

PHSA Collective Impact Network (CIN) Draft Minutes
May 21st, 2020
1 – 3 pm
Zoom meeting https://zoom.us/j/2556219928 p/w pan2020


Attendees

	PHSA/ BCCDC/ consultant
	Lauren Allan, Jillian Schwandt, Karmen Olson/HR team, Phyliss Suave

	BC Women’s Hospital and Health Centre
	tba

	FNHA
	tba

	Pacific AIDS Network
	Evin Jones, Janice Duddy, Simon Goff, Monte Strong, Alfiya Battalova, Marc Seguin

	Central Interior Native Health Society 
	Jennifer Hoy

	CBRC for Gay Men’s Health
	Darren Ho

	Options for Sexual Health
	Michelle Fortin

	Pacific Hepatitis C Network
	Deb Schmitz, Daryl Luster

	Pivot Legal Society
	Meenakshi Mannoe

	YouthCO
	Sarah Chown 



  
MINUTES

	ITEM
	TIME
	DESCRIPTION

	1. 
	1:00
	Welcome, regrets from Shobha.  

Territorial acknowledgment: “We would like to acknowledge that PAN, and many at the CIN table, as provincial organizations, gratefully and respectfully work and partner with Indigenous Peoples in what is often referred to as British Columbia.”


	1. 
	1:03
	Ratify minutes (Apr 2020) and approve agenda
Minutes change: Change Help C to hep C (one occurrence)

Meenakshi: add harm reduction supplies item.  Added under hr presentation discussion.


	1. 
	1:05
	PHSA/BCCDC updates (Lauren)

Contracts 
Working on all of them, PAN is first so that Alfiya and Janice helping with evaluation piece for others. Once we finalize, we will move to the others.

Innovation fund
one-time funding, still being planned, release in June, similar format from last year, posted for about a month, focus and alignment within CIN. Maybe funding related to COVID and how we can incorporate it. 

Dual health emergencies – work update, feedback and Q&A (Harm Reduction team)


Karmen Olson (Harm Reduction Operations BCCDC) spoke from the slideset. 

Karmen (following the meeting) sent the following resources:





Here is the mentioned link to the P2P – peer2 peer brochure

Discussion: 

Meenakshi: access to pipes and safer smoking supply? Anything glass is not provided through BCCDS at this time but in lim. number through health authorities, no dedicated funding for that. Regional harm reduction coordinator – application go through that. 

Daryl: dearth of willing prescribers in rural and remote areas. 

Karmen: refusal to prescribe oral formulations. 

Michelle: physicians who are involved in social justice work in reproductive work. Will report back once we survey these physicians on being prescribers and trans work.

Sarah: YouthCO has a resource, access to trans care, are you also asking about prescribing HIV care, PrEP? 

Meenakshi: fear around accessing safe supply, gatekeeping in different clinics, spec VCH clinics, lots of barriers around initiating safe supply. The excuse is that because they don’t know what will happen after that. How do DTES folks get funneled through VCH? 

Evin: Daryl’s concerns about lack of prescribers. Consistent theme among frontline orgs in remote communities, including pharmacies. Webinar with Guy F.

Are you part of emergency committee? How can ppl communicate concerns from peers from community-based level? 

Karmen: Weekly PEEP (peers from different group in health authorities), connected with BC Yukon, harmreduction@bccdc.ca. Not on the committee but James Buxton is on that group. Everyone is trying very hard to be nimble about getting information.

Lauren: maybe more formal portal would be good to set up.

Evin: not clear what will happen with COVID, would be good to formalize what the structures are and who is making what decision.
 
Karmen: connected with harm reduction teams. 

Evin: So, if there is a concern, talk to harm reduction coordinator in their authority or directly to BCCDC.

Lauren: Innovation fund:  same as previous years, $100,000 to 3-4 different projects. 

Evin: If COVID is impacting service delivery, are you having these conversations with groups as part of contracting process?

Lauren: being very flexible about that. We can revisit when we reformulate the contracts. More money on virtual communications, people’s safety is our priority. Hopefully, we will be able to do more face-to-face when we have a vaccine. 


	1. 
	1:25
	CIN 2020-23: the focus on work teams and CIN priorities


Presentation notes: 
· 2019-20 As usual, we will be sending our short eval survey out in the coming weeks – and will report back. But we will touch on that today too.
· Reminder: We are once again part of the PHSA goals – including TRC calls to action.  Hence the invitation to FNHA to join last year.
· The diagram includes all of us – better/stronger together: how contracts link in (left column) to PWLE – central to CIN and WGs. 
· How CIN works
· main CIN table –advocacy, knowledge transfer, partnerships; 
· Innovation fund – allows us to run with ideas
· work teams – sharing out leadership, PAN playing supportive role, NEW PHSA expectations to come.
· Also looked at the CIN framework, and priorities formed in 2017.


	1. 
	1:30
	Work Teams Update:  Finishing well and/or closing projects.

· See Reports (in Appendix) including challenges and successes.

Recommendation – to consider finishing WT1 Peer survey when appropriate – PHCN/PAN as lead/support). Current teams closed March 31st. 

Deb: PWLE WG still makes sense
Darren: Rural equity – can be refreshed.
Sarah– continue to partner with ACPNet, priority working with Surrey memorial.

Michelle – Now ppl are having to learn new technology due to COVID. Perhaps folks in remote communities would have more appetite and we can engage with them in the new ways?


	1. 
	1:35
	Informing the CIN: Feedback from the SoLE event 


[bookmark: _MON_1651651379]
Data set was not grouped deliberately.

We asked PWLE in the room about each CIN priority: ideas, things that work, barriers. 
· Mar 10-11 Really great event, happened just before the shutdown.
· A chance for peers to inform, inspire and join our work going forwards (left at the raw data stage).
· We now have a roster of peers (9-12 for each priority) – a resource for team forming.

Language:
Sarah: using living experience rather than lived (input from Indigenous communities).
Daryl: Include both living and lived. Make it clear it’s inclusive of both. 
Monte: referred to life experience (can include lived and living).
Michelle: experiential peers
Evin: who came up with that phrase ‘pwle’?  We also use Persons with lived experiences to acknowledge different aspects.
Marc: PLDI split in the middle for various reasons, lived – brought us here today, living – it’s more in the present, forward-thinking. Up for discussion.
Phyliss – living experience, some ppl are still living it, have lived with me to help other people navigate, some ppl prefer living. 
Sarah: conversation about power, power within CIN, less language and the intent behind the language and how you show up in spaces. 
Phyliss – has it ever been asked? 
Daryl: if you wan to include it.
Janice: language was shifting at the request of ppl, incl lived and living makes sense. Need to respond. 

Lauren: Include in the survey – feedback on the language of PWLE

Deb: have seen PWLLE 

Simon: it’s work in progress 

Meenakshi: arise from conference and academic spaces to push back against people who are claiming expertise and then language becomes bulky. People can gather (homelessness conference) address power differential, language doesn’t translate easily into everyday life. 

Sarah: we call all of us peers (age and other things). Making it more specific about what we mean, naming other things, acronyms are not always helpful. 

Daryl: the problem is context, depends a lot on it. 

	1. 
	1:40
	Work Teams 2020-23: 
· 3 years ahead for the CIN.  Time for all priorities. Nothing left out.  Just ordering.
· All priorities interrelated.  Noticed geo equity strong theme last time.
· Also, other agencies were brought in (e.g. ACPNet – joined us in Dec)

Names of the priorities
Hep C equity lens on – not helpful for us moving forward, due to ongoing challenges, what was Hep C equity is better to be called Hep C focus. Every agency is dealing with Hep c as part of their services and responses, and all the priorities is inclusive of HIV, Hep C and other conditions. That language wasn’t helpful. 

In the following Menti exercise, in the ‘Barriers to effective work team’ Question - We haven’t addressed harm reduction as part of a work team.   Perhaps this is due in part to our working definitions of harm reduction?

Here’s the MENTI report.




Simon: Anything surprising from the Menti questions and responses? 

Monte: some answers came more immediately, others – need more time to think about. 
Marc: priorities are difficult, not easy to choose. 
Daryl: Number of hours, it’s not surprising, it’s a lot of juggling.
Darren: the barriers and hrs align well. Lack of staff time to come together and work on different projects. 
Sarah: they are big priorities, how much time can we spend on stigma. More specific priorities can help the WGs. 
Defining that can happen at WG group level and maybe there is a specific ask from PHSA, etc. Wherever refining happen, that would help. 
Priority vs strategic aim vs objective

Evin: Part of the challenge is trying to be strategic about orgs who sit at the CIN who are represented, and how do we expand representations of PWLEs. What other mechanisms exist that CIN can access to push the lever around policy and advocacy change. Where does that fit with supporting PWLE of Hep C? Where do we support them even if they part of the CIN? Where do we take the lead and where do we support the leadership of others appropriately, respectfully and realistically, effectively? 

Marc: when groups come together, they need to ask why we are doing this and working on this issue. It might help in terms of the steps. 

Daryl: what Sarah is saying I have the same feeling, we were floundering as a group. Then we came with an idea of work groups. Maybe we need to better define what those work groups do. 

Monte: Thinking about lived experience, as a coordinator of advisory committee of Hep C leadership project, opportunities to bring in that work to this table. But when it comes to different areas, including policy and advocacy, there is a gap depending on what some of the knowledge is. There is still much to learn for me. To figure out where my lived experience fits. The theme is knowledge translation. 

Simon: we have general categories, more people around the table to look at these, but we want to avoid tokenism. We want to ensure that people are able to engage with the topic. We might have passion and interest from ppl at the team table to start but once we figure out a specific area (goal), they may no longer want to be engaged. Because we are trying to make it as broad as possible, and inclusive.

Daryl: not sure we can mitigate that from the start. Concerns about bringing PWLE because of their own safety and intimidation. Feelings of intimidation. We need to be aware of that. 

Marc: a lot of PWLE are up to speed about their contributions in the meetings, they are adding and contributing in different ways. We are setting up the table so people can participate. Should be considering COVID-19 lens for the first few months because it will have ramifications for everything that we do? 

Simon: successful work of the team can be a 3-month project (organizing an event). Other things have taken years. It gives flexibility, can be small-scale projects. Once we are done, we can move to the next work group. 

What work team(s) would you lead (include your agency name)? 
From menti.com 

· PWLE – PAN/PLDI 
· Rural equity - CBRC
· Hep C focus – PHCN/PAN
· Harm Reduction
· Stigma – YouthCO
New ideas:
· Decolonizing Practices – OPTIONS
· Indigenous lens - Phyliss

PIVOT, CINHS to come.

NEXT STEPS
1. Leadership team to meet
2. Form teams (and invite peers), finalize leaders by September
3. Decide on work plan: goal, objectives, timeline (short/longer term project).  Does the team need to expand to other agencies?

Terms of reference for people coming to the team is a good idea 

Evin: Maybe we could strike the PWLE engagement team first to discuss the peer engagement 

Michelle: Engaging women from the SoLE event. 
[bookmark: _GoBack]Simon: The women from Day 1 stayed for Day 2, and our roster of potential peer consultants is made up of men as well.


	1. 
	2:55
	Next Meeting – September 24th  1-4pm 

	1. 
	3:00
	Adjourn





APPENDIX: WORK TEAM UPDATES

The primary actions of the CIN have been at the work team level. CIN work teams are comprised of a subset of CIN members, work primarily outside the CIN meetings, and address goals within their respective priority area. PAN actively participates in each work team, as well as providing administrative support and evaluation/survey expertise.  

Work team 1: Increase the involvement of PWLE (Lead Agency: PHCN. Team: PAN, PLBC, FFL) 
Successes: The purpose of this project is to increase meaningful involvement of people with lived experience (PWLE) of HIV and hepatitis C by exploring the differences between ‘best practices’ and the working realities in community-based organizations (CBOs) and health authorities (HA) across the province.  During this period PAN has been working with PHCN to finalize the survey on Survey Monkey. We’re aiming to launch the survey in the coming months (when it makes sense with the COVID-19 crisis) and at that time we’ll reach out to our CIN colleagues to help us get the survey out to individuals with lived experience who work in organizations as peers, to leadership within those organizations and to health authorities. 
Specific challenges: Increase the involvement of PWLE – here, the project was hampered by capacity and then COVID-19.

Work team 2: Increase program equity and services across BC (Lead Agencies: Options, CBRC. Team: YouthCO, PHCN, CINHS, FFL)
Success was primarily found in our individual organizations in building trust and connections with rural communities through our work outside of this team. 
Specific challenges: Increase program equity and services across BC – early on, the team did not have any uptakes to their offer of helping organizations through the application process for the Innovation funds. They had also planned to compile a list of grant-writing resources to be shared with various organizations, but this task has been incomplete. When they first met they talked about what it would look like and how manageable it would be to share better and emerging practices from urban and rural settings but that this seemed to be too great a task for the group to take on.

Work team 3: Stigma reduction (Lead Agencies: PLBC, YouthCO; Team: Options, CBRC, PAN, PIVOT)
Successes: This team, led by YouthCO, supported ACPNet on African, Caribbean and Black Canadian HIV/AIDS Awareness Day (February 7th) with an HIV awareness event at Surrey Library to help stop stigma and end prejudice towards those of us living with HIV. 
On December 2nd, the team (YouthCO and PLBC) worked with ACPNet to host a drop in table at the Jim Pattison Outpatient Clinic around World AIDS Day.
Specific challenges: Stigma reduction - they made progress with SMH, and then the presentation was cancelled due to COVID-19, and they were not able to do it online because clinical staff do not all have their own workstation so they would have to be in shared space to access it that way.  This team was also working with smaller, attainable goals, as it had been a struggle earlier to land on a project (as reported before).

[image: http://pacificaidsnetwork.org/wp-content/uploads/2010/08/pan_banner.jpg]
	[image: bccdc_logo_coloured 2009]
	[image: Related image]
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Harm Reduction & Dual Public Health Emergencies

May 21, 2020







BCCDC Harm Reduction Services









Provide naloxone to reverse opioid overdoses to individuals, and 

THN: 2019 – 230,000+ kits to over 1700 sites across BC. Almost 60K kits have been reported as used to reverse an OD 

Resources and education to health service providers, frontline workers, people who use substances



Dual Public Health Emergencies

April 14th, 2016 – BC’s first-ever Public Health Emergency declared in response to unprecedented overdose death rates



March 17th, 2020 – BC declares a second Public Health Emergency due to the global  COVID-19 pandemic











Increasing OD & Drug-related Harms

Distancing & isolation measures  using alone

Withdrawal risks for those sick or in self-isolation

Service reductions limits access to harm reduction & OD Prevention Services, sterile supplies and naloxone

Drug supply may be more unpredictable due to disruptions in manufacturing and distribution

Drug testing to identify contaminated drugs is less available

Overdose responders must now consider COVID-19 risks













Needing to ensure no supply disruptions and ensure 



‘Vulnerable Populations’

Some people who use substances face increased risk of acquiring and transmitting COVID-19

Lack of adequate housing can make distancing impractical

Communities may provide no or limited access to public facilities such as washrooms

Lack of PPE and sanitizing supplies for community-level OD responders

May have multiple health conditions











Needing to ensure no supply disruptions and ensure 









Responding to the Dual Emergency

Working with people with lived experience (peers)

CIE: The Compassion, Inclusion and Engagement initiative is a collaboration between FNHA and BCCDC



PEEP: PEEP Consultation and Advisory Board ensures involvement of people with lived experience in planning, implementing, and evaluating our strategies and services.



P2P: The Peer2Peer (P2P) project aims to identify, implement and evaluate peer-led support interventions that would be valuable and effective for Experiential Workers (i.e peer workers with lived/living experience)





Responding to the Dual Emergency

Improving Safety

Updating Overdose Prevention Service and Naloxone DST guidelines with COVID-19 Recommendations

Collaborating on provincial roll-out of e-OPS policy

Providing guidance for responding to both opioid and non-opioid overdoses (i.e. Benzo) 

Engaged in provincial collaboration  to share COVID and Sex Work information







Responding to the Dual Emergency

Preventing Harms & Mitigating Risks

Monitoring to ensure no supply chain disruptions

Sourcing new supplies, such as more robust masks to reduce COVID risk for community OD responders

Working with people with lived experience to expand access to harm reduction supplies and naloxone where possible

Requesting funding for safer crack and meth smoking supplies to prevent COVID transmission





Responding to the Dual Emergency

Leadership and Public Health Advocacy

Leadership on ​vulnerable population committees:

Stay informed on urgent and emerging issues

Share concerns from community members & health partners

Contribute knowledge and resources to respond to issues



Drug Overdose Alert Partnership

Partners review surveillance and community-level reports to identify urgent and emerging concerns with tailored responses

Partners include BCCSU, toxicology labs, coroners, enforcement, BCEHS, and people with lived experience of drug use





Cttes include interministerial partners and regional health partners

Contribute to knowledge and resources to respond: (e.g. Surveillance to assess unintended consequences of COVID-related interventions: $300 social assistanc

10



Pharmaceutical Alternatives to Toxic Drug Supply

BCCDC Partnership with Vancouver Coastal Health and the BC Centre on Substance Use

Pilot and evaluate program to provide people who use substances pharmaceutical hydromorphone as alternative to street drugs



New BCCSU guidelines support provision of a range of pharmaceutical alternatives to mitigate risks. We are:

Encouraging pharmacies to offer naloxone kits

Developing safer injection guidelines for pharmaceuticals











BCCSU risk mitigation



Surveillance & Monitoring
The BC Provincial Overdose Cohort

Linked administrative data on non-fatal and fatal overdose events in British Columbia (2015-) created in response to OD Emergency

Used by the BCCDC, Health Authorities and partners (e.g. BCCSU) to conduct advanced data analytics to inform OD emergency response

Past work: Estimating risk of severe acute respiratory syndrome among persons who have had a previous overdose in BC

Planned work: Surveillance and evaluation of pharmaceutical alternatives to the toxic drug supply (PATS)

Monitor uptake & Evaluate outcomes (COVID-19 infection, overdose)

Collaboration with the MMHA, BCCSU, CISUR and other stakeholders























Canadian Institute for Substance Use Research (CISUR), 



Questions?
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BC PROVINCIAL
OVERDOSE ALERT

INCREASED DRUG TOXICITY REPORTED
ACROSS BC
(BOTH STIMULANTS & DOWN)

Fatal and non-fatal overdoses through smoking and injecting
(stimulants and down) have increased over the last few weeks

Severe overdoses related to smoking stimulants and down due to
the rapid onset of effects

Increased community overdose & drug alerts since March 22nd

FOR YOUR SAFETY:

1) Use an Overdose Prevention Site, if you can. FIND AN OPS

2) Pick up a naloxone kit. FIND A SITE. Call ahead for hours.

3) Avoid using alone. Find a buddy or have someone check on you.

4) Talk to your doctor about ways to reduce the need to purchase
substances, or experience withdrawal. Click here for more info.

THIS IS A PROVINCIAL ALERT
Check your local Health Authority websites for local alerts

To FIND AN OPS: https://www.stopoverdose.gov.bc.ca/theweekly/overdose-
prevention-sites-supervised-consumption-services-drug-checking

To FIND A SITE: towardtheheart.com/site-finder

More info on accessing prescriptions: https://www.bccsu.ca/wp-
content/uploads/2020/04/Postcard-COVID-v2.pdf

For more information on ways to stay safe while using substances during COVID-

19 please check: http://www.bccdc.ca/health-info/diseases-conditions/covid-

19/priority-populations/people-who-use-substances

Date Posted: MAY 21, 2020
(remove b’y June 8, 2020) towa r
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Safer Smoking Supply Order Form.pdf
SAFER SMOKING SUPPLY ORDER FORM

E-MAIL this order to BCCS@stevens.ca

If you don't have e-mail, call 604-634-3088

Receiving Site:

Date Submitted:

Contact Name:

Delivery Days:

Account #: 4310620

Delivery Times:

Shipping Address:

Email:
Postal Code: Fax Number:
Phone Number:
Stevens requires the orders to be paid before shipping via Please allow up to 2 weeks
credit card or a mailed cheque. delivery.
PRODUCT NUMBER DESCRIPTION UNITS ISSUED PRICE QUANTITY ORDERED

SAFER INHALATION SUPPLIES

1 CASE = 6 BOXES|  3545/CASE +

- Tube Glass 100mm 8mm =
415-8MMX1MMX100MM 25540 PIPES $6§§$6Tﬁ)x CASES
_ $545/CASE +
415-10MMX1.5MMX100MM | Tube Glass 100mm 10mm |1 CASE =6 BOXES|  om /6/rax = CASES
= 1600 PIPES $610.40
_ $575/CASE +
415-10X1.5X130FOAM Tube Glass 130mm 10mm |1 CASE =6 BOXES|  ¢45q /rax = CASES
Bowl Foam Wrapped =432 PIPES $644.00
. 1 CASE = 12 $139.75/CASE +
813-BES57HUCC Foil Sheeltrfc(tf:g)cm 057 | BOXES = 6000 $16.77/TAX = CASES
SHEETS $156.62

Updated: 2019 Jan 15



mailto:BCCS@stevens.ca
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Safer Smoking Supplies Cost Recovery Model - Background.pdf
Safer Smoking Supplies Cost Recovery Model — Background Information

| — Background

The Best Practice Recommendations for Canadian Harm Reduction Programs recommends freely
distributing heat-resistant pipes for the safer inhalation of crack, as well as evaluating the distribution of
foils for smoking heroin, and of heat-resistant pipes for the safer inhalation of meth.

Currently, most Health Authorities purchase and distribute small quantities of safer smoking equipment
to supplement the supplies provided by the provincial harm reduction program. While they are not able
to provide consistent unlimited access to supplies, they provide the following:

e Heat-resistant pipes smoking crack (often called ‘stems’).

e Heat-resistant pipes for smoking crystal meth (often called ‘bowls’).

e  Foil for smoking substances.

Currently, available supplies for the full range of harm reduction supplies for safer crack cocaine, safer
heroin, and safer methamphetamine smoking do not meet demand for these supplies in BC. Specifically,
they are unable to provide consistent supplies of heat-resistant lead-free borosilicate (sometimes
branded as Pirex or Simax) pipes and foil used for smoking.

Lack of access to foils and pipes may put people who use substances at risk for harms including from:

e Injecting, rather than smoking, substances. If individuals are forced to inject drugs due to a
shortage of supplies, they are at an increased risk of overdose due to the rapid onset of the
effects of drugs associated with injection. Moreover, injection of drugs leads to a greater
potential for the transmission of blood-borne infections including HIV and hepatitis C and other
injection-related infections.

e Using non-recommended materials for smoking substances, such as conventional glass tubes or
lightbulbs. These materials are not heat resistant, shatter easily, and can cause injuries which
may increase risk for hepatitis C transmission.

e Sharing of supplies due to shortage, which increases the risk of infections including
pneumococcal disease.

Although, safer smoking supplies should be provided for free as a necessary component of existing
distribution models, the BCCDC recognizes that existing service gap may impact the ability to adequately
supply communities with what they need to use drugs safely. Peers and researchers have observed that
lack of access to safer smoking supplies leads to people using unsafe supplies such as broken glass, pop
cans and other supplies to create makeshift pipes.

Il — Cost Recovery of Meth and Crack Pipes

Canadian Best Practices in harm reduction indicate that harm reduction supplies should be made
available in the quantities requested by clients. Due to current budgetary restraints of regional and
provincial health authorities, availability of safer smoking supplies does not currently meet demand in
BC. Health Authorities may not be able to directly operate cost-recovery programs in part because
exchange of money for health services is not a generally accepted practice; however, the door is still
open for drug user groups and community-based organizations to sell supplies in order to bridge the




https://www.catie.ca/en/programming/best-practices-harm-reduction



service gap.
Drug user and community-based organizations could run a simple cost recovery model on safer smoking
supplies to continue to keep them stocked. This would mean selling supplies at cost to guarantee

enough of a return on supplies to allow for a group to re-purchase them.

The former Drug Users Resource Centre ran an effective cost recovery model for both meth and crack
pipes for many years. More information can be found here:

https://bc.ctvnews.ca/canada-s-first-crack-pipe-vending-machines-come-to-vancouver-1.1676803

https://www.cbc.ca/news/canada/british-columbia/drug-users-resource-centre-open-house-fix-
1.3652315




https://bc.ctvnews.ca/canada-s-first-crack-pipe-vending-machines-come-to-vancouver-1.1676803

https://www.cbc.ca/news/canada/british-columbia/drug-users-resource-centre-open-house-fix-1.3652315

https://www.cbc.ca/news/canada/british-columbia/drug-users-resource-centre-open-house-fix-1.3652315
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Safer Smoking Cost Recovery - Ordering Process.pdf
Safer Smoking Supplies Cost Recovery Model — Ordering Process

| — Ordering Process

To bridge current gaps in availability of safer smoking supplies, the BCCDC has struck an agreement with
the harm reduction supply distributor Stevens to provide access to supplies for drug user and
community organizations. Unfortunately, pipes and foils can only be bought in large volumes, by the
case; this may mean that smaller organizations may still have difficulty procuring them.

For organizations that wish to place an order, fill out the attached Safer Smoking Supply Order Form and
email it to BCCS@stevens.ca. Or call your order in by:

ukwnNRE

Calling Stevens at # 604-634-3088
Quote the account #4310620
Provide the “ship to” address with contact name and telephone number.

Stevens requires the orders to be paid before shipping via credit card or a mailed cheque.
Shipping on orders over $250 is free!

Prices for safer smoking supplies are as follows:

Product Name and Number

Amount

Price (per Unit)

Tube Glass 100mm 8mm OD
(415-8MMX1IMMX100MM)

2540 crack pipes per case

$545 per Case + $65.40 Tax =
$610.40 (0.24 per Unit)

Tube Glass 100mm 10mm OD
(415-10MMX1.5MMX100MM)

1600 Crack Pipes per Case

$545 per Case + $65.40 Tax =
$610.40 (0.38 per Unit)

Tube Glass 130mm 10mm Bowl
Foam Wrapped
(415-10X1.5X130FOAM)

432 meth pipes per case

$575 per Case + $69.00 Tax =
$644.40 (1.49 per unit)

Foil Sheets
Precut to 5x7 Inches
(813-BES57HUCC)

12 boxes of 500 sheets =
6000 foil sheets per case

$139.75 per Case + $16.77 Tax =
$156.62 (0.03 per Unit)

Please note: safer smoking glassware can also be ordered directly from Pegasus Glass — the
manufacturer of the glass stems. Please reference Appendix A.
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Il — Cost Recovery

If groups require more pipes than the health authority can provide, pipes can be procured via this
process. The pipes can be sold at cost to recoup the funds spent.

For example:
Supply Resale Value Total Return

Crack Pipe (8mm) S0.25 $635
Crack Pipe (10mm) $0.40 $640
Meth Pipe* $1.50 S648
Meth Pipet $2.00 S864
Box of Foil (500 Sheets) $14.00 S168
25 Sheets of Foil $0.75 $180

*Note — This is the price for a bare bones cost recovery model on Meth pipes
tNote — This price for meth pipes includes money for operational costs (staffing, administration, etc.)

Appendix A — Ordering Directly from Pegasus Glass

Please note, glassware can also be purchased directly from Pegasus but the prices will vary depending
on location.

The pre-tax and pre-shipping price of glassware bought directly from Pegasus is as follows:

Product (Number of pipes) Price per Box (No Shipping/No Tax)
Tube Glass 100mm 10mm OD (1600) $448.00
Tube Glass 130mm 10mm Bowl (432) $388.00

Please note that shipping costs vary drastically and can be shockingly high! It is recommended that sites
get a shipping quote from Pegasus Glass before purchasing. Orders also carry a 12% tax.

To contact Pegasus and get a quote please send an email to Laurie Dillon (Idillon@pegasus-glass.com) or
Roxanne Sellick (rsellick@pegasus-glass.com).

Important Note:

We strongly recommend that purchases be made through either Stevens or Pegasus, which are both
Canadian companies. Orders from overseas may not be up to safety standards (i.e. lead contamination
or lack of heat resistance) and be at risk for seizure by customs agencies during the shipping process
which could have further legal ramifications to individuals and sites who order.
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FROM RFP 2019 - PHSA aims to:

•	Improve HIV and HCV prevention, diagnosis, linkage to care, and treatment outcomes;

•	Increase integration of HIV and HCV Services across the continuum of care;

•	Increase reach and coverage of HIV and HCV Services across the province;

•	Increase access to HIV and HCV Services for priority populations;

•	Improve monitoring and evaluation of the impact of contracted agencies;

•	Reduce duplication and improved collaboration between service partners; 

•	Respond to the shifting needs of the community and epidemic over time.



PHSA is committed to the TRC of Canada: Calls to Action, the United Nations Declaration on the Rights of Indigenous Peoples, and the Metis Nation Relationship Accord II. 

Agencies should demonstrate how their organizations are working to create lasting reconciliation with Indigenous people in BC and deliver services that are culturally safe. 
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This is what we came up with at the start….



Increase involvement of People with Lived Experience (PWLE);



2. equity and services for HIV and hepatitis C ;



Equity and services across BC (urban, suburban, rural and remote locations);



3. Harm Reduction;



4. Reducing Stigma.
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Priorities (from 2017)

4

1. Increase involvement of People with Lived Experience (PWLE);

2. Increase program equity and services

	a. for HIV and hepatitis C ;

	b. across BC (urban, suburban, rural and remote locations);

3. Harm Reduction;

4. Reducing Stigma.











This is what we came up with at the start….
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4. Reducing Stigma.
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Stories of Lived Experience

STORIES OF LIVED EXPERIENCE (SoLE) - MARCH 11, 2020
REPORT

SUMMARY

On March 11, 2020, 58 people from all parts of the province gathered in Surrey for the Pacific AIDS Network (PAN)
Event entitled “Stories of Lived Experience” (SoLE). The program spanned from learning about leadership, to
hearing from those with lived experience of HIV and/or hepatitis C, and then participating in group consultation
that will inform the work of the PHSA Collective Impact Network (CIN) in the coming years. The event was greatly
appreciated by participants and there is a desire for this to happen again.

BACKGROUND

In the summer of 2019, in collaboration with Friends for Life (FFL) PAN began to envision and plan two peer
gatherings on consecutive days to allow for the best possible attendance. The first event would be a celebratory
coming-together of peers from the Friends for Life Women’s Wellness and Leadership Project - designed to
support women on their own path to health and wellness — and the second would be PAN’s SoLE event.

The aim of SoLE were to take people with lived experience of HIV and/or lived experience of hepatitis C into an
exciting new space for community building, in line with PAN’s mission and approaches; and to bring together peers
to talk about leadership in all aspects of life, as well as the issues that arise from their lived experiences, both
honouring differences and discovering similarities. For those who have attended the people living with HIV Forum
at PAN Fall Conferences in years past, this would be a step beyond: a place to welcome those with different lived
experiences to learn and support each other in health and growth. There would also be peer storytelling, a chance
to understand, inform and get involved with PAN’s work in the future. In the final session, there would be a
chance to meaningfully engage in the future planning of the CIN, and to offer their expertise for future work too.

These events were made possible by the generous support of the PHSA.
INTRODUCTION

Two days before the event, concerns started to be raised about COVID-19, and PAN contacted the PHSA and Fraser
Health for their recommendations. In response, we ramped up our communication about hygiene, sickness and
physical greeting before and during the event. We also altered the food service and hygiene arrangements with
the hotel. Atthat time, we were advised to go ahead — a situation that would change a week later.

So, on March 10, SoLE took place at the Civic Hotel on the unceded traditional territory of the Semiahmoo, Katzie
Kwikwetlem, Kwantlen, Qayqayt and Tsawwassen First Nations. Fifty (50) peers and 8 PAN staff attended the
event. Elder Shane Pointe, a knowledge keeper with the FNHA, opened and closed the day for us, and one of the
attendees spoke into the importance of such events from her perspective.

PROGRAM HIGHLIGHTS
Session 1 — Recognizing the leader in everyone

The day began with PAN’s PLDI Manager, Marc Seguin, talking about “What is Leadership and should | be here?”
He emphasized that lived experience has value, and that everyone is a leader, and that Leadership Development is



https://pacificaidsnetwork.org/training-leadership/collective-impact-network/
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actually Self-Development. It is not about information or techniques, but about liberating the leader within.
Leadership is being as well as doing, and so should be internal and reflective. It starts from self-worth, self-care,
and can show up in your family, close relationships and with your peers (before it impacts workplace and
community). It is important to build a good foundation before you can help out. Leadership is also Community
Building, and there is wisdom in the room so now there is an opportunity to learn and support each other in health
and growth.

Afterwards, the room broke into small groups, to think about and share on two questions:

e  “Why is your LIVED EXPERIENCE so important? (What does it look like?)” — Themes that came up were:
Engagement, Knowledge Transfer, Empowerment, Peer work, helping the next generation.

e  “How is your LIVED EXPERIENCE a challenge? (How have you overcome that?)” — Common themes here
included Stigma, Disclosure, Addictions, Rejection, Mental Health, Communicating with Professionals,
Resiliency.

This time of personal self-reflection, discussion and feedback, set the scene for the sessions to come.
Session 2 - Learning from each other

This session revolved around storytelling by people living with HIV and with lived experience of hepatitis C. Four
peers spoke from the heart to the audience of lived experience peers, telling different but powerful stories of
successes and challenges. In the evaluation, from the respondents (n=27), 77.8% rated it ‘excellent’, the rest
‘good’, making this session the most high rated. Participants expressed their appreciation of the sessions by
sharing the following comments:

Hearing from the panel of different people experience and how | was able to relate to a lot
of them, in ways that | didn’t even know.

First hand stories of how PWLE are demonstrating leadership in challenging stigma in their
lives and communities.

That living with HIV is manageable as demonstrated by panel members.
Session 3 — Highlighting PAN’s work and opportunities to lead

PAN engages peers in its work in numerous ways every year, but not everyone is aware of this. So, this session was
designed as an engaging way to highlight and promote some of these areas — as well as opportunities to get
involved. Each of the following was presented as an IGNITE talk by PAN Staff that was followed by a question and
answer time:

e Marc Seguin on Positive Leadership Development Institute (PLDI)

e Janice Duddy on Community-Based Research and Evaluation

e J. EvinJones on Advocacy, Action and Policy change

e Simon Goff on Collective Impact Network

e Monte Strong on Hepatitis C Leadership Project (HCLP)

Session 4 - Lived Experience specific breakouts

In the last main session of the day, we wanted to engage the voices of the peers in a meaningful way to inform
PAN’s work, its collaborations and projects moving forwards. This time, we decided to let the room self-select into
two breakout sessions that flowed from the last two talks in Session 3: one feeding back into the future work of
CIN; and the other - to the work of the HCLP.
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4A - Collective Impact Network

Simon Goff, PAN’s Collective Impact Network Coordinator, discussed the agreed upon priorities of the Collective
Impact Network. Importantly, he stated that this is a great opportunity at this particular time to feedback ideas
and advice to this network, because it is just about to start its next stage of planning, implementation and funding.
In the session, the group had the opportunity to brainstorm the following questions about the four (of five) CIN
priorities (the exception was hep C equity, which was addressed at another concurrent breakout): How can we
achieve this? What are the barriers? What has worked well in your experience? What other ideas to you have?

After collecting and scribing their thoughts on sticky notes at each priority ‘table’, participants could add
comments and/or their colored stickers (as approval/likes). Finally, peers had the opportunity to put their name in
the (SoLE) circle, to be added to a roster of peers willing to be contacted for future involvement.

PAN committed to taking this work (and data) to the CIN in May, and to report back to attendees.
7 TRV
7 i
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From the 225 (raw) sticky notes, here are some that gained the most traction/agreement with other peers (right
column), ordered under each priority:

1. INCREASING PEER ENGAGEMENT

Have paid peers working in Frontline clinics and hospitals 7
How can we achieve this? Specific training to produce skilled peers example scope of practice active
listening change process.

Barriers - Funding from Health Authorities

What has worked in your experience? Development of Peer Navigation

More training towards jobs 6

Encouraging others w HIV to go to leadership courses and to be leaders 6

2. INCREASING RURAL EQUITY

CIN partners might create a one stop pot of funding that is administered by pan to foster the FN rural 6
relationships and or conduit for research conduct.

Barriers - technology, not all have cell service, internet, not all have computers; transportation, Prince 5
George to burns Lake bus, only twice a week
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Letters to the Minister of Health to achieve what we need 5

Aging population and pill burden increase, how do we support the rural? 5

3. HARM REDUCTION

Job trainings. 4
Inclusive language impact over intent. 3
Integration, not separation. 3
No shame in accessing harm reduction materials. 3
Safe smoking kits. 3
Provide Naloxone training everyone can benefit can save their lives in their community. 3
What are the areas of progress on the 90-90-90 - by 2020 we should have met that goal to end aids by 3

2030, where are we not on track and why.

4. STIGMA REDUCTION

From the people of African descent, by paid programs for Education Fund programs for stigma reduction | 13
- barriers for us, funds to educate. As per our community, nothing, nothing has worked. We keep losing
community when they learn you are one living with HIV.

More programs for seniors, living with HIV. 9

Connect with more people with lived experience 9

4B - People with lived experience (PWLE) of hep C

Created specifically for people with lived experience of hepatitis C, session 4B was titled, “Campfire Cafés”. It was
designed to serve two purposes. First, to be an interactive focus group that would yield lived experience input for
PAN’s Hepatitis C Leadership Project needs assessment and also for the Collective Impact Network’s hepatitis C
workgroup. Second, the session was to provide an opportunity for lived experience of hepatitis C to share stories
and experience with one another in terms of successes and challenges as individuals and local communities.

The format of Campfire Cafés was to have four sets of questions posted around the room where the group would
spend a few minutes at each station and generate answers as a group through discussion. Then, participants were
given a written survey that contained the same questions for them to answer as individuals and from their own
perspective. The results of the survey were then tabulated and results were shared after the event.

Of the attendees of SoLE with lived experience of hepatitis C, approximately 30% attended session 4B — Campfire
Cafés. The other 70% of the attendees either joined the HIV-focused session 4A or had left the event early in order
to make travel connections back home.

The lived experience of hepatitis C session attendees felt the information and focus group exercise was neither too
easy nor too difficult (i.e. just about right). Four people indicated they really enjoyed the session, and two people

indicated ‘somewhat fun’. Some comments on how the session could be improved included, “more time”, “more
face to face meetings w/ the facilitator & group of PWLE”, “more people to get ideas from and updated info to





communities”, “more people with ideas”, “have it when you have more brain energy earlier in the day. Framed
I”.

really wel

The session was designed and executed by the Hepatitis C Leadership Project Coordinator, Monte Strong. Upon
reflection of what could be improved for a similar, future session, one of the ideas was for a coordinator to contact
each SoLE participant with lived experience of hepatitis C before the event to personally invite them to the session.
This would also provide an opportunity to gather input on what individuals would like to get out of the session.

EVALUATION HIGHLIGHTS

Following the event, all attendees were asked to complete a PAN survey. Overall, respondents were either very
satisfied 71.4% (n=20), or satisfied 28.6% (n=8) with SoLE. The following chart represents how respondents agreed
with specific outcomes from the event.

SoLE Event Survey, n=28
23 | feel this event provided space for people with lived experience of both HIV and hepatitis C to engage.
20 The event provided me with a good opportunity to network with colleagues and peers from around the province
9 17 The event had practical relevance to my work and/or life
11 17 | plan to share some of the information | learned with others (i.e. staff, peers, etc.)
13 13 The event provided me with new knowledge and information
16 10 The event provided me with new skills/strategies

M Disagree Agree Strongly Agree

When asked to reflect about the main takeaways from the event, participants provided the following reflections:

Thinking about the importance of face to face events particularly for PWLE and how as a
sector we should think about collaborating to ensure those opportunities can continue.

I live in a Province with strong warriors and dedicated leaders, and there are places that |
can get involved and learn more and gain work skills and be a valuable asset.

There is a devoted community and individuals passionate for the pursuit of social justice for
those people living with HIV and Hep C. Everyone there is ready to for paid work.

CONCLUSION

SoLE was a very successful event, and there is a call to continue to gather peers together. We will take the work
done at SolLE forward to impact and inspire the CIN work and other PAN projects. The voice and engagement of
peers is both valuable and essential, and we will continue to advocate for peers to be properly compensated for
their work in all aspects of our sector.
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Results of Session 4A at SOLE



Participants answered the following questions. 

· How can we achieve this?

· What are the barriers? 

· What has worked well in your experience?

· What other ideas to you have? 

The column on the right reflects how many people agreed by placing a sticker.



1. INCREASING PEER ENGAGEMENT



		Have paid peers working in Frontline clinics and hospitals 

how can we achieve this?  specific training to produce skilled peers   example scope of practice active listening change process.

Barriers - Funding from Health Authorities

What has worked in your experience? Development of Peer Navigation

		7



		More training towards jobs

		6



		Encouraging others w HIV to go to leadership courses and to be leaders 

		6



		No tokenism

		5



		More paid positions for peers with lived experience

		4



		Increase jobs for PWLE

		4



		Access values around experience, age, empower voices not always heard (ie. consensus decision making vs. majority).  Barrier - Minority involvement.  Flush out inherent biases through minority empowerment.

		3



		More outreach with people on the streets.  Connect w STOP team. Create Hope

		3



		More funding for PLDI. It's super empowering! 

		2



		self-stigmatization is a barrier   

		2



		Relationship Bridging - make a contact with Patient Voices Network (PVN) housed at BC Patient Safety Council - they have a model of volunteer placement onto healthcare tables across BC. patientvoicesbc.ca 604-668-8240 or 18772821919

		2



		Work with the community and families to identify and engage PLWHIV into programs.  Train peers to reach out to those in denial. Post brochures in airports and all agencies that are not working with PLWHIV.  Engage PLWHIV in programs and policy making, funding opportunities.  PLWHIV engaged in the community should be acknowledged of their time.

		2



		Have more training opportunity.  More frontline work for peers

		2



		Peer run actions committees

		1 



		Peers sharing lived experiences w peers

		1



		A Northern peer cttee rep from each community to try to bring services and change policy

		1



		What worked well for me was valuing someone’s shared experience and telling them how it impacted me

		1



		Bring indigenous leaders to table and have them there from the beginning

		1



		No shame, no names, no stigma, no shade

		1



		Barriers - vulnerability and confidentiality

		1



		Relationship Bridging - Centre for Rural Health Research - UBC, Dept. of family Practice 604-827 2193 ruralhealth@ubc.ca

		1



		Relationship Bridging - w UBC Patient and Community Partnership for Education health.ubc.ca.pcpe

		1



		Community partnering works well

		1



		Look for individuals that may be suitable.

Barriers are that they may not be ready.

Training programs like Toastmasters offered on an ongoing basis.

Shadow others who are already engaged.

List opportunities available.

		1



		· Achieve by validating and paying accordingly any involvement by PWLE.

· Representation that’s not token

· Understanding the barriers or capabilities of PWLE and accommodate their needs. Creating a safe supportive environment where PWLE can be heard, listed to and supported (follow up after care)

· Registry of PWLE and specialties to be available.

		1



		Not enough Capacity building trainings

		



		Relationship Bridging - Strategy for patient oriented research CIHR cihr-irsc.gc.ca

		



		· Remove barriers for all and as many as you can for participation

· Be transparent, truthful and willing to put a face to HIV with no agenda

· Be a good peer and human

		



		Share with healthcare providers how important it was to hear lived experiences from peers and the measurable impact it had on my accessing healthcare

		



		Post on social media

		



		Peer led/ peer jobs/ peer engagement works well

		



		Lack of funding to rural areas for peer work

		









2. INCREASING RURAL EQUITY	



		CIN partners might create a one stop pot of funding that is administered by pan to foster the FN rural relationships and or conduit for research conduct. 

		6



		Barriers - technology, not all have cell service, internet, not all have computers; transportation, Prince George to burns Lake bus, only twice a week 

		5



		Letters to the Minister of Health to achieve what we need 

		5



		Aging population and pill burden increase, how do we support the rural ? 

		5



		More helplines after hours, especially considering newcomers and newly diagnosed.  

		4



		Funding is limited, no peer jobs within the Health Authority (Northern health)  

		4



		Barrier - demographics, cultures, Geography, technology, transportation. .

		3



		More networking meetings 

		3



		Engage in talks with CIHR about expanding the line item for rural research.  

		3



		Testing - life labs, only certain places 

		3



		Clinic hours a shorter when moving away from urban spaces 

		2



		Bring Feds to the table from business development, shared resources 

		2



		Barrier - most health care providers don't see an issue, having more than one indigenous voice, more accessibility to care and testing  

		2



		Provincial mandate to have programs available throughout the province 

		2



		Bring Feds to the table from business development, shared resources 

		2



		We need our health authority to step up and bring in the services we need  

		2



		Achieve sparse, HR support to LEAD program, need program and training, 

		2



		Train more rural regional facilitators to provide services that are offered in the GVA 

		2



		What worked well, meeting people where they're at, ,

		2



		Barrier - technology 

		2



		Train youth to mentor, newly diagnosed youth  

		2



		Work well: “Urban” - big diversity of people, knowledge for youth, piggyback on youth organization and Canadian mental health organization

		2



		Open up after hours to support suicidal clients.  

		1



		Through technology and town hall meetings.  

		1



		Barriers, transport, technology, associated costs, urban centric thinking .

		1



		More engagement with people in BC geographic barriers, . 

		1



		Support for schooling, .

		1



		Spread the funds, so they can afford all 

		1



		Barrier - municipal leaders have too much power. They shouldn't be able to keep out health service,  

		1



		Increase cultural safety and more clinics,  

		1



		Train peers to reach out to newly diagnosed 

		



		Walkthroughs with indigenous people

		



		Volunteers bank

		



		Incentive

		



		Reality, not ideology.

		



		Policies made for area, but people from area not involved e.g. Vancouver over Surrey

		



		What works: detailed literature to peruse at leisure? Connecting local services. 

		



		How - Accommodate needs /spread responsibility

		



		Learn about all individual First Nation bands in BC and begin fostering relationships and MOUs

		



		Research on equity access barriers done over the last 30 plus years on what worked, what didn't and why

		



		Need to make a lot easier to get services in smaller areas, and not make people drive long distances

		



		There has got to be after hour support,

		



		Can we please have satellite hubs, led by peers to hook up other peers to enter the movement? 

		



		No shame, no names, no stigma, no shade.

		



		How - target funding, develop leadership to lead programs, PAN supports, technology

		



		What works - Local Development collaboration

		



		Have peers travel to close by areas and teach safe sex practices, safe drug use, share their lived experience to the youth, and whoever else will listen. Get the small communities to invite us in.

		



		Are public health nurses at the CIN table, I. Yes, they are part of the PHSA but they bring a unique perspective

		



		More education on the reserves. Not just for the young also education so the elders understand we're trying to (reach) the younger generations. I have been to three reserves every time we set up a table we are not allowed to talk about why we are there. We have to talk around 

		



		Worked well - outside funding, community partners and allies.

		



		Support common values.

		



		Food, privacy, safety can bring many people together

		



		Barrier - language that repels and triggers people.

		



		Let Aboriginal people do their own work, with support and resources and stop being paternalistic and mistrusting of us.

		









3. HARM REDUCTION	



		Job trainings.

		4



		Inclusive language impact over intent.

		3



		Integration, not separation.

		3



		No shame in accessing harm reduction materials.

		3



		Safe smoking kits.

		3



		Provide Naloxone training everyone can benefit can save their lives in their community.

		3



		What are the areas of progress on the 90-90-90 - by 2020 we should have met that goal to end aids by 2030, where are we not on track and why.

		3



		Street smarts jail smart program smarts.

		2



		Agency 

		2



		After detox move them from the area, they are used to, or away from peers, and give her him an incentive - job, and keep them busy with more support.

		2



		Safe injection sites 

		2



		Support for more BC housing for people living in their cars

		2



		Outreach, like stop team 

		1



		Harm reduction can't fly without a home.

		1



		We can reduce home harm by educating the communities. 

		1



		We need to work on changing policy and law, 

		1



		Municipal leaders are not allowing lifesaving services.

		1



		Harm reduction as a life philosophy - instill risk management with all life choices, informed to make decisions

		1



		Check out menrus.co.uk. Gay Men's website organization doing harm reduction.

		1



		More talks at high schools and community talks.

		1



		Funding sustainable

		1



		More service work.

		1



		Safe injection supplies 

		1



		More programs for homeless and addicts.

		1



		Reaching out to patrons that need a little bit more 

		1



		Barriers belittling attitudes. Give individuals their power back

		1



		By empowering person who uses drugs involve them right from the start

		1



		Peer led peer driven works well.

		1



		Medication ARV adherence. U=U

		1



		Keep on giving free syringes condoms cookers have teams walking the street at night helping out OD.

		1



		U=U

		1



		U=U

		1



		I hope somebody will go visit in Jericho beach homeless people dying in their cars. 

		1



		Support addicts by taking them to detox.

		1



		Prevention is key. Knowledge is powerful,

		1



		More education for safer sex 

		1



		Educate suffer, that they are not alone. There is a family out there.

		



		Barriers: Self-imposed and style of learning, criminality stigma availability 

		



		Information and resources in laymen speak, to be able to get understanding and informed.

		



		Having more studies to be a part of. 

		



		Smaller groups to interact with patrons 

		



		Education and formal institution. E.g. hospitals, schools, or community centers

		



		Community partners works well.

		



		Progression, not destination.

		



		Define and use harm reduction in more areas like safety in home, etc. So more community can grasp concepts and normalize it.

		



		Using peers to roll out these programs

		



		Government need to implement more harm reduction programs in rural community 

		



		Incentives for drug users, give them jobs (tourist guide?) because they know the city better.

		



		Preparation

		



		Being true to self-rehab recovery does not work same for all or first second 50th time. Work at own phase, but support is very much needed without prejudice and judgment,

		



		Education

		



		People with lived experience in paid roles 

		



		Appreciation for people at all stages of our journey.

		



		Isolation

		



		Visit them one on one, and provide appropriate cultural advice and helps

		



		Artist - high demand for art.

		



		More education for doctors cops teachers, etc. 

		



		Gives shelters to the homeless.

		



		Education.

		



		Safe supply change prohibition policy,

		



		Nonjudgmental harm reduction.

		



		Educate doctors, nurses, healthcare workers

		



		Safe hormone injections supplies 

		



		Volunteers -  AVI, our place. 

		



		Serve them in an appropriate cultural way

		



		Peer mentors to visit them and engage them to programs.

		



		Get to provincial mandate that the services are required to be in every community, with a population of HIV and substance users etc. and enforce it.

		



		Barrier. Reduce shame from healthcare workers for missed medications or missed Appointments

		



		Pharma net medication profile policy must be changed to include antiretroviral drugs, as there are many potential drug interactions with the anti-retroviral drugs, unless the patient has advised the pharmacist that they are taking antiretroviral Medication. The patient are at risk of a drug interaction, and may require a change of drugs, or perhaps a change in the dosage, in order to prevent a problem that may occur. 

		



		Identify underlying trauma and provide supportive resources. 

		



		Open information 

		



		Up to date data 

		



		Stigma support 

		



		Must seek out the schools, maybe churches, and any big organizations in these small towns - importance of us to come in and try to teach harm reduction to their community.

		



		No shame no names no stigma no shade.

		



		Mobile harm reduction. Workers and vehicles.

		











4. STIGMA REDUCTION



		From the people of African descent, by paid programs for Education Fund programs for stigma reduction - barriers for us, funds to educate. As per our community, nothing, nothing has worked. We keep losing community when they learn you are one living with HIV.
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		More programs for seniors, living with HIV.

		9



		Connect with more people with lived experience

		9



		Language matters 

		7



		Create national policy on HIV

		6



		More gatherings that involve family partner’s professionals that are support for positives -Yet, they are not

		5



		More education for young and old

		5



		No shame no names no stigma no shade.

		4



		Support my peers and ask for support

		3



		Community talks and workshops sessions for people who want to learn about

		3



		Listen to the fear, misinformed ideas People have and challenge their assumptions gently 

		3



		I can speak up organize and work together.

		2



		Stop commodifying our stories to mine funding.

		2



		Education and knowledge dissemination of information 

		2



		Wrong question with standing stigma building from within. Not without about me, not others. Be the change, not look for the change

		2



		Should not be stereotyped but known as human being, who's positive, and are going through or dealing with the same issues.

		2



		Visibility - humanize the issue, demystify, relate to others, Engage emotions not logic.

		2



		Education trainings for people have lived experience 

		2



		How I'm treated by some medical professionals, 

		2



		Listen more talk less connect through authentic feelings.

		1



		Spread the word of U=U undetectable equals on transmittable. I'm always honest and open about having HIV 

		1



		Making more films, providing workshops having more conversations. 

		1



		Education

		1



		Sharing in a safe meaningful way. It can put a face to a stereotype, and change a person's outlook as what a person living with HIV is 

		1



		Barriers - disclosure, misinformation layers of stigma, fear

		1



		Healing - model the way and acceptance.

		1



		Educate and evaluate engage and solidify.

		1



		Show Daniel's video from PHAC on U=U to humanize and de-stigmatize 

		1



		Support community voices through funding and active engagement with policymakers 

		1



		Ideas to withstand stigma: stand together lobby and get politically involved, remove yourself from toxic unhealthy environments people and belief systems, seek to understand one another

		



		Education,

		



		Provide easy to follow understand the educational material, and in multiple languages.

		



		Look for examples from different cause’s organizations that have worked, and can be implemented to suit our needs

		



		If it's safe Educate whenever possible.

		



		Stigma = Self-Talk Ignites Ground Magnetic Agitation - stirs things up.

		



		More teachings of HIV 

		



		Barriers closed minded fear based people 

		



		Owning our successes claim what our collective successes, tell our own stories 

		



		Barriers - geography, information lack of 

		



		Reducing stigma -sharing our experiences with stigma. How it stopped me from taking my meds. 

		



		Telling new people

		



		Anti-social due to stigma so support group 

		



		By standing united and strong 

		



		Training peers to be ambassadors in health care 

		



		Campaigns commercials rallies education in school by PWLE 

		



		Community education and health services and supports 

		



		Language matters - mindset culture change and way of approaching a subject, negative connotation versus positive language, empower 

		



		Support the brave ones who stand up to authority - power to the people 

		



		Face to face meetings work well.

		



		Don't let others speak for you.

		



		Raise profile of positive individuals through acceptance.

		



		One, educate, funding normalization of HIV /Hep C

		



		Barrier -fear of outing and loss of support

		



		Widespread media campaigns local champions.

		



		What worked well for me was doing a peer led presentation to healthcare workers in history by sharing experience of stigma and having them share a stigmatizing experience to hold on to what that felt like, then find out from them how that impacted them and relate to how stigma can impact access to health care even walking through the door,

		



		Name it, or normalizing HIV AIDS 

		



		Apathy as a barrier. 

		



		Language and mindset, can't reduce stigma can only withstand stigma

		



		Speak up against institutional marginalization. 

		



		Accessing organizations that may be unaware

		



		Unloading the loaded words - destigmatize and normalize, put human face.

		



		Support to agencies that work with communities, education to schools, 

		



		No shame no names no stigma no shade.
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Icebreakers are like:

5 x
""‘;t ‘!
LW <N

Yay

Bring it

M Mentimeter





Peer voice/ meaningful engagement:

Strongly disagree

is very important in all aspects of our work

m

influences all aspects of the CIN

ﬂ

is central to CIN work teams

helps form our CIN work team goals
3.5

is central to my agency

M Mentimeter

Strongly agree





M Mentimeter

Rating the importance of the CIN priorities (to the
sector, in the next 3 yrs)

27% Increase involvement of PWLE
|

21% Incredse program equity and services across BC
16% Reducinﬂ Stiﬂmu
139 |Hep C focus

13% Harm Reduction






What priority would you add? M Mentimeter

Moving words re TRC, UNDRIP, Métis Nation Accord, i cant think of anything. all the other priorities are
Deue|gping 'elale imp|ementing and beyond into practice within the CIN meetings so important, it was really challenging to rank them
S : : and within the sector. !
dec:c:olc:nlzmg practices in our L
organisations and network
A\ J Addressing criminalization + court-involvement as
an upstream intervention (of HIV non-disclosure, | can't think of qny‘thing . | feel
people who use drugs, people who are homeless, . 2
racialized, child welfare/child apprehension) that all is very important to
cultural safety and reach the community.
decolonization ! .

knowledge translation of CIN for lived experience to
set the stage for effective collaboration. Ways for
best mutual exchange.

HIV & Aging
over policing - human rights






What priority would you add? M Mentimeter

prioritizing the work of the people prioritizing the
work groups in our daily work activities of the CIN work
lives groups in their daily work lives






What are the barriers to effective work teams? = el

Time and consistent
accountability measures

All members of the work teams
have so much on their plate.

Time and capacity Agency capacity
Knowing individual roles, strengths, perspective. orgs work w/ different decision-making processes,
Getting to know objectives for each player to help ex. who do they consult to make a final decision
determine how | can help effectively, and where orgs w/ varying scopes

can | ask for input effectively.

Securing funding and support
for Meaningful involvement
from people who do not have
full time work.

: Direction and joy around the
Long gaps between meetings priorities
(due to schedules) make

progressing forward difficult






What are the barriers to effective work teams?

different understanding of
shared terminology - i.e. what
is "stigma”

M Mentimeter

For us, it was having an equitable place for hep C
Hquing another prgject to discussion and addressing issues that hep C lived

jL-IgglE' cannecting these and living experience brings to the dialogue.
r

priorities to organizational

ones

people prioritizing CIN work
group activities in their daily
work lives

time is limited





M Mentimeter

Time for work teams
& o All CIN work teams

EEE P/ 8

e

<

@
What they neead e
(hrs/m)?





What three words/phrases define harm reduction? gt

support
related to sex and drugs

pl’evention low barrier

keeping people dlive

intervening
supplies

ask -who is missing

health and wellness Sa fety
wellness

services

not just drugs reduce neg consequences
giving ppl what we need





What work team(s) would you lead (include your

agency name)?

[ PWLE- PAN / PLDI

| would work with Indigenous
peoples with hep C / HIV co-
infection FRAFCA

Darren, CBRC,
rural/geographical equity

hepatitis C - PAN coordinator

Of the current topics, Reducing Stigma is still the
one that fits best. YouthCO has a lot of experience
in the conversations re: PWLE but they feel different
than where the CIN is at.

Geographic barriers - Options
Would love to participate in
decolonizing pra tices as well

Living with HIV Stigma Index Study Team --

maybe not leading but linking in the BC People
important connections there

Hep C consultative roke,
uptakenof hep C adcocoay
issues

M Mentimeter
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