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PHSA Collective Impact Network Meeting 
Draft Minutes 

 
Date: April 5, 2018 
Time: 1:30 pm – 4:30 pm 
Location: Lane Level Lecture Hall, BC Centre for Disease Control, 655 West 12th Avenue, Vancouver 

 
Attendees: Bobbi Brownrigg, Lauren Allan, Geoff Ford, Caitlin Johnson, Evin Jones, Simon Goff, Mona Lee, Darren Ho, 
Sarah Chown, Daryl Luster, Deb Schmitz, Glen Bradford, Adam Reibin, DJ Larkin  
 

 
1. Welcome and Introduction 

 
2. Ratify Dec 2017 Minutes and Set Agenda 

 December 2017 Minutes: Need a clearer distinction between PEP vs. PrEP  Sarah Chown will send Simon 
Goff details for revision. 

 
3. Update from PHSA 

a. Targeted Women’s Funding – RFP 

 Reallocating $300,000 (money that was earmarked for PWN).  

 Organizations can apply to 1, 2 or 3 components. 

 April 12, 2018 – info session 
 

b. 2018 Innovation Fund 

 Releasing $100,000 again for this fiscal.  

 Aiming to have money to successful organizations by July 1, 2018 

 Keep your eyes out for more info on this. 
 

c. Contracts 

 All PHSA contracts will be extended  to March 31, 2020 (not 2019) at their current funding level. 

 PHSA will go through RFP process, beginning in 2019, to sign new contracts beginning April 1, 2020. 
 

d. PrEP Implementation 

 As of beginning of 2018, PrEP is now publicly accessible in BC.  

 Rolled out prescription through Bute Street Clinic and BCCDC STI Clinic. 

 EMR launch also happened a few weeks ago. 

 Working out a certified practice course to ensure nurse resourcing (often the primary contacts of care 
for smaller communities in BC). 

 Provincial partners (Health Authorities) interested in expanding this to community agencies. Currently, 
there are access issues in other areas of BC outside of Vancouver (e.g. finding prescribers). Need to 
strategize more on regional access.  

 Long term plan is to lower barriers around PrEP prescription – e.g. having nurses be equipped to 
prescribe. Will secure initial points of access as first step and broaden from there.  

 Pharmacy access issues – PrEP eligibility criteria pretty loose, but if you’re in Lower Mainland, you have 
to go to St. Paul’s to pick it up. Outside of Lower Mainland, pick up from prescriber’s office.  

o Issue around sending to individual pharmacies: Pharmacare currently does not support 
dispensing fees. This is probably a budgetary issue – brand new access that needs negotiating.  

o This issue is case-by-case: there is a pharmacy in Nanaimo that is dispensing PrEP out of good 
will but this is not broadly available at other pharmacies. 

 The only available dosing right now is for daily use.  
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 New to PrEP: start with 1-month supply then move into 3-months. Prior use: 3-month supply. 

 HIV test as a barrier: current guidelines ask for a HIV test within last 15 days. Logic around making sure 
someone is not HIV-positive makes sense, but the current mechanism to determine this is not perfect 
and needs work. 

 Status First Nations Peoples: lack of clarity around this. As of right now, folks can access it through First 
Nations Health Authority or BC Centre for Excellence. There may be benefits (e.g. easier access) of going 
through First Nations program.  

o One gap that needs to be addressed is pharmacists’ awareness around FNHA’s 
policies/guidelines. 

 BC Centre for Excellence’s webinar on PrEP was very helpful and is available online.  
 

4. Epi Update (2017 data) by Jason Wong 

 Handout provided is a snapshot on the opioid overdose problem in BC. 

 Please note this is 2017 preliminary epidemiology data on STBBIs in BC with a particular focus on HIV, 
HCV and Syphilis. 

 HIV 
o 200 cases reported in January – lowest number we have ever seen since HIV became a 

reportable infection. 
o Vancouver Coastal has the highest HIV rate per 100,000 population. 
o HIV rates dropped in all Health Authorities except for Vancouver Island. 
o Males have a higher rate of diagnosis (by 10 times) compared to females. 
o Age groups 25-29 and 30-39 have the highest HIV rates. 
o gbMSM accounts for about 60% of new HIV diagnoses. But there has been a general trend of 

decrease in all risk populations (gbMSM, Heterosexual exposure, Injection Drug Users).  
o HIV in gbMSM – age group 18-28 have the highest HIRI scores. 
o Since 2007/2008, HIV diagnoses dropped dramatically in people who use drugs. 
o There is a general trend of increased number of people who are being diagnosed in early stages 

of infection. This trend is clearer in females; however, for males the trend may be opposite – it is 
hard to say with confidence.  

 Jason will pass on more information on region/geography and age breakdowns for 
people who are being diagnosed in stage 3 (later in infection, i.e. AIDS).  

o Stewardship around Indigenous data has changed – so currently not able to show this. 
o An increasing proportion of new diagnoses amongst minorities (e.g. some increase shown in 

South Asians). But they still account for a very small proportion of new diagnoses compared to 
the “White/Caucasian” majority. The number of new diagnoses amongst Latino populations still 
low (i.e. less than 10). This is interesting given PLBC navigation program is seeing an increased 
Latino folks (particularly women) but still a very low number of Asian folks.  

 HCV 
o New HCV cases (i.e. incidence) in BC: pretty stable since 2012. Males account for higher 

proportion of HCV incidence. 
o Age groups 30-39 and 25-29 experience the highest incidence rate (particularly age group 25-29, 

there is an increase of incidence rate). 
o Increasing acute HCV diagnoses (previously diagnosed negative with seroconversion within 12 

months). 
o Younger age groups (under 29) have higher rates of acute HCV. 
o Repeat tests – people who are in high risk groups. There is a general decrease of HCV rates 

among repeat testers. Age groups 15-29 and 30-39 have the highest rates, and their trends have 
been increasing in the last few years. 

o Northern Health (out of regional health authorities) has the highest HCV rate among repeat 
testers. 

o BC Hepatitis Testers Cohort (“a dynamic cohort including all individuals who were tested for 
hepatitis C or HIV, or diagnosed with, hepatitis B, hepatitis C, HIV or active tuberculosis since 

http://www.cfenet.ubc.ca/news/%5Bfield_multimedia_type-raw%5D/getting-prepped-prep-all-you-need-know-about-accessing-hiv-pre
http://bchtc.med.ubc.ca/
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1990. These data are linked with corresponding data on medical visits, hospitalizations, cancers, 
prescription drugs, and death records. Various datasets in the BC-HTC data are updated on 6 
months to biannual basis”) – provides important data. 

 Younger populations experience higher acute HCV rates and higher HCV rates among 
repeat testers. This is potentially due to injection drug use, mental health, alcohol use. 

 Syphilis 
o Syphilis cases reported in BC has been on the rise since 2010 but now we are seeing a bit of a 

decline since 2016 across all Health Authorities, with the exception of Vancouver Island. 
o Syphilis rates have been decreasing in all age groups except for the age group 15-19. They do 

not account for the majority of cases but the increasing trend worth noting. 
o We are testing more people than we are finding cases (this is good) with the exception of 

Vancouver Island – testing should increase here considering their increasing number of syphilis 
cases. 

o HIV/Syphilis co-infection: this data collection has been improving. In 2017, 36% of syphilis cases 
are also co-infected with HIV (similar to 2016). 

o Complications due to syphilis include neurosyphilis and ocular syphilis. Both have been 
decreasing, keeping with decreased syphilis cases. No cases of congenital syphilis in BC (last one 
in 2014) – attributable to good prenatal care provided in BC. This is excellent considering the 
devastating impacts of congenital syphilis. 

o Complications of syphilis tend to occur long time after exposure (up to decades), but some 
people experience them in earlier stages of infection. In addition to this, ocular syphilis 
particularly is difficult to find – because this requires an eye biopsy.  

 For updated data go to https://smartsexresource.com/health-providers/blog/201803/dashboard-
update-hiv-and-stis-bc-q4-2017 

 
5. Agency 5-minute Snapshots – 1 Success, 1 Challenge, and 1 Open Question 

a. CBRC 

 Success: Hosted a webinar in partnership with YouthCO on criminalization of HIV non-disclosure, where 
Canadian HIV Legal Network also spoke. Webinar attended by 47 participants and is available online. 
PrEP initiative – in February, 20 participants learned about PrEP and how to talk about PrEP without 
stigma. Each participant went back to their own community and did an outreach task (e.g. letting peers 
know about PrEP, passing information onto healthcare providers). The 20 participants expressed that 
this has been a great opportunity – many folks they talked to were very excited. Some folks in Kelowna 
will now go and present a workshop at a Health Initiative for Men event. 

 Challenge: Looking for more community-based opportunities to talk about PrEP especially outside of 
Vancouver. 

 Open Question: How long as a community can we maintain this PrEP excitement? Worried about PrEP 
messaging fatigue – do we need to streamline our communication? Are we bombarding people? 

o Are there opportunities to talk to people outside of your priority population/community? In 
most cases, the communities know more about PrEP than their healthcare providers. 

o Capitalize when you can! It might take a while for people to get tired. 
o PrEP messaging is different from condom messaging and testing messaging in a good way. But 

this brings in another concern that condom and testing messages may be dampened in PrEP 
messaging.  
 

b. PAN 

 Success: Communicating with key stakeholders – e.g. Ministry of Health and the newly formed Ministry 
of Mental Health and Addictions. And now the added Overdose Emergency Response Centre (OERC). 
The opportunities to be a voice of community-based response and an active player in administering 
responses like Community Action Initiatives. At the end of a fiscal year in allocating unused funds – 
taking an opportunity to influence the use of these funds. Results yet to be determined. 

https://smartsexresource.com/health-providers/blog/201803/dashboard-update-hiv-and-stis-bc-q4-2017
https://smartsexresource.com/health-providers/blog/201803/dashboard-update-hiv-and-stis-bc-q4-2017
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 Challenge and Open Question: What does sustainability look like for us as we move into an age where 
core operational funding are reallocated/cut and services are becoming far more integrated? FYI, most 
charity organizations have additional funding sources than government (on average, 2.8 streams).  

o For HCV organizations (and others), this always has been a way of life. Other funding sources 
include industry (e.g. pharma) – and these funding sources make it even more important to 
ensure that the work is credible. 

o Social enterprise. E.g. PLBC has opened their dental clinic. PLBC members are provided with one 
exam and one x-ray for free per year. PLBC invites all insured folks (you do not have to be 
positive) to access their clinic – “your insurance will offset the dental clinic costs.” If you are cash 
payer (i.e. no insurance), there is a 25% discount. Please help promote this clinic! Currently, it is 
a 2-chair operation and open Monday to Friday from 8am to 12pm.  

 
c. YouthCO 

 Success: 41 women attended Sister Power event in partnership with PLBC. Young women who have 
never connected with YouthCO or PLBC have come – very exciting. Some money allocated to individuals.  

 Challenge: HCV work – a staff with lived experience with HCV has been having some personal issues with 
health care. Even staff at YouthCO with health benefits faces challenges accessing care and treatment.  

 Open Question: Supporting youth through partnerships, e.g. with Oak Tree Clinic and ACPNet have been 
great, but we still have a challenge in increasing awareness that there are youth living with HIV and/or 
HCV outside of Lower Mainland (some people deny this). How can we better reach youth outside of 
Lower Mainland? How do we know where these youth are?  

o Organizations that are working in communities outside of Lower Mainland. 
o Smart Sex Resource – call out. 
o Promotion through clinics at universities and colleges. 
o Sudden rise of reach outs from Indigenous women, South Asian women and refugees for PLBC. 

Why is this happening? They are not getting the support from the organizations in their region. 
Maybe we need to bypass some of these organizations and reach folks directly. 

o YouthCO has spent significant amount of money on social media ads this year. So far, single 
largest source of referrals is Oak Tree Clinic. Sarah will connect with Glen and Bobbi to increase 
referrals through STOP and BCCDC.  

 BCCDC clinics (Bute and 655), especially outreach teams, are eager to know about 
community resources and community-related information.  

 
d. PHCN 

 Success: Provincial government lifted the fibrosis requirement for HCV treatment (i.e. people don’t have 
to be sick to get the treatment). Prices have been negotiated – now affordable. These two pieces are 
critical for increasing access to treatment. But the treatment rate is low because of public’s perception – 
we need to change this. HCV treatment campaign will begin this month and PHCN will be making 
connections with various organizations. PHCN also worked with PLBC on social media (e.g. guest blogs) – 
soon to be implemented!  

 Challenge: Elevating HCV in government and context we work in. People are dying unnecessarily and our 
system is paying for people’s care because they got sick from delayed or no treatment. There is a 
treatment available and people need to get on it. We don’t have the resources to push this to happen 
now – PHCN is doing the best they can but still feel like they are working in a vacuum. 

 Open Question: What should we do about this? 
o Key barriers: lack of GP knowledge about HCV treatment and stigma (particularly related to drug 

use). We need to challenge this stigma held by our healthcare providers and general public. 
Division: innocent vs. not (e.g. using drugs). “Innocent should be treated and not innocent 
should not. Need to be deemed innocent to get treated.” 

o Profile of those who are at risk of HCV re-infection hugely assumed – yet this unfair work is 
funded and supported by the academic researchers and communities.  
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o Stigma analysis that serves as a tool to create discussion considers larger social, economic 
contexts (steps through how stigma comes to be and how it gets embedded in our policies). 

o Shifting the paradigm from moral crisis to health crisis.  
 

e. PLBC 

 Success: Positive Gathering – the number of applications was so high, could not accommodate 
everyone. That speaks to the success of PLBC’s programs. Sister Power event in conjunction with Pos 
Gathering was also successful – good connections made and plans for actions arose. Accommodated 62 
people outside of Lower Mainland every health region represented. Sessions were held in plenary style 
– wanted to make sure people felt supported and connected. So important to provide room and 
opportunities for people to come together. What are other ways to create face-to-face connections? In 
partnership with CATIE to host webinars to increase organization’s capacity and interest to do peer 
navigation. Next one on GIPA/MIPA within the context of peer navigation model. This is an important 
foundational work. Non-Caucasian women from interior region contacting PLBC – don’t know why but 
are aware and appreciative. Fraser Health almost finalized for peer navigation – so close!  

 Challenge: Prisoner outreach program (integrates people from prison systems to communities) lost 
funding and no longer continued. Folks get connected to methadone programs and get integrated much 
faster into communities through this program. A huge gap is created.  
 

6. Common Priority Updates (see written attachments) 
a. Mapping Approaches to Peer-Based Work Project (PAN update): 

 A meeting of several key stakeholders working on Peer Compensation, including PAN, BCCDC, BCCSU 

was held in January.  BCCDC and BCCSU have developed Peer Compensation Policies and are moving to 

the KT stage of their projects.  PAN will be support this work by distributing communications through 

our weekly news and web site links. 

 Paul Kerber has begun meeting with staff from key organisations to gather information around 

supporting peer-based work. This process has been well received. 

 We are working on creating a webpage off the PAN website for the CIN partners to be able to access the 

collected resources related to peer-based work.  

 PAN’s Member and Stakeholders data is now available and being analysed. There were several questions 

that were included on the 2017 Members and stakeholders survey to get a sense of the kinds of peer-

based work that are taking place in PAN’s member organizations and agencies. We will share the 

findings from this survey at our next meeting. 

 The Interior Health’s Peer training guides should be released in the near future.  CMH was contracted to 

develop this guide, collaborating with regional and provincial stakeholders. This guide to develop and 

deliver support services includes: 

o Training Peer Mentors: Facilitation Guide  

o Becoming a Peer Mentor: Participant Training Guide  

o Peer Mentor Handbook 

 
b. CIN Evaluation and Shared Measurement (PAN update): 

 Since our last meeting in December 2017, the two PHSA CIN surveys (All Staff Engaged Survey and 
Executive Director or Program Manager Survey) were finalized with input from consultations with the 
PHSA CIN members. A decision has been made to split the surveys into two to allow 1) an anonymous 
evaluation of the overall collective impact network and related meetings, communication, coordination; 
PAN’s work as backbone organization; progress towards priority areas; shared measurement processes; 
impact of innovation fund projects; etc., and 2) an organization-specific, non-anonymous reporting on 
activities related to PHSA deliverables.  

 The surveys were launched on February 18 with a deadline to complete by March 9. We had good 
completion of the survey – one area that might need some additional focus are responses on the All 
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Staff Engaged Survey from PHSA CIN members. PAN is working to determine the best way to gather 
these additional responses. 

 Since the survey closed, PAN has shared some preliminary, high-level findings with PHSA and gained 
guidance on how PHSA and CIN may use the evaluation findings. This gave PAN some directions on how 
to move forward with detailed analysis and reporting and how we could frame and present some of the 
findings to CIN members, ultimately to use evaluation findings to inform our ways forward in improving 
our collective work and processes. PAN will share these findings at our next face-to-face CIN meeting.  

 
c. Hep C Resources in BC (PHCN update) 

 The Hep C Resources in BC project came about because we wanted to know more about where gaps 
exist in hepatitis C resources and advocacy across BC, as well as how people prefer to access information 
about hepatitis C and what kind of information needs they have, especially with the fairly recent advent 
of new, highly effective, publicly reimbursed hepatitis C treatments.  The project is in the wrap-up 
phase, with the report and a short 2-pager at the graphic designers this week.  The report will be 
available possibly by the time the CIN meets on April 5th, or shortly after.  We have some great 
recommendations to work with and one project starting in April, based on early project findings!  We 
look forward to sharing the project report with everyone. 

 
7. Engaging Common Priority 3: Harm Reduction 

a. Review of Harm Reduction priority in the last year at CIN 
From Feb 2017 to date, we have mentioned the following as potential avenues for collective action.  We 
realize that we already engage as individual agencies in many, so what it our collective niche for action?   

o Decriminalization of HIV non-disclosure 
o Expanding safe supplies and services (SCS, SIS, PEP, PrEP, naloxone) 
o Medicalization 
o Frontline worker support 
o Universal access 

We have already agreed to PrEP as a standing item.  Today we will explore Pivot’s findings from Project 
Inclusion as a way to approach this priority from a different direction. 
 

b. A Framework (From Project Inclusion findings) - explore the pathways in and out of care for people 
with or at risk of HIV and HCV that relate to people who use drugs and experience overdoses 

 Policing 
o Interfering with harm reduction (e.g. especially in smaller communities, carrying a clean needle 

can be a reason for police search). 
o Profiling and over-policing (no privacy over identities especially in smaller communities; as a 

consequence, people do not seek police support even when they’re in need). 
o Taking belongings (e.g. some stop accessing methadone/care because when they leave their 

tents to get methadone/care, police will search, trash and take their belongings). 
o Misconduct (particularly RCMP jurisdictions – get in the way of people’s care). 

 Courts and the Justice System: Behavioural Conditions 
o Abstinence (people like judges have the wrong idea that this is helping people). 
o Paraphernalia (harm reduction supplies counting as drug paraphernalia). 
o Red zones. 
o Curfew/Residency. 

 Service Gaps and Barriers 
o Shelters (e.g. shelter users cannot be around shelters during the day – shelters have contracts 

with cities who prioritize “good neighbor agreements” in the interest of local businesses over 
people’s health and safety; many shelters confiscate harm reduction supplies). 

o Income assistance (the forms and systems are complex – not even doctors can figure out how to 
apply for disabilities for people). 
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o Health care (hospitals came up so much: people are constantly ignored and disrespected; 
people did not have access to peers; people were not discharged because staff believed they 
would use and come back; people’s withdrawal symptoms were not managed well). 

o Peer-driven services (people really wanted peer services in safe consumption sites and 
hospitals). 

 Zoning and Municipal Governance 
o Communities’ narratives: deserving poor, contributors and ne’er-do-wells 

 Cities do not have good training to fight off political pressure and prioritize human 
rights. One person who speaks out in town hall against drug use should not translate to 
“50% of public/community does not support the harm reduction initiative so we are not 
going to support it.” 

o Officials: Branding and official statements. 
o Enforcement: Exclusion by design (places with fences and boulders, benches with spikes, etc.). 

 Other issues 
o No guest policies. 
o Those communities and agencies who are supportive and prioritize human rights are the ones 

getting shut down. 
 

c. Discussion: What other ideas do we have about how the CIN can best respond?  

 Some questions to consider: 
o Do we see intersections of experience here? 
o Can we explore the pathways in and out of care of people with or at risk of HIV and HCV that 

related to people who use drugs and experience overdoses? Are there common experiences 
amongst others who do not identify as drug users? 

o What levels of government are supporting/conflicting with your work? Are there common 
targets for advocacy in improving serve access? 

o What would a CIN stigma-reduction campaign look like? 

 Project Inclusion will be working with a post-doctoral fellow to do a quick legal education during 
municipal elections.  

 Messaging from human rights commission to municipalities. 

 Anti-paraphernalia and abstinence conditions – get rid of these. 

 Culture of policing within RCMP that’s highly problematic.  

 Changing police practice around confiscating people’s belonging when it’s in public space. 

 Next 6 months for Project Inclusion: write these findings into a report and share with Ontario’s Human 
Rights Commission and municipalities.  

 Task for BC Human Rights Commission to undertake collective action. 

 Provincial government has responsibility and accountability within From Hope to Health. 

 OERC – stated intention to cross-jurisdictional and cross-ministry. 

 With regards to access to services: need to create a space for people to connect in person and have a 
“feel-good-weekend” (like Positive Gathering). PWUD need this now but don’t have the funding to do 
this. 9 years ago, this happened and many good things were born out of it.  
 

d. Next steps for CIN 

 Harm reduction has been a big topic for the CIN in the last two meeting, but also a slippery priority in 
terms of some groups prioritizing HIV and/or HCV, with substance use and opioid crisis as a secondary 
issue. There is also an overlap between harm reduction and stigma priorities. 

 Collective advocacy – strength in numbers. Putting pressure on governments on all levels – federal, 
provincial, municipal…anti-stigma. 

 Stigma Reduction Campaign - Overlaps – PAN is working on Stigma Index project, HCV-related stigma, 
drug using-related stigma – how can we coordinate our efforts to support our folks’ experiences with 
stigma against the common backdrop?  

 Changing cultures and reducing stigma take time – but some things can happen quicker than others. 
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 If Pivot’s person is working with is going to be communicating with municipalities around bylaws – we 
can sign onto that work.   

 We have PrEP implementation as a standing item. 

 We’ll keep this conversation going online. 
 

8. Summary and Next Steps 

 Will communicate regularly via email around PHSA CIN-related topics and issues. 
 

9. Next Meeting  

 September 2018 – look out save-the-date email. 
 


