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DAY 1, Wednesday, November 1, 2006 [9:15am – 5:00pm]

1) Welcome Introductions and Meeting Overview (Co-chairs, Steve Rubin and Debbie Polacek)
a) Steve warmly welcomed everyone and noted that Debbie was unable to attend this meeting.

b) Dawn provided a brief overview of the meeting agenda, emphasizing the Day 2 focus on data management.

2) CDC Update (Steve Shapiro, National IPP Coordinator)
PowerPoint presentation available online.

a) Staffing:

i) Search is still on for new CDC/DSTDP/Program Training & Support Branch Chief

ii) Laura Shelby has been brought on as a CDC consultant for Region IX IPP to work on a special project in the Pacific Basin to increase the efficacy of the CT screening program there.
iii) CDC beginning to consider how to cope with aging workforce, and anticipated retirements. Future strategies related to recruitment and staffing are currently under consideration by CDC to plan for anticipated workforce changes.
b) Budget:

i) Total cut to IPP in 2006 was 2.97% including 1% Katrina rescission (permanent).
ii) 2007 budget unknown

c) Ongoing projects:

i) EPT Catalog of Statutes – website to go live by end of year
ii) Male Screening Consultation
(1) Dear Colleague letter is in draft form

(2) Two main recommendations:

(a) urine screening should be used to screen males, and
(b) leukocyte esterase (LE) should not be used for screening due to high rate of false positives
iii) National IPP webpage – live as of 10/05/2006 (feedback welcome)

(1) Infertility & STDs: http://www.cdc.gov/std/infertility/default.htm 
(2) IPP: http://www.cdc.gov/std/infertility/ipp.htm 
iv) Infertility Prevention Workgroup (IPW)
(1) The IPW’s recommendations related to increased CT screening was 1 of 4 proposals (reduced from 42 initially submitted by each branch and workgroup) submitted to John Douglas, Director of CDC/DSTDP, for consideration and potential action.
(2) Summary of IPW Submission to John Douglas:

(a) Common theme:

1. Should the Division support increased screening of females under the age of 26 for Ct in public and private sectors?

(b) Supporting Priorities 


1. Should the Division develop and implement a social marketing campaign based on the benefits of Ct screening?
2. Should the Division attempt to monitor the % sexually active females <26 who have been screened for Ct in the past year?
(c) Priorities as Core Functions
1. Improved quality of data from the current prevalence monitoring system. 

2. Website for infertility prevention to include all existing guidelines and tools.

3.  New and/or revised screening guidelines for GC and Ct for males and females.
(d) 4 Final Priorities that were forwarded to Dr. Douglas for consideration. 4 CDC Workgroups have been formed to review the priorities listed below and develop activities as apropariate.
1. Increased Chlamydia Screening

2. HPV Surveillance (endpoint: cervical cancer)

3. Data Improvement

4. Human Capital (30% of CDC workforce will retire in next 5 years)

v) Performance Measures

(1) Expansion of CSPS Performance Measures

(a) Timeliness of Tx for GC and CT in women who test positive in STD clinics

(b) Gender of Sex Partner information

(2) Infrastructure Performance Measures (proposed)
(a) Proportion of FP clinics adhering to regional chlamydia screening criteria

(b) Screening coverage estimate among sexually active 15-19 year old women in FP

(3) PM data for Jan-Jun 2006 were due on 10/31/2006.

(4) This is the 1st required submission after a 2 year pilot period.
(5) Submission of PM data (but not results) may be linked to funding.
(6) CDC will continue to provide support to project areas to collect and report PM data and will be conducting “learning tours” in a number of project areas throughout the nation to gather information about successes and challenges in associated with PMs.
3) NCSD Meeting Highlights (Sue Blank, NYC DOHMH)
PowerPoint presentation available online.

a) Navigating Change was theme of meeting held in San Diego, CA, October 10-13, 2006.
b) CDC statement of vision (Dr. Fenton). STD priority areas are: STI-related HIV transmission, STI-related cancer, impaired infertility and adverse pregnancy outcomes

c) Adoption of Core Health Department Competencies
d) Major topics:

i) New standards and approaches to partner notification
(1) New measures of success need to be adopted along with new approaches and messages targeted toward clients

(2) NCSD will be posting guidelines on lessons learned related to the development of a new paradigm related to treatment and partner notification practices.

(3) Need to get staff access to/ conversant with Internet cruising portals, and using cell phones, PDAs to learn about partners
ii) Attitudes toward adolescent sexual health

(1) Normalization vs. Dramatization

(2) Conceptualize comprehensive programs that effectively partner with abstinence only programs that are scientifically sound and impactful at the community/populations level. North Carolina has good examples of partnership and have available a statement of Agreement.
(3) Great American Condom Campaign http://www.condomcampaign.org
(a) Domestic college campus-focused condom distribution campaign
(b) Circumvent institutional politics by:

1. Establishment as political campaign (vs. 501c3)

2. Using students/ dorm rooms as conveyance

iii) Herpes simplex virus

(1) Important co-factor in HIV transmission
(2) Serologic testing important for educating asymptomatics, discordant couples
iv) Human papillomavirus
(1) Gardisil quadrivalent vaccine prevents types 6/11 (cause of genital warts) and types 16/18 (oncogenic)
(2) Need to get together leadership, coordination and support for HPV vax implementation

(3) CDC and OPA developing HPV surveillance system to assess impact of vaccine
e) Comments re: CDC recommendations on universal HIV screening
i) Call for screening of all persons age 16-64 yrs in all healthcare settings

ii) Recommend opt-out consent

iii) Primary target: emergency departments, OB/prenatal clinics
iv) Challenges:

(1) Widespread screening may not be cost-effective – low positivity

(2) Low positivity in family planning clinics

(3) Pressure on STD clinics to provide HIV screening – are STD services sidelined?

(4) Streamlined counseling helps reduce burden, but change is difficult

4) Region II IPP Task Force/Subcommittee Updates/Progress

a) Laboratory Subcommittee Update

i) Assessment of Test Turnaround Time (TAT) (JoAnn Hayduk-Kramer, NJ DHSS PHEL)

(1) NJ lab processes ~94,000 specimens per year for 114+ clinics. The lab has 1.5 staff who run APTIMA tests.

(2) Define TAT as time specimen arrives at health department (lab) until results are released (available to clinics).

(3) TAT was previously recorded in a manual log. Recently developed a computerized system to track TAT by calendar and business day.

(4) Results: avg. 87% within 3 days, except in July when flooding resulted in government shut down.

(5) Other factors affecting TAT:
(a) Transit time from clinic site to lab

(b) Time from lab report available to clinic staff review (options: faxing results, US mail, calling clinic with + result, electronic)

(c) Notification time - clinic staff to patient

ii) New York City and Puerto Rico also have procedures to assess TAT

iii) Lab subcommittee & TQA breakout will focus on developing a Regional tool

b) Increasing Chlamydia Screening in the Private Sector Task Force Update

PowerPoint presentation available online.

i) Partnership with Foundation For Healthy Living (Gale Burstein)

(1) Challenges and opportunities: health system, patient and provider level

(a) Opportunities include:

1. All 50 states and D.C. have laws allowing minors right to consent for STI testing and treatment
2. Chlamydia testing sexually active 16-25 year old females is HEDIS measure
3.  New Pap smear guidelines – 1st Pap at 3 years after start sex or at 21 years old
(b) Challenges include:

1. NYS Insurance Law Section 3234: EOB must contain information about the date, cost and scope of health care services received - no exception relating to the age or nature of service.
2. How to bill for “confidential” health care services? Explanation of Benefits (EOB) may result in disclosure to parent
3. Discussion: Could we restate HEDIS measure requirement, rather than obscuring the fact that an STD screening test was performed?
(2) NYS Providing Confidentiality for Adolescent Health Care (PCAHC) Work Group

(a) Region II IPP demonstration project in partnership with Foundation for Health Living

(b) Focus on changing EOB as a barrier to providing confidential care to adolescents
(c) Task Force to meet over lunch on Day 1 to review draft proposal to support two expert meetings, consider possible sources of funding.
(3) NYC is also attempting to find funding for a “Detailing” project that will target private providers in pre-identified high morbidity areas.  The project with cost $300,000.  Should funding be found will incorporate media and marketing components and the development of a detailing toolkit.
(4) Erie County Academic Detailing.  Dr. Gale Burstein noted that Erie County DOH had plans to partner with health plans to conduct detailing activities in Erie County.
5) Targeting Chlamydia Screening Resources

a) Region II IPP Screening Assessment Results (Kelly Opdyke)
PowerPoint presentation available online.

i) Purpose:
(1) Estimate chlamydia screening coverage among eligible female patients according to Region II IPP minimum screening criteria

(2) Pilot regional methodology for assessing screening coverage and adherence to screening criteria in anticipation of CDC proposed measures of effectiveness
ii) Results:

(1) Overall, 86.0% (2,343/2,723) of females under age 25 seen for initial or annual exam were tested for Ct (95%CI: 84.7%-87.3% ). Expected coverage was 85%. Client refusal emerged as a significant barrier to screening in FP settings (31.8% of those not screened).

(2) Overall, 74.4% (1,312/1,763) of females under age 30 seen in STD clinics were tested for Ct (95%CI: 72.4%-76.5%). Expected coverage was 90%. Opportunities to expand screening to female STD clinic patients receiving blood test or emergency contraception only.

iii) Next steps:

(1) By January 2007, Kelly will prepare a summary of screening assessment results for each project area, including main reasons for clients not screened. A formal regional write-up will be produced and distributed prior to the next meeting. A Regional abstract will be submitted to ISSTDR.
(2) Project areas should consider:

(a) Staff training on targeting screening resources, increasing clients’ acceptance of test

(b) How to expand screening to females under 25 receiving limited services (EC, HIV test, pregnancy test only)

(c) How to consistently document the reason why women who meet age criteria are not screened, and why women who exceed age criteria are screened.

b) Screening Among Females Age 30 Years and Older (Kelly Opdyke)
PowerPoint presentation available online.

i) Region II IPP minimum screening criteria call for screening of women < 25 yrs in FP (for initial or annual) and all women < 30 yrs in STD.
(1) “Screening is the testing of apparently well people to find those at increased risk of having a disease or disorder”

(2) “Overscreening” refers to screening outside criteria in the absence of risk factors
(3) CDC 2006 STD treatment guidelines recommend “annual screening of all sexually active women ≤25 years,” and “screening of older women with risk factors (e.g. those who have a new sex partner or multiple sex partners)”.
ii) From 2003-2005, the proportion of females tested for CT who were age 30+ yrs was

(1) ~20% in FP, but represented less than 2% of positives
(2) ~30% in STD, but represented less than 3% of positives 
(3) ~25% in sites other than FP or STD, but represented less than 2% of positives

iii) CT positivity for females age 30+ yrs varies by project area, but overall is < 2%.

iv) Exploring reasons why females age 30+ yrs are screened

(1) In New York City MIC clinics, a large proportion of clients receive prenatal services. Chlamydia testing is conducted based on prenatal guidelines, not age-based screening criteria. Analysis should take this into consideration.

(2) Data for variable “Reason for Test” is submitted by all project areas, but data do not illuminate reason why women age 30+ yrs are screened;

(a) Most records indicate “Routine exam” or “contraceptive services”

(b) A small number indicate diagnostic testing (contact to STD, signs/symptoms)

(3) Data for variable “Patient Risk History” is an enhanced variable with potential value in understanding why females age 30+ yrs are screened but is not submitted by the vast majority of project areas.

v) MHRA Initial Strategy for Addressing Overscreening (Rachel Baum)
PowerPoint presentation available online.

(1) Following July 5, 2006 meeting with NYC IPP partners, Rachel presented to MIC clinicians regarding overscreening and opportunities for updating test technology.

(a) Half of all 2005 Ct screens were outside criteria, with positivity <1.6%

(b) Team Approach to Change:

1. Created plan with management

2. Presented information to Clinic Directors, CNAs & providers

3. Letter from Medical Director to providers

4. Changed exam room set-up protocol

5. Implemented concurrent review

6. Disseminated progress results
7. Chart audits
(2) In the 2 months after strategy for reducing overscreening was implemented, the percent of clients > 25 yrs screened drop from >90% to <45%.
(3) Suggestion: In addition to site-specific feedback, provider-specific feedback could help show individuals how they are doing.

vi) NYS Strategy for Addressing Overscreening in CHCs (Alison Muse)
(1) Completed a chart audit at Migrant Health Center of “reason for visit” on test requisition slips for clients over age 30 who were tested to determine whether risk factors were present.

(2) Initial assessment showed that 40% of clients screened were > 30 yrs.
(a) Employed similar strategy as MHRA

1. Changed exam room set-up protocol

2. Reeducated providers on screening criteria

3. Integrated risk assessment tool

4. Require clinician to complete portion of lab slip requesting test

(b) Slow evolution

(3) After intervention, 15% of screening > 30 yrs still marked “routine” with no identified risk factors.

(4) NYS pays private lab vendor for tests and receive a monthly summary feedback. No billing is possible.

(5) NOTE: NJ PHL bills for every test performed outside age criteria.

6) Defining Our Next Set of Questions
PowerPoint presentation available online. (Part of “Screening Among Females 30+ Years”). 
a) Assessment of screening coverage (IPP Measures of Effectiveness) (Kelly Opdyke)
i) Region II IPP minimum screening criteria call for screening of women < 25 yrs in FP (for initial or annual) and all women < 30 yrs in STD.

ii) Regional minimum criteria for female chlamydia screening do not address:

(1) Screening among in FP with no pelvic exam

(2) Screening in other clinic types

(3) Screening among pregnant females

(4) Screening for reinfection

(5) Testing among symptomatic individuals

(6) Screening thresholds based on local prevalence
iii) Revision to screening criteria to ensure targeted expansion of screening should be based on prevalence and risk data.
iv) Next Steps:

(1) Establish a task force to consider revision to screening protocol

(2) Kelly will provide site-level data by project area each Spring to indicate prevalence rates by age group, gender, and provider type.

b) Screening Criteria – Contingent on a Pelvic Exam?
i) Pilot Projects in Nebraska, Arizona, New Mexico, and Pennsylvania have found high prevalence of infection among limited service clients (clients who do not undergo a pelvic exam).
ii) Project areas should consider using NAATs to screen females <25 who do not have a pelvic exam.

c) Screening at pregnancy testing only visits – NJ Experience (Eileen Crayne)
PowerPoint presentation available online.
i) NJ provided supplemental IPP funds to 12 FP sites in CY2004-CY2006 to conduct urine-based screening of limited service (pregnancy test only) clients.

ii) Chlamydia positivity among females screened with NAATs urine were comparable to rates for females screened with NAATs swab (~12% overall). Based on this data, screening in limited service clients is justified.
iii) Challenge: Data coding for “Reason for Visit” of pregnancy test does not correlate with specimen type of urine. Assumption is that all females screened with urine were limited service clients.

7) Private Sector Chlamydia Screening Task Force Lunch Meeting
a) Notes were distributed to participants of this breakout session and are available on the IPP website.
b) Dawn will share draft proposal with task force, and additional sources of funding will be identified.
8) Project Area Highlights

a) NYC: Identifying and Targeting Screening in Private Clinic Settings in High Morbidity Areas (Preeti Pathela)

PowerPoint presentation available online.

i) Objective: Develop neighborhood profiles that quantify the contribution that IPP sites (NYC BSTDC and MHRA) make to the overall burden of disease estimates for chlamydia at the neighborhood level
ii) Review of data since adoption of NAATs (early 2003 for most sites)
(1) 71% of  chlamydia cases are reported from private providers

(2) Since there are large numbers of cases in certain neighborhoods of Brooklyn, there are many more infected, undiagnosed persons in the surrounding Brooklyn neighborhoods (e.g., Downtown Brooklyn) with lower rates of reported disease. 

(3) Lower rates in these areas may not be due to less disease, but to less screening.
iii) Next Steps: “Intelligent Outreach”: The Bureau of STD Control will begin to work with DOHMH District Health Offices to develop plans to target and educate health care providers in these neighborhoods with high Ct morbidity that are not served by an IPP clinic
b) NYS: Re-screening Project (Alison Muse)

PowerPoint presentation available online.

i) 10-15% return rates for rescreening

ii) 9 STD sites selected for cross-sectional adolescent rescreening study

(1) Females 15-24 testing positive randomized into three groups: reminder: mail, phone, unassisted

(2) $15 gift card incentive provided to participants.

(3) Behavioral questionnaire administered at baseline and return visit.

iii) Preliminary conclusions:

(1) Implementation difficult at clinic level

(2) Mail reminder most popular, least successful
(3) Combined reminder plus incentive has not enhanced return rates.
iv) NYC: Also 10-15% return rate for rescreening. Piloted “Elephant never forgets” initiative, no incentive.

c) USVI: Use of Limited Resources (Taetia Phillips-Dorsett)

PowerPoint presentation available online.
i) USVI receives $75,000 from local Health Department.

ii) In 2002, only 4 IPP-funded sites (2 STD, 2 FP); these sites provided 520 tests

iii) By 2003, expanded to 10 sites, providing 3,200 tests.

(1) Established relationship with NJ PHL to provide Gen-Probe APTIMA testing

(2) Rapid expansion of IPP program meant program exceeding available funding

(3) Very high CT positivity rates (>10% overall for females in FP).

iv) In March 2005, implemented local screening criteria in consultation with CDC, targeting Pregnant Females, Symptomatic Individuals, and Contacts to persons confirmed with Gonorrhea and Chlamydia.

(1) Resulted in overall decline in test volume and case identification

(2) Marked decline in FP sites and among females

v) In July 2006, USVI revised local screening criteria
(1) Reverted to age-based screening criteria: <30 yrs STD, <25 FP/other sites.

(2) Alternate funds identified for screening pregnant women.

(3) Test allotment system introduced to help sites remain within budget.

(4) Presumptively treat all symptomatic males and females to save test kits.

vi) Ongoing efforts

(1) Identify additional sources of funding to expand screening

(2) Consider burden of disease in relation to PID incidence and HIV transmission

d) PR: Laboratory Changes (Francisco Davila)
PowerPoint presentation available online.
i) Lab name officially changed to “Puerto Rico Health Department Sexually Transmitted Diseases Laboratory” (no longer ILSOCM) to reflect shift from academic site to service oriented

ii) This presentation summarizes the experience of the newly appointed Director for the Puerto Rico Health Department Sexually Transmitted Diseases Lab, in transforming the institutional culture in order to comply with CDC program objectives successfully. (Also presented at National STD Prevention Conference).
(1) Issues: Sample accumulation; Manual processes not finished; Discrepancies not solved; TAT not acceptable; frustration of staff

(2) Solutions: Improved lab organization, QA, staff morale; TAT changes from 70% > 2 days to 70% < 2 days.
e) PR: School Screening Updates (Inarvis Bonilla)

PowerPoint presentation available online.
i) Total 8 schools in 4 districts, selected based on high morbidity.

ii) Schools selected have an extended hour program (PR DOE didn’t allow screening during class hour)
iii) Parents notification included letter sent home, invited to meeting on screening project. Also collaborated with school director, superintendent, and teachers to select sites and plan implementation.

iv) Students offered CT, GC, HIV and Syphilis testing.

v) High rate of student refusal (24% participation rate), despite efforts to ensure privacy, and fact that it was emphasized that urine would not be used for drug testing

vi) CT positivity rate was similar to that seen in NYC (11% females, 3% males)
f) NYC: School Screening Update (Steve Rubin, Meighan Rogers)

i) Increasing screening from 2,000 tests to 20,000 in 2007.

ii) Focus on expanding to schools with School-Based Health Centers
9) Breakout Sessions (Selected Task Forces and Subcommittees)

a) Assessment of Test Turnaround Time [Lab & TQA]
i) Notes were distributed to participants of this breakout session and are available on the IPP website.
ii) Regional TAT assessment tool will be drafted by task force, led by Scott Zimmerman and Gladys Schlanger.
b) Data and Analysis – Progress on Regional Plan Objectives [Data & Clinical]

i) Revision of screening criteria: By June 30, 2007, Determine need to update/revise regional screening criteria based on findings from adherence to screening criteria assessment, completion of screening coverage analysis, emerging best practices and regional discussion.
(1) Consider criteria for sites other than STD, FP – especially school, CHC, detention

(2) Consider GC – waiting on CDC policy

(3) Males – waiting CDC results of male screening consultation. Present data at Spring 2007 meeting.
(4) Continue provision of site-level prevalence data to identify sites <2% pos. Next data set will be provided at Spring 2007 meeting.
(5) Clarify specific “risk factors” for women over 25

(6) Next Step: Establish Screening Guidelines Task Force to review existing screening criteria, and update Protocols & Guidelines.
ii) Rescreening methodology:
(1) 2007 Objective: Evaluate/Assess chlamydia re-screening practices for clients testing positive for chlamydia 3-4 months post treatment. By May 30, 2007, Present results of rescreening assessment conducted at pilot site at Spring 2007 Region II IPP Meeting.
(2) PR, NJ (PPGNNJ), NYC, and NYS are all conducting rescreening initiatives.
(3) Lack of unique patient ID and inadequate coding for “reason for test” means it is not currently possible to distinguish “rescreens” in prevalence monitoring data.
(4) Next Steps:

(a) Compile rescreening methodology employed in various project areas
(b) Present findings, best practices at Spring 2007 meeting
(c) Consider how to move forward with capturing “rescreening” data in IPP prevalence monitoring data.
10) USVI Project Area Meeting [with NJDHSS Lab and Data Manager in attendance]

a) Notes were distributed to participants of this meeting.
Day 2, Thursday, November 2, 2006 [9:00am – 4:00pm]
[Seating was arranged by project area and participants sat with project area partners]
11) Infertility Prevention Project Prevalence Monitoring Data (Catherine Lindsey Satterwhite, CDC National IPP Epidemiologist, and LaZetta Grier, CDC National IPP Data Manager)

PowerPoint presentation available online.
a) CY2005 National IPP Data Trends and Highlights – Key Questions

i) Clarified that CDC & USPTF recommend screening all sexually active females <26 years (not <25 years). This is sometimes in conflict with age group categories presented in data analysis. Catherine acknowledged this is confusing.

ii) IPP reporting trends – racial/ethnic disparities/trends need to be explored further
iii) Chlamydia tests among females aged 15-24 attending family planning clinics accounts for about 35% of all reported tests
iv) Completeness of race/ethnicity and client zip code
(1) goal to continue to improve

(2) Region II ranks 5th for completeness of data among 10 regions nationally, with ~7% of records missing this data overall)
v) Gonorrhea tests and positivity
(1) Number of tests reported has increased dramatically since 2003 (dual testing for CT/GC is widespread). IPP data submission to CDC included 3.2 million CT tests in CY2005 and 2.3 million GC tests in CY2005.
(2) Apparent decline in GC positivity, especially low among females

(3) Need for guidelines and targeted screening
b) Enhanced National Surveillance System – Data Codebook

i) National data codebook will establish national standards

ii) Change in reporting requirements effective 2006q3 – data memos, codebooks, and clinic reference file updates will be submitted quarterly moving forward
iii) Challenges

(1) Coding for clinic type – lacking standard categories and definitions

(2) Coding for test type – need to standardize by manufacturer, test technology

(a) Scott Zimmerman suggested use of LOINC and SNOMED codes to link IPP coding with existing lab systems

iv) Region II will work to adopt national standards as feasible

v) CDC expects draft national data codebook available in early 2007

c) Clinic Reference File – Guidelines and Application

i) Used to link clinic level data with client level data via clinic ID (HCPID)
ii) “KEY” is generated at Regional level by preceeding HCPID with STATEFIPS code
iii) The Clinic Reference File must be continually updated to reflect new sites and codes. Data on “retired” sites should not be deleted, however, to facilitate tracking over time.

12) Region II IPP Data Management & Analysis Activities (Kelly Opdyke)
PowerPoint presentation available online.
a) This portion of the meeting leveraged participation of data managers in project area breakout groups. Kelly provided a brief overview of the IPP project for data managers who had not previously attended a meeting
b) 2007 Objective: In order to support efforts to conduct analysis on highest quality data, By June 30, 2007, create a comprehensive set of prevalence monitoring data cleaning and quality assurance activities that project areas and the Infrastructure should conduct on a quarterly basis prior to forwarding data to CDC.
13) Project Area Breakout Session #1 – Data Collection & Management

a) Objectives of Session:

i) Describe data sources, data collection process and challenges

ii) Describe team roles/responsibilities for data management

iii) Describe local data cleaning & QA procedures

b) Discussion:

i) Project areas were all asked to identify who in their project area would be responsible for submitting quarterly data memo for all future data submissions. Kelly emphasized that this would in most cases not be the data manager’s role, but perhaps the IPP Coordinator. This will help link programmatic changes with data to strengthen QA & analysis.
ii) Primary Project Area Data Manager and IPP Coordinator Contacts:
	Project Area
	IPP Coordinator
	Data Manager
	Notes

	NJ
	Eileen Crayne
	Patrick Dwyer
	Eileen works in partnership with IPP partners.

	NYC
	Steve Rubin
	Preeti Pathela (STD)

Alex Ely (FP)
	

	NYS
	Martha Newcomb (STD)

Jane Vet (FP)
	Solita Jones (STD)

Eileen Shields (FP)
	Alison Muse works closely with Martha and Solita in STD.

	PR
	Inarvis Bonilla
	Inarvis Bonilla
	Leticia Roman-Torres submits FP data to Inarvis

	USVI
	Taetia Phillips-Dorsett
	Jasper Lettsome (STD)

Mercedes Reyes (FP)
	Patrick Dwyer of NJ submits IPP data on behalf of USVI.


iii) The importance of the identification of project area key contacts was discussed and included stressing the need for overall coordination of the IPP at the project area level across FP and STD disciplines.  The IPP Infrastructure staff will draw upon key contacts identified during this discussion as their primary contacts for the project at the project area level.  They will assume that identified “coordinators” will communicate with all necessary partners as needed in the completion of Regional IPP tasks and in meeting regionally prescribed IPP objectives and timelines.
iv) Dawn and Kelly emphasized that a major goal of IPP is enhanced collaboration between STD and FP partners. CSPS application and program structure should strive to integrate work across programs within each project area. This collaboration can lead to enhanced surveillance and coordinated strategies for expanded screening.
v) Data Challenges
(1) Data challenges were identified by project areas and included:
(a) Coding race/ethnicity data
1. Clients who indicate Hispanic ethnicity should also be asked to specify their race. Often, Hispanic clients will not identify with a racial category. In this case, race should be marked “other.” Race should be left blank only if clients do not respond to the race question.
2. For analysis purposes, race and ethnicity are usually combined. Often, “Hispanic – all races” is used as a distinct category. This helps overcome problems with missing or “other” race.
3. It was decided that it was ok if “Hispanic” was checked and no race indicated.
4. Project Areas that use a default value of “other” for race when Hispanic ethnicity is selected should notify Kelly.
(b) Completion of lab slip is often poor – data elements are drawn from the lab slip in many cases.
14) Project Area Breakout Session #2 – Data Cleaning & Quality Assurance

a) Objectives:

i) Review data QA reports and project area data questions

ii) Describe plan for addressing data cleaning & QA issues

b) Tools:

i) Data Codebook (DRAFT - in CDC format)

ii) Data Cleaning Checklist (DRAFT)

iii) Quarterly QA Reports (2006 Q1 & Q2)

iv) Project Area QA Reports

v) Project Area Questions
c) Discussion:

i) Project Areas should implement Data Cleaning Checklist for 2006q3 submission.
(1) Data cleaning checklist should be concise and in bullet point format.
(2) It was noted that in the USVI Taetia Phillips-Dorsett will submit the QA checklist on behalf of STD and FP.
(3) PR will submit two memos for now – one from UPR and one from STD and ProFamilia.
(4) NYC will submit two memos for now – one from MHRA (Alex) and one from NYCDOH (Preeti)
ii) Utilization of the lab slip for data collection related to “reason for test” was mentioned but not explored in detail.
15) Project Area Breakout Session #3 – Enhanced Data Collection & Analysis

a) Objectives:

i) Review clinic reference file data and clinic/provider type categories

ii) Describe plan for reporting new variables (e.g. revised CT/GC test type)

b) Tools:

i) Clinic reference file codebook & guidelines

ii) Project area Clinic Reference File

iii) Proposed HCPT categories & definitions

iv) Proposed Coding Changes for 2006
c) Discussion:

i) Projects should be very familiar with Clinic Reference File for their area.
(1) Clinic reference file includes information about clinics that have participated in the IPP project since its inception.
(2) Clinic unique identifiers should not be re-used.
ii) Kelly will email Clinic Reference Files to each project area and request updates as needed.

iii) At this time, project areas should not change the way data is coded (provider type, test type), but should consider how changes may affect data collection and submission. Updates will follow, based on CDC and regional discussions.
(1) It was noted that CDC is considering standardizing site type codes and definitions and we should hear more about that in the future.
16) Debrief on Project Area Breakout Sessions

a) Discussion questions:
i) What are your challenges/concerns related to IPP data management?
ii) What steps can be taken to improve data quality locally?
iii) What information was the most helpful?
iv) What additional information is needed?
b) Next steps:

i) Project areas noted that this section of the agenda was very helpful and informative.  They appreciated the involvement of the Data Managers and felt their participation was crucial to the discussion and their ability to move forward in items related to data collection, quality and submission.

ii) Kelly will follow-up with project areas individually regarding data issues for 2006q3 and ongoing.

iii) Project areas should also contact Kelly with any additional questions/suggestions generated following this session.
17) NYS IHS Lunch Meeting [20th Floor Library]

NOTE: This meeting was cancelled due to scheduling conflicts for all but one participant

a) Participants: Gale Burstein, Scott Zimmerman, Alison Muse, Martha Newcomb (Scott Tulloch and Lori de Ravello to be conferenced in by phone).

b) Purpose: To follow-up on discussion around Seneca Nation school screening project

c) Next steps: Schedule follow-up conference call with partners

18) PROJECT AREA MEETINGS
Due to time constraints, and the fact that project areas were already meeting to discuss data on Day 2, this session was eliminated.
19) GENERAL SESSION WRAP-UP

a) Meeting Evaluation
i) All participants were asked to complete the yellow meeting evaluation, provided in packet.

ii) Evaluation comments are an opportunity for members to provide feedback on overall meeting format and content, as specifically participation of data managers in this meeting.

iii) Evaluation comments will be summarized and reviewed with the Executive Committee to plan for the next meeting. 

20) Project Area Data Managers Meeting
a) Targeted towards project area data managers and other key project area staff that support data collection and submission
b) Data managers were asked to comment on any issues that had not been discussed or outstanding questions following meeting activities.

i) Question: Will HCPT codes be used across other Federal programs (FP or STD)?
(1) There is currently no standardization of HCPT codes at the Federal level. Per Catherine, activities of the IPP may help inform efforts to standardize in the future.

ii) Comments:

(1) Participation of data managers at this meeting was useful.

(2) Participation of data managers in future meetings should be guided by focus of each meeting.

(3) Data managers bring a different perspective.
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