Region II Infertility Prevention Project

Regional Advisory Committee Meeting

Cicatelli Associates Inc., New York, NY

May 16-17, 2007
MINUTES 

Meeting Purpose: Provide ongoing support to Region II IPP members in the administration and evaluation of IPP projects in the field.

Meeting Objectives:

1. Review requirements for the submission of IPP Performance Measures data to CDC and quality assurance concerns.

2. Facilitate project area review of systems that support submission of IPP PM data in order to enhance quality of data submitted to CDC.

3. Conduct a review of Region II IPP Regional Plan objectives and activities to assess progress made and develop/revise 2007/2008 Regional Plan objectives and activities.

4. Increase member knowledge related to nationwide efforts to better target and/or expand chlamydia screening services and enhance the delivery of treatment for chlamydial infection.

5. Evaluate proposed revision to Region II IPP Chlamydia Screening Criteria for females.

6. Support the development Region II IPP Health Communications Plan targeted towards providers by increasing member knowledge and awareness of “Communications” best practices.
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DAY 1: Wednesday, May 16, 2007

[9:00am – 5:00pm]

1)
Introductions and Welcome

Steve Rubin, Co-Chair and Debbie Polacek, Co-Chair
a) Steve and Debbie welcomed everyone to New York City once again, thanked Dawn and Kelly for coordinating the meeting, and introduced the agenda to the group.

2)
CDC Update

Steven Shapiro, CDC National Infertility Prevention Project Coordinator

PowerPoint presentation available online.
a) Budget update

a. Flat funding at 2006 levels; $107 MM to grantees

b. Infrastructure: Special Projects and Data Systems Standardization funding

b) CSPS Update

a. 2008 Continuation – Summary of Requirements
i. Applications due August 22 (revised from August 17), 2007

ii. IPP plan must be developed jointly by STD, FP and Lab partners

iii. Draft (Background, IPP plan and budget) must be submitted to Regional Infrastructure for review at least two weeks before deadline

iv. At least 50% of funds must go to support FP screening and treatment

v. Resource allocation should be driven by prevalence monitoring data

vi. Must include objectives related to IPP performance measures

b. 2009 Five-year Cooperative Agreement

i. Draft currently under development (cf. April 2007 Consultation)

ii. Areas of discussion/possible revision include:

1. Increased integration of IPP with other CSPS core activities

2. Need for regional screening criteria

3. Better matching between CSPS and Infrastructure requirements

4. Emphasis on completing required IPP activities

iii. Questions/suggestions from group:

1. What about screening women over age 30?

2. What about screening males? (cf. Male screening consultation)
c) Ongoing Projects
a. Azithromycin Pricing (off-patent 2006)
i. Nationally: 
$0.38-$24.50/dose

ii. Region II STD: 
$2.10-$15.52/dose
iii. Region II FP:
$2.24-$10.26/dose
b. Infertility Prevention Workgroup – Submission to DSTDP Director
i. Theme:  Should the division support increased screening of females under the age of 26 for Ct in public and private sectors?

ii. Priorities:

1. Social Marketing

2. Monitoring of Screening Coverage
c. Performance Measures
i. CSPS - expanded

1. Time to Treatment for STD Clinics (in addition to FP Clinics)

2. Gender of sex partner of infectious syphilis

ii. Infrastructure – new (pilot)

1. Screening coverage (based on FPAR data)

2. Proportion of tests by age (test utilization)
3)
Expedited Partner Therapy (EPT)
Amy Pulver, CDC Associate Director for Policy Planning and External Relations

PowerPoint presentation available online.
a) Expedited Partner Therapy (EPT) is the clinical practice of treating the sex partners of patients diagnosed with chlamydia or gonorrhea by providing prescriptions or medications to the patient to take to his/her partner without the health care provider first examining the partner.

b) CDC guidance on the use of EPT: www.cdc.gov/std/ept 

a. 2006 STD treatment guidelines: Include guidance on EPT under “management of sex partners” for patients infected with chlamydia.

b. Review and Guidance: EPT in the Management of Sexually Transmitted Diseases (February 2006)

c) CDC sent a letter to HRSA regarding proposed clarification of the definition of “patient” for administering the 340B drug program. The letter requested that HRSA/Office of Pharmacy Affairs permit the use of 340B drugs by covered entities for EPT when the index patient qualifies under the definition of patient. A copy of the letter was distributed to meeting participants.

d) The American Medical Association and American Bar Association have also been supportive of CDC’s efforts to encourage the appropriate use of EPT. 

e) Legal Status of EPT by Jurisdiction: online resource where providers can find/post information about the legal status of EPT in their state: www.cdc.gov/std/ept/legal 
a. As of May 2007, EPT was “permissible” in 11 states, “potentially allowable” in 28 states, and “prohibited” in 13 states.
b. In Region II, EPT is “potentially allowable” in New Jersey, New York, and Puerto Rico. Sufficient information was not available for the US Virgin Islands in order for CDC to make a determination of legal status.

c. CDC is not providing legal advice; providers must observe local/state laws.

d. CDC is relying on providers to share feedback regarding changes in the status of EPT in their states so that the website can be as up-to-date and accurate as possible. Contact: cdcept@cdc.gov
f) Project Area initiatives related to EPT:

a. New Jersey: Working with Board of Medical Examiners to revise language that would facilitate use of EPT.

b. New York State: Medical Director for NYS DOH Bureau of STD Control does not support the use of EPT without additional evidence regarding its effectiveness.
c. New York City: Will continue to pursue legislative change at State level.

d. Puerto Rico: Seeking legal counsel to investigate this issue in further detail.

e. US Virgin Islands: Reviewing legal codes; there is only one attorney to convince to make EPT permissible in the USVI.

g) EPT Evaluation - Demonstration Project

a. Matthew Golden is conducting a five-year demonstration project to evaluate the effectiveness of EPT in public and private clinics.

b. This evaluation requires confirmation of treatment, a time-limit for prescriptions to be filled, and pharmacy reporting of chlamydia contacts.

i. Comment from group: Burden of confirmation would make EPT as labor intensive as traditional partner management (DIS), thus negating some of its potential advantages, including cost-effectiveness.

h) Discussion:

a. Comment: Gale Burstein (NYS – Erie County) – The use of EPT for pediatric illnesses (e.g. lice, pertussis, etc.) is considered standard-of-care; horrified that a standard-of-care practice is considered illegal in New York State.

b. Question: Dennis Murphy (NYS) – Will EPT reduce rates of chlamydia infection?

i. Response: Julie Schillinger (NYC) – EPT is intended to help halt the spread of infection and to reduce the rate of recurrent infection. The use of EPT should not be expected to affect rates of chlamydia in the population because screening coverage is low enough that even with EPT rates will continue to rise.
c. Amy emphasized that

i. EPT is just one tool for partner management.

ii. The use of EPT will always require clinical judgement

iii. Implementation of EPT is focused on 1st generation contacts to index partner.

i) Next Steps: At future regional meetings, Project Areas will be asked to share updates and progress notes related to removing barriers to EPT and implementing EPT in their projects.

4)
IPP Performance Measures 

a) CDC Update
Steven Shapiro, National IPP Coordinator

PowerPoint presentation available online.
a. Approximately 90% of all grantees reported IPP performance measure data by the first half of 2006.
b. IPP CS1: “Among clients of IPP family planning clinics, the proportion of women with positive chlamydia tests treated within 14 and 30 days of the date of specimen collection.”

i. In Region II, 52% treated within 14 days, 72% treated within 30 days.

ii. Nationally, 64% treated within 14 days, 77% treated within 30 days.
c. IPP CS2: “Among clients of IPP family planning clinics, the proportion of women with positive gonorrhea tests treated within 14 and 30 days of the date of specimen collection.”

i. In Region II, 53% treated within 14 days, 72% treated within 30 days.

ii. Nationally, 65% treated within 14 days, 77% treated within 30 days.

d. CSPS MLS1: “Proportion of female admittees to large juvenile detention centers tested for chlamydia.”

i. In Region II, 48% of JDC females were screened.

ii. Nationally, 59% of JDC females were screened.
e. Data Verification

i. CDC has observed large discrepancies between the number of cases reported in performance measure data compared with number of positives reported in prevalence monitoring data.

ii. IPP family planning clinic ≡ All family planning clinics that report data as part of chlamydia prevalence monitoring project.

1. In other words, data for IPP performance measures should represent the same sites as IPP prevalence monitoring data

iii. Denominator (IPP CS1/CS2) = Total number of women who tested positive for chlamydia

1. In other words, the denominator (cases) for IPP CS1/CS2 should equal the number of female positives reported in prevalence monitoring data.
b) Project Area PM Trend Report

Dawn Middleton, Region II IPP Coordinator

PowerPoint presentation available online.
a. See also discussion on Lab Test Turnaround Time, below.

b. Regional Plan Priority 3: Improve Appropriate and Timely Treatment for Persons Diagnosed with Chlamydial Infection and Their Partners.
c. Objective 3B: By December 2007, increase the percentage of clients who test positive for chlamydia and are treated within 30 days of specimen collection from region-wide baseline of 65% treated to 70% treated.
i. Status: Met
ii. In second half of 2005 and first half of 2006, 72% of women testing positive for chlamydia were treated within 30 days (Range: 42%-85%)
d. Data submitted to and extracted from Performance Measure database

e. What does this PM Measure?

i. Ability to collect data (thereby monitor performance)

ii. How long it takes to deliver treatment
c) Project Area Meetings – Collection of PM Data
a. Reviewed and discussed “Tracking Steps in the Collection and Submission of IPP PM Data” Flow Sheet with IPP Partners. There were six main steps:
i. Define the IPP family planning clinics
ii. Identify date of specimen collection

iii. Identify positive CT results (PM denominator)

iv. Confirm treatment date for positives (PM numerator)

v. Report data: Family planning to STD

vi. Report data: STD to CDC

b. Performance Measure Quality Assurance Checks:

i. Is the number of cases in the IPP performance measure denominator consistent with the number of positives reported in IPP prevalence monitoring data? If no, check definition of eligible sites or check for incomplete reporting of cases.
ii. Are there cases without documented treatment in the denominator? If no or unable to determine, check for incomplete cases.

iii. Is the percent of cases without documented treatment >5%? If yes, check for missing treatment information.
iv. Do the numerator and denominator include cases testing positive in the reporting interval, but treated in the next interval? If the specimen collection date for a case falls within the reporting period, include in both the numerator and denominator.
d) Project Area Report Out
a. Project areas were asked to report out to the group on the following:
i. Project area steps to collection and submission of IPP PM Data
ii. Discuss why difference (if any) in cases reported to IPP Prevalence Monitoring System vs. cases reported to CDC Performance Measure Database.
b. NOTE: Participants commented in meeting evaluations that this portion of the meeting was overly time-consuming, and that they would have preferred to receive data ahead of time in order to make an informed analysis of the data presented to them, the source of discrepancies, etc.

e) Next Steps

a. Project Areas should include objectives related to data collection, reporting and quality assurance related to CSPS Performance Measures.

b. Infrastructure will assist projects in analyzing data and to identify discrepancies between Performance Measure and Prevalence Monitoring data.
5)
Private Sector Task Force Meeting over Lunch

a) Regional IPP stakeholders were invited to discuss updates taking place since last regional meeting related to private sector initiatives.
b) Providing Confidential Adolescent Health Care (PCAHC)

a. Reviewed PCAHC project proposal focusing on addressing the conflict between NYS laws protecting minors’ right to consent to confidential health care and NYS insurance regulation requiring the creation of an Explanation of Benefits (EOB) to be sent to the insured (often parents)
b. Discussed progress to date in securing funding from CDC and the Region II IPP Infrastructure to support the project; and 
c. Identified potential NYS stakeholders who should attend the meeting.
c) Other Project Area initiatives

a. New York City:

i. Use syphilis elimination dollars to support provider detailing group to reach out to private providers

ii. Identify cases reported by lab but not providers (80% of all cases) and conduct follow-up with high volume providers

iii. Follow-up with providers who report administration of inappropriate treatment for gonorrhea (e.g. use of fluoroquinolones)
b. New York State:

i. NYS DOH working on phone follow-up for undocumented treatment.
ii. NYS DOH working with Foundation for Healthy Living on a provider training.

iii. NYS DOH and Erie County conducting academic detailing with support from Merck and GlaxoSmithKline.
iv. Working with PRCH (Physicians for Reproductive Choice and Health) on Best Practices DVD.
d) Discussion: Would Emergency Departments be an appropriate target for private sector outreach?

a. Cases would be mostly symptomatic, presumptively treated.

b. We do not know how effective EDs are at screening for chlamydia because only positive test results are reported.
6)
Private Sector Task Force Report

Gale Burstein, MD, MPH, Medical Director, Surveillance & Epi, Erie Cty DOH 

a) Gale summarized progress of Private Sector Task Force since March, as per discussions of the Private Sector Task Force lunch meeting (see above).
b) Next Steps:

a. Meeting of NYS stakeholders (in June) who will review status of NYS legislation and insurance regulation and develop a plan of action for removing barriers to care.

b. Private Sector Task Force will report out at Fall IPP meeting.

7)
Laboratory Test Turnaround Time Methodology, Preliminary Results

Dawn Middleton, Region II IPP Coordinator

PowerPoint presentation available online.
a) Regional Plan Priority 3: Improve Appropriate and Timely Treatment for Persons Diagnosed with Chlamydial Infection and Their Partners.

b) Objective 3A: At least every two years, assess turnaround time within lab to assure compliance with 3 business days (develop tracking system clinic to clinic).
c) Test Turnaround Time (TAT) Assessment
a. Measured two components:

i. Part I: Time to lab. Number of days from specimen collection to specimen received in lab.

ii. Part II: Time in lab. Number of days from specimen received in lab to final lab report.

b. Data were submitted by participating labs to Region II Infrastructure either electronically as a line-listed data file, or as a summary table with required data elements.
c. Five labs submitted data for this analysis, as summarized below. Two of the five labs had a total TAT of ≤ 3 days.

d. Challenge: Objective is for TAT ≤ 3 business days, but analysis was based on calendar days.

i. Question: Should objective be restated in terms of calendar days, rather than business days?

	TAT (days)
	NYC DOHMH
	NYS STD (CDD)
	Erie Cty STD
	Niagara Cty STD
	PR DOH PHL
	TOTAL

	Part I Avg.
	n/a
	2.8
	1.6
	1.0
	2.5*
	2.5*

	Part II Avg.
	n/a
	0.0
	2.2
	3.4
	5.1*
	3.3*

	Total Avg.
	1.6
	2.8
	3.9
	4.4
	7.5*
	2.8† (5.8*)


†Includes data for New York City. *Weighted average. 
d) Next Steps:
a. Lab sub-committee revise methodology and repeat TAT analysis in Fall 2007, including additional labs.

b. Report out findings at Spring 2008 regional meeting.

8)
Utilization of Data to Evaluate and Inform Project Activities

a) Region II IPP Data Reports and Infrastructure Performance Measures

Kelly Opdyke, MPH, Region II IPP Deputy Coordinator

PowerPoint presentation available online.
a. Regional Plan Priority 2: Incorporate analysis of Regional Prevalence Monitoring Data for Regional and Local Data-Directed Planning and Quality Assurance.
b. Objective 2B: Identify what percent of eligible women are being screened on an annual basis among select sites participating in the Region II IPP.

c. Recap: Region II IPP 2005 Screening Assessment (formerly “Audit”)
i. Purpose:

1. To estimate adherence to regional screening criteria in terms of the percent of “eligible” clients screened.

2. Pilot regional methodology for assessing adherence to screening criteria and screening coverage.

ii. Regional Screening Criteria (revised September 2003)

1. Title X: All women ≤24 years of age for initial or annual

2. STD: All women ≤29 years of age

iii. Results: Adherence rate
1. Title X: 86% (95%CI: 84.8-89.3%). Met expectations (85%).
2. STD: 74% (95% CI: 72.4-76.5%). Below expectations (90%).
iv. Conclusions:

1. Title X: Adherence to screening criteria is high, but criteria may be inadequate, e.g. miss at-risk limited service clients

2. STD: Lower than expected adherence; could be increased by offering CT test to emergency contraception (EC) and HIV testing clients.
v. Next Steps:
1. Title X clinics consider opportunities to expand chlamydia screening to walk-in pregnancy test clients.

2. STD clinics consider opportunities to offer screening to EC and HIV testing clients.

d. Regional Plan Priority 4: Promote the use of high quality, cost effective diagnostic tests for chlamydia.

e. GOAL: All clinical providers will utilize NAATs by 2008.

i. NAAT trends by program
1. Overall, 74% of Region II tests in CY2006 were NAAT, up from 60% in CY2005 and 59% in CY2004.
2. UPR TXFPP was in the process of switching to all NAATs testing by the end of 2006.

3. The majority of non-NAAT tests are used in Family Planning clinics in New Jersey, New York City, and New York State.
4. The proportion of NAAT tests has increased in NYC and NYS over the past three years, but more progress is needed to reach the 2008 goal.
ii. Next Steps:
1. Family Planning programs should identify opportunities to upgrade lab test to NAAT

2. Programs should review lab contracts to ensure equitable pricing (e.g. NJ PHEL charges $14 for Gen-Probe APTIMA combo CT/GC NAAT).
f. Objective 4A: Increase use of FDA approved NAAT alternate specimen types (urine, vaginal swab) in females among participating IPP clinics to identify chlamydial infection when a pelvic exam is not being conducted.
i. Use of alternate specimen types for females (urine, vaginal swab)
1. FP: 2.8% urine
2. STD: 22.1% urine

3. Other: 27.9% urine

ii. Note: Just 0.4% of all specimens were reported as “other” specimen type in CY2006, which would include vaginal swabs based on current regional data codebook.
iii. Next Steps:

1. Review opportunities to use alternate specimen types at Fall regional meeting.

2. Review data codebook changes that would facilitate collection of additional alternate specimen types.

g. Regional Plan Priority 1: Target/Expand Chlamydia Screening to Young Sexually Active Women and Men at Risk for Infection in Public and Private Settings.




h. GOAL: All at risk men and women under the age of 25 will be screened at least annually.

i. Objective 1C: By December 2007, decrease routine CT and GC screening by 50% in women >30 years of age in FP clinics where the prevalence of CT is less than 2%.
j. Trends in test utilization and positivity for women age 30+ years
i. In CY2006, 18.1% of tests (31,018) reported from FP were among women ages 30 and older. This is down slightly from CY2005 (18.8%) and CY2004 (23.6%).
ii. Unadjusted for lab test type, chlamydia positivity among women age 30 and older tested in FP was <2% in all project areas except NJ (2.3%) and USVI (10.8%), which may reflect more targeted testing of high-risk clients, higher prevalence in these subpopulations, or both.
iii. Next Steps: Efforts to reduce overscreening among women age 30 and older should utilize site-level data adjusted by test type to prioritize sites where routine CT screening should be reduced.
k. 2007 Regional IPP Infrastructure Performance Measures
i. Measure 1: Screening Coverage in FP

1. All five project areas were able to provide 2006 FPAR data to facilitate Infrastructure reporting of this measure to CDC

2. Data from CY2005 and CY2006 were very similar; no significant changes.

3. Based on FPAR data (which includes all Title X FP clinics)
a. Overall, ~47% of 15-24yo FP users were tested for chlamydia at least once during the year. Note that this number is much lower than the rate of adherence to regional screening criteria in FP clinics (86%).
b. Overall, ~41% of >24yo FP users were tested for chlamydia at least once during the year. This indicates that older clients were nearly as likely to be screened for chlamydia as younger clients, i.e. age-based screening criteria may not be widely observed.
c. Variations in screening coverage between Project Areas were greater than variations in screening coverage by age group within Project Areas.

ii. Measure 2: Chlamydia Test Utilization (Females in FP)
1. From CY2005 to CY2006, the proportion of IPP tests reported for 15-19yo females in FP increased from 23.7% to 24.9%.
2. The proportion of IPP tests for all other age groups declined accordingly, with the greatest decline in the >29yo group.
	Age Group (Years)
	CY 2005
	CY 2006

	
	# Tested
	% Tested by Age
	# Tested
	% Tested by Age

	15-19
	58,660
	23.7%
	64,071
	24.9%

	20-24
	88,131
	35.7%
	91,209
	35.4%

	25-29
	45,986
	18.6%
	47,087
	18.3%

	>29
	54,362
	22.0%
	55,096
	21.4%

	TOTAL
	247,139
	100.0%
	257,463
	100.0%


iii. Next Steps: Project Areas and Infrastructure will strive to increase the proportion of younger females and decrease the proportion of older females that are screened for chlamydia annually in Title X clinics.

b) Assessment of Chlamydia Rescreening Practices

Kelly Opdyke, MPH, Region II IPP Deputy Coordinator

PowerPoint presentation available online.

a. Regional Plan Priority 2: Incorporate Analysis of Regional Prevalence Monitoring Data for Regional and Local Data-Directed Planning and Quality Assurance.

b. GOAL: IPP data will direct the most cost effective implementation of screening and treatment funds

c. Objective 2C: By June 30, 2007, evaluate/ assess chlamydia rescreening practices for clients testing positive for chlamydia 3-4 months post treatment.
d. CDC STD Treatment Guidelines (2006):
i. Retest all females approximately 3 months after treatment for chlamydia.
ii. Retest all women treated for chlamydial infection whenever they next seek medical care within the following 3–12 months, regardless of whether the patient believes that her sex partners were treated.

iii. Test-of-Cure (repeat testing within 3-4 weeks, i.e. 21 to 28 days) is not recommended except in pregnant women.
e. Assessment

i. Specific Aims:

1. Develop and pilot methodology for Regional rescreening assessment

2. Establish a baseline measure of rescreening rates to inform future discussions related to regional rescreening practices

ii. Methods were developed in consultation with Screening Workgroup
1. Eligible clients were females (all ages) testing positive for chlamydia between January 1 and December 31, 2005

2. Follow-up period through December 31, 2006

iii. Results – Female Clients who tested positive for Ct in CY2005

1. 17% were rescreened within 22-74 days (3-10 weeks)
a. 12% positivity at follow-up
2. 9% were rescreened within 75-99 days (i.e. approx. 3 mos)
a. 15% positivity at follow-up

3. 41% were rescreened within 100-365 days (i.e. 3-12 months)

a. 18% positivity at follow-up

4. Overall, 50% of clients who tested positive were rescreened within the following 3-12 months, per CDC guidelines.

a. 17% positivity at follow-up
5. Less than 3% (63) of all clients were retested within less than 21 days (could be prenatal test-of-cure; data not collected)
iv. Next Steps:
1. Infrastructure to prepare abstract for NSTDP Conference

2. Revise methodology as needed and repeat assessment in Spring 2008, with additional Project Areas, for clients seen in CY2006 (follow-up through CY2007).
9)
Revision of Region II IPP Screening Criteria

Kelly Opdyke, MPH, Region II IPP Deputy Coordinator

PowerPoint presentation available online.
a) Regional Plan Priority 1: Target/Expand Chlamydia Screening to Young Sexually Active Women and Men at Risk for Infection in Public and Private Settings.
b) GOAL: All at risk men and women under the age of 25 will be screened at least annually.

c) Objective 1A: Revise regional screening criteria for females so that screening is targeted to the most at-risk populations by October 2007.
d) Screening Workgroup met via conference call in March 2007 to review current screening criteria and to discuss direction for possible revisions. Review covered:

a. Current Region II IPP Minimum Screening Criteria (2003 Protocols & Guidelines)

b. Limitations of Current Criteria

c. Proposed Revised Criteria for Females and Males

d. Rationale for Revised Criteria

e) Regional meeting participants were assigned to breakout groups which reviewed 1or more proposed revision. (cf. Screening Criteria Review Tool). Major areas for consideration included:
a. Client Age (Should age cut-off reflect national guidelines?)
b. Clinic Site Type (Should criteria vary based on site type?)
c. Pelvic Exam (Should screening be contingent on a pelvic exam?)
d. Re-Screening (Should guidance specify criteria for re-screening?)
e. Males (Should criteria be included for males?)
f. Local Prevalence (How should local prevalence be taken into account?)
g. Test Technology (Should NAAT testing be explicitly emphasized?)
h. Females ≥26 years (Should criteria include guidance on screening older females?)

f) Groups rated strengths/weaknesses, pros and cons for each proposed change according to:

a. Scientific basis

b. Promotion of targeted use of limited resources

c. Ease of implementation

d. Total Score (combination of the above)

e. Other considerations

g) Next Steps:

a. Infrastructure will summarize breakout group comments and reconvene Screening Task Force via conference call and/or email to review and revise.
b. Updated proposed screening criteria will be presented at Fall 2007 regional meeting. Additional changes will be made as needed, with a target date for adoption of revised criteria of December 31, 2007.
10)
Optional Session: CDC Performance Measures Technical Support

Facilitated by Steven Shapiro and CDC Program Consultants
a) This session was cancelled due to time constraints.
DAY 2:  Thursday, May 17, 2007

[9:00am – 3:30pm] [4:00pm – 5:00pm USVI IPP Partners Meeting]

11)
Internet Chlamydia Screening Project Expansion – “I Want the Kit”
Wendy Voet, MPH, Region III Infertility Prevention Project Director

PowerPoint presentation available online.

a) I Want the Kit (www.iwantthekit.org). Region II Infrastructure invited Wendy from Region III to present on work conducted by Charlotte Gaydos et al. at Johns Hopkins regarding their Internet-based screening project for chlamydia and gonorrhea.
b) Objectives
a. Implement an Internet project to facilitate home screening for CT and GC

b. Encourage women to obtain and use self-administered vaginal swabs (SAS)

c. Measure STD prevalence and risk factors of women who used SAS

d. Measure opinions and perception of the participants about home screening

c) Methods (cf. PowerPoint slides for details)

a. NAAT test

b. Return rate

i. 30% return rate for women who requested the kit (as cost-effective as going to a clinic to be tested)

ii. Sent mailers to those who did not return the kit, with an incentive
d) Results (cf. PowerPoint slides for details)

a. 20% had one STD

i. 9.2% CT pos (95.5% confirmed treatment)
ii. 1.3% GC pos (100% confirmed treatment)
iii. 11.3% Trich pos, but virtually no overlap with CT/GC positives

b. High positivity suggests respondents more like STD than FP clients.

c. Black race, younger age, multiple partners, and history of GC were also significantly associates with positive STD results. Additional analysis based on geographic variable needed to understand racial disparities.
d. Symptoms were present in 61.4% of participants. Presence of symptoms was not significantly associated with infection.
e) Conclusions

a. Use of self-administered vaginal swabs (SAS) is highly acceptable to women

b. High-risk population was found, with high level of risk behavior reported

c. Internet recruitment may help identify and screen women who would not otherwise get tested for chlamydia
f) Programming/Budget Considerations

a. Potential need for IRB approval for participating agencies

b. Budget:

i. Staff time, test kits, laboratory costs, advertising, toll free line

ii. Estimated annual cost: $17,000 plus staff time (0.15 FTE)

g) Next Steps:

a. Project Areas should consider interest and feasibility of taking part in I Want the Kit, including potential resources available to support these efforts.
b. Interested Project Areas should contact Infrastructure for more information.
12)
California Experience, Targeting Screening Age 25 Years and Older

Holly Howard, MPH, California Infertility Prevention Project Coordinator

PowerPoint presentation available online.

a) Holly Howard presented on the California IPP’s efforts to develop chlamydia screening guidelines for women >25:
a. The Over 20 Study &

b. The Over 25 Evaluation
b) Background: (cf. Regional Plan Priority 1)

a. Need to address “excessive” CT screening in populations with low prevalence

b. Not an effective use of limited resources

c. Potential for increased false positives

c) Objectives:
a. Determine predictors of CT infection in older women

b. Develop efficient targeting strategies for women >25

d) Methods

a. cf. PowerPoint slides for details.

e) Results
a. Based on Over 20 Study results, screening clients ages 26-30 with bacterial vaginosis (BV), who indicate their partner may have had other partners in the last 12 months, and who had more than 2 partners in the last 12 months would be more efficient than universal screening or screening based on national guidance from CDC or USPSTF.
b. Additional studies are needed to replicate findings in other regions to determine whether national screening criteria should be modified.

	Screening Algorithm
	% of Cases Detected
	% of Population Screened

	Universal Screening
	100%
	100%

	CDC:

· >1 partner in 12 mos

· New partner in 3 mos

· CT hx (12 mos)
	76%
	49%

	USPSTF:

· >1 partner in 12 mos

· New partner in 3 mos

· CT hx (12 mos)

· Unmarried

· Inconsistent condom use (3 mos)
	100%
	98%

	CA IPP Over 20 Study:

· BV

· Ptr possible other ptrs in 12 mos
· >2 partners in 12 mos
	93%
	61%


f) Next Steps: Project Areas interested in replicating this study in Region II were invited to participate in lunch Q&A with Holly Howard. (See notes below).
13)
Regional Plan Update

a) Two breakout groups were formed to review Regional Plan. Subcommittee leaders facilitated a discussion to note progress for each objective/activity, and to revise the plan as needed based on evolving priorities.

b) Due to space limitations the groups were forced to meet in one room together. Per evaluation feedback, this arrangement made it difficult for individuals to hear and participate. Several participants suggested that for future meetings this activity be conducted ahead of the meeting, with a report out at the regional meeting.
14)
Meeting of Project Area Rep. interested in piloting California Study over Lunch

a) Project Area partners interested in replicating the California IPP study were invited to meet for Q&A and review of logistics with Holly Howard.
b) Preliminary interest from

a. New Jersey (NJFPL). PPGNNJ may be interested in pursuing.

b. Puerto Rico (UPR TXFPP). UPR also interested if funds are available. Currently conducting a similar study; could modify forms to match more closely.
c. New York City (BSTDC). Could adapt electronic medical record to capture additional risk factor data for comparison.

c) Questions/Comments:

a. Project administration/management:
i. Need a “champion” for project who can facilitate implementation

b. Site selection:

i. Sites should be good performers

ii. Ideally sites who are already doing universal screening

iii. Sample size of older women should provide adequate power for analysis.

c. Involvement of clinics:

i. Training and supervision

ii. Incentives for staff

iii. Report out of results

d. IRB was approved as an evaluation of patient standard-of-care; no separate patient consent form was needed. This is in part because these sites were already conducting universal screening of female users (including 26-30yo age group).

e. Data Collection:

i. Patient information sheet was self-administered. You want to study the same method of data collection that you will use in the future.
ii. Forms were completed for all age-eligible clients regardless of reason for test (e.g. screening versus diagnostic test)

f. Lab results:

i. Client name and DOB were used to link lab record to study data.

ii. Business Association Agreement was needed for lab to send negative as well as positive lab result data.

d) Next Steps:

a. Infrastructure to determine funds available to support replication of California IPP study in one or more project area in FY2008.

b. Infrastructure will follow-up with interested projects to discuss feasibility.

15)
Health Communications and Social Marketing for IPP

Sureyya E Hornston, PhD, MPH, CDC Health Communications Specialist

PowerPoint presentation available online.

a) NOTE: Because this session was at the end of day two, many meeting participants had to leave early and thus attendance at this session was low.

b) The purpose of this session was to support the development of a regional IPP communications plan, including a review of existing communication tools and a strategy for reaching out to various target populations: providers and patients

c) Objectives of session:

a. Introduce effective health communications and social marketing principles

b. Assist audience in starting to think like a marketer for future IPP initiatives

d) Sureyya incorporated various group exercises into her presentation to engage the group and demonstrate social marketing principles.

e) Many examples were drawn from the Syphilis Elimination Effort (SEE) Toolkit, which may serve as a sample resource for IPP.
f) Presentation and handouts include many examples for developing a social marketing plan, including:
a. Who is the target audience(s)?
b. Answering the question: What’s In It For Me?

c. Conducting marketing analysis/needs assessment

d. Identifying the preferred mode of communication to reach target audience

g) Questions/challenges for IPP communications:

a. Who are the various target audiences that IPP seeks to reach?

b. Are providers interested in receiving information about chlamydia only?

c. Should information about chlamydia be combined with other adolescent/reproductive health or STD information to make it more relevant/interesting to providers?

d. Are there existing resources or communication channels that IPP can leverage to communicate key messages? For example, professional organizations?

h) Next Steps:

a. Infrastructure will lead a task force in the development of a comprehensive communications strategy, including public and private sector focus, integrating new and existing tools (website, clinician cards, e-learning tools)

b. Jennifer Howard suggested developing and distributing a provider survey at an upcoming professional conference to learn more about provider needs and interests related to chlamydia screening
16)
USVI IPP Partners Meeting
a) Meeting notes were made available to stakeholders in a separate document.[image: image1.png]
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