HIV PREVENTION PLANNING COUNCIL (HPPC)

Points of Integration between Prevention and Care
Action Minutes from Meeting:

July 7, 2008
3:00-5:00 PM

Members Present:  Randy Allgaier, Michelle Bakken, Gayle Burns, Ed Byrom, David Diaz, Esther Lucero, Catherine Newell, Ken Pearce, Susan Philip, Gwen Smith, Ellen Sweetin
Staff:  Bill Blum (HHS), Aimee Crisostomo (Harder+Co.), Vincent Fuqua (HPS), Michelle Magee (Harder+Co.), Michael Paquette (HPS), Maree Kay Parisi (HASE)
Absent:  Jabari Allah, Noah Briones, Keith Folger, Joe Ramirez-Forcier, Laura Thomas
Guest:  Enrique Asis, Alison Hamburg (Harder+Co.)
1. Welcome, Introductions, Announcements and Changes

· Meeting began at approximately 3:05 p.m.

2. Public Comment

· There was no public comment.

3. Approval of minutes from 6/2/08 meeting
· The 6/2/08 meeting minutes were approved.
4. Committee Business 
· Report from HIV Prevention Planning Council (HPPC)
· Ed mentioned that Isela Gonzalez has been elected as the new community co-chair.  He also said that Grant Colfax will begin his term as the new governmental co-chair at the next meeting which will be on July 10th.
· Steering Committee Report
· The following two comments were raised at the June 12th HPPC meeting:  

1) Should there be term limits for the HIV Prevention Section (HPS) ex-officio member? 

 2) Can the HPPC reject the HPS ex-officio member appointed by the governmental co-chair?

A) It is important to note that the Co-Chairs provided input to the language and process of how it was developed and presented to the council.

B) The Co-Chairs are in agreement to proceed forward with a vote on what was presented to the HPPC on June 12th.  

· We should follow the current process for the State Office of AIDS to about their representative, because it has clearly worked for us.  However if concerns about the ex-officio member were raised, the staff could contact the Office of AIDS to request a different representative.  It was also noted that the Office of AIDS ex-officio member did not have a term limit.

It is also important to recognize that the Bylaws provide the foundation on the set of rules that guide the HPPC. If you feel that we need further clarity on the appointment process we can work with the staff to develop and flush out these step in the HPPC Policies and Procedure Manual.

· The approval of the HPS ex-officio member will be up to the discretion of the Director of HPS.  

· The Director can share their appointment with the Steering Committee so that they can provide consensus on the individual appointed by the governmental co-chair.  

· And that this consensus could be based on the criteria outlined in the Bylaws: a) appointed based on their role at HPS, provide a history of the process, and ensure continuity. It was also suggested that the staff may want to consider language such as “in consultation” rather than approval.

· Report from HIV Health Services Planning Council (HSPC)
· Randy Allgaier gave a brief update including information on the budget.  He said that the budget went to vote and fortunately a good amount of funds were restored (using CARE funds).  Now they are preparing for the August prioritization.

· He also mentioned that there are two new staff members on HSPC – Randy is acting as interim director (Jack Newby resigned) and T.J. Lee is the new administrator replacing Ray West who now is a staff person in the Prevention Section of the AIDS Office.
· Report back from State Community Planning Group (CPG)
· Because John Melichar wasn’t present, there was no report back on the CPG this month.
· Report back from linkage to care working group
· Bill Blum gave an overview of the working group’s mission and their charge of looking at the standards of care.  These standards will help inform agencies of the protocol of getting newly diagnosed HIV positive clients into care.  The operating concepts will be client centered and help consumers make informed choices.
· Process Evaluation 
· 13 surveys were returned!!  Thanks to everyone who participated and completed surveys after last month’s meeting! 
· Overall, participants thought that the meeting went well.
· Susan mentioned that we may need to rethink how we evaluate the PWP Working Group part of the meeting – perhaps a separate evaluation or additional questions on our current survey.
· There was no public comment on this agenda item.
-------------------------------------------------------------------------------------------------------------------------------------------------------
5. Prevention with Positives (PWP) Best Practices Work Group Convenes
I. PWP Best Practices Work Plan

· Agreed to a framework for accomplishing the workgroup’s goals.  Work plan outlines the workgroup’s goals, key questions, and tasks.  Key questions to help guide the workgroup are as follows:
1) What are the “hot button” prevention issues that providers encounter in working with clients who are HIV positive?  What are some practical approaches that providers can use when addressing these “hot button” issues with their clients?

2) What strategies & interventions best address the prevention needs of people who are HIV positive? 

3) Who are the providers of PWP services?

4) What do providers need (e.g., training, qualifications, etc.)  in order to carry out PWP interventions? 

II. Discussion:  What are the “hot button” prevention issues that providers encounter in working with clients who are HIV+? 
· Scope and role of providers – “Is it my issue to deal with?”  For example, medical providers are more interested in CD4 counts and viral loads and tend not to focus on prevention with positives.  There is not a system in place for medical providers to engage in PWP with their patients.
· Starting a dialogue with clients – important to be able to have an open dialogue including discussion around drug use and sex (having a safe place for clients to talk)
· Disclosure – How to talk with clients to help them overcome denial 
· Having a list of specific examples and a “script” for having a dialogue with clients could help facilitate this open dialogue 
· What should be included in the script?  For example, what would a standardized script be for clients who say, “I don’t need a condom because my viral load is undetectable.” 
· Helping people make responsible decisions
III. Discussion: What are some of the interventions used in PWP? 

· Individual risk reduction sessions
· Group risk reduction  

· Skills building ( learning to negotiate, disclosure/non-disclosure
· Substance abuse assessment and referral to treatment
· Long-term therapy
· Short-term therapy
· Disclosure assistance
· STD screening
· Informational sessions & health education (e.g., about viral loads, CD4 counts) 
· Prevention messaging ( this is also related to training for medical providers 
A. Risk Assessments

· How often should a risk assessment be conducted with clients/patients?
· Who should be conducting the assessments?
· What key categories should be part of a standardized assessment? 
· Encouraging healthy sexuality – Is client/patient having a satisfying, healthy sex life? 
· Substance use
· Mental health 
· Disclosure 
· Risk assessment should address 1) issues that are directly linked to HIV transmission and 2) quality of life issues
IV. Discussion: What are the standards for effective PWP provision? 

· Risk assessment should be conducted by each provider at regular intervals of client/patient contact
Rationale:  
Clients/patients’ comfort level may increase as he/she continues to see a provider regularly. Also clients/patients attitudes and perceptions may change over time.  As such, he/she may disclose more information and be more open to prevention messages.  One strategy would be case-conferencing among a multi-disciplinary team of providers working with client/patient to ensure communication between providers 



· Client/patient should be referred to a therapist for mental health assessment;  mental health assessments should be conducted at regular intervals

· Providers should receive 1-2 trainings per year on how to approach HIV+ clients/patients with prevention messages 
Rationale:  
There is a gap in existing training, especially for medical providers.  A standardized training is needed so that medical providers give consistent messages about prevention to their HIV+ clients/patients.  Also, training could help providers become comfortable and familiar with a “script” for addressing specific issues that a client/patient may bring up.  For example, if a patient comes in and states, “I don’t have to worry about oral sex because my other doctor said so,” the provider can provide a response or provide education that is consistent across the board.   

· Each agency should have an assigned PWP point person/coordinator 
Rationale:  
A PWP point person/coordinator at a given site can serve as a “champion for PWP” or “PWP advocate” promoting PWP practices and ensuring that the providers at the agency are aware of the importance of ongoing PWP services; that providers receive ongoing training on PWP approaches; and that PWP becomes a normal practice among providers. 

V.  Discussion: Principles of PWP

· Think of prevention broadly – STD screening and substance use assessment, for example, should also be considered HIV prevention. 
· PWP work with clients/patients should be happening regularly; providers should be conducting PWP with clients/patients on an ongoing basis.  
VI. Discussion: What are some obstacles that agencies & providers may encounter in providing PWP and what are some remedies? 

· A section on obstacles/challenges of implementing PWP services can be included in the best practices guide, along with possible remedies.   For example, having a PWP champion at each agency/site as a remedy for the challenges in implementing PWP practices at the agency/site) 
· What are some “pearls” for how to handle risky situations that clients/patients are engaging in? 
· It is important to identify different systems where HIV+ clients may receive PWP services and define what would be useful for different systems.  For example strategies for:
· One-stop shop agencies 
· Stand alone agencies
· Point of care
· Training providers – 1st assessors
VII. Discussion: Who is the audience for the PWP Best Practices document? 

· The idea is that the best practices guide will appeal and is useful to a broad audience
· As the specific sections of the document are developed, we need to continuously assess whether the document will appeal to larger audience
VIII. Next Steps 

1) Collect information from workgroup members who can bring in the work they’ve already done with their agencies

2) Identify an outline for the PWP Best Practice document 

3) Develop list of provider types - Who are we trying to talk to? Who is the audience for this document?

4) Consider the idea of a subcommittee to develop and pull together the document.   

 6.   Evaluation and Closing
· The meeting adjourned at 5:00pm.  Members were reminded to fill out their process evaluations. 

· Our next committee meeting is on Monday,  August 18th from 3:00-5:00pm 
The minutes were prepared by Michael Paquette, Vincent Fuqua, Aimee Crisostomo, and Alison Hamburg.

Reviewed by Susan Philip and Ed Byrom.
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