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Introduction

EDITOR’S NOTE

The purpose of this document is to present clear, concise and consistent guidelines to individuals and agencies involved in the implementation of HIV/AIDS prevention programs, funded by the Louisiana Office of Public Health HIV/AIDS Program (HAP).  The policies and procedures contained in this manual replace all existing guidelines.  These policies and procedures are reflective of the official policy of HAP.  Please submit any comments and/or suggestions regarding this manual to your Regional HIV Coordinator.

ORGANIZATION OF MANUAL
The HIV Prevention Policies and Procedures Manual has been divided into two sections.  

The sections are:
1)
Administrative Guidelines

2) Intervention Guidelines

Please Note: All forms and the instructions for completing forms referenced in this document may be 

found in the HAP Prevention Forms Catalog at http://www.dhh.louisiana.gov/offices/?ID=264 .

HIV/AIDS PROGRAM MISSION STATEMENT

The mission of HAP is to prevent the transmission of HIV/AIDS and to ensure the availability to quality medical and social services for infected and affected individuals. HAP educates, monitors disease trends and offers services via client-centered, culturally sensitive, respectful and confidential methods.
GOALS

To assure that quality treatment, housing and psychosocial services are available for HIV infected persons.

To assure that an effective STD control program is in place and is well coordinated with HIV prevention/treatment.

To prevent or decrease high-risk behavior among persons in Louisiana by:

Collaborating with other organizations to decrease or prevent high-risk behavior in communities.

Identifying high-risk seronegative persons and decreasing their risky behaviors.

Decreasing high-risk behavior among HIV-infected persons.

To monitor trends in the HIV epidemic in order to guide HIV prevention and treatment efforts.

To provide accurate information and education to professionals and groups regarding HIV.

To evaluate the effectiveness of disease intervention activities.

To develop and make recommendations regarding effective prevention and early treatment strategies.

To assure the availability of early detection of HIV infection.

To participate in the evaluation of new prevention technology.

SECTION I

ADMINISTRATIVE GUIDELINES
Funding Requirements

QUARTERLY REPORTING
At the close of every quarter, every contractor will prepare a quarterly report on program activity that includes a Contract Objective Spreadsheet and supporting documentation.  For each new contract period, contractors will receive a customized Excel spreadsheet that details the specific contract objectives.  Every empty cell in the tables on a contractor’s spreadsheet must be completed for that quarter.  Because they are customized to the contract, the spreadsheets do not contain any optional variables.  On the HAP website, with the program activity forms, there will be a set of detailed instructions for the spreadsheets, with reporting for all interventions described.  These instructions will be updated for each new contract period when the spreadsheets are re-issued.

The supporting documentation will include information to be used in two ways.  First, it will contain program monitoring and evaluation data for review and analysis by your Regional HIV Coordinator and the HAP evaluation unit.  Secondly, a portion of this data will be entered into the CDC’s Program Evaluation and Monitoring System, a national standardized database for HIV prevention program. All quarterly reports are due to the Regional HIV Coordinator by the 21st of the month after the quarter.  

The due dates are:

	July/August/Sept
	Oct/Nov/Dec
	Jan/Feb/March
	April/May/June

	Due: October 12.
	Due:  January 14
	Due: April 14
	Due: July 14


The Regional HIV Coordinator will send the reports promptly to the evaluation unit.

PROGRAM REVIEW PANEL

Community Based Organizations (CBOs) developing or purchasing materials paid for with HAP prevention funds are required to submit materials to the HAP Program Review Panel for approval prior to purchase, printing, and/or distribution.  Copies of materials should be submitted to HAP through your Regional HIV Coordinator.  This process takes a minimum of two (2) weeks to complete.  Materials currently approved do not require re-approval.  

HAP ACKNOWLEDGMENT REQUIREMENTS

Any materials or events that are to be supported with HAP prevention funds require written acknowledgment of the funding source by the CBO.  All materials must include the HIV/STD Infoline number.

Examples of printed acknowledgment are:

Brochure development sponsored, in part, by the Louisiana HIV/AIDS Program.

Sponsorship for this event was made possible, in part, by a grant from the Louisiana HIV/AIDS Program.

Written acknowledgment is not necessary for pre-printed brochures purchased in bulk from a vendor using HAP funds.  If you are unsure if an acknowledgment is necessary, please contact your Regional HIV Coordinator.

OWNERSHIP OF MATERIALS DEVELOPED WITH HAP FUNDING

Brochures, curricula, and other materials developed in part or whole with HAP funds are considered in the public domain and available for use by other programs.  Materials produced as such cannot be copyrighted by HAP or the agency.  Acknowledgement of HAP and the producing agency will be required if the document is reproduced and used elsewhere.

NEEDLE EXCHANGE RESTRICTIONS
At this time, federal law prohibits the use of federal funds for needle exchange programs.  

COMPETITIVE APPLICATION PROCESS

Funding through HAP is offered through a Request for Proposals (RFP) process.  The process is competitive and agencies should not assume that funds will continue solely because they have received funds in the past.

COMMUNITY PLANNING REQUIREMENTS

HIV Prevention Community Planning is a Centers for Disease Control (CDC) required process, which is designed to set statewide priorities for HIV prevention in Louisiana based on a participatory process, with an emphasis on input from the at-risk community.  Louisiana has chosen the format of one statewide group to set target populations and intervention strategies.  The State’s HIV Prevention Grant to the CDC and the State’s Request for Proposals for those interested in providing HIV prevention activities are based upon the community planning process.    

Funded CBOs are required to provide representation to a regional collaboration, which meets quarterly.  In additions, funded agencies are required to participate in the development of the regional section of statewide plan.  The Regional HIV Coordinator facilitates the regional HIV collaborative meetings and prevention community planning process.
PERSONNEL REQUIREMENTS

Personnel Records

CBOs are required to maintain a personnel record for each employee funded through the HAP prevention contract.  Files must include staff resumes, reference check information, copies of performance evaluations, copies of certificates for required and continuing education courses completed (e.g., counseling and testing training, street outreach training, etc.), an updated signed confidentiality statement (signed yearly) and other pertinent personnel information.

CBO Personnel Policy and Procedures Manual

Funded CBOs are required to have a personnel policy and procedures manual that includes detailed grievance and disciplinary policies specific to the agency and must be submitted to the Regional HIV Coordinator, along with any updates.  Sample grievance and disciplinary policies are available through the Regional HIV Coordinator. 

Staff Resumes  

When new employees funded by HAP are hired, copies of their resumes should be forwarded to the Regional HIV Coordinator within two (2) weeks after hiring.  These will be placed in the HAP central office file and used for invoice and audit purposes.  Salary and mileage will not be reimbursed for staff not having a resume on file with the Central Office.

Staff Logs and Schedules

Personnel logs and schedules are to be maintained and made available for review by HAP upon request. Non-traditional hours should be reflected on logs for outreach activities. 

Supervision of Employees

A three-month performance evaluation for new hires is recommended.  Performance evaluations of all staff funded through the HAP award are required to be conducted at a minimum of once per year.  Evaluations are required to be maintained in the employee’s personnel record.  Sample evaluation forms are available through the Regional HIV Coordinator.  

Conflict of Interest

HAP policy prohibits CBO staff from serving as voting members of that same organization’s governing board.  

Confidentiality

CBO staff and volunteers conducting HIV prevention activities for the HAP contract are required to sign an individual confidentiality agreement declaring that they will not disclose any personal information about any client or person participating in any prevention activity or service.  This confidentiality statement must be updated and signed on a yearly basis. Samples of confidentiality statements and policies are available through the Regional HIV Coordinator.

Representation of Employment

Employees funded through the HAP prevention contract are employees of their respective CBOs and must be supported as such.  All personnel issues are to be handled in accordance with the agency’s personnel policy and procedures manual.  It is recommended that street outreach workers be provided with identification badges from the agencies they represent.  It would be a misrepresentation for a CBO employee to claim to be a representative of the Office of Public Health; therefore, the Office of Public Health will not provide identification badges for employees of funded CBOs.
Chapter 2

Contract Requirements
BUDGET MODIFICATIONS/LINE-ITEM CHANGES

CBOs are expected to adhere to the negotiated budget amounts per budget category (line item).  If a CBO finds it absolutely necessary to make changes to the original line-item allocation, a written request for budget modification may be submitted to the HIV/AIDS Program at least fifteen (15) working days prior to the intended effective date.  Requests for modifications regarding personnel and associated costs must include names of staff (both new and replaced staff, if a replacement is requested) and hourly pay rates (both current and proposed).  HAP will determine whether or not the requested modifications are reasonable, within the scope of the original goals and objectives and in line with the terms of the original contract.  Changes that affect the goals and objectives or terms of the contract can only be accommodated by an official contract amendment.  A DHH contract amendment requires approximately two months to process.  Failure to submit budget modifications/staff changes in a timely fashion may delay reimbursement.   Any proposed changes should first be submitted to the Regional HIV Coordinator. 

AUDIT REQUIREMENTS
All DHH contractors receiving $100,000.00 or more in one or more state contract(s) are required to engage an independent and certified accounting firm to conduct their annual organizational audit for the accounting period in which they have been receiving a state contract.  The rules governing the audit requirement for contractors are stated on page 2, item #3 of the DHH contract document, CF1.  The type of audit report to be submitted is dependent upon the type of organization, the type of contract (social service, professional, consulting, etc.) and the amount of state or federal funds involved.  A DHH Audit Determination Checklist is available as a guide to help determine the type of audit report required from a CBO.  This is only a guide.  CBOs are advised to consult a CPA or other qualified accounting firm to determine the type of audit report required of them.  

If a CBO is required to submit an audit report, it must be submitted within 180 days (6 months) after the end of its accounting period.  This requirement does not relieve the CBO from submitting a report during the contract period if the accounting period ends before the termination of the contract.  This is especially true in multi-year contracts.  When the CBO’s accounting year ends during the contract period, an audit for the accounting period that just ended is due 180 days after the end of the accounting period.  A CBO required to submit an audit must send four (4) copies to DHH, Division of Fiscal Management, P.O. Box 3797, Baton Rouge, LA 70821-3797 and one (1) copy to the HAP Financial Operations Manager. If an audit indicates non-compliance or a finding that needs to be addressed by the CBO, then a formal written response is required.  This response is to be submitted to the Division of Administration - Office of Fiscal Management and a copy should also be submitted to the HAP Financial Operations Manager.  A response to audit findings is equally as important as the audit itself, since future contract approval may depend on it.  

EQUIPMENT PURCHASES

Any equipment purchased, in part or full, with funds from HAP remains the property of the contractor for the period of their contract and future continuing contracts for the provision of the same services.  Equipment is defined as any tangible, durable property having a useful life of at least (1) year and acquisition cost of $250.00 or more.  Prior approval from your Regional HIV Coordinator is required, along with three bids. The contractor has the responsibility to submit to the HIV/AIDS Program Contract Monitor an inventory list of Louisiana Department of Health and Hospitals (DHH) equipment items when acquired under the contract. An updated inventory list must be submitted to HAP on a yearly basis at the beginning of each contract year.  All items must be tagged and tags are available through your Regional HIV Coordinator. The contractor agrees that upon termination of contracted services, the equipment purchased under this agreement reverts to the HIV/AIDS Program and agrees to deliver any such equipment to HAP.  

INVOICING REQUIREMENTS 

In order to be reimbursed for costs associated with contracted HIV prevention activities, CBOs are required to submit invoices within one week after the end of the month for which payments are requested.  Invoice processing may take up to two to four (2-4) weeks from the date it is received by HAP.   Public holidays and weekends should be considered when invoices are submitted. To avoid delays in payment please make sure to list the individual expenses under each category. All HIV/AIDS prevention contract invoices should have the format described below.

Invoice Format

1.  Invoice cover sheet (summary invoice) on CBO letterhead should include the following:  

· Contract number (CFMS #)

· Month/payment period

· Current month’s charges by line item (each line item listed must have a negotiated budget amount in the contract)

· Total of all line-item amounts for the current month

· Name, title and signature of an authorized CBO representative


This page will be considered the official reimbursement request/invoice from the CBO and will be the invoice submitted to OPH Fiscal for payment.

A detailed or itemized expenditure listing of the current month’s invoice within each line item.  Each expense item must be supported by documentation.  Documentation or receipts must be attached and include an explanation when required.  Please note the following points concerning the itemized invoice and supporting documentation:
· Itemized monthly invoice sheets must clearly identify each charge, including those within subcategories.  For example, the names of each employee and the salary to be charged should be listed in the personnel category.

· Incomplete or unclear invoices will be returned to the agency (see HAP Prevention Forms Catalog).

· Each bill/receipt must be highlighted, indicating the amount to be reimbursed.  If reimbursement from HAP is being requested on a part of the total bill/receipt, write directly onto the bill what portion is to be charged to the HAP contract.  A description of the expenditure and line item category is to be written directly on the receipt. 

· Charges for educational materials must be approved by the Program Review Panel.  Attach a copy of the material along with the approval letter you have received from HAP.  If you do not have a copy of your approval letter, attach a memo indicating whether the item has received approval.  No educational materials will be paid for unless the Program Review Panel has approved them.  

· Monthly charges in the personnel category should be consistent with amounts in the prevention contract (e.g., spread out over a 12-month period).

· Timesheets showing times logged in and out must be provided for each employee.

· Travel expense forms and timesheets must be signed by supervisors at the site before submittal.  If not signed, travel expense forms and timesheets will be returned for actual signatures.

· Travel expense forms must be completed and submitted in accordance with the travel guidelines outlined below.  

· Line items must be monitored.  Budget revision requests must be submitted and approved before exceeding the amount in a line item.  

· CBOs should ensure that accounting is done correctly.  Errors in accounting will delay reimbursement.

Travel Guidelines

Funds for travel expenses 

Persons traveling on official business will provide themselves with sufficient funds for all routine travel expenses.  HAP cannot provide travel advances to CBO employees.

Expenses incurred on business
Reimbursable expenses of travelers shall be limited to those expenses that are related to prevention activities.  Only prevention activities will be reimbursed.  If you have any questions, contact your Regional HIV Coordinator prior to attending meetings and conferences.

Authorization to travel 

All out-of-state travel must be approved prior to travel.  A travel authorization form (TA), along with a conference agenda, must be sent to the HAP Prevention Program Manager to request approval.  Copies of travel authorization forms can be obtained from your Regional HIV Coordinator.

Claims for reimbursement  

a.
All claims for reimbursement will be submitted on the state travel expense account form (TE).  All required receipts must be sent with the travel expense form.  Out-of-state (e.g., one-time conference) travel should be listed on a separate travel expense form and submitted along with regular monthly travel.  Copies of travel expense forms can be obtained from your Regional HIV Coordinator (see HAP Prevention Forms Catalog).

b.
The following information must be on the travel expense form:

· Name of traveler;

· Traveler’s street address;

· Places traveled;

· Odometer readings (beginning and end) and total mileage;

· Date(s) of travel, time trip began and time trip ended;

· Food amount (reimbursable only to amount listed in state guidelines).

Be consistent on all information (names, addresses, etc.) between travel authorization and travel expense form or they will be returned.

Methods of Transportation

The most cost-effective method that will accomplish the purpose of the travel shall be selected.  Among the factors to be considered should be length of travel time, cost of operation of a vehicle and cost and availability of common carrier services.

Mileage reimbursement 

Mileage will be reimbursed up to the rate of $0.44 per mile and depends on the agency policy.  Mileage will be reimbursed from the office to a field site.  Mileage from home to the office will not be reimbursed.  Car rental fees are not reimbursable.  In addition, gas expenditures are not reimbursable when mileage reimbursement is requested.  

Travel Allowance

For the most up to date State travel guidelines see HAP Prevention Forms Catalog.

ADDITIONAL KEY POINTS FOR INVOICING

Submit invoices to the HAP Business Office, 1010 Common Street, Suite 1100, New Orleans, LA 70112; Attention: Business Operations Coordinator.

Retain a copy of the invoice coversheet and supporting documents to be submitted to HAP.

Costs are only reimbursed after they occur.  No advances will be approved.  Conference registration and fees, in particular, cannot be reimbursed until after the conference or training has taken place.

Address changes must be reported to the OPH Fiscal Office by submitting a memo AND completing a new W9 Form.  Invoice checks can be routed to the new address ONLY if sufficient advance notice is given to the Fiscal Office with the completion of the W9 Form.  Failure to report address changes in the manner specified will delay reimbursement.  Direct deposit is recommended for payments to avoid any delays in agencies receiving payments.

December and final contract invoices will not be processed until required documentation is submitted.

Questions regarding invoicing should be directed to HAP’s Finance Program Manager at 504-568-7474. 
LINE ITEM CODING AND DEFINITIONS

(11)  
Personnel Services - Staff paid by the contract.

(41)  
Related Benefits - Fringe benefits of paid staff, including:

FICA

Unemployment taxes

Medical insurance

(59)  
Educational - Statewide educational conference and workshop/training expenses.

(14)  
Supplies - Office supplies and educational pamphlets.

(12)
Travel - All in-state field and workshop travel, out-of-state travel.

(13)
Operating Services - 

· Rent

· Utilities

· Telephone

· Postage

· Printing

· Insurance

· Advertising

· Worker’s Compensation

(50)  
Equipment - Office equipment such as computers, fax machines, etc.

  
Note:  OPH is required to tag equipment purchased over $250.00 

(see Funding Requirements).

(44)  
Accounting/Clerical - Audit fees.

(38)  
Contractual Services - Sub-contractual services for which OPH agrees to pay.

(36)  
Indirect Costs - Only incurred when CBO is under a parent organization and needs to pay their share of rent, utilities, insurance, etc.  Can only be paid through this category when not put under operating services.

NOTE:  HIV prevention funds from OPH can only be used for expenses and salaries actually used for HIV prevention activities.  If a CBO receives funding from other sources, only a proportionate amount can be charged to HIV prevention activities.  For example, if 50% of a CBO’s funding is for Ryan White CARE Act and 50% is for HIV prevention, only 50% of the rent may be charged to prevention.

Closing Activities at the Agency

Documents -Prior to leaving the agency, Contractor will submit all documents developed by the agency during the contract period. Contractor must also retain all books, records and other documents relevant to the contract and funds expended for at least four (4) years after final payment. (Refer to contract for detailed information)  Current contact information is to be provided to HAP staff.

Equipment -The equipment purchased under this contract agreement reverts to the State. Contractor shall deliver any such equipment to the State. (Refer to contract for detailed information regarding equipment)

Invoice- The contractor is obligated to submit final invoices to Agency within fifteen (15) days after termination of contract.
Closing Activities at HAP

Invoice -The final invoice will be presented to the Business Office with a statement that all documents and equipment has been received from the Agency.  The Business Office will submit the invoice for payment immediately, but final payment can take up to 20 working days.

Notice -HAP will issue notice to staff and contractors concerning the change in status, and any plans implemented to provide Prevention Activities in the region/area in the interim period.

Review -Within 2 weeks of the Exit Interview, the HAP staff member who took notes of the meeting will prepare a written report.  The report will be forwarded to the Director of HAP for review.  The Management Team will discuss the responses at the next scheduled Management Team meeting.  Information will be shared with other individuals as deemed appropriate. 

Chapter 3

Evaluation, Monitoring & Quality Assurance
DESCRIPTION
HAP’s Prevention Program uses a “hands on” approach to working with contractors rather than just requiring data from them.  This is true for evaluation, monitoring and quality assurance activities.

The goals of evaluation, monitoring and quality assurance are to promote learning and accountability.  As a statewide HIV prevention system, HAP and CBO providers are accountable to the community, as well as to funders.   A strong prevention system requires a partnership that is continually learning and improving itself, through: 

Systematic data collection and analysis   

Collaborative interpretation of data 

Integration of new information into program plans.   

At a series of evaluation workshops, CBO staff shared their views about the benefits of evaluation and monitoring.  They expressed that good quality evaluation and monitoring help program staff to:

· Identify ways to overcome barriers

· Show our assets/how good we are

· Constantly re-assess our work to find ways to do it better

· Adapt to changes in the epidemic

· Continuously ask our team: Are we meeting our goals?

· Do our current strategies work?

· Prove that we are getting the work done and making a difference

· Learn about prevention, which is not concrete; we can only plant seeds. Evaluation helps you see how   those seeds take root.

· Identify opportunities for networking and linkages. We can see what works in other places.

· Identify creative tools to document the work we do.

· Focus on and share our lessons learned.

· Strengthen our capacity.

HAP staff work closely with CBOs to facilitate evaluation activities.  Key priorities are to ensure that CBOs are trained to collect high quality data that is complete and provides important information about program activity.  As the needs for information change over time, the forms and instruments used to collect data may be refined or re-issued.  The most current versions of forms will always be posted on the web site with a protocol and set of field-by-field instructions for each form.  One priority is to collect only data that will be used for analysis or is required for reporting to funders.  This means that there will not be any “optional” fields on forms that are required.  If a form is part of an intervention’s reporting package, all fields must be complete when it is submitted to HAP.  

Sometimes, the concern is raised that data collection is burdensome and requires valuable time that could be spent doing the actual prevention activity, serving the client.  It is very important to balance the need for as much time and effort as possible to go into providing prevention services.  This is, after all, the whole point: to reach clients and offer them what they need to support reduced risk of HIV transmission or infection.  At the same time, without documentation, we have only our incomplete memories of activities to reflect on when we ask ourselves and are asked by the community and funders, how effective we are.  The evaluation unit, in partnership with HAP prevention staff, works to minimize the impact that data collection has on delivery of our interventions and maximize the benefit of those activities for those delivering the services by providing ongoing feedback to CBOs.

PROGRAM EVALUATION AND MONITORING SYSTEM

The Program Evaluation and Monitoring System (PEMS) is a tool provided by the CDC for use on the state and local level in HIV/AIDS Prevention.  Louisiana is beginning to use elements of the PEMS system to improve monitoring and evaluation and to participate in the national effort to learn from the experiences of prevention program staff from across the country.  The design of PEMS calls for collection of an increased amount of detailed data, more than what the HIV prevention programs previously collected.  The Evaluation Unit is working closely with national efforts to ensure that PEMS is implemented as a supportive tool for HIV Prevention and does not simply add to the burden of data collection.  Rather, it should assist us all in answering critical questions about the planning, delivery and outcomes of our programs. Over the course of 2007 and 2008, CBOs will participate in data collection for PEMS, as HAP begins PEMS implementation for each intervention.  

CONTRACT MONITORING AND TECHNICAL ASSISTANCE
The HIV/AIDS Program will provide monitoring/technical assistance to funded HIV prevention contractors for both administrative and programmatic activities.  Technical assistance will be provided and/or coordinated by the Regional HIV Coordinators.  Specific areas of technical assistance that HAP will provide include:

· Monitoring of CBO contract objectives.  Assistance in planning, training, implementing and evaluating HIV prevention intervention strategies:

· Assistance with coordination of community networking and collaboration activities.

· Dissemination of state policies and procedures.

· Areas relevant to HIV prevention contracts and fiscal responsibilities.

· In response to other requests for assistance.  

Agencies that do not adequately meet their contract requirements may jeopardize future funding opportunities.   The HIV/AIDS Program is responsible for the development of training and technical assistance for specific intervention strategies.

TECHNICAL ASSISTANCE PLAN
The following Technical Assistance (TA) Plan has been devised for funded CBOs.

Contract Negotiations

Dates- 


Beginning third week in April.

Purpose - 

To negotiate contracts to be awarded in upcoming fiscal year.

Content -

Review proposed contract objectives and revise if necessary.

Ensure objectives are realistic, clear and measurable. Review and revise contract budget, as needed. Assess technical assistance and capacity building needs.

Conducted By -
HAP Prevention Staff

Participants -
CBO Executive Directors, HAP Central Office staff and HAP Regional HIV Coordinators
Pre-contractual Technical Assistance Visits

Dates-                            June
Purpose-

To assess technical assistance needs of newly funded agencies.

Content- 

Initial meeting with organization management. 

Review proposed interventions and discuss the organization’s needs for training and technical assistance. 

Assess CBO organizational and physical structure.

Conducted By- 
HAP Prevention Staff

Participants-         
CBO Executive Directors, Regional HIV Coordinators and/or HAP Supervisors.  CBO Prevention staff may participate if hired/available and requested.

HIV Prevention Contractor’s Guidelines

Distributed  -

At Orientation Site Visit

Purpose - 
To provide clearly written documentation of administrative and programmatic guidelines to agencies funded to conduct HIV prevention activities.


Content-               
Administrative guidelines include contract and invoicing requirements and technical assistance guidelines.

Programmatic sections include intervention descriptions, protocols and evaluation tools. Resource directory includes regional/local STD, alcohol and drug treatment, mental health resources, training resources, as well as national websites and hotline numbers.
Prepared By -
HAP Prevention Staff

Orientation Site Visit

Dates - 


July/August

Purpose -
To assist the CBO in starting years in compliance with contract and contractor guidelines.

Content -
Review of contract objectives, HIV Prevention Contractor’s Guidelines and HAP technical assistance plan.          

Conducted By - 
Regional HIV Coordinators

Participants -

CBO Executive Director/Staff and CBO Prevention Coordinators 

First Technical Assistance Site Visit – Newly Funded CBOs

Dates -


August/ September

Purpose -

To provide ongoing technical assistance to newly funded CBOs.

Content -

Direct observation of all funded HAP prevention activities.

Review of contract objectives and progress to date on first quarter objectives.

Written  documentation of overall impressions of programs including 

                             
recommendations for areas that need improvement. 

Exit interview to summarize results.

Conducted By - 
Regional HIV Coordinators

Participants -     
CBO Staff

First Technical Assistance Site Visit – Newly Funded Interventions for existing CBOs

Dates -


August/September

Purpose -
To provide ongoing technical assistance for newly funded interventions for existing CBOs.

Content -
Direct observation of all newly funded HAP prevention interventions for existing CBOs.

Review of contract objectives and progress to date on first quarter objectives.  Written documentation of overall impressions of programs including recommendations for areas that need improvement. Exit interview to summarize results.

Conducted By - 
Regional HIV Coordinators

Participants -

CBO Staff

First Follow-up Technical Assistance Site Visit

Dates -


March/April

Purpose  -

To provide additional technical assistance to CBOs found to be in need of   

                           
improvement during initial technical assistance visit.

Content - 
Direct observation and review of documentation of areas that have been found to be in need of improvement during first quarterly TA visit.

Additional written documentation regarding progress toward improving areas of weakness from first TA visit and recommendations for areas that continue to need improvement.



Conducted By - 
HAP Regional HIV Coordinators

Participants -

CBO Staff 

Second Technical Assistance Site Visit – Newly funded and Existing CBOs

Dates -


February

Purpose - 

To provide ongoing technical assistance to CBOs.

Content -

Direct observation of prevention activities.

Review contract objectives, quarterly reports and statistics. 

Written documentation of overall impressions of programs, including recommendations for areas that need improvement.

Exit interview to summarize results.

Conducted By- 
Regional HIV Coordinators

Participants - 

CBO Staff 

Second Follow-up Technical Assistance Site Visit – Newly funded and Existing CBOs

Dates - 
 

March

Purpose - 
 
To provide additional technical assistance to CBOs found to be in need of

                           
improvement during second technical assistance visit.

Content - 
Direct observation and review of documentation of areas that have been found to be in need of improvement during second quarterly technical site visit.

Additional written documentation regarding progress toward areas of weakness from second TA visit and recommendations for areas that continue to need improvement.

Conducted By - 
Regional HIV Coordinators

Participants -     
CBO Staff

Ongoing Technical Assistance
Dates-                 
Year round as requested and/or needed

Purpose-            
To provide technical assistance to CBOs as needed.

Content-             
Phone calls and/or personal visits as needed.                                                                                   

                             
Training on HIV prevention interventions.

Conducted By-  
Regional HIV Coordinators, other HAP staff or outside provider.

Participants-     
CBO Staff

Special Technical Assistance Assessment Site Visit
Dates-                
Year round as needed

Purpose-            
Provide additional technical assistance to an identified agency.

Content-            
Observation of prevention activities. 

Review contract objectives, quarterly reports and statistics. 

Written documentation of overall impressions of recommendations for areas that need improvement.

Conducted By-  
Regional HIV Coordinator, HAP Supervisor and/or HAP Prevention Program Manager

Participants-      
CBO Staff

CORRECTIVE TECHNICAL ASSISTANCE PLAN (CTAP)

HAP will provide targeted technical assistance and monitoring to agencies out of compliance with CBO contract objectives through the use of a corrective technical assistance plan (CTAP). An agency may be placed on a CTAP when any of the following conditions are present:

· One or more interventions are found to be in need of improvement during a site visit.

· An overall intervention strategy has been listed as “Needs Improvement” for two technical assistance site visits.   

· An agency fails to meet 75% of the quarterly contract objectives for a specific intervention during the second OR third quarters as assessed in the quarterly reports for the second and third quarters.

· An agency that is found to be in gross error or noncompliance with the contract budget.

An agency placed on CTAP will receive a written notice of specific areas of programmatic and/or administrative weakness, in addition to a technical assistance plan with specific recommendations outlining steps to improve areas cited.  Follow-up technical assistance site visits will be conducted in order to assess the agency’s ability to resolve deficiencies. Agencies that do not resolve or adequately address deficiencies may jeopardize future funding opportunities with HAP.
GREIVANCE PROCEDURE

If an agency wishes to address a concern with a HAP policy or procedure, a site visit report or an issue associated with a Regional HIV Coordinator, the following procedure is used:

a. An agency is requested to verbally address the concern immediately with their Regional HIV Coordinator.

b. The Regional HIV Coordinator will respond to or address the concerns expressed by the CBO in a timely manner either verbally or in writing.

c. In the event that the Regional HIV Coordinator cannot resolve the issue, he/she will document and forward the concern to the HIV Prevention Supervisor.

d. The HIV Prevention Supervisor will review the concern with the Prevention Supervisor team, determine the appropriate response and communicate that response to the Regional HIV Coordinator.

e. The HIV Prevention Supervisor and Regional HIV Coordinator will communicate the response to the CBO either verbally or in written
EXIT INTERVIEW

HAP recognizes that many of the HIV prevention contractors have developed and maintain a strong relationship in their communities.  This enhances the effectiveness of their interventions.  However, there are circumstances that arise resulting in changes in the funded HIV prevention contractors.  

Some of those circumstances include:  

Contractor decision to cancel the contract during the contract period;

Contractor decision not to apply for funding for upcoming contract period;

Contractor is ineligible for funding for upcoming contract period;

Contractor is unable to meet the requirements of the contract, even with Technical Assistance, resulting in cancellation of the contract;

Contractor misconduct, resulting in contract termination.  

However, a contract may be terminated by either party upon giving thirty (30) days advance written notice to the other party with or without cause but in no case shall continue beyond the specified termination date.  In any situation where HAP no longer funds an agency, an exit interview will be conducted with the agency within 30 days of the termination date.

Persons Involved - 




HIV/AIDS Program -
An Exit Committee will be established to conduct Exit Interviews.  A committee of no more than three persons will be selected from the following persons:

HIV/AIDS Program Director

HIV/AIDS Program Prevention Manager

HIV/AIDS Program Prevention Supervisor

A Regional HIV Coordinator

Exiting Agency - The exiting agency may be represented at the exit interview by the appropriate staff to discuss the closure of the program. These may include:  

The Executive Director is required to represent the agency.  

If a Program Manager rather than the Executive Director manages the HAP Contract, that person may represent the agency.

Fiscal or accounting person.

Other agency employee(s) funded by the HIV/AIDS Program contract. 

Framework of Exit Interview

Time - 
             Within 30 days of the termination date, the Exit Interview will be scheduled.

Location-

The Exit Interview will take place at the exiting agency.

Structure -
The Exit Interview will include a list of specific questions addressing a variety of factors in the decision to terminate the contract.  The goal of the Exit Interview is to gather useful knowledge that will assist HAP and succeeding agencies.  The focus is to gather constructive information.

Recording -
One of the HAP participants will be designated to take notes of the meeting.

Sample Questions:

The Exit Interview will consist of a list of questions.  They are designed to be “open” in an effort to gather information.  HAP’s purpose is to gather information to improve services and facilitate transition for services. Possible questions may include, but not be limited to, the following:

What factors/reasons influenced the decision to end the contract?

What could have been done to prevent the situation that resulted in this decision/action?

What specific suggestions do you have for how HAP could manage these situations/issues in the future?

What has been positive about your relationship with HAP?

What has been frustrating/difficult about your relationship with HAP?

How well do you think your training and development needs were met?

What training and development did you find most helpful?

What training and development needs did you want or need that you did not get?

How was communication between your agency and HAP?

What improvements do you think need to be made in the area of communication between agencies and HAP?

Was there a difference in your expectations for a contract with HAP and the reality after the contract was granted?

Is there anything you wish you had known before signing the contract?

Any comments on the way your agency’s performance was measured, and the feedback you received concerning the evaluation?

Based on your experienced, what suggestion do you have to improve the relationship between HAP and contracted agencies?

Did you receive an adequate orientation concerning HAP’s policies?

How do you feel HAP staff adhered to its standards?

What, if any, concerns do you have about the ethical behavior of HAP or any of its employees?

What can you suggest that would have convinced your agency to maintain a relationship with HAP? 

Were you satisfied with the financial aspects of your contract, as it relates to invoicing, reimbursements, etc.?

Would you consider re-applying to HAP for funding at some point?

	SECTION II

INTERVENTION STRATEGIES


Chapter 1

Adaptation and Tailoring

DESCRIPTION

HAP is committed to enhancing the capacity of its CBOs’ ability to conduct effective and efficient HIV prevention services in Louisiana with the use of evidence-based interventions. Examples of evidence-based interventions can be found in CDC’s “Compendium of HIV Interventions with Evidence of Effectiveness” and the Diffusion of Effective Behavioral Interventions project (DEBI).The programs in the Compendium and the DEBI programs have been effective with a variety of populations, each of these programs may need to be adapted and/or tailored in order to be appropriate and effective with a new population or community. A primary goal of diffusion efforts is to create positive behavior change in at-risk populations. This section will provide information about adaptation and tailoring in general and suggest specific steps and tools for adapting an intervention. 

Fidelity refers to implementing an intervention with its core components intact. Adaptation and tailoring an intervention with fidelity means the new intervention must:

Target the same behavior as the original study, Retain all the “core elements,” Not add new concepts and, not create a new intervention.

Adaptation refers to changes in the target audience or venue in which an intervention takes place. Adaptation is related to the “who” and “where” of an intervention. “Who” must be answered before “where.” Adaptation questions must be answered prior to tailoring.
Tailoring refers to changes in the health message or activity—the “what” of the intervention. In addition, it refers to changes in the timing of an intervention—the “when” of an intervention.

Adoption is different from adaptation. Adoption is a process whereby an agency agrees to implement an intervention as it was originally studied.
ACTIONS FOR ADAPTATION AND TAILORING

In order to determine the “who, where, what and when” of adaptation and tailoring a CBO will need to understand three things:

The target audience, the specific science-based or DEBI intervention that will be implemented and the resources and capacity of the CBO or Health Department (HD) that will implement the intervention. Listed below are suggested actions a CBO can take to understand each of these variables.

Understanding the Target Audience

1. Explore influencing factors that put the target audience at risk and, if necessary, narrow down the population in order to successfully address specific risk behaviors.

2. Interview key informants and stakeholders regarding the target audience’s needs and risks.
3. Conduct ethnographic observations of the target audience and document what is seen regarding influencing factors and risk behaviors.

4. Conduct focus groups with the target audience to identify specific risk behaviors and influencing factors.

5. Gather credible evidence from decision makers regarding the best intervention for the target population.
Understanding the Intervention

1. Study the intervention to fully understand its core elements and the influencing factors the elements address.

2. Build a blue print of influences and risks of the target audience and that the intervention addresses to determine where there is a match between the two.

3. Pre-test materials and activities to determine if the initial adaptation and/or tailoring successfully address the needs of the target audience.

4. Pilot core elements of the intervention to help determine if the initial adaptation and/or tailoring specifically address the needs of the target audience.
Understanding the Resources and Capacity of the CBO as it relates to Implementing the Evidence-based Intervention

1. Determine if the CBO has adequate space to implement the intervention.

2. Identify the staff that has the knowledge and skill to successfully implement the

3. Intervention

4. Determine how staff will be trained in the intervention.

5. Determine what costs will be incurred as staff implement the intervention and   decide how these costs will be funded.  

6. Review agency’s mission statement and priorities to make sure they are consistent with the intervention.

7. Develop a plan for how the intervention will be sustained over time. Consider issues like staff turnover and changes in target audience needs and risk behaviors.
Once the CBO has gathered the information and implemented the action steps described above, they will be able to make effective decisions about the needed adaptations and tailoring for the intervention they plan to implement. These decisions will include:

Who the intervention will be implemented with?

Where the intervention will be implemented?

What specific messages and activities will be included in the intervention?

How the intervention will be implemented and by whom?

When the intervention will be implemented?

Before an agency begins adaptation and tailoring of a HAP-funded intervention, the agency must first meet with their Regional HIV Coordinator.  The Regional HIV Coordinator will work closely with the agency and HAP’s evaluation unit to ensure fidelity with this process.

Chapter 2

Prevention Materials
Chapter 3

HIV Counseling & Testing

DESCRIPTION

This intervention is defined as one-on-one, client-centered risk reduction counseling (both pre-test and post-test) with persons at high risk for HIV infection to decrease sexual and needle sharing risk behaviors.  It is accompanied by HIV antibody testing using blood or oral fluid specimens to determine an individual’s HIV serostatus.  The standards for this counseling are based on the CDC Prevention Counseling model, which empowers the clients to assess their own risk behaviors and develop a realistic and incremental plan for behavior change. This protocol applies to all types of testing modalities: Orasure, Oraquick Advance, Uni-Gold, Clearview, or blood draws. Sections pertaining to specific modalities are noted.  Specimens collected for traditional CT activities are mailed to the Office of Public Health’s State Laboratory to be processed through EIA and possibly Western Blot HIV antibody tests. Blood specimens can be tested to detect HIV-1 and HIV-2 antibodies.  Oral fluid specimens can be tested to detect HIV-1 antibodies. This type of testing may also be referred to as “traditional” or “confirmatory” HIV antibody testing.  

KEY ELEMENTS
a) HIV Prevention Counseling is to be conducted in accordance with the State of Louisiana HIV Counseling, Testing and Referral Guidelines and other related policies.  A primary goal of client-centered counseling is harm/risk reduction. Harm/risk reduction is brought about through an in-depth, personalized risk assessment and negotiation of a harm/risk reduction plan that is concrete, acceptable and achievable.  

b) Information giving is an adjunct to prevention counseling and can be accomplished with small media tools such as pamphlets, posters and audiovisual messages.  Counselors are required to provide harm/risk reduction tools such as condoms and lubrication based on the client’s identified needs.

c) Mobile or fixed site testing events must target populations at high risk for HIV as outlined in the Louisiana Statewide HIV Prevention Plan.  Fixed testing site events are conducted within the organization’ s facility.  Mobile testing site events occur outside of the organization’s facility.  

d) A complete counseling session includes pre-test and post-test activities.

e) CBOs under contract with HAP for CT activities are expected to establish testing sites in areas that have been identified in the Regional HIV Prevention Implementation Plan and maintain test sites that yield a minimum of one percent (1%) positivity.  The percent positivity is defined as the total number of newly diagnosed (1) positive HIV tests, divided by the total number of tests conducted by the agency and multiplied by one hundred.

f) Testing sites must meet all client confidentiality standards outlined in the HAP Counseling and Testing Confidentiality Policy.

g) Organizations are responsible for obtaining the proper liability insurance coverage for OraQuick, Uni-Gold, and/or Clearview testing. OPH HAP may require proof of current and appropriate insurance prior to the approval of any rapid HIV testing activities.

h) CBOs contracted to conduct CT must register both fixed and mobile sites through the Regional HIV Coordinator using the Site Registration Form.  All sites must be approved by HAP prior to the start of CT activities.  HAP will assign a site number and site type number for each approved site.  CBOs must keep site numbers and site type numbers on file and record each number appropriately on every LAB 100 form submitted for test processing.  Please allow two (4) weeks to process the Site Registration Form.

i) Both anonymous and confidential HIV antibody testing should be offered to clients.  Anonymous testing involves the use of no personal identifiers (last name, first name, social security number) that would link an individual to his/her laboratory result.  Confidential testing indicates that a client is willing to provide information (last name, address, etc.) that can be used to link the individual to his/her laboratory result or medical record.  Confidential testing is strongly encouraged to facilitate the entry into follow-up medical services for individuals who have been identified as HIV infected.  

j) State law requires that written informed consent for HIV testing be obtained prior to clients receiving HIV testing.  It is recommended that clients testing anonymously write the LAB 100 number on the bottom of the Informed Consent Form.  Clients tested confidentially are required to sign their name.  CBOs may use the state’s Informed Consent Form or create one of their own, which is consistent with state law.  Disclosure of HIV test results is strictly governed by the State of Louisiana as noted on the reverse side of the consent form – this information must be presented to every testing client.

k) CBOs contracted to conduct HIV Prevention Counseling and HIV antibody testing will use OraSure, OraQuick, UniGold, and/or Clear view collection devices, which are supplied by HAP.

l) All counselors are required to document referrals provided during pre and post-test counseling sessions utilizing the referral follow-up protocol.   At a minimum, individuals testing HIV positive must be given referrals for medical services and case management services.

m) All counselors are required to discuss partner services during post-test counseling of a client identified as HIV infected.  A discussion of partner services must be provided in pre-test counseling. 

n) CT may be combined with outreach activities after approval of the appropriate Regional HIV Coordinator and the CT Supervisor.

o) Rapid HIV Testing must be conducted in locations that will assure optimal accurate processing and reading of each test. All rapid test sites must provide adequate lighting, temperature control, testing surface, confidentiality, and counseling area(s).  

p) Clients who have a reactive/preliminary positive rapid HIV test result must be offered a follow-up confirmatory test and offered referrals to early intervention medical services during post-test counseling of their preliminary positive result. Confirmatory testing will be provided by CBOs using OraSure devices and sent to the appropriate Office of Public Health laboratory.  Clinics and health units will draw a blood specimen for confirmatory testing. All HIV testing sites are expected to post-test counsel 100% of clients with reactive tests. 

q) Organizations must obtain a CLIA certificate independent of the public health laboratory for processing OraQuick, Uni-Gold, and/or Clearview test kits. CLIA application fees are the responsibility of the organization. Instructions for completion are available through the Regional HIV Coordinator. A copy of the agency’s CLIA certificate must be faxed to HAP prior to the initiation of any rapid HIV testing activities. In addition, agencies must identify in writing the name of their designated Quality Assurance Coordinator (typically the same person identified to CLIA as the laboratory director).

r) The Agency’s rapid testing Quality Assurance Coordinator will be responsible for informing other staff on updates and/or revisions to the State of Louisiana Rapid HIV Testing Quality Assurance Protocol as needed. The Quality Assurance Coordinator is also responsible for ensuring his/her agency is in 100% compliance with the quality assurance protocol including the proper use, storage and documentation of rapid testing devices/activities. Quality Assurance Coordinators must be fully trained on the rapid testing device(s) being used at his/her agency and have sufficient experience with rapid testing (a recommended 6 months experience rapid testing and at least 200 tests conducted).  

s) HIV testing through Office of Public Health contracts is offered to individual’s age 13 and older without parental consent. Rapid tests and OraSure confirmatory tests cannot be performed on persons under the age of 12, in accordance with manufacturers’ instructions. Failure to comply with a manufacturer’s instructions is a violation of a testing site’s CLIA agreement. Persons 12 and younger must be referred to an early intervention clinic or pediatrician for proper medical attention and assessment. Agencies providing any HIV testing through the HIV/AIDS Program are required to post a sign in their reception area stating the age limitations for testing devices and provide up-to-date referrals upon request. 
PERSONNEL

a) All staff and volunteer counselors must be certified by HAP prior to conducting CT activities.  Certification is obtained by attending a CDC-based, two-day HIV Prevention Counseling Training and submitting a favorable skill evaluation to the HAP Counseling and Testing department.  

b) Prior to attending HIV Prevention Counseling Training, participants should complete the AIDS 101 self-study guide.

c) After the training is complete, certificates of participation will be issued. Counselor applicants must be observed and reviewed by a supervisor, HAP trainer, or Regional HIV Coordinator who is certified to conduct HIV Prevention Counseling and Testing. The counseling session must include completion of consent form and LAB 100 form. The reviewer must document their observations on the Skills Observation Form. Observations are ultimately approved by the HIV/AIDS Program. Completed forms must be sent to the HAP Training Coordinator.

d) Once approved by the HIV/AIDS Program, a certificate with a unique counselor number will be mailed to the applicant. Each counselor for HIV Prevention Counseling programs must use their own counselor number. Applicants who are not approved will be contacted by an HIV/AIDS Program staff person and provided feedback.

e) CT guidelines and protocols change frequently at the national and state levels; as a result, HIV Prevention Counselors will be required to attend update trainings from time to time in order to maintain active certification. 

f) ONLY counselors certified in rapid HIV testing are allowed to conduct rapid HIV counseling and testing. Individuals conducting rapid HIV testing must also attend a two-day rapid testing training, receive a completion certificate at the end of the rapid testing training, be observed by an experienced rapid counselor (at least 6 months experience doing rapid testing) or the HIV regional coordinator, and have a favorable rapid skills evaluation completed and sent to the HAP Training Coordinator. Attending the HIV Prevention Counseling Course is a prerequisite for attending the HIV Rapid Testing Course.

g) All counselors are required to sign a Confidentiality Statement, which must be on file at the agency.

h) Counselors are required to be skilled in client-centered counseling.  Additionally, counselors must be knowledgeable of a wide variety of harm/risk reduction activities and be comfortable demonstrating harm/risk reduction skills such as providing condom demonstrations.  CBOs funded to conduct this intervention are responsible for screening potential counselors, submitting peer evaluations to the HAP Counseling and Testing department for certification and reinforcing skills and knowledge with internal training activities.

i) Internal monitoring of the quality of counseling for individuals involved in CT activities must be conducted using the HIV Prevention Counseling Certification Skills Observation Form. Paid staff and volunteers should be observed once per year by the staff person supervising CT activities. The HIV Counseling Skills Observation Form or other documentation of quality assurance are required to be placed on file and are subject to review during HAP technical assistance visits.

Testing Modalities

Orasure Device

The OraSure HIV-1 specimen collection device is intended for use in the collection of oral fluid specimens for the purpose of testing for the presence of HIV-1 antibodies. The OraSure collection pad draws antibodies from the blood vessels in the mucous membranes in the mouth and IS NOT a saliva test. Like a blood sample, the oral fluid sample is tested for the presence of antibodies to HIV-1, not the virus itself. The OraSure ELISA test was FDA approved in December of 1994 and the related Western blot confirmatory test was approved in June of 1996. Both the OraSure ELISA and Western blot tests are approved for professional (lab) use only; OraSure is not approved for at-home use. An oral fluid sample, specifically mucosal transudate, is collected by gently rubbing the tissue of the cheek and gum with the OraSure device. Mucosal transudate contains Immune Gamma Globulins (IgG), the antibody used to detect HIV.   

OraQuick, Uni-Gold, & Clearview

OraQuick test specimens can be oral, finger-stick whole blood, or venipuncture whole blood with results interpreted between 20-40 minutes. Uni-Gold test specimens can be finger-stick or venipuncture whole blood with results interpreted between 10 and 12 minutes. Clearview test specimens can be finger-stick or venipuncture whole blood with results interpreted between 15 and 20 minutes The standards for Rapid HIV test counseling are based on the CDC HIV Prevention Counseling model, which empowers the clients to assess their readiness for results, their own risk behaviors and to develop a realistic and incremental plan for behavior change. 

OraQuick ADVANCE Rapid HIV-1/2 antibody testing, Uni-Gold Rapid HIV-1, and Clearview HIV ½ antibody testing have each been classified under the Clinical Laboratory Improvement Amendments (CLIA) as “waived”. CLIA provides a “limited public health use” exception, under which a licensed laboratory can operate multiple satellite sites under the umbrella of a single CLIA certificate. Each organization is required to obtain a CLIA certificate of waiver to conduct Rapid HIV Antibody Testing. ONLY community-based organizations (CBOs) funded and approved by the HIV/AIDS Program can conduct confirmatory testing under the supervision and oversight of the state public health laboratory. Public health units may be approved to operate under the state public health laboratory without obtaining an additional CLIA certificate as long as their current certificate is modified to add the approval for OraQuick, Uni-Gold, and/or Clearview testing.

Methods for Using OraSure Devices

Prior to using the OraSure Device, CT sites should provide training for all staff and volunteers to use OraSure by: 

Viewing the Epitope/Smith Kline Beecham training video “how-to” instructions for OraSure or receiving training using the “How to Use OraSure” guidelines. 

Practicing use of the device.  

Documenting training with dates and names of those in attendance and maintaining this information in personnel/volunteer files.

Methods for Using OraQuick, Uni-Gold, and Clearview Devices

Testing sites contracted or approved to conduct rapid HIV testing will use either OraQuick ADVANCE or Uni-Gold – both technologies are single-use, qualitative immunoassays to detect antibodies to HIV. 

The OraQuick ADVANCE Rapid HIV-1/2 Antibody Test consists of:

A single-use testing device and solution vial

A reusable test stand, and Disposable single-use specimen collection loops.

The Uni-Gold Rapid HIV-1 Antibody Test consists of:

A single-use testing device and a multi-use wash solution bottle (5.0ml)

Disposable pipettes for use with venipuncture whole blood and when running controls, and

Disposable finger stick sample collection and transfer pipettes for use with finger stick whole blood

The Clearview Stat-Pack Rapid HIV-1/2 Antibody Test consists of:

A single-use testing device  A multi-use wash solution bottle (3.5ml)

Disposable single-use specimen collection loops for use with all approved specimen   

In addition, testing sites will also need:

OraQuick, Uni-Gold, and/or Clearview controls, 

Disposable absorbent workspace covers

Sharps container (for blood specimen testing only) 

Disposable lancets (for blood specimen testing only)

Biohazard waste disposal bags 

Latex/polyurethane/nitrile gloves (are required for running controls; optional for testing)

Eye protection (optional for running controls)

Thermometers (one for the storing area, one for the refrigerator, one for mobile sites)

Timers

10% bleach solution or FDA approved disinfectant

OraSure devices for confirmatory testing

Mailing bags for confirmatory testing

LAB 100 forms

Rapid Test Result Labels (Avery 5162)

Informed Consent forms.

Refrigerator

Temperature controlled storage area

Testers must follow the manufacturer’s instructions provided by the manufacturer of the rapid test device he/she will be using. In addition to manufacturer instructions, identifying stickers from the LAB 100 form should be placed on the testing device (and on the developer solution vial for OraQuick tests) to insure quality control. Not following the manufacturer’s instructions may result in inaccurate test results. 

The FDA requires that all test subjects receive the “Subject Information” pamphlet produced by the manufacturer of the rapid test device being used prior to collecting a specimen for testing. These pamphlets are included in each box of the various rapid testing products. Contact your HAP Regional Coordinator for additional copies of these pamphlets. HAP staff is required to be in attendance during the agency’s first day of rapid HIV testing implementation. Confirmatory testing of OraQuick preliminary positive test results will be counted as one continued test and not two separate tests.

All rapid testing devices should be disposed of in biohazard waste material bags and be disposed of in accordance with local regulations for infectious waste. Control specimens should be handled in accordance with universal precautions and the manufacturer’s instructions. Disposal of waste materials will be the responsibility of the organization or testing site. HAP will provide assistance with arranging proper disposal as needed. Shipping or transporting of processed devices/vials outside of the test area is prohibited, unless stored in a closed biohazard waste container.

The respective kit controls (OraQuick, Uni-Gold, or Clearview) verify that the Rapid HIV Antibody Test is working properly and that users are able to properly administer and interpret the test. Kit Controls must be run under the following circumstances:
Each new operator prior to performing testing on patient/client specimens

When opening a new test kit lot (lot numbers are printed on each box and device)

Whenever a new shipment of test kits is received

If the temperature of the test kit storage area falls outside 35-80 degrees Fahrenheit

If the temperature of the testing area falls outside 59-99 degrees Fahrenheit

Prior to using test kits at remote locations (when the test kits are used outside of the area where they are stored, e.g., mobile vans, outreach testing, prisons/jails, drug treatment centers)

At periodic intervals as dictated by the user facility.

If the results of the control tests do not match the expected result and a repeat test does not match, do not run tests from that entire lot number and notify the Regional HIV Coordinator.

Each OraQuick rapid test device contains a built in control feature that demonstrates assay validity.   A reddish-purple control line will appear in the “C” triangle area on OraQuick devices and a reddish-purple control line will appear next to the area labeled “Control” on Uni-Gold devices. The control line must appear in order for the respective test (OraQuick or Uni-Gold) to be valid, whether or not the sample is reactive or non-reactive. Test results are considered “invalid” when:
No reddish-purple line appears next to the area labeled “C” or “Control”

A red background in the result window makes it difficult to read the result after 20 minutes

If any of the lines are not inside the appropriate control or test line areas.

The sample well is not completely red after adding a blood specimen (Uni-Gold and Clearview tests only).

Each rapid HIV test shall be documented on the HIV/AIDS Program LAB 100 form. LAB 100 forms for rapid HIV testing must include a label titled “OraQuick Test Report” on each copy of the form. Forms must be completed in their entirety and submitted to the HIV/AIDS Program weekly and will be entered for analysis. Testing sites will not be provided additional supplies if LAB 100 forms are not submitted to the HIV/AIDS Program or if the test report label is not included and completed on LAB 100 forms. Post-test counseling for rapid testing is documented on the test report label. Blue Posttest Counseling Report Forms are only completed for tests that are mailed to the state public health laboratory. During post-test counseling for a confirmed reactive HIV test (OraSure or venipuncture blood specimen), referrals for follow -up medical care and case management must be provided and documented on the blue Posttest Counseling Report Form. Sites must submit the HIV Posttest Counseling Report Form to the HIV/AIDS Program every week.

Persons who have identified themselves as already testing HIV reactive should not be retested with a rapid test. Individuals infected with HIV-1 and/or HIV-2 who take highly active antiretroviral therapy (HAART) may produce false negative rapid test results. Self identified HIV infected persons can be offered a conventional HIV test and should be referred to case management and/or medical care.
Failure to follow rapid testing protocol may result in a cease of rapid testing activities until protocol issues are resolved. Protocol violations witnessed by or reported to HAP staff will be discussed with the testing site as soon as possible. Corrective action, if any, will be documented and submitted to the testing site and HAP Rapid Testing Coordinator. An immediate halt of rapid testing can occur when:

Confidentiality is compromised in the test processing area

Quality assurance records/documents are not maintained as specified in this protocol

Informed consent is not obtained from clients prior to specimen collection

Completed LAB 100 forms are not stored in a confidential manner

Rapid test kits are distributed to and/or used by unauthorized entities

Required rapid testing forms are not submitted within one month of due dates

Testing is performed in locations not approved by the HIV/AIDS Program.

The testing site’s CLIA waiver expires without renewal.

Sobriety Assessment 

Introduction

To receive HIV testing, clients are required to give informed consent.  Informed consent is a written statement signed by clients that they are aware of the procedures they are about to receive.  Informed consent was developed to legally protect and uphold the civil rights of the client, and consequently, agency staff.  By law, clients must provide written consent to have an HIV test conducted.

A key component of HIV testing is assessing a client’s readiness to test, which includes an evaluation of the client’s competency to provide consent.  Substance misuse can obstruct rational decision-making, thereby rendering the consent invalid.  However, detecting usage of substances by clients may be difficult for staff, unless the client is exhibiting symptoms of intoxication.  Asking the client if they are under the influence of drugs or alcohol may not be enough.  Clients who are determined to be too intoxicated to provide informed consent to testing should be scheduled to return for a test at a later date.  The following assessment guide may assist HIV Testing staff in determining the sobriety status of clients. 

Detection

Depending on the substance(s) being misused, appearances and behavior may differ.  However, all psychoactive substances have the potential to impair rational judgment and functioning of the client.  An evaluation may be necessary if the client’s sobriety status is questionable before consent is granted and testing is conducted.

Observation

Psychoactive substances can illicit marked responses affecting the client’s physical appearance, behavior, and thinking.  Judgment and rational decision making are obstructed while under the influence of psychoactive substances, which can mean that informed consent may not be valid, even if the client verbally persists in requesting and giving permission to be tested.  If the client exhibits one or more of the following symptoms, take note:

Physical Appearance

Poor hygiene management

Excessive scabs or lesions on the face, neck, arms, or hands

Dilated/constricted pupils

Bloodshot eyes

Heavy perfume or mouthwash breath 

Alcohol breath

Behavior

Impaired visual/spatial coordination

Impaired gait (walking)

Impaired balance and coordination

Hyper-aroused behavior (jerky eye movements, hyper-vigilance, rapid speech with little pause, etc)

Incoherent, slurred, or mumbled speech

Unusual motor behavior (bizarre hand gestures, anxiously picking the face/arms, rhythmic/rocking motions with body, shaking, hand tremors, or inappropriate shouting)

Cognitive Functioning

Rapid changing of emotions

Depressed tone of voice

Irritable, combative behavior

Complaining of delusions or hallucinations

Becoming violent

Evaluation

Clinically determining if a client is intoxicated requires a breathalyzer or blood screen, methods that may not be practical for staff working in the field.  Since HIV Antibody Testing may take place outside of the traditional healthcare setting, staff may be better equipped if they have an understanding of basic sobriety assessment techniques that can assist them in determining the sobriety of clients.  The following three methods may be used in order to assess the client’s sobriety.  Verbally explain to the client the reason for the assessment.  If the client refuses to participate, then denying consent and testing may be necessary.  If the staff remains unsure of the sobriety status of the client after the assessment is conducted, a later date for testing or a referral may be necessary. 

Method I:  Spatial/visual Coordination

· Ask the client to stand up straight, arms relaxed, hanging by their sides.  

· Request that the client extends arms in front of them, shoulder level.  

· Request that the client bends down, trying to touch toes.

· Request to slowly return to standing position.

· Observe the balance of the client, especially upon assuming a standing position.  Detection of impaired movements may be potential indicator of intoxication.
Method II:  Motor Coordination

· Find a level, floor surface.

· Find a straight edge (edge of sidewalk, etc.) or use a piece of chalk to draw a straight line, approximately 12 feet in length.

· Request that the client follow the straight edge or walk on the line.

· Observe the client’s gait.

· Be aware of stumbling, pausing to take the next step, and shuffling feet.
Method III:  Cognitive Functioning

· Request that the client identifies the date, day, month, and year.

· Request that the client identifies the current United States President.

· Request that the client counts backwards in thousands from 12,000.

· Request that the client recites the alphabet.

Conclusion

Upon assessing the client and determining sobriety, it is the decision of the staff whether to accept the consent of the client, and to conduct HIV Antibody Testing.  The staff has the ethical and professional right to defer or deny testing a client due to suspicion of intoxication.  Being tested under the influence does not alter the clinical results of the HIV Antibody Test; it does create ethical and legal dilemmas for both parties.  In order to ensure that both parties are legally protected, sobriety needs to be evaluated.   

Submitting  & Storing Specimens
a) OraSure HIV‑1 specimens may be transported to the laboratory at ambient (room) temperature via courier or regular mail in accordance with applicable federal, state and local regulations, which apply to the transportation of OraSure HIV‑1 specimens  (specimens may contain etiologic (disease causing) agents; 39 CFR 111).  Please contact the appropriate State Laboratory for transport options available from your test site.

b) OraSure HIV‑1 specimens (on or off the collection pad) may be stored at 4°C to 37°C (39°F to 98°F) for a maximum of 21 days from the time of collection; this includes the time for shipping and testing.  To reduce the turn around time for patient results, immediate transport to the laboratory is recommended.

c) Record the specimen identification number from the OraSure HIV‑1 Specimen vial on the appropriate lab slip (Lab 100). Specimen vials should be labeled with LAB 100 bar-coded label by wrapping the label around the upper portion of the vial, just below the cap.  Specimens are to be shipped to the designated State Laboratory.  

d) There must be a minimum volume of 0.75 ml of specimen available for testing. Specimens with insufficient specimen volume will be rejected and must be recollected.

e) False results (either positive or negative) may occur because of interfering substances, such as foreign matter in the mouth, being collected with the specimen.  Specimens that are grossly contaminated with foreign matter will be rejected and must be recollected.  These specimens are usually opaque and brown.

f) Results should be returned within fourteen (14) working days from the time they are submitted.

Procedures for Pre-test Counseling Session
a) Identify counselor and client roles and outline purpose of counseling session.

b) Assist the client in clarifying his/her self-perception of risk for acquiring or transmitting HIV.

c) Facilitate the development of a personalized plan for the client to reduce future risk of HIV infection/transmission (Risk Reduction Plan).

d) Assist client in determining if testing is beneficial at that time

e) Offer options for testing (blood, OraSure, OraQuick) that are available.

f) Obtain Informed Consent.

g) Complete the LAB 100, including the risk-reduction plan on the back of the yellow form. All gray sections must be completed for every form.

h) Remove the blue post-test counseling card and place in the client’s folder.

i) Collect specimen.

j) Provide referrals and set up follow-up appointment.

k) Provide condoms, other harm/risk reduction tools and appropriate literature.

Procedures for Post-Test Counseling 

a) Check client’s referral card or identification to the LAB 100 form to insure you have the correct form for the client.

b) Assess client readiness to receive result.

c) Provide client with results while showing him/her the LAB 100 form.

d) Clients should be counseled on laboratory results in accordance with the State HIV Counseling, Testing and Referral Guidelines when using either oral fluid specimens or blood specimens. Continue counseling session based on the following results:

If the results of a conventional test are negative as reported in the laboratory report section of the LAB 100 or the results of a rapid test are negative, the client should be counseled as HIV negative according to state guidelines.
Negative (all tests):

1. Review with the client his/her risk assessment and risk reduction plan. 

2. Discuss plans for staying negative.

3. Assess need to retest.

4. Assess the client’s need for other referrals.

Provide condoms, other harm/risk reduction tools and appropriate literature.
If the results of a convention test are positive as reported in the laboratory report section of the LAB 100, the client is considered positive or HIV infected.  For a positive laboratory result, the specimen was repeatedly reactive on EIA testing and reactive on the confirmatory Western blot (Wb).  Clients identified as HIV positive must be referred for medical follow up. Referrals for all HIV positive clients who received their results must be documented on the state post-test counseling form.

Preliminary Positive (Rapid Test ONLY):

1. Accurately communicate results with client - the result shows signs of HIV antibodies and a confirmatory test must be done to be sure.

2. Allow time for emotional response. Do not rush the client into conversation.

3. Ensure the client understands what the result means.

4. Assess client concerns.

5. Offer confirmatory blood or oral fluid testing.

6. Collect specimen.

7. Review LAB 100 form, remarking the TEST REQUESTED, TYPE OF SPECIMEN, and PREVIOUSLY TESTED sections.

8. Review the client’s risk assessment and risk reduction plan.

9. Emphasize the importance in taking the same health precautions as a person who may have a confirmed HIV positive test result.

10. Negotiate additional referrals with client, including potential medical and partner counseling referrals.

11. Complete rapid test forms related to preliminary positive results, including Confirmatory Test Log and Client Follow Up Log.

12. Set appointment to return for confirmatory test results.

13. Provide condoms and literature as deemed appropriate.

14. Discuss options for Partner Counseling and Referral Services

15. If acceptable to the client, complete presumptive sexual and/or needle sharing partner elicitation. This information will only be shared with a representative of the STD Program once the client’s positive status has been confirmed.
Confirmatory Positive (Conventional Test):

1. Allow time for an emotional response. Do not rush the client into a conversation.

2. Ensure client understands what test result means.

3. Make client aware of need for medical evaluation and the availability of treatment.

4. Reassess the client’s risk for transmitting HIV infection to others.  Discuss partner services options and discuss the client’s plan to inform his/her partners or to work with the STD program to have his/her partners notified of their exposure.

5. Discuss client’s plans to stay healthy, to protect self and others.

6. Assist client in identifying necessary referrals.  Make appropriate referrals and set appointments.

7. Advise client to refrain from donating blood, plasma and organs.

8. Provide condoms and appropriate literature.
If the results of a convention test are indeterminate or inconclusive in the laboratory report section of the LAB 100 form, the tests performed on the specimen showed some signs or reactions to HIV-1 antibodies but not enough to be considered reactive. The client should be counseled as having indeterminate, inconclusive, or uncertain results according to state guidelines. Establishing a plan for follow-up testing is recommended

Indeterminate (Conventional Test ONLY):

1. Discuss possible causes for result. The client should not be told that he or she is HIV infected or that they are probably converting to a positive result.

2. Assess client concerns.

3. Establish plans for follow-up testing.

4. Review the client’s risk assessment and risk reduction plan.  Emphasize the need to take same risk reduction precautions as established.

5. Provide condoms, other harm/risk reduction tools and appropriate literature. 
DOCUMENTATION

Site Number/Site Type: Site numbers and site type numbers for each testing site must be documented on each LAB 100 form. The address of the CBO conducting the testing must be recorded on each LAB 100 form so results can be returned to the appropriate location. If testing is being conducted outside of the CBO’s main office at a mobile test site, CBOs must document the address of the main office and not the address of the mobile test site.

The following documentation must be maintained at each rapid HIV testing site:

a) Confidentiality Form: All counselors must sign a confidentiality form, (see HAP Prevention Forms Catalog).  Forms must be signed by all staff/volunteers involved in CT and maintained in personnel/volunteer files. Agencies conducting CT activities must have written confidentiality and crisis referral policies in keeping with applicable laws.

b) Certificate of Training Completion: All counselors must have a certificate of participation and certificate of training completion of a CDC-based HIV Prevention Counseling (HPC) Training.  Copies of the certificates must be kept in staff/volunteer files. Certificate of Training Completion includes unique counselor numbers that are not transferable to other counselors.
c) Informed Consent Forms: Agencies conducting conventional CT activities must have a written protocol for obtaining and maintaining informed consent forms. Written informed consent for HIV antibody testing of any kind must be explained to each client and maintained in client testing files. Informed consent is required for anonymous and confidential testing.  Pre-printed informed consent forms can be obtained through the HAP office.

d) HIV Counselor’s Skills Inventory Form: Supervisors of agency CT activities are required to observe all counselors once per year utilizing this tool. The Skills Inventory Form is a quality assurance document that is completed upon the direct observation of a full pre or post-test counseling session. These forms must be maintained in personnel/volunteer files and will be reviewed by HAP on an annual basis. A modified version of this form is used to obtain counseling certification through HAP and can be found in the HAP Prevention Forms Catalog.
e) CLIA Waiver Certificate: Each testing agency must obtain a CLIA waiver certificate prior to requesting approval for any rapid testing activities from the HIV/AIDS Program. Information on obtaining a CLIA waiver certificate can be obtained from the HAP Rapid Test Coordinator. The agency’s CLIA waiver certificate number must be included on every Site Registration Form submitted to HAP. Waivers must be current and a copy must be provided to the HIV/AIDS Program prior to starting any rapid testing activities.

f) Test Device Temperature Log: (Attachment RT-2) Documentation of storage room temperature must be recorded daily for test kits.

g) Control Kit Temperature Log:  (Attachment RT-3) Documentation of control kit storage temperature must be recorded daily for control kits.

h) Daily Test Log: (Attachment RT-4) All rapid tests conducted must be recorded on a daily test log. These logs are kept in agency files and may be requested by HAP at any time.

i) Control Kit Log: (Attachment RT-5) All control tests run at the testing site must be logged on the Control Log and signed by the testing site supervisor. Any corrective action taken as a result of control testing must be documented on this log.

j) Quality Assurance Manual: Agencies conducting rapid HIV testing activities must have a quality assurance procedure manual available to certified counselors conducting rapid HIV testing at all times. Agencies are required to have written confidentiality and crisis referral policies in keeping with applicable laws
Weekly Submission

Rapid Test Inventory Log: (Attachment RT-6) All test kits that are opened must be recorded on this log and the purpose each kit served. These logs must include kits used for testing and kit controls.  

LAB 100 Form : The HAP LAB 100 Form must be completed and submitted with each specimen requiring analysis for HIV-antibody testing.   Risk reduction plans are to be documented on the back of the yellow copy of each LAB 100 Form.  Blue post-test counseling forms must be detached before mailing the LAB 100 Form to insure accurate documentation of post-test counseling sessions.  Instructions for completing the LAB 100 Form are available in the HAP Prevention Forms Catalog.

Post Test Counseling Form: Agencies conducting CT activities must submit the blue card entitled HIV Counseling and Testing Post-test Counseling Report Form from the LAB 100 Form to the HIV/AIDS Program for post-test counseling to be counted and credited to the agency. Once post-test counseling is complete, these forms should be mailed to the HIV/AIDS Program at least weekly. Agencies conducting rapid HIV testing activities must submit the blue card entitled HIV Counseling and Testing Post-test Counseling Report Form to the HIV/AIDS Program for post-test counseling of all confirmatory tests only. All Post Test Counseling Forms for negative test results not provided (i.e. the client does not return) are required to be mailed after one year has passed since the test was processed.  Post Test Counseling Forms for positive test results not provided at their scheduled return appointment date should be mailed within one week of the scheduled appointment. Testing sites are required to maintain records and keep post-test forms for all positive results until the client returns for his/her results.  

Mail all Post Test Counseling Forms to:

Counseling and Testing Department


Office of Public Health


1010 Common Street, Suite 1100


New Orleans, LA 70112
As Needed

a) Supply Order Form: (Attachment RT-7) This form should be completed and faxed to HAP when supplies are needed.  Please allow at least 4 weeks for processing.

b) Lab Canister Request Form (Attachment RT-8) This form should be submitted to the state lab in order to request canisters in which to submit specimens to the state lab for confirmatory testing. 

c) Site Registration Form * : Prior to the start of any CT activity at either a fixed or mobile site, a Site Registration Form must be completed and approved by the Regional HIV Coordinator.  Only one form needs to be submitted for each site. Please allow up to two weeks for this form to be processed. All sites must be approved by HAP prior to the start of testing activities.

d) CTR Site Registration Form: (Attachment RT-9) Prior to commencing rapid HIV testing activities at any site, a Site Registration Form must be completed and submitted to the Regional HIV Coordinator. All sites must be approved by the HIV/AIDS Program prior to the start of any rapid testing activities. Please allow up to four (4) weeks for approval of each site.

e) Rapid Test Site Assessment Form: (Attachment RT-10) Prior to the approval of any new rapid test site, the site must be visited and assessed by an HIV/AIDS Program staff person. This form is used to determine if a site will be approved for rapid testing and kept in HAP files.} *This form will be completed by HAP staff and is not required to be kept on file at the testing agency. This form is provided here for informational purposes only.

f) Discordant Test Report: (Attachment RT-10) All confirmatory test results that are negative or inconclusive must be followed up with a Discordant Test Report. Testing sites complete the first page and the state laboratory completes an additional three pages. This form should be submitted by the agency within 24 hours of becoming aware of a discordant result.

g) Invalid Test Report: (Attachment RT-11) All rapid tests that are invalid (no result is recorded after the test is processed) are required to include an Invalid Test Report. These reports are submitted to HAP once they are completed for forwarding to the CDC.

EVALUATION
LAB 100 Form 

Client data is collected on the LAB 100 Form, which is comprised of two main components. 

1. HIV Laboratory Request and Report Form to accompany a specimen (oral fluid or blood) for laboratory analysis at the State Laboratory; 

2. HIV Post-test Counseling Report Form to be submitted to HAP following post-test counseling

Referral Follow-up
See Referral Follow-up Protocol.

HIV Testing Reimbursement 

Testing is now conducted on a fee for service basis. Please check with your HIV coordinator for the most up to date reimbursement schedule

HIV Counseling and Testing Quarterly Summary Statistics

· Summary Statistics, derived from LAB 100 Forms, will be compiled by HAP and distributed to CT sites on a quarterly basis.  Statistics should be reviewed by CBO staff for consistency with the State HIV Prevention Plan for target populations and CT contract objectives.  HAP staff will provide feedback to sites on statistics.

· External monitoring of CBO CT staff and volunteers using the HIV/STD CSKI will be conducted by HAP staff as a part of the annual site visit and/or technical assistance site visits.
HIV COUNSELING AND TESTING CONFIDENTIALITY POLICY

Confidential and anonymous HIV counseling and testing is provided through selected publicly funded agencies/organizations throughout the state in accordance with the State of Louisiana HIV Counseling and Testing Guidelines.  In order for staff to adequately address the needs of clients seeking HIV counseling and testing services, it is likely that personal information regarding the client will be revealed.  Examples of such information include sexual and drug behavior, sexual orientation, medical condition and treatment and relations with family members.  In many cases, this information is also documented on the LAB 100 Form - HIV Laboratory Request and Report Form.  Due to the confidential nature of this information, the following procedures must be strictly adhered to:  

a) Sites providing HIV counseling and testing are required to provide a private, confidential setting for HIV prevention counseling (pre- and post-test) to occur.  Crucial elements of a confidential setting include:

b) Ample space for a private conversation to occur.

c) Secluded area for counseling session.

d) Support from site staff to respect privacy of clients.

e) Staff/volunteers conducting HIV prevention counseling are required to be trained and certified in HIV Prevention Counseling and must have a signed confidentiality agreement (see HAP Prevention Forms Catalog) on file.  Staff/volunteers must refrain from discussing specific HIV counseling and testing sessions with anyone including other staff/volunteers.    

f) Staff/volunteers are required to obtain written informed consent from individuals seeking HIV counseling and testing in accordance with Louisiana Legislative Act 1054.  

g) LAB 100 Form – HIV Laboratory Request and Report Forms and Informed Consent forms are to be handled only by authorized personnel or volunteers.  These forms are required to be stored in a locked file cabinet and the file cabinet must be stored in a locked room.  No forms should be left unattended.    

h) The destruction of the LAB 100 Form – HIV Laboratory Request and Report Forms and Informed Consent forms are to occur by shredding ONLY (cross-cut shredding is recommended).   Confidential LAB 100 forms, HIV Laboratory Request and Report Forms and Informed Consent forms are to be maintained for seven (7) years or for as long as the medical record is maintained (not less than 6 years).  Anonymous LAB 100 forms-HIV Laboratory Request and Report Forms and Informed Consent forms are to be held for three (3) years and then destroyed.  

i) LAB 100 Form-HIV Laboratory Request and Report Forms must not be handled by fax machine or email in order to ensure confidentiality.

j) Official testing site staff may contact HAP’s Counseling and Testing Section to obtain laboratory results.  The staff person will be asked his/her name, agency, worker number and agency phone number as well as the date of visit and LAB 100 number.  Under no circumstances shall HIV laboratory results be provided to a caller who gives only the name of the individual tested.  HAP will only provide results two (2) weeks after the date that the specimen was originally collected, unless in the event of an emergency.

Chapter 4

Partner Services
DESCRIPTION
Louisiana Sanitary Code Provisions for Partner Services - “The State Health Officer shall make a good faith effort to notify individuals who are spouses or sexual contacts of persons with human immunodeficiency virus (HIV) infection of their exposure, offer them counseling about their risk of infection and offer them testing for HIV infection.  In performing this activity, the State Health Officer or his/her designee shall initially contact the medical provider of the case of known infection, if a medical provider can be identified, and ask if the infected person or the medical provider intends to conduct this notification.  If neither the infected person nor the medical provider intends to notify spouses or sexual partners of the exposure, the State Health Officer or his/her designee shall attempt to interview the infected person directly to identify these partners, notify the partners and offer them HIV testing.  Notification of partners will be conducted in such a manner as to maintain the confidentiality of the infected person.”

Information on partner services is an important element of the post-test counseling session for persons who test HIV positive.  For people who have recently been informed that they are HIV positive, telling sex and/or needle sharing partners that they may have been exposed to the virus can be an extremely difficult and emotional process.  It is the counselor’s responsibility to provide the infected client with information, support, coaching and assistance (as discussed in the HIV counseling training).  The counselor should work in cooperation with the client to ensure that any partner(s) who may have been exposed to HIV are informed.  By presenting the infected person with options for ways to notify partners, clearly explaining each option and assisting to develop a plan to address each individual situation, the infected person will be equipped to handle this issue in a productive manner.  Partner notification services should be available for individuals testing confidentially as well as anonymously.

CONFIDENTIALITY

Executive Directors are responsible for ensuring that all staff participating in partner services have read and signed (signatures indicate their understanding of the contents of the document) an employee confidentiality agreement form.

The agency must stress that at no time will personnel discuss patient/client information with any person(s) not professionally associated with the patient’s/client’s care.  HIV information must be communicated to patients/clients in person, not by phone or mail.  Staff must be conscious of discussing patient/client information within earshot of persons not professionally associated with the patient’s/client’s care.

OPTIONS

Patient/Client Referral - The infected client/patient will be responsible for notifying his/her partner(s).

Provider Referral - The medical provider/CBO will be responsible for notifying the partner(s) of the infected person.

STD Program Referral - The STD Program staff will be responsible for notifying the partner(s) of the infected person.

Patient/Client Referral 

The client decides to take responsibility for notifying one or more of his/her partners.  While this referral method does not directly involve the counselor, counselors should coach the client.  The counselor should utilize the “role-play” technique (demonstrated during the HIV Counseling training), as well as a discussion of the advantages and disadvantages of patient referral, to ensure that the patient/client has thoroughly reflected on what telling his/her partner(s) will entail. This method of notification is acceptable according to CDC PCRS protocol, however, the client must be made aware that they may still be contacted by a Disease Intervention Specialist in the future to make sure that all sexual and/or needle sharing partners have been notified of their exposure.

Provider Referral (CBOs are providers) 

The site providing the HIV test assists the client in notifying partners of the infected patient/client.  The provider makes arrangements with the infected person to have the partner come to the testing facility for prevention counseling.  In many cases, the provider may allow the infected person to disclose his/her seropositive status and then have the provider conducts HIV Prevention Counseling (the infected person should not remain in the pre-counseling session with the partner). This method of notification is acceptable according to CDC PCRS protocol, however, the client must be made aware that they may still be contacted by a Disease Intervention Specialist in the future to make sure that all sexual and/or needle sharing partners have been notified of their exposure.

NOTE - It is not recommended that CBOs conduct PCRS outside of their designated testing facilities.

STD Program Referral
In instances where provider referral or patient referral may not be appropriate, the STD Program is available to provide confidential partner notification services.  The STD Program will take responsibility for conducting confidential follow-up counseling sessions to identify sex and needle sharing partners, locating and conducting HIV prevention counseling for partners and offering testing.  However, it is the responsibility of the CBO provider to make sure that proper referrals are made at the time of post-test counseling and if acceptable to the client that a meeting with the STD Program representative is facilitated. In addition, qualified CBO providers are encouraged to elicit the names and locating information of sexual and/or needle sharing partners at the time of post-test counseling. This information will then be forwarded to the Regional STD Program Representative for follow-up. Infected persons tested anonymously may remain anonymous when counseled by the STD Program.  Prior to participating in this activity, CBOs should take steps to assure that the patient/client is not deterred from participating in the Partner Counseling and Referral Services process by the difficulty of the process.  Community based organizations should arrange to meet with the STD Regional Manager to discuss how to best refer HIV positive persons to the STD program for partner notification services. Trained CBO counselors should also take contact information regarding partners to turn over to the STD Program when offered by the patient/client.

NOTE - The STD Program’s Disease Intervention Specialists are currently responsible for contacting all physicians and testing facilities for all new HIV infections and AIDS diagnosed cases to determine who will be responsible for providing Partner Counseling and Referral Services.

Chapter 5

MPowerment

DESCRIPTION

MPowerment is a community level HIV risk reduction intervention program designed to mobilize young gay and bisexual men, ages 18-29, to shape a healthy community for themselves, build positive social connections and encourage their friends to have safer sex, so that safer sex becomes the mutually accepted norm. The program uses the Theory of Diffusion of Innovation to make safer sex a mutually accepted norm in the young gay and bisexual men’s community. The guiding principles of MPowerment are: personal and community empowerment, diffusion of new behaviors through social networks, peer influence, putting HIV prevention in the context of other compelling issues and community building. A core group designs and runs the intervention with input from a community advisory board. This multi-component intervention includes formal outreach, informal outreach, on-going publicity, peer-led small group sessions and community activities. 

During formal outreach young gay and bisexual men go to establishments frequented by other young gay and bisexual men for the purpose of encouraging others to practice safer sex activities. Formal outreach includes distribution of related information and safer sex tools and following protocol for outreach activities (see Street Outreach section for additional information). Additionally, the team creates their own social events to attract young gay men and promote safer sex and healthier behaviors.

Informal outreach consists of young men communicating with their friends in casual conversations about engaging in safer sex.

M-groups are peer led 2-3 hours meetings of young gay men to discuss factors contributing to unsafe sex among men. Through skills-building exercises, the men practice safer sex negotiation and correct condom use. Participants can also be trained to conduct informal outreach.

The Core Group is the decision-making body of paid staff plus 10-15 young gay and bisexual men from the community that plans events and activities. The core group is also responsible for implementation of the activities and events and recruitment of new members. 

The Community Advisory Board is a group of interested men and women from different backgrounds and expertise (gay and lesbian, public health, education, etc.) that offers guidance to the core group. 
KEY ELEMENTS
· Recruiting a core group of young gay men to design and carry out project activities

· Establishing a project space where many of the project activities can be held

· Conducting entertaining, venue-based (e.g., bars, community events) outreach by teams of young gay men

· Sponsoring social events to promote community building among young gay men.

· Convening peer-led, one-time discussion groups.

· Conducting a publicity campaign about the project within the community.
PERSONNEL

a) An MPowerment Coordinator should be hired by the agency to coordinate meetings, provide education and organize events in conjunction with participants.

b) Core group members are recruited from the target population and should resemble the population in factors such as age, ethnicity and sexual orientation. Additionally, the core group should be suitable role models for the target population. 

c) MPowerment volunteers should also be recruited to participate in selected events as deemed appropriate.

d) Staff funded for Mpowerment are required to attend the two-day HAP HIV Prevention Counseling training, HAP Training of Trainers, HAP Street Outreach training. Volunteers are required to review protocol with staff as approved by the Regional HIV Coordinator prior to assisting with any formal outreach activities.

e) Staff and Core Group volunteers must be comfortable talking to young men who have sex with men (MSM) regarding issues of sex and substance use specific to the gay community. They must also have the capability of discussing harm/risk reduction strategies and general health promotion.

f) Staff must make themselves available to the Core Group and M-groups during non-traditional hours (i.e. afternoons after 3PM, evenings, and weekends). Formal outreach activities may take place between 10PM – 2AM on weekends. Staff must be able to facilitate meetings, stand for extended periods of time for formal outreach, and design publicity campaign materials.
DOCUMENTATION
a)  MPowerment Formal Outreach Event Log should be completed at the conclusion of each formal outreach session to reflect those activities. These logs are submitted with the quarterly report
b) Staff must collect an MPowerment Enrollment Survey from every program participant who attends a Core Group Session or an Mgroup Session.   It is a brief questionnaire that collects demographic and recruitment information.  CBO staff will need to assist clients to create their Unique Identifying Number (UIN), which will be entered into PEMS.  Directions for completing the UIN are in the form instructions.  These surveys are to be turned into HAP with the quarterly report.
c) The MPowerment Mgroup Session Log is to be completed by CBO staff for every Mgroup session that is conducted. These logs are turned into HAP with the quarterly report.
d) The MPowerment Core Group Session Log is to be completed by CBO staff for every Core Group session that is conducted. These logs are turned into HAP with the quarterly report.
e) Community Based Organizations developing and/or purchasing educational or outreach materials that are paid for with HAP prevention funds are required to submit copies of the materials with their Quarterly Reports.  All educational materials are sent to the HAP Program Review Panel for approval prior to purchase and/or public distribution.   A copy of the approval letter should be kept on file in your office.
f) Each quarter, CBO staff should use the MPowerment Quarterly Reporting Checklist to ensure that all of the required data for this intervention is submitted.  This tool will help you to ensure that all reported numbers on contract objectives are backed up with data that can be entered into the Program Evaluation and Monitoring System (PEMS). This Checklist should be submitted with the Quarterly Report as the coversheet for the packet of MPowerment forms.
EVALUATION

Evaluation tools will be developed and reviewed by the HIV/AIDS Program in order to be consistent.

Chapter 6

Small Group Sessions – Peer Led
DESCRIPTION

A Small Group Session (peer-led) is a group level intervention consisting of multiple sessions (i.e., minimum 3 sessions) using peer educators/counselors to provide HIV prevention counseling/education to fellow peers.  The program (i.e., curriculum) used for the intervention must be evidence-based.  Evidence-based programs typically utilize an established multi-session curriculum that includes interactive activities (e.g., role-playing, group discussion, skits, etc.).  Each session builds upon previous sessions with a focus on acquiring new skills including:  improved communication, increased self-esteem, and harm reduction/health promotion skills.  This intervention can also utilize incentives to encourage participation.

A Peer Leader is an individual from the target population that is recognized by the target population as being a peer.

A Small Group Session is defined as the entire curriculum that is presented over several sessions.  In the past, this has been termed a workshop.

A Session is defined as the material that is presented on any one particular day.
DESCRIPTION OF PREVENTION WITH POSITIVES PROGRAMS

Project AYA

Project AYA is a small group interactive health education intervention implemented with African American women, and men.  AYA is designed as a 6 week, 2 hour per session curriculum broken out into 6 modules. HIV prevention education includes the initiation and maintenance of healthy behaviors, increases knowledge and understanding of the disease process, identifies self-defeating attitudes and behaviors, improves self-esteem and awareness, enhances communication skills, teaches skills building and acknowledges decision making about social and sexual behavior. These activities empower participants to take control of their lives. Through group interaction and participation, participants learn to maintain healthy decision-making and understanding risky behavior and its consequences. Activities are designed to make participants feel comfortable to addressing their own barriers and their particular areas of weakness. At the completion of the curriculum, participants are urged to become active members of their local Consumer Advisory Council as well as other support groups offered in their area of residence.  

Successful completion of the AYA program is defined by CDC as 100% participation, i.e. attendance at all 6 of the sessions. 

Project ALIVE!

Project ALIVE! is an eight week, 2 hour per session curriculum based on Project AYA focused on HIV positive Men who have Sex with Men (MSM). The goals of the Project ALIVE! program are to educate participants about living a healthy life with HIV in a culturally appropriate manner, empower participants with the tools to make healthy choices and providing participants with a strong support network. HIV prevention education includes HIV 101, sex after diagnosis, a session on spirituality, communication development, misconceptions and self-empowerment, and healthy living. 

All Project ALIVE! participants must complete an assessment at the beginning of the intervention, at the completion and a follow-up assessment 3 months after the program is completed. The pre and post-assessments should be completed in the appropriate Project ALIVE! sessions and handed to the Program Coordinator who will turn in the assessments to the Regional HIV Program Coordinator with the agencies’ quarterly report. The follow-up assessment should be collected sent to the client three months after graduation from the program and will include a self addressed stamped envelope so it can be returned to the HIV/AIDS program. Each Project ALIVE! session will also be documented in a log sheet to note how many people were in attendance, topics discussed, etc. 

Successful completion of the Project ALIVE! program is defined by CDC as 100% participation, i.e. attendance at all 8 of the sessions. 

KEY ELEMENTS

a) Each site requires HAP approval prior to activities taking place.  Approval may involve a site visit by a Regional HIV Coordinators and review of proposed curricula.

b) Established curricula that include interactive activities (e.g. role-playing, group discussion, skits, etc) will be utilized.  Evidence-based curricula that focuses on skills building, including improving communication, increasing self-esteem, acquisition of harm reduction/health promotion skills, the importance of testing, and partner counseling and referral services can be attained from the CDC Compendium of Preventive Interventions (contact HAP).

c) Each curriculum must be approved by HAP.  Approval of curriculum by the HIV/AIDS Program will be based on consistency of implementation at specific locations as well as norms and values of the population being targeted.

d) Recruitment and training of peer educators will be conducted on an ongoing basis.

e) Training for peer leaders will be centered around group facilitation, modeling, role-play, and information about the curriculum.

f) Referrals should be provided throughout the workshop as needed. 

g) HIV counseling and testing and STD screening may be provided on site in conjunction with a session when appropriate or allowed.  If screening and testing does occur, it must follow HAP protocols for HIV Prevention Counseling, Testing, and Referral.

h) The program coordinator will give peer leaders literature and condoms to distribute to session participants when deemed appropriate or allowed.

i) Emotional support and guidance will be provided to peer leaders as needed. 

j)
Program coordinators will obtain and distribute incentives to participants and/or peers leaders such as food, transportation, certificates, etc.  Incentives must be deemed appropriate, dependent upon the target population.  

k)
Community Based Organizations developing and/or purchasing educational materials that are paid for with HAP prevention funds are required to submit the materials to their Regional HIV Coordinator.  All educational materials are sent to the HAP Program Review Panel for approval prior to the purchase and/or distribution of the materials.  This process takes a minimum of six (6) weeks to complete. 

PERSONNEL

a)
In order to conduct the small group session intervention, an agency is required to complete an in-    house review of the 2004 CBO Contractor Guidelines, protocol, and accompanying forms with the  Regional HIV Coordinator.

b)
Peer leaders are recruited from the target population and should resemble the population as much as possible in factors such as age, gender, ethnicity, sexual orientation, incarceration history, etc.  Additionally, peer leaders should be suitable role models for the members of the peer group.

c)
Peer leaders are trained by CBO staff in basic HIV/AIDS facts, risk reduction counseling, facilitation and presentation skills, how to talk to peers about risk behaviors, how to provide appropriate referrals        

when deemed necessary and in the curriculum that will be implemented.

DOCUMENTATION
a) Staff must collect a Small Group Session Enrollment Survey from every program participant who attends at least one session.   It is a brief questionnaire that collects demographic and recruitment information.  CBO staff will need to assist clients to create their Unique Identifying Number (UIN), which will be entered into PEMS.  Directions for completing the UIN are in the form instructions.  These surveys are to be turned into HAP with the quarterly report.
b) A Small Group Session Log is to be completed by either the CBO staff person or the peer leader conducting training.  It provides documentation for about the attendance and activities during one session.  The Small Group Session Logs for all Small Group Sessions conducted during a quarter should be completed and submitted with the quarterly report.

c) Each quarter, CBO staff should use the SGS Quarterly Reporting Checklist to ensure that all of the required data for this intervention is submitted.  This tool will help you to ensure that all reported numbers on contract objectives are backed up with data that can be entered into the Program Evaluation and Monitoring System (PEMS). This Checklist should be submitted with the Quarterly Report as the coversheet for the packet of SGS forms.
Chapter 7

Outreach
DESCRIPTION

This is a community-level intervention that occurs on the street and/or in community settings rather than at clinics or agency offices. This activity involves promoting HIV prevention services through one-on-one encounters with targeted persons who may be in need of prevention services.  The interaction provides prevention messages and practical information on methods to reduce the risk of acquiring or transmitting HIV and includes the distribution of appropriate materials and information on obtaining other related services. The major purpose of outreach is to encourage person’s at high risk to become aware of their HIV status by taking an HIV test. Outreach is conducted in identified high- risk areas, including neighborhoods with high STD/HIV rates, neighborhoods in which drugs are sold, at housing developments, storefronts, recreation centers, night establishments and social gatherings.

ACTIVE OUTREACH

Outreach worker moves down a street, screening and engaging prospective client for the purposes of delivering risk reduction information; making available materials such as brochures, condoms and bleach kits; making referrals; and actively ensuring clients access referred services.

FIXED SITE OUTREACH

Outreach activities conducted at a specific location also for the purposes of delivering risk reduction information, making available materials such as brochures, condoms and bleach kits; for making referrals; and actively ensuring clients access referred services.

CONTACTS

Contacts are defined as an event in which an outreach worker provides minimal HIV risk and referral information and condoms to clients. Contacts do not meet the requirements of outreach contract objectives with the HIV/AIDS Program.

ENCOUNTERS

Encounters are defined as an episode in which an outreach worker has an extensive dialogue with the client including but not limited to a risk-reduction discussion, providing referrals, providing related health education, providing a condom demonstration, and facilitating a follow-up conversation about a referral or risk reduction plan. 

Referrals that should be made during an outreach contact or encounter are:  HIV counseling and testing, STD screening and testing, Prevention Case Management, substance abuse treatment/counseling, or other referrals for related programs. 

REFERRALS (UNDER REVISION)

KEY ELEMENTS

a) Outreach encounters target high-risk individuals specifically identified in the Regional HIV Prevention Implementation Plans, as outlined in the agency’s contract, from specified target populations:  Person’s living with HIV/AIDS, Men Who Have Sex With Men, High Risk Heterosexuals, Injection Drug Users, Special Populations, Mother’s with or at Risk for HIV Infection  and Youth. 

b) Outreach contacts occur in areas that have been specifically identified in the Regional HIV Prevention Implementation Plans as having high rates of HIV and other STDs.

c) Outreach is conducted in teams. Each team member is required to be certified by the HIV/AIDS Program. Certification includes the completion of the following:

· HIV Prevention Counseling Training

· HAP Outreach Training

· Practicum form completion filled out by HAP-approved observer.
Copies of the certificates must be kept in the staff /volunteer file.  Teams are required to follow safety procedures as outlined in this section.

d) Outreach should be conducted in the same locations on a regular schedule during non-traditional hours to allow for consistency of presence in targeted areas. Unless otherwise approved by the HIV/AIDS Program, outreach should take place in each outreach area approximately every other week.

e) Referrals for STD, HIV, substance abuse treatment and HIV counseling and testing services should be provided to contacts and encounters. Referrals for related services must be documented and compiled for quarterly reports submitted to the HIV/AIDS Program.

f) Teams should work with local pharmacists to facilitate the distribution and/or selling of clean needles without a prescription.  Coupons for clean needles and/or pharmacy referrals should be included in outreach packages.

g) The following items are recommended for general street outreach packages:  4-6 male condoms, a “How to Use a Condom” brochure, risk reduction literature, small print media, and referral cards. HAP-issued female condoms and lubrication cannot be included in standard outreach packs. Please see the Female Condom and Lube Protocol for more information about the distribution requirements for these items.

h) CDC funded (directly or indirectly) agencies using youth (either paid or volunteer) in program outreach activities, it is very important that said organizations use caution and judgment in the venues/situations where youth workers are placed. Agencies should give careful consideration to the “age appropriateness” of the activity or venue. Additionally, agencies should comply with all relevant laws and regulations regarding entrance into adult establishments/environments. Laws and curfews should be clearly outlined in required safety protocols developed and implemented by agencies directly and indirectly funded by CDC.
PERSONNEL
     a)     In order to conduct outreach activities, an outreach worker is required to complete the HAP two- 

and-a-half-day Outreach Training and an Outreach Practicum.  If a training is not available at the time a new outreach worker is hired, the following is acceptable supplemental training:  an in-house review of the Outreach Training Manual, review of the agency’s protocol and field training with a certified street outreach worker, developed in collaboration with the Regional HIV Coordinator.

b)
Outreach workers should be comfortable in speaking about sexual and substance use behaviors and specific strategies for HIV risk reduction.  Prevention messages are to be nonjudgmental, sensitive and culturally appropriate to target population(s).

      c)    Street outreach will account for the major part of an outreach worker’s activities and will occur  
             during non-traditional hours (e.g., afternoons after 3:00 p.m., evenings, weekends).  Written 
             justification must be provided for outreach activities taking place before 11:00 a.m.

DOCUMENTATION
a)   All sites are required to be registered using the Site Registration form prior to outreach taking place. After forms are submitted, PEMS site numbers will be issued to contractors for each approved site

b)   Outreach workers are to complete the Outreach Daily Activity Log at the conclusion of each day   

       to reflect activities of outreach. These logs are to be stored on file in contractors’ offices.

c)
Outreach workers are to use the daily logs to complete the Quarterly Outreach Summary Report at the conclusion of each quarter, to reflect activities of outreach. These reports are to be submitted to the Regional HIV Coordinator with Quarterly Reports.
EVALUATION

Street Outreach Surveys 

Twenty-five (25) surveys per outreach site are to be completed for every outreach area registered by the CBO once per year. Surveys will be distributed in September by the HIV/AIDS Program and should be turned in to the Regional HIV Coordinator as soon as a site requirement is complete.  The data included in the surveys are necessary in order to report behavior changes to the CDC and to evaluate the effectiveness of outreach activities.

OUTREACH SAFETY PROTOCOL

The Office of Public Health – HIV/AIDS Program requires all paid staff and volunteers conducting contracted outreach activities to adhere to the following procedures:

DO:

Carry identification at all times (preferably make the CBO’s name visible).

Wear your agency shirt.

Maintain condoms in hand at all times

Disseminate correct information.

Stay client centered (within the limits of your role).

Know where your teammate is at all times.

Maintain eye contact with team member(s).

Maintain confidentiality.

Keep your supervisor advised of whereabouts.

Consult your supervisor about difficult situations.

Maintain relations with local police.

Know the limits of your job.

Make appropriate referrals.

Offer reasonable assistance when it is requested.

Avoid debate and escalating controversy.

Always be courteous.

Leave the area immediately if there appears to be any potential for violence.

Leave the area immediately if a member of the team feels uncomfortable.

Have a back up plan, an emergency plan and/or escape plan.  

Work in teams of two or more during street outreach activities.

Dress in job related clothing. 

DON’T:

Conduct Outreach alone. Outreach must be conducted by a minimum of two (2) workers at all times.

Participate in illegal activities.

Drink alcohol while on the job.

Argue with a teammate or a client.

Carry weapons.

Give money or gifts to clients

Carry large amounts of money.

Knock on doors.

Enter a private residence.

Drive clients in your car.

Distribute outreach materials to clients in their cars.

Distribute materials while seated in a car.

Allow clients to follow you to your car.

Enter shooting galleries or crack houses during outreach activities.

Bring media into an area without permission from a community member.

Buy or receive drugs.

Buy or receive property from a client.

Buy or receive sexual favors from a client.

Linger with anyone who is carrying drugs or under the influence of drugs.
Eat/smoke while distributing outreach materials.

Wear jewelry/clothes/makeup that stands out.
Use cell phones unless in an emergency

Allow anyone to go into your Outreach bag

Conducting Outreach During The Summer Months: 

Tips and Information

Information provided from the Emergency Medical Services Authority Online-Working in the Heat http://www.emsaonline.com/heatworking.htm/ 

Bring water.

Drink plenty of water  - Do not rely on feeling thirsty, because it is possible to lose fluid so quickly that the normal thirst mechanism is overridden. Thirst is not a reliable sign that your body needs fluids.

Water is the best drink to replace lost fluids.

Do not drink beverages with caffeine because they speed up fluid loss.

Schedule Outreach for the coolest part of the day (keep in mind Outreach is conducted during non-traditional hours; it can begin at 5pm on really hot days) 

Wear lightweight, light-colored clothing made from materials, such as cotton, so sweat can evaporate and to reflect away some of the sun’s energy.

Heat Exhaustion

Signs and Symptoms: 

Dry mouth 

Nausea and/or vomiting 

Headache 

Rapid and weak pulse 

Normal skin temperature, but damp and clammy feeling 

Muscle cramps 

Dizziness and disorientation 

Treatments

Move to cool place, either indoors or in the shade 

Loosen clothing 

Slowly drink cool water 

Outreach Attire

Common sense and decency should always prevail when you consider what clothes to wear when conducting active outreach.  As a general rule, clothing worn by outreach workers should be somewhat loose fitting and comfortable.  In addition, think about how your target population will respond to your attire.  Ask yourself these questions when considering what to wear for Outreach: What does my clothing say about me?  How will I be perceived?  Will the way I dress affect my ability to access and intervene with my target population?  

In general, the following examples of clothing are not appropriate to wear while conducting active outreach:  

Clothes that you cannot afford to have dirtied, stained or damaged should not be worn.

Very tight fitting, cutout, or physically revealing outfits. This may include jeans and shirts.

Halter tops, tank tops, or any shirts that are revealing. 

Hot pants or cut off jeans more than 2 inches above the knee.

Hi-heel shoes or other types of male/female dress shoes are an example of inappropriate footwear for conducting active outreach. 

No flip flops

Work boots or sneakers are more appropriate for outreach activities.

Any clothing that restricts physical movement is inappropriate for conducting outreach

Chapter 8

Risk Management

DESCRIPTION

Risk Management is a prevention with positives program designed to help HIV-positive persons who are at high risk for HIV transmission to reduce risk behaviors. In addition, the program also addresses common co-issues such as STD acquisition, substance abuse and use, physical and mental health and social and cultural factors all of which affect HIV risk. This program used to be known as Prevention Case Management and in CDC’s version is now referred to as Comprehensive Risk Counseling and Services. Since CDC’s program also includes high-risk negatives, Louisiana’s version of this program is known as Risk Management includes only HIV-positive individuals. 

KEY ELEMENTS

There are seven key elements of Risk Management that should be present is any Risk Management program:

a) Develop and implement a strategy to recruit and engage high risk clients

b) Screen clients to identify those who are at highest risk and appropriate for RM, enroll them in RM and assess enrolled clients to determine specific risk and psychosocial needs

c) Develop an individualized prevention plan with goals and measurable objectives

d) Provide on-going, multi-session intensive HIV risk and behavior change counseling

e) Coordinate client support with other case management programs and provide referrals as needed

f) Conduct on-going monitoring and reassessment of client progress and needs

g) Discharge clients when they attain and can maintain behavior change goals. 

DOCUMENTATION AND EVALUATION
a) Upon enrollment into the Risk Management program, clients must be provided with a client packet which includes the following: 

· Rights and Responsibilities

· Eligibility Guidelines and Service Guidelines

· Confidentiality Agreement

· Grievance Procedure

· Consent to Risk Management

· Enrollment Form for Risk Management
b) All Risk Management participants must complete an assessment at the beginning of the intervention, at the completion and a follow-up assessment 3 months after the program is completed. The pre and post-assessments should be completed in the appropriate RM sessions and handed to the Program Coordinator who will turn in the assessments to the Regional HIV Coordinator with the agencies’ quarterly report. The follow-up assessment should be collected from the client three months after graduation from the program and will include a self addressed stamped envelope so it can be returned to the HIV/AIDS program.

c) Each Risk Management session will also be documented in a log sheet. In addition, a form with required PEMS variables will be completed at the start of each Risk Management relationship.  

d) Finally, notes from Risk Management sessions are required to track client progress over time. Risk Managers should strive to document the following: 

· Reduction or elimination of clients’ risk behavior

· Clients’ utilization of referrals

· Disclosure of risk behaviors over time 

· Revisions to the prevention plan as new information is gathered and new priorities are set

· New goals or objectives toward risk reduction

· Small action steps to reach objectives

· Problems encountered as prevention plan unfolds; i.e. progress and successes with goals, objectives or action steps and barriers to risk reduction faced by the clients.

Chapter 9

Other Prevention With Positive Programs
CONSUMER ADVISORY COUNCILS

The Ryan White CARE Act mandates consumer participation in the planning, priority-setting, and policy-making processes of HIV Planning Councils and consortia.

The State of Louisiana is divided geographically into nine public health regions by the Department of Health and Hospitals.  The Office of Public Health, HIV/AIDS Program (HAP), provides funding under Title II of the Ryan White CARE Act to all nine regions for the provision of medical and social services to low-income individuals living with HIV.   HAP also provides funding in eight regions to support Consumer Advisory Councils. The Consumer Advisory Council (CAC) is comprised of and run by individuals living with HIV.  HIV affected individuals are also welcome to participate in the CAC as long a they agree to abide by the meeting rules of the CAC and respect the confidentiality of all those who attend the meeting.  There is one CAC in each of the eight regions of the state outside of New Orleans.  In New Orleans, individuals living with HIV participate in the Community Care Coalition of the New Orleans Regional AIDS Planning Council.  In addition to the regional CACs, there is a Louisiana Statewide CAC (LSCAC) that is comprised of two officers (usually the CAC Chair and Co-Chair from each region) with individuals elected to serve as the LSCAC officers.

CAC Goals

Each Consumer Advisory Council is responsible for developing and defining its mission; however the focus of the CAC is typically threefold:

1.
to provide input to planning and funding bodies regarding the needs of persons living with HIV;

2.
to make available educational information for persons living with HIV; and

3.
to provide a source of peer support in the community.
The CAC are currently involved with the Prevention With Positives programs.  In regions where AYA, Project Alive or N’R Peace small group session activities are being implemented, the maintenance groups and the CAC have been combined.  The purpose of these groups is to provide ongoing prevention support, information/education, and information on how to better meet the prevention needs of HIV-positive persons.





























































































































































1 Newly diagnosed refers to an individual who has received a positive HIV test result for the first time. Information on whether or not the client has been tested previously and the results of the client’s most recent HIV test should be collected during the pretest counseling session.
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