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Preface

Welcome to the BannualOCHART (Ontario Communitid1V and AIDS Reporting Tool)

report:The View from the Front Lines

Twice each year, the communitased HIV/AIDS progams funded by the Ontario Ministry
of Health and Longrerm Care AIDS Bureau and the Public

Health Agency of Canada (PHAC) Ontario and Nunavut
ARO, AIDS Community Action Program (ACAP) are
required to complete the wdiased OCHART. Programs
that receive AGP funding are also required to complete g
web-based logic model that is linked to OCHART.

The data and information provided through OCHART giv
funders the information they need to:

review the range of services provided

identify emerging issues and trend

inform planning

account for use of public resources.

The data analyses and reports also give commbaggd

The purposes of OCHART reporting are:

Accountability: the reports allow the prograni
the AIDS Bureau and the Public Health
Agency of Canada to check actual activit
against program plans and logic models,
They also provide information on how
resources were used.

Planning: the reports may identify trends tha
can be used to adjust services or to devg
new services locally and provincially.

Quality Improvement/Evaluation: the reports
may provide information that programs ¢
use to strengthen their services.

programs information about services, trends and client needs
that they can use to improve existing services and plan new ones.

What 6s Dhddtertemits AYear

0s Report?

1. Consistency, Accuracy and Stability:.There are fewer changes in trends and data
shifts. This is positive news in that it seemattprograms areollecting and reporting
data more accuratelyt dlso points to more stable progradedivering services in a

more consistent manner.

2. Changing Policy Environment: Some programs had significant chatjes with

delivery of services. For examplég increase in the

number of people living with

HIV being criminally charged with nedisclosureof HIV status has impacted many
programs and resulted in a significant amount of education for both clients and other

service providers.

3. Same data from previous years haveen revised We are continually working to
make OCHART data as accurate as possible. To that end, we have corrected some
data entry errors from previous years so the numbers in this report may differ from

those in past reports.

4. Changes to IDU/Substance Use Services mping: In previous years, the IDU
Outreach section of OCHART was restricted to agencies specifically funded by the
AIDS Bureau to deliver IDU outreach programs. In 2009/10, this section of

OCHART was revised and opened to all agencies

that providerbduration

services for clients who use substances. This change gives us a more robust and
accurate picture of programming for people who use substances in Ontario. Because
of these changes, data for some other sections of the regpdutreach and gyport
services) may seem different this year when compared to previous years. This is



because some data previously reported in other sections of OCHART are now being
reported in the IDU/Substance Use Services section.

This report provides key findings @emerging trends froselectedjuestions in the
200910 OCHART reportsTo see the summary of responsealt@00910

OCHART questions, go to

https://www.ochatca/documents/2011/OCHART _Supplementary Tables by Regio

n.pdf

How the Report is Organized
This report follows the same order as the OCHART form:

Section Contents

Part I: Contexi Trends in Epidemiological data and information on how tlea
HIV Infection are aggregated and presented

Part Il: How We Work Information on the organization, governance, fundin

staffing, planning, evaluation and partnerships of
communitybased organizations, taken from OCHAR
sections 1 through 5, 7 and 8

Part Ill: WhoWe Serve Information on the catchment area and populations
community-based organization sexytaken from
OCHART section 6

Part IV: What We Do Information on the programs and services provided
funded organizations, taken from OCHART sections
throuch 13

Part V: ACAP Report A separate summary of the programs funded by the

Public Health Agency of Canada AIDS Community
Action Program

Figure titles are numbered according to the OCHART question and do not necessaiity flow
sequentiabrder in the repa.


https://www.ochart.ca/documents/2011/OCHART_Supplementary_Tables_by_Region.pdf
https://www.ochart.ca/documents/2011/OCHART_Supplementary_Tables_by_Region.pdf

Part I: Trends in HIV Infection in Ontario

New Diagnoses Down Slightly in 2009

In 2009, 77% of new HIV diagnoses were in men and 23% in women, whaohssstent

with trends inrecent years: 75%enand 25%wvomenin 2008 and 77% and 23% in 2007.
However, the actual number of new HIV diagnoses in 2009 (1,013) was down 10% compared
to 2008 (1,121) and is the lowest it has been since 2001 (961).

Figure 1: Number of HIV Diagnoses (adjusted!) Among Males
and Females by Year of Diagnosis, Ontario, 1985 to 2009
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1 Unknown sex assigned according to the distribution of cases with known sex (see Technical Notes); thus, totals may differ due to rounding
Source of data: HIV Laboratory, Laboratory Branch, Ontario Ministry of Health and Long-Term Care
From: http://www.phs.utoronto.ca/ohemu/doc/Tablel.pdf - accessed September 13,2010

More people were tested in 2009 (425,366) than in 2008 (402,110) or in any year since HIV testir
beganGiven that the number of HIV tests most risk categoriagmained stable or increased in 200¢
(see Table 1), the lower number of new HIV diagnak®es not appear to be relatiedchanges in testing
patterns. The lower positivity rate in almost all risk categories may be due to the impact of preven
efforts. It will be interestingo see whethehis slight drogn new diagnoses is sustained ovardiand to
identify thecontributingfactors.

Table 1 Number (adjustedl of HIV tests and positivity rate (%) by yeauarter of test and exposure
category, Ontario, 19962009 Q4

MSM MSM-IDU IDU Transfused | HIV-endemic
Year # Rate # Rate # Rate # Rate # Rate
2007 22,298 2.14 | 1,524 | 2.12| 18,787 | 0.44 | 5,294 | 0.18| 12,696 | 1.84
2008 25,623 1.98 | 1,365 | 2.32| 17,853| 0.46| 4,744 | 0.1 | 11,468 | 2.19
2009 27,433 | 1.8 1,281 | 2.11| 17,498 | 0.43| 4,407 | 0.14| 12,545| 1.42




Table o _

continued High risk Low risk Mother to

from above hetero hetero child Total
Year # Rate # Rate # Rate #0 Rate
2007 14,909 | 0.28 | 302,247| 0.05| 2,440 | 0.08 | 410,656| 0.26
2008 14,815 0.42 | 307,511| 0.05| 2,457 | 0.24 | 414,936| 0.27
2009 14,561 | 0.28 | 315,710 0.05| 2,360 | 0.42 | 425,366| 0.24

The HIV Lab assigns cases to the exposure category most likely to representrtteeof HIV infection, as follows: &h who have sex
with men (MSM) MSM and injection drug use (IDY)DU; Motherto-child transmission (MTC)Blood product recipient prido

November 1985Blood transfusion recipient prior to November 198&igin/residence in an HMéndemic aregHeterosexual transmission

(with subcategories oHigh-risk heterosexuandLow-risk heterosexugl Unknown (not indicated, NIR)

Althoughfewer men were diagnosed with HIV in 2000 (781 compared to 841 in 200&

drop of 7% in one year), men still account for more than three of every four new diagnoses.
The number of women diagnosed each year has also dropped by about 30% over the past

four years: from 337 in 2006 to 232 in 2009.

Year | # of HIV Tests # of Men # of HIV Tests # of Women Total
Male Diagnosed Female Diagnosed

2006 182,076 810 221,420 337 1,147

2007 184,617 822 217,018 246 1,068

2008 188,970 841 218,180 280 1,121

2009 Unknown 781 Unknown 232 1,013

*The number of tests by gender for 2009 is unknown at this time as the lab is still in the

process of confirminghis data.




Slight Decrease in New Cases in Mo&isk Categories

In terms of risk factors for HIV infection (Figure 2), thember of new cases was down in
almost every categorZompared to 2008, HIV diagnoses in 2009 decreased in:

People from countries whekdV is endemic Africa and the Caribbeai73 fewer
cases?29.2% decreage

People who reporteddh risk heterosexualctivity (21 fewer case83% decrease)

People who reportead\ risk heterosexualctivity* (4 fewer case.5% decrease)

Men who have sex with mga2 fewer cases2.5% decrease)

Men who have sewith men who also report injection drug ySefewer cased4.7%
decrease)

People who report injection drug u&efewer case$.7% decrease).

Note: Follow-up with people who report low risk heterosexual activity as their risk factor
often reveals thelgave had a high risk exposure (i.e., they have a sexual partner who: i
infected with HIV, injects drugs, or is a man who has sex with men).

|72}

While the number of new cases has dropped in almost all risk categories, men who have sex
with men still account foabout half of all new HIV diagnosedsigure 2 shows both the

proportion of diagnosed by erpure category as welk the actual number ofadjnoses by

year.

Figure 2: Number (adjusted?) of HIV diagnoses by Year of Test and Exposure Category -
2005to 2009
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South West Sees Increase in New Cases

Figure 8: New Diagnoses by Region
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The South WedRegion was the only health region to see an increase in new HIV diagnoses
in 200910 (67) compared to 206 (54). Except for Central West, which had a dramatic

40% drop in new diagnoses (from 133 to;&0l) other regions saw a more modest decline. It

is encouraging to see a steady decline in new cases in Toronto, where the prevalence of HIV
is higher than in other parts of the province.

For more information on the epidemiology of HIV in Ontario, see the Ontario HIV
Epidemiological Monitoring Unit wehite. The site also includes both Health Region and
Public health Unit specific data.

http://www.phs.utoronto.ca/ohemu/mandate.html



http://www.phs.utoronto.ca/ohemu/mandate.html

Part Il: How We Work

In 200910, a total of 88 programs in 71 agensabmitted @HART reportscompared to
83 programs i”200809; the increase was due to a new ACAP funding cycle that saw 27 new
projects funded. Five of these 27 new projects were in programs new to OCHART.

The chart below indicates how funded programs are distributed across the province: the inner
circle represents the regions and the outer circle the Local Health Integration Network
(LHIN). The five new programs were added in the Sdu#st and Toronto LHNs.

Figure 5: Program Distribution Across Region and LHIN
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This report provides data for the province and by region. InformbtidtHIN is available
on request through the OHTN OCHARIEHE contact in the acknowtigments.

Community-based HIV/AIDS Programs Provided by a Mix of Organizations

Of the 88 programwhose data are included insghieport, 49 (56%) are in AIDS Service
OrganizationgASOs)and the other 39 (44%) are in HIV programs within community health
centres, hospitals or other commuHigsed organizations

AIDS Service Organizations are staaldne communitypased service providers whose sole
mandate is to providgrevention andgupportservices to people living with and-ask of
HIV/AIDS.

Community Health Centres are nprofit, communitygoverned organizations thase
interdisciplinary tems of health providers to delivprimary health care, health promotion
and community development servicksthis context, lteyare usually funde¢by the AIDS



Bureau or ACAPJo provideeither ethnespecific or IDUrelated HIV support and

prevention prgrams.

Hospital programgenerally have staff funded who work in arvHesting clinic or as
supportfor PHAs

Othercommunitybased organizatiorege usually funded to provigmpulation specific
programs thafiocus mainly orHIV preventionand support sgices

Table 2 shows the number of each type of organization funded as well as the types of
services provided.

Figure 3.1b (below) shows the mix of types of programs funded in each region x1@2009
There are AIDS service organizations in all regiond, @rleast three funded HIV programs
in each region. For a list of the programs that submitted OCHART reports irlR0OY
region, see Appendix A.

3.1b: Number of Organizations by Type and Region
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Table 2:Number of ProgramBy Type of Service Funded 09/10

Education Outreach Support Volunteer IDU
ASO 58 53 52 57 21
CHC 2 2 3 3 5
Non ASO 13 13 11 13 5
Other Healthcare
Institutions 2 2 2 2 2
Total 75 70 68 75 33

The numbers above do not add up tottial of 88 who submitted OCHARfEports as some

programsenter datan more than onef the Types of Service categories.




Provincial Programs

Most of the programs that submit OCHART reports provide services within their local
communities or geographserviceareas; however, a small number are provincial programs
that have a mandate to serkie entire province. The provincial programs fall into two
categories: those that provide services directly to clients and those that are a resource for
other HIV/AIDS programs (e.g. providing training, information, resources, expertise). The
following table lists the provincial programs in each of those two categories.

Provincial HIV/AIDS Programs

Provincial Programs that Provide Provincial Programs that are a Resourcg

Services Directly to Clients for Other HIV/AIDS Programs*
HIV & AIDS Legal Clinic (Ontaio) African and Caribbean Council on
(HALCO) HIV/AIDS in Ontario (ACCHO)
Ontario Aboriginal HIV and AIDS StrategAIDS Bereavement Project of Ontario
(OAHAS) (ABPO)
Hemophilia Ontario Canadian AIDS Treatment Information

Exchange (CATIE)

Pr i s ddiVRAIDS Support and Action |Ontario AIDS Networl{f OAN)
Network (PASAN)

\Voices of Positive Wome(WVOPW) Ontario Organizational Development
Program (OODP)

Ontario HIV and Substance Use Training
Program(OHSUTP)

* Provincial resource programs provideaining, information and other services to enhance
the capacity of other communiyased HIV programs.




Government Funding

The following graph shows the actual amount of funding provided by thgdwernment
funders each yeathe AIDS Bureau and ACAP

Figure7: Annual ACAP and AIDS Bureau Funding as

Reported by Funders
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The difference in ACAP funding between 26P809 and 2002010 reflects newly funded
projects that ACAP originally anticipated beginning20082009 which were delayed until
20092010.

Figure 7a: AIDS Bureau and ACAP Funding by Region
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Graph 7a illustrates AIDS Bureau and ACAP funding by region. lvstibat the Toronto

region receives almost half the funding from these two levels of government. The figure for
Toronto region includes the funding for provincial service programs (i.e., those that provide
direct client services) but NOT the provincialaasce programs (i.e., those that provide
training, information and other services to enhance the capacity of other combasety

HIV programs). The provincial service programs were included in the Toronto Region
because a significant number of the cletitey serve are in that area.

Figure 7b: AIDS Bureau and ACAP Funding - Agencies Located in Toronto
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Figure 7b shows the total amount of funding to programs located in Toronto, including
provincial resource programs. The drophilDbS Bureaufunding for communitybased
HIV/AIDS programs inToronto in 200910 is due to a transfer 8iDS Bureaufundsto
supporttheworkof he Gay Me n 6 dlliaSce fxom she AlBBeCamntitteef
Toronto to the Ontario AIDS &twork. This transfer did not result in any loss of services in
Toronto.
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Figure 7¢ : AIDS Bureau and ACAP Funding (2009/2010) vs HIV Cumulative Diagnoses (1985-

2008) by Region
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Figure 7c looks at the relationship between funding levels and prevalend¢¥ bf/lfegion

for the year 2008which is the most recent year for which we have HIV prevalence data. It

shows that, in four of the six regions, the level of funding is relativeigistent with HIV
prevalence. In the other twadNorthern and Central Westfunding is higher than
prevalenceThi s i s consistent with previous

Note: Prevalence rates used in this document are based on where people were tests

opposedo where they actually live

12

year 0s



Sources of FundingVary by Region

Communitybased AIDS service organizations (unlike many of the other organizations that
have HIV programs)seek fundingo support their progranfsom a number of sources in
addition tothe AIDS Bureau and ACAP, such as municipal governments and/or regional
health authorities, the United Way, and other governmemifig programs. Many programs
also fundaise in their communitiehrough special events such as AIDS Walk for Life and
othes.

5.4: AIDS Service Organizations: Sources of Funding as Reported by
. Programs
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As the following regional funding breakdown illustrates (Figure 5.5) programs in certain
regionsi such as Toronto, Ottawa, Central West and South YWast more likely to receive
some funding from their municipal government or regional health atyghehile programs

in the Northern and Central East regions are mainly dependent on AIDS Bureau and ACAP
funding. It would be interesting to identify the strategies programs have used to
engage/secure ongoing funding from their local government or Lbéidéé whether they

could be used effectively in other parts of the proviRcegrams in Toronto tend to

fundraise a larger proportion of their budgets (although less in-20@Ban in previous

years)

13



5.5b: AIDS Service Programs: Sources of Funding bilealth Region
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Half the Programs Report Decrease in Fundraising

In 2009, the 30 programs that raise funds in their communities reported a decrease in income
from fundraising to the lowest level in the past five years (see Figure 5.4). A closer look at

the data revealed that about 12 of the organizations saw a slight increase in fundraising and
donations while 18 saw a decrease of at least 20% and ten had a chane dfian 45%. A
significant proportion of the decline in fundraised dollas due to the fact that one
Torontebased program did nbbld one of its premier fumdising events in 20090. Some

of the decline is also due to the end of grants from charitable foundations, such as Trillium
which gives timdimited grants, as well as a drop in philanthropic support from the private
sector and peoplsithin theirown communities due, perhaps, to the uncertain financial
environment.

The extent to which programs depend on fundraised dollars varies significantly across the
province. For example, in 200D, fundraising accounted for 27% of revenue for three
programs, 35% fofour programs and 50% or more for two programs.

Greater and More Meaningful Involvement of People With and At-Risk of HIV

As in past years, all programs made efforts to involve people wihrmk of HIV in their
organization. Overall, there has beware focus on the meaningful rather than just greater
involvement of people with at-risk of HIV.

In 200910, more organizations reported having people with-asktof HIV involved in

program evaluation, service delivery, research/data collectiofoand testing than in

previous years; however, fewer reported having4dbdgitive or atrisk people in governance
roles or paid staff positions. Due to the

17
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(i.e.are these PHAs, IDU peers, otherpeers,c ?) and their oO0invol vemen
will be refining these questions over the next year in order to have a more accurate picture of
GIPA, MIPA and peer involvement in programs.

OCHART Questioii.7 How does your organization involve targepplations in its work?

7.7: Organizations Reporting Involvement of Target Populations in Organizational
Activities
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Many organizations continue to experience challenges recruiting people \aithskrof

HIV to their boardsPrograms report that the barriers to meaningful involvement are similar
to those that keep clients from accessagyices, such as lack of adequate transportation and
the fear of being identified as someone with HIV.

To overcome these challenges, some organizations are involving clients in innovative ways
such as creating an advisory committee for their Supportce@srprogram. This appears to

be less intimidating for clients than being a board member but still allows for meaningful
input into program development and delivery. Others are using focus groups, surveys, needs
assessments and other evaluation methodotogie greater involvement. As we track

efforts to involvetarget populations in our work, the information may help identify the types

of activities that lead to greater and more meaningful involvement.



Regional Breakdown for Chart 7.7

As the following egional breakdowns indicat@ost regions primarily are involving their
target populations through recruitment for paidsolunteer positionsand participation in
program planning and evaluation and service delivery. Ottawa and Central West have a
somewlat greater emphasis on recruiting for governance while Central East, Eastern and
Northern involve thie target populatiosithrough recruiting them to volunteandin
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Eastern
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Toronto
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Changes in Human Resource Management

OCHARTquestion 4.1: Human resource problems/issues actively being dealt with during this
reporting period

Although organizations continue to report that they are dewalitihga range of HR issues
including staff off due to illness @n short or longerm leawe - there was a drop in the
proportion of organizations reporting staffing and staff development issues. This may
indicate that more programs are developing the capacity to manage HR issues.

4.1: Organizational Human Resource Issues

100% - & 2005/2006 (n=74) & 2006/2007 (n=76) k4 2007/2008 (n=77) i 2008/2009 (n=83) & 2009/2010 (n=89)

75% -

50% - -
i i “
0% — , -

Collective Health and Staff Staffing Volunteer Wages
bargaining Safety Development management

% of Programs

It may also be due to the impact of having more positifieen we look at the number of
full-time equivalent positions funded by the AIDS Bureau and ACAP over the past three
years(Figure 2.2b)we see a steady increase from just over 200 in-28G@almost300 in
200910; or about 50%pPart of this increase idue tanewACAP projects but there has also
been a steady increase in the number of ongoingifiudl equivalen{FTE) positions funded

by the AIDS BureauH1 and H2 refer to the first (April to September) and second (October
to March) reporting perioder OCHART.
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2.2b - Total AIDS Bureau and ACAP Funded FTE
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Most of the fulltime equinalent positions 241 or 83% are in AIDS service organizations,
which tend to be smaller organizations with less administrative or HR infrastructure than a
CHC or a hospitalThe ircrease in new positisrcomea from funding provided by the AIDS
Bureau and ACAP.

Figure 2.2 shows that the large majority (83%) of positions funded in Ontario are through
the ASOsector Although there has beesome distribution of fundintp otherkinds of

health andrganizationsgovernment funders continue to support the stabilization and
growth of the ASO secto

2.2a: Proportion of Total FTE by Agency Type 2009 H2

Other Healthcare
Inslllsuslons NON-ASO
; 27.88
14.5

5%
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While theHR situation is improvingnd the turnover in positions seems to be lessgning
staffing is still an issue. About 48% of the programs reporte@éssaith staff changes,
including new hires, reworking of existing positions, people on extended medical leave, and

loss or amalgamation of positions during the year, and 58% are anticipating staff changes in
the 201011 year

Figure 2.2c belovehows the nmber of new hires and departures of FTEs over the past three
years. It does appear that the rate of turnover is declining which should lead to more stability
and consistent service delivery for programs. What is not clear from this data is how long
positions may be open and thus the length of time programs and services may be disrupted.

Despite these staffing issues, it appears that programs are able to sustain their activities as
there was no significant decrease in the quantity of services deliverethewyesar.

2.2c New Hires and Departures by FTE for AIDS Bureau and ACAP
funded Staff
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Programs Use Evaluation to Identify Better Ways to Deliver Programs/Services

OCHART question 7.Mhat processes/tools have you used in this reporting period to
monitor/evaluate the effecémess/impact of your services?

More than 90% oprograms are actively monitoring and evaluating their services in some
way. As Figure 7.1 illustrates, most are using staff meetings, informal and formal client
feedback (i.e., surveys, complaints) and performance reviews to assess and improve their
servies. A much smaller proportion are surveying staff or using external evaludéan.
categories such as staff meetings and client feedback were added in 08/09.

7.1: Monitoring Processes and Tools
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The lessons learned from monitoring and evaluation range from the general (e.g., better
understading of client needs or program strengths and weaknesses, knowledge about what is
working, less duplication of services) to the specific, including:

Hiring a human resources specialist (funded through the Ministry of Training, Colleges and
Universities)who hels address many HR priorities.

Conducting a confidential annual staff survey, which proved to be an excellent tool to assess
how the organization is doing in terms of staff morale, job satisfaction, anebur8taff

also appreciated being askied feedback and felt they are being valued and heard. The

results were used to inform HR and professional development planning. The process created
an atmosphere of openness because the information is shared at all levels.

Engaging various stakeholdeis¢luding community partners, community members, staff

and volunteers, in helping to develop an agency evaluation framework and evaluate its
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programs and services. This process helped enhance services, identify best practices, identify
gaps in servicesha develop appropriate responses to challenges and barriers. It also ensured
the program remains client and commusagntred and accountableits stakeholders.

Having their IDU worker be a member of a Mental Health and Street Outreach Service,
which helps provide clients with access to a multidisciplinary team that has skills in mental
health, spiritual counselling, addiction assessment and counselling, social services and
housing.

Creating a local HIV/AIDS network, which plaga significant raé inthe willingness of
HIV programs and other agencies in the region to work collaboratively.

Continuing to build capacity in strengthsised approaches such as Appreciative Inquiry.
This is a significant cultural shift from focusing on problem solvingahdtessing PHAS'
deficienciesAs a result, clients, staff and volunteers are more engaged.

Better integration of HI\&ervices with housing, primary care, addictions and mental health,
which is helping the program onzoffclientstoent s 6
coordinate their own care.

Increase in Gmmunity-BasedResearchand Evidencelnformed Practice

OCHART question 7.8: If your organization is involved in commyoaed research, please
describe how

The proportion of programs involvé communitybased research continues to increase.
About 70% (Figure 7.8) are either working with a researcher on a study or project, or
providing a study site or participants. More are actively involved in conducting research, and
in implementing and d&minating findings.

7.8: Organizational Involvement in Community-Based Research
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Partnerships Focus on Sharing Information and Referrals

OCHART question 8.2: Identify your key partnerships and describe how they contribute to
your program/services.

All HIV programs are expected to work in partnership with oneterand with other
agencies to deliver prevention and support services. Partnerships vary in intensity. Some
involve simply the sharing of information while true working relationships often involve the
actual sharing of resources, such as space, stafidgels to achieve common goals. Figure
8.2f shows the proportion different types of partnershigsSOs andther funded programs
reported irthe second half d009-10. Most partnershiparefor the purposes afharing
information and referrals, about@0nvolve joint programming and committee voand
someare partnerships that involve sharing space, volunteers or funding.

Partners Provide Health, Populatiortspecific, Education and Social Services

As in past years, programs report that most of their partners provide health, education,
population specific and social services. A smaller number pre@deces such as legal,
correctional, services for prisoneesldiction, housing and researq®ee kgures 8.2e and
8.2g below)

28



