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The Issue:

More Infections, Too Few Resources

Ontario’s AIDS service organizations (ASOs) are a key link in Ontario’s chain of HIV
services. We play a crucial role in stopping the spread of HIV and providing high quality
care and support for people who are infected. Our services — prevention, education,
counselling, social support, buddy programs, co-ordination with other health and social
services, advocacy to prevent discrimination, vocational counselling, financial assistance —
make a significant difference in the health and quality of life of people living with HIV

and those at risk. We are also highly cost effective: our
services prevent new cases of HIV and help people living AIDS service

with HIV avoid or defer the use of more expensive health organizations are
services, such as hospital care and psychiatric services. providing services for

ASOs come in many different forms. Some — like the AIDS more people with
fewer resources than

Committees of Durham, North Bay, Thunder Bay, London .

. . ) they had in the early
or Windsor — can be the only agency within a geographic 1990s.
area whose principal mandate is to address HIV/AIDS

1ssues. Some developed to meet the needs of specific groups
or populations who were not being served well by existing health care providers. These
include Aboriginal AIDS specific organizations and other ethno-cultural AIDS specific
organizations, such as 2-Spirited People of the 1st Nations, Africans in Partnership
Against AIDS, Black Coalition for AIDS Prevention or the Alliance For South Asian
AIDS Prevention. Other ASOs, such as Casey House, Fife House, Bruce House, Maison
“la Paix” and the John Gordon Home, emerged to address specific needs of people living
with HIV, like palliative care and housing. Some ASOs have a mandate to provide
services for the entire province, including Voices of Positive Women, Prisoners
HIV/AIDS Action Support Network, the Ontario Aboriginal AIDS Strategy and the
Ontario AIDS Network. For the purposes of this brief, ASO means all of these groups.
The work we do - collectively and cumulatively - defines the community-based response
to HIV/AIDS in Ontario.

Although community-based AIDS organizations have been part of Ontario’s response to
HIV since the mid-1980s, our ability to fulfill our role and mission is severely limited by
lack of stable, predictable funding and by the general weakening of the broader health
and social service environment. In 2003, we are providing services for more people with
fewer resources than we had in the early 1990s, and the pressure continues to grow.

With the number of new cases of HIV in Ontario again on the rise, it is time to increase
mvestment in AIDS service organizations and capitalize on our ability to prevent the
spread of HIV and support those who are infected. It is time to re-gain lost ground in the
fight against HIV. This paper presents our case for rectifying and stabilizing core funding
for AIDS service organizations and meeting future needs.
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About the Ontario AIDS Network

Founded in 1986, the Ontario AIDS Network (OAN), 1s a provincial association
composed of 53 HIV/AIDS service organizations (ASO’s) from throughout Ontario (See
Appendix A). These ASOs are crucial to Ontario's HIV/AIDS education, prevention,
care and support efforts. In addition, the Association has an active caucus of
approximately 350 people with HIV/AIDS (PHAS) involved in its governance and
activities. The purpose of the OAN is to enable its members to work together to establish
a just and effective response to AIDS. The OAN:

* works collaboratively with member agencies to represent the collective voice of
community-based ASOs and participating PHAs

* advocates on their behalf for appropriate public policy and legislation in response to
the HIV/AIDS epidemic

* supports and strengthens its membership by facilitating education, skills development,
capacity building and community-based research.

For more about the Ontario AIDS Network and its member agencies, see www.ontarioaidsnetwork.on.ca
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1. A Brief History

When they were first established in Ontario, community-based AIDS service
organizations were a bold, innovative experiment. They were the result of two factors:

* the inability of the traditional health/medical model to respond to a new sexually
transmitted disease that affected predominantly a highly marginalized population (i.e.,
gay men)

* the desire of communities affected by HIV to play a .
. . . . Community-based
stronger role in the care and decisions that affect their HIV/AIDS services

lives. help prevent new

Their success and effectiveness has fundamentally changed cases, help people who
the way community health services are delivered and are infected, and

provided a model for other health agencies and other reduce or delay .the use
diseases of more expensive

health services.

The Need

In the early days, the health care system faced five key challenges in its efforts to respond
to AIDS:

* the lack of treatments or tests, which meant the health care system had little to offer
and people were dying within a few months of being diagnosed

* the stigma associated with AIDS which affected people’s ability to receive care and
information

* ahealth care system that was frightened of AIDS and ill-equipped to meet clients’
needs

e an affected group that, because of past discrimination, distrusted the health system,
particularly the public health system which is responsible for controlling the spread of
communicable diseases

* ageneral public that was uncomfortable about openly discussing the sexual practices
that put people at risk.

A Community Based Response

To prevent the spread of HIV and support those who were infected, the Ontario Ministry
of Health and Long-Term Care realized that the health care system would have to take
advantage of the few existing community organizations that had the trust of people with
HIV and those at risk, and mobilize new ones.
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At that time, few HIV organizations existed. Those that did, such as the AIDS
Committee of Toronto or the Hemophilia Society, were voluntary groups that relied on
donations from private citizens and the time of volunteers to develop and deliver
prevention messages, advocate for better health services, fight discrimination, and provide
buddies, palliative care teams, and other forms of emotional and practical support. They
did not have the resources to mount extensive prevention and education campaigns,
reach other vulnerable groups (e.g., injection drug users, sex trade workers), or develop
more comprehensive support services.

The Ministry of Health and Long-Term Care agreed to provide base funding that would
allow community-based AIDS service organizations to hire

staff to manage their HIV programs and services, and cover

.. . . . After several years o
overhead and administrative costs. The funding was designed b > f

steady decline, the

to ensure that each AIDS service organization had the number of new HIV
standard mix of skills required to be effective: an executive infections diagnosed
director, a volunteer co-ordinator, an education position, a each year in Ontario
support position, and an administrator or book-keeper.! The is on the rise.

organizations’ role was to fill the gaps in the existing health

system, which included educating high risk populations? about
ways to protect themselves, providing support for people living with HIV, providing
palliative care, and providing housing.

By 1994, Ontario had more than 60 community-based AIDS service organizations
receiving base or core funding from the Ministry of Health and Long-Term Care.

I Note: not all AIDS service organizations were funded for five full-time positions. Some, depending on the
needs in their communities, were funded for part-time positions.

2 At that time, public health units were funded to educate the general public.
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The Impact
The investment in community-based AIDS organizations was highly effective. Between

1990 and 1997, Ontario saw a steady and dramatic decline in the number of new HIV
diagnoses each year, particularly in gay men.

Figure 1: Diagnosed Cases of HIV in Ontario, 1985-1997
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Investments in targeted community-based prevention and outreach programs make a
difference. Ontario saw the same type of drop in new infections in injection drug users
(IDUs), beginning in 2000, after increasing its funding for outreach services and needle
and syringe exchange programs for IDUs.
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2. The Situation Now

In 2003, Ontario is at risk of losing the ground it gained during the early 1990s in the
fight against HIV. Between 1997 and 2000, the number of new HIV cases each year
remained relatively steady. Since 2000, the number has again started to climb.

Figure 2: Diagnosed Cases of HIV in Ontario, 1985-2002
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This new trend is due primarily to the fact that funding for community-based AIDS
services has not kept pace with changes in the disease or client needs. The lack of funding
for AIDS service organizations has been compounded by decreases in spending on other
community-based health and social services, which have weakened the social safety net,
putting more people at risk.

Growing Caseloads and More Complex Needs

Opver the past 20 years, Ontario has made tremendous progress in its ability to treat HIV.
Since the mid 1990s, the number of deaths from AIDS has dropped significantly, and the
number of people living with HIV has increased. By the end of 2002, a total of 23,523
people in Ontario had been diagnosed with HIV, and about 16,000 -- or 68% -- were still
alive. (Remis et al, 2003)
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The growing number of people living with HIV puts more rather than less pressure on
community-based AIDS services. Since 1990, they have seen more than a 200% increase
in the number of people living with HIV (not to mention those at risk) who could use
their services, and a significant increase in their actual caseloads.

This chart illustrates the increase in the total number of people using the services of a
total of 35 community-based AIDS organizations in Ontario between 2001 and 20025.

Figure 3: Number of People Using Services of 35 Community-
Based HIV/AIDS Organizations, 2001 and 2002
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Source: CLEAR Unit, November 2003

Individual organizations have experienced significant increases in caseload. For example:

* HIV/AIDS Regional Services (HARS) in Kingston has seen the number of prison
inmates it serves grow from 11 in 1999 to over 100 in 2003

* Fife House, a supportive housing program, has seen its units of service increase 40%
from 18,533 in 2000/01 to 25,829 in 2002/03, the number on its waiting list grow
from 13 to 34, and the number of people served through its homeless outreach
program increase from 57 to 145. Between 1999/00 and 2002703, the number of
people with HIV accessing Fife House’s supportive housing and support services
doubled, from 128 to 259. While its caseload has grown, its base funding provided by
the Ministry of Health and Long-Term Care has remained almost the same.

3 This reflects the period of time that the AIDS Bureau of the Ministry of Health and Long-Term Care has
been collecting these statistics. Only those ministry-funded agencies that reported complete data for every
quarter were included in the analysis. (CLEAR Unit, 2003)
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e The Toronto People with AIDS Foundation has seen a 25% increase in the number
of clients since 1999. Over the same period, government funding for its services has
remained flat.

Figure 4: Numbers of Clients Served by the Toronto
People With AIDS Foundation, 1999-2003
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Source: Toronto People With AIDS Foundation, Annual Report 2002-2003.

Figure 5: Sources of Revenue for the Toronto People with
AIDS Foundation, 1999 - 2003
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Workloads are not only larger, they have changed. Organizations that used to serve
people for a relatively short period of time (i.e., six months to two years) and focus more

on end-of-life services now provide more services for the same
clients for 10 to 15 years or even longer. Organizations The needs of people
originally established to meet the needs of a specific with HIV are becoming
population (e.g., gay men) are now serving a broader range of | 7€ €ompP lex.

. : O Organizations are
client groups, including injection drug users, women, rovidine a wider
Aboriginal people, people from countries where HIV is P s @

i . . range of services to
endemic, and people‘ who move in and out of the correctional | ,,,00e diverse clients
system. The populations most vulnerable to HIV tend to be for a longer period of
marginalized and often experience barriers accessing services time.

they need from mainstream health organizations. They can

benefit greatly from the services of community-based AIDS
organizations, but organizations require more knowledge and skills to meet their diverse
needs.

The needs of people living with HIV have also become more complex. According to a
survey conducted by the Ontario Ministry of Health and Long-Term Care for the new
provincial strategy, a significant proportion of people using the services of community-
based AIDS organizations also have an addiction and/or a mental health problem. Many
are living in poverty and/or lack affordable housing. There are now about 600 people
living with HIV on a medical priority waiting list for rent-geared-to-income housing in
Toronto. Community-based AIDS organizations are not only helping clients cope with
HIV, they are helping them deal with a range of other problems and linking them with
other services in their communities, many of which are stretched and under-resourced.

Continuing High Expectations

Because AIDS organizations have been a crucial part of Ontario’s response to HIV, the
ministry continues to have extremely high expectations of them. Most of the strategies set
out in the Ontario Provincial Strategy on HIV/AIDS to 2008 include a role for
community-based AIDS service organizations and will increase their workload (see
Appendix B).

While community-based AIDS service organizations strongly support these initiatives,
they question their ability — given current funding levels -- to cope with growing
caseloads, respond to complex clients needs, and fulfill ministry expectations.

Funding of AIDS Service Organizations

Inequities in Provincial Core Funding. Although the Ministry of Health and Long-
Term Care funds more than 60 AIDS service organizations, not all 60 are funded
equally, and there are some agencies are not funded at all. Groups established after 1990
did not receive the same level of funding as those established earlier. Many did not
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receive core funding for the five positions considered the standard for an effective HIV
agency. This anomaly has created inequities. Community-based AIDS organizations
cannot provide the same standard of service across the province.

Growing Reliance on Other Short-Term Sources of Funding. Ontario’s AIDS
service organizations have never relied solely on the Ontario Ministry of Health and
Long-Term Care for their funding. Most have a long history of fund raising in their
communities. Many receive funding from their municipal
governments and some have been successful in applying to O”IJ"45 “% of the

the federal government for project grants. While AIDS funding received by
service organizations have other sources of funding, the community-based

.. . . . AIDS organizations is
ministry is the only funder that provides stable, predictable | & 20" >
core funding.

The funding environment has changed dramatically

between 1986 and 2003. Like all other organizations funded by the Ontario Ministry of
Health and Long-Term Care, AIDS service organizations had their funding reduced in
the early 1990s as part of the “social contract”. Since that time, AIDS organizations have
received only one increase in core funding, in the late 1990s, which replaced the earlier
cuts. (This increase allowed some organizations to increase salaries and stem staff
turnover rates that had, at that time, reached 42% or 73 of 182 full-time staff over a
period of two years.) In 2003704, community-based AIDS organizations are operating
with the same base funding as they had 10 to 12 years ago except that, over the past 10
years, inflation has reduced the real value and purchasing power of that funding by at
least 15%. (Spigelman, 2003)

To compensate for the freeze on provincial funding and continue to meet client needs,
Ontario’s AIDS organizations have been remarkably creative in finding other sources of
funding. A number have joined the United Way group of charities to take advantage of
that fund raising capacity. Several have been successful in obtaining Trillium Grants.
Several now rely on federal government grants for part of their operating funding.

When asked about the sources of their funding over the past

few years, organizations noted that their provincial base AIDS service
funding is covering a smaller proportion of their budget organizations are
costs, and they are becoming increasingly reliant on working in unstable,
unstable, unpredictable, short-term sources of funding to unpredictable and

fiercely competitive

maintain their programs. As the following graph illustrates, . /
funding environments.

in 1995, over 53% of AIDS organizations’ budgets were

made up of stable core provincial funding. By 2002, only
45% of their program funding was stable and secure.
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Figure 6: Sources of Revenue for Community-Based AIDS
Organizations, 1995 and 2002
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While the ability of small community-based organizations to find other sources of funding
could be seen as a strength, it must be viewed in context. These other sources of funding
are highly unpredictable and vulnerable. Federal government grants are usually for a
period of one to four years only. Trillium grants are for a maximum of three years, are on
a depreciating scale, and organizations cannot reapply for funding for the same program
or project when the granting period is over. As a result, community-based AIDS services
are now dependent on funding that may well not be available within the next two years.

Although AIDS organizations have been relatively successful in attracting private
donations, they face fierce competition from other health organizations and issues (e.g.,
breast cancer, heart & stroke), and from other community and social services (e.g.,
homelessness, women’s shelters). In the competition for private donations, they are at a
distinct disadvantage. Because HIV affects a relatively

small proportion of the population (compared to many Most “_HD'_S'
other illnesses), it has never received the same level of orgamzations are
dependent on funding

private philanthropic support as other diseases. Since the
late 1990s, corporate and individual donations to HIV
organizations have dropped dramatically: a reflection of
both the public perception that HIV is now a treatable
disease, the increasing marginalization of many affected
by HIV, such as drug users, and the stigma still associated with HIV. (Spigelman, 2003)
The challenges associated with competing with other health issues for private donations

that may not be
available within the
next two years.
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have led a number of AIDS service organizations to become members of United Way.
However, even United Way funding comes with strings attached. Any organization that
agrees to be part of the United Way must be willing to forego individual fund raising
efforts, which could compete with the United Way fund campaign.

Funding of Other Health and Social Services

AIDS organizations are not alone in their efforts to provide services with fewer funds and
less secure funding sources. Over the past 10 to 12 years, mental health and addiction
services in Ontario have also had no increase in funding. This has led to long waiting lists
for some of these services. As many people with HIV also have an addiction or a mental
health problem, this has a direct impact on their health and well-being. It also has an
impact on AIDS organizations, which have to support clients who are waiting for these
other services.

People living with HIV who use the services of AIDS organizations often require other
social services, such as social assistance, food banks, assistance with housing, and
vocational counselling. Many of these government-sponsored programs have also been
severely cut in the past 10 years to the point where they are no longer meeting needs.
According to a recent University of Toronto study, welfare recipients in Ontario no
longer receive enough in social assistance to be able to feed themselves. Another study
from McMaster, reporting on the changing social context, noted that “[s]ome services
have been restructured and new rules have been put in place, so workers in AIDS
organizations are often unsure which services are available to their clients and who 1s
eligible to receive them. Workers find themselves increasingly responsible for rationing
services and for watching over clients to ensure they do not ‘abuse the system.” The
climate ... often feels more punitive and intrusive [and] workers are often left trying to
support clients who are in greater need just at a point when they are able to offer less help
than before.” 4

These changes to the broader health and social service
environment make it extremely difficult for people with Because of cuts to
HIV, most of whom have incomes below the poverty line. | @ other health and
(According to a survey conducted for the Canadian AIDS social se?‘mces;l;ll;ents
Society, 60% of people living with HIV have annual are turning to N

. service organizations
incomes less than $20,000). Because many of these for more practical

services are now inadequate or not available, clients are assistance.
turning to AIDS organizations for more practical
assistance, which puts even more pressure on their limited
resources.

Clients also make use of other nonprofit and voluntary agencies in addition to AIDS
organizations, which are facing the same kinds of financial pressures. Most have had little

* Cain R. Shifting Sands: The Changing Context of HIV/AIDS Social Services.

10
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or no increase in funding in recent years. According to a recent report from the Canadian
Council on Social Development, “[t]he capacity of the nonprofit and voluntary sector to
fulfill its important role in Canadian society 1s being undermined and eroded by new
funding strategies.” These funding strategies include: a marked shift away from a core
funding model, an unwillingness to fund administrative costs, shorter and more
unpredictable funding periods, and increased reporting requirements. As a result of the
change in funding, “much organizational time is now devoted to chasing short-term
sources of funding, often at the expense of the organizations’ mission and core activities.”

The lack of new investment in the community sector has occurred over a period when
four other sectors — hospitals, drug programs, long-term care and physicians — have seen
significant increases in their budgets.

The Impact on AIDS Service Organizations
Faced with at least a 40% increase in demands, a 15% decrease in real funding, and
fewer community resources, AIDS organizations have reported the following impacts:

Cutbacks in Programs and Services. In a 2003 Ontario AIDS Network survey of
Ontario’s AIDS organizations, at least 50% reported that they have either cut back or
eliminated the following services:

* prevention programming
* education programming

* buddy programs

* employment services

* transportation services

* food banks

* financial support/services.

A significant proportion (25 to 50%) also reported cutbacks in counselling programs,
community development, community awareness, community outreach, special events, the
production/provision of safer sex materials and other resources, and emergency services.

About 20% have also cut either the number of staff positions or staft hours in an effort to
manage within their resources.

The reasons for service cutbacks or eliminations are, in order of influence:
e lack of funding
e lack of staff to conduct activities

e Jack of volunteers.

11
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Inability to Meet Client Needs. All organizations report that they are no longer able
to adequately meet client needs in any of their key roles.

Table 1: Degree to Which Organizations Are Meeting Client Needs
Ranked on a scale from 1 to 5, where 1 = low 5= high

Service / Program Average
Safe sex literature/materials 3.9
Prevention programming 3.7
Risk reduction — safe sex 3.7
Community outreach 3.6
HIV anonymous testing 3.6
Counseling services/programs 3.5
Education programming 3.5
Community awareness 3.3
Community development 3.2
Harm reduction — drug use 3.1
Special events 2.9
Volunteer programs 2.9
Emergency support 2.9
Library / resource centre 2.8
Transportation 2.7
Alternative therapy 2.6
HIV/AIDS treatment 2.6
“Buddy program” 2.5
Complementary therapy 925
Legal support/services 2.4
Massage therapy 2.4
Financial support/services 2.3
Food services/food bank 2.2
Translation & interpretation 2.1
Shelter support/services 2.1
Employment services 2.0
Medical equipment 1.8

12
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According to people working in the field, inadequate funding is severely compromising
their ability to fulfill their mission.

Staff Turnover. AIDS organizations report that they are finding it increasingly difficult
to retain staff. They are experiencing high levels of turnover in all key service areas (i.e.,
practical assistance, counselling and support, special events, prevention and education,
research and program development, and management and administration). The main
reasons employees give for leaving are, in order of importance:

* a higher paying job elsewhere

* limited opportunities for advancement

* burn-out

* the uncertainty/instability associated with short-term contracts
* job stress

* lack of benefits

* organizational instability.

All of these “influencers” are the result of small organizations trying to function with
inadequate funding. Given the current level of core funding, many AIDS organizations
cannot compete with salaries paid by some other health or social service organizations.

Because of the precariousness of their financial situation

and overdependence on short-term funding, they also High rates of staff

cannot offer staff the stability, benefits or opportunities turnover lead to lack of

for advancement that would make work in this field continuity of care,

attractive. higher recruitment
costs, and more

As has been well documented throughout the health burnout of staff who

care field, high staff turnover rates result in lack of stay.

continuity of care, lower quality services, higher

recruitment and training costs, and fewer resources for
front-line services. When staff turnover 1s high, those who do remain have to work longer
and harder to compensate for the changes, which leads to more burnout and
dissatisfaction.

Greater Reliance on Volunteers. About 42% of AIDS organizations report that

they have increased their use of volunteers to

compensate for lack of financial resources. These AIDS organizations are
organizations have traditionally been highly volunteer competing with many
driven. However, given the change in the disease (i.e., other organizations for
more complex client needs) and the public perception a shrinking pool of
that HIV is no longer as serious a concern, it is volunteers.

becoming more difficult for agencies to find volunteers

13
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to help deliver their programs and services. They are competing with other health and
social service organizations for a diminishing pool of volunteers. It is also important to
note that, while volunteers are a valuable resource, they are not cost free to an
organization. AIDS service organizations have to spend a significant amount of time
recruiting, training, co-ordinating, supporting, evaluating and appreciating volunteers —

time that is not then available for front-line work.

More Time Devoted to Fund Raising. Because
AIDS organizations have had to find other sources of
funding to maintain their services, they are devoting a
significantly larger proportion of their time and staff
resources to fundraising. Between 1995 and 2002, the
hours per week spent on fund raising increased 25%. The
following graph shows the increase in hours spent by full-
time staff, part-time staf' and contract staff to raise funds.

AIDS organizations are
devoting 100 hours a
week — 5200 hours a year
to fundraising. Time
spent fund raising is not
available to provide
direct client service.

Figure 7: Staff Time Devoted to Fund Raising 1995 and 2002
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Organizations are now devoting on average 100 hours of staff time a week — or 5200
hours a year -- to raising funds. Time spent on fund raising is time not available to

provide direct client service.

14




Stemming the Tide: The Case for More Investment in Community-based HIV/AIDS Prevention and Support

Increase in Administrative Requirements. Having several different funding
sources significantly increases administrative, reporting and accountability requirements.
When asked about changes in administrative responsibilities, 100% of agencies surveyed
reported they had increased (83% said they had increased significantly) and 100%
reported that staff time spent on administrative tasks had also increased (81% said it had
increased significantly).

Organizations have dealt with the increase in administrative responsibilities by adding it
to the work of existing staff, diverting staff from front-line work, creating new paid
positions to manage these tasks, relying on volunteers, and decreasing services for clients.

Changing Priorities. One of the most serious side effects of AIDS organizations’
reliance on short-term project funding from a number of sources is that it gives non-core
funders a disproportionate amount of influence over agency priorities and mission. For
example, the priorities for short-term granting programs can change from year to year. If
the new vision or priority is not based on good policy research or a community needs
assessment, it can prevent organizations from continuing to develop long-term solutions
that meet community needs.

While AIDS organizations continue to try to “work the system” to meet clients’ needs,
they feel highly constrained by the current rigid, piece-meal funding environment. Those
organizations that rely on government funding tend to focus only on the priorities for
which they are funded. They do not have the flexibility to be as innovative as they would
like to be or to do the rough edgy front line work they were first formed to do. They are
less likely to take risks for fear of losing their funding. They may also be less likely to be
outspoken advocates for clients, because of the possible impact on short-term funding.
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3. The Case for Change

It is imperative that the Ministry of Health and Long-Term Care provide more funding
for prevention and support programs and services now. The benefits of increased
investment are clear and persuasive.

1. Preventing HIV is more cost effective than treating it.

In 2001, each case of HIV was estimated to cost about $155,000 in direct costs and
$600,000 in indirect costs, such as lost productivity and costs to social programs.
(Spigelman, 2003) This is a conservative estimate because it does not take into account
increasing drug costs or the extra costs faced by people with HIV in smaller communities
who have to travel to receive care. While it is possible to calculate the treatment costs

associated with HIV, the personal and social costs of

each case of HIV — for the person infected, his or her Each case of HIV

friends and family, and society — are immeasurable. prevented saves
Ontario at least

With every infection that is prevented, Ontario avoids $750,000 in direct and

approximately three-quarters of a million dollars in indirect costs.

direct and indirect costs. Consistent appropriate levels

of ongoing core funding for prevention programs have
the potential to significantly reduce both the prevalence of HIV and the number of new
cases. Countries that have made those kinds of investments have reaped the benefits. For
example, in 1997, the United Kingdom spent 1.9 times as much per HIV case on
prevention than Canada and had a smaller epidemic (48 people with HIV per 100,000
population compared to 120 per 100,000 in Canada). In contrast, the United States spent
36% less than Canada on prevention and had over twice the prevalence of HIV. (Albert
& Williams, 1998) Since that time, the United States has set aggressive new prevention
targets and increased funding for prevention services significantly.

2. Community-based AIDS organizations are the most effective
way to reach people with HIV and populations at risk.

Ontario first decided to fund community-based AIDS organizations because they could
reach marginalized populations that either did not trust or would not use mainstream
health services. That situation still exists today. The communities with the highest
prevalence and the greatest risk of HIV — gay men, injection drug users, Aboriginal
people and people from countries where HIV is endemic — continue to be marginalized.
Failure to invest adequately in outreach programs to marginalized communities will lead
to an increase in HIV infections. In fact, that is already the case. Because of lack of
funding, new infections are occurring that could have been prevented.
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According to testing data, the majority of people in Canada diagnosed with HIV over the
past two to three years (i.e., new HIV infections) already have drug resistant virus, which
means the virus was transmitted from someone who was being treated for HIV. (add
reference) This highlights a major gap in Ontario’s prevention programs: the lack of
effective life-long prevention and support programs for people who are living with HIV.
These programs are lacking because of financial constraints. Ontario already has the
infrastructure in place to address these gaps, and stem the tide of new infections.
However, AIDS organizations that are handling increasing caseloads with budgets that
are steadily being eroded by inflation and administrative
demands, are unable to develop new programs to meet

h
changing client needs. AIDS organizations already have Ontarfo § A DS
. .. . . organizations have the
contact with people living with HIV. They just need the .
h " h knowledge and skills
resources to use those contacts to, once again, reverse the | o 00, she increase in
trend in new infections. Without more stable resources, new infections. They

Ontario risks losing the community-based HIV just need the resources
infrastructure that it carefully built through the 1980s and | to do their job.
early 1990s.

3. Investing in community-based care
and support services reduces the demand for other more
costly health services.

The relatively small amount Ontario invests in care and support services for people with
HIV (.04% of the provincial health budget) helps avoid other health care costs, and
reduce the demand on other parts of the health care system.

According to research conducted in 2002, a significant proportion of people who use
AIDS service organizations suffer from depression, and they are heavy users of the
organizations’ support services. Those who do take advantage of those services make
significantly less use of other more expensive health services, such as physician and
specialist services. (Lush et al, 2002.)
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4. Recommendations

Ontario’s HIV/AIDS strategy to 2008 sets out an ambitious role and agenda for AIDS
service organizations (see Appendix B). Given the growing number of people living with
HIV, the different populations affected, and their unique needs, we -- Ontario’s AIDS
service organizations -- are no longer able to meet ministry expectations at current levels
of core funding. Over the past 10 to 12 years, we have sought out other sources of
funding to compensate for both the lack of base funding increases and their growing
caseload. These other sources of funding — all of which are short-term and unpredictable -
- now account for over 50% of our operating budgets. This situation is untenable.

At a time when the number of new HIV infections in Ontario is increasing, lack of
adequate stable funding is forcing us to reduce services,
and elimin.ate programs ar%d staff. If this fioes not change, For less than the cost
Ontario will pay the price in more infections, higher of treating 11 cases of
treatment and drug costs, more discrimination, and more HIV, the Ministry of
lives lost. Health and Long-Term
Care could stabilize
AIDS organizations,
and reverse the rise in
new infections.

For less than the direct and indirect costs of treating 11
cases of HIV, the ministry could give AIDS service
organizations the stability to do what we do best and to do
what the ministry expects us to do: develop and implement
relevant, effective programs to reach vulnerable
populations, educate people, provide support, and prevent the spread of HIV.

We strongly recommend that the Ministry of Health and Long-Term Care take the
following steps to ensure that the province’s AIDS service organizations are able to fulfill
our current role in the health system and meet the expectations of the new provincial
strategy:

1. To give Ontario’s community-based AIDS organizations the stability and
capacity to respond to the growing HIV epidemic:

e The MOHLTC program areas that fund community-based AIDS organizations —
particularly the AIDS Bureau and Long-Term Care — should immediately
increase core funding for all currently funded community-based AIDS
organizations by 15%. (estimated $5-6 million)

2. To address the anomalies and inconsistencies in community-based HIV
services, and ensure all Ontarians have access to effective, evidence-
based HIV prevention and support services:

*  Ontario’s community-based AIDS organizations should work with the MOHLTC
to identify the standard level of service to be provided by all community-based
AIDS service organizations in the province, including the staff positions/resources
organizations required to provide that standard. (§100,000)
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*  The MOHLTC should then immediately increase funding to those
community—based AIDS organizations across the province that do not currently
meet the established standard. ($2-3 million).

3. To enable Ontario’s community-based AIDS organizations to fulfill their
ambitious role in the new provincial HIV/AIDS strategy:

*  The MOHLTC should contract with a qualified consultant to assess the
cost/resource implications of the new strategy.

* Ontario’s community-based AIDS organizations should participate in the costing
exercise.

e The MOHLTC should provide the resources AIDS service organizations will
need to fulfill their role. (est. $2-3 million)

4. To meet the broader health/social needs of people vulnerable to or
living with HIV:

*  The MOHLTC should increase funding for addiction treatment services and
community-based mental health services.

* The MOHLTC should make a strong, persuasive case with other ministries and
other levels of government to immediately increase the supply of affordable
housing.

5. To establish a consistent, needs-based approach to funding HIV
prevention and support services:

*  The MOHLTC should work with community-based AIDS organizations to
develop a funding formula that reflects the prevalence of HIV, the needs of people
infected and at risk, changing ministry expectations, changing demands for
services, new knowledge, and inflation.

6. To make the most effective use of Ontario’s HIV resources:

e The province’s community-based AIDS service organizations and the MOHLTC
should establish a process designed to continually improve how community-based
services are organized and delivered now and in the future.

19



Stemming the Tide: The Case for More Investment in Community-based HIV/AIDS Prevention and Support

Appendix A

Member AIDS Service Organizations of the Ontario AIDS

Network

127 Isabella Non-Profit Residence
127 Isabella St.

Toronto, ON M4Y 1P3

ED: Carole Geroux

Phone: 416-928-9458

Fax: 416-928-3126

email: 127isabella@sympatico.ca

2-Spirited People of the 15t Nations
43 Elm St., 2n Floor

Toronto, ON M5G 1H1

ED: Art Zoccole

ED email: art@?2spirits.com
Phone: 416-944-9300

Fax: 416-944-8381

agency e-mail: info@2spirits.com

A.C.CKWA.

85 Frederick Street
Kitchener, ON N2H 215
ED: Teena Scofield

Phone: 519-570-3687

Fax: 519-570-4034

email: director@acckwa.com
website: www.acckwa.com

African Community Health Services
76 Gerrard St. East, 20d floor
Toronto, ON, M5B 1G6

Contact: Anastasie Laziri

Phone: 416-591-7600

Fax: 416-591-7317

e-mail: aches2002@aol.com

Africans in Partnership Against AIDS
517 College St., #338

Toronto, ON M6G 4A2

Contact : Fanta Ongoiba

Phone: 416-924-5256

Fax: 416-924-6575

e-mail: apaa@on.aibn.com
website: www.apaa.ca

20

AIDS Action Perth

86 John St. South
Stratford, ON N)5A 2Y8
ED: Julie White

Phone: 519-272-2437
e-mail: julie@aidsperth.ca

AIDS Action Now!

50 Charles St., Station F

Box 25

Toronto, ON M4Y 214

Co-chairs: Louise Binder, Ron Rosenes, Tony
Dipede

Phone: 416-977-5903

Fax: 416-926-0340

AIDS Committee of Durham
22 King St. West #301
Oshawa, ON L1H 1A3

ED: Peter Richtig

Phone: 905-576-1445

Fax: 905-576-4610

e-mail: peter_r(@auracom.com
website: www.aidsdurham.com

AIDS Committee of Guelph & Wellington
County

Shelldale Centre 2, 58 Dawson Road
Guelph, ON NIH 1A8

ED: Brian Warrington

e-mail: director@acg.guelph.org

Phone: 519-763-2255

Fax: 519-763-8125

website: www.aids.guelph.org

AIDS Committee of London
388 Dundas St. Unit 120
London, ON N6B 1V7

ED: Peter Hayes

e-mail: phayes@aidslondon.com
Phone: 519-434-1601

Fax: 519-434-1843

e-mail: aidslondon@wwdc.com
website: www.aidslondon.com
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AIDS Committee of North Bay & Area
240 Algonquin Avenue, #202

North Bay, ON P1B 4V9

ED: Jennifer Furtney

Phone: 705-497-3560

Fax: 705-497-7850

e-mail: jfurtney@efni.com

website: www.aidsnorthbay.com

AIDS Committee of Ottawa

251 Bank Street, Suite 700

Ottawa, ON K2P 1X3

Contact: Michelle Ball

Phone: 613-238-5014

Fax: 613-238-3425

Agency e-mail: connect@aco-cso.ca

AIDS Committee of Simcoe County

80 Bradford St., #336

Barrie, ON L4N 657

Acting ED: Jennifer Barton

Phone: 705-722-6778

Fax: 705-722-6560
e-mail:acscexecutivedirector@rogers.com
website: www.acsc.ca

Access AIDS Network

111 Elm St., #203

Sudbury, ON P3C 1T3

ED: Richard Rainville

e-mail: richardr@cyberbeach.net
Phone: 705-688-0500 or 1-800-465-2437
Fax: 705-688-0423

Agency e-mail: access@cyberbeach.net

AIDS Committee of Timmins & District
185 Eighth Ave.

Timmins, ON P4N 5R8

Contact: Dan Goulet

Phone: 705-268-8345

Fax: 705-268-8345 (call first)

e-mail: aids timmins@ntl.sympatico.ca

AIDS Committee of Toronto
399 Church St., 4t Floor
Toronto, ON M5B 2J6

ED: Lori Lucier

Phone: 416-340-2437

Fax: 416-340-8224

e-mail: llucier@actoronto.org
website: www.actoronto.org
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AIDS Committee of Windsor
1168 Drouillard Rd., Suite ‘B’
Windsor, ON N8Y 2R 1

ED: Bob Nesbitt

e-mail: bnesbitt@aidswindsor.com
Phone: 519-973-0222

Fax: 519-973-7389

e-mail: admin@aidswindsor.com

website: www.aidswindsor.com

AIDS Committee of York Region

194 Eagle St. East

Newmarket, ON L3Y 1]6

Attn: Phillip Tydeman & Gerry Fernandez
e-mail (please use both): acyr@bellnet.ca &
coc.acyr@bellnet.ca

phone: 905-953-0248

toll-free: 1-800-243-7717

website: www.acyr.org

AIDS Niagara

111 Church St.

St. Catharines, ON L2R 3C9

ED: Steve Byers

Phone: 905-984-8684

Fax: 905-988-1921

e-mail: aidsniag@vaxxine.com
website: www.vaxxine.com/aidsniagara

AIDS Support Committee of Sarnia Lambton
Inc.

180 North College, 27 floor

Lochiel Kiwanis Centre

Sarnia, ON N7T 7T1

Mail: P.O. Box 2545, Sarnia, ON N7T 7T1
ED: Alison Fowler

Phone: 519-383-7704,

Fax: 519-383-8299

e-mail: aidscomm(@xcelco.on.ca

AIDS Thunder Bay

217 South Algoma St.

Thunder Bay, ON P7B 3C3

Mail: Box 24025

Thunder Bay, ON P7A 8A9

ED: Michael Sobota

e-mail: msobota@aidsthunderbay.org
Phone: 807-345-1516

or 1-800-488-5840 (in 807 area)

Fax: 807-345-2505

Agency e-mail: info@aidsthunderbay.org
website: www.aidsthunderbay.org




Stemming the Tide: The Case for More Investment in Community-based HIV/AIDS Prevention and Support

Alliance for South Asian AIDS Prevention
(ASAP)

20 Carlton St. #126

Toronto, ON M5B 2H5

ED: Seema Opal

Email: ed@asaap.ca

Phone: 416-599-2727

Fax: 416-599-6011

Agency e-mail: asaap@asaap.ca
web: www.asaap.ca

Asian Community AIDS Services
33 Isabella St., #107

Toronto, ON M4Y 2P7

ED: Noulmook Sutdhibhasilp
ED e-mail: exd@acas.org

Phone: 416-963-4300

Fax: 416-963-4371

Agency e-mail: info@acas.org
website: www.acas.org

Assoc. of Iroquois and Allied Indians
387 Princess Ave.
London, ON N6B 2A7

AIDS Program of the Iroquois & Allied &
Indians (NVM)

HIV Educator: Elly Antone

Phone: 519-434-2761

Fax: 519-679-1653

Email: eantone@aiai.on.ca

website: www.aiai.on.ca

Black Coalition for AIDS Prevention
110 Spadina Ave., # 207

Toronto, ON M5V 2K4

ED: Camille Griffith

phone: 416-977-9955

Fax: 416-977-7664

e-mail: ed@black-cap.com

website: www.black-cap.com

Bruce House

312 Parkdale Ave.

Ottawa, ON K1Y 4X5
ED: Jay Koornstra

Email: jay@brucehouse.org
Phone: 613-729-0911

Fax: 613-729-0959

e-mail: admin@brucehouse.org
website: www.brucehouse.org
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Clanadian AIDS Treatment Information
Exchange (CATIE)

555 Richmond St. West #505 Box 1104
Toronto, ON M5V 3B1

ED: Laurie Edmiston

phone: 1-800-263-1638 or 416-203-7122
fax: 416-203-8284 & 416-203-8427

e-mail: info@catie.ca
website: www.catie.ca

Casey House

9 Huntley Street

Toronto, ON M4Y 2K8
ED: Deborah Randall-Wood

e-mail: drandall-wood@caseyhouse.on.ca
Phone: 416-962-7600
Fax: 416-962-5147

Agency e-mail: info@caseyhouse.on.ca
website: www.caseyhouse.com

Centre for Spanish Speaking Peoples — AIDS
Program

2141 Jane St., 20 Floor

Toronto, ON M3M 1A2

Attn: Gonsuelo Llanos

Phone: 416-925-2800

Fax: 416-925-2263

e-mail: aidscssp@spanishservices.org
website: www.spanishservices.orq

David Kelley HIV/AIDS Community
Counselling Program, Family Service
Association of Toronto

355 Church St.

Toronto, ON M5B 178

Manager: Laurie Chesley

e-mail: lauriech@fsatoronto.com
Phone: 416-595-0307
Fax: 416-595-0242

e-mail: dks@fsatoronto.com

Deaf Outreach Project

2395 Bayview Ave.

Toronto, ON M2L 1A2

ED: Chris Kenopic

Ist: Bell Relay: 1-800-855-0511
DOP: 416-413-1093

TTY: 416-513-1893

Fax: 416-413-4822

e-mail: oad@on.aibn.com
website: www.deafontario.org
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Fife House Foundation
571 Jarvis St., 20 Floor
Toronto, ON M4Y 2J1
ED: Ruthann Tucker

e-mail: rtucker@fifehouse.org
Phone: 416-205-9888
Fax: 416-205-9919

Agency e-mail: info@fifehouse.org
website: www.fifehouse.org

Hamilton AIDS Network

135 Rebecca Street, 20 Floor
Hamilton, ON L8R 1B9

ED: Murray Jose

e-mail: mjose@hamiltonaidsnetwork.ca
Phone: 905-528-0854, 1-800-563-6919
Fax: 905-528-6311, ext 2

e-mail: info@hamiltonaidsnetwork.ca
website: www.hamiltonaidsnetwork.ca

Hemophilia Ontario

45 Charles St. Fast, #708
Toronto, ON M4Y 152
Contact: Candace Terpstra
Phone: 416-972-0641

Fax: 416-972-0307

e-mail: cterpstra@hemophilia.on.ca

HIV/AIDS Legal Clinic of Ontario (HALCO)
65 Wellesley St. East, #400

Toronto, ON M4Y 1G7

ED: Ruth Carey

Phone: 416-340-7790 or:

1-888-705-8889

Fax: 416-340-7248

e-mail: talklaw@halco.org
website: www.halco.org

HIV/AIDS Regional Services (HARS)
Courier: 844A Princess St., K7L 1G5
Mail: P.O. Box 120

Kingston, ON K7L 4V6

ED: Joanne McAlpine

Phone: 613-545-3698 or
1-800-565-2209 (for those in 613 arca)
Fax: 613-545-9809

e-mail: hars@kingston.net
website: www 1 .kingston.net/~hars/
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HIV-T Group

26 Willowbank Blvd
Toronto, ON M4R 1B6
Coordinator: Marleen Freise
Phone: 416-929-7190

Fax: 416-929-7194

e-mail: hivi@on.aibn.com

Huron County HIV/AIDS Network
Box 1620

Clinton, ON NOM 1L0

Contact: Jane Davison, Treasurer
Phone: 519-482-1141

Fax: 519-482-1191

e-mail: tdavison@ttc.on.ca

John Gordon Home
596 Pall Mall St.
London, ON N5Y 279
ED: Eric Andrew Dow
Phone: 519-433-3951
Fax: 519-433-1314

e-mail: johngordon@wwdc.com

Maison “La Paix”

303, rue Cedar St.
Sudbury, ON P3B 1M38
ED: Léo Therrien
Phone: 705-674-9252
Fax: 705-674-5393

e-mail: mlapaix@vianet.ca

Miriam Child & Family Support Services
2464 Dundas Street

Burlington, ON L7R 3X4

ED: Jean Round

Phone: 905-681-7157

Fax: 905-681-6896

e-mail: miriamgp@idirect.com

Ontario Aboriginal HIV/AIDS Strategy
43 Elm St., 2nd floor

Toronto, ON M5G 1HI

Provincial Coord.: LaVerne Monette
Phone: 416-944-9481 or
1-800-743-8851

Fax: 416-944-0541

e-mail: strateqy@2spirits.com
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Peel HIV/AIDS Network

1515 Britannia Road Fast, Suite 315
Mississauga, ON L4W 4K1

ED: Janet Mellor

Phone: 905-362-2025

Fax: 905-362-2030

e-mail: imellor@phan.ca
website: www.phan.ca

Peterborough AIDS Resource Network (PARN)
159 King Street #302

Peterborough, ON K9J 2R8

ED: Kim Dolan

Email: kim@parn.ca
Phone: 1-800-361-2895 or: 705-749-9110

Fax: 705-749-6310

e-mail: info@parn.ca
website: WWW.parn.ca

Positive Youth Outreach

399 Church Street, 4t Floor
Toronto, ON M5B 2J6
Contact: Alex McClelland
Phone: 416-340-8484 ext. 281
Fax: 416-340-8224

e-mail: pyo@actoronto.org

Prisoners HIV/AIDS Support Action Network
(PASAN)

489 College St. #500

Toronto, ON M6G 1A5

ED: Anne Marie DiCenso

Email: annemarie@pasan.org

Phone: 416-920-9567

Fax: 416-920-4314

e-mail: info@pasan.org

website: WWw.pasan.org

St. Stephen’s Community House,
AIDES Program

91 Bellevue Ave

Toronto, ON M5T 2N8

Program Manager: Randi Reynolds
Phone: 416-925-2103

Fax: 416-966-2178

e-mail: rrandi@ststephenshouse.com
website: www.ststephenshouse.com

Note: “NMV” indicates non-voting member
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Teresa Group

124 Merton Street, # 300
Toronto, ON M4S 27,2
ED: Karen Vance-Wallace

e-mail: karenvw®@on.aibn.com
Phone: 416-596-7703
Fax: 416-596-7910

e-mail: info@teresagroup.ca
website: www.Teresagroup.ca

Toronto Prostitutes’ Community Service Project
(Maggic’s

298 Gerrard St. E.

Toronto, ON M5A 2G7

Mail: Cabbagetown Post Office,

Box 82527, 422 Parliament St.

Toronto, ON M)HA 4N8

Phone: 416-964-0150

Fax: 416-964-9653

e-mail: maggies@bell.net

Toronto PWA Foundation
399 Church St., 20 Floor
Toronto, ON M5B 2J6
Interim ED: John Miller
Phone: 416-506-1400
Fax: 416-506-1404

e-mail: jmiller@pwatoronto.org
website: www.pwatoronto.org

Union of Ontario Indians (NVM)
1024 Mississauga Rd.

Curve Lake, ON KOL 1R0

Mail address: Nipissing First Nation

PO Box 711, North Bay, ON P1B 8]8
AIDS Educator: Jennifer Valley
e-mail: valjen@anishinabek.ca
Phone: 705-497-9127

Fax: 705-497-9135

Voices of Positive Women
66 Isabella St. #105
Toronto, ON M4Y 1N3
ED: Janet Rowe

Phone: 416-324-8703
Fax: 416-324-9701

e-mail: voices@vopw.org
website: WWW.VOpw.org
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Appendix B

Provincial Strategy Recommendations With Implications for
AIDS Service Organizations

Community-based AIDS organizations have a role to play in implementing the following
strategies in the new Ontario Provincial Strategy on HIV/AIDS. To fulfill these
expectations, the organizations will need adequate resources.

Knowledge

1. Develop, disseminate and apply the knowledge required to monitor and understand
the epidemic, improve prevention programs, improve care and treatment services,
and develop effective strategies to influence the determinants of health.

1.1 Use a range of epidemiological research (e.g., disease surveillance, seroprevalence
studies, comparisons with rates of other STDs and hepatitis C, behaviourial
surveillance) to improve the province’s and the regions’ capacity to monitor,
understand and predict the course of the epidemic.

1.2 Conduct systematic studies in populations and regions of the province with a high
incidence of HIV to identify the social and cultural factors that drive the epidemic
(e.g., determinants of health, social justice issues and cultural issues, such as
understandings, organization, attitudes towards sex, sexuality and STDs, and the
meaning of sexuality and drug use), and use that information to design prevention
programs.

1.3 Develop a more detailed understanding of the people who are infected or at risk,
their needs, and how to meet them by identifying effective ways to gather information
on:
® their full range of health and social needs (e.g., income, education,

housing/living arrangements, addictions and mental health issues,
legal/correctional issues) and how these needs change over time
® demographic characteristics, such as race/ethnicity.

1.4 Strengthen Ontario’s ability to provide effective prevention and support programs in

all its diverse communities by:

¢ studying different prevention strategies, including harm reduction strategies, to
determine which are most effective in different settings (e.g., large urban centres,
mid-sized communities [250,000 people], rural and remote communities) and
with different populations/social cultures

* identifying strategies that can be used to influence the determinants of health

* analyzing over time the impact of public policies on people living with HIV and
populations at risk, promoting those that have a positive impact, and advocating
for changes to those that have a negative effect.
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1.8 Improve Ontario’s ability to share and disseminate useful information/research
findings by:

consulting with local HIV programs and services to determine the type and level
of information they need to plan and deliver programs, and providing that
information in a timely way and user-friendly form

developing a proactive dissemination/research transfer strategy that would
ensure information reaches the people who can use it, and include training on
how to use/adapt research information to develop more evidence-based
programs/services

1.9 Ensure all HIV prevention, support, care and treatment programs have the capacity
to apply and deliver evidence-based services.

1.10 Continually assess the system’s capacity to provide evidence-based services, and
address any gaps or weaknesses.

Leadership/Integration

2. Foster leadership for an integrated approach to HIV prevention, support, care and
treatment based on the determinants of health.

2.7 Identify and mentor individuals who, through particular social or professional
networks, can provide leadership in all aspects of HIV and related services (i.e., in
prevention, support, care and treatment, and research; in populations with high rates
of HIV, gay men, people who come from countries where the disease is endemic,
IDUs, women who are infected).

2.8

2.9

Identify people living with HIV who will provide leadership in developing life-long
approaches to HIV prevention, and provide the ongoing support that will help them
fulfill that role.

Bring together all organizations/individuals that provide prevention, care and
treatment services for people living with HIV within each service catchment area of
the province to:

identify the various “players” in the service area, assess local needs, and assess the
capacity of the current programs and services to meet those needs

develop a local strategy that responds to local/regional needs and reflects
provincial goals and directions

increase access to appropriate health and social services for people living with
HIV and populations at risk (e.g., gay men’s health services, addictions agencies,
mental health services, crisis management services, housing services, social
services, organizations that serve ethnic populations at risk)

integrate programs and services to provide more comprehensive, co-ordinated
care (i.e., one-stop shopping) and develop innovative service delivery models
(e.g., locating HIV services on one site, developing a gay men’s health centre;
using a case management approach; establishing clinics for street people that
provide outreach, testing, primary care, harm reduction programs, treatment
services, access to social services, assistance with housing and other needs;
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integrating HIV treatment into settings that already provide culturally sensitive
services for people from countries with high rates of HIV infection)

* develop mechanisms (e.g., service agreements) to formalize partnerships between
agencies and organizations, define roles, and clarify responsibilities for providing
services and activities, including maintaining client confidentiality

* identify unmet needs and ways to address them.

2.10 Bring together key people/organizations to develop supportive communities for
people who are homeless or underhoused, and to help them develop the life skills to
find and maintain housing.

Services

3. Ensure that everyone in Ontario who could benefit from HIV and other related health
and social services has access to them.

3.1 Work with people living with HIV to develop the life-long prevention support
services that will enable them to be leaders in HIV prevention.

3.2 Develop a comprehensive, provincial prevention strategy for gay men, which
addresses their health and the psychological, social, legal, political and economic
contexts in which they live, and which can be adapted for use in local communities.

3.5 Identify and implement strategies to ensure that young people in Ontario receive
education about HIV and other STDs, including:

* at the local level, working with school boards to identify community resources
that can be used to augment HIV/STD/sexuality education and to identify other
places in the curriculum to incorporate messages about risk, decision making,
STDs, harm reduction, discrimination and marginalization

* identifying non-school settings/media to deliver STD prevention and decision-
making information (e.g., sports organizations, street youth programs,
community clubs, youth media, young offenders’ facilities)

* developing a multi-risk approach to adolescent education, which recognizes that
youth often engage in more than one risk behaviour

* developing a strategy targeted to gay/bisexual youth.

3.8 Collaborate with the addictions treatment system, provincially and locally, and other
stakeholders to develop comprehensive addiction management programs that will
meet the needs of people with HIV and those at risk, including:

* increasing the availability of comprehensive methadone programs that provide
counselling and social support, consistent with Ontario’s draft methadone
strategy

® increasing the number of physicians willing to prescribe methadone by providing
appropriate incentives (e.g., bursaries to cover training costs, providing a site
away from the physician’s regular practice, providing administrative support,
providing all counselling/case management services)

* providing access to a range of other harm reduction strategies (e.g., needle and
syringe exchange services, low threshold programs)
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* ensuring that every part of the province has non-abstinence based addiction
treatment services that will provide services for people with HIV who are on
medications (e.g., methadone, anti-retroviral therapy, medicinal marijuana)

* cstablishing and supporting clinics that provide a full range of services for IDUs,
including outreach, needle and syringe exchange, primary care, methadone,
counselling and support.

3.9 Collaborate with mental health services, provincially and locally, to develop mental
health services that meet the unique needs of people living with HIV, focusing on
outreach services for people with mental health problems and HIV or addictions.

3.13 Work with correctional services to ensure that people living with HIV and those at
risk have consistent access to care and prevention services while in prison (i.e.,
condoms and clean needles/bleach, information, counselling, culturally sensitive
services, methadone maintenance, specialist services, anti-retroviral therapy,
addictions treatment, mental health services) and are linked with community services
when released.

Resources
4. Ensure adequate resources for HIV and related programs and services.

4.5 Develop a stronger capacity to document the province’s HIV resources, how they are

used and their impact by:

* developing effective ways to track the number of people served, the services they
use and how often they use them (i.e., service frequency)

* identifying the health and social service utilization/costs avoided because of the
availability of HIV services

* developing a model to estimate the number of infections prevented or avoided
because of the investment in HIV programs and services.

4.6 Work with community-based AIDS organizations and the HIV research community
to address recruitment, retention and succession issues.

Accountability

5. Ensure HIV programs are accountable for the quality of their services and their use of
resources.

5.1 Establish clear provincial standards/criteria for all provincially funded HIV-related
programs and services which reflect the goals and policy directions in this strategy
and promote the use of service agreements.

5.2 The Ministry of Health and Long-Term Care will work with HIV programs and
services to enhance their capacity to continually monitor, evaluate and improve their
programs by:

* developing appropriate common evaluation tools
* cstablishing performance indicators
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* providing training in program evaluation/outcome measurement

* cnsuring the evaluation process does not require a disproportionate amount of
time, which could detract from front line service delivery

* funding third-party evaluations when useful and appropriate

*  organizing opportunities for similar organizations to share lessons learned.

5.3 Develop a consistent approach to evaluation (i.e., quality management) in all HIV
prevention, care and research programs, and encourage organizations to use
evaluation results to determine whether programs are achieving goals and objectives,
and to refine their services.

5.4 Based on evaluation results and local needs, identify opportunities to make more
effective use of existing resources.

5.5 Develop a monitoring/evaluation system to track the implementation of the strategy
and the progress in achieving its goals by:
* cstablishing measurable objectives and outcome measures
* cstablishing a system to track and analyze the measures
* providing periodic, public reports on the strategy implementation
* refining the strategy based on evaluation results.

29



