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Letter of Concurrence
Dear Friends,
It is with enthusiasm that we present this public review draft of the Inland Empire HIV Planning
Council’s three-year Comprehensive HIV Services Plan for persons living with HIV/AIDS and
those affected, in the Riverside/San Bernardino, California Transitional Grant Area (TGA). Of
particular concern are communities of color and other traditionally underserved populations.
Many people, including individuals living with HIV/AIDS, service providers, the two public
health departments’ staff, and others have participated in creating this plan. We want to express
our deep thanks to all of these people for their dedication and commitment to working together to
strengthen and improve our systems of prevention and care.
The Comprehensive Plan Subcommittee of the Planning Committee has coordinated the
Development of this plan for FY 2009-2012 including:
1. Review of the Comprehensive Plan guidance and care system expectations from the
Health Resources and Services Administration that administers the Ryan White
Program.
2. Development and implementation of a Comprehensive Needs Assessment including a
major consumer survey and focus groups to determine unmet need, service gaps,
barriers to care, and disparities of care.
3. Facilitating the Planning Council’s decision-making for the establishment of priority
services and the allocation of funds for direct core and support services and Planning
Council Support.
4. Recommending long-term and short-term goals, objectives, service unit definition,
number of people to be served, total number of service units to be provided, time
frame and proposed FY 2009 funds for each core priority service funded with the
Ryan White Program.
Please join us in reviewing this important plan. This public review draft will be released
December 16, 2008 and the deadline for feedback is December 23, 2008. The plan will also be
available on the IEHPC website www.iehpc.org.
Respectfully,

__________________________
Eric Frykman, MD
Health Officer Co-Chair

__________________________
Debbie McCray
Community Co-Chair

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

Board of Supervisors

Riverside/San Bernardino CA, TGA
As of November 2008:
Riverside County

San Bernardino County

Bob Buster
First District Supervisor

Brad Mitzelfelt
First District Supervisor

John F. Tavaglione
Second District Supervisor

Paul Biane, Chairman
Second District Supervisor

Jeff Stone, Vice Chairman
Third District Supervisor

Dennis Hansberger
Third District Supervisor

Roy Wilson, Chairman
Fourth District Supervisor

Gary Ovitt, Vice Chairman
Fourth District Supervisor

Marion Ashley
Fifth District Supervisor

Josie Gonzales
Fifth District Supervisor

Inland Empire HIV Planning Council
Riverside/San Bernardino, CA TGA

As of October 2008:
Joe Acosta

Michael Harris

Juan Aguayo

Jason Houchen

David Brinkman

Victoria Jauregui Burns

Daniel Brown

Thomas Kennedy

Ron Brown

Debbie McCray, Community Co-Chair

Virginia Comstock

Henry Nickel

Faith Davis-Bolton

Maxwell Ohikhuare, M.D.

Terry Evans

Steven Orr

Burton Fogelman

Susan Sabatier

Eric Frykman, M.D., Co-Chair

Richard See

Dotty Garris

Kenneth Snuggs

Karen Goodyear

Susan Strong

Theodore Green

Evelyn Valentino

Patricia Green-Lee

Alan Ziven

Carolyn Harris

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

Contributors
Due to resource limitations, this document was developed utilizing documents and
templates designed by Janet Velez, consultant and author of the 2006-2009
Comprehensive HIV Services Plan. As well, relevant passages from source
documents developed by the Ryan White Program (RWP) Staff and its consultants
were also utilized.
This document is the result of countless hours of participation and effort by members
of our community who are committed to improving the HIV prevention and care
delivery system. Individuals who contributed their expertise including people living
with HIV (PLWHA), people who provide services to PLWHA, and staff/contractors
from the two County Public Health Departments who provide direct services and
support, planning and administrative functions. Special thanks to Aaron Gardner,
Phill Coon, and Wayne Harris of the Riverside County Department of Public Health,
Epidemiology and Program Evaluation Branch.
The diversity of our community in terms of geography, race, ethnicity, sexual
orientation and gender is well reflected among this list of contributors – some
participated in the Comprehensive Plan Subcommittee of the Planning Committee.
Most of the individuals volunteered their time while some were paid to provide
additional expertise or support. Contributors included people familiar with needs
assessment methodology, health services planning, and evaluation.
Contributors also included individuals with first-hand knowledge of unmet needs and
services gaps in our system. All should be acknowledged for their contributions.
509 persons living with HIV/AIDS participated in the 2008 Comprehensive Needs
Assessment, on an anonymous basis. Many thanks to all of the consumers and
service providers whose input, commitment and inspiration contributed to the
success of the 2008 Comprehensive Needs Assessment!
This plan could not have been developed without the collaborative efforts and
guidance of Planning Committee Chair, Carolyn Harris, and the following
Comprehensive Plan Subcommittee Members and community volunteers and their
contribution to the success of this process and commitment to persons living with
HIV/AIDS in the Riverside/San Bernardino, CA TGA:
Juan Aguayo, PC Member
DeeAnne Angulo, Riverside County, PC Support Staff
Daniel Brown, PC Member
Nathan Brown, Riverside County, PC Support Staff
Darlene DeBayona, PC Member
Terry Evans, PC Member
Karen Goodyear, PC Member
Carolyn Harris, PC Member
Michael Harris, PC Member

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

Jason Houchen, PC Member
Victoria Jauregui Burns, Riverside County, Chief HIV/AIDS Division, PC Member
Debbie McCray, Foothill AIDS Project, Housing Coordinator, PC Member
Henry Nickel, PC Member
Steven Orr, Community Member
Daniel Perez, San Bernardino County, RWCA Program Office Staff
Thi Pham, Riverside County, PC Support Manager
Kenneth Snuggs, PC Member
Alan Ziven, PC Member
Those who use this document are welcome to reproduce or quote this document in
whole or in part provided acknowledgement is given. Suggested Citation: Inland
Empire HIV Planning Council 2009-2012 Comprehensive HIV Services Plan,
Riverside County Department of Public Health, Riverside, California, November
2008.
This plan will also be available at the IEHPC website: www.iehpc.org
Inquiries regarding this report should be directed to:
Riverside County
Department of Public Health
HIV/AIDS Division
PO Box 7600
Riverside, CA 92503
951.358.5209
FAX 951.358.5407

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

2009-2012 Comprehensive HIV Services Plan
Riverside/San Bernardino, CA TGA
INTRODUCTION
Comprehensive HIV services planning is a central focus of the Ryan White Program (RWP)
legislation and an essential component of Part A programs. Comprehensive Planning is
necessary to achieve the goals of the RWP: to develop, organize, coordinate, and
implement more effective and cost efficient systems of essential services to individuals and
families living with HIV/AIDS.
Comprehensive HIV Services Planning helps Planning Council address four basic
questions:
1.
2.
3.
4.

Where are we now?
Where should we be going?
How will we get there?
How will we monitor our progress?

The Inland Empire HIV Planning Council (IEHPC) 2009-2012 Comprehensive HIV Services
Plan (CHSP) is a collaborative document that provides a roadmap and a course of action to
guide the Riverside/San Bernardino, CA Transitional Grant Area (TGA) and service delivery
for persons living with HIV/AIDS (PLWHA) for the next three years. The plan was developed
through a 9-month process that involved the Inland Empire HIV Planning Council
Comprehensive Plan Subcommittee of the Planning Committee.
The Plan is intended to be a dynamic and informative document, continually monitored to
ensure effective implementation and modified as needed to reflect consumer needs,
emerging issues, and budgetary constraints, and trends. Recommended strategies in the
Plan seek to streamline the existing spectrum of care for HIV care and treatment, while
proposing new strategies that increase the quality, cultural competency, and costeffectiveness of care in the TGA.
The overarching vision of the Inland Empire HIV Planning Council is to promote access and
improve the quality of culturally and linguistically appropriate services to PLWHA in the TGA.
Particular attention and focus is on communities of color not in HIV medical care.
The development of the Plan was a collaborative effort that included consumers, providers,
Planning Council members, Planning Council Support staff, RWP staff, and community
volunteers.
Part A of the Ryan White Program is a central component in the nation’s response to
providing access to care and treatment to people living with HIV/AIDS. People living with
AIDS within the transitional grant areas (TGAs) receiving Part A funds must depend on
lifesaving primary medical care, prescription drugs and supportive services supported by the
RWP. RWP Part A funds are disbursed to those areas hardest hit by the HIV/AIDS
epidemic such as the Riverside/San Bernardino, CA TGA. Part A funds serve as payer of
last resort for underinsured and uninsured persons living with HIV/AIDS (PLWHA) who
cannot pay for the care they need.
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This document satisfies the requirement of the RWP that each Part A Planning Council
develop a comprehensive plan for the organization and delivery of health services for people
with HIV disease. The Comprehensive Plan was developed in response to the 2008
Comprehensive Needs Assessment identified unmet needs, service gaps, disparities in
care, and barriers to services for PLWH/A in the TGA.
Figure A-1 demonstrates how needs assessments are linked with all planning tasks,
including priority setting and resource allocation, because they provide a foundation of
information for making sound planning decisions.
Figure A-1: Needs Assessment Interlinking with all Planning Activities

Linking Needs Assessment
and Planning
Needs Assessment

Evaluation

Development/Updating
Comprehensive Plan

Implementation
Contracting
Services

Priority
Setting

Resource
Allocation
Development of Annual
Implementation Plan

Source: HRSA Ryan White Program Needs Assessment Guide 2002
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Executive Summary
SECTION ONE
WHERE WE ARE NOW: OUR CURRENT SYSTEM OF CARE
Chapter 1:

Description of the Transitional Grant Area (TGA)

1-1

Chapter 1 provides a description of the Riverside/San Bernardino Transitional Grant
Area (TGA). Key points include:
The Riverside/San Bernardino, CA Transitional Grant Area (TGA) is the
geographically largest region among the 56 Eligible Metropolitan Areas (EMA) and
TGAs in the United States (U.S.), spanning an area totaling 27,407 square miles.1
This compares to a region slightly larger than the states of Massachusetts,
Connecticut, New Jersey, and Delaware combined.2 The two California counties
that comprise the TGA -- Riverside County and San Bernardino County -- are
themselves the 1st and 4th largest counties in the State of California. In addition,
Riverside and San Bernardino Counties are the 4th and 5th most populous counties
in the State, with just over four million residents as of January 1, 2007.3 They rank
2nd and 6th respectively among California’s 58 counties with the highest numeric
population growth in the State.
However, aside from their size, both in terms of geography and population, what
makes the TGA unique in the U.S. is the divergent HIV/AIDS epidemic patterns in
the two counties. Riverside County reflects the epidemic pattern typical of California
and other western states with greater numbers of infected men who have sex with
men (MSM). This is largely due to the location of Palm Springs, California, a popular
gay retirement and vacation destination, in the heart of east Riverside County. Also
the demographics of the epidemic in Riverside County more closely resemble the
racial/ethnic and age demographics of Palm Springs, resulting in a greater impact on
Whites, particularly White MSM, and persons 45 years of age and older. In contrast,
the HIV/AIDS epidemic in San Bernardino County reflects transmission patterns
found more typically on the East Coast of the U.S.; there are greater numbers of
infected women, children, injection drug users, and greater impact on communities
of color. This epidemiological uniqueness of the TGA only emerges when data is
disaggregated to county-level data.
Chapter 2:

Epidemiological Profile

2-1

Chapter 2 provides an epidemiological profile of HIV/AIDS in the Riverside/San
Bernardino TGA including trends and future projections.
1

California State Association of Counties. Square Mileage by County. Available at:
http://www.csac.counties.org.
2
Netstate.Com. States Ranked for Total Area, Land Area, and Water Area. Available at:
http://www.netstate.com/states/tables/st_size.htm.
3
State of California, Department of Finance, E-1 Population Estimates for Cities, Counties and the
State with Annual Percent Change — January 1, 2007 and 2008. Sacramento, California, May 2008.
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Across the TGA, there are an estimated 8,261 persons living with HIV or AIDS
(PLWHA): 3,544 are PLWH/ non-AIDS; 4,717 are PLWA; and 579 are incident AIDS
cases. The demographics of the TGA’s PLWHA reflect a “West Coast” epidemic
and are predominantly White (59.1%), male (86.7%), aged 25-44 years (67.6%), and
the primary mode of transmission is male-to-male sexual contact (63.7%). However,
aggregate data mask county-level differences. The epidemic’s epicenter in Palm
Springs, in Riverside County skews aggregate TGA data to mirror this ‘West Coast’
epidemic pattern. In San Bernardino County, a more typical ‘East Coast’ patterns
emerge where females represent 25.8% of PLWH and 18.8% of AIDS cases. Also,
African Americans and Latinos are more impacted in this county, comprising 59% of
total HIV/AIDS prevalence as compared to 25.7% of HIV/AIDS prevalence in
Riverside County.
In response to new patterns and trends identified in the HIV epidemiology data and
the results of the TGA’s 2008 Comprehensive Needs Assessment and 2008 unmet
need estimate, and consistent with the California’s Ryan White Grantees’ Statewide
Coordinated Statement of Need (SCSN), the TGA has selected three emerging
populations: (1) African Americans, (2) Latinos/as; and (3) Aging PLWHA (50 years
and older). Taking steps to address the needs of these populations will reduce
disparities in health outcomes, remove existing barriers to care, and contribute to the
State’s efforts to achieve the specific care and treatment goals for these populations
as outlined in the SCSN under: (1) Communities of Color Issues: African Americans
and Latinos/as, and (2) the Aging HIV Affected Populations.
Chapter 3:

Historical Response to the Epidemic

3-1

Chapter 3 provides a historical overview of Riverside and San Bernardino Counties’
response to the HIV/AIDS epidemic from 1983 – 2008. Key highlights include:











HRSA Project Officer conducted a site visit to TGA and made recommendations
on Planning Council and Grantee roles and responsibilities and provided
technical assistance related to PC Bylaws, Policies and Procedures (P&Ps) and
Conflict of Interest.
EMA re-designated as TGA
A Specialized Needs Assessment was conducted to identify unmet need and
service gaps in the Post -Incarcerated Community of the TGA.
Major procedural changes to PC Bylaws, P&Ps, Conflict of Interest, and PS&RA
Process due to 2007 Project Officer visit.
First female elected to IEHPC Community Co-Chair position.
San Bernardino Board of Supervisors approved new Bylaws for the IEHPC
reflecting major changes in membership and committee composition.
LEAP Training provided through HRSA contractor in April to TGA consumers.
A 2008 Comprehensive Needs Assessment was conducted to identify unmet
need and service gaps for PLWHA in the TGA.
The 2009-2012 Comprehensive HIV Services Plan Public Review Draft was
developed and released to consumers, and the general community.
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Riverside County Department of Public Health, HIV/AIDS Program was awarded
a two-year grant (FY 08/09-09/10) from Ryan White Part B to provide services
that contribute to the reduction of transmission of HIV by improving coordination
of Prevention for Positives Services, Partner Counseling and Referral Services,
and Testing to Care Linkages within the current HIV service delivery network in
Riverside County under the California Department of Public Health Office of
AIDS Care Services Program (CSP) for persons living with HIV/AIDS.

Chapter 4:

Assessment of Need

4-1

Chapter 4 provides an assessment of need for persons living with HIV/AIDS
(PLWHA) based on various data sources including the 2008 Comprehensive Needs
Assessment. Key highlights include:
The top-needed core services identified by the respondents were:
• 84.7% - Medical Case Management
(includes two categories: Medical case management and treatment
education from a nurse)
• 80.2% - Dental Care
• 77.8% - Medical Care
• 77.6% - Pharmacy/Drugs
• 63.8% - Health Insurance Premium/Cost Sharing Assistance*
• 50.9% - Medical Nutrition Therapy
• 46.2% - Mental Health Services
After synthesizing the data from each focus group, several main themes emerged.
The primary themes were:
• Managing side effects is overwhelming
• Lack of information regarding services
• PLWHA struggling to meet basic subsistence needs
• Many PLWHA dealing with mental health and substance use issues
(particularly unmet need population)
• PLWHA experience a great deal of social isolation
• PLWHA seek stability and consistency in services
• Financial and economic issues are the primary issue PLWHA are
facing
• Transportation is a big problem
• Stable housing is vital

Monitoring HIV incidence (i.e., HIV testing data of newly diagnosed individuals)
trends has important implications for the TGA’s continuum of care for PLWHA.
Special attention needs to be given to communities that may have multiple barriers
to care these communities include African-Americans, Latinos/as, and the formerly
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incarcerated. Additionally, the TGA clearly has an aging PLWHA population. With
PLWHA living longer, the need to understand the unique needs of the aging
population will only increase.
Chapter 5:

Current Continuum of Care

5-1

Chapter 5 describes the current continuum of health care and supportive services
available for PLWHA in the Riverside/San Bernardino TGAs. Key highlights include:




Through extensive technical assistance and in response to recommendations
from HRSA, the TGA completed the transition from a social service case
management model to a medical model of care based on the Chronic Care
Model. Implementation of the Self-Management component of the Model was
initiated.
Helping PLWHA gain access to and engage in medical care is the primary focus
of the TGA’s HIV continuum of care.

The TGA adopted the Office of Minority Health Standards on Culturally and
Linguistically Appropriate Care, as well as the Institute for Healthcare ImprovementHIV/AIDS Bureau’s Chronic Care Model as the foundation of its continuum of care.
Outpatient medical care is a key entry point for HIV positive individuals. PLWHA
also enter the continuum of care through HIV counseling and testing sites, case
management (non-medical), substance abuse programs, homeless centers, adult
and juvenile detention facilities, prisons and jails. The TGA supports critical services
to meet individualized needs, including (1) Outpatient/Ambulatory Medical Care, (2)
Medical Case Management (3) Oral Health Care, (4) Mental Health Services, (5)
Outreach Services, and (6) Case Management Services (Non-Medical). The TGA
supports other critical services such as housing and medical transportation, among
others, to facilitate and maximize access to and retention in care.
Chapter 5 presents and describes the current continuum of care (FY2008). The
continuum, based on the Chronic Care Model, is comprised of nine core services
and eight support services. The basis for decision-making, points of entry, other
access features and the focus on primary medical care and treatment are discussed.
The centerpiece of the Riverside/San Bernardino, CA TGA’s continuum of care is
the HIV/AIDS Bureau’s Collaboratives’ Chronic Care Model. The adoption of the
model in 2005 and subsequent implementation over the past three years has
maximized entry points into service delivery and increased coordination among
RWP–funded and other service providers. This has ensured that all eligible PLWHA
have access to the key core services: Outpatient/Ambulatory Medical Care and
Treatment, including antiretroviral therapy.
The core and support services comprising the RWP-funded portion of the FY2008
continuum of care were determined by the Inland Empire HIV Planning Council
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based on the planning process described in this Executive Summary. Decisions
were based on a needs assessment including an epidemiological profile, analysis of
service gaps, resource inventory, and availability of alternative funding sources
among other considerations.
Chapter 6:

Resource Inventory

6-1

Chapter 6 presents an overview of the distribution of services throughout the
Riverside/San Bernardino TGA and the different funding streams available to
support the continuum of health care and support services.



In spite of the cost of providing services that continues to increase, the HIV
service delivery system has continued to experience deeper funding restrictions.
During the priority setting and resource allocation process the Inland Empire HIV
Planning Council developed a plan to maintain a core set of essential services
that would be available to all eligible PLWHA.

The IEHPC priorities in 2006 (prior to reauthorization) did not reflect the 75%/25%
legislative requirements and the adjustments afterwards to meet the requirements
devastated several support services categories. Thus, creating a stable,
comprehensive continuum of care within this changing environment has been
challenging at best. It is no wonder that the most consistently stated barrier to care
among PLWHA participating in the survey and the focus groups was a lack of
information. PLWHA did not know what services were available, how to access
them, who to ask, or where to go to find out. This experience is not surprising in an
environment that has been characterized by chronic change.
However, this does not effectively assist the Grantee and the IEHPC in
understanding the non-Ryan White resources that are available to serve PLWHA.
Estimating service needs of PLWHA is only one half of the equation when
determining service gaps. The TGA must, to the extent possible, identify and
quantify the non-Ryan White Part A resources that are available to PLWHA.
A service gap for Oral Health Care (i.e. Dental Care) has been consistently identified in this
TGA. Dental Care capacity building efforts were completed in 2008 in Service Areas 3 and
5.

Chapter 7:

Profile of RWP-Funded Providers

7-1

Chapter 7 provides a summary of the RWP Part A Resource Inventory Provider
Surveys. Information on provider profile and client data is provided.
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As part of the 2008 Comprehensive Needs Assessment, the consultant developed a
survey for service providers known to be working with PLWHA. Although large
geographically, the TGA funds a relatively few (i.e., eight total) service providers
through Ryan White funding. In addition to these funded service providers, there are
two additional HIV/AIDS community based organizations (CBOs) in the jurisdiction.
The purpose of the Provider Survey is to obtain information regarding the current
capacity of service providers, as well as their assessment of service needs and
service delivery challenges. The survey tool used was adapted from a provider
survey developed by HRSA, one of its “Tools for Grantees.”
Chapter 8:

Barriers to Care

8-1

Chapter 8 provides factors that deter clients from care and client and provider
perspectives on barriers to care that may affect the quality and availability of care.
2008 Consumer Survey Respondents were asked about knowledge of individual
core services. A lack of information stands out as the primary barrier for most
services, only in a few cases is (e.g. dental care) is access/availability cited as the
top barrier to accessing a service. Personal/cultural factors (culturally
competent/linguistically appropriate care) were cited as barriers to dental care and
substance abuse services (outpatient).
Participants in the “Unmet Need/Inconsistently in Care” focus group shared their
struggle with mental health and substance abuse problems. This was consistent
with findings from the 2008 Provider Survey and 2008 Provider Focus Groups that
identified underlying substance abuse and mental health problems as significant
barriers to care for PLWHA.
With such a disproportionate impact of unmet need among African American
PLWHA, it is imperative that the TGA gain a better understanding of the needs of
this population as well as the barriers to care. Because 66% of African American
PLWHA live in San Bernardino County and 28.7% of African American PLWHA are
female, a specialized needs assessment focusing on this population will also
improve the TGA’s understanding of this geographic area and female PLWHA that
also represent a disproportionate number of PLWHA with unmet need. As a result,
the IEHPC has elected to have its 2009 Specialized Needs Assessment focus on the
African-American Community within the TGA.
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SECTION TWO
WHERE WE NEED TO GO: THE SYSTEM OF CARE WE WANT
Chapter 9:

Continuum of Care for High Quality Core Services

9-1

Chapter 9 addresses where we need to go in the next three years. The chapter is
presented in four sections:
•

Planning and Operational Environment

•

Principles: HRSA and IEHPC

•

Proposed Continuum of Care for High Quality Core Services

•

Initiatives to maintain and improve the system of care in the Riverside/San
Bernardino, CA TGA based on DHSS expectations

The TGA adopted the Office of Minority Health Standards on Culturally and
Linguistically Appropriate Care, as well as the Institute for Healthcare ImprovementHIV/AIDS Bureau’s Chronic Care Model as the foundation of its continuum of care.
Outpatient medical care is a key entry point for HIV positive individuals. PLWHA
also enter the continuum of care through HIV counseling and testing sites, case
management (non-medical), substance abuse programs, homeless centers, adult
and juvenile detention facilities, prisons and jails. The TGA supports seven critical
core services to meet individualized needs, including (1) Outpatient/Ambulatory
Medical Care; (2) AIDS Pharmaceutical Assistance (local); (3) Medical Case
Management; (4) Oral Health Care; (5) Mental Health Services; (6) Substance
Abuse Services (outpatient); and (7) Home and Community-Based Health Services.
The TGA provides six support services such as Outreach; Medical Transportation;
Psycho-Social Support; Case Management (non-Medical); Food Bank; and Housing
to facilitate and maximize access to and retention in care.
SECTION THREE
HOW WE WILL GET THERE: SYSTEMIC CHANGES TO ASSURE AVAILABILITY
OF AND ACCESSIBILITY TO CORE SERVICES
Chapter 10: Short-term and Long-term Goals and Objectives

10-1

Chapter 10 describes the short-term and long-term goals and objectives, related to
the provision of services, changes in the service-delivery and improvements in the
planning process.
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SECTION FOUR
HOW WE WILL MONITOR OUR PROGRESS: EVALUATING OUR PROGRESS
IN MEETING OUR SHORT AND LONG-TERM GOALS
Chapter 11: Monitoring and Evaluation of Plan

11-1

Chapter 11 discusses the monitoring and evaluation processes and procedures
utilized in the TGA in monitoring progress with short and long-term goals and
objectives.
TGA’s Overall Clinical Quality Management Program
The TGA is committed to implementing its clinical quality management (CQM)
activities in collaboration with PLWHA consumers, service providers, the Inland
Empire HIV Planning Council (IEHPC), and the Office of the Ryan White Program
(RWP) Staff. The mission of the CQM Program is: to ensure that all RWP eligible
people living with HIV/AIDS (PLWHA) in the Riverside/San Bernardino, CA
Transitional Grant Area (TGA) receive high quality medical care and support
services to maintain them in care.
The following is a chart that depicts the collaborative structure of staff and key
stakeholders that oversee the TGA’s quality activities. This collaboration
includes processes to assess the RWP Staff on the progress of the CQM Plan.
Within this structure, each major entity has a key role.
TGA Clinical Quality Management (CQM) Staff and Committee Structure
•
•
•
•
•
•
•
•
•

Consumers
Medical Directors
CQM Coordinator
Title I Service Providers
Data Managers
Social Workers
Case Managers
Peer Advocates
Public Health Nurses

Inland Empire HIV Planning Council (IEHPC)

Evaluation
Subcommittee

CQM
Committee

RWP Staff
CQM Coordinator
Standards
Subcommittee

Inland Empire HIV Planning Council (IEHPC)
The IEHPC oversees the work of the Clinical Quality Management Committee
that is comprised of various stakeholders. The IEHPC reviews and provides
feedback on implementation of the CQM Plan and is responsible for the
development and review of the Standards of Care and outcome indicators in
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accordance with USPHS Guidelines. Monthly, the IEHPC receives updates on
CQM activities through the TGA’s RWP Staff Report.
Clinical Quality Management Committee
As noted earlier, the RWP Staff has collaborated with the IEHPC in developing a
Clinical Quality Management Committee (CQMC), which in conjunction with its
two subcommittees (Evaluation and Standards) is the primary body to help
determine measurement priorities and methods on an ongoing basis. The QMC
facilitates cross-Title coordination by collaborating with consumers,
representatives from Part A/B, MAI and Part F providers, and other consultants
and/or experts as appropriate.
The QMC provides oversight by monitoring the CQM Program’s progress in
meeting the goals outlined in the CQM Plan. The QMC also provides input to the
TGA’s Clinical Quality Management Program. The Committee meets monthly, or
as needed to fulfill committee responsibilities and the Committee includes a
representative from the RWP Staff. The Committee reviews and updates the
CQM Plan annually and establishes quality assurance and evaluation activities.
The QMC determines program priorities, performance measures, and identifies
indicators to assess and improve performance. The Committee makes
recommendations to RWP Staff for appropriate education relating to quality
improvement concepts and techniques. The Committee reports cumulative
service (process) and health outcome results to the Executive Committee and
Planning Council. Recommendations of the QMC are made directly to the
Planning Council and the RWP Staff via the monthly committee report process.
RWP Staff
The CQM Coordinator facilitates the development, implementation, and review of
the TGA’s CQM Plan. This plan assesses clinical quality management activities
throughout the year. The CQM Coordinator also oversees the ongoing
development and implementation of continuous quality improvement (CQI)
mechanisms and measures for service providers. The CQM Coordinator provides
technical assistance to agencies to facilitate ongoing improvement of services.
The CQM Coordinator is part of the RWP Staff Auditing Team to ensure providers
are in compliance of the IEHPC’s Standards of Care.
Ryan White Program-Funded Service Providers
Quality touches the lives of PLWHA at the point of service. Service providers work
collaboratively with the RWP Office and the IEHPC to ensure high quality
programs and services. In FY 07-08, all funded agencies developed CQM plans
that included a process for integrating the new chronic care model into their
service delivery. The plans include how the agency will track service indicators
and health outcomes, document, and report them to the RWP Staff. Finally,
service providers participate in the TGA’s annual, standardized, Client Satisfaction
Survey as part of their contract requirements.

Executive Summary
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SECTION ONE
WHERE ARE WE NOW: WHAT IS OUR CURRENT SYSTEM OF CARE?

Chapter 1:

Description of the TGA

Geographics
The Riverside/San Bernardino, California, Transitional Grant Area (TGA) is
comprised geographically of the largest and fourth largest counties in the state of
California (Figure 1-1). With 27,460 square miles, it is the largest region among the
56 Eligible Metropolitan Areas (EMA) and TGAs in the United States. It is larger
than the combined landmasses of several eastern states and is divided into six
service areas. Diverse terrain, including mountains and deserts, presents significant
challenges to the delivery of medical care and support services. These challenges
are exacerbated by the rising need for reliable and efficient transportation. For
planning purposes, the TGA divides this large region into geographic six service
areas (Figure 1-1).

Figure 1-1 Map of the Riverside/San Bernardino, California TGA Service Areas

The TGA is divided into six
Service Areas, three in each
county (Figure 1-1). The TGA
contains urban centers,
suburban, rural, and remote
communities, as well as
internationally recognized resort
cities. The East County Service
Area in Riverside County and
the East Valley Service Area in
San Bernardino County have
the highest levels of prevalent
HIV/AIDS cases, respectively.
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As noted above, the TGA has been divided into six service areas for the purposes of
health planning. The east, mid, and west county service areas of Riverside County
roughly divides the population area of the county into equal thirds. However, this is
not the case in San Bernardino County, where the east valley and west valley
service areas are located in the extreme southwest corner of the county while the
desert region constitutes the remainder. Figure 1-2 presents the cities/communities
within the TGA by county and service area. It is noteworthy that, with the exception
of the west valley region of San Bernardino County, all service areas have numerous
unincorporated areas.
Figure 1-2. Cities/Communities by County and Service Areas
San Bernardino County

Riverside County
#1
West County

#2
Mid County

#3
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#4
West Valley
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Demographics
The latest demographic data are from the 2006 American Community Survey (ACS),
which is administered by the US Census Bureau. According to the 2006 ACS, the
median age is 31.1 years, nearly 72% are over 18 years old, and 50.0% of the TGA
are male. By race and ethnicity, the 2006 ACS estimates 44% of the population is of
Hispanic ethnicity; 40% are White race only, 7% are African American race only, 6%
are Asian/Pacific Islander race only, <1% are American Indian or Alaska Native race
only, and roughly 2% are another race only or multi-race (Figure 1-3). The 2006
ACS estimates nearly 23% of the TGA population was foreign born, with a majority
immigrating from Latin America. According to the 2006 ACS, 63% of the foreign
born residents are not citizens. Thus, an estimated 564,851 persons (14% of the
total population in the TGA) are possibly undocumented residents.
Figure 1-3 Proportion of the Riverside/San Bernardino, California TGA
Population by Race/Ethnicity: 2006 American Community Survey
Other/Multi-Race
3%

Race/Ethnicity: TGA
Percent of Total Population

American Indian/Alaska
Native
1%
Asian/Pacific Islander
6%
African American
7%

White
40%

Hispanic
43%

Source: 2006 American Community Survey
US Census

According to the latest California Department of Finance reports, the TGA population
as of January 1, 2007 is estimated at 4,026,135 (State of California, Department of
Finance, E-4 Population Estimates for Cities, Counties and the State, 2001-2007,
with 2000 DRU Benchmark. Sacramento, California, May 2007).
The population of California is increasing; and the population of the TGA is growing
at over double the State’s rate. From April 2000 to January 2007, the population of
California expanded by 11.2 percent according to the California Department of
Finance estimates. During the same period, the population of the TGA has grown
24.7% (State of California, Department of Finance, E-4 Population Estimates for
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Cities, Counties and the State, 2001-2007, with 2000 DRU Benchmark. Sacramento,
California, May 2007).
The TGA is projected to experience substantial shifts in racial and ethnic
composition in the coming decade (Figure 1-4). According to estimates by the
California Department of Finance, by 2010, the Hispanic population is projected to
increase over 2000 census counts and will become the majority race/ethnic group.
The proportion of the population that is Hispanic is projected to increase from 38% in
2000 to 44% by 2010. Over the same time period the White Non-Hispanic
population is projected to decrease. The percentages of Asian/Pacific Islander,
African American Non-Hispanic, and American Indian groups are also projected to
increase between 2000 and 2010. Although much smaller in total, the Asian /Pacific
Islander populations will close to double in number during this time period (State of
California, Department of Finance, Population Projections by Race/Ethnicity, Gender
and Age for California and Its Counties 2000-2050, Sacramento, California, July
2007).
Figure 1-4 California Department of Finance Population Projections for the
Riverside//San Bernardino, California TGA: 2000-2050
Population Projections for TGA

2050

2040

Year

2030

2020

2010

2000

0%
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60%

70%

80%

90%

100%

Percent of Total

White

Hispanic

Asian/Pacific Islander

African American/Black

American Indian/ Alaskan

Multi Race

Source: State of California, Department of Finance, Population Projections by Race/Ethnicity, Gender and Age for
California and Its Counties 2000-2050, Sacramento, California, July 2007.

Figure 2.4 represents the anticipated demographic shift in race/ethnicity within the

Figure 1-4 represents the anticipated demographic shift in race/ethnicity within the
population of the TGA. These projections from the California Department of Finance
are based on a model that incorporates natality, mortality and migration in the
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projection. Therefore, many factors affect the accuracy of this projection. If the
Hispanic birth rate decreases, for example, the projection may overestimate the
increase in the Hispanic population.
Figure 1-5 Proportion of the Riverside/San Bernardino,
California TGA Population by Age Groups:
Age Groups: TGA
Percent of Total Population (2006)
65+
10%

<13
20%

45-64
20%

13-24
19%
25-44
31%

Source: 2006 American Community Survey
US Census

Figure 1-5 represents the proportion of the TGA population by age groups for the
population of the TGA. Although only 31% of the population is between 25 and 44
years old, this same group accounts for over 65% of the persons living with
HIV/AIDS.
TGA Administration and Management
RWP funds are administered by San Bernardino County, Department of Public
Health the Grantee of Record. Figure1-6 is an organizational chart for how RWP
funds are administered.
Grant Administration
The San Bernardino County Department of Public Health (DPH) is the local agency
that serves as the Administrative Agent for the RWP and acts on behalf of the
Grantee of record, the San Bernardino County Board of Supervisors Chairman, in
the administration of Part A formula and supplemental funds. The Program Manager
supervises all Part A-funded staff responsible for the day-to-day administration,
clinical quality management, and evaluation of Part A Grant activities. The Program
Manager is responsible for ensuring that the distribution of funds and procurement of
services reflects the service priorities, allocation recommendations, and directives as
established by the IEHPC.
Chapter 1: Description of the TGA
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The IEHPC conducts local needs assessment, develops the comprehensive care
plan, and establishes service priorities for allocations. The IEHPC is directly
supported in its mandated functions by the Planning Council Support (PCS) Staff.
PCS is provided by Riverside County through a subcontract and is a line item of the
Grantee Administration budget. Since the TGA is comprised of two counties,
Riverside and San Bernardino, an Intergovernmental Agreement (IGA) concerning
the administration of funds has been established and is reviewed annually.
Clinical Quality Management
The TGA is committed to implementing its Clinical quality management (CQM)
activities with input from PLWHA consumers of RWP Part A/B/ MAI services, HIV
service providers, and the Inland Empire HIV Planning Council (IEHPC). The CQM
Program ensures “that all RW eligible PLWHA in the Riverside/San Bernardino, CA
TGA receive high quality medical care and support services to maintain them in
care.”
The purpose of the TGA’s CQM Program is to: (1) Assist medical providers in
assuring that services adhere to IEHPC standards of care and established HIV
clinical practice standards of care, the United States Public Health Service (USPHS)
guidelines, and Guidelines for Use of Antiretroviral Agents in HIV-1-Infected Adults
and Adolescents; (2) Provide mechanisms to identify opportunities for service
improvement; (3) Improve desired patient outcomes; and (4) Use the results of these
activities to develop and recommend “best practices.” The TGA’s CQM Plan
provides an overall guide to assist service providers in developing agency-specific
CQM plans. The request for proposals process (RFP) informs potential applicants of
quality-related expectations for each service category. The RFP requires applicants
to respond to how they will meet specific CQM requirements, including data and
reporting requirements. The selected and funded service providers are then
contractually required to develop and implement CQM Plans with measurable, timelimited goals that capture the various CQM requirements.
Core & Support Services For RW Program Part A-Eligible Clients
Service Funds will cover the cost of HIV/AIDS health and support services to clients
and will increase access to and maintenance in care for PLWHA, particularly Minority
PLWHA, by supporting the achievement of the proposed FY 09-10 Plan Goals
through the effective procurement and quality-focused delivery of the TGA’s core
services to consumers including: HIV/AIDS Outpatient/Ambulatory Health Services,
AIDS Pharmaceutical Assistance (Local), Oral Health Services, Mental Health
Services, Medical Case M[anagement Services, Substance Abuse Services,
Home/Community Based Health Services, Case Management (non-medical), Food
Bank, Housing Services, Medical Transportation Services, Outreach Services, and
Psychosocial Support Services.
Reorganization of Planning Council
In 2008, as a result of technical assistance received from federal Health Resources
and Services Administration (HRSA) project officer, recommendations were made to
reorganize the Riverside/San Bernardino, CA TGA. Specifically, this resulted in
passage of new IEHPC Bylaws and a revision of the IEHPC Committee and
Chapter 1: Description of the TGA
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Subcommittee structure. A major change included the addition of a Grievance
Subcommittee.
Figure 1-7 is an organizational chart of Planning Council Committees and
Subcommittees after the restructuring. The revision of PC committee structure
reflects PC mandates of the RWP. IEHPC reorganized its committees and their
functions based on recommended modifications on committee structure made by
HRSA project officer. The PC committee and subcommittee charges are presented
at the end of this chapter.
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Figure 1- 6: Riverside/San Bernardino TGA Organizational Chart
People Living With HIV/AIDS in Riv/SB TGA
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Figure 1-7 Inland Empire HIV Planning Council Organizational Chart
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IEHPC Committee/Subcommittee Structure
Standing Committees and Subcommittees
A. The standing committees shall be the Executive, Planning, Council Development,
Empowerment, and Clinical quality management (QM) Committees.
B. Each standing committee shall be responsible for overseeing, coordinating, and
facilitating the activities of its respective subcommittees.
C. Each subcommittee shall be chaired by a member of the committee that oversees it.
A. Executive Committee
1. Responsibilities: The responsibilities of the Executive Committee shall include the
following:
a. Authority to act on behalf of the Council on all matters deemed by the Executive
Committee, or by the grantee based on HRSA requirements, to require action prior to
the next regularly scheduled Council meeting,
b. Coordination of committee work,
c. Coordination with other HIV consortia and planning bodies,
d. Development of policies and procedures for Council recordkeeping and other
administrative functions , for Council approval,
e. Coordination/oversight of Council support,
f. Setting of agendas for Council meetings,
g. Review of and action on grievances filed against the Council,
h. Through the appropriate subcommittee, ensure that grievances against the
Council are appropriately handled,
i. Enforcement of the Code of Conduct for Council members, committee members, and
staff, which includes reviewing and acting on allegations against members for
violations of the Code of Conduct, including disciplinary actions short of termination
and recommendation of termination to the Council,
j. Other governance matters,
k. Assessment of the efficiency of the administrative mechanism for rapidly
allocating the funds within TGA, based on parameters mutually agreed upon
by the Planning Council and grantee, and
l. Assessment of Planning Council operations and processes.
In an emergency, defined by a special purpose, the Executive Committee, by a majority
vote, can make decisions on behalf of the Planning Council.
2. Subcommittees: The Executive Committee shall have three (3) subcommittees that work
through and report to it, Evaluation of the Administrative Mechanism, Bylaws, and
Grievances.
a. Evaluation of Administrative Mechanism Subcommittee
(1) Responsibilities: The responsibilities of the Evaluation of the Administrative Mechanism
Subcommittee, working through and reporting to the Executive Committee, shall be to:
(a) Develop the necessary tools and procedures and oversee the assessment of the
efficiency of the administrative mechanism of the grantee (i.e. procurement and
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contract arrangement), working through and reporting to the Executive
Committee, and
(b) Assess the performance of the Planning Council Support Staff(i.e. assisting the
Council in establishing and carrying out process) for timely and appropriate
activities within the TGA.
b. Bylaws Subcommittee
(1) Responsibilities: The responsibilities of the Bylaws Subcommittee, working through and
reporting to the Executive Committee, shall include:
(a) Periodic review of these Bylaws to ensure that they meet the needs of the
Council,
(b) Development of proposed amendments to the Bylaws in accordance with Ryan
White legislation and HRSA guidelines,
(c) Development of recommendations for changes to the policies and procedures
governing Council operations, as needed,
(d) Recommendation of changes to the Bylaws, policies, and procedures to the
Executive Committee and then to the full Council for approval, and
(e) Submission of Council-approved Bylaws and major policies and procedures to
the Board of Supervisors for final review and approval.
c. Grievances Subcommittee
(1) Responsibilities: The responsibilities of the Grievances Subcommittee, working through
and reporting to the Executive Committee, shall include:
(a) Serving as the first step in the grievance process, by hearing and where possible
resolving grievances against the Planning Council, as specified in the Grievances
Policy,
(b) Hearing and resolving Code of Conduct complaints, as specified in the Code of
Conduct Policy, and (c) Assisting in review of and revisions to both policies as
needed.
B. Planning Committee
1. Responsibilities: The responsibilities of the Planning Committee shall include the
following:
a. Taking the lead role in conducting periodic needs assessments, overseeing any
contractors and working collaboratively with the grantee,
b. Developing, reviewing, and revising a Comprehensive HIV Services Plan, in
collaboration with the grantee, every three years or as specified by HRSA,
c. Monitoring and evaluating progress in implementing the Comprehensive HIV
Services Plan,
d. Participating in the development of and ensuring that Council actions are consistent
with the Statewide Coordinated Statement of Need (SCSN ), and
e. Establishing and overseeing the process through which the Council determines
service priorities and resource allocations for the TGA.
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2. Subcommittees: The Planning Committee shall have three subcommittees that work
through and report to it, the Needs Assessment, Comprehensive Plan, and Priority Setting
and Resource Allocations Subcommittees.
a. Needs Assessment Subcommittee
(1) The responsibility of the Needs Assessment Subcommittee is to conduct periodic
needs assessment for the TGA and to report this information back to the Planning
Committee and full Council. This shall include:
(a) Determining the size and demographic characteristics of the individuals
with HIV disease within the TGA, including trends in the epidemic,
working in collaboration with epidemiologists in the State and County
Departments of Health to obtain an epidemiologic profile of the TGA,
(b) Determining the service needs and gaps of PLWH in the TGA, which
includes establishing methods for obtaining information on community
needs and priorities,
(c) Identifying barriers to care and access among affected subpopulations
and historically underserved communities, including individuals with HIV
disease who know their status but are not receiving HIV-related medical
care,
(d) Developing a provider inventory,
(e) Assessing the capacity of the system of care to meet identified needs,
through preparing a profile of the capacity and capabilities of providers
within the TGA, including the extent to which services are available,
accessible, and appropriate to PLWH overall and to specific population
groups, and
(f) Gathering information about services generally available to consumers
(clients) through sources other than those funded by the Council,
including data on other funding streams.
b. Comprehensive Plan Subcommittee
(1) The responsibilities of the Comprehensive Plan Subcommittee, shall include:
(a) Developing, reviewing, and revising a Comprehensive HIV Services Plan
for the delivery of health care and supportive services, using the results of
the needs assessment, cost and utilization data, and other information on
the continuum of care in the TGA, and working collaboratively with the
grantee,
(b) Ensuring effective coordination with other HIV/AIDS planning entities and
other relevant bodies in the development of the Comprehensive Plan,
(c) Developing, reviewing, and revising strategies for overcoming barriers to
care, particularly for individuals who know their HIV status but are not
receiving HIV-related medical care, and
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(d) Playing a lead role in coordinating and determining the compatibility of
services within the TGA. Compatibility of services refers to a well
developed, cohesive, and integrated system of care.
c. Priority Setting and Resources Allocation Subcommittee
(1) The responsibilities of the Priority Setting and Resource Allocation Subcommittee
shall include:
(a) Developing, and refining as necessary, a process for the full Council to
use in setting priorities and allocating Part A resources for the TGA and in
developing directives to the grantee as to how best to meet each priority,
based upon the results of the needs assessment, the Comprehensive HIV
Services Plan, and other information (data); decisions must be based on
documented needs,
(b) Overseeing the priority setting and resource allocations process each
year,
(c) Planning and coordinating the annual Data Summit (data presentation
meeting) ,
(d) Recommending a process for ensuring timely and informed reallocation of
funds as required during the program year, working with the grantee, and
(e) Reviewing annual written assessments of the priority setting and resource
allocations process and recommending to the Planning Committee and
the full Council any needed changes in that process.
C. Council Development Committee
1. Responsibilities: The responsibilities of the Council Development Committee shall
include

a. Development and implementation of ongoing recruitment and screening of
potential Planning Council members, using an open nominations process
approved by the Council,
b. Recommendation of candidates for Council appointment, first to the
Executive Committee, then to the full Council , and finally to the San
Bernardino County Board of Supervisors, both annually as terms end and
throughout the year, whenever a vacancy occurs,
c. Development and presentation of a slate of candidates for the officer
positions each year, and of candidates to fill any officer vacancies during the
year,
d. Orientation and training of Council members,
e. Monitoring of member participation, including attendance at Council and
committee meetings, and
f. Monitoring to ensure that the Council's membership meets legislative
requirements and HRSA standards, is representative of required membership
categories, reflective of the epidemic in the EMA, evenly divided between
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people from each of the two TGA counties , and includes at least one-third
(1/3) unaffiliated consumers of Part A services.
D. Empowerment Committee
1. The responsibilities of the Empowerment Committee shall include:
a. Fostering awareness of HIV/AIDS and the role/mission of the Council in the
communities of the TGA, and support for programs assisting PLWH,
b. Serving as a sounding board and line of communication between the TGA
and populations that are historically and newly identified as being
underserved,
c. Promoting consumer education about the services available through Part A,
d. Making recommendations to the Council to achieve equitable delivery of high
quality culturally competent services to all eligible consumers , and to
improve outreach and services to underserved populations,
e. Making recommendations to the TGA on how to increase its effectiveness at
identifying and bringing into care persons who are aware that they are HIV
infected but are not in care,
f. Gathering information about and creating awareness of services that are part
of the TGA's continuum of care and are available at low or no cost to
consumers, but are funded by sources other than Part A, and
g. Supporting the recruitment of qualified members for the Council, and
facilitating participation of consumers at all levels.
E. Clinical quality management Committee
1. Responsibilities: The responsibilities of the Clinical quality management
Committee shall include:
a. Guiding, coordinating, facilitating, and overseeing the development and
strengthening of the TGA's continuum of care,
b. Developing and updating service category definitions and standards of care
for each service category,
c. Taking the lead for the Council in assessing the effectiveness, either directly
or through contractual arrangements, of the services offered in meeting the
identified needs,
d. Recognizing the Clinical quality management (QM) is primarily a grantee
responsibility, receiving and using clinical quality management data on a
service category level, and working with the grantee to support and learn
from the TGA's clinical QM activities,
e. Ensuring coordination in the provision of services with non-Part A programs,
including programs for HIV prevention and for the prevention and treatment of
substance abuse, and
f. Implementing special projects related to standards and evaluation activities.
2. Subcommittees: The Committee shall have two subcommittees that work through and
report to it, including the Standards and the Evaluation Subcommittee.
a. Standards Subcommittee
Chapter 1: Description of the TGA
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(1) The responsibilities of the Standards Subcommittee shall include:
(a) Developing and revising, as needed, the Standards of Care for funded service
categories, and recommending Client Eligibility Criteria, and Output and
Outcome Indicators as part of those standards, so as to be consistent with
HRSA Policy and to meet the changing needs of PLWH in the TGA, and
(b) Convening, as needed, specialized working groups to include experts from
specific fields such as HIV-related medical care, mental health, substance
abuse, dental care, and medical case management, to provide information and
develop standards.
b. Evaluation Subcommittee
(1) The responsibilities of the Evaluation Subcommittee shall include:
(a) Monitoring and evaluating progress on the Comprehensive HIV Services Plan
goals and determining what impact services are having on client health
outcomes,
(b) Examining the cost-effectiveness of the services delivered, using cost and
utilization data provided for each service category by the grantee as well as
outcomes data,
(c) Reviewing service category expenditures and program performance and
comparing them with Council goals and objectives,
(d) Assessing aggregate performance of services,
(e) Providing information (input) for the development of the Comprehensive Plan,
and
(f) Consulting with the Standards Subcommittee, as needed, so as to inform the
evaluation mechanism.
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Epidemiological Profile

The following chapter presents data on incidence and prevalence rates, current
epidemiological trends and projections, and compounding factors of the HIV/AIDS
epidemic within the TGA. The data were derived from the HIV/AIDS Reporting
System (HARS) database maintained locally by the Riverside and San Bernardino
County Departments of Public Health.
Incidence by Year of Diagnosis
Incidence of newly diagnosed AIDS cases peaked in 1992, with over 800 cases, and
has decreased steadily since then to just 316 AIDS cases in 2007 (Figure 2-1). Due
to reporting lag, 2007 data are considered provisional at this time.
Figure 2-1 Incident AIDS Cases by Year of Diagnosis, Riverside/San
Bernardino, California TGA, 1981-2007
Individuals Diagnosed With AIDS by Year: 1981-2007
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Figure 2-2 Incident HIV Cases by Year of Diagnosis, Riverside/San
Bernardino, California TGA, 1981-2007
Individuals Diagnosed With HIV by Year: 1981-2007
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HIV infection became a reportable communicable disease in California in June 2002
using codes rather than patient names. In April 2006, names-based reporting of HIV
cases replaced the earlier code-based system. Due to these recent changes, there
is not enough data to produce reliable trends. Further, cases prior to April 2006 do
not have a confirmed date of diagnosis. Although HIV reporting did not begin until
mid-2002, cases submitted from that point on could potentially have a prior
diagnosis date.
Prevalence
Tables 2-1 shows the prevalent (living) cases of HIV and AIDS in the TGA as of
December 31, 2007. A total of 8,261 people are living with AIDS or HIV; 4,717
people are living with AIDS and 3,544 are living with HIV. 65% of the prevalent
AIDS cases reside in Riverside County and 35% in San Bernardino County. 88% of
the prevalent AIDS cases are male.
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Table 2-1 Number and Percent of Living AIDS Cases and HIV Cases as of
December 31, 2007 by Race/Ethnicity, Gender, Age Group, and Risk Category
for Each County and the Total Riverside/San Bernardino, California TGA

When looking at the present-day burden of the disease (prevalent cases only),
African American and White Non-Hispanic populations are disproportionately
affected. The proportion of the TGA’s general population that is African American is
8%, while the proportion of African American persons living with HIV/AIDS is 15.3%
(Table 2-1). The proportion of the population that is White Non-Hispanic (Figure 2.3)
is 42%, while the proportion of White Non-Hispanic persons living with HIV/AIDS is
59% (Table 2-1).
Approximately one quarter of the living HIV/AIDS cases were aged 45 years or older
at the time of reporting (Table 2-1). As many of them are now long term survivors,
they are moving into older age groups and facing additional health issues related to
advancing age, concerns that had not been traditionally associated with the
HIV/AIDS population.
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Figure 2-3 Percent of Total Living AIDS Cases by Age at Reporting and Age
Now, Riverside/San Bernardino, California.
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African American and White Non-Hispanic populations account for a
disproportionate proportion of the cumulative reported HIV and AIDS cases (Figure
2-4). The proportion of AIDS cases that are African American is double their
proportion in the general population while the opposite is true for the Hispanic/Latino
population.
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Figure 2-4 Proportions of the Population, Cumulative AIDS Cases, and
Cumulative HIV Cases as of December 31, 2007 by Race/Ethnicity,
Riverside/San Bernardino, California TGA
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African Americans have the highest HIV/AIDS prevalence rates of all the race/ethnic
groups within the TGA (Figure 2-5). With rates exceeding 200 AIDS cases per
100,000 persons in the population, it is more than three times higher than the rate
among the Hispanic/Latino population. The White Non-Hispanic population has a
prevalence rate of nearly 160 AIDS cases per 100,000 population (second highest
overall). Although the AIDS rate among the Native American/Alaskan Native
population within the TGA appears high, this rate is based on small numbers and is
considered unstable.
The AIDS prevalence rate for the White Non-Hispanic population varies greatly
between the two counties of the TGA. The AIDS rate for White Non-Hispanics in
Riverside County is more than twice as high as in San Bernardino County.
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Figure 2-5 Number of Persons Living with AIDS and HIV per 100,000
(prevalence rates) as of December 31, 2007 by Race/Ethnicity, Riverside/San
Bernardino, California TGA
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Trends of the Epidemic
AIDS Cases by Race/Ethnicity: Trends Since Year 2000
Over recent years (2007 is provisional and is not included for trend analysis), the
incidence of AIDS cases by year of diagnosis yielded a relatively flat trend when
examining percent of incident AIDS cases by year of diagnosis and race/ethnicity
(Figure 2-6). Since 2000, depending on the year, between 50% and 60% of the
cases have been White Non-Hispanic, 25% to 30% of the cases have been
Hispanic, and 15% to 20% of the cases have been African American.
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Trend of Percent of AIDS Cases by Race/Ethnicity
Figure 2-6 Percent of AIDS Cases as of December 31, 2007 by Race/Ethnicity,
Riverside/San Bernardino, California TGA, 2000-2007 (2007 data provisional)
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Breakdown of the Epidemic by Race/Ethnicity, Gender, and Age
Trends by Race/Ethnicity, Gender, and Age
AIDS incidence rates were highest among African Americans living in the TGA,
which were, on average, twice the rate of White Non-Hispanic and three to four
times the rate of Hispanics, depending on the year of analysis (Figure 2-7). These
differences were even more pronounced when looking at the incidence rates by
gender (Figure 2-8).
Figure 2-7 AIDS Incidence Rates as of as of December 31, 2007 by
Race/Ethnicity, Riverside/San Bernardino, California TGA, 2000-2007 (2007
data provisional)
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Figure 2-8 Percent of AIDS Cases as of December 31, 2007 by Gender,
Riverside/San Bernardino, California TGA, 2000-2007 (2007 data provisional)
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Male AIDS cases continued to account for the larger volume of those diagnosed and
reported in the TGA (Figure 2-8). Females accounted for 10% to 20% of cases
diagnosed, males 80% to 90%.
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Epidemiological Projections
AIDS Incidence Forecast
Based on a model applied by the City of Las Vegas, Nevada, Transitional Grant
Area, Figure 2-9 forecasts the number of AIDS cases by year using a log linear trend
line. The trend is based on reported AIDS cases by diagnosis year from 1997 to
2007 and projects the AIDS incidence to 2010. The year 1997 was selected as
anchor for the calculation as it was the beginning of HAART therapies. The results
after applying standard statistical methods found the predictive power of the
projection strong, supporting the model’s suggestion that the number of individuals
diagnosed with AIDS per year will continue to decrease, however disproportionately
between the two counties within the TGA. San Bernardino County appears to have
a leveling of newly diagnosed AIDS cases and is not currently forecast to experience
the decline projected for Riverside County AIDS cases. As mentioned before, since
HAART became available, the time interval between diagnosis of HIV and
progression to AIDS has lengthened for HIV-positive individuals, thereby reducing
the number of AIDS diagnoses.
Figure 2-9 AIDS Diagnosis Forecast, Riverside/San Bernardino, California
TGA,
2007-2011
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This forecast model is based on an established trend of diagnosed cases per year.
Since AIDS reporting has been long established, spanning a period of over twenty
years, a reliable trend is achievable. HIV reporting, on the other hand, is relatively
new. As mentioned before, changes in reporting methods have affected the
reliability of the data, and, thus the predictive model for HIV incidence using a trend
line is unstable at this time.
With the decline in deaths outpacing the decline in new cases (Figure 2-10), the
number of prevalent cases will continue to increase. Thus, the HIV care system will
need to continually expand to meet the care and treatment needs of people living
with HIV/AIDS. Furthermore, this does not reflect the trends for those individuals
who do not know they are HIV positive. As of the close of Year 2007, the combined
total for persons living with HIV/AIDS totaled 8,261 individuals, representing 4,717
AIDS cases and 3,544 HIV-positive cases reported.

Figure 2-10 Estimated Number Living with AIDS, Number of New AIDS Cases,
Estimated Number of AIDS Deaths, by Year of Diagnosis as of December 31,
2007, Riverside/San Bernardino, California TGA, 1982-2007
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For a more detailed epidemiological profile of the Riverside/San Bernardino,
California Transitional Grant Area (TGA), please refer to the Inland Empire HIV
Planning Council 2008 Comprehensive Needs Assessment Report, (the full-text is
available online at www.iehpc.org).
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1983
Departments of
Public Health in
Riverside & San
Bernardino Counties
received their first
reports of AIDS

Historical Response to the Epidemic in the EMA Highlights (1983 – 2008)







1984
Community
Counseling &
Consultation
Center, now known
as Desert AIDS
Project (DAP)
began to serve
PLWH infection
residing in the
Coachella Valley of
Eastern Riverside
County.
A group of
concerned
volunteers initiated
educational
programs; STOP
AIDS and Buddies
program in response
to increasing
problems
experienced by
PLWH in what
became the EMA.
Group became
founding members
of Inland AIDS
Project (IAP).
Riverside County
Dept. of Public
Health began to
offer primary care.







1985
Inland Counties
Health Systems
Agency established
a 50-member,
multi-disciplinary
task force to
identify AIDS
education and
services
coordination needs
in its four county
service areas.
HIV antibody
counseling &
testing and
prevention
education were
developed and
implemented in
both counties.
By Dec. 31st – 67
cases of AIDS had
been reported in
EMA.
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1986
Riverside General
Hospital initiated
HIV outpatient
services in its
Infectious Disease
Clinic.









1987
Riverside County
Department of Public
Health established a
categorical HIV/AIDS
unit within its Disease
Control Program.
California Institution
for Men in Chino
opened its Del Norte
facility to HIV
infected inmates.
Foothill AIDS Project
(FAP) was established
in the City of Pomona
in eastern Los Angeles
County.
Riverside and San
Bernardino Counties
began to participate in
the California
Department of Heath
Services, Office of
AIDS, and AIDS Drug
Assistance Program.







1988
San Bernardino
County
Department of
Public Health
established a
categorical AIDS
program within its
Disease Control
Section.
The Inland Empire
Chapter of the
American Red
Cross began
providing
prevention
education to
women of
childbearing age
and at-risk youth.
A number of AIDS
service providers
within the East
County service
areas of Riverside
County formed the
Coachella Valley
AIDS consortium
with a grant from
the James Irvine
Foundation.
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1989
With funds from the
California
Department of
Health Services,
Early Intervention
Program (EIP), the
County of
Riverside,
Department of
Public Health added
outpatient primary
medical care
services for persons
living with HIV.
By Dec. 31st – 787
cases of AIDS had
been reported within
the EMA.



1990
San Bernardino
County Department
of Public Health
opened an HIV
outpatient clinic in
the City of San
Bernardino.





1991
The HIV advisory
committees became
the founding
members of the
Riverside County
Consortium on
AIDS and the San
Bernardino County
HIV Care
Consortium under
Title II of the Ryan
White Program,
administered by the
State Office of
AIDS.
DAP opened an
outpatient primary
care clinic in the
City of Palm
Springs.
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1992
The San
Bernardino County,
Department of
Public Health
added dental care to
its consortium of
care in the City of
San Bernardino.
Dental care also
became available as
a Ryan White Ryan
White Program,
Title II funded
service in Riverside
County.
San Bernardino
County formed a
coalition of
providers to
compete for
California
Department of
Health Services,
Office on AIDS
and U.S.
Conference of
Mayors funding to
expand prevention
education
throughout the
county.









1993
Riverside/San
Bernardino EMA
became eligible for
U.S. Department of
Housing and Urban
Development,
Housing
Opportunities for
Persons with AIDS
program formula
funding through the
City of Riverside.
Riverside/San
Bernardino counties
became eligible for
federal fiscal year
1994 funding under
Title I of the Ryan
White Program.
An intergovernmental
agreement specifying
the planning council
size, co-chairs and
method for the
allocation of
resources was
reported between the
two counties.
Inland Empire HIV
Planning Council was
established.



1994
The Planning
Council improved
its effectiveness
through the
implementation of a
mentoring process
for new council
members.

3-2

Final Plan

Riverside/San Bernardino, CA TGA

2009-2012 Comprehensive HIV Services Plan





1995
San Bernardino &
Riverside Counties
determined that the
Inland Empire
HIV community
prevention
planning councils
would provide
direction to
prevention efforts
throughout the
region.
By Dec. 31 -4,664
cases of AIDS had
been reported
within the EMA.











1996
RWCA was
reauthorized and
U.S. Congress
appropriated
significant increases
in funds.
Protease inhibitors
taken in
combination with
nucleoside
analogues became
widely available for
PLWH.
Enrollment in MediCal Managed Care
for some recipients
of AFDC was
initiated.
Amendments to the
Social Security Act
and the Personal
Responsibility and
Work Opportunity
Reconciliation Act
of 1996 were signed
into law; stateimplementing
legislation was
passed.
By Dec. 31, 5,291
cases of AIDS had
been reported within
the EMA.







1997
A nongovernmental
community cochair was elected to
the Planning
Council.
DAP established a
wellness program
and re-employment
program in
response to its
clients.
IAP was awarded a
three-year HIV
prevention
demonstration
project grant from
the Centers for
Disease Control
and Prevention.
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1998
The Planning
Council initiated
development of a
strategic plan.
Title I local drug
reimbursement
program funds were
used to purchase the
combination therapy
drugs prior to their
addition to the State
of California ADAP
formulary.
Case Management
standards were
developed and
adopted.
The cumulative
AIDS case fatality
rate continued to
decline in the EMA.
As a result of comorbidity data, the
service category
substance abuse
counseling and
treatment was added
to the list of services
to be delivered.





1998
The California
Department of Health
Services, Office of
AIDS convened a
steering committee to
supervise & monitor
the preparation of the
first California
Statewide Coordinated
Statement of Need.
Both counties
established mobile test
sites through the
California Department
of Health Services’
Neighborhood
Intervention Geared to
High Risk Testing
(NIGHT) Program.









1999
S.B. County
expanded services
to include evening
clinic to serve those
entering or reentering work force
due to successes of
highly active antiretroviral therapy.
Implementation of
the Congressional
Black Caucus
Initiative supports
outreach to African
Americans living
with HIV in the
EMA.
Inland Empire HIV
Planning Council
1999-2000
Strategic Plan was
developed.
The Grantee
contracted Support
Center/ Executive
Services Corps to
provide T.A. on
client satisfaction
surveys,
retrospective audits,
quality assurance,
and training on the
concepts and
process of TQM.
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2000
The AIDS
Healthcare
Foundation opened
a primary care
clinic in the City of
Rancho
Cucamonga.
The EMA grantee
and Planning
Council joined with
the States of
California and
Texas, and the
County of San
Diego, to explore
the feasibility of
creating a clientcentered,
customized,
common
management
information system.
The State began the
process to review
its 1998 SCSN with
participation from
EMA’s and Title II
Consortia.









2001
The ad hoc
Underserved
Populations/
Community Linkages
Committee sponsored
workshops for
outreach to the African
American and
Hispanic communities.
The workshops were
titled “Inter-Faith,
Stakeholders and
Gatekeepers
Workshop.”
Two new services
(Early Intervention
Services and
Emergency Financial
Assist.) were added to
the service categories.
PC members and
support staff created a
“Contract Monitoring
and Evaluation” tool
for use in site visits.
The San Bernardino
County Department of
Public Health began to
provide food and
transportation for its
clients.
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2001
The San Bernardino
County established
a support group for
monolingual,
Spanish speaking
women.
The State-funded
Bridge Project was
started to prevent
further transmission
of HIV in
communities of
color through
increasing the
number of HIVinfected individuals
successfully
enrolled in
comprehensive HIV
treatment and
prevention services.
The passage of
State Proposition
36 caused the
Planning Council to
more than double
the allocation for
substance abuse
counseling and
treatment.
PC initiated
development of a
new comprehensive
plan.
The revised and
updated SCSN was
released.









2002
A Comprehensive
Needs Assessment
was conducted
throughout the
EMA to determine
the needs of
PLWH.
A major systemrelated change is
underway as
providers convert to
a new MIS system
called CAMINAR.
The Center for
Health Research,
Loma Linda
University
contracted with
Riverside/San
Bernardino EMA,
Title I Grantee to
conduct a variety of
Capacity Building
activities.
Bienestar, Title I
relocated to City of
San Bernardino
(co-located with the
Gay and Lesbian
Center) to improve
access to Latino
population.







2002
The Planning
Council By-laws
were revised for
consistency with
FY 2000
reauthorization of
the Ryan White
Program and to
give consumers a
greater role and
responsibilities in
process.
Proposal for a
Community-based
Dental Partnership
Program submitted
by the Loma Linda
University School
of Dentistry funded
with Ryan White
Program Part F
monies was
approved in the
amount of $300,000
per year for three
years.
Governor Davis
signed AB 2197
(Koreta). This
legislation
establishes a pilot
program to expand
Medi-Cal benefits
to low-income,
non-disabled HIV
positive patients.











2003
A Specialized
Needs Assessment
was conducted to
identify needs of
African American
and the barriers
keeping PLWH out
of care.
Grantee
standardized client
satisfaction survey
and analysis for
RWCA providers in
the EMA.
Bylaws Committee
revised Planning
Bylaws for
approval by
IEHPC.
The IEHPC and the
African American
Health Initiative
presented a series
of Mini Summits on
Women and HIV
Issues in May, for
Youth in June and
for African
American men in
July.
ARIES Project
implementation
Kick-off Architier
Site Visit provided
by the Grantee.
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2003
HRSA Project
Officer conducted a
site visit to EMA
and made
recommendations
on Planning
Council and
Grantee roles and
responsibilities and
provided technical
assistance on MAI
Plan.
Loma Linda
University Center
for Health Research
completed a
resource inventory
and needs
assessment of
current MAI
providers and of
potential providers
and identified
targeted areas for
capacity
development.
Grantee hired a
full-time Q.M.
Coordinator
responsible for
coordination of all
clinical quality
management
activities.









2004
Contract Monitoring
oversight and
activities of RWCA
Title I contracts were
transferred from
subcontractor
Riverside County
Department of Public
Health to the Office of
the Grantee in San
Bernardino County.
PC Management and
Support activities were
transitioned from the
Office of the Grantee
to Riverside County
Department of Public
Health.
A Specialized Need
Assessment was
conducted to identify
the needs of the
Monolingual Spanish
speaking community.
T.A. was provided to
Grantee on developing
and integrating QM
program across the
EMA.
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2004
Service Category
SAFE-T-Net was
created to get all
PLWH out of care
into HIV medical
care.
HRSA Consultant
provided training
and technical
assistance to EMA
on a data driven
Priority Setting and
Resource
Allocation process.
The first two-day
Summit was
presented for the
Annual Priority
Setting and
Resource
Allocation process
designed to engage
all PC members.
A Consumer
Training was
provided to
IEHPC.
Rapid HIV Testing
was implemented
in Riverside
County.





2004
The San
Bernardino County
RWCA Title I
Program and The
National Minority
AIDS Education
and Training
Center signed an
MOU to provide
capacity building
assistance activities
to MAI providers.
The EMA
collaborated with
the State and nine
other EMA’s in
California to
develop and
implement a
methodology for
estimating unmet
needs.











2005
A two-day retreat
was provided to
Planning Council
members.
A Comprehensive
Needs Assessment
was conducted to
identify unmet need
and service gaps for
PLWH/A in the
EMA.
The 2006-2009
Comprehensive HIV
Services Plan Public
Review Draft was
developed and
released to
consumers, and the
general community
for a 30-day review
and comment
period.
Four community
forums were
scheduled to present
the Plan.
Implementation
process commenced
of the ARIES MIS
web- based system
EMA-wide.









2005
Implementation of
the shift from a
Social Service Case
Management Model
to the Chronic Care
Model system of
care occurred.
Disaster
preparedness
planning was
initiated.
Inland AIDS
Project expanded
the provision of
Case Management
services in Sun
City, service area #
2 of Riverside
County.
Riverside County
Department of
Public Health is the
first county in
Southern California
to provide the
Medical Marijuana
Program to
PLWH/A.
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2006
Ryan White
HIV/AIDS
Treatment
Modernization Act
(RWP) rolled out
and implemented
(signed by
President Bush,
12/19/06)
PC Support budget
slashed due to RWP
budget and program
structuring changes.
RWP Office
(increase) and PC
Support (decrease)
staffing changes
due to RWP
A Specialized
Needs Assessment
was conducted to
identify the needs
of the Mental
Health and
Substance Use
communities.
In April 2006, the
State of California
implemented
names-based (i.e.,
CDC certified) HIV
reporting from its
previous codebased system.

2007




HRSA Project Officer
conducted a site visit
to TGA and made
recommendations on
Planning Council and
Grantee roles and
responsibilities and
provided technical
assistance related to
PC Bylaws, P&Ps and
Conflict of Interest.
EMA re-designated as
TGA
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2007
A Specialized
Needs Assessment
was conducted to
identify unmet
need and service
gaps in the Post Incarcerated
Community of the
TGA.
Major procedural
changes to PC
Bylaws, P&Ps,
Conflict of Interest,
and PS&RA
Process due to
2007 Project
Officer visit.
The RWP Staff and
consultant
developed resource
gap estimation
methodology
incorporating
unmet needs
methodology
developed in 2004.











2008
First female
elected to IEHPC
Community CoChair position.
San Bernardino
Board of
Supervisors
approved new
Bylaws for the
IEHPC reflecting
major changes in
membership and
committee
composition.
LEAP Training
provided through
HRSA contractor
in April to TGA
consumers.
A 2008
Comprehensive
Needs Assessment
was conducted to
identify unmet
need and service
gaps for PLWHA
in the TGA.
The 2009-2012
Comprehensive
HIV Services Plan
Public Review
Draft was
developed and
released to
consumers, and the
general community



2008
Riverside County
Department of
Public Health,
HIV/AIDS Program
was awarded a twoyear grant (FY
08/09-09/10) from
State Office of
AIDS Ryan White
Part B funds to
provide services that
help reduce
transmission of HIV
by improving
coordination of
Prevention for
Positives Services,
Partner Counseling
and Referral
Services, and
Testing to Care
Linkages within the
County’s current
HIV service
network for
PLWHA.





2008
Dental capacity
building efforts
included
establishment of a
dental clinic at the
Desert AIDS Project
in Service Area 3
and enhancements to
existing dental
services in Service
Area 5.
The Standards
Subcommittee
reviewed and
revised the
Standards of Care
for current and new
services based on
legislative changes.

3-6

Final Plan - 12/31/2008

Riverside/San Bernardino, CA TGA

2009-2012 Comprehensive HIV Services Plan

Chapter 4:

Assessment of Need

Various data sources are utilized to assess need in the Riverside/San Bernardino
TGA. In order to capture unmet needs and gaps in services that exist among
PLWHA, a comprehensive needs assessment was conducted in 2008 by the Inland
Empire HIV Planning Council. Methodology consisted of consumer surveys,
consumer focus groups, provider surveys, and key informant interviews. In addition,
utilization data were gathered by the RWP Staff in an effort to identify disparities in
HIV medical care. The following chapter presents data on special need populations,
service gaps and potential disparities in care of core services.
I.

Overview

The 2008 Comprehensive Needs Assessment was undertaken to assist members of
the Inland Empire HIV/AIDS Planning Council (IEHPC) allocate resources and set
service priorities through a process of evidence-based decision-making. The Needs
Assessment utilized a variety of methodological assessment types, including, a
community survey, consumer focus groups, provider survey, and provider focus
groups.
The intention of this chapter is to present a summary of the 2008 Comprehensive
Needs Assessment. More detailed information can be found in the 2008
Comprehensive Needs Assessment Final Report, available on the IEHPC website.
II.

Consultant’s Recommendations

After administering the comprehensive assessment and analyzing the results, the
consultants, Claire Husted, MHA, and Jaime Mendoza, PsyD, made the following
recommendations for core and support services.
Recommended Core Services
• Outpatient/Ambulatory Medical
Care
• Pharmaceutical Services
(local)
• Oral Health Services (dental
care)
• Mental Health Services
• Substance Abuse Services
• Medical Case Management
• Home & Community Based
Health Services
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Recommended Support Services
• Case Management (nonmedical)
• Housing Services
• Transportation
• Food Services
• Psychosocial Support Services
• Outreach
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III.

Summary of Findings in Each Methodological Assessment Type

A.

Highlights of the 2008 Consumer Survey

A total of 509 PLWHA responded to the survey. The majority (445) was recruited
through Ryan White-funded providers and the balance was recruited through
Craigslist and other websites.
The top-needed core services identified by the respondents were:
• 84.7% - Medical Case Management
(includes two categories: Medical case management and treatment
education from a nurse)
• 80.2% - Dental Care
• 77.8% - Medical Care
• 77.6% - Pharmacy/Drugs
• 63.8% - Health Insurance Premium/Cost Sharing Assistance*
• 50.9% - Medical Nutrition Therapy
• 46.2% - Mental Health Services
Over half of all respondents of the survey were diagnosed with HIV or AIDS and
reported outside of the TGA; therefore we are providing services for more PLWHA
than are reported.
Nearly 10% of the respondents indicated they had no insurance coverage, with
nearly 90% stating they were insured. Regarding prescription medication coverage,
43% indicated the AIDS Drug Assistance Program was the source for their
coverage, followed by Medi-Cal (37%) and Medicare Part D (31%). No one
insurance covers the whole cost of prescriptions (conservatively estimated at
$20,440 annually). PLWHA are paying deductibles, co-payments, share of cost, etc.
PLWHA also are paying for over-the-counter (OTC) medications to manage side
effects. Some have to pay cost of non-HIV related drugs for other chronic illnesses
and co-morbid health problems. Co-morbidities add significantly to cost and
complexity of medical care, and we are beginning to see incidence of other chronic
illnesses associated with aging.
Percentages of respondents with co-morbid health problems:
• 19.3% diagnosed with syphilis
• 21.1% diagnosed with gonorrhea
• 8.8% diagnosed with chlamydia
• 18.1% diagnosed with hepatitis B
• 16.1% diagnosed with hepatitis C
• 6.1% diagnosed with tuberculosis
• 26.9% diagnosed with hypertension/high blood pressure
• 10.4% diagnosed with diabetes
• 5.1% diagnosed with heart disease
• 4.9% diagnosed with MRSA infection
Chapter 4: Assessment of Need
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Based on analysis of the data, 34% of PLWHA would benefit from substance abuse
services and 57% would benefit from mental health services. The survey indicated
that one-third of the respondents used drugs other than alcohol or crystal
methamphetamine to get high, and nearly 45% have been diagnosed with
depression.
The major mode of transportation in the TGA is a car. To get to their medical
appointments, 58% reported they primarily used a car. 15% ride the bus and 13%
get a ride from family or friends. With 61% of the respondents indicating they see a
doctor up to 4 times per year, any funded medical transportation system needs to be
responsive to these different modes.
B.

Highlights of the Consumer Focus Groups

Ninety-five individuals participated in one of nine focus groups, which targeted
specific consumer groups. The nine groups were:
• Women – Riverside County (pilot)
• Women – San Bernardino County
• Gay/Bisexual Men – Riverside County
• Gay/Bisexual Men – San Bernardino County
• African American Men
• Rural PLWHA (Service Area 6)
• Aging PLWHA (50 years old or greater)
• Monolingual/Undocumented Latinos
• PLWHA who are Inconsistently in Care
• Tenth focus group targeting youth attempted
After synthesizing the data from each focus group, several main themes emerged.
The primary themes were:
• Managing side effects is overwhelming
• Lack of information regarding services
• PLWHA struggling to meet basic subsistence needs
• Many PLWHA dealing with mental health and substance use issues
(particularly unmet need population)
• PLWHA experience a great deal of social isolation
• PLWHA seek stability and consistency in services
• Financial and economic issues are the primary issue PLWHA are facing
• Transportation is a big problem
• Stable housing is vital
The consumer focus groups were asked to prioritize services. Based on the
responses in the focus groups, the top ten prioritized services, in ranked order, were:
Doctor, Food Programs, Housing - paying for it, HIV Drugs, Transportation, Dentist,
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Support Groups, Mental Health Care, Case Management, and Health Insurance
Payment.
C.

Highlights of the Provider Survey

Surveys were sent to 10 providers (7 Ryan White and 3 other providers), and 6
providers completed and returned the survey. Overall, current Ryan White providers
do not have the capacity to expand service delivery by 10% without additional
funding. Also, Ryan White providers do not have significant waiting lists for services.
The providers identified the top five barriers faced by their patients for accessing
care as: 1) using drugs or alcohol, 2) Denial (not ready to deal with HIV), 3) Mental
health issues, 4) Homelessness, and 5) Transportation.
The providers identified the top five difficulties faced by HIV/AIDS Service
Organizations as: 1) Insufficient funding, 2) Increasing caseloads, 3) Substance
use problems, 4) Mental health problems, and 5) Inadequate transportation.
The providers were asked to prioritize core services. Based on the responses, the
top ten prioritized core services, in ranked order, were: HIV Medical Care,
Pharmaceutical Assistance (Medications), Substance Abuse Services (outpatient),
Mental Health Services, Oral Health Care, Medical Case Management, Health
Insurance, Health insurance premium or medication co-payment, Nutrition
therapy/counseling, and Home and Community Based Health Services.
The providers were asked to prioritize support services. Based on the responses,
the top ten prioritized support services, in ranked order, were: Transportation, Food
vouchers/food bank/meal program, Case management (non-medical), Housing
related services (find housing), Housing assistance (subsidy; pay for it), Emergency
financial assistance, Outreach, HIV education/risk reduction, Psychosocial support
(support groups), Chronic disease self-management education.
D.

Highlights of the Provider Focus Groups

Two focus groups held consisting of nine case managers and nine management
staff. After synthesizing the data from each focus group, several main themes
emerged. The primary themes were:
• Underlying substance abuse and mental health problems are key challenges
• Benefits system is very complex; agencies need dedicated staff to assist
clients with benefits
• Planning Council does not fully understand “share of cost”
• Clients have enough instability in their lives
• Amount of paperwork/documentation is huge
• Agencies seeing 5-20 new clients monthly
• Concerned about creating a system of care that the TGA cannot afford
• Transportation, housing, food are huge for clients
Chapter 4: Assessment of Need
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The provider focus groups were asked to prioritize services. Based on the
responses in the focus groups, the top ten prioritized services, in ranked order, were:
Doctor, Transportation, Case Management, Mental Health Care, Food Programs,
Housing - pay for it, HIV Drugs, Alcohol/Drug Treatment – Outpatient, Nurse Case
Manager, and Dentist.
IV.

Implications for Planning
1. Monitoring HIV incidence (i.e., HIV testing data of newly diagnosed
individuals) trends has important implications for the TGA’s continuum of care
for PLWHA. Special attention needs to be given to communities that may
have multiple barriers to care (e.g., cultural, linguistic, etc). With this
significant increase in newly diagnosed HIV positive Latinos (n=44), there
need to be strong linkages between HIV testing sites and HIV primary
medical care, case management (non-medical), and other core and support
services to ensure that underserved communities are engaged in and remain
in care.
2. The insurance system for both medical care and prescription coverage is
exceedingly complex. The creation of Medicare Part D eliminated some
problems and created new ones. PLWHA who want to return to the
workforce without fear of losing their medical benefits adds to this complexity.
Non-medical Case Managers are spending as much as 33%-50% of their
time helping PLWHA navigate the benefits system. Developing mechanisms
to ensure that consumers get both the information and assistance they need
can ensure that Ryan White Program funds are used as ‘payer of last resort.’
3. The TGA clearly has an aging PLWHA population. With PLWHA living
longer, the need to understand the unique needs of the aging population will
only increase. Although this 2008 Comprehensive Needs Assessment has
made initial steps in gathering information from this population, it is limited in
scope and more targeted efforts are warranted.

V.

Next Steps

At the most recent IEHPC meeting of the Needs Assessment Subcommittee
(12/9/2008), the membership voted to focus on the African American population for
the upcoming 2009 Specialized Needs Assessment. This decision was made based
on results of the 2008 CNA and upon the recommendation of the CNA consultants,
Claire Husted, MHA, and Jaime Mendoza, PsyD.
Chapter 4: Assessment of Need
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Current Continuum of Care (FY 2008)

Introduction
Chapter 5 presents and describes the current continuum of care (FY2008). The
continuum, based on the Chronic Care Model, is comprised of nine core services
and eight support services as shown in Figure 5-1. The basis for decision-making,
points of entry, other access features and the focus on primary medical care and
treatment are discussed.
The Chronic Care Model
The centerpiece of the Riverside/San Bernardino, CA TGA’s continuum of care is
the HIV/AIDS Bureau’s Collaboratives’ Chronic Care Model. The adoption of the
model in 2005 and subsequent implementation over the past three years has
maximized entry points into service delivery and increased coordination among
RWP–funded and other service providers. This has ensured that all eligible PLWHA
have access to the key core services: Outpatient/Ambulatory Medical Care and
Treatment, including antiretroviral therapy. Service definitions are provided in
Appendix C.
As shown in Figure 5-1, a total of nine core services received Part A and local Part B
funding in FY2008 including:
Outpatient/Ambulatory Medical Care
AIDS Pharmaceutical Assistance (local)
Early Intervention Services (EIS)
Home and Community-Based Health Services
Home Health Care

Medical Case Management
(including treatment adherence)
Mental Health Services
Oral Health Care
Substance Abuse Services
(outpatient services)

In addition, eight support services completed the RWP-funded portion of the FY2008
continuum of care:
Case Management (non-Medical)
Emergency Financial Assistance (utilities)
Food Bank / Home-Delivered Meals
Housing Services

Linguistic Services
Medical Transportation
Outreach Services
Psychosocial Support

The core and support services comprising the RWP-funded portion of the FY2008
continuum of care were determined by the Inland Empire HIV Planning Council
based on the planning process described in the Executive Summary. Decisions were
based on a needs assessment including an epidemiological profile, analysis of
service gaps, resource inventory, and availability of alternative funding sources
among other considerations.
Chapter 5: Continuum of Care
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Figure 5 – 1
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The TGA’s comprehensive continuum of care is accessible to all eligible PLWHA.
HIV Outpatient/Ambulatory Medical Care is a primary point of entry and includes, but
is not limited to: county public health departments; mental health programs; 35 local
and regional hospitals; HMOs and managed care plans; various private and nonprofit family practice and provider groups; federally qualified health centers;
hemophilia diagnostic and treatment programs; HIV counseling and testing sites;
and early intervention services programs. A variety of entry points is required to
minimize access barriers for all PLWHA including the historically underserved and
emerging populations. Therefore, both medical and non-medical providers serve as
entry points into care.
The TGA’s comprehensive HIV Prevention and Care continuum includes various
mechanisms that enable newly infected, underserved, hard–to-reach individuals
and/or disproportionately affected communities of color to access primary medical
care. These mechanisms include HIV counseling and testing sites; early intervention
programs; mental health treatment (inpatient and outpatient treatment programs);
substance abuse programs; homeless centers; adult and juvenile detention facilities;
and prisons and jails. Underserved and disproportionately impacted communities
tend to enter the continuum of care by accessing available support services,
including, but not limited to: Outreach, Food Services, Housing, Case Management
(non-Medical). Once engaged in one component within the system of care Support
Services providers refer and link PLWHA to primary medical care and other RWPfunded Core Services.
The State of California also provides HIV/AIDS care services to PLWHA residing in
the Riverside/San Bernardino, CA TGA in FY2008 including AIDS Drug Assistance
Program, State Case Management Program and AIDS Medi-Cal Waiver Program.
The AIDS Regional Information & Evaluation System (ARIES), a client-centered,
web-based management information system, is a tool for service coordination
between the State and TGA.
To increase retention and care and improve health outcomes for minority PLWHA,
the TGA has adopted and adapted cultural competency guidelines for service
providers to ensure access to high quality, culturally component, and linguistically
appropriate services. These guidelines are a component of the RW Part A-funded
contracts. The Minority AIDS Initiative funds allocated to Health Education / Risk
Reduction services, which target African-American and Hispanic PLWHA and focus
on developing self-management skills to improve clients’ ability to navigate the
continuum of care thereby improving their quality of life and health outcomes.
In summary, the current continuum of care for FY2008 was established in FY2007
for the TGA by the IEHPC following a planning process that included a needs
assessment, including an estimate of unmet need; comprehensive plan review;
establishment of service priorities and allocation of funds by service. This resulted in
an implementation plan for FY2008 comprised of nine core services and eight
support services funded by RW program Part A funds. Based on the Chronic Care
Chapter 5: Continuum of Care
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Model, Outpatient/Ambulatory Medical Care was the focus of the current continuum.
AIDS Pharmaceutical Assistance at the local level and the State-operated AIDS
Drug Assistance Program provided treatment regimens. Medical Case Management
and Case Management (non-Medical) provide coordination between clients and their
needed core and support services based on Individualized Service Plans, resulting
in improved clients’ clinical outcomes.
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Resource Inventory

Introduction
Historically, the comprehensive needs assessment in the TGA and in other
jurisdictions across the country has included a “resource inventory” that focused
primarily on Ryan White-funded service providers and resources. In a small
jurisdiction, such as the TGA, there are only a handful of Ryan White-funded
providers (a total of 8 as of March 1, 2008). Fluctuations in the annual priority
setting process can have a significant impact on services delivered to PLWHA and
contracts made.
The IEHPC priorities in 2006 (prior to reauthorization) did not reflect the 75%/25%
legislative requirements and the adjustments afterwards to meet the requirements
devastated several support services categories. Thus, creating a stable,
comprehensive continuum of care within this changing environment has been
challenging at best. It is no wonder that the most consistently stated barrier to care
among PLWHA participating in the survey and the focus groups was a lack of
information. PLWHA did not know what services were available, how to access
them, who to ask, or where to go to find out. This experience is not surprising in an
environment that has been characterized by chronic change.
However, this does not effectively assist the Grantee and the IEHPC in
understanding the non-Ryan White resources that are available to serve PLWHA.
Estimating service needs of PLWHA is only one half of the equation when
determining service gaps. The TGA must, to the extent possible, identify and
quantify the non-Ryan White Part A resources that are available to PLWHA.
Available Resources
Currently, the TGA receives the following RWP funding from five sources: (1) Part A,
(2) Part B, (3) Part C: Early Intervention Services (EIS), (4) Part F: Communitybased Dental Partnership, and (5) Minority AIDS Initiative. At the PSRA 2008, the
IEHPC obtained a comprehensive understanding of the availability of other funding
sources. As a result, the IEHPC utilized a very data driven process to prioritize Part
A resources. This addressed evidence-based resource gaps that would best
promote positive health outcomes among PLWHA in the TGA, thereby using Ryan
White funds as payer of last resort.
Part A – Capacity Building: The A service gap for Oral Health Care (i.e. Dental
Care) has been consistently identified in this TGA. Dental Care capacity building
efforts were completed in 2008 in Service Areas 3 and 5.
Part A - MAI Funds: The TGA receives $265,228 for Health Education/Risk
Reduction to increase minority PLWHA self-management skills as part of the TGA’s
implementation of the Chronic Care Model, which is foundational to the system of
Chapter 6: Resource Inventory
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care. During the PSRA 2008, in response to data presented, the IEHPC agreed that
100% of MAI funds would remain in Health Education to ensure focused services
are provided to minority PLWHA to increase their retention in care.
Part B: The TGA receives $657,289 in Part B funding for services. The IEHPC
allocated funding into two critically needed Support Service categories: food bank
and transportation services. This allows the TGA to respond to the needs of lowincome PLWHA while still meeting the 25% Support Services funding limit in Part A.
The funding allocated through Part A by the IEHPC incorporated this Part B
recommendation. Part B funding also supports the CARE/HIPP program (Health
Insurance Premium and Cost Sharing Assistance Program). Currently, the State’s
CARE/HIPP program assists 21 PLWHA in the TGA, costing the program
approximately $52,438. This program currently meets the TGA’s need for this
service.
Part B-ADAP: ADAP is a major source of funding for pharmaceuticals within the
TGA, totaling $16,140,946 and serving 2,234 PLWHA in 2007 (average expenditure
of $7,225 per person). This represents a 15% increase in ADAP funding in 2007
from the prior year; the increase served 433 additional individuals in 2007.
California’s ADAP program has relatively high-income thresholds – up to 400% FPL.
HIV medication and ART represent two-thirds of the annual cost of care for a
PLWHA. The TGA estimates the annual cost of ART and other HIV medications to
be $20,440 per person. ADAP does not typically provide resources for PLWHA with
other prescription benefit programs. However, ADAP will cover the cost of the
“donut hole” that represents a $3,600 out-of-pocket cost for PLWHA with Medicare
Part D.
In the current resource allocation process, the IEHPC recommended that funds be
allocated to local pharmacy services to provide a “stop gap” as PLWHA are enrolled
into ADAP and other third party insurers, as well as to cover HIV medication not
covered by the ADAP or other formularies. For the coming year, the IEHPC
allocated $320,960 to local pharmacy.
Part C (Early Intervention Services-EIS): The San Bernardino County Department
of Public Health receives Part C: EIS funding in the amount of $503,391 for San
Bernardino County only. The EIS program plays an integral role in helping to
identify newly diagnosed HIV positive individuals, as well as those individuals who
know their HIV status but are not in care (i.e., unmet need), and bring them into
medical care. Through its EIS program, the TGA specifically targets underserved
populations -- including African Americans, Latinos/as, and women -- where there
may be barriers to accessing services that result in disparities in care. During the
PSRA 2008, the IEHPC prioritized and funded Outreach Services. This program will
augment the Part C-funded program to help bring into care new HIV positive
individuals as well as to identify PLWHA who have fallen out of care to get them
back into care.
Part D (Women, Infants, Children, and Youth): The TGA is not eligible to apply for
Part D funding.
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Part F (Community Based Dental Partnership): Loma Linda University, in San
Bernardino County, receives $300,000 from the Part F: Community Based Dental
Partnership program. Funds are used for dental provider training in the TGA and for
direct oral health services to 98 PLWHA. Medicaid (known as ‘Medi-Cal’ in
California) is one of the few payers of limited oral health care services. The
resource gap analysis, conducted by the Grantee and presented at the PSRA 2008,
revealed a $7.1 million shortfall in funding in this TGA. As a result of these limited
funds, the IEHPC continued to prioritize Part A funds for direct oral health care
services.
Coordination of RW Part A, B, MAI Funds: The Grantee works closely with
service providers to ensure coordination of RWP funding across the many Parts
funded. One of the directives that the Grantee requires is that providers enroll
PLWHA into Part A or Part B-funded services, when a service category is funded
through both Parts; or, when applicable, MAI-funded services. This ensures that
new PLWHA are served through a distinct RWP-funding stream, and it eliminates
the possibility of duplicating services through RWP funding. The Grantee will
incorporate specific targets of numbers of PLWHA by race/ethnicity into current Part
A and Part B contracts. This specific detail is not currently incorporated into
contracts and will further enhance the coordination and maximization of funding for
all PLWHA across the entire RWP continuum.
Medi-Cal (California’s Medicaid Program): California’s Medicaid program,
referred to as “Medi-Cal,” plays a significant role in covering health care costs of
eligible PLWHA in the TGA. Medi-Cal is the single largest payer of HIV/AIDS
services in the TGA. In Calendar Year 2007, Medi-Cal’s outpatient/ambulatory
medical care expenditures for PLWHA in the TGA totaled $32.6 million, serving
approximately 1,820 PLWHA or 22% of the TGA’s total HIV/AIDS prevalence
(n=8,261).1 This number is a 20% decrease in the number of PLWHA served
through Medi-Cal from 2006. In addition to paying for inpatient/acute care and some
skilled nursing and intermediate care, Medi-Cal paid for a number of other Part A
funded services including pharmaceutical costs, outpatient/ambulatory medical care,
dental care, and home health among others. The approximate expenditures in 2007
for these services are as follows: (1) Pharmaceuticals, $16,140,946; (2) Ambulatory
Medical Care, $3,976,364; (3) Dental Services, $376,443; and (4) Home Health
Services, $196,281.
In 2007, Medi-Cal funding continued to decrease and payments to healthcare
providers were cut. As a result, many providers statewide stopped accepting MediCal patients. For 2008, it is anticipated that Medi-Cal will sustain additional cuts of
up to 10%. It is estimated that these will amount to $568 million and healthcare
providers may sustain an additional $568 million reduction from the loss of federal
matching funds (Riverside County Press Enterprise, 5/6/08).
Medicare: The TGA has had challenges in estimating the number of PLWHA
eligible for Medicare benefits. Eligible PLWHA include those 65 years of age and
older, as well as those PLWA who are considered permanently disabled and
receiving Social Security Disability Income (SSDI) benefits. The Grantee queried
1

California Department of Health Services. Medi-Cal Semi-Annual AIDS-Related Expenditure Report (January
to June 2006 and July to December 2006). August 2006.
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Part A and Part B-funded service providers in the TGA to obtain an unduplicated
client count which included insurance information. Of the 3,803 unduplicated clients
enrolled in RWP-funded services, 1,072 (28%) had Medicare as a primary
insurance. Using the average Medi-Cal outpatient expenditure as the basis for an
estimate, the TGA estimates that Medicare Part B spends a minimum of $6,389, 970
per year on PLWHA.
Medicare Part D Prescription Drug Program became effective on January 1, 2006.
Approximately 31% of PLWHA respondents to the 2008 Consumer Survey stated
that they had Medicare Part D. Although this was a tremendously positive benefit for
PLWHA with Medicare Part A and B only, it caused significant problems for PLWHA
who are dually enrolled in Medi-Cal and Medicare (i.e., Medi/Medi). When Medicare
Part D was created, Medi-Cal (i.e., Medicaid) shifted prescription cover to Medicare
Part D, which has premiums as well as a sizeable $3,600 annual “donut hole” to be
covered by the patient. However, Medi-Cal itself for some PLWHA can have a large
share of cost, even up to $1,500 monthly. Prior to Medicare Part D, a PLWHA would
also enroll in ADAP, which would cover the share of cost for Medi-Cal. However,
once Medicare Part D took effect, ADAP no longer could be used to cover MediCal’s share of cost. The final result has been that some PLWHA are no longer able
to afford the Medi-Cal share of cost and are falling out of HIV medical care because
they cannot pay for it.
SCHIP and Veterans Affairs: Other publicly-funded medical care benefit programs
in the TGA include the State Child Health Insurance and Healthy Families Programs
(SCHIP) in California, which targets “working poor” families with children. The TGA
does not yet have information on the number of children served through these
programs. The Jerry L. Pettis Memorial Veterans Medical Center provides inpatient
and outpatient medical care, and pharmacy assistance for approximately 360
PLWHA veterans in the TGA. Although those eligible for Department of Veterans
Affairs (VA) services primarily access primary medical care and pharmaceutical
services through the VA medical center, they access other Part A-funded supportive
services such as transportation and housing that are not provided by the VA.
HOPWA: During the allocations process of the PSRA 2008, the IEHPC discussed
extensively the appropriate funding level for Housing Services. Maintaining stable
housing is critical for PLWHA retention in primary medical care as HIV treatment
regimens have strict adherence protocols. The Reauthorization of the Ryan White
Ryan White Program in 2006 further limited the ability of the TGA to place Part A
funds in Housing Assistance services as it was designated a “support service” and
only 25% of Part A funds can be allocated to support services. The TGA’s service
gap analysis revealed that 71.5% of consumers in the TGA are in need of housing
services. The average cost for one month of housing is $758. During 2007, HOPWA
served a total of 13% of total PLWHA in the TGA. Approximately 19.1% of PLWHA
receive housing assistance through Section 8; however, currently the waiting lists for
Section 8 in both Riverside and San Bernardino Counties are closed, exceeding
30,000 people on the wait list.
The HOPWA Grantee in both counties maintains close communication with the RWP
Grantee to ensure coordination of funding to maximize accessibility and number of
services available to PLWHA throughout the TGA. Providers and HOPWA
administration work diligently to ensure that screening for these services only
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reaches those with the greatest need.
CDC Prevention Funding: In California, all Part B funded service providers are
required to offer partner counseling and referral services (PCRS) as a routine
component of any service funded by Part B. This effort will reach an estimated 2,500
with PCRS by the end of Part B FY 08. The CDC also recognizes that HIV positive
individuals who are engaged in primary medical care are more likely to practice safer
sexual and/or needle-sharing behaviors than those who are not linked to care. The
TGA receives an estimated $900,000 for targeted outreach and HIV prevention;
$360,718 specifically supports the TGA’s Prevention for Positives efforts.
Services for Women and Children: The California Children Services (CCS) is a
significant payer of HIV-related medical care for children across the TGA. As of April
2008, it is providing primary medical care to 38 children and youth impacted by HIV.
This represents 12% of the estimated HIV/AIDS prevalence for ages 0-24 years.
Other Substance Abuse and Mental Health: There is approximately $306,775 of
direct Substance Abuse and Mental Health Services Administration (SAMHSA)
funding that comes into the TGA that can be leveraged for care for PLWHA. In San
Bernardino County, $75,000 of the TGA’s total SAMHSA funding targets 53 PLWHA.
According to the 2008 Consumer Survey, approximately 33.9% of PLWHA would
benefit from outpatient substance abuse treatment; PLWHA with unmet need have a
high co-morbidity of substance use problems.
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Report on the Availability of Other Funding
Categories
Ambulatory/
Outpatient Medical
Care
State AIDS Drug
Assistance
Programs
Home/CommunityBased Support
Services
Other Outpatient/
Community-based
Primary Medical
Care Services
Oral Health Care
Substance
Abuse/Mental Health
Minority AIDS
Initiative (MAI)
TOTAL FUNDS

Ryan White
Part A

%

Other Federal
Funds
(Inc. Part B)

%

State Funds

%

Local Funds

%

Total Funds

%

$2,900,000

67.2%

$7,186,991

19.6%

$4,450,195

10.7%

$1,824,723

100%

$16,361,909

19.4%

$37,248

5.5%

$27,499,200

74.9%

$35,031,331

84.5%

$0

0.0%

$62,767,779

74.4%

$144,413

3.3%

$1,244,726

3.4%

$1,067,547

2.6%

$0

0.0%

$ 2,456,686

2.9%

$0

0.0%

$231,775

0.6%

$0

0.0%

$0

0.0%

$497,003

0.6%

$500,356

11.6%

$292,734

0.8%

$929,595

2.2%

$0

0.0%

$1,722,685

2.0%

$530,842

12.3%

$0

0.0%

$0

0.0%

$0

0.0%

$530,842

0.6%

$0

0.0%

$265,228

0.7%

$0

0.0%

$0

0.0%

$0

0.0%

$4,312,859

100%

$36,720,654

100%

$41,478,668

100%

$1,824,723

100%

$84,336,904

100%
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Provider Survey
As part of the 2008 Comprehensive Needs Assessment, the consultant developed a
survey for service providers known to be working with PLWHA. Although large
geographically, the TGA funds a relatively few (i.e., eight total) service providers
through Ryan White funding. In addition to these funded service providers, there are
two additional HIV/AIDS community based organizations (CBOs) in the jurisdiction.
The purpose of the Provider Survey is to obtain information regarding the current
capacity of service providers, as well as their assessment of service needs and
service delivery challenges. The survey tool used was adapted from a provider
survey developed by HRSA, one of its “Tools for Grantees.”
In addition to general agency information, the survey asks providers to respond to
several open-ended questions, list service delivery challenges, and identify the top
five Core and top five Support Service needs of their clients. Additional information
regarding estimate of unmet need as well as provider capacity to serve a 10%
increase of clients without additional funding are also asked.

Provider Surveys: Organizations Responding
As noted, seven of the eight Ryan White funded service providers completed and
returned a provider survey. These agencies include (in alphabetical order):
1.
2.
3.
4.
5.
6.
7.

Bienestar Human Services, Inc.,
Desert AIDS Project,
Foothill AIDS Project,
Inland AIDS Project,
Riverside County HIV Care Program,
SAC Health System; and
San Bernardino County Department of Public Health.

Key Findings: Provider Capacity
As these agencies provide overlapping services, the number of clients being served
(n=4,640) is duplicated. Four of the seven agencies report that they are serving
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approximately 65-123 PLWHA who are not in HIV primary medical care (i.e., have
unmet need).1
When asked if the agency could accommodate a 10% increase in clients with
current resources, the overwhelming response was NO, with three minor exceptions:
•

One agency is able to accept additional clients for their outpatient
drug/alcohol treatment program (10% of current clients would be 10
PLWHA);

•

One agency stated that they would be able to accommodate a 10%
increase in their mental health professionally led therapy group (10% of
current clients would be 1 PLWHA);

•

One agency said that they would be able to accommodate a 10% increase
in dental patients (10% of current clients would be 45 PLWHA).

For the most part, service providers stated that they do not have waiting lists for
services. One of the seven agencies had a wait list ranging from 1 week to 1 month
for all of its programs. A few specific programs do have waiting lists. Overall, the
current provider network of Ryan White funded service providers has little capacity
to expand services without additional resources.

Key Findings: Reasons Why PLWHA are not Engaged in HIV Medical Care
Providers were asked to rank up to five reasons what they believe PLWHA with
unmet need are not engaged in primary medical care. Six of the seven providers
responded to this question. The following list details their response and are listed in
rank order:
Table 7-1. Results of PLWHA Focus Group Priority Setting Process by Target
Population
Reasons for Not
Accessing Care
Points
Using drugs or alcohol
Not ready to deal with HIV (denial)
Mental health issues
Homelessness

#1
5
5
15
5
5

#2
4
16
4

#3
3
3
3

#4
2
2
2
2

#5
1

1
1

Score
23
20
13
8

1

This question did not ask for a single number but provided a range, e.g., 1‐5 people, from which to pick. Two agencies
selected the 25‐50 person range. Therefore this is only an estimate with lower and upper limits within a range.
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Transportation
Don’t know where to find service
Difficulty getting an appointment
Other (not stated)
Competing family needs
Not enough money or insurance
Afraid people will find out
Feel healthy
Afraid of deportation due to
undocumented status
Lack of trust in doctors or clinics

6

1

6
4
3
3
2
2
2
1

1

1

1

1

4
3
3
2
2
2

As seen in Table 7-1, HIV/AIDS service providers believe that using drugs and/or
alcohol is the number one reason for not engaging in care. A person’s denial about
their HIV status ranks second, and mental health issues rank third.

Key Findings: Recommended Changes to Improve Services for PLWHA
The following is a list of responses regarding recommended changes to the system
of care:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Increased funding for Medical Case Management.
Increased funding for clinic services to expand hours of operation.
Improved medical referral services for non HIV health issues.
Make more transportation services available.
Improve access to getting ADAP within one week.
More inpatient detox beds for HIV patients.
Stop expanding number of service providers.
Support community providers.
Work with all the agencies to create a vision for services for the
community.
Available client transportation to get to their appointment.
Continue SAFE-T Net service.
Have more services in Spanish (Spanish friendly).
Case Manager's to input all necessary client information on ARIES.
Use a HRSA sponsored HIV client reporting system that everyone can tap
into to follow a client from point A to B and so forth.
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•
•
•

•

•
•

Apply for all services and then collaborate to have other agencies that
provide a service.
Use less money for medical care and more dollars for everyday housing
issues, transportation and substance use/mental health situations.
If funding were available, (1) staff would be increased to decrease waiting
time for appointments, (2) increase cap for dental services, and (3)
increase monthly allotment for transportation and food.
Less paperwork and data entry. If there is not enough funding to provide
case management (non-medical) services, decreasing paperwork will
allow [us] to serve more clients.
Substance Abuse Counselors can assist with case management of clients
with multiple diagnosis and complicated needs.
ARIES Share and non-Share is a barrier to provide services, especially for
clients in crisis, homeless, and in need of outreach. The use of 6
identifiers to look for a client in the system takes too much time and effort.

Key Findings: Barriers or Difficulties Organizations Face in Providing Services
Providers were asked to rank up to five barriers or difficulties that they have faced
when providing services to PLWHA. The following list details their response and are
listed in rank order:
Table 7-2. Ranked Barriers and Difficulties Faced by HIV/AIDS Service
Organizations
Significant Barriers or
Difficulties Faced by
Points
Organizations
Insufficient funding
Increasing caseloads
Substance use problems
Mental health problems
Inadequate transportation
Missed appointments
Homeless issues
Eligibility issues
Target population unaware of services
Recruiting qualified staff

#1

#2

#3

#4

#5

5

4

3

2

1

15
10

8
8
4

5
5

Score

2
6
6

6
4

3
3
3

2

25
18
16
11
13
8
6
5
1
1

1

8
1
2
1
1

The top two barriers or difficulties are closely linked. Accommodating increasing
caseloads (#2) is very challenging without additional funding. As noted earlier
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regarding capacity, HIV/AIDS service providers report that they are unable to
accommodate an increasing client population without additional resources. These
barriers confirm providers’ current capacity issues.

Key Findings: Ranked Service Needs of PLWHA by Core and Support Services
Providers were asked to rank the top five core and top five support services needed
by PLWHA. Tables 7-3 and 7-4 display the results of this process.
Table 7-3. Top Five Core Services of PLWHA
Core Services
Points
HIV medical care
Pharmaceutical Assistance
(Medications)
Substance Abuse Services
(outpatient)
Mental Health Services
Oral Health Care
Medical Case Management
Health Insurance
Health insurance premium or
medication co-payment
Nutrition therapy/counseling
Home and Community Based Health
Services
Treatment adherence counseling

#1
5
30

#2
4

#4
2

#5
1

Score
30

12

5

#3
3

4
4

3

2

17

6

8

14

6

4

13
12
6
4

4

4

2

3
1

6

2

2
1

1

1

1

The top five services identified are consistent with findings from past needs
assessments. With the exception of outpatient substance abuse treatment, which
PLWHA tend to under-report their need for this service, the core services identified
are also consistent with the top core services identified by PLWHA through the focus
group priority setting process.
What is new, but also consistent with needs voiced by PLWHA, is a need for health
insurance and health insurance premium payment or medication co-payment
assistance. Although the HRSA category for this cannot be broadly applied (i.e.,
must be modeled on the State’s CARE/HIPP program and used to cover the cost of
COBRA insurance, the experience of PLWHA is that they have increasing costs
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related to premiums, deductibles, co-payments, and cost-of-share. These costs on
fixed incomes represent a burden on their already limited resources.
Table 7-4. Top Five Support Services of PLWHA
Core Services
Points
Transportation
Food vouchers/food bank/meal
program
Case management (non-medical)
Housing related services (find
housing)
Housing assistance (subsidy; pay for
it)
Emergency financial assistance
Outreach
HIV education/risk reduction
Psychosocial support (support groups)
Chronic disease self-management
education
Substance abuse services (residential)

#1
5
20

#2
4
4

#3
3

4

9

5

4

3

5

4

#4
2

#5
1
1

Score
25

4

17
1

13

2
6

4
4

2
2
2
2

11
2

10
6
6
4
4

2

4
3

3
1

1

Despite differences in what support service gets ranked first or fifth, the top five
identified support service needs are consistent with services ranked through the
consumer focus groups.
Provider Focus Groups
In an effort to create a process that clearly identifies provider priorities for services to
guide the IEHPC’s priority setting and resource allocation process, the consultant
implemented a modified version of the priority setting process that was used with the
IEHPC members in 2007. The modifications are the same as used in the consumer
focus groups and include: (1) providers ranked their top ten priorities, regardless of
whether or not the service was considered a “core” or “support” service, and (2)
providers listed any “challenges” regarding the specific service category on the back
of the index cards used. The provider challenges are included in Appendix D and
have been integrated into the consumer challenges noted.
The consultant facilitated two Provider Focus Groups. One targeted case managers
and other direct client service staff and the other targeted senior or mid-
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management staff. The purpose of having two focus groups was to broaden the
input from providers, ensuring that they have a strong voice in the needs
assessment process. The consultant also believed that case managers and other
direct client service staff would have more hands-on experience of the immediate
needs and issues facing PLWHA in the TGA. Yet, it is ultimately management that
has to make key decisions regarding services delivered and direction of an
organization. Thus, the two focus groups complemented each other and provide a
broad understanding of the issues facing providers as well as their assessment of
consumer needs.

Key Findings: Provider Focus Groups
Ten Case Managers and nine management staff participated in the Provider Focus
Groups. The detailed notes of the Case Manager Focus Group and the
Management Focus Group are included in Appendix F and Appendix G respectively.
The following list presents key findings from the two provider focus groups. These
include:
•

Underlying substance abuse and mental health problems are key
challenges faced by clients and impact all aspects of their lives, including
access to care.

•

The benefits system is exceedingly complex. Case Managers are
spending more and more of their time understanding these systems.
Sometimes, even the staff at the Medi-Cal or other benefits office do not
understand the intricacies of their programs. A good example of this is
Medi-Cal’s Working Disabled program.

•

Agencies need dedicated staff to focus on understanding the benefits
systems and how they interact with each other. There are just not enough
case managers who can do this function. Clients need staff who can help
them navigate these very complex systems.

•

The Planning Council does not fully understand “share of cost” and this is
a huge issue for clients.

•

Clients have enough instability in their lives. They want stability when they
come to our agencies. Staff turnover, changes in services funded, all of
this creates instability.
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•

The amount of paperwork and documentation is huge. Case Managers
reported spending as much as three hours on paperwork for one client.
Agencies funded by the State for certain programs have to fill out that
paperwork. Agencies have to do ARIES and the system does not easily
allow us to track clients and referrals; some agencies are still maintaining
dual systems so they can get the reports they need on their clients.

•

Agencies reported that they are seeing between 5 and 20 new clients per
month.

•

Providers are concerned that the TGA is creating a system of care that it
cannot afford.

•

Transportation, housing, food are all huge issues for clients. The wait list
for Section 8 is closed in both counties.

Key Findings: Results of Provider Priority Setting Process
As noted earlier, provider participants in both focus groups participated in the same
priority setting process as consumer participants. Table 7-5 presents the aggregate
results of the two focus groups.
Table 7-5.Combined Results of PLWHA Provider Priority Setting Process:
Case Managers and Management
Service Category
Doctor
Transportation
Case Management
Mental Health Care
Food Programs
Housing - pay for it
HIV Drugs
Alcohol/Drug Treatment Outpt
Nurse Case Manager
Dentist
Health Insurance Payment
Treatment Adherence
Outreach
Support Groups
Referrals for Services
emergency financial
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TYPE
Core
Support
Support
Core
Support
Support
Core

Rank
#1
#2
#3
#4
#5
#6
#7

TOTAL
130
117
98
96
90
88
82

Core
Core
Core
Core
Support
Support
Support
Support
Support

#8
#9
#10
#11
#12
#13
#14
#15
#16

75
64
43
31
30
27
18
14
9
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Legal Services
Benefits Counselor
Housing - find it
Home Health Care (Nurse)
Nutrition Counseling
Linguistic Services

Support
unknown
Support
Core
Core
Support
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#17
#17
#18
#18
#18
#19

6
6
4
4
4
2
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Introduction
The following chapter provides information on factors that deter clients from care
and other barriers that may affect the quality and availability of care. It also provides
client and provider perspectives on identified barriers that exist for PLWHA in the
TGA.
Based upon HRSA’s framework for estimating unmet need, there are two distinct
groups of PLWHA who fall into this category: (1) PLWHA who ARE ENROLLED in a
system of care but NOT accessing that system and are not engaged in regular
primary medical care, and (2) PLWHA who are aware of their status but NOT
ENROLLED in a system of care and, therefore, not receiving regular primary
medical care. The service needs, gaps, and barriers overlap, but are also different
for these groups.
PLWHA with unmet need are a hard-to-reach population. The TGA reached a small
group of PLWHA through the 2008 Comprehensive Needs Assessment (2008 CNA)
process, both through the 2008 Consumer Survey and the 2008 Consumer Focus
Groups. The purpose of these needs assessments is to better understand the
service needs, gaps, and barriers of PLWHA who are in care, as well as those with
unmet need, so that they are engaged in and remain in care. Participants in the
“Unmet Need/Inconsistently in Care” focus group shared their struggle with mental
health and substance abuse problems. This was consistent with findings from the
2008 Provider Survey and 2008 Provider Focus Groups that identified underlying
substance abuse and mental health problems as significant barriers to care for
PLWHA. The “Unmet Need/ Inconsistently in Care” focus group also emphasized a
strong need for food and housing, and for transportation to and from medical care
appointments. HIV medical care ranked 8th in their list of priority services, even
though HIV pharmacy services ranked 6th. Food and housing services were their top
two priority services, followed by transportation and dental care. Among all nine
focus groups, this was the only group to prioritize outpatient substance abuse
treatment; it tied for 6th highest priority with local pharmacy services. PLWHA
respondents to the 2008 Consumer Survey with unmet need had similar needs
compared to the needs of this focus group’s respondents. However, the 2008
Consumer Survey respondents’ top two needs were medical and dental care,
followed by food and housing services, and emergency financial assistance. Lack of
information about services and eligibility, as well as access to a services were
identified as the top barriers. Thus, as noted, basic survival needs rank high for this
population.
With such a disproportionate impact of unmet need among African American
PLWHA, it is imperative that the TGA gain a better understanding of the needs of
this population as well as the barriers to care. Because 66% of African American
PLWHA live in San Bernardino County and 28.7% of African American PLWHA are
female, a specialized needs assessment focusing on this population will also
improve the TGA’s understanding of this geographic area and female PLWHA that
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also represent a disproportionate number of PLWHA with unmet need. As a result,
the IEHPC has elected to have its 2009 Specialized Needs Assessment focus on the
African-American Community within the TGA.
Consumer Identified Barriers to Care
Tables 8-1 and 8-2 outline the proportion of survey respondents who stated “no” or
“don’t know” when asked about knowledge of a particular core and support service.
Also listed is the frequency (i.e., number of PLWHA indicating a particular barrier) of
the top two or three barriers for each service category. As can be seen, lack of
information stands out as the primary barrier for most services. Only in a few cases
(e.g., Dental Care) is access/availability cited as the top barrier to accessing a
service. The higher the number indicates more PLWHA having a specific service
barrier.
Table 8-1. Number of 2008 Consumer Survey Respondents Indicating Top
Barriers for Core Services by Service Category (n=509)
Top Barriers

Core Service Category

(number of PLWHA citing barrier)

Outpatient Medical Care

1. Information (21)
2. Service Delivery (9)

Pharmacy (Drugs)

1. Access (8)
2. Information (6)

Dental Care

1.
2.
3.
4.

Access (44)
Information (41)
Personal/Cultural (24)
Service Delivery (19)

1.
2.
1.
2.
1.
2.
1.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
3.

Information (29)
Access (21)
Information (20)
Access (9)
Information (25)
Access (16)
Information (11)
Information (22)
Access (19)
Information (57)
Access (30)
Information (24)
Access (11)
Information (23)
Access (6)
Information (8)
Access (4)
Personal/Cultural (4)

Health Insurance Assistance
Home Health Care
Home and Community‐Based Health Services
Hospice Services
Mental Health Services
Medical Nutrition Therapy
Medical Case Management
Treatment Education from a nurse
Substance Abuse Services (outpatient)

Chapter 8: Barriers of Care

8-2

Final Plan - 12/31/2008

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

Like Core Services, a similar pattern emerges with Support Service categories. In
every instance, information and access/availability are noted as the primary barriers
among PLWHA. The order of the top two varies slightly across Support Service
categories.
Table 8-2. Number of 2008 Consumer Survey Respondents Indicating Top
Barriers for Core Services by Service Category (n=509)
Top Barriers

Support Service Category
Case Management (non‐medical)
Child Care (during HIV‐related appointments)
Emergency Financial Assistance
Food / Meal services
HIV Prevention Education
Help to Find Housing
Help to Pay for Housing
Legal Services
Planning for your children when you die
Translation/Interpreter Services
Transportation to the doctor’s office or other
HIV‐related appointments
Support Groups/peer support services
Referral for Health Care/Supportive Services
Physical/Occupational Therapy or Speech
Therapy
Substance Abuse – In‐patient (residential)
Treatment Adherence Counseling
Information/training so that you can manage
your HIV

(number of PLWHA citing barrier)

1.
2.
3.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.
3.

Information (21)
Access (15)
Service Delivery (9)
Access (7)
Information (6)
Information (59)
Access (33)
Information (34)
Access (27)
Information (11)
Access (7)
Information (41)
Access (25)
Information (41)
Access (31)
Information (52)
Access (23)
Information (11)
Access (7)
Information (4)
Access (2)
Service Delivery (2)

1. Information (25)
1.
2.
3.
1.
2.
1.
2.
1.
2.
1.
2.
1.
2.

Information (28)
Access (20)
Personal (15)
Information (31)
Access (19)
Information (27)
Access 10)
Information (7)
Access (5)
Information (23)
Access (10)
Information (36)
Access (10)

These access-to-care questions reveal two different trends. First, the 2008
Consumer Survey respondents (n=509) are consistently aware of the services that
are available to them. However, they are not fully accessing the services that they
need. The primary reason for not fully accessing services is because the
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participants do not have sufficient information or knowledge on how to acquire these
services. As mentioned earlier, there are some services that PLWHA report not
needing yet the survey data suggests otherwise. For example, 19.6% report that
they need outpatient substance abuse services. The data indicates that at least
33.9% of the population needs some form of substance abuse treatment based on a
cross tab analysis of alcohol and other substance users. A second example is that
only 46.2% of survey respondents believe they need mental health services. The
data paints a different picture. Approximately 56.8% of PLWHA survey respondents
are struggling with symptoms consistent with clinical depression and chronic
depression. This is further evidenced by PLWHA who stated they missed their
physician appointments at least once due to depression or forgetfulness, another
symptom of depression.
Service Costs and Complexity of Providing Care
The presence of co-morbidities and other key indices (e.g., poverty) significantly
increase the cost and complexity of providing care for PLWHA. The following
describes the extent of co-morbidity within the TGA’s PLWHA population and
estimates the additional costs related to the care of a co-morbid person. Rates per
100,000 population are calculated using a total HIV/AIDS prevalence in the TGA of
8,261 as of December 31, 2007, and the general 2007 TGA population of 4,117,707
as estimated by the California Department of Finance. Attachment 4 has the most
recent available data for the general population and data from the TGA’s 2008
Consumer Survey. In the case of STI reporting, the data reflects 2007 incidence
reporting for specific STIs through the two local health departments. The data on
PLWHA reflects responses from 2008 Consumer Survey respondents indicating that
they are either currently being treated or have been diagnosed but remain untreated.
This estimate, therefore, reflects the burden of existing co-morbidities and not those
that may have been treated at some point during the past.
Sexually Transmitted Infection (STI) Rates: For every major STI, the rate of
infection in the TGA’s PLWHA population is much greater than in the general
population (see Attachment 4: Co-morbidities - Compounding Health, Economic,
Behavioral, and Insurance Issues which compares the rate of STIs between the
general TGA population and the TGA’s total PLWHA).
In Attachment 4, the rate of syphilis incidence per 100,000 population among
PLWHA is 183.4 times greater than in the general population; the incidence of
gonorrhea is 4.8 times greater; and the incidence of chlamydia is nearly equal to the
general population. In a 2004 report, the Riverside County Department of Public
Health noted that approximately 57% of syphilis cases in Riverside County were comorbid with HIV.1 For syphilis cases reporting an identified mode of transmission as
MSM, the incidence of syphilis and HIV co-morbidity is 70%. Co-morbid individuals
were 3.27 times more likely to be diagnosed with syphilis in the secondary stage
than a non-HIV co-morbid person. Research has shown that the presence of STIs
increases the likelihood of HIV transmission between serodiscordant sexual

1

Riverside County Department of Public Health, Epidemiology and Program Evaluation. Syphilis in
Riverside County - 2004 Data.
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partners.2 A Kaiser Family Foundation report notes the disproportionate impact of
STIs on several key populations including people who are poor, those who lack
access to health care, and racial/ ethnic minorities.3
According to cost data provided by the San Bernardino County Department of Public
Health, the cost of screening for various STIs ranges from $10-$18 per test. The
direct cost of medical care for both gonorrhea and chlamydia is approximately $181
per case. If untreated, these STIs could lead to other diseases, which cost
considerably more to treat. Thus, if treated, the direct medical cost of care for the
estimated 66 PLWHA co-infected with gonorrhea or chlamydia is approximately
$11,946 per year. The health department further estimates that the direct medical
cost of care for primary and secondary syphilis is $110 per person per year. Thus,
the direct medical cost for treating the estimated 147 PLWHA co-infected with
syphilis is $16,170.
Hepatitis B and C: TGA epidemiologists estimate that the rate of hepatitis B among
PLWHA in the TGA is 223.8 times greater than in the general population; and the
rate of hepatitis C among PLWHA is approximately 77.3 times greater than in the
general TGA population. The TGA estimates there are 405 PLWHA co-infected with
hepatitis B virus (HBV) and 826 PLWHA co-infected with hepatitis C virus (HCV).
Hepatitis B is associated with multiple sexual partners as well as male-to-male
sexual activity. Both hepatitis B and hepatitis C are associated with injection drug
use as key risk factor. The local laboratory cost for screening for both hepatitis B
and hepatitis C is $25 for each test. The estimated cost for screening the 6,674
PLWHA at highest risk for hepatitis B and C (i.e., MSM and injection drug users)
would be an added cost of $333,700 for both tests. Twinrix is a vaccination
available against both hepatitis A and hepatitis B; the cost for vaccination is
approximately $450 per person for the three-shot series. The cost of vaccination for
this high risk population would be $3 million.
Estimating the additional cost of direct medical care associated with HBV and HCV
is difficult. According to the C. Everett Koop Institute at Dartmouth College, “Lifetime
health care costs for a patient with chronic hepatitis B has been estimated at
$65,000 in the absence of liver transplantation” and approximately $100,000 for
hepatitis C patients, also without a liver transplantation. The Institute estimates that
hepatitis C represents a far greater economic cost burden due to the fact that 80% of
those infected with hepatitis C will develop chronic liver disease as opposed to only
20% of hepatitis B patients. The cost of a liver transplantation is approximately
$280,000. Injection drug use is the most common risk factor for hepatitis C, which
carries its own increased cost. Other increased costs for hepatitis C patients is
related to the standard of care to refer HIV-infected clients identified as having
serologic evidence of hepatitis C infection to a regional medical center for
assessment and treatment with ribaviron and alpha interferon. Thus, the cost of
medical care for the estimated 826 HCV co-infected PLWHA and the 405 HBV coinfected could easily reach $10 million dollars or more.

2

CDC, Trends in Reportable Sexually Transmitted Diseases in the United States, 2005, December
2006.
3
STDs in America: How Many Cases and At What Cost? 1998, Menlo Park, CA. Kaiser Family
Foundation and American Social Health Association.
Chapter 8: Barriers of Care

8-5

Final Plan - 12/31/2008

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

Homelessness: As cited in Attachment 4, on any given day, the rate of
homelessness in the TGA is 294 per 100,000. This compares with a rate of 3,897.8
per 100,000 population among the TGA’s PLWHA. Thus, in the TGA, a PLWHA is
13.3 times more likely to be homeless than an individual in the general population.
Further, nearly one-third of homeless individuals use or have used various forms of
illicit drugs; 20% indicated that they had been diagnosed with depression, and
almost 10% with other mental illnesses. Another 27% indicated that at some point in
the previous year they were in need of health care, but did not receive it.
Approximately 3.9% of PLWHA respondents to the 2008 Consumer Survey reported
that they had been homeless at some point during the past 12 months. The TGA’s
2007 Specialized Needs Assessment: Incarcerated and Post-Incarcerated found that
housing is the highest need among PLWHA who are released on parole from the
prison system. Of the 141 post-incarcerated needs assessment participants, 51%
stated that they had been homeless after release from prison.
Homelessness contributes to deteriorating health and compromised nutritional
status. Many homeless PLWHA lack transportation, apartment-hunting skills, and
have poor credit histories that hinder their ability to obtain suitable housing. This
population is hard-to-reach and difficult to engage in primary medical care,
particularly those with substance abuse and/or mental health co-morbidities.
Homeless PLWHA require significant outreach and case management services to
address their needs, including advocacy and follow-up. Homeless individuals are
also more likely to receive medical care through a hospital emergency room than
through a regular outpatient setting. As a result, estimating the additional cost of
care for the TGA’s estimated 322 homeless PLWHA is difficult for this hard-to-reach
population.
Lack of Insurance: Unlike all other compounding issues, the rate of having
insurance among PLWHA (11,197.2 per 100,000 population) is less than that in the
general population (14,300 per 100,000). This is likely due to providers’ success in
screening PLWHA for Medicaid eligibility (i.e., Medi-Cal) and other third-party payers
as a required component of service delivery; this ensures that RWP funds are used
to fill gaps as payer of last resort. This hypothesis is supported by a higher rate of
enrollment in Medi-Cal among PLWHA (58,201.2 per 100,000 population) as
compared to a rate of 16,624 per 100,000 in the TGA’s general population
(Attachment 4).
PLWHA who lack insurance may defer care. When any care is deferred, the cost
and complexity of treatment increases because PLWHA are often further along the
HIV disease continuum. One study found that “Medicaid insurance and a usual
source of care” were protective factors against the delay in seeking medical care
after diagnosis.4 Delaying care may result in poorer health outcomes as well as
necessitate the need for more frequent and intensive services. Because they
require more intensive and frequent treatment at an estimated cost of $170 per visit,
this incurs additional medical care costs depending upon the number of additional
visits needed.
4

Turner BJ, Cunningham WE, et. al. Delayed Medical Care after Diagnosis in a US National
Probability Sample of Persons Infected with HIV. Archives of Internal Medicine, Vol. 160, No. 17,
2000, pp. 2614-2622.
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Approximately 9.8% of the 2008 Consumer Survey respondents stated that they
were uninsured; this translates to an estimated 810 PLWHA without insurance living
throughout the TGA. A recent 2004 study estimates the undiscounted annual cost of
care for a PLWHA to be $25,574 (2004 $US).5 Utilizing this estimate, the
approximate annual cost of care for the 810 PLWHA estimated to be uninsured in
the TGA is $20,714,940.
Poverty: Results of the 2008 Consumer Survey revealed a much higher level of
poverty among PLWHA than the previous 2005 Consumer Survey. Approximately
88.6% of PLWHA (n=7,319) live below 300% of the Federal Poverty Level (FPL),
equivalent to a rate of 88,597 per 100,000 population. This compares to a rate of
40,000 per 100,000 in the general population. Thus, a PLWHA living in the TGA is
2.2 times more likely to be living at or below 300% the FPL than a person in the
general population. Over half (51%) of PLWHA respondents live at or below 100%
of the FPL and 77% of respondents lived at or below 150% of the FPL. Although
poverty crosses all races/ethnicities, minority PLWHA in the TGA are more severely
impacted.
Poverty significantly impacts the cost and complexity of service delivery. One study
revealed that more than 1/3 of PLWHA with competing subsistence needs (e.g., not
enough money for food/housing) postponed or went without care,6 resulting in
delayed access to care; escalating service costs. Low-income PLWHA are also
more likely to seek care in the emergency room. Poverty disproportionately impacts
African Americans, Latinos/as, and women.7 Even more important is the lost quality
of life for the person who delays treatment. For PLWHA in poverty, meeting basic
life needs before being able to address one’s health care cannot be overstated.
Tuberculosis (TB): A PLWHA in the TGA is 413 times more likely to have TB than
the general population. The TGA estimates there are 116 PLWHA co-infected with
TB. Directly observed therapy (DOT) is routinely provided for PLWHA who are coinfected with TB. The highly infective nature of active TB imposes a significant
barrier to access for other services, thereby increasing the complexity of care.
Although relatively few PLWHA have active TB, treatment for tuberculosis is
resource intensive and requires strict adherence on the part of the infected
individual. The CDC notes that California is among seven states with the highest TB
rate in the nation; TB is more likely to occur in persons born outside of the U.S.; and
for the third consecutive year, more TB cases were reported among Hispanics than
any other racial/ethnic population.8 This same report states that TB rates were 8.4
and 7.6 times greater among African Americans and Hispanics than among Whites,
disproportionately impacting minority PLWHA.

5

Schackman, BR, Gebo, KA, Walensky, RP, Losina, E, Muccio, T, and Sax, PE. The Lifetime Cost of
Current Human Immunodeficiency Virus Care in the United States. Medical Care. 44(11):990-997,
November 2006.
6
Cunningham WE, Mosen DM, et al. The impact of competing subsistence needs and barriers on
access to medical care for persons with HIV receiving care in the United States. Medical Care. Vol.
37, No. 12, 1999, pp. 1270-1281.
7
Gifford AL, Collins R., et al. Propensity of HIV Patients to Seek Urgent and Emergent Care. Journal
of General Internal Medicine, Vol. 15, No. 12, 2000, pp. 833-840.
8
Trends in Tuberculosis Incidence --- United States, 2006. MMWR 56(11);245-250. Publication date:
03/23/2007.
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Locally, the cost of a tuberculin skin test (TST) is $20 per test and an additional $40
for a confirmatory chest x-ray for PLWHA with a reactive skin test. The cost of
annual screening for the estimated 6,431 PLWHA who are currently in care, per the
service gap analysis, is about $128,620 for the TST alone. Additional costs would
be incurred for individuals needing a chest x-ray. A news brief from the Louisiana
Department of Health & Hospitals estimates the annual per person cost of
tuberculosis to be $11,500.9 A 1995 study found that only 30% of medical costs
were related to outpatient medical care and 70% was for inpatient acute care
treatment of TB.10 If these assumptions remain true, an estimated additional cost of
outpatient/ambulatory care for the TGA’s 116 PLWHA co-infected with TB is
$400,200 ($11,500 x 116 x 30%).
Injection Drug and Other Substance Use: The rate of injection drug use is 11.8
times greater among the TGA’s PLWHA than in the general population. Similarly,
the rate of non-injecting substance use is 4.4 times greater (Attachment 4).
Regardless of substance type, any substance use greatly affects the complexity and
cost of care for PLWHA. This is increased further for individuals with a mental
health dual diagnosis. The TGA estimates there are approximately 1,950 PLWHA
who are or have used injection drugs and approximately 5,832 PLWHA who are or
have used other substances (i.e., alcohol, methamphetamine, cocaine, inhalants).
In terms of complexity of care, active injection drug use or other substance abuse
impairs a person’s decision-making ability. This further impairs their ability to adhere
to HIV treatments, maintain stable housing, attend regular medical appointments,
etc. One study concludes that any drug abuse factor is a barrier to successful
antiretroviral therapy (ART) among PLWHA.11
The ADSS Cost Study (2003) is the first study of substance abuse treatment costs
with validated data from a nationally representative sample of substance abuse
treatment facilities.12 This study found that the cost of outpatient substance abuse
treatment was approximately $1,169 per outpatient admission ($1,304 in 2007
dollars). From a cross-tab analysis of the alcohol and drug use patterns of the 2008
Consumer Survey respondents, the survey indicates that 33.9% of the TGA’s total
PLWHA (i.e., 2,180 PLWHA who are in care) would benefit from outpatient
substance abuse services. The estimated cost for outpatient substance abuse
services is approximately $2,842,720. This excludes costs for individuals who may
need detoxification, residential, or shorter-term individual or group counseling for
their substance use issues. It also excludes the cost of treatment for PLWHA with
unmet need who are brought into care.
Chronic Mental Illness: The prevalence of mental illness in the TGA’s general
population is 4,400 per 100,000 population compared to 56,797 per 100,000 among
9

Louisiana Department of Health & Hospitals Public Information Series. Preventing a Tuberculosis
Nightmare in the United States After Hurricane Katrina. 2005.
10
Brown RE, Miller B, et al. Health-care expenditures for tuberculosis in the United States. Archives
of Internal Medicine, Vol. 155, No. 15, August 7, 1995.
11
Turner BJ, Fleishman JA, et al. Effects of Drug Abuse and Mental Disorders on Use and Type of
Antiretroviral Therapy in HIV-infected Persons. Journal of General Internal Medicine, Vol. 16, No. 9,
Sept. 2001, pp. 625-633.
12
Substance Abuse and Mental Health Services Administration. The ADSS Cost Study: Costs of
Substance Abuse Treatment in the Specialty Sector. Office of Applied Studies (DHHS Publication No.
SMA 03-3762, Analytic Series A-20). Rockville, MD, 2003.
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PLWHA. This represents a PLWHA rate that is 12.9 times greater than in the
general population. In total, the TGA estimates there are 4,692 or 56.8% of the
TGA’s PLWHA have a depressive disorder or other chronic illness serious enough to
warrant mental health treatment. Chronic mental illness may include schizophrenia,
bipolar depression, dysthymia, or other disorder. Many PLWHA with mental illness
may find HIV treatment adherence challenging, miss medical and other
appointments, and have difficulty accessing medical and support services.
Rothbard et. al. found that “persons with comorbid serious mental illness and HIV
infection or AIDS had the highest annual medical and behavioral health treatment
expenditures at about $13,800 per person.”13 Roberts, et. al. more recent research
found that the average additional cost for behavioral morbidity treatment for PLWHA
is $1,111 per person annually ($1,369 in 2007 dollars).14 The additional outpatient
medical services resulting from a comorbid diagnosis is $799 annually. It is
important to note that the cost of treating chronic mental illness will vary by
condition. For example, one study found that the cost of treating an individual for
bipolor disorder was $3,416 per person annually.15 Thus, the estimated cost for
treating the TGA’s estimated 4,692 PLWHA with co-morbid mental illness, of whom
3,653 are currently in care, the TGA would need approximately $5 million (3,653
PLWHA in care x $1,369). As this reflects only the cost for mental health therapy, it
underestimates the total additional cost of care for this population. It also does not
include PLWHA with unmet need who are brought into care.
Released from the Penal System: Within the TGA’s geographic boundaries there
are two federal prisons, five state prisons, and eight detention centers. During the
past three fiscal years (FY 05/06 to FY 07/08), 287 PLWHA were released from
these institutions into the TGA. Approximately 50% were from Riverside County and
50% from San Bernardino County. The TGA’s 2007 Specialized Needs Assessment
targeted PLWHA who were incarcerated and post-incarcerated to better understand
their needs. Incarcerated PLWHA cited that their most pressing needs upon release
from prison were HIV medical care, food, housing, and dental care. Postincarcerated respondents reported that their most immediate needs were food,
housing, emergency financial assistance, legal services, and employment
assistance. There is a high prevalence of mental health and substance use among
both the incarcerated and post-incarcerated populations. Fifty-two percent of
respondents stated they were diagnosed with depression and 18% with bipolar
depression. Seventy-one (71%) percent of incarcerated and 66% of postincarcerated PLWHA reported using methamphetamines during the preceding 12
months. Eligibility for some services in the TGA excludes PLWHA with a history of a
felony or a criminal record (e.g., housing services). Due to the number of prisons
located within the TGA, there will be an ongoing number of PLWHA released from
the penal system into this area.
Basic subsistence needs are foremost for this population to ensure engagement and
retention in care. Underlying mental health and substance use problems will need to
13

Rothbard AB, Metraux S, Blank MB. Cost of Care for Medicaid recipients with serious mental
illness and HIV infection or AIDS. Psychiatric Servies, Vol. 54, No. 9, September 2003, pp. 124-46.
14
Rebecca R. Roberts et al. The Cost of Care for Patients with HIV from the Provider Economic
Perspective. AIDS Patient Care and STDs, Dec 2006, Vol. 20, No. 12: 876-886.
15
Simon GE, Unutzer J. Health Care Utilization and Costs Among Patients Treated for Bipolar
Disorder in an Insured Population. Psychiatric Services, Vol. 50, October 1999, pp. 1303-1308.
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be addressed to ensure long-term retention as well as adherence to ART and other
HIV treatment regimens. However, at a minimum, an additional cost of about $6.7
million ($23,520 per person) would be incurred to cover the medical care and HIVrelated pharmaceuticals for these 287 newly released PLWHA.
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SECTION TWO
WHERE WE NEED TO GO: THE SYSTEM OF CARE WE WANT

Chapter 9:

Continuum of Care for High Quality Core Services

INTRODUCTION
HIV service delivery systems need to change over time based on such factors as:
changes in the nature of the epidemic and treatment options; emerging populations;
updated research findings; and new medication. Chapter 9 addresses where we
need to go in the next three years. The chapter is presented in four sections:
o Planning and Operational Environment
o Principles: HRSA and IEHPC’s Mission, Vision, Guiding Principles, and
Shared Values
o Proposed Continuum of Care for High Quality Core Services; and
o Initiatives to maintain and improve the system of care in the Riverside/San
Bernardino, CA TGA based on DHSS expectations.
I. Planning and Operational Environment
This Comprehensive HIV Services Plan for the 2009-2012 time period was
developed for the Riverside/San Bernardino, CA TGA in 2008 – a year of tumultuous
challenges and constrained opportunities. How they impacted or affected the
current system of HIV care and the development of the proposed system are
identified within the following categories:
1. Political
2. Economic
3. Health Care
4. Social
These challenges and opportunities were experienced at the local, regional, State,
and/or national level.
Political
• Presidential election year with different solutions proposed for Medicare,
Medicaid and the uninsured; it is unknown how the new Congress and
Administration will impact PLWHA.
• Federal funding for the Department of Health and Human Services for fiscal year
2009 is based on a 6-month continuing resolution due to expire in March 2009.
• The Ryan White Program funding was essentially flat, but included the addition of
five (5) new TGAs. Thus, it has become clearer that PCs and Ryan White
Program providers must access alternative sources of reimbursement to maintain
service levels.
• The California Legislature was unable to deliver its budget on time (June 15) due
to an $18 billion deficit. A final budget was signed by the Governor on
Chapter 9: Continuum of Care High Quality Core Services

9-1

Final Plan

2009-2012 Comprehensive HIV Services Plan

•

•

Riverside/San Bernardino, CA TGA

September 28, 2008 that contained numerous health and human service cuts.
For example, there was no increase for Supplemental Security Income / State
Supplementary Payment (SSI/SSP) and there were reductions in In-Home
Supportive Services and Medi-Cal reimbursements.
State Assembly Budget Committee Chair Laird opened a hearing prior to a
Special Session called by the Governor by stating that the Legislature needed to
act swiftly so that deeper cuts are not needed farther down the road, that there
needs to be a balanced approach of both new revenues and program reductions
and that fiscal relief from the Federal Government was needed. The November
Special Session failed to address the State’s fiscal problems.
At the local County level, revenue has decreased significantly. The decline is
projected to continue over the next three years. Revenue from fees is also down.
With the State projecting a $48 billion shortfall by mid 2010 and a $22 billion
shortfall through FY 2013/14, the IEHPC will not know how the State’s revised
FY08/09 and subsequent budgets will impact the TGA.

Economic
• As the year progressed, fuel prices escalated with the Inland Empire and
California as a whole among the highest in the Nation. Gasoline prices peaked
at $4.61 in July 2008. Clients’ ability to access Ryan White services was
compromised. Medical Transportation providers were forced to over-expend
their fuel line items. Although gas prices have declined to $2.01 (November 30,
2008) on average, they are still not affordable for clients eligible for RW services.
• The Inland Empire and California as a whole have been profoundly impacted by
foreclosure rates. As a result, these two counties are experiencing a major
decrease in assessed valuation of homes and, therefore, collection of property
taxes has dramatically declined. Both counties of the TGA are reducing
personnel and cutting other operating costs. The counties will also be impacted
by the State Legislature decisions.
• Unemployment has climbed reaching 9.5% in October, well above the National
and State rates of 6.5% and 8.2%, respectively. This means people with current
skills and work-experience are directly competing with PWLHA who are now
stable and seeking employment. According to the Comprehensive Needs
Assessment (CNA), 18.2% of the survey respondents lacked a high school
diploma or equivalent.
Health Care
• All providers continue to experience escalating costs coupled with cuts and/or
delays in reimbursements from Medicare and Medi-Cal. Ryan White Program
providers with State contracts experienced major delays during the budget
impasse.
• Implementation of electronic health records and/or ARIES by TGA providers has
facilitated clinical quality management and program monitoring. ARIES can
accommodate the performance measures, clinical health outcomes, and other
client-level data. Additional computer programming has been required by several
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providers. The State has identified additional areas for improvement in the
future.
Self-management, a component of the Chronic Care Model, is a priority
opportunity to meet the needs of increasing caseloads in both general health
systems and HIV systems of care.
Epidemiological: Ryan White Program provider data, and CNA data confirm
significant in-migration of PLWHA to the Riverside/San Bernardino, CA TGA from
other California counties, other states and countries. 57.2 percent of 509 survey
respondents with the diagnoses of HIV, and 56.8 percent of those diagnosed with
AIDS were not diagnosed in this TGA, and therefore are not included in this
TGA’s reported cases. However, they are currently receiving services in this
TGA.
Other systems of care; Federal and State responses to their respective budget
deficits, resulting county program changes, and private sector provider
opportunities will be identified by IEHPC and RWP staff. This information will be
presented to the IEHPC Planning Committee for possible impact on the proposed
system of HIV care.

Social
• Stigma with respect to homosexuality and/or AIDS continues to be the major
reason that people, especially African Americans, do not seek HIV testing or
enter or continue treatment, according to clients participating in eight focus
groups and line staff and managers in two focus groups.
• Continuing cultural competency training was conducted by the RWP Office this
past program year; however, needs assessment findings revealed additional
training is warranted.
• Aging population of PLWHA, individuals over 50 years of age, results in an
increased complexity of care and added costs due to diabetes, heart disease and
other chronic conditions requiring care.
• Changes in eligibility for benefits are likely when the new State Legislature
addresses the fiscal crisis.
• 77.3 percent of 507 clients surveyed for the CNA reported incomes that were at
or below 150% of poverty.
• Domestic violence was identified by respondents during the CNA as an issue
requiring attention.
• Literacy rate and language barriers of TGA consumers have implications on
service delivery.
Many of the topics/issues described above intensified in the Fall of 2008. Thus, this
version of the continuum of care may need to be modified before March 1, 2009 to
meet the changing needs of PLWHA.
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II. Principles: HRSA and IEHPC
HRSA Principle 1. A focus on primary care and treatment
Further enhancements in implementation of HRSA’s Chronic Care Model by public
and private, nonprofit providers, reflect a focus on primary care and treatment.
Increased efforts to get people who know they are HIV positive but are not in primary
medical care into care are proposed. Clients will receive referrals for other core and
support services through the Medical Case Manager in collaboration with the
primary medical provider. Referrals are based on an assessment of needs included
in an Individualized Service Plan (ISP). Enhanced training of medical case
managers also reflects this focus. Self-care management by clients is one example
of a critical training topic. Self-management skills will especially help minority
PLHWA to address disparities in clinical health outcome as well as to promote
retention in care.
Additionally, the reauthorization focuses heavily on core medical services.
Therefore, strategies laid out in the plan focus on meeting the core medical needs of
PLWHA, through a well coordinated and integrated system of care, which would
include support services, as these services assist PLWHA in accessing and
remaining in core medical services. It is our aim to demonstrate how all RW-funded
services improve clinical health outcomes.
Furthermore, the effect of changes in Medicaid eligibility and covered benefits have
direct implications on the demand for and delivery of Ryan White services. It is
important that the plan responds to trends in Medicaid eligibility pathways for people
living with HIV/AIDS and implications of the Medicaid provisions of the 2005 Deficit
Reduction Act as they relate to people living with HIV/AIDS, as well as the
implications for technical assistance and program guidance.
HRSA Principle 2. Efforts to increase flexibility to target resources
Such efforts were initiated this year based on the presentation, “Estimating Service
Needs Among Persons Living with HIV and AIDS in the Riverside/San Bernardino,
CA TGA” to the Planning Council. The purpose was “to assist members of the
IEHPC in understanding the needs assessment data in a way that supports
evidence-based decision-making.”
Two of these recommendations from the needs assessment are particularly relevant:
o “Establish a set of “essential” core and support services to be
prioritized that will form the basis of the continuum of care, this will
create stability in services over time.”
o “Minimize the number of essential services to ensure that the TGA will
have maximum impact with limited funds.”
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Through a more focused approach, i.e., funding a smaller set of “essential” core
services, the TGA is able to optimize Ryan White resources to address needs where
there are significant resource gaps and to ensure that they make a difference in the
lives of people who are PLWHA.
With the extreme uncertainty in the current and future planning and operational
environments brought about by changing political, economic, healthcare and social
factors, the flexibility to target resources is essential. Targets include, but are not
limited to: population groups (e.g. unmet need populations), specific service areas, a
specific element of a service or to a service/resource that is not available at all or in
an insufficient quantity.
HRSA Principle 3. Ensuring accountability using sound fiscal management
and tools to evaluate program effectiveness
The Ryan White Program for the Riverside/San Bernardino, CA TGA is organized to
ensure accountability through sound fiscal management. The Program Manager is
responsible for ensuring that the distribution of funds and procurement of services
reflect the service priorities, allocation recommendations, and directives as
established by the IEHPC. The IEHPC conducts local needs assessments, develops
the comprehensive care plan, and establishes priorities for allocations. The IEHPC is
directly supported in its mandated functions by the Planning Council Support Staff
(PCSS). PCSS is provided by Riverside County through a subcontract and is a line
item of the Grantee Administration budget. Since the TGA is comprised of two
counties, Riverside and San Bernardino, an Intergovernmental Agreement (IGA)
concerning the administration of funds has been established and is reviewed
annually.
The Program Manager and Program Coordinator, and Staff Analysts II coordinate
the Program aspects of the Part A request for proposal (RFP) process and
procurement of services. The Program Manager, Staff Analysts II, and Fiscal
Specialist complete grant Conditions of Award with oversight by the Department of
Public Health (DPH)’s Chief Financial Officer. The DPH Contracts Compliance Unit
assists with procurement and contracting of Part A services and conducts fiscal and
contract monitoring.
The Program Manager, Staff Analysts II, and Fiscal Specialist are responsible for the
fiscal provisions of the grant and ensure invoices are submitted properly and
payment is timely. The Fiscal Specialist and Contract Compliance Analyst review
agency invoices and ensure they are in compliance with Part A and county policies
and that all supporting documentation is included before funds are released for
payment. The Staff Analysts and Fiscal Specialist monitor accounting systems,
prepare fiscal reports, complete Conditions of Award, respond to federal audits, and
create/maintain fiscal controls to ensure allowable costs.
Chapter 9: Continuum of Care High Quality Core Services
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The following processes have been developed to ensure Grantee accountability:
o Process to separately track formula, supplemental, unobligated and carry
over funds;
o A process for the timely redistribution of unexpended funds;
o Process for fiscal and program monitoring, including the frequency of these
reports:
• Select Monitoring Components: Riverside/San Bernardino, CA TGA
¾ General Contract Review
¾ Programmatic Review
¾ Fiscal Review
• Fiscal and programmatic monitoring of site visits
• Process for corrective actions when a fiscal or programmatic concern
is identified
The major tool to evaluate program effectiveness is the AIDS Regional Information
and Evaluation System (ARIES), a web-based management information system.
ARIES includes client level data with clinical health outcomes and programmatic
level data. Select monitoring components comprise additional tools.
IEHPC Mission, Vision, Guiding Principles and Shared Values
The following Mission, Vision, Guiding Principles and Shared Values were adapted
from the statements, principles, used in the comprehensive HIV services plan
developed in 1998. They were subsequently reviewed and revised with relatively
minor modification in 2002. In early 2005, the Mission, Vision, Principles and Values
were reviewed by the following Planning Council groups: Empowerment Committee
and Community Access Subcommittee; Planning Committee and Subcommittees;
Clinical Quality Management and Subcommittees; Council Development Committee
and Executive Committee. The Planning Council had initially reviewed proposed
changes at its January 2005 meeting and adopted them at the April Planning
Council meeting. Presentation of the Mission, Vision, Guiding Principles and Shared
Vision was the first item on Day 1 of the PS&RA Summit agenda in July 2008. A
review and comment period for the draft 2009-2012 Comprehensive HIV Services
Plan will provide consumers and members of the general public another opportunity
to offer their comments and propose additional changes.
Mission Statement
To maintain the optimum health of all those living with HIV/AIDS in Riverside and
San Bernardino Counties through the development and implementation of a
comprehensive, consumer-centered continuum of care.
Vision Statement
There is a stable funding base to support the full continuum of HIV-related medical
care and support services within the Riverside/San Bernardino, California TGA.
There are no significant gaps in service. Services are available regardless of the
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ability to pay and are consumer centered, user friendly, culturally competent, well
publicized and geographically accessible. These accomplishments will be achieved
through strong public/private partnerships, and will enhance the quality of life and
sense of well being among people living with HIV/AIDS in the TGA. There is no
stigma associated with HIV/AIDS.
Guiding Principles and Shared Values
The Inland Empire HIV Planning Council members want to continually keep
consumers in the forefront of everyone’s minds. Therefore, the Guiding Principles
developed by the Planning Council stress a consumer-centered continuum of care.
Guiding Principles
To improve health outcomes:
• There is a concerted effort to identify, bring into, and maintain in care all
persons living with HIV/AIDS who may or may not know their status.
• Consumers are to be treated with dignity, compassion and respect.
• There must be reliable and easily accessible information about treatment,
service options and resources.
• There must be streamlined, equitable access to a comprehensive system of
quality services.
• The system will be driven by consumers and advocate for consumer needs.
• Care systems will be revised to meet emerging needs.
• Consumers must receive help with needs that extend beyond those that are
specifically HIV-related.
• Services will be structured to encourage consumers to share in the
responsibility for their health care.
• There must be outreach to those least able to access care.
• Consumers must be afforded the opportunity to contribute to the planning and
delivery of services.
• RWP funds will be the funds of last resort.
• The impact of RWP funds must be evaluated and improvements to quality of
service made as needed.
Shared Values
The shared values are divided into five categories: 1) How services are provided, 2)
Where services are provided, 3) What services are provided, 4) For whom services
are provided, and 5) By whom services are provided.
How Services Provided
• Preserves clients’ right to
confidentiality
• Compassionate, dignified,
respectful, empowering
• Cost-effective
• High quality

•
•
•
•
•

Holistic
Timely
Logical
According to established
standards
Safe, supportive and barrier free
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•
•

Equitable
Culturally and linguistically
competent

•

environment
Consumer centered

Where Services Provided
• Accessible from all geographic areas
• Facilitate access with improved transportation and emerging communications
technology
• Information on where services are provided should be available using multiple
modalities
• Services are located in areas of greatest need
What Services Provided
• Services that prolong and enhance quality of life
• Services that reduce spread of HIV
• Services that promote maximizing health
For Whom Services Provided
• People infected and affected by HIV/AIDS in our community
By Whom
• Qualified providers
• Providers who are representative of the communities they serve
• By a balance of public sector organizations and Community-Based
Organizations (CBOs):
 Services will be coordinated with other health-care and social service delivery
systems
III. Proposed Continuum of Care for High Quality Core Services
The foundation of the TGA’s continuum of care for the 2009-2012 time period
remains with the adopted Office of Minority Health Standards on Culturally and
Linguistically Appropriate Care as well as the Institute for Healthcare ImprovementHIV/AIDS Bureau’s Chronic Care Model. The TGA’s proposed continuum of care is
illustrated on Figure 9-1 at the end of this chapter. The focus is on primary medical
care and treatment.
The Community Health Care System categories displayed on the graphic contain
multiple points of entry to the Ryan White-funded HIV service system including, but
not limited to: outpatient medical care; HIV counseling and testing; early intervention
programs; outreach programs; case management (non-medical); substance abuse
programs; and mental health programs.
These points of entry are located in county public health departments; 35 regional
and local hospitals; health maintenance organizations (HMOs) and preferred
provider organizations (PPOs)_private and nonprofit family practice and specialty
Chapter 9: Continuum of Care High Quality Core Services

9-8

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

provider groups; federally-qualified health centers; and hemophilia diagnostic and
treatment centers. Many of these points of entry also function as referrals for
PLWHA since the Ryan White Program is the payer of last resort.
Examples of non-medical points of entry include: homeless centers; juvenile and
adult detention facilities and prisons and jails. It is anticipated that more PLWHA
from the State prison system will be entering the Ryan White Program continuum of
care over the next three years based on Federal judicial rulings to reduce major
overcrowding and improve State prison health programs.
Seven services comprise the proposed continuum of care for high quality core
services in the Riverside/San Bernardino, CA TGA including:
Outpatient/Ambulatory Medical Care
AIDS Pharmaceutical Assistance (Local)
Medical Case Management
Mental Health Services
Substance Abuse Services (Outpatient)
Oral Health Care; and
Home & Community-based Health Services
The proposed continuum of care for high quality core services was developed based
on the 2008 Comprehensive Needs Assessment (CNA) comprised of multiple
analyses including: Epidemiological Profile; Assessment of Service Needs; Available
Services; and Service Gaps. Other information and data considered by IEHPC
included: Ryan White HIV/AIDS Treatment Modernization Act of 2006; 07-08 Ryan
White Program Client Profile; Ryan White Program Service Categories and
Definitions; and an additional Service Gap Analysis. This latter intensive
presentation included: an Analysis of Utilization of Core Services; Resource
Inventory Map; Funds Variance; Other Funding; Service Gap Estimate; and Service
Gap Assumptions.
The IEHPC used these analytical resources to assist them in making evidencebased priority setting and resource allocation decisions for FY 09/10, the base year
of this three-year plan and the establishment of the proposed continuum of care.
Self-care management is another element of the Chronic Care Model. Although not
reflected in Figure 9-1, it should be noted that 100% of the TGA’s Minority AIDS
Initiative (MAI) funds are allocated to Health Education/Risk Reduction services,
which targets African American and Hispanic PLWHA and focus on developing selfmanagement skills. This will improve clients’ ability to navigate the continuum of
care, thereby improving their quality of life and clinical health outcomes. The
Planning Committee has recommended the expansion of this program to the nonminority population of PLWHA.
While HRSA’s emphasis for this section of the comprehensive HIV services plan is
on core services, the IEHPC has also proposed the following six support services to
facilitate PLWHA’s access to primary medical care and treatment and other core
services needed to maintain them in care:
Outreach
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Medical Transportation
Psychosocial Support
Case Management (non-Medical)
Food Bank; and
Housing
Quality
Clinical Quality Methods are also presented on Figure 9-1. The TGA’s Clinical
Quality Management Program and CQM Plan topics are also discussed in Section 4
below, Initiatives 1 and 4 and Chapter 11, Monitoring and Evaluation of Plan.
IV. Initiatives to maintain and improve the system of care in the Riverside/San
Bernardino, CA TGA based on DHSS expectations
This plan update reflects a system that:
1. Ensures the availability and quality of all core medical services within
the EMA/TGA. (13 core medical services listed in the Ryan White
HIV/AIDS Program legislation);
Table 9-1
Priority
2009
1
7
2

Appendix

3

d

8
11

e
f

*

g

10

h

Home and Community-Based Health
Services

*
4
9

i
j
k

Hospice Services
Mental Health Services
Medical Nutrition Therapy

5

l

6

m

Medical Case Management Services
(including treatment adherence)
Substance abuse Services: Outpatient

a
b
c

Core Medical Service
Outpatient/Ambulatory Medical Care
AIDS Drug Assistance Program
AIDS Pharmaceutical Assistance
(Local)
Oral Health Care
Early Intervention Services
Health Insurance Premium & CostSharing Assistance
Home Health Care

Availability
All six service areas/RWP
State Office of AIDS (Part B)
All six service areas/RWP
SAs three & five; Medical
Transportation/RWP
State and Federal (Part C)
State Office of AIDS (Part B)
SC Home & Community-based
Health Services
All six service areas/RWP
State Case Management
Program, AIDS Medi-Cal Waiver
Program.
Available Community Services
All six service areas/RWP
Included in out/ambulatory
medical care
All six service areas/RWP
All six service areas/RWP

*Service not prioritized.
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The seven core medical services funded by Part A of the Ryan White Program are
subject to the TGA’s Clinical Quality Management Plan (CQMP). The TGA’s CQM
Plan provides an overall guide to assist service providers in developing agencyspecific CQM plans, including their continuous quality improvement (CQI) efforts.
Specific clinical quality management plan activities are displayed on Figure 9-1 and
include: clinical performance measures; clinical outcomes by client; standards of
care; utilization review; referral completion analysis; client satisfaction survey;
objective client satisfaction review; client forums; and continuous quality
improvement results. Cost per unit of service, cost per client, client eligibility and
cost effectiveness comprise fiscal monitoring methods.
HAB HIV Core Clinical Performance Measures for Adults/Adolescent Clients: Group
1 and Group 2 data collection is scheduled to begin January 2009. Please refer to
Chapter 11, Monitoring and Evaluation of the Plan for a more detailed presentation.
HRSA has released Group 3 performance measures for review and comment. The
resulting measures will be implemented when finalized.
Provisions for ensuring the quality of the remaining six services vary, based on the
department, agency or program at the particular level of government that has
legislative authority. For example, the California State Office of AIDS is responsible
for clinical quality management of the AIDS Drug Assistance Program (ADAP) and
the Health Insurance Premium and Cost-Sharing Assistance Program. These two
programs are funded by Part B of the RWP; therefore, the State Office of AIDS is
responsible for the quality of these programs. Home Health Care and Hospice
Services are licensed by the State of California under Chapter 8 (commencing with
Section 1725) of Division 2 of the Health and Safety Code. The code contains
clinical quality management requirements administered by the California Department
of Public Health.
2. Elimination of disparities in access to core medical services and support
services for individuals with HIV among disproportionately affected
subpopulations and historically underserved communities
The TGA’s comprehensive HIV Prevention and Care continuum includes various
mechanisms that enable newly infected, underserved, hard-to-reach individuals
and/or disproportionately impacted communities of color to access primary medical
care - the critical core services. These mechanisms include: HIV counseling and
testing sites; early intervention programs; mental health treatment (inpatient and
outpatient); substance abuse programs; homeless facilities; adult and juvenile
detention facilities; and prisons and jails.
To reduce disparities in care, the IEHPC prioritized and allocated resources to three
critical support service categories; Outreach Services, Case Management (Nonmedical), and Medical Transportation.
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Underserved and disproportionately affected communities typically enter the system
of care by accessing support services, including, but not limited to: Outreach, Food
Services, Housing, and Case Management (Non-medical). Once engaged in one
component of support services, providers refer and link PLWHA to primary medical
care and treatment in addition to other RWP-funded core medical services.
Another mechanism to eliminate disparities in access to core medical services and
support services is the TGA’s use of Minority AIDS Initiative (MAI) funds.
Specifically, 100% have been allocated to Health Education/Risk Reduction
services, which targets African American and Hispanic PLWHA and focus on
developing self-management skills. This will improve clients’ ability to navigate the
continuum of care, thereby improving their quality of life and clinical health
outcomes. The Planning Committee has recommended the expansion of this
program to the non-minority population of PLWHA.
The Planning Council will ensure that the Outreach Program targets those who fall
out of care by utilizing results from the RWP’s Office “Cultural Competencies
Assessment” to set a baseline. The RWP Office will incorporate in RFP and contract
language that RWP-funded providers will develop cultural competency plans that will
address the cultural and linguistic needs of clients and work with the Council on
addressing identified gaps in, and barriers to, services.
3. Strategies for identifying individuals who know their HIV status but, are not
in care, informing them of available treatment and services, and assisting
them in the use of these services
For individuals who know that they are HIV positive but are not in care, multiple
strategies exist to help them access care, including, but not limited to:
o When an individual tests HIV positive at an HIV counseling and testing (HCT)
site, whether it is a fixed or mobile site, using Rapid Testing, HCT staff
members refer and link newly diagnosed PLWHA to medical services. This is
a straightforward process since HIV medical service providers are the primary
providers of HCT in this TGA.
o IEHPC recommended increased funding for Outreach Services, with a
specific directive to address the needs of African-Americans, Latino/as, and
other minority populations through a promotional campaign to reduce fear and
stigma related to HIV.
o RWP-funded staff members work with PLWHA who have been brought to
identify other HIV positive members in their social networks who may know
their status but are not in care.
o As a response to identified barriers, the TGA has developed cultural
competency standards that will enhance current culturally and linguistically
appropriate programming. In addition, Minority AIDS Initiative-funded
providers have consumer-based advisory committees with a majority of
membership consisting of minority PLWHA. The committees provide active
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input and feedback into service delivery. It is anticipated that those efforts will
collectively serve and bring into care those with unmet need.
o For individuals that know their HIV positive status and have been in RWPfunded care who have missed several primary medical care or other core
service appointments, other strategies exist. The ARIES management
information system allows providers across the TGA, even non-medical
service providers to identify such clients. The medical case manager will
coordinate services with the TGA’s Outreach Program and the State-funded
Bridge Project to conduct more intensive follow-up with clients falling out of
care.
o The RWP Office staff has the capability through ARIES to track clients who
have “unmet need” in terms of their numbers, demographic characteristics,
and location. Trends in these data can be used to improve methods to bring
these individuals into care.
4. Clinical quality measures will be employed to assess the improvements in
the HIV care system and resulting clinical health outcomes for consumers.
The use of clinical quality measures represents an essential component of the
TGA’s Clinical Quality Management Program (CQMP). The purpose of the CQMP is
to:
1) Assist medical providers in ensuring that services adhere to IEHPC standards
of care and HIV clinical practice standards of care, the United States Public
Health Service (USPHS) guidelines and Guidelines for Use of Antiretroviral
Agents in HIV Infected Adults and Adolescents:
2) Provide mechanisms to identify opportunities for service improvements;
3) Improve desired patient outcomes; and
4) Use the results of the activities to develop and recommend “best practices”.
Quality service indicators with benchmarks have been developed for each service by
the RWP Office staff with the IEHPC and service providers. Table 9-2 provides an
example of quality service indicators that are currently monitored for
Outpatient/Ambulatory Medical Care and Medical Case Management.
Table 9-2
Service
Category
Outpatient
Ambulatory
Health
Services

•
•
•
•

Quality Service Indicators, Measures Used, and
Documentation
#_% of clients screened for TB annually, as noted in client
chart/ARIES MIS (ARIES)
#_% of clients demonstrating improved/maintained CD4 cell
count, as noted in client chart/ARIES
#_% of clients demonstrating improved/maintained viral
load, as noted in client chart/ARIES
#_% of clients who had two or more medical visits, as noted
in client chart/ARIES
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•
•
•
•
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#_% of clients with improved self-management assessment
scores, as noted in client chart/ARIES
#_% of clients demonstrating improved/maintained CD4 cell
count, as noted in client chart/ARIES
#_% of clients demonstrating improved/maintained viral
load, as noted in client chart/ARIES
#_% of clients who had two or more medical visits, as noted
in client chart/ARIES

Through the ARIES management information system, the TGA collects, analyzes,
and trends client level data for all core and support services to respond to the client
level data reporting requirement (RSR) and to track unduplicated client level health
outcomes such as:
o CD4 cell counts and HIV viral loads;
o Population of clients with an AIDS-defining opportunistic infection;
o Proportion of clients with unmet need for support services;
o Proportion of clients who are receiving regular care (utilization data);
o Proportion of PLWH who progress to AIDS within 12 months of diagnosis;
and
o Proportion of PLWHA who die within 12 months of an HIV diagnosis.
The RWP Office staff incorporates specific clinical health outcomes, client and
service outcomes, and service unit targets into provider contracts for all services. In
addition, the RWP Office staff monitors quarterly service providers’ progress in
achieving the targets.
In terms of data collection the next ARIES software upgrade scheduled for January
2009 will include all elements required for reporting client-level data to HRSA.
The RWP-funded service providers and the IEHPC have utilized client level data
collected in ARIES for the last two years to assess and improve clinical quality
management. Providers use ARIES’s client level reports to assess the health status
of their clients and measure their progress. The IEHPC reviews aggregated reports
(i.e. clinical health outcomes, utilization, and client demographic reports) prepared
by the RWP Office staff to assess the overall quality. In addition to client-level data,
providers can access their utilization data from ARIES to develop their continuous
quality improvement (CQI) programs.
5. Strategies that address the primary health care and treatment needs of
those who know their HIV status and are not in care as well as the needs of
those currently in the HIV/AIDS care system include:
PLWHA not in care.
o This plan includes numerous strategies to address the primary health care
and treatment needs of those who know their HIV status and are not in care.
Specifically, the underlying assumption for primary medical care and
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treatment developed in 2007 was refined in 2008 as follows: “100% of
PLWHA need to engage in culturally and linguistically appropriate primary
medical care services and become self-managers in their own health to
improve health outcomes and quality of life.”
Similarly, the refined assumption for Outreach Services is: “100% of PLWHA
with unmet need will benefit from outreach services to link them to culturally
and linguistically appropriate primary medical care…”
Having fully implemented ARIES during FY07/08, RWP-funded medical care
providers in the TGA now have “real-time” information regarding PLWHA who
have ‘lapsed’ and not received regular care during the previous twelve-month
period. For clients enrolled in RWP-funded system of care, providers are now
able to track CD4 counts, viral load test information, and ART, and run reports
that flag clients that are at risk of falling out of care as well as those that have
not received regular care during the past twelve months.
o The Medical Case Manager will coordinate services with the TGA’s Outreach
Program and State-funded Bridge Project to conduct more intensive follow up
with clients falling out of care.
o See also Expectation #7 regarding strategies to coordinate the provision of
services/programs for HIV prevention, including outreach and early
intervention services.

Needs of PLWHA currently in HIV/AIDS care system
o The 2008 CNA was designed to inform this revision of the TGA’s
comprehensive care plan and to facilitate a data-driven, evidence-based,
approach to priority setting by clearly identifying the service needs of PLWHA.
o According to the 2008 Consumer Survey, the 509 respondents to a question
pertaining to “current need for services for core service category” identified
the following top five needs: (The percent reported equals the number of
respondents for a given core service divided by the total of 509 respondents.)
Dental Care
80.2%
Outpatient Medical Care
77.8%
Pharmacy (Drugs)
77.6%
Medical
Case 69.2%
Management
Health
Insurance 63.8%
Assistance
o Four of these five services were prioritized and allocated funding. The
exception, Health Insurance Assistance, is provided directly by State Office of
AIDS Part B funds.
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The top six support service needs were:
Help To Find Housing and 71.5%
Help to Pay for Housing
Case Management
62.7%
Food/Meal Services
56.0%
Help to Pay for Housing
55.6%
Information/Training
so 49.1%
that You Can Manage
Your HIV
Support Groups/Peer
48.1%
Support Services
o All the above support services except Information/Training so that You Can
Manage Your HIV were allocated Part A funds. The exception was funded by
the Minority AIDS Initiative for minority PLWHA as part of Health
Education/Risk Reduction Services (self-management).
o The 2008 CNA also included a Provider Survey with seven of the eight Ryan
White funded service providers. Providers were asked to rank the top five
core and top five support services needed by PLWHA.
The top five services identified are consistent with past needs assessments.
With the exception of Outpatient Substance Abuse Treatment, which PLWHA
tend to under-report their need for this service, the core services identified are
also consistent with the top core services identified by PLWHA through the
focus group priority setting process.

Top Five Core Services of PLWHA as Ranked by Providers Are:
HIV Medical Care
Pharmaceutical Assistance (Medications)
Substance Abuse Services (Outpatient)
Mental Heath Services
Oral Health Care
Top Five Support Services of PLWHA as Ranked by Providers Are:
Transportation
Food Vouchers/Food Bank/Meal Programs
Case Management (Non-Medical)
Housing-Related Services (Find Housing)
Housing Assistance (Subsidy; Pay For It)
Despite differences in what support service gets ranked first or fifth, the top
five identified support service needs are consistent with services ranked
through the consumer focus groups.
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o All of the core and support services listed above were prioritized and
allocated funds by the IEHPC. Pharmaceutical Assistance was funded at the
local level with Part A funds. The 2008 Provider Survey question did not
distinguish between the two related services: the Part B State-funded AIDS
Drug Assistance Program and AIDS Pharmaceutical Assistance (Local).
6. Goals, objectives, timelines, and appropriate allocations of funds (as
determined by the needs assessment)
Refer to Chapter 10 for initiatives proposed to be undertaken to maintain and
improve the system of HIV care that is responsive to the changing epidemic in the
Riverside/San Bernardino, CA TGA.
7. Strategies to coordinate the provision of services/programs for HIV
prevention, including outreach and early intervention services include, but are
not limited to:
o Centers for Disease Control (CDC) Prevention Funding: In California, all Part
B- funded service providers are required to offer partner counseling and
referral services (PCRS) as a routine component of any service funded by
Part B. This effort will have reached an estimated 2,500 with PCRS by the
end of Part B in FY 2008. The CDC also recognizes that HIV positive
individuals who are engaged in primary medical care are more likely to
practice safer sexual and/or needle-sharing behaviors than those who are not
linked to care. The TGA receives an estimated $900,000 for targeted
outreach and HIV prevention; $360,718 specifically supports the TGA’s
Prevention For Positives efforts.
HIV Counseling and Testing (HCT)
o HCT is available through a variety of resources in both fixed and mobile sites
across the TGA; some are co-located with primary medical care. HIV Rapid
Testing is now available in both counties. With Rapid Testing, HIV diagnosis
is quicker than traditional testing methods and newly diagnosed HIV positive
individuals are immediately linked to medical care and other support services.
At the point of testing, HCT staff members refer and link newly diagnosed
PLWHA to medical services. This is a strong straightforward process as HIV
medical providers are the primary provider of HCT in the TGA.
Outreach Services
o The IEHPC recommended increased funding for Outreach Services, with a
specific directive to address the needs of African-Americans and other
minority populations through a promotional campaign to reduce fear and
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stigma related to HIV. The TGA’s outreach program has strong linkages with
HCT sites and other entry points, including HIV primary care providers and
support service providers, to identify PLWHA with unmet need earlier in the
disease process. These linkages involve intense, focused, personalized
efforts aimed specifically at those who have never been in care or who have
fallen out of care. RWP-funded outreach staff members also work with
PLWHA who have been brought into care to identify other HIV positive
members in their social networks who may know their status but are not in
care.
Early Intervention Services (EIS)
o EIS programs are one mechanism to evaluate newly infected, underserved,
hard-to-reach individuals and/or disproportionately impacted communities of
color to access primary medical care.
The TGA currently receives Early Intervention Services through Ryan White
Program Part C in the amount of $503,391 for San Bernardino County only.
During the PS&RA 2008, the IEHPC prioritized and funded Outreach Services
for FY09 to augment the Part C program to help bring into care new HIV
positive individuals as well as to identify PLWHA who have fallen out of care
to get them back into care.
8. Strategies for the prevention and treatment of substance abuse include, but
are not limited to:
SAMHSA Resources
o There is approximately $306,775 of direct Substance Abuse and Mental
Health Services Administration (SAMHSA) funding that comes into the TGA
that can be leveraged for PLWHA. In San Bernardino County, $75,000 of the
TGA’s total SAMHSA funding targets 53 PLWHA (FY2009).
Ryan White Program Response
o According to the 2008 Consumer Survey, approximately 33.9% of PLWHA
would benefit from outpatient substance abuse treatment; PLWHA with unmet
need have a higher co-morbidity of substance use problems. Following the
review of the “Estimate of Service Gaps, 2008,” the IEHPC prioritized
Substance Abuse Services (Outpatient) as #6 and allocated $355,000 for FY
2009.
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Client-Level Response
o The primary care providers and medical case managers work with the client
as a participant in the process to identify needed medical core and support
services to facilitate treatment adherence and retention in care. As needed,
the medical case manager will link PLWHA to other core services including
outpatient substance abuse treatment to address specific barriers to retention
and adherence in primary medical care.
Summary
The strategies and initiatives described in items 1-8, represent both the baseline, or
year one, of this three-year plan, as well as the greater emphasis on clinical quality
management, oversight and accountability to be carried out over the plan’s time
period. The strategies and initiatives based on the three principles addressed in the
reauthorized legislation, also addressed in this chapter, will enhance efforts to
continually improve the HIV system in the Riverside/San Bernardino, CA TGA with
its changing environment.
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Figure 9-1
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SECTION THREE
HOW WE WILL GET THERE: SYSTEMIC CHANGES TO ASSURE AVAILABILITY
OF AND ACCESSIBILITY TO CORE SERVICES

Chapter 10:

Short-term and Long-term Goals and Objectives

The Comprehensive HIV Services Plan provides a roadmap for the development
and implementation of activities by the Inland Empire HIV Planning Council and the
Ryan White Program Office to enhance the delivery and effectiveness of services to
PLWHA in the TGA for the next three years. The long-term, short-term goals and
objectives detailed here will serve as a foundation for the priorities to be
implemented by the RWP, as part of its 2009 Annual Implementation Plan, in efforts
to enhance the delivery and effectiveness of the continuum of care.
Existing linkages will be enhanced between the Planning Council, RWP Office,
public health, mental health, and social service agencies, the affected and infected
communities, service providers and others involved in the HIV continuum of care as
a result of the implementation of these activities. It is anticipated that opportunities
will emerge as well for the creation of additional community and organizational
linkages that will enhance the delivery of effective and comprehensive HIV services
in the Riverside/San Bernardino, CA TGA.
The TGA goals and objectives presented in this chapter are incorporated into the
framework of Health Resources and Services Administration (HRSA) goals and
objectives. They also reflect the reauthorization principles to strengthen Federal HIV
treatment programs and the expectations of the Division of Service Systems. These
affect parts of the system of care or address pervasive problems or issues. They
reflect the philosophical vision of the Planning Council and their projection of what
changes will occur over the next three years. These changes will increase access to
core and support services; address unmet need and gaps in services; reduce
disparities in care for the underserved; and enhance quality of care. Since the
epidemiology of HIV, treatment for HIV, and the social services and health care
programs used by PLWHA are changing rapidly, goals and objectives covering a
longer period of time would most likely be outdated before they could be
implemented. Therefore, it is expected that the goals and objectives will be
reviewed and revised annually to address emerging needs, reflect updated health
and service outcomes, utilization information, and changes in federal and state
policies.
A total of $8,105,000 in Ryan White funding was budgeted to accomplish Year 1 (FY
08/09) goals and objectives presented in this plan. There may also be changes in
Year 1 Implementation Plan (i.e., specific core services provided and numbers of
clients to be served and units of services provided) required by March 1, 2009 based
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on actual award amount. In addition, goals and objectives for each funded support
service will be developed.
System Changes
12 months ago the funding and financial forecast looked healthy. However,
September 2008 brought about drastic changes in the economic environment. The
IEHPC and the RWP Office will have to be flexible and rethink priorities and
allocations decided on at the 2008 PS&RA.
Despite the challenges, including the constantly changing economic environment,
there are predictable factors that impact the future HIV service delivery system.
These factors include, but are not limited to:
1) Basic demographic and epidemiological data suggest that numbers of
PLWHA requiring HIV services will continue to increase over the next three
years;
a) The TGA’s general population continues to grow albeit at a slightly
slower rate. According to population estimates as of January 1, 2008 by
the State of California, Department of Finance (DOF) Series E-1
Population Estimates for Riverside and San Bernardino Counties totaled
4,144,088. DOF population projections for 2010 for the two counties
totaled 4,416,649.
b) HIV (not AIDS) prevalence increased 25.2% over the two-year period
12/31/05-12/31/07 according to the 2008 CNA. AIDS prevalence
increased 10.3% over the same period. Calculated trend line analysis
projects combined two county totals at approximately 200 annual cases
for TGA in next few years.
2) Analysis of Service Gaps, as a component of the 2008 Comprehensive
Needs Assessment, revealed the extent to which, Ryan White funding will be
needed to pay for services for PLWHA residing in the TGA when all other
funding sources have been exhausted. The Ryan White Program Office
developed an evidence-based process for estimating service gaps;
a) Based on available non-Part A/B utilization data (number served and
average cost per client), Part A/B funding needed to meet the In Care
gap was significantly beyond available Ryan White funding awards for
this TGA.
An example of system change is the movement to implement the self-management
concept throughout the TGA. In late Spring 2006, the IEHPC received copies of a
HRSA CARE ACTION publication entitled, “Providing HIV/AIDS Care in a Changing
Environment – March 2006: Self-Management and the Chronic Care Model.” The
subject was agendized and discussed at meetings of the Clinical Quality
Management Committee and subsequently at a Planning Council meeting. Since the
Chronic Care Model was in the implementation process in this TGA, Planning
Council and committee members were interested in learning more about the selfmanagement support component.
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Since 2006, several RWP-funded providers and RWP Office Staff have attended
trainings on HIV patient self-management support. A composite of definitions in the
literature provided by Joseph Rukeyser, Ph.D., for HIV Patient Self-Management is:
The ability of patients, in a complementary partnership with their healthcare
providers, to manage the symptoms, treatment, lifestyle behavior changes,
and the many physical and psycho-social challenges that are a part of living
with chronic diseases.
In addition, the TGA’s post-reauthorization, three-year Part A Minority AIDS Initiative
funding of $265,228 is for Health Education/Risk Reduction services category to
increase minority PLWHA self-management skills as part of the TGA’s
implementation of the Chronic Care Model.
The HRSA CARE ACTION article’s “Conclusion” cites benefits of self-management
such as “improving their quality of life” along with the statement “…and reduce the
resources needed for case management.” With continuing increases in the TGA’s
HIV/AIDS caseloads and limited funding, this system change is essential.
Specific goals and year-one objectives for Self-Management include:
¾ TGA Goal 1.3, Objective 1.3b
¾ TGA Goal 2.2, Goal statement, Objective 2.2a
¾ TGA Goal 2.3, Goal Statement, Objective 2.3a
This Comprehensive HIV Services Plan’s goals and objectives for the next three
years, focus on the seven HRSA goals:








HRSA GOAL 1: Improve Access to Health Care,
HRSA GOAL 2: Improve Health Outcomes,
HRSA GOAL 3: Improve the Quality of Health Care,
HRSA GOAL 4: Eliminate Health Disparities,
HRSA GOAL 5: Improve the Public Health and Health Care Systems,
HRSA GOAL 6: Enhance the Ability of the Health Care System to Respond to Public
Health Emergencies, and
HRSA GOAL 7: Achieve Excellence in Management Practices.

Chapter 10: Goals and Objectives
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Short-term and Long-term Goals and Objectives

HRSA GOAL 1: Improve Access to Health Care.
TGA GOAL 1.1: To provide and increase access to comprehensive, client-centered, culturally competent and linguistically
appropriate primary medical care consistent with the Public Health Service Treatment Guidelines and Institute for Healthcare
Improvement/HIV/AIDS Bureau (IHI/HAB) Collaborative Chronic Care Model for persons living with HIV/AIDS (PLWHA) in the
Riverside/San Bernardino, CA TGA (R/SB TGA).

Objectives FY 09

Objectives FY 10

Objectives FY 11

1.1a By 2/28/10, provide geographically
1.1c By 2/28/11, maintain current service
1.1e By 2/28/12, maintain current service
accessible, culturally competent and
levels or increase service levels
levels or increase service levels
linguistically appropriate Primary Medical
depending on subsequent funding to
depending on subsequent funding to
Care services to a minimum of current
ensure that culturally competent and
ensure that culturally competent and
and 10% new HIV positive clients
linguistically appropriate Primary Medical
linguistically appropriate Primary Medical
ensuring that primary medical care
Care services are available in the R/SB
Care services are available in the R/SB
services are available in the R/SB TGA’s
TGA’s six service areas.
TGA’s six service areas.
six service areas.
1.1d By 2/28/11, increase the number of RW
1.1f By 2/28/12, increase the number of RW
1.1b By 2/28/10, increase the number of RW
clients receiving two medical visits in per
clients receiving two medical visits in per
clients receiving two medical visits in per
year by 10%.
year by 10%.
year by 10%.

TGA GOAL 1.2:

To provide HIV related medications for PLWHA in the R/SB TGA who are not eligible for other funding sources
or for whom the prescribed pharmaceutical is not on the formulary of their specific funding source and who meet TGA eligibility
criteria.

Objectives FY 09

Chapter 10: Goals and Objectives

Objectives FY 10

Objectives FY 11
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1.2a By 2/28/10, provide Pharmaceutical
Assistance to a minimum of current and
new HIV positive clients living in each of
the R/SB TGA’s six service areas.
1.2b By 2/28/10, primary medical care
providers will continue to get HIV+ clients
on ADAP as soon as possible.

Riverside/San Bernardino, CA TGA
1.2c By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that Pharmaceutical Assistance is
available to HIV positive clients living in
each of the R/SB TGA’s six service
areas.
1.2d By 2/28/11, primary medical care
providers will continue to get HIV+ clients
on ADAP as soon as possible.

Final Plan

1.2e By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that Pharmaceutical Assistance is
available to HIV positive clients living in
each of the R/SB TGA’s six service
areas.
1.2f By 2/28/12, primary medical care
providers will continue to get HIV+ clients
on ADAP as soon as possible.

TGA GOAL 1.3:

To provide client-centered, culturally competent and linguistically appropriate medical case management
services to PLWHA in the R/SB TGA that are consistent with implementation of the Chronic Care Model in order to facilitate access
to and retention in primary medical care and support services.

Objectives FY 09

Objectives FY 10

Objectives FY 11

1.3a By 2/28/10, provide culturally competent

1.3c By 2/28/11, maintain current service

1.3e By 2/28/12, maintain current service

and linguistically appropriate Medical
Case Management services to a
minimum of current and 10% new HIV
positive clients in the TGA’s six service
areas.
1.3b By 2/28/10, Medical Case Managers will
strive to reduce current caseloads
through referrals for Self-Management
Programs or non-RW providers. (See
TGA Goal 2.2)

levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Medical Case
Management services are available to
HIV positive clients the TGA’s six service
areas.
1.3d By 2/28/11, Medical Case Managers will
strive to reduce current caseloads
through referrals for Self-Management
Programs or non-RW providers. (See
TGA Goal 2.2)

levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Medical Case
Management services are available to
HIV positive clients the TGA’s six service
areas.
1.3f By 2/28/12, Medical Case Managers will
strive to reduce current caseloads
through referrals for Self-Management
Programs or non-RW providers. (See
TGA Goal 2.2)

Chapter 10: Goals and Objectives
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TGA GOAL 1.4:

To provide access to culturally competent and linguistically appropriate dental and/or periodontal care (e.g.,
diagnostic, therapeutic, or prophylactic services) for PLWHA in the R/SB TGA in order to maintain oral health, thereby sustaining
proper nutrition and improving health outcomes.

Objectives FY 09

1.4a By 2/28/10, provide culturally competent
and linguistically appropriate Oral Health
Care services to a minimum of current
and 10% new HIV positive clients in the
TGA’s six service areas.
1.4b By 2/28/10, increase the number of
clients by 20% who receive a minimum of
one non-emergency dental visit per year.

Objectives FY 10

Objectives FY 11

1.4c By 2/28/11, maintain current service
1.4e By 2/28/12, maintain current service
levels or increase service levels
levels or increase service levels
depending on subsequent funding to
depending on subsequent funding to
ensure that culturally competent and
ensure that culturally competent and
linguistically appropriate Oral Health
linguistically appropriate Oral Health
Care services are available to HIV
Care services are available to HIV
positive clients in the TGA’s six service
positive clients in the TGA’s six service
areas.
areas.
1.4d By 2/28/11, increase the number of
1.4f By 2/28/12, increase the number of
clients by 15% who receive a minimum of
clients by 10% who receive a minimum of
one non-emergency dental visit per year.
one non-emergency dental visit per year.

TGA GOAL 1.5: To provide access to culturally competent and linguistically appropriate Mental Health Services by licensed or
authorized mental health professionals, including psychological and psychiatric treatment, for PLWHA in the R/SB TGA in order to
improve retention in primary medical care services.

Objectives FY 09

1.5a By 2/28/10, provide culturally competent
and linguistically appropriate Mental
Health Services (individual sessions) to
current and 10% new HIV positive clients
in the TGA’s six service areas.
1.5b By 2/28/10, provide culturally competent
and linguistically appropriate Mental
Health Services (group sessions) to
current and new HIV positive clients in
the TGA’s six service areas.
1.5c By 2/28/10, improve outcomes tracking
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Objectives FY 10

Objectives FY 11

1.5d By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Mental Health
Services (individual sessions) are
available to HIV positive clients in the
TGA’s six service areas.
1.5e By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
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1.5g By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Mental Health
Services (individual sessions) are
available to HIV positive clients in the
TGA’s six service areas.
1.5h By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to

2009-2012 Comprehensive HIV Services Plan
for all Mental Health Services clients.

Riverside/San Bernardino, CA TGA
ensure that culturally competent and
linguistically appropriate Mental Health
Services (group sessions) are available
to HIV positive clients in the TGA’s six
service areas.
1.5f By 2/28/11, increase by 10% the number
of Mental Health Services clients
showing improvement.

Final Plan

ensure that culturally competent and
linguistically appropriate Mental Health
Services (group sessions) are available
to HIV positive clients in the TGA’s six
service areas.
1.5i By 2/28/11, increase by 10% the number
of Mental Health Services clients
showing improvement.

TGA GOAL 1.6: To provide access to culturally competent and linguistically appropriate Outpatient Substance Abuse treatment
in accordance with Substance Abuse and Mental Health Services Administration best practice models for PLWHA that have
substance use issues in the R/SB TGA in order to improve retention in HIV/AIDS Primary Medical Care and improve HIV treatment
adherence.

Objectives FY 09

1.6a By 2/28/10, provide culturally competent
and linguistically appropriate Outpatient
Substance Abuse Services (Individual) to
current and 5% new HIV positive clients
in the TGA’s six service areas.
1.6b By 2/28/10, provide culturally competent
and linguistically appropriate Outpatient
Substance Abuse Services (Group) to
current and 15% new HIV positive clients
in the TGA’s six service areas.
1.6c By 2/28/10, improve outcomes tracking
for all Outpatient Substance Abuse
Services clients.
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Objectives FY 10

Objectives FY 11

1.6d By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Outpatient
Substance Abuse Services (Individual)
are available to HIV positive clients in the
TGA’s six service areas.
1.6e By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Outpatient
Substance Abuse Services (Group) are
available to HIV positive clients in the
TGA’s six service areas.
1.6f By 2/28/11, increase by 10% the number
of Outpatient Substance Abuse Services
clients showing improvement.
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1.6g By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Outpatient
Substance Abuse Services (Individual)
are available to HIV positive clients in the
TGA’s six service areas.
1.6h By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Outpatient
Substance Abuse Services (Group) are
available to HIV positive clients in the
TGA’s six service areas.
1.6i By 2/28/12, increase by 10% the number
of Outpatient Substance Abuse Services
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Final Plan
clients showing improvement.

TGA GOAL 1.7:

To provide access to culturally competent and linguistically appropriate home & community-based health care
for PLWHA in the R/SB TGA in order for them to remain safely in their home environment and reduce the need for hospitalization.

Objectives FY 09

1.4g By 2/28/10, provide culturally competent
and linguistically appropriate Home &
Community-Based Health Care services
to a minimum of current and new HIV
positive clients in the TGA’s six service
areas.

Objectives FY 10

Objectives FY 11

1.4h By 2/28/11, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Home &
Community-Based Health Care services
are available to HIV positive clients in the
TGA’s six service areas.

1.4i By 2/28/12, maintain current service
levels or increase service levels
depending on subsequent funding to
ensure that culturally competent and
linguistically appropriate Home &
Community-Based Health Care services
are available to HIV positive clients in the
TGA’s six service areas.

TGA GOAL 1.8: Address the barrier of stigma among PLWHA from communities of color.
Objectives FY 09
Objectives FY 10
1.8a By 2/28/10, HIV services will be
mainstreamed by promoting a culturally
and linguistically appropriate social
marketing campaign TGA-wide that will
decrease stigma by increasing public
education and awareness among African
Americans and Latinos (including
monolingual).
1.8b By 2/28/10, collaboration will be
developed between HIV services, faithbased, and other community
organizations, stakeholders and gatekeepers that have established trust with
the community to build a network of
services.
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1.8d By 2/28/11, HIV providers will continue to
promote a culturally and linguistically
appropriate social marketing campaign
TGA-wide that will decrease stigma by
increasing public education and
awareness among African Americans
and Latinos (including monolingual).
1.8e By 2/28/11, collaboration will continue
between HIV services, faith-based, and
other community organizations
stakeholders and gate- keepers.
1.8f By 2/28/11, consumers will continue to
be educated on how to find their way
through the system, their rights as
consumes, how to advocate and how to
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Objectives FY 11

1.8g By 2/28/12, HIV providers will continue to
promote a culturally and linguistically
appropriate social marketing campaign
TGA-wide that will decrease stigma by
increasing public education and
awareness among African Americans
and Latinos (including monolingual).
1.8h By 2/28/12, collaboration will continue
between HIV services, faith-based, and
other community organizations
stakeholders and gate- keepers.
1.8i By 2/28/12, consumers will continue to
be educated on how to find their way
through the system, their rights as
consumes, how to advocate and how to
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2009-2012 Comprehensive HIV Services Plan
1.8c By 2/28/10, consumers will be educated
on patient rights, the grievance policy
process, and how to find an advocate or
learn to be a self-advocate.

Final Plan

become a self-advocate.

become a self-advocate.

TGA GOAL 1.9: Increase awareness of information on HIV medical care and other support services in the TGA among
providers and PLWHA and the general community.

Objectives FY 09

1.9a By 2/28/10, IEHPC website will be
revised to include user-friendly
information on provider services, how to
access these services (English and
Spanish) and links in English and
Spanish.
1.9b By 2/28/10, Riverside County
Department of Public Health will continue
to provide Rapid HIV Testing.
1.9c By 2/28/10, San Bernardino County
Department of Public Health will begin
providing Rapid HIV Testing.

Objectives FY 10

Objectives FY 11

1.9d By 2/28/11, IEHPC website will be
revised to include user-friendly
information on provider services, how to
access these services (English and
Spanish) and links in English and
Spanish.
1.9e By 2/28/11, Riverside County
Department of Public Health will continue
to provide Rapid HIV Testing.
1.9f By 2/28/11, San Bernardino County
Department of Public Health will begin
providing Rapid HIV Testing.

1.9g By 2/28/12, IEHPC website will be
maintained and updated as needed.
1.9h By 2/28/12, Riverside and San
Bernardino Counties will continue to
provide Rapid HIV Testing.

TGA GOAL 1.10: To reduce barriers to treatment identified in the 2008 Comprehensive Needs Assessment through the
provision of support services.

Objectives FY 09

Objectives FY 10

Objectives FY 11

1.10a By 2/28/10, provide culturally competent

1.10b By 2/28/11, provide culturally competent

1.10c By 2/29/12, provide culturally competent

and linguistically appropriate support
services to current and new HIV+ clients
in the TGA’s six service areas including:
Outreach, Medical Transportation,
Psychosocial Support, Case
Management (Non Medical), Food Bank,
and Housing.

and linguistically appropriate support
services to current and new HIV+ clients
in the TGA’s six service areas including:
Outreach, Medical Transportation,
Psychosocial Support, Case
Management (Non Medical), Food Bank,
and Housing.

and linguistically appropriate support
services to current and new HIV+ clients
in the TGA’s six service areas including:
Outreach, Medical Transportation,
Psychosocial Support, Case
Management (Non Medical), Food Bank,
and Housing.

Chapter 10: Goals and Objectives
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HRSA GOAL 2: Improve Health Outcomes.
TGA GOAL 2.1: Bring people with HIV/AIDS who know their status and are not in care into care.
Objectives FY 09
Objectives FY 10
Objectives FY 11
2.1a By 2/28/10, RWP-funded providers will
have implemented TGA-wide Outreach
Program to reduce the unmet need
population by 5% by linking PLWHA with
core services.
2.1b By 2/28/10, RWP-funded providers will
Identify PLWH aware of HIV+ status and
link with core services utilizing Outreach
Services and Bridge Project.
2.1c By 2/28/10, RWP-funded providers will
link a minimum of 10% of estimated
PLWHA aware of HIV+ status with
medical and supportive services through
the Outreach program.
2.1d By 2/28/10, RWP-funded HIV medical
providers will have organized a Peer
Advisory Group to provide
recommendations on how to reach
PLWHA from communities of color who
know their status and get them into care.

2.1e By 2/28/11, RWP-funded providers will
continue to implement TGA-wide
program targeting unmet need
population to link with core services.
2.1f By 2/28/11, RWP-funded providers will
Identify PLWH aware of HIV+ status and
link with core services utilizing Outreach
Services and Bridge Project.
2.1g By 2/28/11, RWP-funded providers will
link a minimum of 10% of estimated
PLWHA aware of HIV+ status with
medical and supportive services through
the Outreach program.
2.1h By 2/28/11, RWP-funded HIV medical
providers will have organized a Peer
Advisory Group to provide
recommendations on how to reach
PLWHA from communities of color who
know their status and get them into care.

2.1i By 2/28/12, RWP-funded providers will
continue to implement TGA-wide
program targeting unmet need
population to link with core services..
2.1j By 2/28/12, RWP-funded providers will
Identify PLWH aware of HIV+ status and
link with core services utilizing Outreach
Services and Bridge Project.
2.1k By 2/28/12, RWP-funded providers will
link a minimum of 10% of estimated
PLWHA aware of HIV+ status with
medical and supportive services through
the Outreach program.
2.1l By 2/28/12, RWP-funded HIV medical
providers will have organized a Peer
Advisory Group to provide
recommendations on how to reach
PLWHA from communities of color who
know their status and get them into care.

TGA GOAL 2.2: Determine the common elements of a self-management support program within the Chronic Care Model
contributing to improved health outcomes for people living with HIV/AIDS in the Riverside/San Bernardino, CA TGA.

Objectives FY 09

2.2a By 04/30/09, the Standards
Subcommittee will determine TGA
standards and common elements of the
Self-Management Support Program.
2.2b By 06/30/09, the Needs Assessment
Subcommittee will set measurable goals

Chapter 10: Goals and Objectives

Objectives FY 10

Objectives FY 11

2.2d By 02/28/10, the Standards
Subcommittee will review and revise, as
needed, the TGA-wide standards and
common elements of the SelfManagement Support Program.
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2.2e By 02/28/12, the Standards
Subcommittee will review and revise, as
needed, the TGA-wide standards and
common elements of the SelfManagement Support Program.
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for each Service Area to compare
specific demographic and co-factors
(e.g., race/ethnicity, age, language
spoken at home, immigration status,
insurance, literacy levels, and
homelessness) with PLWHA (e.g.
number of cases, race, etc.).
2.2c By 02/28/10, the RW Program Office will
ensure communication and integration
between Medical Case Management and
Social Case Management (i.e., NonMedical).

TGA GOAL 2.3: Develop and provide consumer education opportunities on self-management techniques for PLWHA to
increase their ability to self-manage their care.

Objectives FY 09

Objectives FY 10

2.3a By 10/31/09, the Evaluation
Subcommittee and RWP Office will
evaluate the first two years of the
Minority AIDS Initiative-funded Health
Education / Risk Reduction program in
selected service areas of the TGA to
implement self-management for persons
of color. Findings and recommendations
will be used to modify Standards of Care,
as appropriate, and for consideration in
the expansion of self-management to all
PLWHA throughout the TGA.
2.3b By 01/31/10, the Planning Council and
RWP Office will establish a collaboration
of service providers, affected community
members, and other stakeholders to
develop training tools and guidelines to
appropriately and effectively educate
consumers on how to be a self-manager.

2.3c By 10/31/10, the Evaluation
Subcommittee and RWP Office will
evaluate the final year of the Minority
AIDS Initiative-funded Health Education /
Risk Reduction program in selected
service areas of the TGA to implement
self-management for persons of color.
Findings and recommendations will be
used to modify Standards of Care, as
appropriate, and for consideration in the
expansion of self-management to all
PLWHA throughout the TGA.
2.3d By 01/31/11, the RWP Office staff will
test methods with one or more service
providers and identify opportunities to
increase effectiveness.

Chapter 10: Goals and Objectives

Objectives FY 11
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2.3e By 01/31/12, the RWP Office staff will
train RW-funded service providers TGAwide in the approved methods and
establish marketing campaigns to
promote consumer interest and
involvement.
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HRSA GOAL 3: Improve the quality of health care.
TGA GOAL 3.1: Assure the highest quality of services in all service categories.
Objectives FY 09
Objectives FY 10
3.1a By 2/28/10, Planning Council, RWP
Office, and RWP-funded providers will
implement their respective targeted
projects, goals and objectives stated in
the Clinical Quality Management Plan
developed in 2008/09.
3.1b By 2/28/10, the Standards of Care
Subcommittee will review all service
categories’ standards and revise as
necessary.
3.1c By 2/28/10, the Clinical Quality
Management Committee will review and
revise performance indicators for
consistency with HAB HIV Core Clinical
Performance Measures for
Adult/Adolescent Clients: Groups 1 & 2,
including setting baseline benchmarks
from aggregate data, which are linked to
optimal measurable health outcomes.
3.1d Beginning 01/01/2009, all RW-funded
Outpatient/Ambulatory Health Services
and Medical Case Management
providers will report HRSA/required
client-level data collected via ARIES in
the specified formats and time frames.
3.1e By 2/28/10, the RWP Office will provide
the Planning Council and RWP-funded
providers technical assistance on new
clinical quality management methods.
(e.g., Objective Client Satisfaction
Reviews).
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3.1h By 2/28/11, Planning Council, RWP
Office, and RWP-funded providers will
implement their respective targeted
projects, goals and objectives stated in
the Clinical Quality Management Plan
developed in 2008/09
3.1i By 2/28/11, Standards of Care will be
reviewed and revised as needed.
3.1j By 2/28/11, the Clinical Quality
Management Committee will continue to
review and revise performance indicators
for consistency with HAB HIV core
Clinical Performance Measures for
Adult/Adolescent Clients: Groups 1-3,
and benchmarks for core and support
services, as needed.
3.1k Beginning 01/01/2010, all RW-funded
Outpatient/Ambulatory Health Services
and Medical Case Management
providers will report HRSA/required
client-level data collected via ARIES in
the specified formats and time frames.
3.1l By 2/28/11, the RWP Office will provide
the Planning Council and RWP-funded
providers technical assistance on new
clinical quality management methods.
3.1m By 2/28/11, the RWP Office, Planning
Council, and RW-funded providers will
increase their analysis of ARIES data for
clinical quality management.
3.1n By 2/28/11, the RWP Office and RW

10-12

Final Plan

Objectives FY 11
3.1o By 2/28/12, Planning Council, RWP
Office, and RWP-funded providers will
implement their respective targeted
projects, goals and objectives stated in
the Clinical Quality Management Plan
developed in 2008/09
3.1p By 2/28/12, Standards of Care will be
reviewed and revised as needed.
3.1q By 2/28/12, the Clinical Quality
Management Committee will continue to
review and revise performance indicators
for consistency with HAB HIV core
Clinical Performance Measures for
Adult/Adolescent Clients: Groups 1-3,
and benchmarks for core and support
services, as needed.
3.1r Beginning 01/01/2011, all RW-funded
Outpatient/Ambulatory Health Services
and Medical Case Management
providers will report HRSA/required
client-level data collected via ARIES in
the specified formats and time frames.
3.1s By 2/28/12, the RWP Office will provide
the Planning Council and RWP-funded
providers technical assistance on new
clinical quality management methods.
3.1t By 2/28/12, the RWP Office, Planning
Council, and RW-funded providers will
increase their analysis of ARIES data for
clinical quality management.
3.1u By 2/28/12, the RWP Office and RW

2009-2012 Comprehensive HIV Services Plan
3.1f By 2/28/10, the RWP Office, Planning
Council, and RW-funded providers will
increase their analysis of ARIES data for
clinical quality management.
3.1g By 2/28/10, the RWP Office and RW
funded-providers will enhance clinical
quality management through the
implementation of continuous quality
improvement initiatives’ results that
improve service delivery including client
health outcomes.

Riverside/San Bernardino, CA TGA
funded-providers will enhance clinical
quality management through the
implementation of continuous quality
improvement initiatives’ results that
improve service delivery including client
health outcomes.

Final Plan
funded-providers will enhance clinical
quality management through the
implementation of continuous quality
improvement initiatives’ results that
improve service delivery including client
health outcomes.

HRSA GOAL 4: Eliminate Health Disparities.
TGA GOAL 4.1: Ensure funds are targeted to people with the most severe needs and to services for which there are no other
adequate funding sources.

Objectives FY 09

4.1a By 2/28/10, Planning Council will review
updated Federal Poverty Guidelines and
revise as needed eligibility criteria for
RWP-funded services as needed.
4.1b By 2/28/10, Planning Council will review
epidemiological, utilization, and
outcomes data to identify severe need
populations.

Objectives FY 10

Objectives FY 11

4.1c By 2/28/11, Planning Council will
evaluate the impact of revised criteria
and modify as needed.
4.1d By 2/28/11, Planning Council will
continue to review epidemiological,
utilization, and outcomes data to identify
severe need populations.

4.1e By 2/28/12, Planning Council will
evaluate the impact of revised criteria
and modify as needed.
4.1f By 2/28/12, Planning Council will review
epidemiological, utilization, and
outcomes data to identify severe need
populations.

TGA GOAL 4.2:

Improve health status of people of color, especially in view of the disproportionate prevalence rate of African
Americans who are living with HIV/AIDS and are not in care in the TGA.

Objectives FY 09

4.2a By 2/28/10, Planning Council Support
staff will review the literature and
produce a report for the Planning Council
on successful service models and
strategies addressing African American

Chapter 10: Goals and Objectives

Objectives FY 10

Objectives FY 11

4.2d By 2/28/11, RWP Office will provide a
summary of specific improvements
proposed by providers to Planning
Council.
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4.2e By 2/28/12, the models will be evaluated;
training will be revised and continued as
needed.
4.2f By 2/28/12, RWP Office will continue to
assess required cultural competency
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PLWHA not in care.
4.2b By 4/30/09, the Planning Council will
ensure that the Outreach Program
targets those who fall out of care by
utilizing results from the RWP’s Office
“Cultural Competencies Assessment” to
set a baseline.
4.2c By 5/31/09, the RWP Office will
incorporate in RFP and contract
language that RWP-funded providers will
develop cultural competency plans that
will address the cultural and linguistic
needs of clients and work with the
Council on addressing identified gaps in,
and barriers to, services.

Final Plan
plans from RWP-funded providers.

HRSA GOAL 5: Improve the Public Health and Health Care Systems.
TGA GOAL 5.1: Improve collaboration within RW system of care and with organizations outside this system of care.
Objectives FY 09
Objectives FY 10
Objectives FY 11

5.1a

By 2/28/10, Planning Council will identify
agencies within the TGA that are
currently involved and others that should
be involved in the HIV/AIDS service
delivery system to determine changes in
services provided and eligibility.

5.1b By 2/28/11, Objectives will be developed
to increase collaboration and interagency
cooperation and service integration.
5.1c By 2/28/11, Recommendations will be
provided to Planning Council for service
integration activities.

5.1d By 2/28/12, Formal agreements and
linkages will be established among HIV
service providers and other agencies to
increase cooperation and service
integration.

TGA GOAL 5.2: Continue development of the TGA’s “client centered” system of care.
Objectives FY 09
Objectives FY 10
5.2a By 2/28/10, Planning Council will ensure
people living with HIV are central to the
continued planning, development, and
evaluation of the system of care.

Chapter 10: Goals and Objectives

5.2d By 2/28/11, Planning Council will
continue to ensure people living with HIV
are central to the continued planning,
development, and evaluation of the
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Objectives FY 11

5.2f By 2/28/12, Planning Council will
continue to ensure people living with HIV
are central to the continued planning,
development, and evaluation of the

2009-2012 Comprehensive HIV Services Plan
5.2b By 2/28/10, Planning Council will develop
a plan to recruit and retain consumer
membership and involvement in Planning
Council through the use of trainings,
mentorships, and client forums.
5.2c By 2/28/10, Planning Council will have
increased its consumer membership.

Riverside/San Bernardino, CA TGA
system of care.
5.2e By 2/28/11, Planning Council will have
increased its consumer membership.

system of care.
5.2g By 2/28/12, Planning Council will have
increased its consumer membership.

TGA GOAL 5.3: Prevent transmission of HIV by HIV+ individuals who know their status.
Objectives FY 09
Objectives FY 10
5.3a By 2/28/10, Planning Council will meet
on a periodic basis with local prevention
planning groups in both Riverside and
San Bernardino Counties to coordinate
prevention efforts, strategies, and
resources.

5.3b By 2/28/11, Joint workgroup will continue
to meet to identify overlapping goals and
target populations and design and
implement joint services.

Chapter 10: Goals and Objectives
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Objectives FY 11

5.3c By 2/28/12, Joint workgroup will continue
to meet to identify overlapping goals and
target populations and design and
implement joint services.

TGA GOAL 5.4: Maximize access to health and financial benefits for people with HIV/AIDS.
Objectives FY 09
Objectives FY 10

5.4a By 2/28/10, RWP Office will continue to
5.4e By 2/28/11, RWP Office will continue to
ensure all clients are screened for benefit
monitor providers on client eligibility
eligibility and referred to appropriate
screening; provide technical assistance
providers.
to agencies to ensure compliance with
5.4b By 2/28/10, RWP Office will continue to
eligibility requirements.
ensure clients have access to
5.4f By 2/28/11, the RWP Office will seek
information, benefits counseling and
funding for technical assistance to
assistance in obtaining any benefits for
providers regarding benefits counseling
which they are eligible, including financial
and legal assistance programs.
and health benefits.
5.4g By 2/28/11, RWP Office and the Needs
5.4c By 2/28/10, RWP Office and the Needs
Assessment Subcommittee will monitor
th
Assessment Subcommittee will identify
impact of changes in 4 year of Medicare
Part D Program.
impact of changes in implementation of
5.4h By 2/28/11, the RWP Office, in
Medicare Part D Prescription Drug
conjunction with the State Office on
Program on HIV/AIDS clients and RWPAIDS, will develop alternative solutions to
funded services especially

Final Plan

Objectives FY 11

5.4i By 2/28/12, RWP Office will continue to
monitor providers on client eligibility
screening; provide technical assistance
to agencies to ensure compliance with
eligibility requirements.
5.4j By 2/28/12, the RWP Office, in
conjunction with the State Office on
AIDS, will develop alternative solutions to
address adverse impacts of Medicare
Part D Prescription Drug Program
implementation.

2009-2012 Comprehensive HIV Services Plan
pharmaceutical assistance.
5.4d By 2/28/10, the RWP Office, in
conjunction with the State Office on
AIDS, will develop alternative solutions to
address adverse impacts of Medicare
Part D Prescription Drug Program
implementation.

Riverside/San Bernardino, CA TGA
address adverse impacts of Medicare
Part D Prescription Drug Program
implementation.

TGA GOAL 5.5: Coordinate resources among other federal, state, and local programs.
Objectives FY 09
Objectives FY 10
5.5a By 2/28/10, IEHPC and Prevention
planning groups will meet annually to
review shared goals and objectives and
to coordinate programs with local
prevention planners and providers.
5.5b By 2/28/10, Planning Council
representatives will meet annually with
local substance abuse planners and
providers to provide education on HIV
client sensitivity and discuss shared
issues and challenges and coordinate
services.
5.5c By 2/28/10, Planning Council’s Planning
Committee will identify issues and
appropriate mechanisms for Council to
support advocacy for alternative
resources for services, including primary
care, housing, mental health, and
substance abuse, in order to offset any
future reductions in funding,
5.5d By 2/28/10, Planning Council
representatives will attend meetings of
local Mental Health and Behavioral
Health Departments at least once a year
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5.5h By 2/28/11, IEHPC and Prevention
planning groups will continue to meet
annually to review shared goals and
objectives and to coordinate programs
with local prevention planners and
providers.
5.5i By 2/28/11, Planning Council will
continue to meet annually with local
substance abuse planners and providers
to provide education on HIV client
sensitivity and discuss shared issues and
challenges and coordinate services.
5.5j By 2/28/11, Planning Council’s Planning
Committee will continue to identify issues
and appropriate mechanisms for Council
to support advocacy for alternative
resources for services, including primary
care, housing, mental health, and
substance abuse, in order to offset any
future reductions in funding,
5.5k By 2/28/11, Planning Council
representatives will continue to attend
meetings of local Mental Health and
Behavioral Health Departments at least
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Objectives FY 11

5.5n By 2/28/12, IEHPC and Prevention
planning groups will continue to meet
annually to review shared goals and
objectives and to coordinate programs
with local prevention planners and
providers.
5.5o By 2/28/12, Planning Council will
continue to meet annually with local
substance abuse planners and providers
to provide education on HIV client
sensitivity and discuss shared issues and
challenges and coordinate services.
5.5p By 2/28/12, Planning Council’s Planning
Committee will continue to identify issues
and appropriate mechanisms for Council
to support advocacy for alternative
resources for services, including primary
care, housing, mental health, and
substance abuse, in order to offset any
future reductions in funding,
5.5q By 2/28/12, Planning Council
representatives will continue to attend
meetings of local Mental Health and
Behavioral Health Departments at least

2009-2012 Comprehensive HIV Services Plan
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to coordinate services.
once a year to coordinate services.
5.5e By 2/28/10, Council staff will identify
5.5l By 2/28/11, Council staff will identify
relevant organizations and schedule
relevant organizations and continue to
meetings to support linkages to
schedule meetings to support linkages to
organizations providing services to
organizations providing services to
PLWHA going into or coming out of
PLWHA going into or coming out of
incarceration.
incarceration.
5.5f By 2/28/10, Council and RWP Office staff 5.5m By 2/28/11, Council RWP Office staff will
will attend relevant State meetings to
continue to attend relevant State
coordinate plans and services with the
meetings to coordinate plans and
State Plan and the SCSN.
services with the State.
5.5g By 01/28/10, the Planning Council and
RWP Office staff will assess ARIES
progress to streamline the
communication between providers to
reduce duplication of services and
resources, and recommend modifications
if needed.

once a year to coordinate services.
5.5r By 2/28/12, Council staff will identify
relevant organizations and continue to
schedule meetings to support linkages to
organizations providing services to
PLWHA going into or coming out of
incarceration.
5.5s By 2/28/12, Council and RWP Office staff
will continue to attend relevant State
meetings to coordinate plans and
services with the State.

TGA GOAL 5.6: To increase coordination and collaboration with existing service systems.
Objectives FY 09
Objectives FY 10
5.6a By 2/28/10, formal collaborations will be
developed between HIV service
providers and existing agencies serving
communities of color and children, youth
and families.
5.6b By 2/28/10, formal collaborations will be
developed with existing mental health
and substance abuse providers and HIV
service providers.
5.6c By 2/28/10, RWP Office will provide
opportunities for inter-agency
cooperation and information sharing to
improve service integration during
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5.6e By 2/28/11, formal collaborations will be
maintained between HIV service
providers and existing agencies serving
communities of color and children, youth
and families.
5.6f By 2/28/11, formal collaborations will be
maintained with existing mental health
and substance abuse providers and HIV
service providers.
5.6g By 2/28/11, RWP Office will continue to
provide opportunities for inter-agency
cooperation and information sharing to
improve service integration during
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5.6i By 2/28/12, formal collaborations will be
maintained between HIV service
providers and existing agencies serving
communities of color and children, youth
and families.
5.6j By 2/28/12, formal collaborations will be
maintained with existing mental health
and substance abuse providers and HIV
service providers.
5.6k By 2/28/12, RWP Office will continue to
provide opportunities for inter-agency
cooperation and information sharing to
improve service integration during

2009-2012 Comprehensive HIV Services Plan
regularly scheduled Provider Network
meetings.
5.6d By 2/28/10, the RWP Office and RWfunded providers will conduct centralized
care planning using ARIES as a tool to
increase coordination of care to PLWHA
throughout the TGA.

Riverside/San Bernardino, CA TGA
regularly scheduled Provider Network
meetings.
5.6h By 2/28/11, the RWP Office and RWfunded providers will continue to conduct
centralized care planning using ARIES
as a tool to increase coordination of care
to PLWHA throughout the TGA.
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regularly scheduled Provider Network
meetings.
5.6l By 2/28/12, the RWP Office and RWfunded providers will continue to conduct
centralized care planning using ARIES
as a tool to increase coordination of care
to PLWHA throughout the TGA.

HRSA GOAL 6: Enhance the Ability of the Health Care System to Respond to Public Health
Emergencies.
TGA GOAL 6.1: PLWHA and their Ryan White RWP-funded providers in the TGA will be better prepared to survive natural or
manmade disasters.

Objectives FY 09

6.1a By 2/28/10, IEHPC, through its Planning
and Empowerment Committee and with
input from the RWP Office’s Provider
Network, will obtain, review, identify
policy changes required (e.g.,
pharmaceutical refill policies that do not
allow a 7-day supply to be maintained),
and modify as needed current disaster
preparedness information appropriate for
PLWHA, their families and providers and
appropriate agencies (e.g. local, state,
federal disaster planning) in case of
major earthquakes, wildfires, floods,
landslides or terrorist incidents.
6.1b By 2/28/10, IEHPC, through its Planning
and Empowerment Committees and
input from the RWP Office’s Provider
Network, will establish a framework for
development of agency-specific disaster
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Objectives FY 10

Objectives FY 11

6.1g By 2/28/12, the IEHPC, with input from
6.1d By 2/28/11, the IEHPC, with input from
the Provider Network, will review and
the Provider Network, will review and
update disaster preparedness
update disaster preparedness
information.
information.
6.1h By 2/28/12, IEHPC, through its Planning
6.1e By 2/28/11, IEHPC, through its Planning
Committee and input from the RWP
Committee and input from the RWP
Office’s Provider Network, will review and
Office’s Provider Network, will review and
revise the disaster plan as needed.
revise the disaster plan as needed.
6.1i By 2/28/12, the Planning and
6.1f By 2/28/11, the Planning and
Empowerment Committees will evaluate
Empowerment Committees will
the training protocols for disaster
encourage implementation of training
preparedness and propose changes as
protocols for disaster preparedness.
needed.
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plans.
6.1c By 2/28/10, the Planning and
Empowerment Committees will initiate
development of training protocols for
disaster preparedness.

HRSA GOAL 7: Achieve Excellence in Management Practices
TGA GOAL 7.1: Ensure Ryan White Program funds are used as the payer of last resort.
Objectives FY 09
Objectives FY 10

7.1a By 2/28/10, RWP Office will continue to
ensure all RWP-funded agencies
providing Medi-Cal eligible services are
certified to bill Medi-Cal.
7.1b By 2/28/10, agencies not yet certified will
become certified and technical
assistance will be provided as needed.
7.1c By 2/28/10, RWP Office will continue to
ensure all services billable to other
funding streams such as Medi-Cal and
Medicare are billed to them.
7.1d By 2/28/10, the RWP Office will request
technical assistance for providers to
improve third party billing.
7.1e By 2/28/10, RWP Office will continue to
ensure monitoring of RWP-funded
providers’ policy on third party
reimbursement.

7.1f By 2/28/11, RWP Office will continue to
ensure certification will be monitored and
evaluated.
7.1g By 2/28/11, RWP Office will continue to
ensure monitoring of RWP-funded
providers’ policy on third party
reimbursement.
7.1h By 2/28/11, RWP-funded providers will
implement TA recommendations to
improve third party billing.

TGA GOAL 7.2: To improve data management within the TGA.
Objectives FY 09
Objectives FY 10
7.2a By 2/28/10, RWP Office will ensure
continued implementation of the AIDS
Regional Information and Evaluation
System (ARIES) Management

Chapter 10: Goals and Objectives

Objectives FY 11

7.1i By 2/28/12, RWP Office will continue to
ensure certification will be monitored and
evaluated.
7.1j By 2/28/12, RWP Office will continue to
ensure continual monitoring of RWPfunded providers’ policy on third party
reimbursement.
7.1k By 2/28/12, RWP Office will evaluate
effectiveness of the third party billing
technical assistance.

Objectives FY 11

7.2d By 2/28/11, RWP Office will evaluate the
implementation of the ARIES
Management Information System TGA wide and develop recommendations for
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7.2g By 2/28/12, RWP Office will evaluate the
implementation of the ARIES
Management Information System TGA wide and develop recommendations for
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Information System (MIS) TGA -wide.
7.2b By 2/28/10, RWP Office will continue to
assess training needs and facilitate
ongoing training for providers and
Grantee staff as ARIES is implemented
and enhanced.
7.2c By 2/28/10, RWP Office will analyze
ARIES data collected and make
recommendations for planning, Clinical
Quality Management, eligibility, and
streamlining service provision.

TGA GOAL 7.3:

Riverside/San Bernardino, CA TGA
modifications and enhancements.
7.2e By 2/28/11, RWP Office will continue to
assess training needs and facilitate
ongoing training for providers and
Grantee staff.
7.2f By 2/28/11, RWP Office will continue to
analyze ARIES data collected and make
recommendations for planning, Clinical
Quality Management, eligibility, and
streamlining service provision.

Final Plan

modifications and enhancements.
7.2h By 2/28/12, RWP Office will continue to
assess training needs and facilitate
ongoing training for providers and
Grantee staff.
7.2i By 2/28/12, RWP Office will continue to
analyze ARIES data collected and make
recommendations for planning, Clinical
Quality Management, eligibility, and
streamlining service provision.

Planning Council will conduct its activities efficiently and effectively and fulfill all mandated roles and

responsibilities.

Objectives FY 09

7.3a By 2/28/10, the Planning Council officers
will conduct meetings of the full council
and will ensure that these meetings are
publicly accessible, scheduled, and
agenda is mailed and posted on website.
7.3b By 2/28/10, The Planning Council
leaders will conduct
committee/subcommittee meetings on an
as-needed basis:
 Executive Committee
 Planning Committee
 Council Development Committee
 Empowerment Committee
 Clinical Quality Management
Committee
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Objectives FY 10

Objectives FY 11

7.3c By 2/28/11, The Planning Council officers 7.3e By 2/28/12, The Planning Council officers
will conduct meetings of the full council
will conduct meetings of the full council
and will ensure that these meetings are
and will ensure that these meetings are
publicly accessible, scheduled, and
publicly accessible, scheduled, and
agenda is mailed and posted on website.
agenda is mailed and posted on website.
7.3f By 2/28/12, The Planning Council
7.3d By 2/28/11, The Planning Council
leaders will conduct
leaders will conduct
committee/subcommittee meetings on an
committee/subcommittee meetings on an
as-needed basis:
as-needed basis:
 Executive Committee
 Executive Committee
 Planning Committee
 Planning Committee
 Council Development Committee
 Council Development Committee
 Empowerment Committee
 Empowerment Committee
 Clinical Quality Management
 Clinical Quality Management
Committee
Committee
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TGA GOAL 7.4:

Planning Council will meet membership requirements and expectations as outlined by HRSA as well as the
Planning Council’s Bylaws (approved by San Bernardino County Board of Supervisors 8/26/08).

Objectives FY 09

7.4a By 2/28/10, the Council Development
Committee will oversee the Council’s
recruitment, orientation, retention, and
training activities.
7.4b By 2/28/10, the Council Development
Committee in conjunction with the
Empowerment Committee will expand
the range of recruitment methods to meet
HRSA requirements for membership and
implementation of term limits policy.
7.4c By 2/28/10, Planning Council will assess
member attendance quarterly and
address as needed and identify gaps for
recruitment efforts.
7.4d By 2/28/10, Planning Council
membership will be reflective of the
TGA’s epidemic profile.
7.4e By 2/28/10, Planning Council
Development Committee will review
applications and make recommendations
for membership monthly.
7.4f By 2/28/10, Planning Council will review
and revise Council Bylaws, as needed.
7.4g By 5/31/09, all Planning Council
members will receive copies of the new
Policies and Procedures approved by the
San Bernardino County Board of
Supervisors for immediate
implementation.
7.4h By 2/28/10, new Planning Council
members are oriented and trained in the
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Objectives FY 10

Objectives FY 11

7.4j By 2/28/11, the Council Development
7.4r By 2/28/12, the Council Development
Committee oversees the Council’s
Committee oversees the Council’s
recruitment, orientation, retention, and
recruitment, orientation, retention, and
training activities.
training activities.
7.4k By 2/28/11, the Council Development
7.4s By 2/28/12, the Council Development
Committee in conjunction with the
Committee in conjunction with the
Empowerment Committee will expand
Empowerment Committee will expand
the range of recruitment methods to meet
the range of recruitment methods to meet
HRSA requirements for membership and
HRSA requirements for membership and
implementation of term limits policy.
implementation of term limits policy.
7.4l By 2/28/11, Planning Council will assess
7.4t By 2/28/12, Planning Council will assess
member attendance quarterly and
member attendance quarterly and
address as needed and identify gaps for
address as needed and identify gaps for
recruitment efforts.
recruitment efforts.
7.4m By 2/28/11, Planning Council
7.4u By 2/28/12, Planning Council
membership will be reflective of the
membership will be reflective of the
TGA’s epidemic profile.
TGA’s epidemic profile.
7.4n By 2/28/11, Planning Council will
7.4v By 2/28/12, Planning Council will
continuously review and revise Council
continuously review and revise Council
Bylaws, as needed.
Bylaws, as needed.
7.4o By 5/31/10, all Planning Council
7.4w By 5/31/11, all Planning Council
members will receive copies of the new
members will receive copies of the new
Policies and Procedures approved by the
Policies and Procedures approved by the
San Bernardino County Board of
San Bernardino County Board of
Supervisors for immediate
Supervisors for immediate
implementation.
implementation.
7.4p By 2/28/11, new Planning Council
7.4x By 2/28/12, new Planning Council
members are oriented and trained in the
members are oriented and trained in the
core competencies as identified by
core competencies as identified by
HRSA.
HRSA.
7.4q By 2/28/11, Council members receive
7.4y By 2/28/12, Council members receive
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core competencies as identified by
HRSA.
7.4i By 2/28/10, Planning Council members
receive ongoing training, through
presentations and guest speakers, on
programs and activities relevant to
decision-making in the TGA.

Riverside/San Bernardino, CA TGA
ongoing training, through presentations
and guest speakers, on programs and
activities relevant to decision-making in
the TGA.

TGA GOAL 7.5: The Planning Council conducts needs assessments on a regular basis.
Objectives FY 09
Objectives FY 10

Final Plan
ongoing training, through presentations
and guest speakers, on programs and
activities relevant to decision-making in
the TGA.

Objectives FY 11

7.5a By 5/31/09, Planning Council will conduct 7.5d By 2/28/11, Council will conduct a
7.5f By 2/28/12, Council will conduct a
a specialized needs assessment among
specialized needs assessment among
Comprehensive Needs Assessment to
African-American PLWHA.
PLWHA (subpopulation to be
identify unmet needs, gaps and barriers
7.5b By 2/28/10, the Needs Assessment
determined).
to care in services among PLWHA in the
Subcommittee will continue to oversee all 7.5e By 2/28/11, the Needs Assessment
TGA.
needs assessment activities including,
Subcommittee will continue to oversee all 7.5g By 2/28/12, the Needs Assessment
but not limited to monitoring HIV
needs assessment activities including,
Subcommittee will continue to oversee all
incidence (i.e., HIV testing data of newly
but not limited to monitoring HIV
needs assessment activities including,
diagnosed individuals) trends in the TGA.
incidence (i.e., HIV testing data of newly
but not limited to monitoring HIV
Special attention needs to be given to
diagnosed individuals) trends in the TGA.
incidence (i.e., HIV testing data of newly
communities that may have multiple
Special attention needs to be given to
diagnosed individuals) trends in the TGA.
barriers to care (i.e., cultural, linguistic,
communities that may have multiple
Special attention needs to be given to
etc).
barriers to care (i.e., cultural, linguistic,
communities that may have multiple
7.5c By 2/28/10, the Needs Assessment
etc).
barriers to care (i.e., cultural, linguistic,
Subcommittee and Planning Council
etc).
Support Staff will gather and analyze
information on the unique needs of the
aging PLWHA population.

TGA GOAL 7.6: The Planning Council reviews and revises its Comprehensive HIV Services Plan on an annual basis.
Objectives FY 09
Objectives FY 10
Objectives FY 11

7.6a By 2/28/10, the Evaluation Subcommittee 7.6d By 2/28/11, the Evaluation Subcommittee 7.6g By 2/28/12, the Evaluation Subcommittee
will oversee implementation of current
will continue to oversee implementation
will continue to oversee implementation
three-year Comprehensive HIV Services
of current three-year Comprehensive HIV
of current three-year Comprehensive HIV
Plan goals and objectives.
Services Plan goals and objectives.
Services Plan goals and objectives.

Chapter 10: Goals and Objectives
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7.6b By 2/28/10, the Evaluation Subcommittee 7.6e By 2/28/11, the Evaluation Subcommittee 7.6h By 2/28/12, the Evaluation Subcommittee
will work with individual committee
will work with individual committee
will work with individual committee
leadership to ensure pertinent goals and
leadership to ensure pertinent goals and
leadership to ensure pertinent goals and
objectives are part of committees’ work
objectives are part of committees’ work
objectives are part of committees’ work
plans.
plans.
plans.
7.6c By 2/28/10, Evaluation Subcommittee will 7.6f By 2/28/11, Evaluation Subcommittee will 7.6i By 2/28/12, Evaluation Subcommittee will
evaluate year one activities and adjust
evaluate year two activities and adjust
evaluate year three activities and adjust
and revise goals and objectives as
and revise goals and objectives as
and revise goals and objectives as
needed.
needed.
needed.

TGA GOAL 7.7: The Council prioritizes services and allocates funds in an efficient and well-informed process each year.
Objectives FY 09
Objectives FY 10
Objectives FY 11
7.7a By 2/28/10, Planning Council will
establish service priorities and allocate
funds at the Annual Priority Setting and
Resource Allocation Summit based on
epidemiological data, needs assessment,
service gap analysis, utilization data, and
other available information.

7.7b By 2/28/11, Planning Council will
establish service priorities and allocate
funds at the Annual Priority Setting and
Resource Allocation Summit based on
epidemiological data, needs assessment,
service gap analysis, utilization data, and
other available information.

7.7c By 2/28/12, Planning Council will
establish service priorities and allocate
funds at the Annual Priority Setting and
Resource Allocation Summit based on
epidemiological data, needs assessment,
service gap analysis, utilization data, and
other available information.

TGA GOAL 7.8: The Council reviews the effectiveness of the evaluative administrative mechanism on a regular basis.
Objectives FY 09
Objectives FY 10
Objectives FY 11
7.8a By 2/28/10, the EAM Subcommittee will
oversee all grantee assessment
activities.
7.8b By 2/28/10, Planning Council will identify
successes in meeting recommendations
from existing grantee assessment
activities.

Chapter 10: Goals and Objectives

7.8c By 2/28/11, the EAM Subcommittee will
continue to oversee all grantee
assessment activities.
7.8d By 2/28/11, Planning Council will identify
successes in meeting recommendations
from existing grantee assessment
activities.
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7.8e By 2/28/12, the EAM Subcommittee will
continue to oversee all grantee
assessment activities.
7.8f By 2/28/12, Planning Council will identify
successes in meeting recommendations
from existing grantee assessment
activities.
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SECTION FOUR
HOW WE WILL MONITOR OUR PROGRESS: EVALUATING OUR PROGRESS
IN MEETING OUR SHORT AND LONG-TERM GOALS

Chapter 11:

Monitoring and Evaluation of Plan

Monitoring and Evaluation of the Comprehensive HIV Services Plan
The Evaluation Subcommittee of the Clinical Quality Management Committee will
assume responsibility for monitoring and updating the Comprehensive HIV Services
Plan on an annual basis. Short-term and long-term goals will be reviewed and
monitored and changes made in the Plan will be based on changes in the epidemic,
service needs, provider capacity, and resources in the TGA. The annual review will
also take into account the legislative, regulatory, health service delivery, and
treatment changes that will affect the system of care.
Assessment of the compliance of the Planning Council with HRSA requirements is
also part of the evaluation responsibilities. The Council support staff, in
collaboration with the Evaluation Subcommittee will develop an evaluation template
that will be used to monitor the Council’s accomplishment of the tasks required to
perform, such as timely posting of minutes on the web site, evaluating the Ryan
White Program Office, and adequately training new council members on core
competencies. Accomplishments of these objectives will be documented and
reported to the Evaluation Subcommittee.
The IEHPC 3-year Comprehensive HIV Services Plan includes objectives for each of
the next three years that support the goals developed through the TGA’s community
planning process. Evaluating the implementation process and outcomes that result
from these objectives is a collaborative process that involves the PC & the RWP
Staff.
CLINICAL QUALITY MANAGEMENT
Description of Clinical Quality Management Program (CQM)
CQM Structure, Vision/Mission, and Goals: The TGA is committed to
implementing its Clinical Quality Management (CQM) activities with input from
PLWHA consumers of RWP Part A/B/ MAI services, HIV service providers, and the
Inland Empire HIV Planning Council (IEHPC). The CQM Program ensures “that all
RW eligible PLWHA in the Riverside/San Bernardino, CA TGA receive high quality
medical care and support services to maintain them in care.”
 Overall Purpose and Goals
The purpose of the TGA’s CQM Program is to: (1) Assist medical providers in
assuring that services adhere to IEHPC standards of care and established
Chapter 11: Monitoring and Evaluation of Plan
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HIV clinical practice standards of care, the United States Public Health
Service (USPHS) guidelines, and Guidelines for Use of Antiretroviral Agents
in HIV-1-Infected Adults and Adolescents; (2) Provide mechanisms to identify
opportunities for service improvement; (3) Improve desired patient outcomes;
and (4) Use the results of these activities to develop and recommend “best
practices.” The TGA’s CQM Plan provides an overall guide to assist service
providers in developing agency-specific CQM plans. The request for
proposals process (RFP) informs potential applicants of quality-related
expectations for each service category. The RFP requires applicants to
respond to how they will meet specific CQM requirements, including data and
reporting requirements. The selected and funded service providers are then
contractually required to develop and implement CQM Plans with
measurable, time-limited goals that capture the various CQM requirements.
Roles of Staff and CQM Workgroup Responsible for Overseeing CQM
Activities
The Clinical Quality Management Workgroup, led by the CQM Coordinator,
implements all CQM activities for the RWP. The Workgroup is comprised of RWP
CQM staff, service providers, service-specific experts, and IEHPC members who are
not affiliated with any service provider. The CQM Coordinator convenes meetings of
the Workgroup as needed to fulfill the goals and conduct the work of the CQM
Program. All Ryan White Part A-funded service providers are contractually required
to participate in the Ryan White Program Office’s CQM activities. Coupled with the
TGA’s CQM infrastructure, this has proven an effective approach for accomplishing
the mission and goals of the CQM Program, including the periodic assessment of
CQM activities.


 Internal Quality Processes to Assess Progress of the CQM Plan
The TGA has implemented internal quality processes to monitor and assess the
administrative agency (i.e., Ryan White Program Office) on the progress of the CQM
plan, including the following:
1. Intergovernmental Agreement (IGA) - The TGA includes “quality”-related
language within the IGA. It states: “Pursuant to Section 2602(a)(1), San
Bernardino County shall serve as Ryan White Program Office and fiscal agent
for purposes of receiving and administrating Part A grant funds including: (1)
Conducting Quality Assurance Activities for the TGA, (2) Monitoring of
Subcontractors, and (3) All aspects of grant management.”
The IGA holds the Ryan White Program Office accountable for quality-related
activities. The IGA is developed with input from the IEHPC and negotiated
between both Riverside and San Bernardino County. Once finalized, the IGA
goes before both counties’ Board of Supervisors and is approved by the Chief
Elected Official. The annual review of the IGA is a key element of the
evaluation of the administrative mechanism (EAM), which is, in turn, an
integral component of the TGA’s ongoing quality improvement processes.
2. The Evaluation Of The Administrative Mechanism (EAM) - As a
component of the EAM, the Ryan White Program Office and the IEHPC
negotiate an annual agreement that defines an established set of CQM
reports that are regularly furnished to the IEHPC to inform their various RWP
mandates. This agreement is reviewed and revised annually. The Ryan
Chapter 11: Monitoring and Evaluation of Plan

11-2

Final Plan

2009-2012 Comprehensive HIV Services Plan

Riverside/San Bernardino, CA TGA

White Program Office reports on CQM activities, as outlined in the CQM Plan.
The TGA has also implemented activities to assess the quality of services provided
by providers/subcontractors. These activities include, but are not limited to: (1)
Client Satisfaction Surveys; (2) Cultural and Linguistic Competency Organizational
Assessments; (3) Cultural and Linguistic Competency Client Perception
Assessments; and (4) Program Quality Review (including monitoring of program
delivery and progress on meeting quality indicator goals).
Specific Indicators that are Monitored by Service Category: The Ryan White
Program Office works with the IEHPC and service providers to establish indicators
with benchmarks that are monitored for each service category.
To ensure that service providers understand CQM expectations, the Ryan White
Program Office provides technical assistance, CQM-specific continuing education,
and assistance in the development of agency CQM plans. The Ryan White Program
Office assesses the quality of services provided by subcontractors through the
annual program quality review process. This process includes the following
components:
1. The Ryan White Program Office incorporates quality-related language into
its request for proposals processes and Part A contracts. This language
requires that all contractors adhere to the TGA’s CQM Plan, develop and
submit an agency-specific CQM plan, and have representatives participate
in quality-centered activities conducted by the CQM Workgroup;
2. The Ryan White Program Office ensures that all RWP Part A-funded
providers adhere to USPHS Guidelines and the TGA’s Standards of Care
(SOC) through its annual contract monitoring and program quality review
process. The Ryan White Program Office provides the IEHPC with a
year-end monitoring report with aggregated findings. The IEHPC
considers these quality efforts as an important component of the priority
setting and resource allocation process; and
3. With the CQM Workgroup, the CQM Coordinator monitors service-specific
indicators to assess service quality. Through the use of its web-based
management information system (known as AIDS Regional Information
and Evaluation System or ARIES), the Ryan White Program Office is able
to monitor most of these indicators on an ongoing basis. If there are any
findings, the Ryan White Program Office works with the service provider to
jointly develop a corrective action plan. Annually, the IEHPC reviews
aggregate findings, including health outcomes, and utilizes this data in
their priority setting and resource allocation process.
Data Collection Strategy Including How Data Are Collected: The TGA’s data
collection strategy includes: (1) collecting fiscal and contract-related data to ensure
providers are meeting goals and objectives, (2) collecting outcomes-based data on
clinical measures, and (3) inputting this data into ARIES. The system allows the
TGA to:
o
o

Reduce, if not eliminate, duplication of intake activities;
Ensure accurate, reliable eligibility data gathering during intake;
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Efficiently gather service delivery data from service providers;
Track unduplicated client numbers for reporting and planning;
Automate the Ryan White HIV/AIDS Program Data Report (RDR); and
Automate the client-level Ryan White Services Report (RSR).

Through ARIES, the TGA collects, analyzes, and trends client-level data for all Core
and Support Services to respond to the client-level data reporting requirement (RSR)
and to track unduplicated client-level health outcomes such as:
CD4 cell counts and HIV viral loads;
Proportion of clients with an AIDS defining opportunistic condition;
Proportion of clients with unmet need for support services;
Proportion of clients who are receiving regular care (utilization data);
Proportion of PLWH who progressed to AIDS within 12 months of
diagnosis; and
o Proportion of PLWH who died within 12 months of an HIV diagnosis.
o
o
o
o
o

Monthly, the TGA collects fiscal, contract, and program data through contractually
required provider reporting. The Ryan White Program Office then aggregates the
data to use for planning, allocation, and reallocation of funds; analysis of unit cost;
evaluation of services; and contingency planning.
The Ryan White Program Office requires that service providers enter their unit cost
and utilization data into ARIES prior to submission of their monthly invoice. This
ensures, on a monthly basis, that service providers have completed data entry in
ARIES in a timely manner. At the end of each fiscal year, the Ryan White Program
Office prepares various aggregate reports for the IEHPC to review and to inform
their priority setting and resource allocation processes, e.g., Health Outcomes
Report.
At minimum quarterly, the Ryan White Program Office tracks service providers’
progress in meeting stated goals and objectives. As the Ryan White Program Office
identifies deficiencies, staff is able to identify early which service provider is not
meeting their established targets. The Ryan White Program Office then meets with
the service provider to discuss their challenges and identify a course of action for
quality improvement.
Use of Data to Show how Part A-funded Services are Improving Clinical Health
Outcomes:
The Ryan White Program Office has established several mechanisms to identify
whether or not Part A-funded Core Services and Support Services are improving
clinical health outcomes. First, the Ryan White Program Office incorporates specific
clinical health outcomes, client and service outcomes, and service unit targets into
contracts for all services. Second, the Ryan White Program Office quarterly
monitors service providers’ progress in achieving these targets through ARIES. The
Ryan White Program Office also requires service providers to develop a selfmonitoring process as part of their CQM plans. For example, providers are able to
run a report that lets them see if they have eligibility documentation for clients.
As a TGA-wide database, the data entered into ARIES (including clinical health
outcome indicators) are shared between service providers, allowing providers of
Core and Support Services to assess the health of their clients. As an example, an
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agency that provides only Food Services can monitor the clinical outcomes of their
clients by accessing up-to-date medical data (such as CD4 and viral load test
results) that have been entered by medical clinics.
Description of Data Collection and Results
Client Level Data Preparation and Use of Data: The TGA’s management
information system (ARIES) is currently capable of collecting virtually all of the
required client-level data (CLD) elements contained in the Ryan White Services
Report (RSR). The original partners responsible for creating ARIES (the State of
California, the State of Texas, San Bernardino County, and San Diego County) have
thoroughly assessed the system and determined the changes that need to be made
to ensure that all of the RSR elements can be collected in ARIES. The next ARIES
software upgrade, scheduled for November 2008, will include all of the RSRrequired elements.
The TGA will then participate in a data submission trial-run being conducted by the
HRSA contractor charged with assessing the effectiveness and accuracy of the
extraction program used to pull the RSR-required elements from ARIES. The
extraction program will then be edited according to the findings from the trial-run to
ensure that the system is able to produce accurate reports for HRSA. Reporting
programs are currently being written by the California State Office of AIDS ARIES
systems analysts to ensure completeness of the CLD required for the RSR.
The Ryan White Program Office, service providers, and IEHPC have utilized CLD
collected in ARIES for the last two years to assess and improve Clinical Quality
Management. Service providers use ARIES’ client-level reports to assess the
clients’ health status and progress (e.g. testing results, referral follow-up, and needs
assessments). The Ryan White Program Office monitors CLD elements to ensure
service providers are meeting targets and to identify service providers that may need
technical assistance. The IEHPC reviews aggregated reports (e.g. health outcomes,
utilization, and client demographic reports) prepared by the Ryan White Program
Office to assess the overall quality of RW-funded services and factors these data
into improving the TGA’s Standards of Care. The Ryan White Program Office has
developed and contractually mandated specific requirements ensuring data is
complete and accurate, which will, in turn, improve the TGA’s CQM program’s ability
to assess and improve client health outcomes.
Client Level Data (CLD) Collection and Reporting Process: All RW-funded
outpatient/ambulatory health services and medical case management providers are
contractually required to collect CLD, as delineated in Section II.C.8 of current
contracts: The Contractor shall be required to collect Client Level Data (CLD) and
report such data in the required format to the County within the required timeframes.
The County will communicate the specific data elements to be collected and the
reporting formats and timeframes within the contract year.
The Ryan White Program Office is currently drafting a policy to ensure that
outpatient/ambulatory medical care and case management service providers clearly
understand which CLD elements are to be reported beginning January 1, 2009. As
stated earlier, State ARIES systems analysts are developing data reports that the
Ryan White Program Office and service providers will run on a regular basis to
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ensure completeness of the required CLD in ARIES. If deficiencies are discovered,
the Ryan White Program Office will work with the respective service provider(s) to
identify compliance barriers and provide technical assistance to ensure that required
CLD are complete in ARIES by the time the reports are due to HRSA.
CQM Data Collected to Date and Results: The TGA collects and monitors a wide
range of CQM data. Contracted providers enter, track, and analyze viral load and
CD4 test results to determine the number of clients with improved and maintained
health outcomes. The Ryan White Program Office trends these test data over time
to evaluate the effectiveness of Part A funded services in slowing the disease
progression. Through ARIES, service providers are also able to track client referral
outcomes data. Providers’ compare the number of referrals made with the number
of referrals kept to demonstrate successful linkages to care. The reporting function
in ARIES further enhances this process by generating useful reports to inform client
follow-up (e.g., Referral/Linkages Report).
Table 11-1. Comparison of Select 2004 and 2008 Program Monitoring Quality
Indicator Results
TGA
Chang
Compliance
Service
Quality Service Indicator
e
2004
2008
Outpatient/
Clients in care will be screened for
61%
72%
+11%
Ambulatory
TB annually
Health Services
Clients will have an individualized
Mental Health
Treatment Plan signed by client
83%
93%
+10%
Services
and clinician/therapist.
Clients will have a follow-up
Oral Health
100.0
99%
+1%
prophylactic visit within 6 months of
Services
%
initial visit.
During program monitoring, the Ryan White Program Office reviews indicators for
medical care and other RW-funded services from individual client records and from
ARIES. Table 22 shows a sample of indicators gathered during the March 2004 and
March 2008 Part A program monitoring cycles. This example documents
improvement in the quality of services delivered to PLWHA.
In 2007, the Ryan White Program Office added new compliance components
specific for mental health and substance abuse services. The monitoring team
looked for evidence of health outcomes tracking for clients that received individual
and group counseling. From 2007 to 2008, mental health and substance abuse
service providers demonstrated an average improvement of 5% in the collection of
outcomes for these services. Thus, service providers are making concerted efforts
to collect, analyze, and report mental health and substance abuse service outcomes
for program clients.
Because the collection of clinical health outcomes data is relatively recent, the TGA
is beginning to establish its own quality benchmarks (e.g., 85% of clients will
demonstrate maintained and/or improved health outcomes). An examination of CD4
counts and viral loads among 819 clients from March 2007 through March 2008
revealed that an average of 69% of PLWHA receiving RWP-funded medical care
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services had “good” (i.e., maintained or improved) counts. This represents a
significant improvement from the 58% of clients with “good” counts in FY 04/05, the
first year the TGA collected these types of results. Although the TGA has not
reached its target goal, significant progress has been made in achieving improved
health outcomes.
How CQM Data Has Been Used to Improve/Change Service Delivery:


Quality Efforts Used by IEHPC in Priority Setting & Resource Allocation
Process
Annually, the TGA analyzes, synthesizes, and presents aggregate data to the
IEHPC to inform their decision-making process in setting priorities and allocations.
For the PSRA 2008, the Ryan White Program Office and Planning Council Support
Staff updated, refined, and submitted to the IEHPC several quality specific reports
including: the Program Monitoring Aggregate Data; Program Client Profile – Basic
Demographics; Program Client Profile – Gender by Race; and Program Client Profile
by Service Area. These reports facilitated the IEHPC’s understanding of who is
being served by RW funds (race, gender, age, insurance status, etc) and where
current clients reside. A comparison of RWP utilization and HIV/AIDS prevalence
data further showed where there are potential disparities in RW service provision
(mostly among Latino/a and African American PLWHA). The Ryan White Program
Office provided the summit participants with health outcome results by race/ethnicity
for CD4 Count and Viral load data collected from RWP-funded providers. This
report was provided along with service-level health outcomes data that
demonstrated the positive impact on health outcomes for PLWHA receiving RWP
services. For example, the data indicated that, while African American clients
experienced the greatest improvement in average viral load test results, they also
had a much higher “early” viral load count, suggesting they entered the TGA’s
system of care further along in the disease progression than White and Latino/a
clients.
This information gave strengthened the IEHPC’s understanding of the
accomplishments as well as the deficiencies of RW-funded services in the TGA.
The IEHPC utilized this information to make decisions regarding priorities and
allocations. In response to the above example, the IEHPC prioritized Outreach
Services and recommended a 24% increase in funding in order to improve case
finding to identify African American and Latino/a PLWHA earlier in the disease
progression and link them to care. The IEHPC further directed the Ryan White
Program Office to ensure culturally appropriate marketing methods to better reach
minority PLWHA. The IEHPC agreed that 100% of MAI funds would remain in
Health Education/Risk Reduction to ensure focused services are provided to
minority PLWHA to increase their retention in care. The TGA utilizes MAI funds to
enhance the self-management skills of minority PLWHA as part of the Chronic Care
Model, to promote retention in care and treatment adherence, thereby improving
their health outcomes. The IEHPC drafted several directives to address the quality
of services to minority PLWHA, including directives related to the following:
o Develop systems to assess and increase minority PLWHA satisfaction
with all services.
o Develop systems to assess and increase the availability of culturally
competent and linguistically appropriate services, specifically medical &
non-medical case management.
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o Ensure that outreach marketing campaigns are culturally and linguistically
appropriate.
In response to quality data showing the positive health impact of access to
outpatient medical care, the IEHPC increased the recommended funding allocation
for outpatient/ambulatory health services by 38% over the current FY 08/09
allocation.
 Quality Improvement (QI) Projects to Improve Service Delivery
Over the past four years the TGA has taken major steps to improve service delivery
through the implementation of quality improvement projects. The TGA’s first project
in FY 04 was to complete a CQM Plan that would establish a formalized CQM
program in the TGA, including initial steps to develop specific health outcomes
indicators. In September 2007, a review of the CQM accomplishments revealed that
the TGA had met 100% of its original CQM Plan goals (e.g., Established a Clinical
Quality Management committee on the IEHPC; Established outcome indicators for
all service categories; Established a CQM Workgroup through the Ryan White
Program Office’s Office to facilitate CQM; Designated key CQM Staff in the Ryan
White Program Office’s CQM Office; etc.)
More recently, in response to HRSA’s new service definitions and new
developments in Clinical Quality Management (CQM), the IEHPC’s Clinical Quality
Management Committee decided to revise the TGA’s standards of care (SOC) for all
RW-funded service categories. A consultant was secured in January 2008 to
provide expertise and draft a complete set of service standards (19 in total). These
standards were then reviewed by RW service providers, non-RW service providers,
and others with expertise related to the various services. 14 individuals participated
in the “expert reviews” and provided invaluable feedback and advice to the CQM
Committee. The Committee is currently reviewing the drafts and feedback from
experts and expects to have a complete set of newly revised SOC by the end of
2008.
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A.

Comprehensive Plan Public Dissemination Announcement

Susan Harrington, M.S., R.D.
Director

Contact: Thi Pham
Inland Empire HIV/AIDS Planning Council
Phone: (951) 358-5209

Inland Empire HIV Planning Council
The Inland Empire HIV Planning Council is pleased to release the Public Review Draft of the

2009-2012 Comprehensive HIV Services Plan
for the Riverside/San Bernardino, CA
Transitional Grant Area
If you are living with HIV/AIDS, a provider of HIV/AIDS services, or just a community member
that cares your comments are wanted!
For information on where public review hard copies are available, please contact Planning
Council Support Staff.
¾ Check our website at www.iehpc.org.
¾ Contact Planning Council Support Staff at (951) 358-6269
¾ E-mail: dangulo@co.riverside.ca.us

This plan was supported by funding through Title I of the Ryan White Comprehensive
AIDS Resources Emergency Act of 1990, as amended by the Ryan White CARE Act in
1996 and 2000, and the Ryan White HIV AIDS Treatment and Modernization Act of
2006.

B.

2008 Comprehensive Needs Assessment

The full text of the 2008 Comprehensive Needs Assessment can be
obtained online at www.iehpc.org.

C. Service Definitions from 2008 Priority Setting & Resource
Allocation Summit

Ryan White Program Services Definitions
CORE SERVICES
Service categories:
a. Outpatient/Ambulatory medical care (health services) is the provision of

professional diagnostic and therapeutic services rendered by a physician,
physician's assistant, clinical nurse specialist, or nurse practitioner in an
outpatient setting. Settings include clinics, medical offices, and mobile vans
where clients generally do not stay overnight. Emergency room services are not
outpatient settings. Services includes diagnostic testing, early intervention and
risk assessment, preventive care and screening, practitioner examination,
medical history taking, diagnosis and treatment of common physical and mental
conditions, prescribing and managing medication therapy, education and
counseling on health issues, well-baby care, continuing care and management
of chronic conditions, and referral to and provision of specialty care (includes all
medical subspecialties). Primary medical care for the treatment of HIV infection
includes the provision of care that is consistent with the Public Health Service’s
guidelines. Such care must include access to antiretroviral and other drug
therapies, including prophylaxis and treatment of opportunistic infections and
combination antiretroviral therapies. NOTE: Early Intervention Services
provided by Ryan White Part C and Part D Programs should be included
here under Outpatient/ Ambulatory medical care.
b. AIDS Drug Assistance Program (ADAP treatments) is a State-administered

program authorized under Part B of the Ryan White Program that provides FDAapproved medications to low-income individuals with HIV disease who have
limited or no coverage from private insurance, Medicaid, or Medicare.
c. 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.
d. 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.

e. Early intervention services (EIS) include counseling individuals with respect to

HIV/AIDS; testing (including tests to confirm the presence of the disease, tests
to diagnose to extent of immune deficiency, tests to provide information on
appropriate therapeutic measures); referrals; other clinical and diagnostic
services regarding HIV/AIDS; periodic medical evaluations for individuals with
HIV/AIDS; and providing therapeutic measures.
NOTE: EIS provided by Ryan White Part C and Part D Programs should
NOT be reported here. Part C and Part D EIS should be included under
Outpatient/ Ambulatory medical care.
f.

Health Insurance Premium & Cost Sharing Assistance is the provision of
financial assistance for eligible individuals living with HIV to maintain a continuity
of health insurance or to receive medical benefits under a health insurance
program. This includes premium payments, risk pools, co-payments, and
deductibles.

g. Home Health Care includes the provision of services in the home by licensed

health care workers such as nurses and the administration of intravenous and
aerosolized treatment, parenteral feeding, diagnostic testing, and other medical
therapies.
h. Home and Community-based Health Services 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.

Hospice services include room, board, nursing care, counseling, physician
services, and palliative therapeutics provided to clients in the terminal stages of
illness in a residential setting, including a non-acute-care section of a hospital
that has been designated and staffed to provide hospice services for terminal
clients.

j.

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 to render such services.
This typically includes psychiatrists, psychologists, and licensed clinical social
workers.

k. Medical nutrition therapy is provided by a licensed registered dietitian outside

of a primary care visit and includes the provision of nutritional supplements.
Medical nutrition therapy provided by someone other than a licensed/registered
dietitian should be recorded under psychosocial support services.

l.

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; (3) coordination of services required
to implement the plan; (4) client monitoring to assess the efficacy of the plan;
and (5) periodic re-evaluation and adaptation of the plan as necessary over the
life of the client. It includes client-specific advocacy and/or review of utilization
of services. This includes all types of case management including face-to-face,
phone contact, and any other forms of communication.

m. Substance abuse services outpatient 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.
SUPPORT SERVICES
n. Case Management (non-Medical) includes the provision of advice and

assistance in obtaining medical, social, community, legal, financial, and other
needed services. Non-medical case management does not involve coordination
and follow-up of medical treatments, as medical case management does.
o. Child care services are the provision of care for the children of clients who are

HIV-positive while the clients attend medical or other appointments or Ryan
White Program-related meetings, groups, or training.
NOTE: This does not include child care while a client is at work.
p. Pediatric developmental assessment and early intervention services are

the provision of professional early interventions by physicians, developmental
psychologists, educators, and others in the psychosocial and intellectual
development of infants and children. These services involve the assessment of
an infant’s or child’s developmental status and needs in relation to the
involvement with the education system, including early assessment of
educational intervention services. It includes comprehensive assessment of
infants and children, taking into account the effects of chronic conditions
associated with HIV, drug exposure, and other factors. Provision of information
about access to Head Start services, appropriate educational settings for HIVaffected clients, and education/assistance to schools should also be reported in
this category.

q. Emergency financial assistance is the provision of short-term payments to

agencies or establishment of voucher programs to assist with emergency
expenses related to essential utilities, housing, food (including groceries, food
vouchers, and food stamps), and medication when other resources are not
available.
NOTE: Part A and Part B programs must be allocated, tracked and report
these funds under specific service categories as described under 2.6 in
DSS Program Policy Guidance No. 2 (formally Policy No. 97-02).
r.

Food bank/home-delivered meals 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.

s. Health education/risk reduction is the provision of services that educate

clients with HIV about HIV transmission and how to reduce the risk of HIV
transmission. It includes the provision of information; including information
dissemination about medical and psychosocial support services and counseling
to help clients with HIV improve their health status.
t.

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.

u. Legal services are the provision of services to individuals with respect to

powers of attorney, do-not-resuscitate orders and interventions necessary to
ensure access to eligible benefits, including discrimination or breach of
confidentiality litigation as it relates to services eligible for funding under the
Ryan White Program. It does not include any legal services that arrange for
guardianship or adoption of children after the death of their normal caregiver.
v. Linguistics services include the provision of interpretation and translation

services.
w. Medical transportation services include conveyance services provided,

directly or through voucher, to a client so that he or she may access health care
services.
x. Outreach services are programs that have as their principal purpose

identification of people with unknown HIV disease or those who know their
status so that they may become aware of, and may be enrolled in care and
treatment services (i.e., case finding), not HIV counseling and testing nor HIV
prevention education. These services may target high-risk communities or
individuals. Outreach programs must be planned and delivered in coordination
with local HIV prevention outreach programs to avoid duplication of effort; be

targeted to populations known through local epidemiologic data to be at
disproportionate risk for HIV infection; be conducted at times and in places
where there is a high probability that individuals with HIV infection will be
reached; and be designed with quantified program reporting that will
accommodate local effectiveness evaluation.
y. Permanency planning is the provision of services to help clients or families

make decisions about placement and care of minor children after the
parents/caregivers are deceased or are no longer able to care for them.
z. 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.
aa. Referral for health care/supportive services is the act of directing a client to a

service in person or through telephone, written, or other type of communication.
Referrals may be made within the non-medical case management system by
professional case managers, informally through support staff, or as part of an
outreach program.
ab. Rehabilitation services are services provided by a licensed or authorized
professional in accordance with an individualized plan of care intended to
improve or maintain a client’s quality of life and optimal capacity for self-care.
Services include physical and occupational therapy, speech pathology, and
low-vision training.
ac. Respite care is the provision of community or home-based, non-medical
assistance designed to relieve the primary caregiver responsible for providing
day-to-day care of a client with HIV/AIDS.
ad. Substance abuse services–residential is the provision of treatment to
address substance abuse problems (including alcohol and/or legal and illegal
drugs) in a residential health service setting (short-term).

ae. Treatment adherence counseling is the provision of counseling or special
programs to ensure readiness for, and adherence to, complex HIV/AIDS
treatments by non-medical personnel outside of the medical case management
and clinical setting.

D. Glossary of Quality Management Plan
DEFINITIONS
For the purposes of this Draft QM Plan, the following definitions are used:

AIDS REGIONAL INFORMATION AND EVALUATION SYSTEM (ARIES) – ARIES
is a Management Information System being developed for the State of Texas, the
County of San Diego, the County of San Bernardino, and the State of California (the
Partners) to enhance services for clients with HIV by helping providers automate,
plan, manage, and report on client data.

BEST PRACTICES (also called Benchmarks) -- Best practices are proven solutions
to common problems. They provide performance data that are used for
comparisons. (Ryan White CARE Act Title I Manual, Department of Health and
Human Services, 2002)

CHRONIC CARE MODEL – Commonly referred to as the “Care Model”, the Chronic
Care Model was developed by Ed Wagner, MD, MPH, et al. (updated in 2003) for
improving chronic illness care.
www.improvingchroniccare.org/change/model/components.html
CLIENT SATISFACTION – The assessment of consumer/client satisfaction with
services provided using periodic written surveys, oral interviews or other methods.

CONTINUOUS QUALITY IMPROVEMENT (CQI) –A never-ending series of changes
and measurements designed to keep quality improving and programs adapting to
meet changing needs.

DATA COLLECTION AND ANALYSIS – A process to measure health status,
utilization of services (e.g., number of clients served, demographics, units of service
provided, outcomes, etc.)

FOCUS-PDSA (Plan, Do, Study, Act) CYCLE – “F” or “find” a process to improve.
“O” or “organize” a team that knows the process. “C” or “clarify” current
knowledge of the process. “U” or “understand” causes of process variation. “S” or
“select” the process improvement. - “P” or “plan” involves identifying an area of
need or an opportunity for improvement and determining the root causes of the
problem. “D” or “do” requires coming up with strategies to prevent the problem or
improve the way things are done. “S” or “study” involves collecting data to
evaluate the effectiveness of the strategies tested. “A” or “act” is about making
these strategies part of the ongoing work. If strategies don’t work, you go back to
the “plan” stage, and try again.” (Magda Barini-Garcia, M.D., M.P.H., Acting
Deputy Director Division of Training and Technical Assistance, HRSA, HAB)

HEALTH DISPARITIES – Distinct differences in kind and quality of healthcare
among members of various groups defined by race/ethnicity, gender, sexual
orientation, socio-economic status, and age.

HIV/AIDS QUALITY ASSURANCE – Measuring performance to prove it meets
standard or benchmark.

HRSA STRATEGIES -- HRSA’s strategic plan describes four long-range
strategies that support the Agency’s goal of “100% Access and 0 Health
Disparities.” (HRSA Strategic Plan)

Strategy 1: Eliminate Barriers to Care to assure access to
comprehensive, timely, culturally competent, and appropriate health
care services for all underserved, vulnerable, and special needs
populations. HRSA increases the use of health care services by
underserved populations, increases access points, and focuses on
target populations.
Strategy 2: Eliminate Health Disparities in health status and health
outcomes for underserved, vulnerable, and special needs populations.
HRSA reduces the incidence/prevalence of disease and

morbidity/mortality, increases the use of services by underserved
populations, and focuses on target populations.

Strategy 3: Assure Quality of Care is provided to the underserved by
fostering a diverse, high quality workforce and using emerging
technologies. HRSA accomplishes this by promoting appropriateness
of care, assuring effectiveness of care, and improving customer and
patient satisfaction.

Strategy 4: Improve Public Health and Health Care Systems to
improve the delivery of health-related systems by enhancing the
infrastructure of public health and health care systems. HRSA
improves information development and dissemination, promotes
education and training of the public health and health care workforce,
and promotes systems and infrastructure development.

OUTCOMES – Outcomes are results for participants during or after their
involvement with a program. Outcomes may relate to knowledge, skills, attitudes,
values, behavior, condition, or status. For a particular program, there can be various
“levels” of outcomes, with initial outcomes leading to longer-term ones. (Measuring
Program Outcomes: A Practical Approach, United Way of America, 1996)

OUTCOME INDICATORS – Outcome Indicators are specific items of information
that track a program’s success (or failure) on outcomes. They describe observable,
measurable characteristics or changes that represent the product of an outcome.
(Measuring Program Outcomes: A Practical Approach, United Way of America,
1996)

QUALITY - The degree to which a health or social support service meets or exceeds
established standards of care and user expectations.

STANDARDS OF CARE – Standards of Care are principles and practices for the
delivery of health and social services that are accepted by recognized authorities

and used widely. Standards of care are based on specific research (when available)
and the collective opinion of experts. (Ryan White CARE Act Title I Manual,
Department of Health and Human Services, 2002)

TECHNICAL ASSISTANCE (TA)
•

•

The identification of need for and delivery of practical program and technical
support to the CARE Act community. TA should assist grantees, planning bodies,
and affected communities in designing, implementing, and evaluating CARE Act
supported planning and primary care service delivery systems. (HRSA/HAB
Ryan White CARE Act Data Support Glossary of Terms, 2004)
TA also helps programs comply with CARE Act requirements. (Ryan White
CARE Act Title I Manual, Department of Health and Human Services, 2002)

UNITED WAY LOGIC MODEL – Logic Modeling is a method by which to define the
inputs, activities, and outputs of a service, then its initial, intermediate, and longerterm outcomes (Quality Management: What Does HRSA Want?, Presentation by
Kathleen Clanon, MD, 2004)

