HIV PREVENTION PLANNING COUNCIL (HPPC)

HIV Prevention Plan – “Show Me the Data”

Thursday, May 3, 2007

2:30 – 4:30 pm
MINUTES

Members Present: Tei Okamoto, Rakli Wilburn, John Melichar, Perry Rhodes III, David Gonzalez, Tracey Packer, Chadwick Campbell, John Newmeyer, Frank Strona, William Bland 
Members Absent:  Isela Gonzalez, Thomas Ganger, Jen Hecht
Guests:  Hank Wilson 

Professional Staff: Eileen Loughran (HPS), Willow Schrager (Harder+Company Community Research), Aimee F. Crisostomo (Harder + Company Note-Taker)

1.  Welcome and Announcements 


· Both co-chairs are absent today.  Frank Strona and Tei Okamoto will co-facilitate today’s meeting.
2.  Public Comment


· Hank Wilson commented on the need for public information on poppers and inhalants and for DPH to develop a prevention message based on available research on HIV risks associated with use of poppers.  He notes that while there have been numerous studies on poppers since 1997, in particular on immunosuppression and enhanced HIV risk with the use poppers, there is still a lack of awareness among HIV medical providers and counselors.  He observes a big gap in information in the community and encourages DPH to gather data on poppers and to develop prevention messages and materials. 
· Members noted that the committee is currently looking at BRPs, subpopulations, and cofactors and that poppers are included in the HIV prevention plan as a cofactor. 

· Hank Wilson noted, however, that while it is the plan, he has not seen any implementation in the community.  
· It was noted that the SUISS committee is addressing the topic of drug use within each BRP and that this issue may be addressed through the committee. 

· Tracey Packer commented that it is important to recognize this issue and that it may be an opportunity for collaboration with other divisions within the health department.  
· The committee appreciates the public comment made by Hank Wilson which will be sent to Steering Committee for consideration.  The committee also recognizes its importance in regards to its discussions around BRPs.  
3. Steering Committee Report
· Tei provided updates from the Steering Committee:
· The committee discussed concerns around public comments and ensuring responsible engagement. The parking lot was reviewed and will be sent to the full Council for approval. Shane Anglin and William Bland will be attending the HIV Prevention Leadership Summit in New Orleans this month. A diversity training for Council members is planned for September 13th. 
· Kevin Roe & Kathleen Roe were present to review quarterly process evaluation results.  Response time for Zoomerang Surveys are now 3-4 days (instead of one week) so that results can be made available sooner.  
4.  Committee Business



· Approve minutes from 4/5/07  (Action Item/Vote) 

· Perry Rhodes III motioned to approve the minutes and Tracey Packer seconded the motion.  Minutes were approved. 
	Committee Member
	Vote

	William Bland
	Late

	Chad Campbell
	Y

	Thomas Ganger
	Absent

	Isela Gonzalez
	Absent

	John Newmeyer
	Y

	Tei Okamoto
	Y

	Tracey Packer
	Y

	Perry Rhodes III
	Y

	Frank Strona
	Y

	Rakli Wilburn
	Abstain

	David Gonzalez
	Y

	Jen Hecht
	Absent


· Process evaluation from 4/5/07  
· Last month’s process evaluation were good overall.  However, results indicated that there is often not enough time for discussion and some respondents expressed the need for finding additional time to do our work.  To address this, the agenda for June will include a vote on having an extra meeting this year. 

· Recap key points from March meeting 

· Tracey led a presentation on the history of the priority setting model and framed the committee’s work this year.  The committee reviewed and discussed alternative BRPs developed by Harder+Co.  Willow noted that based on the discussions last month, the committee is close to a consensus on an alternative BRP model.  
5.  Model Incorporating BRP Recommendations (Discussion Item)

The handout entitled, “Option: Injection Drug Use as a Cofactor, not a BRP; Include HIV+ Persons as a Subpopulation” was distributed.  It shows another alternative BRP model – with four BRPs – based on members’ discussions and recommendations from last month. Willow facilitated a discussion of this alternative model.  She asked committee members, “With four BRPs, what are implications for subpopulations and co-factors?   What does this mean for resource allocation and funding?”
·    Committee members reacted to the four-BRP models and shared their concerns.  The group discussed how IDUs/DUs can continue to be represented in the model although they are not part of the BRPs in this model.   Willow reminded the group that while IDU/DUs are not a BRP in this model, its importance can still be reflected either through special considerations (Step 5) in resource allocation and funding (e.g., include specific funding percentages for IDUs) or by adding another column to highlight drug use (e.g., put frequently used drugs – being researched by SUISS committee – in their own column).  A concern was also shared about how to represent HIV+ persons as a priority within subpopulations and cofactors.
· The group discussed the need to obtain input from other providers about the model and the process they should take in informing providers and the community about any changes in the BRP model. 
· Emalie Huriaux, HPPC member and DOPE project manager at the Harm Reduction Center, was identified as someone the committee should obtain input from.  Committee members agreed that it would be valuable to talk with Emailie and other providers to gauge their response to a BRP model wherein IDUs/DUs are not a separate BRP, as well as incorporate their ideas and comments into the committee’s work.  The group also recognized that their own member, John Newmeyer, is an expert in IDU issues. 
· Committee members talked about how it would be very important to explain, if they do decide to adopt this model, why the committee decided to take out IDUs and DUs from the BRPs.

· A presentation to the community about changes in the BRP model should be framed such that it is understood that IDUs/DUs are still considered important.  Tracey Packer suggested that as part of any changes to the BRP model, the committee develop something tangible in terms of resource allocation (e.g., x percent goes to PWP, x percent goes to popper use) so that implementation is very clear.  John Newmeyer agreed that a presentation would be valuable and that it should explain why the committee thinks that IDU is a co-factor rather than an identity (BRP).  He added that he would be happy to present.  

· Tracey Packer suggested having a meeting with providers when the committee has developed a model that they like and give providers an opportunity to react and give feedback.  Both HPPC members and providers in the community should be invited to participate.  
· The group talked about the process that the committee is taking in breaking down the priority setting model.  William Bland asked whether the group had agreed on the five step process as outlined last month.  William shared his concern that with what appears to be a linear process, decisions that the committee makes today about changes in the BRP model could ultimately determine resource allocation.  It was suggested that the process the committee is undertaking in reviewing each five steps of the priority setting model allows for leeway and encourages creative and open thinking.  It was noted that with the four-BRP model, it does not mean that funding is restricted to four pots of money.  
· Willow noted that the committee has had lot of discussion in past meetings about changing IDU to DU.  She reminded the group that one of the limitations of doing this is that currently all data is on IDU.  No data currently exists on drug use; also, even if the epidemiology section were to start collecting data on drug use now, it would not be available for a couple of years.  

· The group discussed concerns they had about how transgendered persons are reflected in the BRPs.  One question was whether or not distinctions should be made clear about transgendered persons and sexual orientation.  Committee members acknowledged that there are nuances among different populations that are not captured by the BRPs.  Questions and concerns brought up included: 
· Rethinking BRP #2 for transgendered persons so that it reflects the subtleties and nuances within the population.  One example given was gay-identified FTM persons – they are functionally only seeing messages for MSM.  One committee member noted that he would provide service this group under MSM.  Additionally, there is no data available for FTMs.
·  “T”s are not included at the end of any BRPs to reflect people who have sex with transgendered persons. Could the label, PST (people who have sex with transgenders) be used?
· BRP #4 should be changed to MSF, MSF/T; although HIV risk is different for these two groups
· BRP #1 should include MS-FTM (men having sex with transmen), MS-MTF (men having sex with transwomen).  Could this be a subpopulation?  Could we make sure that within BRP #1, there are resources for men having sex w/ transwomen or having sex w/ transmen? 

· It was stated that there is a growing population of transfolks and gender variant population in the community and that is something to consider in discussing BRPs. It was also noted that transgendered persons who are currently using substances may leave the trans continuum and go back to a biological role because of safety factors, lack of hormones, no access to clothing, etc.  They may exist in two or three BRPs within a period of time until they feel safe to return to a transgender role.  

· The group discussed whether BRPs could be reframed according to biology (e.g., people with a penis/people who engage in anal sex, people with a vagina/people who engage in vaginal sex.  (This would essentially get rid of BRP #2)

· One concern regarding reframing BRPs according to biology and being too specific could be limiting (i.e., Do we look at insertive and receptive sex for all groups? How small do we cut the pie?)
· Another concern was that in terms of receiving services, people go to service agencies that they relate to. Also, how does a program deal with providing services according to biology (i.e., anal sex or vaginal sex?).  Some committee members talked about the need to keep the emphasis on preventing transmission. 
· William suggested that it would be helpful to look at each BRP and the behavioral risk by biomechanical infection/transmission route and see which groups have the highest rate of transmission. 
· NEXT STEPS:  In general, the committee is not yet ready to agree on the four-BRP model reviewed today.  The committee decided to continue the BRP discussion next month by looking at more alternative BRP models that incorporates ideas from today’s meeting.  

6.  Define Criteria for Prioritized Subpopulations & Cofactors (Discussion item)
· Willow reviewed the 2004 criteria for prioritized subpopulations and cofactors and the 2004 criteria for inclusion of research from the 2004 HIV Prevention Plan.  Discussion on this agenda item will be used to guide a literature review to be conducted by Harder+Co.  Committee members shared the following ideas:
· Set criteria that data can’t be only from one agency unless that’s the only data available. It was noted that there are some subpopulations where data and research is limited and may only come from one agency.  Studies should be recent up to five years (2002) unless there is no data more recent than 2002. A question was asked whether or not recent studies that have not yet been published can be included. 
· Set the “1.5x” criteria so that it compares, for example, the incidence rate among meth users to non-meth users (rather than compared to the whole BRP, as in 2004)
· Look at geography.  (Do we have incidence data by geography?  If not, should we look at AIDS data by geography?  Ask Willi about data availability).  AIDS cases mapping could also be helpful.  It shows that there is high incidence in the Tenderloin and the Bayview – that could be useful information for us. 
· Consult Willi about what he thinks about percent seroprevalence.  He may have been the one who initially advised the use of 8% seroprevalence.  Tracey Packer will also consult with Dara Coan. 
· Could subpopulations be looked at based on income or education? 
· If there are not SF studies on a particular subpopulation or cofactor, bring national studies to the Committee for consideration, keeping in mind that because the epidemic in SF is very different the study’s relevance needs to be justified. 
7.
Next Steps 

· Today’s discussion on BRPs will be reviewed at the co-chairs planning meeting; suggestions and recommendations will be incorporated into another iteration of alternative BRP models for the committee to review next month. 
· Harder+Co. will begin a literature review on subpopulations and cofactors based on criteria discussed today. 
8.  Closing

· Committee members were reminded to complete the Zoomerang survey for process evaluation.  Meeting was adjourned at 4:30pm.  

NEXT MEETING:  June 7, 2007 from 2:30-4:30pm (Room 330A)

Minutes prepared by Aimee F. Crisostomo, and reviewed by Eileen Loughran, and Tei Okamoto.
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