical patients, in 2007 we did less than 200 HIV tests, and we could see in our HIV program that in the communities we served, people were coming to our program really pretty sick, and we thought that maybe there’s something we could do around testing to change that picture.


So here’s some of our challenges. We did not have an electronic health record. We do have one now. We had no money. We had resistance, and I think that someone mentioned earlier the restrictive Pennsylvania law which has since changed, but I would say provider and staff resistance was linked to the fact that we’re a fast-paced practice. We have 20 minute appointments, and I think everyone who works in primary care knows that you can’t just stop everything because you’ve got more patients waiting to come in, so these are all things we had to think about.


So we did receive some funding from office of population affairs to implement routine HIV screening in a particular group of people, and they happened to be a family planning program patients. And what this allowed us to do was really take some time to develop some structure, some training, because we were only going to be testing about 1700 patients a year. Those were the people who were part of our family planning program.

But then I presented the program to the staff, and this is what I saw. I would say that the number one objection was it will make us run late. As I said in primary care, we can’t just stop everything and say, okay, we’re going to do a test that takes a great deal amount of time. We really had to understand how to make it fit into a primary care appointment. The providers were very resistant because of this, because they knew how busy they were, and I think all of you who’ve been in HIV a while understand the one that says you can’t give a positive result on a Friday, which is the way we had done it when it was a targeted testing and we had a lot of time in the department of social services.


But I just want you to know our very first reactive test was on a Friday, so then we were in program development, and we did choose to use rapid testing. We had had some experience with trying to locate people who had tested positive and had not come back for the results, and our patient population is fairly mobile, and we decided that was an important consideration for us I would say the most important thing we considered was again how we would make this fit into a primary care visit.


And so we really as an organization looked at the processing time for the test, because we couldn’t have a test that took longer than our appointment did, and then we determined that our MAs and our LPNs would actually offer and perform the test when they were rooming the patients, and providers would deliver results. It is not required in Pennsylvania that providers deliver results, but in our flow that just works pretty well for us.


So then that actually went very well. I was really waiting to hear about these terrific road blocks, but there weren’t any, and so we wanted to expand it to cover the rest of our patient population, so I contacted the Pennsylvania department of health. We were not a traditional public health funded testing provider, but I basically called them to ask them if they had any money, and it turns out they did, and we started receiving the CDC expanded testing initiative funds to then test our entire patient population.


So one of the things we did was, we did simplify our goal to screen all patients who were 13 years of older once per year. The guidelines do have some considerations for if someone falls in this category that do that, but we really determined that we wanted to take the judgment out of it, all kinds of judgment, and so we determined that we were simply going to simplify it. We do not ask any risk assessment questions, unless it’s germane to some other part of the visit. We do screening at all kinds of visits. We have had a couple of teenagers who did have reactive tests at their immunization visits, and we are still supported by the CDC expanded HIV testing initiative dollars.


Another thing that we did not necessarily anticipate that we have also identified people who were HIV positive but had not chosen to share that with us, and so we now have an opportunity to get them into HIV care. So this is our approach. Dr. So-and-So recommends HIV testing for all of our patients. We are going to do the test today unless you tell us you don’t want it. So linkage to care is extremely important. We do have an in-house HIV care program, so it’s relatively easy for us, but we also work with people in our community who do not have in-house HIV care, so I would encourage people to use the resources in their communities, whether they’re Ryan White grantees, health departments, AIDS service organizations.


Most communities have some kind of system that helps link people to HIV care. Reimbursement, we’re currently being reimbursed about $18 to $21 for the $8 test, and most of you are probably aware that the affordable care act has now - is now - requires that insurance plans cover annual HIV screening for sexually active women, and that actually takes place when insurance plans renew. And we determined, we actually did a little patient polling at the beginning, and determined that payment would indeed be a barrier for our patients, and so we determined that we would not charge our patients any extra for this test.

So if it’s an insurance denial or a self-pay patient, we just write this off, and those of you with community health centers, I do understand that there are PCS reimbursement issues, which is why it is a little more challenging in a health center. So for operational sustainability, the first point I bolded, the test really has to fit into the primary care visit and cannot disrupt the patient flow in the health center, because we have patients coming and going all day, and I would say that was the single most important variable in making this work at family first health.


It does need to be a routine part of care. Our medical director calls it the sixth vital sign, and I have to say she was very resistant at the beginning, because she really did believe it was going to be disruptive. Linkage to care, obviously very important, and we have to have ongoing staff education because we do have staff turnover, new providers and other staff coming in so we need to make sure that everyone’s on board.


Fiscal sustainability, we did negotiate a lower price. I actually didn’t even know that was possible, but I found out someone else was getting a cheaper price and I called the testing company. We - there are some grant funding sources out there, and really do capitalize on the existing HIV service system, so you do not have to do everything for things like the linkage to care. So what we learned, routine HIV screening did not disrupt the clinic’s flow, and I have to say I thought that might be the case, but I wasn’t sure until we actually did it.


It is certainly helping reduce the stigma around HIV testing. Our patients now really say, well everyone gets it, because that’s the way we present it to them. The first people who we knew we diagnosed as HIV positive in this program were existing patients of our health center, and I think that really made us understand that the risk assessment that we thought we had been doing pretty well was really not working at all.

And we also learned that there’s still a role for that targeted testing outside of the primary care setting. Thank you all very much.
(Renee Sterling):
Well, thank you, (Karen), for that important perspective. Next we’re going to hear from East Valley Community Health Center in West Covina, California, where (Miss Vickie Ashley Johnson) is the HIV counseling and testing coordinator, and (Lalaynia Ramirez Savarro) is the HIV prevention coordinator. East Valley is going to discuss how they complement their routine HIV screening with targeted HIV testing, and we’ll turn it over to (Vickie).

(Vickie Ashley Johnson):
Good morning. Well, good morning from the West Coast. This is (Vickie Ashley) and I will be speaking about the routine HIV screening at East Valley. We offer the HIV test, or we screen the patients that are 19 years of age and older and are primary care and family department. Every patient is you know, offered an HIV test set to screen, but they have the right to opt out after giving information about the HIV test.


If the patient decides to decline the HIV test, then that is documented in the patient’s medical file. At our clinic we offer two types of HIV test. We have the conventional test which is a blood draw and you get the results in three to five days, or we have a rapid test. We use OraQuick, which is an oral or a finger stick test, and the results are ready in 20 minutes. If a result becomes reactive, we will confirm that with an OraQuick test - I mean, excuse me, with a ClearView test, which is a finger stick test and results are ready in 15 minutes or less depending upon the result.


Our programs are supported by county and state funding. The benefits of routine HIV testing, there are several reasons, and most of them have already been mentioned, but we feel that the ability to cast a wider net and test a larger number of individuals instead of just testing a few like in targeted testing which we will talk about in the next slide, another benefit would be that the positivity rate will increase since you are testing more individuals. This is a benefit since the idea is to identify HIV positive individuals that do not know their HIV status.

And thirdly, the ability to test individuals who may be uninsured and have a lower income level, which may put them in a higher risk population. Testing the uninsured is important since you are testing a group of individuals who may have never had access to taking an HIV test.

(Lalaynia Ramirez Savarro):
Hi, this is (Lalaynia), so we’re copresenting, so I’m going to be talking a little bit about targeted HIV testing at East Valley, and so we’re funded to provide targeted HIV testing to Los Angeles County identified critical target populations, so those populations are gay and bisexual men, transgender individuals, injection drug users who share needles or women and youth. So this program focuses on individuals within the community who are not patients of the clinic, and like we’ve been talking about in the other slides, this program does include a risk assessment that the patient or client completes.


So let me - so the - another way that we provide targeted HIV testing is through a mobile van that we have, and it includes the east side of Los Angeles county, so and through this mobile van we do something called spot testing, which is just one type of testing, and this is when we go with the mobile unit to different locations where we know high risk populations are known to congregate, and we test individuals at that location. When everybody has received their results, the mobile van will pack up and move to the next location.

So this really works on hitting a large number of people that are going to be at high risk for HIV. An example of this would be when we go to our local $.99 store, and the - we do testing in the parking lot there, which is known to be a place where substance users hang out, so we test everybody that wants to test at that location. We pack up, go a few miles over to a local park where we know we’ll be able to test homeless individuals, and sex workers at that location. And so we just keep moving in that kind of fashion for that program.


So some benefits of targeted HIV testing is targeted testing allows you to serve those individuals who are not patients at the clinic, so we do this through scheduled hours that we have carved out just to provide testing through this program at the clinic, and targeted testing also helps address the needs of the populations that may be disproportionately impacted, and by providing the test specifically to that community, that has higher rates of HIV. So targeted testing is very cost effective. When - since you’re testing fewer individuals, this is beneficial when you have limited funds and when you work in a county like Los Angeles county that is large and has a large geographic area.


So within targeted testing, we have a higher utilization of the rapid test, so for the first this increases - the first benefit is it increases the results given since we can get the results to the client in 20 minutes, and it also allows you to link those individuals who test HIV positive into medical care immediately, and so this really works for us. We have a - we actually have a medical care in-house for HIV positive individuals, so when conducting targeted testing, the HIV counselor also has the ability to spend additional time with each individual testing since this isn’t part of a medical visit. It’s an independent visit with the client coming in.


And so if the client’s at higher risk, it just allows the counselor to spend additional time talking to the individual if needed.
(Vickie Ashley Johnson):
Okay. Now we’re going to move on to key strategies and partnerships. I’m sure we all know that it’s very important to build a strong working relationship and rapport between the HIV counselors and clinic staff. From the moment when the client comes in the first person they’re going to meet is the front staff. They’re going to be triaged and then go into lab. They’re going to be dealing with the medical system, and then finally the medical providers.


And it’s just very important that these working relationships are established. It’s important that the HIV counselor is also visible within the clinic, because this is going to help to ensure a smooth workflow. Another way to enhance the relationship and work flow it’s periodically providing HIV update class to the clinic staff, and again this is something that is going to help the staff learn more about HIV, and also what the patient may be going through.

(Lalaynia Ramirez Savarro):
Okay, so now we’re going to talk a little bit more about those key strategies. So it’s also very critical to ensure that you enforce agreed upon screening and referrals, and that internally this would mean just making sure that all staff understand. They don’t just know the protocols around the HIV screening process, but they understand and follow those set protocols, and this will help to ensure patient flow within the clinic.


And externally this really pertains to targeted testing. You should ensure that you have written and informal agreements in place to work with agencies around referring their high risk clients over for you - to you for HIV testing. So on that note, it’s important to collaborate, right, with these outside providers and agencies to refer, so some of the agencies that we collaborate with in our targeted testing program are inpatient drug treatment facilities, dual diagnose facilities, the department of corrections, the local colleges and universities.


So all of these individuals are key to having a successful program and to having the clients that you need come in and take an HIV test. So that’s the end of the slides for this segment, but we just wanted to give you a good idea of why it’s important and why it works well for us to have a little bit of both and how both kind of benefit and work together to make sure that we can cast the widest net in our community to provide the HIV testing.

(Renee Sterling):
Thank you, (Vickie) and (Lalaynia) for that presentation. For our last health center speaker, we are going to hear from greater Philadelphia health action. In addition to having a full routine HIV screening program, they have also recently made a decision to adopt rapid HIV testing. So joining us today is (Miss Armida Ayundai) who wears multiple hats at greater Philly, one of which includes it’s early intervention quality manager. (Armida)?

(Armida Ayundai):
Yes, thank you. Good afternoon, everyone. My presentation will be on (unintelligible) growth to rapid testing. Thank you. Okay, GPHA is located in Philadelphia, Pennsylvania, and as the slide presentation map shows, we have multiple site locations throughout our - the city of Philadelphia. We have seven primary care sites in addition to some behavioral health and general facilities within our service divisions. We currently service over 80,000 active patients, and all of our sites are located in underserved communities.


Our current HIV testing process is a routine integrated process where we provide HIV counseling and testing services within the primary care and behavioral health settings. It’s also offered as a standalone or preventive care service, so if a patient was to come in just wanting an HIV test, we would provide it to them, or it’s a part of their preventive care service, or if they come in for an STD, check whether they are symptomatic or asymptomatic.

We also use both (unintelligible), the conventional method, or as well as OraSure, more so within our outreach staff who go in the communities. Again, we do our testing in the health centers and also as a targeted approach with different community based organizations similar to one of the other presenters. We do go to the drug and alcohol agencies or organizations in the city of Philadelphia. HIV testing is provided by our clinicians, medical case managers, and medical systems within the health center, and we also have two outreach staff that go out in the community and provide those services as well.


Our funding sources include our Ryan White grant. We are solely funded by our Ryan White grant for HIV services, in addition to indirect funding from the city of Philadelphia’s department of public health, who helps fund our uninsured patients. So the next slide is a figure of our testing trends, where we were back in 2006 and where we are now in 2012. Mid-year data for it, so as you can all see, we went about 55% increase in the number of patients that we test annually, and again this is always our OraSure or our lab draw process.


Also included is our post-test counseling rate, which we know we could do better and we are actively working on increasing those post-test counseling rates. As you all can see in 2011 we did nearly about 7000 tests, and we should be on target to reach those numbers again for 2012. So what made us decide to go to the rapid testing? For one, to increase the number of individuals testing; also the timeframe for receiving the test results is 20 minutes, which is great, as right now with the lab draws, it’s anywhere from one week to two weeks depending on if the patient is insured or uninsured.


And also to increase our post-test counseling rates, because with the rapid test individuals can receive their results within 20 minutes as opposed to coming back to the health center for their results. Why now? Previously the state of Pennsylvania had stricter laboratory requirements for rapid testing, so with these changes we are now able to proceed with the level two tests as opposed to the level one test. So the prior requirements for those tests are no longer there. The requirements were barrier for (unintelligible) due to the costs and the administrative procedures to have those level requirements for testing.


And foregoing this new project or process we know that we will have to do some staff training, and currently our staff have been trained for the rapid testing. It does require again that you have processes in place for who will do it, where will the specimens be stored, the tracking and things of that sort, so we do have - we have done our staff training. Also requires having a collaborative agreement with the health department. We are currently actually this week going live with our EHR systems, the programming of the rapid test, into our EHR system so that we can bill out and document that the test was given and then developing workflows in the clinic.


And those workflows are to accommodate the insured versus uninsured patients, and understanding what tests, whether blood draw or rapid is better for the patient and for the clinic flow. The impact on GPHA in both the Philadelphia area is that more individuals will be aware of their HIV status, the rapid test results reduce the wait time associated with conventional testing methods. Also the increase is linked to just a primary care, because we do have our own in-house HIV program, so any individuals who test positive are directly linked or offered the option to come into our HIV program and to see our providers for medical care. And that’s it for the presentation.
(Renee Sterling):
All right, well thank you, (Armida). Three very informative presentations, focusing on different aspects of HIV testing, we are going to move into our final Q&A session. During this session as many have been doing, feel free to enter questions into the question box. You also may ask questions over the phone lines, so I’ll ask our operator, (Trierre), could you please provide our participants with instructions for calling in?

Coordinator:
Thank you. At this time we’ll begin the question and answer session. To ask a question over the phone you may press star one on your touchtone phones. Please unmute your phone and record your name clearly when prompted. To withdraw your question you may press star two. Once again to ask a question please press star one and record your name.
(Renee Sterling):
Now while we’re waiting for a question to come in through the phone, there’s been some chat in the question box regarding the use of EHR, and who enters information into EHR. This is an important area and a high priority for BPHC, making sure that all health centers are using EHR and meaningfully using data, so (Armida), I’ll start with you. Is there anything that you’d like to share about your EHR use and how it may support your HIV testing efforts on the routine screening side or the targeted testing side?

(Armida Ayundai):
Okay, so we just went live with our first three sites last week on the 2nd, so we haven’t fully implemented, or we don’t have data yet on how well we’re doing with that, but our plan is to use our EHR systems for reporting purposes of who got tested, who came back for post-test counseling, and also to document the result in the patient’s chart regarding their testing patterns and things like that, so we will be using our EHR systems for that, and who enters it is based on who does the testing.


So if our medical assistant or the medical case manager or clinician does it, they will be entering into the EHR system. Now our outreach staff will not be using and will not be documenting any of their testing within the EHR system.
(Renee Sterling):
All right, thank you for that. (Karen), is there anything you’d like to add about your use of EHR?

(Karen LaCroft):
Yes, we are fully live at all of our sites with EHR, and what we did was we made a pattern for the HIV testing, and we developed it as a health maintenance item, so when someone’s record is opened, all of the health maintenance items that are due pop up, so it might be a pap, or a colonoscopy or cholesterol testing, and HIV screening will pop up if it is needed. We’ve also included the elements that are required by Pennsylvania law, so we have to document consent or refusal.

So we have a drop-down menu, you know, patient consented, patient refused. We also have the ability to put in the results and then to put in follow-up testing if needed, so that would be the confirmatory test.

(Renee Sterling):
Wonderful, thank you. And (Vickie), anything else you’d like to add before we move to the next section?

(Vickie Ashley Johnson):
We are also in the process of doing electronic, and our live date is actually going to be November 1st.

(Renee Sterling):
All right.

(Vickie Ashley Johnson):
So we’re still in training mode in regards to this.

(Renee Sterling):
Well congratulations on that. Thank you for that response. Our next question pertains to staff resistance to giving HIV positive results on a Friday. I believe, (Karen), that would be directed to you. Could you unpack that a little bit more and give our participants some perspective on that issue?

(Karen LaCroft):
Yes. Here at family first health, we had done HIV testing for many years in our department of social services as part of our HIV program, and there had always been a concern in the HIV services community that someone could have a positive result on a Friday and then have the whole weekend to stew about it and maybe not have the support in place to really deal with it over the weekend. And when we realized we were doing routine screening, routine meant we were going to be doing it every day.


And so it was kind of interesting that our first reactive test was on a Friday, and what we did was we had the HIV program staff member actually call them over the weekend and say, how are you doing? Have you thought of any more questions? But I think it was a long held belief that we didn’t want to send someone home over a weekend with perhaps inadequate support.

(Renee Sterling):
Thank you. All right, operator, do we have questions in the queue?

Coordinator:
Yes, we do have one question over the phone, and once again if you would like to ask a question over the phone you may press star one and record your name. Our first question comes from (Jenny McFarland). Your line is open.
(Jenny McFarland):
Hi, there. This is (Jenny McFarland) with the Texas department of state health services. I had a couple questions. The first one is regarding - I like the idea of using the EHR and adding the testing as a health maintenance item, and for the other CHCs, it really encouraging them to add it to the hard order set, but the first question is, it sounds like you do quality activities when it comes to whether or not for the patient, but what about quality activities for the staff and their adherence to ordering the tests and because when we’ve seen some clinicians, their own resistance, and so we have a site in Beaumont, Texas, that they’re using it for their own staff quality improvement for the staff compliance with ordering the tests. That’s my first question.


And the other one is...
(Renee Sterling):
Maybe we could pause for it and just get an answer to the first one first. Is there a health center that would like to take lead on responding? All right, how about greater Philly?

(Armida Ayundai):
Okay, can I get a repeat on the question? I couldn’t hear the last part of the question.
(Renee Sterling):
Caller, maybe a concise version of your question?

(Jenny McFarland):
So how do I using your EHR for quality improvement for staff’s activities regarding the staff’s compliance with ordering the test.

(Armida Ayundai):
Okay, and again, because we just went live on that, not even two weeks yet, we - our quality checks are more on the system working, not yet on how we are doing with our HIV testing or the compliance for that. However, similar, we will be - similar to the other health center, we will be activating our protocol section of our EHR which allows us to set patient-based standards, and we will be checking on those for our patients.

(Renee Sterling):
Thank you. (Karen), would you like to respond?

(Karen LaCroft):
Yes. When we first started our routine screening program back in 2008, there wasn’t entire staff buy-in right away. I like to say that it is philosophically provider driven, but operationally MA driven at our health centers, and I think what really drove buy-in were these reactive and then positive tests, because I think it really made people understand that we did not know and we were not doing a good job of identifying who of our patients might be HIV positive.

But I certainly did monitor it as far as were the tests being performed, yes, and this was in the paper days. I did chart review, and it wasn’t as easy as it is in the electronic health record, but I did indeed do that. I would choose a period of time and do chart review.
(Renee Sterling):
Okay, great. And the second question.

(Jenny McFarland):
Oh, okay, so for the Philly group, I - you were talking about post-test counseling. Would it be an option for you all to consider this as another medical procedure rather than a stand - you know, another test where our clinicians traditionally say no news is good news, so that you’re not bound into this protocol for negatives of post-test counseling, since it’s a routine screen, it’s a routine screen. Is that an option for you all to consider?

(Armida Ayundai):
It is an option for us to consider. I think part of it is breaking away from what people traditionally do, so we are working on that. One of the things I didn’t mention in our presentation is the fact that now that we’ve changed, we don’t have to do the consent, our - the only consent that we keep in part of our process is consent for outreach so when individuals test positive. Even that, as simple as it seems like we’re taking away consent form, we have some barriers of people letting go of the actual consent for the test.


So we do recognize that the post-test counseling requirements are lax, but staff have a hard time releasing that component of the counseling and testing service, so it’s something that we’re still working on.

(Renee Sterling):
All right, thank you for that. Operator, is there another question in the queue?

Coordinator:
And ma’am, I show no further questions at this time.

(Renee Sterling):
All right, then we have a question from the box regarding measuring prevalence and perhaps this is a question (Dr. Wartley) might want to weigh in on. The question is whether a health center grantee should determine and measure prevalence across all of their service delivery sites, or at each individual service delivery site. Thoughts on that.

(Dr. Pasqual Wartley):
Well, so the - you know, the answer according to the guidelines is it would be every facility, because these are facility based guidelines. In reality I think that it would potentially depend a little bit on the situation at hand, so you know, some judgment could enter into that. You know, as far as how close to each other the clinics are and are they drawing from the same population, things like that. So you know, the technically pure answer is yes, every clinic, but I think that you know, there could be some amount of judgment call that goes into that.

(Renee Sterling):
All right, thank you very much. We know that a number of health centers have expressed concerns about funding for testing and treatment. I wonder, (Dr. Wartley), what thoughts you might have on the costs of routine screening. I know, (Karen) had mentioned in her presentation, touched upon the issue of financial sustainability. Are there other thoughts or perspectives you’d like to offer on that?

(Dr. Pasqual Wartley):
Well, I’m aware that this is a barrier, and you know, an issue that people bring up, is that there’s a cost to this, and so you know, to - a couple things. One is the payor mix for the patient seen in community health centers probably varies some, and for the clinics that are seeing a lot of people who are completely uninsured, then this is a problem.

Now if health care reform with - in states that have Medicaid expansion, and once healthcare reform is under way as far as expanding coverage, a lot more people will have coverage and still the percent of people that are uninsured for various reasons served by health departments will vary, and some might still have a sizable proportion which would be a challenge.


But for others, the implementation of health care reform will make a big difference, and these are services that could be billed for. One of the presenters, and I’m forgetting the name now, gave a good example of working with the health department to get resources, and so potentially, and I believe that was to cover all of their patients potentially health departments might have resources that would be available to cover the uninsured group, but I think it does make sense and I was happy to see at the beginning when you did that poll that half of the folks on the line are dealing Medicaid, which is an important source of coverage for this population and will become even more so in the future.

And I think there were a quarter that were billing private insurers too. I think that...
(Renee Sterling):
They’re going to bring those poll questions up so that we can see the breakdown there.
(Dr. Pasqual Wartley):
Okay, so one in five is billing privates and almost half are billing Medicare, which is great, so that’s a great foundation for some financial sustainability, and then that’s going to increase over time.

(Renee Sterling):
Yes, thank you for that. All right, operator, any other questions in the queue?
Coordinator:
No ma’am, I show no further questions.

(Renee Sterling):
All right, (Hallie Cornell), I wanted to ask you about with the increase in HIV testing through the implementation of routine screening, we know that some patients have expressed concerns about false positivity rates. Do you have some perspective that you might offer on false positives and how practitioners might address that concern?

(Hallie Cornell):
Sure. I can address that as a non-clinical person who has talked with some of our clinicians here about the calls that they receive about false positive concerns. What I’ve learned from them is that the specificity is really very high for most tests. They’re mostly very accurate. There are some considerations if it’s a high risk individual or a low risk individual, you might consider the false positive from that perspective, if it’s a low risk individual. You’re probably going to want to definitely do a confirmatory test. You would anyway, but especially in that kind of position.

And also there’s some other conditions that can increase the rate of a false positive, pregnancy, rheumatoid arthritis, some other conditions as well, and again that would be another reason to make sure you do a confirmatory test, but really depending on the test really it’s generally a less than 1% false positive rate, so they’re really pretty accurate.

(Renee Sterling):
All right, thank you for that, and one more question for you. We know that minority physicians often are primary providers for minority patients who are racial and ethnic minorities who are hardest hit by HIV/AIDS. As I understand it, the email inquiry program and the clinicians consultation center is working to support minority physicians, racial and ethnic minority physicians. Would you like to say a few words about those efforts?
(Hallie Cornell):
Sure. This is definitely something that we’re looking at along with the HIV screening standard care campaign and hoping to market the e-inquiry service towards as a good tool for people, minority physicians and physicians serving minority patients. The influence of minority physicians on their patients is really important, and to help increase diagnosis by primary healthcare providers and referral to HIV care. HSSC is currently in development for an educational program called enhancing effectiveness of HIV prevention and linkage to care of high risk racial and ethnic minorities through medical communities.


And what this is, is a minority AIDS initiative funded program. It will be a new segment of the HIV screening standard care campaign that’s tailored to capitalize on physician/patient relationships and kind of help provide ways to overcome this - the HIV testing barriers that we see in the minority communities, so this is going to be a campaign where the e-inquiry service is going to be marketed as well as some other materials to partnerships that include key medical associations such as the national medical association, the national medical - the national Hispanic medical association, and the national black nurses association.


And I believe that’s going to start with distribution of materials to about 7000 individuals, so hopefully that will really help get the word out, and I believe that is coming up within the next month or two, so...
(Renee Sterling):
All right, thank you for that. We have some questions coming into our question box regarding HIV testing in dental settings, and recommendations for supporting patients who might arrive in a dental clinic with oral lesions and the like. I’m not sure if any of our participating health centers have dental clinics, but (Hallie), since you have the floor, do you have any thoughts on that?

(Hallie Cornell):
You know, I don’t have clinical information on that, but that’s something we’re really - that you could either use the e-inquiry service or call the warm line, because we do work with several dental providers on the warm line issues of exposure and possible presentations of HIV that they see in their clinics, so this might be something where you either call (Dr. Aernow) or one of the other clinicians on the warm line to get some perspective and help there.
(Renee Sterling):
Great, yes, so it’s - the clinical consultation line is a wonderful resource, particularly for particular patient cases that might arise. They can walk you through how to address those needs. What about our other health centers? Do any of you have dental sites that might have some perspective to offer on this?

(Karen LaCroft):
This is (Karen). We do have dental sites, and we have been talking about incorporating HIV testing into our dental sites, and probably the thing we’re struggling with most right now is that we have two separate medical record systems that do not speak to each other, so - the dental and the medical, so it’s very challenging, where we would like it to be routine in dental as well, for the dental department to know if they’ve already been screened in medical or vice versa. So that’s - we’re trying to work through that right now, but we think that would be a great opportunity.

(Renee Sterling):
Thank you for that, and we’re noticing that this is stimulating some chat. We have a (Sharon White) from (Unintelligible) here. If anyone has a dental clinic and would like to offer some perspective briefly in our last few minutes of this Q&A session, please prompt the operator to enter you into the queue. And (Armida), it looks like - did you want to add in on this?
(Armida Ayundai):
Well GPHA does have general sites as well. Some are standalone dental sites and some are within the primary care setting. For the sites that dental and primary care are in the same facility, the patients are referred for testing the same day, and for standalone sites, the patient is given the contact information for the primary care site for testing.

(Renee Sterling):
Okay, thank you. Operator, has anyone entered our queue?

Coordinator:
Yes, ma’am, we do have one question in queue. Our next question comes from (Eugene Polk). Your line is open.
(Eugene Polk):
Yes, it wasn’t so much a question as it was a comment regarding the dental clinics. I’m at Detroit community health connection, and part of our services is a dental clinic, and we refer our patients to the clinic and if they come up with any suspected individuals that need testing, they refer them back to us for testing, but they’re in three of our six clinics.

(Renee Sterling):
Wonderful, thank you for that. Operator, is there another?

Coordinator:
No, ma’am, I show no further questions at this time.

(Renee Sterling):
We are approaching the end of our enrichment call. We really appreciate the participation of our speakers and those - our audience. The topics that have arisen in the question box, we will be sure to add to the Q&A document that we will post with the recording of this call and materials and these will - a link to these will be added to the technical assistance catalogue for grantees, which is on the BPHC training page of the BPHC Web site.

I also just wanted to remind you to take a look at the links to HIV testing resources that are in the middle box, along the left side of the Adobe environment. We’ve got a growing list of resources on the BPHC Web site. There is a coding guide for routine HIV testing, a coding and billing guide, which is actually in the process of being updated right now, but that is the most recent version of the guide. NACHC, the national association of community health centers, has put together a compendium of resources on their Web site.

And so we encourage you to follow those and also the ask against AIDS site is sponsored by the CDC and that is for providers and includes a lot of very useful information about testing. I encourage all of you, if there are any other resources that you’ve come across in your work to build your routine screening programs, to please email those to me, (Renee Sterling) at rsterling@hrsa.gov, and we will do our best to add those to our BPHC PA page and increase their visibility for other grantees in the health center program.


And a final reminder for everyone to please fill out the evaluation form for this call. We really do value your feedback and try to use your comments to improve future calls, so we look forward to reading your feedback there. So thanks again to all of our speakers, and for our participants, and we will now close this grantee TA enrichment call.

Coordinator:
This does conclude today’s conference. Thank you for participating. You may disconnect at this time. Speakers, please stand by.
END

