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Teleconferencing Site***
Desert AIDS Project
1695 North Sunrise Way
Palm Springs, CA 92262-3702
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Agenda
9:00am

1. Call to Order



T. Evans

Roll Call*
Introductions

2. Public Comments1

Members of the Public

3. Members Privilege

PC Members

4. Approval of Agenda2

Committee Members

5. Approval of Minutes2

5.1 Finance Minutes of November 17, 2013
5.2 Bylaws Minutes of June 5, 2014

Committee Members

6. Old Business2

T. Evans

7. New Business2

T. Evans

6.1 Final review of P & P’s
7.1 Develop FY 2015/2016 budget

8. Public Comments1
9.
10.

PC Members/ T. Evans

Members Privilege

PC Members

Review of Action Item

PC Staff

1

11:00am

PC Members/T. Evans

11.

Agenda Setting for Next Meeting

12.

Roll Call*

PC Staff

13.

Adjournment

T. Evans

January 8, 2015

1

Public Comments: Any member of the public may address this meeting on items of interest that relate to the
Ryan White CARE Act by completing a speaker slip to indicate their interest in addressing the Planning Council. A
three-minute limitation will normally apply to each member of the public who wishes to comment, unless waived
by the Chair.
2
The agenda item may consist of a discussion and a vote. Public comments can be made prior to each Planning
Council vote.
* Members must be present at both roll calls to receive credit for meeting attendance.
** Attachment was not available at time of printing, but will be available at the meeting.
*** Teleconferencing line will be disconnected after 15 minutes it there are no participants on the line.
Requests for special accommodations (e.g., language translation) must be received 72 hours prior to the date of
the meeting. Contact PC Support at (909) 693-0750
All meetings of the Planning Council and its committees are open to interested parties from the general public.
Notices are posted in compliance with the California Brown Act. Information regarding Planning Council meetings,
and/or minutes of meetings are public records and are available upon request from the Planning Council Support
Staff by calling (909) 693-0750 or by visiting the website http://www.iehpc.org.
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Section 1: Introduction to the Inland Empire HIV
Planning Council
Content
This section provides a brief description of the Inland Empire HIV Planning Council (Council), its
service areas, and the mission, vision, and principles that guide its work. It includes a service
areas map.

The Inland Empire HIV Planning Council
Background
As the recipient of funds under Part A (formerly Title I) of the national Ryan White HIV/AIDS
treatment legislation (enacted in 1990, amended 1996, 2000, and 2006), the Grantee (San
Bernardino County Department of Public Health) is required to appoint an HIV health services
planning council of community representatives that is representative and reflective of the local
epidemic. This Council is known as the Inland Empire HIV Planning Council (IEHPC).
The purpose of the Council is to ensure the development of a client-centered, comprehensive
continuum of care for persons living with HIV disease throughout the Riverside/San Bernardino,
Transitional Grant Area (TGA). To accomplish this, it provides intensive planning for the TGA
and promotes development of HIV/AIDS health services that meet identified health and support
service needs in a cost-effective manner, reduce inefficiencies, and address the needs of
uninsured, underinsured, and low-income persons living with HIV/AIDS (PLWH/A) in the TGA.

Service Area
The Inland Empire HIV Planning Council is the Ryan White planning body for the two-county
area of Riverside and San Bernardino known as the Inland Empire. There are six (6) Service
Areas within the Riverside/San Bernardino, CA Transitional Grant Area (West Riverside County1, Mid Riverside County-2, East Riverside County-3, San Bernardino West Valley-4, San
Bernardino East Valley-5, and San Bernardino Desert-6, Service Areas 1, 2, 3, 4, 5, & 6,
respectively).

Mission, Vision, and Guiding Principles
The Mission, Vision, Guiding Principles and Shared Values are stated in the current
Council Comprehensive Service Plan.
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Riverside/San Bernardino, CA TGA
Service Areas
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1

West Riverside

2

Mid Riverside

3

East Riverside

4

West Valley SB

5

East Valley SB

6

Desert SB
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Section 2: Bylaws
Content
The Council Bylaws were approved by the Planning Council on August 25, 2011 and by the San
Bernardino County Board of Supervisors on September 27, 2011. Bylaws are available on the
Council website.
In order to assist the Council with mandated responsibilities this document provides additional
Policies and Procedures that are not included in the Bylaws.

Committee Structure
Attached is a chart showing the Council’s committee structure:
Formatted: Font: (Default) Arial, 11 pt
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Inland Empire HIV Planning Council
Committee Structure

LEGEND
Planning Council
Committees

Chief Elected
Official (CEO)

Consultants

BYLAWS
Consultants

Bylaws
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Continuum
of Care
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Council
Development
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Empowerment
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Planning
Council

EAM
Committee

Finance
Committee
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Grievances
Committee

Planning
Committee

Standards
Committee

Section 3:

General Policies

Content
This section includes general policies designed to govern the actions of the Council not stated
in the Bylaws or IGA. These policies apply to the Council’s legislatively mandated activities and
include the following:
•
•

•

•

Non-Discrimination - Expansion of Information provided in Article VII of the Bylaws
Conflict of Interest – Copies of the Cover Letter and Conflict of Interest Declaration, which
are used to help implement the Conflict of Interest Policy, which is in article VIII of the
Bylaws
Confidentiality - Expansion of the information provided in the Code of Conduct, in Article IX
of the Bylaws, including Confidentiality Statements to be signed by Council members and
staff.
Records Retention –Defining what written or recorded material will be retained and
for what period of time.

Other General Policies are included in full in the Bylaws, provided in Tab 2 of this Manual:
• Code of Conduct (Article IX)
• Grievance Procedures (Article XI)
This section includes supporting documents for the Conflict of Interest Policy, including a cover
letter to Council members and the Conflict of Interest Declaration.

Non-Discrimination
Purpose
To create a safe and healthy Council environment that is free of discriminatory conduct and
promotes equality and diversity.

Policy
The Council shall affirmatively seek out individuals with specific characteristics as may be
necessary to comply with applicable statutory and regulatory requirements. These requirements
include legislated categories of membership and required member reflectiveness of the
HIV/AIDS epidemic in the TGA. Efforts shall be made to ensure a culturally and linguistically
diverse membership as well as the representation of diverse populations infected with or
affected by HIV/AIDS.

Procedures
1. The CDC shall be responsible for ensuring that discrimination in the selection of new
members does not occur and that the membership of the Council is reflective of the
demographics in the TGA.
2. All Council members shall support CDC in achieving the goals of equality and diversity.

3. The Empowerment Committee and the CDC shall develop a Reflectiveness Recruitment
Plan that addresses the needs and concerns of equality and diversity, with specific goals
and desired outcomes.
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4. The Reflectiveness Recruitment Plan and its outcomes shall be reviewed by the Council
Development Committee on an annual basis and findings reported to the Council.
5.

If a specific goal has not been addressed or achieved, then a remedial plan shall be
initiated by the Council Development Committee and submitted to the Council for
approval.

The purpose of this Membership Recruitment Plan is to ensure that the make –up of the Council
membership is reflective of our Transitional Grant Area (TGA); that non-aligned consumers is at a
minimum 33.3%; to include representation of the mandated HRSA member categories and maintain
membership range between 18 and 32 members.
In reviewing the make-up of the current Council membership, the Council Development Committee has
identified areas where the Council has not met the minimum requirements. They are:
• Members: Due to a recently new Board of Supervisor policies that require members term out.
The Council Bylaws state that a member can serve up to two (2) three (3) year terms and that
one third of the member’s term out starting on December 31, 2012. This resulted in a
significant drop in membership. (Membership dropped from 24 to 18) and due to illness
membership dropped from 18 to 16 as of June 2013.
• Out of the 15 HRSA mandated membership categories – Three have not been met. They are 1) a
representative of a local Federally recognized Native American Tribe; 2) a representative from of
another Federal HIV program (including HIV prevention programs) and 3) a representative that
has been formerly incarcerated that is a person living with HIV.
The following is the proposed Plan of Action for general and target membership recruitment.
Priority
Activity*
Who’s Responsible
1. Increase Council
Membership to 32 and
consumer membership at
a minimum of 33% on the
Council.

A) In order to recruit consumers CDC will identify all
providers that receive Ryan White funds and schedule
trainings on the Council and Council membership for case
managers and social workers.

Council Staff will contact each
agency to coordinate in-service by
August 30, 2013.

B) In order to increase both Council and Consumer
membership, CDC will coordinate with each Ryan White
funded provider and ask them to distribute Planning
Council brochures that will contain membership
information in their outreach mailings and/or request to
post a link to the Council on their website.

Council Staff will contact each
provider in order to distribute
Council Brochures at site, online
and at appropriate support group
meetings.
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Timeline
Apr, Aug & Nov

Council Staff and/or Council
member will conduct in-service

Ongoing

C

Priority

2

Increase community
awareness through
marketing and outreach

C) In order to increase both Council and Consumer
membership CDC will coordinate an annual recruitment
drive (November of each year) for Council members
requiring them to distribute Council Brochures and get 12
names of consumers/advocates for the Council
Development and the Empowerment Committee
members to follow-up on.

Council Development committee
November
(CDC) Chair will promote and give
Council meeting.
instruction to Council members on
the annual recruitment drive at the
September Council meeting

Activity*

Who’s Responsible

Timeline

D) In order to increase both Council and Consumer
membership CDC will attend at least two (2) Ryan White
program provider meetings per year to promote the
Planning Council and Council Membership. In order to
increase both Council and Consumer membership.

Council staff will confirm date and
time with RWP staff.

Aug, Oct & Jan

E) In order to increase both Council and Consumer
membership CDC will represent the Council at Countywide
workgroups and collaboratives that address the needs of
individuals infected and affected by HIV/AIDS and other
health related issues in both Riverside and San Bernardino
counties. In order to increase both Council and Consumer
membership.

Council Staff will identify working
groups/collaboratives within TGA
and provide to CDC

Ongoing

F) In order to increase both Council and Consumer
membership CDC will coordinate with Planning Council
Webmaster to create a recruitment “pop up” message
periodically during the year. In order to increase both
Council and Consumer membership.

Council Staff will contact Zhappo
representative.

Aug, Oct, Jan,

A) In order to increase both Council and Consumer
membership CDC will utilize Riv/SB County resources to
increase outreach – i.e. –websites of County Board of
Supervisors, County Public Health Websites, and

Council Staff will contact the
County Departments and agencies
in both Riv/SB to post information

Ongoing
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CDC will link Council members to
working groups/collaboratives

C

Community Hospital websites. In order to increase both
Council and Consumer membership.

on Health related websites

B) P In order to increase both Council and Consumer
membership CDC will post Planning Council Information
Sheet indicating why consumer involvement is important
throughout TGA on community websites and at
community resource centers. i.e. CSUSB Gay and Lesbian
Center, Riverside and San Bernardino Supervisor websites

Council Staff will develop an
information Sheet on the Council
by September 26th, 2013 for
Council approval and distribution.

September and
ongoing

Activity*

Who’s Responsible

Timeline

3. Maintain equal
representation from both
Riverside and San
Bernardino Counties

A) In order to increase both Council and Consumer
membership CDC will request that County Health Officer
from Riverside and San Bernardino counties make a
countywide request for membership to the Council, via
the Healthcare providers in their perspective County.

Coordinated and lead by the
Council Development committee
members, Council Staff – S. B. Co.
and Riv Co. Health Officers

September

4. Ensure that membership
meets the required
mandated HRSA
categories

A) The CDC will evaluate and monitor Council’s mandated
HRSA membership categories and develop update annual
membership recruitment plan.

Council Staff will maintain Council
member roster and will alert CDC
Chair when a member seat is or
becomes available.

Quarterly at CDC
committee
meetings.

B) The CDC will identify and create an annual list of
targeted (mandated HRSA categories) HIV/AIDS that have
a youth focus within the TGA in order to educate
consumers on Planning Council involvement.

Council Staff will maintain Council
member roster and will alert CDC
when member seat is or becomes
available.

Quarterly at CDC
committee
meetings.

A) The CDC will conduct new member multi-part
orientations and Council trainings to ensure Council
members are equipped, informed and provided with
policies, legislation and data to make informed decisions

Council staff will provide CDC with
and new member orientation plan
and Council training plan for
review and approval annually.

In the month of
January.

Priority

5. Ensure Member capacity
for Policy/Decision
making
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C

and maintain HRSA compliance.

Other/Notes:
_____________________________________________________________________________________
______________________________________________
_____________________________________________________________________________________
______________________________________________
_____________________________________________________________________________________
______________________________________________
[INSERT REFLECTIVENESS RECRUITMENT PLAN]

Last Revision: _______________

August 2013
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Conflict of Interest
The Conflict of Interest (COI) Policy is in Article VIII of the Bylaws, provided in Section 2 of this
manual. Attached are two documents used to implement the COI Policy: a Cover Letter that
goes to Council members each year asking them to complete the Conflict of Interest
Declaration, and the Declaration Form. COI forms are available in the Council Staff office.
COI Policy – Cover Letter
Field Code Changed
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Comment [CFS1]: Copy and paste this document
in?

Conflict of Interest Disclosure Form

Field Code Changed
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Confidentiality
Purpose
The confidentiality of personal information is mandated by federal regulations, Ryan White
legislation, the Health Insurance Privacy and Portability Act (HIPPA), and California Statutes.
The purposes of this policy are
• To establish guidelines that identify confidential information,
• To establish procedures to protect the confidentiality of materials,
• To articulate where, how, and to whom confidential information may be disclosed or used by
the Council, and
• To establish guidelines for breaches of confidentiality.

Policy
See Council Bylaws, Article IX, Section 5 of the Bylaws addresses Confidentiality. It requires
that:
• Council members comply with federal, state, and local laws and regulations governing
confidentiality of medical, personal, and other information required in the course of their official
duties,
• The Council take appropriate steps at meetings and in preparation of written materials to
guard against disclosure of personal information that would constitute an invasion of privacy,
and
•Members not disclose personal information they acquire through their Council relationships
and activities, such as the HIV status of a Council member who is not publicly disclosed, or the
medical status of any Council member.

Definition and Scope
Confidentiality includes the right of a Council or committee member or a proposed Council
member, within the law, to personal and informational privacy, including but not limited to their
medical condition, HIV status, mental health or substance abuse history, and sexual orientation.
Access to confidential data and information shall be limited to those individuals who have a
justified need and reason for the information or who have obtained expressed written consent to
receive the information.
Confidentiality also includes the right of an individual interviewed or surveyed as part of a
Council needs assessment or evaluation to have personal or medical information shared only in
the aggregate and without any identifying information.
Protection of confidentiality means that:
1. Personal information about an identified individual will not be divulged,
2. Personal information about an individual (whether a human subject of research or a
Council or committee member or potential member) will not be shared even without
identifying information
3. Information shared in the aggregate, without identifying information, will be presented in a
way that makes it impossible for confidentiality to be breached.
The Council’s confidentiality procedures are binding on Council members, Committee
members, staff, and contractors and training will be provided on these procedures as part of the
new member orientation.
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Public Notice of Meeting
1. All Council meetings shall be open to the public.(as stated in Article VI, Section 1 of the
Council Bylaws)
a. Members shall recognize that information presented or discussed on agendized items at
publicly noticed, open meetings is not confidential.
b. Minutes of all meetings shall be open to the public as required by Ryan White legislation,
based on the guidelines established by the Council.

2. Conflict of Interest Disclosure forms shall be open to inspection by members or the public.

Confidential Information
The Council may collect personal information during the application, audit, or survey activities
that is considered confidential. The following information shall be confidential:
• Confidential HIV Disclosure or related medical information about members or potential
members
• Requests for Special Accommodation
• Requests for Expense Reimbursement
• Individual Consumer Surveys and related identifying information
Procedures for protecting such information shall be as follows:
1. Any individuals who by reason of their membership on or employment by the Council
have access to confidential information shall maintain strict confidence of this information.
2. All information gathered in mediation or arbitration, as part of the Grievance process, is
considered confidential. The Grievance Committee shall present reports on the status of all
grievances in a manner that maintains confidentiality while allowing the Council to act on
resulting recommendations.

3. The Council engages in Needs Assessment and Evaluation activities. During these
processes, the Council or its committees may conduct surveys of PLWH/A and/or the
general public. The Federal guideline requires the protection of the human rights of
individuals completing surveys by not identifying information about individual participants in
surveys, interviews, and focus groups. No other identifying information will be disclosed,
only a summary of statistics and findings shall be made available to the public.

Access and Disclosure
1. No one outside the Council, RWP Staff, CEO, or HRSA designee shall have access to
Council files, membership applications or any other information that contains personal and
medical information without first submitting a Freedom of Information Act request (FOIA) in
writing.
2. Access to confidential information or data for non-public health purposes, such as litigation,
discovery, or court order, shall be granted only to the extent required by law.
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3. Demographic and other information that is confidential may be used in an aggregate report
only if the material is presented is such a way as to prevent disclosure of the identity of the
individuals described.
4. HIV/AIDS surveillance needs assessment, or evaluation information shall be de-identified
and aggregated before presentation to the Council. Data suppression shall be used in
presenting analysis of data on people with HIV and AIDS any time the number of cases in
the “cell” of a table is less than five; the data in such cells shall not be disclosed.
5. Any confidential information that is needed to plan specific care or services shall be handled
with professional discretion, used only in the aggregate and on a “need to know” basis.
6. The Council recognizes that the right of privacy is not absolute and that there are limited
exceptions to confidentiality as defined by Federal regulation, Ryan White legislation, or
California statutes, with which the Council will comply.
7. Members shall inform the RWP Staff, Co-Chairs, or Council Staff of any potential need to
waive the right of confidentiality.

Phone, Fax, Mail, and E-mail
1. Confidential information shall not be provided over the telephone unless voice and name
recognition can be assured.
2. Confidential information shall not be left on voice mail.
3. Confidential information shall not be faxed unless the following conditions are met:
a. The receiving fax machine is in a secure location
b. The person who is authorized to receive the document is expecting the transmission
c. Extra care is taken to prevent confidential documents from inadvertently being
transmitted to the wrong place
d. The process is HIPPA compliant
4. Confidential information that must be mailed shall be sent:
a. In a non-identifiable envelope
b. In such a manner as to maintain confidentiality
5. Incoming mail that is stamped or otherwise marked “Confidential” shall be delivered to
the addressee unopened.
6. Confidential information shall not be e-mailed unless security can be assured.

Protection of Confidential Information
1. Confidential information obtained as a result of their participation in the work of the
Council shall not be divulged to anyone or any entity outside the Council. Members
should avoid discussing such information with each other outside meetings, since
conversations may be overheard.
2. Confidential files shall be kept in a secured and locked location, and keys to doors,
desks, and cabinets containing confidential information shall be issued only to Council
Staff or contract staff that need such keys to perform their duties, and:
a. The individual shall return all keys when membership or employment is terminated.
b. Lost keys shall be reported immediately.
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c. Locks can be changed and keys reissued if needed, with the knowledge of the
Council staff.
3. Confidential files, including computer files, shall not be removed from the immediate
control of authorized personnel. When it is necessary to carry confidential documents,
they shall be kept secure at all times.
4. Member files and Council records shall be retained until the completion of an audit or
five years after the conclusion of the activity. Audiotapes shall be retained for one year
following each meeting.
5. Members shall not share, distribute, sell, or barter Council mailing lists or telephone
directories.
6. All Council members shall be educated about members’ rights of privacy and
confidentiality as part of their orientation.
7. All Council members, staff, and consultants shall read the Confidentiality Policy and
Procedure and shall sign a Confidentiality Agreement indicating they understand the
information and agree to abide by the policy and procedure. Council staff shall retain
the Confidentiality Agreements in the appropriate member, staff or consultant file.
8. If the Council ceases to operate and the grant is terminated or discontinued, all member
files shall be the property of The Chief Elected Officer (CEO) of San Bernardino County
or his/her designee.
9. The Confidentiality Policy and Procedure shall be reviewed annually by the Bylaws
committee and recommendations will be sent to the Council, then to the RWP for final
processing and approval.

Violation of Confidentiality
1. The Council and its staff shall make all efforts to prevent a breach of confidentiality.
2. Anyone who believes confidentiality has not been maintained may file a complaint under the
same rules used for violations of the Code of Conduct.
3. Should data or information be improperly disclosed or stolen the following procedures shall
be followed:
a. Any member who becomes aware of an actual or potential breach of confidentiality
shall immediately report the occurrence to the person responsible for the security of
the information in question or to the Council Liaison. If the breach involves that
individual, the report shall go to an Officer of the Council.
b. An investigation shall be conducted to determine the nature of the breach of
confidentiality and to recommend corrective action. If it is determined the breach was
committed accidentally, all efforts shall be made to provide the education necessary
to eliminate repeat incidents.
c. An individual who knowingly or willfully breaches confidentiality of data or information
may be subject to termination of membership, employment, or contract, or to legal
action.
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If it comes to the attention of the Council that an individual who is not a member of the Council
or its committees has wrongfully obtained and disclosed confidential information, the Council
shall investigate the matter and take steps necessary to prevent future breaches of security.

Records Retention
Purpose
To establish guidelines for maintaining and securing documents and all information relating to
Council business congruent with the California Open Records Act and the policies and
procedures of the County of San Bernardino.

Policy
It is the policy of the Council to maintain and secure all records and information relating to all
Council business on file at the Council Staff office for two years. Materials will be kept through
County of San Bernardino Records Retention for five years.

Procedures
Council Member/Applicant Records
Maintenance:
1. All materials will be maintained in a locked filing cabinet in an enclosed and securable office
space.
2. No materials may be removed from the Council Staff office without the prior consent of the
appointed Supervisor.
3. All records will be kept on file for two years.
4. After two years records will be archived with San Bernardino County, for an additional five
years.
Content:
1. Every Council member, past and present, will have the following information contained in a
secured file:
a. Membership application form
b. Any correspondence pertaining to that individual and the Council (Committee
assignment, welcome letter, absences, resignation, etc.)
c. This includes but is not limited to, Mileage Reimbursement Forms(when applicable),
resume, form700,
2. Every applicant to the Council will have a file including the following documents:
a. Membership application form
b. Application procedure form (includes dates received application, interview, orientation,
etc.)
c. Any correspondence pertaining to that individual and the Council
Procedure for Retention of Council Records
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1. A copy of the following documents will be included in each of the Council/Committee files:
a. Agenda
b. Minutes
c. Attendance sheets
d. Any information distributed in the mail-out prior to the meeting
e. Any information distributed at the meeting
2. All meetings at which a quorum is present shall have an audio recording device available.
Unless requested by relevant committee, audio recordings will be destroyed after one year.
3. All requests for release or review of records will be handled in accordance with the
California Open Records Act. As specified in the Confidentiality Policy, records that reveal
an individual’s HIV status shall not be available for review.
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Section 4:

Membership and Nominations

Content
This section provides information about the Council’s Open nominations process and
attendance requirements. It supplements information provided in Article III of the Bylaws.

Purpose
The Council is required under Ryan White legislation to use an open nominations process for
the recruitment and screening of Council members. The purpose of this policy is to establish a
membership process that meet legislative requirements and HRSA policies and enable the
Council to meet its legislatively and locally defined responsibilities, and to ensure that the
process is clear and transparent.

Policy
It is the policy of the Council to specify, publicize, and follow clearly defined procedures for the
recruitment, orientation, training, and retention of members and to ensure that the membership
is representative of required service categories and reflective of the epidemic and of the
geographic service areas of the Riverside/San Bernardino, county TGA.
Council membership must include the member categories needed to meet the representation
requirements specified in the Ryan White legislation, as described in the Council Bylaws. In
addition, both the Council as a whole and the unaffiliated consumers must be reflective of the
epidemic in the TGA.

Open Nominations Process
Recruitment and Outreach
1. The CDC coordinates an open nominations process for all vacancies based on the Bylaws
requirements that terms for Council members end the last day of February, with staggered
terms, so that approximately one-third of the membership terms end each year.
2. If the federally mandated membership categories are vacant or if the composition of the
current membership does not reflect the demographics of the epidemic in the TGA, the CDC
identifies the areas of needed representation. The CDC determines a recruitment plan for
the calendar year (including which members will and will not seek reappointment) in
OctoberSeptember. The CDC also presents information on upcoming vacancies and
recruitment needs to the Council at its November meeting.
2.
3. The Council’s annual open nominations process is active year-round and must ensure
required reflectiveness and representation of the demographics of HIV/AIDS disease in the
TGA.
4. The Council does recruitment and nominations throughout the year to fill vacant
membership categories, and continuously accepts and reviews applications from individuals
who are interested in Council membership in order to have a pool of qualified candidates.
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New Member Recruitment
1. The CDC recruits members for the Council for the mandated membership categories.
2. The Council must ensure that at least one-third (33%) of its members are from the HIV
infected or affected population and are unaffiliated – they are not staff members,
consultants, or Board members of Part A-funded providers. The goal of the Council is to
have HIV infected or affected people compose 50% of the total membership.
3. As required by the Ryan White legislation, the Council must ensure that the HIV infected or
affected members and the total membership of the Council reflect the epidemiology of the
epidemic in the Riverside/San Bernardino, CA TGA, with particular consideration to
disproportionately affected and historically underserved groups and subpopulations.
4. To guide the recruitment process, Council Staff provides the Committee monthly current
written reports on the status of the membership of the Planning Council, specifically on
issues related to vacancies and reflectiveness as defined by HRSA.
5. Council Staff works with the CDC on an ongoing basis to publicize vacancies on the
Council. Depending upon the vacancy, various targeted approaches are used, including but
not limited to: press releases, advertisement in HIV publications, and presentations at
community meetings and health fairs and community events.
6. Materials used in recruitment include, at a minimum, application forms and brochures.
7. Potential applicants are asked to contact staff for more information, or access the website at
www.iehpc.org. Staff sends the application and any relevant materials to the interested
person, and follows up with the contact within two weeks if no information is received.
8. The CDC provides monthly updates to the Council on its recent and planned recruitment
activities.

New Candidate Application Process
All individuals interested in membership to the Council must apply and go through the review
and nominations process.
Handling of Applications
1. Council staff provide all prospective applicants with an application packet that includes:
a. A membership application form
b. Requirements the potential applicant must fulfill before an application can be considered
for membership (See Pre-Selection Attendance Requirements below)
c. A calendar of Council, Committee, and Subcommittee meetings (needed to meet the
attendance requirements)
2. Once an application is received, Council staff develops a file for each individual, then
immediately follows up with the Chair of the CDC to advise of a new application, and informs
the applicant of the pre-selection participation requirements described below.
Pre-Selection Attendance Requirements
1. Applications are received, recorded, and filed, so they can be considered for membership on
the Council once the applicant fulfills the attendance requirements.
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2. Council Staff contacts each applicant within in ten (10) day, to confirm that their application
has been received and to explain that before the applicant is interviewed and considered,
they must first meet pre-selection attendance requirements.
3. All applicants are first required to attend two one (21) Council meetings and two one (21)
other committee meetings. This meeting attendance requirement can be satisfied by having
attended any applicable meetings within the previous three months prior to and the three
months after making application for Council membership.

4. If any attendance requirements are not met within the six month window, the attendance
requirement restarts. Applications are kept on file for one year and then destroyed.

Interview Process
1. Once an applicant has met the Council membership and Council committee attendance
requirements they are scheduled for an interview. Staff will inform the candidate of the time
and location of the interview, and encourage the candidate to review information on the
Council web site in preparation for the interview.
2. The Council staff prepares sufficient copies of the application to be reviewed by CDC
members before the interview. Applications are kept by Council Staff in a secure location. .
Only the CDC Chair and Co-Chair, the Community Co-Chair, the Health Officer Co-Chair,
and the CDC members have access to the applications, in accordance with Federal and
State laws.
3. The interview is designed to ensure that the applicant meets both overall membership
criteria and the representation and reflectiveness requirements and other specific needs for
the current recruitment effort. While the primary intent is to allow CDC members to ask
questions and have discussions with the applicant, the applicant shall also be allowed to ask
questions and initiate discussion with the CDC members.
4. At least three (3) members of the CDC must be present to interview each applicant. The
CDC or panel uses a set of consistent topics or questions in its interviews. The following
topic areas are always covered during the interview:
a. Knowledge of and interest in the Ryan White program
b. Knowledge of HIV/AIDS services
c. Experience working with historically underserved populations and those with cooccurring conditions
d. Roles and responsibilities of Planning Council members and ability to meet them
e. How the applicant believes they can contribute to the Council’s work and
success, including specific skills, interests, and experience the applicant will
bring
f. Time commitments and meeting schedules and the applicant’s ability to meet
them and to participate actively – including what it takes to be a member in good
standing
g. Ability to meet committee involvement requirement and interest in any specific
committee
h. HIV disclosure issues
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5. In addition, the CDC and applicant discuss Council policies and procedures and
expectations for compliance, including the following:
a. Code of Conduct
b. Confidentiality
c. Form 700 and Conflict of Interest
d. Committee Assignment
e. Bylaws
f. Mission Statement/Vision Statement
g. Meeting locations
h. Council approval process
i. Council information – Membership Packet
6. CDC members shall be informed of the applicant’s HIV status, but this information must be
kept confidential and not disclosed to anyone outside the Committee unless the individual
has indicated a willingness to publicly disclose on their membership application.
7. After the applicant leaves, allow members CDC member to continue their discussion and
then vote either in favor of or against recommending the applicant to the Council for
membership.
a. The CDC rates applicants on a set of standardized criteria/questions.
b. Applicants must be recommended by a majority of the Committee members conducting
the interview in order to be recommended for membership.
c. .
d.c.New applicants will be given seats with the most time remaining.
All applications are kept on file for one year
8. To ensure that all applicants are reviewed objectively, any CDC member reviewer who has a
perceived or actual conflict of interest shall remove themselves from the CDC’s discussion
and vote concerning that applicant.
9. Discussion about the applicant and application is subject to the rules of confidentiality
specified in the Bylaws, in this Manual, HIPPA, Federal and State Regulations
10. The CDC recommends candidates to the Council for membership. Each nominee approved
by the Council is forwarded by Council Staff, to the Board of Supervisors for review and the
Chair as CEO makes the official appointment, The Council provides the nominee’s name,
membership category, and other information requested by County Boards and
Commissions.
The interview for Non-Member is designed to ensure that the applicant meets the same
requirements of a Full Membership.
Candidates Not Recommended to the Council
1. Individuals who do not fit the current needs but were screened and rated positively by the
CDC are held in a pool of qualified candidates. The candidates are told that their
nominations will remain active for a period of one year, and are urged to join a committee of
the Council to learn more while awaiting possible nomination to the Council.
2. Applicants NOT recommended for interview and those NOT recommended for membership
following the interview:
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a. Receive a letter from the CDC Chair indicating the Council’s decision and thanking the
applicants for their interest – with a reason given where appropriate.

Renewal of Membership
1. At the beginning of the annual membership renewal process, Council staff prepares a list of
members whose terms will end in December and who are eligible for renewal of their
membership.
2. Each member on the list is contacted by Council staff, in order to determine whether the
member wishes to be reappointed. Such contact may be made by regular mail, overnight
mail, fax, or e-mail, and includes a Renewal Form, which the Council member is expected to
return to Council staff by a specified deadline. Failure to do so may jeopardize a member’s
consideration for reappointment.
3. No later than the October CDC meeting, the CDC discusses and votes to recommend or
decline to recommend a Council member’s reappointment. The decision is made by a
simple majority vote.
4. If the CDC recommends reappointment, the recommendation is forwarded to the full Council
along with other recommended candidates for the Council. The same process for review is
followed as for other Council member nominees.

Presentation of Recommended Applicants
1. An applicant for Planning Council membership, or a slate of applicants if multiple positions
must be filled, is presented to the full Planning Council by the CDC Chair or Co-Chair. This
presentation role may be delegated to the Community Co-Chair.
2. Each applicant has the option of making a statement of up to three (3) minutes to the
Council or providing Council members with up to one (1) written page of information.
3. Council approval of the nomination requires a simple majority of the Council members
present.
4. Once the Council has indicated its support of one or more applicants for appointment to the
Planning Council, PC support staff drafts a Record of Action to the Grantee. The RWP Staff
forwards the nomination(s) to the Chief Elected Official, the San Bernardino County Board of
Supervisors.
5. An applicant/candidate/member recommended for membership takes office once they
receive formal notice of appointment by the Board of Supervisors. In the interim period
between recommendation to the CEO and appointment, nominees are welcome to attend
Planning Council meetings, but cannot vote.
Formatted: Font: 12 pt

Orientation
1. Once a new member has been appointed, Council staff provides them with a copy of the
Orientation Manual.

24

2. Council staff, along with at least one officer and/or one representative of the Council,
provides an orientation for all new members within two weeks of appointment, or at the
Council member’s first available time.
3. The orientation includes presentation and discussion on at least the following:
a. Roles and responsibilities of the Council and how they relate to those of the RWP Staff
b. The Council’s Bylaws, Policies, and Procedures
c. The committee structure and opportunities for committee membership
d. Expectations of individual members
e. The Council’s calendar of meetings and events
f. Questions and areas of concern
4. Each new member is assigned an experienced Council member, if needed, to serve as
mentor for the first six months of their term. This member sits next to the new member at
meetings, answers questions, and is available between meetings to provide information and
help the new member become actively involved in the Council and the assigned committee.

Reasonable Accommodation
Policy
The Council and its committees shall accommodate the special needs of members who identify
themselves as disabled.

Procedures
1. Members who identify themselves as disabled may complete a confidential Request for
Accommodation form to identify specific needs for accommodation. The information included
on the form remains confidential according to guidelines established by the Council.
2. Council staff will keep the Request for Accommodation form on file and shall use the
information provided to make any necessary arrangements for assistance.
3. The Council holds meetings at facilities that meet Americans with Disabilities Act (ADA)
guidelines for physical access.
4. The Council provides bottled water at all meetings.
5. The Council provides simultaneous interpretation services for monolingual non-English
speaking members’ at all regular Council and Committee meetings upon request, as
required by law. The request for an interpreter must be made 72 hours in advance.
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Attendance
Policy
Council members are expected to attend at least two-thirds of the regularly scheduled meetings
of the Council each calendar year and to join and attend two-thirds of the regularly scheduled
meetings of at least one committee. Members are also expected to participate in required
annual data presentations and in the Priority Setting and Resource Allocations Summit meeting.

Procedures for Monitoring and Enforcing Attendance Policy
1. The CDC is responsible for monitoring attendance of all Council members and committee
members at all Council, and committee meetings and at required training or other activities.
Council Staff and Council and Committee leaders assist with this process:
a. The assigned support staff member verifies attendance at all Council, committee
meetings by circulating an attendance sign-in sheet. Council staff works closely with the
Council Secretary and Committee Chairs to ensure accurate tracking and sign in sheets.
b. The Secretary of the Council monitors Council meeting attendance, and signs off on
Council meeting attendance sign in sheets.
c. Committee Chairs monitor committee meeting attendance and the accuracy of their
committee attendance sign in sheets.
d. All sign-in sheets go to Council staff responsible for monitoring attendance, along with
the Council roll call sheets, and attendance data are then aggregated and tracked on a
spreadsheet or similar list of member attendance at Council meetings.
e. Minutes of all committees list those in attendance. the members who attended the
meeting and those who were absent.
2. Council staff provides the CDC with a monthly Attendance Report that includes a
spreadsheet or similar list of members and meeting dates for the Council and for each
committee meeting. The report indicates the date of each meeting or indicates when a
meeting was not held, and provides the following information for each member and meeting
for the calendar year to date:
a. Council members that attended the meeting in person
b. Council members that attended the meeting by teleconference or video conference,
c. Council members that did not attend but were on an approved Leave of Absence
d. Council members who did not attend the meeting and were not on Leave
3. Based on this review, the CDC directs Council staff to notify in writing any Council member
who is not meeting attendance requirements and the name of the Committee.
a. The member is given the option of improving attendance, taking a Leave of Absence,
resigning, or being recommended to the CEO for termination on the basis of nonparticipation.
b. The Co-Chairs of the Council receive a copy of the letter to the member.
4. If the member does not attend enough Council and committee meetings to fulfill the annual
two-thirds meeting attendance requirement, the Council Staff will automatically submit a
recommendation to ask the CEO to remove the member for non-participation. As referred in
the Bylaws Article V, Section 4.

Attendance-related Procedures
1. All Council members are expected to arrive at the announced starting time of a Council, or
committee meeting and remain until the announced adjournment time.
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2. Members who need to arrive late or leave early are expected to notify the appropriate
Council staff or committee Chair or Co-Chair prior to the beginning of the meeting.
3. If a Council member is unable to attend a meeting, they are expected to notify the
appropriate Council staff, a Council Co-Chair, or a Committee Chair or Co-Chair, as soon as
possible.
4. The Chair or Co-Chair running a Council, committee meeting is expected to be mindful of
the timeframe of the meeting. If a meeting needs to continue past the adjournment time, the
Chair or Co-Chair asks the members for their approval. Unanimous approval is required to
continue past the adjournment time. If unanimous approval is not obtained, the Chair or the
Co-Chair adjourns the meeting regardless of whether or not there is a quorum.

Leave of Absence
1. The Bylaws make provision for a Council member to take a Leave of Absence, when they
are unable to participate in Council activities for a limited period of time but want to remain a
member of the Council.
2. Any member of the Council may request a leave of absence for the following reasons:
a. Long-term personal illness
b. Long-term family illness
c. Death in the family
d. Employment-related reasons
e. Educational-related reasons
f. Other reasons as explained by the Council member
3. A leave of absence may be granted for a period of up to three (3) consecutive months. Only
one Leave of Absence may be granted per calendar year, unless otherwise decided by the
CDC. Under unusual circumstances, a second Leave of Absence may be granted for an
additional three (3) month period. A Council member may not take more than six (6) months
of Leave of Absence in any calendar year.
4. It is the member’s responsibility to contact the Community Co-Chair or the CDC Chair or CoChair or support staff by telephone, e-mail, or fax to request a Leave of Absence. The
request must include:
a. Reason for the request
b. Desired start and end date for Leave of Absence
5. Approval for a leave of absence is recommended by the CDC by a majority of vote of its
members, and brought to the Council for action.
6. During the period of the Leave of Absence, the Council member does not participate in
Council activities, is not counted as a member for quorum purposes, and is treated like a
member of the public if s/he attends a Council or committee meeting.
7. A Leave of Absence has no effect on a Council member’s membership status or the end
date of the member’s term. However, a Leave of Absence will not be granted if the
individual’s term as a Council member would end before the proposed end of the Leave of
Absence, since this would have the effect of extending the member’s term.
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8. If for any reason a Council member is not able to return after a Leave of Absence, the CDC
first requests that the member resign from the Council. If a resignation is not received, the
CDC takes action to recommend termination of membership based on non-participation, as
described in the Attendance section.
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Section 5:

Implementing Roles and Responsibilities

Content
This section summarizes the roles and responsibilities of the Council, RWP Staff, and Council
Staff, and provides policies and procedures for implementing key Council roles and
responsibilities, including:
• Needs Assessment
• Priority Setting and Resource Allocations Process
• Reallocation of Funds, including Rapid Reallocation
• Establishing and Updating Standards of Care
• Outcomes Evaluation
• Evaluation of the Administrative Mechanism
• HIV Unaware
In carrying out these roles, the Council serves as both a Part A and a MAI Planning Council.

Roles and Responsibilities of the Council, RWP Staff, and Council
Staff
Purpose
Is to delineate the roles and responsibilities of the Council, the RWP Staff (Administrative
Agent), and Council Staff, and to encourage a mutually beneficial relationship between these
important partners.

Policy
The Council shall carry out its legislative roles and responsibilities, with the assistance of
Council Staff and in collaboration with the RWP Staff, based on shared agreement about these
roles and a commitment to sound practices that strengthen the continuum of care for people
living with HIV and AIDS in the TGA.

Roles and Responsibilities of the Council
The Council is solely responsible for the following tasks, as specified in the Ryan White
reauthorization in December 2006:
1. Priority Setting and Resource Allocation: Set priorities among service categories,
allocate funds to those service categories, and provide directives to the RWP Staff on how
best to meet these priorities.
2. Evaluation of the Administrative Mechanism: Assess the RWP Staff mechanism process
for rapidly allocating funds to the areas of greatest need within the TGA.

Roles and Responsibilities of the RWP Staff The RWP Staff is solely responsible for
meeting the following legislative responsibilities:
1. Procurement: Manage the process for awarding contracts to specific service providers.
2. Contracting: Distribute funds according to the priorities, allocations, and directives of the
Council.
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3. Contract Monitoring: Monitor contracts to be sure that providers are meeting their contract
responsibilities and established standards of care.

Shared Responsibilities between Council and the RWP Staff
The RWP Staff and Council share the following legislative requirements:
1. Needs Assessment: Determine the size and demographics of the population of individuals
living with HIV disease in the TGA, the number and characteristics of individuals who know
their HIV status but are not receiving primary medical care, PLWH service needs and gaps,
and the capacity of the current service system to meet these needs. The Council has
primary responsibility for needs assessment, with the RWP Staff providing to the Council
information such as Resource Inventory data such as provider capacity and provider
capability, service utilization data and expenditures by service category, and information on
other funding streams.
2. Comprehensive Plan: Develop a Comprehensive Plan for the organization and delivery of
health and support services within the TGA. The Council takes the lead in developing the
Plan, with the RWP Staff providing information, input and other assistance, and identifying
goals and objectives to guide its own work. The RWP Staff has the opportunity to review
and suggest changes to the draft Comprehensive Plan. The Plan is developed every three
years, or as specified by the funding agency, the Health Resources and Services
Administration’s HIV/AIDS Bureau (HRSA/HAB).
3. Clinical Quality Management: The RWP Staff has primary responsibility for quality
management, with the Council developing standards of care and outcome measures. QM
efforts seek to enhance health and supportive service delivery and continuously improve
systems of care.
4. (QM) The program will assess the extent to which HIV-related primary health care services
are consistent with Public Health Service Guidelines for the treatment of HIV/AIDS and
related opportunistic infections, and to develop strategies to ensure that such services are
consistent with the guidelines for improvement in the access to and quality of HIV health
services.
5. Evaluation: At its discretion the Council may choose to assess the effectiveness, either
directly or through contractual arrangements, of the services offered in meeting the identified
needs. The RWP Staff is expected to ensure that the TGA funds only support services that
can be shown to contribute to positive medical outcomes for clients. In addition. The RWP
Staff must report on medical outcomes achieved through MAI funds. Therefore the RWP
Staff must determine the clinical outcomes of funded services.
In addition to these legislative roles, the RWP Staff and Council share the following
responsibilities related to Part A planning and management:
1. Fiscal Management of Council Staff Funds: The RWP Staff provides fiscal
management of Ryan White funds through the County of San Bernardino. Council Staff
funds must be provided as a part of the RWP Staff’s 10% administrative funding and
negotiated between the Council and RWP Staff. The Council Liaison and Council
members share responsibility for monitoring Council expenditures, based on reports
provided by the Council Liaison.
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2. Contracting for Council Consultants or Services: When the Council require
procurement of services, the process is arranged by San Bernardino County either
directly or by providing funds for contracting to the entity responsible for Council Staff,
currently the County of San Bernardino Department of Public Health. The Council makes
the decisions about the hiring of consultants and other contracts that are paid through
Council funds. Contracting must meet County procurement requirements, and the
process is managed by the Council staff.
3. Annual Application Process: The RWP Staff and MAI grant has the primary
responsibility for preparation and submission of the Part A application. The Council
provides information for the application sections related to Council responsibilities and
membership. The Council Co-Chairs prepare and sign a Letter of Assurance
accompanying the application that indicates whether the RWP Staff has expended funds
in accordance with Council priorities, allocations, and directives.
4. Provider Request for Proposals (RFP): Procurement is the RWP Staff’s responsibility.
However, contracting is required to ensure that the Council’s directives are being
addressed because the Council develops standards of care that become a part of
provider requirements.

Roles and Responsibilities of Council Staff
1. The Council Staff includes a Liaison and additional personnel who are responsible for:
a. Managing Council workflow, correspondence, communication, and expenditures.
b. Working with Council committees and with the Co-Chairs to ensure compliance with
HRSA requirements, facilitating committee work, and providing technical assistance to
the Council and committees.
c. Helping the Council manage Conflict of Interest using its policies and procedures.
d. Serving as an expert on Ryan White legislation and guidelines and Council policies and
procedures, and helping to ensure adherence to federal, state, and local requirements.
e. Working with committee Chairs to determine the level and nature of support they need
and arranging for it to be provided.
f. Working with the Co-Chairs to determine the level and nature of support they need, and
to ensure needed support to them and to ad hoc committees, working groups, and
special projects.
g. Providing support in streamlining and organizing the work responsibilities of Council
members, and assuring that the Council achieves its objectives and mandated
requirements on schedule.
h. Serving as a resource advisor on request, providing information about HIV-related or
Council-related web sites, and finding other needed information.
i. Ensuring that Council members are informed about HRSA technical assistance calls that
are relevant to the Council.
2. The Council Liaison and other Council staff are employed by the County of San Bernardino
Department of Public Health. Other Council staff is supervised by the Council Liaison.
Council Staff consultants are officially contracted by the County of San Bernardino. Based
on available funding and performance, the RWP Staff may decide to seek an alternative
mechanism for the provision of Council Staff services.
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3. Council members interact with Council Staff on a variety of issues and needs. Council
members should contact the Council Liaison for the following:
a. To obtain prior approval for the expenditure of any Council funds and to submit an
Expense Reimbursement Form for approved expenditures.
b. To obtain answers to questions about Council member roles and responsibilities
c. To express concern or make suggestions
d. To provide information that needs to go before the Council, or be included in Council
meeting packets
e. To request Council staff assistance for meetings, training, or a specific project
4. Council members should contact other designated Council staff for the following:
a. Routine Council business
b. Meeting-related issues, such as reporting absence, copying meeting materials, and
scheduling meeting times and locations
5. For tasks/assignments that take more than 30 minutes of Council staff time, individual
Council members should contact the appropriate committee, so the request can move
through the normal Council process.
6. During the two hours immediately before each scheduled meeting, Council members are
asked to observe a moratorium on requests to staff and not to contact Council staff. This
allows time for Council staff to prepare for meetings and/or travel to designated meeting
locations.
7. Section 9 of this Policies and Procedures Manual provides detailed information about
Council Staffing and other supports for the Council and its individual members.

Needs Assessment Procedures
Purpose
To outline a process for assessing consumer needs and utilizing data to set priorities and
allocate resources that will facilitate access into HIV medical care and that is responsive to the
needs of clients in the TGA.

Policy
It is the policy of the Council to implement a sound and comprehensive needs assessment
process. This process must ensure the data needed to make decisions about service priorities,
directives, and resource allocations meet medical care and support services of people living
with HIV and AIDS in the TGA to the fullest extent possible. The Council obtains, analyzes, and
uses in decision making both quantitative and qualitative data.

Procedures
1. The Planning Committee works in partnership with the RWP Staff, Council staff and
consultants, and County Epidemiology and Program Evaluation Staff in both counties to
plan and implement a comprehensive multi-year needs assessment for the TGA.
2. The Committee and its partners develop a strategy, following HRSA’s principles and
guidelines, as stated in the Bylaws Article 5, section 3 letter D.
•

The epidemiologic profile of HIV/AIDS in the TGA
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•
•
•
•
•

Service utilization, service gaps and future service needs of individuals living with
HIV/AIDS in the TGA, including PLWH both in and out of care
Disparities in care among population groups
The number, location, capacity, and capability of providers, both Ryan White and nonRyan White funded, that make up the continuum of care in the TGA
Capacity development needs of funded providers.
The current estimated level of unmet need, the characteristics of PLWH who know their
status but are not in care, and key barriers to care for individuals living with HIV/AIDS

3. The Planning Committee and its partners collaborate on the design of the needs
assessment, identifying target populations, developing a methodology, determining sample
size for surveys or interviews, and planning specialized needs assessment activities.
4. PLWH/A input and participation are incorporated throughout the needs assessment process.
5. Outreach efforts, if applicable, as based on data and when resources exist are made to
locate and obtain the perspectives of the following:
a. PLWH/A with severe needs (e.g., homeless, substance users, the incarcerated)
b. PLWH/A with unmet need, including the recently diagnosed, those who have never
received HIV medical care, those who have dropped out of the care system, and those
who are receiving services but not primary medical care
6. The Planning Committee and its partners identify and request data and data collection and
analysis assistance from multiple sources, these sources may include, but are not limited to:
a. From PC support staff and the needs assessment consultant:
• Completed PLWH/A surveys, including online surveys
• Key informant interviews
• PLWH/A focus groups
• Community forums
• Provider input forum to gather provider-specific needs data
• An annual Resource Inventory of HIV/AIDS providers in the TGA, with information on
organizations providing the full spectrum of HIV services accessible to PLWH/A in
the Riverside/San Bernardino, CA TGA
• Surveys of funded providers addressing capacity development and capability
• Interviews and other methods to assess unmet need
• Service gap analysis
• Service cost analysis
b. From Epidemiology and Program Evaluation staff:
• Updated epidemiological data on individuals living with HIV/AIDS in the Riverside/San
Bernardino, CA TGA
• Demographics on these individuals
• Co-morbidities data
• An estimate of the number of people in the TGA with unmet need
• Assistance in analyzing data from PLWH/A surveys
c. From the RWP Staff:
• Service utilization data by service category
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•

Client health outcomes data

7. The Planning Committee reviews the following information in its analysis and quantification
of needs:
a. PLWH/A-reported service gaps (provided from the most recent Needs Assessment
and other documented, valid research) and service gap analysis
b. PLWH/A-reported needs (provided from the most recent Needs Assessment and
other documented, valid research)
c. Client-reported use of services (provided from the most recent Needs Assessment,
RWP Staff client utilization data reports, and other documented, valid research)
d. PLWH/A-reported barriers (provided from the most recent Needs Assessment and
other documented valid research)
e. Client health outcome data (Quality Management Committee and RWP Staff)
f. Service cost analysis
8. Council staff and the consultant assist the Planning Committee in documenting its process
and preparing a Needs Assessment Report to the Council.
9. Data are presented prior to and during the Annual Priority Setting and Resource Allocation
Summit.
10. It is the responsibility of Council members to review all quantitative and qualitative data and
analysis prior to priority setting and resource allocation.
Last revision:
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Priority Setting & Resource Allocation 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
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
AND
CRITERIA

A. Priorities and allocations are data-based. Decisions are based on the
data, not on personal preferences. PC members are required to
participate in the data presentation sessions prior to priority 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 decisionmaking. They may also lead to directives to the RWP on how best to
meet the priorities.
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PS&RA STEPS 1. Only PC members who have participated in the data presentations
and have voting privileges (i.e., Board of Supervisor-appointed
members) may take part.
2. All members of the public and any PC members who are not eligible
to participate in the process must sit in the public gallery.
3. PC Support Staff and/or an independent third party will facilitate the
PS&RA portion of the meeting.
4. 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 established, 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
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 10 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.
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.
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
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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.
1. 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 all of 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.
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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.
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. PC 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
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points is ranked number 1; the category with the secondhighest 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. 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.
ii. Increases to 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 lineby-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. Reallocations
i. When a reallocation of funds is necessary, adequate data
to support the movement of funds between service
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Revisions to
PSRA Process

categories will be presented, considered, and fully
documented in the minutes of the meeting during which the
reallocation of funds is approved.
ii. 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).
iii. The reallocations recommendations will be forwarded to
the San Bernardino County Department of Public Health
(DPH), along with supporting data.
iv. The DPH will review the reallocation in conjunction with the
data presented to the PC as well as other applicable
requirements.
v. The recommendations will be forwarded to the Board of
Supervisors for approval if the DPH concurs with the PC’s
recommendations as presented.
vi. If the DPH and/or Board of Supervisors do not approve the
reallocation recommendations, they will be returned to the
PC for revision.
4. 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.
The process described above cannot be revised, altered, or otherwise
changed, except through the 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.
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
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E.
F.
G.
H.

submit written recommendations for revision to the DPH, Ryan White
Program office.
These recommendations will be reviewed for compliance with HRSA,
Ryan White legislation and other applicable requirements.
Once reviewed, these will be forwarded for approval by the DPH
Director.
The DPH will respond in writing to the PC within 120 days of receipt
of a request for revision.
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)
#1=5 points
(Service Category Label)
__ Epidemiological Profile
__ Needs Assessment
__ RW and Other Funding Data
__ Medical Trends and Outcomes
__ RW Client Profile
__ RW Client Service Utilization
__ Committee Recommendations
__ Other ___________________

Directive Worksheet (Sample)
Please use only one worksheet for each directive developed.
Define the Problem:
State a current problem that
the TGA is having in the
delivery of services to
PLWHA.
Basis:
What specific data or other
evidence did you use to
identify the problem?
List all supporting data.
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Directive:
Write a directive that will
help the Ryan White
Program improve service
delivery.
Other Considerations:
If any, state whether or not
there are other factors that
need to be considered in
order to implement the
proposed directive (e.g.,
associated costs)
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Reallocation of Funds
Purpose
To outline a process by which the Council approves periodic reallocation of funds across
service categories, or to provide to the RWP staff post award instructions to ensure that funds
are used appropriately, as well as a process through which Part A and MAI funds can be rapidly
reallocated

Policy
It is the policy of the Council to ensure that reallocation of Part A funds across service
categories is done quickly and appropriately and is based on sound data. It is also the policy of
the Council to ensure that all Part A funds are fully obligated and expended, to provide needed
HIV/AIDS services throughout the TGA. With prior approval from the Council, the RWP Staff d
may redirect a small percent of Part A and MAI funds to ensure efficient operations and avoid
unobligated funds.

Part A and MAI Reallocation Procedures
1. The Planning Committee is responsible for recommending reallocations to the Council.
2. When a reallocation of funds between service categories is necessary, in order to use
available funds efficiently and effectively and meet PLWH/A needs, the RWP Staff presents
to the Planning Committee data adequate to support the need for reallocation and the
proposed movement of funds. This includes providing cost and utilization data by service
category. The Committee then considers the request and reviews the data provided by the
RWP Staff, to ensure a full understanding of the RWP Staff’s recommendations for
reallocation.
3. All members who have conflicts of interest in a category being considered are identified and
required to abstain from discussion and voting.
4. After the information is considered, the Committee votes on the reallocation
recommendations. Then if approved, the recommendation shall be forwarded to the Council
for consideration. Reallocation discussion should be fully documented by minutes and
audio.
5. Once the Council has approved the reallocation, implementation is the responsibility of the
RWP Staff.
6. The RWP Staff shall provide an expenditure report to the Planning Committee by its
September meeting based on the data. The RWP may make reallocation recommendations
if the planning committee approves a reallocation it then will be forwarded to the next
scheduled Council meeting for consideration.
7. RWP staff has the authority to implement that reallocations contingency plan as needed
during the remainder of the program year. When funds are reallocated according to the plan,
the RWP Staff informs the Planning committee at its next meeting, and reports the action
taken to the Council.
8. If the contingency plan does not appear feasible due to unexpected changes in costs or
utilization, the RWP Staff must come back to the Planning Committee for further discussion
and revision of the contingency plan.
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Rapid Reallocation
1. Whenever an automatic reallocation has been carried out, the RWP Staff must inform the
Planning Committee Chair within three working days and report on the action to the
Planning committee at its next meeting.
The RWP Staff will report to the Planning committee and the full Council in both narrative and
spreadsheet format the dollar amounts expended prior to the reallocation, the service categories
affected, the amounts added to or subtracted from each service category, and the justification
for the reallocation.
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Section 6:

Committee Charges and Procedures

Content
This section supplements Article V of the Bylaws, describing how the operation, composition,
roles, and charges of the Council and an organizational chart of the Council committees is
included for reference.

Purpose
To outline a process to accomplish the core deliverables of the Council that ensures each
committee has clearly defined roles, assigned tasks, and operating procedures, and is engaged
appropriately in carrying out its roles and responsibilities.

Policy
It is a policy of the Council to actively engage its committees in order to effectively and efficiently
carry out its core functions as mandated by the Ryan White legislation and HRSA guidelines.

Procedures
Operating Procedures
1. Membership Requirement: Every Council member is expected to serve actively on at least
one committee.
2. Participation: Attendance and participation requirements for committees are the same as
those for Council meetings. To work effectively, committees need regular, active, informed
members. All members are expected to attend regularly and to come to meetings prepared.
3. Conflict of Interest: The Council’s Conflict of Interest policies and procedures apply to
committees.
4. Expectations of Non- Council Members: Non-Planning Council members who serve on
committees are expected to meet the same attendance requirements, Conflict of Interest,
Code of Conduct, and Confidentiality policies as Council members. The policies and
procedures apply equally to all.
5. TGA Calendar: Each year, the RWP Staff, Elected Officers and Council together prepare a
TGA calendar with key tasks and deadlines. The calendar includes HRSA-specified due
dates for the Part A application, Conditions of Award, and various reports and other
deliverables. It also includes Council and committee timelines for completing tasks
necessary for meeting those TGA requirements, as defined by the Care Act. The Council
calendar will be presented for approval at the January Council meeting.
6. Annual Workplan: Each committee develops an annual work plan with tasks using Council
prepared matrix with tasks, products, and timelines. The work plan is shared with the Council.
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6. Assignments to Committees: The Council Co-Chairs regularly assign tasks to committees
based on their stated roles, responsibilities, and specific charges. Typically, when an issue
arises at a Council meeting that needs consideration and possible action, the presiding CoChair refers that issue to the appropriate committee with a specific charge. The assignment
usually includes a proposed deadline, often in the form of a request that the committee
report back to the Council at a specified meeting. It is the responsibility of each committee
Chair to ensure that such assignments are added to the work plan and completed.
7. Reporting: With few exceptions, the committees research, discuss, suggest, and
recommend, but do not independently set policies or make decisions on behalf of the
Council. They do carry out a wide range of activities, from needs assessment to
comprehensive planning, and they oversee decision-making processes like the priority
setting and resource allocations Summit. The committee reports its findings and
recommendations to Council for review and action. In some cases the Council is the final
decision maker. In others, the Chief Elected Official (the County Board of Supervisors) is the
final decision maker.
8. Meetings: Committee and Council meeting procedures are similar. They are described in
Article VI of the Bylaws and further detailed in Section 7 of this Manual.

Committee Membership
Council members each serve on one or more committees. As shown in the chart in this section,
some committees also include among their members non- Council members. These members
have the same rights and responsibilities as Council members, with one exception. The Chair of
a committee must be a Council member.

Committee Roles, Structure, and Responsibilities/Charges
The committee structure of the Council is specified in Article V of the Bylaws. The table on the
following page summarizes committee structure, including membership composition, key
responsibilities, and other charges for each committee. The chart that follows the matrix
graphically shows committees and how they relate to the Council as a whole.
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Council Committee Structure
Committee
Name

Membership Size
and Composition

Inclusion
of non-PC
Members

Legislatively Mandated and Other Key
Responsibilities

Additional Committee Charges

[Legislative roles in Bold]

Committees:

Evaluation of the
Administrative
Mechanism

3-5

No

Bylaws

3-11

No

Grievances

Vice Chair and 2
members appointed by
the Vice Chair

No

Planning

Council
Development

5-15:
1/3 PLWH

At least 5:
at least 1 PLWH, at
least 1 person of color
(cannot be the same
person)

No

No

 Evaluation of the Administrative
Mechanism: Develop the necessary tools
and procedures and oversee the assessment
of the efficiency of the administrative
mechanism of the RWP (i.e. procurement
and contract arrangement) working through
and reporting to the Council.
 Bylaws review and drafting of revisions
 Development of recommended changes to
policies and procedures
 Management of grievances and of panels
that serve as the first stage in the formal
grievance process
 Enforcement of the Code of Conduct for
Council members, committee members, and
staff, including reviewing and acting on
allegations against members for violations of
the Code of Conduct
 Needs Assessment
 Comprehensive Planning development and
monitoring
 Participation in development of the
Statewide Coordinated Statement of Need
(SCSN)
 Oversight of priority setting and resource
allocations process
 Implementation of the open nominations
process to recruit, screen, and recommend
applicants for Council membership
 Nomination of a slate of officers
 PC member orientation and training
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 Evaluation of Council Staff – assess
the performance of the Council Staff
(i.e. assisting the Council in
establishing and carrying out
process) for timely and appropriate
activities within the TGA.

 Gathering of information about
other funding streams
 Ensuring of appropriate input on
community needs and priorities
 Identification of ways to overcome
barriers to care
 Recommendation of members for
assignment to committees
 Monitoring of membership
representation and reflectiveness and
member attendance
 Monitoring to ensure representative

Committee
Name

Membership Size
and Composition

Inclusion
of non-PC
Members

Legislatively Mandated and Other Key
Responsibilities

Additional Committee Charges

[Legislative roles in Bold]
participation of PLWH

Empowerment

Unlimited;
focus on consumers
and other PLWH

Continuum of
Care

5-13:
Diverse participation,
including PLWH and
other non-providers

Standards

5-11:
Diverse participation,
including PLWH and
other non-providers

Yes

Yes

No

 Efforts to foster community awareness of
the Council
 Community liaison role, particularly with
underserved populations
 Promotion of consumer HIV awareness and
education
 Coordination of PLWH and consumer
involvement in all PC activities and
committees

 Support for efforts to recruit Council
members including consumers
 Recommendations on achieving
high quality, culturally competent care
 Recommendations to the TGA on
how to bring PLWH into care
 Efforts to increase awareness of
non-Part A services that are low- or
no-cost

 Coordination of the development and
strengthening of the TGA’s continuum of care
 Lead role in development and updating of
Standards of Care for funded service
categories
 Work with Ryan White Program Staff to
provide Standards of Care for Quality
Management (QM) and review of QM data on
a service category level
 Lead role in assessment of the
effectiveness of services
 Coordination of services with non- Part A
programs, including HIV prevention and
substance abuse treatment programs

 Implementation of special projects
related to standards and evaluation
 Monitoring and evaluation of
progress on Comprehensive Plan
goals
 Review of cost and utilization data
 Review of service performance and
impact
 Assessment of aggregate
performance of services
 Examination of client health
outcomes and cost-effectiveness of
services

 Development and updating of Standards of
Care for funded service categories

Last updated: 3-29-08 Mosaica
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 Convening of specialized expert
working groups to inform standards of
care development

Insert correct org chart here
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Section 7:

Council and Committee Meetings

Content
The Bylaws provide policies and procedures governing full Council and committee meetings.
This section provides supplementary information about meeting procedures. It includes
information on agendas, public notice of meetings, minutes, public input, and ground rules for
respectful engagement.

Purpose
The Council is a public body and an official commission of San Bernardino County. The
procedures below set forth the minimum requirements that must be met with respect to all
meetings, agendas, public notification, participation, and minutes, to ensure that meetings are
conducted in an open and appropriate manner that meets all Federal, State, and local
requirements.

Policy
It is a policy of the Council that all its meetings and deliberations and those of its committees be
open and public, and that its work be carried out in a manner consistent with the Open Meeting
Law of the State of California, the requirements of San Bernardino County, Ryan White
legislation, and HRSA guidelines.

Meeting Procedures
Agendas
1. A written agenda must be prepared for every Council and Council committee meeting. The
agenda is subject to review by the appropriate Chair(s) and the Council Liaison and the
elected Council Secretary prior to public notice.
2. Members have an opportunity at every meeting to identify agenda items for the next
scheduled meeting.
3. Agendas are prepared in advance and include:
• Date, time, and location of the meeting
• Statements regarding special accommodation or assistance and related telephone
numbers
• A list of items scheduled for discussion or voting
• A period devoted to public comment
4.

Additional items may only be added to the Council and Committee meeting agenda in
an emergency situation or where immediate action comes to the attention of the body
after posting of the agenda.
5. No vote may be taken on a non agendized item.

Official Notice of Meetings
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1. Written notice of all meetings must be posted at least 72 hours before the meeting, not
including Saturday, Sunday, holidays, or the day of the meeting.
2. A copy of the agenda must be posted at the principal office or building of the CEO and on
the Council web site.

Minutes
1. Minutes shall be taken by Council Staff at all Council and committee meetings.
2. Minutes include information required by the Brown Act:
a. Date, time, and location of the meeting
b. The names of members, staff, and visitors present in person or via tele-conference or
videoconference
c. A brief summary of discussion
d. A record of every motion to take action, the nature of the action, and the results of a vote
on the motion (votes for, against, and abstentions), or an indication of a consensus
decision
3. Neither public deliberation and discussion or the minutes may include disclosure of
information of a personal nature that would constitute an unwarranted invasion of personal
privacy, such as any disclosure of HIV status, medical information, or personnel matters.
4. Council and committee meetings are audio recorded. The audio recording is kept for one
year and is available for public inspection at Council offices.
5. Approval of minutes shall be agendized at the next regular scheduled Council or Committee
meeting including information required by the Brown Act.
6. The Council Co-Chair must certify the accuracy of the minutes.
a. Minutes shall be made available for public inspection and copying within 30 days after
the meeting was held. Draft minutes shall be made available together with a written
statement.
b. After approval, minutes are posted on the Council web site.
c. Minutes are kept available at Council offices for at least two years.

Community Input
1. Time is set aside for public comment at every Council and committee meeting and prior to
any vote.
Last Revision:

52

Section 8:

Communications and Relationships

Content
This section provides the Memorandum of Understanding (MOU) between the Inland Empire
HIV Planning Council, hereinafter referred to as the COUNCIL, and the Ryan White Part A
Grantee, the County of San Bernardino (County) Department of Public Health, hereinafter
referred to as the GRANTEE and policies and procedures that guide communications between
the Council and other entities, including the RWP, HRSA/HAB, and the media.

Purpose
The purpose of the MOU and related policy is to set forth the requirements (in accordance with
HRSA guidelines and local laws and policies) and sound practices that must be met with
respect to information sharing and formal communications between the Council and the RWP
and Council Staff, as well as procedures for Council communications with the media and other
outside entities.

Policy
It is the Policy of the Council to ensure that both its internal communications with the RWP and
its external communications with HRSA and the media are clearly defined, concise, and
respectful of each party’s role.

Procedures
Communications, and Information Sharing between the Council and RWP
Both the RWP and the Council recognize the importance of regular and open communications
and regular and timely information sharing. There should be clarity regarding what will be
communicated, when, and to whom. The MOU provided in this section describes the roles and
responsibilities of the RWP and Council; describes communications channels and procedures;
specifies what reports, other materials, and information will be shared between these two
entities; and addresses other aspects

MEMORANDUM OF UNDERSTANDING

MEMORANDUM OF UNDERSTANDING
BETWEEN THE RYAN WHITE PART A
GRANTEE AND PLANNING COUNCIL
Purpose Statement
This Memorandum of Understanding (MOU) between the Inland Empire HIV Planning
Council, hereinafter referred to as the COUNCIL, and the Ryan White Part A Grantee,
the County of San Bernardino (County) Department of Public Health, hereinafter referred
to as the GRANTEE, is undertaken to create a shared understanding of the relationship
between the COUNCIL and the GRANTEE, define their respective roles and
responsibilities, and promote a mutually beneficial partnership.
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The partnership will ensure the effective planning and delivery of medical and support
services to persons living with and affected by HIV in the Ryan White HIV/AIDS
Treatment Modernization Act Part A Riverside/San Bernardino, California Transitional
Grant Area, hereinafter referred to as the TGA.
The GRANTEE and the COUNCIL agree to the following terms:
•

The acronym "TGA" as used in this agreement refers to the Riverside/San
Bernardino, California Transitional Grant Area comprised of Riverside and San
Bernardino Counties.

•

The phrase "RYAN WHITE (RW) PROGRAM" as used in this agreement refers
to the Ryan White HIV/AIDS Treatment Modernization Act of 2006, Public Law
109.415 and amendments thereto.

•

The acronym "HRSA" as used in this agreement refers to the United States
Department of Health and Human Services Health Resources and Services
Administration, the federal agency that administers the RYAN WHITE
PROGRAM.

The COUNCIL and GRANTEE agree to abide by RYAN WHITE PROGRAM legislative
requirements and HRSA policies.

Responsibilities (See Table 1 for Summary)
A. Responsibilities of the Planning Council
The Council is solely responsible for the following tasks, as specified in the approved
IEHPC Bylaws and reflecting Ryan White Program legislation:
1. Priority Setting/Resource Allocation: Establish priorities for the allocation of funds
within the TGA, based on the epidemiology of the epidemic, including how best to
meet each priority, amounts to be allocated to each priority, and other factors for
consideration by the RWP based on:
a. Documented needs of the HIV infected population
b. Cost and outcome effectiveness of proposed strategies and interventions,
c. Priorities of the HIV infected communities, and
d. Availability of other governmental and non-governmental resources.
2. Contract Consistency with Allocations: Following grant award and procurement,
the Council shall review the total amount of funds contracted for each service
category to ensure consistency with previously determined priorities.
3. Service Effectiveness Assessment: At the discretion of the Council, assess the
effectiveness, either directly or through contractual arrangements, of the services
offered in meeting the identified needs.
4. Statewide Coordinated Statement of Need: Participate in the development of the
Statewide Coordinated Statement of Need.
5. Standards of Care: Develop Standards of Care for funded service categories.
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6. Reallocations: Rapidly reallocate funds during the year as necessary, based on
information from the RWP regarding the need for reallocation to ensure that all funds
are obligated during the program year.
7. Part A Service Coordination: Participate in coordination of Part A services with
other Federal grantees that provide HIV-related services within the TGA.
8. Evaluation of the Administrative Mechanism: Assess the efficiency of the
administrative mechanism in rapidly allocating funds to the areas of greatest need
within the TGA, to include, but not be limited to, the timeliness of the execution of
contracts. At the Council’s discretion, also assess the effectiveness of services
offered in meeting identified needs.
9. Council Operations: Develop and follow policies and procedures to meet legislative
responsibilities, such as grievance procedures, conflict of interest policy, open
nominations process, and priority setting and resource allocations process (These
policies must be approved by the Board of Supervisors).
10. Council Training: Members must be trained for full participation in collaborative
decision-making and legislatively mandated responsibilities. Additionally, members
must receive information and training on meeting membership requirements as
defined by the Bylaws.
11. Grant Application Documents - The Council co-chairs will submit the following
letters of assurance and endorsement to Grantee staff as required to meet annual
RW Program Part A grant conditions of award and reporting and application
requirements:
a. Letter from the Council co-chairs reporting changes in Council membership
composition within 20 days of the occurrence of changes in Council membership.
b. Letter of endorsement of allocations as prescribed in the Terms and Conditions
section of the TGA's annual RYAN WHITE PROGRAM Part A Notice of Grant
Guidance.

B. Responsibilities of the Grantee
The Grantee is solely responsible for meeting responsibilities as specified in the
approved IEHPC bylaws and reflecting Ryan White Program legislation:
1. Procurement of Services:
a. Develop requests for proposals (RFP),
b. Conduct technical assistance and bidders’ conferences,
c. Conduct the application review process for RFPs,
d. Negotiate contracts, and
e. Award funds, pursuant to approval by the Board of Supervisors.
2. Reimbursement: Develop reimbursement and accounting systems.
3. Contract Monitoring: Conduct program and fiscal monitoring.
4. Provision of Information to Council:
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a. Provide information to the Council with regard to the use of funds and the
characteristics of recipients of services, including information showing the need
for reallocations.
b. Provide the Council with HRSA RW Program policy and guidance
communications.
c. Report RW Program aggregated Part A base expenditures on a monthly basis to
the Council.
d. The RWP may provide information to the Council, but at all times remain subject
to the Grantee.

5. Clinical Quality Management:
a. Establish a clinical quality management program to assess the extent to which
HIV-related primary health care services are consistent with Public Health
Service guidelines 1 and to enhance health and supportive service access and
delivery and continuously improve systems of care.
b. Provide the Council with quality management and evaluation data by service
category for use in decision making.
6. Conditions of Award and Reporting: Establish process for the timely completion of
all grant-related Conditions of Award and required reporting according to the TGA’s
Part A Notice of Grant Award.
7. Grant Development: Establish process for timely completion of annual Part A grant
development.
8. Reallocation of Funds: Reallocate unspent funds as directed by the Council.

C. Responsibilities of Council Support Staff:
1. General Council administrative duties,
2. Assisting with needs assessments,
3. Studying barriers to care,
4. Planning activities such as writing a comprehensive plan,
5. Assessing the administrative mechanism,
6. Providing technical assistance,
7. Conducting program evaluation, and
8. Assessing of service delivery patterns.
D. Shared Responsibilities
The Grantee and Council share the following legislative responsibilities, with one entity
having the lead role for each, as stated below:
1. Needs assessment: (Lead Entity - The Council): Carry out comprehensive needs
assessment to determine the service needs and gaps of PLWH in the TGA, including
those of people in and out of care, and the capacity of the system of care to meet
those needs; this requires obtaining regular PLWH and other community input on
community needs and priorities. The Council has primary responsibility for needs
assessment, with the Grantee assisting with the process and providing the Council
1

http://www.aidsinfo.nih.gov/guidelines/
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information such as service utilization data and expenditures by service category and
facilitating communication with service providers.
2. Comprehensive planning: (Lead Entity - The Council): Develop a Comprehensive
Plan, compatible with existing California state and local plans, regarding the
provision of health and support services to individuals with HIV disease, that is
consistent with a client-centered continuum of care appropriate for the TGA. The
Council takes the lead in developing the Plan, with the Grantee providing
information, input, and other assistance. The Grantee has the opportunity to review
and suggest changes to the draft Plan. The Plan is developed every three years or
as specified by the funding agency, the Health Resources and Services
Administration’s HIV/AIDS Bureau (HRSA/HAB).

Table 1. Planning Council and Grantee Roles
Role/Task

CEO1/Grantee Planning Council

Council Formation/Member Appointments

 (CEO)

Council Operations



Evaluation of the Administrative Mechanism



Priority Setting & Resource Allocation & Directives



Standards of Care



Grant Documents/PC Letters of Assurance



Comprehensive Planning (Shared)





Needs Assessment (Shared)





Procurement



Contracting



Contract Monitoring



Technical Assistance to Providers



Clinical Quality Management



Conditions of Award/Reporting Requirements



Grant Development



Reallocation of Funds



Expenditure Reporting



Relay HRSA Communication



1Chief

Elected Official (CEO)
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E.

Administrative Responsibilities
In addition to these legislative roles, the Grantee and Council share the following
responsibilities related to Part A planning and management:
1. Fiscal management of Council support funds: The Public Health Department,
as the administrative arm of the Grantee, provides fiscal management of Council
support funds. The Council works with their staff to develop, and modify the
annual Council support budget. The Council support budget is a portion of the
administrative cost allocation of up to 10% of the Part A grant. The Council staff
and Council share responsibility for monitoring Council expenditures, based on
reports provided by Council support staff. The Grantee is responsible for
ensuring that all expenditures meet RW guidelines as well as County financial
management regulations.
2. Contracting for Council consultants or services: The Council provides
direction on the hiring of consultants and other contractors that are paid through
Council funds. The process, including oversight, is managed by Council Support
Staff. All contracting must meet Ryan White Guidelines and County
procurement requirements.
3. Office space: Where possible, the Grantee and Council will maintain separate
and distinct office space. The Department of Public Health is responsible for
providing appropriate office space for both entities. Office space for the Council
must meet all Americans with Disabilities Act (ADA) requirements.
4. Grantee and Council support staff: The Council and Grantee agree that both
Grantee and Council staff are employees of the County Department of Public
Health, but are hired and supervised by different divisions to maintain the
independence of the two entities. Council staff may, at the discretion of the
Grantee and with input from the Council, be comprised of Riverside County
employees or an external contracted agency. Currently Grantee staff members
are hired and supervised by the Ryan White Program in the Department of Public
Health Division of Disease Control. The Council Liaison is supervised by the
Special Projects Coordinator. When Council support staff are interviewed, at
least two Council representative sit on the Interview Panel on behalf of the
Council and are consulted throughout the hiring process. These Council
representatives will be selected by the Community Co-Chair. Where questions or
concerns arise regarding the roles and responsibilities of the Council Support
staff, the ultimate decision maker is Director of Public Health. However, the
Council Community Co-Chair is consulted and the Grantee Part A Program is
kept informed about Council support staff issues or staffing changes.
5. Annual Grant Application Process: The Grantee has primary responsibility for
the preparation and submission of the Part A application. Council support staff
provides information for the application sections related to Council membership
and responsibilities (such as priority setting and resource allocations), and may
assist with preparation and review of the application. The Council authorizes the
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Community Co-Chair to sign a letter accompanying the application that indicates
whether the Grantee has expended funds in accordance with Council priorities,
allocations, and directives.
6. Request For Proposals (RFP): All aspects of the procurement process are the
sole responsibility of the Grantee.
Communications
A. Principles for Effective Communications
The Grantee and Council recognize the importance of regular and open
communication and of sharing information on a timely basis. Information needs to be
received regularly. The parties commit themselves to the following principles:

1. All parties will take responsibility for establishing and maintaining open
communications. This includes both sharing information on a timely basis and
reviewing shared information once it has been received. If issues or problems
arise, it means communicating with the other parties to clarify the situation and
decide how best to address it.
2. When a policy or a procedure has been identified as being problematic, the
parties will work together to resolve the issue.
3. Communications and problem solving will protect the separation of roles
between the Council and Grantee. The Council can request that the Grantee
provide it with aggregate summary reports of service information, both fiscal and
programmatic. The Grantee should not provide and the Council should not have
access to individual provider information, but should receive data by service
category and/or across service categories. In cases where there is only one
service provider for a service category, the Council will have access to this
information but without identifying information.
4. Council members and staff will not use individual provider information in
meetings or decision-making.
5. Any complaints about the Grantee staff, Council support staff or Council
members will be shared confidentially.
6. The Council will not become involved in consumer complaints about
services. If the Council or its support staff receives consumer or provider
concerns or complaints about a specific provider, it will refer the individual
expressing the concern to the individual provider for resolution through its own
complaints process. If the Council or support staff receives broader complaints or
concerns about services, it will refer them to the Grantee.
7. The Council, Council staff, and Grantee will use electronic communication
in an appropriate and professional manner. Electronic communication should
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be relevant, concise, and contextually appropriate. The Council will be cautious
in using electronic communication to avoid violating the Brown Act; e.g. engaging
in a serial meeting using email violating the Brown Act requirement to not meet
outside of the publicly held Council meetings. The Council will also comply with
all applicable County electronic communication policies.
B. Implementing these Principles
To facilitate communications and implement these principles, all parties agree to the
following actions:
1. The signatories, or designees, to this agreement will participate in a faceto-face planning meeting including both entities and all parties before the
program year begins and will continue to meet at least quarterly
throughout the year. The first meeting, will be held prior to the beginning of the
Part A program year in March, will be used to lay out specific mutual
expectations for the year, ensure a mutual understanding of the Part A program’s
status and directions, clarify a calendar for the year including dates when
materials and information will be shared, and address potential issues. Including
identifying additional reports or information needed. Subsequent meetings will be
used to monitor progress and refine the calendar as needed, further define
information sharing needs, and address any issues that may arise in the
relationship between the Grantee and Council.
2. When making special requests for information or materials, both parties
will provide as much lead time as possible; when sharing information, both
parties will do so as quickly as possible. Normally, information received by
one entity but important to both – such as a Conditions of Award, new or revised
HRSA/HAB regulations or expectations, and the Part A Program Guidance – will
be shared as quickly as possible. Requests for information will generally be met
within five business days. If requests will take longer to meet, the party
responding will contact the other party to discuss and agree on a time frame for
meeting the request. Both parties commit themselves to responding rapidly to
any requests that involve meeting Conditions of Award, satisfying other
HRSA/HAB requirements or requests, and addressing other matters that may
affect the funding or reputation of the County Part A program.
3. If requested information is not received in a timely manner, the Grantee’s
Program Coordinator and the Council’s Liaison will have responsibility for
resolving the situation.
4. The need for representation of Grantee staff at Council meetings will be
communicated to Grantee staff well in advance of the meeting. The Council
will not place a Grantee staff on any Council meeting agenda until this need has
been communicated to the Grantee staff at least 2 weeks prior to the posting of
the applicable agenda.
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Information/Document Sharing and Reports/Deliverables
A.

Overview
It is the intent of this MOU to encourage regular sharing of information and materials
throughout the year. This section specifies a set of materials to be provided and
information to be shared through meetings. Parties to the MOU may request and
receive additional materials or information, except for those that should not be
shared for reasons of sensitivity or confidentiality.
B. Information to be Provided by the Council to the Grantee
The Council or its Council support staff will provide the Grantee with the following
information and materials:
1. A dated list of Council members and their terms of office, with primary affiliations,
to be provided annually and updated as needed throughout the year, in
accordance with current Notice of Grant Award (NGA) guidelines.
2. Notification of the Council’s monthly meetings, retreats, orientation and training
sessions, and other Council events, at the same time notification goes to Council
members.
3. The meeting notice, agenda, and package for each Council meeting, to be
provided at the same time they are provided to Council members.
4. The annual list of service priorities and resource allocations, along with the
process used to establish them and directives to the Grantee or edits to existing
directives on how best to meet these priorities – the same information that is
submitted to HRSA/HAB as part of the annual Part A application. This
information will be provided within two weeks after the Council has approved the
priorities, allocations, and directives. The list will be on Council letterhead with
the signature of the Council Community Co-chair.
5. Copies of final planning documents prepared by the Council, e.g. Needs
Assessments and the Comprehensive Plan after approval by the Council.
6. Information or documents needed by the Part A Program to complete the
sections of the annual application related to the Council and its functions, to be
provided on a mutually agreed-upon schedule.
C. Information to be Provided by the Grantee to the Council
The Part A Program will provide the Council with the following reports and
information. These will be the minimum requirements. Additional or different
information needs will be discussed and agreed upon at the beginning of each year
and at quarterly meetings of the parties to this MOU, as described in Section II.B. of
this MOU.
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1. A copy of the annual grant award notice including Conditions of Award, a copy of
any approved carryover request, and a copy of other official communications
from HRSA/HAB that directly involve the Council, within three business days
after they are received from the funding agency and more quickly where timesensitive responses are required.
2. A monthly utilization report by service category.
3. Recommendations to the Council regarding over and under expenditures by
service category and suggested reallocations.
4. Information and recommendations to assist the Council in setting priorities
among service categories, allocate funds to those service categories, and
provide directives to the Grantee on how best to meet these priorities.
5. Information needed by the Council to meet its responsibility for assessing the
efficiency of the administrative mechanism. The content and format for this
information will be mutually agreed upon, but will typically include information on
procurement, contracting, and reimbursement procedures and timelines.
6. When the Council or a Committee requests special or additional information from
the Grantee, the request will always be listed in the summary minutes of the
meeting. Also, Council support staff will provide a list of requests to Grantee staff.
D. Documents and Information that will Not be Shared
In order to maintain the confidentiality of sensitive information, the following
information will not be shared:

1. The Council will not share information on the HIV status of members of the
Council who are not publicly disclosed as people living with HIV/AIDS. Except for
individuals who choose to disclose their status, the HIV status of Council
members will not be shared with the Grantee or with other Council members
except those involved in the Open Nominations Process (i.e., the Council
Development Committee).
2. The Grantee will not share information about applicants for service contracts or
about the performance of individual contractors. Information will be shared by
aggregated service category only. If there is only one provider in a service
category, the information will be shared, but without identifying the provider.
Settling Disputes or Conflicts
If conflicts or disputes arise with regard to the roles and responsibilities specified in
Section II of this Memorandum of Understanding, the parties will use the following
procedures to resolve them:
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1. Begin with a face-to-face meeting between the parties affected by the conflict
from the Grantee and the Council to attempt to resolve the situation.
2. If the situation cannot be resolved by these parties, a meeting of both parties and
a second representative from the Council and the Grantee will be held. If the
affected parties are Grantee or Council staff, their supervisors, will be the
representatives included in the second meeting to discuss the issue and reach
resolution if possible. In the case of Council staff, the representative may also be
the Community Co-chair.
3. If the situation still cannot be resolved, a meeting is held with the CEO or his/her
representative and with all parties involved in the previous two meetings from
both the Grantee and the Council. The decision of the CEO will be final.
Responsible Parties and Contact Information
The following are the responsible parties to this MOU, along with the names of the
individuals in these positions at the time the MOU was adopted, and their contact
information, including the individual within their office who should receive all
communications related to this MOU and the Ryan White Part A program.
The MOU will continue in effect regardless of changes in the individuals who hold
these positions. Successors will follow the MOU pending the annual review.
For the Grantee:
• Trudy Raymundo, Director, Department of Public Health, San Bernardino
County: 351 N. Mt View San Bernardino, CA 92415 - (909) 387-9146
• Daniel Perez, MSW, Chief of Disease Control, San Bernardino County: 351 N. Mt
View San Bernardino, CA 92415 - (909) 387-6218
• Scott Rigsby, Public Health Program Coordinator: 351 N. Mt View San
Bernardino, CA 92415 - (909) 387-6408
For the Planning Council:
• Angelia Fox, Planning Council Liaison: 351 N. Mt View San Bernardino, CA
92415 - (909) 841-1360
• Terry Evans, Planning Council Acting-Community Co-chair
• Maxwell Ohikhuare, MD, San Bernardino County Health Officer: 351 N. Mt View
San Bernardino, CA 92415 - (909) 387-6219
MOU Term and Review
B.

Effective Date
The MOU will become effective once all the authorized individuals representing the
Grantee and Council sign it.

B. Term
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The MOU will remain in effect unless or until the parties take action to end it or the
County is no longer a recipient of Part A funding.
Either party can request termination of this agreement with a 30 day notice to the
other part that includes reason(s) for the request.

C. Process for Reviewing and Revising the MOU
The MOU will be reviewed and revised periodically, with the involvement and
approval of all parties. Reviews will occur:
1. Following each reauthorization or legislative revision of the Ryan White legislation
by the U.S. Congress, to ensure that the MOU remains fully appropriate,
updated, and reflective of the Act.
2. At least once every year.
When the MOU has been reviewed and revised, the amended version will be signed
and dated by all parties. The revised version will become effective once signed.

Signatures

_________________________________
Trudy Raymundo, Public Health Director

______________
Date

________________________________
Maxwell Ohikhuare, MD, Health Officer

______________
Date

____________________________________
Daniel Perez, MSW, Chief of Disease Control

______________
Date

_______________________________________
Scott Rigsby, Public Health Program Coordinator

______________
Date

________________________________
Angelia Fox, Planning Council Liaison

______________
Date

________________________________
Terry Evans, Acting Community Co-Chair, IEHPC

______________
Date
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Council Communications
Communications with the Media
Media requests made to Council members for information are referred to the following
spokespersons:
1. The Council Co-Chairs (or designee), who serve as the official spokespersons for all
inquiries related to Council Bylaws, legislative mandates, priority setting or resource
allocation processes, or policies and procedures related to conflict of interest, confidentiality,
and grievances.
2. The Council Co-Chairs, the Council Liaison, or another designee of the Co-Chairs, who may
respond to media inquiries, related to recruitment, special events or activities, or general
marketing or public information campaigns.
3. The Council Liaison, who serves as the spokesperson for inquiries related to general
operations or logistics, e.g., meeting times, locations, etc.

Communications with HRSA/HAB
Official communications with HRSA/HAB will be with the Co-Chairs or the Council Liaison on
their behalf.

External Communications
1. No member of the Council may initiate contact on behalf of the Council without the consent
of the Council Co-Chairs.
2. All marketing or public information materials developed by a standing committee and/or
Council staff of the Council are reviewed by the Chair of the respective committee, or
designated representative prior to publication or posting in the community.

3. All marketing or public information materials from the Council that were not developed by a
Council committee, such as public service announcements, general information, or materials
prepared by consultants, are reviewed by a Council Co-Chair, the Chair of the responsible
committee, or the Council Liaison prior to publication or posting in the community.
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Section 9: Council Staff
Content
This section provides information on the various policies, processes, and strategies used to
support the work of the Council as a whole and of its committees and its individual members,
particularly consumer members. It describes support provided to Council members, including
expense reimbursements to affected community members of the Council and travel
reimbursements. It also describes responsibilities of Council Staff and the procedures they
follow, as well as the process used to procure professional services needed to support the work
of the Council. Included are policies and procedures related to handling of travel and other
Council member reimbursements, the procurement process, communications between the
Council and its Council Staff, meeting planning and logistics, management and administrative
support roles, and the process and form used in evaluating support staff performance.

Affected Community Member Reimbursements
Purpose
The purpose of this policy is to promote and encourage participation by consumer members in
the activities of the Council.

Policy
It is a policy of the Council to reimburse consumer members for reasonable and necessary
expenses associated with participation in Council activities.

Procedures
1. Member Eligibility: Council consumer members who are unable for financial reasons to
participate in activities sponsored by the Council are eligible to request reimbursement for
certain Council-related expenses.
2. Eligible Expenses: Reimbursement can be provided for reasonable and necessary out-ofpocket expenses that are incurred solely as a result of preparing for, or participating in,
activities sponsored by the Council, and that are not reimbursable through other funding
sources. Expenses that are eligible for reimbursement include but are not limited to:
a. Transportation
b. Parking
c. Long distance telephone charges
d. Consumable supplies
e. Facsimile charges
3. Transportation Assistance
a. Transportation assistance is limited to travel within the TGA solely to participate in
meetings or activities sponsored by the Council.
b. The mode of transportation selected must take into account cost, time, and the
member’s needs and preferences.
c. Mileage incurred in order to attend meetings or other Council activities is reimbursable at
the rate specified by the entity that provides Council Staff.
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d. For mileage reimbursement, members must provide a Travel Log that includes total
mileage per trip, dates of travel, and the purpose of each trip.
4. Parking
a. The Council provides reimbursement for parking costs necessary to attend meetings or
activities sponsored by the Council.
b. A dated receipt must accompany requests for reimbursement.
5. Other Expenses
a. Members may be reimbursed for other reasonable expenses incurred solely as a result
of preparing for a meeting or activity sponsored by the Council.
b. Examples of eligible expenses include long distance telephone charges, consumable
supplies, and facsimile charges.
c. Council members are responsible for confirming the eligibility of expenses not expressly
mentioned in this section.
6. Reimbursement Procedures
a. Council members are responsible for confirming their eligibility for reimbursement with
the Council Liaison prior to incurring any expenses.
b. Members must complete a Request for Reimbursement Form in order to receive
reimbursement. Forms are available from Council Staff
c. Members must itemize expenses, attach appropriate receipts, and provide any
necessary written explanation. Incomplete forms cannot be processed.
d. Reimbursement requests are due to the Council office no later than the 15th day of the
month following the month in which the expenses were incurred.
e. Council Staff may request any additional information as required to process the request.
f. Council Staff reviews the request and forwards it in a timely manner for processing.
g. Upon request, the Council Liaison provides the Council a summary of the amounts and
categories of the prior month’s reimbursements, without names of members.

Travel Requests/Reimbursements
Purpose
To provide clear guidelines for travel requests and reimbursements, including clarification of
what kinds of travel the Council can support with Ryan White funds and the process used to
obtain approval for travel, travel arrangements, and expense reimbursements.

Policy
It is a policy of the Council to provide equitable opportunities for reimbursed travel for
participation in HRSA-sponsored and HRSA-supported training, conferences, and other events,
in order to encourage member knowledge and skills development that strengthen Council
capacity and performance.

Procedures
Note: HRSA funds can be used to reimburse out of town travel only for “HRSA-sponsored or
HRSA-approved” events.
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1. The Council may approve requests for registration and travel reimbursement to enable members to
attend certain conferences, training, or other events. All Council members are eligible to be considered
for such travel. This includes consumer members, Co-Chairs, Committee Chairs, and other Council
members.
2. The events must fit HRSA/HAB criteria for use of Part A travel funds; they must be either
HRSA-sponsored or HRSA-approved. If there is a question about whether a conference or
event qualifies, Council Staff will work with the RWP Staff to obtain clarification from the
HRSA/HAB Project Officer.
3. When Council leadership, Council staff, and/or the RWP Staff identify such training or
conference opportunities, they bring these opportunities to the attention of the Council, so all
members are aware of them.
4. To request authorization to travel to a specific event and receive expense reimbursement:
a. The member makes a travel request to the Empowerment Committee, with copies of the
conference announcement and a completed registration form.
b. The request is made at least 60 days (90 days if possible) prior to the date of travel.
c. If more members wish to travel to a particular training session or conference than can be
sponsored, or if travel funds are insufficient to cover the level of expected requests, the
Empowerment Committee recommends approval of travel and expense reimbursement
based on the following criteria:
• Benefit to the Council – for example, the individuals chosen should be those most
likely to use the knowledge and skills in their Council and committee work
• Efforts to ensure equity in opportunities for training and learning
• Commitment to providing opportunities for diverse Council members -- new and
veteran members, consumers and other members, and members representing
diverse backgrounds and communities
d. Once approved by the Empowerment Committee, the request is submitted to the Council
for final approval.
Process Once Approval is Obtained
1.

Council Staff complete necessary documents and forward them to San Bernardino County
for processing.

2. Once the travel documents are approved by San Bernardino Department of Public Health
(DOPH) Administration, Council Staff make the necessary reservations (air travel,
registration to the event, and hotel accommodations) and construct a travel itinerary for the
member(s) making the trip. Air travel is arranged by the approved travel contractor. Council
Staff will then contact the member(s) traveling and provide all information.
3. Meal reimbursement is provided at the approved rate of the entity responsible for Council
Staff, as of the date of travel.
4. On-site transportation (to cover taxis, shuttles, etc.) will be reimbursed at the approved rate
of the entity responsible for Council Staff.
After Attending the Conference, Training, or Other Event
1. Each attendee is expected to share new knowledge and skills by presenting an oral/written
report to the Council regarding information obtained and/or training provided. In addition, the
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member is expected to share what they learned with the appropriate committee, and to
apply it in their Council activities.
2. Each attendee completes and submits a Travel Expense Report Form for reimbursement
purposes. The form is due within one week (five business days) after their return. Along with
the Expense Report Form, the attendee submits all original receipts related to the travel
(airline stubs, lodging invoices, local transportation or car rental receipts, and meal receipts)
and any paperwork to justify all per diem costs. The Expense Report form is submitted to
assigned Council Staff.
3. Reimbursement generally takes a minimum of 30 days.
4. All travel expenses exceeding $1,000 must be approved by the CEO, and therefore
reimbursement for amounts over $1,000 take longer than the minimum of 30 days to
process.
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Section 10: Review and Updating of Bylaws and
Policies & Procedures
Content
This section describes the policy, responsibilities, and timing for reviewing and revising this
Policies and Procedures Manual and the Council Bylaws.

Purpose
To create a means by which the Council’s Bylaws and the Policies and Procedures Manual are
reviewed and revised on a regular basis to meet legal requirements, reflect sound practices,
and facilitate effective operations of the Council.

Policy
It is the policy of the Council to ensure that its Bylaws and its Policies and Procedures are up to
date, meet federal, state, and county legislative requirements and guidelines, and reflect sound
practices.

Procedures
Responsibilities and Required Reviews
1. The Bylaws committee is responsible for an annual review of the Council Bylaws and P&P’s
manual. If there are any changes, the Bylaws committee will make recommendations to the
Council.
2. All proposed changes require review and approval of the full Planning Council and the San
Bernardino County Department of Public Health’s Administration.
3. All Bylaws changes require review and approval of the Council and the San Bernardino
County Department of Public Health’s Administration.
4. Bylaws and key policies also require review by the HRSA Project Officer.
Procedures
1. The Bylaws committee reviews the Bylaws at least once a year or whenever changes are
made in applicable legislation or guidelines at the Federal, State, or county level, and
recommend revisions or additions as necessary.
2. The committee reviews the Policies and Procedures Manual annually, based on a schedule
included in the committee’s annual work plan. In addition, the committee carries out a
special review or refinement of any policy or procedure that appears to need revision due to
a legislative or guidelines change or based on practical experience.
3. Responsible committees are expected to review and recommend updates to policies and
procedures from the manual that are related to their work, and submit these
recommendations to the Bylaws committee for review. The Bylaws committee suggests
refinements as necessary, and these are made before the revised policy or procedures are
submitted to the Council for review and approval.
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4. Council staff assists the Bylaws Committee in reviewing documents, and ensuring that draft
revisions are consistent. Council staff also facilitates coordination between the Bylaws
Committee and the other relevant committees, helping to ensure that any proposed Bylaws
or Policies and Procedures revisions are reviewed and approved the Bylaws Committee
prior to presenting to the Council for review and action.
5. Final drafts with revisions must be dated and signed by the Council Co-Chairs after they are
approved. A policy that has been approved by the CEO/Board of Supervisors should also be
identified at the end of the policy as “approved by the Board of Supervisors” as of a
specified date. This helps to ensure that all necessary approvals have been obtained.
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Section 11: Resource and Reference Materials
Contents
This section includes the following resource and reference materials:
•
•
•
•

Glossary of Ryan White HIV/AIDS Treatment Modernization Act and Epidemiology Terms
HIV and Health Systems Acronyms and Definitions
HRSA/HAB Service Categories
Brown Act Pocket Guide
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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.
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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,

74

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) is 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
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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
U.S. 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 decisionmaking 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
3TC
AAC
AARP
ACMS
ACRS

ACTG
ADA

ADAP

ADHC
AETC

AFDC
AHPA
AIAC
AIDS

AJR
AMCWP
ANTIRETROVIR
AL
THERAPY

Definition
Epivir (antiviral)
The AIDS Action Council. It provides media and policy focus to federal
AIDS legislative and policy issues.
American Association of Retired Persons. A national nonprofit organization
that advocates and provides services for people 55 and over.
Automated Case Management System (IMACS). ACMS is a corporation
that developed IMACS.
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.
AIDS Clinical Trial Group. A national group that advises the National
Institutes of Health on clinical trials related to HIV/AIDS treatments.
Americans with Disabilities Act. Federal legislation designed to protect and
ensure the rights of the disabled. The ADA protects people with HIV and
AIDS.
AIDS Drug Assistance Program. ADAP is supported by Part B of the Ryan
White legislation. In California, ADAP is funded by the Part B ADAP setaside, state general funds, Part B general funds, and a mandatory
manufacturer’s rebate.
Adult Day Health Care. A licensed category of care administered by the
State of California.
AIDS Education Training Centers. AETCs are supported by Part F of the
Ryan White Act and are responsible for providing AIDS education to health
care professionals.
Aid to Families with Dependent Children. The old name for public
assistance for low-income women and children, now called TANF.
Associate Health Program Advisor
American Indian/Alaskan Native. A term used to describe the racial/ethnic
characteristics of individuals.
Acquired Immune Deficiency Syndrome. Originally called GRID (gay
related immune deficiency). The term “AIDS” was proposed by Bruce
Voeller and adopted in July 1982.
Assembly Joint Resolution
AIDS Medi-Cal Waiver Program. Administered by the State of California,
AMCWP supports in-home health and attendant care.
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.
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APHA
API
ARC
ARF
ARIES

ArrowCare
ARS
ASC
ASO
ASTHO
ATS
Authorizing
Committee

AZT
BCP

BHS
BRGS

BY

CAEAR
COALITION

CAPS
CARE ACT

American Public Health Association
Asian and Pacific Islanders. A category to describe the racial/ethnic
characteristics of individuals.
AIDS Related Condition (Complex). Formerly used to denote a medium
acuity of HIV disease.
Adult Residential Facility. A licensed category of care administered by the
State of California.
AIDS Regional Information and Evaluation System. The software used by
the Riverside/San Bernardino, CA TGA to collect client-level data about
Ryan White eligible services and clients from funded providers.
Federally funded health program for qualified San Bernardino County residents.

Acute Retroviral Syndrome
AIDS Service Center
AIDS Service Organization. Refers to an organization that provides
HIV/AIDS-related prevention or care services.
Association of State and Territorial Health Officers
Alternative Test Site, Anonymous Test Site. Anonymous testing for HIV is
provided at ATS’s.
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.
Azidothymidine (Zidovudine). The first medication approved for antiretroviral therapy.
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.
Behavioral Health Services
Behavioral Risk Group(s), an organizing principle for planning care and
prevention services. The individuals to be targeted for services are
organized by behavior they have in common.
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.
Cities Advocating Emergency AIDS Relief Coalition. Established in 1991,
CAEAR advocates for the legislative, administrative, budgetary,
appropriations and public policy interests of Part A and Part C consumers,
grantees, planning councils and community-based providers.
Center for AIDS Prevention Studies. A research program located at the
University of California, San Francisco (UCSF).
Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of
1990, amended and reauthorized in 1996 and again in 2000. Original
name for what in December 2006 became the Ryan White HIV/AIDS
Treatment Modernization Act.
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CARE/HIPP

CASC
CBC
CBC
CBO

CCLAD
CCLHO
CD4
CD4 CELL
COUNT

CDBG

CDC

CDE
CFR
CHAC

CHEAC
CHIPTS

CHPG

Health Insurance Premium Payment. Funded by Ryan White Part B 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.
Community Assessment Service Centers.
Congressional Black Caucus. A group of African American members of
Congress, who work together on issues of common concern.
Community Based Care Section Office of AIDS
Community Based Organization. Usually a non-profit organization with
strong roots in a specific community, defined by geographic area or
population.
California Conference of Local AIDS Directors.
California Conference of Local Health Officers
One of two protein structures on the surface of a human cell that allows
HIV to attach, enter, and thus infect a cell.
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.
Community Development Block Grant. A federal program designed to
support housing and related services. Typically, the CDBG program is
coordinated with local HOPWA programs.
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.
California Department of Education
Code of Federal Regulation
California HIV Advocacy Coalition. An umbrella advocacy organization for
AIDS service organizations, government agencies, and individuals with
HIV/AIDS.
County Health Executive Association of California
Center for HIV Identification, Prevention and Treatment Services. An entity
at the University of California at Los Angeles (UCLA) that promotes
collaborative research and education on effective HIV detection,
prevention, and treatment services.
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.
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CMP
CMS

Case Management Program. A designation used by the State of California
for funded programs.
Center for Medicare and Medicaid Services. Health Care Financing
Administration. Federal agency that administers Medicare, Medicaid, and the State
Children's Health Insurance Program.

COB
COBRA

Close of Business
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 Mgmt & Patient Information System
COMPREHENSIVE The process of determining the organization and delivery of HIV services;
PLANNING
strategy used by a planning body to improve decision making about
services and maintain a continuum of care for PLWH
CONFERENCE
A conference committee is typically created when legislation passed by
COMMITTEE
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
A regional or statewide planning entity established by many State grantees
(HIV CARE
under Part B of the Ryan White legislation to plan and sometimes
CONSORTIUM)
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.
CPG
Community Planning Group. Usually refers to an HIV Prevention
Community Planning Group, established at the regional or State level
under CDC prevention funding to assist states in planning and priority
setting for HIV prevention services.
CPR
Cardiopulmonary Resuscitation
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 Housing Coalition
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D4T
DAP
DCFS
DDC
DDI
DHHS
DHS
DHS/OA
DNA
DOC
DOE
DPH
DPSS
DRUG
RESISTANCE

DSH
DSS

DTC
EFSG
EGHP
EIA
EIIHA

EIM
ELISA

EMA

Zerit (antiviral)
Desert AIDS Project
Department of Children and Family Services
Antiviral
Antiviral
Department of Health and Human Services
Department of Health Services
Department of Health Services/Office of AIDS
Deoxyribonucleic Acid. A molecule that is the basis of heredity.
Department of Corrections
Department of Education.
Department of Public Health
Department of Public Social Services
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.
Disproportionate Share Hospital. A hospital with a disproportionately large
share of low-income patients.
Division of Service Systems The entity within HRSA's HIV/AIDS Bureau
responsible for administering Part A and Part B of the Ryan White
legislation, including the AIDS Drug Assistance Program (ADAP).
Drug Treatment Center
Emergency Food and Shelter Program
Employer Group Health Plan
Enzyme Immunoassay
Early Identification of Individuals with HIV/AIDS (EIIHA) is 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.
Early Intervention Program
(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.
Eligible Metropolitan Area. One of two types of geographic areas eligible to
receive Ryan White Part A funds. Must be a metropolitan area with at least
50,000 population and have had at least 2,000 new AIDS cases diagnosed
over the past five years. 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 county, while others are
composed of several cities and/or counties; some EMAs include counties
in more than one state.
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EMSA
EPI
ESG
FEMA
FI
FNP
FSS
FY
GAO
GENE
GENETIC CODE
GENOME

GENOTYPE
GENOTYPING

GHPP
GLI
GRANTEE
HAB
HAART

HCBC
HERR
HHS
HICCP
HICP
HIPP
HIV

Eligible Metropolitan Statistical Area (used by HOPWA)
Epidemiology or epidemiological – as in “epi data.”
Emergency Shelter Grant Program
Federal Emergency Management Agency
Fiscal Intermediary
Family Nurse Practitioner
Family Self Sufficiency Program
Fiscal Year. See also Budget Year
Government Accountability Office. Conducts audits and other program
reviews for the Federal government.
A unit of heredity or a region of DNA or RNA that controls a discrete
hereditary characteristic.
The universal language in which genetic instructions are written in all living
things.
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.
The genetic constitution (gene type) of an organism, as contrasted with the
physical manifestation (phenotype) that the genes produce.
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.
Genetically Handicapped Person Program
Group Level Interventions
The recipient of state or federal funds; responsible for administering the
funds.
HIV/AIDS Bureau. The entity within HRSA responsible for administering
Ryan White programs.
(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.
Home and Community Based Care. A model of case management
services funded by the State of California. See also CMP.
Health Education Risk Reduction
Health and Human Services Department (Federal Cabinet level)
Health Insurance Continuum of Coverage Program
Health Insurance Continuation Program. A core medical service under
Ryan White Part A and Part B.
Health Insurance Payment Premium
Human Immunodeficiency Virus
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HIV/EIS

HMO
HOP
HOPWA

HPV
HRSA

HTPP
HUD
ICF
IDU
IEHPC
IFB
IGA

IHMC
IHSS
ILI
INCIDENCE
INCIDENCE
RATE
IV
IVDU
JCAHO
KABB
KARNOFSKY
PERFORMANCE
STATUS SCALE
KS
LAO
LCSW
LEAD AGENCY
LHJ

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
Health Maintenance Organization
Homeless Outreach Program. Los Angeles County CBO.
Housing Opportunities for Persons with AIDS. A federal program designed
to support housing and related services for people with HIV and their
families.
Human Papilloma Virus
The Health Resources and Services Administration. The agency of the
Department of Health and Human Services that includes the HIV/AIDS
Bureau, as well as five other bureaus and 12 offices.
HIV Transmission Prevention Project
U.S. Department of Housing and Urban Development Department
Intermediate Care Facility
Injection Drug User
Inland Empire HIV Planning Council
Invitation for Bid
Intergovernmental Agreement, such as the agreement between San
Bernardino and Riverside Counties regarding the Ryan White Part A
program.
In-Home Medical Care
In-Home Support Service
Individual Level Interventions
The number of new cases of a disease that occur during a specified time
period.
The number of new cases of a disease per population per specified time
period often expressed per 100,000 population.
Intravenous
Intravenous Drug User
Joint Commission on Accreditation of Healthcare Organizations
Knowledge, Attitudes, Beliefs and Behaviors — used in outcome
measurement of HIV prevention programs
Scale that measures physical function (activities of daily living). Often used
to assess eligibility for in-home or other supportive services.
Kaposi's Sarcoma, a form of cancer associated with HIV disease.
Legislative Analyst's Office. The LAO provides objective analysis of
legislation and policy options for the State of California.
Licensed Clinical Social Worker
The agency within a Part B consortium responsible for contract
administration; also called a fiscal agent.
Local Health Jurisdiction
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LIHP
LIHTC
LIG
LOI
LVN
MAI

MAINTENANCE
OF EFFORT
MCWP

MFCC
MFT
MGA
MICRS
MIG
MLB

MMIS
MMWR

MOA
MOE
MOU
MRMIP
MSM

MSMW
MTU
MUTATION

Low Income Health Plan
Low Income Housing Tax Credit
Local Implementation Group. See CPG
Letter of Intent
Licensed Vocational Nurse
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. MAI is now a program within Ryan White
Part F, and Part A and Part B grantees bid competitively for MAI funds.
Requirement of Ryan White Part A and Part B to maintain state and local
expenditures for HIV-related services and activities at a level equal to that
of the preceding year.
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.
Marriage Family and Child Counselor (now MFT)
Marriage and Family Therapist (formerly MFCC), a certification given by
the State of California.
Master Grant Award. A mechanism used by the State of California to
allocate funds to local health jurisdictions.
Medically Indigent Care Reporting System
Medicare Insured Group
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.
Medicaid Management Information System
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.
Memorandum of Agreement
See Maintenance of Effort
Memorandum of Understanding
Major Risk Medical Insurance Program
Men who have Sex with Men. MSM defines individuals 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.
Men Who Have Sex With Men and Women. See also MSM.
Mobile Testing Unit
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.
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NAPWA

NASTAD

NEEDS
ASSESSMENT
NEP
NF
NGO
NIAID
NIDA
NIH

NIJ
NIMH
NLM
NMAC

NNAAPC
NOFA
NORA

NP
OA

OLL
OMB

OMH

The National Association of People with AIDS. It represents the health
public policy, HIV-treatment and prevention issues of people living with
HIV disease.
The National Alliance of State and Territorial AIDS Directors represents
the state AIDS Directors on legislative, administrative, policy, budget, and
appropriation issues.
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.
Needle Exchange Program
Nursing Facility
Non-Governmental Organization. A term used in many countries to
describe a nonprofit organization.
National Institute of Allergy and Infectious Diseases
National Institute on Drug Abuse
National Institutes of Health. Includes 27 individual institutes and centers
that conduct and support 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).
National Institute of Justice
National Institute of Mental Health
National Library of Medicine
The National Minority AIDS Council. National nonprofit that provides
technical assistance to community-based minority providers, provides
public policy support, and sponsors the annual U.S. Conference on AIDS.
National Native American AIDS Prevention Center
Notice of Funds Availability (federal)
National Organizations Responding to AIDS. About 150 organizations,
AIDS specific and non-AIDS specific, that advocate at the national level on
AIDS policy and appropriations.
Nurse Practitioner
Office of AIDS. The entity within the California Department of Health
Services responsible for planning and administration for AIDS services
within the state.
Office of Legislative Liaison
Office of Management and Budget. Office within the Federal executive
branch that prepares the President’s annual budget, develops the Federal
government’s fiscal program, oversees administration of the budget, and
reviews government regulation.
The Office of Minority Health, a component of the Office of the Secretary
(OS) within the Department of Health and Human Services. It provides
support to and focus on the many health issues that disproportionately
impact communities of color.
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ONAP

Opportunistic
Infection
PACHA
PBM

PCM
PCP
PCRS
PEP
PHENOTYPING

PI
PLANNING
COUNCIL
PLWA
PLWH
PMDC

PNA
POE
POPA
POS
PPG
PPO
PPP
PREVALENCE
PREVALENCE
RATE
PRIORITY
SETTING
PRO

Office of National AIDS Policy. Created by President Clinton, within the
White House, to provide focus on the HIV/AIDS epidemic at the highest
level of government.
An infection or cancer that occurs especially or exclusively in persons with
weak immune systems due to AIDS, cancer or immunosuppresive drugs
such as corticosteroids or chemotherapy.
Presidential Advisory Commission on HIV/AIDS
Pharmacy Benefits Manager. Usually a for-profit corporation that ensures
access to prescription medicines. The PBM for the AIDS Drug Assistance
Program is PMDC.
Prevention Case Management
Pneumocystis Carinii Pneumonia
Partner Counseling and Referral Service
Post Exposure Prophylaxis
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 testtube culture.
Protease Inhibitor
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.
Person(s) Living with AIDS.
Persons(s) Living with HIV
Professional Management Development Corporation. A corporation
contracted to manage the California AIDS Drug Assistance Program
(ADAP).
Personal Needs Allowance
Payment of Eligibility
People of Positive AIDS. POPA is a coalition of members of the California
HIV Prevention Planning Group, Prevention Planning Committee
Point of Service
Performance Partnership Grant
Preferred Provider Organization
Public-Private Partnership. A partnership including government and the
private sector.
The total number of persons with a specific disease or condition at a given
time.
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).
The process used by a planning council or consortium to establish
numerical priorities among service categories based on locally identified
needs
Peer Review Organization
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PROPHYLAXIS

PROTEASE

PROTEASE
INHIBITOR
PVO
PWA
PWH
QA
QC
QI
QM

QMB
RAC
RALFP
RCCA
RCHA
RCFCI
RDL

RETROVIRUS

REVERSE
TRANSCRIPTASE

RFA
RFP

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)
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.
A drug that binds to HIV protease and blocks it from working, thus
preventing the production of new functional viral particles.
Private Voluntary Organization
Persons With AIDS
Persons with HIV
Quality Assurance
Quality Control
Quality Improvement
Quality Management. Ryan White Part A grantees are required to carry
out quality management activities, and may use up to 5% of their grant, or
$3 million, whichever is less, for QM.
Qualified Medicare beneficiary
Residential AIDS Center
Residential And Licensed Facility Pending
Riverside County Consortium on AIDS
Riverside County Healthcare - provides basic medical care and mental health
services to eligible Riverside County residents.

Residential Care Facility for Chronically Ill.
RDL Enterprises. A corporation that does professional meeting and
conference management for many HIV/AIDS programs. It does meeting
and logistical planning for the California Office of AIDS.
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 doublestranded 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 transcriptase. This DNA then becomes part of the cell’s
genetic material.
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 RNAbased genes of HIV and other retroviruses must be converted to DNA if
they are to integrate into the cellular genome.
Request for Applications
Request for Proposals. An announcement of an open and competitive
process for selecting providers of services (sometimes called an RFA or
Program Guidance).
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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
A final therapy for people who are non-responsive to or cannot tolerate
THERAPY
other available treatments for a particular condition.
SAMHSA
The Substance Abuse and Mental Health Services Administration. The
agency within the U.S. 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 Ryan White program
coordination. The SCSN process is convened by the Part B grantee, with
equal responsibility and input by all programs; representatives must
include all Ryan White programs, 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 A report that provides information about the percent or rate of people in
REPORT
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.
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.
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SPNS

SRO
SSA
SSDI
SSI
STD

STI
SURVEILLANCE

SURVEILLANCE
REPORT
TANF

TAR
TARGET
POPULATION
TB
TGA

THE
ADMINISTRATION

TRANSMISSION
CATEGORY
UARP

UR
URS
VD

Special Projects of National Significance. A health services demonstration,
research, and evaluation program funded under Part F of the Ryan White
legislation.
Single Room Occupancy. Usually a kind of residence hotel, frequently
used for temporary housing for very low-income individuals.
Staff Services Analyst
Social Security Disability Insurance
Supplemental Security Income
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.
Sexually Transmitted Infection
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).
A report providing information on the number of reported cases of a
disease such as AIDS, nationally and for specific subpopulations.
Temporary Aid for Needy Families. A State of California program for lowincome families that is authorized and partially funded under federal
legislation. Replaced AFDC.
Treatment Authorization Request. A TAR authorizes a treatment or
therapy for Medi-Cal reimbursement.
A population to be reached through some action or intervention; may refer
to groups with a specific demographic within a particular geographic area.
Tuberculosis
Transitional Grant Area. The newer of two types of geographic areas
eligible to receive Ryan White Part A funds. Must be a metropolitan area
with at least 50,000 population and have had between 1,000 and 1,999
new AIDS cases diagnosed over the past five years. Like EMAs, some
TGAs include just one city and county and others are composed of several
cities and/or counties; some TGAs include counties in more than one
state.
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.
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.
Universitywide AIDS Research Program. This is a program operated out of
the Office of the President of the University of California, with research
centers and projects at multiple sites.
Utilization Review
Uniform Reporting System. A system developed by HRSA to standardize
data collected on Ryan White clients and services.
Venereal Disease
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VIRAL LOAD

VIRAL LOAD
TEST
VIREMIA

VNA
VPS
WESTERN BLOT

WHO
ZIDOVUDINE

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.
Diagnostic tools to help physicians predict HIV disease progression and
evaluate the effectiveness of antiviral drugs used to treat patients with HIV
infection.
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.
Visiting Nurses Association. An organization (including affiliates in many
parts of California) that provides home health and attendant care.
Volume Performance Standard
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 more costly to perform. All
positive HIV antibody tests should be confirmed with a Western Blot test.
World Health Organization, an entity within the United Nations,
headquartered in Switzerland.
See AZT.
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Eligible Part A and Part B
Service Categories

Core Medical-related Services:
1. Outpatient/ambulatory medical care
2. AIDS Drug Assistance Program (ADAP treatments)
3. AIDS pharmaceutical assistance (local)
4. Oral health (dental) care
5. Early intervention services (EIS)
6. Health insurance premium & cost-sharing assistance
7. Home health care
8. Home and community-based health services
9. Hospice services
10. Mental health services
11. Medical nutrition therapy .
12. Medical case management
13. Substance abuse services - outpatient

Supportive Services:
1. Case management (non-medical)
2. Child care services
3. Emergency financial assistance
4. Food bank/home-delivered meals
5. Health education/risk reduction
6. Housing services
7. Legal services
8. Linguistics services (interpretation and translation)
9. Medical transportation services
10. Outreach services
11. Psychosocial support services
12. Referral for health care/supportive services
13. Rehabilitation services
14. Respite care
15. Substance abuse services – residential
16. Treatment adherence counseling
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Brown Act Pocket Guide
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Comment [A1]: Insert here
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Inland Empire HIV Planning Council

March 2015 through February 2016 - D R A F T
Salary and Benefits
Budget
PC Liaison
Supervising Program Specialist
Office Specialist
Office Assistant III
Contract Unit Analyst/ Staff Analyst II
Staff Analyst II (EAM)
Storekeeper
IT: Automated Systems
Fiscal Specialist
Secretary I

92,599
4,776
2,500
7,481
700
557
1,800

Projection for PP xx
LD Factor added
Total Salary and Benefits
Indirect (10% of Labor)

Services & Supplies:

Supplies
IEHPC
Staff
Travel
IEHPC
Staff
Consultants
Comp Plan
County Counsel

4,223
110,413
13,569

1,200
1,200
2,500
500
8,700
7,600

HS Administration Charges (BAI)

-

EAM

-

Needs Assessment

-

PS&RA
Communication
Rent and Lease Structure

Room Rental
Rental Maintenance Equipment
Water for Meetings
Member Recognition

Postage
Marketing/Outreach
Marketing
Outreach
Consultant
Special PC Projects
Total Services & Supplies

Grand Total

1,000
10,117
-

100
50
373
-

900
175
34,415

158,397

Amount Received from Ryan White
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$

158,397

351 N. Mt. View Ave • San Bernardino, CA 92415-0010
(909) 693-0750
Website: www.iehpc.org

Riverside/San Bernardino California Transitional Grant Area
Maxwell Ohikhuare, MD
County Health Officer Co-Chair

Gregory French
Community Co-Chair

Finance Committee
Thursday, November 7, 2013
9am-10am
Meeting Location
Department of Public Health
351 North Mt. View Ave., B15
San Bernardino, CA 92415
(909) 693-0750

Teleconferencing Site***
Desert AIDS Project
1695 North Sunrise Way
Palm Springs, CA 92262-3702
(760) 323-2118

Minutes

Members: T. Evans, L. Ford-Watson, H. Nickel, L. White, S. Cromwell
Staff: A. Fox
Guest: S. Rigsby, W. Camacho

9:00am

1. Call to Order



H. Nickel

Roll Call*
Introductions

2. Public Comments1

Members of the Public

3. Members Privilege

PC Members

4. Approval of Agenda2

Motion to approved the 11/7/13 agenda
M/S/C: L. White, L. Ford-Watson

Committee Members

5. Approval of Minutes2

5.1 Minutes of August 15, 2013
Motion to approve August 15, 2013 minutes.
M/S/C: L. Ford-Watson, L. White

6. Old Business2

Committee Members

H. Nickel

None

7. New Business2

7.1 Develop FY 2014/2015 budget (A-1)
Motion to approved for recommendation to the
Council the Council FY 2014/2015 Budget
M/S/C: L. White, L. Ford-Watson
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H. Nickel

Minutes

8. Public Comments1
9.

PC Members/ H. Nickel

Members Privilege

PC Members

10.

Review of Action Item

11.

Agenda Setting for Next Meeting

12.

Roll Call*

13.

Adjournment

Staff will:
Agendize Finance committee recommendation to approve
2014/2015 Council fiscal year budget.

10:00am

PC Staff

PC Members/H. Nickel

January 8, 2014, If Needed

PC Staff
H. Nickel

1

Public Comments: Any member of the public may address this meeting on items of interest that relate to the
Ryan White CARE Act by completing a speaker slip to indicate their interest in addressing the Planning Council. A
three-minute limitation will normally apply to each member of the public who wishes to comment, unless waived
by the Chair.
2
The agenda item may consist of a discussion and a vote. Public comments can be made prior to each Planning
Council vote.
* Members must be present at both roll calls to receive credit for meeting attendance.
** Attachment was not available at time of printing, but will be available at the meeting.
*** Teleconferencing line will be disconnected after 15 minutes it there are no participants on the line.
Requests for special accommodations (e.g., language translation) must be received 72 hours prior to the date of
the meeting. Contact PC Support at (909) 693-0750
All meetings of the Planning Council and its committees are open to interested parties from the general public.
Notices are posted in compliance with the California Brown Act. Information regarding Planning Council meetings,
and/or minutes of meetings are public records and are available upon request from the Planning Council Support
Staff by calling (909) 693-0750 or by visiting the website http://www.iehpc.org.
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351 N. Mt. View Ave • San Bernardino, CA 92415-0010
(909) 693-0750
Website: www.iehpc.org

Riverside/San Bernardino California Transitional Grant Area
Maxwell Ohikhuare, MD
Interim County Health Officer Co-Chair

Gregory French
Community Co-Chair

Bylaws Committee
Thursday, June 5, 2014
1:00pm-2:30pm

Meeting Location
San Bernardino County Public Health
351 N. Mt. View
Planning Council Conference Room, B15
San Bernardino, CA 92415
(909) 693-0750

Teleconferencing Location
Desert AIDS Project
1695 N. Sunrise Way
Palm Springs, CA 92262
(760) 323-2118

These facilities are in compliance with the Americans with Disabilities Act of 1992.

Members: T. Evans, L. Ford-Watson, L. White
Staff: A. Fox

1:39pm

Minutes

1. Call to Order


2.

T. Evans

Roll Call*
Introductions

Public Comments1

NONE

3. Members Privilege

L. Ford-Watson apologized for being late

4. Approval of Agenda2

There was a motion to approve the 6.5.14 agenda.
M/S/C – L. Ford- Watson, L. White – Vote- Unanimous

5. Approval of Minutes2

Members of the Public

PC Members

T. Evans

T. Evans

5.1 Minutes of January 9, 2014

There was a motion to approve the 1.9.14 minutes
M/S/C – L. Ford-Watson, L. White – Vote - Unanimous

6. Old Business2

Committee Members

7. New Business2

7.1 Review Final Policies and Procedures**
The committee reviewed and edited the Policies and
Procedures.
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Members of the Public

Minutes

8.

Public Comments1

9. Members Privilege

NONE

NONE

10.

Review of Action Item

11.

Agenda Setting for Next Meeting

12.

Roll Call*

13.

Adjournment

Staff will send the revisions in the P&P’s to the committee
members.

3:55pm

September 4, 2014

Members of the Public

PC Members

PC Staff

PC Members/ T. Evan

PC Staff

T. Evans

1

Public Comments: Any member of the public may address this meeting on items of interest that relate to the
Ryan White CARE Act by completing a speaker slip to indicate their interest in addressing the Planning Council. A
three-minute limitation will normally apply to each member of the public who wishes to comment, unless waived
by the Chair.
2
The agenda item may consist of a discussion and a vote. Public comments can be made prior to each Planning
Council vote.
* Members must be present at both roll calls to receive credit for meeting attendance.
** Copies can be obtained at the I.E.H.P.C. office and will be available at the meeting.
Requests for special accommodations (e.g., language translation) must be received 72 hours prior to the date of
the meeting. Contact PC Support at (909) 693-0750.
All meetings of the Planning Council and its committees are open to interested parties from the general public.
Notices are posted in compliance with the California Brown Act. Information regarding Planning Council meetings,
and/or minutes of meetings are public records and are available upon request from the Planning Council Support
Staff by calling (909) 693-0750 or by visiting the website http://www.iehpc.org.
Servicios en Español: Notificación para servicios de intérprete deben de someterse setenta y dos horas de
anticipo. Por favor llame (909) 693-0750.
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