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Meeting Summary: July 10, 2008
Chair:  Paula Armbruster

Introduction of Participants:  Alex Geertsma, MD (Acting Chair), Carol Stone & Heidi Jenkins (DPH), Lois Mascia (Anthem), Roberta Geller (CHNCT),Mary Ellen Bocaccino (DSS), Josh Rising, MD (CGA), Mark DeFrancesco, MD (Women’s Health CT), Susan Lane & Deborah Hamer (Planned Parenthood), Mariette McCourt (Council staff).
Sexually Transmitted Disease: Best Practices
Women’s Health CT: Mark DeFrancesco, MD, Chief Medical Officer

Women’s Health CT evolved from a merger of 30 OBGYN practices into a single practice with Dr. DeFrancesco as Medical Officer for this large practice. Dr. DeFrancesco stated their practice guidelines for STD screens are based on the HEDIS measure and noted that screening at a prenatal care visit is about 100% versus an estimated 50% screening rate for average visits.  While the latter screening rate is lower than desired, it is consistent with US rates and has improved from the previous 10-15% rates in the commercially insured population.  National Medicaid screening rates are higher than commercially insured screening rates.  While STD screens are recommended for a broad population (<age 25 years) they are generally done in a practice:
· At the first prenatal care visit

· As part of an annual cancer screen visit (PAP  test), 

· At patient request: < 25 years of age and in a relationship with a new partner.
Dr. DeFrancesco stated that most patients view STD tests as part of routine care and usually do not refuse the test. The medical assistant office staff often remind the practitioner about the screens routinely setting up for this to be done at the same time as the PAP/PNC exam, using fluid swab.  This private practice billing system does not include a CPT code for Chlamydia tests so a chart review would be needed to extrapolate the screening rates in order to give individual practices performance feedback.
Planned Parenthood CT (PPC): Susan Lane & Deborah Hamer (click on icon below for presentation)
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Susan Lane, Director of Planning & Grants and Deborah Hamer, PPC Director of Quality Care, provided information about PPC’s STD testing and treatment and their participation in the CDC’s Infertility Prevention Project managed by Heidi Jenkins in the Dept. of Public Health.
· PPC operates 18 health centers across the state and is the largest CT provider of reproductive health care and the state’s leading sexuality educator.
· PPC’s Manchester, Meriden and Willimantic centers also serve as the local STD clinic in their community.
· Expansion of HIV testing and use of urine tests rather than culture-based tests for Chlamydia have resulted in doubling the number of men seen at the clinics in the last 4 years.
· PPC uses CPT codes for billing screens so they can track screening rates/clinic and provide each PPC clinic with screening performance feedback. 
· Community education: PPC provides a parent education program in New Haven to assist parents in becoming more comfortable talking to their children about sexual activity issues.  In addition, they provide a sex education summer program to youth and those that attend the 4 session program can receive free services at a PPC clinic for a year.

· The DPH Infertility Prevention Project (IPP) focus is to increase the percentage of women and men, 15-25 routinely screened for chlamydia and increase the number of those tested positive to return for a re-test in 3-4 months per CDC guidelines.  PPC offers free chlamydia and gonorrhea screening and treatment at 12 of the PPC health centers. 
Department of Public Health: Heidi Jenkins, STD/TB Program Director 
(Please see CT data on STDs provided by Heidi Jenkins in separate doc.)
Heidi Jenkins, as STD Program Director in DPH offered the Subcommittee a wealth of information on STD rates and DPH/CDC initiatives in CT as well as current CDC guidelines.  Ms. Jenkins described the Department’s community-based approach toward reducing STD/chlamydia rates in CT that includes projects in the school system that educate youth about STDs and offer testing, juvenile facilities, free screening day at colleges and services for underserved populations in STD clinics. Attempt to change the culture toward a primary prevention model by working with youth before they become sexually active.  Clinic and project lab tests are processed by the state lab that has federal funding, which has been flat funded over the years (see state lab data above). 
Subcommittee discussion points included:

· Chlamydia infections are often asymptomatic (60% of men are asymptomatic, 80% of women) therefore broad population screening is needed to identify infections that can lead to women’s infertility.  Now that non-invasive urine screens are shown to be accurate in identifying positive tests, there are few if any barriers to doing routine screens when a person presents for a health care visit. This finding would be informative to practitioners.
· CDC is recommending follow up for positive tests and treatment in 3-4 months. A CDC study is looking at the type of chlamydia strain found initially and that found on subsequent re-infection that would indicate a new source of infection.

· Why are tests not routinely recommended for adults > 25 years?  It is cost effective to test those < 25 years, as test results for those 26 years and over tend to be less reliable. This population also tends to have lower sexual behavior risk factors compared to younger adults & youth. 

· Helpful for MCOs to identify the specific CPT code for chlamydia test claims to allow the practices to internally track their screening rates.

· PPC and DPH talked about the difficulties in screening/treatment of a partner(s) of the infected person to reduce the spread of the infection to others.  The Medical Society and DPH may want to consider and approve “expedited partner therapy” whereby if the partner(s) will not go to a clinic for testing, they could be given a medication script for chlamydia given the probability that they re also infected.

· From the medical practitioner perspective, Dr. Geertsma said it is important to encourage practices to do adopt best practices in STD/chlamydia screening and treatment. Individual practice staff education has been successfully done through professional detailing method.  Office staff such as medical assistants may be the key individuals to facilitating the screens as part of the office medical team.

Next steps:
· Learn more about clinics, school-based health centers and independent practices’ approach to STD screens.

· Through the Subcommittee, participants will develop screening, treatment and follow up test guidelines for practitioners and identify appropriate billing codes for these claims. 
· Identify how the state lab screening data can be used in conjunction with HUSKY MCO lab claims data to develop a “benchmark” for STD screens in HUSKY and then compare the prevalence of screens in the targeted population subsequent to outreach to practitioners. 

Next meeting is Thursday September 11 @ 9:30 AM in LOB Room 3800. Dr. Shlansky, St. Francis Hospital will attend to review her clinic’s experience and approach to screening. 
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Planned Parenthood (PPC) Report to MMCC Quality Subcommittee 7/10/08


Facts about PPC and STD testing and treatment


PPC is the largest provider of reproductive health care in CT and is the state’s leading sexuality educator.


· PPC operates 18 health centers across the state.


· We provide about 104,000 visits to 61,000 women, men and teens each year.  About 4,000 of our patients are men.  


· PPC provides primary gynecological care—family planning, annual exams, Pap tests,  Gardasil (the HPV vaccine), testing and treatment for sexually transmitted diseases, HIV testing (rapid and standard blood tests), breast and pelvic exams, colposcopy, cryosurgery and LEEP (procedures to diagnose and treat cervical conditions), surgical abortion and medication abortion (the abortion pill). 


· About 18% of our patients are Black, 22% are Latino/a, 1 percent are Asian and 3 percent are multiracial.


· Just over 60 percent of our patients are between the ages of 15 and 25.  


· About 25% of PPC patients are covered by Medicaid; 28% are covered by commercial insurance plans; 47% are uninsured.  Fees for self pay patients are offered on a sliding scale that is based on income and family size.  No one is turned away due to inability to pay. 


· PPC provided the following tests in 2007


· Chlamydia:  


· Women: 31,485


· Men: 4,164


· Gonorrhea


· Women:  31,383


· Men: 4,161


· Syphilis


· Women: 5,046


· Men: 2,498


· Herpes


· Women: 1978


· Men: 980


· HIV


· Women: 6,647


· Men: 3,109


· In general, Medicaid plans and commercial payer reimburse for STD screening and treatment.  


· PPC is the Title X grantee for the state of Connecticut and participates in the CDC’s Infertility Prevention Project (IPP).  As a result, PPC offers free Chlamydia and gonorrhea screening and treatment to women and men at 12 of its health centers.   The program primarily targets women 15 to 25, but will also serve women and men 26 and older who have a risk factor or are symptomatic.   In Connecticut, the IPP is run by the state STD control officer (Heidi Jenkins at DPH).  


· PPC’s Manchester, Meriden and Willimantic centers serve as the local STD clinics in their communities. 


· PPC offers urine-based testing for chlamydia and gonorrhea, which is more sensitive than culture-based testing and is less uncomfortable for men.  This, along with the expansion of HIV testing, is a primary reason the number of men served at PPC has doubled over the last four years. 


· The current priority of the IPP program is to increase the percentage of women and men 15-25 who are routinely screened for chlamydia. And increasing the number women and men that have tested positive to return for a re-test in three to four months.  



