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Vermont Department of Health 
HIV/AIDS Community Advisory Group  

MEETING MINUTES 
November 4, 2015; 11:00am - 3:00pm 

Wilder Center, Wilder, VT 
 

ATTENDING:  Mike Bensel, Vermont Pride Center; Laura Byrne, H2RC; Dan Chase; Pat Gocklin, DHMC; Jonathan 
Heins, Consumer Advocate; Peter Jacobsen, VT CARES; Grace Keller, Safe Recovery; Deborah Kutzko, CCC; Zpora 
Perry, CCC; Ally, CCC; Karen Peterson, APSV; Paul Redden III; Amy Tatko, PWA Coaltion. 
VIA TELEPHONE:  Tom Aloisi, Agency of Education 
GUESTS:  Rick Dumas, Board Member, APSV 
VERMONT DEPARTMENT OF HEALTH: Daniel Daltry & Erin Larose 
CENTER FOR HEALTH & LEARNING:  Alex Potter 
 

I. INITIAL ANNOUNCEMENTS: 
A. Topics for 2016:  For the first meeting of 2016, the focus will be Hepatitis C and 

the potential of an HIV outbreak.  Sally Cook of Vermont was deployed to 
Indiana and she will attend the meeting and share her experience.  Discussion 
will be held on how this might resonate locally and Roy will assess how the CAG 
might want to participate in advancing work on Hepatitis C in the state. 
 

B. VDH Staffing:   
i. Roy Belcher was unable to attend in his new HCV position at VDH, as he is pursuing the 

qualifications for a new epidemiological grant.  He has set up meetings with Wisconsin, 
Oregon, and Arkansas – the three recipients last year.  This year there will be eight 
recipients. 

ii. Alex Goode, HIV Surveillance Coordinator, has left the VDH and is now working at that 
Baltimore Department of Health.  We are sad to see her go and know she will be doing 
great work in Maryland.  The Surveillance position will be posted to the web soon. 

 
II. DISCUSSION: 

A. NHAS Update:  Infographics that describe and clarify the NHAS were distributed.   
i. Discussion was held about how this fits with our approach of getting to zero, and the 

difficulties that always arise in fitting Vermont to a numerically based model, when the 
population is so low and CDC has overall categories that are difficult to apply to 
Vermont circumstances.  (e.g. – CDC considers 15 – 20 cases a “zero”.) 

ii. Daniel spoke to how Vermont can look at this in terms of additional domains than only 
transmission.  Is it reasonable to look at national models and set goals for Vermont that 
improve?  For instance, if the national model is connecting people to care in 30 days, 
could Vermont use a measure of 15 days (recognizing that in Vermont it is usually same 
day)?  Vermont could stand out on numerous measures:  medical case management, 
viral load suppression.  While VT does over 1000 tests and sees maybe 3 positives, how 
many of the test clients are being assessed for PrEP, referred to PrEP providers? 

 
B. Incentives: 

i. Webinar on incentivizing care was shown and discussion held: 
1. Grace/Safe Recovery (syringe exchange/testing/appointments):  Incentives 

helpful in getting people to appointments, to where they need to be.  
Transportation is a large issue with clients of Safe Recovery – gas cards less 
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effective as people often do not have cars but help with public transportation 
works.  Have always found it works well and do not experience problems of 
people coming in just for incentives.  It gets them to the door but they 
participate in other programming.  $50 card (City Market, Walmart, Price 
Chopper) for each appointment – worked well to get people back in, keeping 
them involved in their care, connected.  Also, goes without saying the main 
incentive is the free syringes. 

2. Jonathan/PWA Coalition (interventions):  Incentives are good draws to get 
people into interventions but the management of incentives does take staff 
hours.  Incentives equal a net positive for the consumer but a net negative for 
the staff/administration.  Can rarely give people the card they really want.  In 
terms of incentivizing HIV care transportation is also a huge issue but seldom 
can be done through public transportation vouchers outside of Chittenden 
County.  Many appointments, frequency of appointments, distance to doctors 
all come into play with incentivizing care.  Other issue is Vermont’s long 
distances/small communities – cannot give Price Chopper cards in some 
counties, can’t give Shaw’s in other counties.  

3. Daniel:  Consumer input is critical in incentives.  What is the population you are 
trying to reach, and what is the best match for incentive. 

4. Jonathan:  Concerns rise when incentives have to stop.  People come to expect 
it and are upset when they do not -- that is a very real and unexpected negative 
outcome of providing incentives. 

5. Rick (testing):  In Waterbury CT saw both sides.  Gift cards could become 
problematic because people did begin to expect it.  However, when incentives 
were used to bring the IDU population in for testing, it was a fantastic success.  
People were incentivized to get vaccinated against Hep A/B, and followed 
through. 

6. Tom:  Sticker shock with this issue!  The example in the video of $222 thousand 
spent in TN in one year on incentives is shocking. 

7. Laura (testing):  Sticker shock can be surprising, but think of the savings on 
health care cost.  Have found incentives work best for IDU population.  Did find 
that general testing incentives brought in people without a great deal of risk. 

8. Mike Bensel/Pride Center (MPowerment – ITP, safer sex workshops):  Most 
successful when tailored to the individual for who they are/what they are 
helping with.  Advocates who do social networking – pay their phone bill if they 
bring in three tests.  Gift certificate for an electronics store.  Helping with a 
college loan payment.  Finding the RIGHT incentive for who you’re working 
with is key, and if you work with someone for a while, this can work well.  
Offering general incentives to come to safer sex workshops not as effective, so 
switched over to running MGroup incentives like testing incentives: “bring your 
friends to an MGroup, and for each friend you get a specific dollar amount (e.g. 
$20).”  That has been more successful.  For general participation, making the 
event an incentive, and having food, is helpful. 

9. Deb (CCC):  Incentives work but having someone come with you, help you 
understand, is more successful from my perspective as a provider.   Could easily 
generate a list of people who are no shows or have not been in care in the last 
year, but cannot give that list to an ASO to incentivize them.  How do we reach 
out to those people?  They are ignoring care overtures; it’s a conundrum.  
Currently CCC is generating the list of people, and piloting a program using cell 
phones and texting as outreach. 

10. Large issue identified:  For many not in care it is because other basic needs are 
not being met –food, housing, transportation.  Priority is not medical care. 
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11. Jonathan:  Yes, the priority issue is true; and there are others who do not want 
to be part of the collective care model – would like to find out what is driving 
people away. 

ii. Conclusion:  Taking the pulse of CAG feelings on incentivizing care – generally positive 
while keeping a watchful eye?  Group agreed.  Should incentives be embedded in our 
future programming as new interventions, etc., are rolled out? 

1. Laura made a motion, Deb seconded. 
2. “The CAG supports the judicious use of incentives in future and current 

programming, as they have proven useful.” 
3. Unanimously supportive vote; no objections, no abstentions. 

 
C. GETTING TO ZERO Launch: 

i. Delayed.  People have been very busy.  Not going to launch for World AIDS Day 2015.  
Do not want to rush it. 

ii. Peter attended conference and learned a great deal on creative approaches for working 
with state governments – “Vermont is really good at thinking what we can do 
programmatically and structurally, and these states have been moving way up above 
that.”  As we approach a Getting to Zero campaign, need to look at this. 

iii. General discussion – any movement for creative state funding would need to be done in 
conjunction with other populations in need. 

iv. Next step on GTZ is to reconvene and parse out who will tackle which of the six goals, 
and assign some metrics.  Will have something in writing at the first 2016 CAG meeting. 
 

D. VDH Report: 
i. Part C grant with Safe Recovery will end in December.  CDC is allowing no carry over.  

Even getting the funds for the remainder of the award was challenging.  VT did get the 
extension and the funds, but the Part C Program with high risk IDU is done. 

1. CAG inquiry - what happened?  Part C program was not well organized.  First it 
was defined as a four year grant, then redefined as a 2 year grant with a 
competitive reapplication process.  Monthly calls and technical assistance 
promised were never delivered.  Reporting requirements were inconsistent. 

2. Impact?  Future for IDU population services is very uncertain.   
3. The CAG as a body made a strong statement supported by all, to be recorded in 

the minutes and for public statement of support in grants sought going 
forward:  “Safe Recovery does valuable work and this body supports funding 
for this organization and work for the future.”  All unanimously voted to 
support the statement.  No objections, State Representative abstained from 
voting. 

4. CAG inquiry - what can be done to try to address this?  Dramatic hit to a 
vulnerable population that could increase infection and transmission.  

a. Daniel noted that this is the context in which he would like to focus 
the first meeting of 2016 on the issue of outbreaks, and bring Sally to 
share her experience.  Need to make this a priority.   

b. VT has a commissioner and a state epidemiologist who both 
understand the IDU issues well, and understand the risk of outbreak.  
Currently 8% of infections are categorized as resulting from IDU 
exclusively; VT will need to closely monitor that number going 
forward. 

c. With state infrastructure folks on board, what is next step?  Go to 
legislature?  Go to feds and ask for waiver?   

d. TJ Donovan has been talking about it a lot to the Governor’s Cabinet. 
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e. Grace:  Heroin is much stronger now than it used to be.  On average in 
Vermont there is one death a week to overdose, and it is going up.  
The HIV positive population has a greater rate of overdose than the 
general population.  There have been 400 overdose reversals reported 
out of Safe Recovery’s office alone.  Narcan is definitely part of the 
overall conversation with the state. 

f. Amy inquired if there are any major private funding sources for HIV 
issues that could be approached about this.  Daniel stated yes, there 
are, but they have followed the national trend set by the CDC, and 
have focused on the CDC-defined higher areas of incidence from PS-
12. 
 

III. CAG Business 
A. Commissioner Letter:  Chuck sent the letter to Commissioner Chen, as discussed 

at previous CAG meetings.  Next step is setting up a meeting.  Chuck, in his 
absence, sent the question to the CAG of what they would like that to look like. 

i. Peter suggested starting with David Englander. 
ii. Grace strongly suggested consulting a lobbyist (having Virginia at meeting ideally), to 

guard against two separate efforts of approaching the state from happening. 
iii. Jonathan asked if Virginia would be allowed to participate as a lobbyist.  Erin clarified 

that if she attended the meeting she is not lobbying.   
iv. Daniel noted that Virginia has met with the commissioner and the group before.  In the 

past the results have been that the issues and need is clearly heard, but the message 
has been there is absolutely no money. 

v. It was agreed CAG would like to consult with Virginia before moving forward with 
contacting Englander.  Peter motioned that he would contact Chuck and Virginia to 
coordinate.  Karen seconded.  Group voted positively, no objections, one abstention. 
 

B. Co-Chair Resignation:  Daniel read out a formal resignation from Chuck as 
community co-chair.   

i. Chuck regretted his inability to attend today to share it himself, but wanted the formal 
announcement to be shared with CAG in a timely manner.  He would like to remain on 
CAG as an individual member.  While it has been the case that the co-chair has been a 
consumer, Chuck noted that this position is described as a “community” co-chair.  He 
expressed in his resignation that he would like to advocate that co-chair be a consumer.   

ii. It was clarified that it is necessary to CAG as a body to have a community co-chair – this 
is a requirement of both CDC and HRSA.   

iii. VDH is a standing co-chair.  In past CAG has operated with community and consumer co-
chairs. CAG has also operated with a co-chair of prevention, and a co-chair of care. 

iv. The duties for community co-chair have not been excessive. 
v. Concerns:  Aligning schedules for meeting in between CAG meetings becomes more 

complicated with three co-chairs.  Are there consumers who have been members of 
CAG for a long enough period to be a co-chair?  That is not a prerequisite but is helpful. 

vi. Pros:  Always having a consumer is important as a strong link back to the consumer 
community and always ensuring that consumers have a voice.  

vii. Initial concerns bringing about the shared co-chairs of care and prevention was the 
combining of the two separate bodies of care and prevention into one body.  At the 
time there was high conflict among VDH and service providers, and there was a great 
deal of mistrust, so a consumer representative was requested.  Over time it has evolved 
greatly to where we are today.  Important to recognize that “what is best for the 
functionality of the board” is priority.  It does not HAVE to be a consumer, but group 
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does want more consumer input.  Would be good to stress that as part of our function – 
engaging consumer input.  Who is co-chair is less important than what we DO. 

viii. Paul Redden III and Peter Jacobsen both expressed willingness to be co-chair(s). 
ix. Decision on one or two co-chairs?  Karen motioned that the CAG have two community 

co-chairs.  Dan C. seconded.  No discussion; motion was unanimously approved. 
x. Grace motioned that Peter Jacobsen be a community co-chair.  Karen seconded, and all 

were in favor.  Pat motioned that Paul Redden III be a community co-chair.  Deb 
seconded.  All were in favor. 

xi. Peter Jacobsen and Paul Reddin III were officially elected as CAG community co-chairs. 
 

C. Minutes:  Karen motioned to approve the August minutes as written.  Pat 
seconded.  All were in favor.  Minutes were approved. 
 

D. 2016 Schedule:  Every other month, maintaining the fourth Tuesday, beginning 
in January.  Changing location – Vermont Tech in Randolph.  THE BELOW 
INFORMATION WAS CONFIRMED FOLLOWING THE NOVEMBER MEETING:   

i. SCHEDULE was altered for FIRST MEETING ONLY - delayed to early February (2/2), in 
order to maintain March as the following meeting and keep on overall schedule. 

ii. LOCATION was altered for MAY MEETING ONLY, due to conflict at VT Tech. 
iii. SCHEDULE: 

1. FIRST TUESDAY, February 2 – VT Tech Enterprise Center, Randolph 
2. Fourth Tuesday, March 22 – VT Tech Enterprise Center, Randolph 
3. Fourth Tuesday, May 24 - Three Stallion Inn, Randolph 
4. Fourth Tuesday, July 26 – VT Tech Enterprise Center, Randolph 
5. Fourth Tuesday, September 27 – VT Tech Enterprise Center, Randolph 
6. Fourth Tuesday, November 22 – VT Tech Enterprise Center, Randolph 

 
E. Public Comment:  None. 

 
F. Announcements: 

i. Jonathan announced the hiring of Amy Tatko as Executive Director of PWA Coalition, 
and Amy was welcomed. 

ii. Deb Kutzko announced this would be her last CAG meeting, as her current plan is to 
retire in the spring.   

1. Zpora will attend as the representative of CCC. 
2. Jonathan expressed thanks for Deb’s years of service, wonderful experience, 

and sharing the extent of her knowledge.  All agreed! 
iii. Peter announced that CARES is getting their Hepatitis C campaign off the ground and 

offered posters for others to take.  They are working with an intern who is spreading 
information about HCV and getting people in to get tested. 
 

G. Community Concerns:  None. 
 
Respectfully submitted, 
Alexander B. Potter 
Center for Health and Learning  
 


