Region II Infertility Prevention Project

Regional Committee Meeting

Cicatelli Associates Inc., New York, NY

December 12-13, 2007
MINUTES 

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

Meeting Objectives:

1. Increase member knowledge/sharing about application of IPP laboratory innovations including:

a. Use of vaginal swab specimens for CT/GC testing in a clinical setting, b) Use of penile swab specimens for CT/GC testing and, c) Development of NAAT triplex test for CT/GC/Trich.

b. Project areas to share information related to application of single test technology for CT/GC (NJ, PR).

2. Establish baseline project area performance and benchmarks for improvement (as needed) related to: a) Targeting Chlamydia Screening and b) Chlamydia Screening Coverage

3. Increase member knowledge about existing Policies & Protocols to support implementation of Expedited Partner Treatment (EPT) for chlamydia and provide project areas with an opportunity to share experiences related to adoption of EPT within the region and with New Mexico.

4. Facilitate opportunity to discuss and examine proposed CDC changes to IPP Performance Measures (Time to Treatment for Ct/GC) and continued focus on increasing chlamydia screening coverage in females age <25 years attending family planning clinics.

5. Facilitate a New Member Orientation Meeting.

6. Design a revised framework for the operation of the Region II IPP at the Regional and Infrastructure level in preparation for the next funding cycle.
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Note:  The position of NYS IPP Coordinator for Family Planning is currently vacant.
DAY 1:  Wednesday, December 12, 2007

[General Session: 9:15am – 5:00pm]

[New Member Orientation 8:15am-8:45am]

1)
New Member Orientation
a) Purpose: To provide new Region II Infertility Prevention Project Committee Members with an overview of project history, operations and priorities in order to enhance their understanding of and ability to realize the goals/objectives of the Region II Infertility Prevention Project in their project area.
b) Participants: Patricia Mason, New Jersey DOH, Interim IPP Coordinator/CDC Assignee; Patricia Tate, New Jersey DOH, Acting IPP Coordinator; Health Clark, MHRA, IPP Coordinator; Bessie Lopez, Puerto Rico DOH, IPP Coordinator; JoAnn Ayers, New Jersey DOH Title X Program; Adeleh Ebrahimzadeh, NYC DOH Laboratory. Barbara Francis, USVI DOH STD Program Administrator – St. Croix, did not attend this session.
c) Outcomes: Participants were asked to introduce themselves and their role relative to IPP, and were provided with resource materials and an opportunity to ask questions about the project.
2)
Introductions and Welcome [General Session]
Steve Rubin, Co-Chair and Debbie Polacek, Co-Chair
a) Steve and Debbie welcomed the group back to New York City and Cicatelli Associates for another meeting.

b) Everyone in attendance introduced him/herself, including new members.

c) Honoring Jerry Carolina (retiring January 2008).
a. Kathy Ferris and Steve Rubin presented Jerry with the Rubin Award

b. David Johnson presented Jerry with a CDC recognition award for 35 years of service.
d) Dawn briefly reviewed the agenda for the two-day meeting.

3)
CDC Update – 2008 CSPS and IPP Infrastructure RFA 
Steven Shapiro, CDC National Infertility Prevention Project Coordinator
PowerPoint presentation available online.
a) Budget Update

a. Continuing resolution

i. $107 MM to grantees ($27 MM for IPP)
ii. Rescissions possible
b. Infrastructure: Base award plus

i. Special project funding (NYS Providing Confidential Adolescent Health Care)

ii. National STD Prevention Conference Travel Funds

iii. Data Systems Standardization. Goal: To standardize core data elements of both IPP datasets at national level

a. Prevalence Monitoring

b. Facility Reference File

b) CSPS 2009
a. Announcement expected in June; Applications Due August/September.
b. 4-5 year Cooperative Agreement:  Integration Language

c. Possible increased flexibility in using awarded IPP funds, e.g. for GC focused activities (targeted screening to high-risk populations)
i. Why GC focus?  IPP has always included CT & GC (legislation) and GC is linked to infertility
d. 50% to Title X Family Planning:  Concurrence Letter

 

e. Emphasis on completing required/core IPP activities

i. Ensure CT and GC screening and treatment

ii. Support laboratory testing

iii. Ensure collection of all CDC core data elements

iv. Program Management 

v. Provider Training

f. Program Plans Data Driven:  2% prevalence threshold; use of Epi Profiles
g. Regional Screening Criteria will no longer be required.

c) Infrastructure Grant
a. Announcement expected February; Applications Due April.
b. Award linked with Title X Regional Training Center grant through OPA.

c. Will include national objectives related to Indian Health Service, pregnancy-test-only (PTO), and data standardization.

d) National IPP-Related Initiatives

a. Recruiting National Chlamydia Screening Coordinator (Chlamydia “Czar”); hope to have in place by March.
b. Partnership for Prevention (private sector collaboration)

c. 2008 National STD Prevention Conference, March 10-13, Chicago IL
i. IPP Open House

ii. IPP Epidemiologist/Epi Methods

iii. Many IPP-related abstract submissions, including from Region II:
(italics indicates accepted abstracts)
1. Symposium: Chlamydia Screening and Risk Factors in Women > 25 in Family Planning (Infrastructure)

2. Symposium: Providing Confidential Adolescent Health Care (Gale Burstein, Erie County DOH and Infrastructure)

3. Poster: Repeat testing of females for chlamydial infection: an evaluation of current practices (Infrastructure)

4. Poster: Adherence to Regional Chlamydia Screening Criteria and Opportunities to Increase Screening Coverage for Female Clients of Family Planning and STD Clinics

5. Symposium: Testing for STI’s with Pregnancy-Test-Only Clients in Family Planning sites (Infrastructure with other regions)

6. Poster: Role of Specimen Transport and Laboratory Test Turnaround Time in Timeliness of Treatment for Chlamydia trachomatis in Family Planning and STD Clinic Settings (Scott Zimmerman/Lab Subcommittee)

e) Azithromycin Update

a. Off Patent 2006: Contract (Pfizer) Sub-ceiling 340B pricing of $95 per 10 doses of 1 gm sachet not longer valid; Available in various formulations and dosages from four manufacturers and numerous distributors nationwide

b. National Range $0.38 - $22.44/dose 

i. National STD average $5.29; median $2.71

ii. National FP average $3.91; median $2.96

c. Region II

i. STD range $2.10- $15.52

ii. FP range $2.24-$10.26
f) Laboratory Update

a. CT variant update
i. Variant is not detected by Roche PCR.

ii. Variant is widespread in Sweden, but no reports of the variant in the US based on clinical trial data and assessment of specimens yielding discrepant results among NAATs 

iii. CDC lab is prepared to test specimens if and when the need arises
b. Chlamydia Immunology Consultation
i. Consultation planned for either April or May 2008
c. Laboratory Guidelines – planned phased approach to release
i. First chlamydia, gonorrhea, and syphilis

ii. Next viral STDs (HSV, HPV, Hepatitis)

iii. Other STDs to follow (Trichomoniasis, Candidiasis, BV, etc.)
4) New IPP Priorities Break-out Session
a) Family Planning Partners Only – Screening Coverage and Targeted Screening.

(This session was conducted as part of the plenary).

b) STD Partners Only – CDC Performance Measure – CT/GC Treatment Verification.

(This session was conducted as part of the plenary).

c) Performance Measures Update:

a. Reporting of 2008 performance measures will be required to receive grant award (but the values of reported measures will not affect funding)
b. CSPS 2009 performance measures for IPP will most likely shift from time to treatment for CT and GC in just family planning to all reported cases
i. Increased emphasis on tracking time to treatment in private sector
ii. Need to consider how data is or would be collected, e.g. could this be part of a state/city uniform disease reporting form?
5) Laboratory Innovations
Richard Steece, PhD, CDC National Chlamydia Laboratory Coordinator
PowerPoint presentation available online.
a) Application of vaginal swab and penile swab specimen type
a. Alternate specimen types, e.g. self-obtained vaginal swabs (SOVs) and penile meatal swabs, provide opportunities for increased flexibility in testing and specimen collection (e.g. no invasive procedure required), and may be more appealing to both patients and labs versus cervical swab, urethral swab or urine.
b. New tests must be verified; more difficult for off-label (i.e. not FDA-cleared)

c. Some reference sites have already verified and can serve as a resource. A list of reference labs can be obtained from Rick (DrSteece@aol.com). 
d. The American Society of Microbiology (www.asm.org) has published Cumitech 31, "Verification and Validation of Procedures in the Clinical Microbiology Laboratory," which provides guidance on the necessary criteria required (e.g., accuracy, precision, relevance, cost, instrumentation, and ease of performance) as new laboratory tests are verified for clinical use and established tests are validated for testing process and consistency of results.
e. Gen-Probe APTIMA is FDA-cleared for self-obtained vaginal specimens collected in healthcare facilities only.

f. Charlotte Gaydos’ lab verified SOVs; successfully use for I Want the Kit (www.iwantthekit.org) online screening-by-mail project. Complete slide set available upon request.
b) New technology – triplex test for CT/GC/Trich
a. Not likely to be widely implemented due to increased cost and differences in target population for screening

c) Utilization of Single Test Technology – Project Area Updates

a. PR DOH PHL – Myriam Garcia
i. Implemented single CT NAAT in 2006 due to very low GC rates
ii. GC test requires special request based on clinical recommendation of physician. Dual testing is most cost-effective for high-risk populations.
iii. Estimated 16-25% cost savings ($12 single, $18-$20 for combo)

b. NJ PHEL – JoAnn Hayduk-Kramer
i. Validation completed and repeated with current personnel.
ii. Awaiting approval (expected early 2008)
iii. Currently CT single test is offered using Gen-Probe PACE. This accounts for about 15% of all tests. A conversion kit is available to enable NAAT test.
iv. All positive tests are repeated:  Repeat dual CT+ or GC+ with single test.  Repeat single CT+ with CT/GC combo test; this creates reporting problems if supplemental combo also returns a GC+ since the supplemental test is not usually reported.
1. Note: If GC+ is detected on supplemental testing, the case should be included in surveillance reports.
2. Question: Is supplemental testing necessary? Current lab guidelines are outdated (but new guidelines are not ready)
v. Potential cost savings are unclear at this time; will depend on test volume.
c. NYC PHL – Lillian Lee
i. Lab uses BD ProbeTec; CT can be separate, but not GC.
ii. Single testing interrupts lab flow (e.g. analogy to “Visa” commercial where one customer pays with cash and holds up the line); need sufficient volume to achieve efficiencies.
d) NCLC resources online: http://www.aphl.org/programs/infectious_diseases/std/Pages/default.aspx 

6)
Private Sector Task Force – Lunch Meeting

Notes will be distributed separately to participants of this session.
a) Interested parties met to review progress since last meeting, including a debrief of the June 19, 2007 NYS Stakeholders meeting.
b) Symposium abstract was submitted to National STD Prevention Conference detailing barriers and opportunities for providing confidential care to adolescents, including reconciling insurance regulations with minority right to consent laws.

7)
2006 CDC Surveillance Report Highlights
Steven Shapiro, CDC National Infertility Prevention Project Coordinator

PowerPoint presentation available online.
a) First time >1,000,000 CT cases reported nationally; rates increasing
b) Persistent and dramatic racial/ethnic disparities, esp. Black/African American (i.e. CT rates for African American males are higher than for white females)

c) Prevalence generally flat by region, with some variations

a. Positivity decreased slightly in Region II from 2005 to 2006

b. Positivity increasing in Region X (first region to implement IPP)
8)
IPP Measures of Effectiveness - Utilization of Data to Evaluate and Inform Projects
Kelly Opdyke, Region II IPP Deputy Coordinator

PowerPoint presentation available online.

a) Presentation of Project Area Data:

a. Lab test turnaround time (TAT) update
i. IPP Priority 3: Improve Appropriate and Timely Treatment for Persons Diagnosed with Chlamydial Infection and Their Partners.

a) Regional Plan 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).
ii. Follow-up to March 2007 TAT regional pilot analysis; data collected for specimens received in lab from September 1 through 30, 2007.

a) NYS (CDD and EC PHL), and PR DOH PHL

b) New in Sep 2007:  NJ PHEL submitted data for NJ and USVI

iii. Measured time to lab plus time in lab as total TAT (including weekends and holidays, although not consistent with stated objective)
a) March 2007: range 2.8 (NYS CDD) – 7.5 days (PR PHL)

b) September 2007: range 3.2 (EC PHL) – 13.7 (USVI)

a. By clinic type:

i. Avg. TAT 2.9 days, with 66% of STD specimens TAT ≤3 days (NYS CDD)

ii. Avg. TAT 7.9 days for FP (NJ PHL)

b. Factors affecting TAT:

i. Specimen transport time (e.g. USVI to NJ, PR on island courrier)

ii. Test volume by clinic site (more volume, faster turnaround)

iv. Next Steps:

a) Refine methods and repeat analysis regionally with additional IPP labs

b) Share successful project area strategies for using TAT data to inform program objectives and improve timely treatment
b. IPP Measures of Effectiveness

i. Measure 1:  Female chlamydia screening coverage in FP
a) FY2008 Performance Goal: Increase estimated screening coverage among females 15-19 years old and 20-24 years old by 5% within each Title X Grantee.

	Est. Screening Coverage (%) Age 15-19 Yr
	Est. Screening Coverage (%) Age 20-24 Yr

	CY2006 FPAR
	CY2007 Goal
	CY2006 FPAR
	CY2007 Goal

	45.7%
	48.0%
	49.4%
	51.9%


ii. Measure 2:  CT Test Utilization

a) FY2008 Performance Goal: Decrease the proportion of tests conducted among females >29 years of age by 5%, and increase the proportion of tests conducted among females 15-19 and 20-24 years of age by 5% within each Project Area.

	% Females Tested Age 15-19 yr
	% Females Tested Age 20-24 yr
	% Females Tested Age >29 yr

	CY2006 FPAR
	CY2007 Goal
	CY2006 FPAR
	CY2007 Goal
	CY2006 FPAR
	CY2007 Goal

	24.9%
	26.1%
	35.4%
	37.2%
	21.4%
	20.3%


c. Chlamydia Data
i. Among females tested for chlamydia each year

a) Overall positivity is high (~6%)

b) Females aged 15-24 yrs account for:

a. ~60% of tests

b. ~80% of positives

c) Positivity is higher in STD and Detention settings although more cases are reported from FP clinics

ii. Health disparities by race/ethnicity are evident

a) Black/African American females account for

a. ~25% of tests

b. ~40% of positives

b) Need more data for American Indian/Alaska Native, Native Hawaiian, and Asian populations to inform trends
d. Gonorrhea Data
i. Among females tested for gonorrhea each year

a) Overall prevalence is very low (<1%) – Need targeted testing

b) Females aged 15-24 yrs account for:

a. ~55% of tests

b. ~75% of positives

c) STD clinics account for:

a. ~19% of tests

b. ~49% of positives

ii. Health disparities by race/ethnicity are even more pronounced

a) Black/African American females account for

a. ~27% of tests

b. ~64% of positives

b) Need more data for American Indian/Alaska Native, Native Hawaiian, and Asian populations to inform trends
e. Use of NAAT Technology

i. IPP Priority 4: Promote Use of High Quality, Cost Effective Diagnostic Tests for Chlamydia.

a) GOAL: All clinical providers will utilize NAATS by 2008.
b) Percent of test reported as NAAT by clinic type as of 2007q2:

a. STD: 96%

b. FP: 59%
c. Other: 87%

c) Which sites are not yet using NAAT?

a. NJ – Currently use DNA Probe (Gen-Probe PACE for single CT, ~15% of tests, but increase may occur with availability of single CT NAAT)

b. NYC – MIC clinics (8 sites)
c. NYS FP – no central lab; lab contracts negotiated at delegate level

b) Project Area Meetings – Review and Discussion of Data (see report out notes below)
a. Materials provided to project areas:

i. Facility Reference List

a) By county, facility type and grantee

b) Includes active and inactive IPP sites

ii. Female Chlamydia & Gonorrhea Trends

a) By age group 

b) By race/ethnicity

c) By facility type

d) By lab test type

e) By specimen type

iii. Female Chlamydia Site-Level Trends

a) By age group and county
b. Key Discussion Questions:

i. What facilities are represented in your IPP data?

ii. Which clients are represented in your IPP data?

iii. Where/among what populations are the greatest proportion of infections detected based on IPP data?

a) Chlamydia

b) Gonorrhea

iv. What other epidemiologic data sources are available to you?

a) Where/at which facilities is there an opportunity to:

b) Increase screening coverage among females ≤25 years of age?

c) Decrease screening among females >29 years of age?

v. What other steps could be taken to increase the number of infections detected at each site?

a) Consider test technology and specimen type
9)
Project Area Report Out on Data Discussion 

What can be done to achieve IPP goals for measures of effectiveness (see above)?

Project areas were provided with a copy of their own performance goals.
a) NJ
a. Increase screening of females ≤25 years of age:

i. Offer screening to walk-in pregnancy test clients

ii. Need to identify additional resources to support screening for uninsured females <26 years of age (how many are there?)
b. Decrease screening among females >29 years:

i. Challenge: High positivity (>2%) in most areas and older women

c. Note: NJ PHEL cannot process tests paid for through Medicaid, so those tests are sent to private labs and data is not reported.

d. NYC

e. Increase screening of females ≤25 years of age:

i. Offering STD testing for emergency contraception visits in response to adherence study findings

ii. ~4,200 students screened through school CT/GC screening project

f. Decrease screening among females >29 years:

i. MHRA conducting clinical reviews; working to free resources needed to implement NAAT testing in MIC sites

ii. PPNYC claims Planned Parenthood requires that all female users be tested for chlamydia. Other PP providers (Jennifer Howard) said this is not the case.

b. Opportunity for DOHMH to share city neighborhood surveillance data with MHRA via regular emails

g. NYS

h. Increase screening of females ≤25 years of age:

i. Increase awareness of screening guidelines in private sector
ii. Work with school-based health programs to implement screening

i. Decrease screening among females >29 years:

i. Monitor reason for visit for >25 who are screened

b) PR

a. Increase screening of females ≤25 years of age:

i. Promote screening to private providers

b. Decrease screening among females >29 years:

i. Emphasize CDC guidelines (test females ≤25 years for CT annually)

c. Need to modify legislation to accurately report provider testing
c) USVI

a. Increase screening of females ≤25 years of age:

i. Offer CT screening with pregnancy test (test technology is available, but requires additional staffing and resources to implement)

ii. Expand school screening (St. Croix Educational Complex)

iii. STD triage/clinic flow: assign staff, provide training

iv. Lobby local government for additional funds

b. Decrease screening among females >29 years:

i. Test allotment system manages limited resources

ii. Little/no overscreening occurs
DAY 2:  Thursday, December 13, 2007

[General Session 10:45am – 3:00pm]

10)
IPP Executive Committee Meeting

Notes will be distributed separately to participants of this session.
11)
IPP Executive Committee Meeting Report Out
a) Discussed role of Executive Committee; Committee membership; regional meeting purpose and structure.
b) Discussed proposal to conduct one regional meeting annually, and one local meeting with each project area annually. This issue was also included as a question on the general meeting evaluation.
12)
Update on High School Chlamydia Screening Projects
PowerPoint presentations available online.

a) Puerto Rico
a. Testing in schools for CT, GC, syphilis and HIV

b. Lead by PR DOH, with involvement from school leaders, teachers, parents and students. NOTE: HIV testing is the “draw”; more public concern than for chlamydia/infertility.
c. 2006-2007 Results

i. 1,162 CT/GC tests (5% positive)

ii. 1,167 HIV/VDRL tests (0% positive)

iii. All cases treated rapidly

d. Challenges

i. Fiscal and Human Resources

ii. Time Consuming

iii. School Dynamics
b) New York City – “STEP UP”
a. Spring 2006 pilot – 5 schools, private grant

b. 2006-2007 Expansion: 

i. Educated 11,298 students (46 sites)

ii. 5420 (48%)

iii. Total positivity 4.8% overall (n=262)

iv. Treated 99% of students

c. 2007-2008 Expansion:

i. Goal: Educate 30,000 NYC students, test ~15,000

ii. Focus on high morbidity neighborhoods

iii. Less focus on school-based health center (SBHC) schools
1. Found higher positivity in schools without SBHC
13)
USVI IPP Partners Meeting

Notes will be distributed separately to participants of this session.
a) The Region II STD/HIV PTC and Region II Title X Training Center will collaborate with Mercedes to organize training for staff on STD/HIV/TB service integration.  A tentative date is targeted for October.
b) David Johnson will follow-up with Taetia regarding submission of FY2008 CSPS grant application and performance measure data as required by CDC for grant award.
14)
Project Area Laboratory Representative Lunch

Notes will be distributed separately to participants of this session.
15) Project Area Meetings
a) Nominations for Attendance at National STD Prevention Conference
a. NJ – April Salomon (PP Metro NJ)
b. NYC – Heather Clark (MHRA)
c. NYS – Laura Morris (NYS DOH FP, hired 1/14/2008)

d. PR – Bessie Lopez (PR DOH)
e. USVI – Mercedes Reyes (USVI DOH FP)
b) STD Conference Abstracts Submitted (specific to IPP)
a. NYC – Symposium: School-Based Screening Programs (Meighan Rogers)

b. NYS – Screening in NYS Juvenile Detention Centers (Solita Jones)

c. PR – Changes in diagnostic test methods and chlamydia trends, Puerto Rico, 2003- 2006 (Bessie Lopez)

c) Discuss Status of EPT Activities

a. NJ – Conference call planned with medical director of infectious disease/STD regarding revision of state Board of Medical Examiner restriction to EPT
b. NYC – Proposed legislation for revision of state regulations; was not introduced in session this year.
c. NYS – Conducting key informant surveys acceptability of practice. Alison will share results at a future meeting.
i. Physical layout of prescription and counseling settings

ii. Partners’ feelings
d. PR – Need more time to consider legal environment.
e. USVI – Nothing to report.
16) Policies and Protocols Expedited Partner Treatment – Virtual Classroom
Bruce Trigg, MD, Medical Director, STD Program Regions 1 and 3, New Mexico Department of Health

PowerPoint presentation available online.

a) Reviewed challenges of partner notification and treatment
b) Background: EPT was the norm for Indian Health Service (covers great distances)

c) Revision of NM Administrative Code prohibited expedited partner therapy (EPT)

a. Medical Practice Act Section 61-6-15,D,(29), “unprofessional or dishonorable conduct” includes, but is not limited to, the following: prescribing drugs or medical supplies to a patient when there is no established physician-patient relationship, which would include at a minimum an adequate history and physical examination and informed consent, except for on-call physicians.

b. CDC “Dear Colleague” letter and EPT white paper released in 2005, 2006

c. Collaboration with members of NM Medical Board initiated as early as 2004 resulted in amendment to Medical Practice Act in January 2007.

d. NM Pharmacy Board also revised regulations to permit EPT in October 2007.

i. Issue was anonymous prescription; board never had a problem with concept of EPT.

d) NM Guidelines for EPT

a. Guidelines for partners of persons with a confirmed diagnosis of GC, CT, or trichomoniasis
b. Best way to manage partners: clinician evaluation

c. Best choice of partner to treat with EPT: male partner of female patient
d. Discourage use for MSMs and pregnant women 

e. Medications to be used: 

i. cefpodoxime 400 mg. for GC

ii. azithromycin 1 gm. for CT

iii. metronidazole 2 grams for trichomonas

f. Instructions in English and Spanish must accompany medication

g. Contact numbers to report adverse events and to answer questions
e) Questions:

a. Do pharmacists have a counseling role when partners fill a prescription? If so, has any evaluation been done to assess the efficacy of such an intervention?

i. Pharmacists are obligated to make a “reasonable attempt to inquire about possible allergies.” Pharmacist asks index patient about partners’ allergies. Written instructions state “Do not take if allergic.”
b. Is an evaluation planned or underway for EPT to specifically examine whether partners receive medication?

i. No special evaluation is planned at present.

ii. Note: Matt Golden is conducting a large-scale evaluation of EPT in Washington State.
c. Was there a constituency that was opposed to EPT in New Mexico? If so, what were the reasons for their opposition, and how those concerns were addressed?

i. Only opposition was Medical Board.  CDC recommendations were enough to sway.

ii. Legislation was specific enough to prevent abuse.
d. How has NM addressed Practitioner Liability Concerns?

i. Standard of care – equal risk if you do or do not provide EPT.
e. How does the budget support payment for Azithromycin for partners? Can 340B funds be used to purchase Azithromycin for EPT?

i. Currently using 340B funds, but will stop if specifically advised not to.
ii. Cost of meds not an issue due to low case volume.
f. Have they heard concerns that an MD writing a partners name on a script could serve as a breach of the partners confidentiality? (e.g., index patient names partner, MD writes script in partner’s name, and another party sees script and surmises that partner is being treated for an STD)

i. Would not consider writing a prescription in and of itself a violation of confidentiality.
g. Why is trich included in EPT guidance if not endorsed in CDC white paper?

i. Physicians have historically used EPT for trich; didn’t want to take away this tool.

h. Are there implications for EPT regulations or legislation for non-STDs?
i. Not likely. STDs are unique; silent infection.

i. What about field-delivered therapy?

i. This approach was considered very effective during GC outbreak in the 70’s and 80’s (Jerry Carolina – “old school”), but legislation has emerged to restrict the practice due to concerns over liability.
17)
Puerto Rico IPP Partners Meeting

Notes will be distributed separately to participants of this session.
a) Infrastructure reviewed previous CSPS grant application in order to identify areas for better integrating goals and objectives for STD and Family Planning partners.
Region II IPP
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