REPORT

STATEWIDE STRATEGY ROUNDTABLE

“LATINOS IN LOUISIANA AND HIV/AIDS: BARRIERS AND RESPONSES”

Section One: Background and Preparations
On October 11, 2007, some 65 individuals from AIDS service organizations, Louisiana’s state HIV/AIDS program, primary care facilities and churches as well as three out-of-state observers joined with the Commission and three co-sponsoring organizations to hold the first statewide strategic roundtable entitled “Latinos in Louisiana and HIV/AIDS: Barriers and Responses,” in Alexandria, Louisiana. The event was produced by four entities
 with the goal of improving HIV/AIDS prevention and care services for the Latino population in the state through mobilizing stakeholders and generating a consensus about what strategies to pursue. 
Objectives 

The Louisiana statewide strategy roundtable [hereafter “the Roundtable”] grew out of a series of conversations held by Tim Frasca and Leandro Rodríguez during their May 2007 site visit to the New Orleans/Baton Rouge area. The goal of bringing stakeholders together at the state level is an explicit aim of the Deep South Project, and the reaction among key individuals in New Orleans was exceptionally positive. The two main backers of the idea were Susan Bergson of the Louisiana Public Health Institute and Jack Carrel, the assistant director of the Louisiana STD/HIV Program at the Office of Public Health (OPH, i.e., the state department of health). They became the two most important participants in the ad hoc planning committee
 that was formed to sponsor and organize the event. 

The desired outcomes of the event, formulated as objectives at an early stage of the planning process, were the following: 

“By the end of this meeting, participants will be able to:

· “Describe the epidemiology of HIV among Latinos in Louisiana.

· “Identify major challenges faced by providers to delivering services to Latino residents.

· “Identify major challenges faced by Latino residents to accessing HIV/AIDS services.

· “Name possible strategies to address HIV/AIDS among Latino populations. 

· “Describe an action plan to increase the focus on HIV/AIDS issues among Latinos in Louisiana.” 

These objectives were carried over into the event itself more or less intact with the exception of the final one, which was modified to reflect the more realistic expectation that participants would focus on plans for their own agencies or organizations rather than a global statewide strategy. 

The broad nature of the objectives as delineated led to some uneasiness on the part of the organizing committee, which began to see the focus of the Roundtable as too vague. Jack Carrel’s office polled likely participants to determine their priority interests, using a modified version of the questions posed in the Commission’s survey circulated at the HPLS Conference in New Orleans in May. The results—which were roughly similar to the HPLS survey results— indicated that those likely to attend had three main issues in mind:  

(1) How to conduct prevention education among Latino populations;
(2) How to expand HIV testing among Latino populations;

(3) How to improve access to care for HIV-positive Latino clients.
The planning committee decided to make these three areas the topics for the afternoon breakout sessions. In this way local progress on at least one of these three focus areas came to replace the original objective of reaching consensus on a statewide strategy although this was not written down explicitly. 

Structure and Planning of the Roundtable

The planning committee originally contemplated a fairly extensive initial presentation based on the available epidemiological data. This was to be preceded by greetings and welcomes from the four co-sponsors and then followed by a panel discussion of the significance of the data and the obstacles faced by providers and beneficiaries alike. 

The morning session was therefore seen as an interactive session with significant audience participation focusing on current conditions and possible strategies for addressing the concerns raised. However, in the course of preparations committee members raised a series of additional concerns including: the need for a speaker from outside the New Orleans area (to avoid the usual excessive focus on that part of the state); a desire to hear from a primary care provider to emphasize the link between HIV and other health concerns of Latinos; the lack of a consumer (HIV+ individual) voice on the panel; and the need to spotlight the LLHC as the logical vehicle for carrying any eventual plans into fruition. 

The result of these negotiations was a revision of the morning structure to expand to two panels, roughly divided between “Barriers” and “Responses” so that all these speakers could be accomodated. The epidemiological presentation therefore was shrunk to a 15-minute slot along with the others of a similar size, and the opportunity for interventions confined to the Q & A sessions after each panel presentation. The planning committee hoped that these inputs would provide participants with an overview and sufficient detail to go into their afternoon work groups with a clear vision of the conditions faced and some ideas of how to respond to those conditions. 

However, the planners could not find anyone from outside New Orleans willing to speak despite repeated calls and queries. Agency representatives from around the state felt they had little to offer from their own experience on this topic. In response, Tim Frasca worked to recruit several other speakers of interest quite late in the planning process, all of whom accepted. The result was a total of eight presentations during the morning session amounting to two full hours of the program. An important question for the post-Roundtable evaluation is whether this was the best use of the available time and what alternative formats might be used in the future. At the same time, the final program responded to the negotiated desires and interests of the planning partners and reflected the horizontal planning process. 

Members of the planning committee consulted weekly by conference call through a line donated by LPHI. (Ten calls were held during the three months of planning.) Tim Frasca compiled and circulated extensive notes on these conversations and highlighted the chores agreed to by each participant. These weekly memoranda summarized the many details involved and tasks agreed to. They also reflected the collective decision-making process. 

This approach was particularly important given that the initial conversations among three co-sponsoring groups—the Commission, LPHI and OPH—generated a misunderstanding at the time of the first Roundtable pre-announcement. The Coalition (LLHC) was subsequently invited to join the organizing committee, participated fully in all subsequent planning for the event and contributed two presentations. Future roundtables in other states will start with an open invitation to all interested parties to join the organizing committee.

Section Two: The Alexandria Roundtable
A. Registrants & attendees

Approximately four weeks prior to the Roundtable, announcement flyers were mailed to staff at the Department of Health and community-based organizations providing HIV prevention and care services in Louisiana. The registration form was made available online. Our goal had been 40 registrants. There were 60 individuals that registered for the roundtable thus surpassing our goal by 150%. A plurality of those that pre-registered (43%) were from New Orleans. 
At the Institute we held a check-in table and on-site registration table. We then used that information collected at the table to compile information on the number of Institute attendees.  Of those who pre-registered for the event, 72% (N= 43) attended the roundtable. We also had a 13% on-site registration rate. 

Individuals had been asked to provide the name of their work organization. We then coded those organization names for work affiliation. Approximately 69% of those who attended the roundtable were from a community-based organization (CBO), and 27% were affiliated with a health department. A plurality of individuals (smaller than that that pre-registered) were from New Orleans (37%). Furthermore, 19% were from the 70112 zipcode.  See Table 1 below for a list of the top five cities. For approximately 15% of the attendees, we did not collect city/zipcode information. 

There were over 25 organizations represented by the attendees with 21% representing the Louisiana Office of Public Health HIV/AIDS Program. CLASS accounted for some 8% of the attendees, and another 6% were from the Philadelphia Center. Thus, while the majority of the attendees were from a CBO, the organization that was most heavily represented was the Louisiana Office of Public Health HIV/AIDS Program. Below in Table 1 is the list of organizations with which the attendees were affiliated; Table 2 shows the distribution by city.  

Table 1: Organizations 

Acadiana CARES

AL Department of Public Health

Belle Reve New Orleans

BINWCA

Brotherhood Task Force of NWLA

CLASS

FACES/Children's Hospital

Family Service of Greater Baton Rouge

GO CARE

HIV/AIDS Alliance for Region Two, Inc

In This Together, Inc.

Institute of Women and Ethnic Studies

LA DHH HAP Program

LLHC

Louisiana Office of Public Health HIV/AIDS Program

LSUHSC HOP Clinic

Montgomery AIDS Outreach

N'R Peace, Inc

N'R Peace, Inc.

New Orleans Regional AIDS Planning Council

NO/AIDS TASK FORCE

North Carolina HIV/STD Program

Philadelphia Center

Planned Parenthood of Louisiana and the Mississippi Delta

Southwest Louisiana Area Health Education Center

St John #5

Table 2: Top five cities of attendees

	City
	% of attendees

	New Orleans
	37%

	Shreveport
	10%

	Alexandria
	8%

	Baton Rouge
	8%

	Monroe
	6%


Presentations

The first panel was designed to address barriers: it began with a review of the epidemiological data available for Louisiana in relation to Latino/Hispanic incidence and prevalence. Deborah Wendell from OPH addressed the difficulties of assembling any epidemiological data given the upheaval in Louisiana’s demographic patterns in the wake of Hurricanes Katrina and Rita in 2005. Although Latinos now account for approximately 8 percent of the new HIV cases reported in the New Orleans health region, the shifting denominator makes it hard to determine whether this result is a statistical anomaly or evidence of a sharp increase in HIV infection among Latinos. 

ROUNDTABLE SPEAKERS

	Topic
	Name
	Affiliation

	Epidemiology of HIV/AIDS among Latinos in Louisiana
	Deborah Wendell
	Office of Public Health

	Obtaining care and services for HIV+ Latinos
	Oscar Salinas
	Family Advocacy, Care and Education Services (FACES)

	HIV/AIDS clinical services for minorities in Louisiana
	Dana Gray
	DELTA AIDS Education & Training Center

	Being HIV+ and Latino in Louisiana
	Sergio Farfán
	Louisiana Latino Health Coalition (LLHC)

	Role of the Louisiana Latino Health Coalition
	Enrique Moresco
	Louisiana Latino Health Coalition/NOAIDS

	An open-access model of primary health care
	James Comeau
	St Charles Community Health Center, Luling

	Rural primary health care and HIV/AIDS
	Linda Sharpless
	Multipractice Clinic, Independence

	Strategies for serving Latino populations AND Latino participation in HIV/AIDS planning
	Tony García-Peláez
	U.S.-Mexico Border Health Association (USMBHA)


Oscar Salinas of FACES described certain common factors influencing vulnerability of Hispanic residents: large preponderance of males and family separation; transience (many are coming from other states); low educational levels; lack of access to health care; heavy drinking; previous STD diagnoses. He described the challenges to providing this population with health information and referrals.  

Salinas is assisting Dr Patricia Kissinger at Tulane in a research project to measure STDs among migrant workers and experimenting with an innovative methodology for tracking them despite their frequent changes of residence. The methodology has proved successful, and Dr Kissinger is seeking funding for a large study based on the initial findings. 

Dana Gray of the DELTA AIDS Education and Training Center in New Orleans reported on the availability of culturally and linguistically competent clinical care for HIV/AIDS for minority residents of the state. An extensive survey of providers was done around the state to research this topic. Louisiana has xx Spanish-competent providers for HIV/AIDS care. [waiting for this fact from DG]
Sergio Farfán offered moving testimony about the rigors of facing an HIV diagnosis as a Latino resident even when protected by legal residency status and relatively high educational attainment. 

Panel II was oriented to presentations of responses and included two representatives of primary care facilities that are involved in HIV testing and/or referrals, James Comeau of the St Charles Community Health Center in Luling and Linda Sharpless of the Multipractice Center in Independence. They described the evolution of the services they offer while touching upon cultural competency issues and staff training in this area. Discussion of access to primary care was relevant since many recent immigrants are less concerned about STDs and HIV than the obstacles in obtaining medical services of any kind. Enrique Moresco described the LLHC and the Governor’s Commission for HIV and Hepatitis C.  

Tony García discussed asset mapping, various models of community-based action, the relative merits of external and internal resources and actors, and issues of community control. He stressed the need to assess not only needs but also resources and assets present in a community. 

His second presentation emphasized the importance of Latino participation in the community planning process formalized in 1993 and recognized by the Centers for Disease Control (CDC). ENLACES is a training module available for use by interested community partners. 

The afternoon work groups

The registrants to the Roundtable were asked to select a work group topic upon arriving at the hotel. The three choices were the same topics that had emerged in the polling of agencies done by the OPH: testing, access to care and prevention. The prevention group was oversubscribed and divided into two, resulting in a total of four work groups of between seven and 13 participants each. Each group received a previously formulated question on the topic. Discussion was led by a member of the planning committee or a volunteer from the Commission. A notetaker compiled a record of the conversations that followed for 90 minutes. The groups were asked at the end of their brainstorming to generate a list of short- and long-term (one year) action steps and to assign individuals to assume these tasks when possible. 

Section Three: Outcomes

The work groups revisited the many obstacles mentioned during the morning panels and discussions. These can be summarized as:

Individual level barriers:

· language;

· gender beliefs and attitudes;

· low perceived risk;

· low educational levels and illiteracy;

· concerns about confidentiality;

· transportation;

· unfamiliarity with health system, available services;

· fear and distrust of official institutions; 

· substance abuse;

· the immigrant experience, fear, sadness, discrimination, violence, depression, survival issues, fatalism.

Community level barriers:

· HIV/AIDS stigma;

· distrust of alopathic medicine;

· weakness of links with Latinos communities;

· variety among Latino communities, nationalities, gay Latinos, etc.;

· divisions between newcomers and established Latino residents; 

· gender-based attitudes.

Institutional/structural barriers:

· cultural competency in agencies;

· denial of the reality of Hispanic populations by political leaders; 

· racism;

· hostile religious leaders;

· restrictive ethnic identity of agencies themselves as ‘for’ whites, blacks;

· competition for resources;

· exclusion of non-residents from services;

· flat funding.

The following are the summary conclusions reached by each group, accompanied by the evaluation results of the participants. 

Prevention Group I

QUESTION: How can prevention messages most effectively be delivered to Latino residents in our community? 

Structural level strategies:

· Convince state authorities that there is a hidden epidemic;

· Create a statewide coordinator for Latino populations;

· Increase number of bilingual outreach workers [consultants];

Community level strategies:
· Obtain/produce culturally appropriate materials;

· Shape HIV messages to coincide with priority issues for Latino residents, e.g. immigration, housing, food;

· Address stigma and taboo;

· Recruit Spanish speakers as volunteers, collaborators, researchers;

· Find and meet gatekeepers, e.g. local priests, taco venders;

· Imitate successful approaches used to reach African-Americans;

· Utilize picture-stories (fotonovelas);

· Consider health promoters model;

· Organize special events to meet Latino residents, e.g. Mexican-themed barbecue;

· Distribute materials in Medicaid and WIC offices;

· Contact ESL classes;

· Contact health care providers;

· Get training on how to work with Hispanic populations, what not to do;

· Partner with agencies that already have bilingual staff;

Research activities:

· Research Spanish-language media;

· Explore Forest Hills area (Alexandria), epicenter of Latino population;

· Discover who are top Latino celebrities in Louisiana for social marketing;

· Explore differences between permanent and transient Latinos;

· Organize focus groups with people of different age groups;

· Approach and meet women engaged in commercial sex;

· Write up results of research actions and circulate them statewide.

Prevention Group II

Structural level strategies: 

· Obtain staff training; 

· Incorporate prevention into prenatal care.

Community level strategies: 

· Recruit college students, especially bilingual;

· Use Community Promise or similar approach;

· Recruit young Latinos to be part of the program; 

· Use local Spanish radio;

· Encourage staff to immerse themselves in the community setting (games, events) to build rapport, credibility;

· Provide hygiene kits;

· Facilitate referrals for other health issues, e.g. prenatal;

· Involve LLHC; 

· Contact gatekeepers, e.g. storekeepers, priests, Western Union, ESL teachers; 

· Contact nursing departments;

· Shape materials to reading levels;

· Contact Hispanic churches;

· Develop volunteer strategies. 

Research activities:

· Assess the community, use data to identify needs;

· Identify gatekeepers;

· Learn about other community needs (housing, food).

Testing Group

QUESTION: Latinos tend to get tested late in the HIV disease progression process, often receiving an HIV and an AIDS diagnosis at the same time. What can be done to reduce these delays? 

Structrual level strategies: 

· Ask OPH to provide Spanish language instruction;

· Open dialogue with state authorities on readiness to address needs of this population despite low incidence;

· Explore Trinity Biotech test to compare with OraSure;

· Increase number of counselors and increase ethnic diversity;

· Keep the issue on agenda of CPG both statewide and local;

· Discuss next statewide prevention plan with CPG and possibility of directing federal dollars to this end;

· Partner with hospitals through new CDC expanded testing grant for Louisiana;

· Obtain CLIA waivers directly instead of going through state process;

· Share advice among agencies on how to reach this community;

· Bring up issues at next statewide HIV meeting;

· Set follow-up meeting for one year from now.

Community level strategies:

· Use rapid testing technology; 

· Increase field testing to reach transient populations;

· Utilize gatekeepers;

· Utilize mobile units for outreach and testing, cf. Community Promise for African-Americans;

· Improve linkages to care for HIV(+) clients;

· Encourage all outreach workers to know a minimum of Spanish;

· Explore partnerships among bilingual physicians, churches, agencies, bars;

· Find a public figure like Magic Johnson to spur interest and destigmatize;

· Work with Latino churches;

· Match outreach workers’ race/ethnicity to target populations;

· Get announcements on Spanish media to encourage testing;

· Reach out to Latino soccer leagues;

· Use billboards and movie theatres, anywhere families congregate;

· Address needs of partners of HIV+ clients.

Research activities:

· Utilize testing experience to assess risk during counseling;

· Identify funders beyond health department.

Access to Care Group

Question: Today, we heard about the specific barriers Latinos living with HIV experience in accessing services. What can we do to overcome these barriers? 

Structural level strategies:

· Demonstrate impact with data and show dollar costs;
· Raise bureaucratic barriers at next meeting of Louisiana Commission on AIDS and Hepatitis C in October;
· Mobilize for LLHC regional cultural competency trainings;

· Seek foundation funding;

· Address bureaucracy of state care system;

· Address non-reimbursed costs for undocumented clients;

· Educate agencies about HRSA rules; 

· Improve communication among agencies.

Community level strategies:
· Identify gatekeepers for Latino populations, including ‘union’ leaders; 

· Establish health promoter initiative;

· Reframe work as social justice;

· Address OTC self-medication.

Research activities:

· Establish a work group on data collection to improve data quality (LLHC will take the lead in November);

· Compile directory of HIV/AIDS care providers in the state.

Section Four: Evaluations
A. Overall Evaluation by Participants
At the end of the roundtable, participants were asked to complete a survey on their overall experience. We collected 38 completed overall Roundtable evaluation surveys. Thus, we had a 73% overall roundtable evaluation completion rate. 

Over 63% of the overall Roundtable surveys were completed by females and 37% by males. In terms of ethnicity/race, 21% of those who completed the surveys were Latino/ Hispanic; 40% Black/African-American and 37% White/Caucasian. Of those completing the survey 87% noted that English was their primary language. The average age of the survey respondent was 41. Lastly, 44% were affiliated with a community-based organization (CBO), 36% were affiliated with a local health department and 14% from a clinic
.  

Participants were asked to rate 14 roundtable items, including their overall learning experience, the meals, the staff, the content of the presentations and the registration process. We grouped the rated variables into four categories: content/presentations; logistics; structure; and overall feelings. The highest rated item overall was perceived need, followed closely by the conference staff, the roundtable binders and topic relevancy. See Table 3 and Figure 1 below. 

Table 3: Ratings Overall 

	
	% rated good or very good
	Average Score

(scale 0 to 4)

	1. Content
	
	

	…Opening remarks
	89%
	3.25

	…First panel on barriers
	92%
	3.30

	…Second panel on responses
	81%
	3.14

	…the binders
	95%
	3.49

	…lunch speaker
	91%
	3.25

	2. Logistics
	
	

	…hotel
	60%
	2.89

	…conference staff
	97%
	3.62

	…information received beforehand
	68%
	2.95

	3. Structure
	
	

	…roundtable structure
	95%
	3.47

	…topic relevancy
	97%
	3.47

	…networking opportunities
	87%
	3.45

	4. Feelings
	
	

	…learning experience
	89%
	3.26

	…satisfaction
	92%
	3.37

	…the need for this meeting
	97%
	3.68
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Learning experience was moderately associated with the remarks by Mr. Chacon during lunch (r =.59), the opening remarks (r = .58) and the perceived need for this type of meeting (r =.58).  Thus, those that rated learning experience highly also rated highly the remarks at lunchtime and during the opening along with the need for the meeting. 

Some more advanced statistical analyses were run to determine if ratings differed by demographics. However, because of the small sample size and no a priori hypotheses, the results represented below should be viewed as solely exploratory and as interesting trends that we should consider in future roundtables. 

Although women in general rated the 14 variables of interest more highly than did males, there were no statistically significant differences in ratings by gender. Interestingly, where men tended to rate more highly (although not statistically significant) were the overall feeling variables.  

Only one variable that reflected statistically significant differences by ethnicity. In general, Latinos rated the variables more highly than other groups. In terms of perceived need for the roundtable, there was a statistically significant difference between ethnic groups, with Caucasians ratings the perceived need lower than African Americans and Latinos (F = 3.26, p =.05). See Figure 2 below. 
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There was a statistically significant positive association between age and ratings of the binder (r =.33, p=.048). This finding indicates that older attendees rated the binders more highly. 

In terms of work affiliation, in order to possibly produce more robust analyses, comparisons were made only between health department staff (N = 13) and those affiliated with a CBO (N =15).  In general, those affiliated with a CBO rated the roundtable more highly across the 14 variables of interest. Three of these items were of statistical interest (see Table 4 below).

Table 4: Work Affiliation Rating Differences on Three Key Variables

	
	CBO
	Health Dept.
	F =
	P=

	Conference staff
	3.69
	3.31
	3.40
	.076

	Binders
	3.63
	3.54
	4.97
	.034

	Satisfaction
	3.56
	3.15
	2.78
	.10


Those affiliated with a CBO rated the conference staff, the binders and their overall satisfaction level more highly than those affiliated with the health department. 

B. The Workgroups

During the afternoon of the roundtable meeting, participants were divided into four workgroups (based on topics that they selected) to discuss possible action goals, plans and steps. There were originally three topics: prevention; access to care and testing. However, because so many participants selected prevention, two prevention workgroups were created. 

At the end of the workgroup discussion, participants were handed a short evaluation survey to assess their perceived likelihood of action step implementation and satisfaction with the workgroup. Below we present the evaluation results across the workgroups, for each workgroup session and comparisons of the workgroups with each other. We had a total of 38 workgroup evaluations completed. This is the same number of overall conference evaluations that were completed. Thus, it appears that those that completed one evaluation form completed the other as well. 

Table 5: Workgroup Details

	Workgroup
	Facilitator
	# of Completed Evaluations
	% DOH evaluation completion

	Prevention Group 1
	Ms. Susan Bergson
	7
	60%

	Prevention Group 2
	Dr. Tony Garcia- Pelaez
	6
	40%

	Access to Care
	Mr. Jack Carrel
	6
	40%

	Testing
	Mr. Guillermo Chacon 
	9
	0%


A.
Across the Workgroups

Across the workgroups there was a high satisfaction rate—97% noted that they were either satisfied or extremely satisfied. The participants felt that the topics were highly relevant (Table 6). 

Table 6: Overall Workgroup Ratings

	
	% good or very Good
	Average Score

	Learning experience
	95%
	3.46

	Level of involvement
	92%
	3.50

	Usefulness 
	92%
	3.50

	Relevance of the topics
	94%
	3.69


Participants were also asked to rate the likelihood of step implementation and other possible future events resulting from the workgroup meeting (Table 7). The highest rated item was the likelihood of continuing to collaborate with each other. 

Table 7: Likelihood 

	
	% very likely or definitely
	Average Score

	Steps will be implemented
	68%
	2.84

	Use resulting documents
	87%
	3.27

	Policymakers will listen as a result of the document
	50%
	2.72

	Continue to collaborate
	97%
	3.57


Across the workgroups males rated the likelihood that policymakers will listen more because of the document more highly (M = 3.07) than did females (M = 2.45); F = 3.37, p=.075.  In terms of ethnicity, there was just one statistically significant difference in how the workgroups were rated. Specifically, African-Americans rated the usefulness fairly highly (M = 3.76) compared to Caucasians (M = 3.17); F = 3.97, p= .029. Lastly, there was a positive association between age and rated usefulness of the workgroups (r = .36). Thus, older participants rated the usefulness of the workgroups more highly. 

B.
Comparing the workgroups

Analyses were run to determine if there were statistically significant rating differences among the workgroups. Again, because of the small cell sizes, caution is needed when interpreting the data. Across the variables (both overall ratings of the session and the likelihood of future implementation), the testing workgroup was rated the highest. On the variables of satisfaction level, learning experience and usefulness of the workgroup session, there were statistically significant differences by workgroup. Overall, the second prevention group was rated the lowest. The testing group was very highly rated and was also the one group for which there was no evaluation form completed by health department staff. 

Table 8: Statistically Significant Rating Differences by Workgroups

	
	Prevention (1)
	Prevention (2)
	Access
	Testing

	Satisfaction
	4.0
	3.0
	3.67
	3.80

	Learning experience
	3.57
	2.67
	3.50
	3.63

	Usefulness
	3.71
	2.83
	3.67
	3.75


There was a statistically significant interaction effect with regard to how satisfaction was rated (workgroup session X gender; F = 5.05, p=.017) with men rating the testing and access to care more highly and women rating Prevention Group 2 more highly. See Figure below.
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To help better understand how the workgroups may continue to be useful, below we provide the likelihood ratings for each workgroup.

 Table 9: Likelihood Ratings by Workgroup
	
	Prevention 1
	Prevention 2
	Access to care
	Testing

	Likelihood steps implemented
	2.57
	2.33
	3.0
	3.0

	Likelihood policymakers listen
	2.71
	2.0
	3.0
	3.0

	Likelihood continue to collaborate
	3.57
	3.67
	3.33
	3.63

	Likelihood use document
	3.29
	2.83
	3.33
	3.38


Interestingly, while prevention group 2 was often rated the lowest across the variables of interest, it was rated the highest for likelihood to continue to collaborate. Having observed that specific workgroup, there was much discussion without much consensus reached in terms of steps. However, that rich discussion including the expression of conflicting views appears to have led to some sense of cohesion and strengthened the disposition to continue to work together. 

C. Qualitative Data: 
1. Follow-up interviews with participants 
Randomly selected participants were interviewed about their experience with the Roundtable and their efforts with local Latino residents. These conversations provided excellent feedback about the ongoing efforts of individuals and organizations around the state. The following summaries include direct comments by participants.  
On the question of what aspect of the Roundtable was most useful, most respondents mentioned hearing how other people reach the Latino population and the importance of connecting with other individuals and groups, especially those already involved with the Hispanic community. 

To hear how they were setting up gatekeepers, having someone that in the community. We were doing it anyway, so it reinforced our approach. 

It led me to believe that grassroots efforts are happening.
We also asked what discussions took place after the event at participants’ organizations and what actions they expected to take. The responses were very interesting and indicated that an encouraging amount of activity was already occurring around the state. Some of it was stimulated by the Roundtable, but more frequently the event added insights or led the participants to alter their approaches. 

We discussed NLAAD coming up, and we realized that we should open the stand later for people working because they [Latinos] are working during the day. So we extended the hours. 

We’re going to meet with a lady from the Hispanic Chamber of Commerce. The idea is instead of having different groups to try to do a multicultural entity for people of color with all the small groups getting together, API, Native Americans, some kind of coalition.
We are talking with OPH, the [childhood] vaccine people, to have a health fair geared to Hispanics.
We reviewed the statistics. We were specifically unaware of the large Hispanic population in one parish, so that made us realize we couldn’t take it as slowly as we thought.

We gathered information about what clinics do when LEP people come in, where are ESL classes taught, other resources in community. My son’s school has a couple of bilingual parents who teach Spanish to five-year-olds, and we’re trying to recruit them.
Now I have three people’s telephone numbers who can interpret for me in Spanish in a three-way conversation if need be.

We went to each of our Latino markets that we have, Latino stores. Most of them hang out there, so we targeted those areas heavily, passed out flyers, so people were seeing our faces. That day [NLAAD] they didn’t come in, but the after-effect is that more and more come in to get tested. There is a lot of demand. They felt more welcome because of our [bilingual] flyers. 

We signed an MOU with the Hispanic Apostolate, explained what we do, and if they had somebody who needed housing, they can refer them.
We invited many of the Catholic priests who have a mass in Spanish in our area, but we since learned that Wednesday is a bad day for them. I don’t think it was lack of interest, just bad timing. 

I met a college student who is Latino, and he translated everything I said. At first the store didn’t want us there, but he convinced them to open the door. We went looking for him afterward to make him a volunteer.”

We have a friend of a staff member who is Hispanic who came to a meeting and offered to translate our brochure and also recruited somebody from a Mexican  restaurant who does interpreting and directs people to social services. We’ll follow up with a meeting there.

We know enough that we can’t just bust in there and test for HIV. We’re trying to do what’s necessary to gain cultural competency and recruit. I’m excited about the progress.
In response to a question about specific presentations, the responses were varied. Most respondents particularly enjoyed and benefitted from the afternoon breakout sessions. Others appreciated the epidemiological data as a basis for discussions although one called it “pretty interesting but disheartening because it showed the gap in the information available and how hard it is to gather.” 
As for organizational needs, about half responded positively to the idea of training on community assessment procedures and an equal number for social marketing. Of unanimous interest was an offer of training on working with Hispanic congregations and pastors. Most respondents focused on ways to build community links and find key gatekeepers, including other organizations with a longer track record. 
We’re just finding out who the right people are to make those connections with our community. A large number of Latinos were at the health fair: somehow they knew about it, and we need to find out how they learned of it.

Another need identified was improving horizontal links so that clients who sought help for homelessness, substance issues, STDs, mental illness, domestic violence, etc., were referred to other relevant services. 

Interpreting skills are also a gap identified by many. There is interest in improving medical interpreting for those who do it now and for exploring how to improve linguistic competency when there are no bilingual staff. 

2 Observations of the Roundtable

Dr. Miriam Vega and Mr. Guillermo Chacon also attended the Roundtable in order to assist with on-site logistics and to provide feedback. What follows are some of their observations.

Overall, the roundtable was fairly successful. There were times where the discussions were intimate, and a sense of unity amongst the participants was created. This in part could have influenced the excellent retention rate that was achieved. Individuals appeared to be sincerely pleased that this space had been provided for them to learn from one another. An interesting comment often repeated was: 

I have this understanding I have heard this before, 15 years ago. . . . This happened to African-Americans, materials not being culturally appropriate, providers not knowing how to provide services. And I see the same thing occurring to Hispanics. . . . Since that time we learned how to provide services to African-Americans, and we may try to use those best practices for Latinos.

Other individuals asked about the availability of bilingual providers throughout the state and whether anyone is collecting data on women, especially migrant women. These are questions that probably should be followed up in future meetings. 

People were very energetic, and the spirit was good throughout the roundtable. Several individuals asked if we had more binders for them since they found the binders to be valuable. 

In terms of program content, the first panel was more informative than the second. Also, the workgroups were not all similarly run because of a lack of a guide. However, most individuals seem to find those groups to be fruitful. The issue of stigma was also repeatedly raised. A possible future training or teleconference topic could be held on stigma and its mitigation. 

As observed and as noted in the evaluations, the areas for improvement include the onsite and pre-roundtable logistics. 

Overall, a fairly successful endeavor. 

Section Five: Conclusions and Recommendations
Below are suggestions that should be implemented and/or considered for the next set of roundtables. There are two sets of recommendations: those based on the evaluation data and those based on the follow up calls.
Logistical suggestions based on the evaluation data

Below are suggestions that should be implemented and/or considered for the next set of roundtables.

1. Registration:

i. Assign registration to someone other than Commission staff who are organizing and planning the event. 

ii. Collect demographic data during registration, including race/ethnicity; gender; age; job title and work affiliation (i.e. DOH, CBO, clinic, hospital, faith-based, university).

iii. Consider gathering information on what services attendees provide and turning it into a resource guide. 

iv. Prepare on-site registration forms that collect the exact same information collected during pre-registration. 

v. Establish system for distribution of mileage reimbursements with mileage list and calculator.

vi. Assign three people to the registration table. Hold a meeting beforehand to discuss roles.

vii. Provide a list of steps/who is doing what? Provide extra copies of all materials. 

viii. Lay out table items clearly. (i.e presenter gifts were to the side and never explained to the people at the table).

ix. Post a Commission banner.

x. Put last names on name tags in bold to help find the name tags more quickly.

xi. Enter registration data into SPSS and mark attendance there. Include race and other demographic data. 

2. Logistics

i. Provide more information to the participants beforehand. 

ii. Improve hotel selection perhaps through a pre-roundtable site visit.

iii. Provide presenters with guidelines.

iv. Bring tape, markers.

v. Bring Commission laptop and projector for presentations.

3. Content

i. Focus on providing “new information” to participants in response to this expressed desire. 

ii. Make binders more appealing to younger individuals attending the meeting. Ask younger attenders in follow-up interviews how to do this, including layout and contents issues.

iii. Provide more background on the Commission and acknowledge titles of Commission members present to show its commitment to the process.

4. Follow-up

i. Create a monthly teleconference or other venue to sustain collaboration among the groups and participants.

ii. Work to attract a greater diversity of individuals.

iii. Tap pharma money for upcoming roundtables. 
5. Workgroups

i. Distribute health department staff more strategically throughout the workgroups. 

ii. Set up breakout rooms beforehand with signs.

6. Evaluation form

i. Eliminate the consistency questions. 

ii. Distribute the evaluation forms at precise, pre-determined moments to improve return rate.

iii. Hand workgroup evaluations to facilitators and charge them with having participants fill them out.

2. Further recommendations based on the follow-up conference calls and interviews

Roundtable organizers set themselves an ambitious set of goals, and these were largely met. At the end of the Roundtable, participants could describe the known epidemiological evidence related to HIV/AIDS among Latinos in Louisiana and could identify the major challenges faced by providers to delivering services to Latino residents as well as the major challenges faced by Latino residents in accessing HIV/AIDS services.

In addition, participants heard a variety of strategies to address HIV/AIDS among Latino populations that they could utilize. Locally-focused action plans were suggested and discussed although there was little formal commitment to specific actions. This is a task that remains for follow-up.

Given the extensive list of both barriers and suggested responses, attendees at the Roundtable did not reach consensus on a shared agenda for the entire state or regions. Rather, groups began to identify certain activities that they could initiate locally based on the discussions and the ideas presented by others or ways to strengthen ongoing efforts. This leaves the broader goal of establishing unified statewide priorities for the future. The Coalition is the logical vehicle for monitoring the progress of the groups and discovering through this observation and consultation process the most urgent priorities. Eventually, the Coalition could formalize these findings in a statement of strategic priorities for the entire state and seek consensus on it.  

The organizing committee has continued to hold regular conference calls, which are now biweekly. The principal concern of the committee at this stage is how to maintain the momentum generated by the Roundtable. 

The Roundtable encouraged many entities to redouble their efforts with regard to their Latino communities, and these experiences will increase leaders’ understanding of the issues involved and provide the essential inputs for formulating statewide priorities in this area. However, someone needs to be explicitly charged with shepherding this process to completion. While, the ongoing HIV/AIDS planning process (CPG and the like) can and should be utilized, the logical candidate to assume this responsibility lies with the Louisiana Latino Health Coalition for HIV/AIDS Awareness. 

At the same time, the organizing committee for the Roundtable achieved a high level of internal cohesion and could contribute to the process as well if its role and activities are defined clearly. Exactly how such a collaboration will work remains a task of the organizing committee. 

Participants consulted afterward by the Commission about their experience provided extremely useful and relevant data about their needs and activities. These follow-up conversations should be continued and repeated at regular intervals. 

The National AIDS Fund announced in late September through an RFP its intention to distribute over $1 million to support activities in nine southern states including Louisiana. This RFP provided an immediate opportunity for participants to translate their ideas into proposals and seek the required resources. The preliminary brainstorming and strategy discussions that occurred at the Roundtable were folded into some of the proposals that were submitted. Future attitudes toward the issue will be affected by the results of the applications submitted. 

The Coalition began a series of cultural competency trainings in four cities around the state. The first was held the week following the Roundtable in Baton Rouge. The outcomes should be incorporated into the ongoing conference calls so that the experiences contribute to the broader goal of forging a statewide agenda.

As all participants consulted expressed interest in receiving further guidance on working with Hispanic faith communities, the Commission should organize a webcast with the National Religious Leadership Program. Both attendees at the Louisiana Roundtable and interested parties in other states can be invited to join the webcast, thus providing both a concrete service and a stimulus to interest in future statewide events on Latinos and HIV/AIDS.

Despite considerable efforts not enough participants from non-AIDS-related organizations joined in the Roundtable. The goal of incorporating a broader range of actors from social, business, religious, academic and community sectors remains a high priority, and new strategies must be tested. Asking representatives of primary care facilities to speak on the panels assured their attendance and created important opportunities for networking. A similar strategy could be utilized with faith community leaders or other key parties although this will inevitably conflict with the desire to boost the participatory aspects of future meetings and reduce formal presentations. 

Future Roundtables: The Louisiana event attracted three observers from Alabama and North Carolina who took away lessons for their own work on HIV/AIDS among Latino populations. A planning committee for a similar Roundtable in Alabama has been formed and will strive to expand attendance to include more Latino community leaders, advocates, pastors and other gatekeepers. The Alabama committee’s strong links with African-American churches is an important precedent for achieving this objective. 

The representative from the North Carolina Department of Health’s HIV/AIDS Program who attended the Alexandria event will host a pre-planning meeting among providers from around the state in January 2008 to discuss the content and goals of a similar meeting on Latino issues. As North Carolina is a larger state with several major cities, a substantial Latino population (over a half-million), more organizations in the AIDS field and a broader Latino advocacy community, their event will have quite a different character. 
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� The Latino Commission on AIDS, the Louisiana Office of Public Health HIV/AIDS Program, the Louisiana Public Health Institute through its Louisiana Community AIDS Partnership and the Louisiana Latino Health Coalition for HIV/AIDS Awareness. 


� Although there was never any formal ‘membership’ in the committee, the following individuals participated in some or all of the planning process: Susan Bergson, LPHI; Jack Carrel, OPH; Sergio Farfán, LLHC; Ann Lowrey, CLASS (Alexandria); Erika Sugimori, New Orleans Regional AIDS Planning Council; Enrique Moresco, LLHC/NOAIDS Task Force; Oscar Salinas, FACES; Tim Frasca, LCOA. 


� Note that these percentages vary widely from the breakdown of affiliations from the registration/attendance data. This could be for two possible reasons: (1) those affiliated with a CBO were less likely to complete an evaluation survey, or (2) the attendance data was incomplete and was coded by Commission Staff and not the attendees themselves. 





� These recommendations were contributed by Dr. Miriam Y. Vega.


� These comments were contributed by Tim Frasca.
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