Presentation to MHAC on March 17, 2005

The Comprehensive Plan and Needs Assessment Committees have been working together to develop the Comprehensive Plan for 2006-2009, as well as develop Fact Sheets on MSM, IDU and HRH. 

CDC Requirements.   The CDC requires that CPGs prioritize (i.e. assign relative rank) to populations identified in the statewide comprehensive plan.  It requires that HIV-positive people receive #1 ranking and that all other populations identified as priorities behaviorally based.  CPGs must use a logical and evidence-based priority setting process. 

In the past, the state CPG (MHAC has not conducted priority setting.  Instead, this was accomplished by regional CPGs.  With consolidation, MHAC now needs to undertake this activity.  To provide technical assistance in this endeavour, MHAC held a workshop, facilitated by David Napp, for members of the Comprehensive Plan and Needs Assessment Committees to begin to develop Michigan’s approach to priority setting. 

Segmenting Populations. During the consultation, the importance of segmenting populations, for the purpose of priority setting, was highlighted.  Segmenting populations helps to more closely match interventions with the needs of targeted populations. It was also highlighted that it is important to not get “overly enthusiastic” in segmenting populations (e.g. One-legged Ukranian organ grinders with one-eyed monkey).  Characteristics useful in segmenting populations include: age, race/ethnicity, gender, geographic distribution, socioeconomic status, trends in HIV and other “surrogate” markers for HIV risk. 

Priority Setting. During the consultation, a number of potential “factors” for priority setting were identified, including: HIV prevalence, incidence, size of populations, prevalence of HIV “risk” behaviors, and other challenges and/or barriers to service.  Mr. Napp presented and facilitated discussion on several models for priority setting, ranging from very simple to fairly complex.   Three models were discussed in depth, including limitations and advantages:

Model 1 –Point Allocation Across Population (In this model, each person engaged in priority setting is allocated 100 points that they are to allocate across populations.  This model does not include explicit consideration or scoring of factors). Relative ranking of populations is achieved by averaging individual scores for each population. The population with the highest score receives the highest relative ranking. 

Pros






Cons
Using numbers makes it clearer/very concrete
Numbers may be de-personalizing

Can aid buy-in from people not in the process
Unclear data for turning data into point allocations


Can burden buy-in of people not in process


Questionable objectivity

Model 2 – Ranking Priorities with Subjective Scoring/Numerical Range Provided
In this model, each factor, for each population is considered separately.  Qualitative measures are used to “score” each factor (e.g. “large”, “medium”, “small”).  Relative ranking of populations is arrived at through discussion.   

Pros
Cons
Process that leads to outcome is more transparent
Vulnerable to subjective interpretation of 

Structured way to look at categories of information
non-uniform terms


Vulnerable to “pushy” person getting their way

Model 3 – Ranking Priorities with Objective Scoring/Numerical Range Provided

In this model, each factor, for each population is considered separately.  Scoring for each factor builds upon model 2 in that the “score” is numerical (e.g.. “large” receives a score of 3, “medium” receives a score of 2).  Relative ranking of populations is arrived by totaling scores for each factor for each population.  The population with the highest score receives the highest relative ranking. 

Pros
Cons
Presents opportunities for discussion about data
Can have less discussion

More focused

After lengthy discussion, the group agreed to “Model 3+” which includes the addition of weights to factors.  Addition of weighting provides additional sensitivity and increases the “objectivity” of ranking yielded by the model. 

The group also agreed on the next steps and timeline.

Next Steps
1. Explain why Model 3 plus was chosen to MHAC, and extend an invitation to join the committees.

2. Define populations by looking at epidemiological data and past comprehensive plans.

3. Choose factors 

4. Gather data for each population and factor

5. Consider factor weights 

6. Decide on a factor scoring system and ranges 

After a face to face meeting on February 17th, the group selected, provisionally, factors for priority setting:  size of population, reported HIV/AIDS cases, estimated prevalence of HIV/AIDS, prevalence of risk behaviors, trends and “compounders” of risk.  At this point, the committees are seeking data for each of these factors for each population.  The availability of data will guide final determination for the factors used for priority setting.  

The group also began to segment the populations.  Race/ethnicity, age (youth/adult), and geography (urban/rural) are “characteristics” that will, provisionally, be used to segment populations.  The populations will be refined based upon the availability of data that allows populations to be defined according to these characteristics.  Grids for factors and segmented populations for MSM, HRH and IDU have been completed and are currently under review.  These grids will be discussed at next meeting of the committees.

Before the May 12th MHAC meeting, our next steps are to continue to gather data for each population and factor, consider factor weights, and decide factor scoring system and range.  This information will be presented to the full MHAC body for their approval at the May meeting.  

In July/August, data will be applied to segmented populations using the “Model 3+” to produce priorities.  The committees are aiming for the September MHAC meeting to present priority populations to the full body.  

