CUYAHOGA COUNTY
BOARD OF HEALTH

YOUR TRUSTED SOURCE FOR PUBLIC HEALTH INFORMATION

5550 Venture Drive Parma, Ohio 44130
216-201-2000 www.ccbh.net

Prevention Region 3
Grant Overview
March 26th 2020




Agenda

Epidemiological Profile

Coordination with Ryan White Part A Early
Intervention Services

Program and Fiscal Requirements

ODH Requirements @

2




CUYAHOGA COUNTY
BOARD OF HEALTH

YOUR TRUSTED SOURCE FOR PUBLIC HEALTH INFORMATION

5550 Venture Drive Parma, Ohio 44130
216-201-2000 www.ccbh.net

Prevention Region 3 Epidemiology
Overview

Vino Panakkal
vpanakkal@ccbh.net



mailto:vpanakkal@ccbh.net

2018 Region 3 Epidemiology Summary

Incidence/New Cases

» Males made up 88% of new cases In the
grant area; more specifically, 51% of new
cases were African-American males.

» Highest number of new cases was In the
25-29yrs of age group.

» 66% of new cases were In the Men that
have Sex with Men (MSM) exposure

category. X @




2018 Epidemiology
Western Counties: Lorain and Medina

Incidence/New Cases

»|n 2018, there were 19 new cases. 74%
were male; 42% were White males.

»26% of cases were In the age 20-24yo age

group.
»43% of cases were in the MSM exposure

category.




2018 Epidemiology
Eastern Counties: Lake, Geauga, Ashtabula

Incidence/New Cases

»|n 2018, there were 6 new cases In the
three counties. 100% were male, more
specifically, White males made up 83% of

the cases.

»28% of cases were In the age 35-39yo age
group.

» 83% of cases were in the MSM exposure

category. X @




2018 Cuyahoga County Epidemiology

Incidence/New Cases

» Males made up 89% of new cases in the county,
specifically African-American males made up
56% of new cases

» Highest number of new cases in county was in
the 25-29yrs age group.

» 48% of new cases were below the age of 30.

» 60% of new cases were in the MSM exposure

category




Recommended Data-Driven Priority
Populations Based on 2018 Epidemiology

Cuyahoga County

» African-American

» Men who have sex with men (MSM)
» Under Age 30

Eastern and Western Counties
» White Males

» 25-29y0 Age Group

» MSM




HIV Hot Spots in Cuyahoga County

* |ncidence Map

* Prevalence Map




Priority Zip Codes for Testing in Cuyahoga
County

« 44102, 44105, 44128 — incidence

« 44102, 44103, 44108, 44113, 44114,
44115, 44117 - prevalence




Testing ldeas/Recommendations for Cuyahoga
County

Working with LGBT Center/LGBT Alliances
to offer testing and PrEP options

Working with Community Development
Centers and non-profits in high incidence

areas

Continue HIV testing with STI screening

Look into ways to test not just partners but
social networks of newly diagnosed




Testing Ideas/Recommendations for Outlying
Counties

Working with LGBT Centers/Alliances
Working with the jalls/prisons
Working in the Hispanic population
Increase awareness of PrEP In these

areas

hink about how opiate use can impact
IV testing strategies




CTR Testing

ODH Prevention-funded CTR and Priority-Based
Testing must reflect epidemiology and hot spots In
Region 3

Prevention activities (i.e. campaigns, events, PrEP,
condoms, etc.) should reflect priority populations
and hot spots.

HIV Community Engagement Coordinator at ODH

Charles Abernathy X @
Charles.Abernathy@odh.ohio.gov
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CTR to Care

« What is EIS?

 Referral Process

* Region 3 Care Resources




SERVICE CATEGORY DEFINITION

Early Intervention Services (EIS):

Counseling individuals with respect to HIV/AIDS; testing (not funded through Ryan White Part A); referrals;
other clinical and diagnostic services regarding HIV/AIDS; periodic medical evaluations for individuals with
HIV/AIDS; and providing therapeutic measures.

RWHAP Part A EIS services must include the following four components:

1) Targeted HIV testing (not funded through Ryan White Part A) to help the unaware learn their HIV status
and receive referrals to HIV care and treatment services 1f found to be HIV infected. Recipients must
coordinate these testing services with other HIV prevention and testing programs to avoid duplication of
efforts

2) Referral services to improve HIV care and treatment services at key points of entry

3) Access and linkage to HIV care and treatment services such as HIV Outpatient/Ambulatory Health
Services, Medical Case Management, and Substance Abuse Care

4) Outreach services and Health Education / Risk Reduction related to HIV diagnosis

Services should be targeted to the following populations:
Newly diagnosed
Rece1ving other HIV/AIDS services but not in primary care
Formerly 1n care — dropped out
Never 1n care

Unaware of HIV status

EIS programs must have signed linkage agreements to work with key points of entry.
Given that EIS leads EITHA (Early Identification of Individuals with HIV/AIDS) efforts, EIS programs must
coordinate with prevention services, counseling and testing centers, as well as other RW Part A providers.




HIV Test

Completed
Opscan sent to
CCBH

Linked to Medical
Care (Patient
Choice)

|

CTR Counseling

\

Referred to
intervention and/or
PrEp

l
-

Retest based on
risk




EIS Contacts by Agency

Circle Health Services:

- Primary: Brenda Glass: 216-707-3452/office and 216-644-5847
Mobile brenda.glass@thecentersohio.org

- Secondary: Adriana Whelan: 216-707-3425/office 216-906-
0368/Mobhile Adriana.whelan@thecentersohio.org

Cleveland Clinic Foundation:
- Primary: Mary Beth Gramuglia: 216-444-6843; GRAMUGM@ccf.org

- Secondary: Kristen Englund, MD: Office phone 216-444-9159;
ewolske@ccf.org (admin assist)

Family Planning Services of Lorain County (Lorain & Medina):

Primary: Jennifer Gosnell: 440-322-7526 ext. 119; Cell: 928-200-5265;
jgosnell@fpsic.org

Secondary contact: Pat Berger 440-322-7526 ext. 109 @

pberger@fpsic.org
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mailto:GRAMUGM@ccf.org
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EIS Contacts by Agency

Metro Health Medical Center:

Jennifer McMillan Smith: 216-778-4051(desk) 440-503-5297 (cell)
[msmith@metrohealth.org

Jason McMinn: 216-778-3106 jmcminn@metrohealth.org **Both Jen and Jason
can be paged at 216-778-5551*

Signature Health (Lake, Ashtabula, Geauga):
Primary: Brittany Freese- 440-867-5069 bfreese@shinc.org

Secondary: Kristin Ziegler Alban- 440-785-5736; kziegleralban@shinc.org

University Hospitals:

Primary: Carolyn Williams , 216-844-2649 Carolyn.Williams@UHhospitals.org
Secondary: Liz Habat, 216-844 -5316, Elizabeth.Habat@UHhospitals.org
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Medical Provider Contacts (**NOT EIS)

AIDS Healthcare Foundation:

- Brittany Pope: Office: 216.357.3131 x2960; Cell:
216.410.3289; Brittany.Pope@aidshealth.org

Mercy Health:

- Summer Barnett: Office: 440-233-0138, opt 2; Cell: 440-522-
3306; SBarnett@mercy.com

Neighborhood Family Practice:

- New provider with multiple locations @
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Program Requirements & Updates

Ending the HIV Epidemic
FY2020 Funding Status
Fiscal Review

Contracts
Communication
Reporting

Planning Body
Expectations




New at CCBH

As of February 1, 2020 CCBH became the
Region 3 STI/HIV Prevention grantee

Working with ODH to ensure state
processes are followed

CCBH released an RFP for CTR sites (7)

Staffing the program throughout the 15t 5
months identifying training needs

Combined EIIHA meetings will continue@

23



Ending the HIV Epidemic Timeline

Supported ODH RFP to secure a contractor
(July 2019)

Submitted an RFP to HRSA October 2019 for
EtHE Care

Awarded $750,000 (March 15t

Contractor Community Solutions was
selected as EtHE contactor (March 9t)

Prevention RFP being submitted in a couple
weeks (March 25™) potential June 1st

Planning April through August 2020 @

24



Ryan White HIV/AIDS Program Parts A and B”. Cuyahoga County is one of the 48
counties eligible to apply for the funding. The goal is to reduce new HIV infections by
75% within five years, and 90% within 10 years.

Treat people with HIV rapidly and effectively to reach sustained
viral suppression.

Respond quickly to potential HIV outbreaks to get needed prevention
and treatment services to people who need them.




FY2020 Funding

7 sites funded for CTR within Region 3
Lorain — Lorain HD
Medina — Medina HD

Lake, Geauga, Ashtabula — Signature Heath

Cuyahoga County — ATF, Care Alliance, Circle Health,
Cleveland Treatment Center, and Signature Health
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Fiscal Requirements

Report Budget concerns over and under expenditures
Invoice late submittal must obtain approval from grantee
Contract changes = budget changes within 2 weeks

Cannot pay FTE percentages higher than on the approved
budget on invoices submitted

No FTE should be more than 100% allocated




Fiscal Review
A quick guide to Fiscal Reporting for CCBH
PROGRAM CONTACTS:

Supervisor - program (will change)
mrodrigo@ccbh.net
216-201-2001 x 1507

Business Manager - budget (will change)
ehamilton@ccbh.net
216-201-2001 x 1501

Fiscal Contact - Invoices
hivprevention@ccbh.net
216-201-2001 x1519



Fiscal Report Due Dates

All Sub-Recipient invoices due on a monthly
basis

Due dates are established in your contract

CCBH reports quarterly to ODH
CCBH will stay Subs Invoices Monthly




Expenditure Reports

* Expenditure reports must include the following:
 Invoice requesting payment on your Agency Letterhead
Signed Sub-Recipient Expense Report Form

* An Excel workbook will be provided to you with payroll
and expense reporting

Full updated Excel file
Backup documentation for all expenses and payroll

All requested expenses must be consistent with your most

recent approved budget and narrative.




Sample
Invoice:

YOUR AGENCY

MUST BE ON AGENCY LETTERHEAD

Your Address
City, State Zip
Phone RG] RUR0 Fan WG oGl w0l

Bill To:

Atthe

Cuyahoga Cty Bd of Health
5550 “enture Drive

Farma, OH 44130
216.201.2001

DATE: July 2, 2007
INVOICE # 100
FOR:

DESCRIPTION

AMOUNT

TAMF - Comprehensive Sexual Education Program

For services rendered: June 1, 2007 through June 30, 2007

For classroom curriculum, summits and parent training forum, throughout the

Cleveland Communities.

§,580.74

Make all checks payable to YOUR AGENCY
If you have any guestions concerning this invoice, contact:

5.,580.74




ense Report Form Tem

Due Date: Project: Teen Pregnancy Prevention

Agency: Center for Community Solutions Grantor:  Cuyahoga County Board of Health
5550 Venture Drive
Reporting Period: Parma, OH 44130
Start: 216-201-2001
End:

Grantee: Center for Community Solutions
[ ] Check Box if Final Report for this grant. 0
0
Payment Request: § : 0

BUDGET
Approved Prior YTD Total YTD Available
Categories: Budget Current Request Request Request Balance
Salary (Program Staff) 5 - 5 - -

Fringe ;) 3

Consultants 3

Travel

Supplies

Other

SUBTOTAL 1

Indirect
Approved Prior YTD Total YTD Available
Categories: Budget Current Request Request Request Balance
Indirect Cost 5 -

SUBTOTAL 2| | §

TOTAL AWARD| | §




Expense Categories

« Salaries & Fringe

CCBH payroll form and back-up documentation to be submitted for agency
employees working on project (defined in Budget Narrative)

Individuals not included within the Budget Narrative, cannot be supported

In order to add or remove staff from budget, requires a budget revision (see
budget revision)

« Consultants/Contracts

« Can cover individuals that do not meet the definition of an employee.
* Need to be outlined in the Budget Narrative

« Travel
« Travel must be in the approved budget and in the contiguous
« Reimbursement rate is $0.52

« Reference GSA Pricing and website and info if necessary
http://www.gsa.gov/portal/content/104877>>



http://www.gsa.gov/portal/content/104877
http://www.gsa.gov/portal/content/104877

Expense Categories cont.

Supplies
« Supplies that will be required to meet the goals of the project must be listed.
« Office supplies separated from medical/educational purchases
« Estimated or actual costs.

Equipment
« An item of tangible property having a useful life of one year or more, costing
$1,000 or more for a single item, and is purchased in whole or in part with

program funds.

Other Costs
* Bus tickets, gas cards, postage and printing

Administrative/Indirect Costs
* Negotiated Indirect Cost Rate Agreement
« Cost Allocation
 10% de minimis




Backup Documentation

« Backup Documentation Organization (for large expense reports)
« Use a Backup Organizer spreadsheet
« QOrganized by budget category
« Each expense listed and numbered on the receipt and organizer

« Examples include but are not limited to:
* Invoices, Itemized Receipts, Detailed mileage reports, Cancelled checks, etc.
« Every expense needs to have backup documentation

~ [ I L=

Backup Documentation Organizer

Number Description/Vendor Amount
Supplies

e

*All backup documentation

in order of organizer,
numbered, and charges
circled and/or highlighted**

L= = R = TR, R R T~ B N

Travel

=
=}

= |
TER N

=
F=




Backup Documentation cont.

« Payroll Documentation
« Payroll ledgers
« Time Sheets
» Current and/or Adjusted Distributions

« List all payroll charges on Payroll Report Tab (these will link directly to the Salary
line item on your Expense Report tab.)

B i I T

A B C D
M1 Personnel

Grant % /
100% Monthly Cost| Hours | Total Personnel
First Name| Last Name I Hourly Rate Worked Requested

0 0
0 0
0 0

0 0 - |
L Ml_Expense_Hepurg M1_Payroll_Report ' )M2_Expense_Report M2_Payroll_Report]/] 4 |




Budget Revision

EXAMPLE TEXT: A budget revision is required for any changes in Salary and
Fringe OR Movement of funds between budget categories

« This may include:
« Adding/removing staff
« Salary changes
« Fringe amount changes

The following Budget Revision forms must be submitted:
. Budget Narrative reflecting written rationale and explanation for
changes.

Budget Revision Form reflecting changes between budget
categories amounts.

A final “spend-down” budget revision must be submitted by September 15t 2020

This final revision should ensure that all funds will be expended by the end of
the grant period.




Budget Revision Form Example

(Exhibit B)
SUB-RECIPIENT BUDGET REVISION FORM

Project Name:Teen Pregnancy Prevention Contract Period:

Agency Name; Your Increase/Decrease

Fiscal Contact Person: / request here.
= ~
[ N\ BASE BUDGET_

Original Approved|/ Revision\| Approved | Revisio /Approved Revision | Approved | New Requested [ Current Approved
Categories: Budget Reguest #1\ Revision #1| Req #2 Revision #2 | Request #3| Revision #3 Budget Budget

Salaries & Wages $ s - s - $ - |s - |s - |s $

Fringe Benefits $ $ . $ $ $ $ $ $

Supplies $ $ $ $ $

Travel $ $ $ $

SUBTOTAL 1 $ -/ $ $ $ $

N~ DELIVERABLE BUDGET
Original Approved| Revision | Approved | Revision | Approved Revision | Approved | New Requested [ Current Approved
Categories: Budget Request #1| Revision #1|Request #2 Revision #2 | Request #3| Revision #3 Budget Budget

Indirect Cost $ $ $

SUBTOTAL 2 | $ $ $

TOTAL AWARD [ | $




Unallowable Costs

Tips in excess of 20% of the total bill.
Receipts not itemized will not be reimbursed.

Costs in excess of daily per diem (based on destination) for meals, lodging etc.
and excess in Federal Mileage Reimbursement Rate (See GSA pricing-
http://www.gsa.gov/portal/content/104877 )

Bar/Alcohol expenses
Equipment costs ($1,000+) that did not seek pre-approval

Personnel expenses for new staff without completing the proper Budget
Revision process.

in the contract



http://www.gsa.gov/portal/content/104877

Project Funding Restrictions

Please review the list included in the RFP and Exhibit B in the contract

Some items are:

To advance political or religious points of view or for fund raising or
lobbying;

To disseminate factually incorrect or deceitful information;

Consulting fees for salaried program personnel to perform activities related
to grant objectives;

Bad debts of any kind,;

Contributions to a contingency fund,;

Entertainment;

Fines and penalties;

Membership fees -- unless related to the program and approved by O CCBH




Quarterly Spend Down Plans

 If Sub-Recipient has not spent half of the allotted
funding by mid-grant year, a spend down plan will
be created by the agency to show how they intend
to spend down funds. This also may be a time to
consider a budget reduction.

The plan should clearly reflect the remainder of the
funds that need to be expended.

Mid-Way through grant period, CCBH will schedule
a spend down meeting at which time this plan will

be due. @




Submitting Expenditure Reports

 Double Check:

— All back up documentation with itemized receipts
IS provided

— Everything adds up

— Invoice has correct amount

— Forms are signed in BLUE INK!

« Can be e-mailed, mailed or dropped off




Contracts

Program and Fiscal staff should review

Insurance certificate holder Budgets
should match Exhibit B exactly name
CCBH

Review for allowable costs
Invoices due by 4:00pm on contract date

43




Communication

Designate a Primary Contact for your agency —
Information from CCBH will be provided to this
person and expectation of getting requests from the
designee

This team member is responsible for all
requirements of the program being accomplished

Expectation Communicate Internally

Best interest, avoid misunderstandings and improve
efficiency

Be responsive to requests timely @

44



Reqguirements

Invoices submitted by 4:00pm on contract date
Completion of a testing plan should reflect back
to RFP submission along with target zip codes

Participate in monthly TA calls or in person
meetings with CCBH

Attend Regional Prevention Planning meetings as
structure develops

Attend required program or fiscal meetings
established by CCBH

Attend required trainings conducted by CCBH

Site Visits compliance @

45




REPORTING

Due Date

Report

Submitted Via

60 days after NOA

New, non-ODH, Program brochures and educational materials used
in program will be submitted for review to CCBH program
supervisor

Email or mail

Seventh day of the
following month

All CTR data collection forms (“opscans’) submitted to ODH at
hivprevention@odh.ohio.gov or Fax Number: 614-728-0876

Secure
fax/email

Established per contract

Monthly expenditure report and supporting documentation submitted
to CCBH program supervisor

Fifth day of following
month

Monthly testing data and test kit tracking reports submitted to
Prevention Supervisor



mailto:hivprevention@odh.ohio.gov

Expectations

Required activities:
Staffing vacancies report within 3 days of notification

New staff require job descriptions, credentials and
resumes sent to Grantee —

Compliance with deliverables in the RFP

Ensure staff are participating in EHE plan

New staff training before seeing clients

ElIIHA/Prevention meetings

Training and Technical Assistance Budget Meetings

Staff attend required meeting — attendance tracked @
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HIV Prevention 1802

= Testing Paperwork
Ohio g Pap

Department of Health

Wendy Adams

Public Health Consultant
Ohio Department of Health



Welcome

This webinar is presented by the Ohio
Department of Health (ODH) HIV
Prevention Program.

It will review the paperwork process
for the HIV Prevention Program

18-1802 grant.




I

Record Keeping

All documentation created during a
testing session shall be kept in the
client record at the testing agency.

Submit original forms for the Opscan
and Risk Assessment only to ODH and
keep copies for agency records.




How to Send Forms

The HIV Prevention Monitoring & Evaluation
(M&E) Team would prefer to receive forms via
FAX.

Fax # 614-728-0876

Use ODH-created fax cover sheet when sending
formes.




HIV-Positive Test Forms

All forms for a positive test are
required to be faxed within 24 hours.

Use the appropriate fax cover sheet.
FAX #614-728-0876




All Opscan forms for persons testing positive for HIV
must be faxed or sent via encrypted e-mail to the

ODH M&E secure fax line at 614-728-0876, or to

hivprevention@odh.ohio.gov

Ohio

Department of Health


mailto:hivprevention@odh.ohio.gov

Other Ways to Send Forms
Email - HIVPrevention@odh.ohio.gov

Mail - HIV Monitoring & Evaluation
Bureau of Infectious Diseases
AT T: Data Entry

Ohio Department of Health

35 East Chestnut

Columbus, Ohio 43215



mailto:HIVPrevention@odh.ohio.gov

Required Forms for a Testing Session

Risk Assessment
Risk Assessment Score Sheet
Risk Reduction Plan

HIV Verification Form

S e

Opscan form (Data Collection
Form)




Anyone requesting an HIV
Ohio Test should be screened
for risk, per the Ohio HIV

Department of Health

Testing Protocol.



Risk Assessment

hio

Counselor 1D #: Site Location:

Today's Date:

Flease complete this form — it will help your counselor measure your risk for HIV. If you don’t know an answer or feel
uncomfortable with a question, leave it blank. Your counselor will review this with you during your session.

Personal Information — Please answer the questions below.

Date of Birth: County Where You Live: Zip Code:
Aga: Oaz-10 O 2p-24 O 25-34 Oas-40 O 50 or aver
Race & Ethnicity: (Sefect ALL thotapplyl O american Indiany/Native Alaskan [ asizn O slack/african american
O Metive Hawaiian/Facific islander [ White
O Hispanic/iatine O Mon-Hispanic/Latinx
Current Gender Identity: O male O Femala O Trans/Monbinary
Sex at Birth: O maale O Female
Saxual Health Information — Plzase answer questions 1- 11 balow.
1. Are you pregnant? COves CHe CDon'tknow [ HN/A
2. Have you ever been testad for HIV? Oves O Mo  Dote of Lost Test:
Result: O Positive O Megative O Don’t Know
3. Have you ever heard of PreP or PEF? [ ves, FIEP O ves, FEF O nNe
4, Are you currently taking Prep or PEP? [ Yes, Prep O ¥es, PEP O Ne
5. Hawve you taken PreP in the last year? [ ves Orne

6. Were you told by a Local Health Department that you may have been exposed to HIV? [Jves [INo ] Don't Know

7. Are any of your sex or injection partners HIV+?

O ¥es O Mo O Don‘t Know

B. IF you have a sex or injection partnek who is HIV+, are they on treatment?

O ¥es O Don‘t Know O M/A (o HIV+ partners)

9. Have you had an STI in the past 12 months? | 10, Have you injected or shot up 11, IF you've injected or shot up, have

any drugs in the past 12 months? | you shared needles or equipment?

Yes No pon‘tEnow | [ Yes, prescribed to me O ¥es O Mo

Syphilis jm] O m] O ¥es, drugs not prescribed to me | [ Don'tinjact drugs

Other m] m} [m] O o

Sexual Partner History — Please answer questions 12-17 about your sexusl partners.
12. About how many partners have you had in the last 12 months?
13. Were any anonymous, oF someone you didn’t know? [ ¥es jmp

14. Tell me about y

r sexual activity for the past 12 months:

My partners were._. Condom use was... My position(s) were...
Always  Someti wever | vaginal anal (top/givingl _anal (bottomytaking]
Men O jm] jm] jm | jm] jm |
women [l O O O O ] ]
Trans/Monbinary
individuals o - - o - o o

2020

hio

Counselor 1D #: site Location:

15. Do your partners inject or shoot-up any drugs?

Oves O e O pon’t Know
16. Have any of your partners had an ST1 in the last 12 months?
es No Don't Know

Syphilis O jm] O

ather [m] fm] [m]
17. If your partner{s) have sex with other pecple, do they have sex with_..
O Gay/si sen__Jwomen [ Trans/Menbinary individuals I Straight Men [0 M/A (Mo other Partners} ] Don't Know
Additional Infermation Please answer questions 18-20 about needs you may have.

25, Do you have reliable

N N .
1E. Do you have health insurance O v O N transportation?

O ves O Mo

19, If you are HIV positive, are you

currently seeing 2 medical provider for  Clves 2 N i:'“':i: ":‘;E":s“: amy immediate Oves One
treatment? O nia & :
20, Do you have trouble taking a daily N 27, Do you feel safe in your . O Ne
medication? Oves  DOne relationship? Oves 5 a
21. Do you have any mental health B 2B, Does your partner pressure you B
‘concerns? Oves O Ne into having sex? Dves O e
29, Do you ever exchange sex for
22. Do you use drugs or drink alcohol? O ves O Ne money or drugs or something you O res O No
need?
23. Do you have any untreated STIs? Cves One
24, What is your current employment status?
I Employed, not looking for work I Part-time, seeking full-time work O unemployed, looking for wark

O other:

2]

STOP HERE. ¥OU HAVE REACHED THE END OF THE RISK ASSESSMENT.
Saction Only Completad by HIV Tast Counselor

Client or partners come from an Ohio population prioritized for testing? [ses score sheet for list] ¥ O
fl‘::;[::r'::l“' e - ¥ [ Total Risk Score:
If test affered to i elow S0, justify here:
OpScan 5 yaar questions: In past § years_.
had sex with woaman? J ¥ O N with man? ¥ N With trans persan? ¥ CIN Injected drugs? YO N
O mep O Linkage ta HIV Medical Care
O Health Benefits Navigation O Medication Adherencs Suppart
O Mental Health Services jm] Use Treatment
(g [ Hewsing [ Transpartation
O DVAIPY I nterwention O Employment Services
O Perinatal Support O Pa Enraliment
O Risk Reduction interyention O Linkage to HIV Medical Care
Service provided: [ PrEF Nawigation [ Medication Adherence Suppart
[ Health Benefits [ PAPI Envaliment

2020

Ohio

Department of Health




Risk Assessment cont.

Client should be given
Ohio the opportunity to fill out
bepanmentorrean L€ Risk Assessment
before talking with the
test counselor.



I e
HIV Test is Given & Client Tests
Negative

The Risk Assessment and Opscan Form
from the testing session should be sent
together.

(please do not staple or paper clip together)




Client Does Not Receive an HIV Test

The Risk Assessment should be kept in
the client record but not sent to ODH.

These forms may be reviewed during a
site audit.




Risk Assessment Score Sheet

® Ohio

Depariment of Health

HIV Risk Assessment Score Sheet

This scoresheet highlights respanses an the HIV Risk Assessment that contribute to or are associated with increased risk (a
pointvalue) or lead to key decision peints [referrzl, end counzeling session, etc).
The score sheet does not need to be submitted to ODH.

Were you referred for an HIV test froma Yas 50
Local Health Department? (DI5 contact)
Have you ever been tested for HIV? Pozitive STOP - Linkage to Care
Currently taking PrEP or PER? ‘Yes, PEP STOP — refer to provider
urres aking or PEP?
Yes, FrEP If taken daily, STOP - not =t risk for HIV
Syphilis/Herpes +10
Have you been diagnosed with an STD in Other +5
‘the past 12 months? Yes +5
Treated?
No +10
Injected,/shot-up any drugs in past 12 Ever share needles ar Yes +10
months?  IF YES, NOT PRESCRIBED i No +5
Al Sometimes +5
How often do you use il
MNever +10
‘iaginal [if assigned male at birth); Anzl [top) +5
When you have sex do you:
iaginal [if assignad femsla st birth); Anal (bottom) +10
Were any partners Yes +10
Do your partners inject/shoot-up any Yes +10
drugs? Don't Know +5
Are any of your partners HIV positive? ‘Yas, but nat virally suppressad [not on trestment) +50
Don't Know +5
Syphilis{Herpes +10
fes
Other +5
Have any of your partners had an STD in
ez Don't Kn +5
the last 12 months? Treated? as/Don o
No +10
Don't Know +5
If your partners have sax with other te, ‘Gay/Bi men Ur'!'rans ‘nonbinary individuals +10
- ¥ ‘Women or Straight men
do they have sex with..? +5
Don't Know
Do you ever e@angese: for money or Yas 10
drugs or you need?
Is the chent f an Ohio priorit O young Black men whao have sex with men (YEMSM|
population? O men who have sex with men {MSh)
O people who inject drugs [PWID]
REMINDER- O trans/nonbinary persons (zspecially young, Black) Yes
OpScan will ask: In past five years O partner of a person living with HIV/AIDS (FLWHA)
- Hod sex with man [ partner of PWiD +45
- Hodsex W"_r" waman O partner of MsM
- :‘“?d sex :m' CErE D O had a syphilis diagnosis in the [ast year
- Injected drugs [ have movsd from the South and haven't been tastzd
. Test Recommended?
Total Risk Score: ¥ N
isk Score: 501}

Updated 2.21.2018

The Risk Assessment
SCORE SHEET

Is for the tester to use to
score the assessment.

It Is not sent to ODH.

Ohio

Department of Health




Risk Reduction Plan

hlo Risk Reduction Plan

Last First
Kame: Name:

RISK AWARENESS

Knowledge Awareness:
« Maveyou ever been tested before?
* What have yau heard shaut HIV?

o _about how peaple can get HIV?

o _ahaut how peaple can avaid HNV?

Cost [ Benefits Analysis:

= What's working for you with what you are daing now?
= What are you daing now that you would like to
change?

What & the hardest {mast difficult] part of changing?
= What might be good about changing?

.

RISK PERCEPTION|
Client: (high) 8 4 3 2
Counselor: fhigh) & 4 1 2

RISK REDUCTION PLAN

Plan Process: 1. Liststeps client i willing to take to reduce risk.

Significance to Self:

= What s the reasan far getting tested far HIV?

* What i your testing is positive?

* I negative, how will you continue to remain so?

Capacity Building:

* What will be the most difficult part of this for you?

#  How have you handled 2 similar situation in the past?
«  What will you need to do differently?

+ When will you do this?  What words will you use?

1 _flow] RISK REDUCTION STRATEGIES
1 _flow) O Talk to a medical provider about PrEP
a Try ta limit numier of partners
O Ask cument or future partnen(s) to be
tested (3 partner who respects you wil
qet testad)

2. Dlarify cast and benefits of the alan and adjust & nesded. O Use condoms for try to increase the

frequency of condom use.)
Getto know future pariners betier

o

before hawing sex

(=]

sk partners about s=xal history (=
have you ever had 3 sexually

O Don't have sexwhen your judgment
could be impaired. (e with use of

alcohed or drups)
O Try notto share drug equipment

EDUCATION, PREVENTION & FOLLOW-UP

Materials Given: ] Hiv/sTI Infa I 5L HIv/STI Materisls Deerinte Ll oental Dams/Mise.
O candams [ receptive “Female” Condoms O Lube O pemonstration

Follow-up Card Given: [ ves [ 0o

Referral Made: [dves Dna

Retest Recommended: [ ves [ uo Retest Date: | A I

Counselor Name:

HIV Antibody Test Results®

"A negative MV test resul doss not exciude the passibility of infection with HIV dus to the window perisd,

Risk Reduction plan
should be developed by
the tester and the
client.

This Form is NOT sent to
ODH.

Ohio

Department of Health




HIV Verification Form

® Ohio HIV VERIFICATION FORM

Departmant of Heaith CONFIDENTIAL

[This frern shiuld be provided ta a medical o serice pravider chasen, by the dient, to verify they have received twa reactive
ragid HIV test results.

LAST NAME FIRST NAME

PHONE GEMDER D.0.B.
COLLECTION DATE TIME

1% Rapid Test oraquick 0 nsti O Hegative [ Positive  [J
2" Rapid Test oracuick O  Insti O negative [0 Positive O
TEST SITE

=12 PHONE

TESTER NAME CTR TESTING #

TESTER SIGNATURE

Rapid HIV testing considerations:

#  [fthe 13t rapid test is NEGATIVE, the screen is considered negative for HIV antibodies.

« |f the 1st rapid test is POSITIVE, confirmatory testing (melecular tests) from an outside lzboratory or
a second rapid test is recommended.
* If two different rapid tests have been parformed and are both POSITIVE:

" Based on current COC guidelings, the patient is considerad positive for HIV and has
been referred for care. Additional testing may ke performed by the provider to evaluate
for treatment options

#  If two different rapid tests have been parformed with the second test NEGATIVE:

= The results are DISCORDANT and require further investigation. Refer to an outside
lzberatory or provider for confirmatory testing; recommend follow-up testing in 1-2
weaks; or provide rapid linkage for confirmatory.

Dear Provider: This has b sclosed to you fr i i ted fi k by state lows. You
sl make nofurther disclasare of this information without the specific, written, ood informed release of the individua) to whor
it pertains, of otherwise permitted by state laws, A general outhorization for the release of medical or ather infarmation is not
suffieient for the release of IV tast rasalts ar diognases

ith test i
Ohia Department of Healt
24 st

nce HIV is verified, client receives
a Verification Form.

eep a copy in the client records.

Form is NOT sent to ODH.

Ohio

Department of Health




Data Collection W Ohio EvaluationWeb

Ohio Evaluation Web 2019 HIV Test Template

Form ID {enter or adhere)
if client tests positive for HIV:

* The Evaluation Web Data

Client Contact Information

2 | PrEP Awareness and Use

(complete for all persons)

Hazs the client ever heard of PrEP?
O Mo O ves

:
Collection form known as

Program Announcemsnt

[E P515-1802

an Opscan Form e

Site Zip Code

Iz the client currently taking daily PrEF medication?
O Mo Oves

Hzs the client used PrEP anytime in the last 12
months?
Mo O ¥es
3 | Priority Populations
{complete for all persons)

In the past five years, has the client had s=x with 2

should be sent with T

Test Counselor ID

the Risk Assessment. G

Client 3tate (USPS abbraviction)

Client County

Client Zip

Client Ethnicity
] Hispanic or Latinx
I Mot Hispanic or Lating

Don't Know
Declined to Answer

 Forms from the testing

Asian
Black or african American

Mative Hawaiian or Pacific Islander

g
2

Not Epecifisd
Declined to Answer
Don't Know

mazle?

O Mo O ves

In the past five years, has the client had sex with 2
female?

O Mo O ves

In the past five years, has the client had sex with 2
tranzzender person?
O Mo Oves

In the past five years, has the client injected drugs
or other substances?
m O ves

4 | Final Test Information

(complete for all persons)

Test Type [select one only)

O cus-waived O Leboratory-based Tast(s)
Foint of care
{POC] Rapid Test(s)

Lab-basad Test Result

session should be sent

T Mzle  Fermnzle

 Declined to Answer

Client Current Gender Identity

together.

O Transgender Male to Female
_ Transgender Female to Male

Transgender Unspecified
another Gender
Declined to Answer

Has the client ever previously been tested for HIV?

O Mo Z Yes

O Don't Know

I HIV-1 Fositive
POC Rapid Test Result [ HIV-1 Fositive,
possible scute
T Prefiminary Fositive [ HIV-Z Pasitive
Tl Werified Fositive I HIV Positive,
O Megative undifferantiated
Discordant O HiN-1 Nagative,
O tewabd HIV-2 Inconclusive
HIV-1 Nagative

HIV Megative

ncanchusive, further

testing ne=dzd

Ohio

Department of Health




I e
Opscan Form
* The HIV Prevention Monitoring and
Evaluation (M&E) team has a step-by-step
webinar for filling out the Opscan form that
can be requested.

* Contact your regional coordinator if you
would like access to that webinar.

* Please refer to the Opscan Test Form Manual
for definitions of variables and values on the
Opscan form.




1.1) Negative Opscan

and Risk Assessment

om!
*ta Enfry} Pages:

<ty Costact
name'emall:

d

Duality Assurance
(Negative OpScans Only) .
2) Opscan Corrections

When sending
forms by FAX-

Please use the
fax cover sheets
supplied by ODH

amveopseansand e 3) Information for New or

pdated Information for b

Proviousty Disgnesed c - Previously Diagnosed
Clients

Department of Health



L
Data Collection Quality

The Opscan form should be filled out completely and
accurately.

If any variable is left blank or filled out incorrectly the
CDC system will not continue with the form, making the
data impossible to enter.

Every testing site should have a quality assurance
person who reviews forms for complete

information before sending this form to ODH.




Data Quality Assurance

Opscan forms submitted to ODH with QA issues will
be returned to the Regional Coordinator. The Regional
Coordinator is responsible for obtaining corrections
and must resubmit forms to ODH M&E within 5
business days.




Opscan Quality Assurance

Such issues are:
* Opscan with no Risk Assessment and vice versa.
* Fields left blank

 Opscan ID Number (i.e. the same Opscan ID
number used for more than one client)

* Incorrect Data (i.e. testing date recorded as date of
birth)-

* lllegible writing




Review

Forms to be sent to ODH Forms to keep in client record
Risk Assessment  Risk Assessment
 when client receives a test * Copy if client was tested and

Data Collection Form (Opscan) send original to ODH

* Original copy if client was not
tested

e Risk Reduction Plan client can
receive a copy.

e Evaluation Web

 Data Collection Form (Opscan)

e HIV Verification Form if needed

Ohio

Department of Health



THANK YOU

For more information on filling the forms
out or on test counseling, contact the
HIV Prevention Coordinator in your
region.




Contact Information

Wendy Adams

Public Health Consultant,
Ohio Department of Health

Wendy.Adams@odh.ohio.gov



mailto:Wendy.Adams@odh.ohio.gov

