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Welcome, Introductions & Announcements 
Council Co-Chair Ben Hayes called the meeting to order at 3:05 PM. He explained the purpose of the special meeting which is to synthesize feedback from providers and the community on New Directions.  Most HPPC members have seen the presentation.  The printed version of the presentation is available today.  The format of the meeting will be as follows:  HPS will synthesize provider and community feedback on the New Directions in HIV prevention; HPPC members will comment and discuss; and guests from the public are welcome to make comments utilizing the purple comment forms provided.  HPPC members are reminded that they can also make comments using the index cards.  Ben made the following announcements: 
· Isela Gonzalez, Council co-chair, could not make today’s meeting because she is in Washington, D.C. representing San Francisco at health equity meeting regarding the role of private/public partnerships in public health.     

HPPC members and members of the public introduced themselves.

1.  Report Back from Provider and Community Group Meetings

Grant drew the group’s attention to the presentation, “Provider and Community Feedback on New Directions in HIV prevention.”  Grant explained that he will talk about the feedback HPS heard from providers and the community.  Dara will discuss the HIV Prevention Section (HPS) response to the feedback and concerns.  HPS appreciates the feedback from the community.  He acknowledged that New Directions is a big change; this presentation is a chance for HPS to share what it heard from the community and to discuss how HPS will address the concerns that have come up. 
Grant presented Slides #1 (Title slide) through 14 (Does this reflect the feedback?).  He provided an overview of the process and dialogue with the community and providers that began in February.  He gave a summary of meetings and presentations including 1-on-1 meetings with HPPC members.  Grant acknowledged that this is a very hard time for agencies, participants, clients, and consumers.  Change is challenging.  Many agencies that have been funded from other sources have lost their funding; clients are getting fewer services; difficult financial times make it challenging for everyone to do the work. One of HPS’s roles is to help providers shift into new models in a way that people feel supported.  Grant continued to talk about agency needs and community concerns related to 1) decreased emphasis on HERR; 2) names reporting; 3) alignment between Plan and new directions; 4) “medicalization” of prevention; and 5) supporting data for new directions.  
Dara presented Slides #15 (HPS Response: Agency Needs) through 27 (Next Steps).  She explained that HPS has taken feedback from providers and the community seriously and HPS now wants to share what HPS is thinking about.  It is important for the community and HPS to work and support each other.  

Slide #15 (HPS Response:  Agency Needs)

Collaboration:  There are fewer resources and costs are going up; however, HPS is not intending to reduce or consolidate the number of contracts.  HPS is not going to require collaborations; it is optional; HPS would encourage agencies to collaborate when it makes sense and when it improves the quality of programs.

Capacity-building:  HPS wants to be able to offer trainings and technical support to create opportunities for agencies to be prepared for the RFP.  Examples would be trainings on proposal writing; developing evidence-based programs; and what is needed to develop infrastructure to do HIV testing.  HPS wants provider and community input on additional trainings.  HPS will send out Survey Monkey to get input on trainings.

Slide #16 – 17 (HPS Response: HERR) 

HPS did not explain very well where HERR is within new directions.  What’s the place of HERR moving forward?  HPS’s intent is that HERR is the substance of what we’re moving forward with.  HPS will support HERR and rethink the resource allocation model to better represent how HERR fits within new directions.

Slide #17:  Dara explained how HERR has been represented since 2005 (1st pie) and within the original new directions proposal (2nd pie).  She acknowledged that what providers and the community heard is that status awareness got really big and HERR got really small.  She explained that what HPS was thinking is that HERR is part of status awareness.  HPS wants to rethink 1) how we represent this because it is not obvious where HERR is in the new pie (3rd pie);  2) HPS wants to represent the full scope of what providers do; and 3) include HERR efforts to address gaps that providers and the community have all identified (mental health, etc.).  Dara acknowledged that there are not a lot of resources.  HPS hopes that the Council, providers, and the community can help HPS figure out what the revised new directions proposal – one that will better represent HERR efforts and include new HERR to address gaps – will actually look like.  HPS will bring this new representation back to the Council at the June meeting.  

Slide #18 – 20 (HERR within Status Awareness) 
HERR within status awareness is going to be a big effort.  HPS can’t do the new testing effort without the HERR piece.  In regards to counseling, there has been an interpretation that HPS is not going to do counseling; on the contrary, HPS wants to make it more flexible and client-centered. 
Indicators of success are still around testing and linkage, but nevertheless, the HERR piece is a critical component of this.  A substantial HERR effort needs to lead to a substantial number and percent of those getting tested; a substantial number of tests need to come out of HERR efforts.  HPS wants to be transparent about this.  Any agency can build capacity to implement status awareness programs; trainings this summer will focus on how agencies can do this.  

Slide #21 (HPS Response:  Improving Client Health Outcomes)
The best way to achieve our goal is through names based system for data submission.  Will the behavior be attached to names?  HPS doesn’t see a need for this at this point; this is all up for discussion.  HPS wants to have a working group to address issues and roll this out.  Dara acknowledged that this will be a big change; however, it’s not outside the culture in San Francisco.  Last year, the names of everyone who tested last year were reported and most programs do track names.  HPS believes that this can be done in a community-sensitive way and in a way that doesn’t impact people’s access to services.
Slide #22 (HPS Response:  Alignment between Plan & New Directions)
Dara acknowledged that the Plan and new directions is a change.  There are a lot of major building blocks in the Plan and a lot of people think that new directions feels different.  Through the Plan, the Council made the recommendation to make allocations according to behavioral risk populations and HPS will follow that.  However, HPS did not do an adequate job on explaining how the Latino and African American Action Plans will fit into new directions.  These plans are strategies and approaches that can be used across the focus areas described in the HIV Prevention Plan.  HPS encourages agencies to build these into the new models.   
Slide #23 (HPS Response:  “Medicalization” of HIV Prevention)

It is understandable how the community and providers view new directions as “medicalization” of HIV prevention.  There’s been concern that new directions is Test & Treat – its’ more.  Like the Test & Treat model, it’s true that the core of new directions is status awareness; however, there’s so much more – there is a strong HERR component, behavioral interventions, syringe access, and structural interventions within new directions.  HPS sees it as a health & wellness approach to prevention.  HPS intends to maintain its focus on community-based efforts.  

Slide #24-25 (HPS Response:  Data Supporting the New Directions)

Where did the number 70,000 testing deficit come from?   Internally, HPS has debated this.  HPS wanted to show a different way of looking at testing deficit. 14-20% of PLWH in SF have undiagnosed HIV.  This is a strong argument for increasing status awareness efforts.  About 90-92% of MSM are affected by one or more drivers (this came from NHBS), using a broad definition of drivers.  Methods used by NHBS mean that we can make generalizations to the larger San Francisco population.  High risk populations need to test more frequently to have accurate knowledge of status.  HPS looked at population size estimates.  Took population size and subtracted out people living with HIV; made general assumption that 20% are low risk.  HPS looked at testing data and how many tests were done for each population.  Regardless of testing deficit, it seems that there is good evidence to say that we need to do more testing.  The truth is we can’t point to a study that says how we do prevention and how much money should be allocated.  HPS looked at all sorts of data to try and come up with a new model given the endemic state of HIV.

Slide #26 (Conclusion)

Dara encouraged members to view new directions as a big structural intervention that will create a safer environment for people.  It’s a new programmatic way of doing things that is really going to change the environment that people are having sex in.  HPS hopes it has clarified things today and has offered possible solutions for the concerns presented by providers and the community.  New directions represents the canvas and HPS, providers, and the community still needs to build the picture together.     

Comments (C) and Questions (Q):

C/Q:  I appreciate the thought and reflection that has gone into the presentation.  I feel what was presented does reflect the primary points from the community and providers.  I have concern about the theme around medicalization.  It comes down to indicators that will be measured.   I propose upwards of 35% for counseling and testing/status awareness, 25% HERR, 25% PWP, and 15% syringe access for the 3rd pie.  I feel much better about what I’ve heard today.  The key is how to work on implementing. 
Answer (A):  I appreciate concrete recommendations – that really helps us (HPS).  Regarding the indicators of success, it’s really hard to balance.  What you measure indicates what is important; without behavioral indicators, it can be viewed that looking at behavior is not important.  But, looking at behaviors is important.  The challenge is how do you measure behavioral changes in a way that is cost-effective?  If you want to look at that, HPS can link you to resources, and HPS would like it if you can share that information.  We want to focus our indicators of success on testing and linkage to care – which includes more measurable objective criteria. 

Q:  There’s a lot of things that you’re putting on us—on the community—to do, for example, the action plans (e.g., African American Action Plan, Latino Action Plan).  But, you’re not going to pay for us to do it? How does an organization figure out how to increase its testing?  Where in the restructuring of organizations – to do testing - will it find time to do HERR?    
A:  We are not expecting that our community-based efforts will fill the gap in testing.  We’re not expecting everyone to focus on getting all these tests.  We want to contribute in filling the testing gap at some level.  Not everyone is going to have to focus on getting all these tests.  In regards to your second point that we are putting a lot of the onus on the community…We have to walk a fine line with not saying what is in the RFP.  We want to emphasize that we understand your concerns.     
C/Q:  Two specific programming concerns – The people who are upset by this are those who are losing their jobs.  My concern is around my role in community and not for fear of losing my job.  In regards to collaboration, for an agency not doing testing, and doesn’t have the staff—so they collaborate with an agency that does.  However, the testing agency doesn’t pull in the numbers.  If the testing part goes away, what happens to the work of the HERR agency?  Now, there’s no testing, no HERR.  What happens to the HERR piece if the testing piece doesn’t work? 
A:   We don’t know what these new models on the ground will look like.  It’s hard to say what the eventualities might be, but you’re right, we need to think about the potential challenges.   
Q:  If we are thinking of testing more, how do we expand these doors?  We are evaluating the positivity rates instead of behavioral change which means that we are not measuring the linkage.  It’s a good focus, but how do we measure the linkage?  It’s a shared activity between two agencies.  
A:  I hear your point about linkage and accountabilities of that.  We value linkage, but I’m not sure we have good protocols to make sure linkage works.  There’s also the issue of the economic climate, what are we linking to?  We need to think through this.  We are open to ideas about how to do that.  If you want guidance from us, we want to think through the protocols around linkage.

C:  I suggest having an n-value.  When your contracts piece gets developed, have a specific threshold that people have to work under.  
C/Q:  Thank you for listening.  This is a great example of when HPS listens and the community response is heard.  My suggestion is regarding the onus on the community to implement recommendations from action plans – In the RFP, incentivize action plan recommendations. This might be a way to ensure that these recommendations are incorporated in new directions.  Where do current sources of funding come from and is HPS looking at other sources of funding for testing?   Where are funds for additional HERR activities coming from? 
A:  We are not expecting the community to address the entire testing deficit.  A CDC FOA was released for testing within medical settings.  We are working with medical settings in developing new models.  We are also working with CBHS to use SAMHSA dollars set aside for HIV work; we were able to use those funds for HIV testing in methadone clinics;  funding for testing mainly comes from CDC, some from SAMHSA, some from General Fund, and some from state.  Most of programs are supported by federal funds.  
A:  Regarding the new HERR effort, we think it would come from the status awareness portion of the pie.  These are our initial ideas, but we’re happy to hear other ideas. 
C:  Thank you for coming back and listening to the community.  I’ve talked with many community members and concerns I’m hearing include:  a lot of people are afraid that we’re shifting back to poz phobia by focusing on finding new infections and focus on prevention with positives, especially among immigrant communities’ perceptions.  Second, they are concerned that there are not enough services for people who are HIV negative.  If you’re a Latino male having sex with another men, you’re not considered high risk, even though your partner has multiple other partners.  The indicators of success, I would like to see something for programs that keep people negative.  That needs to be promoted and incentivized for agencies.   
A:  Those are all important and very good insights.  We need to take these into our thinking.  Regarding your example, we still think that that person is high risk because he is still affected by drivers because his partner has multiple partners.  We would want to reach that person.  
Q:  How do we capture that in the data collection system?  He falls out of the system.  
A:  We don’t necessarily have to capture that in the data system.  The indicator of success for testing is the positivity rate.  Ultimately, we want to see the positivity rate.  Is your concern that people are going to be held accountable for reaching only people affected by drivers?
C:  My concern is the fall out rate.  There’s this rigid box that clients have to fall into and when clients fall out of it, the agencies don’t get credit and are viewed as not doing their job.  
A:  People don’t fit in boxes, and there’s no good way to get around that.  A good way figure this out is through dialogue like we’re having now.  HPS needs to understand that when those issues come up, we need to remind ourselves that just because a person doesn’t fit in the box, it doesn’t mean that the work isn’t happening. 
C: One good way to ensure success is through TA.  Make it clear that TA is available.  How do you use community assessment data to strengthen proposals? Doing evaluation throughout the process is important.  
C:  Regarding indicators of success, part of my question is behavioral health.   We do need to look at indicators of success as reduction of drivers, from a behavioral health perspective.  A reduction in drivers is a really important shift in HIV transmission and risk.  Regarding serving highest risk people, please clarify.  
A:  For programs specifically designed to address and impact drivers, we would have behavioral indicators that are focused on the drivers.  There are two ways we’ve talked about incorporating drivers: 1) to have behavioral health interventions that specifically address drivers; and 2) throughout all service categories, we would try to make a special effort presented with drivers.  
C:  Thank you for hearing us out.  Regarding what I’ve seen happening in our community planning process, I’m worried that our ability to have an open dialogue and debate may have been compromised.  I’ve heard rumors and speculations about members being instructed to pull their comments.  I’ve heard about people feeling worried about repercussions for speaking out against new directions…We are equal members free to speak our mind.  We used to introduce ourselves according to the community that we represent.  On every issue, I encourage all of us to speak with wisdom and allusions to the community that we serve.  I hope that any issues that have emerged can be addressed immediately.  I wonder if it would be helpful to have a letter sent out by HPS to our employers about our roles on the Council as serving the communities we represent and not the agencies where we work. 
A:  I’m hoping that this dialogue today is part of the healing.  I hope that this is an opportunity to have an open dialogue.  We want to make sure that the Council heals.  There should not be a divide between HPS and the Council.  Within the Council, we want members to speak freely.  I hope today is a step in the right direction.  The commitment is there from HPS, the co-chairs, and I as government co-chair.  I hope that commitment can be there from other Council members.  Thank you for bringing up this point.  
A: We have always had a partnership with HPPC.  We value our partnership with you.  We can’t do prevention without you.  It’s all of us in this together.  If we have done anything or created a tone that made it feel like people cannot speak your mind, we deeply regret that.  That is not our intention at all. We want this to be an inclusive, open dialogue.  
A:  If there is anything that I have (Government co-chair) done or that staff has done, please let me know.  We can’t do our job without you.  
C:  This is not a place for conflict of interest.  Reminding people that members represent communities is an important point.  
C:  I spent two years working with Strategies & Interventions breaking this down and broadening it.  I really caution how we bring indicators and evaluation into New Directions.  Our job is to fully elaborate on this.  
A:  It’s great that everyone values evaluation and measuring the process and the outcomes of what we do.  
C:  I want to commend the co-chairs and the government co-chair.  I also commend HPS and the process.  I want to reiterate the feedback from the community.  I want to encourage everyone to read the Plan.  It’s easy to access.  Change is hard, but it’s important to keep an open mind.  We need to look at what we can realistically do.  
Q:  Can you talk more about the names-based working group?

A:  We want to have provider and HPPC and community input on how we roll out the names based reporting.  We want to wait until when the new services are on the ground first.  We want to have some sort of group – whether an HPPC committee or a working group separate from HPPC.  What would the system look like?  Should the system interface with CBHS?  The scope of work will be to work through all those issues and make some recommendations about implementation.
A:  It could also be a stepwise situation. There’s going to be a lot of input and process.  We can start with something and than move down a path that is informative and implements a system that provides the best service to our clients as possible.  
C:  I suggest that we go back to introducing ourselves at HPPC meetings with our name and the community we represent.   

C:  I want make a point that to maintain the current level of testing with decreased funding, its going to reduce the amount of money if we maintain the level of testing in prior years.  There’s always going to be a deficit.  I also see HERR as a best practice and as a core component of every area.  I see it as the core of providing service delivery. 
C: I propose an HIV testing “think tank” to help community understand how to implement the vision of new directions around the testing piece, the laws and policies, to generate ideas for when the RFP comes out.  I propose that CTL section be involved also.  
A:  Yes, I think we can take some of those ideas.  
2.  Next Steps
There will be another presentation regarding new directions specifically for providers on Thursday, May 20th from 2-4pm at 25 Van Ness, Room 330A.  
3.  Summary, Evaluation, and Closure of Meeting 
Ben reminded members to complete their process evaluations.  
 4.  Adjournment 
Meeting adjourned at 5:10pm. 
Minutes prepared by Aimee F. Crisostomo and reviewed by Eileen Loughran and Vincent Fuqua.
The next Council meeting is the joint meeting with HIV Health Services Planning Council on Monday, May 24th, 4-6pm at the Baha’i Center, 170 Valencia St.
The next HPPC business meeting will be held on Monday May 24th, 2010


4:00 – 6:30 PM


Baha’i Center, 170 Valencia St. (between Market and Duboce), San Francisco. 
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