SFDPH HIV Counseling, Testing and Linkages Unit

Test Site Evaluation Form 
            Site: _________________________________
           Date of Visit:      /     /     
            Person Met With: _______________________
Reviewer: __________________ 
                                       FORMCHECKBOX 
 Annual Evaluation
 FORMCHECKBOX 
 6 month Follow up visit

	CLIA 

	CLIA Waiver?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No             Certificate #: __________                      Expiration Date: _____________  

Location of Posted Waiver___________            Site(s) Listed on CLIA certificate:_________________________


	Testing Specifics

	Types of testing done at this site:   FORMCHECKBOX 
 Rapid         FORMCHECKBOX 
 Conventional      FORMCHECKBOX 
 Rapid Test Algorithm 

Any off site testing?  FORMCHECKBOX 
 Yes (list sites)_________________________________    No  FORMCHECKBOX 

Conventional Tests :                         Rapid HIV Tests (check all that apply)     

Specimen Type                                 Fluid(s)-  FORMCHECKBOX 
 Oral Fluid     FORMCHECKBOX 
 Finger Stick Blood     FORMCHECKBOX 
 Whole Blood
 FORMCHECKBOX 
 Oral Fluid (OraSure)                     FORMCHECKBOX 
 OraQuick Advance    FORMCHECKBOX 
 Stat-Pak        FORMCHECKBOX 
 Other__________

 FORMCHECKBOX 
 Whole Blood                                                                                         
                                                         Confirmatory  Specimens for Rapid Tests
                                                          FORMCHECKBOX 
 Whole Blood

                                                          FORMCHECKBOX 
 Oral Fluid (OraSure)

Average Monthly Test Volume________

	Personnel Qualifications & Training

	Number of Certified Counselors: ______            Number of Test-Only Technicians: _______

Does new staff orientation to the (counseling and) HIV testing site and process include the following:
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Policy and Procedure Manual Review

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Universal Precautions

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Observation of other counselors in session

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Coordinator’s observation of counseling skills in session

Are the above elements of orientation documented?     FORMCHECKBOX 
 Yes  (Review)      FORMCHECKBOX 
 No      

How are counselors & technicians supported, and how is continued counseling/testing competency evaluated? 
 FORMCHECKBOX 
 Individual check in.  Frequency________ 

 FORMCHECKBOX 
 Group check in. Frequency__________

 FORMCHECKBOX 
 In-service trainings. Frequency__________ 

 FORMCHECKBOX 
 Other.   Type and Frequency_______________________________________________________________

Comments:



	Continuous Quality Assurance & Improvement

	
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Policies and procedures are reviewed regularly.  If yes, frequency_______________________

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Counselors/testers are observed regularly.  If yes, frequency___________________________

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Competency assessment (CATs) performed regularly.  If yes, by whom? _____________                          
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Coordinator reviews data prior to submission to SFDPH.  If yes, frequency________________

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is the OraQuick Advance and/or Stat-Pak Subject Information Brochure Given to Clients?

	External Controls and Controls Storage 

	Type  of External controls used:_______________________

Recommended temperature range for controls storage_______________________
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Are controls refrigerated?                                                                                                                                           

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is food stored in control refrigerator?                                                                                                     
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is a thermometer located in the refrigerator?                                                               

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is control storage temperature within range?                                                                   
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is there a control kit temperature log posted?                                                      

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is it completed daily?                                                                   
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is external control testing being performed? (review log)                  
                               


	 Testing  Area (Rapid Test Sites Only)

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is there a thermometer and clock?                                                                                 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is the testing area clean and well-lit?                                                                             

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is there biohazard disposal for sharps and non-sharps?                                                     
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is test run on a sturdy, immovable surface?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Can test results be seen easily for reading?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is the testing area confidential and shielded from client view?

Comments and/or recommendations:

                                                                                                                                                                                          

	Counseling Area

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Are ‘counseling messages’ posted for counselor reference?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is the counseling area confidential?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Is it clean and comfortable?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Are educational materials available for clients?        
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Are all materials & forms for testing & phlebotomy available for each session?
Comments and/or recommendations:



	Forms and Supplies

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Positive “packets” are available and contain adequate, current and useful materials.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Result letter(s) templates are adequate and are available on agency letterhead.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Informed Consent Forms are accurately worded and contain all required elements.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Referral information and packets are comprehensive, useful and up to date.

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      HIV Confidential Case Report Forms are current.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      SFCIF forms are current.  

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Gloves and protective equipment are well stocked.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      HIV Testing Laboratory Log is maintained and is up to date.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Purple tube tops are available and are not expired. (Rapid test sites only)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Site staff is familiar with how to obtain more forms and supplies as needed.   
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      Policies and Procedures available and current.
Comments and/or recommendations:

              


	Comments

	Overall Observations and/or Comments:

	 Recommendations:  


	Follow-Up:  



HIV Test Counselor 
Counseling Competency Assessment (CCT)
Counselor Name/Number: __________________________
       Site______________________________
Counselor Certification Date:       /     /                                      Date of Observation:      /     /      
	Prevention Counseling Skills
	      Needs
      Very

Improvement         Well

  0      1      2      3      4

	1.    Established rapport (welcomed the client, framed the session, confirmed informed consent).
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	2.    Listened effectively (allowed client to speak and did not needlessly interrupt).
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	3.    Used open-ended questions.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	4.    Communicated information in a simple and clear manner and clarified important misconceptions.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	5.    Used active listening skills (paraphrased, reflected feelings, reframed, summarized).
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	6.    Consistently provided positive feedback/reinforcement to the client.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	7.    Used appropriate non-verbal and verbal attending skills.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	8.    Assessed and focused on client’s sexual and/or drug-taking behaviors as it affects their HIV risk.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	9.    Used process comments as appropriate.
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 


	Session Goals Achieved
	      Needs
      Very

Improvement         Well
  0      1      2      3      4

	10.  The session is focused and interactive (enhanced the client’s participation in the session and allowed them to do most of the talking).
	  FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	11.  Prepared client for the distractions of waiting for the result.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	12.  Explored the context of the client’s risk behaviors; discussed the specifics of most recent risk incident: the who, what, where, when and how. 
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	13.  Enhanced the client’s perception(s) of their risk for HIV,STD and Hep C.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	14.  Identified, reinforced, and supported client’s attempted behavior changes.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	15.  Assessed communication of HIV with partners.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	16.  Explored behaviors that the client will be most motivated about or capable of changing.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	17.  Negotiated a feasible HIV risk-reduction step with the client
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	18.  Solicited the client’s feedback.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	19.  Assessed the client’s needs and resources.  If needed, made referrals.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	20.  Matched length and depth of counseling session to client need.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	21. Accurately/thoroughly completed client forms.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	22.   Assessed client’s readiness to receive their result.
	 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
    FORMCHECKBOX 


	Comments

	Strengths: 

	Areas of Improvement: 

	Recommendations: 


Authorized Evaluator Name__________________________________   Signature_________________________________
____Initial CCT              _____6 Mos.  CCT            _____Annual CCT









