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AGENDA ITEM/TOPIC DISCUSSION/ACTION ITEMS RECOMMENDATIONS/FOLLOW-UP 

Welcome and Opening 
Announcements  

Dr. Peter Gordon opened the meeting, welcomed all those in attendance and invited all 
attendees to introduce themselves. He mentioned the new QAC subcommittees (Drug 
User Health, Patient Reported Experience Measures (PREMs), Value Based Payment) and 
asked attendees to consider becoming a member of the mentioned subcommittees.  

-Reach out to the QAC co-chairs if 
interested any of the subcommittees. 

CAC Update Dana Diamond Dana Diamond, co-chair of the CAC, presented on the agenda for the CAC meeting, which 
occurred the following day. The agenda was composed of a QAC update; updates on the 
joint meeting report, stigma reduction, and digital health projects; a presentation on the 
National Center for Deaf Health Research/AIDS Institute Pilot project; an overview of the 
cascade guidance with an accompanying QI activity on how to integrate consumers; a 
discussion on tobacco cessation and the importance of peers; a PREMs discussion and 
presentation of PREMs in use at Evergreen; and a presentation by Brooklyn PATH on using 
peers to address open patients. 

 

Joint Meeting Recap Freda 
Coren and Anna Bezruki 

Anna Bezruki and Freda Coren presented on the joint meeting of the CAC and QAC, which 
occurred on December 14, 2017. There were three breakout discussion groups: 

1. Addressing open patients through quality improvement. Recommendations from 
the discussions were to encourage collaboration; incentivize ascertaining the care 
status of open patients; ascertain the care status in real time; tailor engagement 
strategies for different populations and parts of an organization; encourage the 
use of peers; utilize EMRs and other patient databases; improve understanding of 
RHIOs; and align the NYC and NYS expectations and databases. Action steps from 
these recommendations include compiling examples of how organizations have 
ascertained the care status of patients; have the AIDS Institute encourage an 
expanded use of peers; develop and provide education resources on RHIOs and 
the SHIN-NY; discuss aligning NYS and NYC expectations; and explain how HIV 
providers can engage with other united in the organization.  

2. Drug User Health. Recommendations from the discussion were to create quality 
measures for drug user health and begin using them in HIV primary care 
organizations or in OASAS-funded sites; improve access to care and have mental 
health services incorporated more into primary care; address stigma against 
people who use substances; and integrate a harm reduction approach in clinical 
settings. Action steps from these recommendations include forming a drug user 
health subcommittee; developing quality measures; expanding access to 
buprenorphine; facilitating pain management training and harm reduction training 

-Reach out to the QAC co-chairs if 
interested any of the subcommittees. 
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from HIV primary care providers; and including more people with lived experience 
on the CAC and in health care organizations’ CABs.  

3. Measuring Patient Experience. Recommendations from the discussion were to 
collect PREMs annually at the site level; share QI projects related to PREMs; ensure 
that PREMs are accessible to all consumers regardless to literacy level and 
accessibility; and include consumers in the development of PREMs. Action steps 
from these recommendations include forming a PREMs subcommittee; continuing 
education on PREMs; identifying NYS organizations using PREMs; and identifying 
patients who are unengaged in care to use PREMs. 

Dr. Christine Kerr, co-chair of the QAC, spoke to the importance of joining the 
subcommittees and that the work from these subcommittees will help to end the 
epidemic.  
 

Ongoing Initiatives in the 
NYSDOH Office of Quality 
and Patient Safety Dr. 
Marcus Friedrich 

• Dr. Marcus Friedrich, Medical Director of the NYSDOH Office of Quality and Patient 
Safety (OQPS), presented on the work completed by the Office. OQPS is relatively new, 
having been created within the last five years.  

• OQPS has a stroke quality initiative. Approximately, 50,000 patients are diagnosed 
each year with sepsis or septic shock and around 30% of adults and 9% of children who 
develop sepsis will die from it. Early detection is essential to reducing the mortality 
rate. In 2013, a NYS initiative required hospitals to develop clinical protocols for sepsis 
in adults and children; these protocols were submitted to the Department of Health 
for approval. OQPS created a sepsis advisory group, developed a data dictionary, 
collected data quarterly from hospitals on 70 variables, and convened a group of 
clinical advisors to develop pediatric clinical protocols. Additionally, the office, with the 
assistance of stakeholders, compiled evidence-based interventions to be initiated 
within the first hour, within three hours, and within six hours of diagnosis.  

• In 2016, the first report on sepsis in NYS was published with data reported from 170 
hospitals. It compared 2015 and 2016 data (utilizing a risk adjusted mortality rate 
model).  

• This report is currently available on the department’s website.  

• Next steps are to identify key clinical practices and delivery systems to improve 
outcomes in certain populations; align the data collection with the CMS sepsis 
measures; complete an analysis to evaluate the relationship between protocol 
adherence, specific interventions, patient characteristics and outcomes; and research 
national vs state trends in sepsis mortality.  

• Dr. Friedrich also mentioned the Office’s work with the SHIN-NY Health IT 
infrastructure. Additional upcoming activities include health information technology-
enabled quality measurement, claims data integration, supporting providers in VBP 
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success, laboratory submission standards, housing status, and a multi drug resistance 
status flag.  

Value-Based Payments 
Update Dr. Doug Fish and Dr.  
Lindsay Cogan 

• Dr. Doug Fish and Dr. Lindsay Cogan presented on value-based payments (VBP), a 
reimbursement system which ties quality measures to reimbursement from insurance 
companies and New York State (NYS). Healthcare organizations negotiate a budget at 
the beginning of the year and are expected to meet a set of quality measures that are 
predetermined by contract organizations. If organizations come in under budget at 
the end of the year, they will be reimbursed.  

• Dr. Fish discussed the progressively riskier and more rewarding VBP arrangements 
from which healthcare organizations can choose. Each VBP arrangement type has an 
associated VBP measure set identified by state and advisory groups.  

• VBP contracts should tailor the arrangement they contract based on services they 
provide. 

• Quality measures are used to determine the amount of shared savings for which VBP 
contractors are eligible. No savings will be earned without meeting a minimum 
quality threshold. Quality performance is a factor in determining the percentage of 
savings and losses with the VBP contractor at the end of the year. Providers should 
review quality measures and make sure their networks are designed to meet them.  

• Managed care organizations (MCOs) and providers can choose which VBP category 
makes most sense for their organization.  

• HIV providers fall into the arrangement of total care for special needs populations, 
which accounts for high-cost pharmaceuticals.  

• MCOs, VBP contractors, and healthcare organizations can use the VBP budget-setting 
roadmap to negotiate a budget and determine which arrangement level is 
appropriate.  

• Dr. Fish detailed the risks and benefits of the different VBP arrangement levels. All 
contracted care is rewarded through upward and downward adjustment of premiums 
received by the MCO from the state.  

• Dr. Cogan discussed the development of VBP quality measures. The HIV/AIDS 
measure set combines HIV/AIDS-specific measures with integrated primary care 
measures. Measures can fall into two groups: pay for performance and pay for 
reporting.  

• Pay for performance (P4P) is used in the determination of shared shavings amounts 
for which VBP contractors are eligible, which can be included in both the 
determination of the target budget and in calculations of savings for VBP contractors. 
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• Pay for reporting (P4R) is used by MCOs to incentivize VBP contractors to report data 
on quality monitoring. MCOs and VBP contractors will be incentivized based on 
timeliness, accuracy, and completeness of data.  

• 2018 measures include: HIV viral load suppression (P4P), substance abuse screening 
(P4R), and proportion of patients with HIV/AIDS that have a potentially avoidable 
complication during a calendar year (P4R).  

• Moving forward, an annual review cycle for measure setting will be operationalized, 
and clinical advisory groups will be engaged from June to September.  

• Dr. Cogan proposed that the QAC become the primary clinical advisory group in the 
setting of VBP measures for HIV/AIDS.  

• Dr. Peter Gordon, QAC co-chair, said that the VBP subcommittee will continue to 
meet and will guide quality measures for VBP moving forward.  

• A QAC member asked how sites will incorporate more costly patients into VBP 
budgets, and Dr. Fish responded that risk adjustment is accounted for when the 
budget is set, and can be readjusted in subsequent years. 

• A QAC member asked about VBP and telemedicine, and Dr. Fish responded that this 
is an area for growth in the future.  

• Dana Diamond, CAC co-chair, asked how consumers can be involved in the 
conversation around VBP. Dr. Gordon responded that there should be a consumer on 
the VBP subcommittee. Dr. Cogan added that there is a social determinants of health 
bureau within VBP, which is another avenue for consumer input.  

• Dr. Fish answered a question about progressing to a higher VBP level, which is not 
required. Institutions should understand the risk pool of their patient population 
when selecting a VBP level each year, as the risk is now placed on the healthcare 
organization, rather than the insurance company.  

• Dr. Fish reminded the committee that the level 1 arrangement contains low risk for 
providers, and organizations would not be held accountable for riskier/more costly 
patients to the same extent as with higher levels. However, healthcare institutions 
are attracted to higher levels with more savings, and so the burden of providing 
quality care to high-risk populations falls on the individual provider. There needs to 
be collaboration between healthcare organizations, clinical providers, and other 
parties in setting budgets and calculating risks.  
 

Working Outside HIV 
Programs to Identify Open 
Patients and Track VLS Dr. 
Dr. Jameela Yusuff and Dr. 
Christine Kerr 

• Dr. Jameela Yusuff from SUNY Downstate presented on how her organization had 
worked to identify open patients. SUNY Downstate has two HIV clinics – the STAR 
clinic for adults and the HEAT clinic for adolescents. Dr. Yusuff presented the areas for 
improvement that were identified in her organization’s HIV treatment cascade, 
noting that only 19% of patients were linked within 3 days, and that there were 1,600 
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open and 1,300 active patients. She noted the challenges of identify where the non-
active patients were engaged in care, due to three EMR systems across the 
organization.  

• Dr. Yusuff discussed four quality improvement initiatives at her organization.  
1. STAR Connect Phone: A dedicated phone line always held by an MD. Staff 

across the organization are encouraged to call number/tiger text if they have 
newly diagnosed, not engaged, or active patients being admitted or 
discharged. Tiger Texting is HIPAA-compliant texting that disappears after a 
number of days; the organization had to develop policies and procedures to 
use this text messaging service. When a provider texts, HIV-track residents are 
sent to engage the patients and then arrange to see them as outpatients.  This 
phone has a champion at their organization, a hospitalist who is well-
connected within the hospital and known to many of the staff. Providers do 
not necessarily text if the HIV physician sees the patient while doing in-service 

2. Theradoc: A clinical decision support system used by SUNY Downstate. Can set 
alerts in EMR for any lab values and filter by location. For example, it is 
possible to set an alert for any positive HIV or STI test. The system gives 
information in real time; the information provided includes patient name, date 
of the test, and the ordering provider. Most tests are coming from their clinic, 
but if from other part of the hospital, the physicians in the HIV clinic look to 
see if they are in ongoing HIV primary care and then contact the ordering 
provider.  

3. Same-day appointment availability, as part of a PCMH requirement: The 
services provided for same-day appointments include, but are not limited to 
HIV-related services. They have been working to make sure all staff, within the 
clinic and the hospital, understand the scope of clinic and the availability of 
same-day appointments. The infectious disease department lectures to house 
staff have included information about services at the clinic and availability of 
these same-day appointments. They have also brought brochures and other 
free giveaways to other hospital events to try to expand knowledge of their 
clinics and its services among staff throughout the organization.  

4. Hospital EMR: A structured field has been added to the outpatient EMR which 
asks whether a patient has had an HIV test, and it if it was positive, if they have 
been connected to services. If the patient says they are not connected to 
services, a pop-up appears with information on how to refer the patient to the 
HEAT or STAR clinics. To get this field added, they had weekly meetings with 
representatives from the STAR, HEAT, hospital infectious disease, internal 
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medicine, and family medicine. They are hoping to add a similar field to the 
inpatient EMR this year.  

• Dr. Christine Kerr and Gregg Augustine presented on building a bigger patient registry 
using Azara Healthcare. Hudson River Health Care (HRHCare), where Dr. Kerr works, 
provides services throughout the Hudson Valley and Long Island. 

• Mr. Augustine explained Azara and their work with CHCANYS, including the 
development of the Center for Primary Care Informatics (CPCI). A partnership 
between Azara, the AIDS Institute, and CHCANYS was formed in 2015 to build out 
measures specific to the eHIVQUAL program. They developed the capability to give 
data from CPCI to the AIDS Institute on behalf of providers and shared this with Azara 
sites participating in eHIVQUAL.  

• Azara allows data to be viewed and analyzed in a variety of ways, including 
dashboards, scorecard reports, measure analyzers, and registries. The information 
can be sorted in numerous ways, including by trailing year or by provider, and custom 
registries can be created. It is not currently possible for sites to compare their data to 
that of other sites in Azara; however, they have the data and may work to do such 
matching in the future. Azara pulls data from each organization on a nightly basis.  

• HRHCare used the Azara registry to create their open patient list for the cascade and 
then used their internal registry data to identify active patients on that list.  A G-code 
(global alert), which is entered manually and updated yearly, is used to indicate which 
patient are engaged in care.  Providers for open, not-active patients can also be 
entered. The ongoing challenge with the system is how to create a master list without 
extensive chart review; Dr. Kerr and Mr. Augustine are working constantly to try to 
identify what is and is not working.  

• HRHCare called all non-active patients that were identified via this method to try to 
identify whether they were in ongoing HIV care (and if so, to identify their provider). 
Patients did not like being called and expressed feeling as if confidentiality had been 
breached when they came in for non-HIV-related services and then got a call from 
them. In response to this feedback from patients, HRHCare has discontinued this 
approach. HRHCare is now trying to work these questions into the clinical interaction, 
rather than having clinicians the patient does not know contacting them months 
later. The need to collect this information can be included in the “chief complaints” in 
the patients’ medical record to remind providers. 

• Azara will continue to work with them to identify active patient cohort so only need 
to use one system.    

• QAC members asked multiple questions, including about how to deal with 
incarcerated patients. Dr. Peter Gordon noted that Alison Jordan has been working to 
get some of the data on prisoners into Healthix. Dr. Christine Kerr noted that, at her 
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organization, they use the Vinelink database and then mark incarcerated patients as 
being incarcerated in their internal registry. Dr. Yager noted that there is a daily 
census of Rikers Island and that Maimonides Health Home does a daily integration of 
their health home with the Rikers daily census. This is not publicly available, but may 
be available to other organization.  

Joint Meeting Follow-up: 
PREMs/PROMs Andrew 
Kiener and Freda Coren 

• Freda Coren, from the AIDS Institute, gave an overview of Patient Reported 
Experience Measures (PREMs) and Patient Reported Outcome Measures (PROMs). 
She argued that patient satisfaction surveys, while widely used, have not been shown 
to be meaningful, since they measure perception rather than reality. Marginalized 
populations have lower expectations and therefore, may report satisfaction with low 
quality care.  

• PREMS offer a standardized, validated way to measure a patient’s experience 
accessing and receiving health care. They do not measure specific health outcomes.  

• PREMS can measure health system responsiveness.  
o Consumer Assessment of Health Care Providers and Systems (CAHPS) is a 

PREM. It asks for demographic information, allowing analysts to link responses 
to demographic information.  

• Providers have reported that they enhance patient engagement when they improve 
health system responsiveness.  PREMS can help providers identify areas for QI.  There 
are links between patient experience and adherence  

• Andrew Kiener, from Evergreen Health, presented on how the CAHPS survey has 
been used by Evergreen Health to improve quality of care.  

• CAHPS was developed by Agency for Healthcare Research and Quality and uses a 
patient-centered approach. Because it uses the same standards it is possible to 
compare different clinics.  

• The difference between experience and satisfaction is that experience what happens; 
satisfaction aligns with the expectations one has for their experiences and whether or 
not those expectations were met.   

• The CAHPS survey is available for free, but certified vendor is suggested due to 
analysis software. This survey can help meet various certification or funding 
requirements. At Evergreen, they did not need external help to conduct the analysis 
because they have a quality department. Outside vendors can lead to a trust issue 
and their organization has found that it is better to administer these surveys in-
house, to avoid having someone from an external organization calling patients. 

• Evergreen uses a peer model to deliver the CAHPS survey. To make it more 
accessible, they reduced the literacy level of survey, translate the survey into Spanish, 
and had translators onsite for other languages.   

• The survey looks at how each provider compares to entire practice.  CAHPS suggests 

- Providers interested in joining the 

PREMs subcommittee should 

contact Freda Coren at 

Freda.Coren@health.ny.gov 

mailto:Freda.Coren@health.ny.gov
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50 survey/provider. The survey also asks questions not just about the clinical 
provider, but about the experiences patients have with clerks and receptionists.  

• Evergreen made clear improvements between 2016 and 2017. For example, one area 
that saw marked improvement was the rate of patient questions being answered 
within one day. They accomplished this improvement by moving calls out of the 
medical group and into a call center. The call center triaged calls and only sent 
relevant ones to medical group, which improved rate of questions being answered in 
within on day.  

• CAHPS fits into Evergreen’s overall Quality Plan  

• Questions: Erich Leach asked if there was a trail-off of unanswered questions at the 
end of the survey. Andrew Kiener responded that is depends on how it is 
administered, but admits that it is a lengthy survey. Evergreen cut the survey down to 
2.5 pages and grouped things in small spaces to seem less intimidating. They did not 
see a trail-off in their response rates.  

• Christine Kerr encouraged meeting participants to join the PREMs subcommittee  

Office of the Medical 
Director Quality 
Management Plan Dan 
Belanger 

• Dan Belanger presented on the Quality Management for the Office of the Medical 
Director. The mission is to spread culture of quality across clinical and supportive 
services to ETE by 2020.  

• QOC Program Standards:  Ask all provider to follow the Standards.  This year, there is 
an increased focused on consumer involvement. The standards have also been 
broadened to be more inclusive of supportive services.  

• Goals: The goals of the QOC Program align with ETE goals.  
1. Improve VLS – 85% VLS rate across NYS by 2020.  Key Strategies: monitor VLS 

rates on monthly basis using Azara. Disseminate data on ETE dashboard and 
NYS Open data. Integrate VLS into everything we do.   

2. Stigma reduction – Increase number of sites submitting the survey 
3. Organizational HIV Treatment Cascades: All provider to focus on open 

patients.  All providers submit cascades.  
4. Tobacco Cessation – Increase screening to 90% increase quit rate. Can submit 

data on website. Tobacco cessation tool kit. Frequent webinars to share 
tobacco cessation ideas 

5. Increase consumer involvement, at both program level and in through 
Learning Networks and Regional Groups. There will be more trainings for 
consumers.  

• Questions: 

• Dana Diamond expressed concern that many providers in NYS are not adequately 
involving consumers; in particular, very few are bringing consumers with them to 
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NYLinks meetings. She asked who would hold providers accountable to the Program 
Standards. Dan Belanger agreed that consumer involvement was critical and that was 
the impetus for making it on the goals of the QOC Program’s QM Plan. Hope to see 
consumer involvement as a standing agenda item at NYLinks meetings and to offer 
more consumer trainings.  

• Peter Gordon asked if there was a way that the committee could add teeth to the 
Standards. For example, could the expectations be even stronger – not just that 
consumers need to be involved, but that organizations need to say how they were 
involved. Dan Belanger explained that all providers who receive Medicaid payments 
must follow the Standards, and that the AIDS Institute is currently strengthening 
RFA/CFA language to make it clear that providers are required to follow the Program 
Standards.  

• Lyn Stevens noted that the AIDS Institute is undergoing a period of transition and that 
the input of the committee was critical as the search for the new medical director 
continued. The QM Plan is undergoing internal review. She emphasized that there 
would be no eHIVQUAL this year, to make sure that the focus is on the cascade work.   

Tobacco Update Dr. Kelly 
Ramsey and Kelly Hancock 

• QAC and CAC joined forces to create the Tobacco Cessation Campaign  

• Initial data submissions are quite poor: 63% screening; 40% counseling; 14% 
pharmacotherapy; 5% reduction in tobacco use 

• The most important time for providers to intervene is when the patient is in the 
contemplative stage (or higher). Only willingness leads to a pharmacological 
intervention.  

• There was agreement from committee members that this is a very labor-intensive 
campaign and possibly the most challenging of the substance use disorders, but also 
that this is incredibly important and a better way to measure/capture data is 
necessary.  

• Trouble with data documentation – should we change what we are trying to capture? 
Prescriptions and cessation are easiest to capture, and it is not feasible to capture 
data for each patient 

• The data underreports because we cannot change structured notes in electronic 
medical records and we are possibly not capturing actual performance; outside data 
agencies/vendors require a certain EMR format 

• This is a national need, not only a need in NYS – we should communicate with data 
vendors about the difficulty of attaining/recording certain details on the population 

• Subcommittee has not reconvened since the measures were developed; this 
subcommittee should be re-initiated 

 

Mortality Review Update 
Leah Hollander 

• It is important to differentiate between the following: QOC Program Morality Review 
(looks at all deaths among people living with HIV) vs. AIDS Mortality Sentinel Event 
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Response (looks at HIV-related deaths, which is part of Governor Cuomo’s 2016 
statement) 

• The methodology for the Mortality Review is still under development.  

• Changes to the tool for the Mortality Review since the QAC presentation in 
September 2017 

1. Added two components to the introduction: Where was the patient receiving 
HIV care if not active at the reviewing organization? Was the patient on ART 
at time of death?” 

2. Sections have been moved around. To accentuate major gaps in data, the 
section of completeness of data sources has moved to the front of the 
document.  The postmortem/autopsy section is now before cause of death 

3. There is a new section on access to care, which asks about delays in access to 
general or specialty care 

4. The section on data sources are more holistic now; there is an overall 
assessment of the completeness of data sources 

5. Now only looking at current gender identity in background demographics 
6. The insurance categories have been expanded 
7. Question about history of depression puts 12-month timeframe for evidence 

of having received care for depression 
8. Postmortem/autopsy now specifies formal verbal autopsy as opposed to 

informal 
9. Cause of death now includes codes for cause of death from original CoDe 

protocol and asks for certainty in cause of death 
10. Medical treatment asks for adverse effects and has been expanded to include 

difficulty accessing medical treatment 

• Identifying decedents – organizations will be responsible for deaths among active 
patients and those that die at the institution; for those with higher numbers of 
deceased patients, there will be a threshold and, thus, some will only do a sample, 
which will have a specific methodology.  

• No strict guidance on who conducts the review at each organization, but the 
individual does need appropriate and adequate skills and knowledge 

• Identifying and addressing quality issues – sections 9 and 10 are relevant, guidance 
will be developed for identifying system-level actors 

• Remaining discussion topics: how to deal with incomplete information (active 
patients that die at another institution or decedents that are non-active at the 
institution where death occurred); threshold for reviewing all decedents vs sample; 
timeline; format for distribution tool; details of review report to be submitted by 
each organization  
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o AI Staff and Mortality Subcommittee will meet to figure out these topics 

• Next steps/meetings between: Subcommittee and AI; methodology subgroup; and 
analysis subgroup 

• There may eventually be a state-level database for the information collected in the 
review; that is still being determined internally.  

• Peter Gordon expressed concerns about Section 9, C1 and C2 on reporting 
inappropriate treatment that contributes to death is difficult to ask of an institution, 
because it can be a judgement call and someone may suffer from the repercussions 
(professional risk). He asked if this language should be softened.  
o A committee member mentioned that their institution may not allow them to 

answer this question on the form (that it would have to go through legal); this 
will have an impact in the way the data are collected and reported 

• There was considerable discussion among meeting participants about C1 and C2. 
Leah Hollander noted that there must be a way to document concern of possible 
inappropriate treatment. Some participants asked if the question could be changed 
to ‘was there a quality of care issue identified internally that triggered a 
review/addressed/investigated?’ We do not necessarily need to know the details, we 
just need to know if something is being done and it may be more helpful to leave it 
general. It was agreed that the AIDS Institute needs to make a plan to deal with these 
subjective questions. Participants asked if an external body in NYS DOH could make 
these determinations rather than a provider. Who will complete the Mortality Review 
is up to the organization, but it’s serious enough that they will be selecting an expert 
with a sign-off from the Medical Director. The possibility of just deleting C1 and C2 
was also raised.  

• This will be tough for CHCs since death does not occur there; remains an issue to be 
solved 

• How many patients die from HIV? In NYC, 350 people, unsure of State, possibly 450 

• A guide will go with this mortality review, which is being made by Leah Hollander 

Stigma Examples Kelly 
Hancock 

• MMP data: In NYS, 67% hide HIV status, 74% find it difficult to disclose (47% and 58%, 
respectively in NYC) 

• Patients are experiencing stigma 

• 72 organizations in the QOC review have surveyed staff and received feedback from 
consumers; 3032 staff and 2119 consumers surveyed so far.  

• Main findings: no training on HIV stigma or policy against discriminations; women, 
people of color, TGNC, and MSM are experiencing stigma; people with a mental 
health diagnosis is the key population experiencing the highest levels of stigma 

• Stigma is experienced in departments that are not the HIV clinic/program; the 
location and name of clinic can “out” a person’s status 
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• Consumers worry about disclosure  

• Main themes from stigma reduction plan: increase staff education, particularly 
around STI screening and mental health; provide posters/resources that express a 
welcoming environment; advertise U=U; update policies to ensure anti-discrimination 
policies are in place at the institution; develop stigma reduction workgroups that 
bring together staff and consumers; develop support groups for certain populations; 
implement SOGI use and correct pronoun use for TGNC consumers; provide patient 
education on HIV disclosure, which was actually reported in consumer stigma survey 
and led to a QI project 

Closing Remarks  • Peter Gordon and Lyn Stevens thanked the participants for attending.   

 


