HIV PREVENTION PLANNING COUNCIL (HPPC)

Points of Integration between Prevention and Care

Action Minutes from Meeting:

February 7, 2011
3:00-5:00 PM
Members Present:  Jackson Bowman, Ed Chitty, Enrique Guzman, Derek Mapp, Alfred McGugin, Ken Pearce, Joe Ramirez-Forcier, Stefan Rowniak, Gwen Smith, Laura Thomas
Members Absent:  Grant Colfax, 
Guests:  Maritza Penagos (HHSPC), Charles Siron (HHSPC), Enrique Asis, (Training Manager HHSPC Support Staff)
Staff:  Erin Antunez (HPS-Research), Vincent Fuqua (HPS), Eileen Loughran (HPS), Aimee Crisostomo (Harder & Co.) 
Joe Ramirez-Forcier called the meeting to order at 3:05 pm.  
1.  Welcome, Introductions, Announcements, and Changes 

· Joe asked members to introduce themselves and to share any relevant announcements.

· Vincent reminded everyone that today is the National Black HIV/AIDS Awareness Day march and candlelight vigil. The march will begin on the steps of City Hall at Polk at 5pm promptly. He and Derek Mapp will need to leave the meeting early today. 
· The Hepatitis C Task Force will meet tonight to discuss its recently released recommendations document (which can be found at www.hepcsf.org) and outreach efforts to disseminate the document to media, stakeholders and policy makers. At this meeting members also discussed possible presentations for 2011. It was also announced that the Task Force is recruiting new members. Application materials may be found at http://hepcsf.org/About_Us.html. The next Task Force meeting is scheduled for March 14th at 25 Van Ness Ave, Room 330A, from 5:30-7:30pm. At this meeting representatives from Merck and Vertex are scheduled to present information about new hepatitis C treatments in the pipeline (boceprevir and telaprevir, respectively). 
· Maritza is interested in joining this committee, but it must first be approved by the HHSPC’s membership committee.
2.  Public Comment

No public comment.
3.  Approval of Minutes from 1/10/2010
Joe explained that because of a recent bylaw change, we can use the new method of approving minutes by consensus.  (Unanimous consent permits action without a motion or a vote when there is no opposition anticipated. Unanimous consent can be used for “routine business such as agendas and minutes.)

Joe asked the group if there was any objection to approving the January minutes. Hearing none, the January 10, 2010 minutes were approved by unanimous consent. 

4. Committee Business
· Report from HIV Prevention Planning Council (HPPC)

Joe provided a brief update from January the HIV Prevention Planning Council meeting. He explained that there were three presentations: 1) a brief Process evaluation Summary as we move into a new year, 2) The Planning process and specifically the different role of HPS and the HPPC during the process, and 3) An Epidemiology update specifically on the consensus numbers by Henry Fisher Raymond. Joe added that last week the HPPC had had their first Steering Committee meeting. Scheduled for the February HPPC, we will have a presentation on the Paradigm shift happening nationally and locally, an update on ECHPP with emphasis on the 14 required interventions, and an election for an At-large Steering seat.
· Report from HIV Health Services Planning Council (HHSPC)

Enrique Asis gave an update on the January HHSPC meeting. He said that HSS gave different scenarios for the next prioritization allocations for the 2011 priority summit. He reminded the group, that every year the HHSPC has an all day summit that discuss & go over prioritizations.  He added that the rest of the meeting was time in which the Council members had an opportunity to talk about Randy and grieve the loss.
· Process Evaluation

Joe gave a summary of the January process evaluations. Overall, it was a good meeting.  Members thought the meeting was informative.  Words used to describe the meeting included informative, enlightening, and productive.
Ten surveys were returned, which is everyone. That’s great, let’s keep it up!  These evaluations really help the co-chairs, HPS, and Harder+Co to make our meetings as efficient as possible.  

5. Introduction to National HIV/AIDS Strategy (NHAS)  
· Overview of goals & outcomes of committee
One of the suggestions members made last year was that we are very clear about the goals and outcomes of the committee.  We all had a chance to review the scope of work last month, but I wanted to go over the specific goals again.  
· Aimee asked the group, How can the two Councils work together to reduce HIV-related  

                          health disparities and inequities in San Francisco?

· Look at communities at high risk (identify those populations with greatest disparity in SF) – Recognizing that many populations are marginalized or experience health disparities, what are those that pop out most?  What do we know about them?  What can we do?  Provide recommendations to SFDPH for how we can reduce HIV-related health disparities among these groups.  

· Look at community level approaches – Provide recommendations to SFDPH for adopting community level approaches (identify what these are) to reduce HIV infection in communities affected by HIV-related health disparities. 

· Look at stigma and discrimination – Provide recommendations [to Councils and SFDPH] for how the two Councils can work together to reduce stigma and discrimination experienced by people living with HIV/AIDS 
· Aimee said that examples of work this committee has done in the past include 

       developing a best practices guide and developing recommendations for Councils, 

        and/or HPS. 

· Overview of the NHAS and Health Disparities
Aimee explained that we wanted to provide an overview of the National HIV/AIDS Strategy  (NHAS), focusing on the HIV-related health disparities component.  Israel Nieves-Rivera from the HIV Prevention Section is here today to present.  He has presented the NHAS and how San Francisco is alignment with NHAS to the Councils previously.  Today, he will be giving us an overview of the goals of the NHAS which is reducing HIV-related health disparities.  He referred the group to the online link to the NHAS: http://www.whitehouse.gov/administration/eop/onap/nhas

Israel directed everyone towards the handout, “Overview of the National HIV/AIDS Strategy with a focus on Addressing HIV-Related Health Disparities and Inequities”.  He reviewed the strategy goals: Reducing new HIV infections, Increasing Access to Care and Improving Health Outcomes for People Living with HIV, Reducing HIV-related Disparities, and Achieving a more coordinated National Response to the HIV epidemic in the US.
Israel focused on Addressing HIV-Related health Disparities and Inequities. He highlighted the definition from page 31 of the NHAS. The Affordable Care Act represents the broadest Federal effort, to date, to address health inequities. The law says that a group is a health disparity population when: “there is a significant disparity in the overall rate of disease incidence, prevalence, morbidity, mortality, or survival rates in the population as compared to the health status of the general population.” In addition, it may be determined, “that such term includes populations for which there is a significant disparity in the quality, outcomes, cost, or use of healthcare services or access to or satisfaction with such services as compared to the general population.”
Israel gave An overview of the goals of reducing HIV-Related Health Disparities and provided a review of the steps outlined in the strategy: Step 1: Reduce HIV-related mortality in communities at high risk for HIV infection; Step 2: Adopt community-level approaches to reduce HIV infection in high risk communities; and Step 3: Reduce stigma and discrimination against people living with HIV.
Israel briefly explained that the purpose of the Enhanced Comprehensive HIV Prevention Plan (ECHPP) grant is to support local health departments to begin to implement the National HIV/AIDS Strategy. The grant is for 1 year (through September 2011) and will support a short-term, intensive planning process (ending in early February) followed by implementation of some of the priorities identified in the Plan. Israel added that the committee should keep in mind, how to focus on their work and not duplicate what has been done or is being done.
It was noted that we need to stay focused on HIV-Related Health Disparities. A list is identified in the NHAS. A member noted, however that youth and Trans are not identified in the strategy. 

Israel noted that transgendered are included in document but it doesn’t say age or women.
A member pointed out that there are Health Disparities among young people as well. We have the data. Are there disparities yes, are there HIV related disparities yes but perhaps no data showing it. There are some cases where we “know” from doing the work but it is not caught in data.
A member suggested we develop a matrix to look at cost analysis regarding health disparities. Perhaps look at different cost scenarios.

A member reminded the group that from the NHAS implementation plan, it is based on science and accountability.

We need to narrow down-What is criteria? We should think of SF as the community, and not an individual preference. Develop criteria. What is the outcome or anticipated outcome? How will it affect policy?
There was an endorsement of when to start treatment? What is the committee recommendation? This conversation is happening now at HSS.  

Sanctuary City- Do we have data on undocumented? Is there any guidance for groups that we can’t identify data for? Where to get tested? What is treatment? Not sure those health disparities for that group are fully identified.

Israel clarified that City clinic sees a lot of monolingual Spanish speakers and we do not ask “are you documented”. He added that there is very little missing data on folks in SF. 

How do we decide how to define HIV health related disparities? Which populations have highest interest rate? What % of people knows their status compared to other populations? What population(s) have highest viral load? Are in healthcare? We need to define what we mean>
How about access to healthcare? What about access to HIV test? Are they at risk?
We need to determine who has less access and therefore worse outcomes.

What do we prioritize? This can go in different directions requiring different strategies depending on populations and measures.

Look to see if we already collect the data we want. Is it in the annual report?
Some populations hit a lot of health disparities. Is HIV just one of many? Or is HIV the only disparity? 

What about the impact of poverty?
Education, disparity in healthcare, changes in ADAP and how things are funded can impact health. What is going to happen if more ADAP funding is lost? Co-pays are often too hard for people to cover.

We need a visual “Policy matrix”. What is being done? What has been done? How can we have highest impact?

Health disparities in terms of HIV. Use African American Action Plan and Latino Action Plan as reference. 
In defining disparities: late testing, mortality, incidence (linked to NHAS).
Prevalence and incidence are great tools but for some populations data may be missing. We need to look at cofactors and drivers putting someone at risk.  Homelessness, mental health, substance use are components to look at and see how they affect people that are negative how may impact one’s life.

Israel suggested the group look at the document on health disparities in San Francisco.

Define HIV Health Disparities; Measures to look at: incidence, prevalence, mortality, viral load, proportion of people in care; how do we bring in contextual factors?

Populations affected by health disparities: list in the 2010 HIV prevention Plan, annual report, what measures does group want to look at?

What measures? What populations? We need to determine: gay men, race, substance use, mental health.
HPPC uses BRPs but the HHSPC does not. 

Do we define measures first or look at populations first?

If we had a matrix we could see how does the matrix make up this person? What is part of strength and well-being? Contextualizing someone-looking at a person holistically-each individual makes up/contributes to entire community.
Markers: Incidence, prevalence, mortality

Late testers: Latinos / out of care: Latinos what are the markers that are driving this?

What is happening in SF? Who’s dying? It is about health outcomes for both prevention and care. Severe need communities (COEs)

BRPs and the Care categories are both useful for some things. 

Harder + Co is here to support the committee’s data requests, but we need to be reasonable in what we want and what our goal is. Aimee will create a matrix to help us visually “see” our conversation. She will start with the groups identified in the 2010 Plan, the NHAS, and the HHSPC’s severe need communities.

A member requested that we go further up the “river”. Look at outcomes and other ways to identify what might be happening in a community before data is available.

A member added that it needs to be local data because national data is irrelevant to this committee.

We also need to look at the drivers that the HPPC identified in the Plan.
A member added that there has been a lot of discussion around populations rather than measures. We must first define measures and that will indicate what we want to look at.

There was some agreement in the room that we must: define measures before we look at populations to contain the conversation.

Health disparities measures: prevalence, incidence, mortality, access to healthcare, access to HIV prevention & care, drug resistance by neighborhood, geno/pheno type, proportion of people that know their status, proportion in care, CVL and CD4, drivers: proportion of people impacted by drivers, ses, housing status, medical insurance status, HIV related health disparities and other contextual factors, Hep C, STDs, familial support, community support

6.  Evaluation and Closing
Joe reminded everyone to complete their evaluation form.
· Next Steps
The Committee Co-chairs will meet with Aimee and HPS staff to plan the March meeting.
Aimee will develop the above mentioned matrix and begin compiling data.
Next meeting:  The next meeting is Monday, March 7, 2011, from 3-5 p.m.
Minutes prepared by Eileen Loughran and reviewed by Joe Ramirez-Forcier, Ken Pearce and Vincent Fuqua
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