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2020 NHAS Goals

* GOAL 1: REDUCING NEW HIV INFECTIONS
1.A,1.A.2

 --We offer testing at many locations at varied times
to ensure accessibility for all schedules. We test at
venue-based-outreach locations to expand our scope
and reach marginalized communities.

* GOAL 2: INCREASING ACCESS TO CARE AND
IMPROVING HEALTH OUTCOMES FOR PEOPLE LIVING
WITH HIV
2.A,2.A.1,2.A.2

e --Seamless linkage to care through instant referrals to
the patient navigator and rapid HIV test results.
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Goal 1:  We distribute informational materials about PrEP and other preventive services while at the venues which helps increase awareness, link people to medical care, and 


Testing, Testing Everywhere
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By screening clients coming in for testing at the Courthouse we were able to administer 1030 HCV tests with a 51% positivity rate in 2015. For clients coming in to NOSAP in 2015. To help address this incredibly high HCV positivity rate we’ve just hired an HCV patient navigator. 


A Snapshot Of The Numbers

HIV in Louisiana

= | ouisiana ranks 2nd in the nation for estimated HIV case
rates when comparing all 50 states

*New Orleans ranks 3™ in HIV case rates among major
metropolitan areas in the United States

*2015 4t Quarter Report, Vol 13, No. 4. Louisiana Office of Public Health

NO/AIDS Data:
2011 - 2,785 HIV Tests
2012 - 3,131 HIV Tests
2013 - 4,647 HIV Tests
2014 - 5,710 HIV Tests
e 2015 — 8,355 HIV Tests

Consistent 2% positivity rate
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Conventional HIV Testing
Prior to 2013

e Test 1: Rapid oral HIV test offered at clinics and
venues

e Test 2: Western Blot confirmatory test — sample
taken same day. Took at least two weeks to
process/notify the client of result.
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First meeting with Patient Navigator would only be to receive confirmatory results. 
Enrollment in case management couldn’t begin until a second meeting was scheduled because clients wouldn’t be able to bring documents needed for enrollment. 
Meeting with a doctor for a blood draw/CD4 and viral load would usually take place at a third appointment due to lengthy enrollment times.
Linkage-to-Care took at least a month in best case scenarios



Rapid/Rapid HIV Testing

e Test 1: Rapid finger-stick test (offered at clinics
and venues)

e Test 2: Second rapid finger-stick test (made by
a different manufacturer)Administered only
minutes after a positive result from “Test 1”
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Upon a second positive rapid positive result the client has the option to begin the process of linking-to-care right away.



Agency Linkage-to-Care Rates
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Recommendation – now that the goal is to link within 30 days – don’t forget that people will still link outside of that period! Keep following up with them! 

2013: 92 out of 98 linked, looking at internal data – including >90 days (3 cases)
2014: 91 out of 100 linked, looking at internal data – including >90 days (4 cases)
2015 (Jan-Sept 2nd) 48 out of 53 linked - including >90 days (2 cases)

Katie- Even found the pertinent contact to link someone to care in Kenya!


Increase in Linkage!

*Prior to implementing rapid/rapid testing,
we faced an average linkage time of 6
weeks from diagnhosis because of the delay
of conventional confirmatory testing, i.e.
Western Blot.

Now with rapid/rapid testing, of the linked
newly diagnosed clients, 94% were within
60 days and 70% 30 days.
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2015 numbers
57 newly diagnosed tested positive, 50 were linked to care. (88%)

Meaning, we are linking people faster than before when the NHAS goal was within 90 days.




Benefits of a Patient Navigator
Using a Rapid/Rapid Algorithm

e Benefits of Having Our Patient Navigator:

Benefits of a Rapid/Rapid Algorithm:
* Client leaves initial HIV testing session with a “proof of diagnosis”

* Will help meet “Indicator 4” from National HIV/AIDS Strategy
2020

* Patient Navigator can contact/meet clients in just minutes-to-
hours after positive results to set up an appointment for
enrollment in services and linkage-to-care
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Benefits of Our Patient Navigator:
Intimate knowledge of prevention, case management and medical departments
Expedited linkage for new positives that are very sick
Patient Navigation cell phone allows for quick follow up/long term communication

Benefits of a Rapid/Rapid Algorithm:
Client leaves initial HIV testing session with a “proof of diagnosis” (Which is 1 OF 3 Things needed for enrollment)

Fast L2C happened in 2 hours. 
Finally, after creating a position solely dedicated to patient navigation we saw an increase in linkage-to-care from 52% to 92%.  By following our combination of a patient navigator, rapid/rapid testing, and venue based outreach testing we can strive for fast linkage to care which ultimately lowers the community viral load. 


CrescentCare’s
Continuum-of-Care

Indicator Percentage
Calendar Year 2015 1.Retained in Care 77.807203
2000 1888 2.ARY J6.483051
1800 3.VL Suppression £9.226695
4.Retained to VL Suppression 88.97209
1600 1469 1444
1400 1307
1200
1000
800
600
400
200
0
Linked to Care Retained in Care: 77.8% ARV Prescribed: 76.5% Retained to Viral

Suppression: 89%
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1888 HIV+ people accessed care once in 2015

Retained in care-2 medical appts at least three months apart in 2015.

Most recent viral load is less than 200.



HIV Care Continuum - State
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40% of those virally suppressed are linked to Crescent Care .
This chart is from 2014 data.


HIV Care Continuum - National

Example 1: Prevalence-Based HIV Care Continuum, 2011
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Diagnosed Linked to care* Engaged in care Prescribed ART Viral suppression

* Linkage to care rmeasures the percentage of people disgrosed with HIV in a given calendar year who had one or more docurmented viral load or CO4+ test within three months
of diagnosls. Because it is caloulated differently from ather steps in the continuurm, it cannot be directly compared to other steps and s therefore shown in a different colos,
See Table 1 on page 4 for mone details.

Source: CDC. Vital Skgns: HIV Diagnasis, Care, and Treatment Arnong Persons Living with HIV — United States, 201 1. MMWR. 2014:63(47£1113-1117.
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Patient Navigator:
A Hybrid Employee

* Benefits of Hybrid Patient Navigator:

* Intimate knowledge of prevention, case management and medical
departments - better experience for client

* Red carpet treatment for clients

* Expedited linkage for newly diagnosed positives and those that
are very sick.

* Key Inputs:
* Collaboration - Prevention & Medical Departments as well as
State Disease Intervention Specialists
* Patient Navigation cell phone
* Intake paperwork
* Secure server allows for database sharing and follow up
* Client centered flex-time
* Training and Re-training counselors — including Patient Navigator
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Challenges & Action Steps

Client is in an unstable Transportation assistance,
living situation case management

PN cell phone & in
Client lacks regular access to community regularly

h d email
phone and emai Work with DIS

Denial, shock,

anger, stress

Healthcare can be a low
priority if other needs are
present
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I’ve had clients call from Google Voice when their phone number had changed..
I have one client who lives with his grandmother and doesn’t have a cellphone so we only communicate through email.
I talk to clients about HIV 101 to help lower stress related to false information found online or from friends.
We can help with bus tokens, transportation, emergency food items, health models incentives to try to address their other needs.  Housing is also a big issue and case managers help with transitional housing etc.
The patient navigator is also beneficial for finding out these needs and communicating them to the case manager.


Things We Have Learned

Keep Patient Navigation flow simple
Constant and clear communication between Navigation Staff

Develop a Navigation flow that works for your organization.

Coordinate with your State Office of Public Health.

Any agency can increase their linkage to care rate.

...even with limited time and without fancy software.
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Keep your Patient Navigation flow simple - If you can not currently bring on a full time Patient Navigator, have 2 current staff split the duties. Try not to use more than 2 people – the whole goal is to have a client meet one friendly face of the organization who will help them with the first daunting steps of linking to care.
 Constant and clear communication between Navigation Staff - If multiple staff fulfill Patient Navigation duties, create clear lines of communication between them. Touch base several times a week for updates and meet every time there is a new PP test to agree on a plan of action
Coordinate with your State Office of Public Health.  - DIS is an indispensable tool. Also, you might be counting and labeling data differently than they do, which can affect reporting.



Thank you!

Questions?

Katherine.Conner@crescentcarehealth.org
Joseph.Olsen@crescentcarehealth.org

AIDS

TASK FORCE

CrescentCare

A PARTNERSHIP FOR LIFE
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