First Congregational United Church of Christ
3041 N Sierra Way
San Bernardino, CA 92405
(909)501--6512
Website: www.iehpc.org

Riverside/San Bernardino California Transitional Grant Area
Dr. Michael Sequeira, M.D
County Health Officer Co- Chair

Curtis Smith
Community Co-Chair

VIRTUAL PLANNING COUNCIL
MEETING
Thursday, November 18, 2021
12:30PM

Agenda
12:30PM

1. Call to Order
•
•
•
•

Roll Call*
Introductions
Pledge of Allegiance
Code of Conduct

2. Approval of the Agenda2
2.1 Approval of Planning Council Agenda for Thursday, November 18, 2021

3. Approval of Minutes2
3.1 $SSURYDORIMinutes September 30, 2021

C. Smith

PC Members

PC Members

4. New Business
4.1 Discuss and Vote on Standards Committee Recommendation to

LL. Rielly

Update Common Standards to reflect HAB Policy 21-02.
4.2 Discuss and Vote on Council Development Committee
Recommendations of Prospective Members to the Board of
Supervisors.

K. Sellons

4.3 Presentation: Transgender Community Needs & Resources

A.D''orsay

4.4 Presentation: Planning Council Support Staff

R. Gonzalez

4.5 Update California Planning Group
4.6 Update CARG

K. Sellons
E.Washington

001

5. State Office of AIDS (A-3)
5.1

Update State Office of AIDS

6. Reports (limited to 5 min)

A. Martinez

6.1 Committee Reports (See also Planning Council Staff Report)

PC Staff

6.2 Ryan White Program Report

RWP

6.3 Planning Council Staff Report

PC Staff

7. Public Comments1

Public

8. Members Privilege

PC Members

9. Review of Action Items

PC Staff

Staff will:

10. Agenda Setting for Next Meeting
January 27, 2022
Location:TBD

3:00pm

C. Smith

11.

Roll Call*

PC Staff

12.

Adjournment

C. Smith

1 The Inland Empire HIV Planning Council is continuing to hold meetings to conduct necessary business pursuant to the
provisions of the Governor’s Executive Order N-29-20 dated March 17, 2020, which suspends certain requirements of the
Ralph M. Brown act. Members of the Planning Council may attend the meeting via teleconference, video conference or phone
conference, and will participate in the meeting to the same extent as if they were present. Members of the public may watch
and participate electronically in the meetings. As a result of the Executive Order to stay home, in person participation at Inland
Empire HIV Planning Council Meeting is not allowed at this time. In addition, the remote site location at the Desert AIDS
Project, is not open to the public. Based on guidance from the California Department of Public Health, the Governor’s
Executive Order and Office and the San Bernardino County Public Health Officer: (1) You may observe the live stream of the
Board meetings at http://www.iehpc.org/livestream; (2) If you wish to make a comment on a specific agenda item prior to the
day of the meeting, please submit your comments via U.S. Mail*, email or online by 8:00 a.m. on the Thursday of the Planning
Council meeting. Please submit your comments to the Planning Council Support Staff online at https://bit.ly/
IEHPCpubliccomment. Your comments will be placed into the record at the meeting; (3) If you are watching the live stream of
the meeting and wish to make a general public comment or to comment on a specific agenda item as it is being heard, please
submit your comment, limited to 250 words or less to the Planning Council Support staff at https://bit.ly/IEHPCpubliccomment.
Efforts will be made to read the comments into the record, but some comments may not be read due to time limitations.
Comments received after an agenda item will be made part of the record if received prior to the end of the meeting. 002
ADA Accessibility: If you require a reasonable modification or accommodation for a disability, please email the Planning Council Support Staff
72 hours prior to the meeting at benitaiehpc@gmail.com to request an accommodation.
Servicios en Espanol: Notificacin para servicios de interprete deben de someterse setenta y dos horas de anticipo. Por favor !lame

(909)501-6512

Determining Client Eligibility & Payor of Last Resort
in the Ryan White HIV/AIDS Program
Number: Policy Clarification Notice 21-02
Replaces: HRSA HAB Policy Clarification Notice 13-02 Clarifications on Ryan White Program

Client Eligibility Determinations and Recertification Requirements

Issue Date: October 19, 2021
I.
Purpose
This Policy Clarification Notice (PCN) outlines the Health Resources and Services
Administration’s (HRSA) HIV/AIDS Bureau (HAB) guidance for Ryan White HIV/AIDS Program
(RWHAP) recipients and subrecipients for determining client eligibility and complying with the
payor of last resort requirement, while minimizing administrative burden and enhancing
continuity of care and treatment services. 1
II.
Scope and Applicability
This PCN applies to RWHAP Parts A, B, C, D, and Part F when funding supports direct care and
treatment services. As of the effective date, this PCN applies to competing continuation, noncompeting continuation, and new awards.
III. Effective Date
The effective date of this PCN is October 19, 2021.
IV.
Eligibility Requirements for RWHAP Services
People are eligible to receive RWHAP services when they meet each of the following factors:

1. H I V Status
•

A documented diagnosis of HIV. 2 (Note: People who do not have an HIV diagnosis are
eligible to receive certain services as outlined in HRSA HAB PCN 16-02 Ryan White
HIV/AIDS Program Services: Eligible Individuals & Allowable Uses of Funds, 3 and as
otherwise stipulated by HRSA HAB.)

2. Low - I ncome
•

The RWHAP recipient defines low-income. Low-income may be determined based on
percent of Federal Poverty Level (FPL), 4 which can be measured in several ways (e.g.,
Modified Adjusted Gross Income, 5 Adjusted Gross Income, Individual Annual Gross
Income, and Household Annual Gross Income).

RWHAP recipients (including AIDS Drug Assistance Programs) and subrecipients may collect additional information as necessary
for program administration.
2
HIV Clinical Guidelines: Adult and Adolescent ARV. https://clinicalinfo.hiv .gov/en/guidelines/adult-and-adolescent-arv/whats-newguidelines
3
HRSA HAB Policy Clarification Notice 16-02 Ryan White HIV/AIDS Program Services: Eligible Individuals & Allowable Uses of Funds.
https://hab.hrsa.gov /sites/default/files/hab/program-grants-management/ServiceCategoryPCN_16-02Final.pdf
4
U.S. Federal Pov erty Guidelines Used to Determine Financial Eligibility for Certain Federal Programs. https://aspe.hhs.gov /povertyguidelines
5
HRSA HAB Policy Clarification Notice 13-03 Ryan White HIV/AIDS Program Client Eligibility Determinations: Considerations Post
Implementation of the Affordable Care Act. https://hab.hrsa.gov/sites/default/files/hab/Global/pcn1303eligibility considerations.pdf
1
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3. Residency
•

The RWHAP recipient defines its residency criteria, within its service area.

Note: Immigration status is irrelevant for the purposes of eligibility for RWHAP services. 6
RWHAP recipients or subrecipients should not share immigration status with immigration
enforcement agencies.
Guidance on Determining RWHAP Eligibility

Policies and Procedures for Establishing RWH A P Eligibility

HRSA HAB expects all RWHAP recipients and subrecipients to establish, implement, and monitor
policies and procedures to determine client eligibility based on each of the three factors outlined
above, including documentation requirements. HRSA HAB does not require documentation to be
provided in-person nor be notarized.
RWHAP recipients and subrecipients are expected to develop protocols to facilitate the rapid
delivery of RWHAP services, including the provision of antiretrovirals for those newly diagnosed
or re-engaged in care. If services are initiated prior to eligibility being established, RWHAP
recipients and subrecipients must conduct a formal eligibility determination within a reasonable
timeframe and reconcile (i.e., properly account for) any RWHAP funds to ensure that they are
only used for allowable costs for eligible individuals.

Policies and Procedures for C onfirming RWH A P Eligibility

RWHAP recipients and subrecipients must conduct timely eligibility confirmations, in accordance
with their policies and procedures, to assess if the client’s income and/or residency status has
changed. RWHAP recipients and subrecipients are permitted to accept a client’s self-attestation
of “no change” when confirming eligibility, although HRSA HAB does not recommend that
recipients and subrecipients rely solely on client self-attestation indefinitely. RWHAP recipients
and subrecipients should not disenroll clients until a formal confirmation has been made that
the client is no longer eligible.

B est Practices to Promote C ontinuity of Services and C are in the RWH A P

RWHAP recipients and subrecipients should consider adopting the following best practices when
designing their eligibility policies and procedures.
RWHAP recipients and subrecipients should conduct periodic checks to identify any potential
changes that may affect eligibility, and require clients to report any such changes. Recipients
and subrecipients should use electronic data sources (e.g., Medicaid enrollment, state tax
filings, enrollment and eligibility information collected from health care marketplaces) to collect
and verify client eligibility information, such as income 7 and health care coverage (that includes
income limitations), when possible. RWHAP recipients and subrecipients should first use
available data sources to confirm client eligibility before requesting additional information from
the client. If the RWHAP client still meets the eligibility criteria based on recent, reliable,
available data, recipients and subrecipients may renew that client’s eligibility without requesting
additional information from the individual.
6
See 8 U.S.C. § 1182(a)(4); Field Guidance on Deportability and Inadmissibility on Public Charge Grounds, 64 Fed. Reg. 28, 689
(Mar. 26, 1999). https://www.govinfo.gov/content/pkg/FR-1999-05-26/pdf/99-13202.pdf
7
Federal Low-Income Programs: Use of Data to Verify Eligibility Varies A mong Selected Programs and Opportunities Exist to
Promote Additional Use. https://www.gao.gov/products/gao-21-183
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RWHAP recipients and subrecipients should identify opportunities to streamline eligibility
determination policies and procedures across service categories and RWHAP parts within the
service area. In addition, RWHAP recipients and subrecipients are encouraged to develop datasharing strategies with other RWHAP recipients and relevant entities to reduce administrative
burden across programs.
V.
Payor of Last Resort
Once a client is eligible to receive RWHAP services, the RWHAP is considered the payor of last
resort, and as such, funds may not be used for any item or service “to the extent that payment
has been made, or can reasonably be expected to be made under. . . any State compensation
program, under an insurance policy, or under any Federal or State health benefits program. . . ,
or by an entity that provides health services on a pre-paid basis.” 8
Guidance on Complying with the Payor of Last Resort Requirement
RWHAP recipients and subrecipients must ensure that reasonable efforts are made to use nonRWHAP resources whenever possible, including establishing, implementing, and monitoring
policies and procedures to identify any other possible payers to extend finite RWHAP funds.
RWHAP recipients and subrecipients must maintain policies and document their efforts to
ensure that they assist clients to vigorously pursue enrollment in health care coverage and that
clients have accessed all other available public 9 and private 10 funding sources for which they
may be eligible. RWHAP recipients and subrecipients can continue providing services funded
through RWHAP to a client who remains unenrolled in other health care coverage so long as
there is rigorous documentation that such coverage was vigorously pursued. RWHAP recipients
and subrecipients should conduct periodic checks to identify any potential changes to clients’
healthcare coverage that may affect whether the RWHAP remains the payor of last resort, and
require clients to report any such changes.

C overage of Services by the Ryan White H I V / A I DS Program

RWHAP funds may be used to fill in coverage gaps for individuals who are either underinsured
or uninsured in order to maintain access to care and treatment services as allowable and
defined by the RWHAP. RWHAP funds may be used for core medical and support services if
those services are not covered or are only partially covered by another payer, even when those
services are provided at the same visit.

This guidance does not have the force and effect of law and is not meant to bind the public in any way, except as
authorized by law or as incorporated into a contract. It is intended only to provide clarity to the public regarding
existing requirements under the law or agency policies.

Sections 2605(a)(6), 2617(b)(7)(F), 2664(f)(1) of the Public Health Serv ice (PHS) A ct. See also 2671(i) of the PHS A ct. The Indian
Health Serv ice is statutorily exempted from the pay or of last resort prov ision.
9
HRSA HAB Policy Clarification Notice 13-01 Clarifications Regarding Medicaid-Eligible Clients and Coverage of Services by the Ryan
White HIV/AIDS Program. https://hab.hrsa.gov/sites/default/files/hab/Global/1301pcnmedicaideligible.pdf
10
HRSA HAB Policy Clarification Notice 13-04 Clarifications Regarding Clients Eligible for Private Health Insurance and Coverage of
Services by Ryan White HIV/AIDS Program. https://hab.hrsa.gov/sites/default/files/hab/Global/pcn1304priv ateinsurance.pdf
8
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Effective: January 28, 2021

COMMON STANDARDS

INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
Purpose of Standards
The Common Standards are standards that apply to all services. These include client
eligibility and consent, provider qualifications and service delivery aspects. These are part
of the Standards of Care that are approved by the Inland Empire HIV Planning Council
(IEHPC) and pertain to clients of services and the agencies that provide the services
funded by the Part A Ryan White Program (RWP) within the Riverside/San
Bernardino Transitional Grant Area (TGA).
These standards are to be referenced in the contracts managed by the Ryan White
Program and monitored and enforced by the Ryan White Program on behalf of the IEHPC,
in conjunction with policies, guidance, and other requirements stipulated by the RWP
legislation and the HIV/AIDS Bureau (HAB) of the Health Resources and Services
Administration (HRSA).
Overall TGA Impact
The IEHPC sets priorities for allocations of available RWP financial resources to services
to address the needs of people with HIV who are otherwise unable to access medical and
support services that are necessary to maintain and improve their health. The goal is to
address service gaps so that there is a comprehensive continuum of HIV/AIDS care in the
TGA.
Services available to PLWH/A must be timely, comprehensive, client-centered, culturally
and linguistically appropriate, and geographically accessible. The service system must
also follow the chronic care model by fostering a provider base with resources and
expertise, assisting and encouraging clients to take an active part in their care, and
documenting service impact through evidence-based change concepts.
I. Client Eligibility Verification and Consent
All RW service providers must ensure that all individuals receiving RW-funded services
meet all RW eligibility criteria. To qualify for eligibility for RWP-funded services, with the
exception of clients receiving only Early Intervention Services (EIS), clients must provide
verifiable information, as listed below:
A. Eligibility: Eligibility aspects must be verified to ensure compliance with
Eligibility Criteria. HIV positive-status need only be verified once. Eligibility
aspects that require verification at least every 6 months include proof of
residence, income, insurance status, and payer-of-last-resort determination.
HAB Policy #13-02 21-02 requires that, “…at least once a year …the
recertification procedures include the collection of more in-depth supporting
documentation, similar to that collected at the initial eligibility determination.”
The policy further clarifies that, “…at one of the two required recertification’s
during a year, grantees may accept client self-attestation for verifying that an
individual’s…status complies with the grantee eligibility requirements.
Acceptable forms of self-attestation include emails, text messages and digitals
006
signatures.
009
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Appropriate documentation is required for changes in status and at least once
a year.”
ARIES Note: Some eligibility elements, such as HIV diagnosis, income
eligibility, and residence eligibility, may be verified via the Eligibility screen in
ARIES. If data in ARIES indicate that the individual’s eligibility is up-to-date and
that backup documentation is available at another Part-A funded agency,
additional documentation does not need to be collected. Print out the Eligibility
screen, circle the elements supporting current eligibility, and maintain in client’s
chart (paper or electronic). If ARIES data do not indicate up-to-date eligibility,
the agency is required to collect the required documentation from the client
before recording/invoicing the service delivery under the Part A contract.
1. HIV Status: Eligible individuals are HIV positive and must provide proof
of their status. Proof consists of either:
• A positive laboratory result that includes the individual’s name and
clearly indicates HIV+ status OR
• A letter signed by a Physician, Physician Assistant, or Nurse
Practitioner indicating that the individual is HIV+.
Some services are available for affected family members and significant
others. Services may be rendered to these individuals only when the
service outcome directly and clearly impacts the health outcomes of the
HIV positive client in a positive manner. Justification for service delivery
to these individuals must be clearly documented.
2. Residence: Eligible individuals have resided in the TGA (Riverside
County or San Bernardino County) for a minimum of 30 consecutive
days. Annual proof of at least 30 days of residency in the TGA includes
a letter/form signed and dated by the client that indicates
address/location of residence and length of residency and ONE of the
following indicating the client’s name and address:
• Current utility bill
• Current rental or lease agreement Official document of some kind [e.g.
current voter registration card, recent school records, property tax
receipt, unemployment document, Lawful Permanent Residency (green
card), prison release records (if recently released)]
• California driver’s license/California identification card Letter of
residency verification signed and dated by an individual other than the
client (e.g. roommate, landlord, parent)
• For clients with unstable housing only (e.g. homeless), a detailed
statement of residency verification signed and dated by agency staff
that includes, in as much detail as possible, a description of the client’s
general location within the TGA and a declaration that the agency has
recently referred the client to housing assistance services.
If a client’s residence has not changed since the previous recertification,
client self-attestation that their residency continues to comply with
eligibility requirements may be accepted as the mid-year recertification. If
a client’s residence has changed, appropriate supporting documentation
is required. Agencies may require new clients to show proof of residency
in the TGA for a longer period of time. This may not exceed 90
consecutive days.
007
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3. Income: To be deemed eligible, individuals must meet the financial
eligibility requirements as delineated by the IEHPC (Financial
Eligibility Criteria). Supporting documentation related to ALL income
sources must be provided. Documentation may include:
• Two pay stubs
• 1040 Form or W-2 from previous year
• Signed and dated letter from source of earned income, on company
letterhead if applicable, stating client name, rate and frequency of pay,
company phone number, Two bank statements showing “income” from
applicable source(s)
• SSA, SSI or SSDI letter
• Letter/document from some other form of government assistance (e.g.
military/veteran pension benefits, unemployment benefits, child support
payments)
• Interest on investments
• Letter of support signed and dated by individual providing financial and
other living support (food, clothing, and/or shelter) to the client AND a
letter/form signed and dated by the client that indicates zero income.
If a client’s income has not changed since the previous recertification,
client self-attestation that their income continues to comply with eligibility
requirements may be accepted as the mid-year recertification. If a client’s
income has changed, appropriate supporting documentation is required.
4. Insurance Status: To verify current insurance status, clients must
submit all available documentation. This may include:
• Copy of insurance card (be certain to indicate the date the copy was
collected from the client)
• Dated screen-prints/printouts of client insurance status verification
through an official insurance screening system (such as the Medi-Cal
system)
• Statement signed and dated by the client indicating “no insurance”,
and if employed, reason why insurance is not available by employer.
If a client’s insurance status has not changed, client self-attestation that
their access to/eligibility for insurance has not changed since the
previous recertification may be accepted as the mid-year recertification.
If a client’s circumstances have changed, making them potentially able to
access or eligible for a different insurance, appropriate supporting
documentation is required.
5. Screening for Other Funding Source: RWP funds are to be used as
funds of last resort. Therefore, eligible individuals must demonstrate that
they are not eligible for and/or do not have access to non-Ryan White
sources of funding (e.g., insurance and local, state, or federal programs,
etc.) for the service for which they are applying. Verification
documentation will vary depending on the service. Please refer to the
specific service standards for other-funding verification requirements.
Proof of eligibility for Ryan White funded services may include:
• A denial/cancellation letter from other available resources (e.g.,
008
Medi-Cal, LIHP, CalFresh, HOPWA )
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A copy of current, official, policy language from the other source
indicating circumstances of ineligibility that match the client’s
circumstances (example: “undocumented individuals are ineligible
for food stamps”)
Documentation indicating that funds from another resource have
been exhausted
A letter/form signed and dated by the client indicating that they
have no other resource for obtaining necessary/adequate service
AND agency documentation indicating any other resources that
were explored (example: referrals to food banks) and why these
sources cannot adequately support the clients service needs,
thereby requiring the use of Ryan White funded service.

Lack of access to/eligibility for other funding sources should be verified,
when possible, on a point-of-service basis. If a client’s access
to/eligibility for other funding sources has not changed since the
previous recertification, client self-attestation that their status has not
changed may be accepted as the mid-year recertification. If a client’s
status has changed in any way, making them potentially eligible for
another source, appropriate supporting documentation is required.
B. Consents and Notifications
1. Consent for Service: Individuals must indicate by signature that they
consent to:
a) obtaining services from the agency,
b) case conferencing,
c) referral to Outreach or some other equivalent program if they are
suspected to have fallen out of care. NOTE: Consent must inform
client that referral to one of these programs may result in the
client being contacted using the contact information provided to
the agency at intake,
d) being informed annually of availability of partner services.
2. ARIES Consent: Individuals receiving Part A-funded services must
indicate every 3 years, by signature, that they:
a) agree to the use of ARIES, by the agency and by other RW-funded
programs to which the client goes to for services, in recording and
tracking any data relevant to the care and services provided to the
client.
b) agree to share select data and information contained in ARIES
with other agencies that they receive services from in the Ryan
White system of care.
3. HIPAA Notification: Individuals must indicate by signature that they
have been notified of their health information privacy rights under the
Health Insurance Portability and Accountability Act (HIPAA).
4.
C. Exceptions
009
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1. Urgent Need: Every effort should be made to comply with the above
eligibility requirements before providing RWP-funded services. However,
there may be unusual circumstances in which a prospective client may
have an urgent need for Ryan White funded services that require an
expedited process. In these rare cases, exceptions may be made for
prospective clients with urgent core service needs If an agency finds that
it is necessary to exceed limitations specified in the service-specific
Standards of Care (e.g. dental cap, housing duration, etc.) the agency
must provide the RWP office with a written request for approval prior to
exceeding the limitation. Only instances in which a client’s health will be
negatively impacted by NOT exceeding the limitation will be considered
for approval. Therefore, the written request must clearly indicate the
reason(s) the service delivery cannot wait until the following fiscal year
and justify the medical need for exceeding the limitation.
Action taken that is not communicated with the RWP will be considered
in violation of eligibility requirements. Eligibility requirements must be
met for subsequent service provision or, if the client is deemed ineligible,
efforts must be made to refer the client to services funded by other
sources and recoup expended RWP funds, if possible.
2. Veterans: According to HRSA Policy 07-07, “Ryan White HIV/AIDS
Program grantees may not deny services, including prescription drugs, to
a veteran who is otherwise eligible for Ryan White HIV/AIDS Program
services. Ryan White HIV/AIDS Program grantees (case managers,
others) must work to assure that veterans receive necessary support or
other services funded by the Ryan White HIV/AIDS Program that the VA
health care system does not provide… Ryan White HIV/AIDS Program
grantees or contractors may refer eligible veterans to the VA for services
when appropriate and available. However, Ryan White HIV/AIDS Program
grantees or contractors may not require that eligible veterans access VA
care against their will.”
II. Client Rights
All eligible clients have the right to:
A. Request and receive approved services consistent with their care/treatment
plan, the Inland Empire TGA Comprehensive HIV Services Plan, and subject
to available funding.
B. Services that are reliable, timely, and appropriate to their situation, culture,
health status, and their level of disability.

C. Be treated courteously and with appropriate sensitivity to compromised stamina,
mobility, or other complications of their health status.
D. File a grievance with their service provider:
1. Grounds for Grievance/Complaint
• Denial of Services: This means that even though the service is
available, and the client qualifies to receive it, it has been denied
010
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by the agency. This does not include denial of service when an
agency reduces services due to financial cutbacks.
• Substandard Services: This means that the agency is providing
services that the client believes do not meet the Standards set
forth by the Inland Empire HIV Planning Council (IEHPC).
2. If the grievance cannot be resolved at the provider level, the grievance
may be forwarded to the RWP along with the written response from the
agency documenting the issue and the attempts to resolve the issue
(see current contract language concerning grievances).
E. Receive accurate and easily understood information about their care plan, health
care professionals, and health care facilities.
F. A selection of health care providers that is sufficient to provide access to
appropriate high-quality health care.
G. Participate in decisions about their care and obtain information about treatment
options.
H. Have their health care information protected and has the right to review and
copy their own medical record and request that the physician amend the record
if it is not accurate, relevant, or complete and insert the information or data that
is accurate.
III. Client Responsibilities
Providers must inform all clients that they are responsible for the following:
A. Clients must provide appropriate documentation that verifies their
eligibility for RWP Part A services (see Section I: Client Eligibility
Verification and Consent above for details).
B. Clients must be involved in their healthcare and take responsibility for
maximizing their health.
C. Clients must disclose relevant information and clearly communicate
wants and needs.
D. As far as possible, clients should expect to make arrangements for
services well enough in advance to avoid emergencies.
E. Clients consistently missing service appointments or consistently
failing to adhere to their care/treatment plan should expect that the
agency will refer them to more intense case management to explore
the reasons and challenges contributing to their non-compliance. If
client’s compliance does not improve, a behavior contract, signed by
the client and agency, may be established to delineate expectations
and remedies. If client’s compliance continues to be deficient, the
agency may advise the client, as agreed upon in the behavior
contract, that the client is subject to losing the privilege of future
service.
F. Clients who by their behavior present an actual or potential danger of
Common Standards - Revised IEHPC 01.28.21
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interruption of service or creation of unsafe conditions for themselves
or others may be refused service permanently or for a stipulated
period of time. (This must be communicated to the client at the time
of intake.)
G. Clients must maintain periodic contact (minimum = bi-annually) with a Medical
Case Manager and/or Case Manager (non-Medical) to identify need for services
documented in their care/treatment plan and update eligibility documentation.
H. Clients must follow reasonable Service Provider policies and guidelines to
ensure fair, appropriate, and timely distribution of services to all eligible clients.
I. Follow written or verbal instructions meant to facilitate compliance with
treatments or activities supportive of the care/treatment plan, protect their own
safety, or improve the accessibility or utilization of services by themselves or
other clients.
IV. Provider Requirements
A. Contracting Capacity: Service agencies or organizations must meet all
standard Federal contracting requirements for all services provided under RW
Program and must meet the requirements of contracts administered by County
agencies or other County-approved contractors, whichever is more stringent.
Service Provider must be compliant with all relevant OMB circulars. Where
deficiencies have been noted regarding these requirements, the established
action plan must be provided to the RWP and approved.
B. Staff Qualifications
1. All staff, including subcontractor staff providing services in lieu of directlycontracted staff, must hold the appropriate degrees, certification, licenses,
permits, or other appropriate qualifying documentation, as required by the
Federal, State, County or municipal authorities; as stipulated by the RWP;
or as directed by the Inland Empire HIV Planning Council (IEHPC). See
each specific service standard for detailed requirements by service.
2. Staff and volunteers providing direct services to HIV service clients will be
expected to understand and appreciate the need for accessible, timely,
appropriate, affordable and effective services as a prerequisite to
comprehensive care and health maintenance.
3. Staff and volunteers providing direct services to HIV service clients should
be culturally/linguistically competent, aware, and appreciative of the
special physical and psychosocial needs of individuals infected with or
affected by HIV and AIDS and will facilitate the maintenance of clients’
health and quality of life.
4. Staff and volunteers of service provider contractors and subcontractors
must at all times abide by and work to enforce city, county, state, and
federal workplace laws, policies, procedures, and other requirements
aimed at guaranteeing clients safety, full access and equity in services
provided.
012
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5. Those who are not formally employed by the agency (such as volunteers)
are subject to the same requirements regarding client confidentiality.
These individuals can provide services to clients only under the direct
supervision of a fully trained staff member.
C. Staff Orientation and Training
1. All service provider staff or subcontractors who have contact with or make
decisions about HIV service clients must, within three (3) months of hire,
participate in a program of orientation and in-service training related to their
job description and serving those with HIV. This may include requirements
of health maintenance for persons with HIV, HIV/AIDS-related disabilities,
and client service expectations and preferences.
2. All service provider staff must receive a minimum of 8 hours annually of
approved training as follows:
a) A minimum of 4 hours of service-specific training. For example,
HIV/AIDS related trainings concerning:
• Medical Care
• Nutrition
• Outreach
• Mental Health
• Substance Abuse
• Housing
• Other service specific trainings related to providing services to
HIV+ individuals
O Prevention with Positives
O Partner Services
b) A minimum of 4 hours of general HIV/AIDS training such as:
• AIDS 101
• Client Self-Management
• Cultural Competency
• Benefits Training
• Chronic Care Model
• Other trainings with advance approval from the RWP
3. Training “hours” can be received through various modalities, including,
but not limited to:
• In-person (e.g. conferences, lectures, seminars)
• Articles
• Home studies
• Webinar
4. Conferences, home studies, webinars, and other similar modalities will be
counted as direct “hours.” One page (typically 250 words) of reading not
related to any other training modality (e.g., articles) will be equivalent to
ten (10) minutes of “training.” Therefore, as an example, six (6) article
013
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pages will count as an hour of “training.”

Effective: January 28, 2021

5. Training hours for each staff member must be clearly documented and
tracked for monitoring purposes.
D. Client Access: Service Providers will be responsible for planning and
implementing services in a way that accommodates and facilitates an
accessible environment to eligible users and potential users by taking
affirmative steps to identify and meet the priority needs of clients, as well as
providing adequate accommodation for actual or potential physical,
psychological, and psychosocial disabilities and/or impairments. Clients must
be able to utilize services regardless of age, gender, sexual orientation, race,
ethnicity, disability, geographical location of residence within the TGA, or other
factors unrelated to qualification for service.
E. Service Management
1. Services will be managed in a way that is transparent, fiscally responsible,
and accepting of the needs of all clients and removes barriers to clients’
ability to meet the requirements of their care/treatment plans.
2. Services will be managed to achieve accessibility, effectiveness, reliability,
timeliness and appropriateness to the needs of clients.
3. Reasonable effort will be made to ensure clients are not receiving duplicate
services at another agency.
4. Where service provision options are substantially equivalent in meeting the
health support needs of clients, the least costly alternative is preferred.
5. Services should be planned, managed, and monitored to avoid the need for
urgent or emergency services, the interruption of services, and need for
emergency or unplanned appropriations of funding to continue services
during contract periods.
6. All clients must have, at a minimum, documented statements of need for all
RW services delivered to the client that are updated annually and available
for review. For clients requiring more intense, Medical Case Management
coordination, service need for all care services (RW and non- RW) must be
documented in a care/treatment plan that is shared with the client as well as
all others involved in the client’s care (e.g. physician, mental health
provider, food voucher distributor, etc). Documentation must indicate, by
client signature, that the care/treatment plan was discussed with the client
annually and updated on an annual basis.
7. Case conferencing must occur annually for at least those clients requiring
Medical Case Management care coordination.
8. Service providers will incorporate activities and educational resources that
promote, facilitate, and encourage client self-management and selfsufficiency. These may include, but are not limited to:
014
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•
•
•

Effective: January 28, 2021

Referrals to non-RW funded services
Resource guides to low-cost/free medical and support services (both
RW and non-RW)
Budgeting activities to assist the client with financial planning

9. Service Providers will immediately refer clients to other providers if they
cannot provide a level of service that is medically, culturally, linguistically, or
otherwise appropriate and adequate for the health maintenance needs of a
particular group of clients.
10. Direct-service and administrative staff will provide adequate data collection
and documentation of all services provided for accounting, reporting,
compliance, and evaluation purposes.
11. Service directors and managers will ensure contract compliance with all
relevant laws, regulations, policies, procedures, and other requirements
designed to enforce service standards and quality.
12. Service providers are encouraged to maintain a “client advisory group” that
is representative of the population served and that provides input to the
delivery of services. If provider does not maintain a client advisory board,
providers must provide a suggestion box or other client input mechanism
and conduct a client satisfaction survey, or focus group at least annually.
F. Service Documentation/Reporting
1. Service providers are responsible for documenting and keeping accurate
records of service inputs, units of services, service outputs provided,
client health outcomes, and complying with the collection of RWP
minimum data elements as requirements for reimbursement of service
expenses.
2. Reportable Units of Service (UOS): UOS are a component of each
funded agency’s contract. Please refer to the most current contract,
including any amendments, for guidance regarding UOS.
3. Particular service performance indicators prescribed in the contract or
presented in various policies throughout the contract period are
considered integral to service contracts monitored by the RWP. Thus, all
efforts to adhere to and collect data relating to these indicators are
expected.
4. Summaries of anonymous service statistics from multiple service
providers will be made available to the Planning Council by the Grantee
for health service planning, budget oversight, and evaluation purposes.
5. All client records will be maintained in a confidential, locked location.
Inactivated client records will be kept in a secure location for the period
stipulated by law and by County contracts.
6. Documentation of all interactions, referrals and follow-up linkages with or
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Common Standards - Revised IEHPC 01.28.21

017

Page 10 of 12

Effective: January 28, 2021

on behalf of the client must be entered into ARIES and may also be kept
in a separate record/chart for each client. Activity that cannot be entered
into ARIES (e.g. outreach encounters during which insufficient information
can be collected to create an ARIES record) must be recorded and tracked
by some other method (e.g. logs). Exceptions to this request must be
noted indicating the cause or reason for the exception.
7. Services will be delivered as prescribed by the Standards of Service and
Care and policies adopted by the Inland Empire HIV Planning Council and
referred to in the agency services contract.
G. Service Evaluation
1. Each service provider is responsible for evaluating and reporting its
performance relative to care standards.
2. Evaluation teams, operating under the authority of the RWP, will
have access to various sources of service documentation in order to
conduct client chart reviews, utilization review summaries, and other
types of service audits, as needed.
3. Each Provider will comply with the process for the collection and
examination of data related to client satisfaction. Each Agency will
have a process to respond to the information obtained from clients
and reported by the RWP.
4. Each Provider will develop an improvement process, as needed,
based on the annual Client Satisfaction Survey and annual program
monitoring.
5. All Providers shall maintain a grievance procedure, which provides
for the objective review of client grievances and alleged violations of
care and service standards. Clients will be routinely informed about,
and assisted in utilizing this procedure and shall not be
discriminated against for so doing.
6. The Provider will have a client complaint procedure, through which
clients may address issues not appropriate to the grievance
procedure. Complaints will be investigated, and responded to in a
timely and respectful manner by the Agency.
H. HIPAA Compliance
1. All providers will comply with the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. All HIPAA regulations must be
followed when interacting with or on behalf of the client as well as in
record maintenance. All clients must be apprised of their rights under
HIPAA and this must be documented in ARIES and in each client’s chart
with a signed form.
2. Agency employees and volunteers shall sign a confidentiality statement
016
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Effective: January 28, 2021

confidentiality.
3. Clients will be educated regarding their right to confidentiality and
provided with a document that expressly describes under what
circumstances client information can be released and to whom.
I. Minority AIDS Initiative (MAI) Funded Service Provision
In addition to items IV A – H above, agencies awarded contracts under the Minority
AIDS Initiative must:
1. Be located in or near the geographic area(s) where services are provided.
2. Have a documented history of providing service to the target population(s)
to be served.
3. Have documented linkages to the target population(s), to help close the gap
in access to services for highly impacted communities of color.
4. Provide services in a manner that is culturally and linguistically appropriate.
V. Client Inactivation
A. Clients may be inactivated from a service when an interdisciplinary case
conference of relevant service providers has determined that the client can
and/or should be inactivated. Examples of justification for inactivation include,
but are not limited to the following:
1. Client is lost to follow-up after multiple documented methods to contact.
2. Client has failed to provide updated documentation of eligibility status after
three (3) documented attempts.
3. Client’s actions have put the agency, staff, and/or other clients at risk.
4. Client has requested to be inactivated.
5. Client is not actively engaged in seeking and remaining in medical care and
has not been for one year or more.
6. Client no longer resides within the TGA.
7. Client is deceased.
B. Clients must be made aware of agency-specific policies regarding inactivation at
intake.
C. Please refer to the RWP’s Policy Letter regarding Case Inactivation.
D. Client should be referred to Outreach or some other equivalent program in an
effort to bring the client back into care, before inactivation.
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In This Issue:

Issue: November 2021
This newsletter is organized to align the updates with
Strategies from the Laying a Foundation for Getting
to Zero: California’s Integrated HIV Surveillance,
Prevention, and Care Plan (Integrated Plan). The
Integrated Plan is available on the Office of AIDS’
(OA) website at www.cdph.ca.gov/Programs/CID/DOA/
CDPH%20Document%20Library/IP_2016_Final_ADA.pdf.
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• Strategy K
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• Strategy O

• Strategy F

&

• Budget
Legislative
Updates

• Strategy J

Staff Highlight:
OA is pleased to announce and welcome Jesse
Peck, as the new HIV Prevention Branch Chief.
Jesse has over a decade of experience in
statewide program coordination, administration,
policy development, and surveillance. Jesse
has been with OA since 2019, prior to coming
to OA he was the acting Office of Refugee
Health Chief. While Jesse was acting, he
was responsible for supervising employees,
completing fiscal drills, program evaluation,
providing technical assistance to local county
agencies, and representing the Office of
Refugee Health at stakeholder meetings and in
the Director’s Office. Then in 2019 he joined the
AIDS Drug Assistance Program (ADAP) where
he managed the workload of the ADAP Advisors
from Regional Unit 4, providing guidance to the
team regarding ADAP policies and procedures,
and collaborating with OA staff, enrollment
workers, and stakeholders regarding ongoing
ADAP projects. Most recently, he has been
overseeing personnel and facility activities while
also managing audit and grant adherence as
the OA Business Operations and Compliance
Section Chief. Jesse’s official start date will
be December 2, 2021 however, to ensure a
smooth transition, he will start training alongside
Sharisse Kemp on Monday, November 1st.
Outside of work, Jesse spends most of his time
biking, hiking, and catching the occasional live
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concert. Unless it is tremendously hot outside,
then Jesse spends most of his time sitting on the
couch watching Netflix.

HIV Awareness:
The month of November celebrates the
transgender and gender nonconforming
communities and raises awareness for the
community through education and advocacy
activities. To learn more about the month and
how you can support the community, please visit
www.glaad.org/transweek.
018
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Transgender Awareness Week is observed
November 13-19th as a lead-up to
Transgender Day of Remembrance (TDOR)
on November 20th. Transgender people,
allies, and organizations around the world,
help raise visibility and address issues such as
discrimination, prejudice, and acts of violence
members of the transgender community face,
as well as provide space to uplift the voices and
experiences of the transgender and gender nonconforming (transgender/GNC) community.
TDOR is observed around the world, to
honor those who lost their lives as a result
of transphobia and anti-trans hatred and is
meant to draw attention to the continued acts
of violence endured by transgender people.
In addition, this day is meant to highlight the
importance of seeing transphobic violence as
intrinsically connected to race, gender, and
class. This is reflected in the disproportionate
acts of violence against transwomen of color,
predominately in Black and Latinx transgender
women.
For additional Trans resources please visit our
OA Transgender Community Health website.

General Office Updates:
COVID-19:
OA is committed to providing updated
information related to COVID-19. We have
disseminated a number of documents in an effort
to keep our clients and stakeholders informed.
Please refer to our OA website at www.cdph.
ca.gov/programs/cid/doa/pages/oamain.aspx, to
stay informed.
Racial Justice and Health Equity:
OA convened theThe Racial & Health Equity
(RHE) workgroup aims to gain insight and
understanding of racial and health equity efforts
throughout CDPH and take next steps towards
advancing RHE in our work. The workgroup has
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formed subcommittees to address community
stakeholder engagement challenges, improve
OA policy and practices to support RHE and
increasing OA knowledge and attitude on RHE
among leadership and staff.
Our next OA RHE meeting will be held on
December 9, 2021 at 11AM.
HIV/STD/HCV Integration:
As the lead state department in the COVID-19
response, CDPH has re-directed hundreds of
staff to this effort. Because of this, the integration
efforts of the OA, STD Control Branch,
and Office of Viral Hepatitis Prevention are
postponed indefinitely. Please refer to our OA
website at www.cdph.ca.gov/programs/cid/doa/
pages/oamain.aspx, to stay informed.
CDPH Ending the Epidemics Strategic Plan:
All Part A jurisdictions were sent an invitation
to join CDPH OA and the STD Control Branch
in co-authoring the upcoming CDC and HRSA
required Integrated Prevention and Care Plan
for 2022 – 2026. It is the intent of CDC and
HRSA that one plan be submitted for the state,
decreasing duplication of effort by each Part A
Planning Council. If you have not replied to the
invitation, please send a note to Kevin.Sitter@
cdph.ca.gov sharing whether you intend to join
the statewide Getting to Zero HIV, STD and
HCV plan or if you are developing a jurisdictional
specific plan.
Ending the HIV Epidemic:
All counties are beginning to have the pressures
and diversions caused by COVID-19 lifted, but
no one is free of all things COVID-19. This is
allowing the counties to proceed in developing
RFAs for community-based organizations to
implement some of the planned strategies and
provides county staff more time to begin to
initiate activities their county will implement.
The Year One (Aug 2020 – Jul 2021) report is
complete and will be submitted to the CDC.
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Strategy A: Improve Pre-Exposure
Prophylaxis (PrEP) Utilization
PrEP-Assistance Program (AP):
As of October 29, 2021, there are 192 PrEPAP enrollment sites covering 156 clinics that
currently make up the PrEP-AP Provider
network.
A comprehensive list of the PrEP-AP Provider
Network can be found at https://cdphdata.maps.
arcgis.com/apps/webappviewer/index.html?id=6
878d3a1c9724418aebfea96878cd5b2.
Data on active PrEP-AP clients can be found
in the three tables displayed on page 4 of this
newsletter.

Strategy B: Increase and Improve HIV
Testing
OA’s HIV home-testing distribution demonstration
project continues through Building Healthy
Online Communities (BHOC) in the six California
Consortium Phase I Ending the HIV Epidemic in
America counties. The program, TakeMeHome®
(https://takemehome.org), is advertised on gay
dating apps, where users see an ad for home
testing and are offered a free HIV-home test kit.
In the first 12 months, between September 1,
2020 and August 31, 2021, 1993 tests were
distributed, including 177 tests distributed
in August. Of those where users see an ad
for home testing and are offered a free HIVhome test kit. In the first 13 months, between
September 1, 2020 and September 30, 2021,
2106 tests were distributed, including 113 tests
distributed in September. Of those ordering a
test in September, 55.8% reported never before
receiving an HIV test, and 54.0% were 18 to 29
years of age. For individuals reporting ethnicity,
32.6% were Hispanic/Latinx, and of those
reporting sexual history, 65.8% indicated 3 or
more partners in the past 12 months. To date,
297 recipients have filled out an anonymous
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follow up survey, with 94.6% indicating they
would recommend TakeMeHome HIV test
kits to a friend. The most common behavioral
risks of HIV exposure reported in the follow up
survey were being a man who has sex with
men (75.1%) or having had more than one sex
partner in the past 12 months (60.2%).

Strategy F: Improve Overall Quality of
HIV-Related Care
The Best Practices Compilation is now live!
The Best Practices Compilation gathers and
disseminates intervention strategies that have
been implemented in Ryan White HIV/AIDS
Program (RWHAP) funded settings and improve
outcomes along the HIV care continuum. The
Health Resources and Services Administration
(HRSA) is currently focused on Emerging
Interventions, which have shown real world
impact, but do not yet have published research
evidence.
The Compilation is part of HRSA’s effort
to catalogue and display best practices
implemented successfully in RWHAP health
care and treatment settings. Subjects include
engaging youth, transgender, people who are
incarcerated, case management strategies,
housing, food, transportation, mental health,
substance abuse, and trauma informed care. You
can browse by population, HIV Care Continuum,
intervention type, and even priority funding.
OA’s HIV Care Branch is proud one of its HIV
Care Program subrecipients, San Joaquin
County Public Health Services Department,
is featured as a best practice for establishing
a ride-share medical transportation program.
Representing the first partnership between a
jurisdiction and a ride-sharing company, this
program addresses transportation barriers,
promotes engagement in medical care, and
leads to cost savings. For more information,
please visit the Best Practices Compilation
webpage.
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Active PrEP-AP Clients by Age and Insurance Coverage:
%

Current Age

PrEP-AP With
Medicare %

PrEP-AP With
Medi-Cal %

PrEP-AP Only

PrEP-AP With %
Private Insurance

%

TOTAL

Current Age

N

%

N

%

N

%

N

%

N

%

18 - 24
25 - 34
35 - 44
45 - 64
65+

351
1,295
1,014
652
35

8%
28%
22%
14%
1%

--1
--2
---

--0%
--0%
---

----2
22
157

----0%
0%
3%

79
467
288
191
8

2%
10%
6%
4%
0%

430
1,763
1,304
867
200

9%
39%
29%
19%
4%

TOTAL

3,347

73%

3

0%

181

4%

1,033

23%

4,564

100%

More Than
Decline to
One Race
Provide
Reported

TOTAL

Active PrEP-AP Clients by Age and Race/Ethnicity:
Current
Age

Latinx
%

American
Indian or
Alaskan
Native

Current
Age

N

%

N

%

18 - 24
25 - 34
35 - 44
45 - 64
65+

211
950
839
577
42

5%
21%
18%
13%
1%

--4
4
2
1

TOTAL 2,619 57%

11

%

Native %
Black or
Hawaiian/
African
Pacific
American
Islander
%

Asian
%

N

%

White

%

%

%

%

N

%

N

%

N

%

N

%

N

%

N

%

--34
0% 179
0% 91
0% 41
0%
3

1%
4%
2%
1%
0%

30
106
66
28
3

1%
2%
1%
1%
0%

--4
1
3
---

--0%
0%
0%
---

132
427
259
203
151

3%
9%
6%
4%
3%

4
17
3
-----

0%
0%
0%
-----

19
76
41
13
---

0% 430
9%
2% 1,763 39%
1% 1,304 29%
0% 867 19%
--4%
200

0% 348

8%

233

5%

8

0% 1,172 26%

24

1%

149

3% 4,564 100%

Active PrEP-AP Clients by Gender and Race/Ethnicity:
%

%

Gender

Latinx
%

Gender

N

%

Female
432
9%
Male
2,043 45%
Transgender 136
3%
Unknown
8
0%
TOTAL

2,619 57%

American
Indian or
Alaskan
Native

%

White
%

%

N

%

N

--- --11 0%
--- ----- ---

4
326
14
4

0%
7%
0%
0%

13
216
3
1

0%
5%
0%
0%

--- --- 15
0% --8 0% 1,135 25% 21
--- --9
0% 3
--- --- 13
0% ---

--2
0% 139
0%
1
--7

0% 466
3% 3,899
0% 166
0%
33

11 0%

348 8%

0% 1,172 26% 24

1% 149

3% 4,564 100%

8

N

%

N

%

N

%

TOTAL

%

233 5%

%

%

More
Decline
Than One
to
Race
Provide
%
Reported

N

N

%

Asian

Native
Black or
Hawaiian/
African
Pacific
American
Islander
%

N

%
10%
85%
4%
1%

All PrEP-AP charts prepared by: ADAP Fiscal Forecasting Evaluation and Monitoring (AFFEM) Section, ADAP and Care
Evaluation and Informatics Branch, Office of AIDS. Client was eligible for PrEP-AP as of run date: 10/31/2021 at 12:04:03 AM
Data source: ADAP Enrollment System. Site assignments are based on the site that submitted the most recent application.
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National Clinician Consultation Center:
Did you know November was Diabetes
Awareness Month? And did you already know
about the multiple connections between HIV and
diabetes? As people with HIV age, and as more
people are diagnosed and start antiretroviral
therapy (ART), it’s likely more Californians
living with HIV will develop diabetes. Some
newer medications used for HIV prevention and
treatment have also been linked to diabetes and
weight gain. Consultants at the National Clinician
Consultation Center (NCCC) are happy to
answer questions from health care professionals
and health department providers regarding
HIV clinical evaluation and management. This
includes inquiries about whether ART changes
might be considered to address diabetes-related
concerns. NCCC’s HIV Warmline is staffed
by compassionate and experienced clinical
pharmacists, advanced practice nurses, and
specialist physicians. Our team appreciates the
ever-growing landscape of HIV care providers
and champions and welcomes inquiries from
family physicians newer to HIV care, community

pharmacists, infectious disease experts, and
others! All clinical consultations are cost-free
and confidential, and tailored to the individual
needs and interests of each caller: please reach
the team at 1-800-933-3413 (HIV Warmline
hours are 6am-5pm PST, Monday-Friday)
or submit questions online. The NCCC is a
resource for health care providers.
Non-health care providers can call the toll-free
CDC information line: 1-800-CDC-INFO (I-800232-4636)/TTY: 1-888-232-6348, services are
available Monday through Friday, 8 am to 8 PM
(eastern time).

Strategy J: Increase Rates of
Insurance/Benefits Coverage for PLWH
or on PrEP
ADAP’s Insurance Assitance Programs:
As of October 29, 2021, the number of ADAP
clients enrolled in each respective ADAP
Insurance Program are shown in the chart below.

Strategy K: Increase and Improve HIV
Prevention and Support Services for
People Who Use Drugs
California Syringe Exchange Programs
Conference:
The California Syringe Exchange Program
Number of Clients
Enrolled

Percentage Change
from September

572

-0.69%

Office of AIDS Health Insurance Premium
Payment (OA-HIPP) Program

6,441

-0.66%

Medicare Part D Premium Payment (MDPP)
Program

2,035

+0.04%

Total

9,048

-0.50%

ADAP Insurance Assistance Program
Employer Based Health Insurance Premium
Payment (EB-HIPP) Program
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Coalition (CASEP) held its bi-annual conference
in October. The National Harm Reduction
Coalition virtually hosted over 250 SSP staff
and volunteers to share recent triumphs and
challenges as well as plan and create action
items to strengthen and expand harm reduction
services, statewide. NHRC created three videos
highlighting people operating California SSPs.
CASEP Conference Videos:

•

We Are CASEP: Histories and Stories From
Our Membership

•

“You Better Come Back”: What it Means to
Build and Sustain Services for People Who
Use Drugs

•

We Fight We Win: CASEP Members Hopes
and Dreams for Where We Want to be in
Two Years

New California Law Further Protects Syringe
Services Programs:
Assembly Bill 1344 (Arambula) takes effect
January 1, 2022 and will exempt syringe
services programs (SSPs) from review under the
California Environmental Quality Act, known as
CEQA. Under the new law, SSP opponents will
no longer be able to sue over perceived CEQA
violations, protecting existing SSPs and entities
seeking to SSP authorization.
The National Overdose Prevention
Leadership Summit:
The third annual National Overdose Prevention
Leadership Summit (NOPLS) is November
9-10 and convenes government, private sector,
academic and philanthropic organizations to
highlight solutions to the overdose crisis. Public
Health Institute will produce this year’s summit
and the agenda includes substance use disorder
treatment in native and indigenous communities
and understanding opioid data from multiple
perspectives. Registration for the Summit
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can be found at overdoseleadershipsummit.
org/?mc_cid=2b5751282d&mc_
eid=0c54ce75e6&emci=eca6dcda-f02d-ec11981f-c896653b9208&emdi=0218024c-2830ec11-981f-c896653b9208&ceid=9301331.

Strategy O: Further Leverage Existing
Resources to Better Meet the Needs of
People at Risk for and Living with HIV
in California
OA has implemented numerous strategies to
support enrollment into the ADAP and PreExposure Prophylaxis Assistance Program
(PrEP-AP) since the beginning of the pandemic.
OA administered a survey in June 2021 to ADAP
and PrEP-AP enrollment workers to measure
enrollment capacity and explore the efficacy of
various policy changes in preparation for the
lifting of California pandemic–related restrictions.
By the time pandemic-related restrictions were
lifted, most enrollment sites were able to employ
effective strategies to enroll ADAP and PrEP-AP
clients. Sharing both the Site-Level and ClientLevel survey results on our OA website allows
interested stakeholders to learn more about
how the pandemic affected our programs and
the effectiveness of the strategies CDPH/OA
deployed.

OA Budget & Legislative Updates
Easing the Fears of Public Charge:
HIV is fearful enough as it is, but for immigrants
who have the added strain of trying to access
benefits in a country with no nationwide health
safety net, a positive diagnosis can be terrifying.
In 2019, the Trump Administration’s federal
Public Charge Final Rule compounded that
fear, effectively stigmatizing both disease state
and public health services, communicating a
disastrously chilling message that only those who
are healthy and can afford their own healthcare
- in a nation known for exorbitant medical pricing
- are worthy to be members of American society.
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The good news: On March 9, 2021, after
the courts declared the Public Charge Final
Rule invalid, the federal government stopped
applying the Rule to all pending applications and
petitions. Going forward, a person’s receipt of
Medi-Cal, public housing, or nutrition benefits
won’t be considered as part of the public charge
inadmissibility determination, nor will medical
treatment and preventive services for COVID-19,
including vaccinations.
The really good news: In California, eligible
citizens and immigrants of any status under
age 25 can apply for comprehensive, or fullscope, Medi-Cal coverage. Persons aged 25 and
over with undocumented status may apply for
restricted-scope Medi-Cal. In no instance does
Medi-Cal share documentation status with the
federal government.
And, in the 2021-22 budget, Governor Newsom
made additional progress towards universal
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health coverage by expanding eligibility for fullscope Medi-Cal benefits to all Californians aged
50 years and older, regardless of immigration
status, effective May 2022.
In an effort to help ease the fear of communities
that are directly impacted, OA has developed a
factsheet in both English and Spanish that can
be printed and shared. The factsheets will be
available this month on both the OA Main Page
under “What’s New” and the ADAP Resources
Page under “Reference Guides.”
Help us get the word out that our
undocumented neighbors can and should
apply for health care coverage because...

California really is For All!
For questions regarding this issue of The OA
Voice, please send an e-mail to angelique.
skinner@cdph.ca.gov.
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