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HIV Community Advisory Group Meeting Minutes 
June 12, 2019; 10 a.m. – 2 p.m. 
Gifford Medical Center, Randolph VT 
 
Attendance: Mike Bensel, Pride Center of VT; Laura Byrne, H2RC; Dan Chase; Pat Gocklin, DHMC; Peter 
Jacobsen, VT CARES; Grace Keller, Howard Center Safe Recovery; Karen Peterson, APSV; Donna Pratt, TSN; 
Zpora Perry, UVMMC CCC 
Remote Attendance: Chris Fletcher 
Vermont Department of Health: Daniel Daltry, Erin LaRose 
Caracal Consulting: Alexander B. Potter 
 
The meeting was called to order at 10:05 a.m.  
 

INTRODUCTIONS 
No new introductions today.  Donna’s retreat went very well, with 25 attendees. No incidents, everyone 
had a good time. The only difficulty was some last minute struggles with transportation, and one person 
was unable to attend due to not having transportation.  
 

I. DISCUSSION TOPICS 
 

A. CARE STANDARDS.  
1. VDH HSH will release an updated and revised Care Standards document in coming week 

as a draft, for CAG to provide feedback. The update is partly due to the evolution of Ryan 
White funding, but also due to feedback from community providers. The attempt is to 
balance the two – meet what the federal agencies are asking for, and meeting the needs 
of the case managers.  Recently VDH heard feedback on the Acuity Tool which raised the 
question, has it outlived its purpose? VT CARES invited VDH HSH to meet with their CMs 
and the staff was blunt regarding difficulties with the acuity tool and what it means for 
CMs working with clients. HSH has had internal discussions about acuity, recognize that 
we have evolved in services, and it may not be the best fit anymore.  HSH is also sensitive 
to the paperwork requirements of CMs and their supervisors. 
 

2. Acuity Tool. Ideally, this update will reduce the acuity tool. For instance, right now there 
are domains in SSP non-medical CM, and HSH looked at how many of these 
areas/domains are applicable to folks currently injecting.  Now, want to step back and 
envision the same concept of domains in the Ryan White standards assessment – what are 
the relevant needs to folks in HIV CM and what potentially impacts HIV health. 

a. Those identified by VDH HSH as relevant to consumers:  housing, medical, mental 
health, sexual risk taking, substance use, transportation (rural transport, where there 
are no buses or buses are infrequent/hard to access for individuals with limitations). 

b. Daniel asked:  Are we missing something?  He asked CAG members to think about 
domains as related to the Care Continuum – what would impact people accessing care 
for their HIV? 
i. Domestic violence.  This is a major factor.  Daniel noted the state considered this, and 

in reviewing what case managers do, this was considered to be more likely to be an 
external referral.  Mike said that while PCVT doesn’t do HIV case management, they 
do have DV services, and he can provide their standards to be looked at further in a 
future CAG.  Daniel asked about prevalence, as case mangers interact with DV?   

a) Pat: At least 15% of clients, maybe more.   
b) Zpora: There are also those who are not ready to be referred, but as a provider 

it can be recognized as a theme.   
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c) Grace: Trafficking is coming up more and more, and believes this will continue 
to increase.   

d) TSN: We don’t see it but we believe it is because the folks struggling with DV 
are not connecting to Twin States for this reason.   

e) Karen:  Does not hear about it much from CMs – they would have more direct 
information.   

f) Laura: Hears about it from SSP clients, but not from CMs.   
g) Peter:  Would estimate about 15-20% of clients affected.  
h) Pat:  Childcare issues also impact care access – this can be a “cover” for those 

affected by DV, but can also be a legitimate issue on its own.  Her program is 
trying hard to address DV with trauma informed assessments, and a task force, 
so staff will be more educated and active – that may be why they are seeing 
more of it now.  It has always been there but staff is getting better at seeing it. 

i) Zpora:  Could the domain “sexual risk factor” be “sexual health”? Include more 
consent issues?  

j) Daniel:  Yes, the umbrella domain can be sexual health, and domestic violence 
concerns could fall under Sexual Health or Mental Health, as best determined 
buy the case manager. Domestic violence could also fall under Housing. 

ii. Insurance Issues/Paperwork Burden/Navigation Needs: This is brought up in 
discussions of care – people have difficulty filling out their forms; get overwhelmed; 
literacy concerns. Providers and consumers present agreed – this is a problem for 
consumers and the forms can be very challenging. Some are able to send consumers 
to Navigator services, and this has been very helpful. Zpora asked about a combined 
form she had heard of as a possibility.  Erin noted that this has been underworks for at 
least six years, so there is doubt this will get off the ground anytime soon.  

iii. Daniel:  The vision is that if these domains are relevant to our consumers, there would 
be a Likert scale of 1 to 5 for each.  It would be the assessment of the case manager as 
to where the consumer comes in on the scale. What do they determine it to be: 0 – 
not applicable to this consumer, or 5 – we always talk about it.   

 
3. PLEASE:  At next CAG in July, have a CM come to the meeting, if you can. We envision 

the relevant section to be about an hour.  Folks are encouraged to come in person, but as 
it will only be an hour worth of content it is understood that lead CMs may rather devote 
the time to office operations and only call in for this portion of the meeting. 

 
4. Care Standards Revision Highlight: Emergency Financial Assistance. There has been talk 

before about streamlining EFA – for instance, one specific vendor for EFA, all agencies 
would apply to that vendor, and that vendor would approve requests and send out the 
assistance.  There are other smaller steps that could be taken. Goals is consistency across 
the state, in agencies in different geographic areas.  EFA could be an audit finding if the 
state does not have a clear policy that all ASOs follow.  If HRSA sees any indication that 
any EFA is being used for anything not qualifying as an emergency by their standards. RW 
funding is very clear that RW EFA must be the payor of last resort and there must be a 
budget in place to demonstrate how financial emergency will be avoided in the future. 

a. Would be good if there was an across-the-board Vermont policy clearly defining “this is 
EFA.”  Agencies/case managers can route any issues clients have with any change in 
categorization to the state. If it is a true, present emergency, the consumer can access a 
specified amount, no matter the category. There would be a cap per individual, for 
specific time periods [eg a cap per one year for any one person to receive the maximum 
amount]. Smaller details and disbursement would be worked through at each agency, but 
there would be universal standards for the state for what is an “allowable cost” – that 
would be the hard-and-fast statewide consistency.  
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b. Providers noted that there are/may be different emergency needs around the state and 
that geographic differences may impact determination – especially regarding 
transportation. Some areas have more providers/options for clients to access other 
supports. Other areas, the ASO may be the only source of assistance. 

c. Alex said in the Needs Assessment, this came up repeatedly as a significant concern of 
consumers. Consumers around the state communicate with each other frequently and 
compare benefits and case managers. There was a great deal of emotion and frustration 
expressed because some individuals were able to get a given expense covered, and other 
people were told by another case manager that this was not an allowed expense. This 
sometimes even happened within an agency, when there was more than one case 
manager on staff.  APSV requires that their clients be accessible by phone – therefore, if a 
client runs out of phone minutes or their phone breaks, for APSV this qualifies as an 
emergent need for that may not be for other agencies. 

d. Providers agreed there may well be things that one agency will allow as an emergency 
expense that another agency may not, and granted that there may even be differences in 
approach of different case managers applying the EFA standards. Differences in case 
managers and their individual clients may give other consumers the impression that one 
case manager is applying different rules or that other consumers are getting preferential 
treatment.  

e. Providers noted concerns about small number of clients who potentially think about any 
type of assistance as being similar to entitlements, and make an effort to “spend up” to 
an “allowed amount.” Donna expressed concerns that she sees this in non-emergency 
funds that TSN makes available to clients. Other providers noted that emergencies can be 
subjective and there can be instances of a small number of clients attempting to “work 
up” to a capped amount if they perceived of an EFA cap as an amount of assistance 
specifically available to them, and held aside for them, “if needed.” 

f. Grace asked that, especially when discussing clients in poverty, we be careful about the 
language and perceptions of entitlements, as there is already much stigma felt by people 
in poverty who require and must personally ask for assistance. If individuals are “nickel 
and diming” an agency on available funds, it is because they need it somewhere in their 
budget. She sees the people using the most resources as those most unable to help 
themselves in other ways – individuals most likely to be struggling with mental health 
issues and an inability to manage their lives. 

g. Daniel stressed again that in regards to the EFA topic under discussion, the focus is only 
emergencies, not areas in which a client is “spending out” to a certain amount of funds 
available to only them. Providers again noted that emergencies can be very subjective 
and agencies need to sort through that with their clients – something may be a very 
legitimate emergency for one consumer, but not in the life circumstances of another 
consumer. Alex inquired that even with subjectivity applied to the perception of 
emergencies, surely there are already restrictions on EFA on what is considered an 
emergency. Consumers are actively asking for statewide consistency on this policy in 
particular. This was clearly expressed in the Needs Assessment that they wanted to see a 
hard list, consistent around the state, of allowable expenses and disallowed categories. 
The lack of statewide consistency was brought up and applied to case management on 
numerous issues, but EFA in particular was a very hot topic. 

h. Erin said their ask of agencies here at CAG is this – would caps in general be problematic? 
Either caps on EFA available per agency on a prorated basis by client number, or caps per 
client statewide.  Providers discussed their current approaches:  VT Cares has a cap per 
individual.  APSV has a global cap of how much case managers have available to them on 
a monthly basis, and that is discretionary to their assessment of client need.  While there 
are agency guidelines about amounts available to a given client during a given time 
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period, individual caps are not identified with clients to avoid any efforts to “request up” 
to a certain amount. 

• Erin asked how APSV approval works.  Case managers submit requests to Karen and 
she writes checks once a week. She maintains all EFA expenditures on spreadsheets 
and is able to check in with case managers if she notes patterns that case managers 
may miss, but Karen does not approve or deny the request – it is case manager 
discretion.  What happens if there is an overspend?  Case manager and ED work 
together on decisions that are over the amount available in a month.  Laura said it 
was the same with H2RC – Ryan requests and Laura writes the checks, but does not 
approve/deny; it is Ryan’s assessment.   

i. Pat noted that in NH, last year HOPWA did indeed tighten up and issued more strict 
guidelines for short term housing aid, for exactly this reason – they noticed the same 
people were requesting/getting HOPWA short term assistance year after year, without a 
time lag, and that is not what those HOPWA funds are designated for. Would HRSA hit a 
point of “how often an individual gets EFA”?  Yes, this is indeed why it is important to 
have a statewide policy that is clear and solid. This is one of the reasons for the update to 
Care Standards at this time. Erin said HRSA is flexible to the states in a number of areas, 
but they are clear that the state must have a clear, written, consistent policy. 

j. Mike suggested that we look to a source that we know is doing this well, distributing 
resources well, and look to them as a model. With their domestic violence program, PCVT 
gets a specific amount of funding from the Vermont Network for Domestic Violence, for 
assistance for clients. PCVT does not have a cap on how much one individual can receive, 
though, it is a matter of the agency distributing the funds that are available to them. The 
whole process is formulated by the VT Network for DV, and Mike can bring those policies 
to the group. Daniel agreed, and noted that he can also provide some guidance from 
Philadelphia, which created a Health Corporation, and has a very clear application and 
guidance.  Karen was asked if she could provider her spreadsheet and she will do so.  

k. Agencies were asked, do they ever come up with a surplus?  Karen said they are usually a 
little overspent and draw on agency unrestricted funds to cover the additional expenses 
their EFA will not cover. Peter agreed; CARES is often reliant on funders such as 
Broadway Cares that give unrestricted funds, to supplement EFA. Laura said Ryan is very 
parsimonious and his numbers always come in even! However, H2RC does use 
unrestricted funds from other sources to cover some direct assistance client needs. 

l. In overview, Daniel asked the full group to check in – he noted there did not seem to be a 
groundswell of support for a tighter statewide policy with designated caps, and that 
agencies appeared to favor a state policy that designated agencies make the 
determinations of use of EFA.  Alex restated that agencies might consider the fact that at 
least one subset of consumers (Needs Assessment participants) are requesting a tighter 
statewide policy on EFA, that each agency adhere to. Erin added that VDH has heard it is 
hard for case managers to establish a solid relationship with consumers when money 
gets in the way – when they must deny a given request. The state is offering to have not 
only clearer guidance on how EFA can be used, that can be showed to clients, but also to 
be “the bad guy” to help take pressure off case managers, to allow them to build and 
maintain better connections with their consumers. They can point to the policy and 
explain to the client that the state will not allow them to grant the client’s request. VDH 
doesn’t want a consumer disconnecting from a case manager, ED, or agency over a 
denied financial request.  

m. Final Discussion/Summation:  Providers spoke about the value of “invisible caps” guided 
by their agency budgeting; how the difficulty with individual caps is that some people 
legitimately need more assistance than others; the importance of sustainability and how 
running overbudget could be a real concern if the state set an individual cap and every 
client statewide spent up to it; the importance of being able to contact the state in case 
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of needed “exceptions.” The nature of emergencies is that there is a strong likelihood 
that something will happen that does not fit the policy exactly.  Daniel summed up that 
there needs to be flexibility, as well as solid guidelines, and that agencies seem to be in 
support of stronger language around consistent use of EFA, as long as there is due 
process for flexibility/exceptions. The VDH needs to tighten this policy due to HRSA 
compliance issues and potential findings, but will bring this back for more input from CAG 
and case managers. 
 

5. Care Standards Revision Highlight:  Forms.  Agencies have asked for standardization of 
forms statewide, and in particular discussion has revolved around hard copy versus fillable 
electronic forms. 

a. Erin said they are revising all forms and will send the around for feedback. They will be 
standardized and she hopes to get VMAP recertification integrated so that case managers 
do not have to recertify consumers. 

b. At CARES meeting, case managers were strongly interested in fillable forms and found 
the paper files/forms to be burdensome. 

c. While VDH would love to move toward using just CAREWare for all forms/submissions, 
that is a far off prospect. Erin asked: is there an interest in fillable forms rather than 
paper among other case managers?  Is there interest in completely electronic file 
formats? Would that be better? 

d. Response:  There was agreement that while there are case managers who would love to 
move to fillable forms, there are also currently case managers who would find it 
extremely burdensome to convert and would resist it greatly. There is a wide range of 
case manager preference. 

e. Erin said that within the revision of Care Standards, it will be possible that there will be 
fewer paper forms.  

 
6. Care Standards Revision Highlight: Clinical Supervision for Non-Medical Case 

Management.  VDH asks:  is the current supervision requirement too much, and should it 
be revised?  Would you like to see that requirement lessened, and not be required to have 
independent supervision for your NMCM?  Peter, Laura, and Karen all agreed that 
lessened requirements would be much better. The Care Standard revision will reflect that 
case managers meeting with clinical supervision is to be determined by individual agency 
policy; it will be an allowable but not required expense.  

 
7. Care Standards Revision Timeline:  Goal is to hopefully have some draft documents 

coming to folks in the next week or so, and we can have good conversation at the next 
CAG, next month.  

 
B. REBATES.  

1. Daniel opened this discussion item with a summary of the current state of Vermont’s 
rebates. If we continue to spend the funds at the rate we are currently spending, our 
rebates will be overspent within two years.  The amount coming in now is not as great 
as our expenses going out. 

2. Erin and Daniel have been monitoring this, and as copays have gone down and 
premiums go down, we are not getting the same rate of reimbursement. This is also a 
truer reflection of reimbursement rate. 

3. Rebate money was always intended to be spent out in the year received, and VDH has 
been scrupulous about doing so – programming such as the housing vouchers came out 
of this.  The general fund allocation ($475,000) is from rebates.  
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a. VDH HSH program pays for the emergency medication fund offered through the state 
legislature annually. The HSH program has been doing this for the past eight years. 
This has become an increasing portion of the rebates as rebates have started to 
decrease. Over the past years, and a number of years prior, this appropriated fund has 
not been used for emergency medication needs. If not used, these funds have gone 
out to community ASO’s and divided among them.  

b. This fiscal delta could be remedied in a variety of ways. 
i. The funds if not used, do not get distributed. 

ii. State could take on this fund opposed to the HSH program – unlikely given the 
financial needs of the state and operating deficits. 

iii. Other ideas? 
4. VDH has committed to continue these expenses over time because it believes they are 

important.  However, if the rebate spending continues to play out as is, our rebates will 
not be covering our costs within two years – specifically, 2022 would be the year of 
shortfall, which is also the fourth year of the current four year VDH funding cycle. 

5. Erin and Daniel will check back in with the VDH Business Office in September on this.   
6. VDH has submitted HRSA grant, but it is not known what we might get awarded 

through that. Those funds are reapplied for yearly. They may help cover some of the 
expenses previously covered by rebates, but this is an unknown for now. 

7. Daniel entertained questions from CAG members:  
a. What is going on with this in NH?  NH has said nothing to its providers.  Laura noted 

that H2RC’s NH case management contract is only through November, and funding for 
the Sullivan County Syringe Exchange has been delayed repeatedly, so there are a 
number of elements in question there.  

b. What is currently covered by the rebates?  The rebate funding has been seeded 
throughout the Ryan White program and funds everything. 

c. In that case, what is the status of the four year grants?  There may be challenges in 
year four, 2022.  

d. Will current granted services need to be cut?  This is an unknown. HRSA funding is a 
possibility. It is certainly worth waiting and seeing if the HRSA funds come through 
before ending any given service. It is important to note, however, that the HRSA 
funding is tightly restricted on what it can be spent on, whereas the rebate funds were 
not. This meeting is not at all intended to be a time to look at programming and decide 
that. This is notification of an approaching reality. 

e. Do you think the state having a campaign for getting to zero would help the legislature 
target more funding, appropriated from the state to make up for lost rebates?  It is 
worth a shot – the rebates have been paying this appropriation for the last 7 to 8 years, 
so the $475,000 has not been money in the hands of the legislature to be actively 
disbursed. It’s not as big of an ask when there is external money available to cover the 
requested appropriation. Now, there would be less to no external money to reference 
in requesting the appropriation.  Grace noted that if the group decides to pursue a 
legislative ask, it is practically a full time job for someone. Working through the 
legislature is slow and highly time consuming when asking them to allocate new 
funding or reallocate from another area. 

f. Does it make sense to do modifications to programming earlier rather than later so that 
funding is evened out across the coming three years?  Daniel said that he would put 
that question back to the grantees.  He does not know how VDH could reduce current 
awards, given agencies are already very close to the bone. Erin said they will have a 
better idea in the fall, and would suggest waiting until then. That will give a better idea 
of exactly how short we might be in year four.   
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C. SSP MEETING WITH COMMISSIONERS 
1. The meeting with the commissioners regarding SSPs went well. They want to know the 

exact use of the new monies, and they expressed they wanted to see more hours and 
more locations. 

2. Daniel responded that expanding hours and locations are not the answer for every 
area/agency.  While there are agencies that are working on geographic expansion (APSV 
and Bennington, for example) and expansion of hours, this must be based in the 
community needs around the state. Reinforcing and shoring up existing services expands 
the reach of those services as well (for example, an agency such as Safe Recovery already 
offers full time hours but without stable funding for that location/workload, cannot 
expand to other locations).  In addition, expansion to new areas comes with operating out 
of a host setting, and the SSP agency is at the mercy of the host setting for a number of 
factors.  Ultimately, the charge from the commissioners was to monitor the need in the 
community, and bring that back to the VDH. On behalf of the SSPs, Daniel reported to the 
commissioners that agencies and programs are constantly assessing and modifying their 
services when needed.  

3. Following the meeting, Daniel was stopped in the hall, and thanks were expressed for the 
information the agencies provided.  

4. Daniel asked if there were questions. 
• Who was in attendance?  Commissioners Dolan, Dougherty, Levine, Patsy Kelso in place 

of Commissioner Reed, ADAP Director Cynthia Thomas, Erin and Daniel. 
 

II. VDH UPDATE 
A. HRSA PART B SUPPLEMENTAL NOFO.  

1. VDH has submitted its response to the HRSA NOFO for supplemental funding. This 
proposal was comprehensive, and VDH believes Alex’s work on Vermont’s response has 
put us in a strong position. The request included funding for housing vouchers and 
Medicare Part B supplemental insurance, a housing specialist, and a mobile clinic 
complete with medical van. We don’t know what we may be awarded, but it is a very 
solid proposal.  

2. This funding will help meet expanding needs, but it doesn’t necessarily cover the bleed 
on the horizon caused by the reduced rebates. 

3. In conjunction with this NOFO, Daniel addressed the planned mini-housing needs 
assessment.  As part of the Here in VT prioritization of housing and the then-upcoming 
HRSA NOFO, Alex was planning to do a housing survey at the Women’s Retreat and the 
PWA Retreat, and additional interviews/assessment on housing. Daniel explained that 
he has asked Alex not to go forward with the housing survey/assessment at this time, 
for a few reasons. We are anticipating a shortfall of funds in Community Planning; the 
comprehensiveness of the HRSA NOFO response included considerable research/data 
on housing in Vermont that will also meet the needs of the Here in Vermont document; 
and most of all, the timeline was compromised by the unexpected early release of the 
HRSA NOFO. It was not expected until September, and it was planned that the housing 
assessment would inform the proposal.  Instead it was released in March – there was 
no time to conduct surveys/assessment.  With that primary motivator gone, it does not 
make sense to allocate resources to a housing assessment right now. 
 

B. PWA Retreat Keynote on Community Planning/CAG.  
1. Alex has been invited to give the Keynote Address at the PWA Retreat, to discuss 

Community Planning, role of consumers, and how individuals can get involved in CAG.   
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2. VDH sees this as an incredible opportunity to reach out in the community and recruit 
additional consumers who have knowledge of what keeps people from engaging in 
care.  The more consumer voices to help us understand what the current trends and 
concerns are, the more informed and effective we can be. 

 
III. CAG BUSINESS 

A. MINUTES:  
1. Prior to minutes discussion, Alex raised the topic of the shift in language from “PrEP 

Assessment Tool” to “Risk Assessment Tool.”   
• Daniel discussed the reasons, that these assessments are community wide tools and 

are used with MSM and PWID because they are at higher risk. It is not a PrEP 
assessment, as there could be many outcomes from the questions, not simply a 
referral to PrEP. This language shift is important as it is much more accurate, and it 
helps to emphasize that every client needs to be asked all questions.  

2. Comments:  Minutes are great as always.  (Alex says, “thank you!”) 
3. Karen moved the minutes and Mike seconded. Pat abstained. The minutes were 

approved as written unanimously, with one abstention. 
 

B. ANNOUNCEMENTS: 
1. Karen – Submitted application to open a syringe exchange in Bennington. Bennington 

Interfaith will be hosting; beginning with once a week for three hours.  Hope to be 
opening by September.  Daniel said ADAP was excited to hear this news. Is law 
enforcement surveillance expected to be an issue in Bennington?  Karen reported this is 
not an issue in Brattleboro and not expected in Bennington.  In both cases, the police 
departments are on board with the SSPs, for all the right reasons, and are very supportive. 

2. Peter – VT Cares is losing two case managers within the next six weeks; Sam is moving 
south and Jean Sieckewicz is moving on to UVM. VT Cares will be seeking a Burlington case 
manager and a Services Director. Daniel expressed appreciation for Jean – her years of 
service and responsiveness to the community.  She has provided great support. 

3. Laura – Listened to part one of a three-part series on stimulant use covering the rise of 
methamphetamine and cocaine use, in conjunction with opioid use. Richard Lawson from 
UVM was giving the presentation and it is great.  It covers the use of CBT, contingency 
management, and community support.  If others are interested in this presentation, Laura 
will send out the link. Others spoke strongly as to the usefulness of Richard Lawson’s 
presentations.  In connection with working toward opening Claremont and Springfield 
SSPs, Laura has been working with Better Life Partners, and likes their model of recovery. 

4. Grace – low barrier morphine treatment program is functioning well. It provides 
treatment on demand when a consumer requests it, and then endeavors to find them the 
appropriate level of care. The client stays with Safe Recovery if they cannot go elsewhere 
for ongoing treatment. 

 
Meeting adjourned 1:00 p.m. 
 
Respectfully submitted, 
 
Alexander B. Potter  
Caracal Consulting 


