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Epi 245 - Assignment 3: Making a Case for the Implementation Gap
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.
Assignment Two
The COM-B and the CFIR approach to identifying implementation gaps will provide the analytic framework to apply to GC/CT screening. 
Consistent with the COM-B framework, qualitative analyses have identified multiple provider, patient and system-level challenges to implementing GC/CT screening. At the patient level, STD- related stigma, knowledge of the need for STD screening, time constraints, having a provider recommend testing and lacking a social network all have been identified as limitation in GC/CT testing.[6-8] At the provider level, having sufficient time and poor sexual history taking were identified as potential barriers.[9] At the systems level and not having a primary care provider was associated with a 3.84 risk of not having been tested in the last year.[8] Furthermore, there seems to be a phenomenon amongst black MSM whereby despite decreased sexual risk taking practices (fewer reported sexual partners and higher reported prevalence of condom use), but higher prevalence of HIV.[10] Black MSM also reported had significantly lower proportion receiving insurance coverage, lower proportion having health insurance, which again may speak to the structural barriers associated with race.
Using the COM-B model overlooks some of the processes involved in obtaining GC/CT screening, including testing platform, clinic work-flow and incentives within routine clinical care for patients with HIV that the CFIR model emphasizes. Using literature on PrEP, one limitation that providers cite to prescribing PrEP is the frequent lab monitoring that is necessary to comply with guidelines recommendations. Moreover, providers cite the lack of established norms (in the PrEP setting) as a barrier to providing this as a preventive measure.
Assignment 3
Emphasizing the differences in RPR and LDL screening to GC/CT testing, as noted by Berry and colleagues, may highlight important issues to improve screening, namely the testing platform. Invasive testing of the rectum and oropharyngeal cavities is necessary to complete GC/CT testing. This is often collected by a primary care provider, a setting in which motivation, knowledge and sitgma can limit GC/CT testing. For instance, a recent review article identifies three key steps to improve adherence to testing guidelines: streamline testing with drop-in clinic visit for STD screening and providing automated test result reporting to patient.[11] Another effective means to minimizing the impact of clinic visit, patients are being offered self-testing kits to complete testing while at clinic visits. This has been shown to improve sensitivity of test results for asymptomatic patients, but limited studies have evaluated their impact on clinic screening rates.[12]STD Testing
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