MEETING AGENDA

Wednesday, July 24, 2019
230 p.m. — 4:30 p.m.

Call to Order
Welcome/Introductions
Approval of Agenda
Approval of Minutes
Report of Co-Chairs
Report of Staff

Prevention Services Initiatives:
* Update on New HIV Diagnoses among People Who Inject Drugs (PWID) —
Caitlin Conyngham, AACO
e Demonstrating Expanded Interventional Surveillance: Towards Ending
the HIV Epidemic in Philadelphia (DExIS) — Akash Desai, AACO

Discussion Items:
o Strategies for Engaging Youth
e PrEP Workgroup Report
o Next Steps
e IHnding the HIV Epidemic

0Old Business

New Business

Announcements 4

Please contact the office at least 5 days in advance if you require special assistance. \

The next Prevention Committee meeting will be held on
Wednesday, August 28, 2019 from 2:30 - 4:30 p.m. at the
Office of HIV Planning, 340 N. 127" Street, Suite 320, Philadelphia, PA 19107
(215) 574-6760 « FAX (215) 574-6761 « www.hivphilly.org
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Philadelphia HIV Integrated Planning Council
Prevention Committee
Meeting Minutes of
Wednesday, June 26, 2019
2:30 p.m. — 4:30 p.m.
Office of HIV Planning, 340 N. 12 Street, Suite 320, Philadelphia PA, 19107

Present: Clint Steib, Dave Gana, Erica Rand, Gus Grannan, Janice Horan, Joseph Roderick, Keith
Carter, Lupe Diaz, Mark Coleman

Absent: Katelyn Baron, Nhakia Outland, Zora Wesley
Excused: Eran Sargent, Lorett Matus

Guests: Beth Gotti

Staff: Briana Morgan, Sofia Moletteri

Call to Order:
C. Steib called the meeting to order at 2:34pm.

Welcome/Introductions:
Everyone introduced themselves. C. Steib mentioned that L. Matus would not be able to make the

meeting.

Approval of Agenda:
C. Steib called for a motion to approve the agenda. Motion: M. Coleman moved, D. Gana

seconded to approve the agenda. Motion passed by general consensus.

Approval of Minutes:
C Steib called for a motion to approve the meeting minutes from May 22, 2019. Motion: D. Gana

moved, J. Roderick seconded to approve the minutes. Motion passed by general consensus.

Report of Co-Chairs:
C. Steib mentioned that there was not much to report on at the time except that he and L. Diaz would

be going to Baltimore for the UCHAPS meeting.
Report of Staff:
B. Morgan said all important reports would be covered under the discussion items. B. Morgan also

reported recent news about Hahnemann Hospital closing—she warned everyone to watch out for that
impact, adding that there was not too much information on its closing at the moment. Regarding the



hospital, C. Steib noted the definite concern around perinatal transmissions. L. Diaz asked if
Hahnemann has an HIV unit. C. Steib answered, saying that the hospital has Drexel Partnership
Clinic. He said there would be more information about Hahnemann to come. B. Morgan mentioned
how there are currently only six labor and delivery hospital options in Philadelphia.

Prevention Services Initiatives:
C. Steib tabled this conversation on account of C. Conyngham’s (AACO) absence.

Discussion Items:
— PrEP Workgroup Report —
Planning Council Discussion & First Steps

B. Morgan stated that the Planning Council felt as if it did not have enough information or context to
vote on the PrEP Workgroup Report. B. Morgan asked for the committee’s input in order to gauge
how the Planning Council should proceed and how the report should be presented for review in July.
C. Steib asked for clarification about the report’s initial presentation. G. Grannan answered, letting
the committee know that the Planning Council went through each individual point one by one, but
this method did not catch anybody’s attention. C. Steib then asked if the council had known there
was a PrEP workgroup. B. Morgan mentioned that it had been announced in the past, but people
outside of Prevention Committee have not had as much interaction—or possibly any—with the PrEP
workgroup.

B. Morgan asked what the committee’s intention is for the report. B. Morgan presented the following
questions to the committee: should the report be in the appendix? Should items from the report be
picked up, and should Planning Council run with them? Is this report something that should result in
immediate action? E. Rand and L. Diaz said that the lengthy initial Planning Council discussion
around the report caused people to zone out. L. Diaz noted that the setup of the tables was conducive
to socialization and wavering attention, not discussion. E. Rand suggested that next month, July
2019, if there is more time to re-present the PrEP report, it might be better received. K. Carter
recommended sending another email to the Planning Council body asking for a robust discussion
around the report. K. Carter also mentioned the use of “hot button” terms and key topics/discussion
points in the email for simplification purposes and more palatable information for the council.

L. Diaz played off of K. Carter’s point, saying that they would tell Planning Council that Prevention
Committee will be asking questions about the document based on the discussion points. B. Morgan
reiterated that Planning Council needed to vote on the document, and there needed to be a basic
understanding of the document to do so. She said picking out certain ideas like L. Diaz and K. Carter
suggested could work.

G. Grannan said the easiest way would be to attach this to the plan as an appendix, and when issues
come up, one can just refer to the PrEP Addendum. G. Grannan said instead of integrating it directly



into the plan, the appendix idea would be more honest to the report’s development since it was not
initially written with the plan.

B. Morgan stated that the PrEP report is not really a plan, it is a report tied to an existing plan. In this
sense, it is not exactly stand-alone. She stated that the appendix notion had been suggested to
Planning Council. She continued that next year, if the Planning Council wanted, it would be a good
time to incorporate key elements of the PrEP report to the update of the plan. C. Steib agreed with
this idea because the update is happening next year anyways. The committee seemed to all agree. C.
Steib explained the Council needed to vote on the report now.

K. Carter questioned the release of the updated plan. B. Morgan said OHP is going to work on that
for 2020. B. Morgan pointed out that this could be put as an appendix right away, and they could
work on the incorporation with the 2020 plan update. D. Gana suggested that Prevention Committee
present an overview of everything so people have an understanding of what they are voting on. He
voiced his concern about how people have and will abstain from voting on PrEP report because they
don’t understand it.

C-Steib clarified that the committee wants the report as an appendix;and-ater; it should be
integrated into the 2020 plan. He asked B. Morgan to give more time to the report in the meeting and
put it at the beginning of the agenda so people do not burn out. Regarding the email about PrEP to
the whole council, C. Steib echoed the idea of having goals and objectives and how they relate to key
elements or points for discussion. B. Morgan suggested drafting the email for Planning Council and
first sending it to the committee for approval. Everyone agreed that this would be a good idea.

— End the Epidemic Initiative (EEI) —

B. Morgan said that there is a bit more information coming out about the End the Epidemic Initiative.
She informed the group about NOFOs (notice of funding opportunity), the new FOA. She mentioned
that the CDC just released a first NOFO about EEI. Most webinars have not been updated so there
are still speculative plans in place. B. Morgan explained that the EEI will rely heavily on Federally
Qualified Health Centers (FQHCs) and FQHC lookalikes for PrEP rollout and HIV testing. These
FQHCs see 25 million patients a year but only do 2 million HIV tests a year. B. Morgan continued,
saying that OHP has been adding the FQHC:s to the service directory. B. Morgan then voiced her
concern about there being no FQHCs or lookalikes in Bucks county. B. Morgan mentioned C.
Terrell’s informative presentation on the EEI at the last Planning Council meeting. She then stated
that the first NOFO the CDC released, due July 12", is around strategy, building, and partnerships.
She said that it is trying to identify who is going to do what. B. Morgan then explained that when the
EEI money is released, the CDC wants a rapid turnaround (approximately a couple of months). She
explained that there is nothing to do to prepare, but the Planning Council should brace itself.

C. Steib mentioned a webinar he participated in regarding EEL He said he printed out the four
pillars—Treatment, Respond, Diagnose, and Prevent—and their accompanying questions. C. Steib



read the committee the Treatment Pillar questions. **Refer to HRSA HAB Recipient Webcast
handout under the subheading, Treatment Pillar** B. Morgan responded that she knows that the
Treatment Pillar is planning on relying heavily on technical assistance. B. Morgan explained that the
AETC (AIDS Education Training Centers) can rely more heavily on technical assistance than Ryan
White, because Ryan White is only allowed to work with people who are HIV positive. Therefore,
the Prevention Pillar is really depending on the AETC. K. Carter mentioned the 15-09 and said that
data can be collected from the newly diagnosed. B. Morgan said this 15-09 is prevention. She also
stated that if people are not in the care system, it is the job of the prevention provider to get them
care. B. Morgan acknowledge reasons people might not get linked to care, e.g. sometimes people
don’t want to be linked to care or have difficulty getting an appointment. B. Morgan reminded the
group that there are some things that the Planning Council cannot help, but there are always the
things that happen often enough that the council can do something about. For example, B. Morgan
stated that this might look like building organizational capabilities and helping them do better. G.
Grannan suggested that technical assistance could even be used to stop misgendering at-risk groups.
He further explained that approaches of the like would really help retention in care.

The group moved onto the third question under the Treatment Pillar: what new partners do you plan
to engage? B. Morgan explained that for EEI, when it comes to partnerships, Planning Council and
OHP are interested in partnerships and involving people more on the council. She explained how a
meeting and a phone call is always very helpful for the OHP, and there is always a standing
invitation for council members to introduce the OHP to their connections. B. Morgan emphasized the
importance of having people from different areas of expertise.

B. Morgan returned and let the committee know that the current CDC NOFO being responded to is
for 47 counties and 7 states that are responsible for 50% of new HIV infections. She explained that
most counties, except for one, are located in EMA. B. Morgan continued, saying that in Philadelphia,
the plan and funding will be geared towards Philadelphia. However, when it comes to partnerships,
B. Morgan explained that the office is going to look at how that impacts the whole EMA as well. She
explained that technically, the EEI is only going to be for Philadelphia, but the office is going to try
do what they can. M. Coleman asked if Philadelphia is doing well, comparatively. B. Morgan
responded that through Ryan White, yes, Philadelphia is doing well. However, B. Morgan continued,
some people either don’t know about Ryan White or just don’t access it. She acknowledged the
improvements, but there is definitely not a lot of room for more improvement since its success rate is
already pretty high.

K. Carter asked about the prevention portion of the EEI and whether the Prevention Committee will
need to come up with plan or take on some responsibility. B. Morgan said that as of right now, there
is no responsibility for EEI, but there will most likely be involvement with EEI and the council once
it hits the ground. B. Morgan expressed that the committees will be asked to help out eventually and
that talking and having discussions about the EEI will be very helpful so that everyone can be
prepared.



Refer to HRSA HAB Recipient Webcast. C. Steib suggested that each of these questions can be
discussions for the group. E. Rand asked what their reach is, because people who have access to
AETC are usually already involved. C. Steib recommended reaching out to AETC to see if they can
come to Planning Council to talk more on this topic. E. Rand continued, saying that the target
population would be those who don’t know about webinars, because these are the people who
actually need the information. C. Steib said to check out the AETC website to look at a list of
webinars. B. Morgan said there are many webinars from many different sources, so she might work
on compiling something for people to look at.

B. Morgan directed the conversation back to technical assistance, asking if there is anything that
nobody knows or hasn’t been able to find. E. Rand asked if the committee is answering this for
Planning Council or city. B. Morgan responded that she just wants a perspective, but the committee
is not responsible in regards to the city. B. Morgan said that there are 4 presentations the committee
was planning on getting. She continued to mention one particular presentation, DEXIS, a molecular
surveillance initiative for which the city receiveﬁ funding. There is someone from DExIS who OHP
wanted at a meeting to talk to the Prevention Committee. C. Steib informed everyone that there was a
briefing about this in the past, and there are two groups—support staff and providers. He explained
that these two groups were teamed up from the same agency, so they could work closely together. C.
Steib informed the committee that in the first meeting for DEXIS, he was told there are going be in-
depth case studies about newly identified positive folks. DExIS was planning on going deeply into
gaps of care in newly identified people’s charts to find missed opportunities. Based on that, they
would try to put intervention in place for this. C. Steib said this DExIS group was all 13-24 youth
and, for the most part, MSM of color and trans individuals. B. Morgan mentioned how C.
Conyngham will probably email about the DExIS discussion soon.

B. Morgan said that in the EEI, there will be syringe service support, and this is particularly
important to consider from EMA perspective, not just Philadelphia. She further explained that there
is a serious lack of syringe service access in the rest of the EMA. B. Morgan expressed how Planning
Council needs to figure out how to support this without paying for syringes themselves. She
mentioned that for Ryan White funds, the council is able to support these services for people who are
already positive.

K. Carter asked who will pay for these syringe services. D. Gana responded with the city, but not
Ryan White. B. Morgan said thiat they are able to pay for syringe services with Ryan White, just not
the actual syringes. G. Grannan asked about syringe disposal and whether that would be paid for. B.
Morgan said she has not seen anything that would indicate that it could not be paid for. L. Diaz said
the since used syringes are a biohazard, the disposal portion can be expensive. K. Carter said that
there are places to go where people can drop them off. B. Morgan mentioned that in massive amounts
there is no place to dispose of them. G. Grannan said that organizations will refuse to dispose of
syringes because of insurance reasons. The group asked about Prevention Point, and G. Grannan
clarified that Prevention Point is an exchange, so someone would have to bring syringes back since
there is a (very expensive) disposal process.



The idea of this EEI, said B. Morgan, is to go after things that you can do, because even if there is
resistance in a lot of places, there is always room to do something and make a difference. G. Grannan
asked if individuals are actually going to medical examiners to see if they can find disease rates
among those confirmed overdoses. B. Morgan said she was uncertain. The group seemed to agree
that this would be valuable information. K. Carter asked about confirmed overdose rates. G. Grannan
said it was about 1,200 in 2017 and 1,100 in 2018, explaining that rates have been increasing since
2013. From C. Terrell’s presentation, B. Morgan said that for new HIV diagnoses, the increase was
33% in 2016, 45% in 2017, and 59% in 2018. G. Grannan mentioned that prior to these statistics,
new cases in PWID was between 3-5% for 20 years of decline. K. Carter asked about injection drug
use and the specific drugs in question. G. Grannan and B. Morgan responded that it could be
anything, and the rate for Hepatitis C cases has also gone up for PWID.

C. Steib asked if everyone wanted to move on and commented on the productivity of the committee’s
discussion. B. Morgan expressed the importance of in-depth conversation about such issues.

Old business:
None
New Business:

D. Gana mentioned Bucks County, saying there is a sex positive health clinic opening up in July
which will focus on HIV testing, STIs, and PrEP and its distribution. He said the clinic will be right
next to the Bucks County Board of Health since it’s central in Bucks County for everyone’s access.
B. Morgan mentioned that in PA counties, 33% currently diagnosed already have AIDS. Based on
2016 data, B. Morgan also explained that this was the case for 17.4% of Philadelphia new diagnoses
and 17.7% for New Jersey counties. She said that this percentage has gone down in Philadelphia and
New Jersey counties and up in PA counties. C. Steib asked about the population most affected in the
suburbs. B. Morgan responded that the population affected is fairly representative of the PA counties.
D. Gana said that a lot of physicians in the county are not involved with HIV until someone actually
gets sick. M. Coleman mentioned Montgomery County and the city of Norristown, asking if there is
as much of a problem with injection drug use. G. Grannan responded that this is a problem all around
the EMA.

Announcements:

D. Gana announced the Men’s Health Conference on June 27" from 11am-3pm at 38" and Lancaster.
He explained that the free event will have HIV testing from many different organizations.

C. Steib mentioned that June 27" is also national HIV testing day. He let the committee know that
many agencies will be testing at Walgreens or holding their own events. C. Steib also mentioned the
Trans Health Conference in July. He told everyone to check up with the Mazzoni Center to set up a



table. D. Gana confirmed the conference dates as July 25"-27", L. Diaz said they are still accepting
tables.

M. Coleman announced to everyone that there will be a lot of events happening due to Wawa
Welcome America starting June 29" and extending to July 4™,

L. Diaz announced that she and C. Steib would be going to Baltimore for the UCHAPS meeting.
Adjournment: C. Steib called for a motion to adjourn. Motion: L. Diaz moved, G. Grannan

seconded to adjourn Prevention Committee meeting. Motion passed by general consensus.
Meeting adjourned at 4:00 PM.

Respectfully Submitted,

Sofia M. Moletteri, staff

Handouts distributed at the meeting:
e Meeting Agenda
e Meeting Minutes from May 22, 2019
o PrEP Workgroup Report
¢ HRSA HAB Recipient Webcast
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Recommendations to increase YMSM engagement in healthcare and HIV

prevention activities

Increasing access to and engagement with primary care for YMSM is essential. Engagement in
primary care is an especially important tool in the HIV prevention “toolbox” in this age of biomedical
interventions like pre-exposure prophylaxis and “treatment as prevention”. HIV-negative YMSM can be
linked to appropriate interventions and have regular sexual health screenings. YMSM who are regularly
tested and engaged in healthcare will have a better chance of being linked to HIV care and treatment,
should they acquire HIV. Programs that engage YMSM in healthcare should address their complex
needs, including mental health, substance use, chronic health conditions, and social needs, in
developmentally appropriate ways.

A combination of routine testing in all primary care settings and targeted community-based
testing is necessary. Risk-based testing alone may miss high-risk individuals who are reluctant to
disclose same-sex attraction and/or their sexual behaviors or substance use.

Comprehensive evidence-based sexual health education, inclusive of all gender identities
and sexual orientations, is needed in the Philadelphia school district. Young people need sexual
health education that promotes not only their health but their well-being.

HIV testing protocols should address concerns about confidentiality. HIV testing programs
ought to consider who provides the counselling and testing, where testing occurs, and how to address
concerns about confidentiality and privacy. It may be beneficial to include information about privacy
protections and confidential testing protocols in outreach and marketing materials, in order to address
those concerns before they can become barriers to testing.

Special attention should be paid to creating welcoming and accepting organizational
cultures. Healthcare organizations need to prioritize the barriers, challenges and concerns of YMSM.

YMSM want to go to providers who can relate to their experiences and accept them as they are.

Relevant information about local services, sexual health, and HIV/STD testing should be
online in the places YMSM are likely to find it. Reliable online content will help many YMSM,
especially those who are reluctant or unable to access services in the “gay” community. More local
research is needed to better understand how Philadelphia’s youth access online health information.

Community level efforts are needed to address HIV stigma and discrimination of LGBTQ
individuals, which persist and act as a barrier to open communication about the sexual health needs of

YMSM.

Public health programs and healthcare organizations must be sensitive to the effects of
stigma and discrimination on YMSM; especially minority YMSM who face not only stigma because
of their sexuality and/or gender expression, but also live in a society with pervasive structural racism.

An excerpt from Experiences in Healthcare and HIV testing in Philadelphia: Young men who have sex
with men. The full report can be found at http://hivphilly.org/reports/YMSM.pdf
April 2015






jdisosnUBN JoUINY Vd-HIN

Jduosnueiy Jouiny Vd-HIN

-

jduosnuely Joyiny VcI-HIN :

%Ow

% HEA\—

NIH Public Access

Author Manuscrlpt

AIDS Cuare. Author m: -mlt..npl availab ln in F‘ vIC

22014 Jamary 01,
Pubhshed in ﬁnal ed1ted form as:
AIDS Care. 2014 January ; 26(1): . doi:10.1080/09540121.2013.808730.

Linking HIV-positive adolescents to care in 15 different clinics
across the United States: Creating solutions to address
structural barriers for linkage to care

Morgan M. Philbin®", Amanda E. Tanner®, Anna DuVal®, Jonathan Ellen¢, Bill Kapogiannisd,
and J. Dennis Fortenberry®

aDepartment of Health, Behavior & Society, Johns Hopkins School of Public Health, Baltimore,
MD, USA

bDepartment Public Health Education, University of North Carolina Greensboro, Greensboro, NC,
USA

cDepartment of Pediatrics, Johns Hopkins School of Medicine, Baltimore, MD, USA
dDepartment of Health and Human Services, National Institute Health, Bethesda, MD, USA

eDepartment of Pediatrics, Indiana University School of Medicine, Indianapolis, IN, USA

Abstract

Linkage to care is a critical corollary to expanded HIV testing, but many adolescents are not
successfully linked to care, in part due to fragmented care systems. Through a collaboration of the
National Institutes of Health (NTH), Centers for Disease Control and Prevention (CDC) and the
Adolescent Trials Network (ATN), a linkage to care outreach worker was provided to ATN
clinics. Factors related to linkage were explored to better understand how to improve retention
rates and health outcomes for HIV-positive adolescents, We conducted 124 interviews with staff
at 15 Adolescent Trials Network clinics to better understand linkage to care processes, barriers,
and facilitators. Content analysis was conducted focusing on structural barriers to care and
potential solutions, specifically at the macro-, meso-, and micro-levels. Macro-level barriers
included navigating health insurance policies, transportation to appointments, and ease of
collecting and sharing client-level contact information between testing agencies, local health
departments and clinics; meso-level barriers included lack of youth friendliness within clinic space
and staff, and duplication of linkage services; micro-level barriers included adolescents’ readiness
for care and adolescent developmental capacity, Staff initiated solutions included providing
transportation for appointments and funding clinic visits and tests with a range of grants and clinic
funds while waiting for insurance approval. However, such solutions were often ad hoc and
partial, using micro-level solutions to address macro-level barriers. Comprehensive initiatives to
improve linkage to care are needed to address barriers to HIV-care for adolescents, whose unique

© 2013 Taylor & Francis
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developmental needs make accessing care particularly challenging. Matching the level of
structural solution to the level of structural barriers (i.e., macro-level with macro-level), such as
creating policy to address needed youth healthcare entitlements versus covering uninsured patients

Keywords

Methods

with clinic funds is imperative to achieving the goal of increasing linkage to care rates for newly
diagnosed adolescents.

adolescents; HIV/AIDS; linkage to care; structural barriers; qualitative methods

Introduction

Linkage to care (LTC) for newly diagnosed HIV-positive adolescents is an important
consideration as the United States HIV epidemic shifts toward younger individuals; an
estimated 26% of HIV infections occur among youth ages 13-24 (Centers for Disease
Control and Prevention [CDC], 2013). Over 100,000 adolescents (13—24) are currently
infected with HIV (CDC, 2013). Younger age is associated with lower rates of retention in
care during the first two years following diagnosis (Ulett et al., 2009), and HIV-diagnosed
persons under 35 years of age have more difficulty establishing, and being retained in care
(Giordano et al., 2005). In general, not being engaged in care or having inconsistent medical
visits is associated with higher mortality(Giordano et al., 2007; Metsch et al., 2008; Tripathi,
Youmans, Gibson, & Duffus, 2011).

Barriers to care have individual and structural roots. Most LTC interventions have focused
on the individual — e.g,, strengths-based LTC and case management — with varying levels of
success (Craw et al,, 2010; Craw et al., 2008; Gardner et al., 2009). Less attention, however,
has been given to “structural barriers” — factors impeding HIV-related care that originate in
the social, economic and political disparities that shape and constrain individual health
behaviors (Blankenship, Bray, & Merson, 2000). Structural barriers include HIV-related
stigma and poverty(Cunningham et al., 1999; Kempf et al., 2010; McCoy, 2002), housing
availability and homelessness (Gardner et al., 2009), unemployment or job instability (Stein
et al., 2000), insurance policy/eligibility (Cook et al., 2002; Lillie-Blanton et al., 2010), and
public transportation options (Kempf et al., 2010).

Structural barriers are particularly relevant for HIV-positive adolescents who often have
difficulty navigating fragmented care systems (Chutuape et al., 2010). This structural
fragmentation can occur when HIV testing sites fail to plan for LTC, when adolescents must
negotiate transitions across multiple care systems, when legal or regulatory issues require
disclosure to parents, and when providers are unprepared to care for HIV-positive
adolescents (Mugavero, Norton, & Saag, 2011). Adolescents maybe particularly likely to
receive HIV testing in community-based rather than clinic-based venues, and given the
fragmentation between diagnosis and care, rates of successful LTC are lower in community-
based seftings compared to clinic-based settings (CDC, 2013). Relatively few HIV-related
health services are specifically designed for adolescents, even though adolescents differ
from adults in their ongoing dependence on families for resources, health insurance,
transportation, and access to clinics and pharmacies.

Data were obtained from a multimethod evaluation of the Strategic, Multisite, Initiative for
the Identification, Linkage and Engagement in Care Program (hereafter called the Care
Initiative). The care initiative originated in a formal partnership of the National Institutes of

AIDS Care. Author manuscript; available in PMC 2014 January 01.
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Child Health and Human Development, Centers for Disease Control & Prevention, and The
Adolescent Medicine Trials Network for HIV/AIDS Interventions (ATN). The care initiative
was developed to improve LTC for HIV-positive adolescents by improving collaboration
with local health departments and community partners, and by supporting outreach workers
solely dedicated to facilitating adolescent linkage to care (Tanner et al., in press).

The data included 124 semi-structured qualitative interviews collected between February
2010 and October 2011 from 15 ATN clinics across 13 cities in the US that provide HIV-
related care to adolescents (Straub et al., 2007). Two qualitatively trained researchers
conducted interviews with ATN staff involved in linkage to care processes (e.g., physicians,
nurses, linkage to care outreach workers, social workers, case managers, and program staff).
Interviews lasted approximately one hour each. Interviews used a topic guide that focused
on site-specific organization and LTC processes; facilitators and barriers to LTC;
relationships with local health departments and community partners; and the scale-up of the
care initiative LTC process. Specific inquiries addressed potential solutions to barriers to
LTC. Interviews were conducted in personnel offices or a private space at the clinics, and
informed consent was obtained prior to each interview. Interviews were digitally recorded,
transcribed verbatim, and managed using Atlas ti 6.2 (Muhr, 2004). The Institutional
Review Board at the Johns Hopkins Medical Institutions and each ATN site approved the
study protocol.

We used a Dynamic Social Systems model (Latkin, Weeks, Glasman, Galletly, &
Albarracin, 2010) to guide the identification of structural factors associated with linkage to
care, specifically the influence of macro-, meso-, and micro-level structures (Latkin et al.,
2010). This model emphasizes the social and dynamic qualities of structural factors that
influence HIV programs, and postulates three key structural dimensions that affect care:
resources; influence and control; and, contextual factors (Latkin et al., 2010). Within the
current study, the macro-level structure refers to the sociopolitical, economic, and cultural
context, as well as larger social institutions that shape linkage to care more broadly. The
meso-level structural factors include systems that work within the more proximal
institutions, within which individuals are involved (for example, clinic dynamics and
physical space). Micro-level structural factors refer to the immediate social and physical
context within which interactions among individuals take place (for example, between
providers and patients; Latkin et al., 2010). Pairing this model with qualitative research has
allowed us to explore issues related to adolescents and linkage to care, which have been
missing in earlier studies.

To assess the barriers and facilitators to linkage to care at each of the 15 ATN clinics,
transcripts were analyzed using the constant comparative method (Glaser & Strauss, 1967).
A list of thematic codes was first created based on the existing linkage to care literature and
interview guide; two team members read and coded each interview transcript to create an
initial code dictionary. These team members cross-coded a random sample of 33% of
transcripts to refine the code dictionary, which was subsequently reviewed by other team
members. Final coding was conducted during a sequence of weekly meetings to develop
additional codes and resolve discrepancies. We constructed analytical memos on these
processes, discussed the memos, and refined the coding matrix based on these discussions of
the data (Glaser & Strauss, 1967). Following the procedures of the constant comparative
method, we searched for negative cases to explore potential exceptions to the themes
surrounding barriers and facilitators to linkage to care, modified and developed the coding
matrix as needed, and returned to the data for additional comparisons (Glaser & Strauss,
1967).A random sample of 20% of the interviews was again cross-coded to assess
consistency; any discrepancies in coding were discussed among the investigators and
resolved.
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Examining linkage to care barriers and solutions

Barriers and potential solutions to LTC emerged, and fell into three general headings
corresponding to the Macro-, Meso-, and Micro-level structures identified in Dynamic
Social Systems model, and resembling components of other models of structural barriers for
HIV-related prevention (Latkin et al., 2010). These are described briefly below; quotes
describing these barriers and potential solutions are presented in Table 1.

Macro-level structural barriers and solutions—Macro-level structural barriers to
linkage to care coalesced around categories of insurance availability and maintenance;
transportation; and system-wide relationships between clinics, local health departments, and
testing organizations. Pragmatic insurance-related barriers were associated with the
application process, possession of adequate documentation, and delays related to locating
documentation that many youth did not possess (See Table 1 “Resources”). Eligibility-
related insurance barriers were due to age, gender, or residence. In particular, youth aged 18
years and older had difficulty obtaining any form of health-care insurance. Some youth with
insurance through a parent would delay care or refuse care in order to avoid disclosure of
infection status.

Transportation-related barriers were identified in almost every interview, with an emphasis
on lack of availability, complexity of public transport systems, and difficulty in accessing
transportation support. Some clinics provided transportation, but these services were
associated with considerable stigma (See Table 1 “Resources”). Relationships of clinic staff,
health departments, and local agencies also affected adolescent linkage to care. Staff
described challenges with information sharing and turf issues between the local health
department, partnering agencies, and their program. Staff also described the unwillingness
of both health departments and local HIV/AIDS agencies to provide information for fear of
losing clients, and thus funding associated with service provision (See Table 1 “Influence
and control”).

Solutions to macro-level barriers (See Table 1 Section on Solutions) often involved
individualized, micro-level approaches to address the immediate needs of youth without
contributing to changes in the macro-system barriers. Adolescents’ insurance issues were
often resolved by workarounds that included use of other funding sources, or writing off
costs until insurance was received. Grant funds were identified as potential sources of
support for care, but this was acknowledged as a particularly unstable approach. Most clinics
addressed transportation issues by providing vouchers or tokens for public transportation,
usually in advance of appointments. For initial appointments, program staff frequently
transported youth, which also allowed provision of emotional support during the first visit.
Suggestions of how to improve relationships with partner agencies included assurance that,
care initiative staff were actively participating in community coalitions to improve these
relationships.

Meso-level structural barriers and solutions—Meso-level structural barriers focused
on a clinic’s physical space, personnel issues (such as levels of acceptance and general
personality), and procedural issues (such as when in the local collaboration care initiative
staff can join the linkage to care process) (See Table 1, “Contextual Factors™). The
geographic location of the clinic within a larger medical facility, as well as within a specific
community, was discussed as a potential barrier, especially if the clinic was HIV-specific.
Staff characteristics were identified as either a facilitator or a barrier toward linkage to care
for adolescents. Discomfort with gender issues, implied heterosexual bias, and disapproval
of the quirks of adolescent behaviors, all influenced the ease of linkage to care. These issues
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were particularly relevant when the clinic served transgender youth, or both adolescent and
pediatric patients.

A major issue in the care initiative implementation was a sense that the care initiative
duplicated linkage to care services that were perceived to be sufficient. In turn, at some sites
the program staff felt excluded from the LTC process, as they were only able to talk to
adolescents once they had already been linked. This lack of inclusion limited the services
that program staff could provide. The care initiative staff suggested that had the linkage to
care coordinator or clinic director worked more closely with the clinic staff to explain the
role of the program, and highlighted that they were not being introduced to assume other
people’s positions, but instead to support them, the services would have been less
duplicative.

Solutions (Table 1) focused on organizing clinic spaces to adapt them to the adolescent
population, conducting competency training with site personnel, and trying to engage the
outreach worker earlier in the linkage to care process. Suggestions for increasing youth
friendliness, including adapting multiple-use space to be specifically responsive to
adolescent needs, was seen as especially challenging but important for improving outcomes.
In terms of personnel-related barriers, specific staff training to raise awareness and
sensitivity to youth was seen as important, especially in interactions with transgender and
other sexual minority youth. This approach included sensitivity to access needs, sometimes
outside of the clinic’s usual working hours.

Micro-level structural barriers and solutions—Nearly all respondents mentioned
micro-level barriers specific to the adolescents or their situation. These barriers included an
adolescent’s readiness for care or willingness to begin medication. Many staff described
being an adolescent, or the period of adolescence itself, as a barrier to linkage to care (See
Table 1 “Contextual Factors™).

Solutions included continued contact (e.g., texting) with adolescents regardless of their
readiness for care, and providing services that were non HIV-related. Program staff
described linkage to care as a process that takes time, especially if the adolescent is in
denial. Maintaining contact and providing incentives for contact was important, even when
youth were not ready to be immediately linked to care. These solutions, to engage with the
adolescents even if they are not ready to attend clinic and provide additional services, were
suggested as ways to alleviate barriers to linkage to care, and increase eventual retention in
the clinic.

Discussion

The results highlight macro-, meso-, and micro-levels of structural barriers — and solutions —
to LTC for HIV positive adolescents. Although individually focused efforts are undoubtedly
needed to support linkage to care, structural change is essential to achieve the goal of
“seamless” care as described in the National HIV/AIDS Strategy (Office of National AIDS
Policy [ONAP], 2012). The Affordable Care Act could cover HIV-positive individuals that
are currently treated with Ryan White monies, which could allow these monices to be re-
allocated for supplemental services like mental health, case manager and so on. As
adolescents under 18 years have an easier time enrolling in Medicaid, however, it is
uncertain that the Affordable Care Act will affect adolescents as much as adults. Care
initiative process data show that solutions to structural barriers are frequently expedient and
fragile. The solutions often represent “micro-level” responses to “macro-level” barriers.
These discrepancies are particularly salient for adolescents who inhabit a unique
developmental stage and are also reliant on other friends or family members for access to
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resources and support. For example, an older adolescent without any dependents may have a
more difficult time getting covered under Medicaid/Ryan White funding (macro-level
barrier), but as a solution the clinic uses small pots of grant monies to cover the adolescent’s
health care (micro-level solution). Broadly, representative coalitions were described as
necessary to ensure that important structural barriers are not masked by less efficient
contingency solutions that might not be sustainable.

From a macro-level perspective of structural barriers, health-care insurance and
transportation were significant issues. Adolescents and young adults —especially poor and
minority — are over-represented in the approximatelyl10% of American children and
adolescents without health-care insurance of any kind (Bethell et al., 2011), Lack of
insurance also limits subsequent care engagement of newly diagnosed youth, especially if
alternative means of payment are unavailable (Moore, 2011; Ulett et al., 2009). Our findings
align with other research showing that transportation is uniformly cited as macro-level
barrier to care (Fortenberry, Martinez, Rudy, & Monte, 2012; Kempf et al., 2010; Zaller et
al., 2008), especially in areas with fragmented and limited public transportation systems.
Reduced cost or free transportation services for HIV-positive patients have been shown to
improve HIV-related health outcomes (Kissinger et al., 1995; Magnus et al., 2001; Sherer et
al., 2002). However, our data demonstrate the difficulty of provision of transportation,
particularly in a resource-limited time, that is associated with HIV-related care.

Clinic staff reported that the introduction of the care initiative was often met with
indifference or even active resistance by health departments and community organizations
providing HIV-related services for youth (Fortenberry et al., 2012; Straub et al., 2007; Ziff
et al., 2006). Solutions required the investment of time, identification of common ground,
and demonstration of the benefit of coordinated approaches to linkage to care. This
highlights the importance of creating a network of community partnerships and
relationships, and shows how linkage to care is a process that requires a complex blend of
public and private service providers (Fortenbetry et al., 2012; Mugavero et al., 2011).

Meso-level factors affecting linkage to care focused on physical space and the attitudes and
behaviors of clinic personnel. Other studies have shown that staff attitudes often
communicate larger social values of homophobia and HIV-related stigma (Kempf et al.,
2010; Lichtenstein, 2003). The concept of adolescent friendliness reflects the importance of
creating spaces where HIV-positive adolescents — many of whom are marginalized sexual
minorities — feel secure and not judged (A. E. Hutton, 2003; N, Hutton, [personal interview,
conducted by Morgan Philbin, March 15, 2006]; Macfarlane & Blum, 2001). However, few
studies aside from results stemming from this program have directly assessed what
constitutes adolescent friendly qualities of clinics providing HIV-related care (Tanner et al.,
2012).

Micro-level level factors, such as individual readiness for care, have the potential to directly
affect linkage to care. These data showed that LTC often required flexibility and persistence
in maintaining contact with adolescents not yet ready to engage in HIV care. Though often
scen as a structural issue, the stigma that results from an HIV-diagnosis, and fear of rejection
by family, peers, and community has individual implications (Moore, 2011). Development
of self- and social-identities during middle and late adolescence additionally affect the
acceptance of the HIV diagnosis, which is associated with higher rates of depression,
anxiety, social isolation, and stigma among HIV-positive adolescents (American Academy
of Pediatrics [AAP], 1997; Blum, 1992; Futterman, Chabon, & Hoffman, 2000; Orr, Weller,
Satterwhite, & Pless, 1984; Pao et al., 2000; Safren et al., 2004).
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Strengths and limitations

These data represent an exploration of structural facilitators and barriers in the linkage to
care process for adolescents from a wide geographic area (Straub et al., 2007). We relied on
the perspectives of the care initiative clinical staff, without speaking directly to the
adolescents, which could limit insight into how these factors affected adolescents’ linkage to
care processes, and how they interpret the barriers and potential solutions, Barriers were
assessed at the beginning of the care initiative scale-up and we will continue to monitor how
these have changed and how barriers continue to affect linkage to care processes for
adolescents.

Conclusions

The federal government is increasingly requiring that HIV testing programs have linkage
plans and partners in place in order to continue receiving funding (ONAP, 2012). Across the
wide geographic implementation of the care initiative, there was agreement regarding
certain barriers, as well as suggestions of how to address these barriers at multiple levels,
such as restructuring of funding streams or insurance procedures to facilitate early entry into
care and the wider provision of transportation services. At times the clinics may not have
had control to change things at the macro-level (e.g., Ryan White funding eligibility), which
suggests that creative thinking and responses are needed to change the local macro structure
to complement the existing micro-level solutions. Our study shows that macro-level
solutions are necessary to address macro-level barriers, and that meso-level solutions are
best suited for meso-level barriers. Specifically, study findings suggest that it will likely be
more effective and sustainable to address most barriers with macro-level solutions, and if
that is not possible, to use higher order solutions (e.g., policy change) as opposed to lower
order solutions (e.g., clinical funding).
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Representative quotes on barriers and solutions for linking youth to care by structural dimension and barrier-

solution type.

Structural dimensions

Barrier

Solution

Barrier-solution type

Resources

Insurance

Transportation

Influence & control

Inter-agency
communication and
cooperation

Personnel

Contextual factors

Clinic location

Integrating SMILE into
existing programs

Accepting diagnosis

... And many times what the insurance
company or Medicaid is asking for is a bill
that comes to your house.... of course for a
young person who is 16 years

old ...,what bill do they probably have?
SiteR

... we're dealing with youth who have no
jobs so you can’t even buy a bus pass, and
if you need a bus pass it needs to be
mailed to you so you have to get in contact
with your case manager at least two weeks
before your appointment. Site T

All my clients are like, “Please don’t come
to the house in a white [health department]
van. Everybody going to see that white
van,” You don’t want to ride what’s free
but you don have money to ride. Site G

Instead of the director saying, ‘now we’re
not going to do it that way’, she went on
and said, “we support them” and then later
said, “you’re on your own” so that doesn’t
give us much. Site I

Yeah, that’s got to be tough and that 1
don’t know how to help heterosexuals with
that [transgender]. They're the same
person. They’re dressed differently...
The personality hasn’t changed. They were
feminine dressed as a boy and now they’re
feminine and comfortable, dressed how
they want to be. Site T

The rooms have giraffes on the walls and
monkeys juggling, and chalkboards at
four-year-old level with chalk. So you’re
19, you're HIV-positive, and you’re a gay
boy. You're like, “What the heck am 1
doing in here?” Site T

I think they only let me do that [complete
insurance forms) because they have so
many kids that they just don’t physically
have the time. [The social workers] are
very protective of what they do. Site Q

If you're not ready to accept your
diagnosis, you're not going to come in for
care, So usually by the time someone is
coming in for care that has been addressed
in some way, although it may not be, they
may not really be completely accepting the
diagnosis but they’re coming in for care in
some form of acceptance. Site N

And we have grants like children’s medical
services that go up to 21, will help support

stuff, Kind of a variety of hodge-podge of

grants and donations, And whatever billing
we can do. Site H

I think the biggest thing is the taxi, being
able to taxi a kid from 40 miles away to get
to a doctor’s appointment just to make sure
that he gets here ... . Site S

I usually try to go to the first appointment
with them. I don’t force it upon them but
just a friendly, “Hey, if you want me to
come, I'm more than willing to do that,
Pick you up, drop you off and I can still
give you bus cards afterwards.” Site P

The outreach worker is interacting with
[partner agencies] very frequently.
Whenever they have testing events in the
community, she’s participating. And then
we see them at the meetings, the Coalition
on HIV/AIDS meetings. We participate
with them because they are sitting on
subcommittees. So we’re always working
together in some fashion, Site G

We really are very gay firiendly. And we’ve
done some {raining around that
specifically. We did it for the front desk....
we need everybody to be cool about our
transgendered youth. Or our youth that are
cross-dressing, or are very effeminate or
whatever. Site G

Making sure the boards have something
that they will want to read about, what I
might put on my board for adolescents is
marijuana, drinking, yeah. Sociable things
that could lead to unprotected sex... .Not
having cartoons on the television when
they come in. Site J

The [site staff] were very standoffish and
we sort of like let them just have that for a
while, and get to know me and get more
comfortable with me, Site Q

A lot of times it’s working with patients
outside of the clinic so offering all of our
supportive services but not pressuring them
to have to come in for medical care. Site Q
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Structural dimensions  Barrier Solution Barrier-solution type
Adolescence A lot of them are still in that concrete So in the beginning I may call 50 times to Meso-Micro
operational phase. A lot of them are still get them to come in... we’re also finding
just dealing with regular adolescence, Now  texting to be quite an effective way of
you got to throw this diagnosis in there. communicating with kids. They actually
Site T respond better to texts, and I think texting

is easier because it's immediate, .. Site N
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Objective: To determine the effectiveness of the Metropolitan Atlanta community adoles-
cent rapid testing initiative (MACARTI) intervention relative to standard of care (SOC), in
achieving early diagnosis, linkage, and retention among HIV-infected youth ages 1824 years.

Design: MACARTI was a pilot single-center, prospective, nonrandomized study.

Methods: MACART! combined nontraditional venue HIV testing, motivational inter-
viewing, and case management. We collected demographic, clinical variables and
calculated linkage and appointment adherence rates. We obtained SOC data from an
adolescent HIV clinic. Longitudinal data were analyzed using inverse propensity
treatment-weighted linear growth models; medians, interquartile ranges (IQR), means,
and 95% confidence intervals are provided.

Results: MACARTI screened 435 participants and identified 49 (11.3%) HIV infections.
The SOC arm enrolled 49 new HIV-infected individuals. The 98 participants, (49 in each
arm) were: 85% men; 91% Black; mean age = 21 years (SD : 1.8). Overall, 63% were linked
within 3 months of diagnosis; linkage was higher for MACARTI compared to SOC (96 vs.
57%, P<0.001). Median linkage time for MACARTI participants compared to SOC was
0.39(IQR:0.20-0.72) vs. 1.77 (IQR : 1.12—12.65) months (P < 0.001). MACARTI appoint-
ment adherence was higher than SOC (86.1 vs. 77.2%, P=0.018). In weight-adjusted
models, mean CD4" T-cell counts increased and mean HIV-1 RNA levels decreased in
both arms over 12 months, but the differences were more pronounced in the MACARTI
arm.

Conclusion: MACARTI successfully identified and linked HIV-infected youth in
Atlanta, USA. MACARTI may serve as an effective linkage and care model for clinics
serving HIV-infected youth.
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Introduction

In 2015, Georgia had the fifth highest rate of new HIV
diagnoses (12.9/100 000) in the United States; 66% of HIV-
infected individuals lived in and 69% of new diagnoses were
reported from Atlanta Metropolitan Statistical Area (Atlanta)
in 2011 [1,2]. Gaps along the HIV care continuum among
youth in Atlanta are evidenced by low rates of testing,
linkage to care, and viral suppression. Among people living
with diagnosed HIV in Georgia, only 68% of youth are
linked to care within 30 days, and just 52 and 38% of 13—19
and 20—24 year olds, respectively, achieved viral suppression
atlast measurement [2]. Additionally, Atlanta youth are likely
to be diagnosed at more advanced stages of illness with more
13—24 year olds progressing to Stage 2 HIV (CD4™ T cell
count 200—-499) at diagnosis compared with any other age
group [3,4].

Youth living with HIV, have a higher prevalence of
psychosocial stressors contributing to unfavorable clinical
outcomes and broader gaps along the HIV continuum of
care compared with HIV-infected adults [5—9]. Singer’s
et al. [10] syndemic theory suggests that health care is
aftected by multiple epidemics that should be addressed
simultaneously. Adverse social structures such as poverty,
discrimination, stigma, and psychiatric comorbidities
(including depressive disorder, substance use) increase risk
for HIV acquisition and adversely impact adherence to
HIV treatment [11—13].

Effective interventions tailored to HIV-infected youth are
urgently needed. Hall ef al. [6] showed that only 62% of
youth between 13 and 24 years were linked and 44%
retained in care nationally. The Reaching for Excellence
in Adolescent Care and Health study documented that
only 32.5% of youth achieved viral suppression [14],
whereas a Pediatric AIDS Clinical Trials Group study
demonstrated a 6-month retention rate of 58% [15].
These studies underscore deficiencies in traditional
approaches of HIV diagnosis and management for youth
[16,17]. Newer, comprehensive approaches tailored for
youth that address HIV diagnosis and management,
including psychiatric comorbidities and psychosocial
stressors may improve HIV outcomes.

Despite recommendations for routine HIV testing in
healthcare settings [16], implementation gaps remain;
especially in racial/ethnic minority youth [17]. Venue-
based HIV testing can improve testing rates among youth. A
study with young MSM, showed that factors associated with
no previous HIV test included young age (13—24 years) and
self-identifying as non-Hispanic black or Hispanic [18].
Alternate testing strategies have shown high positivity rates
among those tested in nontraditional settings [19].

Motivational interviewing has been successful in the
treatment of chronic diseases, [20,21]; however, data on
motivational interviewing-based interventions in HIV-

infected youth are limited [22]. A randongized trial in youth
assessing the effectiveness of motivational interviewing
delivered either by paraprofessional or professional staff
showed improved retendon in both arms with no
differences between staff members delivering the inter-
vention. However, preintervention data were incomplete
for the majority of participants [23]. Another study used
motivational interviewing and financial incentives with
11 perinatally infected youth with advanced immuno-
suppression; five achieved viral suppression at 1 year with a
median CD4 T cell count recovery of 140 cells/pl. This
study was limited by small sample size and the potential
confounding of financial incentives [24].

Case management has improved linkage/retention in care
of HIV-infected individuals. The antiretroviral treatment
access study (ARTAS) randomized recently diagnosed
HIV-infected participants to a brief strength-based model
of case management and care planning vs. usual care; 64%
in the intervention arm were linked-to and retained-in
care compared with 49% in the control arm [relative
risk(adj) 1.41; P=0.006]. ARTAS is recommended as an
effective intervention by the Centers for Disease Control
and Prevention [25-27]. However, 90% of ARTAS
participants were over 26 years of age and youth was
underrepresented [28].

Building on these studies, we developed the Metropolitan
Adanta community adolescent rapid testing initiative
(MACARTI) a multipronged intervention combining
nontraditional venue HIV testing, motivational inter-
viewing, and case management support to improve
diagnosis, linkage, and retention in care of youth ages 18—
24 years. The intervention started with a formative phase
of focus groups with HIV-infected and uninfected youth
to inform a youth friendly strategy [29,30]. Motivational
interviewing/case management approach was imple-
mented through the first year postdiagnosis using a
developmentally informed approach.

Our goals were to: increase opportunities for HIV testing
and diagnosis for youth at places where they routinely
gather, and strengthen HIV treatment and care for those
living with HIV using the MACARTT intervention.

Methods

Study design

MACARTI was a pilot single-center, prospective,
nonrandomized interventional study of HIV-infected
youth. Enrollment occurred from December 2012
through January 2015, with follow-up through February
2016. The MACART]I trial flow (Fig. 1) is described
briefly below. The Emory Institutional Review Board,
the Grady Research Oversight Committee, and the
Centers for Disease Control and Prevention’s National
Center for HIV, viral hepatitis, Sexually Transmitted
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Fig. 1. The MACARTI trial flow diagram. ACASI, audio computer-assisted self-interview; CM, case management; MACARTI,
Metropolitan Atlanta community adolescent rapid testing initiative; MI, motivational interviewing.

Disease, and Tuberculosis prevention approved this study.
All participants provided written informed consent.

Formative phase and venue testing selection

We conducted focus groups with 68 HIV-infected and
uninfected youth to understand testing preferences and
potential venues for testing. In total, 17 focus groups (11
with HIV-infected, two with HIV-uninfected, and four
with a mixed group of HIV-infected and uninfected
youth) were conducted (four participants/group). Their
responses were used to develop a youth friendly testing
strategy, to select testing sites, and to better characterize
postdiagnosis support. Following the focus groups, we
conducted ethnographic observations of prospective
venues to inform site selection [30]. Venues were selected
only if they provided a private space for testing.

Testing phase

Study team

The MACARTT study staff implementing the interven-
tion included: a physician (study Principal Investigator-
A.EC-G), a psychology fellow (I{.F), one case manager,
and three recruiters/testers. Community partners (AID
Atlanta, AIDS Healthcare Foundation, and Positive

Impact) also provided personnel during testing events
as needed. Study personnel had no previous motivational
interviewing experience and received training by the
study psychologist and/or fellow (K.E or C.G.), utilizing
a motivational interviewing group facilitator manual with
motivational interviewing information, motivational
interviewing techniques, and motivational activities.
Study staff learned theoretical and practical applications
of motivational interviewing, including how to apply
reflectively listening and ask open-ended questions, assess
levels of motivation and confidence, and elicit barriers to
adherence, confidence, and commitment language [31].

Participants

Participants in the testing phase included youth ages 18—
24 years. The intervention arm (MACARTTI) included
youth diagnosed with HIV at nontraditional venues by
either the study team or a community partner. The
standard of care (SOC) arm included participants ages
18—24 years referred to the Ponce Family and Youth
Clinic (PFYC) of Grady Health Systems for HIV care.
Participants from both arms were selected only if they had
a previously negative or unknown HIV test.
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Metropolitan Atlanta community adolescent rapid
testing initiative arm enrollment procedures

Members of the study team (at least one recruiter and
one tester) conducted testing in venues selected during
the formative phase. For participants who agreed to be
tested, testing was performed using a 60 seconds INSTI
HIV-1/HIV-2 antibody test (Biolytical Laboratories,
Inc, Richmond, British Columbia, Canada; sensitivity
and specificity of 99.8 and 99.5%, respectively) [32]. The
tester conducted a motivational interviewing/case
management session prior to disclosure of diagnosis.
Motivational interviewing/case management was used
prior to disclosure to address potential ambivalence
toward seeking HIV-related care and to generate a plan
of action to either improve clinical outcomes (if test
was positive) or to establish HIV prevention strategies
(if test was negative), HIV-infected patients were given
instructions on how to get to the PFYC and provided
information about documents needed for enrollment
into medical care. After the diagnosis was made, study
personnel maintained contact and assisted with clinic
enrollment. At the initial medical visit, each participant
had his or her blood drawn for HIV-1 RNA
[Viral load (VL)] and CD4" T-cell count. Participants
had a motivational interviewing session with the
psychology fellow to continue addressing potential
ambivalence toward follow-up care with follow-up
visits at 1, 3, 6, and 12 months. All participants received
reminder calls the day prior to their study visits and for
rescheduling purposes if the visit was missed. If
participants stopped attending visits or answering phone
calls from the study team, they were considered lost to
follow-up, triggering a referral to the health department
for tracking purposes. Participants also had the option to
enroll in another HIV clinic (this was requested by two
participants); we then helped these participants arrange
appropriate follow-up. Participants enrolled at a non-
PFYC site were asked if they wished to continue in
the study. If they did, a signed release of medical records
was required and the same number of visits occurred
with study personnel travelling to their preferred clinic
to deliver the intervention. No significant differences
were noted with the delivery of the intervention at the
non-PFY C sites.

Standard of care participants

SOC participants were newly HIV-diagnosed youth
referred for care to the PFYC through conventional
referrals from other agencies, hospitals, or medical
providers. The PFYC policy is to try to link patients
within 72h after referral; therefore, confounding from
the referral process/scheduling was not a concern. SOC
participants received standard support services upon
request including psychological and case management
support. SOC  psychological support met practice
standards and case management support was limited to
providing referrals for housing, food stamps, and
transportation as needed. SOC participants also received

reminder calls prior to each appointment for rescheduling
purposes from PFYC personnel.

Data collection

Once consented, participants from both arms completed
baseline audio computer-assisted self-interview ques-
tionnaires. Data collected included demographic infor-
mation, employment, education, drug use, and sexual
history. Clinical information was obtained from the
medical records and included baseline and follow-up
CD4" T cell count, VL, any antiretroviral therapy
prescriptions, any AIDS-defining diagnoses, and condom
use at last sexual encounter. Baseline and follow-up
questionnaires were obtained at screening, enrollment, at
30 and 90 days, and at 6 and 12 months.

Metropolitan Atlanta community adolescent
rapid testing initiative intervention components
Motivational interviewing

A detailed description of the motivational interviewing
component of the intervention is presented in Appendix
I, htep://links Iww.com/QAD/B93. Briefly, motiva-
tional interviewing is an evidence-based therapeutic
approach. Treatment fidelity depends upon the provider’s
adherence to the ‘spirit” of the approach (namely,
partnership, acceptance, compassion, and evocation),
which can be reliably measured (see quality and fidelity
section below) as opposed to adherence to specific
guidelines [20,31,33—35]. Motivational interviewing
focuses on strengths and self-efficacy, whereas emphasiz-
ing collaboration, empowerment, respect for choice, and
understanding  of the participant’s perspective [33].
MACARTT participants received motivational interview-
ing sessions at the venue before disclosure of HIV
diagnosis, and at all study visits.

Strength-based model of case management

A strength-based model of case management was
employed to empower the client, build self-esteem,
and enable the participants’ utilization of available
resources. This model provides care that is beyond
accessing services; it empowers participants to identify
their own needs in utilizing available resources and
services, Case management was provided at each study
visit for the MACARTI arm participants. Problem-
solving, goal planning, and guidance counseling were
used to help participants with concerns identified by case
management. An average meeting for case management
lasted approximately 45—60 min.

Quality and fidelity

A standard operating procedure manual was developed
and available to study staff, ensuring quality and fidelity to
study procedures. To evaluate fidelity to the motivational
interviewing protocol, the motivational interviewing
trainer assessed 20% of the sessions for consistent use of
motivational interviewing techniques and retrained staffif
deviations were noted.
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Definitions

Results

Linkage to care: the first medical care visit occurred
within 90 days after HIV diagnosis.

Retention in care: number of completed visits divided by
the number of total scheduled visits during the 12-month
follow-up [36], among participants who attended at
least one medical care visit. Individuals who never linked
(4/98; 4%) were not counted in retention in care
calculations.

Viral suppression: number of participants who had a VL of
less than 40 copies/ml at the 1-year study visit, among
participants who completed the study.

Statistical methods

Statistical analyses were performed using SAS v9.4 (Cary,
North Carolina, USA) and CRAN R v3.3 (Vienna,
Austria), and significance was evaluated two-sided at the
0.05 level. Demographic, drug use, sexual history, and
clinical characteristics were summarized overall and by
SOC and MACARTI arms using means and standard
deviations, medians and interquartile ranges (IQR), or
frequencies and percentages as appropriate. Two-sample
testing, including both parametric (-tests and x tests) and
nonparametric (Wilcoxon and Fisher’s) approaches were
used to gauge dissimilarities across the study groups at
baseline. Differences in visit attendance, retention, and
linkage between SOC and MACARTI arms were
similarly considered. Owing to noted baseline covariate
differences across SOC and MACARTT arms, an inverse
propensity treatment-weighted (IPT'W) score was calcu-
lated using binary logistic regression and added as an
observation weight characteristic to the sample, to control
for baseline study arm disparities.

Linear mixed-effects growth models were used to
evaluate statistical differences over study visit follow-up
in CD4" T cell count and VL between the SOC and
MACARTTI arms. The fixed effect for each model was
treatment arm (2 levels), and the random effects were
participant-specific intercepts and study visit slopes.
Interactions between treatment arm and study visit were
included, and because of curve-linear associations in the
raw data, quadratic terms were added to each model for
study wvisit. For CD4" T cell count, a square-root
transformation was applied to the outcome; for VL, both
the outcome values and study visit were natural-log
transformed. All observations in the mixed-effects
regression models were evaluated unweighted and
weighted using the TPTW score. All presented results
have been back transformed to their original units, and
results are given as least-squares mean estimates with
associated 95% confidence intervals (CI). Further details
for the propensity and linear growth models are provided

in Appendix II, http://links.Iww.com/QAD/B93.

We tested 435 participants and identified 49 as HIV
infected, for a positivity rate of 11.3%. Multiple sites
were used for testing; however, the highest positivity
rate was seen in nightclubs (30%) and street testing in
areas identified as high risk by ethnographic studies
(18%; Table 1). The SOC arm screened 62 participants
to enroll 49 HIV-infected individuals new to HIV care;
13 were excluded because they were not new to HIV
care. In total, 98 participants, 49 in each arm, were
enrolled; 85% men; 91% Black; mean age was 21 years
(SD : 1.8 years); 78% identified as homosexual/bisexual
or queer; 62% had high school education or less; 23%
percentage reported currently using drugs (marijuana,
cocaine, heroin, methamphetamines, ecstasy, inhalant,
or other); 14% reported a history of abuse (Table 2).
After IPTW adjustment, all differences were balanced
between MACARTI arm and SOC participants
(Table 2), per a weighted standardized difference
cutoff of 0.25.

Baseline HIV characteristics

Compared to SOC, MACARTI arm participants
reported fewer AIDS-defining conditions (20 vs. 51%,
P=0.002) and a higher mean CD4" T cell count [317
(IQR.:218-512) vs. 196.5 (IQR:61-377.5) cells/pl,
P=0.007].

Linkage to care

Overall, 63% of participants were linked to care within 90
days of diagnosis; however, linkage was higher for the
MACARTI arm compared to SOC (88 wvs. 39%,
P<0.001). Weighted, MACARTI linkage remained
higher than SOC (96 vs. 57%, P<0.001). Weighted
median linkage time for MACARTI participants
compared to SOC was 0.39 (IQR :0.20-0.72) vs. 1.77
(IQR:1.12—12.65) months (P<0.001). An IPTW-
adjusted multivariable logistic model showed that
MACARTI participants had significantly higher odds

Table 1. Testing venues and positivity rate. The Metropolitan
Atlanta community adolescent rapid testing initiative trial, Atlanta,
Georgia, USA, 2012-2016.

Number Identified Positivity

Venue type tested positives rate
Night clubs 122 37 30%
College campus 98 5 5%
Street testing? 38 7 18%
Private parties 19 0 0%
Pride events 38 0 0%
Malls and surroundings 6 0 0%
Fairs 19 0 0%
Shelters 95 0 0%
Total 435 49

Previously determined high risk areas by ethnographic studies.
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Table 2. Baseline characteristics for standard of care and intervention participants, the MACARTI Trial, Atlanta, Georgia, USA, 2012-2016.

Unweighted Weighted
Overall SOC MACARTI standard standard
Characteristic, N (%) N=98 N=49 N=49 P value difference difference®
Sex
Men 83 (84.7%) 36 (73.5%) 47 (95.9%) 0.004 0.656 0.097
women 15 (15.3%) 13 (26.5%) 2 (4.1%)
Race
Black 89 (90.8%) 47 (95.9%) 42 (85.7%) 0.159 0.359 0.230
Other (white, Hispanic, other) 9 (9.2%) 2 (4.1%) 7 (14.3%)
Age (year), mean=+SD 21.5+£1.8 21.3+1.8 21 17 0.175 0.276 0.083
Work status
Emp]oyed/in school 74 (75.5%) 32 (65.3%) 42 (85.7%) 0.019 0.489 0.139
Neither 24 (24.5%) 17 (34.7%) 7 (14.3%)
Education, N=97
High school or less 60 (61.9%) 35 (72.9%) 25 (51%) 0.026 0.463 0.154
College or more 37 (38.1%) 13 (27.1%) 24 (49%)
Ever abused alcohol 15 (15.3%) 3 (6.1%) 12 (24.5%) 0.022 0.528 0.083
Currently using drugs 22 (22.5%) 9 (18.4%) 13 (26.5%) 0.333 0.197 0.008
Abused type
No abuse 84 (85.7%) 42 (85.7%) 42 (85.7%) 1.000 <0.001 <0.001
Abused 14 (14.3%) 7 (14.3%) 7 (14.3%)
Sexual orientation
Straight 22 (22.5%) 19 (38.8%) 3 (6.1%) <0.001 0.850 0.198
Gay/bisexual/queer 76 (77.5%) 30 (61.2%) 46 (93.9%)
Condom usage
Always/usually 71 (72.5%) 33 (67.4%) 38 (77.6%) 0.258 0.230 0.249
Sometimes/never 27 (27.5%) 16 (32.6%) 11 (22.4%)
Fver had STI® — patient report, N=97 47 (48.5%) 28 (57.1%) 19 (39.6%) 0.084 0.357 0.071
Any AIDS defining conditions, N=94 34 (36.2%) 25 (51%) 9 (20%) 0.002 0.685 0.112

MACARTI, Metropolitan Atlanta community adolescent rapid testing initiative; SOC, standard of care.
“Baseline propensity balancing results are presented in the supplemental materials; a cutoff of <0.25 was utilized to indicate covariate balance.

Sexually transmitted infection,

of linking within 90 days than those in SOC arm (adjusted
odds ratio (aOR)=18.17, 95% CI:3.27—100.90).

Retention in care

MACARTT arm participants had better appointment
adherence compared to SOC participants (86.1 wvs.
77.2%, P=0.018). MACARTI participants also had
better adherence throughout each of the follow-up study
visits, albeit only significant at 90 days (Table 3). We
also looked at the percentage of participants who attended

Table 3. Proportion of appointment adherence stratified by study
arm, the Metropolitan Atlanta community adolescent rapid testing
initiative trial, Atlanta, Georgia, USA, 2012-2016.

Standard arm MACARTI arm
appointment appointment
Visit, n/N (%) adherence adherence P value
Unweighted
30 days 35/49 (71.4%) 38/45 (84.4%) 0.130
90 days 37/49 (75.5%) 43/45 (95.6%) 0.008
6 months 30/49 (61.2%) 34/45 (75.6%) 0.137
12 manths 30/49 (61.2%) 33/45 (73.3%) 0.212
Overall 1817245 (73.9%) 197/229 (86%) 0.001
Weighted
30 days 42.6/52.7 (80.8%) 30/37.8 (79.3%) 0.864
90 days 36.8/52.7 (69.9%) 36.1/37.8 (95.6%)  0.002
6 months 32.4/52.7 (61.5%) 29.1/37.8 (77%) 0.119
12 months 39/52.7 (74%) 29.8/37.8 (78.8%)  0.603
Overall 203.6/263.6 (77.2%) 162.7/188.9 (86.1%) 0.018

MACARTI, Metropolitan Atlanta community adolescent rapid testing
initiative.

80 and 100% of clinical visits scheduled. Although there
was no statistical difference at 80% of scheduled visits,
50% of MACARTI participants attended 100% of the
visits compared to 26% in the SOC arm (P=0.017).

CD4™ T cell count and HIV-1 RNA levels

CD4" T cell counts increased significantly within both
arms. Growth model estimates indicated MACARTT and
SOC participants gained 149 and 101 cells/pl, respect-
ively, at 12 months. Additionally, CD4" T cell counts in
the MACARTT arm were significantly higher at all study
visits relative to the SOC arm (Appendix II-Table 3b,
http://links.lww.com/QAD/B93). The growth trajec-
tory in CD4 ™" T cell count over participant follow-up was
significantly higher in the MACARTTI arm relative to the
SOC (P=0.004) (Fig. 2; Appendix II-Table 3a, hetp://
links.Iww.com/QAD/B93). Growth model estimates for
VL indicated significant decreases in both arms, and
although the overall growth trajectories were not
significantly different between the two arms (P=0.1)
(Fig. 2; Appendix II-Table 4a, http://links.lww.com/
QAD/B93), MACARTT arm participants had signifi-
cantly lower VL at 6 months (P=0.031) and 1 year
(P=0.008), respectively (Appendix I[I-Table 4b, http://
links. Iww.com/QAD/B93). At 1 year, the weighted
percentage of participants in the MACARTI arm who
had an undetectable VL was 83% compared to 41% in
SOC arm (P < 0.001); concurrently, the odds of having
an undetectable VL at 1 year was significantly higher in
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Fig. 2. Model-based change in CD4™ T cell count and viral load overtime by treatment arm — mean estimates and 95%
confidence intervals, The MACARTI Trial, Atlanta, GA, 2012-2016.

MACARTI compared to the SOC arm (aOR = 6.80,
95% CI:2.09-22.15, P=0.002).

Discussion

The MACARTI intervention successfully identified
HIV-infected youth in the community, linking them to
HIV care within 90 days of diagnosis and achieving high
retention rates consistent with national HIV/AIDS
strategy goals [37]. Factors such as psychological distress,
fear, lack of information, traumatic experiences, and lack
of food, transport and housing, create syndemics of risk
and add complexity to the care of HIV-infected youth
[38]. MACARTT utilized motivational interviewing and
case management to address behavioral, motivational, and
socioeconomic factors that affect HIV care. In
MACARTI, motivational interviewing started in the
venue prior to disclosure of the diagnosis to build rapport,
prepare participants emotionally in the event of a positive
HIV test, and to enable participants to develop a plan of
action proactively, regardless of the test result. After
linkage, motivational interviewing promoted achieve-
ment of: attending medical visits, initiating and adhering
to antiretroviral therapy, and achieving viral suppression.

MACARTI identfied high-risk youth, validating our
formative work and targeted testing strategy. Strategies
designed without youth input may not be able to access this
hard-to-reach population, underscoring the importance of
developing youth-oriented, culturally competent interven-
tions. MACARTT also enabled diagnosing youth at earlier
stages of HIV disease compared with participants in the
SOC arm. Early diagnosis and treatment of HIV has
significant individual and public health advantages, including
increased survival and decreased secondary transmission
[39,40]. Interventions incorporating enhanced testing,
linkage, and retention components can reduce HIV
incidence by 54% and mortality rate by 64%; these outcomes
are cost-effective compared to no intervention [41].

Although MACARTI was not powered to look at
differences in HIV clinical parameters, we noted decreases
in VL and increases in CD4" T cell count in both arms.
The CD4" T cell count trend over time was significantly
better for the MACARTT than the SOC arm participants.
VL was lower at all time points for MACARTI arm
participants; however, statistical significance was reached
during the latter part of the follow-up period suggesting
that youth-informed interventions, such as MACARTI,
provide additional support time points beyond the first few
months’ postdiagnosis. This type of intervention may seem
more labor intensive and challenging for broader
implementation purposes; however, the psychosocial
needs of youth may require such interventions to achieve
the desired HIV continuum of care goals in this population.

The study has several limitations. First, the study
population reflected a convenience sample that was not
identified randomly, and the study was conducted in a
single site. Although results may not be generalizable, the
HIV epidemiology in Georgia reflects the current US
epidemic [1]. Additionally, as the PFYC is the only
adolescent HIV clinic in Georgia, we potentially accessed
the majority of HIV-infected youth in Atlanta. Second,
several differences in baseline characteristics were noted
between groups. Some of these differences may be related
to the venue selection process (not all potential venues
where chosen as we required specific standards for testing
confidentially and privacy), which may have shifted the
MACARTI population toward a more employed/
educated population that could afford entrance to specific
sites. Additionally, as the intervention included targeted
testing based on our formative phase results and positivity
rates obtained in the different venues, we could have
inadvertently oversampled the gay/bisexual population.
However, the use of IPTW balanced both groups, which
allowed us to control for differences in baseline
characteristics during the analysis. Third, for the linear
growth models, missing data were handled under a
mixed-model framework, allowing for incomplete
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observations in the analysis. For all other analyses,
complete case data were used, and missing observations
were removed. Concurrent with the mixed-model
framework, missing data were assumed to be at random
after visual evaluation of the participation logs for patterns
in attrition, as well as quantitative analyses considering
univariate differences in the baseline covariates between
those that attended their study visits vs. those that did not.
Although we feel missing at random is an appropriate
assumption for our data, we acknowledge that some
missing data may not be random. Fourth, although we
found significant differences in CD4" T cell count and
VL trends, which suggests improved immunologic
recovery and viral control in the MACARTI arm, our
sample sizes were small; larger studies are warranted to
confirm this finding.

In conclusion, despite the need of a larger randomized
control study to further test this intervention, the results
of the MACARTT trial are very promising and suggest
that the combination of nontraditional venue testing,
motivational interviewing, and case management has the
potential to effectively decrease gaps for youth along the
HIV care continuum.
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DEXIS addresses each of the national HIV prevention goals of
reducing new HIV Infections, Increasing access to care, and
reducing HIV-related disparities and health inequities. The
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of HIV transmission and pursue organizational-, system- and
community-level interventions to prevent future transmissions.
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Through DEXxIS, we will:

« Develop a cohort review of recent HIV infections to identify missed
opportunities for HIV prevention

« Implement individual-level interventions among the cohort members and
their risk networks to improve HIV Prevention and Care Continuum
outcomes

« Develop and implement action steps through the cohort review process to
close system-level gaps in HIV prevention

Priority Populations:

e Men of color who have sex with men
e Youth ages 13to 24
« Transgender persons who have sex with men
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Survelllance-based Identification of cases (Stage 0 Infections, members of Identified groups of related
Infections) among priority populations (MSM of color, youth ages 13 to 24, transgender persons who have
sex with men)

Enhanced partner services,
Standardized Interview and chart abstraction for testing and comprehensive

Individuals meeting criterla prevention services, Including
l PrEP referral, In sexual and

Linkage to HIV care Yt

soclal networks

PDPH Case Review Team reviews collected data, Identifles
patterns, makes preliminary recommendations

11

Community Action Team discusses patterns, reviews
CRT recommendations, proposes additional
recommendations

l

Policy Impl \lon Team develops action
plans based on system-level analysis of program
data and performance evaluation

Community mobilization and capacity bullding through
technlcal assistance grants to select grassroots
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CRT recommendations,
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sentinel cases
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Domains for Interview

* HIV Testing

o Hypothesis: Most people are aware HIV testing exIsts but may not know
how to access It, may not be able to, or may not feel comfortable using It.

HIV Prevention

o Hypothesis: Across the board, messages for U=U, condoms, PrEP, and
syringes do not resonate with populatlons of priority and the threshold to
accessing services Is too high. ]

PIEP and PEP S~ %WWYJ ‘ s o4

Insurance Status

Access to Primary Medical Care

Soclal Experlences

Stigma

o Hypothesls: Internalized and externalized stigma negatively Impact access
and uptake of HIV preventlon services.

Substance Use

Mental Health

Exposure to Justice System

Housing Status

Experlences with the Philadelphla Department of Public Health

.
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Fields for Chart Abstraction Sources of Records

Demographics * Partner Services

Sexual Orlentation and Gender Identity ¢ Testing and Linkage to Care Sites
(SOGI) « Medical Facilitles (inpatient, ED, urgent
STl Testing care)

HIV Testing

Insurance Status

Substance Use

Mental Health

Other Medications

Comorbidities
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Meeting Guidelines

Case Revlew Team meetings will be safe and non-judgmental

« Members will listen respectfully

Be tough on ideas, not team members

Ensure that every participant has the opportunity to speak, and that
only one volce Is speaking at a time

+ Use the nominal group process to resolve difficult decisions about
priaritizing recommendations or actions

Not tolerate the use of stereotypes and prejudiclal comments
Take responsibllity

Assume positive intent

Begin and end meeting on time

Members will allow the facllitator to gulde

Members will stay on track and promote time management

®
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Pledge of Confidentiality

All DExIS Information and Case Review Team (CRT) discusslons are to be
regarded as confldentlal, As a team member, you are agreelng to:

s Protect and secure Information In your possession.

* Not discuss or share Information about Individual cases and the
proceedings of the CRT outside the CRT meetings now or at any time
In the future.

s Not photocopy or share information about the DEXIS case review
process, case review findings, or any other confidential aspect of the
DEXxIS program now or at any time in the future.

o Refrain from naming Individuals (Including family members, providers
or Institutions) or sharing anecdotal Information about them during
CRT meetings now or at any time In the future.
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* Caltlin Conyngham, Senior HIV Prevention Services Coordinator
Melissa Miller, MPH, Epldemiologist lil/Molecular HIV Survelllance
Coordinator

* Champagnae Smith, MPH, Core Survelllance Epidemiologist

* Akash Desal, DEXIS Project Coordinator

= Bikim Brown, DEXIS Chart Abstractor

* Margaret Nelson, Philly Forward intern
Divislon of Disease Control—Partner Services
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