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“America’s cities and mayors must join together to utilize all resources to end the epidemic of HIV and
AIDS in the United States. We must all remember HIV is 100% preventable and mayors across the
country must play a leadership role in ending the epidemic.”

–Ronald V. Dellums, Mayor, Oakland, California.

PRELUDE TO A VISION

In the face of almost daily discussions and the never-ending publication of reports in the
United States about the domestic HIV/AIDS crisis, the question must be posed: what
possible use might there be for yet another? The California-based Flowers Heritage
Foundation-sponsored “Think Tank on HIV/AIDS” brought together an unusual group
of experts and consumers of HIV/AIDS programs, services, and policy makers and
sought to answer the question anew. As the facilitator of this Think Tank ‘conversation’
and as a participant in a host of “national” discussions about HIV/AIDS, I found the
Think Tank to be significantly different in tone and in scope from others that I have
attended.

As a conversation, it succeeded in blending the realities of the local, neighborhood-
specific nature of HIV/AIDS with the recognition that this collection of local epidemics
has created a national problem that consumes billions of dollars every year in attempted
solutions. The tension between these two poles was especially evident, as national policy
experts and a number of participants who had worked within national governmental
agencies tried to find common ground with participants who were intensely engaged in
local HIV prevention, care, treatment and social service efforts.

This report summarizes the complex series of exchanges which took place over the two
days of the Think Tank between the national and the local epidemics; the federal and the
state responses; and the domestic and the global discourse.

Robert E. Fullilove, EdD
Mailman School of Public Health
Columbia University
New York, New York
July 2008
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A VISION OF THOUGHTFUL CHANGE

INTRODUCTION

A vision of Sylester Flowers, R. Ph., his son Eric and daughter-in-law Hillary, The
Flowers Heritage Foundation is a nonprofit organization dedicated to providing solutions
for public health issues affecting underserved populations and improving the lives of the
most fragile among us. On June 6 and 7, 2008, The Flowers Heritage Foundation joined
other national efforts to develop strategies for confronting the HIV/AIDS pandemic as it
enters its third decade by convening a meeting - “Think Tank on HIV/AIDS.” Our goal
was to examine, assess and evaluate current ‘on the ground’ efforts to: prevent and
interrupt HIV transmission; identify and reduce risk of transmission; identify and
diagnose HIV infection; assess access to prevention education, care and HIV treatment
services; and evaluate and monitor the outcomes.

The City of Oakland, California, provided an important backdrop for the conversation.
Mayor and former Congressman Ronald Dellums was one of the meeting hosts and Get
Screened Oakland, a public-private partnership in public health that was created to increase
levels of HIV testing and HIV/AIDS awareness in Oakland, provided important
technical support. Representing Mayor Dellums was the director of Get Screened Oakland,
Dr. Marsha Martin, who provided significant focus for the discussions that occurred
during the two-day meeting. Also participating as co-hosts and Think Tank co-conveners
were Dr. Gregory Edwards, Executive Director, Flowers Heritage Foundation and
Sylester Flowers, founder and former Chief Executive Officer, Ramsell Corporation, the
largest provider of pharmacy benefits management services for the federally financed
AIDS Drugs Assistance Program.

Dr. Robert Fullilove of The Mailman School of Public Health, Columbia University,
served as the Think Tank facilitator. Participants represented a broad cross section of
advocates, public health officials, policy analysts, agency directors, health care providers,
academics, and individuals representing communities that have been particularly affected
by the epidemic. Among the participants were: staff from local health departments in
Philadelphia, Houston, Los Angeles, San Francisco, Alameda County (Oakland); local
AIDS Service Organizations in Los Angeles, Oakland, and San Francisco; national
advocacy organizations, including the American Bar Association, and the Urban Coalition
of HIV/AIDS Prevention Services; local client specific organizations serving women,
Native Americans, Latinos, African Americans; community social service agencies;
representatives from the media and entertainment sectors and persons living with
HIV/AIDS.

The Think Tank was presented as a “conversation about the direction of the current US
HIV/AIDS epidemic”, and followed a semi-structured format that closely resembled a
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focus group. On the first day of the meeting, a series of very general questions and
observations were placed before the participants. Over the course of two days, each
participant was encouraged to respond to the question(s) or to the comments made by
other Think Tank members. On the second day, participants were divided into two
groups that were asked to generate recommendations that would improve both the
national and local response to the HIV/AIDS crisis. This report summarizes the key
recommendations that have particular salience for the ongoing discussion of the future of
HIV/AIDS in the United States.

LOCATION, LOCATION, LOCATION

Oakland has a significant HIV epidemic in its African American and Latino populations.
As a number of Think Tank participants noted, Oakland presents one of the significant
paradoxes in the domestic AIDS crisis: it is minutes away from yet another epidemic
epicenter, San Francisco, but the natures of the prevention, treatment, and social
interventions directed at the crises differ dramatically in each city. As noted in the June
2008 POZ Magazine article about the Bay Area, “Though a mere eight miles separate the
two cities, the gulf between their AIDS epidemics is massive. The juxtaposition perfectly
illustrates the disease’s shifting national economic and racial profile – and how economics
and race can determine AIDS funding, care and attention.” (Scott, 2008)

More than any other region in the United States, the San Francisco epidemic fueled
primarily by gay white men and non-gay men who have sex with men stands in sharp
contrast to the largely African American and Latino epidemics fueled by men who have
sex with men in Oakland. San Francisco, a historically activist ‘gay defined community’
has a comparatively well-financed organizational and governmental infrastructure for
combating HIV/AIDS. In Oakland, as in many US cities with a large community of
under-resourced people of color, HIV competes with other health disparities – and other
social and economic issues – for limited local, state and federal funds. And as a result,
Oakland has a not so well-financed HIV infrastructure, as energies are, by necessity
diffused. Yet, as dissimilar as some of the local responses to HIV/AIDS may be, Think
Tank participants agreed that HIV prevention and care strategies were not keeping up
with demand. And some agencies on the local level were out of step with today’s HIV
epidemic trends and needs.

As noted in the sections that follow, there was significant agreement between the
observations, conclusions, and recommendations made by Think Tank participants and
those made in other reports published by national AIDS organizations. However, the
local issues at the heart of the Oakland/San Francisco divide and echoed by participants
from Philadelphia, Houston, and Los Angeles and in Indian Country also informed this
conversation and provided an added dimension to the deliberations of Think Tank
participants.
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THE INVITATION

This Think Tank opportunity gathered those on the cutting edge of new thought in HIV.
The Flowers Heritage Foundation was well positioned to bring together a seasoned group
of leaders to review, discuss, and develop a new road map and to chart a new course.

Think Tank topics evolved around the following:

Reaching —Approaches to outreach and early intervention;
Screening—Efforts to identify individuals currently infected and at risk;
Linking—Referring and assuring HIV+ persons are connected to HIV clinical care
and on-going community support;
Serving—Featuring exemplary efforts in providing HIV programs to a diverse
population of HIV-positive persons;
Crossing-cutting issues in the US HIV Epidemic—Bridging the gaps; and
Commentary: Next steps — Where do we go from here?

A LOCAL EPIDEMIC WITH NATIONAL IMPLICATIONS

The invitation to the Think Tank provided the participants with a brief overview of
current and re-occurring issues that confront implementation of effective HIV/AIDS
responses on a local, state and national level. Think Tank participants were asked to bring
their experience, expertise and curiosity to the Think Tank. The Think Tank was to be
guided by “thinking differently” not by reference to a particular report, policy document,
or position paper. Nonetheless, there was universal agreement with the idea that, to
quote Dr. Marsha Martin, “the US response to HIV/AIDS is broken. I think we need to
discern what is actually working and have the humility to acknowledge that which doesn’t
work in the context of today’s realities. HIV is outgrowing our existing local and state
service system infrastructure. It is not working.”

Participants agreed that existing HIV prevention, care and treatment resources are ill-
equipped to address today’s realities: HIV disease has out-paced our capacity to address
it. Statistics from the Centers for Disease Control and its HIV/AIDS surveillance reports
provide extensive support for these assertions. One of the most powerful indicators of
the degree to which the system is “broken” is revealed in a comparison of the CDC’s
goals for HIV prevention for the nation that were set in 2000 and surveillance data
reported for 2005. The CDC’s program, Advancing HIV Prevention and its Strategic
Plan, set as its national goal for the year 2005 the reduction of incident HIV infections by
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50 percent, from 40, 000 new cases per year to 20, 000 by 2005. With the number of new
cases stagnant at 40,000 annually, the CDC has missed its goal by a very wide mark.*
There was a consensus among participants that in most communities today, we do not
know where the epidemic truly is. Gone are the days of a population-specific,
geographically defined epidemic. As HIV/AIDS moves into the third decade, the
domestic response has only reached 10-20% of the community with HIV education and
awareness--even less with testing and early identification. Think Tank participant, Nell, a
church going African American grandmother of 14 and great-grandmother of four,
reaffirmed this reality and gave the national epidemic a local face. She received her HIV
diagnosis in 2004 following a late-in-life second marriage. She did not know she could
get HIV or that HIV could happen to her.

Think Tank participants discussed how and who will reach the remaining 80-90%, like
Nell. Whose responsibility is it? Recognizing the need for a national response, the CDC
has recommended making testing for HIV a routine component of health care. The
World Health Organization followed suit by announcing the Provider Initiated Testing
and Counseling initiative on 2007. So, why isn’t this national/global response working
for people like Nell?

Many Think Tank participants agreed with the frequently cited observation that the
HIV/AIDS epidemic is now being confronted by a fragmented system of advocacy,
program development and funding. Worse, the domestic AIDS community has retreated
into silos and bunkers that are separate and distinct, and often at odds with one another,
and even at war - fighting over funding and the ever present sense of ‘entitlement.’

Dr. Judy Auerbach of the San Francisco AIDS Foundation stated: “One of the things I
think has resulted from the silos is that it’s diffused a sense of community, and we keep
arguing with each other about who owns the epidemic. The lack of trust is related to this
confused sense of ownership – you can’t do something because you’re not me and you’re
not one of mine.”

Moreover, Dr. Auerbach observed, one concrete result of a system dominated by silos
and the bunker mentality is that there is no national leadership providing clear direction
for our efforts to confront the AIDS crisis. What we have instead, she suggested, is a
process in which individuals and their communities must fight to be included in the
national conversation and must battle even harder not to be excluded. “How,” she
concluded, “do we re-grant permission for people to take leadership on this issue?”

*In an oft-cited article by Holtgrave and Pinkerton (2003), the authors attempted to assess the progress toward this
goal. They examined CDC’s HIV/AIDS spending for fiscal year 2002. Their conclusion, published well before 2005, was
that “It does appear a real possibility that the national HIV prevention goal might not be met by 2005.” The authors
concluded after a cost-benefit analysis that – in crude terms – the reason for this failure was that the necessary
investment of prevention resources was simply not being made (Holtgrave and Pinkerton, 2003).
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Mario Perez, Los Angeles County Office of AIDS recounted efforts to invite new players
to the table, only to be disappointed at the increasingly high ‘no show’ rate. After an 18
month African American consultation process designed to encourage new partnerships
and commitments, none have been forthcoming.

Melvin Harrison, Navaho AIDS Project, talked of the invisibility—not only being left out
of the rooms, but very often being the only one invited, to represent all native people—
which is not possible—so he often does not participate. On the reservation, tribal leaders
are reluctant to acknowledge the HIV/AIDS epidemic. Think Tank participants agreed
that if natural local leadership was not forthcoming—steps needed to be taken to go out
and find new players, new partners, those not so entrenched in business as usual.

A number of participants, most notably Dr. Joe O’Neill, former White House AIDS Czar
and HIV/AIDS Bureau Chief, pointed out that the President’s Emergency Plan for AIDS
Relief (PEPFAR) approach is one in which the US routinely requires participating nations
to create nation coordinating bodies and directors to assure the efficient distribution of
programs and services. “If we can demand it of international partners,” a Think Tank
participant observed, “we can certainly demand it of ourselves.”

Leadership, however, cannot simply be decree via executive fiat. Much of the leadership
that exists is highly local and has its origins in the communities that are affected most by
the epidemic. Think Tank participants addressed the need for local, culturally competent
responses to the national crisis.

Michael Milsop, a social worker with the Philadelphia Community Prevention Planning
Process talked about the involvement of 'the community' in making decisions about
developing a sound funding allocation prioritization process with transparency, with
funding going to where the epidemic is and how the prioritization process has fostered
local leadership. The City of Philadelphia's Prevention Planning Process utilizes a non-
profit agency which keeps the business and decision-making arms length removed from
the government and it helps to foster leadership and maintain community buy-in. In that
respect, many comparisons with the Civil Rights Movement have been made and efforts
to tie the AIDS epidemic to many issues that are affecting the health and welfare of poor
communities of color.

Echoing the need to articulate an agenda distinct from the "communities of color" agenda
- which is often a 'buzz phrase for African American HIV’- Angel Fabian, Prevention
Education Manager at La Clinica de la Raza reminded Think Tank participants that the
Latino community has many cultural issues, language needs, immigration/citizenship
challenges, and strong familial structures that necessitate establishing a separate
HIV/AIDS agenda. Guillermo Chacon, one of the architects of the National Latino
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AIDS Action Agenda went further, pointing out the need to identify issues and leadership
within the Latino community and once fully vetted by the community to come back
together with the African American HIV/AIDS community to build a powerful
coalition. Recognizing the need to meet to discuss differences and commonalities,
Guillermo challenged Think Tank participants to work locally to establish opportunities
to discuss the sensitive issues between African Americans and Latinos.
Naina Khanna of Women Organizing and Responding to Life-threatening Diseases
(WORLD), Coordinator of the National Positive Women's Network and co-founder of
the League of Young Voters also raised the issue of the need for new leadership and new
leadership styles. Recognizing that she was one of the youngest Think Tank members -
Ms. Khanna reminded Think Tank participants that young people are approaching
HIV/AIDS from very different perspectives and their ideas and experiences must be
considered in any local response to HIV. She also challenged all Think Tank attendees on
making sure the voice and experiences of positive persons was always in the mix.

Advancing another perspective, Shelley Hayes, Chair, American Bar Association’s AIDS
Coordinating Committee, suggested that we might re-frame HIV/AIDS prevention and
treatment as a civil rights issue for which the power of the courts might be utilized to
advance a variety of agendas, as was the case in the early days of the Civil Rights
Movement. For example, legal strategies might be used to assure that each community
affected by HIV has equal access to all the necessary resources to assure that the
prevention and treatment of HIV infection. The characterizing of HIV/AIDS as a civil
rights issue might, therefore, provide the means to implement structural changes in the
manner in which resources are distributed to communities and, in so doing, reduce the
divisive consequences of an AIDS discourse conducted from various silos.

But the larger issues of structural interventions must include more than the legal system
can provide. Thus, the Think Tank participants grappled with the issue of how to create
and implement structural-level changes, changes that seek to address the particular
problems created by racism, sexism, homophobia, and a generalized stigma of persons
living with AIDS on a state and local level.

Dr. Gregory Edwards, Think Tank co-convener, reminded the participants that
foundations, such as the one he directs are interested in understanding today's realities in
HIV/AIDS, as well as suggested interventions. Dr. Edwards suggested the problem was
not one of available funding but, rather, one of evidenced-based, successful
interventions. Foundations will fund sound solutions to problems they understand and
are brought to their attention. To that, several of the Think Tank participants echoed the
need to fund 'home grown' interventions -interventions that community agencies know
work. All Think Tank participants agreed that the federally financed behavioral
intervention strategies, “DEBIs” or diffusion of evidence-based interventions, has limited
the creation, implementation and evaluation of locally developed interventions.
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STRUCTURAL INTERVENTIONS TO ADDRESS LOCAL NEEDS

The recognition that poverty, racism, homophobia, sexism, and race/class segregation are
drivers of the HIV/AIDS epidemic in the US has increased calls for structural
interventions that are designed to combat these factors and in so doing prevent new HIV
infections. Think Tank participants were divided on how to respond to calls for
structural interventions.

Marsha Martin noted “I struggle with the issue of the socio-political, cultural, behavioral,
phenomenological causes of HIV and the clinical public health realities of HIV. Both
require interventions. The problem is, what I’m experiencing on the ground with the
social HIV phenomenon is that there are no real interventions. As a public health worker,
I need people to get tested, to get treatment, and to have ongoing medical services. I get
funds for the medical HIV. I don’t get funds for the social HIV. The money I have says,
‘Find and treat.’ My money comes with marching orders.”

However, as some participants pointed out, going to the core of many of these structural
issues requires a focus on the social determinants of health such as housing, education,
employment and the impact of our criminal justice system. The immediate manifestation
of these issues in the lives of patients often requires concrete interventions that improve
housing, increase the provision of educational services, reduce the numbers of drug users
who are incarcerated for victimless crimes, and provide job training. Rather than a social
movement to combat such social and economic woes, participants envision a service
delivery system in which the risks associated with these structural issues are minimized.

Think Tank participants agreed that the local, neighborhood character of HIV/AIDS
would ultimately shape the nature and character of the structural interventions to be put
in place. Many participants agreed with Michael Shaw of the Alameda County Public
Health Department when he stated the importance of focusing on testing and early
intervention because we have the ability to treat HIV as a chronic disease when
intervention occurs at an early stage. They also agreed with him that emphasis should be
placed on changing community norms to eliminate the stigma associated with HIV as an
important step in preventing new infections. Early education, through the public school
system, is one way to effect behavioral change among the members of society most
impacted by HIV. He closed his remarks by asking us all to answer the following
question. “For HIV prevention we know what to do. The question is: Can we find the
political will and capital in the 21st Century to prevent a very preventable communicable
disease for disenfranchised communities of color?”

In response, Think Tank participants repeatedly emphasized that the domestic epidemic
is an aggregation of thousands of local epidemics. Those local epidemics reflect



10

numerous and often quite different local factors ranging from the availability of HIV
prevention education services, HIV care and treatment services, ongoing community
support and protection, the availability of drug treatment programs, rates of arrest and
incarceration to the degree of racial and economic segregation in housing and the rates of
poverty in affected neighborhoods. This reality requires a serious and ongoing
commitment to HIV prevention education services and early intervention similar to those
operated by municipal public health departments such as the model in San Francisco,
shared Israel Nieves-Rivera of the San Francisco Public Health Department.

The contrast between the national discourse on HIV/AIDS and the realities that local
public health officials, workers, service providers, and clinicians confront was at the core
of the discussions and the recommendations that emerged from the Think Tank. Those
key themes are:

Allocate dollars based on epidemiological data.

Participants noted that one of the most visible consequences of the current funding
structures in HIV/AIDS is that resources don’t always go to the groups, the communities
or the organizations that are shouldering the burden of the epidemic. Many Think Tank
participants cited the gap between rates of infection in one group, e.g., men who have sex
with men, and the actual dollars that are available to fund programs to reach this group,
especially when it comes to African American and Latino men who have sex with men.
Dr. Steve Tierney cited an example of how a local prevention planning group, working
with local epidemiological data demonstrated that more funds were needed to address the
needs of men who have sex with men in San Francisco. The group prioritized funding
for that group according to the percentage of the local epidemic and “defunded” other
groups/populations that were not on the priority list. Making the tough decisions and
then following through with “defunding” some of the weak agencies was discussed and
described as one of the toughest tasks in local HIV/AIDS programming. Representatives
from local health departments all agreed that local politics plays a large role in who gets
funded rather than where the epidemic is and how effectively it is being addressed,
monitored and/or controlled.

Indeed, if the CDC has compelling data about rates of infection in this group, the most
cost-effective strategy for preventing new infections would be to fund groups working
with the largest levels of infection. Such data would also highlight unmet needs that
require immediate attention.

Such surveillance data also could assist in evaluating the effectiveness of prevention and
treatment interventions by demonstrating whether or not decreases in new infections and
reductions in patterns of HIV-related morbidity and mortality are being observed. While
such data are increasingly being collected on the national level for planning and funding
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efforts, the availability of accurate data on the local level is lagging, and local program
planning that makes use of such data is hampered as a result.

However, even if it were possible with such data to do a better job of targeting resources
to “hot spots” and affected groups locally, obtaining funding to support such
interventions is complicated by a draconian system for administrating the distribution of
HIV/AIDS dollars at both the federal and the local levels. With dollars distributed by
multiple agencies, often focusing on different issues, different populations, and different
priorities, providers and organizations must often create a patchwork of funding in order
to meet all the needs with which they are confronted.

Think Tank participants suggested therefore that we:

Eliminate categorical funding and integrate all Health and Human Service agency
funds into one funding entity.

Think Tank participants called for the integration of all federal AIDS dollars into one
funding entity with local communities working with state and local health jurisdictions to
develop the framework. All participants agreed that persons living with HIV/AIDS be a
larger part of the community developing this framework.

Think Tank members also noted that a change at the source of program funding also
would entail changes in other key areas. They suggested that the federal government
consolidate planning and solicitation processes to facilitate the quest for funding for local
prevention and service programs. They further recommended that in order to reduce the
fragmentation of services and to more efficiently deal with such co-morbid conditions as
HIV infection and hepatitis C, or mental health conditions and HIV infection, all services
be provided together under one funding package and, where possible, within one service-
providing agency. Such a consolidation would improve efficiency and eliminate waste.
Were the funding for such consolidation to come from one federal source – with similar
consolidation being implemented at the state level – much of the inefficiency, duplication,
and waste that is present in current federal and state funding might be eliminated.

Expand partnership with private, corporate, and foundation sectors

An important component of US response, Think Tank participants all shared their past
and current private sector collaborations experiences.

Stuart Burden, speaking from experience in the private and corporate foundation
community, reminded Think Tank participants of the role, contributions (and
responsibilities) of non-governmental supporters and allies in fighting the continued
spread of HIV in the US.
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Private foundations and the private (corporate) sector have been crucial partners in
testing and developing new ideas and approaches -- both in the US and internationally --
that have contributed to our understanding of what works and what doesn't regarding
HIV education, treatment and services. The private sector has played a critical role in
slowing the pandemic. Indeed, it was the Levi Strauss Foundation and Gilead Sciences
that funded the creation of the City of Oakland and Mayor Dellums' initiative,
Get Screened Oakland program and many such programs throughout the United States
and across the globe.

Identifying a few of the major private foundations by name, The Ford Foundation and
Kaiser Family Foundation, among many others, Mr. Burden described their past and on-
going invaluable contributions, adding his observation--it is important to recognize that
the Gates Foundation is poised to be a major global force in slowing the pandemic in the
coming years. To reiterate, over the past twenty- five years, private foundations have
been instrumental in experimenting with approaches that -- when proven successful --
have been brought to scale with governmental funding. Again, this has been true in the
US and abroad.

The role the Flowers Heritage Foundation is playing -- bringing representatives of various
communities and sectors together to strategize about the future -- is just the kind of
support that will be needed in the future to refine our strategies and approaches. This
critical work should not be ignored. Private funders and the private sector should
continue to seek innovative solutions and serve as critical thought partners in the years
ahead.

Develop national awareness campaigns for HIV/AIDS and for promoting healthy
sexual behaviors for adults.

Think Tank members frequently cited the indifference of the general public to
HIV/AIDS and called for a campaign to create a heightened consciousness about HIV.
They noted as well that past efforts to create such awareness failed in large measure
because Americans typically have deep inhibitions related to discussing sex and sexual
behavior openly. A national heightened consciousness about HIV/AIDS is only possible,
many participants noted, if there is heightened national capacity to have open, frank
discussions about sex. Centering such a national campaign on healthy sex would take an
old subject and frame it in ways that have not been used heretofore. Given the continued
high rates of sexually transmitted infections that have persisted in the US for generations,
having “a difficult conversation” may just be an idea whose time has come.

Develop centralized, integrated, data information systems to integrate the data for
those in treatment to encompass clinical, social and other services.


