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 Glossary of Ryan White HIV/AIDS Treatment 
 Modernization Act and Epidemiology Terms 

The Terms Listed Below will be Useful to You in Ryan White Planning Activities 

AIDS Data: Presents information on people who are living with AIDS and those who have died from 
AIDS-related illnesses. 

Administrative or Fiscal Agent: An organization, agent, or entity that assists a grantee in carrying 
out administrative activities (e.g., disbursing program funds, developing reimbursement and 
accounting systems, developing Requests for Proposals [RFPs], monitoring contracts). Not all 
grantees use a separate administrative or fiscal agent. 

Administrative Mechanism: The method that the EMA/TGA or State uses to establish and 
manage contracts with organizations that provide services to persons living with HIV disease 
(PLWH). 

AIDS Drug Assistance Program (ADAP): A program funded under Part B that provides 
prescription medications and other drugs to PLWH. 

AIDS Education and Training Center (AETC): Programs funded by Ryan White that are in regional 
offices throughout the country and that provide HIV education and training programs for health care 
providers. 

AIDS Service Organization (ASO): An organization that provides medical or support services 
primarily or exclusively to populations infected with and affected by HIV disease. 

Americans with Disabilities Act (ADA): Landmark law providing civil rights protections to 
people with disabilities (including HIV/AIDS) in the areas of employment, public 
accommodations, commercial facilities, transportation, and telecommunications. 

ArrowCare: Is a federally funded health program for qualified San Bernardino County residents. 

Barriers:  Obstacles that prevent clients from accessing CARE. 

Bylaws: Written rules and procedures which explain and govern how the planning body 
functions. 

Case Management: A range of client-centered services that link clients with health care, 
psychosocial, or other services. 

Chief Elected Official (CEO): The official recipient of Part A (formerly Title I) or Part B (formerly Title 
II) Ryan White funds. For Part A, this is usually a city mayor, county executive, or chair of the county
board of supervisors. For Part B, this is the governor. The CEO is ultimately responsible for
administering all aspects of the Ryan White legislation in the EMA/TGA and ensuring that all legal
requirements are met.

1005



Children’s Health Insurance Program (CHIP): This Federal program gives money to States to 
expand access to health insurance to children. Also called the State Children’s Health Insurance 
Program (S-CHIP). 

Client Level Health Outcomes: Health improvements observable among individuals. 

Co-Morbidity: A disease or condition, such as mental illness or substance abuse, co-existing with 
HIV disease. 

Community-Based Organization (CBO): An organization that provides services to locally defined 
populations, which may or may not include populations infected with or affected by HIV disease. 

Community-Based Dental Partnership Program: The Ryan White program that funds dental 
schools, postdoctoral dental education programs, and dental hygiene education programs to 
partner with community-based dentists to provide oral health services to PLWH in rural and urban 
unserved and underserved areas, and to train additional numbers of dental providers to manage 
the oral health care of PLWH. 

Comprehensive Planning: The process of determining the organization and delivery of HIV 
services; strategy used by a planning body to improve decision making about services and 
maintain a continuum of care for PLWH. 

Conflict of Interest: An interest by a planning body member in an action that may result in 
personal, organizational, or professional gain. 

Consortium or HIV Care Consortium: A regional or Statewide planning entity established by 
many State grantees under Part B (formerly Title II) of the Ryan White legislation to plan and 
sometimes administer Part B services. An association of health care and support service providers 
that develops and delivers services for PLWH under Ryan White Part B. 

Continuum of Care: An approach that helps communities plan for and provide a full range of 
services to address the needs of persons living with HIV disease, including primary care, case 
management and support services. Sometimes used to describe the entire local Ryan White 
network in an EMA/TGA. 

Cultural Competence: The knowledge, understanding and skills to work effectively with individuals 
from differing backgrounds (race, age, gender, sexuality, customs, etc.) 

Cumulative cases: The total number of cases of a disease reported or diagnosed through a 
specific date. Cumulative cases can include cases in people who have already died. 

Cumulative incidence rate: The total number of persons reported with a disease during a specified 
period expressed as a proportion of the population at risk for the disease. Usually a cumulative 
incidence rate is calculated by dividing the number of cases newly reported during a specified period 
by the population in which cases occurred during that period. A multiplier is used to convert the 
resulting fraction to a number over a common denominator (often 100,000). 

Department of Health and Human Services (HHS): The part of the Federal government that is 
responsible for health care and other issues. The head of the Department is the Secretary 
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 who is a member of the President’s cabinet. HRSA, CDC, FDA, and CMS are just a few of the 
agencies that make up the Department of Health and Human Services. 

Department of Housing and Urban Development (HUD): The part of the Federal government that 
is responsible for housing issues. HUD administers the Housing Opportunities for Persons with AIDS 
(HOPWA) program. 

Division of Service Systems (DSS): The division within HRSA’s HIV/AIDS Bureau that is 
responsible for administering Part A (formerly Title I) and Part B (formerly Title II), including the Part 
B AIDS Drug Assistance Program (ADAP). 

Early Identification of Individuals with HIV/AIDS (EIIHA): The identifying, counseling, 
testing, informing, and referring of diagnosed and undiagnosed individuals to appropriate 
services, as well as linking newly diagnosed HIV positive individuals to care. 

Eligible Metropolitan Areas (EMAs): One of two categories of metropolitan areas that are eligible 
to receive funding under Part A of the Ryan White HIV Treatment Modernization Act because of 
the impact of the HIV epidemic on their population. As of 2008, includes 22 large metropolitan 
areas. In order to be an EMA, communities must have reported more than 2,000 AIDS cases during 
the most recent five-year period. EMAs must also have a population of at least 50,000. An EMA 
will lose its designation if for three consecutive years it fails to have at least 3,000 living cases of 
AIDS as of the last day of the year. 

Emergent Need: New needs, changing needs, up and coming needs that require action. 

Epidemic: The spread of an infectious disease through a population or geographic area. 

Epidemiology (Epi): The branch of medical science that studies the incidence, distribution, and 
control of disease in a population. 

Epidemiologic Profile: A report based on information about the population of a community that 
describes characteristics of the population. Planning bodies use an epidemiologic profile to 
understand which groups of people are contracting HIV and the main methods of HIV transmission 
in a community, and to determine which HIV services needs are most urgent. 

Exposure Category or Transmission Category: In describing HIV/AIDS cases, how individuals 
may have been exposed to HIV, such as injecting drug use, male-to-male sexual contact and 
heterosexual contact. 

Grantee: The recipient of Ryan White funds awarded directly from the Federal government and the 
entity responsible for administering the funds. 

Grievance: Any complaint or dispute about the priority that reached the stage where the 
affected party seeks a formal approach to its resolution. 

Grievance Procedures: For grantees, a set of rules that allow applicants for and recipients of Ryan 
White funding to dispute grant awards or other aspects of the application process if they were denied 
a grant or if they believe that they were treated unfairly. For planning councils, grievances must 
cover failure to follow the established procedures for establishing priorities (including any language 
regarding how best to meet the established priorities), allocating funds to those priorities, and any 
subsequent process to change the priorities or allocations. Affected IEHPC Policies and Procedures 
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parties such as PLWH groups and funded or potential Part A service providers may file grievances 
against the planning council. 

Group Coverage: The most common type of health insurance coverage for persons with private 
insurance. Group coverage refers to insurance policies that cover a specific group of people. Groups 
often are made up of all employees of a company or members of a labor union. The laws and rules 
that control how health insurance is sold and administered are different for group coverage and 
individual coverage. 

HIV/AIDS Bureau (HAB): The bureau within the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (DHHS) that is responsible for 
administering the Ryan White program. 

HIV/AIDS Dental Reimbursement Program: The Ryan White program that assists accredited dental 
schools, post-doctoral dental education programs, and dental hygiene education programs with 
uncompensated costs incurred in providing oral health care to Persons living with HIV/AIDS (PLWH). 

Health Resources and Services Administration (HRSA): The agency of the U.S. Department of 
Health and Human Services that is responsible for health care for underserved populations. Ryan 
White is one of HRSA’s major programs. 

HIV Disease: A condition caused by infection with the human immunodeficiency virus. Often used 
to describe the full spectrum of illness to include both HIV and AIDS. 

HIV Data: Presents data (reported or estimated) on HIV infected persons who have not developed 
AIDS. HIV case surveillance better describes populations more recently diagnosed with HIV and is 
a more reliable indicator of the current and future status of the epidemic. 

HOPWA: Housing Opportunities for Persons with AIDS: A program administered by the 
Department of Housing and Urban Development which provides funding to support housing for PLWH 
and their families. 

Incidence: The number of new cases of a disease or condition that occur and are reported in a 
specific area or population during a defined period of time. 

Incidence Rate: Incidence expressed in terms of the number of cases compared to the total 
population at risk, usually presented as the rate per 100,000 population. AIDS rates are often 
expressed this way. Incidence rate provides a measure of the effect of illness relative to the size of 
the population. It is calculated by dividing incidence (number of cases) during the specified period by 
the geographic area (e.g., the state) or demographic population (e.g., the total Hispanic population 
of a State) in which these cases occurred. A multiplier is used to convert the resulting fraction to a 
number over a common denominator, often 100,000. 

Individual Coverage: The type of health insurance policy that an individual or family purchases 
directly from an insurance company. Because it often costs more money or has more limitations, 
individual coverage is often purchased by people who are unable to qualify for group coverage. 

Insurance: Public or private health care coverage where a purchaser (such as an employer, a 
government, or an individual) buys coverage for future health care needs from an insurance  
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company. By charging monthly payments called premiums, the insurer agrees to provide a specific 
set of covered services whenever a health care provider decides that the individual needs them. 

Lead Agency: The agency responsible for contract administration; also called a fiscal agent (an 
incorporated consortium sometimes serves as the lead agency). 

LIHP: Low Income Health Program was established by the California Department of Health Care 
Services (DHCS) to help California prepare for health care reform. It is an optional, county Medi-Cal-
like program that expands primary medical coverage to certain uninsured, low-income adults 

Managed Care: A type of health insurance program that is intended to both provide people with 
better health care and save money by eliminating wasted health care expenditures. 

Matrix:  A document that encompasses information in rows and columns. 

Medicaid: A public health insurance program that is jointly operated by the Federal government and 
the States. Medicaid provides health insurance coverage to roughly 40 million low-income people. 
Medicaid is the single largest source of health care coverage for PLWH. 

Medicare: A public health insurance program of the Federal government that provides health care 
coverage to retired workers (people over age 65) and working people who become disabled. 
Medicare is the second largest source of health care coverage for PLWH. 

Memorandum of Understanding: Agreement between various parties about their roles and 
responsibilities. 

Needs Assessment: A systematic process to determine the service needs of a defined population; 
a definition of the extent of need, available services, and service gaps by population and geographic 
area. 

Outputs: Measures of the direct products or volume of program operations, such as the number of 
service units that a program delivers. 

Part A (formerly Title I): Provides funding to eligible metropolitan areas (EMAs) and 
transitional grant areas (TGAs) that have felt the greatest impact of the HIV epidemic. 

Part B (formerly Title II): Provides funds to all states and territories to improve HIV-related care 
and services. 

Part B – ADAP (formerly Title II – ADAP): AIDS Drug Assistance Program (ADAP); helps 
people with HIV who are uninsured or under-insured pay for medications. 

Part C (Formerly Title III):  Provides competitive funds to public or nonprofit community-based 
clinics to provide early intervention services and outpatient health services to people with HIV and 
AIDS. 

Part D (Formerly Title IV): Provides competitive funding for HIV-related care and services for 
women, infants, children, and youth. 
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Part F (Formerly Title V): 
▪ AETC (AIDS Education and Training Centers) – A network of centers providing

education and training on HIV care for health care professionals.
▪ SPNS (Special Projects of National Significance – Provides competitive funding for

development and evaluation of innovative models of HIV care.
▪ HIV/AIDS Dental Reimbursement Program: Funding to dental schools and other dental

programs to help pay for oral health care for people living with HIV.
▪ Community Based Dental Partnership Program: Funds provided to deliver community-

based oral health care services for HIV-positive individuals while providing education and
clinical training for dental care providers, especially those located in community-based
settings.

▪ Minority AIDS Initiative: Competitive funding for Part A and Part B programs to address
disparities in access, treatment, care, and health outcomes for racial and ethnic minorities.

Payer of Last Resort: 
A term for the Ryan White program that indicates that Ryan White funds only can be used to pay for 
health care services for people with no other source of care or coverage. Any type of insurance 
coverage must be used pay for all eligible services before Ryan White funds can be used. 

Planning Council: A legislatively defined planning body in an EMA or TGA that plans the delivery of 
HIV care services and establishes priorities and allocations for the use of Ryan White Part A funds. 

Planning Process: In the Ryan White program, steps taken and methods used to collect 
information, analyze and interpret it, set priorities and prepare a plan for rational decision- 
making about the use of Ryan White funds. 

Prevalence: The total number of persons living with a specific disease or condition in a defined 
population at a given time. Sometimes the term is used to mean living prevalence: the total number 
of cases of a disease in persons not known to have died in a given population at a specific point in 
time. Prevalence does not indicate how long a person has had a disease and cannot be used to 
calculate rates of disease. It can provide an estimate of risk for a disease at a point in time. For 
HIV/AIDS surveillance, prevalence refers to living persons with HIV disease, regardless of time of 
infection or date of diagnosis. 

Prevalence Rate: 
The prevalence or number of living cases of HIV or AIDS expressed as a proportion of the total 
population in the area being studied, usually shown as the rate per 100,000 population. 
. 
Primary Medical Care for HIV Disease:  
The provision of care that is consistent with U.S. Public Health Service guidelines for the treatment 
of HIV/AIDS. Such care must provide access to anti-retrovirals and other drug therapies, including 
prophylaxis and treatment of opportunistic infections and combination antiretroviral therapies. 

Priority Setting: 
The process used by a planning council or consortium to establish numerical priorities among 
service categories, to ensure consistency with locally identified needs, and to address how best to 
meet each priority. 
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Private Insurance: Health insurance that is not operated by the government. Private sector health 
insurance is frequently purchased by employers for their employees. Thirty-two percent of PLWH 
who receive health care services on a regular basis are believed to have private insurance. 

Public Health Surveillance: The ongoing, systematic collection, analysis and interpretation of data 
essential to the planning, implementation and evaluation of public health practice. 
Surveillance data is disseminated to and used by those responsible for prevention and control. 

Public Insurance: Health insurance that is offered by the government. Major Federal 
government programs are Medicaid, Medicare, and S-CHIP. 

RCHC: Riverside County Healthcare - provides basic medical care and mental health services to 
eligible Riverside County residents. 

Reimbursement: Payment for expenses. Planning bodies may pay back transportation 
expenses, for example, for PLWH members. 

RFP (Request for Proposals): An open and competitive process for selecting providers of 
services (sometimes called an RFA or Request for Applications) 

Resource Allocation: The legislatively-mandated responsibility of planning councils to assign 
Ryan White Part A funding amounts or percentages to established priorities - across specific service 
categories, geographic areas, populations, and/or subpopulations. 

Resource Inventory: Describes organizations and individuals providing full spectrum of 
Services accessible to PLWH/A. The goal of the resource inventory is to develop a 
comprehensive picture of services, regardless of funding source. 

Ryan White legislation: Before the 2006 reauthorization, known as the CARE Act. The Federal 
legislation created to address the unmet health care and service needs of low-income and 
underserved persons living with HIV disease and their families in the United States and its territories. 
Named after Ryan White a teenage AIDS activist from Indiana. 

Seroprevalence: The number of persons in a defined population who test HIV-positive based on 
HIV testing of blood specimens. Seroprevalence is often presented as a percent of the total 
specimens tested or as a rate (per 100,000 tested) 

Service Gaps: ALL service needs for PLWH except those for medical services (which is unmet need). 

SOW: Scope of Work: Description of project goals and objectives and the plan to meet them. 

Special Populations: Special projects of national significance may include the delivery of HIV 
healthcare and support services to traditionally underserved populations including: 
1. Individuals and families with HIV disease living in rural communities;
2. Adolescents with HIV disease;
3. Indian individuals and families with HIV disease;
4. Homeless individuals and families with HIV disease;
5. Hemophiliacs with HIV disease; and
6. Incarcerated individuals with HIV disease.
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Special Projects of National Significance (SPNS) Program: See Part F. 

State Children’s Health Insurance Program (S-CHIP): Federal program that gives money to 
States to expand access to health insurance to children. See CHIP above. 

Statewide Coordinated Statement of Need (SCSN): A written statement of need for the entire 
State developed through a process designed to collaboratively identify significant HIV issues and 
maximize Ryan White program coordination. The SCSN process is convened by the Part B (formerly 
Title II) Grantee, with equal responsibility and input by all programs; representatives must include all 
Ryan White Parts (formerly Titles) and Part F managers, providers, PLWH, and public health 
agency(s). 

Substance Abuse and Mental Health Services Administration (SAMHSA): The agency within 
the U.S. Department of Health and Human Services that administers alcohol, substance abuse, 
and mental health programs. 

Substance Abuse Treatment: Provision of treatment and/or counseling to address substance 
abuse issues (including alcohol, legal and illegal drugs), provided in an outpatient or residential 
health service setting. 

System Level Outcomes: Results for all clients receiving services, such as reduced morbidity or 
mortality rates. 

Technical Assistance (TA): Training and individualized assistance that provides knowledge and 
skill development to enable people to do their work better. 

Transitional Grant Areas (TGAs): Along with EMAs, metropolitan areas that are eligible to receive 
funding under Part A of the Ryan White HIV/AIDS Treatment Modernization Act because of the 
impact of the HIV epidemic on their population. As of 2008, included 34 metropolitan areas. In order 
to be a TGA, communities must have reported at least 1,000 AIDS cases but not more than 1,999 
AIDS cases during the most recent five-year period. TGAs must also have a population of at least 
50,000. They will lose their designation as TGAs if for three consecutive fiscal years they have less 
than 1,500 living cases of AIDS. 

Unmet Need: Unmet need for primary health services among individuals who know their HIV 
status but are not receiving HIV-related primary health care. 

Underserved:  An urban or rural area or population that: 
A. Is eligible for designation under section 332 as a health professional shortage area;
B. Is eligible to be served by a migrant health center under section 330, a community health center

under section 330, a grantee under section 330 (relating to homeless individuals), or a grantee
under section 330 (relating to residents of public housing);

C. Has a shortage of personal health services, as determined under criteria issued by the
Secretary under section 1861(a)(a)(2) of the Social Security Act (relating to rural health clinics);
or

D. Is designated by a State Governor (in consultation with the medical community) as a shortage
area or medically underserved community.
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HIV and Health Systems Related Acronyms 

And Definitions 
Updated 3/2008 

Term Definition 

3TC Epivir (antiviral) 

AAC The AIDS Action Council provides media and policy focus to federal AIDS legislative 
and policy issues. 

AARP American Association of Retired Persons.  A national Nonprofit organization that 
advocates and provides services for people 55 and over. 

AARP American Association of Retired Persons.  A national Nonprofit organization that 
advocates and provides services for people 55 and over. 

ACMS Automated Case Management System (IMACS). ACMS is a corporation that 
developed IMACS. 

ACRS AIDS Contractor Reporting System. ACRS is used by some providers of outpatient 
medical care in Los Angeles County to report the number of clients and services 
provided. 

ACTG AIDS Clinical Trial Group. A national group that advises the National Institutes of 
Health on clinical trials related to HIV/AIDS treatments. 

ADA Americans with Disabilities Act. Federal legislation designed to protect and ensure 
the rights of the disabled. The ADA protects people with HIV and AIDS 

ADAP AIDS Drug Assistance Program. ADAP is supported by Title II of the CARE Act. In 
California, ADAP is funded by the Title II ADAP set-aside, state general funds, Title II 
general funds and a mandatory manufacturer’s rebate. 

ADHC Adult Day Health Care. A licensed category of care administered by the State of 
California. 

AETC AIDS Education Training Centers. The AETC are supported by Part F of the CARE Act 
and are responsible for providing AIDS education to health care professionals. 

AFDC Aids to Families with Dependent Children. 

AHPA Associate Health Program Advisor. 

AIAC American Indian Alaskan Native. 

AIDS Acquired Immune Deficiency Syndrome. Originally called GRID (gay related immune 
deficiency), the term “AIDS” was proposed by Bruce Voeller and adopted in July 1982. 

AJR Assembly Joint Resolution. 

AMCWP AIDS Medi-Cal Waiver Program. Administered by the State of California, AMCWP 
supports in-home health and attendant care. 

ANTIRETROVIRAL 
THERAPY 

Any drug, agent or therapy used against HIV or other retroviruses. An antiretroviral 
drug is any compound that stops or suppresses the reproduction or activity of HIV (or 
another retrovirus) in a patient’s bloodstream. 

APHA American Public Health Association 
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Term Definition 

API Asian and Pacific Islanders. A category to describe the racial/ethnic characteristics of 
individuals. 

ARC AIDS Related Condition (Complex). Formerly used to denote a medium acuity of HIV 
disease. 

ARF Adult Residential Facility. A licensed category of care administered by the State of 
California. The Office of AIDS Programs and Policy (OAPP) maintains 2 ARF contracts. 

ARIES AIDS Regional Information and Evaluation System.  The software is used by the 
Riverside/San Bernardino, CA TGA to collect Client-Level data about Ryan White 
eligible services and clients from funded providers.  

ArrowCare Federally funded health program for qualified San Bernardino County Residents 

ARS Acute Retroviral Syndrome 

ASC AIDS Service Center 

ASO AIDS Service Organization 

ASTHO Association of State and Territorial Health Officers 

ATS Alternative Test Site, Anonymous Test Site. Anonymous testing for HIV is provided at 
ATS. 

AUTHORIZING 
COMMITTEE 

The committee of either the House of Representatives or U.S. Senate responsible for 
drafting legislation. The authorizing committees for health-related matters are 
usually the Commerce Committee in the House of Representatives and the Health, 
Education, Labor and Pensions Committee of the U.S. Senate. 

AZT Azidothymidine (Zidovudine). The first medication approved for anti-retroviral 
therapy. 

BCP Budget Change Proposal. Following submission of the annual State of California 
budget, BCP are proposed by members of the legislature and, less often, of the 
Administration. 

BHS Behavioral Health Services 

BRGS Behavioral Risk Group(s) is an organizing principle for planning care and prevention 
services. The individuals to be targeted for services are organized by behavior they 
have in common. 

BY Budget Year. The number of months associated with a budget period. Budget years 
are not always twelve months long, do not always begin in January and frequently 
vary among funding sources. 

CAEAR COALITION Cities Advocating Emergency AIDS Relief Coalition. Established in 1991, CAEAR 
advocates for the legislative, administrative, budgetary, appropriations and public 
policy interests of Title I and III consumers, grantees, planning councils and 
community-based providers. 

CAPS Center for AIDS Prevention Studies. A university-based research program located in 
San Francisco. 

CARE ACT Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of 1990, amended 
and reauthorized in 1995 and again in 2000. 

CARE/HIPP Health Insurance Premium Payment. Funded by Title II of the CARE Act and 
administered by the OA. CARE/HIPP will pay the insurance premium costs for eligible 
clients with HIV/AIDS. CARE/HIPP cannot be used to purchase a new insurance policy 

CASC Community Assessment Service Centers 
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Term Definition 

CBC Congressional Black Caucus.  A group of African American members who work 
together on issues of common concern 

CBC Community Based Care Section Office of AIDS 

CBO Community Based Organization. Usually a non-profit organization with strong roots 
in a specific community, defined by a geographic area or population 

CCLAD California Conference of Local AIDS Directors 

CCLHO California Conference of Local Health Officers 

CD4 One of two protein structures on the surface of a human cell that allows HIV to attach, 
enter, and thus infect a cell. 

CD4 CELL 
COUNT 

The most commonly used surrogate marker for assessing the state of the immune 
system. As CD4 cell count declines, the risk of developing opportunistic infections 
increases. The normal range of CD4 cell counts is 500 to 1500 per cubic millimeter of 
blood. CD4 counts should be rechecked at least every six to 12 months if CD4 counts 
are greater than 500/mm3. If the count is lower, testing every three months is usual. 

CDBG Community Development Block Grant. A federal program designed to support 
housing and related services. Typically, the CDBG program is coordinated with local 
HOPWA programs. 

CDC The Atlanta, Georgia based Centers for Disease Control and Prevention is a federal 
agency within the U.S. Department of Health and Human Services. It administers 
HIV/AIDS prevention programs including the HIV Prevention Community Planning 
process, among other programs. It also monitors and reports infectious diseases, 
administers AIDS surveillance grants and publishes epidemiological reports such as 
the HIV/AIDS Surveillance Report. 

CDE California Department of Education 

CFR Code of Federal Regulation 

CHAC California HIV Advocacy Coalition. An umbrella advocacy organization for AIDS service 
organizations, government agencies and individuals with AIDS. 

CHEAC County Health Executive Association of California 

CHHS Commission on HIV Health Services 

CHIPTS Center for HIV Identification, Prevention and Treatment Services 

CHPG California HIV Planning Group Formed by the California Office of AIDS (OA) by 
merging the CCWG and the CPWG (Comprehensive Care Working Group and 
Community Prevention Working Group) at the end of 1999, the CHPG advises the OA 
on a wide variety of planning and policy issues. 

CMP Case Management Program. A designation used by the State of California for funded 
programs. 

CMS Center for Medicare and Medicaid Services.  Health Care Financing Administration. 
Federal agency that administers Medicare, Medicaid and the State Children’s Health 
Program 

COB Close of Business 

COBRA Consolidated Omnibus Budget Reconciliation Act of 1985. Among other policies, 
COBRA governs the continuation of insurance following termination of employment 

COG Council of Governments 

COMPIS CD-4 Online Management & Patient Information System
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Term Definition 

COMPREHENSIVE 
PLANNING 

The process of determining the organization and delivery of HIV services; strategy 
used by a planning body to improve decision making about services and maintain a 
continuum of care for PLWH 

CONFERENCE 
COMMITTEE 

A conference committee is typically created when legislation passed by one House of 
Congress is significantly different from the legislation passed by other House. In the 
reauthorization of the CARE Act in 2000, the version of the CARE Act passed by the 
House of Representatives was significantly different from the version passed by the 
Senate. Although these differences would have in most circumstances caused a 
conference committee to be created, differences were resolved without a conference 
committee. 

CONSORTIUM 
(HIV CARE 
CONSORTIUM) 

A regional or statewide planning entity established by many State grantees under 
Title II of the CARE Act to plan and sometimes administer Title II services; an 
association of health care and support service providers that develops and delivers 
services for PLWH under Title II of the CARE Act 

CPG A regional or statewide planning entity established by many state grantees under 
Title II of the CARE Act to plan and sometimes administer Title II services; an 
association of health care and support service providers that develops and delivers 
services for PLWH under Title II of the CARE Act 

CPR Cardiopulmonary Resuscitation 

CPWG California Prevention Working Group. A CPG created by the State of California. The 
CPWG merged into the CHPG in 2000. 

CPWG California Prevention Working Group. A CPG created by the State of California. The 
CPWG merged into the CHPG in 2000. 

CQM Clinical Quality Management.  The type of quality management required of Ryan 
White grantees as of the December 2006 reauthorization 

CRA Community Reinvestment Act 

CRAS Community Risk Assessment Survey 

CRC Community Resource Center (for referrals) 

CSAP Center for Substance Abuse Prevention (part of SAMHSA) 

CSAT Center for Substance Abuse Treatment (part of SAMHSA) 

CSW Commercial Sex Worker 

CTRPN Counseling, Testing, Referral and Partner Notification 

CTS Confidential Testing Site 

CVAG Coachella Valley Association of Governments 

CVHC Coachella Valley Association Housing Coalition 

D4T Zerit (antiviral) 

DAP Desert AIDS Project 

DCFS Department of Children and Family Services 

DDC Antiviral 

DDI Antiviral 

DHHS Department of Health and Human Services 

DHS Department of Health Services 

DHS/OA Department of Health Services/Office of AIDS 

DNA Deoxyribonucleic Acid. A molecule that is the basis of heredity. 
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Term Definition 

DOC Department of Corrections 

DOE Department of Education. 

DPH Department of Public Health 

DPSS Department of Public Social Services 

DRUG 
RESISTANCE 

Reduction in a pathogen’s sensitivity to the effects of a particular drug or an increase 
in the ability of the pathogen to resist the action of a drug. Resistance is thought to 
result mainly from genetic mutation. In HIV, mutations can change the structure of 
viral enzymes and proteins so that an antiretroviral agent can no longer interact with 
the protein to block viral replication. 

DSH Disproportionate Share Hospital. A hospital with a disproportionately large share of 
low-income patients. 

DSS Division of Service Systems The entity within HRSA's HIV/AIDS Bureau responsible for 
administering Title I and Title II of the CARE Act, including AIDS Drug Assistance 
Program. 

DTC Drug Treatment Center 

DTC Drug Treatment Center 

EFSG Emergency Food and Shelter Program 

EGHP Employer Group Health Plan 

EIA Enzyme Immunoassay 

EIIHA Early Identification of Individuals with HIV/AIDS.  EIIHA is the identifying counseling, 
testing, informing and referring diagnosed and undiagnosed individuals to 
appropriate services, as well as linking newly diagnosed HIV positive individuals to 
care 

EIP Early Intervention Program 

ELISA (Enzyme-Linked Immunosorbent Assay): The most common test used to detect the 
presence of HIV antibodies in the blood, which are indicative of ongoing HIV infection. 
A positive ELISA test result must be confirmed by another test called a Western Blot. 

EMA Eligible Metropolitan Area. The geographic area eligible to receive Title 1 CARE Act 
funds. The Census Bureau defines the boundaries of the metropolitan area while AIDS 
cases reported to the CDC determines eligibility. Some EMAs include just one city and 
others are composed of several cities and/or counties; some EMAs extend over more 
than one state. 

EMSA Eligible Metropolitan Statistical Area 

EPI Epidemiology 

ESG Emergency Shelter Grant Program 

FEMA Federal Emergency Management Agency 

FI Fiscal Intermediary 

FNP Family Nurse Practitioner 

FSS Family Self-Sufficiency Program 

FY Fiscal Year. See also Budget Year 

GAO General Accounting Office 

GENE A unit of heredity or a region of DNA or RNA that controls a discrete hereditary 
characteristic. 

GENETIC CODE The universal language in which genetic instructions are written in all living things. 
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Term Definition 

GENOME The totality of genetic information belonging to an organism, the complete set of 
genes. The human genome is composed of three billion bases of DNA, while the HIV 
genome is approximately 10,000 bases of RNA. 

GENOTYPE The genetic constitution (gene type) of an organism, as contrasted with the physical 
manifestation (phenotype) that the genes produce. 

GENOTYPING The action to determine the genetic constitution of an individual by sequencing the 
genetic code. In HIV, a genotyping assay is performed in order to establish what the 
sequence is and what mutations are present, which may be associated with the drug 
resistance. 

GHPP Genetically Handicapped Person Program 

GLI Group Level Interventions 

GRANTEE The recipient of state or federal funds responsible for administering the funds. 

HAB HIV/AIDS Bureau. The entity within HRSA responsible for administering the CARE Act. 

HAART (Highly Active Antiretroviral Therapy): Aggressive anti-HIV treatment usually 
including a combination of protease and reverse transcriptase inhibitors whose 
purpose is to reduce viral load to undetectable levels. 

HCBC Home and Community Based Care. A model of case management services funded by 
the State of California. See also CMP. 

HERR Health Education Risk Reduction 

HHS Health and Human Services Department (Federal Cabinet Level) 

HICCP Health Insurance Continuum of Coverage Program 

HICP Health Insurance Continuation Program 

HIPP Health Insurance Payment Premium 

HIV Human Immunodeficiency Virus 

HIV/EIS (HIV Early Intervention Services/Primary Care): Applied in the outpatient setting. 
Assures a continuum of care which includes (1) identifying persons at risk for HIV 
infection and offering to them counseling and testing services, and (2) providing 
lifelong comprehensive primary care for those living with HIV/AIDS The Health 
Resources and Services Administration is the agency of the Department of Health and 
Human Services that administers all components of the Ryan White CARE Act. 

HMO Health Maintenance Organization 

HOP Homeless Outreach Program. Los Angeles County CBO. 

HOPWA Housing Opportunities for People with AIDS. A federal program designed to support 
housing and related services for people with HIV and their families. The City of Los 
Angeles is the grantee for HOPWA funds to be used in the County of Los Angeles. 

HPV Human Papilloma Virus 

HRSA The Health Resources and Services Administration is the agency of the Department 
of Health and Human Services that administers all components of the Ryan White 
CARE Act. 

HTPP HIV Transmission Prevention Project 

HUD U.S. Department of Housing and Urban Development department 

ICF Intermediate Care Facility 

IDU Injection Drug User 
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Term Definition 

IEHPC Inland Empire HIV Planning Council 

IFB Invitation for Bid 

IGA Intergovernmental Agreement. Such as the agreement between Riverside and San 
Bernardino Counties regarding the Ryan White Part A Program 

IHMC In-Home Medical Care 

IHSS In-Home Support Service 

ILI Individual Level Interventions 

INCIDENCE The number of new cases of a disease that occur during a specified time period. 

INCIDENCE 
RATE 

The number of new cases of a disease per population per specified time period often 
expressed per 100,000 population. 

ITP Invitation to Participate 

IVDU Intravenous Drug User 

JCAHCO Joint Commission on Accreditation of Health Care Organizations 

KABB Knowledge, Attitudes, Beliefs and Behaviors — used in outcome measurement of 
HIV programs 

KARNOFSKY 
PERFORMANCE 
STATUS SCALE 

Scale that measures physical function (activities of daily living). The Karnofsky scale 
is often used to assess eligibility for in-home or other supportive services. 

KS Kaposi's Sarcoma, a form of cancer associated with HIV disease. 

LAO Legislative Analyst's Office. The LAO provides objective analysis of legislation and 
policy options for the State of California. 

LCSW Licensed Clinical Social Worker 

LEAD AGENCY The agency within a Title II consortium responsible for contract administration; also 
called a fiscal agent. 

LHJ Local Health Jurisdiction 

LIHP Low-Income Health Plan 

LIHTC Low-Income Housing Tax Credit 

LIG Local Implementation Group. See CPG 

LOI Letter of Intent 

LVN Licensed Vocational Nurse 

MAI Minority AIDS Initiative. The Congressional Black Caucus (CBC) took leadership in 
1998 to create the CBC Initiative, now known as the Minority AIDS Initiative, a source 
of funding for HIV/AIDS care and prevention services to communities of color. 

MAINTENANCE 
OF EFFORT 

Requirement of the CARE Act Title I and II to maintain expenditures for HIV-related 
services and activities at a level equal to that of the preceding year. 

MCWP Medi-Cal Waiver Program. A Medi-Cal waiver is an agreement to allow federal 
Medicare funds to be used to support services not always supported by Medicare. 
Applicants are generally required to demonstrate cost neutrality or cost effectiveness 
to secure a waiver. 

MFCC Marriage Family and Child Counselor (now MFT) 

MFT Marriage and Family Therapist (formerly MFCC), a certification given by the State of 
California. 

MGA Master Grant Award. A mechanism used by the State of California to allocate funds 
to local health jurisdictions. 
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Term Definition 

MICRS Medically Indigent Care Reporting System 

MIG Medicare Insured Group 

MLB Multicultural Liaison Board. Convened and supported by the State of California Office 
of AIDS, the MLB reviews materials for cultural appropriateness and likely 
effectiveness and advises the OA. 

MMIS Medicaid Management Information System 

MMWR Morbidity and Mortality Weekly Report. A publication of the CDC. The first cases of 
what we now know as AIDS were reported in the MMWR on June 5, 1981. 

MOA Memorandum of Agreement 

MOE See Maintenance of Effort 

MOU Memorandum of Understanding 

MRMIP Major Risk Medical Insurance Program 

MSM Men who have Sex with Men. MSM defines individual by behavior, and is inclusive of 
gay and bisexual men, as well as those men who have sex with other men but do not 
identify themselves as gay or bisexual. 

MSMW Men Who Have Sex with Men and Women. See also MSM. 

MTU Mobile Testing Unit 

MUTATION A process by which a gene undergoes a structural change. For example, a 
genetically different form of HIV may have different growth properties, or be less 
susceptible to a drug. 

NAPWA The National Association of People with AIDS. It represents the health public policy, 
HIV-treatment and prevention issues of people living with HIV disease. 

NASTAD The National Alliance of State and Territorial AIDS Directors represent the state AIDS 
Directors on legislative, administrative, policy, budget, and appropriation issues. 

NEEDS 
ASSESSMENT 

A systematic process to determine the service needs of a defined population; a 
definition of the extent of need, available services, and service gaps by population 
and geographic area. 

NEP Needle Exchange Program 

NF Nursing Facility 

NGO Non-Governmental Organization 

NIAID National Institute of Allergies and Infectious Disease 

NIDA National Institutes on Drug Abuse 

NIH (The National Institutes of Health). The 23 individual institutes that collectively 
provide the largest source of federally biomedical and behavioral research. Includes, 
among others, the Office of AIDS Research, the National Cancer Institute (NCI), the 
National Institute of Allergic and Infectious Diseases (NIAID), the National Institute 
on Drug Abuse (NIDA) and the National Institute for Mental Health (NIMH) 

NIJ National Institute of Justice 

NIMH National Institute of Mental Health 

NLM National Library of Medicine 

NMAC The National Minority AIDS Council provides technical assistance to community-
based minority providers, public policy support and sponsors the annual US 
conference on AIDS. 

NNAAPC National Native American AIDS Prevention Center 
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Term Definition 

NOFA Notice of funds Availability (federal) 

NORA (National Organizations Responding to AIDS). About 150 organizations- AIDS specific 
and non-AIDS specific-who advocate at the national level on AIDS policy and 
appropriations. 

NP Nurse Practitioner 

OA Office of AIDS. The entity within the California Department of Health Services 
responsible for planning and administration for AIDS services within the state. 

OLL Office of Legislative Liaison 

OMB (Office of Management and Budget). Office within the Federal executive branch, 
which prepares the President’s annual budget, develops the Federal government’s 
fiscal program, oversees administration of the budget, and reviews government 
regulation. 

OMH The Office of Minority is a component of the Office of the Secretary (OS) within the 
Department of Health and Human Services. It attempts to provide support to and 
focus on the many health issues that disproportionately impact communities of color. 

ONAP Office of National AIDS Policy. Agency created (within the White House), to provide 
high-level focus on the HIV/AIDS epidemic. 

OPPORTUNISTIC 
INFECTION 

An infection or cancer that occurs especially or exclusively in persons with weak 
immune systems due to AIDS, cancer or immunosuppressive drugs such as 
corticosteroids or chemotherapy. Also, more loosely termed Opportunistic Infection 
(OI) 

PACHA Presidential Advisory Commission on HIV/AIDS 

PBM Pharmacy Benefits Manager. Usually a for-profit corporation that ensures access to 
prescription medicines. The PBM for the AIDS Drug Assistance Program is PMDC. 

PCM Prevention Case Management 

PCP Pneumocystis Carinii Pneumonia 

PCRS Partner Counseling and Referral Service 

PEP Post Exposure Prophylaxis 

PHENOTYPING A test that measures some aspect of an organism’s functions, for example, the 
amount of a certain drug needed to inhibit the growth of HIV in a test-tube culture. 

PI Protease Inhibitor 

PLANNING 
COUNCIL 

A body appointed or established in an EMA which plans the delivery of HIV care 
services in the EMA and establishes priorities for the use of Title I CARE Act funds. 

PLWA Person(s) Living with AIDS. 

PLWH Persons(s) Living with HIV 

PMDC Professional Management Development Corporation. A corporation contracted to 
manage the California AIDS Drug Assistance Program (ADAP). 

PNA Personal Needs Allowance 

POE Payment of Eligibility 

POPA People of Positive AIDS. POPA is a coalition of members of the California HIV Planning 
Group. 

POS Point of Service 

PPG Performance Partnership Grant 

PPO Preferred Provider Organization 
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Term Definition 

PPP Public Private Partnership. A Partnership including government and the private sector 

PREVALENCE The total number of persons with a specific disease or condition at a given time. 

PREVALENCE 
RATE 

The proportion of a population living at a given time with a condition or disease 
(compared to the incidence rate, which refers to new cases). 

PRIORITY 
SETTING 

The process used by a planning council or consortium to establish numerical priorities 
among service categories, to ensure consistency with locally identified needs, and to 
address how best to meet each priority 

PRO Peer Review Organization 

PROPHYLAXIS Treatment to prevent the onset of a particular disease (primary prophylaxis) or 
recurrence of symptoms in an existing infection that has been brought under control 
(secondary prophylaxis or maintenance therapy). 

PROTEASE An enzyme that triggers the breakdown of proteins. HIV’s protease enzyme breaks 
apart long strands of viral protein into the separate proteins constituting the viral 
core and the enzymes it contains. HIV protease acts as new virus particles are budding 
off a cell membrane. 

PROTEASE 
INHIBITOR 

A drug that binds to HIV protease and blocks it from working, thus preventing the 
production of new functional viral particles. 

PVO Private Voluntary Organization 

PWA Person With AIDS 

PWH Persons with HIV 

QA Quality Assurance 

QC Quality Control 

QI Quality Improvement 

QM Quality Management. Ryan White Part A grantees are required to carry out quality 
management activities and use up to %5 of their grant or $3 million, whichever is less 
for QM 

QMB Qualified Medicare Beneficiary 

RAC Residential AIDS Center 

RALFP Residential & Licensed Facility Pending 

RCCA Riverside County Consortium on AIDS 

RCHA Riverside County Healthcare – provides basic medical care and mental health services 
to eligible Riverside residents 

RCFCI Residential Care Facility for Chronically Ill. The Office of AIDS Programs and Policy 
(OAPP) maintains 7 RCFCI contracts. 

RDL RDL Enterprises. A corporation contracted for meeting and logistical planning for the 
California Office of AIDS. 

RETROVIRUS A type of virus that, when not infecting a cell, stores its genetic information on a 
single-stranded RNA molecule instead of the more usual double-stranded DNA. HIV 
is an example of a retrovirus. After a retrovirus penetrates a cell, it constructs a DNA 
version of its genes using a special enzyme, reverse transcriptease. This DNA then 
becomes part of the cell’s genetic material. 

REVERSE 
TRANSCRIPTASE 

A uniquely viral enzyme that constructs DNA from an RNA template, which is an 
essential step in the life cycle of a retrovirus such as HIV. The RNA-based genes of HIV 
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Term Definition 

and other retroviruses must be converted to DNA if they are to integrate into the 
cellular genome. 

RFA Request for Application 

RFP (Request for Proposals): An open and competitive process for selecting providers of 
service (sometimes called RFA or Request for Application). 

RNA Ribonucleic Acid. A family of single-stranded molecules structurally similar to DNA. In 
HIV, RNA is the molecule that carries the genetic information in the virus. In the 
process of infection, the HIV genome must be converted to DNA to successfully infect 
a cell. 

RTI Reverse Transcriptase Inhibitor. A drug that binds to HIV reverse transcriptase and 
blocks it from working, thus preventing the production of new functional viral 
particles. 

RVS Relative Value Scale 

SAFAH Supplemental Assistance Facilitated to Assist the Homeless Program 

SALVAGE 
THERAPY 

A final therapy for people who are non-responsive to or cannot tolerate other 
available treatments for a particular condition. 

SAMHSA The Substance Abuse and Mental Health Services Administration - agency within the 
Department of Health and Human Services that administers state block grant funds 
for substance abuse and mental health services and directs service grants to 
community-based organizations serving individuals living with HIV/AIDS and 
substance abuse or mental health issues. 

SCSN Statewide Coordinated Statement of Need. A written statement of need for the 
entire State developed through a process designed to collaboratively identify 
significant HIV issues and maximize CARE Act program coordination. The SCSN 
process is convened by the Title 11 grantee, with equal responsibility and input by all 
programs; representatives must include all CARE Act titles and Part F managers, 
providers, PLWH, and public health agency(s). 

SDI State Disability Insurance 

SEQUENCE The particular order of nucleotides in DNA, RNA or of amino acids in a protein. The 
sequence is a signature of identification. 

SEROCONVERSION Development of detectable antibodies to HIV in the blood as a result of infection. It 
normally takes several weeks to several months for antibodies to the virus to develop 
after HIV transmission. When antibodies to HIV appear in the blood, a person will test 
positive in the standard ELISA test for HIV. 

SEROPREVALENCE The number of persons in a population who test HIV-positive based on serology 
(blood serum) specimens. It is often presented as a percent of the total specimens 
tested or as a rate per 100,000 persons tested. 

SEROPREVALENCE 
REPORT 

A report that provides information about the percent or rate of people in specific 
testing groups and populations who have tested positive for HIV. 

SHMO Social Health Maintenance Organization 

SHP Supportive Housing Program (federal) 

SMI Supplemental Medical Insurance 

SNF Skilled Nursing Facility. SNF is a licensure category administered by the State of 
California. 
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Term Definition 

SOC Share of Cost. The payment required by individuals to receive Medi-Cal benefits. For 
very low-income individuals, the share of cost is zero. 

SPA Service Planning Area. Los Angeles County is divided into eight SPAs of roughly equal 
population. 

SPNS (Special Projects of National Significance) A health services demonstration, research, 
and evaluation program funded under Part F of the CARE Act. 

SRO Single Room Occupancy. Usually a kind of residence hotel, frequently used for 
temporary housing for very low-income individuals. 

SSA Staff Services Analyst 

SSDI Social Security Disability Insurance 

SSI Supplementary Security Income 

STD Sexually Transmitted Disease. Usually, STD refers to chlamydia, gonorrhea or syphilis. 
Less often, STD is used to include hepatitis B and/or HIV. Synonymous with VD, STI. 

STI Sexually Transmitted Infection 

SURVEILLANCE An ongoing systematic process of collecting, analyzing, and using data on specific 
health conditions and diseases (e.g., Centers for Disease Control and Prevention 
surveillance system for AIDS cases). 

SURVEILLANCE 
REPORT 

A report providing information on the number of reported cases of a disease such as 
AIDS, nationally and for specific sub-populations. 

TANF Temporary Aid for Needy Families. A State of California program for low-income 
families. Formerly AFDC. 

TAR Treatment Authorization Request. A TAR authorizes a treatment or therapy for Medi-
Cal reimbursement. 

TARGET 
POPULATION 

A population to be reached through some action or intervention; may refer to groups 
within specific demographic or geographic characteristics. 

TB Tuberculosis 

TGA Transitional Grant Area.  The newer of two types of geographical areas eligible to 
receive Ryan White Part A funds. Must be in a metropolitan area with a population 
of at least $50,000 and have had between 1,000 and 1,999 new AIDS cases diagnosed 
over the past five years. Like EMA’s, some TGAs include just one city and county and 
others are composed of several cities and/or counties in more than one state. 

THE 
ADMINISTRATION 

Technically refers to the White House and the executive branch of government. Also, 
commonly used by AIDS advocates to refer to the OMB (Office of Management and 
Budget), the National Office of AIDS Policy, and (or) the Department of Health and 
Human Services. 

TRANSMISSION 
CATEGORY 

A grouping of disease exposure and infection routes; in relation to HIV disease, 
exposure groupings include injection drug use, men who have sex with men, 
heterosexual contact, perinatal transmission etc. 

UARP University-wide AIDS Research Program. This is a program of the University of 
California, with research centers and projects at multiple sites. 

UR Utilization Review 

URS Uniform Reporting System. A system developed by HRSA to standardize data 
collected on CARE Act clients and services. 

VD Venereal Disease 
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Term Definition 

VIRAL LOAD The amount of HIV RNA per unit of blood plasma. Indicates virus concentration and 
reproduction rate. HIV viral load is also used as a predictor of diseased progression. 
It can be measured by PCR or bDNA tests and is expressed in number of copies of or 
equivalents to the HIV RNA genome per milliliter of plasma. 

VIRAL LOAD 
TEST 

Diagnostic tools to help physicians predict HIV disease progression and evaluate the 
effectiveness of antiviral drugs used to treat patients with HIV infection. 

VIREMIA The presence of virus in blood or blood plasma. Plasma viremia is a quantitative 
measurement of HIV levels similar to viral load but is accomplished by seeing how 
much of a patient’s plasma is required to spark an HIV infection in a laboratory cell 
culture. 

VNA Visiting Nurses Association. An organization (including affiliates in many parts of 
California) that provides home health and attendant care. 

VPS Volume Performance Standard 

WESTERN BLOT A test for detecting the specific antibodies to HIV in a person’s blood. It is commonly 
used to verify positive ELISA tests. A Western Blot test is more reliable than the ELISA, 
but it is harder and costlier to perform. All positive HIV antibody tests should be 
confirmed with a Western Blot test. 

WHO World Health Organization, an entity within the United Nations, headquartered in 
Switzerland. 

ZIDOVUDINE See AZT. 
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EPIDEMIOLOGY REPORTS 
(Including Unaware/Unmet Need Highlights) 

PSRA 2019 

Riverside/San Bernardino TGA 

Prevalence (Currently Living) 
As of December 31, 2017 

Incidence (New Cases) 
January 1, 2014 – December 31, 2017 

Contents: 

• HIV Care Continuum
• Epidemiology Presentation (including data detail slides)
• 3-Year TGA Prevalence and Incidence
• TGA Incidence and Prevalence since 2006
• Unaware / Unmet Need Definitions
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 HIV Care Continuum - 2017 
PRIORITY SETTING AND RESOURCE ALLOCATION – JUNE 2019 

RWP Office – Riv/SB TGA 
PS/RA Summit 2019 Page 1 of 3 

The HIV care continuum, sometimes referred to as the HIV treatment cascade, is a model 
showing the steps or stages of HIV medical care that people living with HIV go through from 
initial diagnosis to achieving the goal of viral suppression and shows the proportion of 
individuals living with HIV who are engaged at each stage.  This model can be used for 
determining where, in the stages of care, interventions need to be implemented/improved to 
bring more HIV+ individuals to the ultimate goal of viral suppression. 

The chart below shows the percentage of diagnosed HIV+ individuals that fall into each stage of 
the continuum and compares the most recent results for California, Riverside County, and San 
Bernardino County. 
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These data are the most recently available obtained from the California Department of Public 
Health Office of AIDS HIV Surveillance. 

Definitions: 

Of those diagnosed HIV+ that were recorded as living at the end of the measurement year: 
In Care = % who had at least one CD4, viral load, or HIV-1 genotype test during the year 

Retained = % who had at least TWO CD4, viral load, or HIV-1 genotype tests that were 
performed at least 3 months apart during the year 

Virally 
Suppressed = 

% whose most recent HIV viral load test result during the year was less than 200 
copies/ml. 
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 HIV Care Continuum - 2017 
PRIORITY SETTING AND RESOURCE ALLOCATION – JUNE 2019 

RWP Office – Riv/SB TGA 
PS/RA Summit 2019 Page 2 of 3 

Looking at these data more closely, it is evident that there are differences in retention and viral 
suppression depending on age and race/ethnicity. 
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 ESTIMATES: UNAWARE / UNMET NEED 

 PRIORITY SETTING AND RESOURCE ALLOCATION – JUNE 2019

RWP Office – Riv/SBTGA 
PS/RA Summit 2019

PREVALENCE DATA (now includes “care” location) 

 This year, the reported 13,407 PLWHA in the Riverside/San Bernardino Transitional Grant Area

(TGA) includes all individuals diagnosed with HIV that are residing in the TGA.  This includes those

that were diagnosed in other jurisdictions and later moved to the two-county area.

 Due to improvements in HIV care data (routine reporting of lab results), prevalence is now based

on most current address.  Therefore, for the first time, we are able to account for all individuals

that require health care and support services in the Riverside/San Bernardino TGA.

UNAWARE ESTIMATE 

 13% of the total number of persons living with HIV/AIDS (PLWHA) are not diagnosed and are

unaware that they are HIV positive (latest CDC algorithm results for California).

 The Riverside/San Bernardino TGA Unaware Estimate (using CDC back-calculation) if include In-

Migration estimate (see above), would = 2,003.

 These individuals need to be identified (outreach), informed of their status (test/counsel), refered

to services and ensured linkage to care (initial and kept appointments).

 We need to coordinate with prevention/HIV testing and address the unique barriers of population

groups (race, age, gender, etc) to reduce the number of unaware in the TGA.

CALCULATED ESTIMATE OF “TRUE” PREVALENCE 

 Therefore, the total “true” number of PLWHA in the TGA is the sum of the following:

o 13,407  Local Reported HIV/AIDS Prevalence (eHARS) which now includes those that

have moved into the area after being diagnosed. 

o 2,003  Unaware Estimate (not in the official local count and adjusted for in-migration)

o 15,410  Total estimated “true” # of persons living with HIV/AIDS in the TGA.

UNMET NEED ESTIMATE 

 Definition:  Estimate of the number of persons that know they are HIV+ but have not had a CD4

test, Viral Load test, or accessed Antiretroviral Medications (ART) during a 12-month period.

In other words, they are aware but not “in care”.

 Current estimate (August 2017) = 24% of aware PLWHA in the TGA are not “in care.”

 This equates to an estimate of 3,218 PLWHA if we look at official reported data that now includes

those that have moved into the area after being diagnosed.

 These individuals need to be identified (outreach) and re-linked to care.

 Strategies to address the unique barriers of different population groups (race, age, gender, etc)

should be utilized.
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5Epidemiology Terms

 Prevalence: Refers to living persons with HIV
disease, regardless of time of infection or date of
diagnosis.

 Incidence: Newly diagnosed cases of HIV or
AIDS in a population during a specific time
period.

 Rate: Common method used to compare the
burden of a disease across uneven populations.

 Service Areas: The TGA is divided into six
planning regions. Refer to map.
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6Epidemiology Data Source

e-HARS (Enhanced HIV/AIDS Reporting System)

Unless otherwise noted, all HIV/AIDS statistics 
come from HIV and AIDS cases reported to 
Riverside County or San Bernardino County 
Departments of Public Health as of Dec 31, 2017.

Data and Input Provided by:

Aaron Gardner, MA, MPH

Research Specialist I

RUHS – Public Health

Epidemiology & Program Evaluation

(951) 358-5557

www.rivcoph.org

Diana Ibrahim, MPH 

Epidemiologist

San Bernardino Co Dept of Public Health

Communicable Disease Section 

(909) 387-6642

http://www.sbcounty.gov/pubhlth/
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7Prevalence (Living) – 13,407

TGA (Riv/SB) Riv Co SB Co

HIV 5626 3623 2003

AIDS 7781 5370 2411

HIV/AIDS 13407 8993 4414
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8Prevalence by Race/Ethnicity
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10Prevalence by Service Area
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11Prevalence by Service Area
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12AIDS Incidence Rates (New AIDS Cases)
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13HIV Incidence Rates (New HIV Cases)
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14PLWHA - Aging
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“True Prevalence” 
Summary
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16“True Prevalence” Terms

 “True Prevalence” =
Reported (eHARS) + Unaware
(Those migrating into the area are now included in Prevalence Numbers)

 HIV+ Unaware: Those who are HIV+ but have not been
tested for HIV in past 12-months or have not been
informed of their HIV+ result.

Estimate for California per CDC algorithm  =  13% of the TGA’s PLWHA
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17“True Prevalence” Estimate

eHARS

Prevalence

13,407 

HIV+

Unaware

Estimate

2,003 

15,410
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18Aware vs National Goal – CDC

% AWARE

Nation = 87.2% (2011)

CA = 87% (2015)
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19

Unmet Need

Summary
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20
Unmet Need Terms

 Unmet Need: Refers to those that know they are
HIV+ but are not “in care”.
Most Current Local estimate = 24%

 In Care:  Received one of the following in the
last 12 months:

 CD4 test

 Viral Load test

 Antiretroviral Therapy (ART)
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21Unmet Need Estimate
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QUESTIONS???
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23

Additional Detailed Data / 

Backup Information
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24

Additional
Prevalence Data

(Living)
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25Prevalence (Living) – 13,407
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26Prevalence (Living) – 13,407
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Additional
Incidence Data

(New Cases 1/2015 – 12/2017)
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28Incidence (New)

TGA (Riv/SB) Riv Co SB Co

HIV 1,452 837 615

AIDS 596 351 245
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293 Year Average Incidence (New) Rate 2015-2017
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303 Year Incidence (New) 2015-2017
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313 Year Average Incidence Rate (New) 2015-2017
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Additional
“True Prevalence” 

Information
Unaware Estimate
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33HIV Unaware Estimate

 “Unaware” = Anyone who has not been tested for HIV in 
past 12-months or who has not been informed of their 
HIV result.

 13% of the true number of those living

with HIV/AIDS are not aware that they 

are positive (undiagnosed) - CDC estimate for CA

13,407 

?

0.13

1-0.13
13,407X = 2,003

Unaware of HIV+ Status
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34Estimated “True” Prevalence

 Total persons living with HIV/AIDS:

• 13,407 = HIV/AIDS Prevalence (residing in TGA)

• 2,003 = Unaware  Estimate (not in Local #)

• 15,410 = Total est # of those living with HIV in the TGA
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35

Additional
Unmet Need 
Information
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36Unmet Need Estimate

 Definition:  Estimate of the number of persons that know they
are HIV+ but in last 12 months have not had any one of the
following:

 CD4 test

 Viral Load test

 Antiretroviral Therapy (ART)

 Current TGA Estimate = 24% of those living with
HIV/AIDS.  Equates to approximately:

• 3,218 prevalence data (13,407 * 24%)

065



Riverside/San Bernardino TGA
Ryan White Part A Program

37Unmet Need Estimate

Disproportionate Impact of Unmet Need:

• African American

• Hispanic

• Women

• San Bernardino County

 Comparable level of Unmet Need among
ages
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Executive Summary

The California Integrated HIV Surveillance, 
Prevention and Care Plan outlines the strategies 
and objectives to be implemented in order to 
enable California to “Get to Zero.”  

Getting to zero means getting to a time when 
there are:

   •  Zero new HIV infections
   •  Zero AIDS-related deaths
   •   Zero stigma and discrimination against 

people living with HIV (PLWH)

The Integrated Plan was developed by the 
California Department of Public Health, Center 
for Infectious Diseases, Office of AIDS in 
collaboration with local health jurisdictions and 
HIV planning bodies throughout California, 
other state programs that serve PLWH including 
Medi-Cal, Covered California, and the California 
Department of Corrections and Rehabilitation, 
and key stakeholders in the private sector, with 
input and review by a broad array of community 
stakeholders. The Integrated Plan establishes a 
blueprint to guide the work of the state and local 
health departments from 2017 to 2021 as we 
strive to finally get to zero.

The four goals of California’s Integrated HIV 
Surveillance, Prevention, and Care Plan align 
closely with the goals of the National HIV/AIDS 
Strategy. 

Our California-specific goals are to:

   1 - Reduce new HIV infections in California 
   2 -  Increase access to care and improve health 

outcomes for PLWH in California 
   3 -  Reduce HIV-related disparities and health 

inequities in California 
   4 -  Achieve a more coordinated statewide 

response to the HIV epidemic

With input from community stakeholders, local 
health jurisdictions and HIV planning bodies 
throughout California, fifteen strategies were 
identified to be implemented by 2021, all of 
which will contribute to realizing the goals 
needed to make getting to zero possible.

The strategies to achieve the goals include:

   •   Improve pre-exposure prophylaxis (PrEP) 
utilization 

   •  Increase and improve HIV testing 
   •  Expand partner services 
   •  Improve linkage to care 
   •  Improve retention in care 
   •  Improve overall quality of HIV-related care
   •  Improve availability of HIV care 
   •   Improve integration of HIV services with 

sexually transmitted disease, tuberculosis, 
dental, and other health services 

   •   Improve case management for PLWH with 
high need 

   •   Increase rates of insurance/benefits 
coverage for PLWH and people on PrEP 

   •   Increase and improve HIV prevention and 
support services for people who use drugs 

   •   Increase general HIV education and 
awareness and reduce stigma around HIV, 
sexual orientation, and gender identity 

   •  Improve usability of collected data 
   •   Enhance collaborations and community 

involvement 
   •   Further leverage existing resources to better 

meet the needs of people at risk for and 
living with HIV in California

1California Department of Public Health, Office of AIDS - September 2016

Laying a Foundation for Getting to Zero: 
California’s Integrated HIV Surveillance, Prevention, and Care Plan
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We will measure our progress towards these 
goals by monitoring twelve objectives to be 
achieved by December 2021. 

The objectives include:

   •   Increase the estimated percentage of 
Californians living with HIV who know their 
serostatus to at least 95 percent

   •   Reduce the number of new HIV diagnoses in 
California by at least 50 percent, to fewer than 
2,500 per year

   •   Increase the number of Californians at high 
risk for HIV infection who are on PrEP to 
60,000

   •   Decrease the percentage of persons with 
new HIV diagnoses in California that are 
diagnosed with Stage 3 (AIDS) within twelve 
months of diagnosis (i.e., late diagnosis) to 
less than 17 percent

   •   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 percent

   •   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

   •   Increase the percentage of Californians 
newly diagnosed with HIV who are virally 
suppressed within six months of diagnosis to 
at least 75 percent

   •   Increase the percentage of Californians 
with diagnosed HIV infection who are virally 
suppressed to at least 80 percent

   •   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

   •   Increase the percentage of California AIDS 
Drug Assistance Program clients with public or 
private health insurance to at least 85 percent

   •   Reduce the percentage of Californians with 
diagnosed HIV infection who are homeless to 
less than 5 percent

   •   Reduce the age-adjusted death rate among 
Californians with diagnosed HIV infection to 
less than 650 per 100,000 persons per year

The Integrated Plan is meant to give a voice to all 
Californians at risk for and living with HIV, and to 
implement strategies that recognize the interplay 
between biological, behavioral, psychosocial, 
and structural factors that affect the health and 
well-being of those most profoundly affected by 
the epidemic. In California, gay, bisexual, and 
other men who have sex with men represent the 
majority of those living with HIV, as well as those 
newly infected with the virus. Persons who inject 
drugs, transgender women, and other high-risk 
heterosexuals, including sex workers and persons 
with HIV-positive sex partners, represent smaller 
but significant HIV-infected populations. To ensure 
that communities disproportionately affected 
by HIV are addressed in the Integrated Plan, 
the Integrated Plan describes the relationship 
between social and health inequities and defines 
specific sub-objectives to be achieved to address 
health disparities.

The Office of AIDS will release data annually 
summarizing statewide and local health 
jurisdiction progress on each objective in the 
Integrated Plan, supporting ongoing monitoring of 
progress toward achieving the goals.

This Integrated Plan demonstrates the State 
of California’s commitment to collaboration, 
efficiency, and innovation to achieve a more 
coordinated response to HIV. It does this while 
clearly establishing the blueprint for achieving HIV 
prevention, care, and treatment goals. It is our 
intent that many entities throughout California will 
continue to work together, taking responsibility for 
our respective roles in Getting to Zero. With this 
guiding principle, we set forth this Integrated Plan 
to guide our combined work from 2017 to 2021.

For more information, please see the entire 
Integrated Plan at http://www.cdph.ca.gov/
programs/AIDS/documents/IP_2016_Final.pdf.

2California Department of Public Health, Office of AIDS - September 2016

Laying a Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care Plan
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iCalifornia Department of Public Health, Office of AIDS - September 2016

Laying a Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care Plan
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Executive Summary

The California Integrated HIV Surveillance, 
Prevention and Care Plan outlines the strategies 
and objectives to be implemented in order to 
enable California to “Get to Zero.”  

Getting to zero means getting to a time when 
there are:

   •  Zero new HIV infections
   •  Zero AIDS-related deaths
   •   Zero stigma and discrimination against 

people living with HIV (PLWH)

The Integrated Plan was developed by the 
California Department of Public Health, Center 
for Infectious Diseases, Office of AIDS in 
collaboration with local health jurisdictions and 
HIV planning bodies throughout California, 
other state programs that serve PLWH including 
Medi-Cal, Covered California, and the California 
Department of Corrections and Rehabilitation, 
and key stakeholders in the private sector, with 
input and review by a broad array of community 
stakeholders. The Integrated Plan establishes a 
blueprint to guide the work of the state and local 
health departments from 2017 to 2021 as we 
strive to finally get to zero.

The four goals of California’s Integrated HIV 
Surveillance, Prevention, and Care Plan align 
closely with the goals of the National HIV/AIDS 
Strategy. 

Our California-specific goals are to:

   1 - Reduce new HIV infections in California 
   2 -  Increase access to care and improve health 

outcomes for PLWH in California 
   3 -  Reduce HIV-related disparities and health 

inequities in California 
   4 -  Achieve a more coordinated statewide 

response to the HIV epidemic

With input from community stakeholders, local 
health jurisdictions and HIV planning bodies 
throughout California, fifteen strategies were 
identified to be implemented by 2021, all of 
which will contribute to realizing the goals 
needed to make getting to zero possible.

The strategies to achieve the goals include:

   •   Improve pre-exposure prophylaxis (PrEP) 
utilization 

   •  Increase and improve HIV testing 
   •  Expand partner services 
   •  Improve linkage to care 
   •  Improve retention in care 
   •  Improve overall quality of HIV-related care
   •  Improve availability of HIV care 
   •   Improve integration of HIV services with 

sexually transmitted disease, tuberculosis, 
dental, and other health services 

   •   Improve case management for PLWH with 
high need 

   •   Increase rates of insurance/benefits 
coverage for PLWH and people on PrEP 

   •   Increase and improve HIV prevention and 
support services for people who use drugs 

   •   Increase general HIV education and 
awareness and reduce stigma around HIV, 
sexual orientation, and gender identity 

   •  Improve usability of collected data 
   •   Enhance collaborations and community 

involvement 
   •   Further leverage existing resources to better 

meet the needs of people at risk for and 
living with HIV in California

1California Department of Public Health, Office of AIDS - September 2016

Laying a Foundation for Getting to Zero: 
California’s Integrated HIV Surveillance, Prevention, and Care Plan
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We will measure our progress towards these 
goals by monitoring twelve objectives to be 
achieved by December 2021. 

The objectives include:

   •   Increase the estimated percentage of 
Californians living with HIV who know their 
serostatus to at least 95 percent

   •   Reduce the number of new HIV diagnoses in 
California by at least 50 percent, to fewer than 
2,500 per year

   •   Increase the number of Californians at high 
risk for HIV infection who are on PrEP to 
60,000

   •   Decrease the percentage of persons with 
new HIV diagnoses in California that are 
diagnosed with Stage 3 (AIDS) within twelve 
months of diagnosis (i.e., late diagnosis) to 
less than 17 percent

   •   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 percent

   •   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

   •   Increase the percentage of Californians 
newly diagnosed with HIV who are virally 
suppressed within six months of diagnosis to 
at least 75 percent

   •   Increase the percentage of Californians 
with diagnosed HIV infection who are virally 
suppressed to at least 80 percent

   •   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

   •   Increase the percentage of California AIDS 
Drug Assistance Program clients with public or 
private health insurance to at least 85 percent

   •   Reduce the percentage of Californians with 
diagnosed HIV infection who are homeless to 
less than 5 percent

   •   Reduce the age-adjusted death rate among 
Californians with diagnosed HIV infection to 
less than 650 per 100,000 persons per year

The Integrated Plan is meant to give a voice to all 
Californians at risk for and living with HIV, and to 
implement strategies that recognize the interplay 
between biological, behavioral, psychosocial, 
and structural factors that affect the health and 
well-being of those most profoundly affected by 
the epidemic. In California, gay, bisexual, and 
other men who have sex with men represent the 
majority of those living with HIV, as well as those 
newly infected with the virus. Persons who inject 
drugs, transgender women, and other high-risk 
heterosexuals, including sex workers and persons 
with HIV-positive sex partners, represent smaller 
but significant HIV-infected populations. To ensure 
that communities disproportionately affected 
by HIV are addressed in the Integrated Plan, 
the Integrated Plan describes the relationship 
between social and health inequities and defines 
specific sub-objectives to be achieved to address 
health disparities.

The Office of AIDS will release data annually 
summarizing statewide and local health 
jurisdiction progress on each objective in the 
Integrated Plan, supporting ongoing monitoring of 
progress toward achieving the goals.

This Integrated Plan demonstrates the State 
of California’s commitment to collaboration, 
efficiency, and innovation to achieve a more 
coordinated response to HIV. It does this while 
clearly establishing the blueprint for achieving HIV 
prevention, care, and treatment goals. It is our 
intent that many entities throughout California will 
continue to work together, taking responsibility for 
our respective roles in Getting to Zero. With this 
guiding principle, we set forth this Integrated Plan 
to guide our combined work from 2017 to 2021.

For more information, please see the entire 
Integrated Plan at http://www.cdph.ca.gov/
programs/AIDS/documents/IP_2016_Final.pdf.

2California Department of Public Health, Office of AIDS - September 2016

Laying a Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care Plan
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GOAL 1: REDUCING NEW HIV INFECTIONS IN CALIFORNIA

Increase the estimated percentage of Californians living with HIV who know their 
serostatus to at least 95 percentObjective 1:

Strategy B:  Increase and Improve HIV Testing
Strategy C:  Expand Partner Services
Strategy M:  Improve Usability of Collected Data
Strategy N:  Enhance Collaborations and Community Involvement

Reduce the number of new HIV diagnoses in California by at least 50 percent, to 
fewer than 2,500 per yearObjective 2:

Strategy A:  Improve PrEP Utilization
Strategy C:  Expand Partner Services
Strategy E:  Improve Retention in Care
Strategy L:   Increase General HIV Education and Awareness and Reduce Stigma Around 

HIV, Sexual Orientation, and Gender Identity
Strategy N:  Enhance Collaborations and Community Involvement
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California 

Increase the number of Californians at high risk for HIV infection who are on PrEP 
to 60,000Objective 3:

Strategy A:  Improve PrEP Utilization
Strategy F:  Improve Overall Quality of HIV-Related Care
Strategy G:  Improve Availability of HIV Care
Strategy K:   Increase and Improve HIV Prevention and Support Services for People Who 

Use Drugs
Strategy L:   Increase General HIV Education and Awareness and Reduce Stigma around 

HIV, Sexual Orientation, and Gender Identity
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California 

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

Objective 4:

Strategy B:  Increase and Improve HIV Testing
Strategy C:  Expand Partner Services
Strategy F:  Improve Overall Quality of HIV-Related Care
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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 percentObjective 5:

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
Strategy I:    Improve Case Management for PLWH with High Need
Strategy N:  Enhance Collaborations and Community Involvement
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California 

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 percentObjective 6:

Strategy D:  Improve Linkage to Care
Strategy G:   Improve Availability of HIV Care
Strategy K:   Increase and Improve HIV Prevention and Support Services for People Who 

Use Drugs
Strategy N:  Enhance Collaborations and Community Involvement
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California

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

Strategy D:  Improve Linkage to Care
Strategy E:   Improve Retention in Care
Strategy F:  Improve Overall Quality of HIV-Related Care
Strategy G:  Improve Availability of HIV Care
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California 

Increase the percentage of Californians with diagnosed HIV infection who are 
virally suppressed to at least 80 percentObjective 8:

Strategy D:  Improve Linkage to Care
Strategy E:   Improve Retention in Care
Strategy F:  Improve Overall Quality of HIV-Related Care
Strategy G:  Improve Availability of HIV Care
Strategy I:    Improve Case Management for PLWH with High Need
Strategy K:   Increase and Improve HIV Prevention and Support Services for People Who 

Use Drugs
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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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 percentObjective 5:

See strategies under previous Objective 5

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 percentObjective 6:

See strategies under previous Objective 6

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

See strategies under previous Objective 7

Increase the percentage of Californians with diagnosed HIV infection who are 
virally suppressed to at least 80 percentObjective 8:

See strategies under previous Objective 8

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 percentObjective 9:

Strategy D:  Improve Linkage to Care
Strategy G:   Improve Availability of HIV Care
Strategy I:   Improve Case Management for PLWH with High Need
Strategy J:     Increase Rates of Insurance/Benefits Coverage for PLWH or on PrEP

Increase the percentage of California ADAP clients with public or private health 
insurance to at least 85 percentObjective 10:

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:  Improve Usability of Collected Data
Strategy N:     Enhance Collaborations and Community Involvement

 INCREASING ACCESS TO CARE AND IMPROVING HEALTH 
OUTCOMES FOR PLWH IN CALIFORNIAGOAL 2:

075
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Reduce the percentage of Californians with diagnosed HIV infection who are 
homeless to less than 5 percentObjective 11:

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
Strategy N:     Enhance Collaborations and Community Involvement

Reduce the age-adjusted death rate among Californians with diagnosed HIV 
infection to less than 650 per 100,000 persons per yearObjective 12:

Strategy D:  Improve Linkage to Care
Strategy E:   Improve Retention in Care
Strategy F:  Improve Overall Quality of HIV-Related Care
Strategy G:   Improve Availability of HIV Care
Strategy H:   Improve Integration of HIV Services with STD, TB, Dental, and Other Health 

Services
Strategy I:   Improve Case Management for PLWH with High Need
Strategy O:     Further Leverage Existing Resources to Better Meet the Needs of People at 

Risk for and Living with HIV in California 

Reduce the number of new HIV diagnoses in California by at least 50 percent, to 
fewer than 2,500 per yearObjective 2:

See strategies under previous Objective 2

Increase the number of Californians at high risk for HIV infection who are on PrEP 
to 60,000Objective 3:

See strategies under previous Objective 3

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

Objective 4:

See strategies under previous Objective 4

Increase the percentage of California AIDS Drug Assistance Program (ADAP) 
clients with public or private health insurance to at least 85 percentObjective 10:

See strategies under previous Objective 10

 REDUCING HIV-RELATED DISPARITIES AND HEALTH 
INEQUITIES IN CALIFORNIAGOAL 3:

076
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Reduce the percentage of Californians with diagnosed HIV infection who are 
homeless to less than 5 percentObjective 11:

See strategies under previous Objective 11

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 percentObjective 5:

See strategies under previous Objective 5

Increase the percentage of California ADAP clients with public or private health 
insurance to at least 85 percentObjective 10:

See strategies under previous Objective 10

Reduce the percentage of Californians with diagnosed HIV infection who are 
homeless to less than 5 percentObjective 11:

See strategies under previous Objective 11

 ACHIEVING A MORE COORDINATED STATEWIDE RESPONSE
TO THE HIV EPIDEMICGOAL 4:

077
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CLIENT REPORTS 
PSRA 2019 

Ryan White Part A and MAI 
Riverside/San Bernardino TGA 
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o Overall Client Demographics
 Race/Ethnicity
 Gender
 Age Group
 Insurance
 Risk Factor

o Service Area Reports
• Outcomes

o QM Measures 2017 to 2019
o Adverse Outcomes Analysis
o Performance Indicator Definitions
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2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 

RW Program Of/SB TGA – PS/RA Summit 2017 

Client Reports FY 2018/2019 -Summary 

Client Profile  
Demographics and Service Areas 

• The majority of clients live in Riverside - Service Area 3 (54.14%), but each Service Area exhibited an
increase in clients served.

• The majority of RW clients are White (51.05%) males, between the ages of 45 and 64 (59.47%).
• Client representation by Service Area (SA) remains varied; SA 2, 3, and 6 are predominantly white and

between the ages of 45 and 64, while SA 1, 4, and 5 are younger and more diverse.
• Clients continue to enroll in Medi-Cal and/or Medicare (68.4%), however, this is 10% lower than the

previous year. Our TGA saw an increase in clients with Public Insurance (6.47%), VA Insurance (1.23%),
and Other Insurance (0.34%). Our TGA also saw an increase in clients with No Insurance (9.25%) and
Unknown Insurance (9.20%).

• Men who have Sex with Men (MSM) remains the most frequently reported risk factor among clients
across all races (72.9%).

Client Outcomes 
QM Measures 

• Early Intervention Services are successfully linking clients to care within 3 months of diagnosis 74% of the
time and within 1 month 62.4% of the time.

• Viral Load suppression reached 89% within the TGA in FY2017/2018 and remained consistent in
FY2018/2019.

• There was a 6% drop in clients with a Prescription for HIV ARV Therapy (89%) from the previous year
(95.2%).

Adverse Outcomes Analysis 
The following are results from a comparison of Part A client demographics, in general, versus Part A clients who 
had adverse outcomes, defined as a viral load that is above 200 copies/ml (viral suppression threshold). This 
analysis reviewed test results for 2,016 clients who had a medical visit reported during the measurement period. 
Of those 2,016 clients, 205 (10 %) had viral loads greater than 200 copies/mL.  

• Results:
Data analysis did not reveal any trends in clients with adverse outcomes compared to the general 
population. In fact, the majority of the Part A population is virally suppressed across all 
demographic categories.  
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RSBTGA Ryan White Client Profile 
FY 2018 – 2019 

Page 1 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019 

Client Demographics 

Service Area 17/18 
Clients 17/18 18/19 

Clients 18/19

Riverside –SA 1 509 13.2%  534 14.00%  
Riverside –SA 2 339 8.8%  345 9.05%  
Riverside –SA 3 2,091 54.3%  2,066 54.14%  
San B. –SA 4 167 4.3%  218 5.72%  
San B. –SA 5 351 9.1%  405 10.62%  
San B. –SA 6 206 5.3%  219 5.74%  
Outside TGA 21 0.5%  27 0.71%  
Total 3,852 100%  3,814 100%  

Race/Ethnicity 17/18 
Clients 17/18 18/19 

Clients 18/19

White 1,962 50.93%  1,947 51.05%  
Hispanic or Latino(a) 1,303 33.83%  1,285 33.69%  
African-American 463 12.02%  480 12.59%  
Asian 55 1.43%  50 1.31%  
American Indian/ 
Alaskan Native 21 0.55%  13 0.34%  
Native Hawaiian/ 
Pacific Islander 9 0.23%  9 0.24%  
More than One Race 35 0.91%  27 0.71%  
Missing 4 0.10%  3 0.08%  
Total 3,852 100%  3,814 100%  

*Corrected

13.20%
8.80%

54.30%

4.30%
9.10% 5.30%

0.50%

14.00%
9.05%

54.14%

5.72% 10.62%
5.74%

0.71%

Service Area

17/18 18/19

50.93%

33.83%

12.02% 1.43% 0.55%
0.23%

0.91% 0.10%

51.05%

33.69%

12.59%

1.31% 0.34%
0.24%

0.71% 0.08%
0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

Race/Ethnicity

17/18 18/19
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RSBTGA Ryan White Client Profile 
FY 2018 – 2019 

Page 2 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019 

Age Group 17/18 
Clients 17/18 18/19 

Clients 18/19 

18 – 24 70 1.82%  52 1.36%  
25 – 34 456 11.84%  470 12.32%  
35 – 44 570 14.80%  551 14.45%  
45 – 54 1,125 29.21%  1,019 26.72%  
55 - 64 1,214 31.52%  1,249 32.75%  
65 – 69 235 6.10%  271 7.11%  
70 – 79 160 4.15%  180 4.72%  
80 – 89 21 0.55%  21 0.55%  
90 – 92 1 0.03%  1 0.03%  
Total 3,852 100.00%  3,814 100%  

1.82%

11.84%

14.80%

29.21%
31.52%

6.10%
4.15%

0.55% 0.03%
1.36%

12.32% 14.45%

26.72%

32.75%

7.11%
4.72%

0.55% 0.03%

18 – 24 25 – 34 35 – 44 45 – 54 55 - 64 65 – 69 70 – 79 80 – 89 90 – 92

Age Group

17/18 18/19
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RSBTGA Ryan White Client Profile 
FY 2018 – 2019 

Page 3 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019 

Gender 17/18 
Clients 17/18 18/19 

Clients 18/19 

Male 3,368 87.4%  3,353 87.92%

Female 460 11.9%  431 11.30%

T-MTF 23 0.6%  29 0.76%  

T-FTM 1 0.0%  1 0.03%  

Total 3,852 100%  3,814 100%  
T-MTF = Transgender; Male to Female 
T-FTM = Transgender; Female to Male 

Insurance 
Source 

17/18 
Clients 17/18 18/19 

Clients 18/19

Medi-Cal 1,806 48.80%  1,471 38.56%  

Medi-Medi 706 18.00%  777 20.37%  

Medicare 436 11.70%  362 9.49%  

No Insurance 313 8.40%  353 9.25%  

Unknown 123 3.2%  351 9.20%  

Public 147 3.90%  247 6.47%  

Private 291 7.80%  194 5.09%  

VA 30 0.80%  47 1.23%  

Other 0 0.00%  12 0.34%  

Total 3,852 100%  3,814 100%  

87.40%

11.90%
0.60% 0.00%

87.92%

11.30%
0.76% 0.03%

Male Female T-MTF T-FTM

Gender

17/18 18/19

48.80%

18.00%

11.70%
8.40%

3.20% 3.90%
7.80%

0.80%

38.56%

20.37%

9.49%
9.25%

9.20% 6.47%

5.09% 1.23%

Medi-Cal Medi-Medi Medicare No Insurance Unknown Public Private VA

Insurance Source

17/18 18/19
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RSBTGA Ryan White Client Profile 
FY 2018 – 2019 

Page 4 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019 

Risk Factor 17/18 
Clients 17/18 18/19 

Clients 18/19

 MSM 2,803 72.8%  2,780 72.9%  
Heterosexual Contact 673 17.5%  633 16.6%  
MSM and IDU 161 4.2%  183 4.8%  
IDU 147 3.8%  130 3.4%  
Transfusion 21 0.5%  17 0.5%  
Undetermined 30 0.7%  19 0.5%  
Perinatal 13 0.3%  8 0.2%  
Other 3 0.1%  5 0.1%  
Hemophilia 1 0.0%  1 0.0%  
Total 3,852 100%  3,814 100%  

Abbreviation Risk Factor 
MSM Men who have sex with Men 
Heterosexual Contact Heterosexual contact with an at-risk or infected partner 
MSM and IDU Men who have sex with Men and Injection Drug User 
IDU Injection Drug User 
Transfusion Receipt of transfusion of blood, blood components, or tissue 
Undetermined/Unknown Risk Not Reported 
Perinatal Mother HIV Infected/Perinatal Transmission 
Other Other Risk 
Hemophilia Hemophilia/Coagulation Disorder 

72.80%

17.50%

4.20% 3.80%
0.50% 0.70%

72.90%

16.60%

4.80% 3.40% 0.50% 0.50%

MSM Heterosexual Contact MSM and IDU IDU Transfusion Undetermined

Risk Factor

17/18 18/19
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Ryan White Service Area Comparisons – FY 2018-2019 

  Page 1 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019  
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Ryan White Service Area Comparisons – FY 2018-2019 

  Page 2 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019  
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Ryan White Service Area Comparisons – FY 2018-2019 

  Page 3 of 4 
2019 IEHPC Priority Setting & Resource Allocation 
Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019  
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Prepared by: The Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 – February 2019  
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 Substance Abuse – Outpatient Services: 3-Year Trends 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services  
March, 2018 - February 2019 Page 1 of 2 
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 Substance Abuse – Outpatient Services: 3-Year Trends 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services  
March, 2018 - February 2019 Page 2 of 2 
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          Client Health Outcomes – QM Measures  

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 Page 1 of 5 

The following data were extracted from the AIDS Regional Information and Evaluation System (ARIES) using the HIV/AIDS Bureau (HAB) Quality Management (QM) 
Report for Ryan White Part A/MAI clients served between March 1, 2018 and February 28, 2019.  

Performance Indicators 17/18 18/19 2020 
Target 

1. HIV Positivity: Percentage of HIV positive tests during the measurement year 1.26% 2.55% 1.1% 

2. Late HIV Diagnosis (% not Late): Percentage of individuals that DO NOT have a
diagnosis of Stage 3 HIV (AIDS) within 3 months of their HIV diagnosis 76% 96% 81% 

1.26%

2.55%

1.10%

17/18 18/19 2020 Target

HIV Positivity

76%

96%

81%

17/18 18/19 2020 Target

Late HIV Diagnosis (% not late)
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  Client Health Outcomes – QM Measures 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 Page 2 of 5 

Performance Indicators 17/18 18/19 2020 
Target 

3. Linkage to HIV Medical Care: Percentage of newly-diagnosed HIV-positive clients
who had a medical care visit within 3 months of HIV diagnosis 73.4% 74% 85% 

4. Linkage to HIV Medical Care: Percentage of newly-diagnosed HIV-positive clients
who had a medical care visit within 30 days of HIV diagnosis 67.5% 62.4% 85% 

73.40% 74.0%

85%

17/18 18/19 2020 Target

Linkage to HIV Medical Care within 3 months

67.5%
62.4%

85%

17/18 18/19 2020 Target

Linkage to HIV Medical Care within 30 days

Note: Some of the gaps related to medical “visits” and “care” are likely partially related to missing data.  Since ACA, more RW clients receive their 
medical care from other sources and these service deliveries are often not recorded in ARIES, but in other client databases (electronic health records). 
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  Client Health Outcomes – QM Measures 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 Page 3 of 5 

Performance Indicators 17/18 18/19 2020 
Target 

5. HIV Medical Visit Frequency:  Percentage of HIV-positive clients who had at least one
medical visit in each six-month period where the visit was more than 60 days apart from
visits in other 6 month periods

59.7% 45.9% 90% 

6. Gap in Medical Visits: Percentage of HIV-positive clients who had a medical visit in the first
and last half of the measurement period 70% 59% 90% 

75.80%

59%

90%

17/18 18/19 2020 Target

Gap in Medical Visits

59.70%

45.90%

90%

17/18 18/19 2020 Target

HIV Medical Visit Frequency
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  Client Health Outcomes – QM Measures 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 Page 4 of 5 

Performance Indicators 17/18 18/19 2020 
Target 

7. Prescription of HIV ARV Therapy: Percentage of HIV-positive clients who were
prescribed antiretroviral therapy 95.2% 89% 90% 

8. Viral Load Suppression: Percentage of HIV-positive clients whose most recent
viral load is less than 200 copies/ml 89.4% 89% 90% 

95.20%

89.00%

90%

17/18 18/19 2020 Target

Prescription of ARV Therapy

89.40%

89.00%

90%

17/18 18/19 2020 Target

HIV Viral Load Suppression
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  Client Health Outcomes – QM Measures 

2019 IEHPC Priority Setting & Resource Allocation  
Prepared by the Ryan White Program 
Source: ARIES, Clients receiving Part A/MAI services March, 2018 - February 2019 Page 5 of 5 

Performance Indicators 17/18 18/19 2020 
Target 

9. Housing Status: Percentage of HIV-positive clients who were stably housed at the
end of the year 85.4% 86.9% 95% 

85.40%

86.90%

95%

17/18 18/19 2020 Target

Stable Housing Status
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18/19 Adverse Outcome Analysis 

Page 1 of 5 

The following graphs compare Ryan White Part A clients who are virally suppressed (viral load < 200 copies/mL) to Ryan White Part A clients who are not virally 
suppressed (viral load > 200 copies/mL). Of the 3,814 Part A/MAI clients served between March 1, 2018 and February 28, 2019, 2,016 had a medical visit 
reported during the measurement period. Of those 2,016 clients, 205 (10 %) had viral loads greater than 200 copies/mL.  

 Age Group UDC % Virally Suppressed UDC % NOT Virally Suppressed 
10-19 1 0.05% 0 0.00% 
20-29 97 4.81% 24 1.19% 
30-39 198 9.82% 47 2.33% 
40-49 315 15.63% 42 2.08% 
50-59 684 33.93% 75 3.72% 
60-69 400 19.84% 13 0.64% 
70-79 104 5.16% 3 0.15% 
80-89 12 0.60% 1 0.05% 
Total 1,811 89.83% 205 10.17% 

0.05%

4.81%

9.82%

15.63%

33.93%

19.84%

5.16%

0.60%0.00% 1.19% 2.33% 2.08%
3.72%

0.64% 0.15% 0.05%

10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89

Age Group

% Virally Suppressed % NOT Virally Suppressed
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18/19 Adverse Outcome Analysis 

Page 2 of 5 

Gender UDC % Virally Suppressed UDC % NOT Virally Suppressed 
Female 198 9.82% 37 1.84% 
Male 1,594 79.07% 167 8.28% 
Transgender Male To Female 18 0.89% 1 0.05% 
Transgender Female To Male 1 0.05% 0 0.00% 
Total 1,811 90% 205 10.17% 

9.82%

79.07%

0.89% 0.05%1.84%

8.28%

0.05% 0.00%

Female Male Transgender MTF Transgender FTM

Gender

% Virally Suppressed % NOT Virally Suppressed
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18/19 Adverse Outcome Analysis 

Page 3 of 5 

Race/Ethnicity UDC % Virally Suppressed UDC % NOT Virally Suppressed 
White 923 45.78% 73 3.62% 
Hispanic or Latino(a) 609 30.21% 80 3.97% 
African American 223 11.06% 49 2.43% 
Asian 29 1.44% 2 0.10% 
More than one race 17 0.84% 0 0.00% 
Native Hawaiian/Pacific Islander 5 0.25% 0 0.00% 
American Indian/Alaskan Native 5 0.25% 1 0.05% 
Total 1,811 89.83% 205 10.17% 

45.78%

30.21%

11.06%

1.44% 0.84% 0.25% 0.25%
3.62% 3.97% 2.43%

0.10% 0.00% 0.00% 0.05%

White Hispanic or Latino(a) African American Asian More than one race Native Hawaiian/PI American
Indian/Alaskan Native

Race

% Virally Suppressed % NOT Virally Suppressed
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18/19 Adverse Outcome Analysis 

Page 4 of 5 

Risk Factor UDC % Virally Suppressed UDC % NOT Virally Suppressed 
Heterosexual 307 15.23% 47 2.33% 
IDU 58 2.88% 12 0.60% 
MSM 1,354 67.16% 124 6.15% 
Perinatal 1 0.05% 1 0.05% 
MSM and IDU 65 3.22% 15 0.74% 
Transfusion 11 0.55% 1 0.05% 
Null/Other 9 0.45% 3 0.15% 
Unknown 6 0.30% 2 0.10% 
Total 1,811 89.83% 205 10.17% 

15.23%

2.88%

67.16%

0.05%
3.22%

0.55% 0.45% 0.30%2.33% 0.60%

6.15%

0.05% 0.74% 0.05% 0.15% 0.10%

Heterosexual IDU MSM Perinatal MSM and IDU Transfusion Null/Other Unknown

Risk Factor

% Virally Suppressed % NOT Virally Suppressed
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Service Area # of Clients % Virally Suppressed # of Clients % NOT Virally Suppressed 
Riverside – SA1 225 11% 37 2% 
Riverside – SA2 144 7% 25 1% 
Riverside – SA3 1,017 50% 70 3% 
San Bernardino – SA4 98 5% 18 1% 
San Bernardino – SA5 191 9% 45 2% 
San Bernardino – SA6 124 6% 7 0% 
Outside - TGA 11 1% 3 0% 
Missing 1 0% 0 0% 
Total 1,811 90% 205 10% 

11%

7%

50%

5%

9%

6%

1%

0%

2%

1%

3%

1%

2%

0%

0%

0%

Riverside – SA1

Riverside – SA2

Riverside – SA3

San Bernardino – SA4

San Bernardino – SA5

San Bernardino – SA6

Outside - TGA

Missing

Service Area

% NOT Virally Suppressed % Virally Suppressed
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The following tables provide detailed information on each indicator listed in the Client Outcomes report.  Additional guidelines for many 

of the indicators can also be found on the HRSA website here:  HRSA/ HAB HIV Performance Measures   

http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html  

Performance Indicator: HIV Positivity Priority Group A – Core Indicator 1 

Percentage of HIV positive tests during the measurement year. 

Numerator: Number of HIV positive tests in the 12-month measurement period. 

Denominator: Number of HIV tests conducted in the 12-month measurement period. 

Exclusions: None 

Data Elements: 
1. Number of HIV tests conducted in the measurement year

a. Of the number of HIV tests conducted, number that were HIV positive.

Measurement Source: Goal: Based On 

ARIES: Outreach Module 

1.1% 
CDC 2007 – 2011 HIV 

Positivity Rate 
ARIES Report: N/A 

OTHER: EIS Logs, Testing Logs, LEO 

Performance Indicator: Late HIV Diagnosis (% NOT late) Priority Group A – Core Indicator 2 

Percentage of individuals that DO NOT have a diagnosis of Stage 3 HIV (AIDS) within 3 months of diagnosis of HIV. 

Numerator: 
Number of persons that DO NOT have a diagnosis of Stage 3 HIV infection (AIDS) within 3 months of diagnosis of 
HIV infection in the 12-month measurement period. 

Denominator: Number of persons with an HIV diagnosis in the 12-month measurement period. 

Exclusions: None 

Data Elements: 
1. Did the individual receive an initial diagnosis of HIV in the measurement year? Y/N

a. Did the individual NOT receive a diagnosis of Stage 3 HIV (AIDS) within 3 months of his/her initial
diagnosis of HIV? (Y/N)

Measurement Source: Goal: Based On 

ARIES: HIV/AIDS Diagnosis Dates 81% (or 
incr by 
25%) 

CDC Division of HIV/AIDS 
Prevention Strategic Plan 
2011-2015 (opposite goal) 

ARIES Report: Custom Report TBD 

OTHER: eHARS 

Performance Indicator: Linkage to HIV Medical Care (w/in 3 months) Priority Group A – Core Indicator 3a 

Percentage of newly dx individuals who attended a routine HIV medical care visit within 3 months of HIV diagnosis. 

Numerator: Number of persons who attended a routine HIV medical care visit within 3 months of HIV diagnosis. 

Denominator: Number of persons with an HIV diagnosis in last 15-months. 

Exclusions: Persons diagnosed with HIV in last 3 months. 

Data Elements: 

1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N

a. If yes, did the individual receive a diagnosis of HIV in the last 3 months?  Y/N

i. If no, did the individual have at least one routine HIV medical care visit within 3 months of a dx of HIV?

Measurement Source: Goal: Based On 

ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date 

85% 
National HIV/AIDS Strategy 

Targets for 2020 
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

OTHER: eHARS; LDAT 
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Performance Indicator: Linkage to HIV Medical Care (w/in 30 days) Priority Group A – Core Indicator 3b 

Percentage of newly dx individuals who attended a routine HIV medical care visit within 30 days of HIV diagnosis. 

Numerator: Number of persons who attended a routine HIV medical care visit within 30 days of HIV diagnosis. 

Denominator: Number of persons with an HIV diagnosis in last 13-months. 

Exclusions: Persons diagnosed with HIV in last month. 

Data Elements: 

1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N

a. If yes, did the individual receive a diagnosis of HIV in the last month?  Y/N

i. If no, did the individual have at least one routine HIV medical care visit within 30 days of a dx of HIV?

Measurement Source: Goal: Based On 

ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date 

85% 
National HIV/AIDS Strategy 

Targets for 2020 
ARIES Report: Custom Report TBD 

OTHER: eHARS; LDAT 

Performance Indicator: No Gap in HIV Medical Visits Priority Group A – Core Indicator 4 

Percentage of clients, regardless of age, with a diagnosis of HIV who had a medical visit in the last 6 months of the measurement year. 

Numerator: Number of clients in the denominator who had a medical visit in the last 6 months of the measurement year. 

Denominator: 
Number of clients, regardless of age, with a diagnosis of HIV who had at least one medical visit in the first 6 months 
of the measurement year. 

Exclusions: Individuals who died at any time during the measurement year. 

Data Elements: 

1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)

a. If yes, did the client have at least one medical visit in the first 6 months of the measurement year? (Y/N)

i. If yes, did the client have one or more medical visits in the last 6 months of the measurement year?

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date 

90% 
National HIV/AIDS Strategy 
Targets for 2020 (“retained”) 

ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

OTHER: eHARS; LDAT 
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Performance Indicator: HIV Medical Visit Frequency Priority Group A – Core Indicator 5 

Percentage of individuals, regardless of age, with a diagnosis of HIV who had at least one medical visit in each 6-month period of the 24-
month measurement period with a minimum of 60 days between medical visits. 

Numerator: 
Number of individuals in the denominator who had at least one medical visit in each 6‐ month period of the 24‐month 
measurement period with a minimum of 60 days between first medical visit in the prior 6‐month period and the last 
medical visit in the subsequent 6‐month period. 

Denominator: 
Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in the first 6 months of 
the 24‐month measurement period. 

Exclusions: 1. Individuals who died at any time during the 24-month measurement period.

Data Elements: 

1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the individual have at least one medical visit in the first 6 months of the 24‐month measurement

period? (Y/N)
i. If yes, did the individual have at least one medical visit in the second 6‐ month period of the 24‐month

measurement period? AND was the individual's last visit in the second 6‐month period 60 days or more from
the 1st visit in the first 6‐month period? (Y/N)

1. Did the individual have at least one medical visit in the third 6‐ month period of the 24‐month measurement
period? AND was the individual's last visit in the third 6‐month period 60 days or more from the 1st visit in
the second 6‐month period? (Y/N)

a. If yes, Did the individual have at least one medical visit in the fourth 6‐month period of the 24‐month
measurement period? AND was the individual's last visit in the fourth 6‐month period 60 days or more
from the 1st visit in the third 6‐month period? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date 

90% 
National HIV/AIDS Strategy 
Targets for 2020 (“retained”) 

ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

OTHER: eHARS; LDAT 

Performance Indicator: Prescription of HIV Antiretroviral Therapy Priority Group A – Core Indicator 6 

Percentage of individuals, regardless of age, with a diagnosis of HIV prescribed antiretroviral therapy for the treatment of HIV infection 
during the measurement year. 

Numerator: Number of individuals from the denominator prescribed HIV antiretroviral therapy during the measurement year. 

Denominator: Number of individuals, regardless of age, with diagnosis of HIV with at least one medical visit in measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)

i. If yes, was the individual prescribed HIV antiretroviral therapy during the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medications-ART 

90% 
HIV Research Network 2012 

Benchmark 
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

OTHER: eHARS; LDAT 
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Performance Indicator: HIV Viral Load Suppression Priority Group A – Core Indicator 7 

Percentage of individuals, regardless of age, with a diagnosis of HIV with a HIV viral load less than 200 copies/mL at last HIV viral load 
test during the measurement year. 

Numerator: 
Number of individuals in the denominator with an HIV viral load less than 200 copies/mL at last HIV viral load test 
during the measurement year. 

Denominator: Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)

i. If yes, did the individual have an HIV Viral Load test with a result of <200 copies/mL at the last test? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 

90% TGA Baseline of 87% ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

OTHER: eHARS; LDAT 

Performance Indicator: Stable Housing Status Priority Group A – Core Indicator 8 

Percentage of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year. 

Numerator: Number of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year. 

Denominator: Number of persons with an HIV diagnosis receiving HIV services in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? Y/N

a. Did the client have at least one medical visit during the measurement year? (Y/N)

i. Was the client homeless or unstably housed? Y/N

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Living Situation Past 12 mos. 
95% 

National HIV/AIDS Strategy 
Targets for 2020 (Homeless<5%) ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

erformance Indicator: Viral Load Monitoring Priority Group A – Core Indicator 9 

Percentage of clients, regardless of age, with a diagnosis of HIV with a viral load test performed at least every six months during the 
measurement year. 

Numerator: Number of clients with a viral load test performed at least every 6 months. 

Denominator: 
Number of clients, regardless of age, with a diagnosis of HIV/AIDS who had at least two medical visits during the 
measurement year, with at least 60 days in between each visit. 

Exclusions: Clients newly enrolled in care during last 6 months of the measurement year. 

Data 
Elements: 

1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)

a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in
between each visit? (Y/N)

i. If yes, list the dates the viral load tests were performed.
1. Were viral load tests performed at least every six months during the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 

90% 
National HIVQual 2011 

median 
ARIES Report: Custom Report TBD 

OTHER: eHARS; LDAT 
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Performance Indicator: Partner Services Referral for New HIV+ Priority Group B – Indicator 10 

Percentage of newly diagnosed HIV+ individuals who were referred to Partner Services within the measurement year. 

Numerator: Number of persons who were referred to Partner Services within the measurement year. 

Denominator: Number of persons with an HIV diagnosis in 12-month measurement period. 

Exclusions: None 

Data 
Elements: 

1. Did the client receive a diagnosis of HIV in the measurement year? Y/N

a. Did the client receive a referral to Partner Services within the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: HIV/AIDS Diagnosis Dates/Basic Medical 

90% 
LA County QM Goal for all 

RW clients 
ARIES Report: Custom Report TBD 

OTHER: Outreach/Testing Logs/EIS Logs/Notification in Charts 

NOTE:  Not to be confused with the IEHPC requirement for annual notification which reads, “Individuals receiving RW-funded services 
must indicate by signature that they have been informed annually of the availability of Partner Services in the TGA.” 

Performance Indicator: Medical Case Management Care Plan Priority Group B – Indicator 11 

Percentage of medical case management clients, regardless of age, with a diagnosis of HIV who had a medical case management care 
plan developed and/or updated two or more times in the measurement year. 

Numerator: 
Number of medical case management clients who had a medical case management care plan developed and/or 
updated two or more times which are at least three months apart in the measurement year. 

Denominator: 
Number of medical case management clients, regardless of age, with a diagnosis of HIV who had at least one medical 
case management encounter in the measurement year. 

Exclusions: 

1. Medical case management clients who initiated medical case management services in the last six months of the
measurement year. 
2. Medical case management clients who were discharged from medical case management services prior to six months
of service in the measurement year. 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, did the client have a medical case management encounter in the measurement year? (Y/N)

i. If yes, is there a medical case management care plan developed and/or updated two or more times at least
three months apart during the measurement year? (Y/N)

1. If yes, list the dates of these medical case management care plans and/or care plan updates.

Measurement Source: Goal: Based On 

ARIES: Service Entries for MCM 

95% No related benchmarks/goals ARIES Report: N/A 

OTHER: Care Plans in Charts/EHRs (signed plans reviewed during monitoring site visits) 
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Performance Indicator: Dental Treatment Plan Priority Group B – Indicator 12 

Percentage of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in the 

measurement year. [signed by client to comply with IEHPC Standards of Care] 

Numerator: 
Number of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in 
the measurement year. 

Denominator: Number of HIV-infected oral health clients that received oral health care at least once in the measurement year. 

Exclusions: 
1. Clients who had only an evaluation or treatment for a dental emergency in the measurement year.
2. Clients who were < 12 months old.

Data 
Elements: 

1. Is the client HIV-infected? (Y/N)
a. If yes, did the client receive non-emergency oral health care at least once in the measurement year? (Y/N)

i. If yes, did the client have a dental treatment plan developed and/or updated at least once in the year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Service Entries for Oral Health 

95% 
Based on 14/15 site 
monitoring results 

ARIES Report: N/A 

OTHER:  Dental Tx Plan in Charts/HER (signed plans reviewed during monitoring site visits) 

Performance Indicator: Tuberculosis Screening Priority Group B – Indicator 13 

Percentage of clients aged 3 months and older with a diagnosis of HIV/AIDS, for whom there was documentation that a tuberculosis (TB) 
screening test was performed and results interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection. 

Numerator: 
Clients for whom there was documentation that a tuberculosis (TB) screening test was performed and results 
interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection. 
NOTE: Results from the tuberculin skin test must be interpreted by a health care professional. 

Denominator: 
All clients aged 3 months and older with a diagnosis of HIV/AIDS, who had at least two visits during the measurement 
year, with at least 90 days in between each visit. 

Exclusions: 
Documentation of Medical Reason for not performing a tuberculosis (TB) screening test (e.g., clients with a history of 
positive PPD or treatment for TB). 

Data 
Elements: 

1. Does the client, aged three months and older, have a diagnosis of HIV/AIDS? (Y/N)

a. If yes, did the client have at least two medical visits during the measurement year, with at least 90 days in
between each visit? (Y/N)

i. If yes, is there documentation of Medical Reason for not performing a tuberculosis screening test? (Y/N)
• If No, has the client had tuberculosis (TB) screening test performed and results interpreted (for

tuberculin skin tests) at least once since the diagnosis of HIV infection? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
85% 

National HIVQual 2011 
median = 73% ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

Performance Indicator: Oral Exam Priority Group B – Indicator 14 

Percent of clients with a diagnosis of HIV who received an oral exam by a dentist at least once during the measurement year. 

Numerator: 
Number of clients with a diagnosis of HIV who had an oral exam by a dentist during the measurement year, based on 
client self-report or other documentation. 

Denominator: 
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least 
once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, did the client receive an oral exam by a dentist during the measurement year?(Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Dental Service Entry 
35% 

HIVQual 2011 National 
Median ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 
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Performance Indicator: Substance Abuse Screening Priority Group B – Indicator 15 

Percentage of new clients with a diagnosis of HIV who have been screened for substance use (alcohol & drugs) in the measurement 

year. 

Numerator: Number of new clients with a diagnosis of HIV who were screened for substance use within the measurement year. 

Denominator: 
Number of clients with a diagnosis of HIV who 1) were new during the measurement year, and 2) had a medical visit 
with a medical provider with prescribing privileges at least once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, was the client new to the program during the reporting period? (Y/N)

i. If yes, was the client screened for substance use during the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & Assessments- 
Substance Abuse-Screening Tool OR Assessments-SAMISS 92% 

HIVQual 2011 National 
Median 

ARIES Report: Custom Report TBD 

Performance Indicator: Mental Health Screening Priority Group B – Indicator 16 

Percentage of new clients with a diagnosis of HIV who have been screened for mental health in the measurement year. 

Numerator: Number of new clients with a diagnosis of HIV who were screened for mental health within the measurement year. 

Denominator: 
Number of clients with a diagnosis of HIV who were 1) new during the measurement year, and 2) had a medical visit 
with a medical provider with prescribing privileges at least once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, was the client new to the program during the reporting period? (Y/N)

i. If yes, was the client screened for mental health during the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & Assessments-Mental 
Health-Screening Tool OR Assessments-SAMISS 92% 

HIVQual 2011 National 
Median (use same as SA) 

ARIES Report: Custom Report TBD 

Performance Indicator: Hepatitis B Screening Priority Group B – Indicator 17 

Percentage of clients, regardless of age, for whom Hepatitis B screening was performed at least once since the diagnosis of HIV/AIDS or 
for whom there is documented infection or immunity. 

Numerator: 
Number of clients for whom Hepatitis B screening was performed at least once since the diagnosis of HIV or for whom 
there is documented infection or immunity. 

Denominator: 
Number of clients, regardless of age, with a diagnosis of HIV and who had at least two medical visits during the 
measurement year, with at least 60 days in between each visit. 

Exclusions:  None 

Data 
Elements: 

1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in

between each visit? (Y/N)
i. If yes, is there evidence of documented Hepatitis B infection or immunity in the client medical record? (Y/N)

1. If no, was Hepatitis B screening performed at least once since diagnosis of HIV infection? (Y/N)
a. If yes, list date

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
90% 

LA County QM Goal for all 
RW clients ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 
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Performance Indicator: Hepatitis B Vaccine Series Completed Priority Group B – Indicator 18 

Percentage of clients with a diagnosis of HIV who completed the vaccination series for Hepatitis B. 

Numerator: 
Number of clients with a diagnosis of HIV with documentation of having ever completed the vaccination series for 
Hepatitis B. 

Denominator: 
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least 
once in the measurement year. 

Exclusions: 
1. Clients newly enrolled in care during the measurement year
2. Clients with evidence of current HBV infection (Hep B Surface Antigen, Hep B e Antigen, Hep B e Antibody or Hep B DNA)

3. Clients with evidence of past HBV infection with immunity (Hep B Surface Antibody without evidence of vaccination)

Data 
Elements: 

1. Does the client have a diagnosis? (Y/N)

a. If yes, does the client have documentation of Hepatitis B immunity or is HBV‐infected? (Y/N)
i. If no, is there documentation that the client has completed the vaccine series for Hepatitis B?(Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
95% No related benchmarks/goals 

ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

Performance Indicator: Hepatitis C Screening Priority Group B – Indicator 19 

Percentage of clients for whom Hepatitis C (HCV) screening was performed at least once since the diagnosis of HIV. 

Numerator: Number of clients with a diagnosis of HIV who have documented HCV status in chart. 

Denominator: 
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least 
once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, is there documentation of the client’s Hepatitis C status in the medical record? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
98% 

National HIVQual 2011 
Median ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

Performance Indicator: Syphilis Screening Priority Group B – Indicator 20 

Percentage of adult clients with a diagnosis of HIV who had a test for syphilis performed within the measurement year. 

Numerator: 
Number of clients with a diagnosis of HIV who had a serologic test for syphilis performed at least once during the 
measurement year. 

Denominator: 
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or had a history of 
sexual activity < 18 years, and 2) had a medical visit with a provider with prescribing privileges at least once in the 
measurement year. 

Exclusions: 1. Clients who were < 18 years old and denied a history of sexual activity.

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)

a. If yes, is the client > 18 years or reports having a history of sexual activity? (Y/N)

1. If yes, was the client screened for syphilis during the measurement year?
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients. 

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
86% 

HIVQual 2011 National 
Median ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 
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Performance Indicator: HIV Risk Counseling Priority Group B – Indicator 21 

Percentage of clients with a diagnosis of HIV who received HIV risk counseling in the measurement year. 

Numerator: Number of clients with a diagnosis of HIV who received HIV risk counseling. 

Denominator: 
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least 
once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, did the client receive HIV risk counseling at least once during the measurement year?(Y/N)

Measurement Source: Goal: Based On 

ARIES:  Medical Visit Service Date or CD4 or Viral Test Date + Risk & Assessments-
Assessments-Behavioral Risk and/or Risk Reduction Screening 95% 

LA County QM Goal for all 
RW clients 

ARIES Report: Custom Report TBD 

Performance Indicator: Cancer Screening (Rectal / Pap Exams) Priority Group C – Indicator 22 

Percentage of clients with a diagnosis of HIV who have a rectal or pap screening in the measurement year. 

Numerator: Number of clients with a diagnosis of HIV who had a rectal or Pap screen result documented in the measurement year. 

Denominator: 
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or reported having a 
history of sexual activity, and 2) had a medical visit with a provider with prescribing privileges at least once in the 
measurement year. 

Exclusions: 
1. Clients who were < 18 years old and denied history of sexual activity
2. Clients who have had a hysterectomy for non-dysplasia/non-malignant indications.

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, is client > 18 years or reports having a history of sexual activity? (Y/N)

i. If yes, was the rectal or pap screening completed during the measurement year? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Ob/Gyn 
63% 

National HIVQual 2011 
median ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

Performance Indicator: Chlamydia Screening Priority Group C – Indicator 23 

Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STI) who had a test for chlamydia within the 

measurement year.  

Numerator: Number of clients with a diagnosis of HIV who had a test for chlamydia. 

Denominator: 
Number of clients with a diagnosis of HIV who: 

- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and 
- had a medical visit with a provider with prescribing privileges at least once in the measurement year. 

Exclusions: Clients who were < 18 years old and denied a history of sexual activity. 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)

a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)

i. If yes, was the client tested for chlamydia during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients. 

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
85% 

HIVQual 2009 National 
Median = 60.5% ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 
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Client Outcomes – Performance Indicator Definitions 

2019 IEHPC Priority Setting & Resource 
Allocation Prepared by Ryan White Program 
Page 10 of 10 

Performance Indicator: Gonorrhea Screening Priority Group C – Indicator 24 

Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STIs) who had a test for gonorrhea within the 

measurement year.  

Numerator: Number of clients with a diagnosis of HIV who had a test for gonorrhea. 

Denominator: 
Number of clients with a diagnosis of HIV who: 

- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and 
- had a medical visit with a provider with prescribing privileges at least once in the measurement year. 

Exclusions: Clients who were < 18 years old and denied a history of sexual activity. 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)

a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)

i. If yes, was the client tested for gonorrhea during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients. 

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
85% 

HIVQual 2011 National 
Median = 60% ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3) 

Performance Indicator: Pneumococcal Vaccine Priority Group C – Indicator 25 

Percentage of clients with a diagnosis of HIV who ever received pneumococcal vaccine. 

Numerator: Number of clients with a diagnosis of HIV who received pneumococcal vaccine. 

Denominator: 
Number of client with HIV who had: 1)no documented evidence2 of vaccination; and 2) a medical visit with a provider 
with prescribing privileges at least once in the measurement year 

Exclusions: Clients with CD4 counts < 200 cells/mm within the measurement year 

Data 
Elements: 

1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, is there documentation in the chart that the clients ever received the pneumococcal vaccine? (Y/N)

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History 
73% 

HIVQual 2011 National 
Median ARIES Report: Custom Report TBD 

Performance Indicator: HIV Drug Resistance Testing Before Initiation of Therapy Priority Group C – Indicator 26 

Percentage of clients, regardless of age, with a diagnosis of HIV who had an HIV drug resistance test performed before initiation of HIV 

antiretroviral therapy if therapy started during the measurement year. 

Numerator: Number of clients who had HIV drug resistance test performed at any time before initiation of HIV antiretroviral therapy. 

Denominator: 
Number of clients, regardless of age, with a diagnosis of HIV who 

- were prescribed HIV antiretroviral therapy during the measurement year for the first time; and 
- had a medical visit with a provider with prescribing privileges at least once in the measurement year. 

Exclusions: None 

Data 
Elements: 

1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)

a. If yes, was the client seen by a provider with prescribing privileges during the measurement year? (Y/N)
i.If yes, was HIV antiretroviral therapy prescribed during the measurement year for the first time? (Y/N)

1. If yes, was an HIV drug resistance test performed at any time prior to prescribing ARV therapy?
ii. a. If yes, list date.

Measurement Source: Goal: Based On 

ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History > Resistance 
Testing 50% 

HIVQual 2011 National 
Median 

ARIES Report: Custom Report TBD 
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RESOURCE GAP REPORTS 
PSRA 2019 

Ryan White Part A and MAI 
Riverside/San Bernardino TGA 

• Estimate of Resource Gaps by Service Category 2018
- Utilizes various estimates and assumptions to determine an estimated number of

HIV+ individuals that cannot receive the service from a non-Part A source for each 
service category and the estimated funds that would be needed to fully meet their 
service needs. 

- Basic Formula:   #Those in Need   (Columns G) 
   X        $Cost of Care    (Column H) 

 $Resource Need   (Column I) 

• Resource Gap Analysis Scenarios
- All Service Categories = Provides the same estimated funding needs as the detailed

Estimate of Resource Gaps table. 
- FY 18/19 Funded Categories Only = Same….but keeps only the funds associated with

services typically funded in the TGA.  This changes the % of total funding needs 
associated with each service category. 
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IN CARE…UTILIZING RESOURCES

A B C D E F G H I

Number     IN 

CARE     (Prev + 

In-Migration - 

Unmet)

% 

Needing 

Service

IN CARE  

Needing 

Service 

(A*B)

# Supported by 

non-Part A 

Services 

(estimate)

Gap = 

Cannot get 

from other   

(C-D)

% Meeting 

Financial 

Eligibility 

Criteria (if 

applicable)

Eligible Gap = 

# Meeting RW 

Fin Elig Criteria 

(E*F)

Service 

Cost per 

Client 

(estimate)

Part A Funding 

Needed to meet 

eligible IN CARE gap  

(G * H - funds from 

non-RW sources)

CORE SERVICES

Outpatient Medical 10,189 100.0% 10189 9880 309 N/A 309 1,115$      344,646.33$   
Oral Hlth (Dental) 10,189 100.0% 10189 8373 1817 99% 1799 1,000$      1,798,978$     
Health Insur Premium 10,189 23.3% 2378 2378 0 N/A 0 2,800$      -$    
Home Health 10,189 1.0% 102 102 0 80% 0 14,607$    -$    
Home/Comm Hlth Srv 10,189 0.6% 64 21 44 99% 43 5,708$      246,821$     
Mental Health 10,189 73.5% 7489 7092 397 N/A 397 1,316$      522,353$     
Substance Abuse Out. 10,189 36.5% 3719 3336 383 N/A 383 1,113$      426,354$     
Medical Case Mgmt 10,189 15.2% 1549 0 1549 99% 1533 508$   739,044$     
Hospice Services 10,189 0.7% 75 71 4 N/A 4 3,288$      13,050$    
Med Nutrition Therapy 10,189 35.0% 3566 3103 464 99% 459 361$   165,691$     
Early Intervention Srvs

SUPPORT SERVICES

Case Mgmt (non-Med) 10,189 54.4% 5543 1242 4301 98% 4215 345$   700,340$     
Food Services 10,189 70.6% 7194 6091 1103 80% 882 720$   635,148$     
Housing Services 10,189 12.5% 1274 760 514 98% 503 357$   179,795$     
Medical Transportation 10,189 44.0% 4483 115 4368 91% 3975 95$     375,652$     
Child Care 10,189 6.9% 703 28 675 80% 540 620$   334,825$     
Emerg Finan Assist 10,189 38.2% 3892 1051 2841 80% 2273 150$   340,967$     
Health Ed/Risk Reduc 10,189 44.1% 4493 686 3808 99% 1885 156$   294,037$     
Linguistics 10,189 16.5% 1683 1594 89 99% 88 600$   52,998$    
Psychosocial Support 10,189 2.5% 250 0 250 91% 228 577$   131,192$     
Referral for Hlth/Supp 10,189 35.3% 3597 1223 2374 80% 1899 50$     94,956$    
Rehabilitation Srvs 10,189 26.5% 2700 2538 162 80% 130 500$   64,804$    
Respite Care 10,189 0.7% 75 0 75 80% 60 -$    
Subst Abuse (Resident) 10,189 8.8% 897 871 26 80% 21 -$    
Other Prof. Services 10,189 17.2% 1753 175 1578 80% 1262 120$   151,036$     
Outreach

7,461,651.36$   

UNMET NEED AND UNAWARE…POTENTIALS...NOT CURRENTLY UTILIZING RESOURCES

A B C D E F G H I

Number UNMET 

+ UNAWARE  

% 

Needing 

Service

UNMET/ 

UNAWARE  

Needing 

Service 

(A*B)

# Supported by 

non-Part A 

Services 

(estimate)

Gap = 

Cannot get 

from other   

(C-D)

Contact 

Rate 

(reasonably 

able to 

reach)

Contact 

Expectation = 

# reasonably 

serve 

(E*F)

Service 

Cost per 

Client 

(estimate)

Part A Funding 

Needed to meet     

UNMET/UNAWARE gap   

(G * H)

Early Interventn Srvs 5,221 100.0% 5221 714 4507 20% 10890 63$     684,114$     
Outpatient Medical 5,221 100.0% 5221 4944 277 33% 92 372$   34,355$    

718,470$     

8,180,121$     

4,975,407$     
3,204,714$     

- EIS "Eligible Gap" includes an allowance for encountering ~10,000 HIV negative individuals in the course of EIS work.  These are factored into the contact expectation.

Support Services Sub-Total (No Support Services in Unmet/Unaware)

In Care Total 

Core Services Sub-Total (including Core from Unmet/Unaware)

- Financial Eligibility determined by the IEHPC.  Percentages are the percentage of all clients in ARIES that meet the financial eligibility criteria.

- Blank cells indicate gaps in data.  Staff continue to make every effort to locate applicable data for future planning.

- NA = Cell not applicable to the particular service category.

Unmet Need/Unaware Total

GRAND TOTAL (In Care, Unmet, Unaware)

- The above is based on the premise:  Disease Burden - Available Resources = Resource Gap

-  Various supported assumptions were used in the development of this table.  For details, see Service Category Dashboards and/or contact the RWP office.

This service should focus on the Unaware and those with Unmet Need.  See the Unaware/Unmet Need section below.

These service component need is reflected in Early Intervention Services data.  See EIS gap estimate below.

ESTIMATE OF RESOUCE GAPS BY SERVICE CATEGORY     
JUNE 2019

RWP Office - Riv/SB TGA

PS/RA Summit 2019
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CORE SERVICES CORE SERVICES

Outpatient Medical 379,002$   5% Outpatient Medical 379,002$   5%

Oral Hlth (Dental) 1,798,978$   22% Oral Hlth (Dental) 1,798,978$   25%

Health Insur Premium -$  0% Health Insur Premium -$  0%

Home Health -$  0% Home Health -$  0%

Home/Comm Hlth Srv 246,821$   3% Home/Comm Hlth Srv 246,821$   3%

Mental Health 522,353$   6% Mental Health 522,353$   7%

Substance Abuse Out. 426,354$   5% Substance Abuse 426,354$   6%

Medical Case Mgmt 739,044$   9% Medical Case Mgmt 739,044$   10%

Hospice Services 13,050$   0% Hospice Services -$  0%

Med Nutrition Therapy 165,691$   2% Med Nutrition Therapy 165,691$   2%

Early Intervention Srvs 684,114$   8% Early Intervention Srvs 684,114$   9%

TOTAL CORE 4,975,407$      60% TOTAL CORE 4,962,358$      68%
SUPPORT SERVICES SUPPORT SERVICES

Case Mgmt (non-Med) 700,340$   8% Case Mgmt (non-Med) 700,340$   10%

Food Services 635,148$   8% Food Services 635,148$   9%

Housing Services 179,795$   2% Housing Services 179,795$   2%

Medical Transportation 375,652$   5% Medical Transportation 375,652$   5%

Child Care 334,825$   4% Child Care -$  0%

Emerg Finan Assist 340,967$   4% Emerg Finan Assist 340,967$   5%

Health Ed/Risk Reduc 294,037$   4% Health Ed/Risk Reduc -$  0%

Linguistics 52,998$   1% Linguistics -$  0%

Psychosocial Support 131,192$   2% Psychosocial Support 131,192$   2%

Referral for Hlth/Supp 94,956$   1% Referral for Hlth/Supp -$  0%

Rehabilitation Srvs 64,804$   1% Rehabilitation Srvs -$  0%

Respite Care -$  0% Respite Care -$  0%

Subst Abuse (Resident) -$  0% Subst Abuse (Resident)
2 -$  0%

Other Prof. Services 151,036$   2% Other Prof. Services -$  0%

Outreach -$  0% Outreach -$  0%

TOTAL SUPPORT 3,355,750$      40% TOTAL SUPPORT 2,363,094$      32%

SERVICE GRAND TOTAL 8,331,157$      100% SERVICE GRAND TOTAL 7,325,451$      100%

SERVICE TOTAL + ADMIN 9,801,362$      SERVICE TOTAL + ADMIN
3

8,618,178$      

2
 Substance Abuse-Residential:  No cost-per-client data are currently available to develop funding-need scenario.

3
 HRSA has capped the Riv/SB TGA funding request at $8,037,071.  This equates to a maximum service amount of about $6,831,000

1 
The Gap Analysis Scenarios are based strictly on the results of the Resource Gap Analysis for June 2018.  Although based on data, 

various assumptions and data limitations impact the final results.  Be certain to factor in all available reports when making final 

allocation decisions.

All Service Categories FY 18/19 Funded Categories Only

Gap Estimate

Gap Estimate

Gap Estimate

Gap Estimate

JUNE 2018 GAP ANALYSIS SCENARIOS

RWP Office - Riv/SB TGA
PS/RA Summit 2018126
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• 2018  PSRA Allocations 
• Conflict of Interest 
• Provider Conflict of Interest 
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List of Service Categories with Matching Color Card 

1. AIDS PHARMACEUTICAL ASSISTANCE 1. CHILD CARE SERVICES
2. EARLY INTERVENTION SERVICES (EIS) 2. EMERGENCY FINANCIAL ASSISTANCE
3. HEALTH INSURANCE PREMIUM AND COST 3. FOOD BANK/HOME DELIEVERED MEALS

SHARING ASSISTANCE FOR LOW-INCOME 4. HEALTH EDUCATION/RISK REDUCTION
INDIVIDUALS 5. HOUSING

4. HOME AND COMMUNITY-BASED HEALTH 6. LEGAL SERVICES
SERVICES 7. MEDICAL TRANSPORTATION

5. HOME HEALTH CARE 8. NON-MEDICAL CASE MANAGEMENT SERVICES
6. HOSPICE 9. OTHER PROFESSIONAL SERVICES
7. MEDICAL CASE MANAGEMENT, 10. OUTREACH SERVICES

INCLUDING TREATMENT ADHERENCE 11. PERMANENCY PLANNING
SERVICES 12. PYSCHOSOCIAL SUPPORT SERVICES

8. MEDICAL NUTRITION THERAPY 13. REFERRAL FOR HEALTH CARE AND
9. MENTAL HEALTH SUPPORT SERVICES

10. ORAL HEALTH CARE 14. REHABILITATION SERVICES
11. OUTPATIENT/AMBULATORY HEALTH 15. RESPITE CARE

SERVICES 16. SUBSTANCE ABUSE SERVICES (RESIDENTIAL)
12. SUBSTANCE ABUSE OUTPATIENT CARE

CORE 
MEDICAL SERVICES 

SUPPORT 
MEDICAL SERVICES 
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Voting with Priority Setting Card (Sample)

 Before Voting     After Voting 

REMEMBER TO: 
 Place a check mark (✓) next to the information that helped to form your vote. You can place more than one checkmark

per Priority Setting Card; 

 Remember to place the Service Category Label on the correct “colored” Priority Setting Card. Reference the “List of
Services & Respective Card Color” Diagram; and

 The top left corner of the Priority Setting Card indicates how many points you are allotting a service category.
Remember: #1=5pt, #2=4pt, #3=3pt, #4=2pt, #5=1pt

Space for Service Category Label Housing 
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Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
 PURPOSE This Priority Setting and Resource Allocation (PS&RA) Process is designed to engage all Planning Council 
 (PC) members in PS&RA and in the development of directives to the Ryan White Program (RWP). 
 
POLICY  This policy will ensure informed decision‐making of all PC members in the process of priority‐setting and 

resource‐allocation and in the development of directives to the RWP, and to outline a process regarding 
service categories that will facilitate access to HIV medical care and that is responsive to the needs of the 
client in the interest of producing positive health outcomes. The PC is required to determine the size and 
demographics of the estimated population of individuals who are unaware of their HIV status. In addition, 
the PC must develop a strategy for identifying those with HIV/AIDS who do not know their status, make 
them aware of their status, and refer them into care. 

 
DEFINITIONS A.  Priorities: List of service categories, in order of importance, eligible PRINCIPLES AND CRITERIA for 

 funding in the Riverside/San Bernardino, CA TGA.  
 
 B.  Directives: How best to meet each priority and additional factors that the RWP should consider in 

 allocating funds (e.g. service interventions, subpopulations, service areas, organization 
 characteristics). 

 
 C.  Allocations: Determination of the percentage or amount of dollars to be allocated to each prioritized 

 service category. 
 
PRINCIPLES  A. Priorities and allocations are data‐based. Decisions are based on the data, not on personal.  
AND  preferences. PC members are required to participate in the data presentation sessions prior to priority 
CRITERIA   setting and resource allocations. 
 
 B. Conflicts of interest are stated and managed. PC members must state areas of conflict according to 

 the San Bernardino County Board of Supervisors‐approved Conflict of Interest Guidelines. They cannot 
 participate in open discussions or votes on service categories in which they have a conflict.  

 
 C.  The data provides the basis for changes in priorities or allocations from the previous year. The data 

 indicates changes in service needs/gaps and availability based on information from the various data 
 sources. Each PC member makes his/her own assessment based on the data presentation sessions. 

 
  D.  Needs of specific populations and geographic areas are an integral part of the discussion in the data 

 presentations and the decision making. They may also lead to directives to the RWP on how best to 
  Meet priorities. 
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Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
 
PS&RA STEPS  A. Only PC members who have participated in the data presentations and have voting privileges (i.e., 

 Board of Supervisor‐appointed members) may take part. PS&RA PROCESS  
 
 B. All members of the public and any PC member who are not eligible to participate in the process must 

 sit in the public gallery. 
 
  C.  PC Support Staff and/or an independent third party will facilitate the PS&RA portion of the meeting.  
 
 D.  A quorum of the full PC membership must take part in the presentation of data and be present for 

 the entire PS&RA process. Once a quorum is established1 PC Support Staff will document all yeas, 
 nays, and abstentions by name. Members who must abstain as a result of conflict of interest will be 
 counted as abstentions. 

 
PS&RA A.  Priority Setting Process 
  Note: The priority setting process should consider services needed to be provided and/or support a  
  continuum of care, regardless of how these services are being funded and the extent of unmet  
  demand for these services. 
  1.  The list of HRSA fundable service categories (core and support) and the definitions of these  
   services will be presented to the PC. 
   2.  Priority Setting Cards (See sample at the end of this procedure)  
   i.  Each PC member will be given 1 O index cards, five for core medical services and five for  
    support services. 
    ii.  The cards will be labeled "#1 =5 points," "#2=4 points" and so on through to "#5=1 point."  
   iii. PC members will also be given preprinted labels listing the fundable core medical and  
    support service categories. 
  3.  Choosing Service Categories 
    i. PC members will affix the labels showing what they have identified are the top 5 core‐ 
    medical‐service categories and the top 5 support‐service categories to the cards in order of  
    importance or priority. The most important category's label should be placed on the #1  
    card; it will receive 5 points. The label for the second‐most‐important category should be  
    placed on the #2 card, which will give it 4 points. The label for the least‐important category  
    should be placed on the #5 card, giving that category 1 point. fi.  
   ii. PC members may not vote for the same category more than once.  
   iii. Services for which the labels are not placed on any card will be given no points. There will be 
    labels left over after voting has finished. 
    
 
 
 
 

131



 

 

 

 
Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
  4.  Data Sources 
   i.  In making decisions. PC members should rely on the priority‐setting data presentations.  
   ii. After affixing a certain category's label to a card, PC members will mark the data source(s)  
    used in deciding how to prioritize that category. 
  5.  Directives 
    i.  PC members may also include further instruction to the RWP regarding how best to meet  
    each priority and indicate additional factors the RWP should consider in allocating funds to  
    the prioritized service (e.g. service interventions, subpopulations, service areas, organization 
    characteristics). 
   ii.  The IEHPC's Planning Committee has overall responsibility for the development of directives  
    to be submitted to the PC for approval. iii. Prior to the annual PS&RA process, the Planning  
    Committee will annually review, revise and/or delete existing directives.  
    a.  The Planning Committee will complete the revision of existing directives and submit  
     them to the full PC for approval. 
    iv.  During the PS&RA Summit, PC members will set aside time to develop additional directives  
    to guide service delivery based upon identified needs, barriers, and/or other emerging  
    issues or challenges that are facing the TGA. This will occur after the data for the   
    priority setting process has been presented to PC members.  
    a.  In a large group, PC members will brainstorm a list of challenges that emerged through  
     the data presentations (e.g., barriers to care, legislative changes, etc.).  
     1.  PC members will refine the list (e.g., eliminate redundant or similar areas). 
      2.  The final list of challenges/problems will provide the starting point for the   
      development of new directives. 3. If no problems or challenges are identified, the PC 
      will not develop any additional directives to guide service delivery. The approved  
      slate of revised directives will guide the Ryan White Program in the upcoming  
      program year.  
    b.  If additional challenges/problems are identified, PC members will break into small  
     groups of 4-6 members during the PS&RA Summit.  
    c.  Each small workgroup will select one or more of the challenges/problem areas identified 
     on the final brainstorm list.  
     1.  To maximize time, no two workgroups will work on the same challenge/problem  
      area.  
    d.  Each workgroup will utilize the Directive Worksheet as a tool to assist in the writing of  
     each directive. Only one worksheet may be used for each directive written.  
     1.  Being as specific as possible, the workgroup will clarify the challenge/problem area  
      identified. For example, a specific population or subpopulation is underrepresented  
      in Ryan White medical care or other service category. 
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Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
     2.  Once clarified, the workgroup will identify the data or evidence that supports the  
      selection. For example, the Ryan White utilization data reveals that a specific  
      population is underrepresented in Ryan White medical care as compared to their  
      representation in the TGA; no other data suggests that the population is accessing  
      medical care through other resources at a higher rate.  
     3.  The workgroup will write a draft directive that will improve service delivery in a way  
      that addresses the problem. 
      4.  The workgroup will lastly identify any other issues that need to be considered if  
      applicable. 
    e.  Once draft directives are completed, each workgroup will present the proposed   
     directive to the large group.  
     1.  The large group of PC members will provide feedback on the draft directive. 
      2. The PC will discuss the feedback and determine if the directive needs to be revised  
      to incorporate the feedback. 
      3.  The PC will revise the proposed directive if needed. 
     f.  After the presentation of proposed directives, the PC will vote on the slate of proposed  
     directives in total 
   v.  Support Staff will forward the approved slate of directives to the Ryan White Program  
    Office. The Ryan White Program will be responsible for implementing these directives into  
    the delivery of Ryan White‐funded services.  
  6.  Aggregating the Votes  
   i.  PC Support Staff will collect the cards.  
   ii.  PC Support Staff will tally the votes, giving each #1 card 5 points, each #2 card 4 points, each 
    #3 card 3 points, each #4 card 2 points, and each #5 card 1 point.  
   iii.  The service category with the highest total number of points is ranked number  
    1; The service category with the second highest score is ranked 2; and so on. 
    iv.  All service categories receiving a vote are ranked and placed on the list of categories  
    to consider for funding. Service categories not voted for on any cards will receive no points  
    and will not be considered for funding.  
   v.  PC Support Staff and/or the facilitator will present the ranked list of selected service  
    categories.  
   vi.  In addition to tallying the total number of votes per category Support Staff will list the  
    breakdown of the number of members that voted for each point value. 
   vii. The Facilitator will then entertain discussion from members specifically for categories where  
    there is a noticeable imbalance in votes. vii. Once complete, the full PC will approve the  
    ranked list of prioritized categories. 
  B.  Resource Allocations Process  
   1.  Funding Scenarios 
     i  Allocations for the upcoming year will be based on a minimum of two    
     funding scenarios: a decrease and an increase of the current year's funding. i Increases to  
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Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
     funding for categories should not exceed the total of service gap analysis and unmet need  
     estimates. Further, projections for a portion of the population of individuals previously  
     unaware of their HIV positive status for that service should be considered.  
   2.  Allocations  
    i.  Prior to discussion and any vote, all PC members who have conflicts of interest in that  
     category will be identified and be required to abstain from discussion and voting (see  
     Monitoring of Conflict of Interest below).  
    ii.  Each category will be determined independently on a line‐by‐line basis, beginning with the  
     top priority. 
    iii.  At the beginning of the discussion for each service category's funding, the RWP and PC  
     Support Staff may provide Allocations recommendations based on analysis of service gaps  
     and other relevant data.  
    iv.  Eligible, non‐conflicted PC members will be able to discuss any data previously provided  
     during a data presentation and ask questions of the RWP and/or PC Support Staff. However,  
     no PC member is allowed to offer any new unsupported or anecdotal data for consideration. 
    v.  Allocations will continue through the list of prioritized services until a set of completed  
     allocations is reached for each of the scenarios, Not all prioritized categories need to be  
     funded.  
    vi. Once complete, the full PC will approve the prioritized service categories and allocations for  
     submission to the RWP 
   3.  Monitoring Conflict of Interest  
    i.  All PC members will have "name tents'' that indicate the service categories for which they  
     have a conflict. 
    ii.  All PC members will be expected to self‐monitor and declare conflicts before discussion  
     begins on an issue.  
    iii.  All PC members are expected to remove themselves from discussions and votes when they  
     are conflicted.  
    iv.  When a PC member identifies to the Chair that another member is conflicted, the Co‐chairs  
     will confer to determine whether a conflict exists as defined in these Guidelines. If the co‐ 
     chairs determine that a conflict exists, the conflicted member will be asked to remove  
     him/herself from the process. If the member refuses, PC Support Staff will log this in the  
     record of the proceedings. 
     v.  Non‐conflicted PC members will not be eligible to submit responses to the requests for  
     proposals or other bidding processes that result from the allocations determined during the  
     PS&RA process in which they participated. 
REVISIONS TO  The process described above cannot be revised, altered, or otherwise changed, except through the 
PSRA   following process:  
   A.  Written evaluations will be used for each of the meetings ‐ (the training, data presentations, and 
    PS&RA meeting).  
   B.  PC Support Staff will collect the evaluations and forward the information to the PS&RA   
    Committee for review.  
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Ryan White Program (RWP)  
Conflict of Interest Guidelines  
Inland Empire HIV Planning Council (IEHPC)  
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR 
 
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 
 
   C. The PS&RA Committee will review the evaluations and identify desired changes for the following 
    year. 
    D.  The PC will review the process annually, prior to the PS&RA and submit written    
    recommendations for revision to the DPH, Ryan White Program office.  
   E.  These recommendations will be reviewed for compliance with HRSA, Ryan White legislation and  
    other applicable requirements.  
   F.  Once reviewed, these will be forwarded for approval by the DPH Director.  
   G.  The DPH will respond in writing to the PC within 120 days of receipt of a request for revision.  
   H.  The DPH Director will determine compliance with all applicable requirements and, if it is   
    determined that the recommendations comply, they will be submitted to the Board of   
    Supervisors for approval 
 
 
 

Priority Setting Card (Sample) 
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Ryan White Part A and MAI
2019/2020 Priorities and Allocations

Service Categories (priority order) $Dollars
% of 
Total $Dollars % of Total

Core Services Amount Percent Amount Percent
Early Interention Services (EIS) 500,000$            7.32% 448,000$          100%
Mental Health Services 570,000$            8.35%
Medical Case Mangement 935,000$            13.69%
Oral Health 1,100,000$        16.11%
Substance Abuse OutPatient 350,000$            5.12%
Outpatient Ambulatory Health Services 400,000$            5.86%
ADAP 0.00%  
Home & Community Health 175,000$            2.56%
Home Health Care 0.00%
Medical Nutrition Therapy 175,000$            2.56%
Hospice 0.00%

0.00%  
Total Core Services 4,205,000$        61.57%

Support Services
Housing 300,000$            4.39%
Medical Transportion 475,000$            6.95%
Case Mangement (Non-Medical) 925,000$            13.54%
Outreach 0.00%
Psychosocial Support Services 175,000$            2.56%
Health Education/Risk Reduction 0.00%
Food Bank 550,000$            8.05%
Emergency Financial Assistance 100,000$            1.46%
Substance Abuse Residential 100,000$            1.46%
Referral for Health Care 0.00%
Rehabilitation Services 0.00%
Linguistic Services 0.00%
Permanency Planning 0.00%
Other Professional Services 0.00%

Total Support Services 2,625,000$        38.43%
Totals 6,830,000$        Services 448,000$          

7,278,000$        
6,830,000$        

(448,000)$          

PART A MAI



6,830,000$   Total Part A & MAI
6,830,000$   Target

-$               Balance

62% Core
38% Support

Total Part A & MAI Target



2019 DIRECTIVE
PROCESS 
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             Development of Directives 
 

 

 

Ryan White Program (RWP)  
Inland Empire HIV Planning Council (IEHPC) 
Riverside/San Bernardino, CA Transitional Grant Area (TGA) 
 

PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS 

 

A.5 DIRECTIVES   

Planning Council members are instructed to set aside time during the Summit to develop new 
directives that will guide service delivery based upon identified needs, barriers, and/or other 
emerging issues or challenges that are facing the TGA. The Directive’s Workshop occurs after all 
data for the priority setting process has been presented to PC members. 
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Directive Worksheet 
 
 

Define the Problem: (State a current problem that the TGA is having in the delivery of services to PLWHA) 

Write Directive: (Include timeline, service areas affected and percentage increasing/decreasing outcomes. 

 
 
 
 
 
 

Data that supports this Problem: (List data resources) 

How will it be measured? (List resources/tools for measuring) 

 
 

  

 
 

  

Possible strategies to address the problem: (Give example of possible strategy) 

 
 
 
 
 
 

Please Use Only 0ne Worksheet for Each Directive Developed  

 

 
 
 
 
 
 

   

   

138



 

 

 

Planning Council Directive Status 
Updated, September 27, 2018 

IEHPC Approved Directive Activity Status 
 

2010 
Require that Ryan White funded agencies create formal linkages with HIV 
counseling and testing sites, including those that traditionally do not target high 
risk populations. 

 
Implemented and Ongoing 

 
COMPLETE 

 
2010 

Utilize the “Bridge” program as the model for targeting the HIV+ population who are 
not in care (unmet need) without excluding the HIV 
unaware population. 

 
Implemented and Ongoing 

 
COMPLETE 

2011 
EIS Directive: Identify the unaware women of color in the TGA in order to improve 
healthcare. Implemented and Ongoing COMPLETE 

 
2011 

EIS: Emphasize testing, stigma reduction messaging, and target the unaware MAI 
eligible and out of care consumers through Public Service Announcements and local 
media awareness. 

 
Implemented and Ongoing 

 
COMPLETE 

 
 
 
 

2012 

1.  Improve health outcomes by 5% among newly diagnosed (diagnosed within the 
last 24 months) African American women in the TGA with emphasis on service 
areas 4, 5, and 6, whose baseline health outcomes are poor (as defined in No. 
3). 

2.  The monitoring report should also observe and note individuals that maintain 
positive health outcomes over the measurement period.  

3.  Positive health outcomes are defined by CD4 levels above 200 and Viral Load 
Counts below 50K 

 
 
Implemented and Ongoing 

 
 

COMPLETE 

 
2012 

2.  The monitoring report should also observe and note individuals that maintain 
positive health outcomes over the measurement period. 

 
Posters have been distributed. 

 
COMPLETE 

2015‐16 
Food Directive: Increase the Food Voucher to $50.00 for consumers throughout the 
TGA, by March 2016. Implemented and Ongoing COMPLETE 

2015‐16 

Transportation directive: to increase gas cards to four (4) up to $40 per month. Implemented and Ongoing  
 COMPLETE 
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Planning Council Directive Status 
IEHPC Approved Directive Activity Status 

 
 

2017 

Improve health outcomes by 70% among African American PLWAs in the TGA.  AA 
are more severely affected by HIV/AIDS than any other group in the United States. 

 

Committee will monitor and request a 
baseline be developed from Ryan White 
Program and/or EPI from Riverside/San 
Bernardino Counties.  Then will compare 
with Care Plan to determine if a Directive 
is applicable. Empowerment is planning a 
Town Hall Mtg for 8/2018 addressing 
that segment of the population. 

Pending 
 

2017 

Prisoners and HIV/AIDS program in the TGA – increase PC information 
 

A FAP representative did a presentation 
on AB109 at the November 2017 
Planning Council meeting. The request 
for a Directive has been withdrawn for 
now 

Training Complete 
Directive Request 

Withdrawn 

2017 

Nursing homes with HIV/AIDS consumers in the TGA ‐ 2018 Committee determine that a directive 
was not necessary.  Comments will 
create a resource list of nursing homes 
that provide services to PLWAs and 
forward the list to the Empowerment 
Committee to add to the resource 
directory 

COMPLETE 

 
2017 

Increase HIV testing in service area 3, during the biggest event in the TGA/The 
White Party in Palm Springs, CA 

Committee determined that a directive is 
not necessary. The White Party is private.  
Suggest working with other promoters 
and offer/provide testing. 

COMPLETE 

2017 
Develop Medical Marijuana Policy and Procedures for consumers dealing with 
housing and other organizations that would disqualify them from service benefits 
for smoking, having or using Medical Marijuana.  

The IEHPC recommend discussing 
this Directive request with other 
EMA’s and TGA’s  

 
WITHDRAWN 

 
 

2017 

Advance Directive – Most consumers are unfamiliar with the Advance Directive  Definition: An Advance Directive is a 
written statement of a person’s wishes 
regarding medical treatment, including 
a living will, made to ensure those 
wishes are carried out should the patient 
become unable to communicate. 

 
 

WITHDRAWN 

2018 

Create a youth sub‐committee to address needs specific youth and getting tested, 
educated and into care 

The Directive was forwarded to the 
Consumer Empowerment Committee.  
The Empowerment Committee met on  

ADDRESSED 
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Planning Council Directive Status 

IEHPC Approved Directive Activity Status 

 

 August 30, 2018.  To address the issue, 
Empowerment has planned a youth 
activity for October 17 or 18 for youth in 
the Community.  Plans are to host a 
youth discussion panel, have a DJ, HIV 
testing, food and give‐a‐ways.      

 

2018 

Request that there be mandatory attendance from all RWP funded providers at 
Planning Council meetings by December 2018.  Request that attendance be at the 
management level.  (Representation on the Council by  

The Directive was forwarded to the RWP 
Staff who will include the request in the 
next budget request. 

COMPLETE 

2018 

Collect /release substance use data/info. And collect data on those living with 
HIV/AIDS and without to determine affects and link impact on Continuum of Care 
client report and EPI report. * 
 
      Measures 
RW Client Profile HIV Care Assessment    Resource GAP 
 
     Usage           Frequency    Length of Time 
Type/Choice  Identify as Problem    Demographic 

Directive forwarded to Continuum of 
Care Committee 

ADDRESSING 

2018 

Not enough services for young adults ages from 20‐35.  No understanding of their 
concerns. Recommend putting together a support service for that age group 

PC Staff directed members to 
TruEvolution.  The provider services this 
age group as well as Desert AIDS.  May 
want to contact them for input as to age, 
and services provided; information can 
be used as a referral  tool  when 
identifying service for that targeted 
group 

ADDRESSED 

141



 

 

 

EVALUATION FORM 
PRIORITY SETTING & RESOURCES  
ALLOCATION SUMMIT - 2019 

 

Consumer Member  
Provider / Member  

Public  
Other  

The Presentation and Materials Increased My Understanding of: 
 
Ryan White Program (RWP) Overview 
 Strongly 

Disagree Disagree Neutral Agree Strongly 
Agree 

Eligibility & Allowable      

History of Reallocations & Expenditures      

Future of Healthcare – Changes to Consider      

 
People Living with HIV/A (PLWH/A) in Riv/SB TGA  
 
 

Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

Epidemiology      
RWP Client Profile      
GAP Analysis      

Dash Boards      
 
Additional Priority Setting Considerations 
 Strongly 

Disagree Disagree Neutral Agree Strongly 
Agree 

Review of Continuum of Care      
Integrated Plan and Needs Assessment      

Consumer Caucus      
 
Priority Setting Process 
 Strongly 

Disagree Disagree Neutral Agree Strongly 
Agree 

PS&RA Process Instructions      

20-21 Prioritized Service Categories      

Conflict of Interest      

 
Directives 
 Strongly 

Disagree Disagree Neutral Agree Strongly 
Agree 

Instructions for Development of Directives      
Development of Directives      
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T H A N K   Y O U  ! ! 
 

 
  
 
 
 
 
 
 

Overall 

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

Data Presentation      
Presentation formats were understandable.      
Enough data was presented to inform my 
decisions. 

     

Data analysis was understandable.      

Amount of data presented was adequate 
considering time constraints. 

     

 
Logistics 
      
Meeting space was adequate and appropriate 
for the PS&RA Summit. 

     

Binder contents were relevant and organized.      
Facilitation was relevant and appropriate for the 
PS&RA Summit. 

     

Room Layout was adequate and appropriate.      
Audio Visual Support was adequate and 
appropriate. 

     

Food and refreshments were adequate.      
 
Additional Comments 
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SERVICE CATEGORY DATA 
PSRA 2019 

Ryan White Part A and MAI 
Riverside/San Bernardino TGA 

Contents: 

• Service Category Dashboards
For Each Service Category:

o Service Definition
o Analysis and Current Updates
o Allocation/Expenditure History
o New/Overall Client Levels

• Sources per Service Category
Use this information to help in determining where the biggest needs are
(services with the least “other” readily available sources).
Also be prepared to discuss additional sources that are not listed on this
document with the group during the summit.  Bring your ideas!
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

ALL SERVICE CATEGORIES 
Unmet Need and Persons Unaware of HIV+ Status 

Unmet Need: An individual with HIV or AIDS is considered to have an unmet need for care (or to be out of 
care) when there is no evidence that s/he received any of the following three components of HIV primary 
medical care during a defined 12-month time frame: (1) viral load (VL) testing, (2) CD4 count, or (3) provision 
of anti-retroviral therapy (ART). 

A person is considered to have met need (or to be in care) when there is evidence of any one or more of these 
three measures during the specified 12-month time frame. 

As of December 2016, the most recent period for which data is currently available, 24% of Persons Living with 
HIV/AIDS had Unmet Need in the Riverside/San Bernardino TGA.  Applying this to 2017 prevalence data, this 
equates to 3,218 individuals.  

Persons Unaware of HIV+ Status are calculated using the Estimated Back Calculation Methodology as follows: 
p = CDC Estimate of undiagnosed HIV in California= 13% 
N = Number of individuals living with HIV in the TGA as of 12/31/17 = 13,407 
Formula for Locally Undiagnosed = [p/(1-p)] x N 
Estimated Undiagnosed PLWHA in the Riverside/San Bernardino TGA =  2,003 

Analysis and Updates 

The overall client numbers for the TGA remained relatively the same compared to 17-18.  Many individuals 
have transitioned to Medi-Cal and private insurance under the ACA to cover some of their core service needs 
such as Outpatient/Ambulatory Care and Mental Health Services.  However, the wrap-around services funded 
by Ryan White are still necessary and, in some ways, more necessary than ever.  This includes those services 
that focus on linking clients to care and those that help clients stay in care. 

Local, service-specific impacts are described on each service category dashboard. 
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All Services Dashboard

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019

New Clients 517 627 525 528 530 532

All Clients 3,346 3,406 3,483 3,567 3,856 3,816

Original Allocation $7,400,000 $6,500,000 $7,601,000 $6,405,756 $6,350,000 $6,506,201 

Final Allocation $5,932,393 $6,455,397 $6,405,756 $6,535,803 $6,622,637 $6,506,201 

Final Expenditures $5,586,647 $5,807,996 $5,617,158 $5,590,458 $6,568,872 $5,865,897 

Category Surplus $345,746 $647,401 $788,598 $945,345 $53,765 $640,304 

Cost Per Client $1,670 $1,705 $1,613 $1,567 $1,703 $1,537 

2013-2019 Service Trends and Data – ALL SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

OUTPATIENT/AMBULATORY HEALTH SERVICES 
Service Category Definition 

Outpatient/Ambulatory Health Services are diagnostic and therapeutic services provided directly to a client by 
a licensed healthcare provider in an outpatient medical setting. Outpatient medical settings include clinics, 
medical offices, and mobile vans where clients do not stay overnight. Emergency room or urgent care services 
are not considered outpatient settings. 
Allowable activities include: 
• Medical history taking
• Physical examination
• Diagnostic testing, including 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

Local Limitation: The IEHPC Standards of Care limit pharmaceutical assistance to: 
1. One 30-day or less supply of medication
2. Prescriptions signed by a licensed clinician
3. Medications that meet current guidelines of the U.S. Public Health Service (USPHS), National Institutes

of Health (NIH), and the American Academy of HIV Medicine (AAHIVM) guidelines
4. Medications that are in accordance with the most recently established Riv/SB TGA Formulary Policy

established by the RWP Office in collaboration with community stakeholders
Analysis and Updates 
Outpatient/Ambulatory Medical Care program has seen an approximately 66% decrease in overall clients 
during the past several years due to implementation of the ACA. No additional reductions in overall client 
numbers are anticipated to occur as the vast majority of clients have transitioned to other funding sources. 
The remaining clients include certain population groups that are unable to obtain health care coverage (i.e. 
undocumented), those that have a lapse in insurance coverage, and those that require procedures/service 
not reimbursable by other funding sources.  All of these groups will continue to need RW funded medical 
care.   

If changes to ACA/Medi-Cal Expansion occur, Ryan White may once again need to support the vast majority 
of HIV+ individual’s medical care. However, the exact effect of future legislation is still uncertain and any 
changes are unlikely to take effect in the next grant year.  

Pharmaceutical assistance (now folded in with Outpatient/Ambulatory Medical Care) is sparsely used due to the 
California ADAP which is robust enough to support most needs (no waiting lists, rapid enrollment, and 
temporary medication assistance during enrollment). Therefore, the need for locally funded assistance is 
limited to infrequent, special circumstances. 

2014 Needs Assessment Core Services Ranking - #1 
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OAHS Service Dashboard

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019

New Clients 126 65 49 33 40 69

All Clients 819 351 245 191 221 279

Original Allocation $3,033,916 $1,463,918 $1,350,000 781,877$    $500,000 $421,172 

Final Allocation $1,978,745 $1,583,202 $928,002 446,658$    $409,928 $486,172 

Final Expenditures $1,958,138 $1,420,580 $884,787 351,768$    $368,939 $443,790 

Category Surplus $20,607 $162,622 $43,215 94,890$    $40,989 $42,382 

Cost Per Client $2,416 $4,047 $3,611  $    1,842 $1,669 $1,591 

2013-2019 Service Trends and Data – OUTPATIENT/AMBULATORY HEALTH SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019    

 

 

ORAL HEALTH CARE 
Service Category Definition 
 
Oral Health Care services provide outpatient diagnostic, preventive, and therapeutic services by dental health 
care professionals, including general dental practitioners, dental specialists, dental hygienists, and licensed 
dental assistants. 
 
Analysis and Updates 
 
On September 26, 2013, the United States Court of Appeals for the Ninth Circuit issued a mandate that three 
previously excluded optional Medi-Cal services, when provided by Federally Qualified Health Centers (FQHCs) 
and Rural Health Clinics (RHC), are covered by Medi-Cal, namely: Adult Dental, Chiropractic, and Podiatric.  In 
addition, on June 27, 2013, Assembly Bill (AB 82) was signed into law which restored some adult dental 
benefits to the Denti-Cal program. Beginning May 1, 2014, most benefits were restored to beneficiaries age 21 
and older.  Finally, effective January 1, 2018, Senate Bill 97 fully restored adult optional dental benefits that 
were not restored in May 2014.  Some of the restored benefits from the 2014 and 2018 bills include: 
 
• Initial examinations, radiographs/photographic images, prophylaxis and fluoride treatments 
• Amalgam and composite restorations 
• Prefabricated stainless steel, resin and resin window crowns as well as laboratory processed crowns 
• Anterior AND posterior root canal therapy 
• Complete dentures AND partial dentures, including immediate dentures 
• Complete denture adjustments, repairs and relines 
• Periodontal services 
 
The return of these benefits resulted in a decrease in dental clients as many basic services previously funded by 
RW funds became billable to Denti-Cal. However, access to Denti-Cal providers remains a barrier to receiving 
care. According to the Medi-Cal Dental Services Rate Review (July, 2015) from the California Department of 
Health Care Services, Denti-Cal providers have decreased over 14% since 2008.  Therefore, it is expected that 
RW funded services will remain necessary to cover services during transition as well as for those that are 
ineligible for services, and, once enrolled, to cover necessary services that remain uncovered by Denti-Cal or 
unreachable due to high Share of Cost. Planning Council removed the $1,800 per client dental cap in 2014 and 
further raised the income limit to 400% of poverty has offset the initial reduction in client numbers and has 
helped to ensure all clients are able to receive necessary treatment. These changes will continue to require 
strong funding for this category. 
 

2014 Needs Assessment Core Services Ranking - #2 
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Oral Health Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 163 79 51 51 70 60
All Clients 1,253 937 963 1,046 934 832

Original Allocation $1,264,193 $881,959 $1,225,000 $ 1,043,320 $1,100,000 $1,216,718 
Final Allocation $1,221,504 $1,031,240 $882,823 1,278,625$        $1,120,643 $1,241,718 

Final Expenditures $1,042,187 $988,826 $862,326 1,114,546$        $1,077,852 $1,120,446 
Category Surplus $179,317 $42,414 $20,497 164,079$            $42,791 $121,272 

Cost Per Client $832 $1,055 $895 1,065$                $1,154 $1,347 

2013-2019 Service Trends and Data – ORAL HEALTH CARE
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

EARLY INTERVENTION SERVICES 
Service Category Definition 

Early Intervention Services must include the following four components (per HRSA National Monitoring 
Standards): 

1. 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 HIV infected. 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. 

2. Referral services to improve HIV care and treatment services at key points of entry.
3. Access and linkage to HIV care and treatment services such as HIV Outpatient/Ambulatory Health

Services, Medical Case Management, and Substance Abuse Care.
4. Outreach Services and Health Education/Risk Reduction related to HIV diagnosis.

Local Focus: IEHPC Standards of Care 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.” This is achieved through service objectives that include: 

1. Identifying the HIV+ unaware (Unaware) and those that have fallen out of care (Unmet Need)
2. Informing these HIV+ individuals of testing and service options
3. Referring these HIV+ individuals to medical care
4. Linking these HIV+ individuals to medical care

Black and Hispanic PLWHA tend to test later and enter the care system later than other groups. 
Thus, Planning Council has elected to allocate 100% of MAI funds to EIS for several years to place a 
specific emphasis on identifying Black and Hispanic PLWHA that are unaware of their status or have 
fallen out of care and re/linking them to care. 

Analysis and Updates 

Early Intervention Services (EIS) maintains a steady number of clients averaging about 8,500 HIV+ and HIV- 
clients per year. Unlike any other service category, EIS plays a crucial role in linking various groups to care: 
those previously unaware of their HIV+ status, those new to the Medi-Cal and private insurance coverage 
systems of care, and those that have fallen out of care. It is anticipated that client numbers will continue 
to increase over the next few years as experience is gained and best practices are implemented in the field.  
This category will be especially important if changes occur in the medical insurance networks, requiring 
clients to change insurance/funding sources and/or medical providers. 

2014 Needs Assessment Core Services Ranking: #4 
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EIS Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
All Clients 5,040 8,928 7,861 9,697 11,470 8,576

Original Allocation $618,537 $794,974 $750,000 $819,636 $900,000 $848,462 
Final Allocation $487,515 $797,708 $929,431 $890,066 $900,809 $865,041 

Final Expenditures $430,606 $704,254 $774,750 $803,220 $682,914 $712,251 
Category Surplus $56,909 $93,454 $154,681 $16,416 $217,895 $152,790 

Cost Per Client $85 $79 $99 $83 $60 $83 

2013-2019 Service Trends and Data – EARLY INTERVENTION SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

HOME AND COMMUNITY-BASED HEALTH SERVICES 
Service Category Definition 

Home and Community-Based Health Services (HCHS) are provided to a client living with HIV in an integrated 
setting appropriate to a 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: 
• 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

Analysis and Updates 

Medi-Cal Waiver also supports this service.  However, not all clients qualify for Medi-Cal Waiver and Medi-Cal 
Waiver services cap out.  Clients not eligible and clients who have reached the cap require RW-funded HCHS 
to receive the service they need. 

Funding and clients levels have remained fairly constant over the past few years, serving on average 18 clients 
per year. No significant changes to this program have occurred.  Funding surplus issues over the past couple of 
years are largely due to over-allocation and staffing issues related to extended medical leaves and difficulty 
filling vacant positions. 

2014 Needs Assessment Core Services Ranking - #15 

153



HCBHS Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 0 0 0 0 1 0
All Clients 19 20 15 14 19 19

Original Allocation $141,419 $143,492 $200,000 $ 170,613 $200,000 $116,992 
Final Allocation $127,782 $147,001 $247,361 $170,613 $184,571 $116,992 

Final Expenditures $127,782 $146,979 $141,322 $110,677 $108,443 $96,971 
Category Surplus  $    -   $22 $106,039 $59,936 $76,128 $20,021 

Cost Per Client $6,725 $7,349 $9,421 $7,905 $5,707 $5,104 

2013-2019 Service Trends and Data – HOME AND COMMUNITY-BASED HEALTH SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

MEDICAL CASE MANAGEMENT 
Service Category Definition 

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 may be prescribed by an interdisciplinary 
team that includes other specialty care providers. Medical Case 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 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
• 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 services 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., Medi-Cal, 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). 

Analysis and Updates 

A National Alliance of State & Territorial AIDS Directors (NASTAD) study (June 2014) concluded the following: 1) 
While new health coverage options have been made available through the ACA, the Ryan White Program 
continues to offer the most robust case management services for PLWH; 2) Credentialing requirements for case 
management providers within benchmark QHPs, traditional fee-for-service Medicaid and the Ryan White 
Program varies widely in each state [10 states analyzed, CA not included]; 3) Eligibility for case management in 
state Medicaid programs is often reserved for specific populations based on level of need; and 4) The majority 
of benchmark QHPs analyzed offer very limited case management services. 

This study supports the continuing need for RW-funded Medical Case Management (MCM) as the primary 
source of support and assistance for those that need intense care coordination.  Coordination is increasingly 
challenging and time-consuming as RW-funded MCM staff are required to connect with outside/non-RW 
systems of care on behalf of their clients that are in care with facilities such as Kaiser and other local health 
organizations. 
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MCM Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 114 156 145 135 196 166
All Clients 646 757 1,020 1,269 1,352 1,277

Original Allocation $424,258 $650,000 $100,000 $975,197 $800,000 $842,343 
Final Allocation $424,407 $765,223 $905,032 $856,233 $736,235 $767,684 

Final Expenditures $401,780 $659,530 $773,350 $826,102 $686,492 $664,536 
Category Surplus $22,627 $105,693 $131,682 $149,095 $49,743 $103,148 

Cost Per Client $622 $871 $758 $651 $507 $520 

2013-2019 Service Trends and Data – MEDICAL CASE MANAGEMENT
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

MENTAL HEALTH SERVICES 
Unmet Need and Persons Unaware of HIV+ Status 

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 licensed or authorized within the state to render such services. Such professionals typically 
include psychiatrists, psychologists, and licensed clinical social workers. 

Analysis and Updates 

As one of the Essential Health Benefits that insurance policies are required to provide under the ACA, clients 
have been transitioning to these systems of care to receive individual Mental Health services. Although very 
few clients transitioned to non-RW systems of care for mental health during the first couple of years after 
implementation of ACA, transitions increased significantly in 2015 as capacity and referral processes 
improved. Transitions should continue as providers within the TGA obtain Medi-Cal certification as long as 
no changes to ACA occur. However, some RW funds are still necessary to cover service gaps as clients fall in 
and out of eligibility with insurance options and as clients work through the referral process to completely 
link with non-RW providers. Also, the need for RW-funded Mental Health support groups will remain as no 
other source provides HIV-specific support groups.   Finally, if changes to ACA/Medi-Cal Expansion occur, 
Ryan White may once again need to support the vast majority of HIV+ individual’s medical care. However, 
the exact effect of future legislation is still uncertain and any changes are unlikely to take effect in the next 
grant year.  
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MH Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 49 68 33 45 45 37
All Clients 300 325 277 312 320 293

Original Allocation $402,118 $451,482 $400,000 $ 340,613 $500,000 $439,890 
Final Allocation $380,328 $345,864 $504,059 $446,613 $463,929 $439,003 

Final Expenditures $376,810 $338,189 $407,123 $420,761 $363,193 $387,720 
Category Surplus $3,518 $7,675 $96,936 $25,852 $100,736 $51,283 

Cost Per Client $1,256 $1,041 $1,470 $1,349 $1,135 $1,323 

2013-2019 Service Trends and Data – MENTAL HEALTH SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

SUBSTANCE ABUSE SERVICES (OUTPATIENT) 
Service Category Definition 
Substance Abuse Outpatient Care is the provision of outpatient services for the treatment of drug or 
alcohol use disorders. Services include: 
• Screening
• Assessment
• Diagnosis, and/or
• Treatment of substance use disorder, including: Pretreatment/recovery readiness programs,  h arm

reduction, Behavioral health counseling associated with substance use disorder, Outpatient drug-free
treatment and counseling, medication assisted therapy, Neuro-psychiatric pharmaceuticals, and relapse
prevention.

Analysis and Updates 
As one of the Essential Health Benefits required under the ACA, some clients have transitioned to these 
systems of care to receive outpatient Substance Abuse services. With the need for services outweighing the 
current availability, RW funds are still necessary to cover service gaps.  In addition, the need for RW-funded 
Substance Abuse services for HIV-specific support groups should remain.  

Availability of services will continue to be monitored in order to determine the level of need throughout the 
TGA. 
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SA Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 42 36 33 51 65 41
All Clients 299 260 283 321 421 317

Original Allocation $213,559 $369,175 $300,000 $ 255,920 $500,000 $304,179 
Final Allocation $171,017 $365,207 $403,661 327,641$        $418,313 $359,179 

Final Expenditures $169,177 $245,649 $355,637 299,069$        $358,285 $273,112 
Category Surplus $1,840 $119,558 $48,024 28,572$          $60,028 $86,067 

Cost Per Client $566 $945 $1,257 932$                $851 $862 

2013-2019 Service Trends and Data – SUBSTANCE ABUSE SERVICES (OUTPATIENT)
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

CASE MANAGEMENT SERVICES (NON-MEDICAL) 
Service Category Definition 

Non-Medical Case Management Services (NMCM) provide guidance and assistance in accessing medical, 
social, community, legal, financial, and other needed services. Non-Medical Case management services may 
also include assisting eligible clients to obtain access to other public and private programs for which they may 
be eligible, such as Medi-Cal, Medicare Part D, State Pharmacy Assistance Programs, Pharmaceutical 
Manufacturer’s Patient Assistance Programs, other state or local health care and supportive services, or 
health insurance Marketplace plans. This service category includes several methods of communication 
including face-to-face, phone contact, and any other forms of communication deemed appropriate by the 
RWHAP Part A recipient. Key activities include: 
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• 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

Analysis and Updates 

A National Alliance of State & Territorial AIDS Directors (NASTAD) study (June 2014) concluded the following: 
1) While new health coverage options have been made available through the ACA, the Ryan White Program
continues to offer the most robust case management services for PLWH; 2) Credentialing requirements for 
case management providers within benchmark QHPs, traditional fee-for-service Medicaid and the Ryan White 
Program varies widely in each state [10 states analyzed, CA not included]; 3) Eligibility for case management in 
state Medicaid programs is often reserved for specific populations based on level of need; and 4) The majority 
of benchmark QHPs analyzed offer very limited case management services. 

Non-Medical Case Management services have seen a relatively consistent client level (~2,300 clients/year). 
Although increased funding has lead only to an increase in surplus funds, changes in HRSA policy allowing for 
additional expenditures is likely to increase spending. With this new allowance for spending, recently filled 
staff vacancies, and clients transitioning to ACA services as well as expanded state and federal programs, the 
program is likely to see an increase in activity over the next year as case managers work with clients to connect 
them to available benefits and keep them in care. The need for this service should only increase over time. 
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CM Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 323 424 349 177 313 294
All Clients 2,164 2,307 2,420 2,253 2,327 2,291

Original Allocation $399,024 $615,000 $686,000 $707,619 $800,000 $725,352 
Final Allocation $371,227 $573,733 $671,349 $769,559 $889,740 $803,797 

Final Expenditures $347,085 $494,691 $616,609 $744,531 $802,234 $796,772 
Category Surplus $24,142 $79,042 $54,740 $25,028 $87,506 $7,025 

Cost Per Client $160 $214 $255 $330 $344 $348 

2013-2019 Service Trends and Data – CASE MANAGEMENT SERVICES (NON-MEDICAL)
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

FOOD BANK/HOME DELIVERED MEALS 
Unmet Need and Persons Unaware of HIV+ Status 

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 safety exist

Local Focus: According to the most current IEHPC Standards of Care, the Service Objective for Food 
Services is “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.”  

Local Limitation: The current IEHPC Standards of Care limits food services to a maximum of $60 per client 
per month (can be combination of vouchers and food bags). 

Analysis and Updates 

Client and funding levels for the food program have remained steady in recent years. Little to no 
additional assistance or sources of food are anticipated in the TGA. Future usage increases or declines will 
be impacted solely by increases or declines in allocations to the service category and/or changes in service 
limitations/allowances. 
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Food Bank Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 112 141 95 78 163 166
All Clients 936 922 979 864 1,191 1,135

Original Allocation $283,333 $200,000 $460,000 $ 392,166 $500,000 $467,968 
Final Allocation $250,390 $275,520 $310,350 $419,333 $483,130 $511,594 

Final Expenditures $247,282 $272,233 $306,100 $351,425 $462,298 $510,328 
Category Surplus $3,108 $3,287 $4,250 $67,908 $20,832 $1,266 

Cost Per Client $264 $295 $313 $407 $388 $450 

2013-2019 Service Trends and Data – FOOD BANK/HOME DELIVERED MEALS
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

HOUSING SERVICES 
Unmet Need and Persons Unaware of HIV+ Status 

Housing services provide transitional, short-term, or emergency housing assistance to enable a client or 
family to gain or maintain outpatient/ambulatory health services and treatment. Housing services include 
housing referral services and transitional, short-term, or emergency housing assistance.  

Transitional, short-term, or emergency housing provides temporary assistance necessary to prevent 
homelessness and to gain or maintain access to medical care. Housing services must also include the 
development of an individualized housing plan, updated annually, to guide the client’s linkage to permanent 
housing. Housing services also can include housing referral services: assessment, search, placement, and 
advocacy services; as well as fees associated with these services.  

Eligible housing can include either housing that: 
• Provides some type of core medical or support services (such as residential substance use disorder

services or mental health services, residential foster care, or assisted living residential services); or 
• Does not provide direct core medical or support 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. The necessity of housing services for the purposes of medical care must be documented. 

Local Limitation: “Eligible clients may receive up to ninety (90) nights of emergency motel or ninety (90) days 
of rent assistance annually.” (IEHPC Housing Standards of Care) 

Important Note:  This category supports housing case management as well as the cost of housing 
vouchers/hotel-motel/rent assistance.  

Analysis and Updates 

Housing services have seen higher client levels over the last three years. Last year’s surplus was very minimal 
compared to the last few years and could be a reflection of a couple of different aspects:  lower than usual 
allocations, and lack of availability of other funding sources. 

Future usage increases or declines may be impacted by the availability of other sources of assistance. Riverside 
and San Bernardino HOPWA contracts have experiences considerable delays over the last several years, causing 
uncertainty in the housing assistance system. Some other housing funding sources experience similar 
administrative issues. If other sources are not available, Ryan White funded housing may be needed at an 
increased level to address the housing needs of HIV+ individuals in the meantime.  The council may also 
consider revisiting the local structure of Ryan White Housing (components, limitations) to ensure the gaps in 
housing in the two-county area are being addressed, when possible. 
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Housing Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 57 99 52 70 85 75
All Clients 387 452 385 556 641 597

Original Allocation $164,167 $300,000 $730,000 $622,308 $250,000 $233,985 
Final Allocation $124,948 $229,864 $196,486 $457,883 $271,620 $241,582 

Final Expenditures $117,516 $215,762 $185,209 $197,772 $228,944 $238,561 
Category Surplus $7,432 $14,102 $11,277 $260,111 $42,676 $3,021 

Cost Per Client $304 $477 $481 $356 $357 $400 

2013-2019 Service Trends and Data – HOUSING SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

MEDICAL TRANSPORTATION SERVICES 
Service Category Definition 

Medical transportation services are conveyance services provided, directly or through a voucher, to a 
client to enable him or her to access health care services. 

HAB Policy Notice 10-02 further clarifies, “Funds may be used to provide transportation services for an 
eligible individual to access HIV-related health services, including services needed to maintain the client in 
HIV/AIDS medical care. Transportation should be provided through: 
• Contracts with providers of such services
• Voucher or token systems
• Mileage reimbursement that enables individuals to travel to needed medical or other support services.

This should not in any case exceed the established rates for Federal Programs.
• Use of volunteer drivers (through programs with insurance and other liability issues specifically addressed)
• Purchase or lease of organizational vehicles for client transportation programs.”

Local Focus: 
− Allowable modes include: bus passes, gasoline vouchers, van trips, urgent taxi trips (IEHPC 

Transportation Service Standard). 
− Transportation assistance is limited to $40 per person, per month 

Analysis and Updates 

One RW-funded provider of transportation services implemented a van service in the high-desert area of San 
Bernardino County (Victorville/Hesperia/etc.).  There are plans to expand the van service to other areas of the 
TGA.  Otherwise, transportation services have seen little to no change over the past several years. Any 
significant usage increases or declines will be impacted solely by increases or declines in allocations to the 
service category. 

Emerging methods/modes such as Uber and Lyft can also be explored by the council and by service providers 
as additional tools to address transportation barriers to care.  Great care should be taken to ensure services are 
cost effective and utilized appropriately. 
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Transportation Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 135 179 123 111 233 240
All Clients 1,064 1,067 1,142 1,168 1,574 1,561

Original Allocation $264,286 $230,000 $300,000 $255,921 $250,000 $397,773 
Final Allocation $227,473 $203,776 $261,756 $303,921 $423,401 $417,853 

Final Expenditures $214,776 $188,455 $214,870 $219,858 $373,258 $406,126 
Category Surplus $12,697 $15,321 $46,886 $84,062 $50,143 $11,727 

Cost Per Client $202 $177 $188 $188 $237 $260 

2013-2019 Service Trends and Data – MEDICAL TRANSPORTATION SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

PSYCHOSOCIAL SUPPORT SERVICES 
Service Category Definition 

Psychosocial Support Services provide group or individual support and counseling services to assist eligible 
people living with HIV to address behavioral and physical health concerns.  
These services may include:  

• Bereavement counseling
• Caregiver/respite support (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

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

Analysis and Updates 

Psychosocial Support Services have maintained a steady client level. As clients transition other aspects of care 
to other funding streams that have not typically included HIV-specific care in the past, HIV-specific support 
groups/bereavement counseling will play an essential role in keeping clients in care. 

Psychosocial Support groups may also play a bigger role for those clients who need social support (either on an 
individual basis or in a group setting) but are unable to obtain this support through traditional Mental Health 
avenues due to lack of availability and referral restrictions. 

2014 Needs Assessment Support Services Ranking - #10
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Psychosocial Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
New Clients 29 27 18 25 19 18
All Clients 252 280 256 243 229 236

Original Allocation $191,190 $150,000 $200,000 $170,613 $200,000 $140,390 
Final Allocation $167,057 $141,950 $165,446 $168,658 $175,571 $114,597 

Final Expenditures $153,509 $132,847 $130,358 $150,729 $137,969 $112,491 
Category Surplus $13,548 $9,103 $35,088 $17,929 $37,602 $2,106 

Cost Per Client $609 $474 $509 $620 $603 $477 

2013-2019 Service Trends and Data – PSYCHOSOCIAL SUPPORT SERVICES
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

MEDICAL NUTRITION THERAPY SERVICES 
Service Category Definition 

Medical Nutrition Therapy 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 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. 

Analysis and Updates 

The second year for Medical Nutrition Therapy (MNT) is also proving to be challenging. There is a decline 
from last year in the amount of clients that are accessing this service category.  This result could be for a 
couple of different reasons. First, it took some time for agencies to fill vacant positions.  Second, obtaining 
referrals from physicians, as required by HRSA and by state law, was often difficult and delayed access to 
MNT.  

2014 Needs Assessment Support Services Ranking - #10
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MNT Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019
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2019 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES, Clients 
receiving Part A/MAI services March 2018 – February 2019 

EMERGENCY FINANCIAL ASSISTANCE SERVICES 
Service Category Definition 

Emergency Financial Assistance provides limited one-time or short-term payments (no more then 
3 Consecutive months) to assist the RWHAP client with an emergent need for paying for essential utilities 
(water, electric & gas) 

Analysis and Updates 

The first year of implementation for Emergency Financial Assistance (EFA) proved challenging.  First, there 
were delays in implementation of the service category due to the length of time it took to get before the 
board. The numbers for this service category are not reflective of a full year of service for this category.  

Important Note:  This category supports emergency financial assistance case management as well as the cost 
of the essential utilities bill assistance.  
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EFA Service Dashboard

 2019 IEHPC Priority Setting Resource Allocation 
Source: ARIES, Clients receiving Part A/MAI services 
March 2018 - February 2019

2018-2019 Service Trends and Data – EMERGENCY FINANCIAL ASSISTANCE
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Three-Year Prevalence (Living as of December 31 of indicated year): Riverside/San Bernardino TGA
HIV/AIDS Prevalence Surveillance 2015-2017

2017

2015 2016 2017 (1) 2015 2016 2017 (1) 2015 2016 2017 (1) Proportions

Total Prevalence 5,026 5,368 5,626 7,446 7,612 7,781 12,472 12,980 13,407 100%

  MSM 3,549 3,773 3,939 5,233 5,335 5,443 8,782 9,108 9,382 70%

  IDU 226 235 244 501 510 519 727 745 763 6%

  MSM/IDU 238 249 254 507 513 518 745 762 772 6%

  Heterosexual 471 488 509 698 711 720 1,169 1,199 1,229 9%

  Other 6 6 6 29 29 29 35 35 35 0%

  Perinatal 31 31 33 34 34 34 65 65 67 0%

  Unknown 505 586 641 444 480 518 949 1,066 1,159 9%

TOTAL 5,026 5,368 5,626 7,446 7,612 7,781 12,472 12,980 13,407 100%

  Males 4,384 4,703 4,932 6,689 6,834 6,990 11,073 11,537 11,922 89%

  Females 642 665 694 757 778 791 1,399 1,443 1,485 11%

TOTAL 5,026 5,368 5,626 7,446 7,612 7,781 12,472 12,980 13,407 100%

  White 2,628 2,714 2,784 4,049 4,103 4,166 6,677 6,817 6,950 52%

  Black 711 765 807 961 990 1,019 1,672 1,755 1,826 14%

  Hispanic 1,471 1,648 1,782 2,162 2,239 2,310 3,633 3,887 4,092 31%

  Asian 97 111 117 151 127 131 248 238 248 2%

  American Indian 18 22 25 36 36 36 54 58 61 0%

  Multi race 100 107 108 114 116 118 214 223 226 2%

  Unknown 1 1 3 1 1 1 2 2 4 0%

TOTAL 5,026 5,368 5,626 7,474 7,612 7,781 12,500 12,980 13,407 100%

  <13 8 8 10 2 2 2 10 10 12 0%

13-24 124 203 258 32 39 48 156 242 306 2%

25-44 1,784 1,999 2,155 1,130 1,215 1,289 2,914 3,214 3,444 26%

45-64 2,561 2,604 2,652 4,972 5,038 5,111 7,533 7,642 7,763 58%

  65+ 549 554 551 1,310 1,318 1,331 1,859 1,872 1,882 14%

  Unknown 0 0 0 0 0 0 0 0 0 0%

TOTAL 5,026 5,368 5,626 7,446 7,612 7,781 12,472 12,980 13,407 100%

1. West Riverside 670 730 772 845 886 930 1,515 1,616 1,702 13%

2. Mid Riverside 483 530 563 685 707 736 1,168 1,237 1,299 10%

3. East Riverside 2,195 2,241 2,279 3,599 3,642 3,694 5,794 5,883 5,973 45%

4. West Valley SB 730 810 864 910 932 955 1,640 1,742 1,819 14%

5. East Valley SB 573 641 705 846 869 882 1,419 1,510 1,587 12%

6. Desert SB 366 407 434 549 564 572 915 971 1,006 8%

Unknown 9 9 9 12 12 12 21 21 21 0%

TOTAL 5,026 5,368 5,626 7,446 7,612 7,781 12,472 12,980 13,407 100%
Source: CA Office of AIDS eHARS Download April 2018

(1) HIV numbers do not include those persons diagnosed with AIDS in the same year. 

(2) Due to delays in reporting, 2017 data may not be complete.

Prepared By Department of Public Health Departments, San Bernardino County and Riverside County June 2018. 

Race/Ethnicity

Age Group

Residence Service Area

HIV/AIDS PrevalenceHIV Prevalence (1) AIDS Prevalence

Risk

Gender

RWP Office - Riv/SB TGA

PS/RA Summit 2019
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TGA - Incidence (New Cases in the year indicated): Riverside/San Bernardino TGA
HIV/AIDS Incidence Surveillance 2015-2017

3-Yr HIV 3-Yr AIDS
2015 2016 2017 (2) HIV Percent 2015 2016 2017 (2) AIDS Percent

Incidence 461 518 473 1452 100.0% 183 215 198 596 100.0%
Rate per 100,000 (2) 20.5634672 22.86144 20.68492 64.10982 8.140518 9.502857 8.624969 26.26834
Risk

 MSM 315 340 310 965 66.5% 109 120 127 356 59.7%
 IDU 15 12 20 47 3.2% 13 16 10 39 6.5%
 MSM/IDU 11 20 12 43 3.0% 2 12 7 21 3.5%
 Hetero 27 30 28 85 5.9% 22 19 13 54 9.1%
 Other 0 0 0 0 0.0% 0 0 0 0 0.0%
 Perinatal 1 0 2 3 0.2% 2 0 0 2 0.3%
 Unknown 92 116 101 309 21.3% 35 48 41 124 20.8%

Gender 1452 1 596
 Males 420 472 426 1318 90.8% 152 184 181 517 86.7%
 Females 41 46 47 134 9.2% 31 31 17 79 13.3%

Race/Ethnicity

 White 136 148 144 428 29.5% 57 60 67 184 30.9%
 Black 83 84 69 236 16.3% 34 42 36 112 18.8%
 Hispanic 213 256 237 706 48.6% 83 101 86 270 45.3%
 Asian 13 19 13 45 3.1% 5 5 6 16 2.7%
 American Indian 4 4 4 12 0.8% 2 2 0 4 0.7%
 Multi race 11 7 4 22 1.5% 2 5 3 10 1.7%
 Unknown 1 0 2 3 0.2% 0 0 0 0 0.0%

Age Group

 <13 1 0 2 3 0.2% 0 0 0 0 0.0%
13-24 81 115 89 285 19.6% 7 14 10 31 5.2%
25-44 231 274 248 753 51.9% 77 91 91 259 43.5%
45-64 128 102 122 352 24.2% 75 86 79 240 40.3%

  65+ 8 11 8 27 1.9% 8 7 13 28 4.7%
 Unknown 12 16 4 32 2.2% 16 17 5 38 6.4%

Residence Service Area

1. West Riverside 105 123 94 322 22.2% 39 47 42 128 21.5%
2. Mid Riverside 56 72 69 197 13.6% 29 29 29 87 14.6%

3. East Riverside 106 101 106 313 21.6% 42 42 49 133 22.3%
Riverside County 267 296 269 832 57.3% 110 118 120 348 58.4%

57.9% 57.1% 56.9% 60.1% 54.9% 60.6%

4. West Valley SB 80 79 80 239 16.5% 21 28 39 88 14.8%
5. East Valley SB 78 86 79 243 16.7% 27 33 22 82 13.8%

6. Desert SB 33 54 45 132 9.1% 16 28 15 59 9.9%
San Bernardino County 191 219 204 614 42.3% 64 89 76 229 38.4%

41.4% 42.3% 43.1% 35.0% 41.4% 38.4%

Unknown 3 3 0 6 0.4% 9 8 2 19 3.2%
0.7% 0.6% 0.0% 1452 4.9% 3.7% 1.0% 596

Source: CA Office of AIDS eHARS Download April 2018

(1) HIV numbers do not include those persons diagnosed with AIDS in the same year. 

(2) Due to delays in reporting, 2017 data may not be complete.

Prepared By Department of Public Health Departments, San Bernardino County and Riverside County June 2018. 

HIV Incidence (1) AIDS Incidence
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Riverside/San Bernardino, CA TGA Incidence and Prevalence Since 2007

JUNE 2019

HIV INCIDENCE by Year of Diagnosis (new cases)
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

RivCo HIV Cases 168 196 226 210 215 257 240 264 269 299 269

SB HIV Cases 229 207 195 197 186 197 188 217 192 219 204

TGA HIV Cases 397 403 421 407 401 454 428 481 461 518 473

NOTE:  Individuals dx with HIV and AIDS in the same calendar year are counted as both an HIV and AIDS incidence

AIDS INCIDENCE by Year of Diagnosis (new cases)
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

RivCo AIDS Cases 156 159 179 122 96 151 132 109 111 120 120

SB AIDS Cases 110 115 146 108 114 119 101 114 72 95 78

TGA AIDS Cases 266 274 325 230 210 270 233 223 183 215 198

NOTE:  Individuals dx with HIV and AIDS in the same calendar year are counted as both an HIV and AIDS incidence

HIV PREVALENCE by Year (living cases)
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

RivCo HIV Living 1235 1320 1391 1466 1568 1696 1920 2044 3357 3510 3623

SB HIV Living 1116 1183 1208 1281 1348 1418 1508 1618 1669 1858 2003

TGA HIV Living 2351 2503 2599 2747 2916 3114 3428 3662 5026 5368 5626

NOTE:  Individuals dx with HIV and AIDS in the same calendar year are counted as both an HIV and AIDS incidence

Prevalence data prior to 2015 include only individuals diagnosed within the counties.  Due to improvements in HIV care data, prevalence is now based on most current address.

AIDS PREVALENCE by Year (living cases)
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

RivCo AIDS Living 2923 3005 3113 3174 3195 3252 3206 3096 5139 5245 5370

SB AIDS Living 1619 1663 1777 1836 1902 1966 2016 2068 2307 2367 2411

TGA AIDS Living 4542 4668 4890 5010 5097 5218 5222 5164 7446 7612 7781

NOTE:  Individuals dx with HIV and AIDS in the same calendar year are counted as both an HIV and AIDS incidence

Prevalence data prior to 2015 include only individuals diagnosed within the counties.  Due to improvements in HIV care data, prevalence is now based on most current address.

Prepared by RWP - Riverside/San Bernardino CA TGA Page 1 of 3 June 2019177
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Ryan White HIV/AIDS Program 
Services: Eligible Individuals & 
Allowable Uses of Funds  
Policy Clarification Notice (PCN) #16-02 (Revised 12/05/16) 
Replaces Policy #10-02 

Scope of Coverage: Ryan White HIV/AIDS Program (RWHAP) Parts A, B, C, 
and D, and Part F where funding supports direct care and treatment services. 

Purpose of PCN 
This policy clarification notice replaces the Health Resources and Services 
Administration (HRSA) PCN 10-02: Eligible Individuals & Allowable Uses of Funds 
for Discretely Defined Categories of Services regarding eligible individuals and the 
description of allowable service categories for Ryan White HIV/AIDS Program and 
program guidance for implementation.   

Background 
The Office of Management and Budget (OMB) has consolidated, in 2 CFR Part 200, 
the uniform grants administrative requirements, cost principles, and audit 
requirements for all organization types (state and local governments, non-profit 
and educational institutions, and hospitals) receiving federal awards.  These 
requirements, known as the “Uniform Guidance,” are applicable to recipients and 
subrecipients of federal funds.  The OMB Uniform Guidance has been codified by the 
Department of Health and Human Services (HHS) in 45 CFR Part 75—Uniform 
Administrative Requirements, Cost Principles, and Audit Requirements for HHS 
Awards.  RWHAP grant and cooperative agreement recipients and subrecipients 
should be thoroughly familiar with 45 CFR Part 75. Recipients are required to 
monitor the activities of the subrecipient to ensure the subaward is used for 
authorized purposes in compliance with applicable statute, regulations, policies and 
the terms and conditions of the award (see 45 CFR §§ 75.351-352). 

45 CFR Part 75, Subpart E—Cost Principles must be used in determining allowable 
costs that may be charged to a RWHAP award.  Costs must be necessary and 
reasonable to carry out approved project activities, allocable to the funded project, 
and allowable under the Cost Principles, or otherwise authorized by the RWHAP 
statute.  The treatment of costs must be consistent with recipient or subrecipient 
policies and procedures that apply uniformly to both federally-financed and other 
non-federally funded activities. 

The HIV/AIDS Bureau (HAB) has developed program policies that incorporate both 
HHS regulations and program specific requirements set forth in the RWHAP statute.  
Recipients, planning bodies, and others are advised that independent auditors, 
auditors from the HHS' Office of the Inspector General, and auditors from the U.S. 
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Government Accountability Office may assess and publicly report the extent to 
which a RWHAP award is being administered in a manner consistent with statute, 
regulation and program policies, such as these, and compliant with legislative and 
programmatic policies.  Recipients can expect fiscal and programmatic oversight 
through HRSA monitoring and review of budgets, work plans, and subrecipient 
agreements.  HAB is able to provide technical assistance to recipients and planning 
bodies, where assistance with compliance is needed. 

Recipients are reminded that it is their responsibility to be fully cognizant of 
limitations on uses of funds as outlined in statute, 45 CFR Part 75, the HHS Grants 
Policy Statement, and applicable HAB PCNs.  In the case of services being 
supported in violation of statute, regulation or programmatic policy, the use of 
RWHAP funds for such costs must be ceased immediately and recipients may be 
required to return already-spent funds to the Federal Government. 

Further Guidance on Eligible Individuals and Allowable Uses of 
Ryan White HIV/AIDS Program Funds 

The RWHAP statute, codified at title XXVI of the Public Health Service Act, 
stipulates that "funds received...will not be utilized to make payments for any item 
or service to the extent that payment has been made, or can reasonably be 
expected to be made..." by another payment source.1  At the individual client level, 
this means recipients must assure that funded subrecipients make reasonable 
efforts to secure non-RWHAP funds whenever possible for services to eligible 
clients.  In support of this intent, it is an appropriate use of RWHAP funds to 
provide case management (medical or non-medical) or other services that, as a 
central function, ensure that eligibility for other funding sources is aggressively and 
consistently pursued (e.g., Medicaid, CHIP, Medicare, other local or State-funded 
HIV/AIDS programs, and/or private sector funding, including private insurance). 

In every instance, HAB expects that services supported with RWHAP funds will (1) 
fall within the legislatively-defined range of services, (2) as appropriate, within Part 
A, have been identified as a local priority by the HIV Health Services Planning 
Council/Body, and (3) in the case of allocation decisions made by a Part B 
State/Territory or by a local or regional consortium, meet documented needs and 
contribute to the establishment of a continuum of care. 

RWHAP funds are intended to support only the HIV-related needs of eligible 
individuals.  Recipients and subrecipients must be able to make an explicit 
connection between any service supported with RWHAP funds and the intended 
client’s HIV status, or care-giving relationship to a person with HIV.   

Eligible Individuals: 

1 See sections 2605(a)(6), 2617(b)(7)(F), 2664(f)(1), and 2671(i) of the Public Health Service Act. 

182180

http://www.hrsa.gov/grants/hhsgrantspolicy.pdf
http://www.hrsa.gov/grants/hhsgrantspolicy.pdf


The principal intent of the RWHAP statute is to provide services to people living with 
HIV, including those whose illness has progressed to the point of clinically defined 
AIDS.  When setting and implementing priorities for the allocation of funds, 
recipients, Part A Planning Councils, community planning bodies, and Part B funded 
consortia may optionally define eligibility for certain services more precisely, but 
they may NOT broaden the definition of who is eligible for services.  HAB expects all 
RWHAP recipients to establish and monitor procedures to ensure that all funded 
providers verify and document client eligibility.  

Affected individuals (people not identified with HIV) may be eligible for RWHAP 
services in limited situations, but these services for affected individuals must 
always benefit people living with HIV.  Funds awarded under the RWHAP may be 
used for services to individuals affected with HIV only in the circumstances 
described below. 

a. The service has as its primary purpose enabling the affected individual to
participate in the care of someone with HIV or AIDS.  Examples include
caregiver training for in-home medical or support service; psychosocial
support services, such as caregiver support groups; and/or respite care
services that assist affected individuals with the stresses of providing daily
care for someone who is living with HIV.

b. The service directly enables an infected individual to receive needed
medical or support services by removing an identified barrier to care.
Examples include payment of a RWHAP client’s portion of a family health
insurance policy premium to ensure continuity of insurance coverage for a
low-income HIV-infected family member, or child care for children, while
an infected parent secures medical care or support services.

c. The service promotes family stability for coping with the unique
challenges posed by HIV.  Examples include psychosocial support
services, including mental health services funded by RWHAP Part D only,
that focus on equipping affected family members, and caregivers to
manage the stress and loss associated with HIV.

d. Services to non-infected clients that meet these criteria may not continue
subsequent to the death of the HIV-infected family member.

Unallowable Costs:  
RWHAP funds may not be used to make cash payments to intended clients of 
RWHAP-funded services.  This prohibition includes cash incentives and cash 
intended as payment for RWHAP core medical and support services.  Where direct 
provision of the service is not possible or effective, store gift cards,2 vouchers, 

2 Store gift cards that can be redeemed at one merchant or an affiliated group of merchants 
for specific goods or services that further the goals and objectives of the RWHAP are 
allowable as incentives for eligible program participants. 
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coupons, or tickets that can be exchanged for a specific service or commodity (e.g., 
food or transportation) must be used.   

RWHAP recipients are advised to administer voucher and store gift card programs in 
a manner which assures that vouchers and store gift cards cannot be exchanged for 
cash or used for anything other than the allowable goods or services, and that 
systems are in place to account for disbursed vouchers and store gift cards.3   

Other unallowable costs include: 
• Clothing
• Employment and Employment-Readiness Services
• Funeral and Burial Expenses
• Property Taxes

Allowable Costs: 
The following service categories are allowable uses of RWHAP funds.  The RWHAP 
recipient, along with respective planning bodies, will make the final decision 
regarding the specific services to be funded under their grant or cooperative 
agreement.  

Service Category Descriptions and Program Guidance 
The following provides both a description of covered service categories and program 
guidance for RWHAP Part recipient implementation.  These service category 
descriptions apply to the entire RWHAP.  However, for some services, the RWHAP 
Parts (i.e., A, B, C, and D) must determine what is feasible and justifiable with 
limited resources.  There is no expectation that a RWHAP Part would cover all 
services, but recipients and planning bodies are expected to coordinate service 
delivery across Parts to ensure that the entire jurisdiction/service area has access 
to services based on needs assessment.  

The following core medical and support service categories are important to assist in 
the diagnosis of HIV infection, linkage to care for seropositive individuals, retention 
in care, and the provision of HIV treatment.  To be an allowable cost under the 
RWHAP, all services must relate to HIV diagnosis, care and support, and must 
adhere to established HIV clinical practice standards consistent with HHS treatment 
guidelines.  In addition, all providers must be appropriately licensed and in 
compliance with state and local regulations.  Recipients are required to work toward 
the development and adoption of service standards for all RWHAP-funded services.   

3 General-use prepaid cards are considered “cash equivalent” and are therefore unallowable. 
Such cards generally bear the logo of a payment network, such as Visa, MasterCard, or 
American Express, and are accepted by any merchant that accepts those credit or debit 
cards as payment.  Gift cards that are cobranded with the logo of a payment network and 
the logo of a merchant or affiliated group of merchants are general-use prepaid cards, not 
store gift cards, and therefore are unallowable. 
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RWHAP clients must meet income and other eligibility criteria as established by 
RWHAP Part A, B, C, or D recipients.  

RWHAP Core Medical Services 

AIDS Drug Assistance Program Treatments  

AIDS Pharmaceutical Assistance 

Early Intervention Services (EIS) 

Health Insurance Premium and Cost Sharing Assistance for Low-Income Individuals 

Home and Community-Based Health Services 

Home Health Care 

Hospice 

Medical Case Management, including Treatment Adherence Services 

Medical Nutrition Therapy 

Mental Health Services 

Oral Health Care 

Outpatient/Ambulatory Health Services 

Substance Abuse Outpatient Care 

RWHAP Support Services 

Child Care Services 

Emergency Financial Assistance 

Food Bank/Home Delivered Meals 

Health Education/Risk Reduction 

Housing 

Legal Services 
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Linguistic Services 

Medical Transportation  

Non-Medical Case Management Services 

Other Professional Services 

Outreach Services 

Permanency Planning 

Psychosocial Support Services 

Referral for Health Care and Support Services 

Rehabilitation Services  

Respite Care 

Substance Abuse Services (residential) 

Effective Date 
This PCN is effective for RWHAP Parts A, B, C, D, and F awards issued on or after 
October 1, 2016. This includes competing continuations, new awards, and non-
competing continuations.  

Summary of Changes 
August 18, 2016 –Updated Housing Service category by removing the prohibition 
on RWHAP Part C recipients to use RWHAP funds for this service. 
December 12, 2016 –  1) Updated Health Insurance Premium and Cost  Sharing  
Assistance for Low-Income Individuals service category by including standalone 
dental insurance as an allowable cost; 2) Updated Substance Abuse Services 
(residential) service category by removing the prohibition on RWHAP Parts C and D 
recipients to use RWHAP funds for this service; 3) Updated Medical Transportation 
service category by providing clarification on provider transportation; 4) Updated 
AIDS Drug Assistance Program Treatments service category by adding additional 
program guidance; and 5) Reorganized the service categories alphabetically and 
provided hyperlinks in the Appendix.  
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Appendix 

RWHAP Legislation: Core Medical Services 

AIDS Drug Assistance Program Treatments  
Description: 
The AIDS Drug Assistance Program (ADAP) is a state-administered program 
authorized under Part B of the RWHAP to provide FDA-approved medications to low-
income clients with HIV disease who have no coverage or limited health care 
coverage.  ADAPs may also use program funds to purchase health insurance for 
eligible clients and for services that enhance access to, adherence to, and 
monitoring of antiretroviral therapy.  RWHAP ADAP recipients must assess and 
compare the aggregate cost of paying for the health insurance option versus paying 
for the full cost for medications and other appropriate HIV outpatient/ambulatory 
health services  to ensure that purchasing health insurance is cost effective in the 
aggregate.   

Eligible ADAP clients must be living with HIV and meet income and other eligibility 
criteria as established by the state. 

Program Guidance: 
RWHAP Parts A, C and D recipients may  contribute RWHAP funds to the Part B 
ADAP for the purchase of medication and/or health insurance for ADAP-eligible 
clients. 

See PCN 07-03: The Use of Ryan White HIV/AIDS Program, Part B (formerly Title 
II), AIDS Drug Assistance Program (ADAP) Funds for Access, Adherence, and 
Monitoring Services; 
PCN 13-05: Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds 
for Premium and Cost-Sharing Assistance for Private Health Insurance; and  

PCN 13-06: Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds 
for Premium and Cost-Sharing Assistance for Medicaid 

See also AIDS Pharmaceutical Assistance and Emergency Financial Assistance 

AIDS Pharmaceutical Assistance 
Description: 
AIDS Pharmaceutical Assistance services fall into two categories, based on RWHAP 
Part funding.  

1. Local Pharmaceutical Assistance Program (LPAP) is operated by a RWHAP
Part A or B recipient or subrecipient as a supplemental means of providing
medication assistance when an ADAP has a restricted formulary, waiting list
and/or restricted financial eligibility criteria.

RWHAP Part A or B recipients using the LPAP service category must establish
the following:
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• Uniform benefits for all enrolled clients throughout the service area
• A recordkeeping system for distributed medications
• An LPAP advisory board
• A drug formulary approved by the local advisory committee/board
• A drug distribution system
• A client enrollment and eligibility determination process that includes

screening for ADAP and LPAP eligibility with rescreening at minimum of
every six months

• Coordination with the state’s RWHAP Part B ADAP
o A statement of need should specify restrictions of the state

ADAP and the need for the LPAP
• Implementation in accordance with requirements of the 340B Drug

Pricing Program and the Prime Vendor Program

2. Community Pharmaceutical Assistance Program is provided by a RWHAP Part
C or D recipient for the provision of long-term medication assistance to
eligible clients in the absence of any other resources.  The medication
assistance must be greater than 90 days.

RWHAP Part C or D recipients using this service category must establish the
following:

• A financial eligibility criteria and determination process for this specific
service category

• A drug formulary consisting of HIV primary care medications not
otherwise available to the client

• Implementation in accordance with the requirements of the 340B Drug
Pricing Program and the Prime Vendor Program

Program Guidance: 
For LPAPs: Only RWHAP Part A grant award funds or Part B Base award funds may 
be used to support an LPAP.  ADAP funds may not be used for LPAP support.  LPAP 
funds are not to be used for Emergency Financial Assistance.  Emergency Financial 
Assistance may assist with medications not covered by the LPAP.   

For Community Pharmaceutical Assistance:  This service category should be used 
when RWHAP Part C or D funding is expended to routinely refill medications. 
RWHAP Part C or D recipients should use the Outpatient Ambulatory Health 
Services or Emergency Financial Assistance service for non-routine, short-term 
medication assistance. 

See Ryan White HIV/AIDS Program Part A and B National Monitoring Standards 
See also LPAP Policy Clarification Memo  
See also AIDS Drug Assistance Program Treatments and Emergency Financial 
Assistance 
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Early Intervention Services (EIS) 
Description: 
The RWHAP legislation defines EIS for Parts A, B, and C.  See § 2651(e) of the 
Public Health Service Act.   

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 service.  
RWHAP Part recipients should be aware of programmatic expectations that stipulate 
the allocation of funds into specific service categories. 

• 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 HIV-
infected
 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

• RWHAP Part C EIS services must include the following four components:
o Counseling individuals with respect to HIV
o High risk targeted HIV testing (confirmation and diagnosis of the

extent of immune deficiency)
 Recipients must coordinate these testing services under Part C

EIS with other HIV prevention and testing programs to avoid
duplication of efforts

 The HIV testing services supported by Part C EIS funds cannot
supplant testing efforts covered by other sources

o Referral and linkage to care of HIV-infected clients to
Outpatient/Ambulatory Health Services, Medical Case Management,
Substance Abuse Care, and other services as part of a comprehensive
care system including a system for tracking and monitoring referrals

o Other clinical and diagnostic services related to HIV diagnosis
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Health Insurance Premium and Cost Sharing Assistance for Low-Income 
Individuals 
Description:  
Health Insurance Premium and Cost  Sharing Assistance provides financial 
assistance for eligible clients living with HIV to maintain continuity of health 
insurance or to receive medical and pharmacy benefits under a health care 
coverage program. For purposes of this service category, health insurance also 
includes standalone dental insurance. The service provision consists of the 
following: 

• Paying health insurance premiums to provide comprehensive HIV
Outpatient/Ambulatory Health Services, and pharmacy benefits that provide
a full range of HIV medications for eligible clients; and/or

• Paying standalone dental insurance premiums to provide comprehensive oral
health care services for eligible clients; and/or

• Paying cost sharing on behalf of the client.

To use RWHAP funds for health insurance premium assistance (not standalone 
dental insurance assistance), an RWHAP Part recipient must implement a 
methodology that incorporates the following requirements: 

• RWHAP Part recipients must ensure that clients are buying health coverage
that, at a minimum, includes at least one drug in each class of core
antiretroviral therapeutics from the Department of Health and Human
Services (HHS) treatment guidelines along with appropriate HIV
outpatient/ambulatory health services.

• RWHAP Part recipients must assess and compare the aggregate cost of
paying for the health insurance option versus paying for the full cost for
medications and other appropriate HIV outpatient/ambulatory health services
to ensure that purchasing health insurance is cost effective in the aggregate,
and allocate funding to Health Insurance Premium and Cost Sharing
Assistance only when determined to be cost effective.

To use RWHAP funds for standalone dental insurance premium assistance, an 
RWHAP Part recipient must implement a methodology that incorporates the 
following requirement: 

• RWHAP Part recipients must assess and compare the aggregate cost of
paying for the standalone dental insurance option versus paying for the full
cost of HIV oral health care services to ensure that purchasing standalone
dental insurance is cost effective in the aggregate, and allocate funding to
Health Insurance Premium and Cost Sharing Assistance only when
determined to be cost effective.
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Program Guidance:  

Traditionally, RWHAP Parts A and B recipients have supported health insurance 
premiums and cost sharing assistance. If a RWHAP Part C or Part D recipient has 
the resources to provide this service, an equitable enrollment policy must be in 
place and it must be cost-effective.  

See: 

PCN 07-05: Program Part B ADAP Funds to Purchase Health Insurance; 

PCN 13-05: Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds 
for Premium and Cost-Sharing Assistance for Private Health Insurance; 

PCN 13-06: Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds 
for Premium and Cost-Sharing Assistance for Medicaid; and 

PCN 14-01: Revised 4/3/2015: Clarifications Regarding the Ryan White HIV/AIDS 
Program and Reconciliation of Premium Tax Credits under the Affordable Care Act 

Home and Community-Based Health Services 
Description: 
Home and Community-Based Health Services are provided to a client living with 
HIV in an integrated setting appropriate to a 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: 

• 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

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. 

Home Health Care  
Description: 
Home Health Care is the provision of services in the home that are appropriate to a 
client’s needs and are performed by licensed professionals.  Services must relate to 
the client’s HIV disease and may include: 

• Administration of prescribed therapeutics (e.g. intravenous and aerosolized
treatment, and parenteral feeding)

• Preventive and specialty care
• Wound care
• Routine diagnostics testing administered in the home
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• Other medical therapies

Program Guidance: 
The provision of Home Health Care is limited to clients that are homebound.  Home 
settings do not include nursing facilities or inpatient mental health/substance abuse 
treatment facilities. 

Hospice Services 
Description: 
Hospice Services are end-of-life care services provided to clients in the terminal 
stage of an HIV-related illness.  Allowable services are: 

• Mental health counseling
• Nursing care
• Palliative therapeutics
• Physician services
• Room and board

Program Guidance: 
Services may be provided in a home or other residential setting, including a non-
acute care section of a hospital that has been designated and staffed to provide 
hospice services.  This service category does not extend to skilled nursing facilities 
or nursing homes.  

To meet the need for hospice services, a physician must certify that a patient is 
terminally ill and has a defined life expectancy as established by the recipient. 
Counseling services provided in the context of hospice care must be consistent with 
the definition of mental health counseling.  Palliative therapies must be consistent 
with those covered under respective state Medicaid programs. 

Medical Case Management, including Treatment Adherence Services 
Description: 
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 may be prescribed by an interdisciplinary team that includes other 
specialty care providers.  Medical Case 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 plan
• Re-evaluation of the care plan at least every 6 months with adaptations as

necessary
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• 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 services 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: 
Medical Case Management services have as their objective improving health care 
outcomes whereas Non-Medical Case Management Services 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 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. 

Medical Nutrition Therapy 
Description: 
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 services can be provided in individual and/or group settings and outside of 
HIV Outpatient/Ambulatory Health Services.   

Program Guidance: 
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 
dietitian or other licensed nutrition professional.  Services not provided by a 
registered/licensed dietician should be considered Psychosocial Support Services 
under the RWHAP.  

See Food-Bank/Home Delivered Meals 
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Mental Health Services 
Description: 
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 
licensed or authorized within the state to render such services. Such professionals 
typically include psychiatrists, psychologists, and licensed clinical social workers. 

Program Guidance: 
Mental Health Services are allowable only for HIV-infected clients. 

See Psychosocial Support Services 

Oral Health Care 
Description: 
Oral Health Care services provide outpatient diagnostic, preventive, and therapeutic 
services by dental health care professionals, including general dental practitioners, 
dental specialists, dental hygienists, and licensed dental assistants.   

Program Guidance: 
None at this time. 

Outpatient/Ambulatory Health Services 
Description: 
Outpatient/Ambulatory Health Services are diagnostic and therapeutic services 
provided directly to a client by a licensed healthcare provider in an outpatient 
medical setting.  Outpatient medical settings include clinics, medical offices, and 
mobile vans where clients do not stay overnight.  Emergency room or urgent care 
services are not considered outpatient settings.  Allowable activities include:  

• Medical history taking
• Physical  examination
• Diagnostic testing, including 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

Program Guidance: 
Treatment Adherence services provided during an Outpatient/Ambulatory Health 
Service visit should be reported under the Outpatient/Ambulatory Health Services 
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category whereas Treatment Adherence services provided during a Medical Case 
Management visit should be reported in the Medical Case Management service 
category. 

See Policy Notice 13-04: Clarifications Regarding Clients Eligibility for Private Health 
Insurance and Coverage of Services by Ryan White HIV/AIDS Program 
See Early Intervention Services 

Substance Abuse Outpatient Care 
Description: 
Substance Abuse Outpatient Care is the provision of outpatient services for the 
treatment of drug or alcohol use disorders.  Services include: 

• Screening
• 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 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 
guidance. 

See Substance Abuse Services (residential) 

RWHAP Legislation: Support Services 

Child Care Services 
Description: 
The RWHAP supports intermittent child care services for the children living in the 
household of HIV-infected clients for the purpose of enabling clients to attend 
medical visits, related appointments, and/or RWHAP-related meetings, groups, or 
training sessions. 

Allowable use of funds include: 
• A licensed or registered child care provider to deliver intermittent care
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• Informal child care provided by a neighbor, family member, or other person
(with the understanding that existing federal restrictions prohibit giving cash
to clients or primary caregivers to pay for these services)

Program Guidance: 
The use of funds under this service category should be limited and carefully 
monitored.  Direct cash payments to clients are not permitted. 

Such arrangements may also raise liability issues for the funding source which 
should be carefully weighed in the decision process.  

Emergency Financial Assistance 
Description: 
Emergency Financial Assistance provides limited one-time or short-term payments 
to assist the RWHAP client with an emergent need for paying for essential utilities, 
housing, food (including groceries, and food vouchers), transportation, and 
medication.  Emergency financial assistance can occur as a direct payment to an 
agency or through a voucher program. 

Program Guidance: 
Direct cash payments to clients are not permitted. 

It is expected that all other sources of funding in the community for emergency 
financial assistance will be effectively used and that any allocation of RWHAP funds 
for these purposes will be as the payer of last resort, and for limited amounts, uses, 
and periods of time.  Continuous provision of an allowable service to a client should 
not be funded through emergency financial assistance. 

See AIDS Drug Assistance Program Treatments, AIDS Pharmaceutical Assistance, 
and other corresponding categories 

Food Bank/Home Delivered Meals 
Description: 
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

safety exist

Program Guidance: 
Unallowable costs include household appliances, pet foods, and other non-essential 
products. 
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See Medical Nutrition Therapy.  Nutritional services and nutritional supplements 
provided by a registered dietitian are considered a core medical service under the 
RWHAP. 

Health Education/Risk Reduction 
Description: 
Health Education/Risk Reduction is the provision of education to clients living with 
HIV about HIV transmission and how to reduce the risk of HIV transmission. It 
includes sharing information about medical and psychosocial support services and 
counseling with clients to improve their health status.  Topics covered may include:  

• Education on risk reduction strategies to reduce transmission such as pre-
exposure prophylaxis (PrEP) for clients’ partners and treatment as prevention

• Education on health care coverage options (e.g., qualified health plans
through the Marketplace, Medicaid coverage, Medicare coverage)

• Health literacy
• Treatment adherence education

Program Guidance: 
Health Education/Risk Reduction services cannot be delivered anonymously. 

See Early Intervention Services 

Housing 
Description: 
Housing services provide transitional, short-term, or emergency housing assistance 
to enable a client or family to gain or maintain outpatient/ambulatory health 
services and treatment. Housing services include housing referral services and 
transitional, short-term, or emergency housing assistance.   

Transitional, short-term, or emergency housing provides temporary assistance 
necessary to prevent homelessness and to gain or maintain access to medical care.  
Housing services must also include the development of an individualized housing 
plan, updated annually, to guide the client’s linkage to permanent housing.  
Housing services also can include housing referral services: assessment, search, 
placement, and advocacy services; as well as fees associated with these services.  

Eligible housing can include either housing that: 
• Provides some type of core medical or support services (such as residential

substance use disorder services or mental health services, residential foster
care, or assisted living residential services); or

• Does not provide direct core medical or support 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.  The necessity
of housing services for the purposes of medical care must be documented.

Program Guidance: 
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RWHAP recipients and subrecipients must have mechanisms in place to allow newly 
identified clients access to housing services.  RWHAP recipients and subrecipients 
must assess every client’s housing needs at least annually to determine the need 
for new or additional services.  In addition, RWHAP recipients and subrecipients 
must develop an individualized housing plan for each client receiving housing 
services and update it annually. RWHAP recipients and subrecipients must provide 
HAB with a copy of the individualized written housing plan upon request.  

RWHAP Part A, B, C, and D recipients, subrecipients, and local decision making 
planning bodies are strongly encouraged to institute duration limits to housing 
services.  The U.S. Department of Housing and Urban Development (HUD) defines 
transitional housing as up to 24 months and HRSA/HAB recommends that recipients 
and subrecipients consider using HUD’s definition as their standard. 

Housing services cannot be in the form of direct cash payments to clients and 
cannot be used for mortgage payments.4  

Housing services, as described here, replaces the guidance provided in PCN 11-01. 

Legal Services 
See Other Professional Services 

Linguistic Services 
Description: 
Linguistic Services provide interpretation and translation services, both oral and 
written, to eligible clients.  These services must be provided by qualified linguistic 
services providers as a component of HIV service delivery between the healthcare 
provider and the client.  These services are to be provided when such services are 
necessary to facilitate communication between the provider and client and/or 
support delivery of RWHAP-eligible services. 

Program Guidance: 
Services provided must comply with the National Standards for Culturally and 
Linguistically Appropriate Services (CLAS).  

Medical Transportation 
Description: 
Medical Transportation is the provision of nonemergency transportation services 
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

4See sections 2604(i), 2612(f), 2651(b), and 2671(a) of the Public Health Service Act.
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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

Non-Medical Case Management Services  
Description: 
Non-Medical Case Management Services (NMCM) provide guidance and assistance 
in accessing medical, social, community, legal, financial, and other needed services.  
Non-Medical Case management 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, Medicare Part D, State Pharmacy Assistance Programs, 
Pharmaceutical Manufacturer’s Patient Assistance Programs, other state or local 
health care and supportive services, or health insurance Marketplace plans.  This 
service category includes several methods of communication including face-to-face, 
phone contact, and any other forms of communication deemed appropriate by the 
RWHAP Part recipient.  Key activities include:  

• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• 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: 
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Non-Medical Case Management Services have as their objective providing guidance 
and assistance in improving access to needed services whereas Medical Case 
Management services have as their objective improving health care outcomes.   

Other Professional Services 
Description: 
Other Professional Services allow for the provision of professional and consultant 
services rendered by members of particular professions licensed and/or qualified to 
offer such services by local governing authorities.  Such services may include:  

• Legal services provided to and/or on behalf of the individual living with HIV
and involving legal matters related to or arising from their HIV disease,
including:

o Assistance with public benefits such as Social Security Disability
Insurance (SSDI)

o Interventions necessary to ensure access to eligible benefits, including
discrimination or breach of confidentiality litigation as it relates to
services eligible for funding under the RWHAP

o Preparation of:
 Healthcare power of attorney
 Durable powers of attorney
 Living wills

• Permanency planning to help clients/families make decisions about the
placement and care of minor children after their parents/caregivers are
deceased or are no longer able to care for them, including:

o Social service counseling or legal counsel regarding the drafting of
wills or delegating powers of attorney

o Preparation for custody options for legal dependents including standby
guardianship, joint custody, or adoption

• Income tax preparation services to assist clients in filing Federal tax returns
that are required by the Affordable Care Act for all individuals receiving
premium tax credits

Program Guidance: 
Legal services exclude criminal defense and class-action suits unless related to 
access to services eligible for funding under the RWHAP. 

See 45 CFR § 75.459 

Outreach Services 
Description: 
Outreach Services include the provision of the following three activities: 

• Identification of people who do not know their HIV status and linkage into
Outpatient/Ambulatory Health Services

200198

http://webapps.dol.gov/federalregister/PdfDisplay.aspx?DocId=27995


• Provision of additional information and education on health care coverage
options

• Reengagement of people who know their status into Outpatient/Ambulatory
Health Services

Program Guidance: 
Outreach programs must be: 

• Conducted at times and in places where there is a high probability that
individuals with HIV infection and/or exhibiting high-risk behavior 

• Designed to provide quantified program reporting of activities and outcomes
to accommodate local evaluation of effectiveness

• Planned and delivered in coordination with local and state HIV prevention
outreach programs to avoid duplication of effort

• Targeted to populations known, through local epidemiologic data or review of
service utilization data or strategic planning processes, to be at
disproportionate risk for HIV infection

Funds may not be used to pay for HIV counseling or testing under this service 
category.   

See Policy Notice 12-01: The Use of Ryan White HIV/AIDS Program Funds for 
Outreach Services.  Outreach services cannot be delivered anonymously as 
personally identifiable information is needed from clients for program reporting. 

See Early Intervention Services 

Permanency Planning  
See Other Professional Services 

Psychosocial Support Services 
Description: 
Psychosocial Support Services provide group or individual support and counseling 
services to assist eligible people living with HIV to address behavioral and physical 
health concerns.  These services may include:  

• Bereavement counseling
• Caregiver/respite support (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: 

201199

http://hab.hrsa.gov/manageyourgrant/pinspals/outreachpolicy2012.pdf
http://hab.hrsa.gov/manageyourgrant/pinspals/outreachpolicy2012.pdf


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

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

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

For RWHAP Part D recipients, outpatient mental health services provided to affected  
clients (people not identified with HIV) should be reported as Psychosocial Support 
Services; this is generally only a permissible expense under RWHAP Part D.  

See Respite Care Services 

Rehabilitation Services 
Description: 
Rehabilitation Services are provided by a licensed or authorized professional in 
accordance with an individualized plan of care intended to improve or maintain a 
client’s quality of life and optimal capacity for self-care.  

Program Guidance: 
Examples of allowable services under this category are physical and occupational 
therapy.   

Referral for Health Care and Support Services 
Description: 
Referral for Health Care and Support Services directs a client to needed core 
medical or support services in person or through telephone, written, or other type 
of communication.  This service may include referrals to assist eligible clients to 
obtain 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, and other state or local 
health care and supportive services, or health insurance Marketplace plans).   

Program Guidance: 
Referrals for Health Care and Support Services provided by outpatient/ambulatory 
health care providers should be reported under the Outpatient/Ambulatory Health 
Services category.  

Referrals for health care and support services provided by case managers (medical 
and non-medical) should be reported in the appropriate case management service 
category (i.e., Medical Case Management or Non-Medical Case Management). 

Respite Care 
Description: 
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Respite Care is the provision of periodic respite care in community or home-based 
settings that includes non-medical assistance designed to provide care for an HIV-
infected client to relieve the primary caregiver responsible for the day-to-day care 
of an adult or minor living with HIV.  

Program Guidance: 
Recreational and social activities are allowable program activities as part of a 
respite care service provided in a licensed or certified provider setting including 
drop-in centers within HIV Outpatient/Ambulatory Health Services or satellite 
facilities.  

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

Funds may be used to support informal, home-based Respite Care, but liability 
issues should be included in the consideration of this expenditure.  Direct cash 
payments to clients are not permitted.  

See Psychosocial Support Services 

Substance Abuse Services (residential) 
Description: 
Substance Abuse Services (residential) is the provision of services for the treatment 
of drug or alcohol use disorders in a residential setting to include screening, 
assessment, diagnosis, and treatment of substance use disorder.  This service 
includes: 

• Pretreatment/recovery readiness programs
• Harm reduction
• Behavioral health counseling associated with substance use disorder
• Medication assisted therapy
• Neuro-psychiatric pharmaceuticals
• Relapse prevention
• Detoxification, if offered in a separate licensed residential setting (including

a separately-licensed detoxification facility within the walls of an inpatient
medical or psychiatric hospital)

Program Guidance: 
Substance Abuse Services (residential) is permitted only when the client has 
received a written referral from the clinical provider as part of a substance use 
disorder treatment program funded under the RWHAP.   

Acupuncture therapy may be allowable funded under this service category only 
when it is included in a documented plan as part of a substance use disorder 
treatment program funded under the RWHAP.     
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RWHAP funds may not be used for inpatient detoxification in a hospital setting, 
unless the detoxification facility has a separate license.  
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Clarifications Regarding the Use 
of Ryan White HIV/AIDS Program 
Funds for Health Care Coverage 
Premium and Cost Sharing 
Assistance 
Policy Clarification Notice (PCN) #18-01 (revised 08/30/2018) 
Replaces PCNs #07-05, #13-05, and #13-06 
Relates to PCNs #13-01, #13-04, #14-01, and #16-02 
  
Scope of Coverage 
Ryan White HIV/AIDS Program Parts A, B (including the AIDS Drug Assistance 
Program [ADAP]), C, D, and Part F where funding supports direct care and 
treatment services. 
 
Purpose of PCN 
This PCN streamlines the Health Resources and Services Administration (HRSA) 
HIV/AIDS Bureau (HRSA HAB) policy regarding the use of Ryan White HIV/AIDS 
Program (RWHAP) funds for premium and cost sharing assistance for the purchase 
and maintenance of private health insurance, Medicaid, and Medicare coverage.  
This updated PCN simplifies and replaces the following three notices: 07-05 Use of 
Ryan White HIV/AIDS Program Part B ADAP Funds to Purchase Health Insurance; 
13-05 Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds for 
Premium and Cost-Sharing Assistance for Private Health Insurance; and 13-06 
Clarifications Regarding Use of Ryan White HIV/AIDS Program Funds for Premium 
and Cost-Sharing Assistance for Medicaid.  
 
Background  
The RWHAP statute, codified at title XXVI of the Public Health Service Act, 
stipulates that RWHAP funds may not be used “for any item or service to the extent 
that payment has been made, or can reasonably be expected to be made…” by 
another payment source.1  Recipients must assure that funded providers make 
reasonable efforts to secure non-RWHAP funds whenever possible for services to 
individual clients.  RWHAP recipients and their subrecipients are expected to 
vigorously pursue enrollment into health care coverage for which their clients may 

                                                           
1 See Sections 2605(a)(6), 2617(b)(7)(F), 2664(f)(1), and 2671(i) of the Public Health Service Act. 
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be eligible (e.g., Medicaid, Children’s Health Insurance Program (CHIP), Medicare, 
state-funded HIV programs, employer-sponsored health insurance coverage, and/or 
other private health insurance) in order to maximize finite RWHAP grant resources.    
 
The RWHAP, as the payor of last resort will continue to fund RWHAP services not 
covered, or partially covered, by public or private health care coverage.  RWHAP 
recipients and subrecipients should consider assisting individual clients by paying 
for premiums and/or cost sharing, if cost effective. 
 
General Guidance and Expectations 
 
Using RWHAP Part A, Part B, ADAP, Part C, and Part D Funds to 
Pay for Health Care Coverage 
According to RWHAP statute, funds awarded under RWHAP Parts A, B, and C may 
be used to support the HRSA RWHAP core medical service “Health Insurance 
Premium and Cost Sharing Assistance for Low-Income Individuals,” regardless of 
the kind of health care coverage (public or private), in accordance with Section 
2615 of the Public Health Service Act (Continuum of Health Insurance Coverage) and 
HRSA HAB PCN 16-02 Ryan White HIV/AIDS Program Services: Eligible Individuals 
and Allowable Uses of Funds.”2     
 
According to statute, funds awarded under RWHAP ADAP may be used to cover 
costs associated with health care coverage.  Health care coverage costs that are 
allowable uses of RWHAP ADAP funds include premiums and medication cost 
sharing, in accordance with Section 2616 of the Public Health Service Act (Provision 
of Treatments) and HRSA HAB PCN 16-02, regardless of the kind of health care 
coverage (public or private).   
 
RWHAP Part D recipients may use funds to support the HRSA RWHAP core medical 
service “Health Insurance Premium and Cost Sharing Assistance for Low-Income 
Individuals,” in accordance with HRSA HAB PCN 16-02.  
 
All RWHAP recipients must determine how to operationalize their health care 
coverage premium and cost sharing assistance programs and demonstrate that: 
 

1. Clients obtain health care coverage that at a minimum, includes at least one 
U.S. Food and Drug Administration (FDA) approved medicine in each drug 
class of core antiretroviral medicines outlined in the U.S. Department of 

                                                           
2 See Section 2604(c)(3)(F), Section 2612(c)(3)(F), and Section 2651(c)(3)(F) of the Public Health Service Act. 
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Health and Human Services’ Clinical Guidelines for the Treatment of HIV,3 as 
well as appropriate HIV outpatient/ambulatory health services; and 

2. The cost of paying for the health care coverage (including all other sources of 
premium and cost sharing assistance) is cost-effective in the aggregate 
versus paying for the full cost for medications and other appropriate HIV 
outpatient/ambulatory health services (RWHAP Part A, RWHAP Part B, RWHAP 
Part C, and RWHAP Part D).  RWHAP ADAP must determine the cost of paying 
for the health care coverage is cost-effective in the aggregate versus paying 
for the full cost for medications.  

 
RWHAP Parts A, B, C, and D recipients may consider providing their health 
insurance premiums and cost sharing resource allocation to their state RWHAP 
ADAP, particularly where the ADAP has the infrastructure to verify health care 
coverage status and process payments for public or private health care coverage 
premiums and cost sharing. 
 
RWHAP recipients must be able, upon request, to demonstrate the methodologies 
applied for determining compliance with these two requirements.  As with other 
allowable costs, recipients are responsible for accounting and reporting on funds 
used for this purpose. 
 
Guidance and Expectations for Specific Types of Health 
Care Coverage 
 
Private Health Insurance 
Private health insurance consists of any health care coverage that can be purchased 
by an individual or an employer.  This includes private health insurance associated 
with employment (e.g., employer-sponsored or continuation of health care 
coverage such as Consolidated Omnibus Budget Reconciliation Act (COBRA)) and 
private health insurance otherwise available for purchase by an individual or family.  
Private health insurance plans must, at a minimum, provide comprehensive primary 
health care services, deemed adequate by the state.  RWHAP funds may be used to 
cover the cost of private health insurance premiums and cost sharing (including 
deductibles, copayments, and coinsurance) to assist eligible low-income clients in 
maintaining private health insurance or receiving medical benefits under a health 
insurance or benefits program, including high-risk pools.  However, RWHAP funds 
must not be used to pay for any administrative costs outside of the premium 
payment of health plans or high-risk pools.  It is particularly important that all 
sources of premium and cost sharing assistance4 are included in the cost 
                                                           
3 https://aidsinfo.nih.gov/guidelines  
4 Advance premium tax credits and other federal or state cost sharing reductions may be available and need to be 
considered in cost-effectiveness determinations.  
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effectiveness calculation.  RWHAP recipients must vigorously pursue these other 
sources of premium and cost sharing assistance to ensure RWHAP remains the 
payor of last resort. 
 
Medicaid 
Medicaid provides health care coverage to millions of Americans, including eligible 
low-income adults, children, pregnant women, elderly adults, and people with 
disabilities.  Medicaid is administered by states, according to federal requirements.  
The program is funded jointly by states and the federal government. 
 
In some states, Medicaid-eligible clients may incur premium expenses and/or cost 
sharing.  RWHAP funds may be used to pay the cost of Medicaid premiums, 
deductibles, and copayments consistent with federal regulations and RWHAP policy. 
 
Some states may use Medicaid funds to provide Medicaid-equivalent coverage 
through the purchase of private health insurance.  In instances where the private 
health insurance does not meet Medicaid standards, the Medicaid program must 
provide the wrap-around coverage and cost sharing assistance necessary to make 
the coverage Medicaid-equivalent.  RWHAP funds must not be used to pay for 
premiums or cost sharing assistance for private health plans that are paid for or 
reasonably expected to be paid for by Medicaid.  However, RWHAP funds may be 
used to pay for any remaining premium and/or cost sharing amounts not covered 
by Medicaid. 
 
Recipients and subrecipients are strongly encouraged to work with their state 
Medicaid program to coordinate payment of premiums and cost sharing for clients, 
where permitted. 
 
Medicare 
Medicare is health care coverage for people who are age 65 and older and certain 
other populations affected by disability funded and administered by the Centers for 
Medicare & Medicaid Services (CMS).  There are four parts: 
 

• Medicare Part A (hospital insurance) covers inpatient hospital care, skilled 
nursing facility, hospice, lab tests, surgery, and home health care; 

• Medicare Part B (medical insurance) covers doctor and other health care 
providers' services, outpatient care, durable medical equipment, home health 
care, and some preventive services; 

• Medicare Part C  (Medicare Advantage Plans) provides Medicare Part A and B 
benefits, and may include prescription drug coverage (Part D); and 
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• Medicare Part D Medicare Prescription Drug Coverage - covers prescription 
drugs.5 

RWHAP funds may be used to pay for Medicare premiums and cost sharing 
associated with Medicare Parts B, C, and D coverage, when doing so is determined 
to be cost effective in the aggregate and includes coverage for both 
outpatient/ambulatory health services and prescription drug coverage that includes 
at least one drug in each class of core antiretroviral therapeutics, as described 
above.  
 
To meet this requirement, RWHAP Part A, B, C, and D recipients may use funds to 
pay for Medicare Part B (outpatient/ambulatory health services) premiums and cost 
sharing, but must also pay for the Medicare Part D (medication) premiums and cost 
sharing.  RWHAP Part A, B, C, and D recipients may also use funds to pay for 
Medicare Part C premiums and cost sharing assistance, when the plan covers both 
outpatient ambulatory health services and at least one medication in each drug 
class of core antiretrovirals.  If the Medicare Part C plan does not cover at least one 
medication in each drug class of core antiretrovirals, the RWHAP Parts A, B, C, and 
D recipients, must also pay for Medicare Part D premiums and cost sharing to meet 
the RWHAP requirement for health care coverage.  
 
RWHAP Parts A, B, C, and D may not pay premiums for Medicare Part D alone; 
however, RWHAP ADAP funds may be used to pay Medicare Part D premiums and 
cost sharing assistance alone, when it is cost-effective to do so versus paying for 
the full cost of medications.  RWHAP funds must not be used to pay for premiums 
or cost sharing assistance for Medicare Part A, as inpatient care is not a RWHAP 
allowable cost (see Table 1). 
 
Table 1. Medicare Costs Allowable in the RWHAP 
Medicare Part RWHAP Funds 
Medicare Part A Must not be used by any RWHAP recipient to pay 

premiums or cost sharing. 
Medicare Part B May be used by all RWHAP recipients to pay 

premiums and/or cost sharing in conjunction with 
paying for Medicare Part D premiums or cost 
sharing.  

Medicare Part C May be used by all RWHAP recipients to pay 
premiums and/or cost sharing when the Medicare 
Part C plan includes prescription drug coverage; or 
in conjunction with paying for Medicare Part D 
premiums and cost sharing for plans that do not 
include prescription drug coverage. 

                                                           
5 See What Medicare Covers:  https://www.medicare.gov/what-medicare-covers/index.html  
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Medicare Part RWHAP Funds 
Medicare Part D 
 
 
 
Medicare Part D 
(continued) 

May be used by RWHAP Part A, B, C, and D 
recipients to pay premiums or cost sharing in 
conjunction with paying Medicare Part B or Medicare 
Part C premiums or cost sharing  
May be used by RWHAP ADAP recipients to pay 
Medicare Part D premiums and cost sharing when 
cost effective versus paying for the full cost of 
medications. 

 
 
RWHAP funds must not be used to reimburse Medicare Part B premiums paid by 
clients because cash and cash-equivalent payments to RWHAP clients are 
prohibited.  However, state or local government entities or other organizations can 
enter into a group-billing arrangement with CMS to pay Medicare Part B premiums 
directly to CMS (42 C.F.R. section 408.60). 
 
RWHAP recipients should refer to HRSA HAB PCN 16-02 for additional information 
regarding paying health insurance premiums and cost sharing assistance.  
 
Conclusion 
RWHAP funds may be used to help clients purchase and maintain health care 
coverage, in accordance with RWHAP statute and policy.  The payor of last resort 
requirement when applied to health care coverage requires RWHAP recipients and 
subrecipients to consider other sources of premium and cost sharing payment when 
determining how to operationalize a premium and cost sharing assistance program.  
Recipients and subrecipients also should work directly with private health insurance 
issuers, Medicaid, and/or Medicare to coordinate payment of premiums and cost 
sharing for clients. 
 
Effective Date:  June 20, 2018  
 

208


	PSRA Draft.pdf
	Allocations and Expenditures PSRA 2019
	c1. Client Profile - Cover
	c1b. UPDATED Client Profile Summary
	c1c. Client Profile - Demographics - CORRECTED
	c1d. Client Profile - SA Comparisons - CORRECTED
	c1e. Substance Abuse Trends by Race and Age - IEHPC Request
	c1f. Health Outcomes
	c1g. UPDATED Adverse Outcomes
	c1h. Client Indicator Definitions (2)
	c1h. Client Indicator Definitions (3)
	e1. Service Dashboards Cover
	e1. Service Dashboards
	3. Oral.pdf
	Oral

	4. EIS.pdf
	EIS

	5. HCBHS.pdf
	HCBHS

	6. MCM.pdf
	MCM

	7. MH.pdf
	MH

	8. SA.pdf
	SA

	9. CM.pdf
	CM

	10. Food.pdf
	Food

	11. Housing.pdf
	Housing

	12. Transportation.pdf
	Transportation

	13. PsySoc.pdf
	PsySoc

	14. MNT.pdf
	MNT

	15. EFA.pdf
	EFA-Final


	Epi 1. Cover - Epidemiology Cover
	Epi 3. Presentation 2018
	Epi 4. TGA 3 Year Incd_Prev_L2T DETAIL 2015 - 2017
	1.b.a TGA 3 Year Incd_Prev_L2T DETAIL 2015 - 2017 _5.29.18
	1.b.b TGA 3 Year Incd_Prev_L2T DETAIL 2015 - 2017 _5.29.18

	Epi 5. TGA Incid and Prev by County 2007 - 2017
	Epi 6. Unaware_Unmet Need
	Gap 1. Cover - Resource Gap Cover
	Gap 2. Resource Gap Analysis - Main Page + Scenario Page
	GAP Main
	GAP Scenario


	Epi 2. HIV Continuum 2017.pdf
	getting to zero.pdf
	IP_2016_Finalgetting to zero.pdf
	IP_2016_ExecSum.pdf.pdf

	Blank Page
	Blank Page
	Blank Page
	2019 Priority Setting Pages.pdf
	(
	
	
	

	Binder4.pdf
	FInal E-binder of PSRA 2018 185
	FInal E-binder of PSRA 2018 186
	FInal E-binder of PSRA 2018 187
	FInal E-binder of PSRA 2018 188
	FInal E-binder of PSRA 2018 189
	FInal E-binder of PSRA 2018 190
	FInal E-binder of PSRA 2018 191
	FInal E-binder of PSRA 2018 192
	FInal E-binder of PSRA 2018 193
	FInal E-binder of PSRA 2018 194
	FInal E-binder of PSRA 2018 195
	FInal E-binder of PSRA 2018 196
	FInal E-binder of PSRA 2018 197
	FInal E-binder of PSRA 2018 198
	FInal E-binder of PSRA 2018 199
	FInal E-binder of PSRA 2018 200
	FInal E-binder of PSRA 2018 201
	FInal E-binder of PSRA 2018 202
	FInal E-binder of PSRA 2018 203
	FInal E-binder of PSRA 2018 204
	FInal E-binder of PSRA 2018 205
	FInal E-binder of PSRA 2018 206
	FInal E-binder of PSRA 2018 207
	FInal E-binder of PSRA 2018 208

	Blank Page
	Ryan White HIVAIDS Program 1602.pdf
	Clarifications Regarding the Use of Ryan White HIV/AIDS Program Funds for Health Care Coverage Premium and Cost Sharing Assistance
	Purpose of PCN
	Background
	General Guidance and Expectations
	Using RWHAP Part A, Part B, ADAP, Part C, and Part D Funds to Pay for Health Care Coverage
	Private Health Insurance
	Medicaid
	Medicare

	Conclusion

	Pages from FInal E-binder of PSRA 2018-2PSRA process.pdf
	Ryan White Program (RWP) Conflict of Interest Guidelines Inland Empire HIV Planning Council (IEHPC)
	Ryan White Program (RWP) Conflict of Interest Guidelines Inland Empire HIV Planning Council (IEHPC)
	PS&RA PROCESS
	Ryan White Program (RWP) Conflict of Interest Guidelines Inland Empire HIV Planning Council (IEHPC)
	Riverside/San Bernardino, CA Transitional Grant Area (TGA)

	Ryan White Program (RWP) Conflict of Interest Guidelines Inland Empire HIV Planning Council (IEHPC)
	B. Resource Allocations Process
	Ryan White Program (RWP) Conflict of Interest Guidelines Inland Empire HIV Planning Council (IEHPC)
	Revisions to PSRA Process

	PRIORITY SETTING AND RESOURCEALLOCATIONS PROCESS

	Copy of 12 2018 PSRA Allocation Worksheet 2019-20 (1)2.pdf
	Allocations
	Revides based on %




