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Teleconferencinq Location***
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AGENDA
TIME
ITEM #
1O:30 am
1.

2.

3.

4.

5.

AGENDA ITEM

CHAIR
C. Smith

Call to Order
 Roll Call (PC Staff)

Introductions

Code of Conduct
Approval of Agenda
C. Smith
2.1 Approval of the September 12, 2019 Agenda
Approval of Minutes
C. Smith
3.1 Motion to approve August 8, 2019 Minutes
N/A
Old Business
C. Smith
4.1 Review and Discuss Recommendations on Aligning Part A & B
Common Standards of Care A-1
4.2 Review and Discuss Updated Integrated Plan A-2

Public Comment1
5.1
5.2

001

Members of the Public

6.

7.

8.

2:30pm

9.
10.

Members Privilege
6.1
6.2
Review of Action Items
7.1 Staff will:
7.2
7.3
Agenda Setting for Next Meeting
8.1
8.2
8.3
Location / Date
TBA
Roll Call* (PC Staff)
Adjournment

PC Members

PCS Staff

C. Smith

PCS Staff
C. Smith

Public Comments: Any member of the public may address this meeting on items of interest that relate to the Ryan White CARE Act by
completing a speaker slip to indicate their interest in addressing the Planning Council. A three-minute limitation will normally apply to
each member of the public who wishes to comment, unless waived by the Chair.
1

The agenda item may consist of a discussion and a vote. Public comments can be made prior to each Planning Council vote.
* Members must be present at both roll calls to receive credit for meeting attendance.
** Attachment was not available at time of printing, but will be available at the meeting.
*** Teleconferencing will be disconnected if there are no participants on the line after 15 minutes.
2

Requests for special accommodations must be received 72 hours prior to the date of the meeting. Contact PC Support at (909) 2294399.
All meetings of the Planning Council and its committees are open to interested parties from the general public. Notices are posted in
compliance with the California Brown Act. Information regarding Planning Council meetings, and/or minutes of meetings are public
records and are available upon request from the Planning Council Support Staff by calling (909) 229-4399 or by visiting the website
http://www.iehpc.org.
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COMMON STANDARDS

A-1

INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
Purpose of Standards
The Common Standards are standards that apply to all services. These include client
eligibility and consent, provider qualifications and service delivery aspects. These are
part of the Standards of Care that are approved by the Inland Empire HIV Planning
Council (IEHPC) and pertain to clients of services and the agencies that provide the
services funded by the Part A Ryan White Program (RWP) within the Riverside/San
Bernardino Transitional Grant Area (TGA).
These standards are to be referenced in the contracts managed by the Ryan White
Program and monitored and enforced by the Ryan White Program on behalf of the
IEHPC, in conjunction with policies, guidance, and other requirements stipulated by the
RWP legislation and the HIV/AIDS Bureau (HAB) of the Health Resources and Services
Administration (HRSA).

Overall TGA Impact
The IEHPC sets priorities for allocations of available RWP financial resources to
services to address the needs of persons living with HIV/AIDS (PLWH/A) who are
otherwise unable to access medical and support services that are necessary to maintain
and improve their health. The goal is to address service gaps so that there is a
comprehensive continuum of HIV/AIDS care in the TGA.
Services available to PLWH/A must be timely, comprehensive, client-centered, culturally
The service system
and linguistically appropriate, and geographically accessible.
must also follow the chronic care model by fostering a provider base with resources and
expertise, assisting and encouraging clients to take an active part in their care, and
documenting service impact through evidence-based change concepts.
I.

Client Eligibility Verification and Consent

Common Standards - Revised 6/23/16 IEHPC
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All RW service providers must ensure that all individuals receiving RW-funded
services meet all RW eligibility criteria. To qualify for eligibility for RWP-funded
services, with the exception of clients receiving only Early Intervention Services (EIS),
clients must provide verifiable information, as listed below:
A. Eligibility: Eligibility aspects must be verified to ensure compliance with
Eligibility Criteria. HIV positive-status need only be verified once. Eligibility
aspects that require verification at least every 6 months include proof of
residence, income, insurance status, and payer-of-last-resort determination.
HAB Policy #13-02 requires that, “…at least once a year …the recertification
procedures include the collection of more in-depth supporting documentation,
similar to that collected at the initial eligibility determination.” The policy
further clarifies that, “…at one of the two required recertification’s during a
year, grantees may accept client self-attestation for verifying that an
individual’s…status complies with the grantee eligibility requirements.
Appropriate documentation is required for changes in status and at least
once a
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year.”

ARIES Note: Some eligibility elements, such as HIV diagnosis, income
eligibility, and residence eligibility, may be verified via the Eligibility screen in
ARIES. If data in ARIES indicate that the individual’s eligibility is up-to-date and
that backup documentation is available at another Part-A funded agency,
additional documentation does not need to be collected. Print out the Eligibility
screen, circle the elements supporting current eligibility, and maintain in client’s
chart (paper or electronic). If ARIES data do not indicate up-to-date eligibility,
the agency is required to collect the required documentation from the client
before recording/invoicing the service delivery under the Part A contract.
1. HIV Status: Eligible individuals are HIV positive and must provide proof
of their status. Proof consists of either:
 A positive laboratory result that includes the individual’s name and
clearly indicates HIV+ status OR
 A letter signed by a Physician, Physician Assistant, or Nurse
Practitioner indicating that the individual is HIV+.
Some services are available for affected family members and significant
others. Services may be rendered to these individuals only when the
service outcome directly and clearly impacts the health outcomes of the
HIV positive client in a positive manner. Justification for service delivery
to these individuals must be clearly documented.
2. Residence: Eligible individuals have resided in the TGA (Riverside
County or San Bernardino County) for a minimum of 30 consecutive
days. Annual proof of at least 30 days of residency in the TGA includes
a letter/form signed and dated by the client that indicates
address/location of residence and length of residency and ONE of the
following indicating the client’s name and address:
 Current utility bill
 Current rental or lease agreement Official document of some kind [e.g.
current voter registration card, recent school records, property tax
receipt, unemployment document, Lawful Permanent Residency (green
card), prison release records (if recently released)]
 California driver’s license/California identification card Letter of
residency verification signed and dated by an individual other than the
client (e.g. roommate, landlord, parent)
 For clients with unstable housing only (e.g. homeless), a detailed
statement of residency verification signed and dated by agency staff
that includes, in as much detail as possible, a description of the client’s
general location within the TGA and a declaration that the agency has
recently referred the client to housing assistance services.
If a client’s residence has not changed since the previous recertification,
client self-attestation that their residency continues to comply with
eligibility requirements may be accepted as the mid-year recertification. If
a client’s residence has changed, appropriate supporting documentation
is required. Agencies may require new clients to show proof of residency
in the TGA for a longer period of time. This may not exceed 90
Common Standards - Revised 6/23/16 IEHPC
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consecutive days.
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3. Income: To be deemed eligible, individuals must meet the financial
eligibility requirements as delineated by the IEHPC (Financial
Eligibility Criteria). Supporting documentation related to ALL income
sources must be provided. Documentation may include:
 Two pay stubs
 1040 Form or W-2 from previous year
 Signed and dated letter from source of earned income, on company
letterhead if applicable, stating client name, rate and frequency of pay,
company phone number, Two bank statements showing “income” from
applicable source(s)
 SSA, SSI or SSDI letter
 Letter/document from some other form of government assistance (e.g.
military/veteran pension benefits, unemployment benefits, child support
payments)
 Interest on investments
 Letter of support signed and dated by individual providing financial and
other living support (food, clothing, and/or shelter) to the client AND a
letter/form signed and dated by the client that indicates zero income.
If a client’s income has not changed since the previous recertification,
client self-attestation that their income continues to comply with eligibility
requirements may be accepted as the mid-year recertification. If a client’s
income has changed, appropriate supporting documentation is required.
4. Insurance Status: To verify current insurance status, clients must
submit all available documentation. This may include:
 Copy of insurance card (be certain to indicate the date the copy was
collected from the client)
 Dated screen-prints/printouts of client insurance status verification
through an official insurance screening system (such as the Medi-Cal
system)
 Statement signed and dated by the client indicating “no insurance”,
and if employed, reason why insurance is not available by employer.
If a client’s insurance status has not changed, client self-attestation that
their access to/eligibility for insurance has not changed since the
previous recertification may be accepted as the mid-year recertification.
If a client’s circumstances have changed, making them potentially able to
access or eligible for a different insurance, appropriate supporting
documentation is required.
5. Screening for Other Funding Source: RWP funds are to be used as
funds of last resort. Therefore, eligible individuals must demonstrate that
they are not eligible for and/or do not have access to non-Ryan White
sources of funding (e.g., insurance and local, state, or federal programs,
etc.) for the service for which they are applying. Verification
documentation will vary depending on the service. Please refer to the
specific service standards for other-funding verification requirements.
Proof of eligibility for Ryan White funded services may include:
 A denial/cancellation letter from other available resources (e.g.,
Medi-Cal, LIHP, CalFresh, HOPWA )
Common Standards - Revised 6/23/16 IEHPC
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A copy of current, official, policy language from the other source
indicating circumstances of ineligibility that match the client’s
circumstances (example: “undocumented individuals are ineligible
for food stamps”)
Documentation indicating that funds from another resource have
been exhausted
A letter/form signed and dated by the client indicating that they
have no other resource for obtaining necessary/adequate service
AND agency documentation indicating any other resources that
were explored (example: referrals to food banks) and why these
sources cannot adequately support the clients service needs,
thereby requiring the use of Ryan White funded service.

Lack of access to/eligibility for other funding sources should be verified,
when possible, on a point-of-service basis. If a client’s access
to/eligibility for other funding sources has not changed since the
previous recertification, client self-attestation that their status has not
changed may be accepted as the mid-year recertification. If a client’s
status has changed in any way, making them potentially eligible for
another source, appropriate supporting documentation is required.
B.

Consents and Notifications
1. Consent for Service: Individuals must indicate by signature that they
consent to:
a) obtaining services from the agency,
b) case conferencing,
c) referral to Outreach or some other equivalent program if they are
suspected to have fallen out of care. NOTE: Consent must inform
client that referral to one of these programs may result in the
client being contacted using the contact information provided to
the agency at intake,
d) being informed annually of availability of partner services.
2. ARIES Consent: Individuals receiving Part A-funded services must
indicate every 3 years, by signature, that they:
a) agree to the use of ARIES, by the agency and by other RW-funded
programs to which the client goes to for services, in recording and
tracking any data relevant to the care and services provided to the
client.
b) agree to share select data and information contained in ARIES
with other agencies that they receive services from in the Ryan
White system of care.
3. HIPAA Notification: Individuals must indicate by signature that they
have been notified of their health information privacy rights under the
Health Insurance Portability and Accountability Act (HIPAA).
C.

D.
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E. Exceptions

Common Standards - Revised 6/23/16 IEHPC
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1. Urgent Need: Every effort should be made to comply with the above
eligibility requirements before providing RWP-funded services. However,
there may be unusual circumstances in which a prospective client may
have an urgent need for Ryan White funded services that require an
expedited process. In these rare cases, exceptions may be made for
prospective clients with urgent core service needs If an agency finds that
it is necessary to exceed limitations specified in the service-specific
Standards of Care (e.g. dental cap, housing duration, etc.) the agency
must provide the RWP office with a written request for approval prior to
exceeding the limitation. Only instances in which a client’s health will be
negatively impacted by NOT exceeding the limitation will be considered
for approval. Therefore, the written request must clearly indicate the
reason(s) the service delivery cannot wait until the following fiscal year
and justify the medical need for exceeding the limitation.
Action taken that is not communicated with the RWP will be considered
in violation of eligibility requirements. Eligibility requirements must be
met for subsequent service provision or, if the client is deemed ineligible,
efforts must be made to refer the client to services funded by other
sources and recoup expended RWP funds, if possible.
2. Veterans: According to HRSA Policy 07-07, “Ryan White HIV/AIDS
Program grantees may not deny services, including prescription drugs, to
a veteran who is otherwise eligible for Ryan White HIV/AIDS Program
services. Ryan White HIV/AIDS Program grantees (case managers,
others) must work to assure that veterans receive necessary support or
other services funded by the Ryan White HIV/AIDS Program that the VA
health care system does not provide… Ryan White HIV/AIDS Program
grantees or contractors may refer eligible veterans to the VA for services
when appropriate and available. However, Ryan White HIV/AIDS Program
grantees or contractors may not require that eligible veterans access VA
care against their will.”

Client Rights

II.
All eligible clients have the right to:
A. Request and receive approved services consistent with their care/treatment
plan, the Inland Empire TGA Comprehensive HIV Services Plan, and subject
to available funding.
B. Services Receive services that are reliable, timely, respectful, and
appropriate to their situation, culture, health status, and their level of
disability.
C. Receive accurate and easily understood information about their care plan,
health care professionals, and health care facilities.Be treated courteously and
with appropriate sensitivity to compromised stamina, mobility, or other
complications of their health status.
D. Participate in decisions about their care and obtain information about treatment
options.
010
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E. Refuse Care
F. Have their healthcare information be treated confidentially.
G. Review their client records (including medical records) and request that any inaccurate,
irrelevant, or incomplete information be changed as per local policies and procedures.
• File a grievance with their service provider:
•

Grounds for Grievance/Complaint
a) Denial of Services: This means that even though the service is
available and the client qualifies to receive it, it has been denied
by
b)

Common Standards - Revised 6/23/16 IEHPC
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•

the agency. This does not include denial of service when an
agency reduces services due to financial cutbacks.
c) Substandard Services: This means that the agency is providing
services that the client believes do not meet the Standards set
forth by the Inland Empire HIV Planning Council (IEHPC).
If the grievance cannot be resolved at the provider level, the grievance
may be forwarded to the RWP along with the written response from the
agency documenting the issue and the attempts to resolve the issue
(see current contract language concerning grievances).
•

Receive accurate and easily understood information about
their care plan, health care professionals, and health care
facilities.

•

A selection of health care providers that is sufficient
to provide access to appropriate high-quality health
care.

Participate in decisions about their care and obtain information about treatment options.

•

Have their health care information protected and has the
right to review and copy their own medical record and
request that the physician amend the record if it is not
accurate, relevant, or complete and insert the information
or data that is accurate.

Client Responsibilities

III.
Providers must inform all clients that they are responsible for the following:
A. Providing documentation to verify their eligibility for HCP
servicesClients must provide appropriate documentation that
verifies their eligibility for RWP Part A services (see Section I:
Client Eligibility Verification and Consent above for details).
B. Being involved in their healthcare and adhering to their treatment
planClients must be involved in their healthcare and take
responsibility for maximizing their health.
C. Disclosing relevant informationClients must disclose relevant
information and clearly communicate wants and needs.
D. Clearly communicating their wants and needs
E. Treating service providers appropriately and with respect at all
timesAs far as possible, clients should expect to make
arrangements for services well enough in advance to avoid
emergencies.
F. Arranging services in a way that avoids emergencies whenever
possibleClients consistently missing service appointments or
012
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consistently failing to adhere to their care/treatment plan should
expect that the agency will refer them to more intense case
management to explore the reasons and challenges contributing to
their non-compliance. If client’s compliance does not improve, a
behavior contract, signed by the client and agency, may be
established to delineate expectations and remedies. If client’s
compliance continues to be deficient, the agency may advise the
client, as agreed upon in the behavior contract, that the client is
subject to losing the privilege of future service.
G. Maintaining periodic contact with their relevant service providerClients who by their
behavior present an actual or potential danger of.
H. 1
I. Following provider written policies and procedures and guidelines
J. Following written or verbal instructions regarding treatments, activities, safety
policies, and utilization of services.

Common Standards - Revised 6/23/16 IEHPC
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interruption of service or creation of unsafe conditions for themselves
or others may be refused service permanently or for a stipulated
period of time. (This must be communicated to the client at the time
of intake.)

IV.

•

Clients must maintain periodic contact (minimum = bi-annually) with a Medical
Case Manager and/or Case Manager (non-Medical) to identify need for services
documented in their care/treatment plan and update eligibility documentation.

•

Clients must follow reasonable Service Provider policies and guidelines to
ensure fair, appropriate, and timely distribution of services to all eligible clients.

•

Follow written or verbal instructions meant to facilitate compliance with
treatments or activities supportive of the care/treatment plan, protect their own
safety, or improve the accessibility or utilization of services by themselves or
other clients.

Provider Requirements
A. Contracting Capacity: Service agencies or organizations must meet all
standard Federal contracting requirements for all services provided under RW
Program and must meet the requirements of contracts administered by County
agencies or other County-approved contractors, whichever is more stringent.
Service Provider must be compliant with all relevant OMB circulars. Where
deficiencies have been noted regarding these requirements, the established
action plan must be provided to the RWP and approved.
B.

Staff Qualifications
1. All staff, including subcontractor staff providing services in lieu of directlycontracted staff, must hold the appropriate degrees, certification, licenses,
permits, or other appropriate qualifying documentation, as required by the
Federal, State, County or municipal authorities; as stipulated by the RWP;
or as directed by the Inland Empire HIV Planning Council (IEHPC). See
each specific service standard for detailed requirements by service.
2. Staff and volunteers providing direct services to HIV service clients will be
expected to understand and appreciate the need for accessible, timely,
appropriate, affordable and effective services as a prerequisite to
comprehensive care and health maintenance.
3. Staff and volunteers providing direct services to HIV service clients should
be culturally/linguistically competent, aware, and appreciative of the
special physical and psychosocial needs of individuals infected with or
affected by HIV and AIDS and will facilitate the maintenance of clients’
health and quality of life.
4. Staff and volunteers of service provider contractors and subcontractors
must at all times abide by and work to enforce city, county, state, and
federal workplace laws, policies, procedures, and other requirements
014
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aimed at guaranteeing clients safety, full access and equity in services
provided.
5. Those who are not formally employed by the agency (such as volunteers)
are subject to the same requirements regarding client confidentiality.
These individuals can provide services to clients only under the direct
supervision of a fully trained staff member.
C.

Staff Orientation and Training
1. All service provider staff or subcontractors who have contact with or make
decisions about HIV service clients must, within three (3) months of hire,
participate in a program of orientation and in-service training related to their
job description and serving those with HIV. This may include requirements
of health maintenance for persons living with HIV, HIV/AIDS-related
disabilities, and client service expectations and preferences.
2. All service provider staff must receive a minimum of 8 hours annually of
approved training as follows:
d) A minimum of 4 hours of service-specific training. For example,
HIV/AIDS related trainings concerning:
• Medical Care
• Nutrition
• Outreach
• Mental Health
• Substance Abuse
• Housing
• Other service specific trainings related to providing services to
HIV+ individuals
O Prevention with Positives
O Partner Services
e) A minimum of 4 hours of general HIV/AIDS training such as:
• AIDS 101
• Client Self-Management
• Cultural Competency
• Benefits Training
• Chronic Care Model
• Other trainings with advance approval from the RWP
3. Training “hours” can be received through various modalities, including,
but not limited to:
• In-person (e.g. conferences, lectures, seminars)
• Articles
• Home studies
• Webinar
4. Conferences, home studies, webinars, and other similar modalities will be

Common Standards - Revised 6/23/16 IEHPC
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counted as direct “hours.” One page (typically 250 words) of reading not
related to any other training modality (e.g., articles) will be equivalent to
ten (10) minutes of “training.” Therefore, as an example, six (6) article

016

pages will count as an hour of “training.”

Effective: March 1, 2016

5. Training hours for each staff member must be clearly documented and
tracked for monitoring purposes.
D. Client Access: Service Providers will be responsible for planning and
implementing services in a way that accommodates and facilitates an
accessible environment to eligible users and potential users by taking
affirmative steps to identify and meet the priority needs of clients, as well as
providing adequate accommodation for actual or potential physical,
psychological, and psychosocial disabilities and/or impairments. Clients must
be able to utilize services regardless of age, gender, sexual orientation, race,
ethnicity, disability, geographical location of residence within the TGA, or other
factors unrelated to qualification for service.
E.

Service Management
1. Services will be managed in a way that is transparent, fiscally responsible,
and accepting of the needs of all clients and removes barriers to clients’
ability to meet the requirements of their care/treatment plans.
2. Services will be managed to achieve accessibility, effectiveness, reliability,
timeliness and appropriateness to the needs of clients.
3. Reasonable effort will be made to ensure clients are not receiving duplicate
services at another agency.
4. Where service provision options are substantially equivalent in meeting the
health support needs of clients, the least costly alternative is preferred.
5. Services should be planned, managed, and monitored to avoid the need for
urgent or emergency services, the interruption of services, and need for
emergency or unplanned appropriations of funding to continue services
during contract periods.
6. All clients must have, at a minimum, documented statements of need for all
RW services delivered to the client that are updated annually and available
for review. For clients requiring more intense, Medical Case Management
coordination, service need for all care services (RW and non- RW) must be
documented in a care/treatment plan that is shared with the client as well as
all others involved in the client’s care (e.g. physician, mental health
provider, food voucher distributor, etc). Documentation must indicate, by
client signature, that the care/treatment plan was discussed with the client
annually and updated on an annual basis.
7. Case conferencing must occur annually for at least those clients requiring
Medical Case Management care coordination.
8. Service providers will incorporate activities and educational resources that
promote, facilitate, and encourage client self-management and self-

Common Standards - Revised 6/23/16 IEHPC
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sufficiency. These may include, but are not limited to:
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Referrals to non-RW funded services
Resource guides to low-cost/free medical and support services (both
RW and non-RW)
Budgeting activities to assist the client with financial planning

9. Service Providers will immediately refer clients to other providers if they
cannot provide a level of service that is medically, culturally, linguistically, or
otherwise appropriate and adequate for the health maintenance needs of a
particular group of clientsny client.
10. Direct-service and administrative staff will provide adequate data collection
and documentation of all services provided for accounting, reporting,
compliance, and evaluation purposes.
11. Service directors and managers will ensure contract compliance with all
relevant laws, regulations, policies, procedures, and other requirements
designed to enforce service standards and quality.
12. Service providers are encouraged to maintain a “client advisory group” that
is representative of the population served and that provides input to the
delivery of services. If provider does not maintain a client advisory board,
providers must provide a suggestion box or other client input mechanism
and conduct a client satisfaction survey, or focus group at least annually.
F.

Service Documentation/Reporting
1. Service providers are responsible for documenting and keeping accurate
records of service inputs, units of services, service outputs provided,
client health outcomes, and complying with the collection of RWP
minimum data elements as requirements for reimbursement of service
expenses.
2. Reportable Units of Service (UOS): UOS are a component of each
funded agency’s contract. Please refer to the most current contract,
including any amendments, for guidance regarding UOS.
3. Particular service performance indicators prescribed in the contract or
presented in various policies throughout the contract period are
considered integral to service contracts monitored by the RWP. Thus, all
efforts to adhere to and collect data relating to these indicators are
expected.
4. Summaries of anonymous service statistics from multiple service
providers will be made available to the Planning Council by the Grantee
for health service planning, budget oversight, and evaluation purposes.
5. All client records will be maintained in a confidential, locked location.
Inactivated client records will be kept in a secure location for the period
stipulated by law and by County contracts.

Common Standards - Revised 6/23/16 IEHPC
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6. Documentation of all interactions, referrals and follow-up linkages with or
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on behalf of the client must be entered into ARIES and may also be kept
in a separate record/chart for each client. Activity that cannot be entered
into ARIES (e.g. outreach encounters during which insufficient information
can be collected to create an ARIES record) must be recorded and tracked
by some other method (e.g. logs). Exceptions to this request must be
noted indicating the cause or reason for the exception.
7. Services will be delivered as prescribed by the Standards of Service and
Care and policies adopted by the Inland Empire HIV Planning Council and
referred to in the agency services contract.
G.

Service Evaluation
1. Each service provider is responsible for evaluating and reporting its
performance relative to care standards.
2. Evaluation teams, operating under the authority of the RWP, will
have access to various sources of service documentation in order to
conduct client chart reviews, utilization review summaries, and other
types of service audits, as needed.
3. Each Provider will comply with the process for the collection and
examination of data related to client satisfaction. Each Agency will
have a process to respond to the information obtained from clients
and reported by the RWP.
4. Each Provider will develop an improvement process, as needed,
based on the annual Client Satisfaction Survey and annual program
monitoring.
5. All Providers shall maintain a grievance procedure, which provides
for the objective review of client grievances and alleged violations of
care and service standards. Clients will be routinely informed about,
and assisted in utilizing this procedure and shall not be
discriminated against for so doing.
6. The Provider will have a client complaint procedure, through which
clients may address issues not appropriate to the grievance
procedure. Complaints will be investigated, and responded to in a
timely and respectful manner by the Agency.

H.

HIPAA Compliance
1. All providers will comply with the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. All HIPAA regulations must be
followed when interacting with or on behalf of the client as well as in
record maintenance. All clients must be apprised of their rights under
HIPAA and this must be documented in ARIES and in each client’s chart
with a signed form.

Common Standards - Revised 6/23/16 IEHPC
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2. Agency employees and volunteers shall sign a confidentiality statement
following completion of staff orientation/training on the subject of
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confidentiality.

3. Clients will be educated regarding their right to confidentiality and
provided with a document that expressly describes under what
circumstances client information can be released and to whom.
I.

Minority AIDS Initiative (MAI) Funded
Service Provision

In addition to items IV A – H above, agencies awarded contracts under the Minority
AIDS Initiative must:
1. Be located in or near the geographic area(s) where services are provided.
2. Have a documented history of providing service to the target population(s)
to be served.
3. Have documented linkages to the target population(s), to help close the gap
in access to services for highly impacted communities of color.
4. Provide services in a manner that is culturally and linguistically appropriate.
V.

Client Inactivation
A. Clients may be inactivated from a service when an interdisciplinary case
conference of relevant service providers has determined that the client can
and/or should be inactivated. Examples of justification for inactivation include,
but are not limited to the following:
1. Client is lost to follow-up after multiple documented methods to contact.
2. Client has failed to provide updated documentation of eligibility status after
three (3) documented attempts.
3. Client’s actions have put the agency, staff, and/or other clients at risk.
4. Client has requested to be inactivated.
5. Client is not actively engaged in seeking and remaining in medical care and
has not been for one year or more.
6. Client no longer resides within the TGA.
7. Client is deceased.
B. Clients must be made aware of agency-specific policies regarding inactivation at
intake.
C. Please refer to the RWP’s Policy Letter regarding Case Inactivation.

Common Standards - Revised 6/23/16 IEHPC
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D. Client should be referred to Outreach or some other equivalent program in an
effort to bring the client back into care, before inactivation.
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Ryan White Program ( Part A and Part A MAI)
Financial Eligibility Criteria

***NOTE: Please refer to the entire set of Standards of Care for complete eligibility criteria.
CORE SERVICE CATEGORY

FINANCIAL ELIGIBILITY CRITERIA1

Outpatient/Ambulatory Medical Care
AIDS Pharmaceutical Assistance (local)
Oral Health
Home and Community Based Health Services
Mental Health
Medical Case Mgmt. (Including tx adherence)
Substance Abuse Outpatient
Early Intervention Services
Medical Nutrition Therapy

Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level
Total Income < 400% > of Federal Poverty Level

SUPPORT SERVICE CATEGORY
Case Management (Non-Medical)
Emergency Financial Assistance
Food
Housing Services
Medical Transportation
Psychosocial Support
1

Total income < 400% > of Federal Poverty Level
Total Income < 300% > of Federal Poverty Level
Total income < 150% > of Federal Poverty Level
Total Income < 300% > of Federal Poverty Level
Total income < 200% > of Federal Poverty Level
Total income < 400% > of Federal Poverty Level

Federal Poverty Guidelines:

• Refer to the most current poverty guidelines at http://aspe.hhs.gov/poverty.
• In the Riv/SB TGA, the Federal Poverty Guidelines should be applied to a “family”.
• “Family” is defined by the Department of Health and Human Services as “a group of two or more persons related by
birth, marriage, or adoption who live together; all such related persons are considered as members of one
family.
For instance, if an older married couple, their daughter and her husband and two children, and the older couple's
nephew all lived in the same house or apartment; they would all be considered members of a single family.”
• If an individual does not fit this definition, and is not in a legal, domestic partnership, their income may be
considered a separate “family” income.

EFA–Standards 1-25-18
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INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a
limited set of focused
CASE MANAGEMENT (NON-MEDICAL)
standards addressing
key aspects specific to
this service category.
Other relevant
standards, including the Common Standards, as well as other policies, recommendations and
guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.

Definition of Services (HRSA)
Case Management (non-medical) includes the provision of advice and assistance in
obtaining medical, social, community, legal, financial, and other needed services. Case
Management (non-medical) does not involve coordination and follow-up of medical
treatments, as medical case management does.Non-Medical Case Management Services
(NMCM)
Description: Non-Medical Case Management Services (NMCM) is the provision of a range of
clientcentered activities focused on improving access to and retention in needed core medical and
support services. NMCM provides coordination, guidance, and assistance in accessing medical,
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social, community, legal, financial, employment, vocational, and/or other needed services. NMCM
Services may also include assisting eligible clients to obtain access to other public and private
programs for which they may be eligible, such as Medicaid, Children’s Health Insurance Program,
Medicare Part D, State Pharmacy Assistance Programs, Pharmaceutical Manufacturer’s Patient
Assistance Programs, Department of Labor or Education-funded services, other state or local health
care and supportive services, or private health care coverage plans. NMCM Services includes all
types of case management encounters (e.g., face-to-face, telehealth, phone contact, and any other
forms of communication). Key activities include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Timely and coordinated access to medically appropriate levels of health and support services and
continuity of care
• Client-specific advocacy and/or review of utilization of services
• Continuous client monitoring to assess the efficacy of the care plan
• Re-evaluation of the care plan at least every 6 months with adaptations as necessary
• Ongoing assessment of the client’s and other key family members’ needs and personal support
systems

Program Guidance:
NMCM Services have as their objective providing coordination, guidance and assistance in improving access
to and retention in needed medical and support services to mitigate and eliminate barriers to HIV care
services, whereas Medical Case Management Services have as their objective improving health care
outcomes.

Care and Treatment Goal(s)

I.
Case Management (non-medical) is available to all clients in the TGA to ensure and
improve coordination of supportive services and to help clients access and maintain their
connection to HIV medical care.

Service Goal

II.
The goal of Case Management (non-medical) is to assist individuals in attaining and
maintaining a maximum level of health and independent functioning through the
coordination of resources. Staff assesses client needs; helps establish and evaluate goals
and links clients to community resources, including partner services and testing. The Case
Manager is also an advocate on behalf of their clients.
A.

Case Management (Non-Medical) - RWP reviewed 1-26-12; IEHPC approved 02-23-12
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B.
C.
D.

Service Objectives
1. To ensure timely access to medical, social and other needed services
through appropriate referrals.
2. To foster a sense of patient empowerment and responsibility for their own
health.
3. To provide an opportunity to describe components of Medical Case
Management services and referrals as appropriate to all HIV positive
clients.

E. Description of Services:
Eligibility for Case Management (non-medical) services is dependent on client need.
F. Service Components

Initial Intake/Assessment
1. A brief initial intake/assessment is developed within 15 days from referral.
2. Initial and ongoing assessment of client’s acuity level (minimum = upon
intake and as needed to determine need for Medical Case Management. ).
3. When appropriate, this initial assessment should be made available for
development of the client’s Care Plan.
4. If a Care Plan is in place, the Care Plan should be reviewed and
incorporated into the delivery of Case Management (non-medical). If a
client receiving Case management (non-medical) presents with additional
service needs, these needs should be incorporated into the clients Care
Plan, if they are ever in need of Medical Case Management.
5. Case Managers will discuss budgeting with their clients, in order to
maintain access to necessary services.

Screening/Referrals
1. Screening for domestic violence, mental health, substance use, advocacy
needs, and other issues is conducted.
2. Clients are assisted with referrals and linkages to medical, mental health,
substance abuse, psychosocial services, and other services as needed.
3. Whenever possible and appropriate, the Case Manager will provide clients
a choice of referrals to address gaps in their support network.
4. Clients will be assisted with obtaining needed financial resources for daily
living such as bus pass vouchers, gas cards and other emergency financial
assistance.

Education
1. Educate clients regarding allowable services for family members, significant
others and friends in the client’s support system (i.e. education on HIV
disease, care and treatment issues, prevention education) with the goal of
developing and strengthening their support system to help maintain their
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connection to medical care.
2. Educate or provide referrals to agencies that educate clients about health
education, risk reduction, and self-management.
3.

Case Management (Non-Medical) - RWP reviewed 1-26-12; IEHPC approved 02-23-12
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4.
5.
6. Educate clients about their rights as well as their roles and responsibilities
in the services system.
G.

Limitations:
There are no service-specific limitations for Case Management (non-medical).

Service-Specific Staff Qualifications

III.
Case managers are trained and knowledgeable about HIV/AIDS and current resources.
All case managers will comply with agency standards and code of ethics.
Please refer to the Common Standards of Care for general staff qualification requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning Exceptions and Urgent
Need.
V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.
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EARLY INTERVENTION SERVICES

INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to this
service category. Other relevant standards, including the Common Standards, as well as other
policies, recommendations and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Early intervention Intervention services Services (EIS) include counseling
individuals with respect to HIV/AIDS; testing (including tests to confirm the
presence of the disease, tests to diagnose to extent of immune deficiency, tests to
provide information on appropriate therapeutic measures); referrals; other clinical
and diagnostic services regarding HIV/AIDS; periodic medical evaluations for
individuals with HIV/AIDS; and providing therapeutic measures.
Program Guidance:
The elements of EIS often overlap with other service category descriptions;
however, EIS is the combination of such services rather than a stand-alone
Early Intervention Services. IEHPC Approved 02.24.2011

031

Page 1 of 4

service. HRSA RWHAP Part recipients should be aware of programmatic
expectations that stipulate the allocation of funds into specific service categories.
• HRSA RWHAP Parts A and B EIS services must include the following four
components:
o Targeted HIV testing to help the unaware learn of their HIV status and
receive referral to HIV care and treatment services if found to be living with
HIV
 Recipients must coordinate these testing services with other HIV
prevention and testing programs to avoid duplication of efforts
 HIV testing paid for by EIS cannot supplant testing efforts paid for
by other sources
o Referral services to improve HIV care and treatment services at key points
of entry
o Access and linkage to HIV care and treatment services such as HIV
Outpatient/Ambulatory Health Services, Medical Case Management, and
Substance Abuse Care
o Outreach Services and Health Education/Risk Reduction related to HIV
diagnosis

I.

Care and Treatment Goal(s)

The goal of EIS is to decrease the time between the acquisition of HIV and entry into
the medical care system, thereby ensuring early access to HAART, decreasing
transmission rates, and improving health outcomes.

II.

Service Goal

Quickly link HIV infected individuals to testing services, core medical services, and
support services necessary to support treatment adherence and maintenance in
medical care.
A.
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Service Objectives
1. Identify those that are unaware of their HIV infected status, placing

2.
3.
4.
5.

emphasis on those known to be at disproportionate risk for HIV
infection and those considered to be at high-risk, and informing them
of their status
Identify those that are HIV infected that have fallen out of care (“unmet
need”)
Inform unaware and “unmet need” HIV infected individuals of service
options
Refer unaware and “unmet need” HIV infected individuals to medical
services
Link unaware and “unmet need” HIV infected individuals to medical
services

Description of Services

E.
Service Components

1. Conduct in depth, one-on-one encounters that are planned and

2.
3.

4.

5.

6.

7.

8.

delivered in coordination with local HIV prevention outreach programs
to avoid duplication of effort.
Connect/reconnect HIV infected individuals into care utilizing the
“Bridge” program as the model.
Establish and maintain formal linkages with entities that perform
effective outreach with persons found to be disproportionately
impacted by HIV or with persons who, by virtue of geographic location
or circumstance, have disproportionately less access to care (e.g.
prisons, homeless shelters, substance abuse treatment centers,
counseling and testing sites, and areas of high-risk sexual activity)
Establish and maintain formal linkages with entities that do not
traditionally target high risk populations (e.g. community centers, faith
based locations/organizations, hospitals, clinics, other nontraditional
outlets).
Link unaware HIV infected individuals to HIV counseling and testing
and, if found to be HIV infected, to other services necessary to
maintain/improve health outcomes, including Medical/Non Medical
Case Management
Identify barriers and refer “unmet need” HIV infected individuals to
services necessary to maintain/improve health outcomes, including
Medical/Non Medical Case Management.
Provide education and informative materials regarding the availability
of testing and HIV/AIDS care services to individuals in need of
HIV/AIDS information such as those at-risk, those who are HIV
positive, those affected by HIV, and caregivers.
Utilize the standardized Enrollment Form and Progress Form to
document entry into the EIS program and track and report progress.
• Maintain up-to-date, quantifiable data that will
accommodate local effectiveness evaluation and
reporting. Evaluation, documentation, and reporting
will demonstrate a continuum of client health

Early Intervention Services. IEHPC Approved 02.24.2011
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outcomes improvement from initial encounter and
identification to testing and counseling to entry and
maintenance in care. Data will include
•
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number of encounters by demographics including race/ethnicity,
gender, age, risk category, insurance type(s)(when possible), service
area(s), and linkages to care including linkages to programs that
provide continued monitoring of client in care.
9. For MAI-funded EIS, develop and implement specific, evidence based
outreach strategies proven effective in the identification and linkage to
and maintenance in care of individuals from Minority populations who
may or may not be aware of their HIV status including individuals who
may not perceive themselves to be at risk of HIV.
10. If referred to EIS due to missed appointments, discharge from EIS
must be agreed upon by all parties involved. A minimum of two
disciplines must “sign off” on the discharge (e.g. EIS worker and
Medical/Non Medical Case Manager). Ideally would also include
Physician and/or Medical/Non Medical Case Manager in case
conference.

F.

Limitations

1. MAI EIS funds may only be utilized to serve HIV infected individuals

that are Black/African American and/or Hispanic/Latino. See Common
Standards for additional MAI requirements.
2. Cash payments or the use of cash incentives for clients is prohibited.
3. Activities that exclusively promote HIV prevention education are
prohibited.
4. Broad scope awareness activities that address the general public (e.g.
poster campaigns for display on public transit, billboards, TV or radio
announcements, social marketing electronic media.) may be funded
provided that they are targeted and contain HIV information with
explicit and clear links to testing and HIV health care services.

III.

Service-Specific Staff Qualifications

2. EIS staff must be trained and knowledgeable about HIV/AIDS, current

resources, and eligibility requirements.
3. EIS staff may be peer educators. See Common Standards for training

requirements.
4. EIS staff must have significant experience in at least three of the

following six: street based outreach; HIV counseling and testing;
prevention case management; psychotherapy or counseling; health
education; HIV based case management. General qualifications
include the ability to understand HIV transmission and prevention. HIV
disease progressions, the basis of HIV medication and treatments
(including issues of adherence), sexual behaviors, the dynamics of
substance abuse and addiction, and behavior change therapy and
interventions. Equally important is the ability to communicate and to
educate clients with regards to managing these issues. EIS Staff must
be reflective of the community served (i.e. African American and/or
Hispanic/Latino for MAI EIS)
5. EIS staff must be reflective of the community served (i.e. Black/African
American and/or Hispanic/Latino for MAI EIS)
6. Please refer to the Common Standards of Care for general staff
qualification requirements.
Early Intervention Services. IEHPC Approved 02.24.2011
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Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and urgent
need.

V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN
BERNARDINO TRANSITIONAL
GRANT AREA RYAN WHITE
HIV/AIDS PROGRAM
FOOD SERVICESFOOD BANK/HOME
This document offers a
limited set of focused
DELIVERED MEALS
standards
addressing
key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well as
other policies, recommendations and guidelines should be referenced in conjunction with this
standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of
quality expectations to ensure uniformity of service funded by the Health Resources
and Services Administration (HRSA) under the Ryan White HIV/AIDS Program
legislation across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into
service provision contracts managed by the Ryan White Program (RWP) Office on
behalf of the IEHPC, as provided by the Ryan White HIV/AIDS Program legislation
and HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)
Food Services Food Bank/Home Delivered Meals (FBHDM)
Food Bank/Home Delivered Meals refers to the provision of actual food items, hot
meals, or a voucher program to purchase food. This also includes the provision of
essential non-food items that are limited to the following:
• Personal hygiene products
• Household cleaning supplies
• Water filtration/purification systems in communities where issues of water
Food Services. IEHPC Approved 02/23/2012 Revised Standards 10- 12-17
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safety existinclude the provision of actual food or meals. It does not include
finances to purchase food or meals. The provision of essential household supplies
such as hygiene items and household cleaning supplies should be included in this
item. Includes vouchers to purchase food.

Program Guidance: Unallowable costs include household appliances, pet foods, and other
non-essential products.

See Medical Nutrition Therapy. Nutritional services and nutritional supplements provided
by a registered dietitian are considered a core medical service under the HRSA RWHAP.

I.

Care and Treatment Goal(s)

The provision of “Food Services” in the R/SB TGA augments other public and private
resources for food or meals available to individuals in an attempt to ensure that there
will be no regression in health status or additional problems with daily living caused
by inadequate or unbalanced nutrition.
II.

Service Goal

The overall goal of food services is to supplement eligible HIV/AIDS client’s ability to
maintain continuous access to adequate caloric intake and balanced nutrition
sufficient to maintain optimal health in the face of compromised health status due to
HIV infection.
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A.

Service Objectives
1. To provide access to healthy and nutritiously necessary food or
meals for PLWH/A in the R/SB TGA through the distribution of
actual food or food vouchers to help maintain caloric intake and
balanced nutrition, consistent with each client’s care plan.

Description of Services

B.
Service Components

1. Food Services in the R/SB TGA consist of the distribution of
food vouchers, as well as the purchase of food and hot
meals.
2. Licensure: Funded food service program will be licensed,
if applicable, and meet inspection requirements for Food
Service Sanitation in the city or county of operation.
3. Food Handling Policy: Provider must submit, post and show
evidence of adherence to a policy to ensure disposal of
perishable and non-perishable, damaged or package tampered
goods.
4. Agencies providing food vouchers will make every effort to
purchase quantities that provide for discounts.
5. Within each agency every client should receive an equal
number of food vouchers each month.
C.

Limitations
1. Nutritional Assessment and Nutritional Counseling services are
not a part of the Food Services Program.
2. Food Services are designed only as a supplemental or
partial augmentation to other food sources available to
clients.
3. Funds may not be used to purchase household appliances, pet
foods or products.
4. Maximum of $60 per client per month (can be
combination of vouchers and food bags).

Service-Specific Staff Qualifications

III.
There are no prescribed staff qualifications specific to Food Services. Please refer to the
Common Standards of Care for general staff qualification requirements.

Exceptions and Emergent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and
Emergent Need.
V.

Reportable Units of Service and Financial
Eligibility
Food Services. IEHPC Approved 02/23/2012 Revised Standards 10- 12-17
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Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a
limited set of focused
HIV MENTAL HEALTH SERVICES
standards addressing
key aspects specific to this
service category. Other
relevant
standards,
including the Common Standards, as well as other policies, recommendations and guidelines should be
referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning Council
(IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Grantee’s Office on behalf
of the IEHPC, as provided by the Ryan White HIV/AIDS Treatment Modernization Act
legislation and HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)
Mental Health Services (MHS)
Mental Health Services are the provision of outpatient psychological and psychiatric
screening, assessment, diagnosis, treatment, and counseling services offered to
clients living with HIV. Services are based on a treatment plan, conducted in an
outpatient group or individual session, and provided by a mental health professional
Mental Health Services –RWP reviewed 1-15-15; IEHPC approved041
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licensed or authorized within the state to render such services. Such professionals
typically include psychiatrists, psychologists, and licensed clinical social workers.are
psychological and psychiatric treatment and counseling services offered to individuals with a
diagnosed mental illness, conducted in a group or individual setting, and provided by a mental
health professional licensed or authorized within the State of California to render such
services. This typically includes psychiatrists, psychologists, and licensed clinical social
workers.

Program Guidance: Mental Health Services are allowable only for PLWH who are eligible to receive
HRSA RWHAP services.

See also Psychosocial Support Services

I. Care and Treatment Goal(s): The goal of HIV Mental Health Care services is to provide
culturally and linguistically competent services designed and delivered to respond to the
unique needs of individuals living with HIV/AIDS, not just the treatment of the symptoms of
mental illness, but improving and sustaining a client’s quality of life. The TGA places an
emphasis on the inclusion of both medical services and support services in this effort.
II. Service Goal: Services available throughout the TGA to minimize crisis situations and
stabilize clients’ mental health status in order to maintain their participation in medical and
support services, thereby maintaining and improving health outcomes and quality of life.
Professional staff seeks to ensure coordination of mental health care for the client among the
internal and external providers involved in the client’s care.
A.
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B.
C.
D.
E.

Service Objectives
1. All clients referred to the program will receive an assessment and evaluation
by a qualified mental health professional.
2. Individuals receiving HIV mental health services will demonstrate a
decreased level of pathology, including but not limited to depression and/or
anxiety.
3. Individuals receiving HIV mental health services will demonstrate an
increased adherence to care through kept appointments and adherence to
treatment plans/medications.

F.

Description of Services

Services will emphasize the intersection between HIV and mental illness, with special
focus given to the psychosocial aspects of living with HIV and HIV prevention.
Service Components
1. Initial individual mental health assessment in collaboration with client.
2. Comprehensive psychosocial assessment with historical data that result in a
DSM IV/V diagnosis.
3. If the client is receiving Medical Case Management, a release of information
must be obtained from the client and, at a minimum, the DSM IV/V diagnosis
must be incorporated into the development of the client’s Care Plan Ideally,
all of the relevant portions of the treatment plan should be shared with the
Case Manager delivering Medical Case Management to facilitate a
comprehensive understanding of the client’s health status and service
needs.
4. If a Care Plan is in place, The Care Plan should be reviewed and
incorporated into the delivery of HIV Mental Health Services. If a client
receiving HIV Mental Health Services presents with additional service
needs, these needs should be incorporated into the clients Care Plan, if they
are ever in need of Medical Case Management.
5. Development of care/treatment plan specific to mental health and HIV.
6. Provide crisis intervention when necessary.
7. Individual counseling for those diagnosed with HIV.
8. Group counseling for those diagnosed with HIV.
9. Case conferencing for those diagnosed with HIV.
10. Psychiatric assessment/evaluation and medication management in direct
correlation with HIV.
11. Referral to other mental health professionals if beyond the ability/scope of
the agency.
12. Referrals to psychosocial support groups when appropriate.
G.

Limitations
1. Only PLWH/A with a diagnosed mental illness are eligible for ongoing

Mental Health Services –RWP reviewed 1-15-15; IEHPC approved043
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mental health services.
2. Service funds may not be used for the purchase of food.
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Service-Specific Staff Qualifications

III.
Mental Health Services are provided by mental health professionals, licensed or certified by the State
of California. This includes psychiatrists, psychologists, licensed clinical social workers and marriage
and family therapists. Please refer to the Common Standards of Care for general staff qualification
requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and Urgent
Need.
V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.

Mental Health Services –RWP reviewed 1-15-15; IEHPC approved045
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INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
HOME AND COMMUNITY-BASED HEALTH SERVICES
This
document offers
a limited set of focused standards addressing key aspects specific to this service category. Other
relevant standards, including the Common Standards, as well as other policies, recommendations
and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of
quality expectations to ensure uniformity of service funded by the Health Resources and
Services Administration (HRSA) under the Ryan White HIV/AIDS Program legislation
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into
service provision contracts managed by the Ryan White Program (RWP) Office on
behalf of the IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and
HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)

Home and Community-based Health Services (HCHS
Home and Community-Based Health Services are provided to an eligible client in an integrated
setting appropriate to that client’s needs, based on a written plan of care established by a
medical care team under the direction of a licensed clinical provider. Services include:
046
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• Appropriate mental health, developmental, and rehabilitation services
• Day treatment or other partial hospitalization services
• Durable medical equipment
• Home health aide services and personal care services in the home) include skilled health
services furnished to the individual in the individual’s home based on a written plan of care
established by a case management team that includes appropriate health care professionals.
Services include durable medical equipment; home health aide services and personal care
services in the home; day treatment or other partial hospitalization services; home intravenous
and aerosolized drug therapy (including prescription drugs administered as part of such
therapy); routine diagnostics testing administered in the home; and appropriate mental health,
developmental, and rehabilitation services.

Program Guidance: Inpatient hospitals, nursing homes, and other long-term care facilities are not
considered an integrated setting for the purposes of providing home and community-based health
services.

Inpatient hospitals services, nursing home and other long term care facilities are NOT
included.
Care and Treatment Goal(s): To ensure PLWH/A in need of home based care have access to
therapeutic, nursing, supportive and/or compensatory health services provided in a home setting
in accordance with a written, individualized plan of care established by a case management team
that assures service delivery by appropriate health care professionals.

Home and Community-Based Health Services –RWP reviewed 2-2-12; IEHPC approved 02-23-12
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I. Service Goal: The goal of HCHS is to supply stable and timely access to homebased medical care services, along with supportive assistance from community
programs to enable clients to remain in their own homes, in preference to hospitals,
residential or other health care facilities, as long as possible during illness.
A.

Service Objectives:
1. To address the medical, social, mental health, and environmental needs of the
client.
2. To include on-going activities that promote self-reliance.
3. To assist clients in becoming actively engaged in their health care.

B.

Description of Services

Service Components
1. To address the medical, social, mental health, and environmental needs of the
client.
2. To include on-going activities that promote self-reliance.
3. To assist clients in becoming actively engaged in their health care.
4. When appropriate, the initial assessment should be made available for
development of the client’s Care Plan.
5. If a Care Plan is in place, the Care Plan should be reviewed and incorporated
into the delivery of HCHS. If a client receiving HCHS presents with additional
service needs, these needs should be incorporated into the client’s Care Plan, if
they are ever in need of Medical Case Management.
6. Assist clients with referrals and linkages to medical, mental health, substance
abuse, psychosocial services, and other services as needed, either directly or by
referring clients to Case Management (non-medical) or Medical Case
Management.
7. When HCHS is no longer required, ensure client is maintained or connected to
Case Management (Non-Medical) or Medical Case Management for continuing
care coordination.

Limitations:

C.
Eligibility for the Home and Community-based Health Services is limited to those
PLWH/A with chronic medical dependency due to physical or cognitive impairment from
HIV infection as determined by a physician.
II. Service Specific Staff Qualifications: Staff qualifications are related to the
individual’s health care needs as established by the subcontracted agency in
coordination with the individual’s case management team.
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Please refer to the Common Standards of Care for general staff qualification requirements.

Home and Community-Based Health Services –RWP reviewed 2-2-12; IEHPC approved 02-23-12
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Exceptions and Urgent Need

III.
Please refer to the Common Standards of Care for guidance concerning Exceptions and Urgent
Need.
IV.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.

050

Effective: March 1, 2016

INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
HOUSING SERVICES
This document offers a
limited set of focused
standards addressing
key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well as
other policies, recommendations and guidelines should be referenced in conjunction with this
standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of
quality expectations to ensure uniformity of service funded by the Health Resources and
Services Administration (HRSA) under the Ryan White HIV/AIDS Program legislation
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into
service provision contracts managed by the Ryan White Program (RWP) Office on
behalf of the IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and
HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)
Housing Services
Housing provides transitional, short-term, or emergency housing assistance to
enable a client or family to gain or maintain outpatient/ambulatory health
services and treatment, including temporary assistance necessary to prevent
homelessness and to gain or maintain access to medical care. Activities within
Page 1 of
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the Housing category must also include the development of an individualized
housing plan, updated annually, to guide the client’s linkage to permanent
housing. Housing may provide some type of core medical (e.g., mental health
services) or support services (e.g., residential substance use disorder services).
provide limited short-term assistance to support emergency, temporary, or
transitional housing to enable a client or family to gain or maintain
outpatient/ambulatory health services. Housing-related referral services include
assessment, search, placement, advocacy, and the fees associated with these
services.

Housing activities also include housing referral services, including assessment, search, placement, and
housing advocacy services on behalf of the eligible client, as well as fees associated with these
activities.

Program Guidance: HRSA RWHAP recipients and subrecipients that use funds to provide Housing
must have mechanisms in place to assess and document the housing status and housing service needs
of new clients, and at least annually for existing clients.

HRSA RWHAP recipients and subrecipients, along with local decision-making planning bodies, are
strongly encouraged to institute duration limits to housing activities. HRSA HAB recommends
recipients and subrecipients align duration limits with those definitions used by other housing
programs, such as those administered by the Department of Housing and Urban Development, which
currently uses 24 months for transitional housing.

Housing activities cannot be in the form of direct cash payments to clients and cannot be used for
mortgage payments or rental deposits,6 although these may be allowable costs under the HUD
Housing Opportunities for Persons with AIDS grant awards. Housing, as described here, replaces
PCN 11-01.

Housing services are transitional in nature and for the purposes of moving or
maintaining a client or family in a long-term, stable living situation. Therefore,
such assistance cannot be provided on a permanent basis and must be
accompanied by a strategy to identify, relocate, and/or ensure the client or
family is moved to, or capable of maintaining, a long-term, stable living
situation.

Eligible housing can include housing that provides some type of medical or
supportive services (such as residential substance use disorder services or
mental health services, residential foster care, or assisted living residential
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services) and housing that does not provide direct medical or supportive
services, but is essential for a client or family to gain or maintain access to and
compliance with HIV-related outpatient/ambulatory health services and
treatment.

I.

Care and Treatment Goal(s):
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The goal of Housing Services is to augment other resources for housing assistance
through the provision of housing referral services including housing assessment, shortterm and emergency services designed to stabilize housing for clients in order to
promote access to health care and supportive service. In combination with emergency
assistance funds and other short-term intensive support, provide an environment that
facilitates continuation of HIV medical care and appropriate medication adherence
thereby improving quality of life and clinical health outcomes.

II.

Service Goal(s):

Enable HIV service clients at risk for loss of shelter to remain in, enter, or re-enter a
stable living environment and assist in locating and placing eligible clients in
emergency/temporary shelter, when necessary.
A.

Service Objectives

1. Assist in entry, re-entry, and maintenance in a stable living
environment.
2. Provide shelter on an emergency or temporary basis to clients who are
homeless or at risk for homelessness.
B.

Description of Services

Service Components
1. Conduct housing service assessment with client. According to HRSA
Policy Notice 08-01, “the necessity of housing services for purposes of
medical care must be certified or documented by a case manager,
social worker, or other licensed healthcare professional(s).”
2. When appropriate, the housing assessment should be made available
for development of the client’s Care Plan.
3. If a Care Plan is in place, the Care Plan should be reviewed and
incorporated where appropriate. If the housing case manager identifies
additional service needs, these needs should be incorporated into the
Client’s Care Plan if they are ever in need of Medical Case
Management.
4. Provide temporary/emergency housing and make referrals to
appropriate long term housing resources.
5. Provide housing, rental assistance, including housing units and group
quarters that have supportive environments.
6. According to HRSA Policy Notice 08-01, emergency/short-term
assistance “must be accompanied by a strategy to identify, relocate
and/or ensure progress towards long-term, stable housing OR a
strategy to identify an alternate funding source for housing assistance.”
7. Other components may include but are not limited to the following, as
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they relate to housing needs: counseling, case management, life skills
training, and education.
8.
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9.
10.
11. In the event that a property manager does not accept a third party
check, the agency may provide Housing Assistance in the form of a
money order or cashier’s check.
C.

Limitations
1. See HRSA Policy Notice 08-01 for HRSA guidance concerning
allowable RW-funded Housing Services.
2. Funds cannot be in the form of direct cash payments to recipients or
services.
3. Mortgage payments are not allowable.

Local limitations are as follows:
1. Utility bill payments are not allowable
2. Eligible clients may receive up to ninety (90) nights of emergency
motel or ninety (90) days of rent assistance annually.

Service-Specific Staff Qualifications

III.
According to HRSA Policy Notice 08-01, housing case management must be provided
by case managers or other professional(s) who possess a comprehensive knowledge of
local, State, and Federal housing programs and how they can be accessed
Please refer to the Common Standards of Care for general staff qualification
requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning Exceptions and Urgent
Need.

V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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MEDICAL CASE MANAGEMENT
(INCLUDING TREATMENT
ADHERENCE)

INLAND EMPIRE HIV/AIDS
PLANNING COUNCIL STANDARDS
OF CARE RIVERSIDE / SAN
BERNARDINO TRANSITIONAL
GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to this
service category. Other relevant standards, including the Common Standards, as well as other
policies, recommendations and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White Program legislation (Part A and Part A MAI)
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Medical Case management Management including Treatment Adherence Services
services (including treatment adherence(MCM)
Medical Case Management is the provision of a range of client-centered activities
focused on improving health outcomes in support of the HIV care continuum.

Activities provided under this service category may be provided by an
interdisciplinary team that includes other specialty care providers. Medical Case
Medical Case Management. RWP 02-16-12; PC approved 02.23.12
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Management includes all types of case management encounters (e.g., face-to-face,
phone contact, and any other forms of communication).

Key activities include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Timely and coordinated access to medically appropriate levels of health and
support services and continuity of care
• Continuous client monitoring to assess the efficacy of the care planare a range of clientcentered services that link clients with health care, psychosocial, and other services. The
coordination and follow-up of medical treatments is a component of medical case
management. These services ensure timely and coordinated access to medically appropriate
levels of health and support services and continuity of care, through ongoing assessment of
the client’s and other key

• Re-evaluation of the care plan at least every 6 months with adaptations as
necessary
• Ongoing assessment of the client’s and other key family members’ needs and
personal support systems
• Treatment adherence counseling to ensure readiness for and adherence to
complex HIV treatments
• Client-specific advocacy and/or review of utilization of services

In addition to providing the medically oriented activities above, Medical Case Management may
also provide benefits counseling by assisting eligible clients in obtaining access to other public and
private programs for which they may be eligible (e.g., Medicaid, Medicare Part D, State Pharmacy
Assistance Programs, Pharmaceutical Manufacturer’s Patient Assistance Programs, other state or
local health care and supportive services, and insurance plans through the health insurance
Marketplaces/Exchanges).

Program Guidance: Activities provided under the Medical Case Management service category
have as their objective improving health care outcomes whereas those provided under the NonMedical Case Management service category have as their objective providing guidance and
assistance in improving access to needed services.

Visits to ensure readiness for, and adherence to, complex HIV treatments shall be considered
Medical Case Management or Outpatient/Ambulatory Health Services. Treatment Adherence
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services provided during a Medical Case Management visit should be reported in the Medical Case
Management service category whereas Treatment Adherence services provided during an
Outpatient/Ambulatory Health Service visit should be reported under the Outpatient/Ambulatory
Health Services category.family members’ needs and personal support systems. Medical case

management includes the provision of treatment adherence counseling to ensure readiness
for, and adherence to, complex HIV/AIDS treatments. Key activities include: (1) Initial
assessment of service needs; (2) Development of a comprehensive, individualized service
plan (ISP); (3) Coordination of services required to implement the plan; (4) Client
monitoring to assess the efficacy of the plan; and (5) Periodic re-evaluation and adaptation
of the plan as necessary over the life of the client. It includes client- specific advocacy
and/or review of utilization of services. This includes all types of case management
including face-to-face, phone contact, and any other forms of communication.

I.

Medical Case Management. RWP 02-16-12; PC approved 02.23.12
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II.
III.
IV.

V.

Care and Treatment Goal(s)


To assist clients in achieving an enhanced level of health and quality of life and
maintain wellness and function.



To assist clients to more appropriately and effectively self-direct care, self-advocate,
and make informed healthcare decisions.

Service Goal
Successfully implement a collaborative process of assessment, planning, facilitation
and advocacy for options and services, to meet the health needs of clients who require
intense coordination, through communication and available cost-effective resources to
promote quality care and positive health outcomes.

A.

Service Objectives
1. To promote and facilitate client empowerment leading to self-management,
as appropriate.
2. To coordinate the client’s medical care and support services.
3. To work collaboratively with the client/family, the physician, providers of
healthcare, and others in and out of the Ryan White system of care to
develop and implement a plan that meets the individual’s needs and goals.
4. To promote the utilization of and assist with locating available resources to
achieve clinical and financial outcomes.
5. To ensure appropriate access to care for clients in need.
6. To interject objectivity, healthcare choices, and promotion of self-care.
7. To facilitate appropriate and timely benefit and treatment decisions.

B.

Description of Services

Service Components
1. Initial and ongoing assessment of client’s acuity level and of the client’s
service needs.
2. Development of an individualized service plan in collaboration with the client.
The plan must be developed with the client, primary care physician/provider
and other healthcare/support service providers to maximize client healthcare
responses and facilitate cost-effective outcomes.
3. Coordination and follow-up of medical treatments required to implement the
plan.
4. Monitoring of client progress to assess the efficacy of the plan. This includes
tracking of health outcomes and other indicators.
5. Periodic re-evaluation and adaptation of the plan as necessary (at a
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minimum, once every 6 months).
6. Provision of Medical Case Management advocacy on client’s behalf.
7. Direct provision of or referrals to other service providers for advice, support,
counseling on topics surrounding HIV disease, treatments, medications,
8. treatment adherence education, caregiver bereavement support,
dietary/nutrition advice and education, and terms and information needed
by the client to effectively participate in his/her medical care.
9. Ongoing coordination with internal programs and external agencies to which
clients are referred for medical and support services.
10. Provision of all types of case management including face-to-face, phone
contact, and any other forms of communication (e.g., email).
11. Co-location of Medical Case Management services with medical services.
Case Managers delivering Medical Case Management are required to
facilitate/participate in case conferencing for their Medically Case-Managed
clients annually.
C.

Limitations
There are no service-specific limitations for Medical Case Management.

VI.

Service-Specific Staff Qualifications




Case Managers delivering Medical Case Management must be licensed Registered
Nurses (RN), Licensed Vocational Nurses (LVN), Master’s degree (MA), Bachelor’s
degree (BA/BS) in human health services, or equivalent experience and/or
education.
Please refer to the Common Standards of Care for general staff qualification
requirements.

Case Managers delivering Medical Case Management will seek to:
 Achieve and maintain current professional licensure, national certification, and/or
higher education in a health and human services profession.
 Maintain continuing competence appropriate to medical case management and to
professional licensure or professional certification.
 Provide only those medical case management services that the medical case
manager is qualified to provide and refer the client to another source(s) for services
outside the medical case manager’s scope of practice.
 Maintain current knowledge of applicable laws, procedures, and legal guidelines
associated with service issues such as: reporting abuse/neglect, consent to treat,
privacy/confidentiality, client rights, power of attorney, advanced medical directives,
and benefits.
VII.

Exceptions and Urgent Need

Please refer to the Common Standards of Care for guidance concerning exceptions and
urgent need.

Reportable Units of Service and Financial
Eligibility

VIII.

Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.
Medical Case Management. RWP 02-16-12; PC approved 02.23.12

061

Page 1 of 3

Effective: March 1, 2017

INLAND EMPIRE HIV
PLANNING COUNCIL
STANDARDS OF CARE
RIVERSIDE / SAN
BERNARDINO
TRANSITIONAL GRANT
AREA RYAN WHITE
HIV/AIDS PROGRAM
MEDICAL NUTRITION THERAPY

This document offers a limited set of focused standards addressing key aspects specific to this service
category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction with this
standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Medical Nutrition Therapy (MNT) Services include nutrition education and counseling
provided by a licensed registered dietician pursuant to a medical provider's referral. Nutritional
services are based on a nutritional plan resulting from nutrition
062

assessment/screening and dietary/nutritional evaluation. Food and/or nutritional
supplements may also be provided per medical provider's recommendation. These services can
be provided in individual and/or group settings and outside of HIV Outpatient/Ambulatory Health
Services.
Medical Nutrition Therapy includes:
• Nutrition assessment and screening
• Dietary/nutritional evaluation
• Food and/or nutritional supplements per medical provider’s recommendation
• Nutrition education and/or counseling

These activities can be provided in individual and/or group settings and outside of HIV
Outpatient/Ambulatory Health Services.

Program Guidance: All activities performed under this service category must be pursuant to a
medical provider’s referral and based on a nutritional plan developed by the registered dietitian or
other licensed nutrition professional. Activities not provided by a registered/licensed dietician should
be considered Psychosocial Support Services under the HRSA RWHAP.

See also Food-Bank/Home Delivered Meals

I. Care and Treatment Goal(s)
The provision of "Medical Nutrition Therapy" in the R/SB TGA is intended to maintain and
optimize nutrition status and nutritional self-management skills for the purpose of treating
HIV disease.
Service Goal
The overall goal of Medical Nutrition Therapy services is to optimize nutrition status,
prevent the development of nutrient deficiencies, promote attainment and maintenance of
optimal body weight and composition, and maximize effectiveness of HIV
medications/treatment.
A.

Medical Nutrition Therapy Services. IEHPC Approved 04-27-2017
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B.
C. Service Objectives
1. To provide nutrition intervention based on the nutrition assessment
and care plan and provide training in nutritional self-management.
D. Description of Services
Service Components
1. Initial nutrition assessment and screening, including dietary/nutritional
evaluation. Assessments/evaluations should be conducted periodically
to assess changes.
2. Nutrition care plan signed and dated by the dietician; updated
annually or more frequently, if necessary. Plan must include, at a
minimum:
• Recommended services and course of medical nutrition therapy to be
provided, including types and amounts of nutritional supplements and
food.
• Date service is initiated
• Planned number and frequency of sessions
• Signature of registered dietician who developed the plan
3. Food and/or nutritional supplements per medical provider's
recommendation.
4. Nutrition education and/or counseling in individual and/or group
settings.

5. Service documentation must also include:
•
•
•
•
•

Referral from medical provider
Date of reassessments
Termination date of medical nutrition therapy
Any recommendations for follow-up
Quantity of nutritional supplements/food provided and dates
distributed (if applicable)

E. Limitations
1. All services performed under this service category must be pursuant to
a medical provider's referral and based on a nutritional plan developed
by the registered. Medical provider= physician, surgeon, osteopath, nurse
practitioner, physician's assistant, or dentist.
2. If food supplements are provided under this service category,
documentation must be maintained that includes a physician's
recommendation for food/supplements.

Ill. Service-Specific Staff Qualifications
This service must be provided by a Registered Dietician.
IV. Exceptions and Emergent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and Emergent
Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.
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ORAL HEALTH CARE

INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to this
service category. Other relevant standards, including the Common Standards, as well as other
policies, recommendations and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.

Definition of Services (HRSA)
Oral health care Care (OHC)
Oral Health Care activities include outpatient diagnosis, prevention, and therapy
provided by dental health care professionals, including general dental practitioners,
dental specialists, dental hygienists, and licensed dental assistants.includes
diagnostic, preventive, and therapeutic services provided by general dental
practitioners, dental specialists, dental hygienists and auxiliaries, and other trained
primary care providers.

Care and Treatment Goal(s):

I.
To maintain and improve the oral health of persons living with HIV/AIDS (PLWH/A),
Oral Health Care: Committee Revised / RWP Reviewed 10-30-14;
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thereby improving overall health outcomes.

Service Goal(s):

II.
To provide medically necessary diagnostic, preventive, and therapeutic dental care to
eligible, low-income PLWH/A.
A.

Service Objective(s):
1.

To reduce medical complications related to poor oral health.

2.

To reduce dental disease through education to PLWH/A on the importance of
good oral health.

3.

To reduce dental disease through the provision of toothbrushes, toothpastes,
floss and other necessary dental products necessary for good oral health.
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B.

Description of Services:

Service Components
1.
2.
3.
4.

5.
6.
7.
8.
9.

Initial assessment including complete health history and comprehensive oral
exam provided within 60 days of initial visit.
Development of a written Treatment and Oral Hygiene Plan in collaboration
with the client, and signed by client. Including periodic updates and signed by
client.
Provision of medically necessary diagnostic, preventive and therapeutic
dental care.
The referral for Oral Health Service (OHS) must be documented in the
Individual Service Plan (ISP) ISP/Care Plan by the Case Manager. If a Care
Plan is in place, the Care Plan should be reviewed by the Oral Health Care
provider.
If the Dental Provider identifies additional service needs, these needs should
be communicated to the Case Manager and included in the Care Plan if the
client is ever in need of Medical Case Management.
Provide follow up prophylactic visit within 6 months of initial visit as specified
in Treatment Plan.
Visits shall be at least annually or may be more frequent based on Treatment
Plan. Provider will accommodate same day urgent care visits or referral as
necessary.
Referrals will be made for Non Ryan White Program providers as necessary.
Ryan White HIV/AIDS Program Standards of Care shall be made available to
consumers in a prominent place in dental clinics which receives Ryan White
HIV/AIDS Part A Oral Health Care funding.

Service-Specific Staff Qualifications

III.
Professional Oral Health staff must be licensed as required by the State of California.
Please refer to the Common Standards of Care for general staff qualification requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and Urgent
Need.
V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.

Oral Health Care: Committee Revised / RWP Reviewed 10-30-14;
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OUTPATIENT/AMBULATORY MEDICAL CARE

INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE/SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to this
service category. Other relevant standards, including the Common Standards, as well as other
policies, recommendations and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White Program legislation (Part A and Part A MAI)
across the Riverside/San Bernardino Transitional Grant Area (Riv/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Outpatient/Ambulatory medical care (health services)Health Services (OAHS) is the
provision of professional diagnostic and therapeutic services rendered by a physician,
physician's assistant, clinical nurse specialist, or nurse practitioner in an outpatient setting.
Settings include clinics, medical offices, and mobile vans where clients generally do not
stay overnight. Emergency room services are not outpatient settings. Services includes
diagnostic testing, early intervention and risk assessment, preventive care and screening,
practitioner examination, medical history taking, diagnosis and treatment of common
physical and mental conditions, prescribing and managing medication therapy, education
and counseling on health issues, well-baby care, continuing care and management of
068
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chronic conditions, and referral to and provision of specialty care (includes all medical
subspecialties).
Primary medical care for the treatment of HIV infection includes the provision of care that
is consistent with the Public Health Service’s guidelines. Such care must include access to
antiretroviral and other drug therapies, including prophylaxis and treatment of
opportunistic infections and combination antiretroviral therapies.

Outpatient/Ambulatory Health Services provide diagnostic and therapeutic-related activities directly
to a client by a licensed healthcare provider in an outpatient medical setting. Outpatient medical
settings may include: clinics, medical offices, mobile vans, using telehealth technology, and urgent
care facilities for HIV-related visits. Allowable activities include:
• Medical history taking
• Physical examination
• Diagnostic testing (including HIV confirmatory and viral load testing), as well as laboratory
testing
• Treatment and management of physical and behavioral health conditions
• Behavioral risk assessment, subsequent counseling, and referral
• Preventive care and screening
• Pediatric developmental assessment
• Prescription and management of medication therapy
• Treatment adherence
• Education and counseling on health and prevention issues
• Referral to and provision of specialty care related to HIV diagnosis, including audiology and
ophthalmology

Program Guidance: Treatment adherence activities provided during an Outpatient/Ambulatory
Health Service visit are considered Outpatient/Ambulatory Health Services, whereas treatment
adherence activities provided during a Medical Case Management visit are considered Medical Case
Management services.

Non-HIV related visits to urgent care facilities are not allowable costs within the
Outpatient/Ambulatory Health Services Category.

Emergency room visits are not allowable costs within the Outpatient/Ambulatory Health Services
Category.

I.
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II.
III.
IV.

Care and Treatment Goal(s)

To maintain and/or improve the health status of persons living with HIV/AIDS in the
Riv/SB TGA, thus lengthening and improving their quality of life.
V.

Service Goal

To provide high quality, cost-effective outpatient/ambulatory care to PLWH/A who do not
otherwise have access to medical care to maintain and improve their health status and
quality of life.

A.

Service Objectives
1. Assess client health status and develop treatment plan, in
collaboration with client.
2. Provide outpatient/ambulatory medical care services that result in an
interruption or delay of HIV disease progression.

B. Description of Services
Service Components
1. Development of Treatment Plan in collaboration with the client and
other service providers.
2. Diagnostic testing
3. Documentation and tracking of viral loads and CD4 counts
4. Early intervention and risk assessment
5. Preventive care and screening
6. Practitioner examination
7. Medical history taking
8. Diagnosis and treatment of common physical and mental conditions in
a manner consistent with the AAHIVM (American Academy of HIV
Medicine) standards, USPHS (United States Public Health Service)
guidelines, accepted industry patient safety standards as well as the
AMA (American Medical Association) guidelines for general and
chronic care
9. Prescribing and managing medication therapy
10. Short-term provision of antiretroviral prescriptions/medications and
other HIV-related medications to eligible consumers that have no other
source of payment as a measure to meet an emergent service gap for
consumers until eligibility in another program can be
established/reestablished.
11. Education and counseling on health issues
12. Continuing care and management of chronic conditions
13. Provision of specialty care and referrals to specialty care when the
needs exceed the provider capacity or scope
14. Treatment Adherence Counseling/Education
15. Participate in case conferencing
16. Annual peer reviews to ensure consistency with guidelines
070
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17. Outpatient/Ambulatory providers shall have a client Advisory group

071
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C. Limitations
1. Prescriptions must be signed by a licensed clinician.
2. Medications must meet the current guidelines of the U.S. Public Health
Service (PHS), National Institutes of Health (NIH), and the American
Academy of HIV Medicine (AAHIVM) guidelines.
3. Medications prescribed must be in accordance with the most recently
established R/SB TGA Formulary Policy established by the RWP Office in
collaboration with community stakeholders

VI.


Service-Specific Qualifications
Staff: Medical Care personnel must be board certified and/or meet all credentialing
requirements for their specialty/medical degree. Certification by the American
Academy of HIV Medicine (AAHIVM), Association of Nurses in AIDS Care (ANAC),
and/or other comparable organizations is strongly encouraged.
Facility: The agency must be licensed and Medi-Cal certified by the State and must
comply with current federal and state standards for such programs.



Exceptions and Urgent Need

VII.
Please refer to the Common Standards of Care for guidance concerning Exceptions and Urgent
Need.

Reportable Units of Service and Financial
Eligibility

VIII.

Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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PSYCHOSOCIAL SUPPORT SERVICES

INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to this
service category. Other relevant standards, including the Common Standards, as well as other
policies, recommendations and guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Psychosocial support services are the provision of support and counseling activities, child
abuse and neglect counseling, HIV support groups, pastoral care, caregiver support, and
bereavement counseling. Includes nutrition counseling provided by a non-registered
dietitian but excludes the provision of nutritional supplements.
Psychosocial Support Services provide group or individual support and counseling services to assist
HRSA RWHAP-eligible PLWH to address behavioral and physical health concerns. Activities
provided under the Psychosocial Support Services may include:
Psychosocial Support Services –RWP Rev’d 2-2-2012; IEHPC approved 02-23-12 Revised 5-25-17 Approved by IEHPC
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• Bereavement counseling
• Caregiver/respite support (HRSA RWHAP Part D)
• Child abuse and neglect counseling
• HIV support groups
• Nutrition counseling provided by a non-registered dietitian (see Medical Nutrition Therapy
Services)
• Pastoral care/counseling services

Program Guidance: Funds under this service category may not be used to provide nutritional
supplements (See Food Bank/Home Delivered Meals).

HRSA RWHAP-funded pastoral counseling must be available to all eligible clients regardless of
their religious denominational affiliation.

HRSA RWHAP Funds may not be used for social/recreational activities or to pay for a client’s gym
membership.

Care and Treatment Goal(s)

I.
To provide support and counseling regarding the emotional and psychological issues related
to living with HIV to those affected directly and indirectly by HIV and to promote problem
solving, service access and steps towards diseases self-management.

Service Goal:

II.
To provide psychosocial support services through the delivery of individual and group
counseling to persons living with HIV/AIDS and those otherwise affected by HIV/AIDS in the
TGA in order to maintain them in the HIV system of care.
A.
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B.
C.
D.

Service Objectives:
1. To provide a central and dedicated support contact in order to address and
minimize crisis situations and stabilize clients’ psychological health status
so as to maintain their participation in the care system.

Description of Services

E.
Service Components

1. If a Care Plan is in place, the Care Plan should be reviewed and
incorporated into the delivery of Psychosocial Support. If a client receiving
Psychosocial Support presents with additional service needs, these needs
should be incorporated into the clients Care Plan, if they are ever in need
of Medical Case Management.
2. Provide individual counseling session(s). Document service provision,
goals, and progress.
3. Provide group counseling sessions(s). Document group service provision
such as: topics/focus, participant names and HIV status, group duration,
group type (open/closed), general group goals.
4. Provide allowable, needed services to family members and significant
others in the client’s support system, with the goal of developing and
strengthening the client’s support system to help maintain their connection
to medical care.
5. Facilitate successful case conferencing sessions through direct
participation and the provision of appropriate information.
6. Coordinate with and make referrals to both interagency and outside mental
health professionals, as appropriate.
7. Coordinate with and make referrals to both interagency and outside
nutritional support services, as appropriate.
F.

Limitations
1. Excludes the provision of nutritional supplements.

Service-Specific Staff Qualifications

III.
There are no prescribed staff qualifications specific to Psychosocial Support Services.
Please refer to the Common Standards of Care for general staff qualification requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and Urgent
Need.
V.

Reportable Units of Service and Financial
Eligibility

Psychosocial Support Services –RWP Rev’d 2-2-2012; IEHPC approved 02-23-12 Revised 5-25-17 Approved by IEHPC
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Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document
offers a limited
HIV SUBSTANCE ABUSE SERVICES OUTPATIENT
set of focused
standards
CARE
addressing key
aspects specific
to this service category. Other relevant standards, including the Common Standards, as well as
other policies, recommendations and guidelines should be referenced in conjunction with this
standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Substance Abuse ServicesSubstance Abuse Outpatient Care (SAOC) is the provision of
medical or other treatment and/or counseling to address substance abuse problems (i.e.,
alcohol and/or legal and illegal drugs) in an outpatient setting, rendered by a physician
or under the supervision of a physician, or by other qualified personnel.
Substance Abuse Outpatient Care is the provision of outpatient services for the treatment of drug
or alcohol use disorders. Activities under Substance Abuse Outpatient Care service category
include:
• Screening
Substance Abuse Services Outpatient –RWP reviewed 01-15-15; IEHPC approved 01-22-15
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• Assessment
• Diagnosis, and/or
• Treatment of substance use disorder, including:
o Pretreatment/recovery readiness programs
o Harm reduction o Behavioral health counseling associated with substance use disorder
o Outpatient drug-free treatment and counseling
o Medication assisted therapy
o Neuro-psychiatric pharmaceuticals o Relapse prevention

Program Guidance: Acupuncture therapy may be allowable under this service category only
when, as part of a substance use disorder treatment program funded under the HRSA RWHAP, it
is included in a documented plan.

Syringe access services are allowable, to the extent that they comport with current appropriations
law and applicable HHS guidance, including HRSA- or HAB-specific

Care and Treatment Goal(s)

I.
To ensure the availability of culturally and linguistically competent services designed and
delivered to respond to the unique needs of individuals living with HIV/AIDS services that
minimize crisis situations and reduce/stabilize substance use of persons living with
HIV/AIDS in the TGA, thereby enabling them to remain in and/or reenter the medical care
system.

Service Goal

II.
To maintain and increase participation in medical care as well as maximize the
effectiveness of HIV-related medical care and treatment through cessation or reduction of
substance abuse (including alcohol, legal and illegal drugs).
A.
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B.
C.

Service Objective(s)

D.
Through substance use screening, assessment, treatment readiness counseling,
and referrals to a full range of licensed substance use programs, the service will:
1. Support HIV treatment adherence in order to, maximize effectiveness of
medical care/treatment;
2. Improve clients’ social functioning;
3. Improve clients’ self-esteem, insight, and awareness; and
4. Improve clients’ ability to positively cope and live with HIV

Description of Services

E.
Services will emphasize the intersection between HIV and substance abuse, with
special focus given to the psychosocial aspects of living with HIV and HIV
prevention.
Service Components
1. Develop initial individual substance use assessments
2. Initial assessment may include, but is not limited to: presenting problem;
duration and acuity; substance use history; psychiatric history including
medications, education and employment history, risk assessment, social
support and functioning, including client strengths, coping mechanisms
and self-help strategies; and recovery readiness assessment
3. When appropriate, this initial assessment should be made available for
development of the client’s Care Plan.
4. If a Care Plan is in place, the Care Plan should be reviewed and
incorporated into the delivery of HIV Substance Abuse Services. If a
client receiving HIV Substance Abuse Services presents with additional
service needs, these needs should be incorporated into the clients Care
Plan, if they are ever in need of Medical Case Management.
5. Review and update treatment plan at least every 120 days or more
frequently as necessary. Track and clearly document progress for each
individual receiving HIV Substance Abuse Services.
6. Provide individual counseling sessions for those diagnosed with HIV.
7. Provide group counseling sessions for those diagnosed with HIV.
8. Participate in and provide relevant information for case conferencing
sessions for those diagnosed with HIV.
9. Refer clients to other substance abuse professionals/programs and
mental health professionals/programs as necessary.
10. On-site treatment includes short-term counseling that may be geared to:
harm reduction, recovery readiness counseling with a behavior change
approach, support recovery from less severe substance use where higher
threshold treatment may not be necessary or acceptable to the client, and
interim substance use counseling until a treatment slot becomes
available.
11. Timely psychiatric consultation and management of psychiatric
medications is available to all clients onsite or by referral.
F.
Substance Abuse Services Outpatient –RWP reviewed 01-15-15; IEHPC approved 01-22-15
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G.
H.
I.

Limitations
1. Ryan White funds under this category may not be used to provide
substance abuse counseling in a residential health service setting and
may not be used for inpatient detoxification in a hospital setting.

Service-Specific Staff Qualifications

III.
Service must be provided by a physician or under the supervision of a physician, or by
other qualified personnel.
Please refer to the Common Standards of Care for general staff qualification requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and Urgent
Need.
V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING
COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO
TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS
PROGRAM
This document offers
a limited set of focused
MEDICAL
TRANSPORTATION
SERVICES
standards addressing
key aspects specific to
this service category.
Other
relevant
standards, including the Common Standards, as well as other policies, recommendations and
guidelines should be referenced in conjunction with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.

Definition of Services (HRSA)
Medical Transportation Services include conveyance services provided, directly or
through voucher, to a client so that he or she may access health care services.
Medical Transportation is the provision of nonemergency transportation that enables an eligible
client to access or be retained in core medical and support services.

Program Guidance: Medical transportation may be provided through:
• Contracts with providers of transportation services
Medical Transportation Services- RWP rev’d 9.22.16; IEHPC approved 11.17.16;IEHPC
081
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• Mileage reimbursement (through a non-cash system) that enables clients to travel to needed
medical or other support services, but should not in any case exceed the established rates for
federal Programs (Federal Joint Travel Regulations provide further guidance on this subject)
• Purchase or lease of organizational vehicles for client transportation programs, provided the
recipient receives prior approval for the purchase of a vehicle
• Organization and use of volunteer drivers (through programs with insurance and other liability
issues specifically addressed)
• Voucher or token systems

Costs for transportation for medical providers to provide care should be categorized under the
service category for the service being provided. Unallowable costs include:
• Direct cash payments or cash reimbursements to clients
• Direct maintenance expenses (tires, repairs, etc.) of a privately-owned vehicle
• Any other costs associated with a privately-owned vehicle such as lease, loan payments,
insurance, license, or registration fees.

Care and Treatment Goal(s)

I.
To enable access to health care or support services as deemed necessary by clinician
and/or medical case manager to maintain/improve health outcomes.

Service Goal

II.
To provide transportation services to necessary health care or support services for
eligible individuals that also take into account the traveler’s health-care needs.
Transportation services may be provided routinely or on an emergency basis.
A.

Service Objectives
1. To provide various modes of transportation to health care or support
service appointments.
2. To provide a service that is safe, of high quality, and prompt.
3. To provide cost-effective transportation to health care or support
service appointments.

B.

Description of Services
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Service Components
1. When appropriate, service provision plans must be made available for
development of the client’s Care Plan.
2. If a Care Plan is in place the Care Plan should be reviewed and
incorporated into the delivery of Medical Transportation. If a client
receiving Medical Transportation presents with additional service
needs, these needs should be incorporated into the clients Care Plan,
if they are ever in need of Medical Case management.
3. Provide the most economical means of transportation whenever
possible.
4. Allowable modes of transportation service include:
a) Bus passes
b) Gasoline vouchers
c) Van trip
d) Urgent taxi trip (only when no other option is available)
5. Documentation must be maintained for all modes to verify that
transportation funds were received by the client and were used to
access necessary health care and support service appointments. For
instance, the provision of gasoline vouchers requires a log with client
signature and date indicating that the client received the gasoline
voucher as well as a consumer travel record showing dates, location
of service appointments and mileage. Travel records must be signed
by a staff member at the destination-agency (medical or support
service staff) to verify that the individual made it to the intended
appointment.
6. No-cost, non-profit or volunteer transportation services should be used
as often as possible. Agency representatives must identify such
resources with clients prior to provision of other options.
7. Taxi services may be used, but should be considered last resort.
C.

Limitations
1. Funds may not be used for client automobile maintenance or repairs
or for tires.
2. Funds may not be used for ambulance service.
3. Funds may not be used to transport individuals outside the TGA
except when needed services are unavailable within the TGA. Trips
outside the TGA must be recommended by a physician, clinician, and
a medical case manager, and authorized by the Ryan White Program
Staff.
4. Funds may not be used to assist with participation in clinical trials.
5. Funds may not be used to transport individuals to Inland Empire HIV
Planning Council meetings or other meetings not directly associated
with maintaining/improving the individual’s health care.
6. Maximum of up to $40 per month, per client, upon proof of eligibility
and supporting documentation.

III.

Service-Specific Staff Qualifications
083
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If staff is used to provide van transport, they must have a California Driver’s License and the
minimum required amount of Automobile Insurance as required by the law to transport clients.
Please refer to the Common Standards of Care for additional general staff qualification
requirements.

Exceptions and Urgent Need

IV.
Please refer to the Common Standards of Care for guidance concerning exceptions and
Urgent Need.

V.

Reportable Units of Service and Financial
Eligibility

Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.

pg. 85
085

Getting to Zero 2017 Report

A-2

LAYIN A FOUNDATION FOR ETTIN TO ZERO
2017 REPORT
California’s Integrated HIV Surveillance, Prevention, and Care
Plan
California Department of Public Health
Center for Infectious Diseases
Office of AIDS

California’s Vision:
pg. 86
086

Getting to Zero 2017 Report

A time when there are:
ZERO New HIV Infections;
ZERO AIDS-Related Deaths; and
ZERO Stigma and Discrimination
Against People Living With HIV

July 2019

Contents
Introduction .................................................................................................................................................. 4
Objectives .................................................................................................................................................... 4
Statewide Results for 2017 ........................................................................................................................... 5
Objective 1: ............................................................................................................................................. 5
Objective 1a ........................................................................................................................................ 5
Objective 2: ............................................................................................................................................. 7
Objective 2a ........................................................................................................................................ 7
Objective 3: ............................................................................................................................................. 9
Objective 3a ........................................................................................................................................ 9
Objective 4: ........................................................................................................................................... 11
Objective 4a ...................................................................................................................................... 11
Objective 5: ........................................................................................................................................... 12
Objective 5a ...................................................................................................................................... 12
Objective 6: ........................................................................................................................................... 13
Objective 6a ...................................................................................................................................... 14
Objective 7: ........................................................................................................................................... 15
Objective 7a ...................................................................................................................................... 15
Objective 8: ........................................................................................................................................... 17
Objective 8a: ..................................................................................................................................... 17
Objective 9: ........................................................................................................................................... 19
Objective 9a: ..................................................................................................................................... 19
Objective 10: ......................................................................................................................................... 21
pg. 87
087

Getting to Zero 2017 Report

Objective 11: ......................................................................................................................................... 22
Objective 12: ......................................................................................................................................... 24
CO-Author Counties Objectives ............................................................................................................. 26
Objective 2: Reduce the number of new HIV diagnosis in California by at least 50 percent ... 26
Objective 3: Increase the number of Californians at high risk for HIV infection who are on
PrEP in: .................................................................................................................................................. 27
Objective 4: Decrease the percentage of persons with new HIV diagnosis in California that are diagnosed with Stage 3
(AIDS) within 12 months of diagnosis (i.e., late diagnosis) to less
than ......................................................................................................................................................... 29 Objective 6:
Increase the percentage of newly diagnosed person in California linked to HIV medical care within one month of their
HIV diagnosis to at least 85% ........................................ 30
Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed within six
months of diagnosis to at least 75%........................................................... 31
Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are
virally suppressed to at least 80% ..................................................................................................... 32
Objective 9: Increase the percentage of Californians with diagnosed HIV infection who are in
HIV medical care (at least one visit per year) to at least 90%....................................................... 33
Viral Suppression Rates among all PLWDH compared with PLWDH who had one or more
medical visits in the last twelve months. ....................................................................................... 34 Summary & Next
Steps ............................................................................................................................... 36
APPENDIX 1: 2017 Activities related to the Plan Strategies............................................................. 37
Integrated plan activities conducted by OA in 2017 ................................................................................... 37
References .................................................................................................................................................. 41

pg. 88
088

Getting to Zero 2017 Report

Introduction
The goal of the California Department of Public Health (CDPH) Office of AIDS (OA) Laying A Foundation for
Getting to Zero 2017 – 2021 Plan (the Plan) is to begin implementing the strategies and objectives necessary to enable
California to “Get to Zero.” The Plan defines “Getting to Zero” as:

• Zero new HIV infections
• Zero AIDS-related deaths
• Zero stigma and discrimination against people living with HIV (PLWH)
CDPH OA is collaborating with the three Part A jurisdiction co-authors of the plan in the implementation and
monitoring of the activities outlined in the plan.
The four goals of the Plan are to:

1.
2.
3.
4.

Reduce new HIV infections in California.
Increase access to care and improve health outcomes for PLWH in California.
Reduce HIV-related disparities and health inequities in California.
Achieve a more coordinated statewide response to the HIV epidemic.

Twelve objectives were set to monitor California’s progress toward these goals. This report presents the 2017 progress
for each of the twelve objectives. It compares the 2017 data to the annual targets set for 2017, and illustrates the
trajectory for each objective in order to meet the final 2021 goal. Many of the Plan objectives are measured using HIV
surveillance data, which require one year of maturation until they are available to report. Therefore, there will usually be
a 1 – 2 year lag in reporting on progress toward meeting the objectives.
In addition to reporting the 2017 measures for each objective, a description of OA activities that took place in 2017 are
included at the end of the report.
The report concludes with a summary of next steps planned to continue the progress to achieve the goals and objectives
stated in the Plan in order to bring us closer to getting to zero.

Objectives
The Plan’s twelve objectives were identified to monitor California’s progress toward Getting to Zero. Each objective,
with baseline measures and anticipated statewide annual targets, is described below. Baselines and annual targets are
also set for the sub-objectives that are focused on addressing specific health disparities in subpopulations. Nine of the
twelve objectives can be measured at the Local Health Jurisdiction (LHJ) level.
Co-Authors progress made through 2017 can be found following the State’s objective information.

Statewide Results for 2017
Objective 1: Increase the estimated percentage of Californians living with HIV who know their serostatus to at least 95
percent.
pg. 89
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Objective 1a: Increase the estimated percentage of Hispanic/Latinos, and persons 1324 and 25-34 years old living with
HIV who know their serostatus from the baseline to at least 95 percent.
Objective 1: Increase the estimated percentage of Californians living with HIV who know
their serostatus to at least 95%
Annual Targets

Baseline Measures

2014

2015

87%
(84%–91%)

87%
(84% – 92%)

California

83%
(78%–89%)

Hispanic / Latinx
13 – 24 years old

Jurisdiction/
Population

2014/2015
Average

2016

2017

Target

Actual

Target

Actual

87%

88%

88%
(85% - 90%)

90%

88%
(85% - 92%)

83%
(77% – 90%)

83%

84%
85% (79% - 89%)

84%
87% (78% - 91%)

43%
(40% – 47%)

47%
(43% – 53%)

45%

42%
(39% - 45%)

47%
(43% - 51%)

72%
(69% – 74%)

71%
(68% – 74%)

71%

25 – 34 years old

53%

68%
(66% - 70%)

75%

62%

79%

68%
(65% - 70%)

2018

2019

2020

2021

91%

92%

94%

95%

89%

91%

93%

95%

70%

78%

87%

95%

83%

87%

91%

95%

Source: California HIV Surveillance System
Note: All estimates are given with 95% confidence intervals in parentheses.

Figure 1: Objective 1: Increase the estimated percentage of Californians living with HIV who know their serostatus to at least 95%.
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Objective 1 data is calculated using the CDC method of estimating the percentage of individuals unaware of their HIV
infection. Baseline data indicates a need for an 8 percent improvement by the end of 2021. The estimate of the
percentage of
Hispanic/Latinx population of people living with HIV who know their serostatus has been lower than for California as a
whole (83 percent). Youth and young adults have substantially lower levels of HIV awareness, with only an estimated 43
percent of 13 – 24 year olds and 72 percent of 25-34 year olds knowing their HIV serostatus. Despite the lower baseline
estimates for these populations, the objectives are set for this population, demonstrating CDPH’s commitment to
eliminating the current disparity. Local health jurisdictions (LHJ) specific monitoring can be done for this objective.
The 2017 measure shows a one percent increase for the state overall, indicating 88 percent of PLWH know their status,
and 12 percent are unaware of their HIV infection. A similar increase was seen among Hispanic/Latinx, but not a
reduction in the gap between Hispanic/Latinx and the state as a whole. A four percent increase was seen among 13- 24
year old PLWH, but still less than half of this population are aware of their HIV infection. There was a decrease among
PLWH 25 – 34 years of age, such that almost a third of that population are unaware of their HIV infection.
Strategies identified to achieve the objective include:

•
•
•
•

Strategy B: Increase and improve HIV testing,
Strategy C: Expand partner services,
Strategy M: Improve usability of collected data, and
Strategy N: Enhance collaborations and community involvement.

Activities conducted that assist in achieving Objective 1 can be found in APPENDIX 1:
2017 Activities related to the Plan Strategies.
Objective 2: Reduce the number of new HIV diagnosis in California by at least 50 percent, to fewer than 2,500 per
year.
Objective 2a: Reduce the number of new HIV diagnosis in Californian Black/African American, Hispanic/Latinx, and
those 13 – 24 years of age by at least 50%.
The statewide goal is a 50 percent reduction in new HIV diagnosis, from approximately
5,000 at baseline to fewer than 2,500 new HIV diagnoses in California by the end of
2021. Health disparities were identified within the Black/African American and Hispanic/Latinx populations, and among
those ages 13 – 24 years. The same objective of at least a 50 percent reduction is set for these populations. LHJ specific
monitoring can be done for this objective.
Objective 2: Reduce the number of new HIV diagnoses in California
by at least 50% to fewer than 2,500 per year
Baseline Measures

Annual Targets
2016

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

5,002

4,948

4,975

Black / African
American

857

883

870

Hispanic / Latinx

2,207

2,167

2,187

13 – 24 years old

954

1,005

980

2017

2018

Actual

2021

Actual

Target

4,563

5,061

4,150

4,791

3,738

3,325

2,913

2,500

797

955

724

802

651

578

505

435

2 ,005

2,269
976

1,823

2,232
949

1,641

1,459

1,277

1,094

734

652

570

490

816

Target

2020

Target

898

Actual

2019

Target Actual Target Actual Target Actual
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Source: California HIV Surveillance System (CHSS)

Figure 2: Graph displaying progress at achieving Objective Two: Reduce the number of new HIV diagnoses in California by at least 50 percent.

There has been a small reduction from baseline through 2017 for all but the Hispanic/Latinx population, who
experienced a slight increase. While many LHJs are successfully lowering the number of new infections, a cluster of
central valley counties have seen a significant increase in the number of new infections since baseline. In response, OA
is convening staff from surveillance, prevention and care to work with staff in the local counties to explore what support
and resources may be needed to respond to the increase in infections.
Strategies identified to achieve the objective include:

•
•
•
•

Strategy A: Improve utilization of pre-exposure prophylaxis (PrEP),
Strategy C: Expand partner services,
Strategy E: Improve retention in care,
Strategy L: Increase general HIV education & awareness and reduce stigma around HIV, sexual orientation and
gender identity,
• Strategy N: Enhance collaborations and community involvement, and
• Strategy O: Further leverage existing resources to better meet the needs of people at risk for and living with HIV
in California.
APPENDIX 1: 2017 Activities related to the Plan Strategies

Objective 3: Increase the number of Californians at high risk for HIV infection who are on PrEP to 60,000.
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Objective 3a: Increase the number of Black/African American and Hispanic/Latino gay/MSM who are on PrEP to
11,000 and 20,000 respectively.
Objective 3: Increase the number of Californians at high risk for HIV infection
who are on PrEP to 60,000
Baseline Measure

Jurisdiction/
population

2015

2016

2015/2016
Average

California

8,097

10,388

9,243

Black / African
American
gay / MSM

Annual Targets
2017
Target

Actual

2018

2019

2020

Target Actual Target Actual Target Actual

2021
Target Actual

19,000 Pending 30,000

40,000

50,000

60,000

Unknown Unknown

–

2,200

4,400

6,600

8,800

11,000

Hispanic / Latino
Unknown Unknown
gay / MSM

–

4,000

8,000

12,000

16,000

20,000

Source: AIDSVu PrEP utilization estimates

Figure 3: Graph displaying progress at achieving Objective three: Increase the number of Californians at high risk for HIV infection who are on PrEP
to 60,000

The data source for monitoring PrEP uptake is AIDSVu (AIDSVu PrEP Data). PrEP utilization data for 2017, nor for
Black/African American and Hispanic/Latino gay, bisexual, and other men who have sex with men (MSM) were
available at the time of this report. When the data is received, a revised report will be issued.
Strategies identified to achieve this objective include:

•
•
•

Strategy A: Improve PrEP utilization,
Strategy F: Improve overall quality of HIV-related care,
Strategy G: Improve availability of HIV care,
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•
•
•

Strategy K: Increase and improve HIV prevention and support services for people who use drugs,
Strategy L: Increase general HIV education & awareness and reduce stigma around HIV, sexual orientation, and
gender identity, and
Strategy O: Further leverage existing resources to better meet the needs of
people at risk for and living with HIV in California.
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Objective 4: Decrease the percentage of persons with new HIV diagnosis in California who are diagnosed with Stage 3
(AIDS) within 12 months of diagnosis (i.e., late diagnosis) to less than 17 percent.
Objective 4a: Decrease the percentage of persons with new HIV diagnoses in
California infected through injection drug use, through heterosexual sex, or are 45 years of age or older who are
diagnosed with Stage 3 (AIDS) within 12 months of diagnosis to less than 25 percent.
Objective 4: Decrease the percentage of persons with new HIV diagnosis in California that are diagnosed with
Stage 3 (AIDS) within 12 months of diagnosis (i.e., late diagnosis) to less than 17%
Baseline Measures

Jurisdiction/
Population

2014

2015

2014/2015
Average

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

California

23%

21%

22%

21%

22%

20%

22%

20%

19%

18%

17%

People who
inject drugs*

39%

27%

33%

30%

27%

28%

28%

25%

22%

20%

17%

Heterosexual
persons

31%

28%

30%

28%

28%

26%

28%

23%

21%

19%

17%

32%

35%

29%

32%

26%

23%

20%

17%

45 years old and
35%
35%
35%
older
* Excludes gay / MSM who also inject drugs

Source: California Department of Public Health, Office of AIDS, California HIV Surveillance System
Figure 4: Graph displaying progress at achieving Objective Four: Decrease the percentage of persons with new diagnosis who are diagnosed with
Stage 3 within 12 months of diagnosis

The objective is to reduce the number of individuals diagnosed with Stage 3 (AIDS) within one year of their initial
diagnosis by at least five percent from the baseline, or to less than 17 percent overall. Health disparities were identified
among people infected through injection drug use, people infected through heterosexual sex, and among those
45 years of age and older. As shown, these populations have higher baseline percentages and the goal is to eliminate the
disparity. LHJ specific monitoring can be done for this objective.
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Some progress has been made at decreasing the number of newly diagnosed individuals having a Stage 3 (AIDS)
diagnosis within one year of the initial diagnosis. The greatest decrease is seen among people who inject drugs.
Additional progress will be necessary to reach the 2021 final goal.
Strategies identified to achieve this objective include:

•
•
•

Strategy B: Increase and improve HIV testing,
Strategy C: Expand partner services, and
Strategy F: Improve overall quality of HIV-related care.

Objective 5: Increase the percentage of sexually active people living with diagnosed HIV (PLWDH) in care who are
tested at least once a year for gonorrhea, syphilis, and chlamydia to at least 75 percent.
Objective 5a: Increase the percentage of sexually active gay/MSM living with HIV who are tested at least
once a year for gonorrhea, syphilis, and chlamydia to at least 90 percent. The higher goal for gay/MSM is based
on the increased rates of sexually transmitted infections (STIs) among gay/MSM and, in particular, high
HIV/syphilis co-infection rates within this population.
Objective 5: Increase the percentage of sexually active PLWH in care who are tested at least once
in a year for gonorrhea, syphilis, and chlamydia to at least 75%
Baseline
Measure

Annual Targets
2017-18

Jurisdiction/
population
California
Gay / MSM*

2015-16 2016-17

Target

2018-19

2019-20

2020-21

Actual Target Actual Target Actual Target Actual

2021-22
Target Actual

50%

44%

55%

52%

60%

65%

70%

75%

56%

40%

62%

54%

69%

76%

83%

90%

* Excludes gay / MSM who also inject drugs
Source: California Medical Monitoring Projects (MMP). Data by MMP project years

Source: California Medical Monitoring Project
Figure 5: Graph displaying progress at achieving Objective Five: Increase the percentage of sexually active PLWDH in care who are tested at least
once in a year for gonorrhea, syphilis, and chlamydia to at least 75 percent.
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Comprehensive screening for sexually transmitted infections among PLWDH, especially among Gay/Bi/MSM living
with HIV has fluctuated but remains less than optimal, with only 1 of every 2 sexually active PLWDH currently being
screened annually. While serologic screening for syphilis has higher rates, the plan seeks to ensure comprehensive STI
screening, with an emphasis on ensuring extragenital screening is done as appropriate. Due to the estimate methodology
used, it is not possible to develop LHJ-specific objectives.
Strategies identified to achieve this objective include:

•
•
•

Strategy G: Improve availability of HIV care,
Strategy H: Improve integration of HIV services with sexually transmitted diseases (STD), tuberculosis (TB),
dental and other health services, and
Strategy I: Improve case management for PLWH with high need.

Objective 6: Increase the percentage of newly diagnosed persons in California linked to HIV medical care within one
month of their HIV diagnosis to at least 85 percent.
Objective 6a: Increase the percentage of newly diagnosed women, Black/African Americans, Hispanic/Latinx, 13 – 24
year olds, and heterosexuals without identified high risk who are linked to HIV medical care within one month of their
HIV diagnosis to at least 85 percent.
Objective 6: Increase the percentage of newly diagnosed person in California linked to HIV medical care within
one month of their HIV diagnosis to at least 85%
Baseline Measures

Annual Targets
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2016

2017

2018

2019

2020

2021

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

74%

72%

73%

75%

75%

77%

76%

79%

81%

83%

85%

Women

68%

67%

68%

71%

73%

74%

75%

76%

79%

82%

85%

Black / African
American

66%

68%

67%

70%

67%

73%

69%

76%

79%

82%

85%

Hispanic / Latino

73%

69%

71%

73%

75%

76%

75%

78%

80%

83%

85%

13 - 24 years old

70%

70%

70%

73%

73%

75%

73%

78%

80%

83%

85%

Heterosexual
(non-high risk)
persons

63%

62%

63%

67%

71%

70%

72%

74%

78%

81%

85%

Target Actual Target Actual Target Actual Target Actual Target Actual

Target Actual

Source: California Department of Public Health, Office of AIDS, California HIV Surveillance System
Figure 6: Graph displaying progress at achieving Objective 6: Increase the percentage of newly diagnosed persons in California linked to HIV
medical care within one month of their HIV diagnosis to at least 85 percent

The baseline data indicates a 73 percent baseline for all newly diagnosed persons being linked to medical care within one
month of their HIV diagnosis. Health disparities were identified among women, Black/African American,
Hispanic/Latinx, persons aged 13 – 24 years old, and heterosexual (non-high risk) persons living with HIV. While their
baselines are lower, the annual targets are set to eliminate disparities for these populations within five years. LHJ
specific monitoring can be done for this objective.
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2017 data shows increases in linkage to care within 30 days in all the identified populations. Disparities still exist but are
decreasing. Women and Heterosexual nonhigh risk have achieved better progress than was targeted for 2017. While
some gain is being made, the Black/African American disparity is still obvious.
Strategies identified to achieve this objective include:

•
•
•
•

Strategy D: Improve linkage to care,
Strategy G: Improve availability of HIV care,
Strategy N: Enhance collaborations and community involvement, and
Strategy O: Further leverage existing resources to better meet the needs of people at risk for and living with HIV
in California.

Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed within six
months of diagnosis to at least 75 percent.
Objective 7a: Increase the percentage of newly diagnosed people infected through injection drug use, those 13 to 24
years old, transgender, Black/African American, and American Indian/Alaska Native persons who are virally suppressed
within six months of diagnosis to at least 75 percent.
Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed
within six months of diagnosis to at least 75%
Baseline Measures

Jurisdiction/
Population

2014

2014/2015
2015
Average

California

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

48%

53%

51%

55%

57%

59%

61%

63%

67%

71%

75%

People who inject
39%
drugs*

48%

44%

49%

51%

54%

46%

59%

65%

70%

75%

13 - 24 years old

40%

50%

45%

50%

52%

55%

58%

60%

65%

70%

75%

Transgender
persons

42%

55%

49%

53%

57%

58%

57%

62%

66%

71%

75%

Black / African
American

40%

49%

45%

50%

50%

55%

55%

60%

65%

70%

75%

American Indian /
36%
Alaska Native

29%

33%

40%

43%

47%

72%

54%

61%

68%

75%

* Excludes gay / MSM who also inject drugs

Source: California Department of Public Health, Office of AIDS, California HIV Surveillance System
Figure 7: Graph displaying progress at achieving Objective Seven: Increase the percentage of Californians newly diagnosed with HIV who are virally
suppressed within six months of diagnosis to at least 75 percent.
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The combined 2014 and 2015 baseline data indicates that 51 percent of persons newly diagnosed with HIV in California
were virally suppressed within six months of diagnosis. Health disparities were identified among people infected through
injection drug use, persons aged 13 -24 years old, transgender persons, Black/African American, and American
Indian/Alaska Native populations of people living with HIV. While their baselines are lower, the same objectives are set
for these populations. LHJ specific monitoring can be done for this objective.
The six-month Viral suppression rates among newly diagnosed have increased in each identified population, but
disparities remain. The small number of American
Indian/Alaska Natives make that data less stable and accurate, additional years of data will assist in interpreting the trend
among this population more precisely. While people who inject drugs have similar linkage to care rates as the
population of PLWH as a whole, their viral suppression rates at six month is the lowest. Literature has shown that health
care providers are more reluctant to prescribe ART to people who inject drugs,1-3 and a review of newly diagnosed clients
not virally suppressed at six months may be helpful to monitor if ART has been initiated or not. This could lead to an
assessment of whether PWID are offered ART at similar rates as people who do not inject drugs.
Strategies identified to achieve this objective include:

•
•
•
•
•

Strategy D: Improved linkage to care,
Strategy E: Improved retention in care,
Strategy F: Improved overall quality of HIV-related care,
Strategy G: Improved availability of HIV care, and
Strategy O: Further leverage existing resources to better meet the needs of people at risk for and living with HIV
in California
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Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are virally suppressed to at
least 80 percent.
Objective 8a: Increase the percentage of Black/African American, American Indian/ Alaska Native, Hispanic/Latino,
Transgender, 13 to 24 years old, and those infected through injection drug use diagnosed with HIV who are virally
suppressed to at least 80 percent.
Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are virally
suppressed to at least 80%
Baseline Measures

Annual Targets
2016

2017

2018

2019

2020

2021

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

57%

61%

59%

63%

61%

66%

63%

70%

64%

73%

77%

80%

Black / African
American

49%

53%

51%

56%

55%

61%

56%

65%

57%

70%

75%

80%

American Indian /
48%
Alaska Native

52%

50%

55%

53%

60%

55%

65%

56%

70%

75%

80%

Hispanic / Latinx 54%

58%

56%

60%

58%

64%

61%

68%

61%

72%

76%

80%

51%

56%

54%

58%

57%

63%

60%

67%

59%

71%

76%

80%

13 - 24 years old 45%

50%

48%

53%

52%

59%

58%

64%

61%

69%

75%

80%

People who inject
45%
drugs*

50%

48%

53%

51%

59%

52%

64%

54%

69%

75%

80%

Transgender
persons

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

* Excludes gay / MSM who also inject drugs

Source: California Department of Public Health, Office of AIDS, California HIV
Surveillance Report — 2015
Figure 8: Graph displaying progress at achieving Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are virally
suppressed to at least 80 percent.
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At baseline, 59 percent of Californians living with HIV were virally suppressed. Health disparities were identified within
the populations of Black/African Americans, American Indian/Alaska Natives, Hispanic/Latinos, transgender, persons
aged 13 – 24 years old, and within non-gay/MSM people infected through injection drug use. While their baselines are
lower, the same final target is set for these populations. LHJ specific monitoring will be done for this objective.
The 2017 data shows improvement in all groups, although no group has sufficient increases to reach the final goal
without more successful interventions. The disparity gap is not closing, although the disparities are lessening more
noticeably among Hispanic/Latinx, Transgender Persons, and among PLWH ages 13 to 24.
Strategies identified to achieve this objective include:

•
•
•
•
•

Strategy D: Improved linkage to care,
Strategy E: Improved retention in care,
Strategy F: Improved overall quality of HIV-related care,
Strategy G: Improved availability of HIV care, and
Strategy O: Further leverage existing resources to better meet the needs of people at risk for and living with HIV
in California.

Objective 9: Increase the percentage of Californians with diagnosed HIV infection who are in HIV medical care (at
least one visit per year) to at least 90 percent.
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Objective 9a: Increase the percentage of people infected through injection drug use, heterosexuals (non-high risk), and
American Indians/Alaska Natives diagnosed with HIV who are in HIV medical care to at least 90 percent.
Objective 9: Increase the percentage of Californians with diagnosed HIV infection who are in HIV medical
care (at least one visit per year) to at least 90%
Baseline Measures

Annual Targets
2016

2017

2018

2019

2020

2021

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

71%

72%

72%

75%

73%

78%

74%

81%

84%

87%

90%

64%

63%

68%

65%

72%

66%

77%

81%

86%

90%

66%

65%

69%

67%
64%

73%

67%
67%

77%

82%

86%

90%

67%

66%

70%

78%

82%

86%

90%

People who inject
62%
drugs*
Heterosexual
(non-high risk) 63%
persons
American Indian /
65%
Alaska Native

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

74%

* Excludes gay / MSM who also inject drugs

Source: California HIV Surveillance System
Figure 9: Graph displaying progress at achieving Objective Nine: Increase the percentage of Californians with diagnosed HIV infection who are in
HIV medical care (at least one visit per year) to at least 90 percent.

The definition of being in care used for this objective (one visit in 12 months) was selected because of the increasing
number of PLWDH in California who have sustained viral suppression and a high CD4 count, such that providers
determine that annual clinical monitoring is sufficient. The identified health disparity sub-objectives were added since
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the original release of the Plan. These include people who inject drugs, non-high risk heterosexuals living with HIV, and
American Indian/Alaska Natives. LHJ specific monitoring can be done for this objective.
Progress is seen in each of the identified groups between 2014 and 2017, however none is progressing fast enough to
achieve the 2021 goal. The health disparities are not diminishing as much as will be needed to remove the disparity by
the end of 2021. As before, the small population of American Indian/Alaskan Native PLWDH requires caution in data
interpretation.
Strategies identified to achieve this objective include:

•
•
•
•
•
•

Strategy D: Improved linkage to care,
Strategy G: Improved availability of HIV care,
Strategy I: Improved case management for PLWH with high need,
Strategy J: Increased rates of insurance/benefits coverage for PLWH or on PrEP,
Strategy M: Improved usability of collected data, and
Strategy N: Enhanced collaborations and community involvement.

Objective 10: Increase the percentage of California ADAP clients with public or private health insurance to at least 85
percent.
Data are currently being analyzed to determine if any sub-objectives to address health disparities are needed.
Objective 10: Increase the percentage of Californian ADAP clients with public or private health insurance to
at least 85%
Baseline Measures
FY14/15 &
Jurisdiction/
population
California

FY 14/15 FY 15/16
53%

57%

FY15/16
Average
55%

Annual Targets
FY 16/17

FY 17/18

FY 18/19

FY 19/20

FY 20/21

FY 21/22

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual
60%

55%

65%

58%

70%

75%

80%

85%

Source: AIDS Drug Assistance Program (ADAP). Data reported for FY beginning in July.
Figure 10: Graph displaying progress at achieving Objective Ten: Increase the percentage of Californian ADAP clients with public or private health
insurance to at least 85 percent.
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A baseline average of 55 percent was established for California ADAP clients who had public or private health insurance
in 2014 and 2015. The goal is to increase insurance coverage among ADAP clients by at least 30 percent by the end of
the 2021. LHJ specific data can be reported for this objective.
A five percent increase has been seen since FY 14/15, but that increase must improve further if the end goal is to be
achieved. The implementation of ADAP Navigators should benefit this goal as the navigators assist clients to learn about
insurance options and assist them through the enrollment process. The benefit from accessing public or private health
insurance is that comprehensive medical services can be accessed as compared to ADAP Ryan-White funded HIV
medical support.
Strategies to achieve this objective include:

•
•
•
•

Strategy I: Improve case management for PLWH with high need,
Strategy J: Increase rates of insurance/benefits coverage for PLWH or on PrEP,
Strategy M: Improved usability of collected data, and
Strategy N: Enhance collaborations and community involvement.

Objective 11: Reduce the percentage of Californians with diagnosed HIV infection who are homeless to less than 5
percent.
Due to the source of the data, it is not possible to examine this objective by subpopulation or jurisdiction.
Objective 11: Reduce the percentage of Californians with diagnosed HIV infection
who are homeless to less than 5%
Baseline
Measures
2015 -

2016 -

Annual Targets
2016-2017

2017-2018

2018-2019

2019-2020

2020-2021
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Jurisdiction/
population

2016

2017

California

12%

11%

Target
9%

Actual Target Actual Target Actual Target Actual Target Actual
13%

8%

7%

6%

5%

Source: California Medical Monitoring Project.
Figure 11: Graph displaying progress at achieving Objective 11: Reduce the percentage of Californians with diagnosed HIV infection who are
homeless to less than 5 percent.

Data from 2014 indicates 12 percent of Californians diagnosed with HIV who are in HIV medical care were homeless.
The Medical Monitoring Project has modified client selection to include Californians living with HIV not in HIV care as
well as those in HIV care. With the first three years of data available, the percentage of PLWDH who are homeless is
increasing rather than decreasing.
Homelessness is only one condition in the cluster that defines housing insecurity. OA’s housing program, including the
Housing Opportunities for People With AIDS (HOPWA) is working toward collecting data that will more consistently
measure housing insecurity on an annual basis and that can be monitored by LHJ.
Strategies identified to achieve this objective include:

•
•
•
•

Strategy F: Improve overall quality of HIV-related care,
Strategy I: Improve case management for PLWH with high need,
Strategy M: Improve usability of collected data, and
Strategy N: Enhance collaborations and community involvement.
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Objective 12: Reduce the age-adjusted death rate among Californians with diagnosed HIV infection to less than 650
per 100,000 persons per year.
The data is currently being analyzed to determine if any sub-objectives to address health disparities are needed.
Objective 12: Reduce the age-adjusted death rate among Californians with diagnosed HIV infection to less
than 650 per 100,000 persons per year
Baseline Measures

Jurisdiction/
Population
California

2014/2015
2014 2015 Average
1132 1057

1095

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual
1021

1063

947

1235

873

800

725

650

Source: California HIV Surveillance System, California Department of Finance population estimates
Figure 12: Graph displaying progress at achieving Objective 12: Reduce the age-adjusted death rate among Californians with diagnosed HIV
infection to less than 650 per 100,000 persons per year

The 2014 and 2015 combined average for age-adjusted death rate among Californians with diagnosed HIV infection was
1,095 per 100,000 persons per year. This rate is slightly higher than what was initially reported in the Plan since recent
updates to the California HIV Surveillance System increased the completeness of vital status data.
This objective monitors the age-adjusted death rate for PLWDH in California, and the gaol is that the age-related death
rate for PLWDH be similar to that for all Californians at the end of this five year plan. It demonstrates a commitment to
get to zero AIDS-related deaths. LHJ specific monitoring will be done for this objective.
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The 2017 increase has led the surveillance team to review the calculation methodology. Discussion also appreciated that
rather than set and end goal based on the overall ageadjusted death rate for all Californians in 2016, it would be more
accurate to set the goal to having no difference in the age-adjusted death rate among PLWDH compared with people not
living with HIV, using a same year comparison of rates.
Strategies identified to achieve this objective include:

•
•
•
•
•
•
•

Strategy D: Improved linkage to care,
Strategy G: Improved availability of HIV care,
Strategy F: Improve overall quality of HIV-related care,
Strategy G: Improved availability of HIV care,
Strategy H: Improved integration of HIV services with STD, TB, dental, and other Strategy health services,
Strategy I: Improved case management for PLWDH with high need, and
Strategy O: Further leverage existing resources to better meet the needs of people at risk for and living with HIV
in California.

CO-Author Counties Objectives
Sacramento, San Jose, and Riverside/San Bernardino Part A jurisdictions collaborated with the State on conducting the
CDC/HRSA required Integrated HIV Surveillance, Prevention and Care Plan and accompanying Needs Assessment.
Within the plan, each county could selected distinct goals different than the state for the plan objectives. The objectives
that can be measured at the local level include Objectives 2,3,4,5,6,7,8,9,10, and 12

Objective 2: Reduce the number of new HIV diagnosis in California by at least 50
percent
The data utilized to calculate baseline figures for the September 2016 Laying the Foundations for Getting to Zero report
were created utilizing the data available at that time. With subsequent reporting the actual figures for 2014 have changed,
and our method for setting baseline measures utilized data from 2014 and 2015. Therefore, the goals have been modified
using the newer baseline values.
Objective 2: Reduce the number of new HIV diagnoses in California
by at least 50% to fewer than 2,500 per year
Baseline Measures

Annual Targets
2016

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

5,002

4,948

4,975

2017

2018

Target

Actual

Target

4,563

5,061

4,150

Actual
4,791

Target
3,738

Actual

2019

2020

2021

Target Actual Target Actual Target Actual
3,325

2,913

2,500

Sacramento

184

162

173

156

188

144

156

130

115

101

86

San Jose

165

158

162

149

139

135

156

122

108

95

81

Riverside

263

273

268

246

296

223

275

201

179

156

134

220
193
207
San Bernadino
Source: California HIV Surveillance System (CHSS)

190

221

172

248

155

138

120

103

Figure 13: Reduce the number of new infections by 50%.
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Objective 3: Increase the number of Californians at high risk for HIV infection who are
on PrEP in:
•
•
•

Sacramento to at least 3,100
San Bernardino/Riverside to at least 6,850
San Jose to at least 2,300
Objective 3: Increase the number of Californians at high risk for HIV infection
who are on PrEP to 60,000
0

Baseline Measure

2015
2016
Jurisdiction/
population
8,097
10,388
California
Unknown
222
Sacramento
San Bernardino /
Unknown
544
Riverside
Unknown
419
San Jose
Source: AIDSVu PrEP utilization estimates

2017
Target

2018

Annual Targets
2019

2020

2021

Actual Target Actual Target Actual Target Actual Target Actual

19000
798

30000
1374

40000
1949

50000
2524

60000
3100

1805

3066

4328

5589

6850

795

1171

1548

1924

2300

Figure 14: Increase the number of Californians at high risk for HIV infection who are on PrEP
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Objective 4: Decrease the percentage of persons with new HIV diagnosis in California
that are diagnosed with Stage 3 (AIDS) within 12 months of diagnosis (i.e., late
diagnosis) to less than
•
•
•

20% in Sacramento o The State revised Sacramento goal to 17% since the baseline calculated using 2014 and
2015 data defined a baseline lower than the original Sacramento goal (19% baseline).
17% in San Bernardino/Riverside
23% in Santa Jose o The State revised San Jose’s goal to 17% since the baseline calculated using 2014 and
2015 data defined a baseline lower than the original Sacramento goal (20% baseline).

Objective 4: Decrease the percentage of persons with new HIV diagnosis in California that are diagnosed with
Stage 3 (AIDS) within 12 months of diagnosis (i.e., late diagnosis) to less than 17%
Baseline Measures
2014/2015
Average

2014
2015
Jurisdiction/
Population
23%
21%
22%
California
20%
18%
19%
Sacramento
26%
17%
22% 19%
San Jose
Riverside
16%
22%
20%
San Bernardino
21%
19%
* Excludes gay / MSM who also inject drugs
Source: California HIV Surveillance System

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual
21%
19%
21%
19%
19%

22%
18%
30%
22%
22%

20%
18%
20%
18%
19%

22%
12%
18%
20%
18%

20%

19%

18%

17%

18%
19%
18%
18%

17%
19%
17%
18%

17%
18%
17%
17%

17%
17%
17%
17%

Figure 15: Decrease the percentage of persons with new HIV diagnosis in California that are diagnosed with Stage 3 (AIDS) within 12 months of
diagnosis (i.e., late diagnosis) to less than 17%

Objective 6: Increase the percentage of newly diagnosed person in California
linked to HIV medical care within one month of their HIV diagnosis to at least
85% San Jose selected an end goal of 90%.
Objective 6: Increase the percentage of newly diagnosed person in California linked to HIV medical care
within one month of their HIV diagnosis to at least 85%
Baseline Measures

Annual Targets
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2016

2017

2018

2019

2020

2021

2015

2014/2015
Average

74%

72%

73%

75%

75%

77%

76%

79%

81%

83%

85%

77%
80%
69%
70%

81%
81%
73%
66%

79%
81%
71%
68%

80%
83%
73%
71%

89%
84%
71%
70%

81%
84%
76%
74%

85%
82%
76%
65%

82%
86%
78%
77%

83%
87%
80%
79%

84%
89%
83%
82%

85%
90%
85%
85%

Jurisdiction/
Population

2014

California
Sacramento
San Jose
Riverside
San Bernadino

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

Source: California HIV Surveillance System (CHSS)

Figure 16: Increase the percentage of newly diagnosed person in California linked to HIV medical care within one month of their HIV diagnosis to
at least 85%

The San Jose TGA has set their end goal higher than the State goal, at 90 percent.

Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are
virally suppressed within six months of diagnosis to at least 75%
San Jose was already above the end goal for Objective 7, so were projected to sustain at least 75% for the duration of the
plan implementation.
Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed
within six months of diagnosis to at least 75%
Baseline Measures

Jurisdiction/
Population

2014

2015

2014/2015
Average

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual
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California
Sacramento
San Jose
Riverside
San Bernadino

48% 53%
N/A** 48%

51%

55%

N/A** 77%

43%
75%

N/A** 52%
N/A** 43%

57%
66%

59%

61%
63%

63%

67%

71%

75%

76%

62%
75%

66%
75%

71%
75%

75%
75%

69%

57%
75%

56%

50%

60%

60%

64%

67%

71%

75%

48%

48%

54%

45%

59%

64%

70%

75%

* Excludes gay / MSM who also inject drugs; **Electronic reporting started in 2015, prior years' has only partial data

Figure 17: Objective 7: Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed within six months of diagnosis
to at least 75%

Objective 8: Increase the percentage of Californians with diagnosed HIV infection who
are virally suppressed to at least 80%
Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are virally
suppressed to at least 80%
Baseline Measures

Annual Targets
2016

2017

2018

2019

2020

2021

Jurisdiction/
Population

2014

2015

2014/2015
Average

California

57%
53%
54%

61%
62%
64%

59%
58%
59%

63%

73%

77%

80%

65%
66%

63%
69%
66%

70%

62%
63%

61%
69%
61%

66%

Sacramento
Santa Clara

69%
70%

73%
73%

76%
77%

80%
80%

Riverside

53%

65%

59%

63%

71%

66%

73%

70%

73%

77%

80%

San Bernardino

48%

48%

48%

53%

51%

59%

52%

64%

69%

75%

80%

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual
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* Excludes gay / MSM who also inject drugs
SOURCE: California HIV Surveillance Sysetm (CHSS)

Figure 18: Objective 8: Increase the percentage of Californians with diagnosed HIV infection who are virally suppressed to at least 80%

Objective 9: Increase the percentage of Californians with diagnosed HIV infection who
are in HIV medical care (at least one visit per year) to at least 90%
Objective 9: Increase the percentage of Californians with diagnosed HIV infection who are in HIV medical
care (at least one visit per year) to at least 90%
Baseline Measures

Jurisdiction/
Population

2014

2015

2014/2015
Average

Annual Targets
2016

2017

2018

2019

2020

2021

Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual

71% 72%
72%
California
72% 75%
74%
Sacramento
74% 75%
75%
San Jose
72% 78%
75%
Riverside
64%
San Bernardino 64% 63%
* Excludes gay / MSM who also inject drugs

75%
77%
78%
78%
68%

73%
81%
72%
82%
67%

78%
79%
80%
80%
73%

74%
79%
78%
83%
71%

81%

84%

87%

90%

82%
83%
83%
77%

85%
85%
85%
81%

87%
88%
88%
86%

90%
90%
90%
90%

Source: California HIV Surveillance System (CHSS)

Figure 19: Objective 9: Increase the percentage of Californians with diagnosed HIV infection who are in HIV medical care (at least one visit per
year) to at least 90%
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Viral Suppression Rates among all PLWDH compared with PLWDH who had one or more medical visits
in the last twelve months.
The relationship between being retained in medical care and viral suppression is evident. The following tables show the
viral suppression rates for all PLWDH (red bars) and viral suppression rates among those who had at least one HIV
medical visit in the past year (blue bars). Efforts to re-engage and retain individuals in care will improve viral
suppression rates among PLWDH. Note, all medical visits are equal to or greater than one visit (> 1) despite the
horizontal axis label of greater than one (> 1) visit.
Figure 20: Sacramento Viral Suppression Rate Comparisons
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Summary & Next Steps
Overall, some progress has been made within each of the 12 objectives. However, the trajectory for all objectives is
indicating that goals will not be met unless greater progress is made. If annual targets can be met or surpassed, the final
goals can be successfully met.
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This was the first year of the five years of implementation of the plan, and LHJs were still modifying programs to
address the twelve objectives. Such modifications include more effective use of surveillance data to monitor if newly
diagnosed PLWDH are linked to care rapidly and achieve viral suppression within the first six months. Surveillance data
is also being used to identify individuals who are no longer in care, and strategies to reach out and re-engage PLWDH in
care are being implemented. There is a clear link between rapid linkage of newly diagnosed individuals, and ongoing
HIV medical care for all PLWDH leads to viral suppression.
State campaigns to promote PrEP, provide financial assistance for accessing PrEP, and increasing PrEP enrollment sites
and providers who prescribe PrEP are all commencing, which will increase the number of people utilizing PrEP as a
prevention tool.
Promotion of the fact that Undetectable equals Untransmittable (U=U) is providing additional incentive for PLWDH and
their healthcare providers to achieve viral suppression for all PLWDH.
Similarly, additional clinical guidance regarding the need for comprehensive sexual health examinations, including
extra-genital screening as indicated, has been provided to clinicians throughout California. As appreciation of the underdiagnosis of STIs that occurs when urine-based screening and syphilis serology are the only tests done, there will be an
increase in comprehensive STI screening.
California is experiencing a shortage of affordable housing and leveraging both HOPWA funding and other community
housing resources will be critical to increase the number of PLWDH who are stably housed. The California Planning
Group is developing a housing toolkit to provide service providers and healthcare facilities additional guidance and
resources to assist PLWDH who do not have stable, affordable housing.
The 2017 data results will provide LHJs feedback on initial progress in implementing the Integrated Plan. The results
will assist in shifting resources to those areas where additional progress is needed to achieve the final goals. OA will
provide technical assistance and referrals to capacity building assistance as needed. It is presumed greater progress will
be achieved in subsequent years, as LHJs focus their efforts and utilize the strategies and activities described in the
Integrated Plan.

APPENDIX 1: 2017 Activities related to the Plan Strategies
Integrated plan activities conducted by OA in 2017

Associated
strategies

ADAP
Began system development for Phase 1 (uninsured population) and Phase 2 (insured
population) of the Pre-Exposure Prophylaxis Assistance Program (PrEP-AP)

A

Began development of PrEP-AP policy training, system training, and job aids for
enrollment workers

A

Began establishment of a PrEP Provider Network

A

Developed a reimbursement model for PrEP related medical services for uninsured
clients

A

Implemented the Access, Adherence, and Navigation Program, focused on getting ADAP
clients enrolled in comprehensive health coverage and navigating clients who are not
virally suppressed into resources to help clients maintain and achieve viral suppression

E, I, J

Disseminated regular communication to Office of AIDS Health Insurance Premium

J
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Payment (OA-HIPP) clients who are enrolled in a Covered California health plan informing
them about Covered California’s renewal process and subsequent OA-HIPP requirements
Disseminated regular communication to ADAP clients without comprehensive health
coverage, informing them of their Covered California health care options and how to
apply

J

Began development of process by which ADAP could pay medical out-of-pocket claims
and Medigap premiums for clients enrolled in the Medicare Part D Premium Payment
(MDPP) Program

J

Began development of process by which ADAP could pay employer-based health
insurance premiums and medical out-of-pocket claims for clients

J

Surveillance and Prevention Evaluation and Reporting Branch
Continued to expand the ability for laboratories to report HIV data electronically,
increasing the speed in which laboratory results are received by OA and LHJs as well as
increasing accuracy of the data received.

M

Released annual local Continuums of HIV Care to each LHJ that can be used in local
program planning and monitoring.

M

Provided LHJ-level surveillance data to support program activities such as data to care, and
to facilitate program planning and track progress towards objectives.

M

HIV Prevention Branch
Developed and disseminated Program Guidance for CDC grant PS18-1802 to 20
Prevention-funded LHJs, outlining required and fundable activities under Strategies A, B,
C, D, and K.

A, B, C, D, and
K

Supported PS18-1802 funded counties to develop work plans and logic models for all
activities planned for 2019: provided guidance, reviewed work plans and logic models,
provided technical assistance to complete and finalize plans.

A, B, C, D, and
K

Launched monthly LHJ stakeholder calls with PS18-1802 funded LHJs, focused on
updating and coordinating stakeholders around Strategies A, B, C, D, and K

A, B, C, D, and
K

pg. 119
119

Getting to Zero 2017 Report

Funded and coordinated a PrEP Navigation Summit in Newport Beach in August 2017.

A

Collaborated with the STD Control Branch to fill a new DIS mentorship coordinator
position.

C, D

Continued work on Strategic Prevention projects with four contractors who are working
with young gay/MSM of color, transgender women, and other high-risk populations to
reduce new infections, link people living with HIV to care, and link those at high risk to
PrEP.

A, D

Implemented and monitored CDC PrEP funded grant, Project PrIDE (grant # 15-1506) for
San Diego, Orange, Riverside and Alameda counties.

A

Funded PrEP navigators at nine sites throughout California

A, H, J, L
Provided technical assistance to the 20 LHJs with the highest HIV burden, representing 95 B
percent of PLWDH in California, excluding Los Angeles and San Francisco Counties, to
implement lab-based 4th generation testing.
Provided embedded technical assistance to three of the highest prevalence LHJs
(excluding Los Angeles and San Francisco) to improve Data to Care, surveillance-based
partner services, and linkage to care.

C, D

Continued shifting resources from focused testing programs yielding low identification of A, C
newly identified HIV-positive individuals to partner service programs and PrEP programs
B
Expanded the number of primary health care clinics, emergency departments, and
correctional facilities that conduct routine HIV testing for all patients aged 13 to 64 years,
as recommended by the CDC.
Administered the Syringe Exchange Certification Program, which allows Syringe Services
Programs (SSP) to apply directly to CDPH for authorization to operate.

K

Filled a new OA technical assistance position focused on increasing the number of SSPs in K
the state.
K
Continued to operate the Syringe Exchange Supply Clearinghouse, which provides
supplies to California SSPs in order to enhance the health and wellness of people who
inject drugs.
HIV Prevention Branch subject matter experts contributed to the development of a new
K, O
noncompetitive Request for Applications (RFA) released by the CDPH, Safe and Active
Communities Branch for a Naloxone distribution system. Naloxone was added to the supplies
available through the California Syringe Exchange Supply Clearinghouse.
Completed data analysis from a demonstration project established to develop innovative
HIV/HCV prevention programs. The report was presented at the National Harm Reduction
Conference in San Diego.

K, M, N

With funding support from OA, the Harm Reduction Coalition convened a harm reduction
listening session in Eureka, CA.

K, N, O
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Issued a Request for Proposals (RFP) to fund an HIV/HCV outbreak vulnerability research
study by county in California

G, K, M, N,
O

Issued a Request for Proposals (RFP) to fund an Online training module development project
regarding topics related to harm reduction

G, K

OA completed data collection among the 39 syringe exchange programs (SEPs) supported by
the California Syringe Exchange Supply Clearinghouse, with a report summarizing the results
written.

K, M

Awarded $5 million of state general fund augmentation to strengthen HIV Prevention in
communities throughout the State; 28 local health jurisdictions accepted these additional HIV
prevention funds

A, B, C, D,
and K

Sponsored a workshop, HIV Testing in California Jails: Tools for Planning,
Implementing and Sustaining with attendees including public health officials, county
jail administrators and jail medical providers.

B, E

Hosted a conference for local AIDS Directors, STD Controllers, HIV
F, M, N
Prevention Coordinators, HIV Surveillance Coordinators, and PrEP Navigation and Prevention
Strategic Project staff focused on the opportunities integrating
Prevention and Surveillance efforts bring.
Staff from OA attended and participated in the California Syphilis Prevention
Summit convened by CDPH Sexually Transmitted Disease Control Branch
(STDCB) and the County of Los Angeles Public Health, Division of HIV and STD Programs

H, M, N

At the June California HIV/Sexually Transmitted Disease (STD) Controllers Association
Meeting, OA presented a plenary providing an update on the Integrated Plan, including
highlighting the statewide baseline data for each of the plan’s objectives. In addition, copies
of the draft of the Continuums of Care by local health jurisdiction (LHJ) were passed out.

M, N

OA staff attended the Bay Area Condom Distribution as a Structural-Level Intervention
Regional Institute.

N, O

Prevention branch staff co-presented a workshop titled “Designing
Transgender and Gender Non-Binary Inclusive Surveys and Forms” with staff
from the Center of Excellence for Transgender Health at the National Transgender Health
Summit in Oakland, CA.

F, L

Staff from the Prevention Branch and the Prevention Evaluation and
Monitoring Unit presented “Moving Beyond Performance Measurement: The
Importance of Context in Designing California Department of Public Health’s
(CDPH) Evaluation Plan for Project PrIDE” as part of a Centers for Disease Control and
Prevention-sponsored panel presentation at the American Evaluation Association conference
in Washington D.C.

A, M

HIV Care Branch
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The HIV Care Branch Clinical Quality Management Committee began implementing
quality improvement activities to increase the rates of viral suppression among PLWDH
ages 18 to 24 years.

F

The HIV Care Branch developed Service Standards for HIV Care Program contractors and F
is in the process of implementing the standards.
E
The California Planning Group established a Housing Subcommittee to develop a
plan that identifies the most effective housing services, best practices for integrating HIV
health and housing providers, and methods for collaborative funding and service delivery.
The HIV Care Branch’s Care Housing Unit provides staff for the subcommittee.
The HIV Care Branch developed a work group with local representatives to review
existing allocation formulas for the HIV Care Program, the Housing Opportunities for
Persons with AIDS Program, and the Minority AIDS Initiative
and recommend new formulas to ensure the most appropriate distribution of funds to best
meet the needs of Californians living with HIV.
Office of AIDS Support Branch
Developed and maintained more than 450 contracts and grants for the Office of AIDS.
DIVISION
Assigned the Integrated Plan Implementation Specialist to participate in the
Adolescent Sexual Health Work Group, in collaboration with the Department of
Education, Maternal and Child Health, and external agencies and stakeholders providing
sexual health education and services to adolescents.
Leadership from OA met with Covered California and Department of Health Care Services
(DHCS) Mental Health and Substance Use Disorders leadership in December to review
common goals of the Integrated Plan and discuss collaboration possibilities.
Revised the meeting structure for the California Community Planning Group to align with
the four goals of the Integrated Plan
The Integrated Plan Implementation Specialist assisted in the facilitation of three local
health jurisdictions Getting to Zero community planning meetings.

O, N

G, O

H, L, N, O

F, N, O

H, L, N
N, O
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