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Pacific AIDS Network (PAN) Executive Director Summit Draft Notes 

Tuesday, Oct 30th 2018 - 1:30 pm to 3:00 pm 

The Summit is for Executive Directors or their Designated Alternate 

Location: Ballroom, 1st floor, Grand Okanagan Hotel, 1310 Water Street, Kelowna 

 
 

Facilitator:  Simon Goff, Executive Assistant and Collective Impact Network (CIN) Coordinator (PAN) 

Minutes:  Janet Madsen, Capacity Building and Knowledge Translation Coordinator (PAN) 

Timekeeper:  Simon Goff 

 
Welcome and Housekeeping 

Simon noted that this is a confidential space where EDs and alternates may discuss the issues they bring.   

The opportunity to endorse PAN’s letter to Attorney General David Eby was circulated throughout the 

session. 

Agenda developed from pre-conference survey. Agenda includes: 

 Opioid Crisis 

 Coordinating funding approaches 

 Regional successes/reports 

 

Opioid Crisis Check-in  

J. Evin Jones, PAN ED and Board co-chair Katrina Jensen, AVI ED have been meeting monthly with 

Miranda Compton (OERC), Carolyn Davidson (MMHA) and others in relation to overdose crisis. The work 

of the OERC is under review at the moment.  Question to all: What are people seeing in their 

communities?  

LK: In Northern Health, funders are pushing addictions and mental health $ out of services and into 

public health. People without primary care providers are getting lost. Primary care services are essential, 

but not everything, unfortunately.  



2 
 

There is a need for putting funds into a place where agencies outside of harm reduction can access 

them.  

There is concern about the move to integrated services, as agencies who aren’t invested in harm 

reduction get money.  

SG: Primary health in Vernon isn’t accessible unless you have an appointment.  

SG: Who is monitoring deliverables in community OERC funding? Not sure it’s going where it’s needed.  

LK:  In Prince George, shelters are taking Naloxone kits from women who enter.  

KH: In Kamloops there used to be a clinic that could be easily accessed for wound care, etc., and now 

there are pre-assessment rules and one must go through Mental Health or get in through the 

Emergency Dept.  

CD: In Nelson and Cranbrook, a fentanyl task force is led by Chief of Police and funded by the 

Community Action Initiative (CAI). It is using the four-pillar model, doing work around stigma and 

producing a video campaign.  

1. Prevention and education 

2. First responders 

3. Continuity of treatment and care 

4. Harm reduction 

Each of these committees are working on the issues and peers are involved on all of them. The CAI is 

“huge” on evaluation; never seen such hands-on with a funder. CAI is coming up to do a learn event.  

KJ: How we can continue our engagement with OERC? There should be standards so a person can take 

harm reduction supplies into a shelter. “Government should be setting standards that are province-

wide.  You can go and be accepted into services”.  

JK: Our experience at the Quesnel Native Friendship Centre is that finding a place in a treatment centre 

takes 4-6 weeks. Barriers that exist: can’t get on Ministry benefits to get on methadone; can’t get 

housing without Ministry Benefits; can’t get to treatment. People in Quesnel are returning naloxone kits 

because police are giving them hassle about it.  Police staff sergeant says officers doing it under his 

supervision. Rumour is that people are carrying their personal supplies rather than naloxone in the kit so 

that is why they are being targeted by law enforcement. 

SE: In Vancouver, Dr. Peter Centre lost 16 clients to OD in last year, not on the site but in their homes 

(points to isolation as a significant factor). One of the things they see in VCH is that VCH wants to control 

things within their own structures. Control is the key thing. But people don’t necessarily want treatment, 

they want clean drugs. Some would be happy with fentanyl as long as they know what it is (i.e. medical 

dose as opposed to potentially lethal). Private donors want to put their money where it is “sexy”. Right 

now, the BCCSU is sexy. Smaller Harm reduction organizations struggle. HIV related care has improved 

considerably, but non-HIV care has not.  

CD: Miranda Compton (OERC) was talking about the four points of health care management. For 

organizations doing harm reduction work, are we hitting those 4 markers? Does anyone know what 

Miranda meant by “acute overdose care management”? 
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KJ: “Acute overdose care follow-up” is aimed at first responders who see people OD multiple times. 

Teams are being set up in hospitals to connect people to services. Firefighters, police should be able to 

connect people to services.  

 

Coordinating funding approaches 

When big funding call-outs come and groups are in competition for a limited amount of money, what can 

we do to work together? Could PAN support capacity building in funding grant writing, or …. ? Do you 

have specific ideas on what would be helpful in terms of fundraising?  

KH: PLFV was “targeted” for HR fund application, and even with 25 years’ experience in funding 

applications the process was difficult. Kari felt ill-equipped to apply. Public Health Agency of Canada 

(PHAC) staff at federal and local offices contradicted each other. For smaller groups that are starting 

out/ with new staff, is there something the PAN community can do to help them for future PHAC calls? 

CD: My agency also has many years of writing proposals, yet Harm Reduction fund was a very onerous 

process. Federal funding process has become very difficult. PAN has been very supportive, taking 

members’ concerns and experiences back to PHAC, and PAN evaluation team has been helpful in 

developing evaluation plans (still to be approved).  

SE: How do we as a sector share information about programs and not re-invent the wheel? Dr. Peter is 

not aware of all things that are going on. “Federal government has no clue what they are doing in harm 

reduction funding”. 

JC: What we were doing in the 1980s is same as what we do now: stop people from getting AIDS. Keep 

people with AIDS from dying. We’ve solved the problems we had. Infection rates are down and people 

can keep working. Government looks at that and maybe that’s why we don’t get funding. But one thing 

that hasn’t changed is stigma – still a huge issue for people living with HIV.  

Evin asked Laurie Edmiston (CATIE) for what she is seeing on national scene 

LE: The PHAC Community Action Fund (CAF) funding wounds are still present. We need to hold our 

funders accountable. PHAC has to learn from the CAF situation. The disconnect between regional PHAC 

staff and national PHA staff is evident, as illustrated by CD’s experience in applying for PHAC Harm 

Reduction funding. It seems some groups have backed off their advocacy work as they are worried 

about losing their funding. The risk feels real, but the instance of that happening is low if you go at it 

with respect and integrity.  We must ensure we are not self-silencing. “Don’t fear going above.” Laurie 

told story of CATIE’s threat to funding over “sexually explicit material” in Harper era. Laurie went to bat 

for this and was successful.  

Another example was CATIE, PASAN, Legal Network suing federal corrections as they don’t have syringes 

in prisons - there is now a program to roll out needle exchange programs so Correctional Services 

Canada (CSC) wants CATIE et al. to drop lawsuit.  Needle exchange programs are supposed to be rolled 

out in 10 federal prisons this January, but procedure to register is difficult. Laurie convinced this won’t 

work. She is going to pass around a paper asking for people to let CATIE know what kind of “inreach” 

programs they are doing in prisons, and stories they are hearing about needle use in prisons.  
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Regional reports: What has been successful in your area and something that could be scaled up or 

improved through partnerships?  

KJ: AVI does Street College for peer workers, and Harm reduction training for service providers.  About a 

year ago Cheryl (ANKORS) wanted to learn more about peer training and contacted Katrina. AVI is 

developing curriculum / workforce training for people who work in harm reduction or work with PWUD. 

It goes beyond the basics of harm reduction and into trauma-informed care and building relationships. 

SE: Dr. Peter is seeing a lot of aging gay men. They are now bringing together aging gay men in a supper 

and arts program. Also partnering with Aboriginal Health and Healing to build programs: Dr. P sends art 

therapist; AHH sends elders.  

JA: McLaren Housing focusing on housing stability. Before, efforts went into case management and they 

see people already doing that, so focusing instead on housing stability to reduce housing stress. 

Community Programs Manager develops offerings that complement other services.  

KH: PLFV is going to be part of Community Hub: one big space that will include Fraser Health Substance 

Use team, doctors, pharmacy, and PLFV. Also have a refugee claimants’ organization, and more. Ministry 

putting in a financial aid worker, and the city has access teams going in and out. “It will be interesting to 

live with one of our funders”. Now working through shared agreements and conflict resolution process.  

MF: Options for Sexual Health has received funding to put supports into place for women. Funding is to 

deliver education to frontline providers. A nurse has been hired to do this work. Intention is to increase 

capacity in clinics and engage women in care.  

CD: Men’s Health Initiative: PRICK! Testing is now being done in Nelson. There are also Rainbow Health 

Clinics, including pap tests for trans men. ANKORS has just received funding to pilot an OPS for a year.  

GD: In the East Kootenays, there is a Bellies to Babies partnership – a Breakfast program. 

MH: At PICS, PHAC funding received for a  doctor to work in our hepatitis C project.  

JJ: CBRC partnered with BCCSU, HIM and VCH during Pride to do drug checking. Supply that was tested 

“matched what we expected it to be”. The drug supply used by gbMSM is not contaminated in the same 

way as in other communities.  


