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Good afternoon and welcome to this webinar on integrated planning activities for prevention and care. My name is Julie Hook from the Integrated HIV /AIDS Planning Technical Assistance Center. I want to thank everyone for making time to be on today’s webinar. 

During today’s webinar, we will present on the different models of collaboration or integration that jurisdictions can pursue, as well as the benefits and potential challenges associated with integrated planning activities. We have a couple of great presenters from the Memphis and San Francisco planning bodies who will detail their jurisdictions’ efforts to integrate planning activities of prevention and care, and discuss lessons learned and promising practices. 

The slide are available now for download on our IHAP TAC page on the TARGET website . The transcript and recording will also be made available on our webpage early next week. 



This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health 
and Human Services (HHS) under grant number U69HA30144, Ryan White HIV/AIDS Program Integrated HIV Planning 
Implementation. This information or content and conclusions are those of the author and should not be construed as the 
official position or policy of, nor should any endorsements be inferred by HRSA, HHS or the U.S. Government.
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The Integrated HIV/AIDS Planning Technical Assistance Center or the IHAP TAC  is a partnership between JSI, HealthHIV and NASTAD, and is funded by the HRSA HIV/AIDS Bureau.
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About the IHAP TAC
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Julie: As a reminder, the IHAP TAC is a three year cooperative agreement that began in 2016 to support Ryan White HIV/AIDS Program Parts A and B recipients and CDC grantees and their respective planning bodies with their overall integrated planning efforts and the the implementation and monitoring of their Integrated HIV Prevention and Care Plans. We provide both national and targeted technical assistance and training activities. 





Support Available Through the IHAP TAC

▪ Integrating HIV prevention and care at all levels
▪ Strategies for implementing Integrated Plan 

activities
▪ Publicizing and disseminating progress of Integrated 

Plan activities to stakeholders
▪ Identifying roles and responsibilities for Integrated 

Plan activity implementation
▪ Monitoring and improving Integrated Plan activities
▪ Collaborating across jurisdictions
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We provide support in the following areas:

Integrating HIV prevention and care at all levels (integrating planning bodies, integrated funding to agencies for both prevention and care service delivery, integration of care and prevention programs within the health department)
-       Strategies for implementing Integrated Plan activities 
-       Publicizing and disseminating progress of Integrated Plan activities to stakeholders (communicating progress to planning councils and planning bodies)
-       Identifying roles and responsibilities for Integrated Plan activity implementation 
-       Monitoring and improving your Integrated Plan Activities
-       Collaborating across jurisdictions (across prevention and care, across part a and part b)





Chat Feature

If you have questions during the call, please use the chat 
feature. To do so:

Use the drop down 
arrow to send your 
comments and/or 
questions to 
“Broadcast to All”

Chat comments 
and/or 
questions here, 
and please 
indicate which 
jurisdiction 
you’re from.

Presenter
Presentation Notes
Julie: We will be answering questions at the end of the call and will answer as many as time permits. If you have questions during the call, please chat them into the chat feature. 

I also wanted to mention that after the webinar ends, an evaluation will pop up immediately. We hope that you will fill this out as it helps us improve and inform future webinars and trainings. 




Webinar Objectives

Following the webinar, participants will be able to:
1. Describe types of integrated planning activities that 

jurisdictions can pursue.
2. Understand the rationale and benefit of integrating 

planning activities of prevention and care planning 
bodies.

3. Describe practical strategies to successfully 
implement integrated prevention and care planning 
activities. 
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We hope that after today, you will be able to:
Describe types of integrated planning activities that jurisdictions can pursue.
Understand the rationale and benefit of integrating planning activities of prevention and care planning bodies.
Describe practical strategies to successfully implement integrated prevention and care planning activities. 
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Molly Tasso is a technical assistance coordinator for the IHAP TAC. She specializes in the Ryan White HIV/AIDS Program, health care reform and the ACA, and community HIV/AIDS planning efforts. 

Parrish Oglesby is the Planning Group B Manager for the Ryan White Program for Shelby County Government, where he provides comprehensive support for all aspects of the Memphis Transitional Grant Area (TGA) Planning Group. In this role, he facilitates all Standing Committees and Planning Group meetings, provides annual leadership development training to Planning Group members, and helps facilitate the completion of the Comprehensive Plan, Assessment of the Administrative Mechanism and other special reports.�
Mark became a Shanti peer support volunteer for individuals living with HIV in 1994. In 2000, Mark joined Shanti staff and worked in a variety of roles including Care Coordinator, HIV & Volunteer Services Manager, and HIV Programs Director. Mark is a former Co-Chair of the San Francisco EMA HIV Health Services Planning Council. In his current role as Program Director of Volunteer and Community Support Services at Shanti, Mark serves as the Program Director of the Planning Council Support Program for the San Francisco HIV Community Planning Council, which was created in 2016 by the merger of the former CARE and HIV Prevention councils.�
�



Audience Poll

Have you been on an IHAP TAC webinar 
before?
▪Yes
▪No



Overview: Health Resources 
and Services Administration 
(HRSA) & Center for Disease 
Control (CDC) Planning 
Bodies 

Molly Tasso
IHAP TAC
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Molly

Thanks, Julie. Before we dive into a discussion of different models of integrated planning, we’re first going to do a quick review of the different planning bodies required by HRSA and CDC. 




HIV Planning and Community Input

▪ HRSA and CDC require HIV planning processes 
involve community stakeholders

▪ Community stakeholders include people living with 
HIV (PLWH), vulnerable populations, HIV service 
providers and others affected by HIV

▪ Goal of community involvement is to enhance 
coordination, collaboration, and seamless access to 
prevention, care, and treatment services 
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Molly

First, as we all know, HRSA and CDC require HIV planning processes to involve community stakeholders, which includes people living with HIV, vulnerable populations, HIV service providers, and other affected by HIV. 

The goal of community involvement is to enhance coordination, collaboration, and seamless access to prevention, care, and treatment services. 



HRSA Requirement

“All CDC/Division of HIV/AIDS Prevention (DHAP) and 
HRSA/HIV AIDS Bureau (HAB) funded jurisdictions (the 
50 states, Ryan White HIV/AIDS Program (RWHAP) 
Part A-funded Eligible Metropolitan Areas and 
Transitional Grant Areas, directly-funded CDC HIV 
prevention cities, Puerto Rico, the United States Virgin 
Islands, and the United States Affiliated Pacific Island 
jurisdictions) are required to have a planning process 
that includes … the establishment of either an HIV 
Planning Group, Planning Council, or Advisory Group.”
-Integrated HIV Prevention and Care Plan Guidance, including the Statewide 
Coordinated Statement of Need, CY 2017- 2021
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Molly

To put an even finer point on it, you see here language from the Integration HIV Prevention and Care Plan Guidance, which states (read slide).
While 



RWHAP Part A Planning Councils

▪ Legislatively required to establish a Planning 
Council/Planning Body (PC/PB)* 
• Independent decision-making body that reports to CEO 

and works in partnership with recipient
• Membership composition is legislatively mandated 

(including 33% representation from unaligned consumers 
of RWHAP Part A services)

▪ Responsibilities (required for PCs) include:
• assessing needs of local PLWH
• setting service priorities
• establishing resource allocation decisions 
• developing service directives

* Section 2602(b)(1-6) of RWHAP legislation 

Presenter
Presentation Notes
So let’s get into the different types of planning bodies. First, is the RWHAP Part A Planning Councils, or planning bodies. 
�According to the RWHAP legislation, Part A EMAs are legislatively required to establish and maintain a planning council, while TGAs (transitional grant areas), are allowed to have a planning body, instead. DIFFERENCE BETWEEN TWO. WHY HRSA WANTS PC. 

 recipient jurisdiction is required to establish a planning council or planning body, which is an independent decision-making body that reports to the CEO (most often the city or county health department) and works in partnership with the recipient. 

Part A Planning Councils are somewhat unique in that membership composition is legislatively mandated, meaning there are certain membership categories that planning councils are required to fill, including 33% of representation being from unaligned consumers of RWHAP Part A services). 

Responsibilities of PCs include: assessing the needs of local PLWH, setting service priorities, establishing resource allocation decisions, and developing service directives.






RWHAP Part B Planning Groups

▪ RWHAP legislation requires Part B recipients to 
engage in a “public advisory planning process”*

• Grantees may choose to manage Planning Groups 
internally or establish Consortia (outside planning group)

▪ No legislative requirements related to roles, 
responsibilities, or composition 

▪ Planning group is advisory and 
decisions/recommendations regarding allocations 
are not binding. 
* Section 2617(b)(6) and (7) and Section 2613 of RWHAP legislation 

Presenter
Presentation Notes
The RWHAP legislation requires part B recipients to engage in a “public advisory planning process”, and grantees are allowed to manage planning groups internally or establish Consortia. Consortia are outside planning groups comprised of associations of public and nonprofit healthcare and support service providers and community-based organizations that the state contracts with to provide planning, resource allocation and contracting, program and fiscal monitoring, and required reporting. Some are statewide groups, while others cover specific local areas or regions. 

Unlike the Part A Planning Councils, these planning bodies have no legislative requirements related to roles, responsibilities, or composition and although the planning group’s recommendations are certainly taken into account during planning processes, their recommendations are not binding. 



CDC Division of HIV/AIDS Prevention-
Funded Jurisdictions

▪ PS18-1802 funds all 50 state health departments, Washington 
D.C., Puerto Rico, and U.S. Virgin Islands to implement 
integrated HIV surveillance and prevention programs
• CDC also directly funds seven local health departments

▪ Awards support two central CDC priorities
• Ensure that all PLWH are aware of their infection and 

successfully linked to medical care and treatment to achieve 
viral suppression

• Expand access to pre-exposure prophylaxis (PrEP), condoms, 
and other proven HIV prevention strategies for people at high 
risk of becoming infected
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And finally, the CDC Division of HIV/AIDS Prevention funds all 50 state health departments, Washington D.C., Puerto Rico, and the US Virgin Islands to implement integrated HIV Surveillance and prevention programs. The CDC also directly funds seven local health department, including Baltimore, Chicago, Houston, Los Angeles, NYC, San Francisco, and Philadelphia. 

The integration of surveillance and prevention funds began in 2018 and was done to help health departments plan and execute more efficient, coordinated, and data-driven prevention efforts.

These awards – commonly referred to as PS18-1802 - support two central CDC priorities. 
First, to ensure that all PLWH are aware of their status and successfully linked to medical care and treatment to achieve viral suppression and 
Second, to expand access to PrEP, condoms, and other proven HIV prevention strategies for people at high risk of becoming infected.



CDC Jurisdictional HIV Prevention 
Planning Groups 

▪ Health departments are required to establish an HIV 
Prevention Planning Group (HPG)

▪ Comprising community members, key stakeholders, and 
other HIV service providers involved in HIV prevention, 
care, and treatment services

▪ HPGs are responsible for informing the development of 
the Integrated HIV Prevention and Care Plans

▪ HPG is an advisory group and does not allocate fiscal 
resources
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Similar to the RWHAP side, the CDC also requires that funded health departments establish an HIV Prevention Planning Group

These planning groups include community members, key stakeholders, and other HIV service providers involved in HIV prevention, care, and treatment services, and are responsible for informing the development of the Integrated HIV Prevention and Care plans.

Similar to the RWHAP Part B Planning Groups, the HIV Prevention planning groups are advisory and not responsible for the allocation of fiscal resources. 



Integrated HIV Prevention 
& Care Planning Activities
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Now, having gone through this overview of the different types of planning bodies, let’s turn to the various types of integrated HIV prevention and care planning activities these planning bodies are responsible for conducting.



Current State of Integrated Planning

▪ 38 states and Washington D.C. now have 
integrated prevention and care statewide 
planning bodies 

▪ More than 25% of RWHAP Part A EMA/TGA 
jurisdictions have integrated prevention and 
care PC/PBs

Presenter
Presentation Notes
According to research conducted by Emily Gantz McKay Consulting, a review of the 2017-2021 Integrated Plans found that 38 states and DC deem themselves as having an integrated statewide planning body, however there are many nuances in terms of the level or intensity of this self-identified integration. On a similar note, the same goes for the more than 25% of RWHAP Part A jurisdictions that have integrated prevention and care planning councils or planning bodies. 

A good way to understand it, is to think of the phrase “integrated planning body” as a catch-all term used to describe a planning body that incorporates, in some way, participation or input from both prevention and care.



Rationale for Integrating Planning 
Activities

▪ Reduce reporting burden and duplicative 
efforts by recipients

▪ Streamline the work of health department 
staff and HIV planning groups

▪ Promote collaboration and coordination in the 
use of data for prevention and care program 
planning, resource allocation, evaluation, and 
continuous quality improvement efforts
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The high number of states and jurisdictions pursuing integrated planning is in response to the recognition that there are many benefits to pursuing this type of planning structure. 

For example, integrated planning reduces reporting burdens and duplicative efforts by recipients and helps streamline the work of health department staff and HIV planning groups. It also helps promote collaboration and coordination in the use of data for prevention and care program planning, resource allocation, evaluation, and CQI efforts. 








Integrated Planning & the HIV Care 
Continuum

▪ Integrated planning allows jurisdictions to 
engage in planning activities with a ‘treatment 
as prevention’ philosophy

▪ Promotes a more coordinated and 
comprehensive response to the epidemic in 
jurisdictions
• Integrated planning can address the entire 

continuum from diagnosis to linkage to care to 
viral suppression

Presenter
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More broadly, integrating planning efforts signifies a shift in the fight to end the epidemic. With improvements in treatment and access to prevention technologies, such as PrEP, we now know that:
	(1) treatment is prevention, and (2) the division in roles between treatment and prevention has largely disappeared
For example, both RWHAP and CDC prevention programs pay for testing, CDC provides prevention for positives (which means these are PLWH usually in care), and everyone now uses the HIV care continuum, often starting with unaware and including linkage to care as well as retention and viral suppression. 

Overall, this approach to planning helps usher in a change in the scope and paradigm of HIV planning that promotes a more coordinated and comprehensive response to the epidemic. 



Types and Levels of Integration

▪ Jurisdictions have different options available when 
deciding to undertake integration of prevention and 
care planning
• A fully unified or merged prevention and care planning 

body is not 1) feasible for all jurisdictions or 2) the only 
ideal approach to integrated planning. 

▪ Jurisdictions are encouraged to explore different 
types and levels of integration
• Determine which model will best suit unique needs of 

each jurisdiction
• Integration is an ongoing process and level of integration 

can be intensified over time – no need to rush the process!
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So now, what do we actually mean when we talk about integrated planning activities? What does that look like? 

Circling back to what we discussed earlier, ‘integrated planning’ doesn’t just mean a unified or merged prevention and care planning body and in fact, it’s very important to recognize that a fully merged planning body is not feasible for all jurisdictions nor is it the only ideal approach to integrated planning. 

As such, jurisdictions are encouraged to explore different types and levels of integration to determine which model will best suit their needs, and to think of integration as an ongoing process. The level of integration can be intensified over time, so there is no need to rush the process!



Presenter
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During the last part of my presentation, I’m going to walk us through 5 different types of integrated planning models that a jurisdiction can pursue. These have been adapted from a resource developed by Emily Gantz McKay and Hila Berl of EGMC, and although should not be considered an exhaustive list of all integrated planning models or integrated planning activities, they should give you a sense of the options you can pursue as you start to think about what might work best in your jurisdiction. 

For each example, I’ll provide a general description and also an example – either real or hypothetical – of what that looks like in practice. 



 
 

1. Information Sharing

Each planning body informs the other of their work
using presentations, reports, webinars, conference
calls, and other communication activities. 

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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Presentation Notes
The first type of integrated planning activity is information sharing, understood here as a situation in which each planning body informs the other planning body of their work, using presentations, reports, webinars, conference calls, and other communication activities. 



Information Sharing: In Action!

A representative from local HPG attends Part A PC/PB 
meeting and provides reports on issues impacting HIV 
prevention services statewide and nationally. 

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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Presentation Notes
In practice, it might mean a representative from a local HIV Prevention group attends Part A planning council or planning body meetings, and provides a report on issues impacting HIV prevention services statewide, and nationally. 



2. Cross-representation 

One or more members of each planning body serve as 
members of the other body.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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The second model is called cross-representation, in which one or more members of each planning body serve as members of the other body. 

As demonstrated by the graphic, you have the red and blue planning bodies which operate separately, but then one person (in the middle, colored yellow) serves on both. 



Cross-representation: In Action!

An HPG representative serves as a member of the 
RWHAP Part A PC/PB.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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More concretely, this might take shape in the form of an HIV Prevention Group representative serving as a member of the RWHAP Part A Planning Council or Planning Body.



3. Integrated Information Gathering and/or Data Analysis

Care and prevention planning bodies engage in data-based 
collaboration through joint activities:

▪ Needs assessment activities ▪ Analysis of jurisdictional 
▪ Evaluations HIV Care Continuum data

▪ Consumer input activities ▪ Service planning and 
(e.g. town-halls, strategy development
roundtables)

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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Presentation Notes
The next option is integrated information gathering and/or data analysis, whereby care and prevention planning bodies engage in data-based collaboration through joint activities. These might include needs assessment activities, evaluations, consumer input activities, analysis of HIV care continuum data and/or service planning and strategy development.



Integrated Information Gathering: In Action!

• A joint workgroup with prevention and care representatives 
designs and implements needs assessment and develops 
epidemiological profile for both the state and the Part A 
jurisdiction

• HPG participates in development of RWHAP Statewide 
Coordinated Statement of Need

• In 2018, the Ohio RWHAP Part A and Part B programs and 
the Ohio Department of Health HIV Prevention program 
began to conduct a multi-year joint statewide needs 
assessment targeting Ohioans at-risk for HIV infection and 
individuals living with HIV

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'

Presenter
Presentation Notes
In practice, this might take the shape of a joint workgroup that includes prevention and care representatives, that designs and implements a needs assessment and develops the epi profile for both the state and the Part A jurisdiction.

It might also involve HIV prevention planning group representatives participating in the development of a RWHAP Statewide Coordinated Statement of Need.

And to offer a very concrete example, we can look to Ohio, where in 2018, the RWHAP Part A and Part B programs and the OH Dept. of Health HIV Prevention Program began conducting a multi-year, joint statewide needs assessment targeting both Ohioans at-risk for infection and individuals living with HIV. 



4. Integrated Committee of a Larger Planning Body

Standing committee on a larger planning body carries 
out collaborative planning tasks for both prevention 
and care.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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The next model involves the development of an integrated committee of a larger planning body. With this type of integrated planning structure, there is a standing committee on a larger planning body that carries out collaborative planning tasks for both prevention and care. 



Integrated Committee of a Larger Planning Body: In Action!

• RWHAP Part A PC/PB establishes standing Prevention 
committee or a joint program committee.

• In Houston, the EIIHA (Early Identification of Individuals 
with HIV/AIDS) Workgroup includes members of the Ryan 
White Planning Council and the Houston Prevention 
Planning Group, who work together on an EIIHA strategy.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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As an example, this might include a RWHAP Part A Planning Council or Planning Body establishing a standing Prevention committee or a joint program committee. 

And in Houston, Part A Planning Council has an Early Identification of Individuals with HIV/AIDS Workgroup, which includes members of the RWHAP planning Council and the Houston Prevention Planning Group, who together, work on an EIIHA strategy. 



5. Unified Prevention-Care Planning Body

Single statewide or Part A regional planning body 
responsible for carrying out both prevention and care 
planning.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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And finally, some jurisdictions may decide to pursue a unified prevention-care planning body. This is characterized by a single statewide of Part A regional planning body responsible for carrying out both prevention and care planning. 



Unified Prevention-Care Planning Body: In Action!

• Advisory Body housed in State Department of Health 
responsible for conducting care and prevention planning.

• Combined prevention and care planning bodies in cities that 
receive RWHAP Part A funds and those that both do and do 
not receive direct-CDC prevention funds. 

• St. Louis, San Diego, Kansas City do not receive direct CDC-
prevention funds but have been integrated into the work of 
RWHAP Part B care planning bodies.

Adapted from EGM Consulting resource 'Integrated HIV Prevention-Care Planning Activities'
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For example, this may take the shape of an advisory body housed within a state department of health that is responsible for conducting care and prevention planning.

Or, it may be a combined prevention and care planning body in a city that receives Part A funds and direct-CDC prevention funds. 

Lastly, we can look to St. Louis, San Diego, and Kansas City as examples, where although they do not receive direct CDC-prevention funds, they have integrated Prevention into the work of the RWHAP Part C care planning bodies. 



Benefits of Integrating Planning Activities
▪ Provides opportunity to take an initial look at the full 

spectrum of needs across the entire HIV care continuum 
without being limited by restrictions associated with funding 
streams.
• This is key when thinking strategically about ending the epidemic

▪ Facilitates engagement with a broader group of stakeholders

▪ Allows more time for educational activities on topics related 
to both care and prevention. 

▪ Promotes efficiencies in use of resources, especially for 
people who serve on both bodies.

Presenter
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So, before handing it over to our presenters, let’s briefly walk through some of the benefits and potential barriers to implementing these integrated planning models. 

First, a key benefit of integrating planning activities is that is provides an opportunity to look at the full spectrum of needs across the entire HIV Care continuum, without being limited by restrictions associated with funding streams. This is especially important as we think strategically about ending the epidemic. 

Integrated planning also facilitates engagement with a broader group of stakeholders, and allows more time for educational activities related to both prevention and care. For example, integrated planning can help create opportunities to provide education on prevention and care, in the context of a discussion related to priority setting and resource allocation in a Part A jurisdiction. 

And finally, integrated planning activities promote and support efficient use of resources, especially for people who might serve on separate care and prevention planning bodies. 



Potential Barriers to Successfully 
Integrating Planning Activities 

▪ Different roles, responsibilities, and requirements 
between advisory and decision-making planning bodies

▪ Cultural and procedural differences between planning 
bodies

▪ Historic relationships between care/prevention and 
across RWHAP Parts within local community
• Requires members to think more broadly and beyond the 

scope of only care or prevention. 
• Must establish trust among all participants and ensure 

everyone has equal voice at table

Presenter
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If you do decide to undertake joint planning activities, it’s important to be aware of potential challenges that may impact your ability to successfully integrate. 

First, and perhaps most obvious, is that RWHAP Part A, Part B, and HIV Prevention Planning Groups have different roles, responsibilities, and requirements and serve different functions – namely, as either an advisory group or decision-making group. It may prove to be a tough balance act to integrate activities while still maintaining a planning body structure that is able to carry out all responsibilities. 

Second, cultural and procedural differences between planning bodies may prove challenging. Specifically, the culture and general ‘feel’ of a group, such as their level of formality, norms and customs, and how their meetings are run, are unique to planning bodies and special attention must be paid to ensure that everyone feels like they have a seat at the table and feel comfortable participating in meetings.   
 
Somewhat similarly, historic relationships between care and prevention and across RWHAP parts within a local community may carry with it sensitivities that need to be recognized and addressed during the process of integrating planning activities. 
For example – members will need to think more broadly and beyond the scope of only care or only prevention, and of course, trust must be established among all participants and planning body members to ensure everyone has an equal voice at the table.



Potential Barriers, Continued

▪ Maintaining manageable membership levels while still 
meeting Part A PC/PB legislative requirements

▪ Managing limited meeting time to complete a number of 
activities and meet all deadlines

▪ Administrative and financial challenges

▪ Different terminology, or different definition of certain 
terms or even service categories

Presenter
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Jurisdictions who implement integrated planning activities may find it difficult to maintain a manageable membership level while still meeting Part A Planning Council legislative requirement. For example, it may be difficult to include enough people from prevention to ensure it is meaningful representation, while also making 1/3 voting members are consumers of RWHAP services (a Part A requirement).

Similarly, with a broadened membership and scope of focus, an integrated planning body must effectively manage meeting time to complete all required activities and meet all the deadlines. Specifically, it’s important to make sure the prevention perspective doesn’t get lost in the agenda, given the many immediate deadlines and activities required of RWHAP Part A planning councils. Parrish will talk about how Memphis has avoided this pitfall during his presentation. 

There also may be administrative and financial challenges to overcome, seeing as prevention often has much less money for planning than RWHAP. It’s important to ensure the power is evenly distributed among the group, regardless of who is perceived as financially supporting the planning work.

Lastly, care and prevention oftentimes employ different terminology, definitions of terms, or service categories, so it will be important to make sure there is alignment in the language people use during integrated planning activities. 



No One-Size Fits All!

▪ Every jurisdiction is different
▪ Integrated planning activities should be developed 

with the unique considerations of local community in 
mind

▪ There is no ‘correct’ structure for an integrated 
planning group
• Leadership structure
• Membership
• Frequency of meetings
• Types and structure of workgroups/committees 

Presenter
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Before I hand it over to our presenters, I want to underscore the point that was made earlier, that every jurisdiction is different and there is no one-size fits all for integrated planning. There is no correct structure for an integrated planning group and factors, such as leadership structure, membership, frequency of meetings, and types and structure of workgroups/committees, may look different in each jurisdiction. 

HRSA does not recommend any particular structure of an integrated planning body, and encourages each jurisdictions to consider what is best for their community and what will help facilitate achievement of the NHAS goals.




Merging HIV CARE 
and HIV Prevention 
Planning Councils
in San Francisco
Mark Molnar
Program Director, Planning Council Support
San Francisco HIV Community Planning Council
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Program Director, HIV Community Planning Council, San Francisco




2004: Precursor to merger

▪ HIV Work Group convened by HIV Health Services leadership; 
included service providers and planning council members. 
• Recommendations included merger of HIV CARE and HIV Prevention 

Planning Councils

▪ RWHAP Part A-funded Centers of Excellence include funding 
from HIV Prevention for Prevention with Positives 
interventions

▪ “Points of Integration Committee” consisting of members 
from both planning bodies established
• Group goals include review of disparities and proposals to reduce 

disparities



Tipping point

▪ Emphasis on collaboration and community-based models by 
various entities 
• National HIV Strategy
• Joint letter from CDC and HRSA
• San Francisco Department of Public Health (DPH) and Mayor’s Office 

▪ Director of DPH separately addresses HIV Health Services 
Planning Council (HHSPC) and HIV Prevention Planning 
Council (HPPC) 
• Stresses importance of looking at HIV services as existing on a 

continuum that includes both HIV prevention and HIV care.

Presenter
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National HIV Strategy noted importance of collaborative, community-based models
Joint letter from CDC and HRSA noting the importance of collaboration between HIV Prevention and Care councils
San Francisco Department of Public Health and Mayor’s Office suggest that both councils evaluate a potential merge between bodies





2013: First attempt at merger

▪ Merge Task Force convened

▪ Merger Task Force convened and includes leadership of both 
councils and nominated members
• Facilitation of meetings led by consultant experienced in continuum of 

HIV Prevention 
• Developed 3 possible models of merger
• Determined policies and procedures and council membership 

protocols would be determined after merger

▪ Merger comes to a vote:
• HPPC votes to pass
• HHSPC votes to fail



Next steps

▪ Took a one year hiatus of merger discussions

▪ Essential Health Benefits Work Group formed to address 
changes to health care in California 
• Included members of both HHSPC and HPPC

▪ Council staff interviewed HHSPC council members to learn 
more about barriers to merger

▪ HHSPC council members introduced and approved a series of 
motions regarding the merger
• Focused on establishing membership protocols and the importance of 

centralizing consumer voices



2015: Second attempt at merger

▪ Both prevention and care councils approve formation of a 
Transition Team composed of nominated council members 
and Department of Public Health staff.

▪ Consultant with experience in models of communication and 
community planning hired to facilitate process. 

▪ Transition Team motions for by-laws change that would allow 
the HHSPC’s Steering Committee and the HPPC’s Executive 
Committee to merge

Presenter
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Defined scope of work for new “Joint Leadership Committee”




Joint Leadership Committee

▪ Joint leadership committee conducted a number of merger-
related tasks and activities
• Made final decision on model of merger
• Finalized membership and council composition requirements and 

member approval process
• Reviewed all by-laws, policies, procedures, and membership 

requirements from both councils and unified policies

▪ Continued to conduct regular business as leadership 
committee for both councils, facilitating greater 
understanding of each council’s work for everyone involved.

Presenter
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Reviewed motions re. merge from both councils
Reified centralization of HIV+ consumers of services on merged council and in leadership
Determined make-up of council co-chairs






Councils merge

▪ Three joint meetings of HHSPC and HPPC conducted prior to 
merge.
• October 2015: joint meeting reviewed policy and procedure motions 

put forward by Joint Leadership Committee on merged council
• March 2016: joint meeting reviewed council membership, leadership 

structure, meeting day/time/frequency, membership application, and 
proposed name of merged body

• May 2016: final review of new by-laws, policies, procedures; vote on 
dissolving HHSPC and HPPC

• June 2016: vote on forming new HIV Community Planning Council 
(HCPC) 



HIV Community Planning Council structure

▪ Steering Committee 
composed of council and 
committee co-chairs and 
elected “at-large” members

▪ Council members must 
have a home committee, 
with no separation between 
prevention and care 
committees
• Community Engagement 

Committee
• Council Affairs Committee
• Membership Committee

▪ Work groups established
• Ad hoc Needs Assessment 

Work Group
• Ad hoc Homeless Work 

Group, 
• Ad hoc  Integrated Plan Work 

Group
• PLWH Advocacy Work Group 

(re-established)

▪ HCPC meets once a month, 
3 hours



2017: Post-merge evaluation

▪ Consultant hired to evaluate merger and determine any post-
merge challenges. 
• Conducted a number of 1-on-1 interviews and several focus groups.

▪ Primary findings:
• Resistance to being passive recipients of information during full 

council meetings
• Lack of understanding of HIV prevention system of care by former 

care council members and vice versa
• Resistance to being viewed as a “rubberstamp” council and desire to 

be a part of the actual planning process
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Response to evaluation findings

▪ Trainings on HIV prevention and care systems of care 
implemented during full council meetings

▪ Greater efforts to establish stronger connections with 
(including membership on) other community stakeholders 
engaged in similar work (e.g. Getting to Zero initiative)

▪ Number of presentations per full council meetings reduced to 
two. 
• Presentations to be a combination of standard Power Point 

presentations, guest panels, small group discussions, feedback 
sessions, dyads, etc.



Response to evaluation findings, cont.

▪ “Council member panel” established to facilitate better 
understanding within council of diversity of council member 
perspectives/expectations, lived experiences, and systemic 
goals.

▪ Roadmap Task Force established in collaboration with 
Department of Public Health 
• Tasked with reviewing integrated efforts between different silos of 

relevant programs (e.g. HIV prevention, HIV care, Hep C, STI, mental 
health, substance use, jail services). 

• Introduced motions for HCPC approval regarding systemic integration 
and change. 
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Lessons learned

▪ Primary lessons learned: 
• There must be a commitment to establish new 

norms
• Community voices must be centralized
• The work must be collaborative



Memphis HIV-Care 
and Prevention Group 
(H-CAP)

Parrish Oglesby
Planning Manager, Memphis HIV Care and Prevention Group
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Memphis Transitional Grant Area (TGA)

▪ Shelby County, TN awarded RWHAP funds under the 
Part A program in 2007  

▪ TGA consists of 8 counties that cross multiple state 
lines: 
• Shelby, Tipton, and Fayette counties in Tennessee
• Crittenden county in Arkansas
• DeSoto, Marshall, Tate, and Tunica counties in Mississippi

▪ Planning Council established and began work 
March 1, 2008



Demographics of Memphis TGA

3,866 clients 
served by 
Part A program



Prevention funding in Memphis, TN

▪ Shelby County was awarded State of Tennessee, 
Department of Health, HIV/AIDS/STD Section for HIV 
Prevention funding by the Centers for Disease 
Control (CDC) in January 2013.

▪ Services are reserved for individuals living within the 
boundaries of the Southwest Tennessee Region-
Shelby, Tipton, and Fayette counties



Decision to Integrate Planning Activities 

▪ Began exploring integrated planning activities in 
2016
• Propelled by the recognition of the importance of 

integration and also recognizing it as a trend among other 
successful TGAs

▪ Began integration efforts in late 2016 
• Planning Council Support Staff led integration efforts
• Took 6-7 months to finalize
• By-laws and policy and procedures took 1.5 years to 

update

Presenter
Presentation Notes
Made sense to come together and be more efficient, eliminate the duplicative work (was having 8 meetings a month, now down to 4-5 meetings/month), have these conversations together, etc. He took it upon himself to take this task on.



Process of Integrating Planning Activities

▪ Biggest challenge was gaining trust of care and 
prevention representatives and assuring no voices 
would be lost in merger.
• Prevention had to be convinced they would not be pushed 

aside
• Care had to be convinced to be open to adding prevention 

topics to every meeting

Presenter
Presentation Notes
Very small amount of dollars to prevention so biggest challenge was to gain trust of prevention that they would not go away and be important
The Care side had to be convinced to be open to adding those things … for example, had to convince care that at every meeting, prevention would be on the agenda, regardless of meeting topic.
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Process of Integrating Planning Activities

▪ Created ad-hoc meetings with leadership of both 
prevention and care and “hashed it out”
• The process was often personal and sometimes emotional
• Required strong facilitation skills

▪ Each meeting involved naming out-loud what items 
the group could agree on and what needed to be 
moved to ‘parking lot’

▪ Meetings lasted for ~6 months
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Stakeholder Engagement

▪ Effective integration required engagement of broad 
group of stakeholders:
• Influential activists outside of the Part A planning council
• HCAB members
• Engaged educators at local universities 
• Local HIV medical providers 



HIV Care and Prevention Group (H-CAP)

▪ H-CAP formally created in Spring 2017

▪ Comprises 25-36 members

▪ HRSA and CDC planning body representation 
requirements

▪ H-CAP comprises:
• Two Planning Group co-chairs
• Secretary
• Three standing committee chairs
• Four prevention representatives 

to the Tennessee Community 
Planning Group
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Training and orientation

▪ Extensive training and education conducted for all 
members on both care and prevention issues

▪ Employed ‘train the trainer’ model for leaders on 
both prevention and care side

▪ Held mandatory orientation sessions 
• 8 sessions on Friday nights
• Required for all members



Membership in action

▪ Each H-CAP member represents both prevention and 
care
• Roles are not siloed

▪ Formalized transparency around conflict of interest
• Members ‘wear’ their conflicts on name-badges



Lessons learned & promising practices

▪ Facilitator of integration should act as referee
• External or internal facilitation can work

▪ Recognize the personalities at play and honor the ways 
personal life experiences impact a person’s dedication to the 
planning process.

▪ Amount of money prevention and care should remain 
irrelevant in terms of how much power or influence each 
‘side’ receives.

▪ Ensure all stakeholders are at the table during each 
integration discussion. 



Questions
Please chat your questions into the Chat Box.
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While we wait for the questions to come in, please note that immediately after the webinar ends, an evaluation of this webinar will pop up on your screen in a moment. Please fill out this evaluation as it helps us plan and develop additional webinars and resources. 




IHAP TAC Webinars

 Access our archived and upcoming webinars 
www.targetHIV.org/ihap/webinars

 Coming Soon!
•Incorporating Hepatitis C in Integrated HIV Prevention and 
Care Planning: Health Department Challenges and Lessons 
Learned in Aligning Resources, Strategies, and Services to 
End the Epidemics

▪TBD
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There is another one coming up with a date still to be determined that will address the challenges and promising practices on leveraging HIV prevention and care programs to include HCV services within health departments.


http://www.targethiv.org/ihap/ihap-webinars
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www.targetHIV.org/ihap/online-resource-guide
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Thank you!
Contact us at ihaptac@jsi.com! 
Obtain more information, join our mailing 
list, request TA, or share your experiences 
or resources.

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health 
and Human Services (HHS) under grant number U69HA30144, Ryan White HIV/AIDS Program Integrated HIV Planning 
Implementation. This information or content and conclusions are those of the author and should not be construed as the 
official position or policy of, nor should any endorsements be inferred by HRSA, HHS or the U.S. Government.
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We thank you for listening in today. Have a great afternoon.
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