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Meeting Minutes

Oregon HIV/Viral Hepatitis/Sexually Transmitted Infection
Integrated Planning Group (IPG)
FULL MEMBERSHIP MEETING
Date:  April 18, 2012
Number of voting members present:  35
Number of others/non-voting members present:  8
	Agenda Item / Topic
	Key Themes in Discussion
	Outcomes 

(Decisions or Next Steps)

	Welcome
	· A moment of silence was observed in honor of those who have come and gone due to HIV.
	

	Announcements
	· One of the Oregon Health Authority tasks is to put together the Jurisdictional HIV Prevention Plan.  Several pieces have already been written.  A few volunteers are needed who would be willing to work with Oregon Health Authority staff to go through what currently exists and make sure all of the pieces from the previous plan are included.  For pieces that are missing, help find and put them together.  Anyone interested in volunteering for this project, please contact Cessa Karson Whitethorn.

· The Jurisdictional and State Plans originally due to CDC on June 30 are now due on September 30.

· Cascade AIDS Project (CAP) offers Camp Starlight every summer.  It is a free week-long camp for children ages 5 – 14 who are living with and/or affected by HIV.  There have been unfilled spots in the past.  There is a cover letter and brochure that can be given out.  For more information or to get the letter and brochure, contact Erin Nortrup at CAP.

· Valley AIDS Network is having their first annual AIDS walk in Corvallis.  The event is Sunday, May 6, from 10:00am – 1:00pm.  Everyone is invited to participate.

· Dining Out for Life is scheduled for Thursday, April 26 in Portland.  Check the Partnership Project website for a list of participating restaurants.  Proceeds will benefit The Partnership Project and the HIV Day Center.

· A Harm Reduction Conference is scheduled in November.  These occur nationally every two years.  Portland has been chosen to host the meeting this year.  A call for abstracts.  Information and booklets are available.  Scholarships are available.  

· The Oregon Queer Youth Summit is scheduled for Saturday, May 12.  It will be held at Portland State University.  There will be eight testers.  The Gay and Gray Expo is also on May 12.

· Cascade AIDS Project is putting together a training in July focusing on couples and HIV testing.  Topics will include how to test couples and conversations around sexual agreements, moving forward, and HIV risk.  Eight slots are still available.  Please contact Michael Anderson-Nathe for more information.

· A soccer tournament will be happening soon to benefit to help “Grass Roots Soccer”, an African organization.  The purpose is to teach kids about HIV and AIDS through the power of soccer.  The tournament is for children ages 8 – 14.

· Cascade AIDS Project will be hosting a town hall / symposium on June 21.  The topic will be focused around Coordinated Care Organizations (CCO’s).  The event will be held at MercyCorp from 5:30pm – 6:30pm.  Promotional materials are being developed.  

· The Membership application can be found on the IPG website.

· It is asked that sub-committee chairs assign mentors to new members of each sub-committee.
	

	Membership Committee Update and Grid Presentation
	· In 2011, members of the IPG Planning Committee developed a membership grid that would be used as guidance to help develop Parity, Inclusion, and Representation for the IPG.

· Numbers from this grid are taken from the following sources:  Oregon’s Epidemiological Profile, CDC Community Planning Guidance, and required elements in the Ryan White Care Act.

· Key participants include representation from one official and one consumer, one official and one who was previously incarcerated, one state HIV Prevention staff and one state HIV Care staff, representatives from all parts of the Ryan White program.

· In areas that have more than 70 living cases of HIV, there are currently 24 members with a goal of 30.  In areas that have 50 – 70 living cases of HIV, there are currently 7 members with a goal of 6.  In areas that have 30 – 49 living cases of HIV, there are currently 5 members with a goal of 2.  In areas that have less than 30 living cases of HIV, there are currently 2 members with a goal of 2.

· For Asian / Pacific Islanders, there is one member with a goal of 1.  For American Indian / Alaska Native, there is 1 member with a goal of 1.  For African American / Black, there is 1 member with a goal of 3.  For Hispanic / Latino, there is 1 member with a goal of 4.

· For consumers living with HIV / AIDS, there are 18 members with a goal of 12.

· For faith-based communities, there are no members with a goal of 1.

· For medical professionals, there are no members with a goal of 1.

· For local and state agencies, there are 24 members with a goal of 23.

· For recruiting new members, focus needs to be on persons from the faith-based community, medical profession (MD), the Department of Education, Program representative from the federal level, Transgender consumer, someone who has been incarcerated, Hispanic / Latino / Latina, and young adults (ages 18 – 24).
	Send out an updated membership graphic

	Review of IPG & Committee Framework and Goals
	· The Strategic Planning Process is made up of four principles:  Getting organized, take stock, set direction, and adopt & refine the plan.

· Taking stock consists of reviewing the goals of each sub-committee, analyze available data, and identify ways to address established strategies.

· Oregon HIV/AIDS strategies include the reduction of new HIV infections and co-occurring STI and Viral Hepatitis, increase access to prevention and care services, improve coordination of HIV, STI, and Viral Hepatitis care and prevention services, and reduce HIV-related health disparities.

· Reducing new infections will involve increased prevention efforts in communities where HIV and co-occurring STI and Viral Hepatitis is most heavily concentrated, expand targeted efforts by using a combination of effective, evidence-based approaches, educate all Oregonians about the threat of HIV, Viral Hepatitis, and STI and how to prevent them, and adopt community-level approaches to reduce HIV and co-occurring STI / Viral Hepatitis in high risk communities.

· Increasing access to prevention and care will involve the establishment of a seamless system to immediately link people to continuous and coordinated quality care when they learn they are infected with HIV.  Take specific steps to increase the number and diversity of available providers for clinical care and related services for persons living with HIV and those with co-occurring STI’s and Viral Hepatitis, support HIV positive persons living with co-occurring health conditions and those who have challenges meeting their basic needs such as housing, and reduce HIV-related mortality in communities at high risk for HIV infection.

· Improve coordination of care and prevention services by increasing the coordination of HIV, STI, and Viral Hepatitis programs across and between federal, state, territorial, local, and tribal governments as well as private providers.  Develop and improved mechanisms to monitor and report on progress toward achieving Oregon’s goals.  Reduce stigma and discrimination against people living with HIV.

· Specific tasks for future meetings include determining a wide range of critical issues that need to be addressed to achieve committee strategies, prioritize areas of focus and action steps to be taken in Oregon, and finalize the action steps, responsibilities, and timelines.

· Oregon benchmarks will correspond to the National HIV/AIDS Strategy benchmarks.
	

	Response to Data Questions from Committees
	· Questions from sub-committees have been broken down into five key themes: Which communities in Oregon are most heavily burdened by HIV and co-occurring STIs and Viral Hepatitis?  What are the strengths and gaps in Oregon’s continuum of HIV care and prevention services?  What interventions and services can be used to meet the needs of the most marginalized and highest risk groups?  What are evidence-based approaches to reduce HIV and co-occurring STIs and Viral Hepatitis?  What partnerships exist in Oregon to address the identified service and prevention needs and gaps?  What partnerships are lacking?

· To address the question “Which communities in Oregon are most heavily burdened by HIV and co-occurring STIs and Viral Hepatitis?”, the following critical issues need to be considered: HIV prevalence, disproportionate impact, delayed diagnosis, engagement with HIV medical care, and co-infections with STIs  and/or Viral Hepatitis.

· For men who have sex with men (MSM) gay and bi-men make up 2% - 4% of the population in Oregon but make up 61% of all new HIV infections.  An additional 9% of men report MSM/IDU risk.  MSM cases are more likely to receive HIV medical care and are less likely to have delayed diagnosis.  Co-occurring STIs are common among HIV-positive MSM.  1 in 5 syphilis cases in Oregon were MSM with HIV.

· Black / African American men and women make up 2% of Oregon’s population and 6% of persons living with HIV.  New diagnosis rates are 3.5 times higher than for white persons.  1 in 3 Black / African American cases are foreign-born.  Black / African American men are less likely to identify as MSM than white men.  They are also less likely to be in HIV medical care.

· Latinos and Latinas make up 12% of Oregon’s population and are 11% of persons living with HIV.  1 in 3 new HIV cases among Hispanic men report no likely transmission category.  They are more likely to be diagnosed with advanced disease and less likely to be engaged in HIV medical care.

· It is not known how many people live in Oregon who are Persons Who Inject Drugs.  19% of Oregon HIV cases have IDU risk.

· Hidden populations are defined as those who may not represent large or disproportionate numbers in the local epidemic but may justify special attention.  The HIV Statewide Planning Group (SPG) identified two hidden populations of concern.  These are migrant workers and transgender populations.  There is no prevalence data on migrant workers but issues among Latinos are relevant.  Structural and cultural barriers have been identified.  National literature shows high prevalence among trans-women.  Trans-men have lower rates based on two needs assessments however most studies do not include that population.  The Speak Out survey in Portland had no response from trans-gendered persons.

· Rates of STIs are much higher among persons living with HIV.  Prevalence estimates of HIV/HCV co-infection vary depending on the source of data.  5% of persons living with HIV in Oregon are estimated to have HIV/HBV co-infections.

· To address the question “What are the strengths and gaps in Oregon’s continuum of HIV care and prevention services?”, the following critical issues need to be considered:  Access to HIV medical care, access to HIV testing and access to other essential services like housing.  Local data suggests that HIV medical care in Oregon is fairly accessible once people are ready to access services.  The findings in Oregon are consistent with national and scientific literature on why persons living with HIV are out of care.  The two main reasons for entering or returning to care are illness and connected through efforts of concerned family or friends.  Approximately 25% of persons living with HIV/AIDS may be out of care.  For persons living with HIV in medical care, one in 10 report unstable housing.  Rural clients report ongoing barriers to staying in HIV medical care because of long distances between their home and a doctor, dentist, or other providers.

·  To address the question “What interventions and services can be used to meet the needs of the most marginalized and highest risk groups?”, the following critical issues need to be considered:  People who are HIV positive but do not know their status, delayed diagnosis, perceptions of risk, and incarceration.

· Approximately 25% of HIV positive people do not know their HIV status.  In Oregon, 40% of recent diagnoses were delayed.  This is compared to a national rate of 32%
.  Five recent studies on reasons for delayed diagnosis found that people didn’t test because they did not think they were at risk.  A survey of MSM in the Portland area revealed that one in 10 reported unprotected anal sex with a man of opposite or unknown HIV status.  A lack of communication caused further confusion about HIV status and indecision about condom use.  Prevalence among those who are incarcerated are 3 times higher than the rest of the general population in the US.

· To address the question “What are evidence-based approaches to reduce HIV and co-occurring STIs and Viral Hepatitis?”, the following critical issues need to be considered include syringe exchange, outreach models, and interventions addressing stigma.

· Studies show that access to clean needles is important.  Clean syringes are available through Oregon pharmacies however barriers may exist.  Syringe exchange programs may serve different populations of persons who inject drugs.

· Outreach models are shown to increase engagement and retention in HIV medical care.  Peer-based programs show promise for improving access to care and promoting HIV prevention among persons who inject drugs.

· There is a wide variety of definitions for stigma.  Only two studies described quality, evidence-based interventions that were effective in reducing HIV/AIDS stigma.  Strategies to reduce stigma include informational approaches, skill building, counseling & support, and persons living with HIV/AIDS testimonials.

· To address the question “What partnerships exist in Oregon to address the identified service and prevention needs and gaps and what partnerships are lacking?”, the following critical issues need to be considered:  Who is at the table?  What other voices need to be included?  Who can help accomplish our goals?

· Key federal partners who have been identified in the National HIV/AIDS Strategy include the Department of Health & Human Services, Department of Housing & Urban Development, Department of Justice, Department of Labor, Veteran’s Administration, and the Social Security Administration.
	Obtain and study information from resources such as the Indian Health Board to better learn what is happening with American Indians / Alaska Natives.

	Committee Meeting Report Backs
	· Access to Prevention & Care:  A big topic that emerged dealt with access to resources.  Ideas included improving Hotline resources particularly in rural areas, improving coordination of transportation, and volunteer & peer networking opportunities.  Oregon does well in linkage to care.  Some ideas to make it easier include peer networking, ensuring that private providers know how to continue with care and where to send patients, and those who are incarcerated, provider education and access, and core teams.  Consider the option of “tele-medicine”.  Develop an “HIV 101” for medical providers.  Also engage school advocates and faith-based communities.

· Coordination of Care:  Increase collaboration across programs.  Most important is testing as well as educating communities on the importance of universal screening.  Providers need to be educated as well.  Case managers can take the opportunity to bring up prevention programs.  Need to find out who is not currently in care, availability of care, and how the new CCO’s will play a role.  Need to look at the CCO gaps to see if their providers have submitted an application for a CCO and what that mean to clients.  Want to look at standards around coordinated efforts.  Mechanisms to monitor include data sharing across programs.  Reducing stigma and disparities including social stigma.  Consider developing a plan that provides additional supports to teachers.

· Reducing New Infections:  Identify the communities most heavily impacted by HIV.  There still may be more information that needs to be learned.  Identify effective interventions determining what are available including focused prevention efforts.  Integrating testing so that someone can be tested for more than one disease at a time.  Also want to keep syringe exchange services available.  Next steps include a smaller group meeting to prioritize all of the ideas discussed and what we want to keep.  Will also develop a grid that can be used in the future.

· Membership:  The membership graph was reviewed to help determine an ideal balance for IPG.  Also looked at how to find new members, tracking absences, and follow-up plan with absent members.  A final attendance policy was completed, a discussion of mentors, icebreakers, and assigned tasks to members.
	

	Overview of Funding
	· The Care & Treatment program is funded by the Ryan White Treatment Modernization Act.  This funds the AIDS Drug Assistance Program (ADAP) and Community Services Programs.  There are also supplemental grants which must be spent on direct services.  General fund as well as pharmaceutical rebates also support ADAP.  The Community Services Program additionally administers the HOPWA program for balance of state.

· The HIV Prevention program receives direct funding from the Centers for Disease Control & Prevention (CDC).  The program also receives some state general funds which is what was used to purchase syringes.

· There are a number of documents that need to be produced.  A graphic will be developed that explains the different documents and how they affect one another.
	Develop graphic outline the documents and reports produced by the IPG and/or the two state programs.
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� During the meeting, the figure quoted as 38%.  After verification, the correct percentage is 32%
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