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National Alliance of State and Territorial AIDS Directors
Founded in 1992, NASTAD is a non-profit national association of
state health department HIV/AIDS program directors who have
programmatic responsibility for administering HIV/AIDS health care,
prevention, education, and supportive services programs funded by
state and federal governments

www.nastad.org

Click "About Us"
Click "Resources"
Click "NASTAD Membership Directory”

National Coalition of STD Directors
Founded in 1997, NCSD primary membership represents the
nation’s state health agency personnel that have programmatic
responsibility for administering the 65 sexually transmitted disease
(STD) prevention and treatment programs funded by the federal
government (fifty states, eight cities and seven US territories).

www.ncsddc.org

Click "Who We Are"
Click "Our Members"
Click "2012-2013 Full Member List”
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Council of State and Territorial Epidemiologists
Founded in 1992, CSTE is an organization of member states and
territories representing public health epidemiologists. CSTE works
to establish more effective relationships among state and other
health agencies. It also provides technical advice and assistance to
partner organizations and to federal public health agencies such as
the Centers for Disease Control and Prevention (CDC).

Wwww.cste.org

Click "About CSTE"
Click "Points of Contact"



http://www.cste.org/

Effective Prevention in HIV Care Ask S

Handout 2

Sample Transitional Phrases

You have been given a lot of information today and we’ve talked about various services
available to you, but one service we haven’t discussed involves helping you with telling your
partners that they may have been exposed to HIV and should receive counseling and
testing. What are your feelings about telling your partners they may have been
exposed to HIV?

or
You've said that you suspected your test would show that you’re infected with HIV. You
may have given thought to what you’d do when you got this news. What are your
thoughts on letting your partners know they may have been exposed to HIV?

or
Since you came in for testing because one of your partners expressed concern for you and
gave us your name, I’'m going to talk with you about your sex and needle-sharing partners.
How do you feel about doing this now?

or
Now that we have talked about the various ways to keep you healthy, let’s talk about ways
we can keep your partners healthy. How do you feel about talking to your partners?

or
As we discussed, the earlier people know if they do or do not have HIV the greater their
opportunity to make important decisions — decisions that may be vital to their health. How
would you feel about talking with other people who may have been exposed to HIV?

or
You told me earlier that you share needles. About how many people do you think you have
shared with in the past year? How do you feel about letting them know they may have
been exposed to HIV?

‘ ]x Developed by The National Network of STD/HIV Prevention Training Module 3
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Defining the Five Partner Referral Options

Health Department Referral

A trained Partner Services (PS) specialist (usually a disease investigation
specialist (DIS) employed by the health department) takes complete
responsibility for contacting the partner confidentially and notifying him or
her of possible exposure to HIV. Then, the DIS either:

» Counsel located partners about their exposure to infection and provide
or refer them to testing, medical care, and other prevention or social
services, or

» Counels partner about their exposure to infection and offers testing on
the spot.

Patient Referral

The patient takes responsibility for contacting and notifying the partner of
possible exposure to HIV and refers the partner to a facility that offers
counseling and testing. The clinical care provider or DIS coaches the patient
and provides printed materials as appropriate. The DIS checks back with the
patient to see whether they were able to successfully notify the partner, and
refer the partner for counseling and testing.

Contract Referral

The DIS negotiates with the patient to establish a timeframe during which
the patient agrees to contact and refer the partner. The DIS coaches the
patient and gathers full exposure, locating, and identifying information on
the partner. If by the contract date, the partner has not come for counseling
and testing, the partner is contacted by the DIS (health department).

Third-Party Referral

The clinical care provider (who is not with the health department) notifies
the patient’s partners. Patient coaching may be needed, but full exposure,
identifying, and locating information must be gathered for each partner by
the third-party PS provider.

Dual Referral

The HIV infected patient and either the PS provider or clinical care provider
inform the partner together. The provider plans with the patient for how the
session may go and, if needed, coaches the patient on what to say. Because
the patient accompanies the partner in, there is no need to gather full
information on the partner.

( ]x / Developed by The National Network of STD/HIV Prevention Training Module 3
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How Health Department Personnel

Protect Confidentiality

In talking with the HIV—-infected patient:
» Never reveal whether a partner decided to be tested.
* Never tell client the partners’ test results.
In talking with partners:
« Always confirm identity of partner (visually size up based on age and other descriptors
provided).
« Always find a private site and, only then, notify of possible exposure.
* Never identify the HIV —positive client by:
— name or gender
— physical description, race or age
— type of exposure (sex or needle-sharing)
— dates of exposure or location
In using the telephone:
» Always ensure that you are speaking with the correct person.
» Always verify that the person is in a private setting.
» Always ensure that no one can overhear your end of the conversation.
« The partner is never told of the exposure over the phone.
In handling written records:
+ Keep partner names and identifying information locked up.
* Never leave notes or papers with names in your car, home, or other unsafe place.
» Destroy all partner and client information when partner service activities are completed for
that partner.
In talking with your own work colleagues:
» Always protect the identity of HIV—positive clients and partners during case reviews.
» Never discuss client or partners unless there is pressing need to do so.

In talking with your family, friends, or others outside the workplace:
* Be mindful of work discussions. Never reveal any identifying features of a client
or partner.
« All DIS take on oath of confidentiality.

( ]x / Developed by The National Network of STD/HIV Prevention Training Module 3
s @ Centers, in conjunction with the AIDS Education Training Centers . _
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Support Among Persons Infected with HIV for Routine Health
Department Contact for HIV Partner Notification

*+Matthew R. Golden, Sharon G. Hopkins, $Martina Morris, *King K. Holmes, and
*#+H. Hunter Handsfield

*The Center for AIDS and STD and the Division of Infectious Diseases, University of Washington, Seattle, Washington; {Public
Health-Seattle and King County, Washington; and tDepartment of Sociology, University of Washington,
Seattle, Washington, U.S.A.

Summary: Public health partner notification (PN) services are provided inconsistently
to persons diagnosed with HIV/AIDS in the United States, and some community
groups representing persons with HIV/AIDS have opposed widespread application of
PN. We surveyed persons with HIV recently reported to our health department and a
random sample of HIV-infected persons attending an HIV/AIDS clinic. A total of 95
persons, of whom 76 (80%) were men who have sex with men, completed an anony-
mous self-administered questionnaire. Eighty-four percent of participants believed the
health department should routinely offer everyone diagnosed with HIV help in noti-
fying their partners; 79% indicated they would be somewhat or very likely to provide
information to a doctor, case worker, or health department employee for purposes of
PN; and 20% indicated they wanted help in notifying a recent sex partner. Seventy-
eight percent of participants believed the health department should contact all HIV-
infected persons after diagnosis to help them access medical care and social services,
and 68% wanted the health department to contact them about the availability of
medical or social services. In contrast to common public perceptions, these results
suggest that most persons with HIV support health departments routinely contacting
people after HIV diagnosis and that many want assistance with PN. Key Words:
HIV—Partner notification—AIDS.
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One of the central goals of the Center for Disease
Control and Prevention’s recently announced Serostatus
Approach to Fighting HIV (SAFE) is to increase the
proportion of Americans with HIV who are aware that
they are infected (1). One means to realize that goal may
be through improved partner notification (PN). However,
PN for HIV is controversial (2). Federal law mandates
that all states receiving federal support for HIV clinical
services (“Ryan White” funds) must have HIV PN pro-
grams and requires that “good faith efforts” be made to
notify the spouses of persons diagnosed with HIV. In
addition, at least 34 states have specific HIV PN laws,

Matthew Golden is supported by NIH K23 Al01846-02.

Address correspondence and reprint requests to Matthew Golden,
Harborview Medical Center, Box 359777, 325 9th Avenue, Seattle,
WA 981042499, U.S.A.; e-mail: golden@u.washington.edu.
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whereas many others have communicable disease laws
that apply to HIV PN (3). Nevertheless, many, and per-
haps most, persons diagnosed with HIV do not receive
PN services from public health agencies (4), and existing
data suggest that most private providers do little more
than advise their patients to notify their sex and needle-
sharing partners themselves (5).

HIV infection in persons without AIDS became re-
portable in Washington State in 1999. At the time, some
community groups, particularly those representing men
who have sex with men (MSM), opposed HIV reporting,
in part out of concern that reporting would be used to
identify persons for PN. Efforts to link named HIV re-
porting to PN have met similar resistance elsewhere in
the United States (6,7). Despite this opposition, there are
few data on what people with HIV, particularly MSM,

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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HEALTH DEPARTMENT CONTACT SUPPORT FOR HIV PARTNER NOTIFICATION

actually think about PN and how the process might be
tailored to be most acceptable and effective. To address
these issues, we surveyed persons with prevalent HIV
diagnoses seen in the HIV clinic of a large public hos-
pital as well as persons with newly diagnosed HIV re-
ported to Public Health-Seattle and King County
(PHSKC), the health department serving Seattle and
King County, Washington.

METHODS
Study Population

English-speaking persons =18 years of age whose HIV infections
were reported to PHSKC in the 6 months prior to study initiation were
eligible if, according to reporting data, their HIV infection was diag-
nosed in the year preceding their case report. People who were incar-
cerated, who could not read, or who had been identified by clinical
providers as violent or psychologically disabled were excluded. In
addition, we excluded patients seen at a single health maintenance
organization (HMO) because of that HMO’s historical reluctance to
participate in public health surveys.

To increase the study’s sample and to ascertain opinions about PN
among persons previously diagnosed with HIV and receiving medical
care, on each working day during June and July 2001, we randomly
selected 3 persons with scheduled appointments at the Harborview
Medical Center (HMC) HIV/AIDS Clinic and offered them participa-
tion in the study. The HMC HIV/AIDS Clinic is affiliated with the
University of Washington and is located within King County’s public
hospital. It provides care to over 1300 persons with HIV and is the
largest HIV clinic in the Pacific Northwest. HMC HIV/AIDS patients
were excluded from being offered participation in the study if they
were <18 years old, unable to speak English, unable to read the survey.
or had previously had an appointment in the clinic during the course of
the study. Enrollment at the HIV/AIDS clinic ended when the goal of
enrolling of 50 participanis was reached.

Identification of Potential Participants from
HIV Reporting

‘Washington law mandates that providers and laboratories report
cases of HIV and AIDS by patient name. After 90 days, the names of
persons with asymptomatic non-AIDS HIV infection are redacted to a
non-name-coded identifier. These codes can be recreated from the re-
ported person’s name, birth date, and sex, but the name cannot be
reconstructed from the code.

Recruitment and Survey Distribution

In accordance with long-standing public health PN practice in King
County, study staff initiated efforts to contact potential participants
only after obtaining permission to do so from their reporting clinical
provider. To improve participation, providers were given the option of
permitting study personnel to contact their patients directly or to dis-
tribute the survey to patients themselves, either by mail or when the
patient next came to the provider’s office for medical care.

Ask Screen Intervene
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Study Instrument

The study instrument was an anonymous, six-page, self-administered
questionnaire that included questions about participant demographics,
HIV testing history and medical care, sexual behavior, and opinions
about PN and public health HIV services.

Questions that asked participants to indicate a preference in how
public health services might be provided (e.g.. how PN interviews
should be conducted) permitted participants to select more than one
option if they regarded options as equivalent. All other questions re-
quired a single response. Participants were paid a $10 incentive for
completing the survey. The University of Washington Human Subjects
Committee approved the survey and all study procedures.

Statistical Analyses

For bivariate analyses, x2 tests of association and the Student f test
with equal variances were used. The Fisher exact test was used if any
cell on a bivariate analysis included fewer than five observations. Mul-
tivariate tests of association were performed using logistic regression.
Only statistically significant variables were included in final multivari-
ate models. Exact logistic regression was employed, using the LogXact
program to calculate confidence intervals when no subjects had a char-
acteristic used as an independent variable in a logistic regression
model. All other analyses were performed using the SAS system.

RESULTS
Study Population

Between January 2001 and November 2001, 318 per-
sons were reported to PHSKC with HIV, of whom 76
(24%) were ineligible. Reasons for ineligibility included
inability to speak English (33), diagnosis at the nonpar-
ticipating HMO (21), incarceration (9), death (4), age
<18 years (3), violence or psychosis (4), incorrect HI'V
diagnosis (1), and blindness precluding the ability to read
the survey (1). Of the remaining 242 potentially eligible
participants, 62 (26%) were reported by providers to
have relocated or had been lost to follow-up and 34
(14%) could not be identified because their names had
been removed from PHSKC records and providers could
not identify them from their non-name-coded identifier.
Of the remaining 146 potential participants, providers
did not respond to repeated inquiries about 17 (7%) and
refused to allow PHSKC to contact 11 (4%). Thus, per-
mission was obtained to contact 118 persons with newly
reported HIV infection: 81% of those persons identified
as available for potential participation and 49% of all
those reported during the study period. Of these 118
potential participants, 25 (21%) declined to participate,
17 (14%) received surveys but did not return them, and
46 (39%) completed and returned the survey. At the end
of the study, 30 (25%) surveys that had been given to
providers for their patients had not been distributed to
potential participants. Among the 88 patients believed to
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have received the survey, 46 (52%) responded by return-
ing a completed survey.

The 46 persons who returned completed surveys did
not differ significantly from the 273 nonparticipants in
terms of mean age (37 years vs. 36 years, respectively),
race/ethnicity (71% vs. 62% white), HIV risk factor
(79% vs. 64% MSM), source of HIV report (67% of both
groups reported by private sector providers), or mean
CD4 count (491 vs. 424 cells/mm”>, respectively).

In the HMC HIV/AIDS clinic, a total of 52 patients
were offered study participation, of whom 50 (96%)
agreed to participate in the study and returned a survey.
One survey was returned without being completed.

Thus, 95 persons returned completed surveys and were
included in the analysis. For purposes of final analysis,
subjects were classified as having a new HIV diagnosis
if their survey results indicated that they first tested HIV-
positive within 18 months of study participation and as
having an old HIV diagnosis if they first tested positive
more than 18 months prior to participation. The 18-
month cutoff was used because subjects recruited
through HIV reporting included those reported within 6
months of the beginning of the study who were diag-
nosed in the year preceding that report. Table 1 presents
data on the sociodemographic characteristics, sexual ori-
entation, and HIV testing and medical care history of
study participants.

Sexual Behavior and Drug Use

Participants reported a mean of 3.2 anal or vaginal sex
partners (median = 1.0, range: 0-60) in the 6 months
prior to completing the survey. Thirty-one participants
(33%) reported meeting at least 1 sex partner in a public
sex venue or via the Internet or a telephone chat line.
Among these persons, 20 met a partner in a bathhouse, 7
in a park, 14 over a telephone chat line, and 10 on the
Internet. Twenty-seven (29%) participants reported using
poppers (amyl nitrate), and 24 (25%) reported using am-
phetamines. Forty participants (42%) reported having
unprotected anal or vaginal sex in the preceding 6
months.

Opinions About Partner Notification

Table 2 presents participants’ responses to statements
about HIV PN and other public health services. Eighty-
four percent of respondents strongly or somewhat agreed
with the statement, “The health department should offer
everyone with HIV help notifying their partners as long
as it is completely voluntary and confidential” (Table 2).
Age, race, being a man who has sex with other men,

TABLE 1. Demographic characteristics, education, income, sexual
orientation, and HIV testing and medical care history among 95
study participants

Total
(N = 95)
Age (years)
<30 11
30-34 25 (26)
35-39 26 (27)
=40 33(35)
Race
White 62 (65)
African American 15 (16)
Hispanic (not African American) 11(12)
Other 5(5)
Gender & sexual orientation
Male 89 (94)
MSM 76 (86)
Heterosexual 12(14)
Female 6(6)
History of injection drug use 22(23)
Education
High school graduate or less 37 (40)
Some college 33 (35)
College graduate or more 24 (25)
Annual income
<§15.000 50(53)
$15.000-$30.000 18(19)
$30,001-$50.000 18(19)
>$50,000 8(8)
Site of HIV diagnosis
Sexually transmitted disease clinic 24 (25)
Other public health clinic 17(18)
Private provider or hospital 54 (58)
Anonymous HIV testing 37 (39)
Time since HIV diagnosis
<l year 37 (39)
1-5 years 17(18)
>3 years 41 (43)
Receiving case management 74 (78)
Taking antiretrovirals 62 (67)
Recruited through HIV reporting 46 (48)

Data missing: race (2), education (1), sexual orientation (1), taking
HIV meds (1). income (1).
MSM., men who have sex with men.

income level, diagnosis outside of a public health testing
site, anonymous HIV testing, and receiving HIV care at
the HMC HIV clinic were not significantly associated
with support or opposition to offering PN assistance
(data not shown).

Participants were also asked about how PN might best
be organized. Thirty-six (38%) subjects believed MSM
should conduct PN, whereas 45 (48%) had no preference
regarding a PN worker’s sex or sexual orientation.
Among MSM, 34 (45%) preferred that MSM provide PN
services, whereas 33 (44%) had no preference. Fifty-
eight respondents (64%) believed people should be con-
tacted about PN as soon as possible after their diagnosis
of HIV, whereas 12 (13%) believed contact should be
delayed 1 to 2 weeks and 8 (9%) supported delaying

JAIDS Journal of Acquired Immune Deficiency Syndromes, Vol. 32, No. 2, February 1, 2003
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TABLE 2. Opinions about partner notification

Total
(N =95)
The health department should offer everyone with
HIV help notifying their partners as long as it
is completely voluntary and confidential.
Agree strongly 42 (48)
Agree somewhat 31 (36)
Disagree somewhat 6(7
Disagree strongly 8(9)
‘Would want help notifying at least one partner 18 (20)
from the last 6 months
The health department should contact everyone
after they are diagnosed with HIV to make
sure that they know how to get medical care
and social services if they want them.
Agree strongly 50(53)
Agree somewhat 24 (25)
Disagree somewhat 5(5)
Disagree strongly 15 (16)
I want the health department to contact me to help
me find out how to get medical care or other
social services like housing, insurance or
counseling.
Agree strongly 30 (42)
Agree somewhat 24 (26)
Disagree somewhat 6(6)
Disagree strongly 23(25)

Data missing: health department should contact for PN (2), wants
help with PN (2), health department should contact for medical and
social services (1), health department contact me (3).

contact for 4 weeks or more. Given options about how
interviews might best be conducted, 50 respondents
(54%) preferred face-to-face interviews, 30 (32%) pre-
ferred to be interviewed by telephone, 13 (14%) stated a
computer-assisted interview would be preferable, and 12
(13%) indicated they would not give anyone information
about their partners regardless of how an interview was
conducted (totals exceed 100% because some parlici-
pants indicated several choices were equivalent).

The survey also asked participants how likely they
would be to provide information to facilitate contacting
their sex partners to various different types of health care
and social service providers. Fifty-nine (64%) stated they
would be somewhat or very likely to give such informa-
tion to their doctor, 57 (62%) to a social worker or case
worker, 42 (48%) to someone from the health depart-
ment, and 40 (45%) to someone from a gay men’s com-
munity group. Among the 93 participants who responded
to questions soliciting their preference about who should
provide PN services, 78 (84%) indicated they would be
somewhat or very likely to give information to at least
one type of clinical or social service provider. When
asked about specific factors that might influence their
decision to provide names of sex partners for PN, 47
(50%) respondents stated they would be “much more

likely” to provide names if their partners could be tested
anonymously, 38 (42%) stated they would be “much
more likely” to do so if they could provide the informa-
tion anonymously, and 22 (24%) indicated they would be
“much more likely” to do so if they were paid $20.

Opinions About Ongoing Partner Notification

Sixty-three respondents (67%) agreed it is a “good
idea to periodically contact people with HIV and offer
them help making sure that their partners are tested.”
Despite support in principle for this approach, only 26
persons (28%) indicated they would like to be so con-
tacted, although 41 (44%) responded that they would be
“willing to be contacted.” Of the 86 participants (77%)
who indicated a preference about who should offer them
ongoing PN assistance, 50 (58%) preferred that their
doctor do so, 37 (43%) preferred that a social worker or
case worker provide the service, 17 (20%) wanted the
health department to do it, and 13 (15%) preferred that
PN services be provided by a community group repre-
senting MSM (responses were not mutually exclusive).

Among 91 participants who responded to a question
asking how many partners they would like assistance in
notifying, 18 (22%) wanted assistance in notifying at
least 1 partner (range: 0-10); combined, these partici-
pants reported wanting assistance in notifying 41 part-
ners. Participants were more likely to want assistance
with PN if they had unprotected anal or vaginal sex in the
preceding 6 months, had a new HIV diagnosis, or some-
what or strongly agreed that the health department
should offer everyone with HIV help with PN (Table 3).
MSM were less likely than others (17% vs. 25%, P =
0.36) and injection drug users (IDUs) were more likely
than others (27% vs. 17%, P = 0.31) to report wanting
assistance in notifying a partner(s), although these dif-
ferences were not statistically significant. On multivari-
ate analysis, persons who reported having unprotected
sex in the preceding 6 months were significantly more
likely to request assistance with PN (OR = 5.1, 95% CI:
1.5-20.8), and persons who strongly or somewhat agreed
that the health department should offer everyone help
with PN were borderline statistically significantly more
likely to want help with PN (OR = 6.1, 95% CI: 0.84 to
infinity).

HIV Social Services

Because persons receiving PN services in King
County are typically offered help in accessing social and
medical services (e.g., assistance with housing, food,

JAIDS Journal of Acquired Immune Deficiency Syndromes, Vol. 32, No. 2, February 1, 2003
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TABLE 3. Factors associated with participants wanting HIV partner notification (PN) assistance”

Number (%) that want
PN assistance for

at least one partner OR 95% CI
HIV diagnosis in last 18 months 12/42 (28) 2.9(1.0-8.5)
HIV diagnosis >18 months 6/49 (12)
MSM 1272 (17) 43 (.14-1.4)"
IDU not MSM 210 (20)
Female not IDU 1/4 (25)
Other 3/5 (60)
Annual income 39 (113-1.2)°
<§15,000 6/47 (13)
$15,000-830,000 7(18)
$30,001-$50,000 S/18 (28)
>$50,000 0/8
Age (years) A1 (12-1.4)
<30 2110 (20)
30-34 2/24 (8)
35-39 7125 (28)
=40 732 (22)
Diagnosed in public health HIV site 8/41 (20) 92 (.33-2.6)
Diagnosed outside public health system 10/48 (21)
HMC HIV/AIDS clinic 9/59 (15) 46 (.16-1.3)
Private sector HIV clinic 9/32 (28)
Education 1.3 (41-3.6)
High school graduate or less 8/36 (22)
Some college 6/31 (19)
College graduate or more 423 (17)
Unprotected anal/vaginal sex in last 6 months 13/37 (35) 53 (1.7-16.6)
No unprotected anal/vaginal sex in last 6 months 5/54(9)
Somewhat or strongly agrees health department should
offer everyone assistance with PN 17170 (24) 5.42 (.84-infinity)
Somewhat or strongly disagrees that health department
should offer everyone assistance with PN /13 ()

“ Based on responses from 91 participants.
” MSM vs. other.

“ <$15,000 vs. all other.

4 Age <35 vs. >34,

“ High school education or less vs. more than high school.
MSM., men who have sex with men; IDU, injection drug user; HMC, Harborview Medical Center.

substance abuse treatment, and health care) at the time of
PN contact, we asked respondents about their need for
these services and their interest in receiving assistance in
procuring them. Among all respondents, 78% strongly or
somewhat agreed that “the health department should
contact everyone after they are diagnosed with HIV to
make sure that they know how to get medical care and
social services if they want them,” and 68% strongly or
somewhat agreed that the health department should con-
tact them personally about the availability of social ser-
vices (Table 2). Persons diagnosed in settings other than
public health clinics were less likely to have spoken with
a social worker or case worker since their HIV diagnosis
than those diagnosed in public health clinics (65% vs.
93%, P = 0.002). Participants who reported never hav-
ing spoken to a social worker or case worker were asked
if they would want to speak to such an individual as a
question with yes or no responses. Persons diagnosed
outside of the public health system were more likely to

report wanting to speak to a social worker about the
availability of medical and social services (49% vs. 29%,
P = 0.20), a difference that was most pronounced
among those with incomes below $30,000 per year (67%
vs. 27%, P = 0.04). Among all persons with incomes
below $30,000, 3 (23%) of 13 diagnosed in public health
clinics and 12 (67%) of 18 diagnosed in the private sec-
tor indicated that they would like to speak to a social
worker or case worker (P = 0.03, Fisher exact test).

DISCUSSION

Partner notification services are not universally pro-
vided to persons diagnosed with HIV in the United States
(4). One factor that has probably contributed to restrict-
ing the scope of PN has been a widespread belief that
many people with HIV, particularly MSM, oppose public
health PN efforts. To our knowledge, however, no pub-
lished data exist to support this belief.
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We surveyed persons with both new and established
HIV diagnoses to assess the acceptability of HIV PN and
to explore ways that the PN process might be modified to
maximize its acceptability and usefulness to people with
HIV. In a population composed primarily of MSM
(80%), we found that 84% of HIV-infected persons be-
lieve PN should be provided routinely, that 79% would
be willing to speak to health care or public health pro-
vider about PN, and that a significant minority (20%)
would personally want assistance in notifying 1 or more
partners were that assistance offered.

Our finding that most HIV-infected persons support
PN is consistent with formative research conducted
among IDUs (8,9). The fact that many of our partici-
pants, including 17% of all MSM and 28% of MSM who
had engaged in unprotected anal sex in the preceding 6
months, wanted assistance with PN for specific partners
is likewise consistent with the reported experience in
some states where HIV PN is associated with HIV re-
porting (10,11) but is at odds with a recent study con-
ducted in San Francisco reporting that 97% of people
with newly diagnosed HIV infection seen at public
health testing sites refused to meet with a PN counselor
(12). We cannot say whether the marked disparity in the
reported experience with HIV PN reflects differences in
the populations served or differences in how PN services
are offered. Nevertheless, our findings suggest that the
universal rejection of HIV PN reported from San Fran-
cisco would not necessarily apply (o Seattle, depending
on how PN was organized.

Our findings also suggest that the failure of public
health departments to contact persons with newly
diagnosed HIV on a routine basis may deprive some
people with HIV of referral for social services they de-
sire. In King County, persons diagnosed at public health
testing sites are routinely offered referral for medical and
social services after HIV diagnosis. These referrals are
part of a package of medical, social, and preventive ser-
vices, of which PN is one component. In contrast, per-
sons diagnosed with HIV outside of public health testing
sites are not routinely contacted. We found that over one
third of persons diagnosed outside of the public health
system had never spoken to a social worker or case
worker about available HIV social services, although al-
most half (49%) wanted to do so. The unmet need for
social services appeared to be most acute among low-
income persons diagnosed outside of the public health
system. Although expanding outreach for social services
need not include PN, providing PN in the context of
other services will likely improve its acceptability and is
consistent with the approach envisioned in SAFE (1).

Although our results support the notion that PN is
more acceptable than widely believed, we also identified
important barriers to widespread PN. Most respondents
preferred to give information about partners to their
clinical provider or a social worker rather than to a health
department employee or even a representative of a com-
munity agency. This preference was particularly strong
when people were asked about their willingness to re-
ceive ongoing PN services after HIV diagnosis. Tradi-
tionally, PN in the United States has been conducted by
disease intervention specialists (DIS), professional pub-
lic health workers who specialize in PN. Very little in-
formation exists on how physicians confront the need to
notify the partners of their patients with HIV, but exist-
ing data suggest that most do little more than tell patients
they should notify their partners themselves (5), and
some may oppose public health PN efforts either out of
concern for their patients’ privacy or misperceptions
about how the process is conducted. Our findings suggest
that people with HIV want PN to be integrated into their
care and not imposed from without. Addressing this pref-
erence may require a new approach to PN in which either
a DIS becomes part of the team of people involved in
patient care or existing medical and social service per-
sonnel take on new prevention roles, perhaps as part of
prevention case management.

Our study has limitations. First, our sample size was
small, and we were not able to survey most people with
newly reported HIV in King County. This limitation at-
tests to the difficulty that we as well as others are likely
to confront in expanding HIV PN services beyond public
health testing sites. However, our survey respondents did
not significantly differ from nonrespondents in demo-
graphics, HIV risk profile, or stage of disease as indi-
cated by CD4 lymphocyte count. Moreover, our central
finding, that HIV PN is widely supported by people with
HIV, including MSM., was seen among persons identi-
fied through HIV reporting as well as among those re-
cruited at the HMC HIV/AIDS clinic, where 94% of a
random sample provided data for the study. As a result,
we believe our findings accurately reflect the opinions
and attitudes of HIV-infected persons in King County.
Although opinions and attitudes might differ in other
parts of the United States or in other industrialized na-
tions, this type of survey can be readily conducted in
other settings to inform PN procedures.

Another limitation is that we measured opinions and
intentions rather than actual PN outcomes. Although two
studies conducted in the early 1990s that included people
with HIV seen outside of public health venues endorsed
the efficacy of PN (10,11), our recent experience in King
County has been discouraging. Interviews conducted
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with 338 persons diagnosed with HIV almost entirely at
public health testing sites from 1999 through 2001 re-
sulted in only 9 verified new cases of HIV infection
being identified through PN, 6 of which were actually
referred by index patients themselves. An additional 48
contacts were known to have tested HIV-negative. Our
survey findings do not address the efficacy of PN, and
more research in this area is needed on the operational
aspects and outcomes of PN for HIV.

In summary, we found that most people with HIV,
including MSM, support the universal provision of
confidential and voluntary public health PN services and
that the restriction of PN programs to public health
sites deprives some patients of services they desire. In
light of this observation, clinical providers, community-
based organizations, and health departments should
reassess whether narrowly focusing PN services on
persons testing at public health sites really reflects pa-
tient preferences. Efforts to improve PN should concen-
trate on greater integration of the process into the provi-
sion of the medical and social services patients already
receive.
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Additional Resources

= MMWR 2008; 57 (No. RR-9): Recommendations for Partner Services Programs for
HIV Infection, Syphilis, Gonorrhea, and Chlamydial Infection.
http://www.cdc.gov/nchhstp/partners/Recommendations.html

=  CDC Fact Sheet on Partner Services: http://www.cdc.gov/nchhstp/partners/FAQ-
public.html

= MMWR 2003; 52 (No. RR-12): Incorporating HIV prevention into the medical care of
persons living with HIV. http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5212al.htm

= National HIV/AIDS Strategy.
http://www.whitehouse.gov/administration/eop/onap/nhas

= High-Impact HIV Prevention: CDC’s Approach to Reducing HIV Infections in the
United States. http://www.cdc.gov/hiv/strategy/index.htm

= CDC 2010 STD Treatment Guidelines.
http://www.cdc.qgov/std/treatment/2010/default.htm

= CDC Division of STD Prevention. http://www.cdc.gov/std

= CDC Division of HIV/AIDS Prevention. http://www.cdc.gov/hiv/dhap.htm

= AIDS Education and Training Centers (AETC). http://www.aidsetc.org

= National Network of STD/HIV Prevention Training Centers (NNPTC).
http://www.nnptc.org

= Interactive online STD cases. http://www.stdcases.org

= Practitioner’'s handbook for the management of STDs. http://www.stdhandbook.org

= National Alliance of State and Territorial AIDS Directors (NASTAD) —
http://www.nastad.org

= National Coalition of STD Directors — http://www.ncsddc.org
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