Meeting Notes

African American MSM Action Plan Working Group
Feedback on New Directions in HIV Prevention

April 6, 2010
Present: Marshia Herring, Karl Knapper, Jimmy Loyce, Jonathan Batiste, Gavin Morrow-Hall, Chad Campbell, Francis Broome, Micah Lubensky, Michael Huff, Tony Bradford, Craig Wingate, Kyriel Knoon, Terry Dyer, Anthony Philips
HPS Staff: Grant Colfax, Vincent Fuqua, Dara Geckeler

The meeting convened at 1:30 pm.

Grant presented on the New Directions and how they relate to the African American MSM Action Plan and the African American MSM community. This was followed by a question and answer period.
Q: Does everyone who goes to SF General Hospital get tested?

A: The HIV Prevention Section (HPS) supports testing in the emergency room through a CDC grant of set-aside CDC dollars that CDC specifically allocated for testing in medical settings (e.g., not from dollars that could go to community services), where we are finding a high number of new positives. The testing resources available through the RFP will be primarily for community-based (not medical) testing.
Q: African American men from the Bayview are getting tested, but not showing up for primary care appointments and may be lost to care. What is HPS doing about this?

A: SF General has a PHAST team. It’s their role to follow up with those lost to care.

Response: The PHAST team is overwhelmed and they need some more support.

A: HPS is coordinating with HIV Health Services and we want to address this issue.

Q: Has the expansion of status awareness been tried elsewhere?

A: We have a 70,000 testing deficit. Testing is not sufficient for prevention for some people, but it is necessary for virtually all persons at risk for HIV. In some places where they have increased status awareness, the epidemic has bee decreased. In Houston, they expanded status awareness efforts, in a different way than we plan to in San Francisco, but they have had success with finding more positives.

Q: What does PWP in medical settings look like? What does it mean that PCM is required?

A: There is a need for both community-based and clinic-based models. Community-based programs need to be integrated with a CARE setting. An MOU and a referral system are not sufficient. The linkage between the program and the CARE setting should be stronger than that.

Q: How has the resource allocation changed from what currently exists?

A: Currently, HERR is a stand alone service with 50% of resources, but now it will be woven throughout and these dollars distributed across the focus areas.

Q: Will there be separate RFPs fro African American MSM and transfemales?

A: There will be one RFP that will include an emphasis on these two populations.

Q: There appears to be a new focus on outcomes. What kinds of positive health outcomes are you looking for?

A: The indicators of success are listed in the presentation. We are really looking to follow HIV-positive clients from testing, through the linkage process, and over time while they are in care.

Q: Regarding names reporting, there are many clients who are less stable and who won’t be able to be consistent, either with their real information or a false name. How will HPS address this?

A: We will not required names reporting for syringe access. With other services we will accept an error rate.
Q: What about first-line HIV prevention and men interested in staying negative? How are their needs addressed?

A: There will be a decreased emphasis on HERR for negatives not affected by drivers. Resources will continue to programs to address persons at high-risk for HIV who are affected by one or more drivers. 
Q: HPS is moving from 50% of resources to HERR to 50% of resources for status awareness. First, who did you get to 50% for status awareness, and second, what percent is HERR now?

A: We have a 70,000 testing deficit and so we wanted to put as many resources to status awareness as possible while still maintaining a level of service in the other areas, because we recognize combination prevention is important. It’s difficult to say what HERR resources are currently, because syringe access is now included under that category.

Q: Programs and clients currently have a survey/data collection burden. What is HPS doing to address this?

A: The HPS believes that fewer data are more accurate so we are committed to trying to minimize data collection burden.

Vincent then asked for feedback on the new directions and what are the needs of African American MSM with respect to the new directions.
The group highlighted the following issues and needs:

· There needs to be more targeted outreach for testing, such as Black men in the Tenderloin. We need to find out where in the city there are low testing numbers and target the outreach there.

· We need to let people know where they can go for services.

· We need an increased focus on the Bayview. BCA is well known but we need other structures there and increased capacity for other CBOs there. We need a campaign to increase the visibility of Black gay men in the Bayview.
· We need to reach Black men in settings where the word “HIV” is not in the title or on the door.

· We need better coordination among all agencies that serve African Americans. Some of the same clients go to different agencies, and also different clients, and there could be better coordination.

· Group interventions can’t reach men who are closeted. We need to think of other models.

· Black people have a lot more going on than HIV – there are lots of health issues that need to be addressed in this community.

· How do we take there priorities outlined in the new directions and build a collective community effort in the Black community? The new directions should not be another way to stigmatize the Black community – it should bring us together.

· Measures of success are needed around how we are keeping HIV-negative people negative. We should document the successful interventions beyond just anecdotal stories.

· In reaching Black MSM, you can’t just work with positives. You have to work with the Black community, families, partners. It’s a small community. They want to be in the same room together – postives, negatives – because this is how isolation gets addressed.

· What will evaluation look like? If the new directions aren’t showing an impact, when will HPS “pull the plug”? This is experimental, this test and treat approach. What’s the level of support among HPPC and the community?

· Grant responded that the new directions are not test and treat. Test and treat is a theoretical model for medical settings. HPS will not be supporting treatment under the new directions, but we will support prevention with positives and adherence.  HPPC members and the community have expressed support for the new directions.

· One recommendation is to have a new contract development/start-up period for hiring, training, etc. We need to analyze what’s working well with contracts before starting corrective action plans.

· What is the rationale to move away from HERR?

· Grant responded that HERR is reconfigured. Intensive, multi-session behavioral interventions are resource-intensive, expensive, their efficacy in reducing HIV incidence  is questionable, and they are very difficult to scale up to reach large numbers of people given current resources. We have limited resources, and a 70,000 testing deficit. We will continue to address high-risk negatives with intensive behavioral interventions that address drivers.
· How will gonorrhea be addressed? We will need to think about creative ways to reduce gonorrhea risk.

· If HPS is focusing on funding agencies who are finding positives, this approach does not address the needs of HIV-negative men.
· What are the standards of evidence that need to underlie a program?

· Dara responded that the RFP will give guidelines around standards of evidence.

· There will be push back on these new directions from the community. It needs further discussion.

· There is a fear that the new directions will drive agencies to chase the funding instead of focusing on what they do well. Will the baby get thrown out with the bathwater? It’s seems that what’s “in vogue” for prevention changes with every RFP cycle.
· Grant responded that we have an endemic. We didn’t meet our 2004 goal of reducing HIV infections by 50%, and we recognize change is difficult, but we need to change and we need to build on our successes.
· How will the driver of multiple partners get operationalized? This is difficult to imagine.

· Grant responded that the drivers list is flexible because if a factor meets the criteria outlined in the Plan, it will get added to the list.

· Will there be any capacity-building efforts for agencies? Some might have a good track record but limited proposal writing capacity.

· Dara responded that we are looking at opportunities to minimize the impact of these issues on the proposal scoring process.

· Perhaps agencies could propose to reach broader target populations by using a Black health model that is broader than an HIV model.
· Grant responded that the HPS would support different models to reach target populations.

· Will the African American Action Plan group get to participate in the proposal scoring process?

· Grant responded that we need to be cautious in review panel selection to ensure there is no conflict of interest. Dara responded that we could look at different review models and how we could bring that lens of expertise into the review process.
Further discussion on the new directions will be held at the following meetings:
· HPPC special meeting: May 13, 3-5 pm, Room 330A

· Provider/community meeting: May 20, 2-4 pm, Room 330A

The meeting adjourned at 2:15 pm.

