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Carousel Mall
120 Carousel Mall
San Bernardino, CA 92415
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These facilities are in full compliance with the Americans with Disabilities Act of 1992.

Agenda
12:30

1. Call to Order
•
•
•

Roll Call*
Introductions
Affirmation and Pledge of Allegiance

2. Public Comments1
3. Members Privilege
4. Approval of Agenda2
5. Approval of Minutes2

5.1 Planning Council Minutes January 26, 2012

6. Consent Calendar2

6.1 Approve calendar of meetings for March 2012
(A-1)

7. New Business2

7.1 Recommendation from the Planning Committee to hire
a Consultant to assist in the writing of the 2012-2014
Comprehensive HIV Service Plan
7.2 The Council Development Committee has no
recommendation to the Planning Council for the
renewal and recommendation to the Board of

H. Nickel
J. Houchen

Members of the Public

PC Members

PC Members

PC Members

PC Members

Supervisors, as it has not reached a consensus. The
Council Development Committee is sending forth
these members for review and decision by the Council
7.3 Establishment of Legislative Ad Hoc Committee
7.4 Recommendation from the Standards Committee to
approve the following revised Standards of Care (A-2)
• Common Standards
• Financial Eligibility Committee
• Oral Health
• Medical Case Management
• Mental Health Services
• Substance Abuse Services
• Home and Community Based Health Services
• AIDS Pharmaceutical Assistance Local
• Case Management Non-Medical
• Food Services
• Housing Services
• Medical Transportation
• Psychosocial Support Services

8. Presenters

8.1 Continuum of Care and Prevention (A-3)
8.2 Low Income Health Program

T. Raymundo

9. Reports (limited to 5 min)

9.1 State Representatives
9.2 Health Officers
9.3 Committee Reports
9.4 Prevention Reports
9.5 Ryan White Program (Attachment 4)
9.6 Planning Council Staff**

10.

Public Comments1

11.

Members Privilege

12.

Review of Action Items

13.

Agenda Setting for Next Meeting

14.

Thursday, March 22, 2012
Carousel Mall
120 Carousel Mall
San Bernardino, CA 92415

Roll Call*

H. Nickel

Members of the Public

PC Members

PC Staff

PC Members/H. Nickel

PC Staff

3:30

15.

Adjournment

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.
** 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) 388-0426.
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) 388-0426 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) 388-0426.

March 2012 Meeting Calendar
Sun

Mon

Tues

Wed

Thurs

Fri

Sat

MEETING DATES, TIMES, AND LOCATIONS ARE SUBJECT TO CHANGE.
PLEASE REFER TO AGENDA PACKETS AND/OR WWW.IEHPC.ORG FOR UPDATED INFORMATION.
1
Bylaws Committee
9:30am-11:30am

2

Carousel Mall
Beaumont Civic
Center
550 E. 6th Street
Beaumont, CA

Lunch
11:30am-12:30pm
Standards Committee
12:30-2:00pm
EAM
2:00pm-3:30pm

4

5

6

7

Beaumont Civic Center
8
Continuum of Care
Committee
9:30am-11:30am

Location
Addresses

9

Foothill AIDS
Project
362 Orange Show
Ln
21Bernardino,
San
CA
Preparedness and
Response
247 S. Boyd St.
San Bernardino
(909) 252-4406

Lunch
11:30am-12:30pm
Planning Committee
12:30pm-2:30pm
CDC
2:30pm-4:00pm
Foothill AIDS Project

11

18

12

19

13

20

14

21

15

16

22
Empowerment Committee
10:30am-11:30am

23

Lunch
11:30pm-12:30pm

Teleconference
is available at
Desert AIDS
Project
location.

Planning Council
12:30pm-3:30pm
Preparedness and
Response
San Bernardino

25

26

27

28

29

Servicios en
Español:
Notificación para
servicios de
intérprete deben de
someterse setenta y
dos horas de
anticipo.
Por favor llame:
(909) 388-0496.
Gracias

30
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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 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 Health Resources and Services Administration (HRSA).
Overall TGA Impact
The IEHPC sets priorities for allocations of available RWP financial resources to services
to address the needs of persons living with HIV/AIDS (PLWH/A) who are otherwise unable
to access medical and support services that are necessary to maintain and improve their
health. The goal is to address service gaps so that there is a comprehensive continuum of
HIV/AIDS care in the TGA.
Services available to PLWH/A must be timely, comprehensive, client-centered, culturally
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 individuals receiving RW-funded services meet
RW eligibility criteria. To qualify for eligibility for RWP-funded services, clients must provide
verifiable information, as listed below:
A. Eligibility: Eligibility aspects that must be verified every 6 months bi-annually to
ensure compliance with Eligibility Criteria include proof of residence, income, and
insurance. HIV positive-status need only be verified once. Any reported changes in
eligibility status must be documented within 30 days of change.

Comment [sbc-dph1]: RWP - To be exact,
HRSA requires that this occur every six months.

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 OR
• a letter from a physician, Physician Assistant, or Nurse Practitioner
indicating that the individual is HIV+.

A-2

Effective: March 1, 20120

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 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.
Proof of at least 30 days of residency in the TGA includes:
• a letter/form signed and dated by the client that indicates address of
residence and length of residency AND
• two of the following indicating client’s name and address:
o one month of current utility bills for one utility
o current rental or lease agreement and one month of current
rent receipts
o California drivers license/California identification card
o voter registration
o affidavit of residency from individual other than the client (e.g.
roommate, landlord, parent).
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.
3. Income: To be deemed eligible, individuals must meet the financial
eligibility requirements indicated in the service unit and financial eligibility
criteria contained in the provider’s most current service contract.
Documentation of ALL income sources must be provided. Minimum
documentation may include a form/letter indicating income status that is
signed and dated by the client AND a current copy of one or more of the
following:
• three pay stubs
• three bank statements
• SSA, SSI or SSDI letter
• MISP/CMSP letter
• letter from some other form of government assistance
• affidavit of support
Current documentation confirming presumptive Ryan White Program
eligibility for systems that have comparable or more stringent income
requirements (Medi-Cal, MISP, CMSP, etc) is preferable. Agencies may
require asset information to determine eligibility.
4. 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, county 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 need of Ryan White services may include:
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•

a rejection/cancellation letter from other available resources (e.g.,
Medi-Cal, Medically Indigent Services Program [MISP]),
• documentation indicating that funds from another resource have been
exhausted, or
• a letter/form signed and dated by the client indicating that they have
no other resource for obtaining the necessary service and agency
documentation indicating any other resources that were explored.
Lack of other funding sources should be verified, when possible, on a pointof-service basis.
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.
2. ARIES Consent: Individuals 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.

Comment [sbc-dph2]: RWP - The state now
requires that these be updated every 3 years.
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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. Partner Services: Individuals receiving RW-funded services must
indicate, by signature, that they have been informed annually of the
availability of Partner Services in the TGA.
C. Exceptions

Comment [A3]: RWP – May be removed. This
was a state requirement relevant to us when we
had Part B contracts. Not a requirement under
Part A.

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 requires an expedited
process. In these rare cases, exceptions may be made for prospective clients
with urgent core service needs. Justification must be clearly documented
and discussed with the RWP to determine how similar issues should be
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addressed in the future. 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 for the following:
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 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.
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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 have 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 be involved in their healthcare and take responsibility for
maximizing their health.
B. Clients must disclose relevant information and clearly communicate wants and
needs
C. As far as possible, clients should expect to make arrangements for services well
enough in advance to avoid emergencies.
D. 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.
E. Clients who by their behavior present an actual or potential danger of
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.)
F. Clients must provide documentation of eligibility for services.
G. Clients must maintain periodic contact (minimum = once 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.

Comment [sbc-dph4]: RWP – To concur with
the biannual eligibility verification. Identifying
need can be a bit looser…not necessarily every
6 months, but twice a year. The previously
specified requirement of every 6-months for
eligibility verification will force that piece to be
every 6 months as required by HRSA.

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

A-2

Effective: March 1, 20120

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.
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
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job description and serving those with HIV. This may include requirements of
health maintenance for persons living with HIV, HIV/AIDS-related disabilities,
and client service expectations and preferences.
2. All service provider staff must receive a minimum of 8 hours annually of
approved training as follows:
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
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
• Web-inar
4. Conferences, home studies, web-inars, 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 pages will
count as an hour of “training.”
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
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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 nonRW) 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:
• 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
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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 either provide a suggestion box or other client input
mechanism and/or 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.

Comment [A5]: Committee revised 01.19.12
Comment [sbc-dph6]: RWP - The HAB
National Monitoring Standards now require
some sort of documented mechanism for client
input: client advisory board and/or suggestion
box and/or annual client satisfaction
survey/focus group.

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
on behalf of the client must be entered into ARIES and may also be kept in a
separate record/chart for each client. Exceptions to this request must be
noted indicating the cause or reason for the exception.
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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.
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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
following completion of staff orientation/training on the subject of
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.
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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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AIDS PHARMACEUTICAL ASSISTANCE (LOCAL)

INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE/SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White Program legislation (Part A and Part A MAI)
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Services (HRSA)
AIDS Pharmaceutical Assistance (local) includes local pharmacy assistance
programs implemented by Part A or Part B Grantees to provide HIV/AIDS
medications to clients. This assistance can be funded with Part A grant funds
and/or Part B base award funds. Local pharmacy assistance programs are not
funded with ADAP earmark funding.
I. Care and Treatment Goal(s)
The goal of AIDS Pharmaceutical Assistance (local) is to serve as a stop-gap by providing
access to drug treatments as prescribed by a client’s physician in a timely and reliable
manner to facilitate adherence to prescribed treatment regimens.
II. Service Goal
To provide access to a continuum of drug treatments for all persons living with HIV/AIDS
(PLWHA) in the TGA who have no other means to pay for therapies necessary to improve
health and prolong life or PLWHA who are awaiting approval from another source such as
the AIDS Drug Assistance Program (ADAP).
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A. Service Objectives
1. To provide antiretroviral prescriptions/medications and other HIV-related
medications to eligible consumers that have no other source of payment
as a measure to meet an emergent service gap for consumers.
2. To ensure that needed prescribed medications will be available on a
continuing basis in the absence of all other resources.
B. Description of Services
Service Components
1. Provide prescribed medication to clients, in accordance with the treatment
plan prescribed by the client's medical care provider.
2. If a Care Plan is in place, the Care Plan should be reviewed and
incorporated into the delivery ofThe agency providing pharmaceutical
assistance. If a client receiving pharmaceutical assistance presents with
additional service needs, these needs should be incorporated into the
clients Care Plan, if they are ever in need of must maintain adequate
communication with the client’s case manager / mMedical Ccase
mManagement.r to ensure that service provision is in accordance with the
client’s overall care plan.
3. Provide and maintain thorough, detailed and accurate daily, weekly, and
monthly program record keeping, including medication inventory control.
4. Meet federal and state requirements regarding safety, sanitation, access,
public health, infection control, and proper storage of medications.
C. Limitations
1. Clients must not be eligible for medication by any other payor source.
2. Prescriptions for alternative medicine therapies are not eligible for
payment under this program.
3. Medications purchased by a clinic and administered or provided during
the course of a regular medical visit are not reimbursable under this
service category.
4. Medications provided under this service category are intended as a
temporary source of payment for medications until eligibility in another
program can be established.
5. Medication disbursement is limited to the following per client per program
year:
a.
One 30 day or less supply of medication.
b.
Prescriptions must be signed by a licensed clinician.
c.
Medications must meet the current guidelines of the U.S. Public
Health Service (PHS), National Institutes of Health (NIH), and
the American Academy of HIV Medicine (AAHIVM) guidelines.
d.
Medications prescribed must be in accordance with the most
recently established R/SB TGA Formulary Policy established by
the RWP Office in collaboration with community stakeholders.
III. Service-Specific Staff Qualifications
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Staff must be experienced and trained and supervision must be provided by at least one
individual who is licensed and accredited by an appropriate state/federal agency. Please
refer to the Common Standards of Care for general staff qualification requirements.

IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
urgent need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM

CASE MANAGEMENT (NON-MEDICAL)

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.

Definition of Services (HRSA)
Case Management (non-medical) includes the provision of advice and assistance
in obtaining medical, social, community, legal, financial, and other needed services.
Case Management (non-medical) does not involve coordination and follow-up of
medical treatments, as medical case management does.
I. Care and Treatment Goal(s)
Case Management (non-medical) is available to all clients in the TGA to ensure and
improve coordination of supportive services and to help clients access and maintain their
connection to HIV medical care.
II. Service Goal
The goal of Case Management (non-medical) is to assist individuals in attaining and
maintaining a maximum level of health and independent functioning through the
coordination of resources. Staff assesses client needs; helps establish and evaluate goals
and links clients to community resources, including partner services and testing. The Case
Manager is also an advocate on behalf of their clients.
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A. Service Objectives
1. To ensure timely access to medical, social and other needed services
through appropriate referrals.
2. To foster a sense of patient empowerment and responsibility for their own
health.
3. To provide an opportunity to describe components of Medical Case
Management services and referrals as appropriate to all HIV positive
clients.
B. Description of Services:
Eligibility for Case Management (non-medical) services is dependent on client need.
C. Service Components
Initial Intake/Assessment
1. A brief initial intake/assessment is developed within 15 days from referral.
2. Initial and ongoing assessment of client’s acuity level (minimum = upon
intake and as needed to determine need for Medical Case Management.
annually).
3. When appropriate, this initial assessment may be shared with the Medical
Case Manager.should be made available for development of the client’s
Care Plan.
4. If a Care pPlan is in place, Tthe Care Plan developed by the Medical Case
Manager should be reviewed and incorporated into the delivery of . If the
Case Managementr (non-medical). If a client receiving Case management
(non medical) presents with identifies additional service needs, these
needs should be incorporated communicated into the clients Care Plan, if
they are ever in need of Medical Case Managementr.
5. Case Managers will discuss budgeting with theircase managed clients, and
document in order to maintain access to necessary services. to promote
self sufficiency.

Comment [A1]: Comm Rev 01.19.12

Comment [A2]: Comm Rev 01.19.12

Comment [A3]: Comm Rev 01.19.12

Screening/Referrals
1. Screening for domestic violence, mental health, substance use, advocacy
needs, and other issues is conducted.
2. Clients are assisted with referrals and linkages to medical, mental health,
substance abuse, psychosocial services, and other services as needed.
3. Whenever possible and appropriate, the Case Manager will provide clients
a choice of referrals to address gaps in their support network.
4. Clients will be assisted with obtaining needed financial resources for daily
living such as bus pass vouchers, gas cards and other emergency financial
assistance.
Education
1. Educate clients regarding allowable services for family members, significant
others and friends in the client’s support system (i.e. education on HIV
disease, care and treatment issues, prevention education) with the goal of
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developing and strengthening their support system to help maintain their
connection to medical care.
2. Educate or provide referrals to agencies that educate clients about health
education, risk reduction, and self-management.
3. Educate clients about their rights as well as their roles and responsibilities
in the services system.
D. Limitations:
There are no service-specific limitations for Case Management (non-medical).
III. Service-Specific Staff Qualifications
Case managers are trained and knowledgeable about HIV/AIDS and current resources.
All case managers will comply with agency standards and code of ethics.
Please refer to the Common Standards of Care for general staff qualification requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning Exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.

A-2

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

FOOD SERVICES

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Food Services include the provision of actual food or meals. It does not include
finances to purchase food or meals. The provision of essential household supplies
such as hygiene items and household cleaning supplies should be included in this
item. Includes vouchers to purchase food.
I. Care and Treatment Goal(s)
The provision of “Food Services” in the R/SB TGA augments other public and private
resources for food or meals available to individuals in an attempt to ensure that there will
be no regression in health status or additional problems with daily living caused by
inadequate or unbalanced nutrition.
II. Service Goal
The overall goal of food services is to supplement eligible HIV/AIDS client’s ability to
maintain continuous access to adequate caloric intake and balanced nutrition sufficient to
maintain optimal health in the face of compromised health status due to HIV infection.

A. Service Objectives
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1. To provide access to healthy and nutritiously necessary food or meals
for PLWH/A in the R/SB TGA through the distribution of actual food or
food vouchers to help maintain caloric intake and balanced nutrition,
consistent with each client’s care plan.
B. Description of Services
Service Components
1. Food Services in the R/SB TGA consist of the distribution of food
vouchers, as well as the purchase of food and hot meals.
2. Licensure: Funded food service program will be licensed, if
applicable, and meet inspection requirements for Food Service
Sanitation in the city or county of operation.
3. Food Handling Policy: Provider must submit, post and show evidence
of adherence to a policy to ensure disposal of perishable and nonperishable, damaged or package tampered goods.
4. Agencies providing food vouchers will make every effort to purchase
quantities that provide for discounts.
4.5.
Within each agency every client should receive an equal
number of food vouchers each month.
C. Limitations
1. Nutritional Assessment and Nutritional Counseling services are not a
part of the Food Services Program.
2. Food Services are designed only as a supplemental or partial
augmentation to other food sources available to clients.
3. Funds may not be used to purchase household appliances, pet foods
or products.
4. Maximum of $40 per client per month (can be combination of
vouchers and food bags).
III. Service-Specific Staff Qualifications
There are no prescribed staff qualifications specific to Food Services. Please refer to the
Common Standards of Care for general staff qualification requirements.
IV. Exceptions and Emergent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
Emergent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
HOUSING SERVICES
This document offers a limited set of focused standards addressing key aspects specific
to this service category. Other relevant standards, including the Common Standards, as
well as other policies, recommendations and guidelines should be referenced in
conjunction with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of
quality expectations to ensure uniformity of service funded by the Health Resources and
Services Administration (HRSA) under the Ryan White HIV/AIDS Program legislation
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into
service provision contracts managed by the Ryan White Program (RWP) Office on
behalf of the IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and
HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)
Housing Services are the provision of short-term assistance to support
emergency, temporary or transitional housing to enable an individual or family to
gain or maintain medical care. Housing-related referral services include
assessment, search, placement, advocacy, and the fees associated with them.
Eligible housing can include both housing that does not provide direct medical or
supportive services and housing that provides some type of medical or
supportive services such as residential mental health services, foster care, or
assisted living residential services.
I. Care and Treatment Goal(s):
The goal of Housing Services is to augment other resources for housing assistance
through the provision of housing referral services including housing assessment, shortterm and emergency services designed to stabilize housing for clients in order to
promote access to health care and supportive service. In combination with emergency
assistance funds and other short-term intensive support, provide an environment that
facilitates continuation of HIV medical care and appropriate medication adherence
thereby improving quality of life and clinical health outcomes.
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II. Service Goal(s):
Enable HIV service clients at risk for loss of shelter to remain in, enter, or re-enter a
stable living environment and assist in locating and placing eligible clients in
emergency/temporary shelter, when necessary.
A. Service Objectives
1. Assist in entry, re-entry, and maintenance in a stable living
environment.
2. Provide shelter on an emergency or temporary basis to clients who are
homeless or at risk for homelessness.
B. Description of Services
Service Components
1. Conduct housing service assessment with client. According to HRSA
Policy Notice 08-01, “the necessity of housing services for purposes of
medical care must be certified or documented by a case manager,
social worker, or other licensed healthcare professional(s).”
2. When appropriate, Tthe housing assessment should be shared with the
Medical Case Manager.made available for development of the client’s
Care Plan.
3. If a The Care Plan is in place, the Care Plan developed by the Medical
Case Manager should be reviewed and incorporated where appropriate.
If the housing case manager identifies additional service needs, these
needs should be communicated to the Medical Case
Managerincorporated into the Client’s Care Plan if they are ever in need
of Medical Case Management.
4. Provide temporary/emergency housing and make referrals to
appropriate long term housing resources.
5. Provide housing, rental assistance, including housing units and group
quarters that have supportive environments.
6. According to HRSA Policy Notice 08-01, emergency/short-term
assistance “must be accompanied by a strategy to identify, relocate
and/or ensure progress towards long-term, stable housing OR a
strategy to identify an alternate funding source for housing assistance.”
7. Other components may include but are not limited to the following, as
they relate to housing needs: counseling, case management, life skills
training, and education.
7.8.
In the event that a property manager does not accept a third party
check, the agency may provide Housing Assistance in the form of a
money order or cashier’s check.
C. Limitations
1. See HRSA Policy Notice 08-01 for HRSA guidance concerning
allowable RW-funded Housing Services.
2. Funds cannot be in the form of direct cash payments to recipients or
services.
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3. Mortgage payments are not allowable.
3. Funds can be paid in the form of money order or cashier’s check.
Local limitations are as follows:
1. Utility bill payments are not allowable
2. Eligible clients may receive up to fourteen (3014) nights of emergency
motel or thirty (30) days of rent assistance annually.
III. Service-Specific Staff Qualifications
According to HRSA Policy Notice 08-01, housing case management must be provided
by case managers or other professional(s) who possess a comprehensive knowledge of
local, State, and Federal housing programs and how they can be accessed
Please refer to the Common Standards of Care for general staff qualification
requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning Exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM

MEDICAL TRANSPORTATION SERVICES

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.

Definition of Services (HRSA)
Medical Transportation Services include conveyance services provided, directly
or through voucher, to a client so that he or she may access health care services.
I. Care and Treatment Goal(s)
To enable access to health care or support services as deemed necessary by clinician
and/or medical case manager to maintain/improve health outcomes.
II. Service Goal
To provide transportation services to necessary health care or support services for
eligible individuals that also take into account the traveler’s health-care needs.
Transportation services may be provided routinely or on an emergency basis.
A. Service Objectives
1. To provide various modes of transportation to health care or support
service appointments.
2. To provide a service that is safe, of high quality, and prompt.
3. To provide cost-effective transportation to health care or support
service appointments.
B. Description of Services
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Service Components
1. When appropriate, Sservice provision plans must be shared with the
Medical Case Managermade available for development of the client’s
Care Plan.
2. The If a Care Plan is in place the Care Plan should developed by the
Medical Case manager must be reviewed and incorporated into the
delivery of Medical Transportation. If a client receiving Medical
Transportation presents with If agency staff providing transportation
services identifies additional service needs, these needs should must
be incorporated communicated into the clients Care Plan, if they are
ever in need of Medical Case management.r for inclusion in the Care
Plan.
3. Provide the most economical means of transportation whenever
possible.
4. Allowable modes of transportation service include:
a) Bus passes
b) Gasoline vouchers
c) Van trip
d) Urgent taxi trip (only when no other option is available)
5. Documentation must be maintained for all modes to verify that
transportation funds were received by the client and were used to
access necessary health care and support service appointments. For
instance, the provision of gasoline vouchers requires a log with client
signature and date indicating that the client received the gasoline
voucher as well as a consumer travel record showing dates, location
of service appointments and mileage. Travel records must be signed
by a staff member at the destination-agency (medical or support
service staff) to verify that the individual made it to the intended
appointment.
6. No-cost, non-profit or volunteer transportation services should be used
as often as possible. Agency representatives must identify such
resources with clients prior to provision of other options.
7. Taxi services may be used, but should be considered last resort.
C. Limitations
1. Funds may not be used for client automobile maintenance or repairs
or for tires.
2. Funds may not be used for ambulance service.
3. Funds may not be used to transport individuals outside the TGA
except when needed services are unavailable within the TGA. Trips
outside the TGA must be recommended by a physician, clinician, and
a medical case manager, and authorized by the Ryan White Program
Staff.
4. Funds may not be used to assist with participation in clinical trials.
5. Funds may not be used to transport individuals to Inland Empire HIV
Planning Council meetings or other meetings not directly associated
with maintaining/improving the individual’s health care.
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III. Service-Specific Staff Qualifications
If staff is used to provide van transport, they must have a California Driver’s License and
the minimum required amount of Automobile Insurance as required by the law to transport
clients. Please refer to the Common Standards of Care for additional general staff
qualification requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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PSYCHOSOCIAL SUPPORT SERVICES

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

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.

Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Psychosocial support services are the provision of support and counseling
activities, child abuse and neglect counseling, HIV support groups, pastoral care,
caregiver support, and bereavement counseling. Includes nutrition counseling
provided by a non-registered dietitian but excludes the provision of nutritional
supplements.

I. Care and Treatment Goal(s)
To provide support and counseling regarding the emotional and psychological issues
related to living with HIV to those affected directly and indirectly by HIV and to promote
problem solving, service access and steps towards diseases self-management.
II. Service Goal:
To provide psychosocial support services through the delivery of individual and group
counseling to persons living with HIV/AIDS and those otherwise affected by HIV/AIDS in
the TGA in order to maintain them in the HIV system of care.
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A. Service Objectives:
1. To provide a central and dedicated support contact in order to address
and minimize crisis situations and stabilize clients’ psychological health
status so as to maintain their participation in the care system.
B. Description of Services
Service Components
1. Develop initial individual assessment.
2. When appropriate, tThis initial assessment must be shared with the
Medical Case Managermade available for development of the client’s
Care Plan.
3. If a The Care Plan is in place, the Care Plan shoulddeveloped by the
psychosocial support counselor must be reviewed and incorporated into
the delivery of . If the pPsychosocial sSupport . If a client receiving
Psychosocial Support presents with counselor identifies additional service
needs, these needs shouldmust be incorporated communicated into the
clients Medical Case Manager for inclusion in the Care Plan, if they are
ever in need of Medical Case Management.
4. Provide individual counseling session(s). Document service provision,
goals, and progress.
5. Provide group counseling sessions(s). Document group service provision
such as: topics/focus, participant names and HIV status, group duration,
group type (open/closed), general group goals.
6. Provide allowable, needed services to family members and significant
others in the client’s support system, with the goal of developing and
strengthening the client’s support system to help maintain their
connection to medical care.
7. Facilitate successful case conferencing sessions through direct
participation and the provision of appropriate information.
8. Coordinate with and make referrals to both interagency and outside
mental health professionals, as appropriate.
9. Coordinate with and make referrals to both interagency and outside
nutritional support services, as appropriate.
C. Limitations
1. Excludes the provision of nutritional supplements.
III. Service-Specific Staff Qualifications
There are no prescribed staff qualifications specific to Psychosocial Support Services.
Please refer to the Common Standards of Care for general staff qualification requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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Effective: March 1, 20121

Ryan White Program (Part A and Part A MAI)
Financial Eligibility Criteria
***NOTE: Please refer to the entire set of Standards of Care for complete eligibility criteria.
CORE SERVICE CATEGORY

FINANCIAL ELIGIBILITY CRITERIA1

Outpatient/Ambulatory Medical Care

Total income < 300% of Federal Poverty Level

AIDS Pharmaceutical Assistance (local)

Total income < 300% of Federal Poverty Level

Oral Health

Total income < 200% of Federal Poverty Level

Home and Community Based Health Services

Total income < 300% of Federal Poverty Level

Mental Health

Total income < 200% of Federal Poverty Level

Medical Case Mgmt. (Including tx adherence)

Total income < 300% of Federal Poverty Level

Substance Abuse Outpatient

Total Income < 200% of Federal Poverty Level

Early Intervention Services

Total Income < 300% of Federal Poverty Level

Comment [sbc-dph1]: RWP - Add one for
EIS???

Comment [A2]: Comm 01.19.12

SUPPORT SERVICE CATEGORY
Case Management (Non Medical)

Total income < 300% of Federal Poverty Level

Food

Total income < 150% of Federal Poverty Level

Health Education/Risk Reduction

Total income < 300% of Federal Poverty Level

Housing Services

Total Income < 150% of Federal Poverty Level

Medical Transportation

Total income < 200% of Federal Poverty Level

Outreach Services

Total income < 300% of Federal Poverty Level

Psychosocial Support

Total income < 200% of Federal Poverty Level

1

Comment [sbc-dph3]: RWP - Might as well
just keep in the old ones….in case they are funded
again.

Comment [sbc-dph4]: RWP – same….might as
well keep…

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

INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Services (HRSA)
Oral health care includes diagnostic, preventive, and therapeutic services provided
by general dental practitioners, dental specialists, dental hygienists and auxiliaries,
and other trained primary care providers.
I. Care and Treatment Goal(s):
To maintain and improve the oral health of persons living with HIV/AIDS (PLWH/A),
thereby improving overall health outcomes.
II. Service Goal(s):
To provide limited diagnostic, preventive, and therapeutic dental care to eligible, lowincome PLWH/A.
A. Service Objective(s):
1.

To reduce medical complications related to poor oral health.

2.

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

3.

To reduce dental disease through the provision of toothbrushes, toothpastes,
floss and other necessary dental products necessary for good oral health.
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B. Description of Services:
Service Components
1.

Initial assessment including complete health history and comprehensive oral
exam provided within 60 days of initial visit.
2. Development a written Treatment and Oral Hygiene Plan in collaboration with
the client, and signed by client. Including periodic updates and signed by
client.
3. The referral for Oral Health Service (OHS) must be documented in the
Individual Service Plan (ISP) ISP/Care Plan for by the Case Manager. If a
Care Plan is in place, the Care Plan should be reviewed by the Oral Health
Care provider. The initial service plans must be shared with the Medical Case
Manager or Non-Medical Case Manager for development of the client’s Care
Plan.
4. If the Dental Provider identifies additional service needs, these needs should
be communicated to the Case Manager for inclusion in the and included in the
Care Plan if the client is ever in need of Medical Case Management.
5. Provide follow up prophylactic visit within 6 months of initial visit as specified
in Treatment Plan.
6. Visits shall be at least annually or may be more frequent based on Treatment
Plan. Provider will accommodate same day urgent care visits or referral as
necessary.
7. Referrals will be made for Non Ryan White Program providers as necessary.
7.8. Ryan White HIV/AIDS Program Standards of Care shall be made available to
consumers in a prominent place in dental clinics which receives Ryan White
HIV/AIDS Part A Oral Health Care funding.
C. Limitations:
1. Eligible clients may receive a maximum of $1,800 worth of dental care per year.
Note: The IEHPC may amend this spending cap as a result of funding
changes. The RWP Office will communicate any changes to the service
providers.
2. Clients will receive CAP updates upon request.
III. Service-Specific Staff Qualifications
Professional Oral Health staff must be licensed as required by the State of California.
Please refer to the Common Standards of Care for general staff qualification requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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MEDICAL CASE MANAGEMENT
(INCLUDING TREATMENT ADHERENCE)

INLAND EMPIRE HIV/AIDS PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White Program legislation (Part A and Part A MAI)
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Medical Case management services (including treatment adherence) are a
range of client-centered services that link clients with health care, psychosocial, and
other services. The coordination and follow-up of medical treatments is a
component of medical case management. These services ensure timely and
coordinated access to medically appropriate levels of health and support services
and continuity of care, through ongoing assessment of the client’s and other key
family members’ needs and personal support systems. Medical case management
includes the provision of treatment adherence counseling to ensure readiness for,
and adherence to, complex HIV/AIDS treatments. Key activities include: (1) Initial
assessment of service needs; (2) Development of a comprehensive, individualized
service plan (ISP); (3) Coordination of services required to implement the plan; (4)
Client monitoring to assess the efficacy of the plan; and (5) Periodic re-evaluation
and adaptation of the plan as necessary over the life of the client. It includes clientspecific advocacy and/or review of utilization of services. This includes all types of
case management including face-to-face, phone contact, and any other forms of
communication.
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I. Care and Treatment Goal(s)
•

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

•

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

II. Service Goal
Successfully implement a collaborative process of assessment, planning, facilitation
and advocacy for options and services, to meet the health needs of clients who require
intense coordination, through communication and available cost-effective resources to
promote quality care and positive health outcomes.
A. Service Objectives
1. To promote and facilitate client empowerment leading to self-management,
as appropriate.
2. To coordinate the client’s medical care and support services.
3. To work collaboratively with the client/family, the physician, providers of
healthcare, and others in and out of the Ryan White system of care to
develop and implement a plan that meets the individual’s needs and goals.
4. To promote the utilization of and assist with locating available resources to
achieve clinical and financial outcomes.
5. To ensure appropriate access to care for clients in need.
6. To interject objectivity, healthcare choices, and promotion of self-care.
7. To facilitate appropriate and timely benefit and treatment decisions.
B. Description of Services
Service Components
1. Initial and ongoing assessment of client’s acuity level and of the client’s
service needs.
2. Development of an individualized service plan in collaboration with the client.
The plan must be developed with the client, primary care physician/provider
and other healthcare/support service providers to maximize client healthcare
responses and facilitate cost-effective outcomes.
3. Coordination and follow-up of medical treatments required to implement the
plan.
4. Monitoring of client progress to assess the efficacy of the plan. This includes
tracking of health outcomes and other indicators.
5. Periodic re-evaluation and adaptation of the plan as necessary (at a
minimum, once every 6 months).
6. Provision of Medical Case Management advocacy on client’s behalf.
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7. Direct provision of or referrals to other service providers for advice, support,
counseling on topics surrounding HIV disease, treatments, medications,
treatment adherence education, caregiver bereavement support,
dietary/nutrition advice and education, and terms and information needed by
the client to effectively participate in his/her medical care.
8. Ongoing coordination with internal programs and external agencies to which
clients are referred for medical and support services.
9. Provision of all types of case management including face-to-face, phone
contact, and any other forms of communication (e.g., email).
10. Co-location of Medical Case Management services with medical services.
Medical Case ManagersCase Managers delivering Medical Case
Management are required to facilitate/participate in case conferencing for
their Medically Case- Managedement clients annually.
C. Limitations
There are no service-specific limitations for Medical Case Management.
III. Service-Specific Staff Qualifications
•

•

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

The Medical Case Manager Case Managers delivering Medical Case Management will
seek to:
• Achieve and maintain current professional licensure, national certification, and/or
higher education in a health and human services profession.
• Maintain continuing competence appropriate to medical case management and to
professional licensure or professional certification.
• Provide only those medical case management services that the medical case
manager is qualified to provide and refer the client to another source(s) for services
outside the medical case manager’s scope of practice.
• Maintain current knowledge of applicable laws, procedures, and legal guidelines
associated with service issues such as: reporting abuse/neglect, consent to treat,
privacy/confidentiality, client rights, power of attorney, advanced medical directives,
and benefits.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions
and urgent need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM

MENTAL HEALTH SERVICES

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well as
other policies, recommendations and guidelines should be referenced in conjunction with this
standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning Council
(IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Grantee’s Office on behalf
of the IEHPC, as provided by the Ryan White HIV/AIDS Treatment Modernization Act
legislation and HRSA policies, guidance, and other requirements.
Definition of Service (HRSA)
Mental Health Services are psychological and psychiatric treatment and counseling
services offered to individuals with a diagnosed mental illness, conducted in a group or
individual setting, and provided by a mental health professional licensed or authorized
within the State of California to render such services. This typically includes
psychiatrists, psychologists, and licensed clinical social workers.
I. Care and Treatment Goal(s): The goal of Mental Health Care is not just the treatment of
the symptoms of mental illness, but improving and sustaining a client’s quality of life. The
TGA places an emphasis on the inclusion of both medical services and support services in
this effort.
II. Service Goal: Services available throughout the TGA to minimize crisis situations and
stabilize clients’ mental health status in order to maintain their participation in medical and
support services, thereby maintaining and improving health outcomes and quality of life.
Professional staff seeks to ensure coordination of mental health care for the client among the
internal and external providers involved in the client’s care.
A. Service Objectives
1. All clients referred to the program will receive an assessment and evaluation
by a qualified mental health professional.
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2. Individuals receiving mental health services will demonstrate a decreased
level of pathology, including but not limited to depression and/or anxiety.
3. Individuals receiving mental health services will demonstrate an increased
adherence to care through kept appointments and adherence to treatment
plans/medications.
B. Description of Services
Service Components
1. Initial individual mental health assessment in collaboration with client.
2. Comprehensive psychosocial assessment with historical data that result in a
DSM IV diagnosis.
3. If the client is receiving Medical Case Management, aA release of
information must be obtained from the client and, at a minimum, the DSM IV
diagnosis must be incorporated into the shared with the Medical Case
Manager for development of the client’s Care Plan . Ideally, all of the
relevant portions of the treatment plan should be shared with the Case
Manager delivering Medical Case Managementr to facilitate a
comprehensive understanding of the client’s health status and service
needs.
4. If a Care Plan is in place, The Care Plan developed by the Medical Case
Manager mustshould be reviewed and incorporated into the delivery of
Mental Health Servies. If a client receiving Mental Health Services presents
with the psychologist/psychiatrist identifies additional service needs, these
needs shouldmust be incorporatedcommunicated into the clients Care Plan,
if they are ever in need of Medical Case Management.r for inclusion in the
Care Plan.
5. Development of care/treatment plan specific to mental health.
6. Provide crisis intervention when necessary.
7. Individual counseling.
8. Group counseling.
9. Case conferencing.
10. Psychiatric assessment/evaluation.
11. Psychiatric medication management.
12. Referral to other mental health professionals if beyond the ability/scope of
the agency.
13. Referrals to psychosocial support groups when appropriate.
C. Limitations
1. Only PLWH/A with a diagnosed mental illness are eligible for on going
mental health services.
2. Service funds may not be used for the purchase of food.
III. Service-Specific Staff Qualifications
Mental Health Services are provided by mental health professionals, licensed or certified by
the State of California. This includes psychiatrists, psychologists, licensed clinical social
workers and marriage and family therapists.
IV. Exceptions and Urgent Need

A-2

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

V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and financial
eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM

SUBSTANCE ABUSE SERVICES OUTPATIENT

This document offers a limited set of focused standards addressing key aspects specific to
this service category. Other relevant standards, including the Common Standards, as well
as other policies, recommendations and guidelines should be referenced in conjunction
with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of quality
expectations to ensure uniformity of service funded by the Health Resources and Services
Administration (HRSA) under the Ryan White HIV/AIDS Program legislation across the
Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into service
provision contracts managed by the Ryan White Program (RWP) Office on behalf of the
IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and HRSA policies,
guidance, and other requirements.
Definition of Service (HRSA)
Substance Abuse Services is the provision of medical or other treatment and/or
counseling to address substance abuse problems (i.e., alcohol and/or legal and
illegal drugs) in an outpatient setting, rendered by a physician or under the
supervision of a physician, or by other qualified personnel.
I. Care and Treatment Goal(s)
To ensure the availability of services that minimize crisis situations and reduce/stabilize
substance use of persons living with HIV/AIDS in the TGA that have no other means to
obtain these services, thereby enabling them to remain in and/or reenter the medical care
system.
II. Service Goal
To maintain and increase participation in medical care as well as maximize the
effectiveness of HIV-related medical care and treatment through cessation or reduction of
substance abuse (including alcohol, legal and illegal drugs).
A. Service Objective(s)
Through substance use screening, assessment, treatment readiness counseling,
and referrals to a full range of licensed substance use programs, the service will:
1. Maximize effectiveness of medical care/treatment;
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2. Improve clients’ social functioning;
3. Improve clients’ self-esteem, insight, and awareness; and
4. Improve clients’ ability to positively cope and live with HIV
B. Description of Services
Service Components
1. Develop initial individual substance use assessments
2. Initial assessment may include, but is not limited to: presenting problem;
duration and acuity; substance use history; psychiatric history including
medications, education and employment history, risk assessment, social
support and functioning, including client strengths, coping mechanisms
and self help strategies; and recovery readiness assessment
3. When appropriate, Tthis initial assessment should be shared with the
Medical Case Managermade available for development of the client’s
Care Plan.
4. If a Care Plan is in place, Tthe Care Plan developed by the substance
abuse counselor should be reviewed and incorporated into the delivery of
Substance Abuse Services. If a client receiving Substance Abuse
Services presents with the substance abuse counselor identifies
additional service needs, these needs should be incorporated
communicated into the clients Care Plan, if they are ever in need of
Medical Case Management.r for inclusion in the Care Plan.
5. Review and update treatment plan at least every 120 days or more
frequently as necessary. Track and clearly document progress for each
individual receiving Substance Abuse Services.
6. Provide individual counseling sessions.
7. Provide group counseling sessions.
8. Participate in and provide relevant information for case conferencing
sessions.
9. Refer clients to other substance abuse professionals/programs and
mental health professionals/programs as necessary.
10. On-site treatment includes short-term counseling that may be geared to:
harm reduction, recovery readiness counseling with a behavior change
approach, support recovery from less severe substance use where higher
threshold treatment may not be necessary or acceptable to the client, and
interim substance use counseling until a treatment slot becomes
available.
11. Timely psychiatric consultation and management of psychiatric
medications is available to all clients onsite or by referral.
C. Limitations
1. Ryan White funds under this category may not be used to provide
substance abuse counseling in a residential health service setting and
may not be used for inpatient detoxification in a hospital setting.
III. Service-Specific Staff Qualifications
Service must be provided by a physician or under the supervision of a physician, or by
other qualified personnel.
Please refer to the Common Standards of Care for general staff qualification requirements.
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IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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INLAND EMPIRE HIV PLANNING COUNCIL STANDARDS OF CARE
RIVERSIDE / SAN BERNARDINO TRANSITIONAL GRANT AREA
RYAN WHITE HIV/AIDS PROGRAM
HOME AND COMMUNITY-BASED HEALTH SERVICES

This document offers a limited set of focused standards addressing key aspects specific
to this service category. Other relevant standards, including the Common Standards, as
well as other policies, recommendations and guidelines should be referenced in
conjunction with this standard.
Purpose of Standards
These service and care standards are prescribed by the Inland Empire HIV Planning
Council (IEHPC). The purpose of these standards is to establish a minimum set of
quality expectations to ensure uniformity of service funded by the Health Resources and
Services Administration (HRSA) under the Ryan White HIV/AIDS Program legislation
across the Riverside/San Bernardino Transitional Grant Area (R/SB TGA).
These standards are to be monitored and enforced by means of incorporation into
service provision contracts managed by the Ryan White Program (RWP) Office on
behalf of the IEHPC, as provided by the Ryan White HIV/AIDS Program legislation and
HRSA policies, guidance, and other requirements.

Definition of Service (HRSA)
Home and Community-based Health Services (HCHS) include skilled health services
furnished to the individual in the individual’s home based on a written plan of care
established by a case management team that includes appropriate health care
professionals. Services include durable medical equipment; home health aide services
and personal care services in the home; day treatment or other partial hospitalization
services; home intravenous and aerosolized drug therapy (including prescription drugs
administered as part of such therapy); routine diagnostics testing administered in the
home; and appropriate mental health, developmental, and rehabilitation services.
Inpatient hospitals services, nursing home and other long term care facilities are NOT
included.
I. Care and Treatment Goal(s): To ensure PLWH/A in need of home based care have
access to therapeutic, nursing, supportive and/or compensatory health services
provided in a home setting in accordance with a written, individualized plan of care
established by a case management team that assures service delivery by appropriate
health care professionals.
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II. Service Goal: The goal of HCHS is to supply stable and timely access to homebased medical care services, along with supportive assistance from community
programs to enable clients to remain in their own homes, in preference to hospitals,
residential or other health care facilities, as long as possible during illness.
A. Service Objectives:
1. To address the medical, social, mental health, and environmental needs of the
client.
2. To include on-going activities that promote self-reliance.
3. To assist clients in becoming actively engaged in their health care.
B. Description of Services
Service Components
1. To address the medical, social, mental health, and environmental needs of the
client.
2. To include on-going activities that promote self-reliance.
3. To assist clients in becoming actively engaged in their health care.
4. When appropriate, Tthe initial assessment should be shared with the Medical
Case Manager during case conferencingmade available for development of the
client’s Care Plan.
5. If a The Care Plan is in place, the Care Plan developed by the Medical Case
Manager should be reviewed and incorporated into the delivery of HCHSas
appropriate. If a client receiving the HCHS presents with worker identifies
additional service needs, these needs should be incorporated communicated into
the client’s Care Plan, if they are ever in need of Medical Case Managementr.
6. Assist clients with referrals and linkages to medical, mental health, substance
abuse, psychosocial services, and other services as needed, either directly or by
referring clients to Case Management (non-medical) or Medical Case
Management.
7. When HCHS is no longer required, ensure client is maintained or connected with
a Non-Medical Case Manager or Medical Case Managerto Case Management
(Non-Medical) or Medical Case Management for continuing care coordination.
C. Limitations:
Eligibility for the Home and Community-based Health Services is limited to those
PLWH/A with chronic medical dependency due to physical or cognitive impairment from
HIV infection as determined by a physician.
III. Service Specific Staff Qualifications: Staff qualifications are related to the
individual’s health care needs as established by the subcontracted agency in
coordination with the individual’s case management team.
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Please refer to the Common Standards of Care for general staff qualification
requirements.
IV. Exceptions and Urgent Need
Please refer to the Common Standards of Care for guidance concerning Exceptions and
Urgent Need.
V. Reportable Units of Service and Financial Eligibility
Please refer to the current service contract for a description of the unit of service and
financial eligibility thresholds for each service category.
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•

•

•

•

•

•

PLWH/A END OF LIFE

PLWH/A PROGRESSIVE ILLNESS

PLWH/A STABLE ILLNESS

PLWH/A RECENTLY DIAGNOSED

PLWH/A UNAWARE POPULATION

AT-RISK INDIVIDUALS

GENERAL COMMUNITY

STAGES OF LIFE

•
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GENERAL COMMUNITY

•

•

•

•

•

•

Very diverse population

Provide volunteer resources in a variety of settings and systems

Influence resource allocation through involvement in the political
process

May not be interested in or care about HIV

May have biases, phobias, and prejudices

May have inaccurate information about HIV disease, risks, or
transmission

May not have information about HIV disease, risks, or transmission

Defining Characteristics

•
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AT-RISK INDIVIDUALS

•

•

•

•

May lack information and education on disease process and
transmission

May be unaware of risk or risky behaviors

May have awareness of risk and experience denial, or are willing to take
some degree of risk

Are not HIV infected, but engage in behaviors that present risk of HIV
infection

Defining Characteristics

•

May experience issues related to mental health, substance abuse,
domestic abuse, homelessness, institutionalized racism, homophobia,
or other co-factors
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PLWH/A UNAWARE POPULATION
Defining Characteristics
•HIV infection and status undiagnosed
•May experience non-specific flu-like symptoms
•May experience opportunistic infection
•May experience sores or changes in the mouth
•May experience no symptoms
•May or may not seek Outpatient/Ambulatory Medical Care

•No formal HIV care or plan of care, may have awareness of risk, but experience denial,
avoidance, and suspicion
•May be a time of strengthening in preparation for testing
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PLWH/A RECENTLY DIAGNOSED

•

•

•

•

•

May have little knowledge about HIV/AIDS

The individual has not integrated HIV into their life; e.g., emotional, medical and
social aspects

Can have characteristics of another HIV disease state

No HIV/AIDS care strategy is in place

May experience no symptoms

Person is newly diagnosed or new to HIV/AIDS care

Defining Characteristics
• HIV or AIDS infection has been diagnosed

•
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PLWH/A STABLE ILLNESS

•

•

•

•

•

•

•

Person is able to provide self-care for him/herself

Little or no physical or cognitive impairment

Impact of HIV/AIDS on activities of daily living is manageable

May experience oral infections

May experience common illnesses and/or treatment side effects

Established Plan of care e.g., ART, complementary, no antivirals, monitoring
of CD4 counts and viral loads are in place and is aware of disease process
and treatment options

CD4 counts and viral load are stable

HIV or AIDS diagnosis

Defining Characteristics

•
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PLWH/A PROGRESSIVE ILLNESS

•

•

•

•

•

•

Illness impairs activities of daily living

Person may be willing to try experimental or extraordinary care measures

Changing health status may trigger mental health and/or emotional support
needs

Experiences HIV-related or AIDS-defining illnesses and other co-morbid
conditions

Changing care strategy e.g., ART, complementry/alternative therapy, no
antiretrovirals, monitoring of CD4 counts and viral loads

CD4 counts and viral load are problematic, unstable

HIV or AIDS diagnosis

Defining Characteristics

•
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PLWH/A END OF LIFE

•

•

•

•

•

•

Person may be willing to try experimental or extraordinary care measures

Illness significantly or completely impairs activities of daily living

Experiences advanced HIV-related complications and/or AIDS defining
illnesses Illness significantly or completely impairs activities of daily living.

Changing care strategy. HIV/AIDS treatment options have been exhausted.

CD4 counts and viral load are problematic

HIV/AIDS diagnosis

Aging with HIV/AIDS infection- both recently diagnosed and long-term
survivor

Defining Characteristics

•
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General
Community

PLWH/A
Recently
Diagnosed

PLWH/A
Unaware
Population

At-Risk
Individuals

CONTINUUM OF HIV CARE

PLWH/A
End of Life

PLWH/A
Progressive
Illness

PLWH/A
Stable
Illness
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1. HRSA Communication

2. Part A Expenditure Report
a. Expenditure Report

See Attachment B

3. Part A Utilization Report
a. Utilization Report

See Attachment C

4. Clinical Quality Management (CQM) Update
a. CQM Report
b. ARIES TL Teleconference Agenda
c. ARIES TL Teleconference Summary

See Attachment D1
See Attachment D2
See Attachment D3
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1. HRSA Communication

Attachment A

a. HRSA letter regarding Syringe Services Program

2. Part A Expenditure Report
a. Expenditure Report

See Attachment B

3. Part A Utilization Report
a. Utilization Report

See Attachment C

4. Clinical Quality Management (CQM) Update
a.
b.
c.
d.

CQM Report
ARIES Teleconference Agenda
Enrollment Status
ARIES Teleconference Summary

See Attachment D1
See Attachment D2
See Attachment D3
See Attachment D4
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Substance Abuse

Med Case Mgmt

Mental Health

52,449.00

788,726.00

304,200.00

419,587.00

367,139.00

3,164,402.00

5,398.33

4,370.75

65,727.17

25,350.00

34,965.58

30,594.92

263,700.17

88,487.10

63,388.44

20,713.18

702,342.56

186,840.49

341,059.93

304,914.77

2,443,585.00

COLUMN D
Expended
YTD

53,858.12

16,408.90

1,391.56

31,735.82

86,383.44

117,359.51

78,527.07

62,224.23

720,817.00

COLUMN E
Remaining
YTD

68.25%

81.33%

84.36%

97.85%

39.49%

89.05%

61.42%

81.28%

83.05%

77.22%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

83.33%

-14.67%

-3.19%

-15.08%

-2.00%

1.02%

14.52%

-43.84%

5.71%

-21.91%

-2.05%

-0.28%

-6.11%

COLUMN B

Dental

64,780.00

8,741.33

234,607.88

81,590.76

80.14%

83.33%

-6.57%

COLUMN A

Pharmacy

104,896.00

24,038.83

175,406.24

15,624.26

68.67%

83.33%

COLUMN G COLUMN H
Target %
Variance
as of Dec 31

Home/Comm Based

288,466.00

21,416.42

63,048.74

80,529.85

76.76%

-12.61%
-60.99%

COLUMN F
% Expended
YTD

EIS - Part A

256,997.00

6,556.08

176,467.15

36,568.88

83.33%
83.33%

COLUMN C
Average Exp Per
Month (1/12)

Case Mgmt (non-Med)
78,673.00

21,416.42

120,776.12

70.73%
22.34%

Allocations

Food

256,997.00

13,112.08

107,151.61
1,490,171.01

Service Category

Transportation

157,345.00

258,887.39
5,180,524.99

Housing

EIS MAI
TOTALS

Out/Amb Medical

Psychosocial

366,039.00
6,670,696.00

30,503.25
555,891.33
LEGEND

Column A
Column B
Column C
Column D
Column E
Column F
Column G
Column H

Current funded RWP services established by IEHPC at PSRA
Current RWP service allocations established by IEHPC at PSRA
Estimated monthly expenditure amounts based on entire allocations. Formula = Column B / 12
Actual year-to-date expenditures of RWP Part A services as reported by RWP Part A providers
Actual year-to-date of amounts remaining. Formula = Column B - Column D
Percentage of year-to-date of funds expended. Formula = Column D / Column B
Target Percent that should be expended (ex: July is the 5th month of program yr, 5/12=41.67%)
Variance between Optimal Percent and Acutal Percent of funds expended. Formula = Column G - Column F
Services with variance expended that is greater or less than 10%
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120.00%
100.00%
80.00%
60.00%
40.00%
20.00%
0.00%

Target 83.33%
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Part A Ryan White Program Utilization Report
Fiscal Year 11/12 (March 2011 - February 2012)
Data As of Month Ending Jan 2012

Service Category
Out/Amb Medical
Mental Health
Med Case Mgmt
Substance Abuse
Dental
Pharmacy
Home/Comm Based
Case Mgmt (non-Med)
Food
Housing
Transportation
Psychosocial
EIS Part A
EIS MAI
80%

100%
60%
40%
0%

20%

Black Bar = Target %

Service Category
Out/Amb Medical
Mental Health
Med Case Mgmt
Substance Abuse
Dental
Pharmacy
Home/Comm Based
Case Mgmt (non-Med)
Food
Housing
Transportation
Psychosocial
EIS Part A
EIS MAI
80%

100%
60%
40%
0%

20%

Black Bar = Target %
Prepared by: Denise Murrieta-Tejada
Prepared for: Inland Empire HIV Planning Council
Date: 02-15-12

% of Total Units
Delv'd vs. Planned
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%

Target % For This
Time of Year
47.1%
48.1%
-15.7%
19.4%
38.0%
45.2%
52.1%
-12.8%
-18.0%
264.9%
52.2%
-15.6%
-32.2%
-23.0%

Variance From
Target

ATTACHMENT C

Actual Units
Delv'd
130%
131%
68%
103%
121%
129%
135%
71%
65%
348%
136%
68%
51%
60%

SERVICE UNIT DELIVERY
Planned
Units
26,633
23,081
12,195
17,315
20,667
99
13,217
17,808
20,190
4,812
93,211
8,761
3,012
8,714

CLIENT DELIVERY
Actual
% of Total Clients
Clients
Served vs. Planned
Served
2,174
93%
518
131%
1,696
146%
192
85%
1,115
77%
41
53%
26
260%
2,246
95%
835
112%
604
172%
1,152
106%
162
94%
178
8%
271
23%

83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%
83%

Target % For This
Time of Year

10%
48%
63%
2%
-6%
-30%
177%
11%
29%
88%
22%
10%
-76%
-60%

Variance From
Target

Green Bars = % of Total Units Delv'd vs. Planned

20,423
17,566
18,021
16,850
17,039
77
9,760
25,246
30,880
1,382
68,749
12,934
5,893
14,436

Planned
Clients
2331
395
1161
225
1448
77
10
2369
745
352
1089
173
2306
1162

Green Bar = % of Total Clients Served vs. Planned
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Activity

QM Project – Mental
Health and
Substance Abuse

Program Monitoring

Description

Follow a cohort of clients receiving
Mental Health and Substance
Abuse services to evaluate
effectiveness of the services on
improving health outcomes.
Monitor contracts to ensure
compliance with HRSA, County,
and IEHPC Standards of Care
requirements.

Current Status
•

•
•

•

•

Client Satisfaction

Standards of Care

State Collaboration

Monitor client satisfaction annually
through survey questions designed
to gather client perspective on the
quality of services they receive
from RW-funded agencies.

•
•

The IEHPC develops and approves
standards of care (SOC) for all
RW-funded services to establish a
min. set of quality expectations for
uniformity of service across the
TGA. The RWP assists by
reviewing SOC for compliance with
HRSA and County policies.
Several of the TGA’s processes
require data and information from
the State Office of AIDS.
Therefore, the RWP maintains
close communication with various
contacts at the state level.

•

•

•
•

•
•
•

Overall Outcomes
Tracking

The RWP must demonstrate to
HRSA that the health outcomes of
clients receiving RW funded
services are being maintained or
improved.

•
•

The RWP will be tracking and analyzing the CD4 counts, viral loads,
medical visits, service utilization, etc. for current Mental Health (MH)
and/or Substance Abuse (SA) clients over one or more years to
assess progress related to health outcomes.
In the future, similar projects may be developed for other service
categories in an increased effort to respond to HRSA’s requirements
for evidence-based evaluation/data.
The RWP is revamping its monitoring process and set of elements to
better coincide with the HAB National Monitoring Standards. The
RWP will communicate any changes to providers before the next
monitoring visits.
The RWP is also looking at the process to determine if more can be
done to focus on outcomes-based elements.
Change: We are no longer required to conduct on-site monitoring
twice a year. Therefore, for 2012, an ARIES Data Review will take
place in April and full, on-site visits will take place in Oct/Nov in
conjunction with HS Contract and PH Fiscal monitoring. Additional
on-site visits will be scheduled if necessary per findings from the
ARIES Data Review or if other issues are raised.
Surveys were mailed out during the week of Feb the 13th.
Additional copies and postage paid return envelopes are also being
given to providers to hand out at the sites for those that prefer not to
receive mailings.
The RWP has obtained input from the Empowerment Committee and
incorporated their suggestions into the survey.
Some of the current standards are being reviewed and revised by the
Standards Committee to account for recent changes (e.g. National
Monitoring Standards).
As the committee makes revisions, the RWP office reviews the
revisions to ensure compliance with HRSA and county policies.
The RWP office monitors for compliance with these standards to
ensure agencies are implementing programs appropriately.

San Bernardino County and Riverside County receive quarterly
HIV/AIDS data reports from the state that are vital for planning
purposes and for submittal of reports/applications to HRSA.
Sophisticated LEO (outreach) reports, such as those necessary
for the Unaware requirements for the grant application, must be
requested from the state.
As the state Office of AIDS was unsuccessful in its attempts to
obtain data from Kaiser-south, the RWP is currently devising a
plan to contact Kaiser-south directly to vie for data necessary to
more accurately estimate unmet need and the proportion of
privately-insured HIV care in the TGA.
HRSA is increasingly emphasizing health outcomes data,
resulting in an increase in requirements for data completeness
in ARIES.
2011 Outcomes will be pulled from ARIES and analyzed for the
2012 Priority Setting and Allocations summit.
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Activity

Description

Unaware Initiative

EMAs and TGAs are now required
to pay particular attention to
locating individuals who are
unaware of their HIV+ status and
linking them to care. Planning
Councils must address this
mandate in their planning activities.

Collaboration with
Prevention

One of the goals related to locating
and connecting the HIV+ Unaware
to care is to improve and increase
collaboration with prevention
programs and other related
stakeholders in Riverside and San
Bernardino Counties.

ARIES

Data gathered in the TGA’s
management information system
are vitally and increasingly
important in demonstrating process
and health outcomes.

Conditions of Award/
Application

Reports are due to HRSA
throughout the year to report
expenditures, service provision,
program accomplishments, service
plans, and aggregate client
progress. These are required for
continued funding. A competitive
application for funding is due
Sept/Oct of every yr.

Dental Collaboration

Foster the sharing of information
and best-practices amongst the
three dental providers to improve
service parity across the TGA.

Current Status
• Oral Health Collaborative took place in November 2011
• Participants discussed the site visit conducted in September
and shared ideas and suggestions for TGA improvement.
• One of the dental providers visited one of the other dental
providers on January 24, 2012 to learn best practices and
strengthen collaboration. The providers reported that the visit
went very well.
• EIS Service provision began in March of 2011 and includes a
focus on locating and linking the Unaware.
• Data were collected from EIS providers in November to obtain
a snapshot of the data to-date as well as to gage readiness of
providers to report EIS data at year’s end. Technical
assistance was provided and will continue to be provided to
ensure data are reportable to HRSA reflecting FY 11-12 service
provision.
• The RWP and San Bernardino prevention are now combined
into one section under one coordinator (HIV/AIDS Prevention
and Care). This reorganization will facilitate a more seamless
approach to HIV interventions in the TGA.
• An HIV Stakeholder meeting is in the works that will involve a
wide range of HIV stakeholders across the TGA (e.g. care
providers, prevention staff, behavioral health staff, non-RW
providers, community leaders). The purpose of this meeting
will be to foster greater collaboration in the TGA.
• Prevention programs from each county are reporting to the
IEHPC monthly to update the council on prevention activities.
• Enforcement of minimum data and reporting requirements
continues to increase to ensure ARIES can be utilized to meet
quality management functions and HRSA requirements.
• Technical assistance is provided as needed, in large part
through monthly ARIES Technical Lead meetings.
• The grant application for FY 12-13 funding was approved by
the Board of Supervisors on October 18, 2011 and submitted to
HRSA on October 31st.
• FY 12-13 contracts have been processed and are expected to
go to the Board of Supervisors on Feb 28, 2012.
• The MAI Annual Report for the final year of the 3-year MAI
project was compiled and submitted to HRSA Jan 31, 2012.
• Clinical Quality Management reports are continuously
generated and utilized to support various reporting to HRSA for
continued funding.
• The Ryan White Service Reports (RSR) for calendar year 2011
must be submitted by each service provider at the end of
February. The RSR is a client-level report documenting the
individuals served and services provided to RWP clients. This
report is due to HRSA annually.
• Next condition of award due: Comprehensive Plan – May 21
A-4

ARIES Technical Lead
Teleconference
WEDNESDAY, JANUARY 18, 2012

Teleconference
DIALIN NUMBER: 1-877-820-7831
Participant Passcode-482013# (MUST enter pound sign (#) key after the access number)
CALL TIME: 10:00 am - 11:00 am

•
•
•
•
•

Welcome
The 2011 RSR
ARIES Desk Audit – April 2012
ARIES Upgrade
Roundtable

• Set next meeting date: Wednesday, February 22nd, 2012

"The name, given to the month of 'January', is derived from the ancient Roman name 'Janus' who presided over the gate to
the new year. He was revered as the 'God of Gateways', 'of Doorways' and 'of the Journey.' Janus protected the 'Gate of
Heaven', known as the 'Lord of Beginnings', is associated with the 'Goddess Juno-Janus', and often symbolized by an image
of a face that looks forwards and backwards at the same time. This symbolism can easily be associated with the month
known by many as the start of a new year which brings new opportunities. We cast out the old and welcome in the new. It
is the time when many reflect on events of the previous year and often resolve to redress or improve some aspect of daily
life or personal philosophy."
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Agency Technical Lead Contact Information
Ryan White Services Office Contact Information
Ryan White HIV/AIDS Programs
120 Carousel Mall San Bernardino, CA 92415-0475
(909)388-0497 FAX (909) 388-0401

Name
Damaris Rodriguez
Berta Contreras
Joanna Alfaro
Brande Orr
Maritza Tona
Marie Francois
Karen English
Frances Gonzales
Gemma Gonzales

Agency
AIDS Healthcare Foundation
Bienestar
Bienestar
Desert AIDS Project
Foothill AIDS Project
Foothill AIDS Project
Riverside County DPH
Riverside County DPH
Social Action Community Health System

Phone
(909) 579-0708
(909) 889-5333

E-mail
Damaris.rodriguez@aidshealth.org
bcontreras@bienestar.org

jalfaro@bienestar.org
(760) 323-2118
(909) 482-2066
(909) 884-2722
(951) 358-5305
(951) 358-5803
(909) 382-7121

borr@desertaidsproject.org
mtona@fapinfo.org
ulnoel5@aol.com
kenglish@rivcocha.org
frgonzal@co.riverside.ca.us
ggonzales@llu.edu
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Ryan White HIV/AIDS Programs
ARIES Technical Lead T/C Summary 1/18/12

Attendance:
Patricia – AHF
Lenora – AHF
Damaris – AHF
Berta – Bienestar
Raul – Bienestar
Brande – DAP
Jeff – DAP
Marie – FAP
Kim – SBCDPH
Gemma – SACHS

Topics covered/response:

• The 2011 RSR
The RSR System is open for providers to begin the process to
submit their RSR reports from ARIES. All provider RSR
reports must be submitted and in “Review” status by February
27, 2012. I would like to remind all that the first step to this
process begins with ensuring ALL your service data entry for
the 2011 calendar year is up to date. The next step is to run the
Missing RSR Data Report; this report is a tool which identifies
for you the missing/deficient information required for the RSR
report by HRSA.
*Please note - Additional information regarding the RSR
is included below on the item “ARIES Upgrade”.
o Report to Partners – None
o Note to Providers – Please review and share with
end-users, especially those tasked with working the
Missing RSR report or submitting the RSR report on
the HRSA website.
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• ARIES Desk Audit – April 2012
Our office was going to conduct on-site Program Monitoring in
March this year. This has been moved to October 2012.
However, our office will be conducting an ARIES Desk Audit
in April 2012. If there are unusual or abnormal findings
discovered in this desk audit, our office may come out for an
on-site visit to follow-up by reviewing some charts. The time
period to be covered in the desk audit is May 1, 2011 thru
February 29, 2012. The data will be exported from ARIES on
Monday, April 2nd, 2012. Please make sure to:
• complete all your service entries for the contract year
• utilize the desk audit information supplied to your
agencies in November for gaps in required information
• run the ARIES fix-it reports and Missing RSR Data
Report to help identify missing data components
o Report to Partners – None
o Note to Providers – Please share with staff and run
any necessary utilities to complete required data
components.

• ARIES Upgrade
The ARIES system was upgraded recently. As with any major
computer system upgrade, bugs and glitches not discovered in
testing like to hang around and harass us all. The
administrators and programmers rely on end-users to catch
these bugs as the end-users are the staff that use ARIES to its
full potential.
So…be on the lookout as you utilize ARIES; report any glitch
or malfunction to the ARIES Help Desk with a detailed
description, what function you were (or trying) to perform, and
the date and time.
Some bugs already found in the upgrade are:
• Import issues
• Duplicate merge issues
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• Issues with the Enrollment Status and Insurance
with respect to the RSR Report
Because of the bugs related to the RSR report, I am asking that
agencies do not upload/submit their RSR reports yet. I still
recommend you run the RSR to give you an idea how your
numbers look and feel. One of the upgrades is that the Missing
RSR data report is now included at the bottom of the RSR
Report. It allows you to see directly which client’s data is
missing and can be run by client (with all elements included) or
by data element.
The ARIES advisor will be distributed to all users as soon as all
bugs are fixed in the system. However, if you encounter that
appears to be new or has changed and need information please
call the ARIES Help Desk or our office.
Remember:
The RSR Report can be run from the Reports =>Compliance
Reports tab….Ryan White HIV/AIDS Services (RSR) Export
o Reports to Partners –None

o Note to Providers – Please be aware of any glitches
or bugs experienced when utilizing ARIES. The
sooner these are identified and reported to the
ARIES Help Desk, the sooner they can be
addressed and fixed.
Next Meeting: Wednesday, February 22nd, 2012

Thank you for your time – Talk to you all soon.
Please submit any agenda issues to Theresa Brennan – tbrennan@dph.sbcounty.gov

Respectively submitted,
/s/ Theresa Brennan
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120 Carousel Mall • San Bernardino, CA 92415-0475
(909) 388-0426 • Fax (909) 388-0424
Website: www.iehpc.org

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

Henry Nickel
Community Co-Chair

Planning Council
Thursday, January 26, 2012
10:45AM-3:30PM

Meeting Location
Department of Public Health Department
172 W. 3Rd St 6th Floor
San Bernardino, CA 92415
(909)388-0496/PCS Mobile (909) 693-0750

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

Agenda
10:45

1. Call to Order

H. Nickel

2. Memorial for former I.E.H.P.C. member
Steve English
11:30

3. Break

12:30

4. Reconvene
•
•
•

Roll Call*
Introductions
Affirmation and Pledge of Allegiance

5. Public Comments1

J. Acosta thanked the Council and the Empowerment
Committee for allowing the memorial for Steve English.

H. Nickel

Members of the Public

6. Members Privilege

D. Wahl asked if State Reports can be given via
teleconference.
R. Coleman responded, they can call in but would not count
towards quorum.
C. Harris commented on the ban for Syringe Exchange
Programs.
Dr. Ohikhuare announced that a PC Liaison has been selected
and introduced her.

PC Members

Minutes of 01/26/2012

7. Approval of Agenda2

Motion/Second: J. Houchen/T. Evans
J. Houchen asked that item 10.1-10.3 be discussed
individually rather than as a slate.
D. Christenson objects.
Motion carried.

PC Members

8. Approval of Minutes2

8.1 Planning Council Minutes October 27, 2011
Motion/Second: J. Houchen/B. Contreras
Motion carried.
8.2 Planning Council Minutes November 17,2011
Motion/Second: D. Wahl/J. Houchen
Motion carried.

PC Members

9. Consent Calendar2

9.1 Approve calendar of meetings for February 2012
(A-1)
Motion/Second: J. Houchen/A. Ziven
Discussion regarding why the Planning and Continuum
of Care Committee are meeting twice. A. Ziven states
he asked for a three hour Finance Committee
meeting. B. Orr asked if the Committee Chairs would
mind shifting Feb 2nd around.
A. Ziven called for the question. J. Houchen seconds.
All in favor of the question.
T. Evans objects to the motion. Motion carried.
The Council agreed on…
February 2nd
Continuum of Care 9:30-11:30
Planning 12:30-2:30
Standards 2:30-4:00
February 9th
Bylaws Committee 9:30-11:30
Finance Committee 12:30-3:30
February 16th
Continuum of Care 9:30-10:30
Planning 10:30-12:30
CDC 1:30-3:30

PC Members

PCS will revise and upload the calendar to the
website.

10. New Business2

10.1
The Council Development Committee
recommends the Board of Supervisors declare seat
number 8 vacant.
Motion/Second:
A. Ziven/J. Houchen
Motion carried.
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10.2
The Council Development Committee is
recommending the following Planning Council
Members for renewal of membership:
• Ken Owens
Motion/Second: A. Ziven/L. Ford-Watson
J. Houchen states he is not in favor of the
motion because the history of his abuse
towards staff in emails and conversations he’s
had in the past.
J. Acosta- Commented on the discussion the
CDC committee had regarding this item
and commends it.
Yay: 8 (R. Bolton, D. Christenson, L. FordWatson, C. Harris, V. Jauregui-Burns, B. Orr, K.
Owens, A. Ziven)
Nays: 6 (B. Contreras, T. Evans, G. French, J.
Houchen, Dr. Ohikhuare, D. Wahl)
Abstentions: 0
Motion carried.
PCS will forward PC recommendation to the
BOS.
• Doris Wahl
Motion to approve.
C. Harris/D. Christenson
Motion carried.
PCS will forward PC recommendation to the
BOS.
• Lenora-Ford-Watson
Motion to approve.
A. Ziven/D. Wahl
PCS will forward PC recommendation to the
BOS.
• Brande Orr
Motion to approve.
A. Ziven/L. Ford-Watson
PCS will forward PC recommendation to the
BOS.
10.3
The Council Development Committee is not
putting forth the following for renewal and
recommends the Board of Supervisors declare their
seat vacant.
• Robert Bolton
• Dana Christenson
J. Houchen made the motion. No second.
Discussion: A. Ziven states the committee
had no recommendation. He added the way
the item reads is incorrect.
H. Nickel states he has to consider the

Minutes of 01/26/2012

agenda since the Council already approved
it.
T. Evans states the recommendation as it
reads is incorrect. He states the committee
made no recommendation so that the PC
could make the decision as a whole. He
added the committee did not ask for the
seat to be vacated.
Motion failed due to lack of second.
D. Wahl made a motion to table item 10.3.
V. Jauregui Burns seconded.
R. Coleman recommends the item be taken
off the calendar.
She added D. Christenson is already
approved by the BOS. They were notified
that the PC has not yet approved him.
J. Acosta responded to R. Coleman’s
comment asking how the CDC Committee is
supposed to continue if certain people went
their own way in getting themselves
approved. He added there are members who
have attendance problems, code of conduct
issues within and outside the Council. He
commended the committee for reviewing
each individual’s renewal in depth.
Yays:
Opposed: 8 (Houchen, French, Ziven, Evans,
Christenson, Batista, Ford-Watson, Owens)
Abstained: 2 (Dr. Ohikhuare, R. Bolton)
Motion failed.
A. Ziven motion to removed 10.3 form
agenda and be represented at the Feb PC
meeting in its correct form. N. Batista.
J. Houchen called for the question.
Opposed: 4 (Ziven, Evans, Contreras,
Christenson)
Abstention: 1 (Owens)
Question called.
Vote for previous motion.
Opposed: 4 (Houchen, Christenson, Bolton,
French)
Abstentions: 2 (Evans, Owens)
Motion carried.
PCS will send back to committee for
clarification.
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10.4
The Planning Committee is recommending the
following Directives for approval:
• EIS Directive: Identify the unaware women of
color in the TGA in order to improve health
care.
• EIS: Emphasize testing, stigma reduction
messaging, and target the unaware MAI
eligible and out of care consumers through
Public Service Announcements and local media
awareness.
Motion to approve.
A. Ziven/L. Ford-Watson
Motion carried.
PCS will forward to RWP.

11.

Presenters

12.

Reports (limited to 5 min)

11.1 Low Income Health Program

12.1 State Representatives-None
12.2 Health Officers- None
12.3 Committee Reports- See PCS report.
12.4 Prevention Reports- See Attached.
12.5 Ryan White Program (Attachment 2) - See attached.
12.6 Planning Council Staff (Attachment 3) see attached.

13.

PC Members

Review of Action Items

PCS will contact State Representative for possible State
Reports via Teleconference.
PCS will revise and upload the calendar to the website.
PCS will forward CDC recommendation on Bolton and
Christenson back to committee for clarification.

16.

Members of the Public

Members Privilege

K. Owens commented on the issue of Renewals. He states he
does not want the same problems as last year elections. He
states we are here for the consumers.
J.Houchen and T. Evans agree with K. Owens.
G. French commented on the “Know your Status” flyers.

15.

H. Nickel

Public Comments1

A. Brazier commented on the decision to no allocate funding
to pay for office space.
J. Acosta thanked everyone for recognizing Steve English.

14.

T. Raymundo

Agenda Setting for Next Meeting
Thursday, February 23, 2012

PC Staff

PC Members/H. Nickel
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Carousel Mall
120 Carousel Mall
San Bernardino, CA 92415

3:30

17.

Roll Call*

18.

Adjournment

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.
** 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) 388-0426.
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) 388-0426 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) 388-0426.

Minutes of 01/26/2012

