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Assignment 2 - Gap Analysis
Assignment One
Identifying gonorrhea and chlamydia (GC/CT) infections amongst patients with living with HIV (PLWH) can reduce transmission of HIV by reducing genital inflammation, and increased frequency of testing has also been shown to decrease subsequent incidence of GC/CT in men who have sex with men.[1,2] Since 2003 the CDC has recommended routine GC/CT testing for PLWH at least once a year, or more frequently based on local epidemiology or patient risk factors.[3] Given the high prevalence of GC/CT in San Francisco County, the San Francisco Department of Public Health recommends screening every 3-6 months in PLWH.
However, screening rates remain low in clinic populations. One national study of 19,368 PLWH between 2004 – 2010 found that only 39% of patients in care received GC/CT testing over the course of a year of clinical care.[4] Likewise, in San Francisco, only 37% of patient in HIV care received GC/CT testing between 2013 - 2014.[5] The GC/CT testing platform may be a major barrier completing recommended routine GC/CT testing. As noted by Berry et al, cholesterol and syphilis screening, which are both blood tests, occur at much higher proportions (74% v 61%) than routine GC/CT screening (39%).[4]
Improving compliance with routine screening recommendations for GC/CT in PLWH may reducing transmission of HIV.
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Assignment 2
1) There are multiple layers that contribute to the gap in realizing recommended GC/CT testing in patients with HIV that are engaged in care. 
Patient Level: At the patient level, stigma and competing priorities within a clinic visit are potential causes of incomplete GC/CT screening.
Provider Level: Time within clinic visit and misunderstanding of the recommended guidelines may lead to incomplete screening. 
Structural: The primary care clinic visit may be an ineffective way to screen for GC/CT in patients that are retained in care. This may be the most important piece to resolve the gap in GC/CT screening. By relieving the provider of the responsibility for testing, we decongest the clinic visit, minimizing the impediments of stigma on the patient level and time constraints on the provider level. 
2) Previous articles site diffusion of the knowledge of recommended GC/CT screening as a major factor in explaining the low uptake of GC/CT testing in HIV patients. However, as Berry et al noted in national GC/CT screening data, the annual lipid and RPR testing in patients with HIV, which rely on blood tests rather than swabs of body cavities, are completed at higher rates. 
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- knowledge of testing recommendations				- limitations of time
- Ability/training of ancillary staff to perform/instruct patients to		- patient willingness
perform test								- patient misses visits
- identifying/flagging patients in need of screening			
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		- patient refusal
		- patient under reports sexual risk behaviors
		- competing priorities in complicated patients

	* The most notable limitations of this model is that it does not distinguish or highlight between 	structural and personal limitations in capabilities, opportunities and motivations. For instance, in 	GC/CT testing, capability may be related to knowledge gaps of providers, which may have a 	structural solution (ie printing monthly reports on missed screening opportunities) rather than a 	purely individual/provider education intervention. 

Using the CFIR Model
	Intervention Characteristics 
		- CDC recommendations for GC/CT screening
		- Patients with Ryan White insurance have these testing metrics evaluated, but no large- 		scale or uniform mechanisms to incentives completing screening	
	Inner Setting
		- Swabs of rectum and oropharynx are collected by providers and sent for GC/CT testing.	
		- These are collected by primary care providers 
		- Trust/comfort between provider and patient
	Outer Setting
		- Some patient groups have higher rates of GC/CT and require more frequent testing
		- will there be infrastructural support to accommodate increased testing, 				communication of results and urgent treatment
	People
		- patients may have stigma that prevents them from completing GC/CT screening
		- providers may have limited motivation or understanding of guidelines
	Processes
		- Under-reporting of sexual behaviors
		- Cumbersome testing platform
		- Limited feedback of providers on rates of screening in their patients

* This approach, while incredibly comprehensive, does seem rather cumbersome. It does seem that while the COM-B is not as structured, it allows for the same construct, albeit less explicitly targeting both the patient, provider and structural levels of implementation.
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