HIV PREVENTION PLANNING COUNCIL (HPPC)

Project STOREE
Action Minutes from Meeting:

July 26, 2011
9:45-11:45 AM
Members Present:  Ben Cabangun, Maria Crispi, Mike Discepola, Charles Fann, David González, Jose Luis Guzman, Paul Harkin, Kyriell Noon
Members Absent:  Yavante Thomas-Guess, Gabriel Galindo 
Staff:  Eileen Loughran (HPS), John Melichar (HPS), Tracey Packer (HPS), Audrey Bangi (Harder & Co.)
Guests:  Denmark Diaz, Stephanie Goss, Mark Anthony Molina, David Stupplebeen
1.  Welcome, Introductions, Announcements, and Changes 
David called the meeting to order at 9:50 AM. He asked for any relevant announcements. David added that we have some guests today that would like to make public comment on agenda item 6. He explained that because we are discussing gaps, public comment was included on the agenda for this topic. 
2.  Public Comment

No public comment.
3.  Member Response to Public Comment
No Response to public comment.

4.  Committee Business
· Approve June 28, 2011 Minutes

"If there is no objection, (we will adopt a motion to approve the minutes)."  "Since there is no objection, the June 28 Project STOREE minutes are approved.

· Process Evaluation
Jose Luis gave a brief overview of the process evaluation results from the May meeting.  Overall, the evaluation results were positive. 6 surveys were completed. 
· Words used to describe the meeting included productive, empowering, smooth, transparency, and great participation. 
· Comments included:  “It was difficult to grasp our role in providing the sources for looking at gaps analysis without some kind of material to start us off.  But we adjusted accordingly as the meeting progressed” and a recommendation for “Clear guidelines on how a gaps analysis is done and how a gap is defined.”

· Steering Update
David explained that this Committee meets 2 days before Steering so the timing of updates is always off. He added that Steering will meet on Thursday 8/28. David gave a brief update from the June 23 Steering Committee meeting. The update included the following: 
· The group debriefed the June 9th HPPC meeting.  This included discussing next steps with the priority grid. 
· Frank presented a framework for the 30-30 Reflection Video Project.  It was suggested that this could be a collaboration with his students in the Health Communication & Technology class at San Jose State University, HPPC, and HPS.  This idea was widely supported by Steering. The project would be the required course work for the students starting in the fall semester. A survey monkey will go out asking Council members for input on possible themes for the video projects. If anyone is interested in being an HPPC lead on this project, please contact Frank at frank.strona@sfdph.org.
· David added that at the upcoming Steering we will discuss the Cooperative Agreement presentation scheduled for August 11 as well as the changes in community planning noted in the FOA.

5.  Review Final “San Francisco’s Names-Based System for HIV Prevention Challenges & Recommendations” Document 
David reminded the group that at our June meeting we approved by roll call vote the proposed challenges and recommendations for a names-based system for HIV prevention.  The document titled “San Francisco’s Names-Based System for HIV Prevention Challenges & Recommendations” is also living document that will be modified as needed through the course of the committee.
David referred the group to the handout, “San Francisco’s Names-Based System for HIV Prevention Challenges & Recommendations”.  He explained that on this updated version, additional feedback from our June meeting is highlighted in yellow.  He asked the group if anyone have any additional thoughts to share about this updated version?  
Audrey asked the group if anything is missing from the concerns or recommendations listed. The Committee agreed with the revised document. There were no additional comments.
6.  Continue Discussion on Gaps Analysis
David covered the next agenda item, Gaps Analysis.  He explained as a reminder that our committee is charged with:

· Reviewing the components of the “system of prevention” in SF

· Identifying components of the system that include its strengths and gaps

David referred the group to the document, “Gaps Analysis, A Closer Look”. He explained that the document was shared with us recently via email and is intended to help guide us through our discussion today.  He explained that it is a lot of information, but suggested that we go over each section and address any questions/feedback that folks may have.  David added that we will hear from Project STOREE committee members and save some time later in our discussion for the guests here for Public Comment. 

Background (pg. 1)

This section provides definitions of gaps analysis, met needs, and unmet needs.  We’ll need to keep these definitions in mind as we think about our committee’s recommendations of what works and what should still be addressed.

**Does anyone have any questions/comments to share about this?

Project STOREE Committee’s Role (pg. 1)

This section summarizes what we are expected to accomplish as a committee when it comes to this gaps analysis.  In particular, we aim to share our recommendations at the HPPC meeting in August.

**Does anyone have any questions comments to share about this?

Epidemiologic Profile (pgs. 2-5)

This section describes who is most at risk for HIV infection in San Francisco given the most recent epidemiology data available.  This includes information from:

· 2010 HIV Prevention Plan 

· BRPs, frequent modes of transmission

· 2009 HIV/AIDS Epidemiology Annual Report

· CVL is included in our gaps analysis to describe the population level marker of HIV transmission risk.  CVL helps highlight which communities in SF we should focus on to further decrease HIV infections and to allocate HIV prevention and treatment efforts towards.  

· Total CVL describes the sum of the most recent viral loads of all HIV+ individuals in a particular community.

· Mean CVL describes the average of the most recent viral loads of all reported HIV+ individuals in a particular community.

· Together, these CVL findings suggest where HIV prevention resources should be allocated in order to further decrease HIV infections.

· PCSI Surveillance Baseline Assessment

· This assessment shows more recent data than what was included in the 2010 HIV Prevention Plan, but also highlights the BRPs.  It also describes the co-morbidities of those living with HIV.
Logic Model 

Our committee approved this version in March. It visually represents how the system of prevention leads to a decrease in new HIV infection in San Francisco.  
· New Directions in HIV Prevention (pg. 8)

· This information describes the priority areas, BRPs, and 

 subpopulations

· HIV Prevention Planning Group Allocation Guidelines (pg. 9)

· Can also call on John Melichar, HPS Program Manager to provide 

additional info

· RFP Funding Allocations (pgs. 10-12)

· NOTE: HPS is currently negotiating Program Plans based on amounts and services that are different from what the proposals asked for.  This is why HPS can't give allocation by Focus Area or BRP yet.  They know that in broad strokes as the proposals were approved for funding that they were meeting the priorities, but details are not yet worked out.
Discussion
A member commented that CVL is a great tool but we need to think beyond #s.
Another member asked how many people have not tested or are out of care?

Tracey responded that the % of people linked to Care is high in medical settings but low in community settings. She added that CVL is a guide.
A member added that CVL is a good indicator. He referred to the document developed by POI last year.
David added that we looked at these various sources of information to get a structure. (CVL, RFP, BRP, & local epidemologydata.)

Tracey added that we wouldn’t want to use any one source of data because all data has limitations. We need to think about what will help us move forward to identify gaps.
· A member referenced a project in San Diego that does mobile testing via neighborhood zipcode by high risk neighborhoods.

· Tracey added that we can get CVL by race/ethnicity not by neighborhood. She added that the comment about the project in San Diego is a way to identify a gap.
· A member asked if there is any CVL data on substance users or drivers.

· A member added there is no place for heterosexual women to get tested. The member emphasized super high-risk women that rely on survival sex.

· Tracey asked the group, what is necessary for people to have access to testing? She added that programs are set up to test highest risk groups, but at the same time people need to get tested. DPH medical sites are making testing routine. This is a structural change. Planned Parenthood and other places that DPH doesn’t fund offer testing. We need to look at all of these places that are providing the service.

· A member suggested that we develop some kind of language to allow an acceptability to test others outside of the top 3 BRPs.  
· Another member asked, how do we quantify “high-risk”? And if the new model is more accepting, then we should discuss it.

· Tracey responded that this is a shift. Contracts are still being developed. CDC Guidelines emphasize making testing more accessible so no one should be turned away that wants a test.
· A member responded that this is not as big of a shift as people are saying it is. He reminded the group that in 2008, we started to shift focus on the high-risk BRPs.
· A member commented that given the incidence and prevalence of transfemales, hopefully we are not turning them away at test sites.

· A member asked how we capture data on transmales. How much do we know? Can we change language so that questions are more comfortable for transmales to answer openly & honestly.
· A member suggested a transmale focus group.

· Tracey highlighted another possible recommendation. Determine ways to collect data.  Trainings on data collection? Learn from the work of Stop AIDS?

· A member asked if the testing for everyone concept could be part of the “messaging” money in PICSI?  

· Tracey responded that that is exactly what PICSI is supposed to do. She added that estimated new infections can not be broken down by race/ethnicity because the numbers are so small.  Tracey added that with prevalence we can look at race/ethnicity but we can’t do estimated new infections because the numbers get so small that it isn’t useful.

· A member added that there has to be trust in the provider in assessing a client’s risk because “self-report” may not reflect actual behaviors.  We need to find ways to look at and evaluate over time.

· The Resource Inventory starts with the logic model and shows how the System of Prevention decreases new infections in San Francisco.

· Tracey reminded the group that a gaps analysis can be misleading because this is only showing the HPS funded services. It does not include Kaiser, or programs funded through other sources.
· A member suggested an elaborate “Community Resource Inventory” which would include all of the services funded in San Francisco regardless of funding sources. This could serve as the foundation for an elaborate resource guide.

· Jojn M. said that we are still looking at things at the highest level, but not able to give dollar amounts yet because we are still working through negotiations.

· A member stated that we can not give recommendations without having the full picture of where negotiations are now.

· Charles referenced a list of non-HPS funded test sites that has been shared at the Testing Coordinators meeting.

· A member asked, how do we address Latina transwomen in the Mission, especially when we don’t know what will be on the ground running?
· David summarized what gaps he heard from the group: youth, trans Latinas in the Mission, and partners of transfemales.
· Allocating by BRPs and focus area. Subpopulations are not quantifiable.

· John M. informed the group about transition calls to programs which will be ending. Questions are being asked such as, What services were people receiving and how many people where they seeing?
· David noted that for Bayview/Hunters Point, nothing is mentioned aside from testing. What is the African American COE doing in that neighborhood?
· Another member noted that very few providers have been successful in Bayview/Hunters Point.

· Another member commented that a lot of folks that get tested in the TL have a Bayview zipcode.

· A member acknowledged routine testing in medical settings but emphasized that a lot of folks are not in the medical system.

Public Comment
David noted that he will now call on the community members that have come to make public comment on this item. Handouts were distributed and are available by request (Top 5 Asian & Pacific Islander HIV Data Points and Gaps Analysis Fact Sheet).
Below are the written statements prepared by the 4 community members that made public comment. Committee members requested that the statements be included in the minutes as part of public record.
Delivered to Project STOREE Committee on July 26, 2011

Stephanie Goss's Remarks

Hi, my name is Stephanie Goss and I’m here to represent San Francisco’s Asian and Pacific Islander community. Thank you for giving us the opportunity to express our concerns regarding service gaps in San Francisco’s new System of HIV Prevention.

I applaud the City’s goal of reducing new HIV infections by 50% by 2017, but I’m also apprehensive about the City’s failure to address the needs of its A&PI MSM community in meaningful and concrete ways.

A&PIs are a significant part of this City’s diverse community—we represent over a third of the general population and about 20% of the MSM community. And yet, even in a city like San Francisco, less than 10% of A&PI MSM have been tested for HIV at publicly funded testing sites. This seems like a gross oversight, and one that has alarming implications as we attempt to lower the City’s overall community viral load.

A&PIs aren’t getting tested for HIV, and if they do, they test late. 1 in 3 A&PIs living with HIV doesn’t know it, and nearly half of all A&PIs living with AIDS in the City were diagnosed during their first HIV test. We all know what that means: a higher likelihood of disease transmission and a higher likelihood of death. But simply rolling A&PIs into general, all MSM programs is not a viable option.

We’re here today to discuss service gaps and we will do so, with one important caveat: we can’t identify the gaps without first evaluating the program plans. As you know, the plans we’ve seen thus far give no indication of how the needs of A&PI MSM will be addressed. How can we possibly tell you what’s missing when we don’t know what’s there to begin with? 

San Francisco is making a clear investment in the HIV prevention needs of Caucasian, African American and Latino MSM, as evidenced by the demographic strengths of the funded organizations. We simply ask that the City make similar provisions for the diverse and difficult-to-reach A&PI MSM community.

A&PI MSM must be included in the System of HIV Prevention in meaningful and concrete ways, in both the short and long term. San Francisco must be held accountable to measurable goals, objectives and activities for the A&PI MSM population in service of the long-term health of our community.

David Stupplebeen's Remarks

My name is David Stupplebeen and I’m here on behalf of the Asian and Pacific Islander community. I want to specifically address the gaps in Category 1 HIV Status Awareness.

As you heard from Stephanie, A&PIs have low testing rates and test late. Even with the current network of testing sites in the City, we’re only reaching 10% of A&PI MSM. We must increase the number of HIV tests received by the A&PI community. There are several barriers to HIV testing and status awareness for A&PIs that funded organizations will need to address, primarily cultural and linguistic competency.

A&PIs aren't one, homogenous group. A&PIs are from 40 different ethnic groups. Pacific Islanders hate being called "API" and will not seek "Asian" services. Cultural distinctions across the "Asian" identification are just as pointed: Asian Indians don't identify as Asian; and long term historic national and regional prejudices exist across Asians subgroups.

Language is a problem. A&PIs speak over 100 different languages and dialects. One-fifth of the City's population was born in Asia, and almost half of the City's Asians are either monolingual or know little English. 

Programming, marketing and outreach must be tailored to A&PIs. Hiring a couple of Asians won't get Asians or Pacific Islanders tested or into programming. Prevention messages and testing information must be targeted to these subgroups if you hope to reach them. One-size-fits-all prevention messages targeting other populations simply reinforce the myth that APIs don't get HIV.

How will these awardees with no history of working with A&PIs ramp up? One San Francisco-based study found that half of A&PI MSM who didn't get tested for HIV thought they were at low risk and didn't need to be tested. Why is SFDPH continuing to perpetuate this myth? A&PI MSM must be included in the System of HIV Prevention in meaningful and concrete ways, in both the short and long term. San Francisco must be held accountable to measurable goals, objectives and activities for the A&PI MSM population in service of the long-term health of our community.

Denmark Diaz's Remarks

Good morning everyone, 

My name is Denmark Diaz and I come here today for two reasons:

1) to speak on behalf of my Asian and Pacific Islander brothers who continue to be overlooked in this epidemic -and-

2) to express fear concerning the gaps that remain in our city’s new System of HIV Prevention.

I’m here for my fellow A&PI brothers because HIV prevention in our community has been a challenging task. Community readiness is a primary barrier because of the internalized oppression that my fellow A&PI brothers experience. There’s a false perception among us that we are at low risk, leading many of us to NOT prioritize HIV as a primary health concern. And with the prevalent shame and stigma in our community, we are not inclined to access services that may save us from getting sick.

Recently, however, I was faced by a disheartening revelation that San Francisco’s new System of HIV Prevention has no culturally-specific programming readily available for young A&PI MSM. It disappoints me that despite being an innovative force in HIV prevention in the nation, San Francisco fails to live up to the public’s expectation of its ability to comprehensively address the problem of HIV. 

Health education and risk reduction (HERR) programming for young A&PI MSM must be provided if we are to comprehensively prevent the spread of HIV. Addressing the individual is not enough for A&PIs, who are intricately connected to their families and communities. Successful HERR programs must take this into account and create a space where young A&PI MSM will be able to learn how HIV plays a major role in the context of their lives as sexual and racial minorities, empowering them to foster dialogue with their partners, family, and community to truly affect change. This helps individuals overcome the barrier of community readiness.

It is a grave injustice that young A&PI MSM are marginalized and not specifically cared for in this new system. Ultimately, this problem concerns everyone. We know that HIV does not discriminate. And so,

A&PI MSM must be included in the System of HIV Prevention in meaningful and concrete ways, in both the short and long term. San Francisco must be held accountable to measurable goals, objectives and activities for the A&PI MSM population in service of the long-term health of our community.

Mark Molina's Remarks

Good morning everyone, I am Mark Molina. I work for A&PI Wellness Center and I am here to speak on behalf of our Care Services and the clients that we serve.

Prior to joining A&PI Wellness Center, I used to work for an A&PI CBO in Santa Clara County. At one point in time I was a co-Chair of the Santa Clara County CPG and chair of the MSM Committee.  We always had a high regard for San Francisco, especially in addressing parity issues related to HIV as well as sharing HIV program models and best practices for communities of color. The document entitled “Thinking Big: Strategies for Delivering Prevention Positive Programs in San Francisco”, developed by the HPPC PWP Committee, DPH and community members, is one good example that served as a reference for ASOs aiming to implement an effective PWP programs.

A&PI Wellness Center is one of the communities of color organizations that was first funded by AIDS Partnership California in 2000 to develop groundbreaking PWP program models. Many A&PI-serving organizations in the country have benefited from A&PI Wellness Center’s work specifically in providing care and treatment and prevention programs to A&PIs living with HIV. For over a decade, we have successfully provided services to A&PI LWHA. We know case managers become the single most important and influential person in the client’s care and treatment. Staff invested in establishing great rapport with clients and knowing them well by keeping track of their history. We have also established a peer model that has been an effective strategy for reaching traditionally under-served population.

As we all know, the health care system is already difficult to navigate for A&PIs. Forcing them to go to different organizations for their care needs will just make it worse (possibility discouraging them from accessing services). Splitting up case management (which we are currently providing) and PWP services (which will be provided by another organization) leads to fragmented care and treatment for A&PIs living with HIV.

It is a fact that none of the PWP funded agencies have A&PI-specific services. Failure to provide population-based linguistically and developmentally competent services may result in the following:

a) Agencies absorbing our clients might struggle providing culturally and linguistically-specific services. Let me emphasize that language is really important. Between July 2010 and June 2011, a total of 71 UDC have enrolled in our PWP program. Of the 71 clients, 90% are MSM and nearly 30% are monolingual or have limited English proficiency (Thai, Chinese, Vietnamese, Cambodian and Filipino).

b) Clients might feel misunderstood especially by staff members who have not been exposed to the unique traits and qualities of A&PI individuals;

c) Having A&PI peers who mirror their experience is a very helpful intervention process

Failing to address these issues may not provide adequate support structures to help PWP clients stay adherent to medication, maintain their care appointment attendance, follow their risk-reduction planning, and most importantly suppress their viral load. These are apparent gaps that need to be addressed in this current System of HIV Prevention.  

A&PI MSM must be included in the System of HIV Prevention in meaningful and concrete ways, in both the short and long term. San Francisco must be held accountable to measurable goals, objectives and activities for the A&PI MSM population in service of the long-term health of our community.

 Response to Public Comment:
· A member suggested that this group come to the HPPC on 8/11 to make public comment. He also suggested attending the Community forum on 8/1 to voice their concerns.
· A member asked, what is APIWC doing? How do we combat the myth of low-risk for HIV in the Asian community?

· A member questioned pushback or data? Does data show low incidence because of not getting tested? If so, why aren’t they getting tested?

· Another member commented that we need to be thinking forward. Is incidence rate for API increasing over time?

· John M. asked the group, what are the most compelling pieces of data for us to look at? $ pieces of dat that would be the best thing to review to start the conversation.
· A member commented that it is hard to get the full picture because prevalence data is bad for AP because so few people are getting tested.
· A member asked if HPS can provide what % of prevention services are accessed by API.

· Another member questioned, what is the route of infection? Should the focus be on partners?

· A member stated that we should consider doing a needs assessment on API subpops.He added that a good marker may be to look at who is late testing?

· John M. added that Core Variables data collection will not give unduplicated clients so that will be a challenge. He added that testing data is available.

· A member suggested that the STOREE document from 2008 be shared with any interested members.

7.  Discuss presentation for the August 11th HPPC meeting.
· Jose Luis asked the group for volunteers to Co-present with him. Ben volunteered.

· The group was reminded that this will be a discussion item to get input from the Council but there will not be a vote. This is a first step in an ongoing discussion.

8.  Next Steps
· Harder& Co /HPS follow-up items
The Committee Co-chairs will meet with Audrey, Tracey, and Eileen to plan the HPPC presentation and the 

August 23rd Committee meeting.
· Focus for next meeting

The next meeting will focus on discussing the feedback from the Council presentation and identifying a topic area for the Needs Assessment (Special Considerations Box).

· Summary & Closure

The Co-chairs thanked the group for a very productive meeting. 

8.  Evaluation and closing

The group was reminded to complete their evaluations.

Next meeting:  The next meeting is Tuesday August 23, from 9:45-11:45 am, 330A.
Minutes prepared by Eileen Loughran and reviewed by David González and Jose Luis Guzman.
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