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Executive Summary


Announcements 

None

Content Overview 

· Purpose 
· This call will outline the national data collection plans for 2014 
· This call will outline possible approaches to some identified barriers

· Take home messages 
· Data collection will be completed by EPRP for 2014 
· Data will be from May through August using same sampling methodology
· Data collection will include two new elements – time frame from documented oral consent and lab draw and location in EHR for the oral consent 
· Reviewed two barriers and offered possible solutions 
· Slide Set and Full Faculty Notes



Question and Answers/Discussion 
 Included in FAQ document ON HIB web pages  


Next Calls 
 
Next PE Call will be September 15, 2014.  
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FY2014 Requirements

2014 IntegratedEthics (IE) program metrics include a requirement that identified facilities complete a Preventive Ethics (PE) improvement cycle to address documentation of oral consent for HIV. 

Identified facilities are those facilities where;

data showed that oral consent for HIV testing was documented for fewer than 95% of tests ordered and/or

at least one HIV test was obtained from a patient who had a documented decline of HIV testing and no subsequent documented consent.
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VHA EPRP FY2014 Data Extraction: Oral Consent for HIV Screening

New for FY2014

Data will be pulled for records in which there is an HIV test reported within the time period of 5/01/2014 – 8/26/2014

Data sample will be from outpatient records only

EPRP chart reviewers will go back up to 365 days from the date that lab results are available in the EHR to assess whether oral consent for HIV testing is documented

Qualitative information will be collected on where in the record reviewers find oral consent documented









In past years the data pull included a sample of records from August to August.  We compressed the time frame this year because we know the results from FY13 were not made available to PE teams until well into the first quarter of FY14; thus any results from activities undertaken to improve documentation of oral consent would not have been reflected in earlier months.  Even now, your local and targeted efforts are most likely to pick up measureable change – that can, in subsequent years be spread more broadly.

In the FY13 study, the sample (30 records randomly selected from each facility where an HIV screening test was reported) was selected from inpatient, outpatient and extended care records.  We found that only .003 of records were from an inpatient setting.  This makes sense because HIV screening is most often conducted on outpatients  –  therefore focusing on the outpatient clinics is where we can get the most “bang from our bucks” in terms of improvement.  Given the tiny number of inpatient or extended care records this will have no effect on the comparability of results from the FY13 data pull.

This is the most significant change.  In FY2013 we went back 60 days from when HIV screening tests were available in the EHR.  We have extended that period back to 365 days from when an HIV screening test is reported in the EHR. Data will be reported in terms of the % of records where consent was documented between (1-60days), (61-90days) (91-180 days) and (181-365 days).  Why  have we taken this approach?

As many of you observed, the relevant VA regulation (38 CFR 17.32) and policy (1004.01) are silent on the length of time that an oral consent is valid.

However, based on feedback from the field, and discussions with our colleagues in the Office of Public Health we understand that consent for the test is often obtained at the current appointment for labs that may be drawn at the next appointment in up to 12 months. Therefore the 60 day window may not have captured oral consent that had been obtained for HIV screening.  We will be able to answer this question by going back up to one year from when the screening results were made available.  This information will also be useful to our policy service when the Informed Consent policy is renewed.

That being said, as a rule of thumb, it makes sense when possible to use the 60 day timeframe since it is familiar (based on signature consent requirements for various treatments and procedures) and also based on the common sense expectation that beyond 60 days, a patient may have forgotten the details that were the basis of the consent. 



Documentation of oral informed consent has been found in unexpected places.  We have asked EPRP this year to document where consent is found, such as within the HIV Screening Clinical Reminder, on a lab report, within the progress note, or other.  This may help facilities assess whether a more standardized location for documentation of oral informed consent is warranted.





Similar to last year, results will be available to the field between the middle and latter part of October.  We will post them to the website http://vaww.ethics.va.gov/policy/IC_hiv_testing.asp.
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Potential Project Impacts

Billing a third-party payer 

Requires written authorization for release of information

Privacy Office and Central Business Office working on legislative proposals  

Testing rates 

Hard fixes may increase difficulty in completing test and decrease testing rates

Link to Office of Public Health website 

http://vaww.hiv.va.gov/index.asp







Thanks for copying us on this. Ms. Brosa is correct - while HIV testing only requires oral informed consent, billing a third-party payer requires a written authorization for release of information. Release of individually identifiable HIV-related health information by VA, with few exceptions, requires a written ROI form. Unlike HIPAA, there is no treatment, payment, or operations exception. There have been instances where we haven't been able to tell a non-VA nursing home of an HIV-infected patient's status because the patient lacked capacity to execute the ROI. 

The governing statute in this situation is 38 USC 7322, which was enacted in 1988; the implementing regulations explicitly regard the mere fact that an HIV test was performed, regardless of the result, as HIV-related information. This is a reflection of the era in which HIV testing was risk-based rather than routine. 

The Privacy Office and Central Business Office have been working on legislative proposals to change this, but there has not been progress. I was on a work group organized by CBO to find ways to reduce the workload required for getting a ROI - I will look up the contact on this tomorrow and send. 

 

While obviously we all share the goal of improving documentation for HIV testing, making this happen by making ordering more difficult is not a clear win. Be sure to include providers in your teams and implementation plans.  Would also suggest you contact and include your infectious disease provider in your teams.   
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