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Abbreviations, Acronyms, and Definitions

2012 data
collection
cycle
Abstraction
application

ASD

CAPI

Computed
variables

DCC
Portal

Design
effect

EPL

Facility

The period of time during which MMP interview and medical record
abstraction data will be collected for the 2012 patient sample. This
period of time is from May 1, 2012 through May 31, 2012.

Software program for collecting MMP medical record data on laptop
computers developed by CDC utilizing Visual Basic.net and a Microsoft
database engine.

Adult/Adolescent Spectrum of HIV Disease

Computer Assisted Personal Interview — A method of administering
interviews in person or over the telephone using a personal computer,
typically either a laptop or tablet personal computer.

Computed variables have values that are the result of arithmetical or
logical manipulations performed using values from other, pre-existing
variables.

The Data Coordinating Center portal allows field staff to securely
exchange data with CDC that are considered sensitive or critical in nature.

Design effect is the increase in statistical variance that is introduced by
using a multi-stage complex sampling design to obtain patient or other
samples. Mathematically, design effect is the variance obtained using a
complex sampling design divided by the variance that would have been
obtained from a simple random sample of the same size. A design effect
of 2 means that the variance obtained using a complex sampling design
was twice as large as the variance that would have been obtained from a
simple random sample of the same size.

Estimated Patient Load - The estimated number of eligible patients in care
for HIV at a facility during the population definition period (PDP). These
estimates are obtained prior to the end of the PDP from various data
sources, including the HIV/AIDS Reporting System (HARS) or the
enhanced HIV/AIDS Reporting System (eHARS), laboratory reports of
HIV-related tests, and facility contacts, and are used to select eligible
facilities for MMP participation.

For MMP, a facility is defined as any clinic, health care institution, private
or group physician practice that shares common medical records or a
medical record system. Thus, a facility is defined in terms of medical
record storage, not in terms of a physical location (address) or the names
of individual practitioners. For example, if the 5 physicians who comprise a
group practice keep their patients’ charts in a single medical record
system, that group practice would be considered a single facility for MMP.
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HAPI

HARS

eHARS

HIV medical
care

IRB

MHF
MMP

MRA

MDS

PDP

PDP PL

If, however, each of those 5 physicians stored his/her patients’ charts in a
different medical record system from those of the other 4 physicians, then
each physician would be defined as a uniqgue MMP facility. Note that
facilities must meet additional eligibility requirements for participation in
MMP.

Handheld Assisted Personal Interview — A method of administering
interviews in person or over the telephone using a hand-held personal
computer.

HIV/AIDS Reporting System
Enhanced HIV/AIDS Reporting System

For identifying facilities that are eligible for MMP, HIV medical care is
defined as conducting CD4 or HIV viral load testing and/or providing
prescriptions for antiretroviral medications in the context of treating and
managing a patient’s HIV disease on an outpatient basis. Thus, facilities
providing HIV care could include outpatient facilities such as hospital-
affiliated clinics, free-standing clinics, and private physician offices; and
Veterans Administration facilities. Note that although inpatient facilities,
prisons and jails, federal military and penitentiary facilities, and emergency
departments may provide HIV care, these types of facilities are not
considered eligible for the 2012 data collection cycle.

Institutional Review Board

Medical History Form
Medical Monitoring Project

Medical Record Abstraction

Minimum Data Set — Basic core surveillance information obtained for all
sampled patients. This information will be obtained from HARS or
eHARS. These data are referred to as minimal data.

Population Definition Period — For a given year or cycle of data collection,
a predetermined period of time which defines the population of inference.
The PDP for the 2012 data collection cycle is the 4 month period from
January 1 — April 30, 2012.

Population Definition Period Patient Load - The actual count of individual
HIV-infected patients seen at a facility during the PDP (i.e., the total PDP
patient load derived from a facility’s patient list or lists). These counts will
differ from the EPLs used to construct the facility sampling frame, because
the latter only estimate the PDP PL.



PPS

Provider

PSU

QDS

Sampling
frame

SDN

SHAS

SHDC

Probability Proportional to Size — A method of sampling in which the
probability of selection for each unit on the sampling frame is proportional
to some measure of size. For the 2012 MMP data collection cycle, the
measure of size for first stage sampling of project areas was the number
of reported living AIDS cases as of December 2002. For second stage
sampling of HIV care facilities, it is the best estimate of the number of
eligible HIV-infected patients who received care at each facility during the
PDP (i.e., the best EPL obtainable). Thus, in the second stage of
sampling, facilities with more eligible HIV patients have higher selection
probabilities than facilities with fewer patients.

A provider is an individual health practitioner (physician, nurse, etc.) within
a facility (see Facility definition).

Primary Sampling Unit — The element, or entity, that is sampled in the first
stage of sampling. For MMP the 50 U.S. states, plus the District of
Columbia and Puerto Rico, were the 52 primary sampling units.

Questionnaire Development System - Software (NOVA Research
Company, Bethesda, Maryland) used to develop the MMP interview
guestionnaire applications deployed on laptop and hand-held personal
computers (see CAPI and HAPI definitions).

In probability sampling, the probability of selection of any element or unit,
such as a patient, in the population must be known. In order for selection
probabilities to be known, a list of population elements is developed from
which the sample can be selected. Such a list is called a sampling frame
and has the property that every element in the population has a known
chance of being selected for the sample. For multistage sampling, a
separate sampling frame is developed for each stage of sample selection.
Each of the sampling frames after the first selection stage does not list all
elements in the entire population, however; each subsequent frame only
includes the population of elements within a sampled unit from the prior
stage of selection. In MMP, patient sampling frames within a project area
will not list all eligible HIV infected persons in care in the project area but
only those in care at the sampled participating facilities. Because the
probability of selection for each facility from which patient lists are
obtained is known, the overall probability of selection for each patient
selected during the final patient sampling stage can be determined.

Secure Data Network — The SDN allows field staff and public health
partners to securely exchange data with CDC that are considered
sensitive or critical in nature. The SDN will be used for any confidential
communication directly from the project areas to CDC.

Supplement to HIV/AIDS Surveillance

Survey of HIV Disease and Care
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SHDC-Plus Survey of HIV Disease and Care Plus

Short Abbreviated form of the questionnaire conducted only under limited

Questionnaire circumstances, such as when a patient is too ill or otherwise unable
to complete the longer standard interview, or when translation is
required.

SPIF Surveillance Period Inpatient Form

SPSF Surveillance Period Summary Form

SPVF Surveillance Period Visit Form

Standard Unabridged form of the questionnaire

Questionnaire

Surveillance The 12 months prior to patient interview, if the sampled patient was

Period interviewed, or the 12 month period prior to the date of first attempt to
contact the sampled patient, if an interview is not obtained (e.g., the
participant refused to participate, is known to have died, or is lost to
follow-up).
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[. Introduction
A. Background

HIV/AIDS surveillance programs in all U.S. states collect a core set of information
on persons with a diagnosis of HIV infection or AIDS, persons who are living with HIV
infection or AIDS, and persons who have died from HIV infection or AIDS. Historically,
supplemental surveillance projects have provided complementary information about the
clinical outcomes of HIV infection and the behaviors of HIV-infected persons with
respect to seeking medical care, access to and utilization of health care services, and
ongoing risk behaviors.

The Adult/Adolescent Spectrum of HIV Disease (ASD) project was implemented
in 1990 as a supplemental surveillance system to collect information on the treatment
and clinical outcomes of HIV-infected persons who were in care.® ASD, a facility-based,
observational medical record abstraction project, involved the abstraction of medical
records of more than 60,000 people receiving HIV care in 11 U.S. cities. ASD data have
been used to examine trends in the incidence of AIDS-defining opportunistic illnesses,
to determine whether eligible patients were receiving prophylactic and antiretroviral
medications, and to provide information for treatment and prevention guidelines.?®

The need for data on HIV-infected persons’ risk behaviors and health care
seeking behaviors led to the implementation of the Supplement to HIV/AIDS
Surveillance (SHAS) project in 1990. SHAS surveyed persons in 19 areas who were
newly reported as having HIV infection or AIDS; these persons were asked about HIV
testing, care seeking, access to health care and related services, and ongoing risk
behaviors.” Analyses examining reasons for late HIV testing, quality of life, drug use,
and sexual behaviors have contributed to local planning and the tracking of behavioral
trends among persons with HIV infection in care.”*

During the past decade, ASD and SHAS have provided much-needed
information that has been used to understand the HIV epidemic. However, in recent
years, several factors have progressively limited the usefulness of these surveillance
projects. First, early in the epidemic, HIV/AIDS cases were concentrated in large urban
areas, primarily on the East and West coasts. Currently, a much larger number of cities
and states are heavily affected by the HIV/AIDS epidemic, limiting the usefulness of
data collected from the geographic areas in the ASD and SHAS projects. Second, the
lack of linked medical record and interview data in these projects limited the ability to
estimate key indicators, such as the quality of HIV-related ambulatory care and the
severity of need for HIV-related care and services. Third, the generalizability of results
from ASD and SHAS to the rest of the adult HIV-infected community was limited
because these projects did not use probability sampling methods.

To address some of these concerns, the Survey of HIV Disease and Care
(SHDC) was piloted in several areas during 1999. SHDC was a cross-sectional,
population-based medical-record abstraction project in which 2-stage sampling was
used to obtain probability samples of HIV-infected patients in care in the U.S.*° In
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SHDC-Plus, a modification of SHDC conducted in 3 areas during 2003-2004, a subset
of persons whose medical records had been abstracted were interviewed. Both projects
were conducted in limited geographic areas. The Medical Monitoring Project (MMP)
grew out of experience with ASD, SHAS, SHDC and SHDC-Plus and incorporates some
of their features, but unlike these earlier projects it is designed to provide nationally
representative, population-based surveillance data. Furthermore, MMP’s design
addresses the limitations described above.

B. Purpose and Scope

The primary objectives of MMP are to obtain data from a national probability
sample of HIV-infected persons who received care in the United States to:

e describe the clinical and virologic status of these persons
describe the prevalence of co-morbidities related to HIV disease
describe HIV care and support services received and the quality of such
services determine prevalence of ongoing risk behaviors and access to, and
use of, prevention services among persons living with HIV

e identify met and unmet needs for HIV care and prevention services to inform
prevention and care planning groups, health care providers, and other
stakeholders

The primary purpose of this protocol is to provide a consistent method for U.S.
state and local health departments to use in collecting data on behaviors and clinical
outcomes from a probability sample of adults who received care for HIV infection or
AIDS in their jurisdictions. The method involves the selection of patients who received
care during a predefined time period by means of a 3-stage sampling design, in-person
and telephone interviews of eligible patients, and abstraction of their HIV-related
medical records.

Collection of data from interviews with HIV-infected patients will provide
information on the current behaviors that may facilitate HIV transmission; patients’
seeking of, access to, and use of HIV-related prevention services; utilization of HIV-
related medical services; and adherence to medication regimens. Through abstraction
of medical records and interviews with eligible persons, MMP will provide information on
clinical conditions that result from HIV-infected persons’ disease or the medications they
take, as well as the HIV care and support services they receive and the quality of these
services. Ultimately, this surveillance project will describe met and unmet needs for HIV
care and prevention services, information that can be used to evaluate these services
and to direct future resources for HIV-infected persons.

The design will allow for national and state or local estimates of certain
characteristics and behaviors that will be generalizable to adults in care for HIV infection
in the United States. In order to make estimates that are truly representative, it will be
necessary to obtain very high enrollment and participation rates of sampled facilities
and patients. State and local HIV/AIDS surveillance programs, which have been
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operating for more than 20 years, have a history of collaboration with the medical
providers and patients in their jurisdictions on projects involving both interview and
medical record abstraction. Surveillance programs will need to build on these
collaborations to ensure the high participation rates required for this project.

C. Collaborating Agencies and Stakeholders

MMP is conducted through cooperative agreements between CDC’s Division of
HIV/AIDS Prevention—Surveillance and Epidemiology and the following state and local
health departments:

California Department of Health Services

Chicago Department of Public Health

County of Los Angeles Department of Health Services
Delaware Division of Public Health

Florida Department of Health

Georgia Department of Human Resources

Houston Department of Health and Human Services
lllinois Department of Public Health

Indiana State Department of Health

Michigan Department of Community Health

Mississippi State Department of Health

New Jersey Department of Health and Senior Services
New York State Department of Health

New York City Department of Health & Mental Hygiene
North Carolina Department of Health and Human Services
Oregon Department of Human Services

Philadelphia Department of Public Health
Pennsylvania Department of Health

Puerto Rico Department of Health

San Francisco Department of Public Health

Texas Department of Health

Virginia Department of Health

Washington State Department of Health

In addition to CDC, stakeholders for this project include other agencies and
groups such as:

State and local health departments
National Institutes of Health (NIH)
Health Resources and Services Administration (HRSA)
National Association of AIDS Education and Training Centers (AETCs)
National Alliance of State and Territorial AIDS Directors (NASTAD)
American Academy of HIV Medicine (AAHIVM)
Communities Advocating Emergency AIDS Relief (CAEAR)
Association of Nurses in AIDS Care (ANAC)

3



Council of State and Territorial Epidemiologists (CSTE)

HIV Medicine Association (HIVMA)

National Association of People with AIDS (NAPWA)

National Alliance of State and Territorial AIDS Directors (NASTAD)
National Minority AIDS Council (NMAC)

HIV prevention planning groups

Ryan White planning councils and consortia

Providers of HIV medical care and prevention services
HIV-infected persons

CDC established relationships with other federal stakeholders during the
conception and development of MMP. Communications with these federal partners will
continue for the duration of this project. CDC will maintain communication with state and
local health departments through e-mails, conference calls, site visits, and meetings
with Principal Investigators, Project Coordinators and other project staff.

Participating health departments should ensure the involvement of local
stakeholders in MMP, including affected communities and providers of HIV care.
Community input may be sought from established groups that represent HIV-affected
communities (such as community planning groups and other potential consumers of the
surveillance data) or if already established groups cannot provide appropriate input,
from a group of community representatives convened to consult with the health
department about this project. Provider input may be obtained by presenting — at local
medical society meetings or through newsletters for local providers or other networks —
the project, its aims, and its effect on the providers selected to participate.

Many state and local health departments have established relationships with
local community planning groups and Ryan White planning groups. These groups
should be made aware of the purpose and status of MMP, and the data it may provide
to support local HIV planning activities.

At the national level, CDC has convened community and provider advisory
boards for MMP, which include one community representative and one provider
representative from each of the 23 project areas. These boards also include members
of national organizations (e.g., National Association of People With AIDS, National
Minority AIDS Council, HIV Medical Association, American Academy of HIV Medicine,
and others). These boards provide input on the data collection instruments, operational
considerations, barriers to participation, the usefulness of collected data, and optimal
methods for data dissemination. The community members and providers who serve on
the national boards are the designated contact persons at the local level and serve as a
resource to patients or providers who are approached about participating but who wish
input from a peer before deciding whether to do so.

CDC has contracted with ICF International to provide data management support.
The scope of the work for the contract as it pertains to MMP consists of ICF
International independently, and not as an agent of the Government, furnishing all
necessary personnel, facilities, supplies, and equipment to establish and implement a
4



Data Coordinating Center as an integral part of MMP to achieve each of the following
objectives:

1. Receiving data from the 23 MMP project areas (CDC designated project
areas)

2. Processing data for quality assurance

3. Creating and transferring cumulative and final data sets to CDC and to project
areas

4. Providing ad-hoc technical assistance to MMP project areas

5. Providing formal training sessions for MMP project areas

6. Communication and reporting to CDC

D. Initiation, Duration, and Project Period

MMP was initially funded for 4 years (mid-2004 through mid-2008). A cost
extension was approved to extend funding through mid-2009 and the project was
funded for an additional 5 years (mid-2009 through mid--2014). Thirteen project areas
were funded to pilot data collection during year 1: Delaware, Florida, Houston (Texas),
lllinois, Los Angeles (California), Maryland, Michigan, New Jersey, New York City (New
York), Philadelphia (Pennsylvania), South Carolina, Texas, and Washington. Twenty-
six project areas were funded for data collection in years 2 through 5. Year 2 project
activities, including preparation for data collection, began in all project areas in June
2005. Because of delays in the Office of Management and Budget Office clearance
process and the time needed to complete project activities, the decision was made to
skip data collection for the 2006 cycle (data collected on patients in care in 2006) and
begin the first full year of data collection in year 4 (patients in care in 2007). Sampling
and data collection also took place in year 5 (patients in care in 2008) and will take
place in years 6 through 10. Data collection for the 2012 cycle will begin January 1,
2012 and will terminate May 31, 2013. Twenty-three project areas are funded for the
2012 cycle.

Il. Methods
A. Population of Inference

For each MMP data collection cycle, the national population of inference is HIV-
infected adults (18 years of age or older) who received care from known providers of
outpatient HIV medical care in the United States during the population definition period
(PDP). For each project area, the population of inference is HIV-infected adults who
received care from known providers of outpatient HIV medical care operating within the
project area during the PDP.

B. Population Definition Period (PDP)

The PDP is a predefined time period during which HIV-infected patients must
have received care at sampled facilities to be eligible to be selected to participate in
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MMP. For the MMP 2012 data collection cycle, the PDP is uniform across all project
areas and extends from January 1 through April 30, 2012.

C. Eligibility Criteria

1. State and Local Health Departments

The goal of MMP is to obtain a national probability sample of HIV-infected adults
receiving care from known providers of outpatient HIV medical care in the United
States; therefore, all 50 states plus the District of Columbia and Puerto Rico were
eligible to participate. Six areas separately funded for other surveillance activities
(Chicago, Houston, Los Angeles, New York City, Philadelphia, and San Francisco) were
included as part of their respective states for first-stage sampling. Therefore, the entities
eligible for first-stage sampling were the 50 states plus the District of Columbia and
Puerto Rico. Fifty states, the District of Columbia, Puerto Rico, and the 6 cities above
were eligible to receive MMP funding.

2. Facilities

In each selected project area, any outpatient facility that provided HIV medical
care during the time period(s) used to construct the facility sampling frame (FSF) (i.e.,
during the time periods for which records were available from each data source) is
considered eligible for MMP. For the purposes of MMP FSF construction, providing HIV
care is operationally defined as conducting CD4 or HIV viral load testing and/or
providing prescriptions for antiretroviral medications in the context of treating and
managing a patient’s HIV disease. Thus, facilities providing HIV care could include
outpatient facilities such as hospital-affiliated clinics, free-standing clinics or private
physician offices. In addition, for MMP a facility is defined as any clinic, health care
facility, group or private physician practice, or grouping of such entities that share
medical records or a medical records system (in this protocol, this will be referred to as
the “MMP facility definition”).

Facilities that are known not to provide medical care, such as HIV counseling and
testing sites, should be excluded from selection for MMP (i.e., excluded from the FSF).
In addition, if all medical providers at a facility obtain CD4 T-lymphocyte counts and HIV
viral loads only for referral purposes or if they only provide antiretroviral refill
prescriptions — but do not play a more active role in managing their patients’ HIV
infection — then that facility should also be excluded from MMP selection. Other
facilities that should be excluded from each project area’s FSF are facilities that provide
exclusively inpatient care, including hospices; emergency departments; facilities located
outside the funded project area; facilities that have closed; federal, state and local
correctional and work-release facilities; tribal facilities and health facilities located on
military installations. Facilities that have provided HIV care only to patients under the
age of 18 should also be excluded from the FSF. Some facilities providing HIV care for
patients under the age of 18 also do so for those 18 years and older; these facilities are
eligible to be included on the FSF as well. Veterans Administration (VA) facilities in
every project area are eligible for participation and must be included on the FSF.



Inpatient facilities are excluded from MMP eligibility because in these facilities the
medical care provided to HIV-infected patients often may not be HIV-related. In
addition, acute care providers in inpatient hospital facilities, such as medical residents,
are not known providers of regular HIV medical care and as such may not be able to
participate in patient contact and recruitment if required by a project area or selected
facility. Emergency departments are excluded from MMP for similar reasons. Although
a hospice may in some instances provide some short-term HIV medical care, these
facilities also are not considered to be known providers of regular HIV medical care. A
separate list of excluded inpatient and other ineligible facilities should be kept by each
project area.

3. Patients

At each eligible facility, all patients who meet the following conditions are eligible
for inclusion:

1. Diagnosed with HIV, with or without AIDS at any time prior to the end of the PDP

2. Atleast 18 years of age at the beginning of the PDP

3. Received medical care (defined as any visit to a facility that provides HIV medical
care for medical care or prescription of medications, including refill
authorizations) during the PDP

HIV-infected patients who received all of their care solely from emergency
departments or inpatient facilities will be excluded from MMP, given that these facilities
are excluded from the FSF. Note that exclusion of these patients is based on eliminating
certain types of facilities from the FSF; HIV-infected patients who received care at an
eligible facility but who also have visited an emergency department or inpatient facility
will be eligible for selection to participate in MMP. Information on patient visits to
emergency departments or inpatient facilities will be obtained during interviews, or may
be documented in medical records.

D. Sampling Methods

MMP uses a 3-stage sampling design resulting in annual cross-sectional
probability samples of adults receiving outpatient care for HIV infection in the U.S.
During the first stage of sampling, which was conducted during early 2004, 20
geographic primary sampling units (PSUs) were selected using probability proportional
to size (PPS) sampling based on AIDS prevalence at the end of 2002. For the second
stage of sampling, the areas will use their updated 2009 facility sampling frame
for the 2012 cycle. During the third stage of sampling, patients will be selected with
equal probability sampling methods from all eligible patients seen during the PDP at
selected participating facilities. More detail about each of these stages of sampling is
provided in the following sections.



1. First-Stage Sampling

For the first stage of sampling, geographically stratified random sampling was
used in which selection probabilities were proportional to a known measure of size.
Because the goal of MMP is to obtain a series of national probability samples of adults
in care for HIV infection in the United States, all 50 states plus the District of Columbia
and Puerto Rico were eligible for selection. Although 6 cities (Chicago, Houston, Los
Angeles, New York City, Philadelphia, and San Francisco) were qualified to receive
separate funding for MMP, these separately funded cities were included with their
respective states for the purposes of first stage sampling. Therefore, the first-stage
sampling frame consisted of 52 PSUs: the 50 states plus the District of Columbia and
Puerto Rico.

First stage sampling for MMP was conducted in early 2004. During this stage of
selection, systematic PPS sampling was used in which the measure of size for each
PSU was the estimated total number of persons living with AIDS, as reported to the
national HIV/AIDS Reporting System (HARS) at the end of 2002. Note that although
the target population for MMP is all persons diagnosed with HIV in care in the US, since
at the time there was no data system that collected information on HIV infected persons
in care, the best available proxy (indirect) measure of PSU size, i.e., the estimated
number of persons living with AIDS, was used during this stage of sampling. Using an
indirect measure of size at any given sampling stage does not affect the validity of the
statistical estimates derived from the overall sample. Because the first stage of MMP
sampling was conducted using probabilities proportional to the measure of the number
of persons living with AIDS associated with each PSU, it is estimated that this first-stage
sample included more than 80% of the persons living with AIDS in the U.S. during 2002.

On the basis of available funding, 20 PSUs were selected during the first stage of
sampling. All 20 state and 6 local (for the separately funded cities within the states)
health departments in areas selected for the first stage sample agreed to participate in
MMP, resulting in 26 project areas. For the current data collection cycle, 23 project
areas were funded. See Appendix A for more information regarding first stage selection.

2. Second-Stage Sampling

Please note that the second-stage sampling methodology is presented for
reference purposes only; a new sample of facilities will not be drawn. Instead, the
sample of facilities selected for 2011 will be kept for 2012.

a. Constructing the sampling frame of facilities

The Facility Sampling Frame (FSF) is a comprehensive list of all facilities
providing HIV medical care within the local project area’s jurisdiction. HIV medical care
is defined as the treatment and management of HIV disease, and includes monitoring
CD4 and HIV viral load tests and/or the prescription of antiretroviral medications. To be
eligible for MMP the facility must be a provider of HIV medical care and share a
common medical record system. Project areas must also obtain from each eligible
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MMP facility an Estimated Patient Load (EPL) — an estimate of the number of HIV-
infected adult patients served for a pre-determined 4 month time period. The EPL is
integral to the facility sample selection process. A high-quality EPL is one based on a
data run or other objective information source. The FSF serves as the frame from which
the MMP facility sample is selected. Because facilities are sampled PPS, an accurate
estimate of the number of HIV-infected adult patients in care at each facility during the
PDP (i.e., the EPL) must be included on the frame for each facility. The initial FSF was
developed by all project areas prior to the first cycle of MMP data collection.

For the purposes of FSF construction and updates, HIV medical care is
operationally defined as conducting CD4 or HIV viral load testing or providing
prescriptions for antiretroviral medications in the context of treating and managing a
patient’s HIV disease. Thus, facilities providing HIV care could include outpatient
facilities such as hospital-affiliated clinics, free-standing clinics or private physician
offices. VA facilities are also considered eligible for the 2012 data collection cycle.

Facilities that are known not to provide HIV-related medical care, such as
counseling and testing sites, should be excluded from the FSF. Other facilities that
should be excluded from each project area’s FSF are facilities that provide exclusively
inpatient care, including hospices; emergency departments; facilities located outside the
funded project area; facilities that have closed; federal, state and local correctional and
work-release facilities; tribal facilities; and health facilities located on military
installations. Facilities that provided HIV care only to patients under the age of 18 also
should be excluded