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LIST OF ABBREVIATIONS

AIDS - Acquired Immune Deficiency Syndrome
ARV - Antiretroviral Therapy

BCCDC - British ColumbiaCente for Disease Control
BC-CfE - British ColumbiaCente for Excellencan HIV/AIDS
DTES - Downtown EasBide

DTP - Drug Treatment Program

HAART - Highly active atiretroviraltherapy

HIV - Human Immunodeficiency Virus

HCV - Hepatitis C Virus

HBV - Hepatitis B Virus

IDC - Immunodeficiency Clinic

IDU - Injection drug user

MoH - Ministry of Health(BC)

MSM - Menwho have sex with men

NH - Northern Health

PHC - Providence HealtiCare

PHSA - Provincial Health Services Authority
PMTCT - Prevention of mtherto-child transmission
PWA/PLHA - People living with HIV/AIDS

R&D - Research anbevelopment

SFU - Simon Fraser University

SPH - St. PaulOs Hospital, Providence Health Care
STI - Sexually transmitted infection

UBC - University of British Columbia

VCH - Vancouver Coastal Health

VCT - Volunteer counseling and testing
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PREFACE

The Acquired Immune Deficiency Syndrome (AIDS) is caused by the Humamunodeficiency

Virus (HIV). In British Columbia (BC) the majoritpf new HIV cases continue to arise from

men who have sex with men (MSM) and from people who use injection drugs. Nevertheless,
there is concern about the increase in new cases among heterosexuals. In addition, certain
populations have been found to bepafticularly higher risk for HIV infection in BC, including
Aboriginal peoples, female sex workers, stiegblved youth, immigrants from HIéndemic
countries and incarcerated persons. Mental illness and poverty are additional risk factors for
acquisiton of HIV.

Untreated HIV infection predictably leads to tHeterioration ofthe bodyOs immune stem
allowing potentiallyfatal infectionsand cancersto prevail In the early1990s, one British
Columbian was dying of AIDS almost every daylowever,the advent of lifesaving highly
active antiretroviral therapy (HAART) in 1996 has since reduced AHl&ed morbidity and
mortality by more than 85% among those who engage in treatment. Developed in part by
researchers at the British Columbia CentreHgcellence in HIV/AIDS (BGCfE), HAART has
potentially added decades of healthy and productive life to those infected with HIV. In addition,
HIV-infected mothers who engage in appropriate care, including HAART, can expect to give
birth to uninfected newdrns that they are likely to nurture into adulthood. HAART has
transformed HIV/AIDS from a rapidly progressive fatal disease to a chronic, manageable
condition.

At this time, however, there are several issues that remain problematic. Among thosgageo en

in care, approximately half fail to do so in a timely manner. This delay in the initiation of
HAART leads to compromised health outcomes, including unnecessary morbidity, mortality and
hospitalization. The success diAART has creatednillusion that HIV/AIDS is easily treated.

The reality is thatlV is very unforgiving. The virus has tremendous ability to adapt teew

drug eavironments. It can mutate to become resistant to aristing regiment, leading to
treatment failureA very high levelof adherence to HAART is required to prevent drug resistance
and maximize longerm clinical benefit. This remains a major challenge in HIV/AIDS
management. Several factors contribute to this, including emergence of side effects and drug
toxicities, as wll as the presence of -toorbidities such as mental illness, addiction and co
infections such as Hepatitis C Virus (HCV) and tuberculosis.(TB)

A large number of HIVpositive British Columbiangail to engage in appropriate health care in a
timely positon. These include individuals who are unaware of their HIV infection because they
have not accessed HIV testintp 2009 there were an estimated 12,300 4tifécted individuals

in BC. Of these, approximately 3,500 were unaware of their infection. vhdanmany HI\
positive individuals, aware of their infection, failed to access HAART due to a variety of often
coexistentsocial, economic, cultural or mediaahallenges. A study by the BCIE found that
between 1997 and 2005, 408f6peoplewho died fom HIV-related causes in BC never accessed
HAART. As one HIVtinfected person candidiemarkedOItOs hard tworry about HIV therapy
when you have no roadver your headr food to eat.CExpanding HAART access to hato-
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reach individuals in clinical need an urgent ethical and moral imperativéisTwill require
novel health care strategies and equally important, enhanced occur to social support and services.

Every year, approximatel$50 new HIV infections are diagnosed in British Columbldis
highlights the need to strengthen and expand HIV prevention initiateescation and harm
reduction, includingcondom distribution and availability of clean needles remain the backbone of
HIV prevention. Technological breakthroughs in HIV preventsuch asa preventive vaccine,
topical microbicides, and preand posexposure prophylaxis remain areas of active research.
However, progress has been slow in this area.

There continues to be mounting scientific evidence, which demonstrates a strong linknbetwee
expanding access to HAART amneducing the transmission of HIVh brief, it is now clear that
HAART prevents HIV transmission froman infected mother to her newbor8imilarly, cohort
studies have shown that HAART can substantially decrease the ii#lk/ dfransmissiorwithin
seradiscordant couplegcouples where one partner is HIV positive and the other is HIV
negative) In addition, bllowing the introduction of HAART at the International AIDS Society
Conference held in Vancouver in 199@&iwan and Btish Columbia independently reported an
approximate 50%early decrease in new HIV infections between 1996 and 1999, with stable
trendsthrough2007. Both groups concluded that the initialootlof HAART programs in late

1996 was at least partially pmsible for the observed decrease in new HIV infections.

It is further anticipated that thedividual and public health benefits of expanded HAART access
will be substantially strengthened when combined waittexpansion ofoluntary coundeng and
tesing (VCT) programs, partner notification and prevention counseling or part of a
comprehensive combination prevention stratell\athematical models have shown that the
benefits associated with expanded access to HAARTease over time in proportion to the
numbers of persons treateBxpandedaccess to HAART will also require increasing investments
in outreach and support. However, this will generate significartsenstgs related to the health
benefits accrued by Hhhfected individuals in terms of desasing morbidity and hospitalization
and increasing a healthy and productive lifespan. Equally important, and largely unrecognized, is
the fact that expanded access to HAART will generate substantiedvandance related to the
prevention of new HIV ifections, which today are estimated to have a lifelong medical cost
between $250,000 and $750,000 per Hhfécted individual.

The BGCfE proposed that expanded use of HAART in BC would have a substantial beneficial
effect in decreasing AlD&lated hogitalization, morbidity and mortality among Hlivifected
individuals and decreasing new HIV infections among those at risk. Expanded use of HAART in
this context refers to increasing HAART coverage in the province to reach those in medical need
in a timely fashion. While initially regarded as controversial, this approach has now gathered
substantial support. Former US president Bill Clinton and former UN Ambassador for HIV/AIDS
in Africa Stephen Lewis have spoken strongly in favour of this approach. -1héskdl
investigations have independently validated this strategyLaneetpaper (November 2008) and
UNAIDS has called for the immediate expansion of HAART under their Treatment 2.0 initiative,
based on the work of the BCIE.
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We are encouraged that the€ R.iberal government supports expanded access to the HAART
concept and has provided $48 million (February, 2009) over four years for a pilot project in
VancouverOs Downtown Eastside (DTES) and in Prince George. The funding has been allocated
to VancouverCoastal Health (VCH), Provincial Health Services Authority (PHSA), Providence
Health Care (PHC), Northern Health (NH) and the BIE.

Every new HIV infection today should be regardedaasystemicfailure, translating into
unneeded personal sufferinggtential vehicle for further spread of the virus and an unnecessary
long-term burden on an already strained health care systerght of current advances in
laboratory science, epidemiology, clinical research, care and education in HIV/AIDS,G#EBC

has developed a renewed mission and vision for 2009 to 2014 centered around the theme of
expanding HAART coverage to stop HIV/AIDS in BC. In the course of the coming five years,
the BGCfE looks forward to continuing to apply evideHds@#sed programmaticnd research
strategies to improve the health of all British Columbians living with HIV. In doing so, the BC
CfE will continue to provide national and international leadership in the fight against HIV/AIDS.

Julio S. G. Montaner, MD, DStion), FRCPC, FCCP, FACP, FRSC

Professor of Medicine, Chair RIDS Research and Head Dfvision of AIDS, University of
British Columbia;

Director, BC Centre for Excellenae HIV/AIDS, St. Paul's HospitaRrovidence Healthcare;
Founding National G®irector, CIHR Canadian HIV Trials Network;

PastPresident, International AIDSociety
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EXECUTIVE SUMMARY

Background

TheHIV/AIDS epidemiccontinues to grow internationallinfecting an evegrowing number of
people, including approximately 350 British Columbianshegear. The British Columbia
Centre for Excellence in HIV/AIDS (BCfE) is committed to improving the health of all HIV
positive British Columbians through the development and dissemination of comprehensive
research and treatment programs for HIV andateel diseases. Since the B@CfEQOs
establishment in 1992he BGCfE has grown to become avorld leader incuttingedge
HIV/AIDS research. Ouinternationally recognized team of inaisciplinary professionals is
unique in North America for its integratioof treatment, education, research, and the
procurement and distribution of liaving antiretroviral medicationgn the 1990s, BECTE
researchers were at the forefront of the effort to establish Highly Active Antiretroviral Therapy
(HAART) as the intemational standard of careRecently, the BE&CfE has undertaken an
ambitious program to dramatically reduce HIV transmission by expanding HAART access to all
clinically eligible individuals in British Columbia. Through these initiatives the-BE
contintes to be a provincial, national, and international leader in the fight against HIV/AIDS.

Purpose of Strategic Plan

The BC-CfE, a provincial program based at St. PaulOs Ho¢pRad), Providence Health Care
(PHC) and affiliated with the University ofrlish Columbia (UBC)has developed thistrategic
plan to guide our efforts over the next five yearsvasstrive to meet the evolving challenges
posed by the HIV/AIDS epidemic.

BC-CfE Vision, Mission, Mandate and Values

The BGCfEQg/ision s to stopHIV/AIDS. The BC-CfEOMissionis to develop, implement and
disseminate novel evident@ased strategies of national and international relevance aimed to stop
HIV/AIDS. Our Mandateis to improve the health of HPgositiveBritish Columbiansto monitor

the health and cost impacts of HIV/AIDS, and to strengthen health care capacity to manage
HIV/AIDS as well as to contribute to the overall good of decreasing new HIV infections. The BC
CfE continues to uphold id¢aluesof excellence, integrity, collaboratioand respect.

Uniqueness of BCCfE
The BGCfE has three key features that make it unique in North America:

I Clinical and research structure: the -BE manages the procurement and distribution of
antiretroviral (ARV) drugs; monitors clinical, laboratoryda epidemiological impacts of
highly active antiretroviral therapy (HAART); and generates HIV/AIDS Therapeutic
Guidelines.

I Inter-professional teams: the BCIE has intedisciplinary health care professionals and
researchers. Working in close collaboratithe BGCfEOs clinical and research staff has
published more than 450 scientific manuscripts in{pegewed journals of high impact.
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I Cutting-edge technologies: the BCIE utilizes a range of innovative technologies including:
rapid 60second HIV testig, singledose daily HAART, phylogenetic clustering, resistance
testing, therapeutic drug monitoring, human genome safety screening, which were partially
developed by BE&CfE based researchers.

Corporate Structure and Management

BC-CfE reports directlyd the President and Chief Executive OfficfPHC, who in turn reports
to the PHCBoard of DirectorsWithin the BGCfE, the Operations Director and Directors of the
BC-CfEOs six Core Programs report to the Director of th€#C TheBC-CfE has several éy
supporting structures including:

I The BCGCfE Advisory Committee, which includes key stakeholders (health authorities,
community representatives, relevant agencies and representatives of the provincial
government), is mandated to advise the®E on phlosophy, policy and future directions in
HIV/AIDS

I Joint Funding Management Committee, which is responsible for reviewing the Drug
Treatment Program budget and operations on an ongoing basis

I Therapeutic Guidelines Committee, which forms recommendatiomdiriccal management
of HIV/AIDS by consensus

I Stakeholder®artnership Team, which assists Health Authorities and other key partners to
coordinate HIV/AIDS related activities in BC.

BC-CfE Core Programs

The BGCIE currently has six Core programs. Thaseude the fou original Gore Programs
Laboratory (1), Epidemiology and Population Health (2), Clinical Research Activities (3), and
Clinical Education and Training (4plus the Drug Treatment Program,(8nd the newly
established Addictions and Urbdtealth Research (6). Core programs are also involved in
National and International activities.

Seek and Treat for Optimal Prevention of HIV/AIDS (STOP HIV/AIDS)

The BC-CfE hasproposed an innovative, overarching hypothesis that expanding HAART access
to all clinically eligible individuals may reduce HIV transmission at the population level, thereby
decreasing HIV incidence and prevalence. The continued support of the provincial government
and in collaboration with provincial stakeholders, the &€ will lead, monitor and evaluate a
staggered expanded ralut of HAART in BC aimed specifically to decrease HIV/AIDS related
morbidity and mortality among those infected and HIV infections among those at risk.

Collaborations and Partnerships

The BCGCIE collabaates closely with Providence Health Care (PHC) including: the Research
Institute; Laboratory Services; Outreach Pharmacy; John Ruedy Immunodeficiency Clinic (IDC);
and Inpatient HIV/AIDS Care (3C). BGCIE also collaborates closely with UBC, BIDC,

Oak Tree Clinic, Health Authorities, MoH, MoHLS, First Nations, (eg. Union of BC Indian
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Chiefs and Representatives of First Nations Health CounciCH#Chas close collaboratives with
community based organizations and has a range of governmental, corbasedy private and
academic partners at the provincial, national and international levels.

Strategic Goals, Objectives and Activities
The BGCfE has developed three major strategic goals, with corresponding objectives and

activitiesthat it will pursue ovethe coming five years:

STRATEGIC GOAL 1:Improve the health of British Columbians with HIV through the
development and dissemination of comprehensive research and treatment programs for
HIV/AIDS and related diseases.

Objective 1: Expand HAARTaccessvithin the scope of the Therapeutic Guidelines

Objective 2: Maintain the BECfE Therapeutic Guidelines for the Management of HIV
andRelatedDiseases as state of the artlocument generated by an inter
professional panel of experts.

Objective 3: Dissemirate research findings to policy makers, practitioners, public health
professionals, Health Authorities community groups, HI\positive
individuals, researchers and the general public

Objective 4: Provide regular briefings and submissions&Smvernment
stkeholders and policy makers, bottowincial and national

STRATEGIC GOAL 2 Develop coseffective research and therapeutic protocols, and programs
for the treatment of HIV and related diseases.

Objective 1: Expand Research Laboratory capabilities iroleigy of drug resistance,
immunology, pharmacology, Human Genomics and bioinformatics

Objective 2: Develop tools and protocols to predict (and minimize) drug
resistance and adverse effects

Objective 3: Monitor clinical and epidemiological impacts of HMDS and related
diseases in BC

Objective 4: Develop a health economics initiative within t€-CfE

Objective 5: Develop a health policy initiative within tH&C-CfE

Objective 6: Implement a Knowledge Translation Initiative within the-8fE

STRATEGICGOAL 3. Enhance capacity to deliver HIV/AIDS education and training to health
and human service professionals.

Objective 1: Initiate and collaborate on the development and implementation of
educational initiatives for the health and human service iofess

Objective 2: Support health and human service professionals in the delivery of treatment
and care at all stages of HIV disease

Objective 3: Strengthen linkages with universities and other acadersiitutions
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Performance Indicators

Performane indicators have been developed (see Section 10) to monitor and evaluate the
effectiveness of BEFE efforts to achievéhe abovementionedStrategic Goals, Objectives and
corresponding activities.
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1. BACKGROUND

History of HIV/AIDS in BC

HIV/AIDS is projected to become the thitelading cause of death globally by the year 2020. An
estimated 33.4 million people worldwide were living with HIV at the end of 2008. Latest
estimates from Canada (end 2008) indicate #piroximately 65,000Canadians are NI
positive It is estimated that one third of all Hipbsitive Canadians remain unaware of their
infection. HIV/AIDS prevalence is particularly pronounced in British Columbia (B&jough

BC has only 13% of CanadaOs population, it is home to 20% ofaiadi//AIDS cases. In 2009
there were an estimatd@®,300 HI\tpositive people living in the provinc&he number of new

HIV infections continues to be highest among men who have sex with men (MSM) (45%),
followed by injection drug users (IDUs) (19%), ameterosexual/neendemic contacts (21%n
addition to MSM and IDUs, groups that remain vulnerable to acquiring HIV/AIDS include:
Aboriginals, women, female street workers, stigeblved youth, incarcerated persons,
immigrants from HIVendemic countrieand individuals infected with Hepatitis C Virus (HCV).
Risk factors for acquiring HIV/AIDS among these groups include mental illness, addiction and
poor socieeconomic status. Additional unknown or emerging vulnerable groups include migrant
workers and unersity students (see Appendix).

The vast majority of HIWositive British Columbians live in the Vancouver Coastal Health
Authority region (VCHA). The situation isparticularly severe in VancouverOs Downtown
Easside (DTES). The DTES has the lowest ioaal life expectancy and the highest HIV
prevalence in the Western world, reaching 30% among .\0Wes United Nations Population
Fund drew attention to the HIXIDS crisis in VancouverOs DTES in its 2007 State of the
WorldOs Population Report, where ipeasizedhatHIV prevalencen the DTESis as high as in
Botswana, one of the countries hardest hit by HIV worldwide.

History of BC-CfE

When theHIV epidemic emergedin the early 198QsSt. PaulOs HospitéSPH) in British
Columbia responded by bringjrtogether a group of committed health caprefessionals, who
formed the AIDS @re Team, led by Dr. A. McLeod under tleadership of Dr. John Ruedy,
Chairman of the Deptment of Medicine. The Immunodeficiency Clinic (IDC) was established as

a specialtyclinic for HIV-positive patients in 1986, and in 1987 Dr. Julio Montaner became the
Director of the IDC as well as the Director of the newly established AIDS Research Program
within the Dertment of Medicine.

In 1992, theBC Ministry of Health (MoH) esblished the BC Centre for Excellence in
HIV/AIDS (BC-CfE), which has since maintained a very close collaboration with the HIV/AIDS
Program at St. PaulOs Hospital, now part of Providence Hesak(PHC) (See Section 5 for
Corporate Structure and Managen)e The BC-CfE is aprovincial agency charged with the
responsibility to define, implement, evaluate and enhance the necessary treatment programs to
improve and prolong the lives of HiMfected British Columbians. Dr. Michael OOShaughnessy
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was theFounding Director of theBC-CfE and remained as such until his retirement in September
2003. Dr. Julio Montaner, formerly the BTfE Director of Clinical Activities, was confirmed as
his successan September 2005, following an open national search.

BC-CfE Achievements

In 1992 the BGCIE established the firgtrovincial HIV/AIDS TherapeuticGuidelines,
which it continues to review and update quarterly. ke ghme yearthe BC-CfE also
developed the Management of Accidental Exposures Guidelines, which ftmédsis

of the international CD@&tlanta Guidelines.

In 1994, it established an HIV/AIDS nursing course at the University of British Columbia
School of Nursing

In 1996, the BA&CTE unveiled the results of the INCAS trial, demonstrating for the first
time ever that triple drug therapy could suppress viral replication and put HIV in-a long
term remission

In 1996,the BC-CfE played a key role in organizing the International AIDS Conference in
Vancouver. Furthermore, BCfE investigators played a centredle in establishing
Highly Active Antiretroviral Therapy (HAART) as the new international standard of care.
In 1996,the BC-CfE introduced viral load testing to monitor HIV disease progression and
response to HAART

In 1997,the BC-CfE pioneered the usd quantitativgpolymerase chain reacti¢RCR)as

a primary outcome measure in clinical settings, and developed clinical strategies for
multiple drug rescue therapy fortmts failing conventional therapies. During the same
year, it also developed amtérprofessional course in HIV/AIDS prevention treatment and
care through the College of Health Disciplines at UBBe BGCIE first to report that
nonnucleoside reverse transcriptase inhibitor (NNRJ¥d$ed triple combination HAART
efficiently reducesndividual morbidity and mortality.

In 1998,the BC-CfE became the first program in North America to offer drug resistance
monitoring in Canada

In 200Q the BGCfE becamehe first program in North America to offer therapeutic drug
monitoring.

In 2003,the BC-CfE redesigned théDC and introduced a new model of care based on
chronic disease management.

In 2004, it introduced #hBiojector , a needldree injection devie to deliver the first of a
new class of ARVs.

In 2006, the BECTE introduced humaleukocyte antigen (HLA) testing for prediction of
abacavir hypersensitivity reactions.

In 2006, the BC-CfE introduced the concept of expanded access to Highly Active
Antiretroviral Therapy (HAART) to reduce HIV incidence and prevalence at the
population ével, whichserved as the basis for the STOP HIV/AIDS initiative in BC

In 2007, the BE&CfE introduces Human Leukocyte Antigen (HLA) testing, a human
genetic test to avert potentially litareatening hypersensitivity reactions to abacavir, an
antiretrovral agent and

The BGCfEOs research lab introduces widespread human pharmacogenetic testing for
treatment side effects into routine clinical practice.
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I The interprofessional HIV/AIDS elective offered through the College of Health
Disciplines, University b British Columbia celebrates its 10th anniversary.
Approximately 250 students have completed the course.

I The Centre initiates a large cohort study of Hidsitive injection drug users (IDUSs) in
the Downtown Eastside aimed at addressing barriers to d#thtent among IDUs.

I The first Canadian Division of AIDS is established within the Department of Medicine at
UBC, headed by Dr. Montaner and based at theCHE

I In 2008, Dr. Julio Montaner is appointed president of the International AIDS Society in
Mexico City for the term of 2002010.

I The Urban Health Research Initiative starts an Urban Health Elective for UBC medical
students.

I In 2009, WHO publishes an article in The Lancet that supports th€fBOs call for
universal voluntary HIV testing with immde&te antiretroviral therapy as a strategy for
elimination of HIV transmission.

I The International AIDS Society second annual global summit, a groundbreaking event of
international significance, is hosted by the-B€@ and partner organizations.

I Premier Godon Campbell announces a commitment to a pilot project that will expand
access to HIV and AIDS drugs to the streeblved populations in downtown Prince
George and VancouverOs Downtown Eastside.

I The BCGCI{E released the Drug Situation in Vancouver repbhis report compiled more
than 10 years of prospective data from the VIDUS, ACCESS, and ARYS cohort studies
on drug use trends, drug availability, HIV rates and mortality rates among people who use
drugs in the Vancouver area.

I In 2010, the B.C. Ministeof Health Services, Kevin Falcon, announced a-f@ar, $48
million pilot called Seek and Treat to expand access to those individuals medically eligible
treatment and care among hd&odeach populations, including sex trade workers,
injection drug usex, men who have sex with men, in VancouverOs Downtown Eastside
and Prince George. Seek and Treat, a grduedking strategy pioneered by the-B(E,
aims to engage people into appropriate care, including HIV testing and highly active
antiretroviral therap (HAART).

I The BCGCfE partners with LifeSciences British Columbia and UBC to host a global
summit on HIV/AIDS. The event titledhe Impact of Science & Innovation in the
Evolving Global Health Paradigm: HIV and AIDSA Challenge of Olympic Proportion
brings together world leaders in HIV research, health, innovation and policy to share new
and compelling perspectives on the challenges under a shifting global health paradigm.

I The BGCfE and the ICSDP partner with the International AIDS Society to launch the
Vienna Declaration, the official declaration of AIDS 2010. The Vienna Declaration calls
upon governments around the world to implement and evaluate a so#asszk public
health approach to address harms stemming from illicit drug use. The declaratreesrece
widespread support, including endorsements by Nobel Laureates, former heads of state,
thousands of scientific experts, the cities of Toronto and Victoria, and five chief provincial
medical health officers in Canada.

I Dr. Montaner presides over the XVlinternational AIDS Conference (AIDS 2010) in
Vienna. A total of 193 countries were represented at the conference and approximately
20,000 people participated.
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I The lifesaving concept of Otreatment as prevenBatedeloped at the BCfE P provides
the bulding blocks for a radical new approach by UNAIDS to HIV treatment, dubbed
OTreatment 2.0.0 This approach aims to dramatically increase testing and treatment for
HIV using the best available diagnostic tools and drugs. ACBE study, published in
The Larcet and released at AIDS 2010 in Vienna, shows the introduction of highly active
antiretroviral therapy (HAART) for HIV patients has halved the number of new HIV
diagnoses in B.C. since 1996. UNAIDS cites the study findings as evidence supporting
their pus for Treatment 2.0.
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2. PURPOSE OF THE STRATEGIC PLAN

This document is &trategicPlan designed to guidthe BC-CfEOQsresponse to the HIMAIDS
epidemic. It is recognized that no single sectoyernmentor organization is byitself
responsible for addressing the HAIDS epidemic. It is envisaged that thdrovincial
GovernmentHealthAuthorities, community HIV/AIDS organizations and other stakeholders will
use this document as the basis for understanding the role of #@$EB@ moving towardlteir
shared goal: to STOP HIV/AIDS in BC

The BGCIE Strategic Plan for 2062014 ha been developedhrough formal and informal
consultations with multiple stakeholdergncluding HIV/AIDS community organizations,
ProvincialGovernnent, Health Authoritieseducational institutes, hospital administration, outside
consultants, research institutions and-GfE staff.
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3.

BC-CfE VISION, MISSION, MANDATE & VALUES

Our Vision

To stop HIV/AIDS in the province by optimizing Highly Activenfiretroviral Therapy
coverage among medically eligible Hpositive British Columbians.

Our Mission

To develop, implement and disseminate novel evid&ased strategiesf national and
international relevance used to STOP HIV/AIDS.

Our Mandate

To improve the health of British Columbians with HIV through the development and
dissemination of comprehensive research and treatment programs for HIV/AIDS and
related conditions

To monitor the evolving impact of HIV/AIDS on@

To develop coseffective progrens

To develop educational programs to expand and support health care profedsionals
involvement in HIV/AIDS management

To contribute to the overall goal of decreasing new HIV infections

Our Values

Excellence
We will meet the highest evidentased profesonal standards

Integrity
We are committed to intellectual honesty and responsibility

Collaboration
We will promote mentorship and collaboratigursvincialy, nationally and
internationally

Respect
We will promote respect for the rights of indiuals and organizations
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4, UNIQUENESS OF THE BC-CfE

Clinical and research structure

The BGCIE is unique in North America for its populatitevel understanding of HIV patients
receiving HAART. Unlike other organizations across Canada and interngtiohal may be
responsible for providing drugs only, treatment only, or research only, théfBCoordinates

the procurement and distribution of antiretrovi@@RV) medicationghroughout the province. It
registers detailed clinical, laboratory and dgnaphic information on all individuals receiving
HAART into its Drug Treatment Program (DTP) database, and is thus able to monitor and
research a variety of treatment outcomes. TheCBEDs combined clinical, laboratory and
epidemiological research struntuallows it to translate research findings directly into clinical
Obest practiceThis is done through its HIV/AIDS Therapeutic Guidelines document, which is
disseminated and used throughout the province by physicians and otherchealfitoviders
treding HIV patients.

Inter-professional teams

The BGCfEOs model is unique due to iitter-professionalnature Collaborating with PHC,
comprehensive HIV/AIDS treatment and care is provided by a team of speciahysidiars,
nurses, social workers, tma reduction specialists, scientistisd counselors. Meanwhile, research
is designed and implemented by teams of physicigndemiologsts, statisticians, scientists,
laboratory technicianshealth economists, anthropologists and potitgkers. Together,these
clinicians and researchers have collaboratively publishe@ thamd50 peetreviewed articles in
national and international journals of high impaahd have trained more than 100 MasterOs,
Ph.D., and postdoctoral studentsThrough collaboration ith UBC, more than 300 health and
human services students havenptetedcourses in HIV/AIDS preventigrireatmentand care.

Cutting-edge technologies

The BC-CfE continually seeks to push the boundaries of HIV/AIDS research by leading
innovative technalgies in HIV/AIDS testing, treatment and cahe.the coming years, it will
employ a novefkapid 60second irvitro HIV test for case finding and evaluate a no\gi3
assay to determine recent semmversion It will routinely sequene new HIV-positive ests for
phylogenetic clustering to identify virus straitisculating in BC track viral clusters, andentify
transmission patternThe BGCfE conductsroutine genotypic resistance testing to determine
appropriate drug regimen®r patients. Where clically appropriate, it provide®ncedaily
singledose therapyo reduce patientsO pill burden and increase their treatment adherence. The
BC-CfE in collaboration with PHC hadevelopedan HIV/AIDS patient registry andh clinical

flow care sheet with embded clinical practice guideline® monitor individual patient and
population care The BC-CfEOs use of thesettingedge technologies gisdt a competitive
advantage nationally and internationally
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5. CORPORATE STRUCTURE AND MANAGEMENT

CorporateStructure
Quality and
Safety
Assistant Director BC-CfE Director
Thera peutic
Guidelines
Committee
. Epidemiology Clinical Educa-
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Dru.g Treatment
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Addictions and
Urban Health
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Narional and International External Partners

T

T

Gender and Sexual Health Initiatives

BC-CfE Supporting Committees

BC-CfE Advisory Committee

The original Steering Committee was-sstablished ashe BCCfE Advisory Committee The
Committee is mandated to advise the-8fE on philosophy, policy and futurdirections in
HIV/AIDS. The Chair of the committee is the President and Chief Executive Officer (CEO) of
PHC. Members of the Committee include representatives from theCfBC all Health
Authorities, Government, HIV/AIDS community organizations, and hakpdministrations. The
Advisory Committee will contribute to the overall strategic direction, receive financial reports and
performance data, and will advise on implementation of the strategic plan. The Committee meets

three times a year or at the calltbé Chair.
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Joint Funding Management Committee

The purpose of this Committee is to review theug Treatment ProgramD{TP) budget,
determine its adequacy, monitor financial operations, advise Pharmacare of potential pressures
and to make recommendatioffie Committee has representatives from®&€, PHC, MoHLS

and Pharmacare (MoH).

Therapeutic Guidelines Committee

The BGCfE HIV/AIDS Therapeutic Guidelines Committee plays a key role in theCBEs
ongoing commitment to bring forward the most currembrimation and research regarding best
practices for treating HIV/AIDS. The Therapeutic Guidelialsw physicians throughout the
province to become more actively involved in all aspects of prescribing and monitoriitj\anti
drug treatment regimens fdrdir patients.

The Guidelines are formed by consensus among Therapeutic Guidelines Committee members.
This information represents the Committee's interpretation of current treatment of HIV/AIDS and
related conditions. The Guidelines are reviewed qugrgertl revisions are mailed to physicians
throughout the province. The Guidelines are the basis of treatment strategies, the results of which
are constantly monitored by studying clinical and virological outcomes of all treated HIV patients
in the provinceThese outcome studies contribute to the findings, which then are used to generate
further revisions. As HAART expansion develops, the committee will be in a unique position to
monitor and react to changes in the HIV disease burden and make changeGuaétees as
needed.

STOP HIV/AIDS Pilot Project Steering Committee
This committee will support the pilot project goals to develop an HIV/AIDS improvement
methodology to enhance safety and quality of HIV/AIDS care in the two pilot locations,
Downtown Eatside (DTES) and Prince George, and evaluate the impact of the expansion of
HAART in BC with regard to:

¥ HIV/AIDS related morbidity and mortality and

¥ HIV transmission

This Committee comprised of senior MoH, MoHL&S and Health Authorities will provide
straegic visioning and priority setting and will support the STOP HIV/AIDS Pilot Project
Leadership Committee.

STOP HIV/AIDS Pilot Project Leadership Committee

This newly established team wortlesely with Health Authoritieand their partners at a system
wide, organizational and program level to facilitate their provision of accessible, effective and
high quality HIV/AIDS care and treatment services. Emphasis is placed on engaging medically
eligible persons on HAART
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Management

Administration and @erations

The overall role ofBC-CfEQs administration and operations is to manage thé¢o-day
operations, strategic planning and analysis, community partnering development, communications,
HR coordination, financial management and fundraisifige BC-CfEQs administration and
operations department consists of a director, accountaritgmation technologysupport,
communications personnel, HR coordinator, contract consultants (e.g. medgo\erdment
liaison) and a support person. Responsibilitietude:

0 Liaise with provincial government
Negotiae Pharmacare budget withoH
Consult and lise with community leaders and Health Authorities
Deliver effective communication strategies
Oversee and monitalay-to-day operations
Oversee contractual agreams
Negotiae staff salaries
Manage lmman resource activitieandpayroll/personnel development
Provide nformation technology support

OO0 O0OO0OO0OO0OO0O0

Funding

Core funding for the BE&fE is provided by the BC Ministry of Heal(tMoH). This represents
$3.05 million pe year that flows from th&oH, through theéProvincialHealth Services Authority
(PHSA) via PHC to thé8C-CfE. At the creation of th&C-CfE there were approximately 24
staff. Today ve havemore than100 staff members. While thBC-CfEOQs workload and outpu
have increased dramatically since 1992, the poseincial funding has not changed since 1992.
The expansion of the BCfE programs has been largely subsidized by grants from private
donors, industry, and funding agencieshe BC-CfE aims to correcthis, and discussions are
already underway with the MoH to develop a sustainabletemmg funding strategy.

The DTP is a separate program of B@ CfE funded directly by Pharmacafd@H) and not out

of the BGCfE® operational budget. This program wakled shortly after th&C-CfE was
established. Of note, the funding for this program is not automatic; rather -riegogated on an
annual basis. Currently, Pharmacare funding for the DTP consists of 90.4% for drug treatment
and 9.6% for administratessupport. Thé8C-CfE currently aims to secure a prorated overhead

for this program from Pharmacare. The administrative support of the DTP is also open for annual
negotiation as part of the funding negotiations of the DTP. The DTP has shown a consistent
amual increase, and over the past five years the program has grown 19% annually, largely as a
result of new patients commencing HAART amal a lesser extentlue to the in@ased cost of

(new) drugs. Th&®TP will continue © grow, especially as the BCfE expands HAART access

as part of the STOP HIV/AIDS Research Program. Ploises sustainability issues for tR€-

CfE. The key challenge for tH&C-CfE in this area relates to the open nature of the DTP mandate
against the tight fiscal nature of the fundiadocation, particularly as it relates to the
administrative/personnel support funding of the DTP.
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With regard toBC-CfE personnel support, it is imparit to highlight that theBC-CfE has no

tenured positions at UBC, nor is there salary suppoB@CIE researchers or professional staff

from PHC. As a result thBC-CfE hasprivatelyfundraisedo establish five endowments at SPH.

Four of these will be issued at UBC and one at SFU. Of note, these endowments only generate a
fraction of the actual salaand benefits required to retain a senior faculty member. This creates a
serious sustainability challenge as well as detracting fromBReCfEOs ability to conduct
external recruitment in a highly competitive environment. The@E aimes to connect this

enhance its ability to attract and retain highly qualified personnel. The endowments established
by theBC-CfE include:

I AIDS ResearclChair at UBC/PHC

I Health Outcomes in HIV/AIDS Professorship at UBC/PHC
I HIV Virology Professorship at UBC/PHC

I LEEF Addition Medicine Chair at UBC/PHC

I HIV Chair at SFU/PHC (under negotiation)
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6. BC-CfE CORE PROGRAMS

Laboratory Program

The Laboratory consists of a director, laboratory managkoratory assistantsesearch
associateand gaduatestudentslts responsibilities include:

! Conduct lasic and applied reseéarc

! Conduct genotypi#llV drug resistance testing

! Conduct therapeuticrdg level monitoring for antiretroviral drugs

! Provide support to BCfE clinical trials and ahortstudies

The BC-CfEOs Laboratorgonducts basic translational research andrdinates some of the
worldOs largest cohort studies examining human and virus variability. Milestone research by the
Laboratory focuses on theredictors of HIV drug resistance and itachondrial toxicity,
determinant®f human genetics on disease progression. It has conducted novel research on HIV
envelog variation and tropism, and also on the influence of the human immune system on the
virus. TheBC-CfEOs Research Laboratory fosuse developing tools with clinical applications.
These include techniques for monitoring the side effects and degree of adherence to medications,
the early diagnosis of HIV infection, as well as tracking variations in the HIV and human
genomes, which arassociad with response to HIV theragnd virus pathogenicifyand other

human and viral markers.

The BGCfE Laboratory is araccredited clinical service laboratory. It performs approximately
two-thirds of CanadaOs clinical HIV drug resistance testgjving samples from all provinces
(except Quebec). Some clinical services by the-BE Laboratory that have been
commercialized include testing for HIV drug resistance and plasma drug levels for HIV protease
inhibitors and NNRTIs, which have been eallout in Canada and the rest of the world. BGe

CfE Laboratory has also commercialized testing for resistance to enfuvirtide (Fuzeon™) and is
developing tests for pharmacogenetic testing and HIV integrase inhibitor resistance tests.

The BC-CfE Laborabry has received peeeviewed funding for several studies from the
Canadian Institutes of Health Research, Michael Smith Health Research Foundation, and the
Ontario HIV Treatment Network. Nel testing applications in tH8C-CfE Laboratory continue

to provide testing support for Phase Il clinical trials for pharmaceutical industry tridsof

2009, ithas publishe@pproximately 20(apers in peereviewed journals of high impact and
performedmore tharB80,000clinical service test

In concordance \h the STOP HIV/AIDS Research Program, the-BfE Laboratory plans to
increase its laboratory research space and continue to recrugtainghostdoctoral or neapost
doctoral researchers in immunology, pharmacology, resistance testing and/or
bioinformatics/biostatistics.
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Epidemiology and Population HealtRrogram

The Epidemiology and Population Healthrdgram consists of director, epidemiologists
statisticians, ethnographer, data managdesa analysthurses, research assistargsaduate
students and support staffits responsibilities include:

I Monitor HIV infection in highrisk populations through existing cohorts

I Initiate new studies that investigate the origins and determinants of harmful substance use in
vulnerable groups

I Conduct evaluadns of health services for higisk populations

I Participate irprovincialdrug monitoring exercises

I Train new researchers and support existing research groups by providing expert statistical
and methodological support

I Seekprovincial national and inteational funding

The Epidemiology and Population Healtto§am emerged early in tH&C-CfEQs history with

the goal of monitoring the HIV epidemic among selected vulnerable populations. Early work
focused on tracking HIV infection betweemen who have sewith men (MSM)andinjection

drug users (IDUs)As well, since this timeBC-CfE researchers identified risks for HIV infection

and also monitored access to and outcomes from HIV treatment. This work has historically been
supported through peeeviewed gants from various funders includinthe United States
National Institutes of Health and the Canadian Institutes of H&&ith BGCfEOs Epidemiology

and Public Health Department also manages a variety of research cohorts, including:

! Drug Treatment Progna Cohortis an open prospective cohort of individuals receiving
HAART through the BE&CfEQs DTP

! HAART Observational Medical Evaluation and Research (HOMER& retrospective
cohort of HIV-positive individuals receiving HAART in BC, ongoing from 1996

! Longitudinal Investigations into Supportive and Ancillary (LISA) Health Services C@hort
a prospective cohort of HRgositive individuals on HAART in BC, ongoing from 2007.

! Canadian Observational Cohort (CANO® an open prospective cohort of individuals
receiving HAART throughout Canada since 2000

! VanGuard Studyis a retrospective cohort gfoung men who have sex with men in
Vancouver Lower Mainlandvhich recruited men from 1996 to 2003

! Vancouver Lymipaden@athy Study (VLAS}$ a retrospective cohort of mevho have sex
with men which recruited men from 1982 to 1998

The BGCfEOs Epidemiology and Public Health Department is engaged in the following research
collaborations:

I TheNorth American AIDS Cohort Collaboration on Research and De®SgpCCORD is
a open prospective cohort of individuals receiving HAART throughout North America

I Antiretroviral Therapy Cohort Collaboration (ARICC) is anh open prospective cohort of
individuals receiving HAART throughout North America and Europe
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Clinical Programs

The Clinical Programs conducts research within the context of clinical care at the Providence
Health Care Immune Deficiency Clinic (IDC) and at the HIV/AIDS Ward@)0both of which
are located at St. PaulOs Hospital. The Clinical Programs have thenfplesponsibilities:

Clinical Research

! Design and implement randomized controlled trials (RCTd)e Clinical Research
Program has participated in large international trials of investigational ARV drugs,
including the protease inhibitors tipranavir andruhavir, the nomucleoside reverse
transcriptase inhibitor etravirine, the CCR5 receptor antagonist maraviroc, and the
integrase inhibitor raltegravir

! Develop strategies for optimizing the use of investigational and newly available
antiretrovirals In 2005, the Clinical Research Program pioneered the use of a novel gas
powered injection system for the subcutaneous administration of the HIV fusion inhibitor
enfuvirtide, leading to the recommendation of this mode of administration in international
therapeut guidelines

! Examine pharmacokinetics of ARV drugbhe Clinical Research Program continues to
work in concert with the research laboratory to study the complex issues of
pharmacokinetic interactions among antiretrovirals and between antiretroviralso-and ¢
administered drugs

! Study treatment and complications of HCV and HBMrdections

! Undertake observational studies of Hi®ated immune reconstitution syndromes

! Surveillance of side effects and toxicities of investigational and newly available
antiretrovirals: The Clinical Research Program was one of the first groups to recognize the
potential for significant renal toxicity with tenofovir and the risk factors associated with
this toxicity

Therapeutic Guidelines

The BC HIV/AIDS Therapeutic Guidelines apart of the BE&CfEOs ongoing commitment to
bringing forward the most current information and research regarding best practices for treating
HIV/AIDS. Therapeutic Guidelines allow physicians throughout the province to become more
actively involved in allaspects of prescribing and monitoring a#li/ drug treatment regimens

for their patients.

The guidelines are a consensus of the®EOs Therapeutic Guidelines Committee, which is
made up of physicians, pharmacists, virologists, health service ressardoenmunity
representatives and economists. This information represents the committee's interpretation of
current treatment of HIV/AIDS and related conditions. The guidelines are reviewed quarterly and
revisions are mailed to physicians throughout tloeipce.

Clinical Consultants

The clinical program works closely with PHC staff who are retained by thR€fBGs clinical
consultants on a part time basis to enhance the clinical knowledge related to this and other care
programs within the B&TE.
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Clinical Education and TrainingProgram

The BC-CfE provides HIV/AIDS clinical education and training to health care professionals
throughout BGand from ¢her parts of Canada and abraaat

! Academicundergraduate and graduate les@lirses

! Continuing educabin courses

! Onsite training / refresher courses

! Resource centre for health care organizations / professionals

! HIV/AIDS physician preceptorship tite BGCfE andiImmune Deficiency Clinic PC)
! Educational events (e.g. rounds, HIV biannual update, physscsapport)

Owing to the complexity of HIV care, ti&C-CfE has developed programs to educate health care

professionals in the treatment of HIV patients. Education is essential to improving treatment and

care of HIV patients. ThBC-CfEOQ®rofessional HIVAIDS educatiorbased activities include:

HIV/AIDS Nursing Elective
The BGCIE coordinates amundergraduate course in HIV/AID@N410M), which is
offeredin-class and online at the University British ColumbiaOSchool of Nursing
The elective is available to senigBC nursing students and nurses practicing in HIV
care acrosBC.

Inter-professional Elective in HIV/AIDS Prevention and Care
The BGCfE coordinates amndergraduate course kiIV/AIDS at UBC's College of
Health Disciplines(IHHS 402) which is open tostudents in medicine, nursing,
pharmacy, social work and nutrition.

Inter-disciplinary HIV/AIDS Health Sciences Elective
The BC-CfE coordinates a graduate course in HIV/AIDS at the Faculty of Health
Sciences at Simon Fraser Univers{tySCI 471), whichis open to intedisciplinary
students enrolled in graduate studies.

AIDS Care Rounds
The BGCfE provides arke lecturetwice a monthat St. PaulOs Hospjtavhich is
directed toward health care professionals treating and manddiglDS patients The
roundsare uploaded and available B&-CfEOs website.

ABC Educational Program
This is a basic HIV/AIDS educational progrdon health care professionals and the
community that travels across the province. The program is coordinated in collaboration
with the BC Persons with AIDS Society (BCPWA).
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Educational Sessions
The BC-CfE conducts educational outreachnarsing schmls at colleges throughout
Vancouver Coastal and Vancouver Island Health Authorities. Educational sessions are
tailored to the needs of health care professionals and students.

Preceptorship Program at IDC (pgsaduate level)
The BC-CfE has developed aoptgraduate HIV/AIDS Preceptorship Program for
physicians and family practice residents. The program consists-afiant® rotation or
equivalent time at the IDC at SPH. Physicians participate in the primary care of HIV
patients in the IDC under the ditem of an experienced HIV physician and are exposed
to an interprofessional approach to the management of HIV/AIDS. Physicians spend half
of the time in the primary care clinic atite other half irelective HIV specialist clinics,
the outpatient pharmgcthe AIDS inpatient ward, research clinics, and teaching rounds

Treatment Algorithm
The BC-CfE has developed an HIV treatment algorithm to facilitate physiciansO clinical
decision making regarding ARV prescription, management of adverse events, drug
resistance and other clinical issues. This algorithm will complentieatBC-CfEOs
Therapeutic Guidelines amslaccessible to health care providers via the@@E website.

Web-based HIV/AIDS network & Hearning
In early 2006,the BC-CfE launched an intactive, webbased HIV/AIDS network for
physicians. The websitdlows physicians to pose difficuttases oguestions and receive
advice from virtual mentorgt promotes seltlirected learning by referring users to other
HIV-related web sitesThe BC-CfE proposes to expanthis webbased HIV/AIDS
network to other health care providers (e.g. nurses, pharmacists, psychologists, social
workers, and nutritionistspnd to include new intgrofessionaE-learning curricth and
specialized virtual mentors.

Inter-professional HIV/AIDS information CD
As a complement to its proposed expansion-tgaEning,the BC-CfE intends to develop
an interprofessionalHIV/AIDS information CD that can be distributed, on request, to
health care providers throughout BC. Tid® would include the B&LfE Therapeutic
Guidelines and information for pharmacists, nurses, social workers, nutrgisnand
psychologists

Newsletter
The BC-CfE disseminates epidemiological, laboratory and clinical research findings on a
monthly basisvia a newsletterf-orecast Its current readership of over 4,000 associates
includes: health care providers, medigpvernment stakeholders, pharmaceutical
companies, academic agencies and community groups.
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Drug Treatment Program (DTP)

The DTP was estéibhed in 1992 and hasprovincial mandate to distribut@RV drugs basedn
guidelines generated by the Therapeutic Guidelines Committee. dineni@ee is made up of
physicians, pharmacists, virologists, health service researchers and economisi$V/RiBS
Therapeutic Guidelinesare formed byconsensusby the BC-CfE Therapeutic Guidelines
Committee. This information represents theo@mittee's interpretation of current treatment of
HIV/AIDS and related conditions. THauidelines are reviewed quarterlydarevisions are mailed
to physicians throughout tipeovince.

The DTP is supportedinancially by Pharmacare, a division of the BC MoHBRVs are
distributed free of charge to Hipositive residents of BCAs of the end of 2009, 9,344 HIV
positive individuals had accessed ARVOs through theCEEDs DTPInformation from all
recipients is entered into a database, providing data for clinical and virological outcome studies of
patients receivingantiretrovirals These studies form the basis of further rewsido the
guidelines. The DTP database acts as a registry of ti#¥dting physicians in the province. The
BC-CfE also has acted as an Oearly warning systemO tgaalemimentf the trajectory of the
disease.

The BC-CfE employsperhaps the most innawee, integrated research and treatment model in
Canada and ranks among the best in the world. This model of management and delivery has
allowed residents of 8 who are HIV positive to have the fastest access to the best HIV care
possible. The program csists of a director, statisticians, data analysts, researchers, research
assistants, program managers, program assistants, data clerks and suppdespafhsibilities
include:input data related to the DTP, anayata from DTP, proviglinformation n relation to

the DTP to stakeholders @aregular bais, collaborag with operations to support development of
annual DTP budget and proeidtatistical information related to the DTP.

the DTP. It is responsible for collecting, evaluating, and analyzing reports of drug toxicity and

uses this information to understand and prevent-tlaged problemsAll drugs are tested for

safety before they are approved $ale in Canada; however, thejpnarketing clinical trials

cannot study enough patients to be able to detect adverse drug reactions that are rare, take a long
time to develop, or mainly affect particular groups of patients (e.g. women, seniors, oc specif
ethnic groups).

These toxicities are usually discovered after a drug is used in the general population.

Ongoing monitoring of adverse drug reactions is required to detect unexpected toxicities as soon
as possible, so health care providers and patant®e warned of new safety concerns.
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Addictions and Urban Health

The Addiction and Urban Health conducts populatased research on HIV/AIDS and related
diseases among urban populations and those suffering addiction. Currently this prograes includ
several funded cohort studies involving IDUs and stireatilved youth, an ethnography program
and health services evaluation studies, including:

I Vancouver Injection Drug User Study (VID®ES & Il) -VIDUS is a prospective cohort of
1,500 IDUs enrolld between 1996 and 2005. In 2005 the®fE split the VIDUS cohort in
two whereby all HI\\negative participants became part of a new prospective cohort called
VIDUS 1l and all HIV-positive participants became part of a separate open prospective
cohort caled ACCESS

I AIDS Care Cohort to Evaluate Access to Survival Services (ACBE®8s created in 2005
from the original VIDUS cohorand includesHIV-positive IDUs.In 2009 the cohort was
opened up to HIVpositive drug users

I Community Health and Safety Ewation (CHASE) CHASE is a retrospective cohort of
DTES residents and contains 3,850 individuals recruited between January 2003 and
December 2004

I MAKA - is an open prospective cohort of female sex workers in the DPWBEh was
originally recruited in 204

I At-Risk Youth Study (ARYE)an open prospective cohort of stremtolved HIV-negative
youth, which began recruitment in 2005

' Scientific Evaluation of the Safe Injection (SEQSIa closed cohort of IDUs who access
North AmericaOs only safer irjea facility, Insite

Gender and Sexual Health Initiative

Newly launched, the Gender and Sexual Health Initiative (GSHI) highlights the critical need to
address issues of gender and sexual health in the response to HIV. Globally, HIV is the leading
caug of mortality among women of reproductive age.

The Gender and Sexual Health Initiative brings together research collaborations to evaluate the
intersecting interpersonal, social, physical, and policy environments shaping sexual health,
HIV/STIs and accesto care among marginalized women and sex workers both locally and
internationally. The initiative bridges public health, policy, social epidemiology, and qualitative
research, and aims to move forward evidemaged and gendéocused HIV prevention,
treatment and care.
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The BGCIE took the lead in fundraising for the leaders@ipair in Addictions. TheBC-CfE
recognized the need to anchor the clinical addictions program at PHC by recruiting an addictions
specialist with a proven research track recditte money raised by tHBC-CfE along with a

single large donation made by a private donor to the foundation provided all the matching funds
for the leadership chair.
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1. SEEK AND TREAT FOR OPTIMAL PREVENTION OF
HIV/AIDS (STOP HIV/AIDS)

Impact of HAART onHIV Transmission

In the summer of 20Q@he BC-CfE published the results of a y&avorth of work in the area of

HIV prevention (Montaner JSGet al. The case for expanding access to highly active
antiretroviral therapy to curb the growth of the HIVdsnic. Lancet 2006868:53136). In brief,
following discussions with the Ministry of Heal(iMoH), it became apparent that the rate of
expansion of the Drug Treatment ProgrdP) was a source of conceirhe costeffectiveness

of HAART came under scruty. TheBC-CfE responded by conducting &xtensive review of

the clinical, epidemiological, and cost impacts of expanding HAART access, including a review
of data from its DTP linked to BCDC data.

The BC-CfE found a compelling body of research fronoward the worldthat, taken together,
showed that expanded HAART access could play an important role in reducing the transmission
of HIV in a regional population and at the same time reduce HIV/AE&ed morbidity and
mortality. Turningthen b its DTP,the BC-CfE found that for every dollar spent on HAART in

BC, two dollars in lifetime HIV therapy was averted. Specifically, in 20@8BC-CfE estimated

that $50M spent within the DTP averted $100M in lifetime therapy cost within BC.

These findings ledhe BC-CfE to examine what thpotential epidemiological and costpact

would be if HAART access were expandéd 100% of clinically eligible HIVpositive
individuals in BC Based on data from the DTte BC-CfE developed a sendgieterministic
dynamic moel that predicted expanded access to HAART to 75%, 90% and 100% of clinically
eligible British Columbians would prevent, respectiveB;108, 4776, and %01 new HIV
infections over 25 years. The same model also predicted that expanded HAART uptake would
avert between approximatelyS$ 762 million and US$ 2.1 billion in total lifetime direct
treatment costLima VD, et al. JID 2008)

This hypothetical construct motivated tB€-CfE to ralevelopits research agenda under the
theme of OExpanding HAART @urb the Growth of the HIV Epidemic®/hile continuing to
promote traditional HIV prevention strategiése BC-CfE proposes to expand HAART access to
decrease HIV/AIDSelated mortality in BC, and, secondarily, to evaluate the impact of such
expansion orthe number of new infectionsi[V incidencg in BC oversix years The latter will

be evaluated as part of an internationally innovative research program to Seek and Treat for
Optimal Prevention of HIV/AIDS (STOP HIV/AIDS), which has now received a US$ralion

Avant Garde Award from the US National Institute of Drug Abuse of the National Institutes of
Health.

In order to facilitate this evolution of the STOP HIV/AIDS initiativee BC-CfE, with the
support of the provincial government, has initiaedconcerted effort to increase HAART
coverage among those in medical need based on the most recent guidelines within BC, with the
special emphasis on engaging hardaeach individuals. The BC government approved a pilot
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project (2009) in VancouverOs DT&RI Prince George, with $48 million dollars of new funding
over four yearsThe funding has been allocated to Vancouver Coastal Health (VCH), Provincial
Health Services Authority (PHSA), Providence Health Care (PHC), Northern Health (NH) and
the BC Centrdor Excellence in HIV/AIDS (BGCfE). The Vancouver Coastal Heal&uthority

has developed a plan in which the number of HAAEGible HIV positive individuals taking
treatment would be increased by 50%. This approach was endorsed following a procead of br
consultations with stakeholdeiscluding community groups, physicians, health officials, social
service agencies and addiction specialiBte implementation of the STOP HIV/AIDS Program
requires close collaboration among governmental, communita@adkmic partners (See Section

8) in areas such as HIV testinghysician education, drug delivery, couinsg and outcomes
assessmentt is anticipated that the STOP HIV/AIDS Program will eventually be expanded to
other areas of BGjnder close monitang and evaluation by the BCIE.

Aims of the STOP HIV/AIDSInitiative

All of the Aimsfor the STOP HIV/AIDSepresent a natural extension of work already being
done bythe BGCfE.

Primary Aims
I Aim 1: To enhance HIV case finding in BC
I Aim 2: To inaease the number of H¥gositive people accessing care

I Aim 3: To increase the number of Hipbsitive people on HAART, consistent witie
TherapeuticGuidelines

I Aim 4: To monitor HIV/AIDS related morbidity and mortality and HIV incidence in BC

Secondsy Aims

I Aim 5: To monitor drug adherence, resistance, and adverse events
I Aim 6: To expand health care capacity to support HAART

I Aim 7: To monitor population impact, resource utilization and-effgctiveness
associated with expaimon of HAART access

I Aim 8: To model the potential impaodf further HAART expansion in BC
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8. COLLABORATIONS AND PARTNERSHIPS

Collaborations

PHGResearch Institute

St. PaulOs Hospital PHi8,a university teachinhospital affiliated withUBC. St. PaulOs PHC
establishd a PHCGResearch Institute in 2004 he vision of thePHGResearch Institutés to
improve the treatment and overall health of patients and resideRtsGaaind beyond through
relevant, ethical and inspired health research. This is fully consistent witho#is of theBC-

CfE. Research expertise includes laboratory, clinical, and epidemiological research in the fields of
HIV/AIDS, heart disease, renal disease, gasttestinal diseases, psychiatry, and geriatrics.
Adherence to PHC and UBC's research pediensures the quality of the research conducted.

PHGVirology Laboratory Services

Laboratories at PHC provide routine and specialized diagnostic services (including CD4 counts
and viral load testing) and consultation to many health providers withiarBiGhe Yukorwith

respect to HIV In addition to acute inpatient services, a significant portion of laboratory work
comes from outpatient clinics, physicians' offices, community clinics,-texrmg care, extended

care and rehabilitation centres. Linkagethwhe PHClaboratories ensure that tBE-CfE gains
realtime access to critical patient monitoring data.

PHGOutreach Pharmacy

The ambulatory pharmacyOs operation is progpasad and provides service to B@8-CfE as

well as the BC Transplant Socieapd BC Cancer Agency prograniéie bulk of the work carried

out in the pharmacy is for the HIV/AIDS program. The pharmacy acts as the central depot for
receiving and distributing ARVs throughout the proviritlee BGCfE funds selected HIV/AIDS
medicationsncluding ARVs, staff, courier and other costs associated witlBtBe&fE DTP.This
program is funded through a contract with Pharmacare.

To better meet the needs of patients throughout the province, a number of offsite pharmacies have
been establishei larger communities (Victoria, Nanaimo, Kelowna) and at specialty sites (BC
Childrer® Hospital and Womer@@ Hospital, Provincial Distribution Centre, Downtown
Community Health Clinic/VCH). All of the ofite pharmacies order bulk ARVs froBPHOs
ambulabry pharmacy and dispertséo patients in their geographical area. All copies of
prescriptions dispensed, as well as inventory counts, are couriered to the SPH pharmacy on a
weekly basis. SPH pharmacy technicians are responsible for ensuring that inveotos are
balanced and that all prescriptions are entered into the SPH pharmacy database.

The SPH pharmacy is responsible for maintaining-ad4, tolifree phone line for patients and

healthcare providers. Pharmacists provide information on a wadety of topics related to the
DTP andARVSs.
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In addition, theBC-CfE is responsible for the BBIV AccidentalExposureProgram, which
provides AR/s to eligible individuals througbut BC. The Guidelines for this program are the
responsibility of theBC-CfE Committee on Accidental Exposures. All follayp HIV accidental
exposure calls for the province are directed to the abwmioned 24our, tolHfree phone line

for patients and heakltare providers. Calls are received from emergency departments when
assessing an exposure and from family physicians and other-baadtiproviders after an
exposure has occurred.

ARVs are also dispensed directly from the SPH pharmacy to clients in one of three ways:
1. Clients who live close to SBHor who prefer to comeot SPH, book scheduled
appointments with a clinical pharmacist (Grade Il) to receive their ARVs
2. Patients at high risk for incomplete adherence receive their medications through a limited
number of outreach (community) pharmacies or clinics often in tandgm other
prescriptions (e.g. methadone)
3. Medication can be couriered directly to physicianOs offices, as required

PHGJohn Ruedy Immunodeficiency Clinic (IDC)

The IDC was established in the late 1980s in response to the AIDS epidemicthgivit e
effective ARV therapywas available at that time. The main focus of the clinic at that time was
management of opportunistic infections, palliative care and research. In 200BCAGé&E
conducted a needs assessment that indicated the need to redeslgncthe address emerging
health needs of the HRhfected population. In 2003, the IDC was redesigwét a new focus

to provide a broad range of primary and specialty HIV care services to address the identified
needs of individuals who did not recei@ppropriate ongoing care in other venues. BGeCfE,

in partnershipwith PHC and VCH, committed funding for the-design and expansion of
services, and in 2005 PHC assumed primary funding and operational responsibilities for the IDC.

The BC-CfE providesa significant subsidyo the IDC, including financial suppatd the Medical
Director, AssistantMedical Director and dinic Coordinator These BGCfE staff members
together provide the necessary clinical and administrative expertise to ensure ttye aoahli
efficiency of services delivered at tH2C. In addition, theBC-CfE provides financial support for

the provision of an oweall physician for patients seeking medical advice after clinic hours and
funding for the management of the IDC HIV primaryrecalatabase, the therapeutic drug
monitoring program, the anal dysphasia clinic, other specialty clinics, all of the clinical research
activities and the educational events for the IDC staff.

PHG Inpatient HIV/AIDS Care (14C)

The inpatient HIV Ward (1&€) was opened in February 1997 and was expanded from 17 to 20
beds in March 2006. During this nHyear period, there have been approximately 400 admissions
to the ward annually. Currently, approximately 70% of the patients admitted to the ward are
active or previousIDUs. The medical diagnoses accounting for hospitalizations include HIV
related opportunistic infections, malignancies, injectiong-userelated infections (e.g. cellulitis,
endocarditis, osteomyelitis), complications of chronic liver ds¢ag.HCV, HBV) and adverse
effects related to antiretroviral therapy. The ward provides a multidisciplinary service and has
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linkages with various other care facilities and support groups in the community. Various policies
and procedures have been depeldthatare specific for HIV/AIDS care. The ward has attracted
trainees from across the country at all levels of undergraduate and postgraduate training. It also
serves as a clinical site for students from the UBC HIV/AIDS nursingiraedprofessional
electives.

Partnerships

The BC-CfE has identified as a core value the importance of developing collaborative
partnerships and alliances that seek to achieve common, focused, attainable gda(-.CfEe
firmly believes that engaging in an open dialoguthvall partners where concepts of change,
challenge, risksharing and understanding a new way of doing business will increase our
collective chances of significantly reducing the transmission of HIV/AdD& improving care for
those living with HIV/AIDS

The BGCfE hascultivated numerous provincial, national and international partners including
governmental, communigased, academicand private organizationsaand other HIV/AIDS
stakeholders

Provincial

Government
I Fraser Health Authority
I Interior Heath Authority
I Northern Health Authority
I Provincial Health Services Authority
- BC Cancer Agency
- BC Centre for Disease Control
- BC WomenOQOs and ChildrenOs Hospital
- Oak Tree Clinic
I Vancouver Coastal Health Authority
- Downtown Community Health Centre
I Vancouver I&and Health Authority

Communitybased organizations

I AIDS Vancouver Society

- Keeping the Door Open

Asian Society for théntervention of AIDS (ASIA)

BC Persons With AIDS Society

BC Positive WomenOs Network/Society

Carnegie Hall Community Centre

Downtown Eatside Youth Activities Society (DEYAS)
Dr. Peter Centre

Healing Our Spirit, BC Aboriginal HIV/AIDS Society
Insite
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Pacific AIDS Network

Portland Hotel Society

Positive WomenOs Network

Red Road

Vancouver Native HealtBociety
WomenOs Information Safe Heus

Universities
I Simon Fraser University

I University of British Columbia

I University of Northern British Columbia
I University of Victoria

National

Universities
I McGill University

I McMaster University

I University of Calgary

I University of Montreal

I University ofToronto

I University of Western Ontario

International

Universities
I University of California San FranciscOSA

I University of CaliforniaSan Diegp USA

I Johrs Hopkins University USA

I Harvard University, USA

I London School of Hygiene and Tropical Medigitt
I Makarere University, Uganda

I University of Mbarara, Uganda

I Oswaldo Cruz Foundation (FIOCRUBrazil

I University of Witwatersrand, South Africa

I University of Buenos Aires, Argentina

International aid and policy agencies
I International AIDS Society (IAS)

I Joint United Nations Programme on HIV/AIDS (UNAIDS)
I World Health Organization
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0. STRATEGIC GOALS, OBJECTIVES & ACTIVITIES

Strategic Goal 1

Improve the health of British Columbians with HIV through the development, ongoing
monitoring, and disseminatiorf comprehensive research and treatment programs for HIV and
related diseases.

Objective 1
Expand HAART access within the scope of the Therapeutic Guidelines.
Activities
I Support BECDC initiatives to increase HIV testing apdrtner notification
I Promote rpid HIV testing (where appropriate)
I Support Health Authorities to increase capacity to provide HIV/AIDS care
I Optimize medical assessment and referral throughout PHCfBGnitiatives
I Develop new BACTE cohorts targeting specific populations
I Expand the DP to accommodate expansion of HAART
I Develop expertise in addiction treatment and treatment of mental illness
I Enhance clinical trial support
I Supporithe development of a@dlV vaccine and prevention trials

Objective 2
Maintain the BCCfE Therapeutic Guiglines for the Management of HIV and Related Diseases

as a state of the art document generated by argraérssional panel of experts.
Activities
I Review and revise Therapeutic Guidelines as per the terms of reference
I Disseminate changes to practitioshe

Objective 3
Disseminate research findings to policy makers, practitioners, public health professionals, Health

Authorities, community groups, HPgositive individualsresearchers and the general public.
Activities
I Publish research findings in pe@viewed journals and conferences
I Facilitate knowledge transfer by organizing lecture series, seminars, and updates
I Optimize the ge of existing knowledgé&ansfer tools (e.g-orecast
website, distance education, etc.)
I Disseminate via membership on wirtcial, national and international committees

Objective 4
Provide regular briefings and submissions to Government stakeholders and policy makers, both

provincial and national.
Activities
I Continue to work closely with BC MoHS
I Establish partnerships withe Federal Government and federal agencies
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Strategic Goal 2

Develop coskffective research and therapeutic protocols and programs for the treatment of HIV
and related diseases.

Objective 1
Expand BCCfE Laboratory capabilities in virology of drugsistance, immunology,
pharmacology, Human Geonomics and bioinformatics.
Activities
I Increase Laboratory space/equipment/staff
I Recruit additional expertise in immunology, pharmacology, Human Geonomics and
bioinformatics

Objective 2
Develop tools and protototo predict (and minimize) drug resistarzee adverse events
Activities
I Enhance tools to monit@rescriptionand usage of ARV medications in real time
I Enhance capacity f&kRV adherence research
I Develop clinical research programs targeting vulnerabtehareto-reach populations

Objective 3
Monitor clinical and epidemiological impacts of HIV/AIDd related diseasgsBC
Activities
I Characterize emergent Hivfections and AIDS cases
I' Monitor HIV/AIDS and HAART-related morbidity, mortalityand raource utilization
I Measure local, national and international impacts of expanded HAART access

Objective 4
Develop a health economics initiative within the-B€E

Activities
I Recruit a health economist with a focus on HIV/AIDS

Objective 5
Develop a hedit policy initiative within the BECfE
Activities
I Recruit a health policy researcher with a focus on HIV/AIDS

Objective 6
Implement a Knowledge Translation Initiative with the-B€E
Activities
I Build in knowledge translation as part of the-B€E communiations strategy
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Strategic GoaB

Enhance capacity to deliver HIV/AIDS education and training to health and human service
professionals.

Objective 1
Initiate and collaborate on the development and implementation of educational initiatives for the

healthand human service professionals
Activities
I Consolidate educational initiatives under one directorship
I Develop a proposal for PHC to acquire additional space to support increasing
educational opportunities

Objective 2
Support health and human servicefgssionals in the delivery of treatment and care at all stages

of HIV disease
Activities
I Continue collaboradn with UBC to provideexisting and newndergraduategraduate
and doctorahursing and inteprofessional HIV/AIDS education programs:
- UBC, Sclool of Nursing,N410M HIV/AIDS Prevention and Care
- UBC, College of Health DisciplinefiHS 402 HIV/AIDS Prevention ariciare
- Developnew electivesn HIV/AIDS for studentsn Health andHumanServices
- Developnewelectives in urban health, addiction angigisatry
- Expand access to aite preceptorship training foafBC medical residents
I Expandaccess t¢1IV/AIDS on-site training and refresher courgeshealth and
human service professionals
I Establish a online clinicalmentorship prograrfor interdisciplinary health care
professionals in HIV/AIDS care

Objective 3
Strengthen linkages with universities and other academic institutions

Activities

I Create a UBC Senatpproved BACE in HIV/AIDS Centre

I Collaborate with other BC universities to expand axted11V/AIDS education
programs for health and human service students

I Increase HIV/AIDS capacity at the Simon Fraser University Faculty of Health
Sciences
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10. PERFORMANCE INDICATORS

Performance Indicators for Strategic Goal 1

Improve the health oBritish Columbians with HIV through the development, ongoing
monitoring, and dissemination of comprehensive research and treatment programs for HIV

and related diseases.

OBJECTIVES & ACTIVITIES

PERFORMANCE INDICATOR

OBJECTIVE 1

Expand HAART access wiih the scope of the
Therapeutic Guidelines

Activities
I Support BECDC initiatives to increase HIV
testing and partner notification

I Promote rapid HIV testing (where appropriat

SupportHealth Authoritiego implement HIV

strategic plans and increase aeipy to provide

HIV/AIDS care

I Optimize medical assessment and referral
throughout PH@C-CTE initiatives

populations

HAART

I Develop expertise in addiction &tnent

Enhancetlinical trial support

Support HIV vaccine and preventiamats

Develop newBC-CfE cohorts targeting specifi

Expand theDTP to accommodate expansion (

Collaboration established with BCCDC

HIV rapid testing devices used to diagn
HIV in outreach clinics

BC-CfE STOP HIV/AIDS Leadership
Committee established

DTP linkages established wigPHIDC
and 16C, Oak Tree Clinic, Vancouver
Native Health Society, BCCDC

New cohorts established focusing on
Aboriginals, MSM, immigrants from
HIV/AIDS -endemic countries, incarcera|
persons, sex trade workers

Additional support staff hired

Addiction Chair established at UBC/PH(
Additional support staff hired
Collaborations established with relevant

pharmaceuticals and federal governme
initiatives
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OBJECTIVE 2

Maintain the BECfE Therapeutic Guidelines for
the Managerant of HIV and Related Diseases a
state of the art document generated by an-inter
professional panel of experts

Activities

I Review and revise Therapeutic Guidelines
annually

I Disseminate changes to practitioners

Therapeutic Guidelines revied@nnually
and revised as determined by the
committee

Changes to the Therapeutic Guidelines
mailed to practitioners and posted on ti
BC-CfE website

OBJECTIVE 3

Disseminate research findings to policy makers
practitioners, public health professais, health
authorities, community groups, Hipositive
individuals, researchers and the general public

Activities
I Publish research findings in pemviewed

journalsand present at national/internationa

conferences

I Facilitate knowledge transfer bygamizing
lectureseries,seminars, andipdates

I Optimize the use of existinghowledge
transfertools (e.gForecast,website distance
education, etc.)

I Utilize membership onrpvincial, nationaj
andinternational committees for the purpos
of sharirg information

Research findings published in peer
reviewed journals, and presented at
relevant conferences

Bi-annual ARV updates, HIV/AIDS Care
Rounds, Forefront Lectures, coordinate
by BC-CfE

Forecastnewsletter readership expande
websiteupdated, treatment algorithm for
physicians disseminated throughout BC
inter-professional HIV/AIDS CD
distributed on an owall basis

Research findings shared at Health
Authority and community stakeholder
meetings, Canadian Association for
HIV/AIDS Reseach, International AIDS
Society
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OBJECTIVE 4

Provide regular briefings and submissions to
Governmentstakeholders and policy makers, b
provincial andnational

Activities
I Continue to work closely witBC MoHS and
MoHL&S

I Establish partnershipsith the Federal
Government and federal agencies

Collaboration continued with governmen
representatives of the MoHS (eg.
Pharmacange MoHL&S, Blood Borne
Pathogens, Communicable Diseases an
Addiction and Prevention Group
Population Health and Weess

Partnerships established with Public Hea
Agency of Canada, Health Canada

BC-CfE Strategic Plan

41



Performance Indicators for Strategic Goal 2

Develop coseffective research and therapeutic protosand programs for the treatment of

HIV and related diseases.

OBJECTIVES & ACTIVITIES

PERFORMANCE INDICATOR

OBJECTIVE 1

Expand BCCfE Laboratory capabilities in
virology of drug resistance, immunology,
pharmacology, Human Genomics and
bioinformatics.

Activities
I Increase BECfE Laloratorystaff
space/equipment

I Recruit additional expertise in virology,
immunology, pharmacology, Human
Genomics and bioinformatics

New laboratory staff hired, Research
Laboratory space renovated and
expanded, new equipment purchase

Doctoral and postloctoral researcher
hired

Production of peereviewed work in
these areas with associated grant
funding

OBJECTIVE 2

Develop tools and protocols to predict (and
minimize) drug resistance and adverse effect

Activities

I Enhance tools to monitor prescription and !

usage of AR medications in real time

I Enhance capacity for adherence research !

I Develop clinical research programs targe{ !

vulnerable and hartb-reach populations

Clinical surveillance systems with
embedded Therapeutic Guidelines
developed

Adherence re=arch initiatives
expanded

Clinical research program targeting
Aboriginals, IDUs, MSM, sexvorkers,
street youth established
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OBJECTIVE 3

Monitor clinical and epidemiological impacts
HIV/AIDS and related diseases in BC

Activities
I Characterize newmgerging HIV infections
and AIDS cases

I Monitor HIV/AIDS and HAART-related
morbidity, mortality and resource utilizati

I Measure local, national and international
impacts of expanded HAART access

New emerging HIV infections and
AIDS cases charterized

Comprehensive patient and
population data collected about
HIV/AIDS and HAART-related
morbidity, mortality and resource
utilization

Local, national and international
impacts of expanded HAART acce
measured

OBJECTIVE 4

Develop a health econucs initiative within the
BC-CfE

Activities
I Recruit a healthemnomist with a focus on
HIV/AIDS

Health economist with HIV/AIDS
focus hired

OBJECTIVE 5

Develop a health policy initiative withithe BC-
CfE

Activities
I Recruit a healthgicy researcher with a
focus on HIV/AIDS

Health policy researcher with
HIV/AIDS focus hired

OBJECTIVE 6

Implement a Knowledge Translation Initiative
with the BGCfE
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Activities
I Build in knowledge translation as part of
BC-CfE communications stragyy

BC-CfE Communications strategy
provides knowledge translation as a
key component
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Performance Indicators for Strategic Goal3

Enhance capacity to deliver HIV/AIDS education and training to health and human service

professionals at provincianational and international levels.

OBJECTIVES & ACTIVITIES

PERFORMANCE INDICATOR

OBJECTIVE 1

Initiate and collaborate on the development
implementatiorof educational initiatives for
the health and human service professionals

Activities
I Consoldateeducationainitiatives under
one directorship

I Develop a proposal for PHC to acquire
additional space to support increasing
educational opportunities

One elucatioral initiative established

and sipportedby human and financial
resources

Proposaldevelopedor PHC tosupport
additional space at SPH

OBJECTIVE 2

Support health and human service
professionals in the delivery of treatment ar,
care at all stages of HIV disease

Activities

I Continue to collaborate with UBC to
provide undergradate and postgraduate
nursing andnter-professionaHIV/AIDS
education programs

I Expand access to HIV/AIDS esite
training and refresher courses for health
and human service professionals

UBC-College of Health Disciplines,
IHHS 402 HIV/AIDS Prevention and
Care, UBCGSchool of Nursing,
N410M HIV/AIDS Prevention and
Carecourses continue

Collaborate to develop postgraduate
nursing andnter-professionaprogram

Capacity increased at regional level
inter-professional delivery of
HIV/AIDS care, and for physician
prescribing of ARVs
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Liaise with health authorities to develop
sponsor regionaducational activities

Establish an online clinical mentorship
program for intemprofessional health carg
professionals in HIV care

Collaborate with UBC College of Health
Disciplines to develop electives in urbar
health, addiction and psychiatry

Expard access to HIV/AIDS educatida

health and human service professionals

ProvincialCorrections and Correction
Service Canada

Expand access to UBC School of Nursir| !

HIV/AIDS elective (N410M) for nurses
across th@rovince

Expand access to HIV esite
preceptorship training for clinicians

Continue to offer educational opportuniti !

nationally and internationally

Financial commitment obtained from
health authorities to support inter
professional education

Inter-professional mentorship progra
established

Electives in urbarealth,addiction ang
psychiatryestablished at UBC

HIV/AIDS educationprogram
established fohealth and human serv
professionals ifProvincialCorrections
and Correction Service Canada

Admittance toUBC School of Nursing
(N410M)increased

Access to ossite preceptorship trainin
for cliniciansincreased

Educational opportunitiesffered to
international academic ampbvernment
institutions
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OBJECTIVE 3

Strengthen linkages with universities and ot
academic institutions

Activities

| Create dJBC Senateapproved BECfE in| ! UBC Senate AIDS Institutapproved
HIV/AIDS Centre

I Collaborate withBC universities to expar] ! Access to HIV/AIDS Prevention an
access to HIV/AIDS:ducation programs Care(IHHS 409 established at
for health and human services students University of Victoria, University of

Northern British Columbia andBC
Okanagan Campus

I Increase HIV/AIDS capacity at Simon I Capacity at Simon Fraser Universit)
Fraser University Faculty of Health increased
Sciences
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11. RISK FACTORS FOR HIV/AIDS AND VULNERABLE
GROUPS IN BC

Risk Factors for HIV/AIDS

SocicEconomic Status

In spte of universal access to health care in Canada,-goooomic status is strongly associated
with HIV-related mortality and morbidity. Peopleith unstable housing are known to be at
elevated risk of contracting HIV, due to associated risk behaf@mseil TA, et al Health Place
2006) Individuals of lower soci@conomic statuareless likely toinitiate HAART (Wood E, et

al AIDS 2002; JID 2003), and more likely to be food insecure/malnourished (Normen L, et al
Nutrition 2005).

Mental lllness

Peoplewith serious mental illnesses often live in poor urban neighborhoods with high rates of
drug abuse and STIs, including HiKelly JA, Am J of Psychiatry, 1992)Rates of HIV are
extremely high among homeless people with serious mental jllsege theysimultaneously
belong to other subcultures that are disproportionately infected with HIV, including IDUs, prison
inmates, and commercial sex workers. People with serious mental illness are further vulnerable
since they are often unable to independentbess and/or follow through on obtaining medical
care.

Vulnerable Groups in BC

Men who have sex with men (MSM)

At the end of 2002, 29,000 MSM were infected with HIV in Canada, representing 51% of
national HI\tinfection rates. There were an estimated @ MM infected with HIV in BC at the

end of 2005Boulos PHAC 2005)BC-CfE studies have found that MSM are more likely than
nonMSM to engage in injection drug use and other risk behay&irathdee S, Clarion 1997)
Unprotected anal intercourse is sfgrantly associated with injection drug use, sexual situation
specific use of marijuana, crystal methamphetamine, ecstasy, and kef@uoseh M, Sex
Transm Dis. 2004) MSM/IDU are likely to be young, HRserepositive, Aboriginal,
economically disadvangad, have unstable housing, and a history of sex trade work and female
sexual partnerOOConnell AIDS Behav 2004}here are concerns that MSM in rural areas of
BC may face particular obstacles to accessing HIV testing, treatment and care due to concerns
about lack of confidentiality, increased stigmatization, and refusal of care from prejudiced or
incompetent health practitioners.

Injection Drug Users (IDUs)

IDUs facea disproportionatehyhigh rate of HIV transmission compared to other vulnerable
groups accounting for approximately one third of new HIV ca&S-CfE cohort studies have
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found that HIV prevalence among IDUs in the Vancouver DTES ranges from 17% to 25%
(Tyndall MW, Harm Reduct J, 2006; Wood AMJP 2008}V incidence is particularly elevale

among specific groups of IDUs, including: youth and women, Aboriginal, MSM and incarcerated
persons. Other HIV risk factors include: binge drug episodes and frequent cocaine use (due to
associated sharing of syringes and sex trade work); and relatiomgshign HIV-positive sex
partner. HI\/positive IDUs demonstrate a lower uptake of, and adherence to, HAART compared
to other HI\tpositive individualsand consequently have higher rates of Alielated morbidity

and mortality(Wood E J Infect 2006; PubliHealth Rep 2005; Kerr JAIDS 2006; Miller Sub
Suse Mis use 2006)

Women

At the end of 2008, there were an estimated 11,190 women living with HIV/AIDS in Canada.
While this number is relatively low compared to other vulnerable groups, incidence ratesaare
dramatic rise in Canad#lV incidence among women rose 270% from 1987 to 2001, and an
additional23% from 2002 to 2008Boulos PHAC 2005)BC-CfE studies have found thatrhale

IDUs in Vancouver are 40% more likely to be infected with HIV than ri2lés. 68% of HI:
positive female IDUs report a lifetime history of sexual violence, including child sexual abuse
(Braitstein P, Soc Sci Med 2003)¥omen who engage in sex work are at heightened risk of HIV
due to associated behavior, such as use of heswiokeable crack cocaine, and borrowing of
used syringes.

Aboriginal People

Aboriginal persons continue to be owepresented in the HIV epidemic in Canada. While they
only comprise 3.3% of the Canadian population, Aboriginals account for 7.5% afaldtdb/
infections(Boulos PHAC 2005)Compared to neAboriginal youth, Aboriginal youth are more
likely to test positive for either HIV or HCV, be involved in sex work and live in the city's
injection drug use epicent@liller CL, Harm Red J 2006A study in 2001 found that more than

1 in every 100 Aboriginal persons in BC aged 15 years st © living with HIV/ AIDS (Hogg

RS, Harm Red J 2005)Aboriginals arebecoming HI\positive at twice the rate of nen
Aboriginals (Craib K, CMAJ 2003) IDU and feterosexual activity account for the majority of
HIV transmission among the Aboriginal community.bgkiginal women and youthare
particularly hard hit. A 2001 study in Vancouver found that 36.6% of all HIV cases among
women are Aboriginalg¢Spittal PM, CMAJ 2002) Aboriginal ethnicity, female sex and lower
median income have shown to be negatively associated with receiving HIV treatment before
death(Wood E, JID 2003)

Incarcerated persons

Findings fromBC-CfEOsVancouver Injection Drug Use Study (VIDYSohort suggest that
incarceration is associated with an increased likelihood of becoming HIV positive, engaging in
high-risk syringe sharing, and receiving sojtimal treatment of HIV infection. VIDUS found

that individuals who had recently been incaated were 2.7 times more likely to become HIV
positive than those who had never been to jail or pii$gndall MW, AIDS 2003) Furthermore,
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incarceration is the leading cause of discontinuation of HIV therapy, above competing factors
such as intense drugse (Kerr T, AIDS Care 2005)Individuals on HAART who have been
incarcerated are 4.8 times more likely to discontinue treatment, compared to those who have
never been to prisofWood E, Pub Health Rep 2005)

Street youth

The term street youth refers thildren and adolescents who become socially dislocated from
their mainstream counterparts and who experience periodic or chronic homelessness. It is
generally believed that a major pathway to this marginal lifestyle is the experience of physical,
emotbnal and/or sexual abuse at home. There are no scientifically valid estimates of the street
youth population in Canada, but estimates have ranged as high as 150,000. Studies have shown
that almost 50% of street youth inject dryg®y Can JID 2000; Gunt&eJPH 2000) Needle

sharing and unsafe sexual practices are common in this group. Among street youth IDUs, the
likelihood of HIV infection is related to lower age, being unemployed and engagsax work

Among the VIDUS cohort, HIV prevalence among IDdged 24 years and younger, was found

to be 17%Miller CL CJID 2001)

Immigrants from HI\\endemic countries

Persons from HI¥endemic countries are ovepresented in Canada's HIV epidemic. In 2005,

the estimated infection rate among individuals frofd Bndemic countries was 12.6 times higher

than among other CanadiafBoulos PHAC 2005)Immigrants are disproportionately affected by
adverse social and economic situations that affect their access to HIV prevention, screening and
treatment programs, du@s: racism, homelessness, transience, poverty and underemployment.
Psychosocial barriers include fear and stigma; denial as a coping mechanism; social isolation;
lack of social support; fear of job loss and deportation; discrimination; cultural attidundies
sensitivities about HIV/AIDS transmission, homosexuality, status of women, and sekdility
Endemic Task Force 2003; ICAD 2006)

HIV -Hepatitis C Virus (HCV) canfection

Injection drug use is the single most important risk factor for acquiri@y khfection in
developed countries, and accounts for 85% of HCV prevalence in C@tdd& 2006) In 1998,

an estimated 52,500 people from BC were living with HCV infection, the highest prevalence in
Canadal,449 new cases of HCV were identified in thevyince between January and June 2005
alone (BCCDC 2006) Approximately 3,350 British Columbians are-iobected with HIV and
HCV, representing almost 30% of the total estimated number of HIV/H@wfected persons in
Canada(Boulos PHAC 2005)HIV-HCV co-infection is high among IDUs, particularly among
early initiates into injection drug use and draddicted youth (younger than 29 yedid)ller CL

J Adolesc Health 2006; Can JID 2003)
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HIV -Hepatitis B Virus (HBV) ceinfection

HBV/HIV co-infectionresults in a faster progression to edge liver disease and is a leading
cause of morbidity and mortality among Hpésitive patients. Overall, 10% of people with HIV
worldwide have chronic hepatitis B, but this rate is significantly greater in highlgneic areas

for HBV, including Eastern Asia and s@aharan Africa. In 2001, the incidence of HBV in
Canada was approximately 4.2 cases for every 100,000 persons. However, there remain older,
unvaccinated, highisk individuals (eg. MSM, immigrants fromBY-endemic countries) who
continue to be at heightened risk of HIV/HBV-iodection.

HIV -Tuberculosis (TB) canfection

HIV -infected individuals have a 14% risk of developing TB over two years, compared-to non
HIV-infected individuad, who havea 5-10% lifetime risk of developing TB[CDC 2006) In
Canada, TB rates are particularly elevated among people freend@&nic countries, Aboriginals
and people from other vulnerable groups, including IDUs and sinedived populationgHealth
Canada 2000)Rates of TB inVancouverOs DTES8e one third of what they were four years ago
(from a high of 85.5/100,000 in 2001, to 28.9/100,000 in 2005). This drop is attributedBtG-the
CDCOs active TB prevention progré&@CCDC 2005)

Emerging Vulnerable Groups in B

Migrant Workers

International studies havieund that migrant work is associated with increased vulnerability to
HIV infection due to associated risk behaviors and lack of access to HIV prevention services
(UNAIDS 1998) Researclbased in the United &es hadound that longhaul truckers often
engage in unprotected sexual intercourse with multiple sex paf®eeasford D, Social Sc &

Med 2000). Among those who inject drugs, access to health care is limited, including HIV testing
(Moyer LB, Drug Alcdol Rev 2008).The recent phenomenon of guest workers (2 years
residency in Canada permitted) raises new issues for prevention of transmission.

University/college students

Youth, in general, are vulnerable to HIV infection as a result of many factohsdimg risky

sexual behavior, substance use, and perceptions that HIV is not a threat (€EH@r2006) In a
crosssectional review of attitudes towards HIV testing among-fiestr university students in the

US, one fifth had ever had an HIV test, afsbo felt they were not at risk of HIPeltzer K,

Indian J Med Sci 2004)A CDC study of serprevalence on 17 university campuses across the
US found that older male students are at greatest risk of HIV infection. HIV prevalence and risk
factors among umersity and college students in Canada remains unkr{@agle H, Int Conf

AIDS 1989)
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