Glossary and Acronyms

• Glossary of Ryan White HIV/AIDS Treatment Modernization
Act and Epidemiology Terms
• HIV and Health Systems Related Acronyms
And Definition

004

001

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

The Terms Listed Below will be Useful to You in Ryan White Planning Activities
AIDS Data: Presents information on people who are living with AIDS and those who have died from
AIDS-related illnesses.
Administrative or Fiscal Agent: An organization, agent, or entity that assists a grantee in carrying
out administrative activities (e.g., disbursing program funds, developing reimbursement and
accounting systems, developing Requests for Proposals [RFPs], monitoring contracts). Not all
grantees use a separate administrative or fiscal agent.
Administrative Mechanism: The method that the EMA/TGA or State uses to establish and
manage contracts with organizations that provide services to persons living with HIV disease
(PLWH).
AIDS Drug Assistance Program (ADAP): A program funded under Part B that provides
prescription medications and other drugs to PLWH.
AIDS Education and Training Center (AETC): Programs funded by Ryan White that are in regional
offices throughout the country and that provide HIV education and training programs for health care
providers.
AIDS Service Organization (ASO): An organization that provides medical or support services
primarily or exclusively to populations infected with and affected by HIV disease.
Americans with Disabilities Act (ADA): Landmark law providing civil rights protections to
people with disabilities (including HIV/AIDS) in the areas of employment, public
accommodations, commercial facilities, transportation, and telecommunications.
ArrowCare: Is a federally funded health program for qualified San Bernardino County residents.
Barriers: Obstacles that prevent clients from accessing CARE.
Bylaws: Written rules and procedures which explain and govern how the planning body
functions.
Case Management: A range of client-centered services that link clients with health care,
psychosocial, or other services.
Chief Elected Official (CEO): The official recipient of Part A (formerly Title I) or Part B (formerly Title
II) Ryan White funds. For Part A, this is usually a city mayor, county executive, or chair of the county
board of supervisors. For Part B, this is the governor. The CEO is ultimately responsible for
administering all aspects of the Ryan White legislation in the EMA/TGA and ensuring that all legal
requirements are met.
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Children’s Health Insurance Program (CHIP): This Federal program gives money to States to
expand access to health insurance to children. Also called the State Children’s Health Insurance
Program (S-CHIP).
Client Level Health Outcomes: Health improvements observable among individuals.
Co-Morbidity: A disease or condition, such as mental illness or substance abuse, co-existing with
HIV disease.
Community-Based Organization (CBO): An organization that provides services to locally defined
populations, which may or may not include populations infected with or affected by HIV disease.
Community-Based Dental Partnership Program: The Ryan White program that funds dental
schools, postdoctoral dental education programs, and dental hygiene education programs to
partner with community-based dentists to provide oral health services to PLWH in rural and urban
unserved and underserved areas, and to train additional numbers of dental providers to manage
the oral health care of PLWH.
Comprehensive Planning: The process of determining the organization and delivery of HIV
services; strategy used by a planning body to improve decision making about services and
maintain a continuum of care for PLWH.
Conflict of Interest: An interest by a planning body member in an action that may result in
personal, organizational, or professional gain.
Consortium or HIV Care Consortium: A regional or Statewide planning entity established by
many State grantees under Part B (formerly Title II) of the Ryan White legislation to plan and
sometimes administer Part B services. An association of health care and support service providers
that develops and delivers services for PLWH under Ryan White Part B.
Continuum of Care: An approach that helps communities plan for and provide a full range of
services to address the needs of persons living with HIV disease, including primary care, case
management and support services. Sometimes used to describe the entire local Ryan White
network in an EMA/TGA.
Cultural Competence: The knowledge, understanding and skills to work effectively with individuals
from differing backgrounds (race, age, gender, sexuality, customs, etc.)
Cumulative cases: The total number of cases of a disease reported or diagnosed through a
specific date. Cumulative cases can include cases in people who have already died.
Cumulative incidence rate: The total number of persons reported with a disease during a specified
period expressed as a proportion of the population at risk for the disease. Usually a cumulative
incidence rate is calculated by dividing the number of cases newly reported during a specified period
by the population in which cases occurred during that period. A multiplier is used to convert the
resulting fraction to a number over a common denominator (often 100,000).
Department of Health and Human Services (HHS): The part of the Federal government that is
responsible for health care and other issues. The head of the Department is the Secretary
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who is a member of the President’s cabinet. HRSA, CDC, FDA, and CMS are just a few of the
agencies that make up the Department of Health and Human Services.
Department of Housing and Urban Development (HUD): The part of the Federal government that
is responsible for housing issues. HUD administers the Housing Opportunities for Persons with AIDS
(HOPWA) program.
Division of Service Systems (DSS): The division within HRSA’s HIV/AIDS Bureau that is
responsible for administering Part A (formerly Title I) and Part B (formerly Title II), including the Part
B AIDS Drug Assistance Program (ADAP).
Early Identification of Individuals with HIV/AIDS (EIIHA): The identifying, counseling,
testing, informing, and referring of diagnosed and undiagnosed individuals to appropriate
services, as well as linking newly diagnosed HIV positive individuals to care.
Eligible Metropolitan Areas (EMAs): One of two categories of metropolitan areas that are eligible
to receive funding under Part A of the Ryan White HIV Treatment Modernization Act because of
the impact of the HIV epidemic on their population. As of 2008, includes 22 large metropolitan
areas. In order to be an EMA, communities must have reported more than 2,000 AIDS cases during
the most recent five-year period. EMAs must also have a population of at least 50,000. An EMA
will lose its designation if for three consecutive years it fails to have at least 3,000 living cases of
AIDS as of the last day of the year.
Emergent Need: New needs, changing needs, up and coming needs that require action.
Epidemic: The spread of an infectious disease through a population or geographic area.
Epidemiology (Epi): The branch of medical science that studies the incidence, distribution, and
control of disease in a population.
Epidemiologic Profile: A report based on information about the population of a community that
describes characteristics of the population. Planning bodies use an epidemiologic profile to
understand which groups of people are contracting HIV and the main methods of HIV transmission
in a community, and to determine which HIV services needs are most urgent.
Exposure Category or Transmission Category: In describing HIV/AIDS cases, how individuals
may have been exposed to HIV, such as injecting drug use, male-to-male sexual contact and
heterosexual contact.
Grantee: The recipient of Ryan White funds awarded directly from the Federal government and the
entity responsible for administering the funds.
Grievance: Any complaint or dispute about the priority that reached the stage where the
affected party seeks a formal approach to its resolution.
Grievance Procedures: For grantees, a set of rules that allow applicants for and recipients of Ryan
White funding to dispute grant awards or other aspects of the application process if they were denied
a grant or if they believe that they were treated unfairly. For planning councils, grievances must
cover failure to follow the established procedures for establishing priorities (including any language
regarding how best to meet the established priorities), allocating funds to those priorities, and any
subsequent process to change the priorities or allocations. Affected IEHPC Policies and Procedures
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parties such as PLWH groups and funded or potential Part A service providers may file grievances
against the planning council.
Group Coverage: The most common type of health insurance coverage for persons with private
insurance. Group coverage refers to insurance policies that cover a specific group of people. Groups
often are made up of all employees of a company or members of a labor union. The laws and rules
that control how health insurance is sold and administered are different for group coverage and
individual coverage.
HIV/AIDS Bureau (HAB): The bureau within the Health Resources and Services Administration
(HRSA) of the U.S. Department of Health and Human Services (DHHS) that is responsible for
administering the Ryan White program.
HIV/AIDS Dental Reimbursement Program: The Ryan White program that assists accredited dental
schools, post-doctoral dental education programs, and dental hygiene education programs with
uncompensated costs incurred in providing oral health care to Persons living with HIV/AIDS (PLWH).
Health Resources and Services Administration (HRSA): The agency of the U.S. Department of
Health and Human Services that is responsible for health care for underserved populations. Ryan
White is one of HRSA’s major programs.
HIV Disease: A condition caused by infection with the human immunodeficiency virus. Often used
to describe the full spectrum of illness to include both HIV and AIDS.
HIV Data: Presents data (reported or estimated) on HIV infected persons who have not developed
AIDS. HIV case surveillance better describes populations more recently diagnosed with HIV and is
a more reliable indicator of the current and future status of the epidemic.
HOPWA: Housing Opportunities for Persons with AIDS: A program administered by the
Department of Housing and Urban Development which provides funding to support housing for PLWH
and their families.
Incidence: The number of new cases of a disease or condition that occur and are reported in a
specific area or population during a defined period of time.
Incidence Rate: Incidence expressed in terms of the number of cases compared to the total
population at risk, usually presented as the rate per 100,000 population. AIDS rates are often
expressed this way. Incidence rate provides a measure of the effect of illness relative to the size of
the population. It is calculated by dividing incidence (number of cases) during the specified period by
the geographic area (e.g., the state) or demographic population (e.g., the total Hispanic population
of a State) in which these cases occurred. A multiplier is used to convert the resulting fraction to a
number over a common denominator, often 100,000.
Individual Coverage: The type of health insurance policy that an individual or family purchases
directly from an insurance company. Because it often costs more money or has more limitations,
individual coverage is often purchased by people who are unable to qualify for group coverage.
Insurance: Public or private health care coverage where a purchaser (such as an employer, a
government, or an individual) buys coverage for future health care needs from an insurance
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company. By charging monthly payments called premiums, the insurer agrees to provide a specific
set of covered services whenever a health care provider decides that the individual needs them.
Lead Agency: The agency responsible for contract administration; also called a fiscal agent (an
incorporated consortium sometimes serves as the lead agency).
LIHP: Low Income Health Program was established by the California Department of Health Care
Services (DHCS) to help California prepare for health care reform. It is an optional, county Medi-Callike program that expands primary medical coverage to certain uninsured, low-income adults
Managed Care: A type of health insurance program that is intended to both provide people with
better health care and save money by eliminating wasted health care expenditures.
Matrix: A document that encompasses information in rows and columns.
Medicaid: A public health insurance program that is jointly operated by the Federal government and
the States. Medicaid provides health insurance coverage to roughly 40 million low-income people.
Medicaid is the single largest source of health care coverage for PLWH.
Medicare: A public health insurance program of the Federal government that provides health care
coverage to retired workers (people over age 65) and working people who become disabled.
Medicare is the second largest source of health care coverage for PLWH.
Memorandum of Understanding: Agreement between various parties about their roles and
responsibilities.
Needs Assessment: A systematic process to determine the service needs of a defined population;
a definition of the extent of need, available services, and service gaps by population and geographic
area.
Outputs: Measures of the direct products or volume of program operations, such as the number of
service units that a program delivers.
Part A (formerly Title I): Provides funding to eligible metropolitan areas (EMAs) and
transitional grant areas (TGAs) that have felt the greatest impact of the HIV epidemic.
Part B (formerly Title II): Provides funds to all states and territories to improve HIV-related care
and services.
Part B – ADAP (formerly Title II – ADAP): AIDS Drug Assistance Program (ADAP); helps
people with HIV who are uninsured or under-insured pay for medications.
Part C (Formerly Title III): Provides competitive funds to public or nonprofit community-based
clinics to provide early intervention services and outpatient health services to people with HIV and
AIDS.
Part D (Formerly Title IV): Provides competitive funding for HIV-related care and services for
women, infants, children, and youth.
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Part F (Formerly Title V):
▪ AETC (AIDS Education and Training Centers) – A network of centers providing
education and training on HIV care for health care professionals.
▪ SPNS (Special Projects of National Significance – Provides competitive funding for
development and evaluation of innovative models of HIV care.
▪ HIV/AIDS Dental Reimbursement Program: Funding to dental schools and other dental
programs to help pay for oral health care for people living with HIV.
▪ Community Based Dental Partnership Program: Funds provided to deliver communitybased oral health care services for HIV-positive individuals while providing education and
clinical training for dental care providers, especially those located in community-based
settings.
▪ Minority AIDS Initiative: Competitive funding for Part A and Part B programs to address
disparities in access, treatment, care, and health outcomes for racial and ethnic minorities.
Payer of Last Resort:
A term for the Ryan White program that indicates that Ryan White funds only can be used to pay for
health care services for people with no other source of care or coverage. Any type of insurance
coverage must be used pay for all eligible services before Ryan White funds can be used.
Planning Council: A legislatively defined planning body in an EMA or TGA that plans the delivery of
HIV care services and establishes priorities and allocations for the use of Ryan White Part A funds.
Planning Process: In the Ryan White program, steps taken and methods used to collect
information, analyze and interpret it, set priorities and prepare a plan for rational decisionmaking about the use of Ryan White funds.
Prevalence: The total number of persons living with a specific disease or condition in a defined
population at a given time. Sometimes the term is used to mean living prevalence: the total number
of cases of a disease in persons not known to have died in a given population at a specific point in
time. Prevalence does not indicate how long a person has had a disease and cannot be used to
calculate rates of disease. It can provide an estimate of risk for a disease at a point in time. For
HIV/AIDS surveillance, prevalence refers to living persons with HIV disease, regardless of time of
infection or date of diagnosis.
Prevalence Rate:
The prevalence or number of living cases of HIV or AIDS expressed as a proportion of the total
population in the area being studied, usually shown as the rate per 100,000 population.
.
Primary Medical Care for HIV Disease:
The provision of care that is consistent with U.S. Public Health Service guidelines for the treatment
of HIV/AIDS. Such care must provide access to anti-retrovirals and other drug therapies, including
prophylaxis and treatment of opportunistic infections and combination antiretroviral therapies.
Priority Setting:
The process used by a planning council or consortium to establish numerical priorities among
service categories, to ensure consistency with locally identified needs, and to address how best to
meet each priority.
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Private Insurance: Health insurance that is not operated by the government. Private sector health
insurance is frequently purchased by employers for their employees. Thirty-two percent of PLWH
who receive health care services on a regular basis are believed to have private insurance.
Public Health Surveillance: The ongoing, systematic collection, analysis and interpretation of data
essential to the planning, implementation and evaluation of public health practice.
Surveillance data is disseminated to and used by those responsible for prevention and control.
Public Insurance: Health insurance that is offered by the government. Major Federal
government programs are Medicaid, Medicare, and S-CHIP.
RCHC: Riverside County Healthcare - provides basic medical care and mental health services to
eligible Riverside County residents.
Reimbursement: Payment for expenses. Planning bodies may pay back transportation
expenses, for example, for PLWH members.
RFP (Request for Proposals): An open and competitive process for selecting providers of
services (sometimes called an RFA or Request for Applications)
Resource Allocation: The legislatively-mandated responsibility of planning councils to assign
Ryan White Part A funding amounts or percentages to established priorities - across specific service
categories, geographic areas, populations, and/or subpopulations.
Resource Inventory: Describes organizations and individuals providing full spectrum of
Services accessible to PLWH/A. The goal of the resource inventory is to develop a
comprehensive picture of services, regardless of funding source.
Ryan White legislation: Before the 2006 reauthorization, known as the CARE Act. The Federal
legislation created to address the unmet health care and service needs of low-income and
underserved persons living with HIV disease and their families in the United States and its territories.
Named after Ryan White a teenage AIDS activist from Indiana.
Seroprevalence: The number of persons in a defined population who test HIV-positive based on
HIV testing of blood specimens. Seroprevalence is often presented as a percent of the total
specimens tested or as a rate (per 100,000 tested)
Service Gaps: ALL service needs for PLWH except those for medical services (which is unmet need).
SOW: Scope of Work: Description of project goals and objectives and the plan to meet them.
Special Populations: Special projects of national significance may include the delivery of HIV
healthcare and support services to traditionally underserved populations including:
1. Individuals and families with HIV disease living in rural communities;
2. Adolescents with HIV disease;
3. Indian individuals and families with HIV disease;
4. Homeless individuals and families with HIV disease;
5. Hemophiliacs with HIV disease; and
6. Incarcerated individuals with HIV disease.
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Special Projects of National Significance (SPNS) Program: See Part F.
State Children’s Health Insurance Program (S-CHIP): Federal program that gives money to
States to expand access to health insurance to children. See CHIP above.
Statewide Coordinated Statement of Need (SCSN): A written statement of need for the entire
State developed through a process designed to collaboratively identify significant HIV issues and
maximize Ryan White program coordination. The SCSN process is convened by the Part B (formerly
Title II) Grantee, with equal responsibility and input by all programs; representatives must include all
Ryan White Parts (formerly Titles) and Part F managers, providers, PLWH, and public health
agency(s).
Substance Abuse and Mental Health Services Administration (SAMHSA): The agency within
the U.S. Department of Health and Human Services that administers alcohol, substance abuse,
and mental health programs.
Substance Abuse Treatment: Provision of treatment and/or counseling to address substance
abuse issues (including alcohol, legal and illegal drugs), provided in an outpatient or residential
health service setting.
System Level Outcomes: Results for all clients receiving services, such as reduced morbidity or
mortality rates.
Technical Assistance (TA): Training and individualized assistance that provides knowledge and
skill development to enable people to do their work better.
Transitional Grant Areas (TGAs): Along with EMAs, metropolitan areas that are eligible to receive
funding under Part A of the Ryan White HIV/AIDS Treatment Modernization Act because of the
impact of the HIV epidemic on their population. As of 2008, included 34 metropolitan areas. In order
to be a TGA, communities must have reported at least 1,000 AIDS cases but not more than 1,999
AIDS cases during the most recent five-year period. TGAs must also have a population of at least
50,000. They will lose their designation as TGAs if for three consecutive fiscal years they have less
than 1,500 living cases of AIDS.
Unmet Need: Unmet need for primary health services among individuals who know their HIV
status but are not receiving HIV-related primary health care.
Underserved: An urban or rural area or population that:
A. Is eligible for designation under section 332 as a health professional shortage area;
B. Is eligible to be served by a migrant health center under section 330, a community health center
under section 330, a grantee under section 330 (relating to homeless individuals), or a grantee
under section 330 (relating to residents of public housing);
C. Has a shortage of personal health services, as determined under criteria issued by the
Secretary under section 1861(a)(a)(2) of the Social Security Act (relating to rural health clinics);
or
D. Is designated by a State Governor (in consultation with the medical community) as a shortage
area or medically underserved community.
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Glossary of HIV/AIDS Terms:
Acronyms and Abbreviations *
ACA
ACP
ADAP
AIDS
AETC
ARTAS
ART/ARV
ASO
CARE Act
CBO
CC
CDC
CMS
CM
CPG
CQM
CY
DCHAP
DPH
DMHAP
DSHAP
EFA
eHARS
EIIHA
EIS
EMA
FDA
FQHC
FY
HAB
HHS
HICP
HIP
HIPS
HIV
HOPWA
HRSA
IDP
*

Affordable Care Act
ADAP Contract Pharmacy
AIDS Drug Assistance Program
Acquired Immune Deficiency Syndrome
AIDS Education and Training Center Program
Antiretroviral Treatment Access Study
Antiretroviral Therapy
AIDS Service Organization
Comprehensive AIDS Resources Emergency Act
Community-Based Organization
Consumer Caucus
Centers for Disease Control and Prevention
Center for Medicare and Medicaid Services
Case Manager/Case Management
Community Planning Group
Clinical Quality Management
Calendar Year
Division of Community HIV/AIDS Programs
Department of Public Health
Division of Metropolitan HIV/AIDS Programs
Division of State HIV/AIDS Programs
Emergency Financial Assistance
Electronic HIV/AIDS Reporting System
Early Identification of Individuals with HIV/AIDS
Early Intervention Services
Eligible Metropolitan Area
Food and Drug Administration
Federally Qualified Health Center
Fiscal Year
HIV/AIDS Bureau
Department of Health and Human Services
Health Insurance Continuation Program
Health Insurance Premium
Health Insurance Premium Support
Human Immunodeficiency Virus
Housing Opportunities for Persons with AIDS
Health Resources and Services Administration
Infectious Disease Program

Prepared for DMHAP through MSCG/Ryan White Technical Assistance Contract, March 2017.

From: Compendium of Materials for Planning Council Support Staff. EGM Consulting, LLC. 2018.
Available at: www.targetHIV.org/planning-chatt/pcs-compendium 010
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IDU
ISP
IP
LGBT
LPAP
MAGI
MAI
MCM
MOU
MHS
MNT
MSA
MSM
NHAS
NOFA
NOFO
NMCM
OAHS
OHATCD
OI
PAP
PB
PC
PCS
PHS
PLWH
PLWHA
PrEP
PS
PSRA
PY
QM
RFP
RSR
RW
RWHAP
RWPA
SA
SAS
SAMHSA
SCHIP
SCSN
SNAP
SPNS

Intravenous Drug Use
Individualized Service Plan
Integrated Plan
Lesbian, Gay, Bisexual, Transgender
Local Pharmacy Assistance Program
Modified Adjusted Gross Income
Minority AIDS Initiative
Medical Case Management
Memorandum of Understanding
Mental Health Services
Medical Nutrition Therapy
Metropolitan Statistical Area
Men Who Have Sex With Men
National HIV/AIDS Strategy
Notice of Funding Availability
Notice of Funding Opportunity
Non-Medical Case Management
Outpatient /Ambulatory Health Services
Office of HIV/AIDS Training and Capacity Development
Opportunistic Infection
Patient Assistance Program
Planning Body
Planning Council
Planning Council Support
Public Health Service
Person Living with HIV
Person Living with HIV/AIDS
Pre-Exposure Prophylaxis
Partner Services
Priority Setting and Resource Allocation
Program Year
Quality Management
Request for Proposal
Ryan White Services Report
Ryan White
Ryan White HIV/AIDS Program
Ryan White Part A
Substance Abuse
Substance Abuse Services
Substance Abuse and Mental Health Services Administration
State Child Health Insurance Program
Statewide Coordinated Statement of Need
Supplemental Nutrition Assistance Program
Special Projects of National Significance

From: Compendium of Materials for Planning Council Support Staff. EGM Consulting, LLC. 2018.
Available at: www.targetHIV.org/planning-chatt/pcs-compendium 011
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SS
STD
STI
TGA
TA
TrOOP
WICY

Support Services
Sexually Transmitted Disease
Sexually Transmitted Infection
Transitional Grant Area
Technical Assistance
True Out of Pocket Costs
Women, Infants, Children, and Youth

From: Compendium of Materials for Planning Council Support Staff. EGM Consulting, LLC. 2018.
Available at: www.targetHIV.org/planning-chatt/pcs-compendium 012
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EPIDEMIOLOGY REPORTS
(Including Unaware/Unmet Need Highlights)

PSRA 2020
Riverside/San Bernardino TGA
Prevalence (Currently Living)
As of December 31, 2019

Incidence (New Cases)
January 1, 2019 – December 31, 2019

Contents:
•
•
•
•
•

HIV Care Continuum
Epidemiology Presentation
3-Year TGA Prevalence and Incidence
TGA Incidence and Prevalence since 2008
Unaware / Unmet Need Definitions
o “True Prevalence” Summary
o Unmet Need Summary
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HIV Care Continuum - 2018
The HIV care continuum, sometimes referred to as the HIV treatment cascade, is a model showing the
steps or stages of HIV medical care that people living with HIV go through from initial diagnosis to
achieving the goal of viral suppression and shows the proportion of individuals living with HIV who are
engaged at each stage. This model can be used for determining where, in the stages of care, interventions
need to be implemented/improved to bring more HIV+ individuals to the ultimate goal of viral
suppression.
The chart below shows the percentage of diagnosed HIV+ individuals that fall into each stage of the
continuum and compares the most recent results for California, Riverside County, and San Bernardino
County. These data are the most recently available obtained from the California Department of Public
Health Office of AIDS HIV Surveillance.

CONTINUUM OF CARE -2018
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Definitions
Of those diagnosed HIV+ that were recorded as living at the end of the measurement year:
• In Care: percent (%) who had at least one CD4, viral load, or HIV-1 genotype test during the year
• Retained: percent (%) who had at least TWO CD4, viral load, or HIV-1 genotype tests that were
• performed at least 3 months apart during the year
• Virally Suppressed: percent (%) whose most recent HIV viral load test result during the year was
less than 200 copies/ml.
Looking at these data more closely, it is evident that there are different in retention and viral suppression
depending on age and race/ethnicity.

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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HIV Care Continuum - 2018

AGE
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2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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HIV Care Continuum - 2018

RACE/ETHNICITY
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2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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Ryan White Part A Program

Riverside / San Bernardino, CA – Transitional Grant Area (TGA)
Source: e-HARS(Enhanced HIV/AIDS Reporting System)
HIV numbers do not include those persons diagnosed with AIDS in the same year. Unless otherwise noted,
all HIV/AIDS statistics come from HIV and AIDS cases reported to Riverside County or San Bernardino
County Departments of Public Health as of Dec 31, 2019. Due to delays in reporting, 2019 data may not
be complete.
Data and Input Provided by:
Aaron Gardner, MA, MPH
Research Specialist I
RUHS –Public Health
Epidemiology & Program Evaluation
(951) 358-5557
www.rivcoph.org

Stephanie Feldman, MPH
Epidemiologist
San Bernardino Co
Research, Assessment, and Planning
(909) 677-6132
http://www.sbcounty.gov/pubhlth/

EPIDEMIOLOGY SUMMARY

Definitions
I.
Prevalence: Refers to living persons with HIV disease, regardless of time of infection or date of
diagnosis.
II.
Incidence: Newly diagnosed cases of HIV or AIDS in a population during a specific time period.
III.
Rate: Common method used to compare the burden of a disease across uneven populations.
IV.
Service Areas: The TGA is divided into six planning regions.

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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Ryan White Part A Program

Riverside / San Bernardino, CA – Transitional Grant Area (TGA)
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8053

5586

2467

HIV/AIDS

14614

9901

4713

L I V I N G C A S E S BY A G E : A G E AT R E P O R T V E R S U S A G E N O W
Age at Report

Current Age

70.00%
62.49%
60.00%
49.86%

50.00%
38.36%

40.00%
30.00%
20.57%

20.00%

15.83%
9.14%

10.00%
0.00%

0.32%

0.06%

under 13

2.57%
13-24

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020

0.79%
25-44

45-64

65+
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Ryan White Part A Program

Riverside / San Bernardino, CA – Transitional Grant Area (TGA)
R A C E /E T H N I C P R O P O RT I O N O F G E N E R A L P O P U L AT I O N ,
THOSE LIVING WITH HIV & THOSE LIVING WITH AIDS
General Population

Living HIV

Living AIDS

60%
52%

52%

48%

50%
40%

33%

31%

31%

30%
20%

14% 13%

10%

7%

7%

2%
0%

White

Hispanic

African Amer

2%

Asian/Pac

0%

0%

3%

0%

Amer Indian

2%

2%

Other/Multi

E T H N I C / R AC I A L D I ST R I B U T I O N BY A R E A O F R E S I D E N C E
White

Hispanic

African Amer

0.7
0.6

59%

56%

54%

0.5

55%

43%

44%

41%
0.4
0.3

39%

37%
28%

26%
21%

0.2
8%

0.1
0

SA1

5%

SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020

3%
SA3

SA4

9%

9%

7%

SA5

SA6
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Ryan White Part A Program

Riverside / San Bernardino, CA – Transitional Grant Area (TGA)

PREVALENCE RATES BY RACE/ETHNICITY
HIV

AIDS

350

315.9
287.1

300
250

276.6

214.2

200
150
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90.3

100
50
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P R E VA LE N C E R AT E S BY S E R V I C E A R E A
HIV

AIDS

900
780.9

800
700
600

529.5

500
400
300

175.7

200
100
0

93.5

91.4

SA1

74.9

58.9

81.5

SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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50.0
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Ryan White Part A Program

Riverside / San Bernardino, CA – Transitional Grant Area (TGA)
Source: e-HARS(Enhanced HIV/AIDS Reporting System)
HIV numbers do not include those persons diagnosed with AIDS in the same year. Unless otherwise noted,
all HIV/AIDS statistics come from HIV and AIDS cases reported to Riverside County or San Bernardino
County Departments of Public Health as of Dec 31, 2019. Due to delays in reporting, 2019 data may not
be complete.
Data and Input Provided by:
Aaron Gardner, MA, MPH
Research Specialist I
RUHS –Public Health
Epidemiology & Program Evaluation
(951) 358-5557
www.rivcoph.org

Stephanie Feldman, MPH
Epidemiologist
San Bernardino Co
Research, Assessment, and Planning
(909) 677-6132
http://www.sbcounty.gov/pubhlth/

EPIDEMIOLOGY SUMMARY

Definitions
I.
Prevalence: Refers to living persons with HIV disease, regardless of time of infection or date of
diagnosis.
II.
Incidence: Newly diagnosed cases of HIV or AIDS in a population during a specific time period.
III.
Rate: Common method used to compare the burden of a disease across uneven populations.
IV.
Service Areas: The TGA is divided into six planning regions.

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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TGA - Incidence (New Cases in the year indicated): Riverside/San Bernardino TGA
HIV/AIDS Incidence Surveillance 2016-2018
HIV Incidence (1)
2016
2017
2018 (2)
Incidence
276
274
272
Rate per 100,000 (2)
11.4
11.2
11.1
Risk
MSM
194
194
190
IDU
9
9
9
MSM/IDU
8
5
2
Hetero
14
9
12
Other
0
0
0
Perinatal
2
1
0
Unknown
49
56
59
Gender
Males
253
249
238
Females
23
25
34
Race/Ethnicity
White
93
109
75
Black
38
35
40
Hispanic
132
108
138
Asian
7
9
8
American Indian
2
1
2
Multi race
3
11
6
Unknown
1
1
3
Age Group
<13
2
1
0
13-24
51
58
41
25-44
143
138
156
45-64
74
62
68
65+
6
15
3
Unknown
0
0
4
Residence Service Area
1. West Riverside
100
113
106
2. Mid Riverside
70
76
91
3. East Riverside
106
82
74
Riverside County
276
271
271
100.0%
98.9%
99.6%
4. West Valley SB
0
0
0
5. East Valley SB
0
0
0
6. Desert SB
0
0
0
San Bernardino County
0
0
0
0.0%
0.0%
0.0%
Unknown
0
3
1
0.0%
1.1%
0.4%

3-Yr
HIV
822
33.7

HIV
Percent
100.0%

578
27
15
35
0
3
164

70.3%
3.3%
1.8%
4.3%
0.0%
0.4%
20.0%

AIDS Incidence
2017
2018 (2)
91
86
3.7
3.5

3-Yr
AIDS
311
12.7

AIDS
Percent
100.0%

740
82

90.0%
10.0%

123
11

84
7

76
10

203
13
14
17
0
1
63
311
283
28

277
113
378
24
5
20
5

33.7%
13.7%
46.0%
2.9%
0.6%
2.4%
0.6%

54
19
54
5
0
2
0

36
15
33
2
0
5
0

21
10
48
2
0
4
1

111
44
135
9
0
11
1

35.7%
14.1%
43.4%
2.9%
0.0%
3.5%
0.3%

3
150
437
204
24
4

0.4%
18.2%
53.2%
24.8%
2.9%
0.5%

0
8
64
51
11
0

0
9
39
37
6
0

0
3
39
35
3
6

0
20
142
123
20
6

0.0%
6.4%
45.7%
39.5%
6.4%
1.9%

319
237
262

38.8%
28.8%
31.9%
99.5%

51
31
52
134
100.0%
0
0
0
0
0.0%
0
0.0%

32
17
40
89
97.8%
0
0
0
0
0.0%
2
2.2%

31
23
22
76
88.4%
0
0
0
0
0.0%
10
11.6%

114
71
114

36.7%
22.8%
36.7%
96.1%

822

818

0
0
0
0

0.0%
0.0%
0.0%
0.0%

4

0.5%

822

(1) HIV numbers do not include those persons diagnosed with AIDS in the same year.
(2) Due to delays in reporting, 201X data may not be complete.
Prepared By Department of Public Health Departments, San Bernardino County and Riverside County
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91
3
5
8
0
1
26

60
8
6
6
0
0
11

52
2
3
3
0
0
26

1

Source: CA Office of AIDS eHARS Download
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2016
134
5.5

299

0
0
0

65.3%
4.2%
4.5%
5.5%
0.0%
0.3%
20.3%
91.0%
9.0%

0

0.0%
0.0%
0.0%
0.0%

12

3.9%

311

Three-Year Prevalence (Living as of December 31 of indicated year): Riverside/San Bernardino TGA
HIV/AIDS Prevalence Surveillance 2016-2018
HIV Prevalence (1)
2016
2017 2018 (2)
Total Prevalence
5,667
6,223
6,561
Risk
MSM
3,983
4,398
4,633
IDU
249
259
271
MSM/IDU
248
273
282
Heterosexual
508
521
751
Other
5
5
22
Perinatal
34
35
34
Unknown
640
732
568
TOTAL
5,667
6,223
6,561
Gender
Males
4,969
5,490
5,777
Females
698
733
751
TOTAL
5,667
6,223
6,528
Race/Ethnicity
White
2,786
3,046
3,119
Black
812
859
902
Hispanic
1,809
2,023
2,195
Asian
122
132
139
American Indian
18
20
22
Multi race
117
137
159
Unknown
3
6
25
TOTAL
5,667
6,223
6,561
Age Group
<13
10
10
8
13-24
232
277
255
25-44
2,229
2,454
2,538
45-64
2,646
2,833
2,980
65+
550
648
750
Unknown
0
1
30
TOTAL
5,667
6,223
6,561
Residence Service Area
1. West Riverside
772
836
937
2. Mid Riverside
563
656
729
3. East Riverside 2,279
2,497
2,643
4. West Valley SB
894
972
0
5. East Valley SB
721
785
0
6. Desert SB
426
466
0
Unknown
12
11
6
TOTAL
5,667
6,223
4,315

AIDS Prevalence
2016
2017 2018 (2)
7,808
8,078
5,586

HIV/AIDS Prevalence
2016
2017 2018 (2)
13,475 14,301 12,147

5,452
533
514
724
30
35
520
7,808

5,669
539
545
737
22
33
533
8,078

5,640
511
542
962
44
30
324
8,053

9,435
782
762
1,232
35
69
1,160
13,475

10,067
798
818
1,258
27
68
1,265
14,301

10,273
782
824
1,713
66
64
892
14,614

85%
6%
7%
14%
1%
1%
7%
120%

7,012
796
7,808

7,259
819
8,078

7,207
829
8,036

11,981
1,494
13,475

12,749
1,552
14,301

12,984
1,580
14,564

107%
13%
120%

4,137
1,010
2,363
132
34
131
1
7,808

4,248
1,026
2,476
132
28
167
1
8,078

4,181
1,030
2,514
134
23
168
3
8,053

6,923
1,822
4,172
254
52
248
4
13,475

7,294
1,885
4,499
264
48
304
7
14,301

7,300
1,932
4,709
273
45
327
28
14,614

60%
16%
39%
2%
0%
3%
0%
120%

2
44
1,360
5,090
1,312
0
7,808

2
46
1,381
5,195
1,454
0
8,078

2
42
1,274
5,062
1,671
2
8,053

12
276
3,589
7,736
1,862
0
13,475

12
323
3,835
8,028
2,102
1
14,301

10
297
3,812
8,042
2,421
32
14,614

0%
2%
31%
66%
20%
0%
120%

930
736
3,694
968
881
583
16
7,808

933
781
3,858
985
910
595
16
8,078

902
781
3,887
0
0
0
16
5,586

1,702
1,299
5,973
1,862
1,602
1,009
28
13,475

1,769
1,437
6,355
1,957
1,695
1,061
27
14,301

1,839
1,510
6,530
0
0
0
22
9,901

15%
12%
54%
0%
0%
0%
0%
82%

Source: CA Office of AIDS eHARS Download
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2018
Proportions
100%

(1) HIV numbers do not include those persons diagnosed with AIDS in the same year.
(2) Due to delays in reporting, 201X data may not be complete.
Prepared By Department of Public Health Departments, San Bernardino County and Riverside County
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Transitional Grant Area (TGA) Incidence and Prevalence Since 2008

HIV Incidence (New Cases) by Year of Diagnosis
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AIDS Incidence (New Cases) by Year of Diagnosis
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2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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Transitional Grant Area (TGA) Incidence and Prevalence Since 2008

HIV Prevalence (Living) by Year
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AIDS Prevalence (Living) by Year
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Prevalence data prior to 2015 include only individuals diagnosed within the counties. Due to improvements in HIV
care data, prevalence is now based on most current address
2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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Transitional Grant Area (TGA) Incidence and Prevalence Since 2008

HIV Incidence (New Cases) by Year of Diagnosis
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Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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Transitional Grant Area (TGA) Incidence and Prevalence Since 2008

HIV Prevalence (Living) by Year
6000
5000
4000
3000
2000
1000
0

2008

2009

2010

2011

2012

RivCo HIV Living

2013

2014

2015

SB HIV Living

2016

2017

2018

2019

2018

2019

TGA HIV Living

AIDS Prevalence (Living) by Year
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Prevalence data prior to 2015 include only individuals diagnosed within the counties. Due to improvements in HIV
care data, prevalence is now based on most current address
2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: eHARS, CDPH Office of HIV/AIDS Surveillance
March 2019 – February 2020
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ESTIMATES: UNAWARE / UNMET NEED
PRIORITY SETTING AND RESOURCE ALLOCATION – JUNE 2020
PREVALENCE DATA (now includes “care” location)
• This year (2019), the reported 14,775 PLWHA in the Riverside/San Bernardino Transitional Grant
Area (TGA) includes all individuals diagnosed with HIV that are residing in the TGA. This includes
those that were diagnosed in other jurisdictions and later moved to the two-county area.
• Due to improvements in HIV care data (routine reporting of lab results), prevalence is now based
on most current address. Therefore, we are able to account for all individuals that require health
care and support services in the Riverside/San Bernardino TGA.
UNAWARE ESTIMATE
• 14% of the total number of persons living with HIV/AIDS (PLWHA) are not diagnosed and are
unaware that they are HIV positive (latest CDC algorithm results for California).
• The Riverside/San Bernardino TGA Unaware Estimate (using CDC back-calculation) if include InMigration estimate (see above), would = 1,921
• These individuals need to be identified (outreach), informed of their status (test/counsel), referred
to services and ensured linkage to care (initial and kept appointments).
• We need to coordinate with prevention/HIV testing and address the unique barriers of population
groups (race, age, gender, etc) to reduce the number of unaware in the TGA.
CALCULATED ESTIMATE OF “TRUE” PREVALENCE
• Therefore, the total “true” number of PLWHA in the TGA is the sum of the following:
o 14,775  Local Reported HIV/AIDS Prevalence (source: eHARS continuum data) which
includes those that have moved into the area after being diagnosed.
o 13%  Unaware Estimate (not in the official local count and adjusted for in-migration)
o 16,696  Total estimated “true” # of persons living with HIV/AIDS in the TGA.
UNMET NEED ESTIMATE
• Definition: Estimate of the number of persons that know they are HIV+ but have not had a CD4
test, Viral Load test, or accessed Antiretroviral Medications (ART) during a 12-month period.
In other words, they are aware but not “in care”.
• Current estimate (from CDPH 2018 continuum data) = 23% of aware PLWHA in the TGA are not “in
care.”
• This equates to an estimate of 3,399 PLWHA if we look at official reported data that now includes
those that have moved into the area after being diagnosed.
• These individuals need to be identified (outreach) and re-linked to care.
• Strategies to address the unique barriers of different population groups (race, age, gender, etc)
should be utilized.
RWP Office – Riv/SB TGA
PS/RA Summit 2020
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ESTIMATES: UNAWARE / UNMET NEED
PRIORITY SETTING AND RESOURCE ALLOCATION – JUNE 2020
PREVALENCE DATA (now includes “care” location)
• This year (2019), the reported 14,775 PLWHA in the Riverside/San Bernardino Transitional Grant
Area (TGA) includes all individuals diagnosed with HIV that are residing in the TGA. This includes
those that were diagnosed in other jurisdictions and later moved to the two-county area.
• Due to improvements in HIV care data (routine reporting of lab results), prevalence is now based
on most current address. Therefore, we are able to account for all individuals that require health
care and support services in the Riverside/San Bernardino TGA.
UNAWARE ESTIMATE
• 14% of the total number of persons living with HIV/AIDS (PLWHA) are not diagnosed and are
unaware that they are HIV positive (latest CDC algorithm results for California).
• The Riverside/San Bernardino TGA Unaware Estimate (using CDC back-calculation) if include InMigration estimate (see above), would = 1,921
• These individuals need to be identified (outreach), informed of their status (test/counsel), referred
to services and ensured linkage to care (initial and kept appointments).
• We need to coordinate with prevention/HIV testing and address the unique barriers of population
groups (race, age, gender, etc) to reduce the number of unaware in the TGA.
CALCULATED ESTIMATE OF “TRUE” PREVALENCE
• Therefore, the total “true” number of PLWHA in the TGA is the sum of the following:
o 14,775  Local Reported HIV/AIDS Prevalence (source: eHARS continuum data) which
includes those that have moved into the area after being diagnosed.
o 13%  Unaware Estimate (not in the official local count and adjusted for in-migration)
o 16,696  Total estimated “true” # of persons living with HIV/AIDS in the TGA.
UNMET NEED ESTIMATE
• Definition: Estimate of the number of persons that know they are HIV+ but have not had a CD4
test, Viral Load test, or accessed Antiretroviral Medications (ART) during a 12-month period.
In other words, they are aware but not “in care”.
• Current estimate (from CDPH 2018 continuum data) = 23% of aware PLWHA in the TGA are not “in
care.”
• This equates to an estimate of 3,399 PLWHA if we look at official reported data that now includes
those that have moved into the area after being diagnosed.
• These individuals need to be identified (outreach) and re-linked to care.
• Strategies to address the unique barriers of different population groups (race, age, gender, etc)
should be utilized.
RWP Office – Riv/SB TGA
PS/RA Summit 2020
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“True Prevalence”
Summary

Page 1

Page 2

032

Estimate for California per CDC algorithm = 13% of the TGA’s PLWHA

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

(Those migrating into the area are now included in Prevalence Numbers)

Reported (eHARS) + Unaware

“True Prevalence” =

“True Prevalence” Terms

033

eHARS
Prevalence
14,775

HIV+
Unaware
Estimate
~1921

“True Prevalence” Estimate

16,696 total

Page 3

034

Aware vs National Goal – CDC

Nation = 85% (2015)
CA = 87% (2015)

% AWARE

Page 4
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Unmet Need
Summary

Page 5

036

 In Care: Received one of the following in the last
12 months:
 CD4 test
 Viral Load test
 Antiretroviral Therapy (ART)

 Unmet Need: Refers to those that know they are
HIV+ but are not “in care”.
Most Current estimate from Continuum of Care 2018 23%

Unmet Need Terms
Page 6

approx 3,399
PLWHA with
unmet need

Unmet
Need
23%

037

In Care
77%

Those living with HIV/AIDS

Page 7

038

• 14,775 = HIV/AIDS Prevalence (residing in TGA)
• 1,921 = Unaware Estimate (not included in local # for TGA)
• 16,696 = Total estimated amount of # of people living with HIV
in the TGA, including those who are unaware of status

Total persons living with HIV/AIDS:

Unaware Estimate

Additional
“True Prevalence” Information

Page 8





X 14,775=

Calculation

1921

Unaware of HIV+ Status

0.13
1-0.13

CA

108

14,775

?

not aware that they are positive (undiagnosed) - CDC estimate for

13% of the true number of those living with HIV/AIDS are

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

HIV Unaware Estimate

Page 9

CD4 test
Viral Load test
Antiretroviral Therapy (ART)

109

• 3,399 based on prevalence data (14,775 * 23%)

 Current TGA Estimate = 23% of those living with HIV/AIDS.
Equates to approximately:







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

Additional Unmet Need Information
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CLIENT REPORTS
PSRA 2020
Ryan White Part A and MAI
Riverside/San Bernardino TGA

Contents:
• Client Reports: Summary
• Part A / MAI Client Profile
o Overall Client Demographics
 Race/Ethnicity
 Gender
 Age Group
 Insurance
 Risk Factor
o Service Area Reports
• Outcomes
o QM Measures March 2018 to February 29, 2019
o Adverse Outcomes Analysis
o Performance Indicator Definitions
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CLIENT REPORTS FY 2019/2020 – Summary
CLIENT PROFILE
Demographics and Service Areas
•

The majority of RW clients:
o are males (86.8%)
o are White (47.6%) males
o are between the ages of 45 and 64 (57.9%)

•

The largest age group by decade is 50-59 years (34.1). The second largest age group by decade is 60-69
year olds (20.9%)

•

The majority of RW clients:
o live in Riverside - Service Area 3 (54.1%).

•

Clients continue to enroll in Medicaid (66.2%). Our TGA saw an increase in clients with Private Insurance
(8.3%) and Other Insurance (21.3%). Our TGA also saw an increase in Uninsured clients (18.1%).

•

Men who have Sex with Men (MSM) remains the most frequently reported risk factor among clients
across all races (72.5%). Heterosexual Contact (18.5%) risk factor increased from previous years.

CLIENT OUTCOMES
QM Measures
•

Early Intervention Services are successfully linking clients to care within 3 months of diagnosis 75.8% of
the time and within 1 month 40% of the time.

•

Viral Load suppression reached 92.3% within the TGA in FY2019/2020 for Ryan White clients.

•

There was an 8% increase in clients with a Prescription for HIV ARV Therapy (96.1%) from the previous
year (89%).

ADEVERSE OUTCOME ANALYSIS
The following are results from a comparison of Part A client demographics, in general, versus Part A clients who had
adverse outcomes, defined as a viral load that is above 200 copies/ml (viral suppression threshold). This analysis
reviewed test results for 1,809 clients who had a medical visit reported during the measurement period. Of those
1,809 clients, 139 (7.7 %) had viral loads greater than 200 copies/mL.
•

Results:

Data analysis did not reveal any trends in clients with adverse outcomes compared to the general
population. In fact, the majority of the Part A population is virally suppressed across all
demographic categories.

RWP Office – Riv/SB TGA
PS/RA Summit 2020
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CLIENT REPORTS FY 2019/2020 – Summary
CLIENT PROFILE
Demographics and Service Areas
•

The majority of RW clients:
o are males (86.8%)
o are White (47.6%) males
o are between the ages of 45 and 64 (57.9%)

•

The largest age group by decade is 50-59 years (34.1). The second largest age group by decade is 60-69
year olds (20.9%)

•

The majority of RW clients:
o live in Riverside - Service Area 3 (54.1%).

•

Clients continue to enroll in Medicaid (66.2%). Our TGA saw an increase in clients with Private Insurance
(8.3%) and Other Insurance (21.3%). Our TGA also saw an increase in Uninsured clients (18.1%).

•

Men who have Sex with Men (MSM) remains the most frequently reported risk factor among clients
across all races (72.5%). Heterosexual Contact (18.5%) risk factor increased from previous years.

CLIENT OUTCOMES
QM Measures
•

Early Intervention Services are successfully linking clients to care within 3 months of diagnosis 75.8% of
the time and within 1 month 40% of the time.

•

Viral Load suppression reached 92.3% within the TGA in FY2019/2020 for Ryan White clients.

•

There was an 8% increase in clients with a Prescription for HIV ARV Therapy (96.1%) from the previous
year (89%).

ADEVERSE OUTCOME ANALYSIS
The following are results from a comparison of Part A client demographics, in general, versus Part A clients who had
adverse outcomes, defined as a viral load that is above 200 copies/ml (viral suppression threshold). This analysis
reviewed test results for 1,809 clients who had a medical visit reported during the measurement period. Of those
1,809 clients, 139 (7.7 %) had viral loads greater than 200 copies/mL.
•

Results:

Data analysis did not reveal any trends in clients with adverse outcomes compared to the general
population. In fact, the majority of the Part A population is virally suppressed across all
demographic categories.
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CLIENT REPORTS FY 2019/2020 – Summary
CLIENT PROFILE
Demographics and Service Areas
•

The majority of RW clients:
o are males (86.8%)
o are White (47.6%) males
o are between the ages of 45 and 64 (57.9%)

•

The largest age group by decade is 50-59 years (34.1). The second largest age group by decade is 60-69
year olds (20.9%)

•

The majority of RW clients:
o live in Riverside - Service Area 3 (54.1%).

•

Clients continue to enroll in Medicaid (66.2%). Our TGA saw an increase in clients with Private Insurance
(8.3%) and Other Insurance (21.3%). Our TGA also saw an increase in Uninsured clients (18.1%).

•

Men who have Sex with Men (MSM) remains the most frequently reported risk factor among clients
across all races (72.5%). Heterosexual Contact (18.5%) risk factor increased from previous years.

CLIENT OUTCOMES
QM Measures
•

Early Intervention Services are successfully linking clients to care within 3 months of diagnosis 75.8% of
the time and within 1 month 40% of the time.

•

Viral Load suppression reached 92.3% within the TGA in FY2019/2020 for Ryan White clients.

•

There was an 8% increase in clients with a Prescription for HIV ARV Therapy (96.1%) from the previous
year (89%).

ADEVERSE OUTCOME ANALYSIS
The following are results from a comparison of Part A client demographics, in general, versus Part A clients who had
adverse outcomes, defined as a viral load that is above 200 copies/ml (viral suppression threshold). This analysis
reviewed test results for 1,809 clients who had a medical visit reported during the measurement period. Of those
1,809 clients, 139 (7.7 %) had viral loads greater than 200 copies/mL.
•

Results:

Data analysis did not reveal any trends in clients with adverse outcomes compared to the general
population. In fact, the majority of the Part A population is virally suppressed across all
demographic categories.
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CLIENT REPORTS FY 2019/2020 – Summary
CLIENT PROFILE
Demographics and Service Areas
•

The majority of RW clients:
o are males (86.8%)
o are White (47.6%) males
o are between the ages of 45 and 64 (57.9%)

•

The largest age group by decade is 50-59 years (34.1). The second largest age group by decade is 60-69
year olds (20.9%)

•

The majority of RW clients:
o live in Riverside - Service Area 3 (54.1%).

•

Clients continue to enroll in Medicaid (66.2%). Our TGA saw an increase in clients with Private Insurance
(8.3%) and Other Insurance (21.3%). Our TGA also saw an increase in Uninsured clients (18.1%).

•

Men who have Sex with Men (MSM) remains the most frequently reported risk factor among clients
across all races (72.5%). Heterosexual Contact (18.5%) risk factor increased from previous years.

CLIENT OUTCOMES
QM Measures
•

Early Intervention Services are successfully linking clients to care within 3 months of diagnosis 75.8% of
the time and within 1 month 40% of the time.

•

Viral Load suppression reached 92.3% within the TGA in FY2019/2020 for Ryan White clients.

•

There was an 8% increase in clients with a Prescription for HIV ARV Therapy (96.1%) from the previous
year (89%).

ADEVERSE OUTCOME ANALYSIS
The following are results from a comparison of Part A client demographics, in general, versus Part A clients who had
adverse outcomes, defined as a viral load that is above 200 copies/ml (viral suppression threshold). This analysis
reviewed test results for 1,809 clients who had a medical visit reported during the measurement period. Of those
1,809 clients, 139 (7.7 %) had viral loads greater than 200 copies/mL.
•

Results:

Data analysis did not reveal any trends in clients with adverse outcomes compared to the general
population. In fact, the majority of the Part A population is virally suppressed across all
demographic categories.
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RSBTGA Ryan White Client Profile –Demographics
Service Area
17/18

Missing

0.0%

Outside TGA

0.1%
0.7%
0.5%

San Bernardino - SA6

19/20

4.7%

5.1%
5.7%
5.3%
10.4%
10.6%
9.1%

San Bernardino - SA5

San Bernardino- SA4

18/19

5.2%
5.7%
4.3%
51.1%
54.1%
54.3%

Riverside - SA3
9.4%
9.0%
8.8%

Riverside - SA2

14.0%
14.0%
13.2%

Riverside - SA1
0.0%

Service Area
Riverside - SA1
Riverside - SA2
Riverside - SA3
San B.- SA4
San B. - SA5
San B. - SA6
Outside TGA
Missing
Total

10.0%

17/18 Clients
509
339
2091
167
351
206
21
0
3852

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

20.0%

17/18
13.2%
8.8%
54.3%
4.3%
9.1%
5.3%
0.5%
0.0%
100.0%

30.0%

18/19 Clients
534
345
2065
218
405
219
27
1
3814

18/19
14.0%
9.1%
54.1%
5.7%
10.6%
5.7%
0.7%
0.0%
100.0%

40.0%

19/20 Clients
527
355
1931
198
394
191
4
176
3776

50.0%

19/20
14.0%
9.4%
51.1%
5.2%
10.4%
5.1%
0.1%
4.7%
100.0%
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60.0%

RSBTGA Ryan White Client Profile –Demographics
race/ethnicity
17/18

18/19

19/20

0.7%
0.9%

More than One Race

Native Hawaiian/ Pacific Islander

0.3%
0.2%
0.2%

American Indian/ Alaskan Native

0.5%
0.3%
0.5%
1.4%
1.3%
1.4%

Asian

14.2%
12.6%
12.0%

African-American

36.0%
33.7%
33.8%

Hispanic or Latino(a)

47.6%
51.1%
50.9%

White

0.0%

10.0%

17/18
Clients

20.0%

Race/Ethnicity
White
Hispanic or Latino(a)
African-American
Asian
American Indian/ Alaskan Native
Native Hawaiian/ Pacific Islander
More than One Race
Missing

1,962
1,303
463
55
21
9
35
4

17/18
50.9%
33.8%
12.0%
1.4%
0.6%
0.2%
0.9%
0.1%

Total

3,852

100.0%

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

30.0%
18/19
Clients

1,947
1,285
480
50
13
9
27
3
3,814

40.0%

18/19
51.1%
33.7%
12.6%
1.3%
0.3%
0.2%
0.7%
0.1%
100.0
%

50.0%
19/20
Clients

1799
1358
535
53
17
11
0
3
3776

19/20
47.6%
36.0%
14.2%
1.4%
0.5%
0.3%
0.0%
0.1%
100.0
%
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60.0%

RSBTGA Ryan White Client Profile –Demographics
Age Groups
17/18
90 – 92

18/19

19/20

0.0%
0.0%
0.5%
0.5%
0.5%

80 – 89

5.1%
4.7%
4.2%

70 – 79

7.3%
7.1%
6.1%

65 – 69

33.3%
32.8%
31.5%

55 - 64
24.6%

45 – 54

26.7%

29.2%

14.3%
14.5%
14.8%

35 – 44

13.0%
12.3%
11.8%

25 – 34
1.9%
1.4%
1.8%

18 – 24
0.0%

Age Group
18 – 24
25 – 34
35 – 44
45 – 54
55 - 64
65 – 69
70 – 79

5.0%

10.0%

17/18 Clients
70
456
570
1,125
1,214
235
160

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

15.0%

17/18
1.8%
11.8%
14.8%
29.2%
31.5%
6.1%
4.2%

20.0%

18/19 Clients
52
470
551
1,019
1,249
271
180

25.0%

18/19
1.4%
12.3%
14.5%
26.7%
32.8%
7.1%
4.7%

19/20 Clients
71
491
540
929
1256
276
193

30.0%

19/20
1.9%
13.0%
14.3%
24.6%
33.3%
7.3%
5.1%
Page 3 of 6
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35.0%

RSBTGA Ryan White Client Profile –Demographics
80 – 89
90 – 92
Total

21
1
3,852

0.6%
0.0%
100.0%

21
1
3,814

GENDER
17/18

18/19

0.6%
0.0%
100.0%

20
0
3776

0.5%
0.0%
100.0%

19/20

0.0%
T-FTM

0.0%

0.9%
T-MTF

0.8%
0.6%

12.2%
Female

11.3%
11.9%

86.8%
Male

87.9%
87.4%

0.0%

Gender
Male
Female
T-MTF
T-FTM
Unknown

10.0%

20.0%

17/18 Clients
3,368
460
23
1
0

30.0%

17/18
87.4%
11.9%
0.6%
0.0%
0.0%

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

40.0%

50.0%

60.0%

18/19 Clients
3,353
431
29
1
0

18/19
87.9%
11.3%
0.8%
0.0%
0.0%

70.0%

80.0%

19/20 Clients
461
3279
34
1
1

90.0%

19/20
12.2%
86.8%
0.9%
0.0%
0.0%
Page 4 of 6
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100.0%

RSBTGA Ryan White Client Profile –Demographics
Total

3,852

100.0%

3,814

100.0%

100.0
%

3776

RISK factor
17/18

18/19

19/20

Hemophilia

Other

0.0%
0.1%
0.1%

Perinatal

0.2%
0.2%
0.3%

Undetermined

0.4%
0.5%
0.7%

Transfusion

0.3%
0.5%
0.5%
3.5%
3.4%
3.8%

IDU

4.6%
4.8%
4.2%

MSM and IDU

18.5%
16.6%
17.5%

Heterosexual Contact

72.5%
72.9%
72.8%

MSM
0.0%

Risk Factor
MSM
Heterosexual
Contact
MSM and IDU
IDU
Transfusion
Undetermine

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

17/18 Clients
2,803

17/18
72.8%

18/19 Clients
2,780

18/19
72.9%

19/20 Clients
2737

19/20
72.5%

673
161
147
21
30

17.5%
4.2%
3.8%
0.5%
0.7%

633
183
130
17
19

16.6%
4.8%
3.4%
0.5%
0.5%

697
174
132
11
15

18.5%
4.6%
3.5%
0.3%
0.4%

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020
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80.0%

RSBTGA Ryan White Client Profile –Demographics
d
Perinatal
Other
Hemophilia

13
3
1

Total

0.3%
0.1%
0.0%
100.0
%

3,852

8
5
1

Health 3,814
insurance 100.0%
17/18

5.3%
4.8%
3.7%

Unknown
Uninsured

0.2%
0.1%
0.0%

18/19

0.2%
0.0%
0.0%

3776

100.0%

19/20

18.1%
16.9%
13.8%

43.7%
44.1%
44.9%

Multiple Types
3.2%
2.9%
3.1%

Other only

9
1
0

21.3%
19.9%
21.0%

Other
Other public only

1.6%
1.9%
1.8%

5.8%
6.8%
6.9%

Other public

31.8%
32.0%
32.9%

Medicaid only

66.2%
67.9%
70.3%

Medicaid
6.0%
5.5%
5.4%

Medicare only

31.3%
32.6%
32.3%

Medicare
2.4%
2.5%
2.5%

Private only

8.3%
7.2%
7.9%

Private
0.0%

10.0%

20.0%

Health Insurance

Private
Private only
Medicare
Medicare only
Medicaid
Medicaid only
Other public
Other public only

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

30.0%

40.0%

17/18

18/19

7.9%
2.5%
32.3%
5.4%
70.3%
32.9%
6.9%
1.8%

7.2%
2.5%
32.6%
5.5%
67.9%
32.0%
6.8%
1.9%

50.0%

60.0%

70.0%

19/20
8.3%
2.4%
31.3%
6.0%
66.2%
31.8%
5.8%
1.6%
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80.0%

RSBTGA Ryan White Client Profile –Demographics
Other
Other only
Multiple Types
Uninsured
Unknown

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

21.0%
3.1%
44.9%
13.8%
3.7%

19.9%
2.9%
44.1%
16.9%
4.8%

21.3%
3.2%
43.7%
18.1%
5.3%
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Service Areas
R A C E /E T H N I C I T Y
Black or Afrian American

Hispanic/Latino

White

80.0%
67.9%

70.0%

64.9%

60.0%
50.0%

55.6%
51.4%

50.0%

47.3%

40.0%
30.0%

29.3%
25.0%

25.0%

21.1%

24.6%

23.7%
19.7%

20.0%
10.0%
0.0%

42.8%

40.3%
37.5%

28.9%
20.5%

19.3%

23.5%

19.9%

19.9%

15.8%

5.4%

Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

R A C E /E T H N I C I T Y
Undetermined

American Indian or Alaskan Native

Asian

More than one Race

Native Haiwaiian/Pacific Islander

2.5%
2.1%
2.0%
1.7%

1.6%

1.5%

1.0%

1.5%

0.9%

0.8%

0.0%

0.4%

0.3%

0.3% 0.3%

0.2%

1.2%

1.1%
0.9%

0.9%

0.6%
0.5%

1.7%

1.6%

0.9% 0.9%
0.6%

0.6%

0.3%

0.0%
Riverside - SA1

Riverside - SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

Riverside - SA3

San Bernardino - SA5 San Bernardino - SA6

Undetermined
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Service Areas
AGE GROUPS
0-24

25-34

35-44

35.0%
29.7%

30.0%
25.0%

25.0%
21.7%

23.9%

22.5%

20.0%

19.9%
16.9% 16.3%

15.0%

13.1%
9.6%

9.7%

10.0%

10.7%

6.9%

5.0%

4.7%

3.1%

4.6%
2.0%

0.8%
0.0%

17.7%

15.8%

Outside TGA

1.6%

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

AGE GROUPS
45-54

55-64

65 and older

45.0%
40.4%

40.0%

38.0%
33.9%

35.0%

28.9%

28.8%
27.2%

30.0%
25.0%

32.5%

25.0% 25.0% 25.0% 25.2%

24.6%

23.2%

21.9%

25.4%
19.9%
17.9%

19.0%

20.0%
15.0%

9.4%

10.0%
5.6%

6.3%

11.2%

5.8%

4.0%

5.0%
0.0%

Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020
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Service Areas
GENDER
Female
100.0%

Male

95.3%

90.0%
79.1%

80.0%

75.3%

50.0%

83.9%

70.7%

70.0%
60.0%

83.4%

79.5%

50.0%

40.0%
30.0%

25.0%

20.0%

28.2%

23.1%

19.4%

19.3%

10.0%
0.0%

16.6%

14.1%

4.1%
Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

GENDER
Other

T-FTM

T-MTF

2.5%
2.0%

2.0%

1.5%

1.4%
1.3%

1.2%

1.1%

1.0%

0.5%

0.5%

0.3%
0.1%

0.0%

Riverside - SA1

Riverside - SA2

Riverside - SA3

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

San Bernardino SA4

San Bernardino SA5

San Bernardino SA6

Undetermined
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Service Areas
R I S K FA C TO R
Heterosexual Contact

MSM

Undetermined

100.0%

100.0%
87.0%

90.0%
80.0%

66.4%

70.0%
60.0%

55.8%

57.9%

53.4%

49.6%

50.0%
40.0%

33.1%

34.4%

35.0%

33.9%

30.0%

23.0%

20.0%
6.0%

10.0%
0.0%

0.5%

0.1%
Riverside - SA1

Riverside - SA2

Riverside - SA3

San Bernardino SA4

San Bernardino SA5

San Bernardino SA6

Undetermined

R I S K FA C TO R
IDU

MSM and IDU

Mother with/at Risk

Other

Transfusion

15.0%
13.0%
10.8%

11.0%
9.0%
7.2%
7.0%

5.6%5.6%

5.0%

5.2%

5.1%
4.1%4.1%

3.8%

3.7%

3.7%

3.0%
0.6%
0.3%0.3%

1.0%
-1.0%

Riverside - SA1

Riverside - SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

0.9%

0.2%

0.5%

Riverside - SA3

0.6%

0.3%

0.5%

San Bernardino - SA4 San Bernardino - SA5 San Bernardino - SA6
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0.9%

Service Areas
R A C E /E T H N I C I T Y
Black or Afrian American

Hispanic/Latino

White

80.0%
67.9%

70.0%

64.9%

60.0%
50.0%

55.6%
51.4%

50.0%

47.3%

40.0%
30.0%

29.3%
25.0%

25.0%

21.1%

24.6%

23.7%
19.7%

20.0%
10.0%
0.0%

42.8%

40.3%
37.5%

28.9%
20.5%

19.3%

23.5%

19.9%

19.9%

15.8%

5.4%

Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

R A C E /E T H N I C I T Y
Undetermined

American Indian or Alaskan Native

Asian

More than one Race

Native Haiwaiian/Pacific Islander

2.5%
2.1%
2.0%
1.7%

1.6%

1.5%

1.0%

1.5%

0.9%

0.8%

0.0%

0.4%

0.3%

0.3% 0.3%

0.2%

1.2%

1.1%
0.9%

0.9%

0.6%
0.5%

1.7%

1.6%

0.9% 0.9%
0.6%

0.6%

0.3%

0.0%
Riverside - SA1

Riverside - SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

Riverside - SA3

San Bernardino - SA5 San Bernardino - SA6

Undetermined
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Service Areas
AGE GROUPS
0-24

25-34

35-44

35.0%
29.7%

30.0%
25.0%

25.0%
21.7%

23.9%

22.5%

20.0%

19.9%
16.9% 16.3%

15.0%

13.1%
9.6%

9.7%

10.0%

10.7%

6.9%

5.0%

4.7%

3.1%

4.6%
2.0%

0.8%
0.0%

17.7%

15.8%

Outside TGA

1.6%

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

AGE GROUPS
45-54

55-64

65 and older

45.0%
40.4%

40.0%

38.0%
33.9%

35.0%

28.9%

28.8%
27.2%

30.0%
25.0%

32.5%

25.0% 25.0% 25.0% 25.2%

24.6%

23.2%

21.9%

25.4%
19.9%
17.9%

19.0%

20.0%
15.0%

9.4%

10.0%
5.6%

6.3%

11.2%

5.8%

4.0%

5.0%
0.0%

Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020
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Service Areas
GENDER
Female
100.0%

Male

95.3%

90.0%
79.1%

80.0%

75.3%

50.0%

83.9%

70.7%

70.0%
60.0%

83.4%

79.5%

50.0%

40.0%
30.0%

25.0%

20.0%

28.2%

23.1%

19.4%

19.3%

10.0%
0.0%

16.6%

14.1%

4.1%
Outside TGA

Riverside - SA1 Riverside - SA2 Riverside - SA3 San Bernardino - San Bernardino - San Bernardino - Undetermined
SA4
SA5
SA6

GENDER
Other

T-FTM

T-MTF

2.5%
2.0%

2.0%

1.5%

1.4%
1.3%

1.2%

1.1%

1.0%

0.5%

0.5%

0.3%
0.1%

0.0%

Riverside - SA1

Riverside - SA2

Riverside - SA3

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

San Bernardino SA4

San Bernardino SA5

San Bernardino SA6

Undetermined
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Service Areas
R I S K FA C TO R
Heterosexual Contact

MSM

Undetermined

100.0%

100.0%
87.0%

90.0%
80.0%

66.4%

70.0%
60.0%

55.8%

57.9%

53.4%

49.6%

50.0%
40.0%

33.1%

34.4%

35.0%

33.9%

30.0%

23.0%

20.0%
6.0%

10.0%
0.0%

0.5%

0.1%
Riverside - SA1

Riverside - SA2

Riverside - SA3

San Bernardino SA4

San Bernardino SA5

San Bernardino SA6

Undetermined

R I S K FA C TO R
IDU

MSM and IDU

Mother with/at Risk

Other

Transfusion

15.0%
13.0%
10.8%

11.0%
9.0%
7.2%
7.0%

5.6%5.6%

5.0%

5.2%

5.1%
4.1%4.1%

3.8%

3.7%

3.7%

3.0%
0.6%
0.3%0.3%

1.0%
-1.0%

Riverside - SA1

Riverside - SA2

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

0.9%

0.2%

0.5%

Riverside - SA3

0.6%

0.3%

0.5%

San Bernardino - SA4 San Bernardino - SA5 San Bernardino - SA6
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0.9%

Client Health Outcomes – QM Measures
The following data were extracted from the AIDS Regional Information and Evaluation System (ARIES)
using the HIV/AIDS Bureau (HAB) Quality Management (QM) Report for Ryan White Part A/MAI clients
served between March 1, 2019 and February 29, 2020.

Performance Indicators

2021

18/19

19/20

1. HIV Positivity: Percentage of HIV positive tests during the measurement year

2.6%

0.7%

1.1%

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

96%

91.7%

81%

Target

HIV POSITIVITY
3.0%
2.6%
2.5%
2.0%
1.5%
1.1%
1.0%

0.7%

0.5%
0.0%

18/19

19/20

2021 Target

L AT E H I V D I A G N O SI S ( % N OT L AT E )

100%
96%
95%

91.7%

90%
85%
81%
80%
75%
70%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
2021

Performance Indicators

18/19

19/20

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

74%

75.7%

85%

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

62.4%

40%

85%

86%

Target

L I N K TO H I V M E D I C A L C A R E W I T H I N 3 M O N T H S
85%

84%
82%
80%
78%
76%
74%

75.8%
74.0%

72%
70%
68%
66%

18/19

19/20

2021 Target

L I N K TO H I V M E D I C A L C A R E W I T H I N 3 0 DAYS
100.0%
85%

90.0%
80.0%
70.0%

62.4%

60.0%
50.0%

40.0%

40.0%
30.0%
20.0%
10.0%
0.0%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target

Page 2 of 5
060

Client Health Outcomes – QM Measures
2021

Performance Indicators

18/19

19/20

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

45.9%

41.6%

90%

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

59%

53.4%

90%

Target

H I V M E D I C A L V I S I T F R EQ U E N C Y

100%

90.0%

90%
80%
70%
60%
50%

45.9%

41.6%

40%
30%
20%
10%
0%

18/19

19/20

2021 Target

GAP IN MEDICAL VISITS

100%

90%

90%
80%
70%

59%

60%

53.4%

50%
40%
30%
20%
10%
0%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
Performance Indicators

2021

18/19

19/20

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

89%

96.1%

90%

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

89%

92.3 %

90%

Target

P R E S C R I B E D A N T I R E T ROV I R A L T H E R A P Y

98%

96.1%

96%
94%
92%
90%

90.0%

89.0%

88%
86%
84%

18/19

19/20

2021 Target

H I V V I R A L LOA D S U P P R E S SI O N

93%

92.3%

92%
91%
90.0%

90%
89%

89.0%

88%
87%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
Performance Indicators

18/19

19/20

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

86.9%

87.7%

2021

Target

95%

H O U S I N G STAT U S

96%

95.0%

94%
92%
90%
88%

86.9%

87.7%

86%
84%
82%
80%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
The following data were extracted from the AIDS Regional Information and Evaluation System (ARIES)
using the HIV/AIDS Bureau (HAB) Quality Management (QM) Report for Ryan White Part A/MAI clients
served between March 1, 2019 and February 29, 2020.

Performance Indicators

2021

18/19

19/20

1. HIV Positivity: Percentage of HIV positive tests during the measurement year

2.6%

0.7%

1.1%

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

96%

91.7%

81%

Target

HIV POSITIVITY
3.0%
2.6%
2.5%
2.0%
1.5%
1.1%
1.0%

0.7%

0.5%
0.0%

18/19

19/20

2021 Target

L AT E H I V D I A G N O SI S ( % N OT L AT E )

100%
96%
95%

91.7%

90%
85%
81%
80%
75%
70%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
2021

Performance Indicators

18/19

19/20

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

74%

75.7%

85%

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

62.4%

40%

85%

86%

Target

L I N K TO H I V M E D I C A L C A R E W I T H I N 3 M O N T H S
85%

84%
82%
80%
78%
76%
74%

75.8%
74.0%

72%
70%
68%
66%

18/19

19/20

2021 Target

L I N K TO H I V M E D I C A L C A R E W I T H I N 3 0 DAYS
100.0%
85%

90.0%
80.0%
70.0%

62.4%

60.0%
50.0%

40.0%

40.0%
30.0%
20.0%
10.0%
0.0%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
2021

Performance Indicators

18/19

19/20

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

45.9%

41.6%

90%

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

59%

53.4%

90%

Target

H I V M E D I C A L V I S I T F R EQ U E N C Y

100%

90.0%

90%
80%
70%
60%
50%

45.9%

41.6%

40%
30%
20%
10%
0%

18/19

19/20

2021 Target

GAP IN MEDICAL VISITS

100%

90%

90%
80%
70%

59%

60%

53.4%

50%
40%
30%
20%
10%
0%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target

Page 3 of 5
066

Client Health Outcomes – QM Measures
Performance Indicators

2021

18/19

19/20

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

89%

96.1%

90%

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

89%

92.3 %

90%

Target

P R E S C R I B E D A N T I R E T ROV I R A L T H E R A P Y

98%

96.1%

96%
94%
92%
90%

90.0%

89.0%

88%
86%
84%

18/19

19/20

2021 Target

H I V V I R A L LOA D S U P P R E S SI O N

93%

92.3%

92%
91%
90.0%

90%
89%

89.0%

88%
87%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Client Health Outcomes – QM Measures
Performance Indicators

18/19

19/20

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

86.9%

87.7%

2021

Target

95%

H O U S I N G STAT U S

96%

95.0%

94%
92%
90%
88%

86.9%

87.7%

86%
84%
82%
80%

18/19

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

19/20

2021 Target
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Substance Abuse – Outpatient Service: 3 - Year Trends
S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X R A C E
White

African-American

Hispanic or Latino(a)

60%
50%

50%
43%
39%

40%
34%

30%

29%

30%

26%

25%

20%

16%

10%

0%

17-18

18-19

19-20

S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X R A C E
Asian

Native Hawaiian/Pacific Islander

American Indian or Alaskan Native

More than one Race

3%
2%
2%
2%
2%

1%

1%
0.7%
1%

0%

0%

0.4%

0.3%

0.2%
0.0%
17-18

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

0%

0.0%
18-19

0%
19-20
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Substance Abuse – Outpatient Service: 3 - Year Trends
S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X A G E
13 - 24 years

25 - 44 years

45 - 64 years

65 years or older

70%

64%
58%

60%

57%

50%
40%

36%

36%

30%

26%

20%
10%
2%

2%

1%

0%

9%

6%

5%

17-18

18-19

19-20

S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X S EC O N DA RY
SERVICE
SA Group Counseling

SA Individual Counseling

400
350

339
300

300

277

250
198

200

192

187

150
100
50
0

17-18

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

18-19

19-20
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Substance Abuse – Outpatient Service: 3 - Year Trends
S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X R A C E
White

African-American

Hispanic or Latino(a)

60%
50%

50%
43%
39%

40%
34%

30%

29%

30%

26%

25%

20%

16%

10%

0%

17-18

18-19

19-20

S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X R A C E
Asian

Native Hawaiian/Pacific Islander

American Indian or Alaskan Native

More than one Race

3%
2%
2%
2%
2%

1%

1%
0.7%
1%

0%

0%

0.4%

0.3%

0.2%
0.0%
17-18

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

0%

0.0%
18-19

0%
19-20
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Substance Abuse – Outpatient Service: 3 - Year Trends
S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X A G E
13 - 24 years

25 - 44 years

45 - 64 years

65 years or older

70%

64%
58%

60%

57%

50%
40%

36%

36%

30%

26%

20%
10%
2%

2%

1%

0%

9%

6%

5%

17-18

18-19

19-20

S U B STA N C E A B U S E - O U T PAT I E N T C L I E N T S X S EC O N DA RY
SERVICE
SA Group Counseling

SA Individual Counseling

400
350

339
300

300

277

250
198

200

192

187

150
100
50
0

17-18

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

18-19

19-20
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Adverse Outcomes
The following graphs compare Ryan White Part A clients who are virally suppressed (viral load < 200
copies/mL) to Ryan White Part A clients who are not virally suppressed (viral load > 200 copies/mL). Of
the 3,776 Part A/MAI clients served between March 1, 2018 and February 28, 2019, 1,809 had a medical
visit reported during the measurement period. Of those 1,809 clients, 139 (7.7 %) had viral loads greater
than 200 copies/mL.

SERVICE AREA
% NOT Virally Suppressed

San Bernardino - SA6

7.9%
92.1%
12.3%

San Bernardino - SA5

San Bernardino - SA4

Riverside - SA3

Riverside - SA2

Riverside - SA1

Missing
0.0%

% Virally Suppressed

87.7%
6.7%
93.3%
5.9%
94.1%
7.9%
92.1%
10.0%
90.0%
9.6%
94.3%
10.0%

Service Area
Missing
Riverside - SA1
Riverside - SA2
Riverside - SA3
San Bernardino - SA4
San Bernardino - SA5
San Bernardino - SA6
Total

20.0%

UDC-VS
149
278
187
788
84
114
70
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

30.0%

40.0%

% Virally
Suppressed
94.3%
90.0%
92.1%
94.1%
93.3%
87.7%
92.1%
92.3%

50.0%

60.0%

UDC-NOT VS
15
31
16
49
6
16
6
139

70.0%

80.0%

% NOT Virally
Suppressed
9.6%
10.0%
7.9%
5.9%
6.7%
12.3%
7.9%
7.7%

90.0%

Total
158
309
203
837
90
130
76
1809
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100.0%

Adverse Outcomes
R A C E /E T H N I C I T Y
% NOT Virally Suppressed

% Virally Suppressed

7.0%

White

93.0%
100.0%

Undetermined

Native Hawaiian/ Pacific Islander

0.0%
0.0%

100.0%

15.4%

More than one race

84.6%
7.5%

Hispanic

92.5%
10.7%

African American

Asian

89.3%
100.0%

0.0%

American Indian/Alaska Native
0.0%

Race/Ethnicity
American Indian/Alaska
Native
Asian
African American
Hispanic
More than one race
Native Hawaiian/ Pacific
Islander
Unknown/unreported
White
Total

11.1%
88.9%
10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

UDC-VS

% Virally
Suppressed

UDC-NOT VS

% NOT Virally
Suppressed

Total

8
29
218
643
11

88.9%
100.0%
89.3%
92.5%
84.6%

1
0
26
52
2

11.1%
0.0%
10.7%
7.5%
15.4%

9
29
244
695
13

2
0
759
1670

100.0%
0.0%
93.0%
92.7%

0
1
57
139

0.0%
100.0%
70.0%
7.7%

2
1
816
1809

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

100.0%
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Adverse Outcomes
AGE GROUP
% NOT Virally Suppressed (VS)

80-89

100.0%

0.0%

6.3%

70-79

93.7%
2.8%

60-69

97.2%
6.5%

50-59

93.5%
11.3%

40-49

88.7%
10.8%

30-39

89.2%
16.2%

20-29

10-19

% Virally Suppressed (VS)

83.8%
0.0%

0.0%

100.0%

10.0%

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

20.0%

UDC-VS
1
98
224
276
589
383
89
10
1670

30.0%

40.0%

% Virally
Suppressed
100.0%
83.8%
89.2%
88.7%
93.5%
97.2%
93.7%
100.0%
92.3%

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

50.0%

60.0%

UDC- NOT VS
0
19
27
35
41
11
6
0
139

70.0%

80.0%

% NOT Virally
Suppressed
0.0%
16.2%
10.8%
11.3%
6.5%
2.8%
6.3%
0.0%
7.7%

90.0%

Total
1
117
251
311
630
394
95
10
1809
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100.0%

Adverse Outcomes
GENDER
% NOT Virally Suppressed

% Virally Suppressed

0.0%
T-FTM
0.0%

0.0%

100.0%

T-MTF

7.7%
Male
92.3%

8.3%
Female
91.7%

0.0%

10.0%

Gender
Female
Male
T-MTF
T-FTM
Total

20.0%

30.0%

UDC-VS
210
1447
13
0
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

40.0%

50.0%

% Virally
Suppressed
91.7%
92.3%
100.0%
0.0%
92.3%

60.0%

70.0%

UDC-NOT VS
19
120
0
0
139

80.0%

% NOT Virally
Suppressed
8.3%
7.7%
0.0%
0.0%
7.7%

90.0%

Total
229
1567
13
0
1809
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100.0%

Adverse Outcomes
R I S K FA C TO R
% NOT Virally Suppressed

% Virally Suppressed
100.0%

Undetermined
100.0%
Receipt of transfus..

0.0%
100.0%

Other

0.0%
100.0%

Mother with/at risk..

100.0%

0.0%
7.4%

Men who have sex wi..

92.6%
17.3%

MSM and IDU

Injection drug user..

Heterosexual contact
0.0%

82.7%
3.2%
96.8%
6.6%
93.4%
10.0%

Risk Factor
Heterosexual contact
IDU
MSM and IDU
MSM
Mother with/at Risk
Other
Receipt of Transfusion
Undetermined
Total

20.0%

30.0%

UDC-VS
339
61
67
1196
0
1
5
1
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

40.0%

50.0%

% Virally
Suppressed
93.4%
96.8%
82.7%
92.6%
0.0%
100.0%
100.0%
100.0%
92.3%

60.0%

UDC-NOT VS
24
2
14
96
2
0
0
1
139

70.0%

80.0%

% NOT Virally
Suppressed
6.6%
3.2%
17.3%
7.4%
100.0%
0.0%
0.0%
100.0%
7.7%

90.0%

Total
363
63
81
1292
2
1
5
2
1809
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Adverse Outcomes
The following graphs compare Ryan White Part A clients who are virally suppressed (viral load < 200
copies/mL) to Ryan White Part A clients who are not virally suppressed (viral load > 200 copies/mL). Of
the 3,776 Part A/MAI clients served between March 1, 2018 and February 28, 2019, 1,809 had a medical
visit reported during the measurement period. Of those 1,809 clients, 139 (7.7 %) had viral loads greater
than 200 copies/mL.

SERVICE AREA
% NOT Virally Suppressed

San Bernardino - SA6

7.9%
92.1%
12.3%

San Bernardino - SA5

San Bernardino - SA4

Riverside - SA3

Riverside - SA2

Riverside - SA1

Missing
0.0%

% Virally Suppressed

87.7%
6.7%
93.3%
5.9%
94.1%
7.9%
92.1%
10.0%
90.0%
9.6%
94.3%
10.0%

Service Area
Missing
Riverside - SA1
Riverside - SA2
Riverside - SA3
San Bernardino - SA4
San Bernardino - SA5
San Bernardino - SA6
Total

20.0%

UDC-VS
149
278
187
788
84
114
70
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

30.0%

40.0%

% Virally
Suppressed
94.3%
90.0%
92.1%
94.1%
93.3%
87.7%
92.1%
92.3%

50.0%

60.0%

UDC-NOT VS
15
31
16
49
6
16
6
139

70.0%

80.0%

% NOT Virally
Suppressed
9.6%
10.0%
7.9%
5.9%
6.7%
12.3%
7.9%
7.7%

90.0%

Total
158
309
203
837
90
130
76
1809
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R A C E /E T H N I C I T Y
% NOT Virally Suppressed

% Virally Suppressed

7.0%

White

93.0%
100.0%

Undetermined

Native Hawaiian/ Pacific Islander

0.0%
0.0%

100.0%

15.4%

More than one race

84.6%
7.5%

Hispanic

92.5%
10.7%

African American

Asian

89.3%
100.0%

0.0%

American Indian/Alaska Native
0.0%

Race/Ethnicity
American Indian/Alaska
Native
Asian
African American
Hispanic
More than one race
Native Hawaiian/ Pacific
Islander
Unknown/unreported
White
Total

11.1%
88.9%
10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

UDC-VS

% Virally
Suppressed

UDC-NOT VS

% NOT Virally
Suppressed

Total

8
29
218
643
11

88.9%
100.0%
89.3%
92.5%
84.6%

1
0
26
52
2

11.1%
0.0%
10.7%
7.5%
15.4%

9
29
244
695
13

2
0
759
1670

100.0%
0.0%
93.0%
92.7%

0
1
57
139

0.0%
100.0%
70.0%
7.7%

2
1
816
1809

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
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AGE GROUP
% NOT Virally Suppressed (VS)

80-89

100.0%

0.0%

6.3%

70-79

93.7%
2.8%

60-69

97.2%
6.5%

50-59

93.5%
11.3%

40-49

88.7%
10.8%

30-39

89.2%
16.2%

20-29

10-19

% Virally Suppressed (VS)

83.8%
0.0%

0.0%

100.0%

10.0%

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

20.0%

UDC-VS
1
98
224
276
589
383
89
10
1670

30.0%

40.0%

% Virally
Suppressed
100.0%
83.8%
89.2%
88.7%
93.5%
97.2%
93.7%
100.0%
92.3%

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

50.0%

60.0%

UDC- NOT VS
0
19
27
35
41
11
6
0
139

70.0%

80.0%

% NOT Virally
Suppressed
0.0%
16.2%
10.8%
11.3%
6.5%
2.8%
6.3%
0.0%
7.7%

90.0%

Total
1
117
251
311
630
394
95
10
1809
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GENDER
% NOT Virally Suppressed

% Virally Suppressed

0.0%
T-FTM
0.0%

0.0%

100.0%

T-MTF

7.7%
Male
92.3%

8.3%
Female
91.7%

0.0%

10.0%

Gender
Female
Male
T-MTF
T-FTM
Total

20.0%

30.0%

UDC-VS
210
1447
13
0
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

40.0%

50.0%

% Virally
Suppressed
91.7%
92.3%
100.0%
0.0%
92.3%

60.0%

70.0%

UDC-NOT VS
19
120
0
0
139

80.0%

% NOT Virally
Suppressed
8.3%
7.7%
0.0%
0.0%
7.7%

90.0%

Total
229
1567
13
0
1809
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R I S K FA C TO R
% NOT Virally Suppressed

% Virally Suppressed
100.0%

Undetermined
100.0%
Receipt of transfus..

0.0%
100.0%

Other

0.0%
100.0%

Mother with/at risk..

100.0%

0.0%
7.4%

Men who have sex wi..

92.6%
17.3%

MSM and IDU

Injection drug user..

Heterosexual contact
0.0%

82.7%
3.2%
96.8%
6.6%
93.4%
10.0%

Risk Factor
Heterosexual contact
IDU
MSM and IDU
MSM
Mother with/at Risk
Other
Receipt of Transfusion
Undetermined
Total

20.0%

30.0%

UDC-VS
339
61
67
1196
0
1
5
1
1670

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
Source: ARIES, Clients receiving Part A/MAI Services
March 2019 – February 2020

40.0%

50.0%

% Virally
Suppressed
93.4%
96.8%
82.7%
92.6%
0.0%
100.0%
100.0%
100.0%
92.3%

60.0%

UDC-NOT VS
24
2
14
96
2
0
0
1
139

70.0%

80.0%

% NOT Virally
Suppressed
6.6%
3.2%
17.3%
7.4%
100.0%
0.0%
0.0%
100.0%
7.7%

90.0%

Total
363
63
81
1292
2
1
5
2
1809
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Client Outcomes – Performance Indicator Definitions
The following tables provide detailed information on each indicator listed in the Client Outcomes report. Additional guidelines for many
of the indicators can also be found on the HRSA website here: HRSA/ HAB HIV Performance Measures 
http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html

Performance Indicator: HIV Positivity
Priority Group A – Core Indicator 1
Percentage of HIV positive tests during the measurement year.
Numerator:
Number of HIV positive tests in the 12-month measurement period.
Denominator:
Number of HIV tests conducted in the 12-month measurement period.
Exclusions:
None
1. Number of HIV tests conducted in the measurement year
Data Elements:
a. Of the number of HIV tests conducted, number that were HIV positive.
Measurement Source:
Goal:
Based On
ARIES: Outreach Module
CDC 2007 – 2011 HIV
ARIES Report: N/A
1.1%
Positivity Rate
OTHER: EIS Logs, Testing Logs, LEO
Performance Indicator: Late HIV Diagnosis (% NOT late)
Priority Group A – Core Indicator 2
Percentage of individuals that DO NOT have a diagnosis of Stage 3 HIV (AIDS) within 3 months of diagnosis of HIV.
Number of persons that DO NOT have a diagnosis of Stage 3 HIV infection (AIDS) within 3 months of diagnosis of
Numerator:
HIV infection in the 12-month measurement period.
Number of persons with an HIV diagnosis in the 12-month measurement period.
Denominator:
Exclusions:
None
1. Did the individual receive an initial diagnosis of HIV in the measurement year? Y/N
Data Elements:
a. Did the individual NOT receive a diagnosis of Stage 3 HIV (AIDS) within 3 months of his/her initial
diagnosis of HIV? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Dates
81% (or
CDC Division of HIV/AIDS
ARIES Report: Custom Report TBD
incr by
Prevention Strategic Plan
25%)
2011-2015 (opposite goal)
OTHER: eHARS
Performance Indicator: Linkage to HIV Medical Care (w/in 3 months)
Priority Group A – Core Indicator 3a
Percentage of newly dx individuals who attended a routine HIV medical care visit within 3 months of HIV diagnosis.
Numerator:
Number of persons who attended a routine HIV medical care visit within 3 months of HIV diagnosis.
Number of persons with an HIV diagnosis in last 15-months.
Denominator:
Exclusions:
Persons diagnosed with HIV in last 3 months.
1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N
Data Elements:
a. If yes, did the individual receive a diagnosis of HIV in the last 3 months? Y/N
i. If no, did the individual have at least one routine HIV medical care visit within 3 months of a dx of HIV?
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
85%
Targets for 2020
OTHER: eHARS; LDAT

2020 IEHPC Priority Setting & Resource Allocation
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Client Outcomes – Performance Indicator Definitions
Performance Indicator: Linkage to HIV Medical Care (w/in 30 days)
Priority Group A – Core Indicator 3b
Percentage of newly dx individuals who attended a routine HIV medical care visit within 30 days of HIV diagnosis.
Numerator:
Number of persons who attended a routine HIV medical care visit within 30 days of HIV diagnosis.
Number of persons with an HIV diagnosis in last 13-months.
Denominator:
Exclusions:
Persons diagnosed with HIV in last month.
1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N
Data Elements:
a. If yes, did the individual receive a diagnosis of HIV in the last month? Y/N
i. If no, did the individual have at least one routine HIV medical care visit within 30 days of a dx of HIV?
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Custom Report TBD
85%
Targets for 2020
OTHER: eHARS; LDAT
Performance Indicator: No Gap in HIV Medical Visits
Priority Group A – Core Indicator 4
Percentage of clients, regardless of age, with a diagnosis of HIV who had a medical visit in the last 6 months of the measurement year.
Numerator:
Number of clients in the denominator who had a medical visit in the last 6 months of the measurement year.
Number of clients, regardless of age, with a diagnosis of HIV who had at least one medical visit in the first 6 months
Denominator:
of the measurement year.
Exclusions:
Individuals who died at any time during the measurement year.
1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)
Data Elements:
a. If yes, did the client have at least one medical visit in the first 6 months of the measurement year? (Y/N)
i. If yes, did the client have one or more medical visits in the last 6 months of the measurement year?
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Targets for 2020 (“retained”)
OTHER: eHARS; LDAT
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Performance Indicator: HIV Medical Visit Frequency
Priority Group A – Core Indicator 5
Percentage of individuals, regardless of age, with a diagnosis of HIV who had at least one medical visit in each 6-month period of the 24month measurement period with a minimum of 60 days between medical visits.
Number of individuals in the denominator who had at least one medical visit in each 6‐ month period of the 24‐month
Numerator:
measurement period with a minimum of 60 days between first medical visit in the prior 6‐month period and the last
medical visit in the subsequent 6‐month period.
Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in the first 6 months of
Denominator:
the 24‐month measurement period.
Exclusions:
1. Individuals who died at any time during the 24-month measurement period.
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the individual have at least one medical visit in the first 6 months of the 24‐month measurement
period? (Y/N)
i. If yes, did the individual have at least one medical visit in the second 6‐ month period of the 24‐month
measurement period? AND was the individual's last visit in the second 6‐month period 60 days or more from
the 1st visit in the first 6‐month period? (Y/N)
Data Elements:
1. Did the individual have at least one medical visit in the third 6‐ month period of the 24‐month measurement
period? AND was the individual's last visit in the third 6‐month period 60 days or more from the 1st visit in
the second 6‐month period? (Y/N)
a. If yes, Did the individual have at least one medical visit in the fourth 6‐month period of the 24‐month
measurement period? AND was the individual's last visit in the fourth 6‐month period 60 days or more
from the 1st visit in the third 6‐month period? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Targets for 2020 (“retained”)
OTHER: eHARS; LDAT
Performance Indicator: Prescription of HIV Antiretroviral Therapy
Priority Group A – Core Indicator 6
Percentage of individuals, regardless of age, with a diagnosis of HIV prescribed antiretroviral therapy for the treatment of HIV infection
during the measurement year.
Numerator:
Number of individuals from the denominator prescribed HIV antiretroviral therapy during the measurement year.
Denominator: Number of individuals, regardless of age, with diagnosis of HIV with at least one medical visit in measurement year.
Exclusions:
None
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
Data
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)
Elements:
i. If yes, was the individual prescribed HIV antiretroviral therapy during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medications-ART
HIV Research Network 2012
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Benchmark
OTHER: eHARS; LDAT
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Performance Indicator: HIV Viral Load Suppression
Priority Group A – Core Indicator 7
Percentage of individuals, regardless of age, with a diagnosis of HIV with a HIV viral load less than 200 copies/mL at last HIV viral load
test during the measurement year.
Number of individuals in the denominator with an HIV viral load less than 200 copies/mL at last HIV viral load test
Numerator:
during the measurement year.
Denominator: Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in measurement year.
Exclusions:
None
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
Data
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)
Elements:
i. If yes, did the individual have an HIV Viral Load test with a result of <200 copies/mL at the last test? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
TGA Baseline of 87%
OTHER: eHARS; LDAT
Performance Indicator: Stable Housing Status
Priority Group A – Core Indicator 8
Percentage of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year.
Numerator:
Number of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year.
Denominator: Number of persons with an HIV diagnosis receiving HIV services in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? Y/N
Data
a. Did the client have at least one medical visit during the measurement year? (Y/N)
Elements:
i. Was the client homeless or unstably housed? Y/N
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Living Situation Past 12 mos.
National HIV/AIDS Strategy
95%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Targets for 2020 (Homeless<5%)
erformance Indicator:
Viral Load Monitoring
Priority Group A – Core Indicator 9
Percentage of clients, regardless of age, with a diagnosis of HIV with a viral load test performed at least every six months during the
measurement year.
Numerator:
Number of clients with a viral load test performed at least every 6 months.
Number of clients, regardless of age, with a diagnosis of HIV/AIDS who had at least two medical visits during the
Denominator:
measurement year, with at least 60 days in between each visit.
Exclusions:
Clients newly enrolled in care during last 6 months of the measurement year.
1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in
Data
between each visit? (Y/N)
Elements:
i. If yes, list the dates the viral load tests were performed.
1. Were viral load tests performed at least every six months during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
ARIES Report: Custom Report TBD
90%
median
OTHER: eHARS; LDAT
2020 IEHPC Priority Setting & Resource Allocation
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Performance Indicator: Partner Services Referral for New HIV+
Priority Group B – Indicator 10
Percentage of newly diagnosed HIV+ individuals who were referred to Partner Services within the measurement year.
Numerator:
Number of persons who were referred to Partner Services within the measurement year.
Denominator: Number of persons with an HIV diagnosis in 12-month measurement period.
Exclusions:
None
Data
1. Did the client receive a diagnosis of HIV in the measurement year? Y/N
Elements:
a. Did the client receive a referral to Partner Services within the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Dates/Basic Medical
LA County QM Goal for all
ARIES Report: Custom Report TBD
90%
RW clients
OTHER: Outreach/Testing Logs/EIS Logs/Notification in Charts
NOTE: Not to be confused with the IEHPC requirement for annual notification which reads, “Individuals receiving RW-funded services
must indicate by signature that they have been informed annually of the availability of Partner Services in the TGA.”
Performance Indicator: Medical Case Management Care Plan
Priority Group B – Indicator 11
Percentage of medical case management clients, regardless of age, with a diagnosis of HIV who had a medical case management care
plan developed and/or updated two or more times in the measurement year.
Number of medical case management clients who had a medical case management care plan developed and/or
Numerator:
updated two or more times which are at least three months apart in the measurement year.
Number of medical case management clients, regardless of age, with a diagnosis of HIV who had at least one medical
Denominator:
case management encounter in the measurement year.
1. Medical case management clients who initiated medical case management services in the last six months of the
measurement year.
Exclusions:
2. Medical case management clients who were discharged from medical case management services prior to six months
of service in the measurement year.
1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, did the client have a medical case management encounter in the measurement year? (Y/N)
Data
i. If yes, is there a medical case management care plan developed and/or updated two or more times at least
Elements:
three months apart during the measurement year? (Y/N)
1. If yes, list the dates of these medical case management care plans and/or care plan updates.
Measurement Source:
Goal:
Based On
ARIES: Service Entries for MCM
ARIES Report: N/A
95%
No related benchmarks/goals
OTHER: Care Plans in Charts/EHRs (signed plans reviewed during monitoring site visits)
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Performance Indicator: Dental Treatment Plan
Priority Group B – Indicator 12
Percentage of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in the
measurement year. [signed by client to comply with IEHPC Standards of Care]
Number of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in
Numerator:
the measurement year.
Denominator: Number of HIV-infected oral health clients that received oral health care at least once in the measurement year.
1. Clients who had only an evaluation or treatment for a dental emergency in the measurement year.
Exclusions:
2. Clients who were < 12 months old.
1. Is the client HIV-infected? (Y/N)
Data
a. If yes, did the client receive non-emergency oral health care at least once in the measurement year? (Y/N)
Elements:
i. If yes, did the client have a dental treatment plan developed and/or updated at least once in the year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Service Entries for Oral Health
Based on 14/15 site
ARIES Report: N/A
95%
monitoring results
OTHER: Dental Tx Plan in Charts/HER (signed plans reviewed during monitoring site visits)
Performance Indicator: Tuberculosis Screening
Priority Group B – Indicator 13
Percentage of clients aged 3 months and older with a diagnosis of HIV/AIDS, for whom there was documentation that a tuberculosis (TB)
screening test was performed and results interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection.
Clients for whom there was documentation that a tuberculosis (TB) screening test was performed and results
Numerator:
interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection.
NOTE: Results from the tuberculin skin test must be interpreted by a health care professional.
All clients aged 3 months and older with a diagnosis of HIV/AIDS, who had at least two visits during the measurement
Denominator:
year, with at least 90 days in between each visit.
Documentation of Medical Reason for not performing a tuberculosis (TB) screening test (e.g., clients with a history of
Exclusions:
positive PPD or treatment for TB).
1. Does the client, aged three months and older, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 90 days in
Data
between each visit? (Y/N)
Elements:
i. If yes, is there documentation of Medical Reason for not performing a tuberculosis screening test? (Y/N)
• If No, has the client had tuberculosis (TB) screening test performed and results interpreted (for
tuberculin skin tests) at least once since the diagnosis of HIV infection? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
85%
median = 73%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
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Performance Indicator: Oral Exam
Priority Group B – Indicator 14
Percent of clients with a diagnosis of HIV who received an oral exam by a dentist at least once during the measurement year.
Number of clients with a diagnosis of HIV who had an oral exam by a dentist during the measurement year, based on
Numerator:
client self-report or other documentation.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, did the client receive an oral exam by a dentist during the measurement year?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Dental Service Entry
HIVQual 2011 National
35%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Substance Abuse Screening
Priority Group B – Indicator 15
Percentage of new clients with a diagnosis of HIV who have been screened for substance use (alcohol & drugs) in the measurement
year.
Numerator:
Number of new clients with a diagnosis of HIV who were screened for substance use within the measurement year.
Number of clients with a diagnosis of HIV who 1) were new during the measurement year, and 2) had a medical visit
Denominator:
with a medical provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, was the client new to the program during the reporting period? (Y/N)
Elements:
i. If yes, was the client screened for substance use during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & AssessmentsHIVQual 2011 National
Substance Abuse-Screening Tool OR Assessments-SAMISS
92%
Median
ARIES Report: Custom Report TBD
Performance Indicator: Mental Health Screening
Priority Group B – Indicator 16
Percentage of new clients with a diagnosis of HIV who have been screened for mental health in the measurement year.
Numerator:
Number of new clients with a diagnosis of HIV who were screened for mental health within the measurement year.
Number of clients with a diagnosis of HIV who were 1) new during the measurement year, and 2) had a medical visit
Denominator:
with a medical provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, was the client new to the program during the reporting period? (Y/N)
Elements:
i. If yes, was the client screened for mental health during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & Assessments-Mental
HIVQual 2011 National
Health-Screening Tool OR Assessments-SAMISS
92%
Median (use same as SA)
ARIES Report: Custom Report TBD
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Performance Indicator: Hepatitis B Screening
Priority Group B – Indicator 17
Percentage of clients, regardless of age, for whom Hepatitis B screening was performed at least once since the diagnosis of HIV/AIDS or
for whom there is documented infection or immunity.
Number of clients for whom Hepatitis B screening was performed at least once since the diagnosis of HIV or for whom
Numerator:
there is documented infection or immunity.
Number of clients, regardless of age, with a diagnosis of HIV and who had at least two medical visits during the
Denominator:
measurement year, with at least 60 days in between each visit.
Exclusions:
None
1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in
between each visit? (Y/N)
Data
Elements:
i. If yes, is there evidence of documented Hepatitis B infection or immunity in the client medical record? (Y/N)
1. If no, was Hepatitis B screening performed at least once since diagnosis of HIV infection? (Y/N)
a. If yes, list date
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
LA County QM Goal for all
90%
RW clients
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Hepatitis B Vaccine Series Completed
Priority Group B – Indicator 18
Percentage of clients with a diagnosis of HIV who completed the vaccination series for Hepatitis B.
Number of clients with a diagnosis of HIV with documentation of having ever completed the vaccination series for
Numerator:
Hepatitis B.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
1. Clients newly enrolled in care during the measurement year
Exclusions:
2. Clients with evidence of current HBV infection (Hep B Surface Antigen, Hep B e Antigen, Hep B e Antibody or Hep B DNA)
3. Clients with evidence of past HBV infection with immunity (Hep B Surface Antibody without evidence of vaccination)
1. Does the client have a diagnosis? (Y/N)
Data
a. If yes, does the client have documentation of Hepatitis B immunity or is HBV‐infected? (Y/N)
Elements:
i. If no, is there documentation that the client has completed the vaccine series for Hepatitis B?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
95%
No related benchmarks/goals
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Hepatitis C Screening
Priority Group B – Indicator 19
Percentage of clients for whom Hepatitis C (HCV) screening was performed at least once since the diagnosis of HIV.
Numerator:
Number of clients with a diagnosis of HIV who have documented HCV status in chart.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, is there documentation of the client’s Hepatitis C status in the medical record? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
98%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
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Performance Indicator: Syphilis Screening
Priority Group B – Indicator 20
Percentage of adult clients with a diagnosis of HIV who had a test for syphilis performed within the measurement year.
Number of clients with a diagnosis of HIV who had a serologic test for syphilis performed at least once during the
Numerator:
measurement year.
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or had a history of
Denominator: sexual activity < 18 years, and 2) had a medical visit with a provider with prescribing privileges at least once in the
measurement year.
Exclusions:
1. Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client > 18 years or reports having a history of sexual activity? (Y/N)
Elements:
1. If yes, was the client screened for syphilis during the measurement year?
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
86%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)

Performance Indicator: HIV Risk Counseling
Priority Group B – Indicator 21
Percentage of clients with a diagnosis of HIV who received HIV risk counseling in the measurement year.
Numerator:
Number of clients with a diagnosis of HIV who received HIV risk counseling.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, did the client receive HIV risk counseling at least once during the measurement year?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & AssessmentsLA County QM Goal for all
Assessments-Behavioral Risk and/or Risk Reduction Screening
95%
RW clients
ARIES Report: Custom Report TBD
Performance Indicator: Cancer Screening (Rectal / Pap Exams)
Priority Group C – Indicator 22
Percentage of clients with a diagnosis of HIV who have a rectal or pap screening in the measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a rectal or Pap screen result documented in the measurement year.
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or reported having a
Denominator: history of sexual activity, and 2) had a medical visit with a provider with prescribing privileges at least once in the
measurement year.
1.
Clients who were < 18 years old and denied history of sexual activity
Exclusions:
2.
Clients who have had a hysterectomy for non-dysplasia/non-malignant indications.
1.
Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is client > 18 years or reports having a history of sexual activity? (Y/N)
Elements:
i. If yes, was the rectal or pap screening completed during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Ob/Gyn
National HIVQual 2011
63%
median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
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Performance Indicator: Chlamydia Screening
Priority Group C – Indicator 23
Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STI) who had a test for chlamydia within the
measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a test for chlamydia.
Number of clients with a diagnosis of HIV who:
Denominator:
- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)
Elements:
i. If yes, was the client tested for chlamydia during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2009 National
85%
Median = 60.5%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)

Performance Indicator: Gonorrhea Screening
Priority Group C – Indicator 24
Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STIs) who had a test for gonorrhea within the
measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a test for gonorrhea.
Number of clients with a diagnosis of HIV who:
Denominator:
- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)
Elements:
i. If yes, was the client tested for gonorrhea during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
85%
Median = 60%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Pneumococcal Vaccine
Priority Group C – Indicator 25
Percentage of clients with a diagnosis of HIV who ever received pneumococcal vaccine.
Numerator:
Number of clients with a diagnosis of HIV who received pneumococcal vaccine.
Number of client with HIV who had: 1)no documented evidence2 of vaccination; and 2) a medical visit with a provider
Denominator:
with prescribing privileges at least once in the measurement year
Exclusions:
Clients with CD4 counts < 200 cells/mm within the measurement year
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, is there documentation in the chart that the clients ever received the pneumococcal vaccine? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
73%
Median
ARIES Report: Custom Report TBD
2020 IEHPC Priority Setting & Resource Allocation
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Performance Indicator: HIV Drug Resistance Testing Before Initiation of Therapy Priority Group C – Indicator 26
Percentage of clients, regardless of age, with a diagnosis of HIV who had an HIV drug resistance test performed before initiation of HIV
antiretroviral therapy if therapy started during the measurement year.
Numerator:
Number of clients who had HIV drug resistance test performed at any time before initiation of HIV antiretroviral therapy.
Number of clients, regardless of age, with a diagnosis of HIV who
Denominator:
- were prescribed HIV antiretroviral therapy during the measurement year for the first time; and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, was the client seen by a provider with prescribing privileges during the measurement year? (Y/N)
Data
i.If yes, was HIV antiretroviral therapy prescribed during the measurement year for the first time? (Y/N)
Elements:
1. If yes, was an HIV drug resistance test performed at any time prior to prescribing ARV therapy?
ii. a. If yes, list date.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History > Resistance
HIVQual 2011 National
Testing
50%
Median
ARIES Report: Custom Report TBD

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020

093

Client Outcomes – Performance Indicator Definitions
The following tables provide detailed information on each indicator listed in the Client Outcomes report. Additional guidelines for many
of the indicators can also be found on the HRSA website here: HRSA/ HAB HIV Performance Measures 
http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html

Performance Indicator: HIV Positivity
Priority Group A – Core Indicator 1
Percentage of HIV positive tests during the measurement year.
Numerator:
Number of HIV positive tests in the 12-month measurement period.
Denominator:
Number of HIV tests conducted in the 12-month measurement period.
Exclusions:
None
1. Number of HIV tests conducted in the measurement year
Data Elements:
a. Of the number of HIV tests conducted, number that were HIV positive.
Measurement Source:
Goal:
Based On
ARIES: Outreach Module
CDC 2007 – 2011 HIV
ARIES Report: N/A
1.1%
Positivity Rate
OTHER: EIS Logs, Testing Logs, LEO
Performance Indicator: Late HIV Diagnosis (% NOT late)
Priority Group A – Core Indicator 2
Percentage of individuals that DO NOT have a diagnosis of Stage 3 HIV (AIDS) within 3 months of diagnosis of HIV.
Number of persons that DO NOT have a diagnosis of Stage 3 HIV infection (AIDS) within 3 months of diagnosis of
Numerator:
HIV infection in the 12-month measurement period.
Number of persons with an HIV diagnosis in the 12-month measurement period.
Denominator:
Exclusions:
None
1. Did the individual receive an initial diagnosis of HIV in the measurement year? Y/N
Data Elements:
a. Did the individual NOT receive a diagnosis of Stage 3 HIV (AIDS) within 3 months of his/her initial
diagnosis of HIV? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Dates
81% (or
CDC Division of HIV/AIDS
ARIES Report: Custom Report TBD
incr by
Prevention Strategic Plan
25%)
2011-2015 (opposite goal)
OTHER: eHARS
Performance Indicator: Linkage to HIV Medical Care (w/in 3 months)
Priority Group A – Core Indicator 3a
Percentage of newly dx individuals who attended a routine HIV medical care visit within 3 months of HIV diagnosis.
Numerator:
Number of persons who attended a routine HIV medical care visit within 3 months of HIV diagnosis.
Number of persons with an HIV diagnosis in last 15-months.
Denominator:
Exclusions:
Persons diagnosed with HIV in last 3 months.
1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N
Data Elements:
a. If yes, did the individual receive a diagnosis of HIV in the last 3 months? Y/N
i. If no, did the individual have at least one routine HIV medical care visit within 3 months of a dx of HIV?
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
85%
Targets for 2020
OTHER: eHARS; LDAT
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Performance Indicator: Linkage to HIV Medical Care (w/in 30 days)
Priority Group A – Core Indicator 3b
Percentage of newly dx individuals who attended a routine HIV medical care visit within 30 days of HIV diagnosis.
Numerator:
Number of persons who attended a routine HIV medical care visit within 30 days of HIV diagnosis.
Number of persons with an HIV diagnosis in last 13-months.
Denominator:
Exclusions:
Persons diagnosed with HIV in last month.
1. Did the individual receive a diagnosis of HIV in the measurement period? Y/N
Data Elements:
a. If yes, did the individual receive a diagnosis of HIV in the last month? Y/N
i. If no, did the individual have at least one routine HIV medical care visit within 30 days of a dx of HIV?
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Date + Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Custom Report TBD
85%
Targets for 2020
OTHER: eHARS; LDAT
Performance Indicator: No Gap in HIV Medical Visits
Priority Group A – Core Indicator 4
Percentage of clients, regardless of age, with a diagnosis of HIV who had a medical visit in the last 6 months of the measurement year.
Numerator:
Number of clients in the denominator who had a medical visit in the last 6 months of the measurement year.
Number of clients, regardless of age, with a diagnosis of HIV who had at least one medical visit in the first 6 months
Denominator:
of the measurement year.
Exclusions:
Individuals who died at any time during the measurement year.
1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)
Data Elements:
a. If yes, did the client have at least one medical visit in the first 6 months of the measurement year? (Y/N)
i. If yes, did the client have one or more medical visits in the last 6 months of the measurement year?
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Targets for 2020 (“retained”)
OTHER: eHARS; LDAT
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Performance Indicator: HIV Medical Visit Frequency
Priority Group A – Core Indicator 5
Percentage of individuals, regardless of age, with a diagnosis of HIV who had at least one medical visit in each 6-month period of the 24month measurement period with a minimum of 60 days between medical visits.
Number of individuals in the denominator who had at least one medical visit in each 6‐ month period of the 24‐month
Numerator:
measurement period with a minimum of 60 days between first medical visit in the prior 6‐month period and the last
medical visit in the subsequent 6‐month period.
Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in the first 6 months of
Denominator:
the 24‐month measurement period.
Exclusions:
1. Individuals who died at any time during the 24-month measurement period.
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the individual have at least one medical visit in the first 6 months of the 24‐month measurement
period? (Y/N)
i. If yes, did the individual have at least one medical visit in the second 6‐ month period of the 24‐month
measurement period? AND was the individual's last visit in the second 6‐month period 60 days or more from
the 1st visit in the first 6‐month period? (Y/N)
Data Elements:
1. Did the individual have at least one medical visit in the third 6‐ month period of the 24‐month measurement
period? AND was the individual's last visit in the third 6‐month period 60 days or more from the 1st visit in
the second 6‐month period? (Y/N)
a. If yes, Did the individual have at least one medical visit in the fourth 6‐month period of the 24‐month
measurement period? AND was the individual's last visit in the fourth 6‐month period 60 days or more
from the 1st visit in the third 6‐month period? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date
National HIV/AIDS Strategy
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Targets for 2020 (“retained”)
OTHER: eHARS; LDAT
Performance Indicator: Prescription of HIV Antiretroviral Therapy
Priority Group A – Core Indicator 6
Percentage of individuals, regardless of age, with a diagnosis of HIV prescribed antiretroviral therapy for the treatment of HIV infection
during the measurement year.
Numerator:
Number of individuals from the denominator prescribed HIV antiretroviral therapy during the measurement year.
Denominator: Number of individuals, regardless of age, with diagnosis of HIV with at least one medical visit in measurement year.
Exclusions:
None
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
Data
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)
Elements:
i. If yes, was the individual prescribed HIV antiretroviral therapy during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medications-ART
HIV Research Network 2012
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
Benchmark
OTHER: eHARS; LDAT
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Performance Indicator: HIV Viral Load Suppression
Priority Group A – Core Indicator 7
Percentage of individuals, regardless of age, with a diagnosis of HIV with a HIV viral load less than 200 copies/mL at last HIV viral load
test during the measurement year.
Number of individuals in the denominator with an HIV viral load less than 200 copies/mL at last HIV viral load test
Numerator:
during the measurement year.
Denominator: Number of individuals, regardless of age, with a diagnosis of HIV with at least one medical visit in measurement year.
Exclusions:
None
1. Does the individual, regardless of age, have a diagnosis of HIV? (Y/N)
Data
a. If yes, did the individual have at least one medical visit during the measurement year? (Y/N)
Elements:
i. If yes, did the individual have an HIV Viral Load test with a result of <200 copies/mL at the last test? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
90%
TGA Baseline of 87%
OTHER: eHARS; LDAT
Performance Indicator: Stable Housing Status
Priority Group A – Core Indicator 8
Percentage of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year.
Numerator:
Number of persons with an HIV diagnosis who were NOT homeless or unstably housed in the measurement year.
Denominator: Number of persons with an HIV diagnosis receiving HIV services in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? Y/N
Data
a. Did the client have at least one medical visit during the measurement year? (Y/N)
Elements:
i. Was the client homeless or unstably housed? Y/N
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Living Situation Past 12 mos.
National HIV/AIDS Strategy
95%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Targets for 2020 (Homeless<5%)
erformance Indicator:
Viral Load Monitoring
Priority Group A – Core Indicator 9
Percentage of clients, regardless of age, with a diagnosis of HIV with a viral load test performed at least every six months during the
measurement year.
Numerator:
Number of clients with a viral load test performed at least every 6 months.
Number of clients, regardless of age, with a diagnosis of HIV/AIDS who had at least two medical visits during the
Denominator:
measurement year, with at least 60 days in between each visit.
Exclusions:
Clients newly enrolled in care during last 6 months of the measurement year.
1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in
Data
between each visit? (Y/N)
Elements:
i. If yes, list the dates the viral load tests were performed.
1. Were viral load tests performed at least every six months during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
ARIES Report: Custom Report TBD
90%
median
OTHER: eHARS; LDAT
2020 IEHPC Priority Setting & Resource Allocation
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Performance Indicator: Partner Services Referral for New HIV+
Priority Group B – Indicator 10
Percentage of newly diagnosed HIV+ individuals who were referred to Partner Services within the measurement year.
Numerator:
Number of persons who were referred to Partner Services within the measurement year.
Denominator: Number of persons with an HIV diagnosis in 12-month measurement period.
Exclusions:
None
Data
1. Did the client receive a diagnosis of HIV in the measurement year? Y/N
Elements:
a. Did the client receive a referral to Partner Services within the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: HIV/AIDS Diagnosis Dates/Basic Medical
LA County QM Goal for all
ARIES Report: Custom Report TBD
90%
RW clients
OTHER: Outreach/Testing Logs/EIS Logs/Notification in Charts
NOTE: Not to be confused with the IEHPC requirement for annual notification which reads, “Individuals receiving RW-funded services
must indicate by signature that they have been informed annually of the availability of Partner Services in the TGA.”
Performance Indicator: Medical Case Management Care Plan
Priority Group B – Indicator 11
Percentage of medical case management clients, regardless of age, with a diagnosis of HIV who had a medical case management care
plan developed and/or updated two or more times in the measurement year.
Number of medical case management clients who had a medical case management care plan developed and/or
Numerator:
updated two or more times which are at least three months apart in the measurement year.
Number of medical case management clients, regardless of age, with a diagnosis of HIV who had at least one medical
Denominator:
case management encounter in the measurement year.
1. Medical case management clients who initiated medical case management services in the last six months of the
measurement year.
Exclusions:
2. Medical case management clients who were discharged from medical case management services prior to six months
of service in the measurement year.
1. Does the client have a diagnosis of HIV? (Y/N)
a. If yes, did the client have a medical case management encounter in the measurement year? (Y/N)
Data
i. If yes, is there a medical case management care plan developed and/or updated two or more times at least
Elements:
three months apart during the measurement year? (Y/N)
1. If yes, list the dates of these medical case management care plans and/or care plan updates.
Measurement Source:
Goal:
Based On
ARIES: Service Entries for MCM
ARIES Report: N/A
95%
No related benchmarks/goals
OTHER: Care Plans in Charts/EHRs (signed plans reviewed during monitoring site visits)
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Performance Indicator: Dental Treatment Plan
Priority Group B – Indicator 12
Percentage of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in the
measurement year. [signed by client to comply with IEHPC Standards of Care]
Number of HIV-infected oral health clients who had a dental treatment plan developed and/or updated at least once in
Numerator:
the measurement year.
Denominator: Number of HIV-infected oral health clients that received oral health care at least once in the measurement year.
1. Clients who had only an evaluation or treatment for a dental emergency in the measurement year.
Exclusions:
2. Clients who were < 12 months old.
1. Is the client HIV-infected? (Y/N)
Data
a. If yes, did the client receive non-emergency oral health care at least once in the measurement year? (Y/N)
Elements:
i. If yes, did the client have a dental treatment plan developed and/or updated at least once in the year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Service Entries for Oral Health
Based on 14/15 site
ARIES Report: N/A
95%
monitoring results
OTHER: Dental Tx Plan in Charts/HER (signed plans reviewed during monitoring site visits)
Performance Indicator: Tuberculosis Screening
Priority Group B – Indicator 13
Percentage of clients aged 3 months and older with a diagnosis of HIV/AIDS, for whom there was documentation that a tuberculosis (TB)
screening test was performed and results interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection.
Clients for whom there was documentation that a tuberculosis (TB) screening test was performed and results
Numerator:
interpreted (for tuberculin skin tests) at least once since the diagnosis of HIV infection.
NOTE: Results from the tuberculin skin test must be interpreted by a health care professional.
All clients aged 3 months and older with a diagnosis of HIV/AIDS, who had at least two visits during the measurement
Denominator:
year, with at least 90 days in between each visit.
Documentation of Medical Reason for not performing a tuberculosis (TB) screening test (e.g., clients with a history of
Exclusions:
positive PPD or treatment for TB).
1. Does the client, aged three months and older, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 90 days in
Data
between each visit? (Y/N)
Elements:
i. If yes, is there documentation of Medical Reason for not performing a tuberculosis screening test? (Y/N)
• If No, has the client had tuberculosis (TB) screening test performed and results interpreted (for
tuberculin skin tests) at least once since the diagnosis of HIV infection? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
85%
median = 73%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020

099

Client Outcomes – Performance Indicator Definitions
Performance Indicator: Oral Exam
Priority Group B – Indicator 14
Percent of clients with a diagnosis of HIV who received an oral exam by a dentist at least once during the measurement year.
Number of clients with a diagnosis of HIV who had an oral exam by a dentist during the measurement year, based on
Numerator:
client self-report or other documentation.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, did the client receive an oral exam by a dentist during the measurement year?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Dental Service Entry
HIVQual 2011 National
35%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Substance Abuse Screening
Priority Group B – Indicator 15
Percentage of new clients with a diagnosis of HIV who have been screened for substance use (alcohol & drugs) in the measurement
year.
Numerator:
Number of new clients with a diagnosis of HIV who were screened for substance use within the measurement year.
Number of clients with a diagnosis of HIV who 1) were new during the measurement year, and 2) had a medical visit
Denominator:
with a medical provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, was the client new to the program during the reporting period? (Y/N)
Elements:
i. If yes, was the client screened for substance use during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & AssessmentsHIVQual 2011 National
Substance Abuse-Screening Tool OR Assessments-SAMISS
92%
Median
ARIES Report: Custom Report TBD
Performance Indicator: Mental Health Screening
Priority Group B – Indicator 16
Percentage of new clients with a diagnosis of HIV who have been screened for mental health in the measurement year.
Numerator:
Number of new clients with a diagnosis of HIV who were screened for mental health within the measurement year.
Number of clients with a diagnosis of HIV who were 1) new during the measurement year, and 2) had a medical visit
Denominator:
with a medical provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, was the client new to the program during the reporting period? (Y/N)
Elements:
i. If yes, was the client screened for mental health during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & Assessments-Mental
HIVQual 2011 National
Health-Screening Tool OR Assessments-SAMISS
92%
Median (use same as SA)
ARIES Report: Custom Report TBD

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020

100

Client Outcomes – Performance Indicator Definitions

Performance Indicator: Hepatitis B Screening
Priority Group B – Indicator 17
Percentage of clients, regardless of age, for whom Hepatitis B screening was performed at least once since the diagnosis of HIV/AIDS or
for whom there is documented infection or immunity.
Number of clients for whom Hepatitis B screening was performed at least once since the diagnosis of HIV or for whom
Numerator:
there is documented infection or immunity.
Number of clients, regardless of age, with a diagnosis of HIV and who had at least two medical visits during the
Denominator:
measurement year, with at least 60 days in between each visit.
Exclusions:
None
1. Does the client, regardless of age, have a diagnosis of HIV? (Y/N)
a. If yes, did the client have at least two medical visits during the measurement year, with at least 60 days in
between each visit? (Y/N)
Data
Elements:
i. If yes, is there evidence of documented Hepatitis B infection or immunity in the client medical record? (Y/N)
1. If no, was Hepatitis B screening performed at least once since diagnosis of HIV infection? (Y/N)
a. If yes, list date
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
LA County QM Goal for all
90%
RW clients
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Hepatitis B Vaccine Series Completed
Priority Group B – Indicator 18
Percentage of clients with a diagnosis of HIV who completed the vaccination series for Hepatitis B.
Number of clients with a diagnosis of HIV with documentation of having ever completed the vaccination series for
Numerator:
Hepatitis B.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
1. Clients newly enrolled in care during the measurement year
Exclusions:
2. Clients with evidence of current HBV infection (Hep B Surface Antigen, Hep B e Antigen, Hep B e Antibody or Hep B DNA)
3. Clients with evidence of past HBV infection with immunity (Hep B Surface Antibody without evidence of vaccination)
1. Does the client have a diagnosis? (Y/N)
Data
a. If yes, does the client have documentation of Hepatitis B immunity or is HBV‐infected? (Y/N)
Elements:
i. If no, is there documentation that the client has completed the vaccine series for Hepatitis B?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
95%
No related benchmarks/goals
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Hepatitis C Screening
Priority Group B – Indicator 19
Percentage of clients for whom Hepatitis C (HCV) screening was performed at least once since the diagnosis of HIV.
Numerator:
Number of clients with a diagnosis of HIV who have documented HCV status in chart.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, is there documentation of the client’s Hepatitis C status in the medical record? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
National HIVQual 2011
98%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020
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Client Outcomes – Performance Indicator Definitions
Performance Indicator: Syphilis Screening
Priority Group B – Indicator 20
Percentage of adult clients with a diagnosis of HIV who had a test for syphilis performed within the measurement year.
Number of clients with a diagnosis of HIV who had a serologic test for syphilis performed at least once during the
Numerator:
measurement year.
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or had a history of
Denominator: sexual activity < 18 years, and 2) had a medical visit with a provider with prescribing privileges at least once in the
measurement year.
Exclusions:
1. Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client > 18 years or reports having a history of sexual activity? (Y/N)
Elements:
1. If yes, was the client screened for syphilis during the measurement year?
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
86%
Median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)

Performance Indicator: HIV Risk Counseling
Priority Group B – Indicator 21
Percentage of clients with a diagnosis of HIV who received HIV risk counseling in the measurement year.
Numerator:
Number of clients with a diagnosis of HIV who received HIV risk counseling.
Number of clients with a diagnosis of HIV who had a medical visit with a provider with prescribing privileges at least
Denominator:
once in the measurement year.
Exclusions:
None
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, did the client receive HIV risk counseling at least once during the measurement year?(Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Risk & AssessmentsLA County QM Goal for all
Assessments-Behavioral Risk and/or Risk Reduction Screening
95%
RW clients
ARIES Report: Custom Report TBD
Performance Indicator: Cancer Screening (Rectal / Pap Exams)
Priority Group C – Indicator 22
Percentage of clients with a diagnosis of HIV who have a rectal or pap screening in the measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a rectal or Pap screen result documented in the measurement year.
Number of clients with a diagnosis of HIV who: 1) were >18 years old in the measurement year or reported having a
Denominator: history of sexual activity, and 2) had a medical visit with a provider with prescribing privileges at least once in the
measurement year.
1.
Clients who were < 18 years old and denied history of sexual activity
Exclusions:
2.
Clients who have had a hysterectomy for non-dysplasia/non-malignant indications.
1.
Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is client > 18 years or reports having a history of sexual activity? (Y/N)
Elements:
i. If yes, was the rectal or pap screening completed during the measurement year? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Ob/Gyn
National HIVQual 2011
63%
median
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020
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Client Outcomes – Performance Indicator Definitions
Performance Indicator: Chlamydia Screening
Priority Group C – Indicator 23
Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STI) who had a test for chlamydia within the
measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a test for chlamydia.
Number of clients with a diagnosis of HIV who:
Denominator:
- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)
Elements:
i. If yes, was the client tested for chlamydia during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2009 National
85%
Median = 60.5%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)

Performance Indicator: Gonorrhea Screening
Priority Group C – Indicator 24
Percentage of clients with a diagnosis of HIV at risk for sexually transmitted infections (STIs) who had a test for gonorrhea within the
measurement year.
Numerator:
Number of clients with a diagnosis of HIV who had a test for gonorrhea.
Number of clients with a diagnosis of HIV who:
Denominator:
- were either: a) newly enrolled in care; b) sexually active; or c) had a STI within the last 12 months, and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
Clients who were < 18 years old and denied a history of sexual activity.
1. Does the client have a diagnosis of HIV? (Y/N)
Data
a. If yes, is the client new to care, sexually active or had a STI within the last 12 months? (Y/N)
Elements:
i. If yes, was the client tested for gonorrhea during the measurement year? (Y/N)
***Consider analyzing data for disparities among youth, men who have sex with men, and uninsured clients.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
85%
Median = 60%
ARIES Report: Compliance Reports > HAB QM Indicators Summary Report (see Attachment 3)
Performance Indicator: Pneumococcal Vaccine
Priority Group C – Indicator 25
Percentage of clients with a diagnosis of HIV who ever received pneumococcal vaccine.
Numerator:
Number of clients with a diagnosis of HIV who received pneumococcal vaccine.
Number of client with HIV who had: 1)no documented evidence2 of vaccination; and 2) a medical visit with a provider
Denominator:
with prescribing privileges at least once in the measurement year
Exclusions:
Clients with CD4 counts < 200 cells/mm within the measurement year
Data
1. Does the client have a diagnosis of HIV? (Y/N)
Elements:
a. If yes, is there documentation in the chart that the clients ever received the pneumococcal vaccine? (Y/N)
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History
HIVQual 2011 National
73%
Median
ARIES Report: Custom Report TBD
2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020

103

Client Outcomes – Performance Indicator Definitions
Performance Indicator: HIV Drug Resistance Testing Before Initiation of Therapy Priority Group C – Indicator 26
Percentage of clients, regardless of age, with a diagnosis of HIV who had an HIV drug resistance test performed before initiation of HIV
antiretroviral therapy if therapy started during the measurement year.
Numerator:
Number of clients who had HIV drug resistance test performed at any time before initiation of HIV antiretroviral therapy.
Number of clients, regardless of age, with a diagnosis of HIV who
Denominator:
- were prescribed HIV antiretroviral therapy during the measurement year for the first time; and
- had a medical visit with a provider with prescribing privileges at least once in the measurement year.
Exclusions:
None
1. Does the client, regardless of age, have a diagnosis of HIV/AIDS? (Y/N)
a. If yes, was the client seen by a provider with prescribing privileges during the measurement year? (Y/N)
Data
i.If yes, was HIV antiretroviral therapy prescribed during the measurement year for the first time? (Y/N)
Elements:
1. If yes, was an HIV drug resistance test performed at any time prior to prescribing ARV therapy?
ii. a. If yes, list date.
Measurement Source:
Goal:
Based On
ARIES: Medical Visit Service Date or CD4 or Viral Test Date + Medical History > Resistance
HIVQual 2011 National
Testing
50%
Median
ARIES Report: Custom Report TBD

2020 IEHPC Priority Setting & Resource Allocation
Prepared by the Ryan White Program
March 2019 – February 2020
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RESOURCE GAP REPORTS
PSRA 2020
Ryan White Part A and MAI
Riverside/San Bernardino TGA



Estimate of Resource Gaps by Service Category 2020
- Utilizes various estimates and assumptions to determine an estimated number of
HIV+ individuals that cannot receive the service from a non-Part A source for each
service category and the estimated funds that would be needed to fully meet their
service needs.
- Basic Formula:
#Those in Need (Columns G)
X
$Cost of Care (Column H)
$Resource Need (Column I)



Resource Gap Analysis Scenarios
- All Service Categories = Provides the same estimated funding needs as the detailed
Estimate of Resource Gaps table.
- FY 19/20 Funded Categories Only = Same….but keeps only the funds associated with
services typically funded in the TGA. This changes the % of total funding needs
associated with each service category.
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IN CARE…UTILIZING RESOURCES
A

ESTIMATE OF RESOUCE GAPS BY SERVICE CATEGORY
JUNE 2020
B

Number
IN
%
CARE (Prev - Needing
Unmet)
Service

C
IN CARE
Needing
Service
(A*B)

D

E

F

Gap =
# Supported by
non-Part A
Cannot get
Services
from other
(estimate)
(C-D)

G

H

% Meeting
Financial Eligible Gap = Service
Eligibility # Meeting RW Cost per
Criteria (if Fin Elig Criteria
Client
applicable)
(E*F)
(estimate)

CORE SERVICES
Outpatient Medical
10,679
100.0%
10679
10365
315
N/A
315
$ 1,266
Oral Hlth (Dental)
10,679
100.0%
10679
9176
1503
99%
1488
$
983
Health Insur Premium
10,679
25.8%
2758
2758
0
N/A
0
$ 2,800
Home Health
10,679
1.0%
107
107
0
78%
0
$ 14,607
Home/Comm Hlth Srv
10,679
0.7%
74
0
74
99%
73
$ 3,881
Mental Health
10,679
73.5%
7849
7496
353
N/A
353
$ 1,316
Substance Abuse Out.
10,679
36.5%
3898
3528
370
N/A
370
$
935
Medical Case Mgmt
10,679
13.1%
1399
0
1399
99%
1385
$
615
Hospice Services
10,679
0.6%
64
62
3
N/A
3
$ 3,288
Med Nutrition Therapy
10,679
35.0%
3738
3252
486
99%
481
$
361
Early Intervention Srvs This service should focus on the Unaware and those with Unmet Need. See the Unaware/Unmet Need section below.
SUPPORT SERVICES
Case Mgmt (non-Med)
10,679
54.4%
5810
1407
4403
98%
4315
$
358
Food Services
10,679
70.6%
7540
6293
1247
78%
973
$
720
Housing Services
10,679
12.5%
1335
760
575
98%
563
$
426
Medical Transportation
10,679
44.0%
4699
128
4571
89%
4068
$
95
Child Care
10,679
6.9%
737
29
707
78%
552
$
620
Emerg Finan Assist
10,679
38.2%
4079
1101
2978
98%
2918
$
150
Health Ed/Risk Reduc
10,679
44.1%
4710
719
3991
99%
1975
$
156
Linguistics
10,679
16.5%
1764
1685
79
99%
79
$
600
Psychosocial Support
10,679
1.5%
163
0
163
89%
145
$
656
Referral for Hlth/Supp
10,679
35.3%
3770
1282
2488
78%
1941
$
50
Rehabilitation Srvs
10,679
26.5%
2830
2660
170
78%
132
$
500
Respite Care
10,679
0.6%
64
0
64
78%
50
Subst Abuse (Resident)
10,679
8.8%
940
913
27
78%
21
Other Prof. Services
10,679
17.2%
1837
183
1654
78%
1290
$
120
Outreach These service component need is reflected in Early Intervention Services data. See EIS gap estimate below.
In Care Total
UNMET NEED AND UNAWARE…POTENTIALS...NOT CURRENTLY UTILIZING RESOURCES
A
B
C
D
E
F
G
H
Contact
Contact
UNMET/
UNAWARE # Supported by
Gap =
Rate
Expectation = Service
%
Needing
non-Part A
Cannot get (reasonably # reasonably Cost per
Service
Services
from other
able to
serve
Client
Number UNMET Needing
+ UNAWARE
Service
(A*B)
(estimate)
(C-D)
reach)
(E*F)
(estimate)
Early Interventn Srvs
5,687
100.0%
5687
714
4973
16%
10789
$
90
Outpatient Medical
5,687
100.0%
5687
5431
256
35%
89
$
422
Unmet Need/Unaware Total

I
Part A Funding
Needed to meet
eligible IN CARE gap
(G * H - funds from
non-RW sources)
$
$
$
$
$
$
$
$
$
$

398,199
1,463,228
284,345
464,784
346,048
595,329
9,532
173,658

$
$
$
$
$
$
$
$
$
$
$
$
$
$

931,244
700,272
240,030
384,433
342,151
437,768
308,175
47,162
95,177
97,034
66,222
154,341

$

7,384,792.77
I

Part A Funding
Needed to meet
UNMET/UNAWARE gap
(G * H)
$
973,191
$
37,657
$
1,010,847

GRAND TOTAL (In Care, Unmet, Unaware) $

8,395,640

Core Services Sub-Total (including Core from Unmet/Unaware) $
Support Services Sub-Total (No Support Services in Unmet/Unaware) $

4,745,971
3,649,670

- The above is based on the premise: Disease Burden - Available Resources = Resource Gap
- Various supported assumptions were used in the development of this table. For details, see Service Category Dashboards and/or contact the RWP office.
- Financial Eligibility determined by the IEHPC. Percentages are the percentage of all clients in ARIES that meet the financial eligibility criteria.
- EIS "Eligible Gap" includes an allowance for encountering ~10,000 HIV negative individuals in the course of EIS work. These are factored into the contact expectation.
- Blank cells indicate gaps in data. Staff continue to make every effort to locate applicable data for future planning.
- NA = Cell not applicable to the particular service category.

RWP Office - Riv/SB TGA
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JUNE 2020 GAP ANALYSIS SCENARIOS
All Service Categories
CORE SERVICES
Outpatient Medical
Oral Hlth (Dental)
Health Insur Premium
Home Health
Home/Comm Hlth Srv
Mental Health
Substance Abuse Out.
Medical Case Mgmt
Hospice Services
Med Nutrition Therapy
Early Intervention Srvs

$
$
$
$
$
$
$
$
$
$
$

TOTAL CORE $

SUPPORT SERVICES
Case Mgmt (non-Med)
Food Services
Housing Services
Medical Transportation
Child Care
Emerg Finan Assist
Health Ed/Risk Reduc
Linguistics
Psychosocial Support
Referral for Hlth/Supp
Rehabilitation Srvs
Respite Care

Subst Abuse (Resident)
Other Prof. Services
Outreach

$
$
$
$
$
$
$
$
$
$
$
$
$
$
$

Gap Estimate
435,856
1,463,228
284,345
464,784
346,048
595,329
9,532
173,658
973,191

4,745,971

Gap Estimate
931,244
700,272
240,030
384,433
342,151
437,768
308,175
47,162
95,177
97,034
66,222
154,341
-

FY 19/20 Funded Categories Only
CORE SERVICES
5%
17%
0%
0%
3%
5%
4%
7%
0%
2%
11%

56%

11%
8%
3%
4%
4%
5%
4%
1%
1%
1%
1%
0%
0%
2%
0%

TOTAL SUPPORT $

3,804,011

44%

SERVICE GRAND TOTAL $

8,549,981

100%

Outpatient Medical
Oral Hlth (Dental)
Health Insur Premium
Home Health
Home/Comm Hlth Srv
Mental Health
Substance Abuse
Medical Case Mgmt
Hospice Services
Med Nutrition Therapy
Early Intervention Srvs

$
$
$
$
$
$
$
$
$
$
$

TOTAL CORE $

SUPPORT SERVICES
Case Mgmt (non-Med)
Food Services
Housing Services
Medical Transportation
Child Care
Emerg Finan Assist
Health Ed/Risk Reduc
Linguistics
Psychosocial Support
Referral for Hlth/Supp
Rehabilitation Srvs
Respite Care
Subst Abuse (Resident)2
Other Prof. Services
Outreach

$
$
$
$
$
$
$
$
$
$
$
$
$
$
$

TOTAL SUPPORT $

SERVICE GRAND TOTAL $
SERVICE TOTAL + ADMIN3 $

SERVICE TOTAL + ADMIN $ 10,058,802

Gap Estimate
435,856
6%
1,463,228
19%
0%
0%
284,345
4%
464,784
6%
346,048
5%
595,329
8%
0%
173,658
2%
973,191
13%

4,736,438

63%

2,788,925

37%

Gap Estimate
931,244
12%
700,272
9%
240,030
3%
384,433
5%
0%
437,768
6%
0%
0%
95,177
1%
0%
0%
0%
0%
0%
0%

7,525,364 100%
8,853,369

1

The Gap Analysis Scenarios are based strictly on the results of the Resource Gap Analysis for June 2020. Although based on data,
various assumptions and data limitations impact the final results. Be certain to factor in all available reports when making final
allocation decisions.
2

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

3

HRSA has capped the Riv/SB TGA funding request at $8,445,692. This equates to a maximum service amount of about $7,178,838.

RWP Office - Riv/SB TGA
PS/RA Summit 2020
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Allocations and Expenditures
PSRA 2020
Ryan White Part A and MAI
Riverside/San Bernardi110 TGA

Contents:

• Ryan White Program Part A & MAI Budgets vs. Expenditures
o Final Budgets - ORANGE
o Year-end Expenditures - GREEN
o Percent difference between Budgets vs. Expenditures - YELLOW
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SERVICE CATEGORY DATA
PSRA 2020
Ryan White Part A and MAI
Riverside/San Bernardino TGA

Contents:
 Service Category Dashboards
For Each Service Category:
o Service Definition
o Analysis and Current Updates
o Allocation/Expenditure History
o New/Overall Client Levels
 Sources per Service Category
Use this information to help in determining where the biggest needs are
(services with the least “other” readily available sources).
Also be prepared to discuss additional sources that are not listed on this
document with the group during the summit. Bring your ideas!
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Service Category Definition

ORAL HEALTH CARE

Oral Health Care services provide outpatient diagnostic, preventive, and therapeutic services by dental health
care professionals, including general dental practitioners, dental specialists, dental hygienists, and licensed
dental assistants.

Analysis and Updates
On September 26, 2013, the United States Court of Appeals for the Ninth Circuit issued a mandate that three
previously excluded optional Medi-Cal services, when provided by Federally Qualified Health Centers (FQHCs)
and Rural Health Clinics (RHC), are covered by Medi-Cal, namely: Adult Dental, Chiropractic, and Podiatric. In
addition, on June 27, 2013, Assembly Bill (AB 82) was signed into law which restored some adult dental benefits
to the Denti-Cal program. Beginning May 1, 2014, most benefits were restored to beneficiaries age 21 and
older. Finally, effective January 1, 2018, Senate Bill 97 fully restored adult optional dental benefits that were
not restored in May 2014. Some of the restored benefits from the 2014 and 2018 bills include:
• Initial examinations, radiographs/photographic images, prophylaxis and fluoride treatments
• Amalgam and composite restorations
• Prefabricated stainless steel, resin and resin window crowns as well as laboratory processed crowns
• Anterior AND posterior root canal therapy
• Complete dentures AND partial dentures, including immediate dentures
• Complete denture adjustments, repairs and relines
• Periodontal services

The return of these benefits resulted in a decrease in dental clients as many basic services previously funded by
RW funds became billable to Denti-Cal. However, access to Denti-Cal providers remains a barrier to receiving
care. According to the Medi-Cal Dental Services Rate Review (July, 2015) from the California Department of
Health Care Services, Denti-Cal providers have decreased over 14% since 2008. Therefore, it is expected that
RW funded services will remain necessary to cover services during transition as well as for those that are
ineligible for services, and, once enrolled, to cover necessary services that remain uncovered by Denti-Cal or
unreachable due to high Share of Cost. Planning Council removed the $1,800 per client dental cap in 2014 and
further raised the income limit to 400% of poverty has offset the initial reduction in client numbers and has
helped to ensure all clients are able to receive necessary treatment. These changes will continue to require
strong funding for this category.

2014 Needs Assessment Core Services Ranking - #2

2020 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES,
Clients receiving Part A/MAI services March 2019 – February 2020
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Oral Health Service Dashboard

New Clients
All Clients
Original Allocation
Final Allocation
Final Expenditures
Category Surplus
Cost Per Client

2013-2020 Service Trends and Data - ORAL HEALTHCARE
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018
163
79
51
51
70
1,253
937
963
1,046
934
$1,264,193
$881,959 $1,225,000 $1,043,320 $1,100,000
$1,221,504 $1,031,240
$882,823 $1,278,625 $1,120,643
$1,042,187
$988,826
$862,326 $1,114,546 $1,077,852
$179,317
$42,414
$20,497
$164,079
$42,791
$832
$1,055
$895
$1,065
$1,154

New Clients
200
150
100
50
0

1,500
51

51

70

60

65

1,253

1,000

937

963

1,046

934

500
0

Final Allocation

Final Expenditures

$1,500,000

$1,500,000

$1,000,000

$1,000,000

$500,000

$500,000

$0

$0

Category Surplus
$200,000
$150,000
$100,000
$50,000
$0

2019-2020
65
844
$1,029,244
$1,151,380
$1,108,161
$43,219
$1,313

All Clients

163
79

2018-2019
60
832
$1,216,718
$1,241,718
$1,120,446
$121,272
$1,347

Cost Per Client
$1,500
$1,000
$500
$0

2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI
services March 2019 - February 2020
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832

844

EARLY INTERVENTION SERVICES

Service Category Definition

Early Intervention Services must include the following four components (per HRSA National Monitoring
Standards):
1. Targeted HIV testing to help the unaware learn of their HIV status and receive referral to HIV care
and treatment services if found to be HIV infected. Recipients must coordinate these testing
services with other HIV prevention and testing programs to avoid duplication of efforts. HIV
testing paid for by EIS cannot supplant testing efforts paid for by other sources.
2. Referral services to improve HIV care and treatment services at key points of entry.
3. Access and linkage to HIV care and treatment services such as HIV Outpatient/Ambulatory Health
Services, Medical Case Management, and Substance Abuse Care.
4. Outreach Services and Health Education/Risk Reduction related to HIV diagnosis.
Local Focus: IEHPC Standards of Care Goal: “quickly link HIV infected individuals to testing services, core
medical services, and support services necessary to support treatment adherence and maintenance in
medical care.” This is achieved through service objectives that include:
1. Identifying the HIV+ unaware (Unaware) and those that have fallen out of care (Unmet Need)
2. Informing these HIV+ individuals of testing and service options
3. Referring these HIV+ individuals to medical care
4. Linking these HIV+ individuals to medical care
Black and Hispanic PLWHA tend to test later and enter the care system later than other groups.
Thus, Planning Council has elected to allocate 100% of MAI funds to EIS for several years to place a
specific emphasis on identifying Black and Hispanic PLWHA that are unaware of their status or have
fallen out of care and re/linking them to care.

Analysis and Updates
Early Intervention Services (EIS) maintains a steady number of clients averaging about 8,500 HIV+ and HIVclients per year. Unlike any other service category, EIS plays a crucial role in linking various groups to care:
those previously unaware of their HIV+ status, those new to the Medi-Cal and private insurance coverage
systems of care, and those that have fallen out of care. It is anticipated that client numbers will continue to
increase over the next few years as experience is gained and best practices are implemented in the field.
This category will be especially important if changes occur in the medical insurance networks, requiring
clients to change insurance/funding sources and/or medical providers.
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EIS Service Dashboard
2013-2020 Service Trends and Data - EARLY INTERVENTION SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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HOME AND COMMUNITY-BASED HEALTH SERVICES

Service Category Definition

Home and Community-Based Health Services (HCHS) are provided to a client living with HIV in an integrated
setting appropriate to a client’s needs, based on a written plan of care established by a medical care team
under the direction of a licensed clinical provider. Services include:
• Appropriate mental health, developmental, and rehabilitation services
• Day treatment or other partial hospitalization services
• Durable medical equipment
• Home health aide services and personal care services in the home

Analysis and Updates
Medi-Cal Waiver also supports this service. However, not all clients qualify for the Medi-Cal Waiver and the
Medi-Cal Waiver services cap out. Clients not eligible and clients who have reached the cap require RWfunded HCHS to receive the service they need.
Funding and clients levels have remained fairly constant over the past few years, serving on average 18 clients
per year. No significant changes to this program have occurred. Funding surplus issues over the past couple of
years are largely due to over-allocation and staffing issues related to extended medical leaves and difficulty
filling vacant positions.
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HCBHS Service Dashboard
2013-2020 Service Trends and Data - HOME AND COMMUNITY-BASED HEALTH SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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$96,971
$112,555
Category Surplus
$0
$22
$106,039
$59,936
$76,128
$20,021
$11,188
Cost Per Client
$6,725
$7,349
$9,421
$7,905
$5,707
$5,104
$3,881

New Clients
2.5
2
1.5
1
0.5
0

All Clients
40

2

30

1
0

0

0

0

20

29
19

20

15

14

19

10

0

0

Final Expenditures

Final Allocation
$200,000

$300,000
$250,000
$200,000
$150,000
$100,000
$50,000
$0

$150,000
$100,000
$50,000
$0

Category Surplus

Cost Per Client

$120,000
$100,000
$80,000
$60,000
$40,000
$20,000
$0

$10,000
$8,000
$6,000
$4,000
$2,000
$0

2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020

119

19

MEDICAL CASE MANAGEMENT

Service Category Definition

Medical Case Management is the provision of a range of client-centered activities focused on improving
health outcomes in support of the HIV care continuum. Activities may be prescribed by an interdisciplinary
team that includes other specialty care providers. Medical Case Management includes all types of case
management encounters (e.g., face-to-face, phone contact, and any other forms of communication). Key
activities include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Timely and coordinated access to medically appropriate levels of health and support services and continuity
of care
• Continuous client monitoring to assess the efficacy of the care plan
• Re-evaluation of the care plan at least every 6 months with adaptations as necessary
• Ongoing assessment of the client’s and other key family members’ needs and personal support systems
• Treatment adherence counseling to ensure readiness for and adherence to complex HIV treatments
• Client-specific advocacy and/or review of utilization of services
In addition to providing the medically oriented services above, Medical Case Management may also provide
benefits counseling by assisting eligible clients in obtaining access to other public and private programs for
which they may be eligible (e.g., Medi-Cal, Medicare Part D, State Pharmacy Assistance Programs,
Pharmaceutical Manufacturer’s Patient Assistance Programs, other state or local health care and supportive
services, and insurance plans through the health insurance Marketplaces/Exchanges).

Analysis and Updates
A National Alliance of State & Territorial AIDS Directors (NASTAD) study (June 2014) concluded the following: 1)
While new health coverage options have been made available through the ACA, the Ryan White Program
continues to offer the most robust case management services for PLWH; 2) Credentialing requirements for case
management providers within benchmark QHPs, traditional fee-for-service Medicaid and the Ryan White
Program varies widely in each state [10 states analyzed, CA not included]; 3) Eligibility for case management in
state Medicaid programs is often reserved for specific populations based on level of need; and 4) The majority
of benchmark QHPs analyzed offer very limited case management services.
This study supports the continuing need for RW-funded Medical Case Management (MCM) as the primary
source of support and assistance for those that need intense care coordination. Coordination is increasingly
challenging and time-consuming as RW-funded MCM staff are required to connect with outside/non-RW
systems of care on behalf of their clients that are in care with facilities such as Kaiser and other local health
organizations.
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MCM Service Dashboard
2013-2020 Service Trends and Data - HOME AND COMMUNITY-BASED HEALTH SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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MENTAL HEALTH SERVICES

Unmet Need and Persons Unaware of HIV+ Status

Mental Health Services are the provision of outpatient psychological and psychiatric screening, assessment,
diagnosis, treatment, and counseling services offered to clients living with HIV. Services are based on a
treatment plan, conducted in an outpatient group or individual session, and provided by a mental health
professional licensed or authorized within the state to render such services. Such professionals typically
include psychiatrists, psychologists, and licensed clinical social workers.

Analysis and Updates
As one of the Essential Health Benefits that insurance policies are required to provide under the ACA, clients
have been transitioning to these systems of care to receive individual Mental Health services. Although very
few clients transitioned to non-RW systems of care for mental health during the first couple of years after
implementation of ACA, transitions increased significantly in 2015 as capacity and referral processes
improved. Transitions should continue as providers within the TGA obtain Medi-Cal certification as long as
no changes to ACA occur. However, some RW funds are still necessary to cover service gaps as clients fall in
and out of eligibility with insurance options and as clients work through the referral process to completely
link with non-RW providers. Also, the need for RW-funded Mental Health support groups will remain as no
other source provides HIV-specific support groups. Finally, if changes to ACA/Medi-Cal Expansion occur,
Ryan White may once again need to support the vast majority of HIV+ individual’s medical care. However, the
exact effect of future legislation is still uncertain and any changes are unlikely to take effect in the next grant
year.
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MH Service Dashboard

New Clients
All Clients
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Final Expenditures
Category Surplus
Cost Per Client

2013-2020 Service Trends and Data - MENTAL HEALTH SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
49
68
33
45
45
37
29
300
325
277
312
320
293
274
$402,118
$451,482
$400,000
$340,613
$500,000
$439,890
$533,336
$380,328
$345,864
$504,059
$446,613
$463,929
$439,003
$452,013
$376,810
$338,189
$407,123
$420,761
$363,193
$387,720
$358,399
$3,518
$7,675
$96,936
$25,852
$100,736
$51,283
$93,614
$1,256
$1,041
$1,470
$1,349
$1,135
$1,323
$1,308

New Clients
80
60

All Clients

68
49

40

33

45

45

20
0

37

29

340
320
300
280
260
240

325

Final Allocation
$600,000
$500,000
$400,000
$300,000
$200,000
$100,000
$0

312

300

320

277

Final Expenditures
$500,000
$400,000
$300,000
$200,000
$100,000
$0

Category Surplus
$120,000
$100,000
$80,000
$60,000
$40,000
$20,000
$0

Cost Per Client
$2,000
$1,500
$1,000
$500
$0

2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020

123

293

274

SUBSTANCE ABUSE SERVICES (OUTPATIENT)

Service Category Definition

Substance Abuse Outpatient Care is the provision of outpatient services for the treatment of drug or alcohol use
disorders. Services include:
• Screening
• Assessment
• Diagnosis, and/or
• Treatment of substance use disorder, including: Pretreatment/recovery readiness programs, harm
reduction, Behavioral health counseling associated with substance use disorder, Outpatient drug-free
treatment and counseling, medication assisted therapy, Neuro-psychiatric pharmaceuticals, and relapse
prevention.

Analysis and Updates

As one of the Essential Health Benefits required under the ACA, some clients have transitioned to these
systems of care to receive outpatient Substance Abuse services. With the need for services outweighing the
current availability, RW funds are still necessary to cover service gaps. In addition, the need for RW-funded
Substance Abuse services for HIV-specific support groups should remain.
Availability of services will continue to be monitored in order to determine the level of need throughout the
TGA.
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SA Service Dashboard
2013-2020 Service Trends and Data - SUBSTANCE ABUSE SERVICES (OUTPATIENT)
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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CASE MANAGEMENT SERVICES (NON-MEDICAL)

Service Category Definition

Non-Medical Case Management Services (NMCM) provide guidance and assistance in accessing medical,
social, community, legal, financial, and other needed services. Non-Medical Case management services may
also include assisting eligible clients to obtain access to other public and private programs for which they may
be eligible, such as Medi-Cal, Medicare Part D, State Pharmacy Assistance Programs, Pharmaceutical
Manufacturer’s Patient Assistance Programs, other state or local health care and supportive services, or health
insurance Marketplace plans. This service category includes several methods of communication including faceto-face, phone contact, and any other forms of communication deemed appropriate by the RWHAP Part A
recipient. Key activities include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Continuous client monitoring to assess the efficacy of the care plan
• Re-evaluation of the care plan at least every 6 months with adaptations as necessary
• Ongoing assessment of the client’s and other key family members’ needs and personal support systems

Analysis and Updates
A National Alliance of State & Territorial AIDS Directors (NASTAD) study (June 2014) concluded the following:
1) While new health coverage options have been made available through the ACA, the Ryan White Program
continues to offer the most robust case management services for PLWH; 2) Credentialing requirements for
case management providers within benchmark QHPs, traditional fee-for-service Medicaid and the Ryan White
Program varies widely in each state [10 states analyzed, CA not included]; 3) Eligibility for case management in
state Medicaid programs is often reserved for specific populations based on level of need; and 4) The majority
of benchmark QHPs analyzed offer very limited case management services.
Non-Medical Case Management services have seen a relatively consistent client level (~2,300 clients/year).
Although increased funding has lead only to an increase in surplus funds, changes in HRSA policy allowing for
additional expenditures is likely to increase spending. With this new allowance for spending, recently filled
staff vacancies, and clients transitioning to ACA services as well as expanded state and federal programs, the
program is likely to see an increase in activity over the next year as case managers work with clients to connect
them to available benefits and keep them in care. The need for this service should only increase over time.
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CM Service Dashboard
2013-2020 Service Trends and Data - CASE MANAGEMENT SERVICES (NON-MEDICAL)
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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$615,000
$686,000
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FOOD BANK/HOME DELIVERED MEALS

Unmet Need and Persons Unaware of HIV+ Status

Food Bank/Home Delivered Meals refers to the provision of actual food items, hot meals, or a voucher
program to purchase food. This also includes the provision of essential non-food items that are limited
to the following:
• Personal hygiene products
• Household cleaning supplies
• Water filtration/purification systems in communities where issues of water safety exist
Local Focus: According to the most current IEHPC Standards of Care, the Service Objective for Food
Services is “to provide access to healthy and nutritiously necessary food or meals for PLWH/A in the R/SB
TGA through the distribution of actual food or food vouchers to help maintain caloric intake and balanced
nutrition, consistent with each client’s care plan.”
Local Limitation: The current IEHPC Standards of Care limits food services to a maximum of $60 per client
per month (can be combination of vouchers and food bags).

Analysis and Updates
Client and funding levels for the food program have remained steady in recent years. Little to no additional
assistance or sources of food are anticipated in the TGA. Future usage increases or declines will be
impacted solely by increases or declines in allocations to the service category and/or changes in service
limitations/allowances.
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Food Bank Service Dashboard
2013-2020 Service Trends and Data - FOOD BANK/HOME DELIVERED MEALS
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
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HOUSING SERVICES

Unmet Need and Persons Unaware of HIV+ Status

Housing services provide transitional, short-term, or emergency housing assistance to enable a client or
family to gain or maintain outpatient/ambulatory health services and treatment. Housing services include
housing referral services and transitional, short-term, or emergency housing assistance.
Transitional, short-term, or emergency housing provides temporary assistance necessary to prevent
homelessness and to gain or maintain access to medical care. Housing services must also include the
development of an individualized housing plan, updated annually, to guide the client’s linkage to permanent
housing. Housing services also can include housing referral services: assessment, search, placement, and
advocacy services; as well as fees associated with these services.
Eligible housing can include either housing that:
• Provides some type of core medical or support services (such as residential substance use disorder
services or mental health services, residential foster care, or assisted living residential services); or
• Does not provide direct core medical or support services, but is essential for a client or family to gain
or maintain access to and compliance with HIV-related outpatient/ambulatory health services and
treatment. The necessity of housing services for the purposes of medical care must be documented.
Local Limitation: “Eligible clients may receive up to ninety (90) nights of emergency motel or ninety (90) days
of rent assistance annually.” (IEHPC Housing Standards of Care)
Important Note: This category supports housing case management as well as the cost of housing
vouchers/hotel-motel/rent assistance.

Analysis and Updates
Housing services have seen higher client levels over the last three years. Last year’s surplus was very minimal
compared to the last few years and could be a reflection of a couple of different aspects: lower than usual
allocations, and lack of availability of other funding sources.
Future usage increases or declines may be impacted by the availability of other sources of assistance. Riverside
and San Bernardino HOPWA contracts have experiences considerable delays over the last several years, causing
uncertainty in the housing assistance system. Some other housing funding sources experience similar
administrative issues. If other sources are not available, Ryan White funded housing may be needed at an
increased level to address the housing needs of HIV+ individuals in the meantime. The council may also
consider revisiting the local structure of Ryan White Housing (components, limitations) to ensure the gaps in
housing in the two-county area are being addressed, when possible.
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Housing Service Dashboard
2013-2020 Service Trends and Data - HOUSING SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
New Clients
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556
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$622,308
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Final Allocation
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$117,516
$215,762
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MEDICAL TRANSPORTATION SERVICES

Service Category Definition

Medical transportation services are conveyance services provided, directly or through a voucher, to a
client to enable him or her to access health care services.
HAB Policy Notice 10-02 further clarifies, “Funds may be used to provide transportation services for an
eligible individual to access HIV-related health services, including services needed to maintain the client in
HIV/AIDS medical care. Transportation should be provided through:
• Contracts with providers of such services
• Voucher or token systems
• Mileage reimbursement that enables individuals to travel to needed medical or other support services.
This should not in any case exceed the established rates for Federal Programs.
• Use of volunteer drivers (through programs with insurance and other liability issues specifically addressed)
• Purchase or lease of organizational vehicles for client transportation programs.”
Local Focus:
– Allowable modes include: bus passes, gasoline vouchers, van trips, urgent taxi trips (IEHPC
Transportation Service Standard).
– Transportation assistance is limited to $40 per person, per month

Analysis and Updates
One RW-funded provider of transportation services implemented a van service in the high-desert area of San
Bernardino County (Victorville/Hesperia/etc.). There are plans to expand the van service to other areas of the
TGA. Otherwise, transportation services have seen little to no change over the past several years. Any
significant usage increases or declines will be impacted solely by increases or declines in allocations to the
service category.
Emerging methods/modes such as Uber and Lyft can also be explored by the council and by service providers
as additional tools to address transportation barriers to care. Great care should be taken to ensure services are
cost effective and utilized appropriately.

2014 Needs Assessment Support Services Ranking - #5
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Transportation Service Dashboard
2013-2020 Service Trends and Data - MEDICAL TRANSPORTATION SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
New Clients
135
179
123
111
233
240
211
All Clients
1,064
1,067
1,142
1,168
1,574
1,561
1,683
Original Allocation
$264,286
$230,000
$300,000
$255,921
$250,000
$397,773
$444,446
Final Allocation
$227,473
$203,776
$261,756
$303,921
$423,401
$417,853
$486,921
Final Expenditures
$214,776
$188,455
$214,870
$219,858
$373,258
$406,126
$451,539
Category Surplus
$12,697
$15,321
$46,886
$84,063
$50,143
$11,727
$35,382
Cost Per Client
$202
$177
$188
$188
$237
$260
$268
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$80,000
$60,000
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2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020
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1,561

1,683

PSYCHOSOCIAL SUPPORT SERVICES

Service Category Definition

Psychosocial Support Services provide group or individual support and counseling services to assist eligible
people living with HIV to address behavioral and physical health concerns.
These services may include:
• Bereavement counseling
• Caregiver/respite support (RWHAP Part D)
• Child abuse and neglect counseling
• HIV support groups
• Nutrition counseling provided by a non-registered dietitian (see Medical Nutrition Therapy Services)
• Pastoral care/counseling services
Funds under this service category may not be used to provide nutritional supplements (See Food Bank/Home
Delivered Meals).

Analysis and Updates
Psychosocial Support Services have maintained a steady client level. As clients transition other aspects of care
to other funding streams that have not typically included HIV-specific care in the past, HIV-specific support
groups/bereavement counseling will play an essential role in keeping clients in care.
Psychosocial Support groups may also play a bigger role for those clients who need social support (either on an
individual basis or in a group setting), but are unable to obtain this support through traditional Mental Health
avenues due to lack of availability and referral restrictions.

2014 Needs Assessment Support Services Ranking - #10

2020 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES,
Clients receiving Part A/MAI services March 2019 – February 2020

134

Psychosocial Service Dashboard
2013-2020 Service Trends and Data - PSYCHOSOCIAL SUPPORT SERVICES
2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020
New Clients
29
27
18
25
19
18
9
All Clients
252
280
256
243
229
236
163
Original Allocation
$191,190
$150,000
$200,000
$170,613
$200,000
$140,390
$163,743
Final Allocation
$167,057
$141,950
$165,446
$168,658
$175,571
$114,597
$140,170
Final Expenditures
$153,509
$132,847
$130,358
$150,729
$137,969
$112,491
$122,941
Category Surplus
$13,548
$9,103
$35,088
$17,929
$37,602
$2,106
$17,229
Cost Per Client
$609
$474
$509
$620
$602
$477
$754
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2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020
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236
163

MEDICAL NUTRITION THERAPY SERVICES

Service Category Definition

Medical Nutrition Therapy Services include nutrition education and counseling provided by a licensed
registered dietician pursuant to a medical provider’s referral. Nutritional services are based on a nutritional
plan resulting from nutrition assessment/screening and dietary/nutritional evaluation. Food and/or
nutritional supplements may also be provided per medical provider’s recommendation. These services can be
provided in individual and/or group settings and outside of HIV Outpatient/Ambulatory Health Services.

Analysis and Updates
The third year for Medical Nutrition Therapy (MNT) shows improvement over the previous year. There is
an increase from last year in the amount of clients that are accessing this service category. This result
could be for a couple of different reasons. First, it took some time for agencies to fill vacant positions.
Second, providers have now established programs for clients needing these services, and more clients are
aware that these service are available.

2014 Needs Assessment Support Services Ranking - #10

2020 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES,
Clients receiving Part A/MAI services March 2019 – February 2020
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MNT Service Dashboard
2017-2020 Service Trends and Data - MEDICAL NUTRITION THERAPY
2017-2018
2018-2019
New Clients
267
6
All Clients
267
171
Original Allocation
$250,000
$163,789
Final Allocation
$144,747
$125,489
Final Expenditures
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Cost Per Client
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2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020
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2017-2018

2018-2019

2019-2020

EMERGENCY FINANCIAL ASSISTANCE SERVICES
Service Category Definition
Emergency Financial Assistance provides limited one-time or short-term payments (no more then
3 Consecutive months) to assist the RWHAP client with an emergent need for paying for essential utilities
(water, electric & gas)

Analysis and Updates
The first year of implementation for Emergency Financial Assistance (EFA) proved challenging. First, there
were delays in implementation of the service category due to the length of time it took to get before the
board. The numbers for this service category are not reflective of a full year of service for this category. The
second year does show improvement over the previous year. There is an increase in the number of clients
served over last year, and less money was left as a surplus.
Important Note: This category supports emergency financial assistance case management as well as the cost
of the essential utilities bill assistance.

2020 IEHPC Priority Setting & Resource Allocation Prepared by the Ryan White Program Source: ARIES,
Clients receiving Part A/MAI services March 2019 – February 2020
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EFA Service Dashboard
2018-2020 Service Trends and Data - EMERGENCY FINANCIAL ASSISTANCE
2018-2019
All Clients
10
Original Allocation
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Final Allocation
$15,500
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2020 IEHPC Priority Setting Resource Allocation
Source: ARIES, Clients receiving Part A/MAI services
March 2019 - February 2020
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Instructions for Reviewing Draft-3 Ending the HIV Epidemic (EtHE) Plans, Riverside and San
Bernardino Counties.
Dear Inland Empire HIV Planning Council Members:
We are ready for you to review Draft-3 of the EtHE Plans for Riverside and San Bernardino Counties. This
document provides instructions and background.
Background: On November 14, 2019, Riverside and San Bernardino Counties introduced to you the CDC191906 year-long process of planning to accelerate the Inland Empire TGA’s progress to getting to zero (GTZ)
new HIV infections, HIV-related deaths, and HIV stigma. The attached drafts of the Riverside and San
Bernardino EtHE Plans are the culmination of hours of community input and planning discussions. Riverside
and San Bernardino County health department staff worked diligently to get input from community and provider
partners. Our plans focus on communities for whom our current set of programs are insufficient to meet their
needs. COVID-19 response has limited face-to-face community engagement during a critical time in our
planning process, but we have worked to get input virtually and through the analysis of secondary data
sources. To strengthen our plans further, we are distributing Draft-3 to all relevant stakeholders for their review
and input. Our stakeholders include the IEHPC, providers and other key groups working to end HIV in
Riverside and San Bernardino Counties. Thank you for taking the time to review these documents!
EtHE Funding: The CDC reviewed an earlier draft and found only minor issues, which have been addressed.
In addition to EtHE funding from HRSA that has already been awarded to the TGA, an application to the CDC
for additional funds is pending. The CDC has committed to a funding floor of $2,176,863 each year for the next
5 years (contingent on GTZ progress) to the TGA for the interventions described in the EtHE Plans.
Concurrence Process: The CDC requires a review and concurrence of these plans. Part of this review is by
Planning Councils. We will walk through some key elements of the EtHE Plans with you on June 25th from
10:00-10:40 AM. We are including a draft support vote motion for your review.
Suggestions for Review:
DO check to see if the content is accurate and
complete. (except where we’ve left placeholders to
add content later)
DO provide comments about the plan itself or more
broadly about ending the HIV epidemic in Riverside
and San Bernardino Counties.
DO assess whether the plan tells your County’s
story. Some Planning Council Members in other
Counties are giving feedback in the form of their
personal stories (names redacted). This is powerful
and helps improve this work.
Do submit your comments! Your input is important.
Comments can be submitted by email or in a
separate Word document to your staff or via the
Google form links:
Riverside:
https://forms.gle/zp1fHk4hgPuwfTpr9

DON’T read for typos, etc. (but if you see
something, it's OK to point it out). These
documents are still under construction!
DON’T worry about exhibit #s, spacing, etc. Some
of this formatting is still being added.
DON’T think your input is not valuable if you don't
have time to read the whole document. The
Introduction is a good overview of the plan. If you
just have time to read and comment on that, it will
be helpful. A PDF of the Intro sections of both
plans is attached. The electronic full plans were
emailed to you.
DON’T think this is your last chance to provide
input to these plans. There will be a longer
community comment period in August to review
more finalized versions. However, we are using
Draft-3 for concurrence to accommodate the
IEHPC quarterly meeting schedule.

San Bernardino:
https://forms.gle/2wiatxEWMqYq2rkD9
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Introduction
About This Plan
This plan describes Riverside County’s bold and innovative plan for ending the HIV epidemic in
the County. Riverside County and its northern neighbor, San Bernardino County, make up the
Riverside/San Bernardino Transitional Grant Area (TGA), which has a joint HIV Planning
Council – the Inland Empire HIV Planning Council. HIV efforts in the County are led by
Riverside University Health System—Public Health (RUHS). RUHS, in collaboration with
community and clinical partners, has built a strong foundation of HIV prevention, care, and
treatment services in the County. These foundational HIV services were built based on the
Inland Empire HIV Planning Council Comprehensive HIV Services Plans(1, 2) and Laying a
Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care
Plan.(3)
These current baseline activities, and the infrastructure that supports them, are critical for
reducing and ultimately eliminating new HIV infections and optimizing the health of people living
with HIV (PLWH), but they are not sufficient – hence the need for this Ending the HIV Epidemic
(EtHE) plan. This EtHE plan does not replace the other plans; instead, it expands on them by
describing the additional innovative efforts needed, based on the current state of HIV in the
County.
This Plan is organized as follows:
The Introduction provides a high-level overview of 1) the HIV epidemic in the County,
2) the baseline services, activities, and infrastructure that currently exist, and 3)
Riverside County's plan to end the epidemic.
Section I: Community Engagement describes Riverside County’s completed and
planned community, provider, and Planning Council engagement activities and findings
to date.
Section II: Epidemiologic Profile presents the latest available data on HIV in
Riverside County, including demographics, trends, and disparities across age,
race/ethnicity, geography, and more.
Section III: Situational Analysis synthesizes information from the prior two sections
and a needs assessment to paint a comprehensive picture of the current state of HIV in
the County, including needs, resources, and gaps.
Section IV: EtHE Plan outlines the disruptively innovative activities that the County will
implement between now and 2024[DG1], across all funding sources, along with key
partnerships, workforce development needs, and plans for outcome monitoring.
Section V: Concurrence describes the process for securing Planning Council
concurrence.

Riverside County
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Current State of HIV in Riverside County
Riverside County has seen a modest 13% reduction in new HIV diagnoses from 298 in 2016 to
258 in 2018.(4) In 2018, among those newly diagnosed with HIV, 83% were linked to care within
30 days and 74.7% were virally suppressed within 6 months of diagnosis.(4) Men who have sex
with men (MSM), people under the age of 30, and people of color are disproportionately
affected. Moreover, there are regional differences in the epidemic and available resources. New
diagnoses in West, Mid-, and South County are increasing and are more likely to be among
younger people and people of color. These trends stand in contrast to those in East County,
where new diagnoses are decreasing and are largely among white MSM. Regional disparities
also exist in access to care and prevention, with the majority of HIV providers and services
located in East County.(5-7) A notable success in Riverside County is with the Latinx
population; after years of intensive outreach to and focus on this priority population, rates of
linkage to care, viral suppression, and new infections have all markedly improved.(7)
Findings from community engagement efforts offer some insight into the barriers and challenges
that are impacting the County's ability to further reduce new HIV infections. Barriers to
accessing services are significant in Riverside and include lack of HIV services in some parts of
the County; social determinants of health (SDoH) such as structural inequities, racism, and
stigma; being unhoused; mental health; and substance use (see Section II: Community
Engagement). These and other barriers limit the ability of some of the most vulnerable and
marginalized Riverside residents to take advantage of the services and resources that support
HIV diagnosis, treatment, prevention, and response efforts.

Current HIV Efforts and Infrastructure
Planning
Riverside County has a long-standing history of planning local HIV prevention, care, and
treatment efforts in conjunction with community partners and the local Inland Empire HIV
Planning Council. The County HIV work sharpened with the development of the TGA’s 20152017 Clinical Quality Management (CQM) Plan(8), which offered a coordinated and systematic
approach to assessing and improving the quality of health services for PLWH in the TGA, in
alignment with National HIV/AIDS Strategy (NHAS) goals. The County has adopted the State's
integrated HIV plan—Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and
Care Plan—as its roadmap to getting to "zero new HIV infections, zero AIDS-related deaths,
and zero stigma and discrimination against people living with HIV (PLWH)."(3)

Services
A number of funding sources support HIV services in Riverside County, including prevention
funding from the California Department of Public Health (CDPH) (CDC PS18-1802 and State
General Fund); Ryan White Parts A, and B, (including Early Intervention Services [EIS] and
Minority AIDS Initiative [MAI] funding); CDPH AIDS Drug Assistance Program (ADAP) funding,
CDPH Project Empowerment funding, Riverside County General Fund, as well as revenue from
third party billing, including Medi-Cal and Medicare.
Collectively, these funding sources support three clinical sites and six community-based
organizations (CBOs) to provide services such as HIV testing, prevention with positives, primary
care, mental health services, dental services, medical case management, and a multitude of
Riverside County
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wrap-around services for PLWH (Exhibit 1). In addition, this funding supports the RUHS
HIV/STD program's direct services (described below).
Exhibit 1: Publicly funded clinical and
Infrastructure
community-based HIV services in Riverside
County
Health Department. The RUHS HIV/STD
Program oversees all health department HIVHIV Primary Care
and STD-related functions and services,
• Borrego Health
including administering much of the funding for
• Indio Family Care Center
direct services previously noted, as well as
• Perris Family Care Center
providing HIV testing, the Early Intervention
• Riverside Neighborhood Health Center
Program, education and prevention via outreach
services, mental health services, partner
CBOs Providing HIV Services
services, and linkage to care. HIV and STD
• AIDS Healthcare Foundation
surveillance are also housed here. The HIV/STD
• Families Living with AIDS Care Center
Program has X FTE[A2][CM3], with approximately
• Desert AIDS Project
X% specifically focused on HIV as part of their
• Foothill AIDS Project
duties.
• TruEvolution
Additional Assets. Riverside County is a
collaborator with the National Institutes of Health (NIH)-supported Center for AIDS Research
(CFAR) in Southern California. This CFAR, located at the University of California, Los Angeles
(UCLA) Center for HIV Identification, Prevention, and Treatment Services (CHIPTS), is one of
several CFARs. The CFAR mission is "to support multidisciplinary research aimed at reducing
the burden of HIV both in the United States and around the globe."(9) Ref[A4][CM5]

Riverside County’s Plan to End the HIV Epidemic
Exhibit 2 depicts a high-level overview of how Riverside County plans to enhance its current
HIV efforts with new, disruptively innovative activities funded with federal EtHE funds. The
planned activities will expand and leverage, but not duplicate, the foundational efforts already in
place. In particular, in contrast to current activities—which focus on priority populations Countywide—the planned EtHE activities will focus on the regions and populations experiencing high
and disproportionate HIV burden, including youth, people of color, and those living in West and
South County.
The Exhibit 2 logic model shows the strengths and gaps identified through this planning
process (local epidemiologic data, community engagement, and situational analysis) and the
new, disruptively innovative activities designed to leverage these strengths and address the
gaps. In particular, the growing epidemic among younger people and people of color in the West
and South County regions provides impetus for the proposed EtHE activities, as these regions
lack robust HIV-related services and infrastructure.
New EtHE activities will work across all four EtHE pillars and will support the short-,
intermediate-, and long-term outcomes identified by the CDC in PS-19-1906. The primary
activities for Riverside County are listed below. Multiple funding sources (noted in Exhibit 1),
including CDC PS-20-2010 and HRSA 20-078, will be leveraged to support these activities, and
community partnerships will be strengthened to ensure success.

Riverside County
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•

•

•

•

•

•

•

•
•

Testing Initiative for Young MSM of color will work with community-based
organizations who serve young MSM of color to offer HIV testing, linkage to care, and
linkage to PrEP; this strategy will help identify PLWH who are unaware of their HIV
status. (Diagnose pillar)
The Sexual Health Provider Education and Incentive Program will improve offerings
of routine HIV testing and PrEP referrals among local providers. (Diagnose and Prevent
pillars)
The RAPID Starter Pack Program will improve linkage to, retention in, and reengagement in care by promoting rapid starts of antiretroviral therapy (ART) among
newly diagnosed individuals and providing more intensive re-engagement support for
clients who have fallen out of care or who are not virally suppressed. (Treat pillar)
PrEP expansion through navigation and PrEP-Assistance Program (AP) will build
the County's first structured PrEP program by training all Communicable Disease
Specialist (CDS) staff to become PrEP navigators and certifying the County as a PrEPAP site. (Prevent pillar)
Network investigation and intervention will improve identification of transmission
networks and targeted intervention by using surveillance data to identify new HIV
diagnoses and their partner contacts. (Respond pillar)
A new CHIPTS EtHE CFAR project will support regional data coordination and sharing
to guide scale-up of large implementation science projects designed to reduce new HIV
infections across the four Southern California counties. (Respond pillar)
The California Regional Quality Group (CARG), in which Riverside County
participates, is choosing to align with EtHE initiative by focusing on quality improvement
initiatives for increasing viral suppression rates among MSM of color. (Treat pillar)
Peer navigation and outreach for PrEP linkage, for high-risk individuals to access
Pre-Exposure Prophylaxis (PrEP).
The Rapid StART Initiative will link newly diagnosed PWH to HIV primary care the day
they are diagnosed and deliver Antiretroviral Therapy (ART) within 72 hours of that
diagnosis. Priority populations for this initiative are B/AA, youth 13-24, women, trans
persons, and PWID. The initiative includes the launch of a mobile medical unit.[DG6]

The County's EtHE plan was developed with extensive community and partner engagement and
endorsed by the Inland Empire HIV Planning Council. With the new federal EtHE funding,
Riverside County expects to make significant progress over the next 5 years towards ending the
HIV epidemic in the County.

Riverside County
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Exhibit 2. Logic Model for Ending the HIV Epidemic in Riverside County, organized by pillar. Current County strengths and gaps inform planned EtHE
activities, which will impact the short-, intermediate-, and long-term outcomes identified by CDC and the California Department of Public Health[A7].
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Appendix X: Resource Inventory
Exhibit X lists the services and programs currently available in Riverside County along with
their funding sources, by pillar.
Exhibit X: Riverside County Baseline HIV Activities
•
•
•
•

Promotion of routine-opt out testing (ROOT) in clinical settings[DG8]*
Testing at community-based organizations (CBOs)*
Targeted outreach to link high priority populations to testing
Expanded partner services to support linkage of partners to testing

•
•
•
•
•

Linkage to care services*
Outreach services to link HIV positive minorities to care†
Identify and engage providers not linking clients to care within 30 days*
Use of HIV surveillance data to identify candidates for linkage to care*
Core care and treatment services (primary care, early intervention services, medical case
management, mental health and outpatient substance use services, oral health care,
medical nutrition therapy, home and community-based health services)†€
Support services (housing, medical transportation, food bank/home-delivered meals, case
management, emergency financial assistance, psychosocial support, residential
substance use services)†
AIDS Drug Assistance Program (ADAP)

•
•

Funded partners: Desert AIDS Project†, Foothill AIDS Project†‡, AIDS Healthcare Foundation†,
TruEvolution‡, Borrego Community Health Foundation‡
•
Education of PrEP prescribers and PrEP navigators*
•
PrEP outreach to priority populations at high risk for HIV*
•
Expanded partner services to support linkage of partners to PrEP
•
Training for medical providers who were not screening for or prescribing PrEP*
•
HIV prevention and support services for people who use drugs (syringe disposal,
naloxone training, prevention education)*
•
Condom distribution

•
•

Cross-training of linkage workers to provide partner services*
Use of HIV surveillance data to identify candidates for partner services*

Note: Additional resources for HIV services that cannot be quantified or broken down by pillar include Medi-Cal,
Medicare, Veterans Administration, and 3rd party reimbursement
*CDC PS-18-1802
†HRSA Ryan White Part A
‡HRSA Ryan White Part B (incl MAI)
€HRSA Ryan White Part C
¥CDPH Project Empowerment (need to add what AHF is funded for)
County GF (need to add if relevant)
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Introduction
About This Plan
This plan describes San Bernardino County’s bold and innovative plan for ending the HIV
epidemic in the County. San Bernardino County and its southern neighbor, Riverside County,
make up the Riverside/San Bernardino Transitional Grant Area (TGA), which has a joint HIV
Planning Council – the Inland Empire HIV Planning Council. HIV efforts in the County are led by
San Bernardino County Department of Public Health (SBCDPH), with HIV-related functions
embedded in three different divisions—the Division of Clinical Health and Prevention Services,
Community Outreach and Education, and the Communicable Disease Section. In collaboration
with community and clinical partners, SBCDPH has built a strong foundation of HIV prevention,
care, and treatment services in the County. These foundational HIV services were built based
on the Inland Empire HIV Planning Council Comprehensive HIV Services Plans1,2 and Laying a
Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care
Plan.3
These current baseline activities, and the infrastructure that supports them, are critical for
reducing and ultimately eliminating new HIV infections and optimizing the health of people living
with HIV, but they are not sufficient – hence the need for this Ending the HIV Epidemic (EtHE)
plan. This EtHE plan does not replace the other plans; instead, it expands on them by
describing the additional innovative efforts needed, based on the current state of HIV in the
County.
This Plan is organized as follows:
The Introduction provides a high-level overview of 1) the HIV epidemic in the County,
2) the baseline services, activities, and infrastructure that currently exist, and 3) San
Bernardino County's plan to end the epidemic.
Section I: Community Engagement describes San Bernardino County’s completed
and planned community, provider, and planning council engagement activities and
findings to date.
Section II: Epidemiologic Profile presents the latest available data on HIV in San
Bernardino County, including demographics, trends, and disparities across age,
race/ethnicity, geography, and more.
Section III: Situational Analysis synthesizes information from the prior two sections
and a needs assessment to paint a comprehensive picture of the current state of HIV in
the County, including needs, resources, and gaps.
Section IV: EtHE Plan outlines the disruptively innovative activities that the County will
implement between now and 2024, across all funding sources, along with key
partnerships, workforce development needs, and plans for outcome monitoring.
Section V: Concurrence describes the process for securing Planning Council
concurrence.
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Current State of HIV in San Bernardino County
San Bernardino County has seen a 21% rise in new HIV diagnoses in recent years, from 224
newly diagnosed residents in 2016 to 278 in 2018.4 When compared to the TGA or the State of
California, San Bernardino County has a very different epidemiologic profile, with a higher
proportion of cases among people of color, cis women (especially cis women of color), and
heterosexuals, and more transmission fueled by injection drug use.5
In 2018, among those newly diagnosed with HIV, 65.5% were linked to care within 30 days and
50% were virally suppressed within 6 months of diagnosis.4 Blacks/African Americans (B/AA)
are the most disproportionately impacted group compared with their population size.4 Latinx
persons represent the majority of new diagnoses; every 3 of 5 new HIV cases are among Latinx
people.4 After years of intensive outreach to and focus on the Latinx population, rates of linkage
to care and viral suppression have improved.6
Several factors contribute to San Bernardino County's unique HIV profile. Three are many
remote areas in the County, particularly the West Valley and Desert Regions6 without access to
nearby medical services. Poverty, homelessness, drug use, and mental illness are fueling the
epidemic. Community engagement efforts conducted during the EtHE planning year further
revealed that HIV-related stigma, homophobia, housing shortages, methamphetamine use, and
several other factors are impacting PLWH and people at risk. Finally, despite the robust County
infrastructure for HIV prevention, care, and treatment, significant populations are being missed,
undoubtedly contributing to high rates of undiagnosed HIV, increasing new diagnoses, and low
viral suppression rates compared with California overall.

Current HIV Efforts and Infrastructure
Planning
San Bernardino County has a long-standing history of planning local HIV prevention, care, and
treatment efforts in conjunction with community partners and the local Inland Empire HIV
Planning Council. The County HIV work sharpened with the development of the TGA’s 20152017 Clinical Quality Management (CQM) Plan, which offered a coordinated and systematic
approach to assessing and improving the quality of health services for PLWH in the TGA, in
alignment with National HIV/AIDS Strategy (NHAS) goals.7 The Council has also supported and
adopted the State's integrated HIV plan—Getting to Zero: California’s Integrated HIV
Surveillance, Prevention, and Care Plan—as its roadmap to getting to "zero new HIV infections,
zero AIDS-related deaths, and zero stigma and discrimination against people living with HIV
(PLWH)."3

Services
A number of public funding sources support HIV services in San Bernardino County, including
prevention funding from CDPH (CDC PS18-1802 and State General Fund); Ryan White Parts A,
B, C, and F (including Early Intervention Services [EIS] and Minority AIDS Initiative [MAI]
funding); CDPH AIDS Drug Assistance Program (ADAP) funding, CDPH Project Empowerment
funding, San Bernardino County General Fund, Veterans Administration, as well as revenue
from third party billing, including Medi-Cal and Medicare. Collectively, these funding sources
support several HIV primary care providers, as well as a number of CBOs offering services such
as HIV testing, prevention with positives, primary care, mental health services, dental services,
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medical case management, and a multitude of wrap-around services for PLWH (Exhibit 1). In
addition, this funding supports the SBCDPH HIV Care, HIV Prevention, and HIV Surveillance
teams to provide partner services, linkage to care, outreach, and other HIV prevention and care
direct services.

Infrastructure

Exhibit 1: Publicly funded* HIV services in San Bernardino
County

Health Department. Within
HIV Primary Care[A1]
SBCDPH, HIV-related functions
• SBCDPH's FQHCs (3 of 4 sites offer HIV primary care)
are carried out by three different
• AIDS Healthcare Foundation
divisions. The Division of Clinical
• Borrego Health (1 site)
Health and Prevention Services
• Jerry L Pettis Memorial Veterans’ Medical Center
• Arrowhead Regional Medical Center
provides HIV care at three sites
• Loma Linda University Medical Center
and serves as the Ryan White
• Social Action Community Health System (affiliated with
Part A administrator; the
Loma Linda university Medical Center
Community Outreach and
Other HIV Prevention and Care Services
Education section administers
SBCDPH's HIV Prevention
• Foothill AIDS Project
• Loma Linda Promotores Academy (bilingual peer
Program; and the Communicable
navigators)
Disease Section oversees HIV
•
SBC Homeless Partnership
surveillance. Across these
• TruEvolution
divisions, approximately 22 FTE
*Kaiser Permanente is the main private provider of HIV primary care.
are dedicated to HIV-specific
work. SBCDPH is also the main
provider of primary HIV care in the County through three of its four federally qualified health
centers (FQHCs). In addition, SBCDPH offers a range of assessment, planning, technical
assistance, and training countywide.
Additional Assets. SBCDPH maintains connections with academic institutions to support HIV
research in the region. For example, the National Institutes of Health (NIH)-supported Center for
AIDS Research (CFAR) in Southern California, located at the University of California, Los
Angeles (UCLA) Center for HIV Identification, Prevention, and Treatment Services (CHIPTS), is
a partner. The CFAR mission is "to support multidisciplinary research aimed at reducing the
burden of HIV both in the United States and around the globe."8 SBCDPH has also collaborated
with the University of California, Santa Barbara (UCSB) Department of Geography’s San
Bernardino Mobile Study. UCSB conducted this research to examine the social and structural
context of immigration, internal mobility, and HIV risk behavior among Mexican and Central
American migrant MSM in the San Bernardino area.

San Bernardino County’s Plan to End the HIV Epidemic
Exhibit 2 (see p. 6) depicts a high-level overview of how San Bernardino County plans to
enhance its current HIV efforts with new, disruptively innovative activities funded with federal
EtHE funds. The planned activities will expand and leverage, but not duplicate, the foundational
efforts already in place. Thus far, the County’s HIV-related efforts have been siloed at the
Division level, with HIV Care, Prevention, and Surveillance each having its own scope. In
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contrast, the proposed innovative activities will bring resources and staff together from across
these divisions through extensive collaboration to align objectives and activities to get to zero.
The Exhibit 2 logic model shows the needs, strengths, and gaps identified through this planning
process (local epidemiologic data, community engagement, and situational analysis and the
new, disruptively innovative activities designed to leverage these strengths and address the
gaps. In particular, overcoming challenges related to access, addressing clinical provider
shortages, removing barrier to PrEP uptake, among other issues, will be key to success.
New EtHE activities will work across all four EtHE pillars and will support the short-term,
intermediate, and long-term outcomes identified by the CDC in PS-19-1906. The primary
activities for San Bernardino County are listed below. Multiple funding sources (noted in Exhibit
2), including CDC PS-20-2010 and HRSA 20-078, will be leveraged to support these activities,
and community partnerships will be strengthened to ensure success.
•

•

•

•

•

•

•

The Rapid Response Team (RRT), which includes deployment of a Mobile Unit, will
support linkage to care, prevention efforts (e.g. testing, peer-based PrEP navigation),
and follow-up for PLWH who have fallen out of care, with a focus on people who are
unhoused and those living in remote areas of the County. (Diagnose, Treat, Prevent,
Respond)
The Rapid StART Initiative will link newly diagnosed PLWH to HIV primary care the day
they are diagnosed and deliver Antiretroviral Therapy (ART) within 72 hours of that
diagnosis. Priority populations for this initiative are B/AA, youth 13-24, women, trans
persons, and PWID. Rapid StART will also be provided as part of the RRT mobile
services. (Treat)
The expansion of HIV prevention services for people who inject drugs (PWID) will
foster partnerships with trusted local harm reduction organizations to provide information
about HIV harm reduction, naloxone, and other services to unhoused PWID—an
underreached group disproportionately impacted by HIV. (Prevent)
Home-based HIV testing mailed to clients, with the State providing the test kits and
SBCDPH staff providing linkage to care and prevention/PrEP referrals. (Diagnose, Treat,
Prevent)
The California Regional Quality Group (CARG), in which San Bernardino County
participates, is choosing to align with EtHE initiative by focusing on quality improvement
initiatives for increasing viral suppression rates among MSM of color. (Treat)
A new CHIPTS EtHE CFAR project will support regional data coordination and
sharing to guide scale-up of large implementation science projects designed to reduce
new HIV infections across the four Southern California counties. (Respond)
A second CHITPS EtHE CFAR project to compare two interventions for increasing
provider skills and capacity to prescribe PrEP—provider detailing/education or peer
comparison (application pending[A2])

The County's EtHE plan was developed with extensive community and partner engagement and
endorsed by the Inland Empire HIV Planning Council, San Bernardino County’s local HIV
community planning body. With the new federal EtHE funding, San Bernardino County expects
to make significant progress over the next 5 years towards ending the HIV epidemic in the
County.
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Exhibit 2[A3]. Logic Model for Ending the HIV Epidemic in San Bernardino County, organized by pillar. Current County strengths and gaps inform planned
EtHE activities, which will impact the short-, intermediate-, and long-term outcomes identified by CDC and the California Department of Public Health.
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Appendix X: Resource Inventory
Exhibit X lists the services and programs currently available in San Bernardino County along
with their funding sources.
Exhibit X: San Bernardino County Baseline HIV Activities
•
•
•
•
•
•
•

Routine opt-out HIV testing program at SBCDPH FQHC’s, the County Medical Center
Emergency Room, and efforts to re-establish HIV testing at SBC jails i
Targeted outreach to link high priority populations to testing i

Expanded partner services to support linkage of partners to testing i

HIV testing planning with law enforcement and other key stakeholders i
Rapid HIV/HCV testing to priority populations via mobile van outreach in non-clinical
settings i

Community and court-ordered classes on HIV prevention, testing, care, and treatment i
Testing at community-based organizations (CBOs) i

•

STD Awareness Month Media Campaigns to increase testing and linkage to care i

•
•

Expanded partner services to support linkage of partners to care i
Linkage to care system that identifies newly diagnosed PLWH and refers to a medical
provider within 30 days, with confirmation of linkage to care i
Regular meetings with care and surveillance teams to support linkage to and retention in
care i

•
•
•
•
•
•
•

•

•

Train PrEP navigators to assist with linkage to care and insurance i
Identification of people who have fallen out of HIV care in ARIES ii

Retention in Care and MAI outreach team field visits to re-engage people in care iii
STD Awareness Month Media Campaigns to increase testing and linkage to care i

Outreach services to link populations in areas of high HIV incidence to care iii
Core care and treatment services (primary care, early intervention services, medical case
management, mental health and outpatient substance use services, oral health care,
medical nutrition therapy, home and community-based health services) ii,iv
Support services (housing, medical transportation, food bank/home-delivered meals, case
management, emergency financial assistance, psychosocial support, residential
substance use services) ii
AIDS Drug Assistance Program (ADAP)

Funded partners: Desert AIDS Project ii, Foothill AIDS Project ii, iii, AIDS Healthcare Foundation ii,
TruEvolution iii, Borrego Community Health Foundation iii, Social Action Community Health
Systems ii
•
•
•
•
•
•
•
•

Education of PrEP prescribers and PrEP navigators i
Linkage of HIV-negative individuals with STD/HIV exposure and other high-risk
populations to PrEP services i
Expanded partner services to support linkage of partners to PrEP i

Promote PrEP information and awareness to community via social media i
Promote PrEP information and education of screening guidelines to primary care
providers via toolkits and detailing sessions i
Education of pharmacies and substance use facilities on non-prescription syringe sales i
Community assessment on expanding syringe access i
Non-prescription pharmacy syringe sales

San Bernardino County
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•

Communication with local law enforcement to discuss syringe possession laws specific to
HIV prevention or care services specific to PWID i

•

Distribute condoms through partnerships with local venues i

•
•

Use of HIV surveillance data to determine focus of HIV testing locations
Use of HIV surveillance data to identify candidates for partner services i

i

Note: Additional resources for HIV services that cannot be quantified or broken down by pillar include Medi-Cal,
Medicare, Veterans Administration, and 3rd party reimbursement
i CDC PS-18-1802
ii HRSA Ryan White Part A
iii HRSA Ryan White Part B (incl MAI)
iv HRSA Ryan White Part C
v County GF (need to add if relevant)
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Introduction
About This Plan
This plan describes Riverside County’s bold and innovative plan for ending the HIV epidemic in
the County. Riverside County and its northern neighbor, San Bernardino County, make up the
Riverside/San Bernardino Transitional Grant Area (TGA), which has a joint HIV Planning
Council – the Inland Empire HIV Planning Council. HIV efforts in the County are led by
Riverside University Health System—Public Health (RUHS). RUHS, in collaboration with
community and clinical partners, has built a strong foundation of HIV prevention, care, and
treatment services in the County. These foundational HIV services were built based on the
Inland Empire HIV Planning Council Comprehensive HIV Services Plans1,2 and Laying a
Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care
Plan.3
These current baseline activities, and the infrastructure that supports them, are critical for
reducing and ultimately eliminating new HIV infections and optimizing the health of people living
with HIV (PLWH), but they are not sufficient – hence the need for this Ending the HIV Epidemic
(EtHE) plan. This EtHE plan does not replace the other plans; instead, it expands on them by
describing the additional innovative efforts needed, based on the current state of HIV in the
County.
This Plan is organized as follows:
The Introduction provides a high-level overview of 1) the HIV epidemic in the County,
2) the baseline services, activities, and infrastructure that currently exist, and 3)
Riverside County's plan to end the epidemic.
Section I: Community Engagement describes Riverside County’s completed and
planned community, provider, and Planning Council engagement activities and findings
to date.
Section II: Epidemiologic Profile presents the latest available data on HIV in
Riverside County, including demographics, trends, and disparities across age,
race/ethnicity, geography, and more.
Section III: Situational Analysis synthesizes information from the prior two sections
and a needs assessment to paint a comprehensive picture of the current state of HIV in
the County, including needs, resources, and gaps.
Section IV: EtHE Plan outlines the disruptively innovative activities that the County will
implement between now and 2024, across all funding sources, along with key
partnerships, workforce development needs, and plans for outcome monitoring.
Section V: Concurrence describes the process for securing Planning Council
concurrence.
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Current State of HIV in Riverside County
Riverside County has seen a modest 13% reduction in new HIV diagnoses from 298 in 2016 to
258 in 2018.4 In 2018, among those newly diagnosed with HIV, 83% were linked to care within
30 days and 74.7% were virally suppressed within 6 months of diagnosis.4 Men who have sex
with men (MSM), people under the age of 30, and people of color are disproportionately
affected. Moreover, there are regional differences in the epidemic and available resources. New
diagnoses in West, Mid-, and South County are increasing and are more likely to be among
younger people and people of color. These trends stand in contrast to those in East County,
where new diagnoses are decreasing and are largely among white MSM. Regional disparities
also exist in access to care and prevention, with the majority of HIV providers and services
located in East County.5-7 A notable success in Riverside County is with the Latinx population;
after years of intensive outreach to and focus on this priority population, rates of linkage to care,
viral suppression, and new infections have all markedly improved.7
Findings from community engagement efforts offer some insight into the barriers and challenges
that are impacting the County's ability to further reduce new HIV infections. Barriers to
accessing services are significant in Riverside and include lack of HIV services in some parts of
the County; social determinants of health (SDoH) such as structural inequities, racism, and
stigma; being unhoused; mental health; and substance use (see Section II: Community
Engagement). These and other barriers limit the ability of some of the most vulnerable and
marginalized Riverside residents to take advantage of the services and resources that support
HIV diagnosis, treatment, prevention, and response efforts.

Current HIV Efforts and Infrastructure
Planning
Riverside County has a long-standing history of planning local HIV prevention, care, and
treatment efforts in conjunction with community partners and the local Inland Empire HIV
Planning Council. The County HIV work sharpened with the development of the TGA’s 20152017 Clinical Quality Management (CQM) Plan8, which offered a coordinated and systematic
approach to assessing and improving the quality of health services for PLWH in the TGA, in
alignment with National HIV/AIDS Strategy (NHAS) goals. The County has adopted the State's
integrated HIV plan—Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and
Care Plan—as its roadmap to getting to "zero new HIV infections, zero AIDS-related deaths,
and zero stigma and discrimination against people living with HIV (PLWH)."3

Services
A number of funding sources support HIV services in Riverside County, including prevention
funding from the California Department of Public Health (CDPH) (CDC PS18-1802 and State
General Fund); Ryan White Parts A, and B, (including Early Intervention Services [EIS] and
Minority AIDS Initiative [MAI] funding); CDPH AIDS Drug Assistance Program (ADAP) funding,
CDPH Project Empowerment funding, Riverside County General Fund, as well as revenue from
third party billing, including Medi-Cal and Medicare.
Collectively, these funding sources support three clinical sites and six community-based
organizations (CBOs) to provide services such as HIV testing, prevention with positives, primary
care, mental health services, dental services, medical case management, and a multitude of
Riverside County
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wrap-around services for PLWH (Exhibit 1). In addition, this funding supports the RUHS
HIV/STD program's direct services (described below).
Exhibit 1: Publicly funded clinical and
Infrastructure
community-based HIV services in Riverside
County
Health Department. The RUHS HIV/STD
Program oversees all health department HIVHIV Primary Care
and STD-related functions and services,
• Borrego Health
including administering much of the funding for
• Indio Family Care Center
direct services previously noted, as well as
• Perris Family Care Center
providing HIV testing, the Early Intervention
• Riverside Neighborhood Health Center
Program, education and prevention via outreach
services, mental health services, partner
CBOs Providing HIV Services
services, and linkage to care. HIV and STD
• AIDS Healthcare Foundation
surveillance are also housed here. The HIV/STD
• Families Living with AIDS Care Center
Program has X FTE, with approximately X%
• Desert AIDS Project
specifically focused on HIV as part of their duties.
• Foothill AIDS Project

Commented [A3]: RUHS: Please provide %s, or if not
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sense of the capacity of the health department with
respect to HIV.

• TruEvolution
Additional Assets. Riverside County is a
collaborator with the National Institutes of Health
(NIH)-supported Center for AIDS Research (CFAR) in Southern California. This CFAR, located
at the University of California, Los Angeles (UCLA) Center for HIV Identification, Prevention,
and Treatment Services (CHIPTS), is one of several CFARs. The CFAR mission is "to support
multidisciplinary research aimed at reducing the burden of HIV both in the United States and
around the globe."9 Ref
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Riverside County’s Plan to End the HIV Epidemic
Exhibit 2 depicts a high-level overview of how Riverside County plans to enhance its current
HIV efforts with new, disruptively innovative activities funded with federal EtHE funds. The
planned activities will expand and leverage, but not duplicate, the foundational efforts already in
place. In particular, in contrast to current activities—which focus on priority populations Countywide—the planned EtHE activities will focus on the regions and populations experiencing high
and disproportionate HIV burden, including youth, people of color, and those living in West and
South County.
The Exhibit 2 logic model shows the strengths and gaps identified through this planning
process (local epidemiologic data, community engagement, and situational analysis) and the
new, disruptively innovative activities designed to leverage these strengths and address the
gaps. In particular, the growing epidemic among younger people and people of color in the West
and South County regions provides impetus for the proposed EtHE activities, as these regions
lack robust HIV-related services and infrastructure.
New EtHE activities will work across all four EtHE pillars and will support the short-,
intermediate-, and long-term outcomes identified by the CDC in PS-19-1906. The primary
activities for Riverside County are listed below. Multiple funding sources (noted in Exhibit 1),
including CDC PS-20-2010 and HRSA 20-078, will be leveraged to support these activities, and
community partnerships will be strengthened to ensure success.
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•

•

•

•

•

•

•

•
•

Testing Initiative for Young MSM of color will work with community-based
organizations who serve young MSM of color to offer HIV testing, linkage to care, and
linkage to PrEP; this strategy will help identify PLWH who are unaware of their HIV
status. (Diagnose pillar)
The Sexual Health Provider Education and Incentive Program will improve offerings
of routine HIV testing and PrEP referrals among local providers. (Diagnose and Prevent
pillars)
The RAPID Starter Pack Program will improve linkage to, retention in, and reengagement in care by promoting rapid starts of antiretroviral therapy (ART) among
newly diagnosed individuals and providing more intensive re-engagement support for
clients who have fallen out of care or who are not virally suppressed. (Treat pillar)
PrEP expansion through navigation and PrEP-Assistance Program (AP) will build
the County's first structured PrEP program by training all Communicable Disease
Specialist (CDS) staff to become PrEP navigators and certifying the County as a PrEPAP site. (Prevent pillar)
Network investigation and intervention will improve identification of transmission
networks and targeted intervention by using surveillance data to identify new HIV
diagnoses and their partner contacts. (Respond pillar)
A new CHIPTS EtHE CFAR project will support regional data coordination and sharing
to guide scale-up of large implementation science projects designed to reduce new HIV
infections across the four Southern California counties. (Respond pillar)
The California Regional Quality Group (CARG), in which Riverside County
participates, is choosing to align with EtHE initiative by focusing on quality improvement
initiatives for increasing viral suppression rates among MSM of color. (Treat pillar)
Peer navigation and outreach for PrEP linkage, for high-risk individuals to access
Pre-Exposure Prophylaxis (PrEP).
The Rapid StART Initiative will link newly diagnosed PWH to HIV primary care the day
they are diagnosed and deliver Antiretroviral Therapy (ART) within 72 hours of that
diagnosis. Priority populations for this initiative are B/AA, youth 13-24, women, trans
persons, and PWID. The initiative includes the launch of a mobile medical unit.

The County's EtHE plan was developed with extensive community and partner engagement and
endorsed by the Inland Empire HIV Planning Council. With the new federal EtHE funding,
Riverside County expects to make significant progress over the next 5 years towards ending the
HIV epidemic in the County.
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Exhibit 2. Logic Model for Ending the HIV Epidemic in Riverside County, organized by pillar. Current County strengths and gaps inform planned EtHE
activities, which will impact the short-, intermediate-, and long-term outcomes identified by CDC and the California Department of Public Health.

166

Commented [A8]: Facente to update logic model once
Plan content is final.

Ending the HIV Epidemic | CDC 19-1906

Section I: Community Engagement
Riverside County used CDC PS-19-1906
Exhibit 3. Community Engagement Successes
as an opportunity to dramatically scale up
its capacity for ongoing community
5 activities completed as of 06/30/2020
engagement (Exhibit 3). Community
2 activities planned before 9/29/2020
engagement is an essential component of
the County's EtHE efforts. It enhances the
X community partners & providers engaged
understanding of the day-to-day realities of
X new voices brought to the table
priority populations and sparks discussions
about creative ways to harness community
strengths, address barriers to accessing
HIV prevention, care, and treatment, and dig deeper into the underlying social determinants of
health (SDoH). CDPH, the PS19-1906 grantee, has worked very closely with Riverside County
and the other five Phase I counties covered under their grant (Alameda, Orange, Sacramento,
San Bernardino, and San Diego) to put community engagement front and center.

Community Engagement Activities
The COVID-19 response has affected Riverside County’s ability to implement in-person
outreach and face-to-face community engagement for most of months allocated for these
activities. RUHS quickly adapted to virtual engagement methods, including Zoom-based
presentations and discussions, online surveys, virtual focus groups, and telephone key
informant interviews. The County’s community engagement goals for the accelerated planning
year are as follows:
•
•
•
•
•

Hold a minimum of 9 community engagement activities to engage new HIV positive/atrisk, HIV provider and non-traditional partners
Collaborate with at least 5 partners in the planning and facilitation of engagement
activities
Engage people from each of the priority populations
Obtain at least 50 responses to the online survey
Have at least 50 participants across all Zoom/in-person/telephone engagement activities

Riverside County’s EtHE community engagement efforts reengaged Planning Council
constituents and brought together new voices—clients, providers, governmental groups and
academic institutions—to inform the next best steps to getting to zero. Exhibit 4 summarizes
the completed and planned community engagement efforts for the PS19-1906 accelerated
planning year. Appendix X provides more detailed descriptions of these efforts, meeting
agendas, meeting notes, and other documentation.
The RUHS HIV/STD Program oversaw the development and implementation of the community
engagement plan. In collaboration with CDPH, the HIV/STD Branch Chief and the HIV/STD
Program Coordinator headed the local Riverside EtHE Steering Committee that oversaw the

167

Commented [A9]: Facente to include CE
documentation in next draft.

Ending the HIV Epidemic | CDC 19-1906

planning, implementation, and reporting of 19-1906 activities. They successfully leveraged and
funneled funding to community groups taking leadership in EtHE work: TruEvolution, AIDS
Health Care Foundation (AHF), Borrego Health, California Regional Group (CARG), and
Families Living with AIDS Care Center (FLACC). These local CBO partners helped plan and
implement all community engagement events and were instrumental in successfully engaging
new PLWH, people at risk for HIV, and provider voices. They helped advertise the events,
recruit members from priority populations, and most importantly, helped to build trust between
the County’s EtHE efforts and community members. In addition, CDPH contracted with Facente
Consulting, a California-based public health consulting firm specializing in HIV planning and
community engagement, to support and build Phase I county capacity to broaden and deepen
connections with local priority populations. For Riverside County, Facente Consulting provided
support for community engagement events, including developing meeting agendas and
materials, co-facilitating events, taking meeting notes, and producing summary reports.
Exhibit 4. Riverside County EtHE community engagement activities, completed and planned
Date

Activity

COMPLETED ACTIVITIES
10/24/2019

CDPH Planning Group Kick-Off Meeting. CDPH and the eight CA EtHE counties
convened in San Diego to begin brainstorming innovative activities.
•

11/14/2019

EtHE Presentation and Discussion. RUHS facilitated a discussion of barriers to
ending the epidemic, ways to better engage people of color in treatment, and ways to
increase PrEP utilization.
•

11/14/2019

Participants: Inland Empire Planning Council, RUHS, San Bernardino
Department of Public Health, [other participants to be added from sign in
sheets]

Community Caucus. TruEvolution convened a gathering of new voices to better
understand the experiences of people living with or at risk for HIV.
•
•
•

1/27/2020

Participants: Inland Empire Planning Council Leadership

EtHE Community Forum. RUHS and SBCDPH facilitated a discussion of barriers to
ending the epidemic, ways to better engage people of color in treatment, and ways to
increase PrEP utilization.
•

1/25/2020

Participants: Inland Empire Planning Council Leadership, RUHS HIV/STD
Program

New Voices – Priority Populations: Black/African American (B/AA), Latinx,
unhoused, Spanish-speakers, and trans persons
Other Participants: AIDS Healthcare Foundation, Borrego Health, Desert
AIDS Project, Foothill AIDS Project, FLACC
Sponsors: RUHS, San Bernardino Department of Public Health

Inland Empire EtHE Innovations Summit. RUHS and SBCDPH convened a
summit of providers from different sectors (HIV and non-HIV). They presented the
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county’s EtHE plan and held a discussion on the opportunities & barriers for crosssector collaboration and improvement in HIV care.
•

New Voices – Providers: Education, research institutions, housing, Inland
Empire Health Plan, SBCDPH, AIDS Healthcare Foundation, OASH,
Families Living with AIDS Care Center, California Workforce Development
Board, UC Riverside School of Medicine, Housing Authority of Riverside
County

PLANNED ACTIVITIES
Ongoing until
[date]

Online survey. The County distributed an online survey that asks for input on how to
engage populations not currently reached effectively. Key community leaders
volunteered to email the survey to their networks.
•

Participants: priority populations, providers, other stakeholders

TBD

LGBTQ Community Center Presentation and Discussion via Zoom. RUHS will
present the draft EtHE plan to the LGBTQ Community Centers and solicit their
feedback. The Zoom call will be recorded and distributed to obtain additional
feedback (see next activity).

TBD

Public Comment on Draft Plan. A recorded Zoom call outlining the county’s draft
EtHE plan will be shared with peers via email blast. The public will be asked to
provide their feedback and suggestions on the draft plan via email.

TBD

Consumer Affinity Group via Zoom. In collaboration with CARG, RUHS plans to
facilitate a virtual focus group of women of color to gain a better understanding of
their barriers in accessing HIV or PrEP care. The group will be provided quarterly
EtHE updates.
•

TBD

Key Informant Interviews. RUHS will speak with cis and trans women from
TruEvolution’s existing support group and cis and trans young men of color from
CARG’s existing peer support groups to gain their input on the county’s EtHE plan
and intervention.
•

TBD

New Voices – Priority Populations: cis and trans women, cis and trans
young men of color

RODA Group Presentation and EtHE Feedback. RUHS will present the draft EtHE
plan to the RODA Group and elicit their input on the EtHE plan, especially regarding
substance use efforts.
•
•

TBD

New Voices – Priority Populations: women of color

New Voices – Partners: substance use, behavioral health
RODA Group, Inland Empire Harm Reduction Coalition, Riverside Behavioral
Health, Black Infant Health.

Focused email blast and survey. RUHS will send an email blast and an online
survey to participants of the visibiliTy conference. Participants will be asked to
provide feedback on the county’s EtHE plan.
•

New Voices – Priority Populations: consumer and at-risk trans persons
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New Voices
In addition to deepening the partnerships within current
provider and community networks, RUHS will continue to
place a special emphasis on including new voices in the
development and implementation of the EtHE Plan.
RUHS used an intentional data-driven process to identify
affected populations not currently being reached effectively so they could focus on engaging
these new voices. Based on HIV surveillance data and the experience of key stakeholders (e.g.,
RUHS, the Planning Council, service providers) and an assessment of who is not currently
participating in the HIV planning process, RUHS identified the following priority populations as
new voices that need to be included:
•
•

•

•
•

•

Young, B/AA and Latinx men. Young men of color in Riverside County are
disproportionately represented among new HIV diagnoses.
Underserved and rural residents of West and South County. The majority of new
diagnoses occur in West county, and both geographic areas have limited access to
health care services.
Substance users, particularly people who inject drugs (PWID) and people who use
methamphetamines. Reducing substance use in the County through a harm reduction
approach could help reduce HIV transmission from injection drug use.
Heterosexual women of color. High-risk heterosexual cis women, especially women of
color, make up 8% of new diagnoses in the County.
Trans persons. Although Trans persons represented only 2% of new HIV diagnoses in
2018 and less than 1% of PLWH, it is critical to get input on how best to reach this
community.
Vulnerable County residents, including those who are B/AA, Latinx, uninsured,
underinsured, or who have no medical home. These are vulnerable populations who
experience systemic barriers to health and are at disproportionate risk for HIV infection.

The following sections describe our efforts to engage the three types of new voices prioritized in
CDC PS19-1906, with an emphasis on inclusion of the identified priority populations.

Local Prevention and Care Integrated Planning Bodies
As previously noted, Riverside County and its northern neighbor, San Bernardino County, make
up the Riverside/San Bernardino Transitional Grant Area (TGA). The TGA has a joint integrated
community planning body called the Inland Empire HIV Planning Council. RUHS continuously
seeks the Council’s input and guidance when developing HIV prevention, care, and treatment
strategies. RUHS has actively engaged the Council throughout the EtHE planning process,
especially regarding the priority populations and proposed interventions.
The Planning Council brings a wealth of knowledge and experience to the EtHE planning
process. In accordance with the Bylaws of the Planning Council, consumers of Ryan White Part
A services must make up at least 33% of the membership. The Planning Council has
consistently provided a voice to PLWH and has played a lead role in developing the Standards
Riverside County
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of Care to support PLWH and help ensure that treatment and other resources were available
and PLWH are treated with respect and dignity.
In addition, the Bylaws identify 13 required membership categories to ensure diversity of
representation and perspectives. Examples of categories include: people at risk for HIV, health
care providers, and mental health and substance use providers. The Council also seeks
inclusion of representatives of gender diverse communities, the faith community, and rural and
geographically isolated communities. Currently, the Council composition includes 65% people of
color, 15% representatives of the public sector, and 60% PLWH; 51% are from San Bernardino
County, and 49% from Riverside County. Accessibility is important to the IEHPC so all meetings
are held in venues that are wheelchair accessible, and sign language interpretation services are
available upon request.
The Planning Council is a key partner for ensuring that new voices from the priority populations
are included in planning efforts and on the Council. The Council is actively engaged in new
member recruitment, with a focus on new voices from the EtHE priority populations.
Recruitment strategies include: 1) outreach to health and social service providers serving the
priority populations; 2) outreach to HRSA-funded Ryan White Part A and B recipients not
already at the table (e.g., XXX); and 3) using Council members' social and professional
networks to outreach directly to people from the priority populations. In 2019, the IEHPC hosted
three Consumer Caucuses in the three distinct regions of the TGA; the High Desert region of
San Bernardino County, downtown San Bernardino with neighboring Riverside consumers
included, and in Palm Springs, in Riverside County. Having consumers on the committees and
the Council to inform decisions and provide immediate context to other consumer feedback is
invaluable, and a core tool in the community input process for HIV services. The TGA also
ensures community input on program design, implementation, and quality through methods
such as surveys, and through live participation opportunities like town halls, consumer caucus
groups, and consumer participation in local and state planning coalitions.7
The Planning Council actively engages and develops the leadership of new members through
its “HIV University”—a crash course about the HIV planning cycle and how to effectively
participate to influence funding and policy decisions. This ten-week consumer training program
created and implemented by the IEHPC is designed to prepare consumers and affected
individuals to become organizers and champions in their community. The course is also meant
to spark the excitement and empower our consumers by partnering with them to learn the skills
necessary to be successful in a planning council role, as a self-advocate, and peer leader. The
ten-session training given over 10 weeks begins with a basic HIV 101. Examples of other topics
addressed include how to run a meeting, cultural humility, orientation to the Planning Council,
and how to understand data. This interactive course creates bonds among participants by
providing a fun and empowering learning environment with the opportunity to work and grow
with others along similar journeys. Throughout the training, participants learn to tell their own
story using themes related to the training and in the end they have the opportunity to present
their story in front of their cohorts. The course had its inaugural class in October of 2019 and
held a graduation for seven participants in December of 2019. The course is open to all, and the
Council makes a special effort to recruit priority populations to participate. The HIV University
provides an opportunity to interact with and get input from stakeholders who would not normally
be at the table.
Riverside County
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Local Community Partners
With the exception of a cure for HIV, all the tools to end the HIV epidemic exist—PrEP,
condoms, safer injection equipment, and effective HIV treatment. However, policy barriers,
SDoH, disparities in health care access, stigma, and many other factors create a situation
where all communities do not benefit equally from these tools. Only through engaging affected
community members in the planning process can the County ensure the proposed
programmatic activities meet community needs and are conducted in ways that resonate with
those communities. Therefore, engaging local community members and partners is a significant
element in EtHE planning.
In addition to the Planning Council's work,
RUHS is directly engaging with the identified
priority populations as shown in the figure to
the right. By the end of the planning year,
RUHS expects to engage every priority
population at least once. Direct community
engagement will continue in Years 2-5.

Local Service Provider Partners
Service providers, both HIV- and non-HIVrelated, are key partners for ending the HIV
epidemic in the County. Clinical and
community-based providers have a wealth of
experience regarding what works and what
does not work to reach priority populations and
a strong knowledge of the barriers that need to
be overcome in order to more effectively serve
PLWH and persons at risk. Other partners who
may not provide direct services but who have
expertise in or connections with priority
populations are also key to building a robust,
feasible, and sustainable HIV prevention, care,
and treatment strategy.
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RUHS has pre-existing strong partnerships with
the Planning Council, San Bernardino Department of Public Health, and the CBO providers
listed in Exhibit 1 (p. 3, Intro). During the EtHE planning process, RUHS engaged the following
new service provider and non-traditional partners:
•

•

TruEvolution. A community-based non-profit that provides advocacy and HIV
prevention and care services for LGBTQ+ people. TruEvolution has played a lead role in
several community engagement efforts to date.
RODA Group. A coalition of substance and mental health providers formed to combat
the opioid epidemic in Riverside County.

Riverside County
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•
•
•
•
•

•
•
•
•
•

California Regional Group (CARG). Created to as part of the end+disparities ECHO
Collaborative to increase viral suppression among MSM of color.
LGBTQ+ Center of Riverside County. An organization whose vision is to guide and
support the local LGBTQ+ community and its allies.
Primary care providers, such as Federally Qualified Health Centers
Housing experts, including HOPWA, Inland Empire Development Corporation, FLACC)
Education and research institutions, including University of California Irvine (UCI);
University of California Los Angeles (UCLA) Center for HIV Identification, Prevention,
and Treatment Services (CHIPTS); Loma Linda University (LLU)
Substance use providers, including XXX
Behavioral Health expertise, via alignment of the EtHE efforts with Riverside’s
Behavioral Health Mental Health Services Implementation Plan
Faith-based organizations (e.g., center for faith based and partnership initiative)
Inland Empire Health Plan
Healthy Stores for Healthy Community. This program conducts surveys of stores to
determine access to items including condoms. A goal is to outreach to those stores in
communities with high STD rates and provide free STD information and condoms.

RUHS is strongly invested in maintaining these new relationships and continuing to forge new
partnerships for ending the HIV epidemic.

Selected Findings
The following sections summarize and
highlight selected findings from the
community engagement efforts related
to four domains affecting the HIV
epidemic in all California Phase I
counties: social determinants of health
(SDoH), being unhoused, mental
health, and substance use (Exhibit 7).
These findings represent a synthesis of
information gathered from all the
activities in Exhibit 3 completed as of
June 30, 2020 (see Appendix X for
detailed documentation). The
information presented sheds light on
some of the prevailing issues and
conditions the priority populations are
experiencing, serving as an initial
indication of how these conditions
might influence the County's ability to
achieve EtHE goals. These early
insights point to potentially impactful
strategies and interventions.

Exhibit 7. Key considerations for EtHE in the
County, from community engagement processes
Social Determinants of Health, like
structural inequality, discrimination,
racism, and oppression impact access to
HIV-related services.
Secure housing and effective housing
services are in short supply, and
housing is impacted by chronic disease,
mental health, and discrimination.
Mental health services are critically
needed, yet lacking, especially among
people who are unhoused, people who
use substances, and PLWH.
Substance use services and harm
reduction services are urgently
needed, especially given local rates of
methamphetamine use.
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Social Determinants of Health
A common theme across all the completed community engagement efforts was the pervasive
effect the social determinants of health (SDoH) have on the well-being of communities.
Structural inequality, discrimination, racism, and oppression negatively impact the health of the
most vulnerable populations. Community engagement participants shared how SDoH have
impacted their experience living with or being at risk for HIV.
Riverside community members spoke about the negative perception and stigma they suffer
because of their gender identity, sexuality, or HIV status.10,11 Stigma exists not only at the
individual level, but is also in families, communities, cultures, and religious institutions.
Persistent stigmatization poses a significant barrier to testing and accessing services. During
the Community Caucus event, one member shared their experience attending a family medicine
clinic in Riverside. Clients coming in for HIV services were required to register at the opposite
end of the waiting room, away from the family medicine registration area.10 HIV and family
medicine services were clearly separated, creating a physical and social divide among clinic
patients.
Participants also noted the presence of pervasive systemic racism and other forms of
discrimination in the County. A local Housing Opportunities for People with AIDS (HOPWA)
coordinator shared an unsettling anecdote that occurred in Hemet, a rural town in the County.
During several meetings City Council members asked, “Why are so many Black people moving
into our area?”10 When racism is woven into the policies and institutions meant to protect the
well-being of all, it is inevitable that people with and at risk for HIV are affected.

Being Unhoused
Secure housing is a necessary condition for health and well-being, hence the common mantra
"housing is health care." As one Community Caucus participant described, “People are not going
to be worried about their health if they are worried about where they are going to sleep.”10
Riverside County community members identified three housing issues that pose barriers to
achieving the county’s EtHE goals:10,11 (1) a shortage of affordable housing, (2) lack of
coordination of housing services (e.g., HOPWA vouchers are effective for only 2-3 years, but
long waitlists prevent swift and responsive housing assistance), and (3) discriminatory policies
and actions. For instance, one participant described how a new housing development
purposefully hired a private security company to patrol the region, harass people experiencing
homelessness, and remove them from the area.
Support is needed not only for people to secure housing but also to maintain housing. Chronic
health conditions, mental health disorders, and histories of trauma can make it difficult to
maintain housing. It is well-recognized in the Southern California counties that supportive
housing services and case management are often necessary to help people maintain and thrive
in a stable home,12 including support for paying rent on time and applying to social benefits or
employment opportunities.
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Mental Health
There is a dearth of mental health services in Riverside County. The people in the County who
need these services the most cannot easily access them. In community engagement events,
PLWH, people experiencing homelessness, and people who use substances were all noted as
having mental health needs, often as a result of experiencing high levels of trauma.
Riverside County lacks coordinated and integrated mental health services to meet the specific
needs of people living with and at risk for HIV. The County's Behavioral Health Implementation
Plan provides a framework to address mental health and substance use,13 which could be built
on to create a low-threshold, bi-directional pathway between behavioral health and HIV
services. A “no wrong door” approach to these services would lower barriers to access care and
remove the bureaucratic and timely referral process.13
Mental health is closely tied to SDoH, and in Riverside County, which does not have an
adequate public transportation system, lack of transportation options is a major barrier,
especially for rural residents. Riverside County is geographically large and mental health
providers are widely and unequally distributed. People can expect a roundtrip bus commute of
at least 3 hours to attend a medical appointment.10 Long commutes and transportation
uncertainties are unnecessary stressors that not only create barriers to accessing services, but
also affect mental health, according to community engagement participants.10
Commented [DG14]: Graphic to be added

Substance Use
In 2018, Riverside County experienced 144 opioid-related overdose deaths, a 23% increase
from 2016; in addition, the County has witnessed a steady and significant upward trend of
deaths attributable to amphetamine overdose since 2011.14 These trends indicate growing
challenges in the County related to addressing substance use. Riverside County community
members identified substance use disorders as a prevalent problem in HIV-affected
communities. Similar to mental health, substance use highly impacts priority populations, often
as a result of trauma and structural inequalities.
Participants expressed a need for harm reduction services for people who use substances.
Community caucus participants mentioned the lack of safe injection sites and syringe services
programs in the county, especially given the levels of methamphetamine and opioid use in the
County.10 Participants suggested that the County needs a treatment network with low-threshold
access points that embrace harm reduction and whole-person care principles. In tandem, a
contingency management or cognitive-behavioral intervention is needed to address
methamphetamine use across the region.15

Community Engagement, Years 2-5
RUHS will use Years 2-5 of EtHE
implementation to continuously engage
community members in the planning and
implementation of services and
interventions. Community input was
essential in developing the proposed

Include additional new voices through
collaborative relationships with CBOs
Focusing on workforce development
Exhibit 8. Community engagement priorities, Years 2-5
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activities outlined in Section IV: Ending the HIV Epidemic Plan. Moving forward it will be equally
important to keep the Planning Council, community members, and service providers engaged in
a dialogue around the most effective approaches to implementing services. Future engagement
strategies will include working closely with the Planning Council and hosting community forums
co-sponsored by RUHS and CBOs. RUHS is prepared to develop alternative and innovative
engagement methods if necessary due to COVID-19 or other unanticipated factors.
Documentation of all community engagement meetings and outreach efforts will be maintained
and reviewed regularly to ensure they are achieving the desired engagement of priority
populations.
For Years 2-5, RUHS's community engagement priorities are including more new voices
through strengthening collaborative relationships with CBOs and focusing on workforce
development, as shown in Exhibit 8 and described below.
Collaboration with Community-Based Organizations
Many of the communities that have not been reached effectively have a deep-rooted mistrust of
large institutions due to historical discrimination that has not only excluded people but has also
cause extreme harm. To begin to overcome these barriers, RUHS will prioritize relationships
with CBOs grounded in the experiences and cultures of the priority communities. CBOs have
the long-standing trust and rapport with those they serve, an invaluable asset that RUHS has
yet to fully leverage and learn from. EtHE community engagement would not possible without
the support of CBOs. RUHS and CBO partners will seek technical assistance to implement best
practices and innovative strategies for connecting with new voices from the priority populations.
In addition to continuing to engage the communities identified in Year 1, RUHS will also seek to
bring the following new voices to the table:
•
•
•

People newly diagnosed with HIV
PrEP-eligible persons
Non-English speakers

•
•

Traditional HIV providers
Women of Color

In Years 2-5, RUHS will work with CBOs to reduce barriers to participating in community
engagement. Hosting events on evenings and weekends or other times when people are not
working, providing free childcare during events, and assisting with transportation through
vouchers or other means are all feasible strategies for increasing participation.
One mechanism for strenghtening partnerships with CBOs is through the PS-20-2010
requirement to subcontract 25% of funds to CBOs. RUHS strongly supports this requirement
and will develop a request for applications (RFA) to select one or more orgainzations that will
collaborate closely with RUHS to reach the EtHE priority populations. At a miminum, the
eligibility criteria for the RFA will include:
•
•
•

Experience working with and serving one or more of the priority populations or other
margnizaled communities
Knowledge of and ability to apply a health equity framework
Having a workforce or clear plans to develop a workforce reflective of the prirority
populations
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Community members from the priority populations will have input into the services provided
under this RFA. In the engagement efforts to date, participants suggested using the funds to
hire and train peer navigators to provide PrEP and HIV services across the County.10 Other
options may arise during additional engagement efforts. The RFA will also be an opportunity to
build up the county’s HIV workforce, through providing job opportunities to people from the
priority populations.
The RFA process for the EtHE plan will change the way the RUHS HIV/STD Program do
business with CBOs, to better support them in their EtHE efforts. RUHS will incentivize and
provide training on recruiting and hiring people with lived experiences, including people who
may not have completed a formal education. As part of a larger plan to build up the County’s
HIV workforce, RUHS will support the CBOs to access staff development opportunities. RUHS
will also seek to reduce administrative barriers and burdens, for example, by accelerating the
payment of invoices.

Workforce Development
The success of Riverside County’s EtHE plan depends on a highly skilled workforce that reflects
the populations served. Riverside County actively seeks to increase the representation of
PLWH, trans persons, or LGBTQ people of color. Hiring people "from the community"
addresses at least three needs in the County. First, it will expand culturally competent service
provision, leading to increased ability to reach and serve the priority populations, as exemplified
by discussions during the Community Caucus. Participants shared how there was a lack of
services and support groups led by peers with whom they could personally identify.10 They
talked about how having peers as PrEP navigators or advocates creates improved access to
services. Second, providing job opportunities and training to people from the priority
communities helps reduce the stark economic disparities that contribute to HIV risk and poor
health outcomes. Third, hiring people with relevant lived experience shows communities that
they are highly valued and needed, helping to break down systemic racism and discrimination.
The University of California, Riverside (UCR) School of Medicine has an extensive pipeline
program for underrepresented minorities (URMs) to increase diversity in the medical and public
health fields.16 This program is a model, and RUHS will continue to support and develop similar
pipeline programs across the County.
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Section II: Epidemiologic Profile
Riverside County is the fourth most populous county in California17 and stretches over 7,000
square miles from Orange County to the Arizona border.
In 2018, there were approximately 10,299 people living with HIV in Riverside County. Of those,
9,299 (90.1%) people had their infection diagnosed – up from only 75.8% diagnosed in 2016 –
and 259 were diagnosed within 2018. Of the people diagnosed in 2018, 133 (52%) were ages
25 to 44, 179 (69%) were infected through male-to-male sexual contact, and 40 (15%) were
infected through heterosexual contact not typically considered high risk (i.e., not with a partner
who was MSM or injected drugs).4
Exhibits 9 and 10 highlight the age and transmission distribution of new HIV diagnoses in
Alameda in 2018.
Exhibit 9. Age at Time of Diagnosis, New HIV Diagnoses, Riverside County 2018
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Exhibit 10. Mode of Transmission, New HIV Diagnoses, Riverside County 2018
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Overall, age and gender at diagnosis have remained relatively constant between 2014 and 2018
in Riverside County. However, the rates of new infections per 100,000 population have trended
notably since 2014 when stratified by race/ethnicity, as can be seen in Exhibit 11. Specifically,
the rate of transmission among B/AA and Latinx persons peaked in 2016. Since then, rates
have declined for both groups, though rates for B/AA remain substantially higher than for other
ethnic groups.4 It is important to note that when overall numbers of individuals in a group are
small, sparklines or other trend analyses should be interpreted with caution.
Exhibit 11. Rate of Transmission by Race/ethnicity, New HIV Diagnoses, Riverside County

New diagnoses are not the only important piece of HIV epidemiology, however. Also key are the
percentages of people linked to care within 30 days, and virally suppressed within six months of
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diagnosis. Overall, 83% of people diagnosed with HIV in Riverside County in 2018 were linked
to care within 30 days of diagnosis, and 66% were virally suppressed within 6 months. However,
there were notable disparities, with people ages 25-34 having considerably worse rates of
linkage to care within 30 days, and people age 35-44 having worse viral suppression rates
(Exhibit 12).4
Exhibit 12. Linkage to Care (A) and Viral Suppression (B) by Age, Riverside County 2018

Similarly, disparities in linkage to care and viral suppression were also seen by race/ethnicity,
with B/AA and Latinx persons having substantially worse outcomes regarding linkage to care
within 30 days and viral suppression within 6 months compared to Latinx and Asians. An
impressive 93.1% of White people in Riverside County were linked to care within 30 days of
diagnosis in 2018, far better than people in other racial/ethnic groups (Exhibit 13).
Exhibit 13. Linkage to Care (A) and Viral Suppression (B) by Race/ethnicity, Riverside County 2018
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In summary, Exhibit 14 provides a few key features of Riverside County’s HIV epidemic in
2018.
Exhibit 14. Key features of Alameda County’s HIV epidemic (2018)

# of people living with diagnosed HIV

# of new HIV diagnoses

9,299

259
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Section III: Situational Analysis
This Situational Analysis provides a high-level overview of the strengths, needs, gaps, and
barriers related to ending the HIV epidemic in Riverside County. It synthesizes information from
the epidemiological profile, community engagement efforts, planning conversations, and
consultations with key partners and stakeholders, both HIV and non-HIV.
The Situational Analysis is organized into the following three sections: Methods, Situational
Analysis Snapshot, and Summary of Resources and Gaps.

Methods
Riverside County’s situational analysis consisted of documenting HIV-related community needs
and assets, describing the existing resources to meet those needs (see Appendix X: Resource
Inventory), and identifying gaps that must be filled to fully meet the needs. The situational
analysis methods and data sources are described in Exhibit 15.
Exhibit 15. Methods and data sources used for the County’s situational analysis
Method
Needs
assessment to
ascertain needs,
resources, and
service gaps
Review of
secondary data
and reports

Description
•
•
•

EtHE community engagement efforts
County information on existing services
California Directory of Syringe Services Programs18

•
•
•
•
•
•
•
•
•

AIDSVu local PrEP estimates19
Riverside County Epi Profile 20184
Point in Time homeless count20
CA Opioid Surveillance Dashboard14
HRSA 20-078 application7
CA HIV Surveillance Report 2017Year?21
HRSA Part C EIS Application
Specialty Mental Health Services Implementation Plan, 201913
Drug Medi-Cal Organized Delivery System Implementation Plan,
Year22
U.S. Census Population Estimates for Riverside County17
Inland Empire Comprehensive HIV Needs Assessment, 201423
Published literature on HIV in Riverside County5,6

•
•
•
Community
engagement and
consultation

•
•
•

Inland Empire HIV Planning Council
Service providers
Community members representing the priority populations
disproportionately impacted by HIV

Review of
relevant County
and State plans

•

Inland Empire Planning Council 2009-2012 Comprehensive HIV
Services Plan1
Laying a Foundation for Getting to Zero: California’s Integrated HIV
Surveillance, Prevention, and Care Plan3
PS 19-1906 EPMP and Work Plan24

•
•
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Consultation
with key
stakeholders

•
•

Local: RUHS staff, TruEvolution, other
Regional and State: SBCDPH; CDPH; CARG; Federal Ryan White
Program Staff; and AIDS Education and Training Center

Situational Analysis Snapshot
Situational Analysis Summary
Riverside County (Exhibit 16) encompasses over 7,000 miles in southern California, bordering
Orange County to the west, San Bernardino County to the north, San Diego and Imperial
Counties to the south, and the state of Arizona to the east. It is the fourth most populous county
in California, with an estimated 2018 population of 2.45 million residents. Riverside County
consists of four distinct regions: East County (inclusive of Palm Springs and the greater
Coachella Valley area), West County (inclusive of Moreno Valley and Riverside), South County
(inclusive of Lake Elsinore and Temecula), and Mid-County (inclusive of Calimesa and Hemet).
HIV prevention, care, and treatment
Exhibit 16. Map of Riverside County
efforts have resulted in some
success. New diagnoses decreased
13% between 2016 and 2018, with
258 people newly diagnosed in
2018.4 In 2018 83% of those newly
diagnosed were linked to care
within 30 days, and 65.6% achieved
viral suppression within 6 months of
diagnosis. While these successes
are heartening, they are tempered
by the fact that there is still
significant work to be done to
improve access to services and
health outcomes. Not all in the
County have benefited equally from the existing set of services; notably, men who have sex with
men (MSM), people under the age of 30, and people of color are disproportionately affected.
More than two-thirds of PLWH in Riverside County reside in East County, especially Palm
Springs, where the prevalence rate (7,300.0 per 100,000) is more than 20 times higher than
California overall (340.3 per 100,000). PLWH living in East County are primarily white (81.4%)
and over 60 (42.5).6 However, the newly diagnosed have a different demographic profile; they
reside outside of East County (nearly half of all new diagnoses are in West County) in places
where HIV services are limited, further exacerbating the impact of the epidemic. Additionally,
those diagnosed in West, Mid-, and South County are more likely to be younger MSM of color.
In the 7,000 square miles that make up Riverside County, there are only 11 HIV service
providers. RUHS has strong partnerships with all, but the small number of providers for such a
large geographic area translates to major access challenges. Because the epidemic was
historically centered in East County, the services and infrastructure are concentrated there,
which is out of alignment with the current needs.
Riverside County
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To end the epidemic in Riverside County, strong programmatic and systems change efforts are
needed to bring HIV prevention, care, and treatment services to the populations with
disproportionate rates of new diagnoses and limited access to services – specifically B/AA and
Latinx individuals and young people outside of East County. A limitation in Riverside County’s
current portfolio is a dearth of culturally competent PrEP services, and therefore low PrEP
uptake and retention. A focus on PrEP will be critical for making significant progress in reducing
new HIV infections. Strengthening overall HIV infrastructure outside of East County will also be
a critical step. Expanding access to services through partnerships with more clinical sites and
CBOs, both HIV- and non-HIV-focused, is a high priority.

Situational Analysis Snapshot by Pillar
Diagnose
In 2018 there were an estimated 1,000 individuals in the County living with HIV who
did not know their status.4 Community engagement data10 suggests that HIV
messaging is lacking and not reaching B/AA and Latinx communities with accurate
and culturally appropriate information. This puts these communities at elevated risk for not
testing at all, or for testing at later stages of HIV infection.
Today, the majority of people newly diagnosed with HIV are people of color (61%). Black/African
American individuals are most disproportionately affected, comprising only 6% of the population
but 12% of incident HIV cases in 2018.4 Latinx individuals are more likely to be “late testers” for
HIV or to receive an HIV and AIDS diagnosis both within 12 months of each other.25
RUHS has increased and improved HIV testing through development of routine-opt out testing
(ROOT) protocols at community-based clinical sites such as Desert AIDS Project and Borrego
Community Health and federally qualified health centers and has increased outreach to medical
providers who test for sexually transmitted infections (STIs) but do not also offer routine HIV
testing. However, according to community engagement data HIV testing is not routine in all
clinical non-HIV settings. A forum10 of people living with and at risk for HIV individuals from
Riverside described the common experience of having to advocate for themselves other family
members to access HIV testing. One participant shared that they were offered testing only after
they became sick with a secondary infection and had a partner die of complications related to
HIV. “We need more advocates,” one participant shared.
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Treat
Riverside County is doing
Exhibit 17. Progress toward Integrated Plan objectives
better than California
overall at linking PLWH
Progress Toward 2021 California Integrated HIV
to medical care within
Plan Objectives
one month and having them
achieve viral suppression within six
100
90
months (Exhibit 17). In 2018
90
80
among all those newly diagnosed
83
80
70
74
73
with HIV in the County, 83.0% were
60
63
50
linked to care within one month and
40
65.6% achieved viral suppression
30
within 6 months.4 However,
20
Blacks/African Americans (-15.3%)
10
0
and Latinx (-4.7%) individuals are
Riverside
California
Objective
less likely than other groups to be
In-Care%
83
74
90
linked to care within one month, and
Virally Supressed %
73
63
80
Blacks/African Americans were less
likely to achieve viral suppression within 6 months.4
Personal stories offered during community engagement efforts10 may help to explain these
disparities. Community feedback suggested that if you are a person of color in Riverside you are
more likely to live where housing is cheaper like in West, Mid or South County. In these areas
you are not likely to live close to a medical clinic, a pharmacy, a grocery store, a bank or even a
gas station. Showing up for a medical appointment may mean a 4-hour bus ride one-way. Your
doctor is less likely to look like you, speak your language, or come from a background that helps
them to understand the challenges you face just to show up to their clinic. Mental health,
substance use, and housing security are all cofactors that are more likely to negatively affect
your health, but you are less likely to be able to access help with these issues because you live
where there are no services.

Prevent

Exhibit 18: 2021 Target and 2018 Estimated
In recent years, there has
PrEP Utilization in Riverside and California
been a clear shift in the
Total
Rate
epidemic from being largely
Users
(per 100,000)
among white MSM in East County to one
California 2021
60,000
152
that is largely people of color (especially
California
2018
MSM), those living outside of East County,
27,283
82
and those under 30. This is likely, at least
Riverside 2018
1,116
58
in part, a consequence of placing services
in East County early on, where the
epidemic was, without parallel efforts in other regions. This landscape offers a golden
opportunity to scale up PrEP services and utilization in these underserved regions and
communities.

While RUHS has moved to improve PrEP utilization via education of PrEP
Riverside County
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prescribers, PrEP navigators, outreach to priority populations at high risk for HIV, and training
for medical providers who were not screening for or prescribing PrEP, there is still much work to
do. Current estimates of PrEP utilization in all areas of California, including Riverside County,
fall short of what is needed to achieve the 2021 goal of 60,000 prescriptions for PrEP across the
State.11 As seen in Exhibit 18, Riverside lags behind the rest of the state in PrEP uptake.19
Riverside will have to accelerate uptake of PrEP, especially in communities of color outside of
East County, to meet EtHE goals.
Community engagement efforts10,11 revealed that PrEP information is still not reaching B/AA or
Latinx communities with culturally appropriate messaging. Community members suggested that
PrEP information must be delivered by peers and must be combined with support and
counseling to help manage historical trauma, medical mistrust, and the stigma associated with
HIV. Expanding this effort through CBO partners and linking it with community engagement
strategies will be more effective than working through medical providers alone.

Respond
RUHS's capacity to coordinate between prevention and HIV surveillance has been
bolstered with CDC's integrated approach facilitated by PS-18-1802. RUHS is
currently working to integrate linkage to care and partner services through crosstraining and is developing systems for using of surveillance to identify candidates for linkage
and partner services, with the goal of 100% of newly diagnosed individuals being offered linkage
and partner services.
RUHS – PH coordinates with CDPH’s HIV surveillance team for cross-county case coordination
and cluster response. CDPH-OA receives lab reports from lab facilities and determines whether
it is a new case. When a new case from a provider in Riverside County is identified, it is sent to
RUHS – PH for follow up, investigation, and case reporting. RUHS-PH receives monthly quality
assurance reports from CDPH-OA and has constant contact with an OA-appointed Surveillance
Coordinator. If a cluster is identified that crosses county lines, RUHS – PH works with CDPHOA and the other jurisdiction’s HIV/AIDS Surveillance Coordinators to respond. Information is
shared through secure file transfers and by phone calls.

Summary of Resources and Gaps
Resources and Assets
Exhibit 19 highlights selected resources and assets identified in the needs assessment
process. These pillar-specific and cross-pillar resources represent strengths that can be
leveraged to enhance EtHE planning and implementation. For example, RUHS's EtHE plans
builds upon its efforts to expand community-based HIV testing and routinize HIV testing in
primary care settings. RUHS has also laid the groundwork for bringing PrEP to hardly reached
communities, through provider and navigator education and training, a critical foundation for
better serving young MSM of color with PrEP referrals and other prevention services. Additional
resources and assets are presented in Exhibit 13 and described in more detail in the narrative
that follows.
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By Pillar
Strong community-based testing partnerships



Foundation of routine opt-out testing (ROOT)



Robust East County HIV infrastructure



High linkage to care and viral suppression rates among white MSM



Medical training pipeline program



Solid groundwork laid for PrEP scale-up



Good condom access for some populations



Harm reduction services available despite legal barriers to SSPs




HIV surveillance
Cross-Pillar

•
•
•
•
•
•
•

Declining new diagnoses
Public health leadership of color
Coordinated planning inclusive of diverse voices
Strong network of providers and support services
RUHS Community Health Clinics (CHCs)
Community Action Teams (CAT teams)
Culturally appropriate behavioral health services

Strong community-based testing partnerships. Riverside plans to leverage the current
partnerships with CBOs who have deep knowledge about how to serve communities of color to
increase testing services for key populations (young B/AA and Latinx MSM) and regions (West,
Mid and South County).
Foundation of ROOT. RUHS has made great strides in promoting ROOT. Currently, the
following sites have implemented ROOT: Desert AIDS Project, Borrego Community Health,
XXX. In California approximately 90% of new HIV positives are identified in doctor’s offices,26
and thus, the County will continue its efforts to educate and support providers about the need to
adopt routine HIV testing.
Robust East County HIV infrastructure. RUHS has demonstrated that it can build services
that are effective in East County for white MSM living with and at risk for HIV. Maintaining that
Riverside County
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effort will be important, as the majority of PLWH are white MSM living in East County. Lessons
learned from these successes can be harnessed to build a similar set of services designed for
young MSM of color outside of East County to accelerate EtHE goals.
High linkage to care and viral suppression rates among white MSM. White MSM are more
likely to be linked to care within 1 month and virally suppressed within 6 months than other
groups. High-quality culturally competent linkage to care services, primary care, and
wraparound services, as well as strong services to support enrollment in Patient Assistance
Programs (PAP), are likely big factors in this success. Riverside County can now focus on
building models that work for people of color, youth, and other marginalized populations.
Medical training pipeline program. Critical to maintaining and expanding HIV medical
services is training new providers that are likely to stay in Riverside County. UC Riverside’s
medical training and residency program has a special emphasis on admitting residents of the
Inland Empire who are more likely to stay in their community as practicing physicians. This effort
will support the County's HIV infrastructure, especially given the focus on training physicians
from the local community.
Solid groundwork laid for PrEP scale-up. RUHS has done some assessment and education
of PrEP providers and PrEP navigators and has begun more focused outreach to hardly
reached groups. The County is primed to partner with CBOs to expand this effort, linking it with
community engagement strategies, knowing that the priority communities will be more likely to
access PrEP if it is promoted by a trusted source. In addition, RUHS is poised to become a
PrEP Assistance Program (PrEP-AP) site.
Good condom access for some populations. Free condoms are widely available through
HIV-focused CBOs. RUHS is a State Clearing House participant for prevention materials,
distributing over 5,000 condoms per year.
Harm reduction services available despite legal barriers to SSPs. Although SSPs are not
legal in the County, some resources and services for people who use or inject drugs exist,
including private pharmacies that sell syringes without a prescription, which RUHS has helped
to promote. RUHS has also equipped its mobile van to accept sharps from community members
and its staff is trained to administer nasal naloxone for opioid overdose.
HIV surveillance protocols.
Declining new diagnoses. The overall HIV incidence in Riverside County has fallen 10% from
its high in 2016 (Exhibit 20), primarily
fueled by a decrease in HIV infections
Exhibit 20. New HIV diagnoses in Riverside County
among older white MSM in East County,
where the epidemic has been successfully
impacted by ongoing services. In addition,
research demonstrates that persons under
25, those in East County, and White women
were at low risk of late testing, improving
overall outcomes.5
Public health leadership of color. RUHS
has people of color and others from
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affected communities in positions of leadership that understand the need to strengthen the
governmental response to prevention and care for B/AA and Latinx communities.
Coordinated planning inclusive of diverse voices. The Inland Empire TGA (San Bernardino
and Riverside Counties) engages in coordinated planning that benefits clients living and
receiving services in both counties. The Inland Empire HIV Planning Council, whose members
focus on a consumer-centered continuum of care, represents both counties. The Planning
Council is privileged to have the active and vocal support of individuals who represent the
diversity of the community and key populations at risk, including B/AAs, Latinx, and Trans
women.
Strong network of providers and support services. RUHS partners with a network of
providers and organizations that provide quality HIV-related and other resources to patients.
Partners who provide HIV care and treatment include Loma Linda Infectious Disease (youth
under 18), Desert AIDS Project, Borrego Community Health, Planned Parenthood, Foothill AIDS
Project, and TruEvolution. Some of these partners also provide STI treatment and PrEP. Other
partners provide mental health, substance use, housing, transportation, and gender-affirming
care services. These CBOs must be nurtured as critical links to the priority populations,
especially young MSM of color. Supporting the development of these lead organizations to be
partners and resources for non-HIV medical providers can help increase their access to
services.
RUHS Community Health Clinics (CHCs). In addition to its public health arm, RUHS has an
integrated system of CHCs offering clinical services, including an HIV specialty clinic, which is a
separate carved-out clinic within the system, managed by the HIV/STD Program. With its broad
reach and integrated public health and clinical functions, RUHS has a unique ability to study and
report on data obtained from diverse sources, furthering EtHE goals.
Community Action Teams (CAT teams). RUHS has spearheaded a model for community
action research through the formation of CAT teams composed of community members. The
CAT teams provide leadership opportunities for community members and strengthen data
collection through participation in relevant assessments. The CAT teams will be a key resource
in leading efforts in underserved regions.
Culturally appropriate behavioral health services. The Riverside University Health System –
Behavioral Health department provides culturally- and linguistically competent mental health
and substance use services in Riverside County. Their wellness, mental health and prevention
programs reach over 50,000 people annually.

Gaps and Challenges
Riverside County has a number of pillar-specific and cross-pillar challenges and gaps that will
need to be addressed in order to reach EtHE goals. For example, current capacity is limited by
the fact that there are only a handful of CBOs and clinical providers that provide HIV testing,
prevention, and care. Services outside of East County are sparse. Expanding the scope and
reach of these organizations be a perilous endeavor during the uncertain economic times
brought about by the COVID-19 response. Gaps and challenges are summarized in Exhibit 21.
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Pillar-Specific
Strained community-based testing capacity



Low routine testing in non-HIV clinical settings



Lack of HIV care infrastructure in West, Mid-, and South County



Disparities in linkage to care and viral suppression rates for people
of color



No structured community-wide PrEP program



Lack of behavioral interventions for young MSM



Barriers to condom access for youth



No County-sanctioned Syringe Services Program (SSP)



Increasing STIs




Lack of real-time HIV surveillance data



Cross-Pillar
•
•
•
•
•
•
•

Racial equity gaps due to social determinants of health (SDoH)
Insufficient anti-stigma efforts
Uninsured residents
Barriers to health care access
Provider inability to integrate HIV services
Lack of provider cultural competency
Muddled messaging

Strained community-based testing capacity. Current community-based testing efforts are
implemented by just a few organizations: AHF, Borrego Health, DAP, and FLACC. No new HIVfocused CBOs have opened in the last 5 years. While these organizations can expand, the
current economic environment for this expansion is perilous given the COVID-19 pandemic.
Current County reimbursement practices require these CBOs to front considerable operational
costs.
Low routine testing in non-HIV clinical settings. RUHS has worked hard to establish routine
HIV screening in the CHC network, but HIV screening in other non-HIV clinical settings is not a
universal routine practice. Individual provider attitudes and behaviors are the main reported
barriers to implementing routine testing in primary care and emergency room settings.
Community engagement participants shared a number of personal stories about providers being
Riverside County
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resistant to granting an HIV test, even at the direct request of the patient. In some cases,
clinicians only ordered testing after patients had progressed to AIDS. Routine testing is an
evidence-based strategy that can reduce late testing, which is associated with increases in HIV
transmission and HIV-related death.
Lack of HIV care infrastructure in West, Mid-, and South County. There is a gap in access
to HIV care due to lack of providers and other HIV infrastructure in West, South and MidCounty. The current HIV care services that do exist lack the ability to increase their capacity for
medical appointments to address the increasing new HIV infections in these regions. The result
is that patients have to travel long distances and multiple hours for medical appointments. In
addition, community engagement participants noted that culturally and linguistically appropriate
care is hard to find.
Disparities in linkage to care and viral suppression rates for people of color. In 2018,
B/AA and Latinx individuals had marked disparities in one-month linkage to care rates. B/AAs
also have lower 6-month viral suppression rates compared with other groups.
No structured community-wide PrEP program. Throughout California, a gap exists between
the number of people who are PrEP-eligible and the number of people actually using PrEP.
Comments in community engagement sessions suggest that there is not enough PrEP
information specifically designed for young MSM of color or enough PrEP navigators to support
PrEP retention beyond 6 months. PrEP retention relies on support for clients to take into
account contingencies for starting, stopping and re-enrolling in the program.
Lack of behavioral interventions for young MSM. There is a lack of funded behavioral
interventions aimed at young MSM and deployed to key needs areas in West, South and MidCounty. These behavioral interventions are needed as part of an overall strategy for reaching
and serving this population.
Barriers to condom access for youth. Not all school districts allow condom availability
programs. Schools with school-based health centers are more likely to offer comprehensive
sexual health education and contraceptives. Limits to making condoms available include not
being able to offer them unless a high school student asks for them, was already pregnant, or
had an STI.
No County-sanctioned Syringe Services Program (SSP). There are currently no locally
sanctioned SSPs in Riverside County and no funds supporting these services. Syringe access
is the most effective and most strongly evidence-based intervention available to reduce
transmission of HIV among PWID, and this is a significant gap. Although there are currently low
rates of new HIV diagnoses among PWID, this could change rapidly.
Increasing STIs. Upward trends in STIs represent an indicator of condom-less sex, which is
also a risk factor for acquiring or transmitting HIV in the absence of PrEP use and viral
suppression. Increasing repeat STI infections is not only an important indicator of communitylevel risk, but also a potential missed opportunity to link high-risk individuals to PrEP.27
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Lack of real-time HIV surveillance data. Without real-time surveillance data, the County is
limited in its ability to use the data for client referrals to prevention and care. E-HARS is not able
to be used to refer clients to prevention or care services. Cal-REDIE is currently only used for
other STI data tracking.
Riverside County

33

191

Commented [DG21]: STD data to be added in next
draft. One source:
https://www.cdph.ca.gov/Programs/CHSI/CDPH%20Do
cument%20Library/CHSPCounty%20Profiles%202018.pdf
Commented [CM22R21]: Added this one

Ending the HIV Epidemic | CDC 19-1906
Racial equity gaps due to social determinants of health (SDoH). The SDoH are the broader
social factors that influence health outcomes. Experiences with racism, discrimination, and
trauma can create barriers for individuals to access services. SDoH associated with poor health
outcomes are more prevalent in the regions and populations where the majority of new
diagnoses are coming from. Not coincidentally, most new diagnoses are among people of color,
who are also more likely to live in the underserved areas of the County and more likely to be
impacted by other SDoH such as poverty, homelessness, and substance use. The divide
between wealthier, whiter, well-resourced East County, where new HIV diagnoses are declining,
and the service deserts that are home to many of the County's people of color, where new
diagnoses are increasing, is indicative of how systemic racism has impacted HIV in Riverside
County.
Insufficient anti-stigma efforts. Community and Planning Council members noted that stigma
is a significant barrier to receiving services. Stigma may create barriers to testing—fear of being
identified as someone with HIV or at risk for HIV may prevent people from testing at all, or it
may lead to them seeking testing or treatment outside their own community. HIV-related stigma
may also create a barrier to assessing one’s own risk. Outreach and research can help or harm
anti-stigma goals and so must be planned carefully with community participation. Education and
partnership with faith leaders and use of popular figures like Magic Johnson were noted as
strategies for possible anti-stigma work.
Uninsured residents. The U.S. Census Bureau estimates that in 2019, 9.1% of Riverside
County residents were uninsured.28 This lack of insurance creates different tiers of care and
affects decisions to access or continue health care. In a review of data from 2009-2014, being
uninsured and Latinx were significant risk factors for being late to test for HIV.5 One factor that
affects individuals’ ability to obtain health care is the inflexibility of insurers and difficulty of
switching between providers and counties. Advocacy from the state could help to mediate this
barrier by negotiating more fluid transfers to care with Medi-Cal and other insurers. Riverside
will work with the state to lower barriers related to transferring Medi-Cal when moving from one
county to another, and other impediments experienced on state sponsored insurance plans.
Barriers to health care access. An inequitable distribution of providers and services in
Riverside County affects the ability of residents to access health care, particularly in the South
and West regions of the county. This is complicated by the County’s large geographic area.
Services are widely spread out, sometimes requiring trips of up to 40 miles to get to a specific
provider—leading to missed appointments and falling out of care. The Consumer Caucus cited
transportation as the number one priority in their 2019 needs assessment.10 Other needs,
especially for youth, included peer navigators and warm handoffs to link people to services. In
some cases, lack of access contributes to seeking health care only in urgent/emergency
situations, especially for communities of color who live far from services. Improved cultural
competency and patient and provider education are possible approaches to reducing barriers to
these groups accessing regular and preventive medical care.
Provider inability to integrate HIV services. Compounding the issues presented by
inequitable access to healthcare is the fact that many Riverside County providers do not make
HIV education and testing a regular part of the Comprehensive Physical Exam (CPE).
Increasing routine HIV screening will assist in identifying the thousand individuals estimated to
be living with undiagnosed HIV infection. Lack of routine screening limits the potential for
education and HIV diagnosis, particularly for young people, and is a potentially contributing
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factor in the increased incidence of HIV in persons under age 30. This is exacerbated by the
lack of peer navigators in clinics to act as guides and advocates for care and to help mediate
the relationships between the provider and the patients most likely to fall out of care. RUHS
believes that improved provider education could help to improve HIV education and testing,
particularly if providers are incentivized through a “report card” or other evidence-based method
for achieving quality improvement.
Lack of provider cultural competency. Many providers in Riverside County do not reflect the
communities they serve and are not culturally competent. This produces a health care system in
which clients feel unwelcome or are uncomfortable accessing. Currently, there are no training or
incentives to become culturally competent, nor do private or public insurers such as Medi-Cal
require cultural competence.
Muddled messaging. Current HIV risk and care messaging in Riverside County is confused
and contains fear-based rather than sex-positive, destigmatizing messaging. For Riverside
County to be successful in expanding PrEP use, especially among communities of color and
trans persons, fear-based messaging will not work. Future PrEP messaging must be consistent,
culturally relevant, and thoroughly tested with the intended audiences.
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Section IV: Ending the Epidemic Plan
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This section provides a detailed overview of the disruptively innovative activities that Riverside
County will implement to End the HIV Epidemic in the County by 2024. The proposed EtHE
activities are above and beyond the foundational efforts already in place and are designed to be
directly responsive to the needs and gaps identified in Section III: Situational Analysis. The
proposed EtHE activities are designed to enhance but not duplicate current programs and
services and are inclusive of all disruptively innovative activities, regardless of funding source.
In addition, the following other items were mentioned in the Community Engagement and/or
Situational Analysis sections as things that should happen. Should we incorporate these
activities into the plan?
•

•
•

If RUHS expects some of the smaller agencies with more authentic connections to the
young MSM of color to be able to assist with EtHE testing goals they must streamline
the contracting and reimbursements process to make it more responsive to the
urgent need of this strategic moment.
Although PWID represent a small proportion of new HIV cases, harm reduction
services that welcome people who use drugs without injecting as well as PWID
could have an impact on the epidemic.
Strategies that may mediate these inequities include telemedicine and mobile or pop-up
services in underserved areas, as well as co-locating medical and social services.

EtHE Programs and Key Partners
Riverside County has identified eight new innovative efforts that will help propel us toward
ending the HIV epidemic. These efforts will require close partnership with several existing as
well as new partners in order to be successful. The programs and partners are described below.

Summary of Proposed Programs
•

Testing Initiative for Young MSM of Color. This activity will work with CBOs who
serve young MSM of color to offer HIV testing, linkage to care, and linkage to PrEP.
Riverside is experiencing an increase of HIV positive cases among persons of color and
persons under the age of 30 (especially MSM); this strategy will help us identify people
living with HIV who are currently unaware of their HIV status. The CBOs are a critical
factor for success in reaching young men of color, and RUHS is committed to nurturing
and growing their capacity. (Relevant pillar(s): Diagnose)

•

Sexual Health Provider Education and Incentive Program. This program will educate
and incentivize providers to obtain a comprehensive sexual health history and offer
routine testing and PrEP referrals. This will increase use of PrEP to prevent HIV, help
patients become aware of their status. In addition, it will provide Riverside with a
dedicated staff member to conduct PrEP-related provider trainings and education.
(Relevant pillar(s): Diagnose, Prevent)

•

RAPID Starter Pack Program. This program will promote rapid starts of ART among
newly diagnosed individuals during their first HIV clinic visit, along with a 30-60 day

Riverside County

36

194

Formatted: Tab stops: 4.78", Left

Ending the HIV Epidemic | CDC 19-1906
supply of medication at that same visit. The program will also provide door-to-door
transportation accompanied by a social worker for clients who have fallen out of care or
who are not virally suppressed. This will support better viral suppression among PLWH.
(Treat)
•

Collaboration with the California Regional Quality Group (CARG). In this
collaboration, Riverside County and other HIV providers across the local region, state,
and nation work together to improve HIV care. CARG focuses on increasing viral
suppression rates for priority populations through quality improvement initiatives. CARG
has chosen to focus on MSM of color in 2020. RUHS participates in meetings and
learning sessions for CARG, and regularly reports viral suppression performance data
twice a month, among other responsibilities. This initiative is part of the HRSA funded
end+disparities ECHO Collaborative at the Center for Quality Improvement & Innovation.
(Treat)

•

PrEP Expansion Through Navigation and PrEP-AP. The County will train all CDS
staff—which include STD, prevention, surveillance, and linkage to care staff) to become
PrEP navigators. This will ensure that all staff are prepared to help PrEP-eligible clients
access PrEP. The County will also apply to CDPH OA to become a certified PrEP-AP
site. Having the capacity to enroll clients into the new PrEP-AP, will expand PrEP access
to County clients. (Prevent)

•

Network investigation and intervention. This strategy will use surveillance data to
identify new HIV diagnoses and their partner contacts, for the purpose of targeting
intervention efforts to potential transmission networks. Targeted intervention will result in
a more efficient use of funds, while slowing transmission between network members.
(Respond)

•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern
CA Counties. Riverside County is participating, along with Los Angeles, Orange, and
San Bernardino Counties, in a CHIPTS CFAR study led by Stephen Shoptaw titled
Regional Response to HIV Eradication Efforts in Southern CA Counties.29 The proposal
is the first effort to build linkages between public health departments, clinicians,
researchers, stakeholders, and communities living with or at risk for HIV to address the
HIV epidemic in Southern California. It aims to support regional data coordination and
sharing that would guide scale-up of large, implementation science projects designed to
reduce new HIV infections across the four counties. This effort has high impact because
the four targeted counties represent about half of the population and half of new HIV
cases in California. Three specific aims are proposed: (1) to identify barriers and
facilitators to HIV surveillance data coordination within the counties (2) to examine
techniques for HIV surveillance to identify “hot spots” to guide allocation of prevention
resources and trim the outbreak; (3) to engage stakeholders and policy makers to scaleup surveillance tools (such as molecular epidemiology) to control micro-epidemics
across the region.

Key Partners
•

TruEvolution. TruEvolution has fought for health equity and racial justice since 2008.
They currently provide comprehensive HIV health services including testing, PrEP
services, linkage to care, and case management, as well as emergency supportive
housing for PLWH. Their longstanding ties to the western part of the county will be
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invaluable in reaching out to the community. TruEvolution will continue to provide
outreach, testing, psychological support, and access to housing to priority populations.
•

Borrego Health. Borrego Health is a Federally Qualified Health Center providing HIV
primary care, PrEP services, hepatitis C treatment, and transgender health services at
five locations in Riverside County—one in Desert Hotsprings, two in the city of Riverside
and two in Cathedral City. They also have sites in San Bernardino and San Diego
Counties.

•

Foothill AIDS Project. Foothill AIDS Project has offered integrated support services and
chronic care management to persons living with or at risk for HIV in western Riverside,
San Bernardino, and Los Angeles Counties since 1987. Foothill AIDS Project
collaborates with the EIP clinic by providing support services.

•

Desert AIDS Project. Desert AIDS Project is a Federally Qualified Health Center
offering HIV prevention and STI treatment services, as well as comprehensive HIV care
and wellness services. They have been a part of the Coachella Valley community since
1984, and the majority of their clients are low-income, medically-underserved community
members. DAP has partnered with RUHS-PH to provide home health and support
services for PLWH for a number of years.

•

Other community-based testing partners. The following partners have built longstanding relationships in the community by providing key services such as HIV testing,
harm reduction, food, housing referrals, alcohol and other drug counseling, and mental
health services.
o
o
o
o
o

Riverside Community Health Foundation
Community Health Systems Inc.
Planned Parenthood of the Pacific Southwest
Riverside/San Bernardino County Indian Health Inc.
Sweet Dreams Offender Reentry Program

•

Building Healthy Online Communities. Our collaboration with Building Healthy Online
Communities will provide needed capacity and expertise in our efforts to increase
access to home testing kits and expand our reach to those seeking sexual health
information and testing online.

•

Riverside University Health System CHCs. Riverside University Health System’s
Community Health Centers provide HIV primary care at the Riverside Neighborhood
Health Center, Perris Family Care Canter, and Indio Family Care center locations.

•

Inland Empire Health Plan. Inland Empire Health Plan is the largest Medicare-Medicaid
plan in the country, with over 1.2 million members, and 6,000 providers. Their focus on
innovation and quality makes them an ideal partner for collaboration on the development
of a PrEP online training program Incentivizing them to learn about and prescribe PrEP
will allow us to access their large patient base.
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Diagnose
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Proposed Programs and Efforts
Proposed Programs are described in detail in the EtHE Programs and Key Partners section
beginning on page 37. A list of those related to this pillar is below.
•

Testing Initiative for Young MSM of Color

•

Sexual Health Provider Education and Incentive Program
Diagnose: Riverside County
Year 1 Activities

Year 2-5 Activities

Strategy 1A. Expand or implement routine opt-out HIV screening in healthcare and other institutional
settings in high prevalence communities
Sexual Health Provider Education and Incentive Program
Develop a provider detailing plan to encourage
providers to obtain a comprehensive sexual health
history and encourage routine HIV testing and
PrEP referrals.
Hire and train PrEP navigator(s) to develop a toolkit
for the detailing program with resources for obtaining
sexual health history and PrEP education
Collaborate with Inland Empire Health Plan (IEHP) to
develop an incentive program for providers to
embrace PrEP and offer PrEP to high-risk individuals
Develop a MOU with IEHP to offer a CME incentive
program to IEHP providers who attend a PrEP
education webinar
Develop incentive program for providers to
embrace PrEP

•

•

•

•

•

•
•
•

Implement provider detailing with 30 providers
(Years 2-5) in in West County targeted areas.
Implement CME training and provider PrEP
incentive programs
Update toolkit as needed

Strategy 1B. Develop locally-tailored HIV testing programs to reach persons in non- healthcare
settings
Strategy 1C. Increase at least yearly re-screening of persons at elevated risk for HIV infection per
CDC testing guidelines, in healthcare and non-healthcare settings
Testing Initiative for Young MSM of Color
•
•

Use epi/surveillance data to determine high
morbidity areas
Identify CBOs who serve targeted populations
within those areas.

•

Track outcomes, including number of persons
tested, linked to PrEP, and linked to HIV care,
number of test kits ordered.
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Diagnose: Riverside County
Year 1 Activities
Develop MOUs with identified CBOs to offer/
provide HIV testing and train them on HIV testing,
linkage to care, and linkage to PrEP protocols
Identify other locations based on epi data where a
mobile unit could be deployed
Develop outreach materials
Develop a campaign to promote free to user at
home testing, partnering with Building Healthy
Online Communities (BHOC) to increase access to
Home Testing kits through gay dating
apps/websites and digital/media campaigns.

•
•
•
•

Year 2-5 Activities
•
•

•

Conduct outreach to young MSM of color to let
them know about the new services
Provide testing in 10 new locations in the Western
Region of Riverside County (CBO or mobile unit)
to conduct regular and consistent
targeted outreach and testing for Latinx and B/AA
MSM
Implement home testing campaign and provide
free test kits

HIV Workforce Development Needs
Positions
•

Community Outreach Worker/Communicable Disease Specialist (CDS). A unit of no
less than five members, including a Senior CDS to act as a team supervisor is needed.
These team members will collect and maintain epi/surveillance data, use those data to
determine high morbidity areas, and identify CBOs who serve priority populations within
those areas. They will also conduct regular and consistent outreach and testing using
the mobile test unit.

•

PrEP Navigators. These specially trained CDSs will edit and finalize all sexual health
history and PrEP tools for providers, build provider relationships, provide training and
education, and work with providers to encourage routine testing and ensure appropriate
linkage to care.

•

Peer Navigators. Peer Navigators with shared identities to the communities they serve
will be positioned in every clinic to increase PrEP awareness and uptake among priority
populations

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
When building capacity, Riverside County will make special efforts to recruit workforce mirroring
the priority populations demographically, linguistically, and in lived experience in order to
increase our capacity to reach these priority populations. Provider education programs will build
provider skills and capacity for routine testing and PrEP, and follow-up technical assistance will
help ensure implementation.
Key Partners
Key Partners are described in detail in the EtHE Programs and Key Partners section beginning
on page 37. A list of those related to this pillar is below.
•

TruEvolution
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•

Borrego Health

•

Foothill AIDS Project

•

Desert AIDS Project

•

Building Healthy Online Communities

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.24 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Diagnose: Riverside County
Outcome Measure

Data Source

Percent of health care facilities are identified as priority
for routine opt-out HIV screening*
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Percent of HIV tests are conducted in healthcare facilities
identified as a priority for the EtHE testing services*
Number of non-traditional venues conducting HIV testing†

Records of HIV testing events

Percent of HIV tests are conducted in non-traditional
venues identified as a priority for the EtHE testing
services†

Records of HIV testing events

Number of HIV self-test kits distribution events planned†

Records of HIV self-test kits distribution events

Number of events where HIV testing is bundled with
screening for other conditions relevant to the local
population†
Incorporate strategies to rapidly link persons to HIV
medical care and prevention (i.e., PrEP and SSP) in all
non-traditional settings†
Percent of all persons testing HIV+ in non-traditional test
settings are linked to HIV medical care within 30 days†

Records of HIV testing and medical screening events

Documentation of strategies utilized
Linkage to care records

Percent of all persons testing HIV- in non-traditional test
settings linked to appropriate prevention services†

Linkage records

Systems are developed to routinely identify patients with
elevated risk and order HIV tests at least annually†

Documentation of systems and HIV testing orders

Number of “champions” who lead all activities in
healthcare settings needed to routinize identification of
persons at ongoing risk for HIV and conduct at least
annual HIV screening for this population†
Documentation of promoting rapid HIV self-test programs
in both healthcare and non-healthcare settings that can
offer HIV rapid self-tests to persons at ongoing risk†

Documentation of promoting rapid HIV self-test
programs in both healthcare and non-healthcare settings
to persons at ongoing risk
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Treat

Proposed Programs and Efforts
Proposed Programs are described in detail in the EtHE Programs and Key Partners section
beginning on page X. A list of those related to this pillar is below.
•

RAPID Starter Pack Program

•

Collaboration with the California Regional Quality Group (CARG)
Treat: Riverside County
Year 1 Activities

Year 2-5 Activities

Strategy 2A. Ensure rapid linkage to HIV care and antiretroviral therapy (ART) initiation for all persons
with newly diagnosed HIV
Strategy 2B. Support re-engagement and retention in HIV care and treatment adherence, especially for
persons who are not recipients of Ryan White HIV/AIDS Program (RWHAP)
RAPID Starter Pack and Retention Program
•

•
•
•
•

Train additional Early Intervention Program clinic
staff (medical staff, Case Manager, Social Workers,
Communicable Disease Specialists, Health
Education Assistants and Office Assistants) in
linkage to care procedures and best practices to
start and keep HIV clients in care.
Increase available walk in appointment slots for
new HIV diagnosis.
Stock HIV medication starter packs.
Start ART on first visit to HIV Clinic for newly
diagnosed clients and provide a 30-60 day starter
pack of medication.
Provide door to door transportation
accompanied by social worker for clients who have
fallen out of care or are not virally suppressed.

•

•

Develop and track viral load suppression rates for
clients who have been previously unsuppressed
with an initial goal of 50% viral suppression
Evaluate and refine efforts

Collaboration with California Regional Quality Group (CARG)*
•
•
•

Work with regional providers that are part of CARG
to implement quality improvement strategies to
increase viral suppression rates for MSM of color
Participate in CARG meetings and learning
sessions for CARG
Report viral suppression performance data twice a
month, among other responsibilities.

•
•

Continue to participate in CARG
Select and implement new quality improvement
initiatives

* Note: This initiative is part of the HRSA funded end+disparities ECHO Collaborative at the Center for Quality
Improvement & Innovation.

HIV Workforce Development Needs
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Positions
•

Medical Doctor or Physician’s Assistant. This provider will increase the number of
available providers to treat clients in RUHS facilities.

•

Communicable Disease Specialist (CDS). Filling vacant CDS positions and adding
new staff will allow for us to provide Linkage to Care and PrEP Navigation services.

•

Linkage to Care Training. We will provide additional training to medical staff, Case
Managers, Social Workers, CDSs, HEAs, and OAs in Linkage to Care procedures in
order to start and keep HIV clients in care.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
When building capacity, Riverside County will make special efforts to recruit workforce mirroring
the priority populations demographically, linguistically, and in lived experience in order to
increase our capacity to reach these priority populations. Provider education programs will build
provider skills and capacity for linking HIV clients to care, and follow-up technical assistance will
help ensure implementation.
Key Partners
Key Partners are described in detail in the EtHE Programs and Key Partners section beginning
on page 37. A list of those related to this pillar is below.
•

TruEvolution

•

Riverside University Health System CHCs

•

Borrego Health

•

Desert AIDS Project

•

Foothill AIDS Project

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.24 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Treat: Riverside County
Outcome Measure
Number of programs supporting and promoting rapid
linkage and immediate/as soon as possible ART by
providers in non-Ryan White HIV/AIDS Program facilities
Number of clients provided with case management and
other support services†

Data Source
Linkage and ART program documentation
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Prevent

Proposed Programs and Efforts
Proposed Programs are described in detail in the EtHE Programs and Key Partners section
beginning on page 37. A list of those related to this pillar is below.
•

Sexual Health Provider Education and Incentive Program

•

PrEP Expansion Through Navigation and PrEP-AP
Prevent: Riverside County
Year 1 Activities

Year 2-5 Activities

Strategy 3A. Accelerate efforts to increase PrEP use, particularly for populations with the highest rates
of new HIV diagnoses and low PrEP use among those with indications for PrEP
Sexual Health Provider Education and Incentive Program
•

•

•

•

Develop a provider detailing plan to encourage providers
to obtain a comprehensive sexual health history and
encourage routine HIV testing and PrEP referrals.
Hire and train PrEP navigator(s) to develop a toolkit for
the detailing program with resources for obtaining sexual
health history and PrEP education
Collaborate with Inland Empire Health Plan (IEHP) to
develop an incentive program for providers to embrace
PrEP and offer PrEP to high-risk individuals
Develop a MOU IEHP to offer a CME incentive program
to IEHP providers who attend a PrEP education webinar

•

•
•

Implement provider detailing with 30
providers (Years 2-5) in in West County
targeted areas.
Implement CME training and provider
PrEP incentive programs
Update toolkit as needed

PrEP Expansion Through Navigation and PrEP-AP
PrEP Navigation
Develop protocol for tracking # of patients started on
• Assist at least 20 persons with
PrEP
accessing PrEP annually

PrEP Navigation
•
•

•

Recruit and hire new CDS by November 2020.
Train all Communicable Disease Specialists (CDS) staff
(STD, prevention, surveillance, and LTC) to become
PrEP navigators, so that however, and wherever, we
might encounter HIV-negative persons, they can quickly
be evaluated for, and started on PrEP.

PrEP-AP
• Apply to become a PrEP Assistance Program (AP)
•

enrollment site through the Office of AIDS and become
certified.
Hire enrollment worker.

PrEP-AP
•

Link at least 15 clients to PrEP using PrEPAP annually
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Prevent: Riverside County
Year 1 Activities
•

Year 2-5 Activities

Enroll clients in PrEP-AP.

Strategy 3B. Increase availability, use, and access to and quality of comprehensive syringe services
programs (SSPs)
N/A

N/A

HIV Workforce Development Needs
Positions
•

PrEP Navigators. These specially trained CDSs will edit and finalize all sexual health
history and PrEP tools for providers, build provider relationships, provide training and
education, and work with providers to encourage routine testing and ensure appropriate
linkage to care

•

Communicable Disease Specialist (CDS). Recruit and train one additional STD CDS
to allow us to provide additional PrEP Navigation services.

•

Enrollment Worker. The enrollment worker will be trained and certified to enroll clients
in PrEP-AP.

•

PrEP Navigation Training. We will provide additional training to all CDSs in PrEP
Navigation procedures so HIV- persons can be rapidly evaluated for and started on
PrEP, regardless of where they are seen.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
When building capacity, Riverside County will make special efforts to recruit workforce mirroring
the priority populations demographically, linguistically, and in lived experience in order to
increase our capacity to reach these priority populations. Provider education programs will build
provider skills and capacity for linking HIV clients to care, and follow-up technical assistance will
help ensure implementation.
Key Partners
Key Partners are described in detail in the EtHE Programs and Key Partners section beginning
on page 37. A list of those related to this pillar is below.
•

Inland Empire Health Plan

•

TruEvolution
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•

Riverside University Health System CHCs

•

Borrego Health

•

Desert AIDS Project

•

Foothill AIDS Project

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.24 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Prevent: Riverside County
Outcome Measure

Data Source

Percent of persons hired as PrEP detailers*

Hiring records

Number of newly-trained PrEP detailers*

Training records

Number and percentage of clinicians prescribing PrEP
within 3 months following detailing visit(s)*†

Detailing and prescribing records

Number of HIV-negative clients who are screened for
PrEP*†
Number and percentage of HIV-negative clients with
indications for PrEP who are linked to PrEP*†
Number of persons prescribed PrEP among those with
indications for PrEP*†

Patient charts
Patient charts
Patient charts

Implementation of locally-specific insurance and costassistance navigation protocols for PrEP patients†

PrEP Navigation protocols

Number of clients enrolled in PrEP-AP†

Patient charts

*Sexual Health Provider Education and Incentive Program
†PrEP Expansion Through Navigation and PrEP-AP
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Respond

Proposed Programs and Efforts
Proposed Programs are described in detail in the EtHE Programs and Key Partners section
beginning on page 37. A list of those related to this pillar is below.
•

Network investigation and intervention

•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern
CA Counties
Respond: Riverside County
Year 1 Activities

Year 2-5 Activities

Strategy 4A. Develop partnerships, processes, data systems, and policies to facilitate robust, real-time
cluster detection and response
•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern CA Counties
• Continue to collaborate with CHIPTS and
Collaborate with CHIPTS on regional efforts to end the
implement identified strategies

HIV epidemic through use of innovative HIV
surveillance-based strategies

Strategy 4B. Investigate and intervene in networks with active transmission
Network Investigation and Intervention
•
•
•

•

•

Recruit and hire Office Assistant to support logistics and
data entry/management
Develop protocol for HIV investigation and follow-up
Assess incoming labs/reports to determine new
diagnoses and refer to case manager for PS/network
identification
Contact providers to identify patients with new HIV
diagnoses and refer them to a case manager, who will
interview patient to identify contacts for partners services,
and to identify any networks of transmission
Interview 80% of all newly diagnosed patients within
30 days from receipt of labs and/or case reports

•

•

Continue to identify partners and possible
transmission networks, and conduct patient
follow-up
Evaluate efforts and use findings to improve
process

Strategy 4C. Identify and address gaps in programs and services revealed by cluster detection and
response
N/A

N/A
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HIV Workforce Development Needs
Positions
•

Office Assistant (OA). The OA will support logistics and data entry/management

•

Case Identification Training. We will provide additional training to all surveillance
CDSs in working with providers to identify patients with new HIV diagnoses and referral
of those patients to case managers.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
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Key Partners are described in detail in the EtHE Programs and Key Partners section beginning
on page 37. A list of those related to this pillar is below.

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.24 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Respond: Riverside County
Outcome Measure
Cluster data is reviewed and prioritized, response is
guided and reviewed, procedures are modified to
improve responses
Percent of all persons with diagnosed HIV infection are
entered into the local surveillance system within <30
days of date of diagnosis
Percent of laboratory results are entered into the
surveillance system < 14 days after specimen
collection
A data system is developed to rapidly analyze,
integrate, visualize, and share data in real time
A flexible funding mechanism is developed to allow
reallocation of resources for a response within one
month
Implementation of methods to understand the entire
network, including people with diagnosed HIV,
undiagnosed HIV, or at high risk for HIV infection
Processes and mechanisms are developed to ensure
appropriate prevention activities, such as testing,
retesting, and PrEP referral, for people in cluster
networks

Data Source
Reports of committee and community meetings, after
action review meetings
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Data analysis and response results for clusters of
concern are reported to CDC until investigation and
intervention activities are closed

Documentation of submission
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Section V: Concurrence
RUHS-PH will seek concurrence from the Inland Empire HIV Planning Council (HPC) for the
final EtHE plan. The HIV Planning Council will be kept apprised of progress in development of
the EtHE plan, including receiving a copy of this draft document. The Inland Empire HIV
Planning Council is comprised of consumers, providers, city representatives, public health staff,
mental health agencies, and community-based organizations drawn from Riverside and San
Bernardino Counties. Members of the HPC will be encouraged to participate in community
engagement activities throughout the planning year. A detailed concurrence timeline and plan
will be completed in consultation with the Council and will be consistent with the CDC guidance.

Riverside County
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Appendix X: Resource Inventory
Exhibit X lists the services and programs currently available in Riverside County along with
their funding sources, by pillar.
Exhibit X: Riverside County Baseline HIV Activities
•
•
•
•

Promotion of routine-opt out testing (ROOT) in clinical settings*
Testing at community-based organizations (CBOs)*
Targeted outreach to link high priority populations to testing
Expanded partner services to support linkage of partners to testing

•
•
•
•
•

Linkage to care services*
Outreach services to link HIV positive minorities to care†
Identify and engage providers not linking clients to care within 30 days*
Use of HIV surveillance data to identify candidates for linkage to care*
Core care and treatment services (primary care, early intervention services, medical case
management, mental health and outpatient substance use services, oral health care,
medical nutrition therapy, home and community-based health services)†€
Support services (housing, medical transportation, food bank/home-delivered meals, case
management, emergency financial assistance, psychosocial support, residential
substance use services)†
AIDS Drug Assistance Program (ADAP)

•
•

Commented [DG34]: Change footnote symbols

Funded partners: Desert AIDS Project†, Foothill AIDS Project†‡, AIDS Healthcare Foundation†,
TruEvolution‡, Borrego Community Health Foundation‡
•
Education of PrEP prescribers and PrEP navigators*
•
PrEP outreach to priority populations at high risk for HIV*
•
Expanded partner services to support linkage of partners to PrEP
•
Training for medical providers who were not screening for or prescribing PrEP*
•
HIV prevention and support services for people who use drugs (syringe disposal,
naloxone training, prevention education)*
•
Condom distribution

•
•

Cross-training of linkage workers to provide partner services*
Use of HIV surveillance data to identify candidates for partner services*

Note: Additional resources for HIV services that cannot be quantified or broken down by pillar include Medi-Cal,
Medicare, Veterans Administration, and 3rd party reimbursement
*CDC PS-18-1802
†HRSA Ryan White Part A
‡HRSA Ryan White Part B (incl MAI)
€HRSA Ryan White Part C
¥CDPH Project Empowerment (need to add what AHF is funded for)
County GF (need to add if relevant)
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Introduction
About This Plan
This plan describes San Bernardino County’s bold and innovative plan for ending the HIV
epidemic in the County. San Bernardino County and its southern neighbor, Riverside County,
make up the Riverside/San Bernardino Transitional Grant Area (TGA), which has a joint HIV
Planning Council – the Inland Empire HIV Planning Council. HIV efforts in the County are led by
San Bernardino County Department of Public Health (SBCDPH), with HIV-related functions
embedded in three different divisions—the Division of Clinical Health and Prevention Services,
Community Outreach and Education, and the Communicable Disease Section. In collaboration
with community and clinical partners, SBCDPH has built a strong foundation of HIV prevention,
care, and treatment services in the County. These foundational HIV services were built based
on the Inland Empire HIV Planning Council Comprehensive HIV Services Plans1,2 and Laying a
Foundation for Getting to Zero: California’s Integrated HIV Surveillance, Prevention, and Care
Plan.3
These current baseline activities, and the infrastructure that supports them, are critical for
reducing and ultimately eliminating new HIV infections and optimizing the health of people living
with HIV, but they are not sufficient – hence the need for this Ending the HIV Epidemic (EtHE)
plan. This EtHE plan does not replace the other plans; instead, it expands on them by
describing the additional innovative efforts needed, based on the current state of HIV in the
County.
This Plan is organized as follows:
The Introduction provides a high-level overview of 1) the HIV epidemic in the County,
2) the baseline services, activities, and infrastructure that currently exist, and 3) San
Bernardino County's plan to end the epidemic.
Section I: Community Engagement describes San Bernardino County’s completed
and planned community, provider, and planning council engagement activities and
findings to date.
Section II: Epidemiologic Profile presents the latest available data on HIV in San
Bernardino County, including demographics, trends, and disparities across age,
race/ethnicity, geography, and more.
Section III: Situational Analysis synthesizes information from the prior two sections
and a needs assessment to paint a comprehensive picture of the current state of HIV in
the County, including needs, resources, and gaps.
Section IV: EtHE Plan outlines the disruptively innovative activities that the County will
implement between now and 2024, across all funding sources, along with key
partnerships, workforce development needs, and plans for outcome monitoring.
Section V: Concurrence describes the process for securing Planning Council
concurrence.
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Current State of HIV in San Bernardino County
San Bernardino County has seen a 21% rise in new HIV diagnoses in recent years, from 224
newly diagnosed residents in 2016 to 278 in 2018.4 When compared to the TGA or the State of
California, San Bernardino County has a very different epidemiologic profile, with a higher
proportion of cases among people of color, cis women (especially cis women of color), and
heterosexuals, and more transmission fueled by injection drug use.5
In 2018, among those newly diagnosed with HIV, 65.5% were linked to care within 30 days and
50% were virally suppressed within 6 months of diagnosis.4 Blacks/African Americans (B/AA)
are the most disproportionately impacted group compared with their population size.4 Latinx
persons represent the majority of new diagnoses; every 3 of 5 new HIV cases are among Latinx
people.4 After years of intensive outreach to and focus on the Latinx population, rates of linkage
to care and viral suppression have improved.6
Several factors contribute to San Bernardino County's unique HIV profile. Three are many
remote areas in the County, particularly the West Valley and Desert Regions6 without access to
nearby medical services. Poverty, homelessness, drug use, and mental illness are fueling the
epidemic. Community engagement efforts conducted during the EtHE planning year further
revealed that HIV-related stigma, homophobia, housing shortages, methamphetamine use, and
several other factors are impacting PLWH and people at risk. Finally, despite the robust County
infrastructure for HIV prevention, care, and treatment, significant populations are being missed,
undoubtedly contributing to high rates of undiagnosed HIV, increasing new diagnoses, and low
viral suppression rates compared with California overall.

Current HIV Efforts and Infrastructure
Planning
San Bernardino County has a long-standing history of planning local HIV prevention, care, and
treatment efforts in conjunction with community partners and the local Inland Empire HIV
Planning Council. The County HIV work sharpened with the development of the TGA’s 20152017 Clinical Quality Management (CQM) Plan, which offered a coordinated and systematic
approach to assessing and improving the quality of health services for PLWH in the TGA, in
alignment with National HIV/AIDS Strategy (NHAS) goals.7 The Council has also supported and
adopted the State's integrated HIV plan—Getting to Zero: California’s Integrated HIV
Surveillance, Prevention, and Care Plan—as its roadmap to getting to "zero new HIV infections,
zero AIDS-related deaths, and zero stigma and discrimination against people living with HIV
(PLWH)."3

Services
A number of public funding sources support HIV services in San Bernardino County, including
prevention funding from CDPH (CDC PS18-1802 and State General Fund); Ryan White Parts A,
B, C, and F (including Early Intervention Services [EIS] and Minority AIDS Initiative [MAI]
funding); CDPH AIDS Drug Assistance Program (ADAP) funding, CDPH Project Empowerment
funding, San Bernardino County General Fund, Veterans Administration, as well as revenue
from third party billing, including Medi-Cal and Medicare. Collectively, these funding sources
support several HIV primary care providers, as well as a number of CBOs offering services such
as HIV testing, prevention with positives, primary care, mental health services, dental services,
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medical case management, and a multitude of wrap-around services for PLWH (Exhibit 1). In
addition, this funding supports the SBCDPH HIV Care, HIV Prevention, and HIV Surveillance
teams to provide partner services, linkage to care, outreach, and other HIV prevention and care
direct services.

Infrastructure

Exhibit 1: Publicly funded* HIV services in San Bernardino
County

Health Department. Within
HIV Primary Care
SBCDPH, HIV-related functions
• SBCDPH's FQHCs (3 of 4 sites offer HIV primary care)
are carried out by three different
• AIDS Healthcare Foundation
divisions. The Division of Clinical
• Borrego Health (1 site)
Health and Prevention Services
• Jerry L Pettis Memorial Veterans’ Medical Center
• Arrowhead Regional Medical Center
provides HIV care at three sites
• Loma Linda University Medical Center
and serves as the Ryan White
• Social Action Community Health System (affiliated with
Part A administrator; the
Loma Linda university Medical Center
Community Outreach and
Other
HIV Prevention and Care Services
Education section administers
SBCDPH's HIV Prevention
• Foothill AIDS Project
• Loma Linda Promotores Academy (bilingual peer
Program; and the Communicable
navigators)
Disease Section oversees HIV
• SBC Homeless Partnership
surveillance. Across these
• TruEvolution
divisions, approximately 22 FTE
*Kaiser Permanente is the main private provider of HIV primary care.
are dedicated to HIV-specific
work. SBCDPH is also the main
provider of primary HIV care in the County through three of its four federally qualified health
centers (FQHCs). In addition, SBCDPH offers a range of assessment, planning, technical
assistance, and training countywide.
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Additional Assets. SBCDPH maintains connections with academic institutions to support HIV
research in the region. For example, the National Institutes of Health (NIH)-supported Center for
AIDS Research (CFAR) in Southern California, located at the University of California, Los
Angeles (UCLA) Center for HIV Identification, Prevention, and Treatment Services (CHIPTS), is
a partner. The CFAR mission is "to support multidisciplinary research aimed at reducing the
burden of HIV both in the United States and around the globe."8 SBCDPH has also collaborated
with the University of California, Santa Barbara (UCSB) Department of Geography’s San
Bernardino Mobile Study. UCSB conducted this research to examine the social and structural
context of immigration, internal mobility, and HIV risk behavior among Mexican and Central
American migrant MSM in the San Bernardino area.

San Bernardino County’s Plan to End the HIV Epidemic
Exhibit 2 (see p. 6) depicts a high-level overview of how San Bernardino County plans to
enhance its current HIV efforts with new, disruptively innovative activities funded with federal
EtHE funds. The planned activities will expand and leverage, but not duplicate, the foundational
efforts already in place. Thus far, the County’s HIV-related efforts have been siloed at the
Division level, with HIV Care, Prevention, and Surveillance each having its own scope. In
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contrast, the proposed innovative activities will bring resources and staff together from across
these divisions through extensive collaboration to align objectives and activities to get to zero.
The Exhibit 2 logic model shows the needs, strengths, and gaps identified through this planning
process (local epidemiologic data, community engagement, and situational analysis and the
new, disruptively innovative activities designed to leverage these strengths and address the
gaps. In particular, overcoming challenges related to access, addressing clinical provider
shortages, removing barrier to PrEP uptake, among other issues, will be key to success.
New EtHE activities will work across all four EtHE pillars and will support the short-term,
intermediate, and long-term outcomes identified by the CDC in PS-19-1906. The primary
activities for San Bernardino County are listed below. Multiple funding sources (noted in Exhibit
2), including CDC PS-20-2010 and HRSA 20-078, will be leveraged to support these activities,
and community partnerships will be strengthened to ensure success.
•

•

•

•

•

•

•

The Rapid Response Team (RRT), which includes deployment of a Mobile Unit, will
support linkage to care, prevention efforts (e.g. testing, peer-based PrEP navigation),
and follow-up for PLWH who have fallen out of care, with a focus on people who are
unhoused and those living in remote areas of the County. (Diagnose, Treat, Prevent,
Respond)
The Rapid StART Initiative will link newly diagnosed PLWH to HIV primary care the day
they are diagnosed and deliver Antiretroviral Therapy (ART) within 72 hours of that
diagnosis. Priority populations for this initiative are B/AA, youth 13-24, women, trans
persons, and PWID. Rapid StART will also be provided as part of the RRT mobile
services. (Treat)
The expansion of HIV prevention services for people who inject drugs (PWID) will
foster partnerships with trusted local harm reduction organizations to provide information
about HIV harm reduction, naloxone, and other services to unhoused PWID—an
underreached group disproportionately impacted by HIV. (Prevent)
Home-based HIV testing mailed to clients, with the State providing the test kits and
SBCDPH staff providing linkage to care and prevention/PrEP referrals. (Diagnose, Treat,
Prevent)
The California Regional Quality Group (CARG), in which San Bernardino County
participates, is choosing to align with EtHE initiative by focusing on quality improvement
initiatives for increasing viral suppression rates among MSM of color. (Treat)
A new CHIPTS EtHE CFAR project will support regional data coordination and
sharing to guide scale-up of large implementation science projects designed to reduce
new HIV infections across the four Southern California counties. (Respond)
A second CHITPS EtHE CFAR project to compare two interventions for increasing
provider skills and capacity to prescribe PrEP—provider detailing/education or peer
comparison (application pending)

The County's EtHE plan was developed with extensive community and partner engagement and
endorsed by the Inland Empire HIV Planning Council, San Bernardino County’s local HIV
community planning body. With the new federal EtHE funding, San Bernardino County expects
to make significant progress over the next 5 years towards ending the HIV epidemic in the
County.
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Exhibit 2. Logic Model for Ending the HIV Epidemic in San Bernardino County, organized by pillar. Current County strengths and gaps inform planned
EtHE activities, which will impact the short-, intermediate-, and long-term outcomes identified by CDC and the California Department of Public Health.
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Section I: Community Engagement
Community engagement tailored to San Bernardino’s unique community characteristics is an
essential component of the County's EtHE efforts. Even though Riverside and San Bernardino
County share the same TGA, needs assessment data and community engagement efforts show
San Bernardino community needs as distinct from those of Riverside County or California as a
whole. San Bernardino is the only Phase I county with increasing new HIV cases. While this
may be in part due to undiagnosed PLWH people migrating from other counties and getting
diagnosed in San Bernardino, regardless, this trend is worrisome.
For this reason, community engagement is critically important. The only way to end the
epidemic is to create programs and services to meet community needs, and the only way to
meet the needs is by developing a nuanced understanding of what they are through engaging
with the priority populations. A few examples of the particular needs and challenges facing San
Bernardino County are worth noting. The County has a large Spanish-speaking Latinx
population. Representatives from this group who participated in community engagement efforts
reported fewer providers that can respond to their unique linguistic and cultural needs.9 B/AA
are disproportionately affected by new HIV infections and have lower rates of linkage to care
and viral suppression than other groups. MSM are disproportionately represented in the San
Bernardino HIV profile as in most California counties; however, the HIV epidemic also affects
more heterosexuals and PWID than in neighboring Riverside County. Needs assessment data
suggest that non-gay identified MSM may be a larger group in San Bernardino than in other
parts of California.10 Needs assessment and community engagement efforts also suggest
migration into the County of individuals seeking more affordable housing and a relatively lower
cost of living. Furthermore, according to community members, the rising cost of housing is
fomenting a growing unhoused PLWH population that is experiencing critical service gaps
exacerbating the physical and mental health consequences of living with HIV.9 Due to all these
factors, B/AA and Latinx MSM, at-risk heterosexuals, PWID, and unhoused individuals have
been included as critical new voices during the accelerated planning year in the plan for
community engagement in years 2-5.
What follows is a description of SBCDPH’s community engagement efforts during the
accelerated planning year (Exhibit 3) and a community engagement plan for years 2-5. COVID19 response efforts by the County have interrupted some of this work and limited the number of
in-person engagement activities. Even with these constraints, community input has enhanced
SBCDPH’s understanding of the priority populations and the circumstances that they face each
day. To achieve EtHE goals, community engagement work will be an ongoing and iterative,
involving the Planning Council, new voices
Exhibit 3. Community Engagement Successes
from the community, HIV providers, and
non-traditional partners. SBCDPH will work
5 activities completed as of 06/30/2020
closely with the CDPH (the PS19-1906
grantee) and the other five Phase I counties
2 activities planned before 9/29/2020
covered under their grant (Alameda,
X community partners & providers engaged
Orange, Riverside, Sacramento, and San
X new voices brought to the table
Diego) to put community engagement front
and center and do together what is
necessary to get to zero.
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Community Engagement Activities
The COVID-19 response has affected San Bernardino County’s ability to implement in-person
outreach and face-to-face community engagement for most of months allocated to the PS-191906 accelerated planning year. SBCDPH quickly adapted to virtual engagement methods,
including Zoom-based presentations and discussions, online surveys, virtual focus groups, and
telephone key informant interviews. The County’s community engagement goals for the
accelerated planning year are as follows:
•

•

•
•
•

Collaborate with Riverside University Health System (RUHS), TruEvolution and other
key CBOs to hold a Community Caucus (CC) including San Bernardino PLWH and atrisk individuals. This CC will recruit at least 30 participants from key focus populations:
B/AA Latinx MSM, Spanish-speakers, unhoused individuals and PWID.
Collaborate with RUHS, TruEvolution, and other key Inland Empire community
constituents from primary and secondary education, health insurance and housing to
convene an EtHE summit to discuss key needs and gaps impeding EtHE progress.
Convene a focus group of PWID to inform implementation of the Rapid Response Team.
Target an online EtHE survey to key providers and focus populations in English and
Spanish asking broadly: What should we do to get to zero?
Conduct an analysis of recent key reports that solicited community input.

SBCDPH reengaged Planning Council constituents and brought together new voices—clients,
providers, governmental groups, and academic institutions—to inform the next best steps to
getting to zero. Exhibit 4 summarizes the completed and planned community engagement
efforts for the PS19-1906 accelerated planning year. Appendix X provides more detailed
descriptions of these efforts, meeting agendas, meeting notes, and other documentation.
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The SBCDPH leadership oversaw the development and implementation of the community
engagement activities. With support from CDPH, they developed strategy for community
engagement and then they adapted this plan to all work to continue during COVID-19 response.
They successfully worked with Riverside County to leverage and funnel funding to community
groups taking leadership in EtHE work: TruEvolution, AIDS Health Care Foundation (AHF),
Borrego Health, California Regional Group (CARG), and Families Living with AIDS Care Center
(FLACC). These local CBO partners helped plan and implement all community engagement
events and were instrumental in successfully engaging new PLWH, people at risk for HIV, and
provider voices. They helped advertise the events, recruit members from priority populations,
and most importantly, helped to build trust between the County’s EtHE efforts and community
members. In addition, CDPH contracted with Facente Consulting, a California-based public
health consulting firm specializing in HIV planning and community engagement, to support and
build Phase I county capacity to broaden and deepen connections with local priority populations.
For San Bernardino County, Facente Consulting provided support for community engagement
events, including developing meeting agendas and materials, co-facilitating events, taking
meeting notes, and producing summary reports.
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Exhibit 4. San Bernardino County EtHE community engagement activities, completed and planned
Date

Activity

COMPLETED ACTIVITIES
5/21/2019

The Consumer Caucus/High Desert San Bernardino. Part of the Part A priority
setting and allocations process. Notes and outcomes reviewed in secondary analysis
to inform EtHE planning.
•

6/11/2019

The Consumer Caucus/Urban Region San Bernardino. Part of the Part A priority
setting and allocations process. Notes and outcomes reviewed in secondary analysis
to inform EtHE planning.
•

10/24/2019

Participants: Inland Empire Planning Council, RUHS, SBCDPH, [other
participants]
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Community Caucus. TruEvolution convened a gathering of new voices to better
understand the experiences of people living with or at risk for HIV.
•
•
•

1/27/2020

Participants: Inland Empire Planning Council Leadership

EtHE Community Forum. RUHS and SBCDPH facilitated a discussion of barriers to
ending the epidemic, ways to better engage people of color in treatment, and ways to
increase PrEP utilization.
•

1/25/2020

Participants: Inland Empire Planning Council Leadership, SBCDPH

EtHE Presentation and Discussion. RUHS and SBCDPH facilitated a discussion of
barriers to ending the epidemic, ways to better engage people of color in treatment,
and ways to increase PrEP utilization.
•

11/14/2019

Participants: PLWH in closed door session.

CDPH Planning Group Kick-Off Meeting. CDPH and the eight CA EtHE counties
convened in San Diego to begin brainstorming innovative activities.
•

11/14/2019

Participants: PLWH in closed door session. One participant from as far away
as Barstow.

New Voices – Priority Populations: B/AA, Latinx, unhoused, Spanishspeakers, and Trans persons
Other Participants: AIDS Healthcare Foundation, Borrego Health, Desert
AIDS Project, Foothill AIDS Project, FLACC
Sponsors: RUHS, SBCDPH

Inland Empire EtHE Innovations Summit. RUHS and SBCDPH convened a
summit of providers from different sectors (HIV and non-HIV). They presented the
county’s EtHE plan and held a discussion on the opportunities & barriers for crosssector collaboration and improvement in HIV care.
•

New Voices – Providers: education, research institutions, housing, Inland
Empire Health Plan, [other participants]
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Ongoing until
[date]

Online survey. The County will distribute an online survey that asks for input on how
to engage populations not currently reached effectively. Key community leaders
volunteered to email the survey to their networks.
•

Participants: priority populations, providers, other stakeholders

Key Informant Interviews. SBCDPH will speak with substance use providers to gain
their input on the EtHE plan and to gain a better understanding of their clients’
barriers in accessing HIV or PrEP care.

TBD

•

New Voices – Providers: substance use
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New Voices
In addition to deepening the partnerships within our current
provider and community networks, SBCDPH placed and will
continue to place a special emphasis on including new
voices in the development and implementation of the EtHE
Plan.
SBCDPH conducted a data-driven process to identify affected populations not currently being
reached effectively, and then assessed to what extent those communities have been at the
table. Based on HIV surveillance data and the experience of key stakeholders (e.g., SBCDPH,
the Planning Council, service providers) and an assessment of who is not currently participating
in planning processes, SBCDPH identified the following priority populations as new voices that
need to be included:
•

•
•
•
•
•

B/AA and Latin men who have sex with men (MSM). MSM of color, gay and non-gay
identified are disproportionately represented among new HIV diagnoses in San
Bernardino County.
PWID. PWID with an emphasis on MSM who inject drugs are at an increased risk for
HIV infection and transmission and they are underserved by current programs.
B/AA and Latinx MSM youth aged 18-24. Young men of color who have sex with men
make up a large proportion of new HIV diagnoses in the county.
Trans women of color. High-risk trans women, especially women of color, that are
thought to be highly impacted by the HIV epidemic about whom data is sparse.
B/AA women. B/AA women are disproportionately impacted by HIV in the SBC
compared to the HIV epidemics of the Inland Empire TGA.
People experiencing homelessness who have a primary mental health diagnosis.
Homelessness and mental health are key factors driving health disparities and they
remain significant barriers to HIV prevention and care.

The following sections describe the efforts to engage these key focus populations, and service
providers and community partners experienced in working with these groups.

Local Prevention and Care Integrated Planning Bodies
As previously noted, San Bernardino County and its southern neighbor, Riverside County, make
up the Riverside/San Bernardino Transitional Grant Area (TGA). The TGA has a joint integrated
community planning body called the Inland Empire HIV Planning Council (IEHPC). SBCDPH
San Bernardino County
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continuously seeks the IEHPC’s input and guidance when developing HIV prevention, care and
treatment strategies and has actively engaged the Council throughout the EtHE planning
process.
The Planning Council brings a wealth of knowledge and experience to the EtHE planning
process. In accordance with the Bylaws of the Planning Council, consumers of Ryan White Part
A services must make up at least 33% of the membership. The Planning Council has
consistently provided a voice to PLWH and has played a lead role in developing the Standards
of Care to support PLWH and help ensure that treatment and other resources were available
and PLWH are treated with respect and dignity.
In addition, the Bylaws identify 13 required membership categories to ensure diversity of
representation and perspectives. Examples of categories include: people at risk for HIV, health
care providers, and mental health and substance use providers. The Council also seeks
inclusion of representatives of gender diverse communities, the faith community, and rural and
geographically isolated communities. Currently, the Council composition includes 65% people of
color, 15% representatives of the public sector, and 60% PLWH; 51% are from San Bernardino
County, and 49% from Riverside County. Accessibility is important to the IEHPC so all meetings
are held in venues that are wheelchair accessible, and sign language interpretation services are
available upon request.
The IEHPC is a key partner for ensuring that new voices from the priority populations are
included in baseline and EtHE HIV planning efforts. The Council is actively engaged in new
member recruitment, with a focus on new voices from the EtHE priority populations.
Recruitment strategies include: 1) outreach to health and social service providers serving the
priority populations; 2) outreach to HRSA-funded Ryan White Part A and B recipients not
already at the table (e.g., XXX); 3) using Council members' social and professional networks to
outreach directly to people from the priority populations; and 4) convening meetings throughout
San Bernardino County’s diverse regions for annual priority setting and allocations of Ryan
White funds. In 2019, the IEHPC hosted three Consumer Caucuses in the three distinct regions
of the TGA; the High Desert region of San Bernardino County, downtown San Bernardino with
neighboring Riverside consumers included, and in Palm Springs, in Riverside County. Having
consumers on the committees and the council to inform decisions and provide immediate
context to other consumer feedback is invaluable, and a core tool in the community input
process for HIV services. The TGA also ensures community input on program design,
implementation, and quality through methods such as surveys, and through live participation
opportunities like town halls, consumer caucus groups, and consumer participation in local and
state planning coalitions.6
The Planning Council actively engages and develops the leadership of new members through
its “HIV University”—a crash course about the HIV planning cycle and how to effectively
participate to influence funding and policy decisions. This ten-week consumer training program
created and implemented by the IEHPC is designed to prepare consumers and affected
individuals to become organizers and champions in their community. The course is also meant
to spark the excitement and empower our consumers by partnering with them to learn the skills
necessary to be successful in a planning council role, as a self-advocate, and peer leader. The
ten-session training given over 10 weeks begins with a basic HIV 101. Examples of other topics
addressed include how to run a meeting, cultural humility, orientation to the Planning Council,
and how to understand data. This interactive course creates bonds among participants by
San Bernardino County
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providing a fun and empowering learning environment with the opportunity to work and grow
with others along similar journeys. Throughout the training, participants learn to tell their own
story using themes related to the training and in the end they have the opportunity to present
their story in front of their cohorts. The course had its inaugural class in October of 2019 and
held a graduation for seven participants in December of 2019. The course is open to all, and the
Council makes a special effort to recruit priority populations to participate. The HIV University
provides an opportunity to interact with and get input from stakeholders who would not normally
be at the table.

Local Community Partners
With the exception of a cure for HIV, all the tools to end the HIV epidemic exist—PrEP,
condoms, safer injection equipment, and effective HIV treatment; however, policy barriers,
SDoH, disparities in health care access, stigma, and many other factors create a situation
where all communities do not benefit equally. With San Bernardino County's unique
epidemiologic profile and increasing new diagnoses, engagement of affected community
members in the planning process is a significant and essential element in EtHE planning.
In addition to the IEHPC's work, SBCDPH is directly engaging with the identified priority
populations as shown in Exhibit 4. By the end of the planning year, SBCDPH expects to engage
every priority population at least once. Direct community engagement will continue in Years 2-5.
Exhibit 4: Engagement of priority populations.
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B/AA and Latinx MSM

Community Caucus (1/25/2020)

PWID

Key informant Interviews (6/30/2020)

B/AA and Latinx MSM
youth aged 18-24

CARG CQI consumer survey English and
Spanish (6/30/2020

Trans women of color

Focused use of EtHE online survey to
VisibiliTy Conference registrants(6/30/2020)

B/AA women

WOC focus group TBD

Unhoused and mental
health diagnosis

Community Caucus (1/25/2020)

Local Service Provider Partners
Service providers, both HIV- and non-HIV-related, are key partners for ending the HIV epidemic
in the County. Clinical and community-based providers have a wealth of experience regarding
what works and what does not work to reach priority populations and a strong knowledge of the
barriers that need to be overcome in order to more effectively serve PLWH and persons at risk.
Other partners who may not provide direct services but who have expertise in or connections
with priority populations are also key to building a robust, feasible, and sustainable HIV
prevention, care, and treatment strategy.
SBCDPH engaged the following new service provider and non-traditional partners:
San Bernardino County
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•

•
•

•
•
•
•

•
•

TruEvolution. A community-based non-profit that provides advocacy and HIV
prevention and care services for LGBTQ+ people. TruEvolution has played a lead role in
several community engagement efforts to date.
CARG. California Regional Group a collaborative of the national end+disparities
Collaborative focused on viral suppression among MSM of color.
Primary care providers, such as AIDS Health Care Foundation (East Valley), Social
Action Community Health System (East Valley), Loma Linda University Medical Center
(East Valley) Foothill AIDS Project (East Valley, West Valley, Desert)
Housing experts, including HOPWA providers, Inland Empire Development
Corporation, TruEvolution and FLACC.
Educational institutions, including school-based health centers, Pacific High School,
and Riverside Unified School District,
Researchers, including University of California, Riverside – Center for Health Disparities
Research
Substance use providers, including medication-assisted treatment (MAT) clinics and
harm reduction providers, VARP Inc. residential treatment, Cedar House Life Change
Center treatment center, Mental Health Systems Inc. rehabilitation services.
Faith-based organizations like Inland Empire Praise Gospel Group that has
participated in HIV testing and World AIDS Day events in San Bernardino.
Inland Empire Health Plan that has participated in EtHE community meetings and is
innovating what things can be reimbursed for as part of health care.

SBCDPH is strongly invested in maintaining these new relationships and will continue to forge
new partnerships critical to EtHE goals.

Selected Findings
The following sections present selected
findings from community engagement
efforts. They are organized under the
following headings and summarized in
Exhibit 7:
•
•
•
•

Social Determinants of Health
Being Unhoused
Mental Health
Substance Use

These were key domains discussed in
the CDC 19-1906 guidance. SBCDPH
and its clinical and community partners
continue to learn from community
voices about the interconnectedness
and complexity of these and other
issues, as they represent critical focal
points for ending the HIV epidemic.
Community engagement efforts in San
Bernardino have begun to tell a story

Exhibit 7. Key considerations for EtHE in the
County, from community engagement processes
Social Determinants of Health, such as
socioeconomic inequality, access to
health insurance, and discrimination
impact access to HIV-related services.
Secure housing is in short supply, with
many people who are unhoused also
experiencing mental health issues,
substance use, and stigma.
Mental health services are critically
needed, yet lacking, especially among
people who are unhoused and people
living with HIV.
Substance use services and harm
reduction services are urgently
needed, especially given local rates of
opioid and methamphetamine use.
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that points to potentially impactful strategies and interventions. These valuable early insights
also demonstrate the importance of continuing to explore how broader social factors affect the
physical and mental health outcomes of San Bernardino residents.
The findings described below represent highlights from the community engagement activities in
Exhibit 4 that were completed as of June 30, 2020.

Social Determinants of Health
Social determinants of health (SDoH) that negatively affect health include income inequality,
lower educational attainment, and health insurance access. At the end of 2018 14.9% of
residents living in San Bernardino were living in poverty—2.2% higher than those living in
neighboring Riverside County.11 In 2018 median household income was $3,784 less than those
in Riverside.11 In 2018 9.3% of San Bernardino residents were uninsured, which is also slightly
higher (by 0.2%) than for Riverside residents.11,12 Underlying these issues are many forms of
oppression that are more difficult to quantify, including discrimination, racism, misogyny,
homophobia, and HIV-related stigma. Community engagement participants shared how SDoH
have impacted their experience living with or being at risk for HIV. These accounts have been
summarized in longer reports9,13,14 but a few examples are mentioned below.
Stigma. San Bernardino County community
“PrEP is not just a drug you give to
members spoke about the negative perception and
someone to take once a day. It’s
stigma they suffer because of their gender identity,
an ongoing effort to heal daily so
sexuality, or HIV status.9,15 Stigma exists not only
that you can engage in the
at the individual level, but is also in families,
behaviors that will help you
communities, cultures, and religious institutions.
instead of hurt you."
Persistent stigmatization poses a significant barrier
to testing and accessing services. Community
-Gabriel Maldonado, CEO,
engagement efforts suggested that stigma may be
TruEvolution
more prevalent in subgroups in the County due to
a warping of indigenous culture more accepting of
fluid sexualities by religiosity imposed on colonized individuals. Unlearning and healing from
trauma may mean that most interventions have a mental health component as a starting place.
Homophobia. During the Community Caucus event, members discussed the persistent
stereotype of HIV being a “gay disease,” which acts as a further barrier to non-gay identified HIV
positive or at-risk individuals accessing testing, prevention, and other HIV services.9 San
Bernardino County has more high-risk heterosexuals impacted by HIV than the TGA or the
state,6 making stigma a pressing issue in the county. The problem is further compounded by the
dearth of support services for people, particularly men, who identify as straight. One member
shared his experience of finding out he was HIV positive in the emergency room and
subsequently experiencing depression because of his diagnosis.9 The member was linked to
care, however, he could not find support services for straight men that were easily accessible.

Being Unhoused
The San Bernardino Office of Homeless Services 2019 Point-In-Time Homeless Count and
Survey Report resulted in the identification of 2,607 persons who were unhoused on Thursday,
January 24, 2019, a 23.1% increase over 2018.16 Further analysis of the subgroups identified in
the count found that 71.6% of the unhoused were male. In terms of health conditions, 10% of
San Bernardino County
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homeless were mentally ill and 9% were chronic substance users. The count further revealed
that less than 1% were living with HIV but community engagement efforts suggested that HIV
among unhoused individuals is underreported due to HIV stigma.16
Housing shortages. Inland empire community members identified four housing issues that
pose barriers to achieving the county’s EtHE goals:9,15 (1) a shortage of affordable housing, (2)
a shortage of housing vouchers, (3) lack of coordination of housing services (e.g., HOPWA
vouchers are effective for only 2-3 years, but long waitlists prevent swift and responsive housing
assistance), and (4) discriminatory policies and actions. For instance, one San Bernardino
participant shared a story of applying and getting a rental, but once the landlord found out that
they had been homeless due to illness, they were required to increase their deposit to twice
what they were originally quoted adding a considerable barrier.
Housing support. Ongoing support services are needed not only for people to secure housing
but also to maintain housing. Chronic health conditions, mental health disorders, and histories of
trauma can make it difficult to maintain housing. It is well-recognized in the Southern California
counties that supportive housing services and case management are often necessary to help
people maintain and thrive in a stable home,17 including support for paying rent on time and
applying to social benefits or employment opportunities.
Testimony by the Inland Empire Health Plan (IEHP) at the EtHE Community Innovations
Summit highlighted the importance of housing, both to improve health outcomes of PLWH and
to avoid more costly care of these clients in emergency rooms.15 The IEHP is seeking a federal
waiver in order to reimburse housing expenses directly: security deposit, moving expenses and
rent subsidy. Secure housing is a necessary condition for health and well-being, hence the
common mantra "housing is health care." As one Community Caucus participant described,
“People are not going to be worried about their health if they are worried about where they are
going to sleep.”9

Mental Health
There is a dearth of mental health services in San Bernardino County. The people in the County
who need these services the most cannot easily access them. In community engagement
events, PLWH, people experiencing homelessness, and people who use substances were all
noted as having mental health needs, often as a result of experiencing high levels of trauma.
Mental health is closely tied to SDoH, and in San Bernardino County, which does not have an
adequate public transportation system, lack of transportation options, especially for rural
residents, is a major barrier. San Bernardino County is geographically large and mental health
providers are widely and unequally distributed. Mental health was ranked in the top 5 of core
issues of PLWH by the Inland Empire Community Caucus.9

Substance Use
Both San Bernardino and Riverside County community members identified substance use
disorders as a TGA- wide problem in HIV-affected communities. In 2018, San Bernardino
County experienced 106 opioid-related overdose deaths, a 190% increase from 2016; in
addition, the county has witnessed a steady and significant upward trend of deaths attributable
to amphetamine overdose since 2011.18 In addition, in the TGA’s 2014 Needs Assessment,
21.7% of San Bernardino County PLWH reported a need for outpatient substance abuse
San Bernardino County
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services; 17.4% stated a need for either outpatient or inpatient substance abuse services in the
preceding 12 months.5 Similar to mental health, substance use highly impacts priority
populations, often as a result of trauma and structural inequalities. Substance use treatment and
EtHE strategies must go hand in hand to reduce HIV transmission.
Participants expressed a need for harm reduction services for people who use substances.
Community caucus participants mentioned the lack of safe injection sites and syringe exchange
services in the county, especially given the levels of methamphetamine and opioid use in the
County.9 Participants suggested that the County needs a treatment network with low-threshold
access points that employ harm reduction and whole-person care principles. In tandem, a
contingency management or cognitive-behavioral intervention is needed to address
methamphetamine use across the region.19

Community Engagement, Years 2-5
SBCDPH will use Years 2-5 of EtHE implementation to continuously engage community
members in the planning and implementation of services and interventions. Community input
was essential in developing the proposed activities outlined in Section IV: Ending the HIV
Epidemic Plan. Moving forward it will be equally important to keep the Planning Council,
community members, and services providers engaged in dialogue around the most effective
approaches to implementing services. Future engagement strategies will include working
closely with the Planning Council and hosting community forums co-sponsored by SBCDPH and
CBOs. SBCDPH is prepared to develop alternative and innovative engagement methods if
necessary due to COVID-19 or other unanticipated factors. Documentation of all community
engagement meetings and outreach
Exhibit 8. Community engagement priorities, Years 2-5
efforts will be maintained, and
reviewed regularly to ensure they are
achieving the desired engagement of
1 Include additional new voices through
collaborative relationships with CBOs
priority populations.

2 Focusing on workforce development
For Years 2-5, SBCDPH’s community
engagement priorities are including
more new voices through strengthening collaborative relationships with CBOs and focusing on
workforce development, as summarized in Exhibit 8 and described below.
Collaboration with Community-Based Organizations
Many of the communities that have not been reached effectively have a deep-rooted mistrust of
large institutions due to historical discrimination that has not only excluded people but has also
cause extreme harm.20,21 To begin to overcome these barriers, SBCDPH will prioritize
relationships with CBOs grounded in the experiences and cultures of the priority communities.
CBOs have the long-standing trust and rapport with those they serve, which is an invaluable
asset that SBCDPH has yet to fully leverage and learn from. EtHE community engagement
would not be possible without the support of CBOs. SBCDPH and CBO partners will seek
technical assistance to implement best practices and innovative strategies for connecting with
new voices from the priority populations. In addition to continuing to engage the communities
identified in Year 1, SBCDPH will also seek to bring the following new voices to the table:
•
•

People newly diagnosed with HIV
PrEP-eligible persons

•
•

Non-English speakers
Traditional HIV providers

San Bernardino County
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•

People who inject drugs (PWIDs)

•

Others?

In Years 2-5, SBCDPH will work with CBOs to reduce barriers to participating in community
engagement. We plan to hold informal meetings in the field at point of care (e.g., mobile testing
unit van) to engage new voices. These informal meetings may also be held with constituent
organizations, service providers, and non-traditional partners, such as the Sheriff and Probation,
as those unaware of their status may be entering the care continuum from a variety of different
avenues. Hosting events on evenings and weekends or other times when people are not
working, providing free childcare during events, and assisting with transportation through
vouchers or other means are all feasible strategies for increasing participation. As some of
these new voices represent communities that staff have less experience reaching, the County
will consider innovative ways to promote engagement in the planned activities, such as social
media for youth, media campaign targeting Spanish-speakers, family-based interventions, and
partnering with nontraditional partners that have further, or non-governmental, reach into the
community.
One mechanism for strenghtening partnerships with CBOs is through the PS-20-2010
requirement to subcontract 25% of funds to CBOs. SBCDPH strongly supports this requirement
and will develop a request for proposals (RFP) to select orgainzations to implement strategies
funded through both Ryan White and CDC EtHE funds. The RFP will establish criteria for
appllicants related to:
•
•
•
•

Experenice working with and serving one or more of the priority populations or other
margnizaled communities
Knowledge of and ability to apply a health equity framework
Having a workforce or clear plans to develop a workforce reflective of the prirority
populations
Having a culturally and linguistically appropriate workforce, and others.

Community members from the priority populations will have input into the services provided
under this RFP. In the engagement efforts to date, participants suggested using the funds to
hire and train peer navigators to provide PrEP and HIV services across the County.9 Other
options may arise during additional engagement efforts. The RFA will also be an opportunity to
build up the county’s HIV workforce, through providing job opportunities to people from the
priority populations.
The RFP process for the EtHE plan will change the way the SBCDPH does business with
CBOs, to better support them in their EtHE efforts. SBCDPH will incentivize and provide training
on recruiting and hiring people with lived experiences, including people who may not have
completed a formal education. As part of a larger plan to build up the County’s HIV workforce,
SBCDPH will support the CBOs to access staff development opportunities. SBCDPH will also
seek to reduce administrative barriers and burdens, for example, by accelerating the payment of
invoices.

Workforce Development
The success of San Bernardino County’s EtHE plan depends on a highly skilled workforce that
reflects the populations served. Hiring people "from the community" expands culturally
competent service provision, leading to increased ability to reach and serve the priority
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populations, as exemplified by discussions during the Community Caucus. Participants shared
how there was a lack of services and support groups led by peers with whom they could
personally identify.9 They talked about how having peers as PrEP navigators or advocates
creates improved access to services; when hiring these navigators, San Bernardino County will
seek members of the priority populations to fill the roles.
Hiring community members also providing job opportunities and training to people from the
priority communities, helping reduce the stark economic disparities that contribute to HIV risk
and poor health outcomes. Making community hiring a priority shows communities with lived
experience that they are highly valued and needed, helping to break down systemic racism and
discrimination.
The University of California, Riverside (UCR) School of Medicine has an extensive pipeline
program for underrepresented minorities (URMs) to increase diversity in the medical and public
health fields.22 This program is a model, and the TGA will continue to support and develop
similar pipeline programs across the region.
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Section II: Epidemiologic Profile
In 2018, there were approximately 5,558 people living with HIV in San Bernardino County. Of
those, 4,568 (82.2%) people had their infection diagnosed – up from only 74.8% diagnosed in
2016 – and 278 were diagnosed within 2018. Of the people diagnosed in 2018, 145 (59%) were
ages 25 to 44, 156 (56%) were infected through male-to-male sexual contact, and 51 (18%)
were infected through heterosexual contact not typically considered high risk (i.e., not with a
partner who was MSM or injected drugs).4
Exhibits 9 and 10 highlight the age and transmission distribution of new HIV diagnoses in San
Bernardino County in 2018.4
Exhibit 9. Age at Time of Diagnosis, New HIV Diagnoses, San Bernardino County 2018

≥ 55,
9%
45 to 54,
16%
35 to 44,
18%

13 to 24,
23%

25 to 34 ,
34%

Exhibit 10. Mode of Transmission, New HIV Diagnoses, San Bernardino County 2018

Unknown risk,
12%

Transgender
sexual contact
(TGSC), 1%

Heterosexual
contact (Non-HRH),
18%
Male-to-male
sexual contact
(MMSC), 56%

High-risk heterosexual
contact (HRH), 6%
MMSC and IDU,
4% Injection drug use
(IDU), 4%
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Other

Overall, age and gender at diagnosis have remained relatively constant between 2014
and 2018 in San Bernardino County. However, the rates of new infections per 100,000
population have trended notably since 2016 when stratified by race/ethnicity, as can be
seen in Exhibit 11. Specifically, following a sharp rise among Black/African Americans in
2015, the rate of transmission among Black/African Americans, Latinx persons, and white
persons has been steadily rising since 2016, with rates continuing to be substantially higher for
Black/African American than for other ethnic groups. It is important to note that when overall
numbers of individuals in a group are small, sparklines or other trend analyses should be
interpreted with caution.4
Exhibit 11. Rate of Transmission by Race/ethnicity, New HIV Diagnoses, San Bernardino County

New diagnoses are not the only important piece of HIV epidemiology, however. Also key are the
percentages of people linked to care within 30 days, and virally suppressed within six months of
diagnosis. Overall, 65.5% of people diagnosed with HIV in San Bernardino County in 2018 were
linked to care within 30 days of diagnosis, and 50% were virally suppressed within 6 months.
However, there were notable disparities, with people ages 35-44 having considerably worse rates of
linkage to care within 30 days, and people ages 13-24, 35-44, and 55 and older having worse viral
suppression rates (Exhibit 12).4
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Exhibit 12. Linkage to Care (A) and Viral Suppression (B) by Age, San Bernardino County
2018

Similarly, disparities in linkage to care and viral suppression were also seen by race/ethnicity,
with Whites having substantially worse outcomes regarding linkage to care within 30 days and
Black / African Americans having worse outcomes regarding viral suppression within 6 months
compared to Latinx and Asians (Exhibit 13).4

Exhibit 13. Linkage to Care (A) and Viral Suppression (B) by Race/ethnicity, San Bernardino County 2018

Lastly, disparities in linkage to care and viral suppression are also seen by transmission
category, with persons who inject drugs substantially less likely to be linked to care in one
month or achieve viral suppression in six months than the overall county average.4
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Exhibit 14. Linkage to Care and Viral Suppression by Injectable Drug Use, San Bernardino County 2018

65.5%
54.55%

50.0%
36.36%

All

PWID

% Linked to care in 1 month

All

PWID

% Viral suppression in 6 months

In summary, Exhibit 15 provides a few key features of San Bernardino’s County’s HIV epidemic
in 2018.
Exhibit 15. Key features of San Bernardino County’s HIV epidemic (2018)

# of people living with diagnosed HIV

# of new HIV diagnoses

4,568

278

% linked to care within 30 days

% virally suppressed within six months

65.5%

50%
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Section III: Situational Analysis
This Situational Analysis provides a high-level overview of the strengths, needs, gaps, and
barriers related to ending the HIV epidemic in San Bernardino County. It synthesizes
information from the epidemiological profile, community engagement efforts, planning
conversations, and consultations with key partners and stakeholders, both HIV and non-HIV.

Methods
San Bernardino County’s situational analysis consisted of documenting HIV-related community
needs and assets, describing the existing resources to meet those needs (see Appendix X:
Resource Inventory), and identifying gaps that must be filled to fully meet the needs. The
situational analysis methods and data sources are described in Exhibit 16.
Exhibit 16. Methods and data sources used for the County’s situational analysis
Method
Needs assessment
to ascertain needs,
resources, and
service gaps

Review of
secondary data and
reports

Community
engagement and
consultation

Description
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Review of relevant
County and State
plans

Consultation with
key stakeholders

•
•
•
•
•
•

EtHE community engagement efforts
County information on existing services
Getting to Zero Think Tank14
Inland Empire Comprehensive Needs Assessment10
AIDSVu local PrEP estimates23
2018 San Bernardino County Epi Profile4
San Bernardino Community Indicators Report13
San Bernardino County Homeless Count and Survey16
CA Opioid Surveillance Dashboard18
Riverside/San Bernardino TGA HRSA 20-078 Application6
San Bernardino CQM Plan7
CA HIV Surveillance Report24
Inland Empire HIV Planning Council
Service providers
Community members representing the priority populations
disproportionately impacted by HIV
Inland Empire HIV Planning Council Comprehensive HIV Services
Plans1,2
Laying a Foundation for Getting to Zero: California’s Integrated
HIV Surveillance, Prevention, and Care Plan3
EPMP and Work Plan25
SBCDPH staff from all HIV Divisions
Riverside University Health System – Public Health
CDPH
Federal Ryan White Program Staff
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Situational Analysis Snapshot
Exhibit 17. San Bernardino County

Situational Analysis Summary
San Bernardino County, in the inland portion of Southern California,
has an area of 20,053 square miles making it the largest county in
the contiguous United States. The County is part of the Inland
Empire, which is made up of the Riverside, San Bernardino and
Ontario metropolitan statistical areas. Much of the County’s land
(81%) lies outside of the control of County or city governments.
Unincorporated areas are seen in white (Exhibit 17). Only 5% of
land is used for housing, utilities, agriculture, and municipal parks;
13% is used by the military and 82% is vacant. The desert region
comprises 93% of all land area in the County.
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With a population of 2,171,938, it is the 5th most populous County in
California and the 14th most populous in the U.S. The population is
clustered mostly in the West Valley Region.12 Population density in
the county as a whole is 108 persons per square mile versus 3,072 persons per square mile13 in
the Valley Region alone.
The County is culturally diverse with only 31.5% of San Bernardino’s population being
comprised of non-Hispanic whites. B/AAs, Latinx and other race groups comprise 8.4%, 51.1%
and 9% of the population respectively.12 Over 40% of residents speak a language other than
English at home and approximately 21% of all residents are born outside of the U.S.11
According to the U.S. Census Bureau, an estimated 14.9% of residents live in poverty,11 which
is somewhat lower than the TGA as a whole, but a staggering 50.4% of PLWH in the county are
living in poverty.5
The geographic and demographic uniqueness of San Bernardino County represents a mix of
challenges and opportunities for ending the HIV epidemic. The high cost of living in California
has drawn individuals to San Bernardino County in search of less expensive housing.
Homelessness and poverty have been noted as cofactors in HIV risk so the County’s relative
housing affordability should offer an opportunity for lower income individuals to not have to
choose between health care and housing, yet these affordable unincorporated regions are
remote, with little infrastructure, and are considered medically underserved. Less urban density
can offer some protective factors in the spread of certain communicable diseases, but since HIV
is sexually transmitted, the low density is not a significant protective factor. Regional diversity
across San Bernardino is taken into account through the ongoing evaluation of health strategies
and resource distribution across three distinct health planning regions 1) East Valley, 2) West
Valley, and the 3) Desert Region. While there have been some noted successes in local EtHE
efforts, other aspects of the HIV epidemic are worsening in San Bernardino.13
There are eight principal providers of primary medical care for PLWH in San Bernardino County.
They are SBCDPH (via three of its four FQHCs), Jerry L. Pettis Memorial Veterans’ Medical
Center, Kaiser Permanente (private), Loma Linda University Medical Center, AIDS Healthcare
Foundation, Borrego Health, Arrowhead Regional Medical Center, and the Social Action
Community Health System (SACHS), affiliated with Loma Linda University Medical Center.
San Bernardino County
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A number of hopeful trends make this a strategic moment to engage with getting to zero
planning and implementation within the County. Now, and for many years since the
implementation of antiretroviral therapy (ART), deaths have declined and the number of PLWH
has increased. Between 2016 and 2018 there was a 16% increase of the number of PLWH in
the County (from 3,949 to 4,563 cases). Also promising was that between 2014 and 2018 viral
suppression within 6 months, for new HIV cases, increased from 42% percent to 50.0% (Exhibit
18).4 However, if this viral suppression trend continues, it will fall short of 2021 targets that call
for 75% of all newly diagnosed PLWH to be virally suppressed within 6 months.

Situational Analysis Snapshot by Pillar
Diagnose

Exhibit 18. % Virally Suppressed

Among Newly Diagnosed HIV Cases in
There are troubling trends that
San Bernardino County
make this a critical moment to
60%
accelerate EtHE strategies. As
of 2018, an estimated 18% (n=990) of all
50%
HIV cases remain undiagnosed. Since
40%
2011 the annual number of incident HIV
30%
cases increased by 25%.4 MSM, people
20%
under 34, and people of color (B/AA and
Latinx) are affected disproportionately.
10%
Community engagement efforts9 suggest
0%
that stigma continues to be a barrier to HIV
2014
2015
2016
2017
2018
testing and other health seeking behaviors
underlying the persistent discrimination and fear in these communities across San Bernardino.
Fear of being identified as someone who might be at risk can keep individuals from testing. Fear
and stigma can also lead to individuals denying their risk to their medical providers and their
conscious self. Education can be a great equalizer; however, community engagement efforts
also revealed that culturally appropriate HIV information is not reaching the B/AA and Latinx
communities or other at-risk subgroups such as people under 34, PWID, or people experiencing
homelessness.

Treat
Among those newly diagnosed In 2018, 65.5% were linked to care within one month
and 50% achieved viral suppression within 6 months, indicating a need for
substantial efforts to improve linkage and retention. Newly diagnosed B/AA were
less likely than other groups to be linked to care or virally suppressed.4
Poverty is still a major factor affecting the health of PLWH in the County. Thus, despite greater
affordability, a lack of low-income housing and homelessness are still major risk factors for
PLWH and affect their ability to maintain their linkages to health care. Racism, trauma, and
stigma-related stressors lead to an increased incidence of mental illness which can also affect
PLWH’s ability to navigate through the health care system. In 2016 an estimated 36% of all
PLWH had an unmet need for primary HIV care.6 New strategies, and especially new resources,
need to be deployed across the County to end the HIV epidemic in San Bernardino and support
those most negatively impacted by the cost of discrimination.
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Prevent
The emerging epidemic in the County is predominately people of color (79%) and
has more infections attributed to heterosexual contact (24%), cis-gender women
(14%) and injection drug use (IDU) (8%) when compared to the TGA or California as
a whole.4,6 In 2018, B/AA persons made up 17% of new infections, but only 9.4% of the general
population.4,12 Also, Latinx persons comprise 59%, or 3 out 5 of all new infections. By age,
young people under 34 made up more than half of new diagnoses.4
SBCDPH has led recent efforts to improve PrEP utilization throughout the County and TGA6 via
education of PrEP prescribers, PrEP navigators, outreach to priority populations at high risk for
HIV, and training for medical providers who were not screening for HIV or prescribing PrEP;
however there is still much work to do. Current estimates of PrEP utilization12,23 in all areas of
California, including SB, fall short of what is needed to achieve the 2021 goal of 60,000
prescriptions for PrEP across the State.3 As
Exhibit 19: 2021 Target and 2018 Estimated
seen in Exhibit 19, San Bernardino County
PrEP Utilization in San Bernardino and California
lags behind the rest of the state in PrEP
23
Total
Rate
uptake. San Bernardino will have to
Users
(per 100,000)
accelerate uptake of PrEP, especially in
California 2021
communities of color, young people under
60,000
152
24, MSM, at-risk heterosexuals and PWID,
California 2018
27,283
82
to meet EtHE goals.
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Community engagement efforts do suggest
2018
why the epidemic might be affecting more
people of color. Lack of culturally appropriate information, shortages of HIV providers, long waits
for referrals to care, lack of transportation, lack of affordable housing, and the high prevalence
of substance use and other mental health conditions were all raised as significant barriers that
must be addressed in order to achieve progress on EtHE goals.

Respond
SBCDPH’s capacity to coordinate between prevention and HIV surveillance has
been bolstered with CDC's integrated approach facilitated by PS-18-1802. However,
the lack of real-time surveillance data that hampers all counties affects San
Bernardino more dramatically. Needs assessment data6 found that San Bernardino County’s
epidemic is increasing faster than the general population size, which suggests a migration
pattern of PLWH into San Bernardino County who may have been infected and/or diagnosed in
other areas. These cases are not taken into account when distributing funds.6 Compounding
this funding issue are decreases to funding over the years that have left HIV services chronically
under-resourced;10 for example, SBCDPH’s Ryan White Part C EIS funding alone was cut 6.6%
between 2016 and 2018, while new HIV diagnoses increased 21% during the same period.4,5
The Desert and West Valley Regions are critically underserved. Community engagement efforts
documented housing as a fundamental need that may drive PLWH to settle in areas of the
County that have cheaper housing costs but few health services or other vital infrastructure.9
Community engagement efforts further revealed that even in relatively affordable San
Bernardino, people are driven to homelessness through a combination of poverty, mental
health, substance use, and other broader social factors. The chances of maintaining care in a
homeless encampment are very low without intervention, according to homeless PLWH.
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The surveillance team works closely with the State HIV Surveillance Branch on all aspects of
HIV reporting activities, including potential cluster investigations involving San Bernardino
County cases. San Bernardino’s surveillance team has developed supportive and reciprocal
relationships with teams in neighboring counties to address cross-jurisdictional matters.

Summary of Resources and Gaps
Resources and Assets
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Exhibit 20 highlights selected resources and assets that were identified during the process of
the needs assessment activities. SBCDPH has a number of pillar-specific resources and assets
that can be built upon to enhance EtHE goals. SBCDPH currently funds strategic partnerships
with organizations that have links to the B/AA and Latinx at risk subgroups and offer services in
neutral spaces that serve the diversity of communities present in San Bernardino County. These
partnerships can be expanded and linked to additional supportive services like the InnRoads
Project (discussed in more detail later), which focuses on unhoused individuals and will be a
valuable partner for achieving EtHE goals. Community-based HIV testing can be expanded as
well as working to help build and expand testing programs in the major hospitals in San
Bernardino like Arrowhead Regional Medical Center, already a leader in emergency department
testing. Loma Linda University Medical Center is also poised to expand testing and other HIV
services on site and remotely. The end+disparities ECHO Collaborative/CARG has
demonstrated that it can increase viral suppression in a key focus population for SBCDPH:
MSM of color. All of these resources and more will be leveraged to help San Bernardino reach
its EtHE goals.
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•
•
•
•

Regional approach
Public health staff
More supportive administration
Coordination between SBCDPH Surveillance, Prevention, and Care

Community-based Testing. SBCDPH plans to increase testing services to key populations
through community-based testing partners that are poised to expand services and have deep
knowledge about how to serve communities of color. These organizations include AHF, Borrego
Health, FLACC, and TruEvolution.
Emergency Room Testing. Arrowhead Regional Medical Center is currently a leader in
implementing ED testing. Loma Linda University hospital is poised to expand ED based testing
and will be another key partner to reaching EtHE goals in San Bernardino.
Foundation for Rolling Out Rapid Linkage to Care. The HIV Prevention and HIV Care teams
currently facilitate linkage to care connections at SBCDPH FQHCs—the foundation on which
the proposed Rapid StART Initiative will be built. Rapid StART will reduce the time between
diagnosis and ART initiation.
End+Disparities ECHO Collaborative/CARG. The end+Disparities ECHO Collaborative
California Regional Group is a national model aimed at increasing viral suppression in key
populations, strengthening and building local partnerships, and increasing the local quality
improvement capacities of HIV providers and consumers. SBCDPH joined the ECHO
Collaborative to implement these strategies to be focused on the County’s MSM of color. The
model includes in-clinic drill downs of data, process mapping, and flow mapping to target clients
who are not virally suppressed and who had not previously been identified as such through
other mechanisms. This approach is helpful because virally unsuppressed individuals are
“invisible” when looking at quality measures that show overall high rates of viral suppression.
Minority AIDS Initiative Funding. The SBCDPH is allocating money to innovative partners that
have shown they can implement effective strategies. An ongoing MAI-funded program at
TruEvolution offers testing, linkage to care, and early intervention services. The diverse staff
reflects the populations in the County that need services the most: Blacks/African Americans,
Latinx, and trans persons. Their strategies of community-building, outreach, and social
networking are well suited to the suburban and rural areas underserved in San Bernardino
County.
Senate Bill 159. When Senate Bill (SB) 159 went into effect on January 1, 2020, California
became the first state in the nation to authorize pharmacists to furnish a 30- to 60-day supply of
pre-exposure prophylaxis (PrEP) and a complete course of post-exposure prophylaxis (PEP)
without a physician’s prescription. The legislation also prohibits insurance companies from
requiring “step therapy” or prior authorization for anti-retroviral drugs, including PrEP and PEP.
The bill is a key step in California’s work to eliminate HIV. This bill also represents an
opportunity to expand education and partnerships with pharmacies about how they can best
serve key populations in San Bernardino County.
PrEP Initiatives. SBCDPH has a family of baseline PrEP initiatives funded through PS-18-1802
designed to address the lag in PrEP uptake: 1) enhanced collaboration with the SBCDPH
Communicable Disease Section for better referrals to PrEP after STI/HIV exposure; 2)
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facilitation of a new PrEP/PEP navigator collaborative for coordination, training and support; 3)
initiating case conferences using CBA providers as needed to detail and improve PrEP case
outcomes; and 4) promote PrEP using CDC developed materials.
InnROADS. In July 2019, a new and innovative family of programs established a collaboration
to provide outreach and engagement that allows for real-time multi-agency problem solving and
referrals for those experiencing homelessness in San Bernardino County. This project creates a
field-based engagement treatment model that will provide services in the field targeting all
regions of the County. Services include HIV/STI/HCV testing, case management, alcohol and
other drug (AOD) counseling, and mental health services delivered by behavioral health nurses
in coordination with other providers. This multidisciplinary/multi-agency collaboration includes
the SBCDPH HIV Prevention program, Communicable Disease Section (which includes HIV
Surveillance), the Department of Behavioral Health (DBH), Department of Aging and Adult
Services (DAAS), the Sheriff’s Department, and Probation.
Regional Approach. The SBCDPH is the major provider of HIV primary care services in the
County. SBCDPH delivers these services through three geographically distinct sites located in
each of the Health Planning Regions: 1) East Valley, 2) West Valley, and 3) Desert. The
SBCDPH is the Grantee for Ryan White Parts A, B, and C funding to provide HIV primary
medical care and support services to low-income PLWH who have no other resources to pay for
care. The County operates four FQHCs including those in Adelanto, Hesperia, Ontario, and San
Bernardino. The AIDS Health Care Foundation, located in East Valley, is funded through Part A
funds administered by San Bernardino County on behalf of the RSBTGA. The Loma Linda
University Children’s Hospital provides both inpatient and outpatient HIV primary care to
children through the age of 21 years, funded through the California Children’s services. The
Veterans Administration Medical Center is also located in San Bernardino County, providing HIV
primary medical care to veterans living throughout southern California.5 As part of the RSBTGA,
the SBCDPH and Riverside County coordinate with each other to serve clients that may be
receiving care and prevention services in both counties. In addition to direct primary care, the
SBCDPH offers a range of assessment, planning, technical assistance, and training across the
three regions. In 2018, The SBCDPH implemented regional cultural sensitivity trainings in the
FQHCs.
Public Health Staff. SBCDPH staff are engaged in ongoing EtHE-focused work and actively
searching out data on how race, ethnicity, socioeconomic status, substance use, homelessness,
and mental health interact with the HIV epidemic. The recent Getting to Zero Thinktank is an
example of this effort. The SBCDPH works with academic partners and technical assistance
providers locally, statewide, and nationally to learn and share about getting to zero outcomes.
More Supportive Administration. The SBCDPH administration has increased capacity to
support the full functioning of HIV care, prevention, and surveillance using a more coordinated
and integrated approach. The EtHE initiative is an opportunity to increase cross-division
collaboration.
Coordination Between SBCDPH Surveillance, Prevention, and Care. The Prevention team
has developed a more cohesive and collaborative relationship with their Communicable Disease
Section partners responsible for HIV Surveillance activities in the County. This has allowed for
complementary and cooperative procedures related to making connections with syphilis/HIV coinfected individuals for providing partner services and PrEP/PEP navigation. This collaborative
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partnership has grown to more effectively involve our Ryan White Part A Grantee and our Clinic
Operations Section to coordinate our Ending the Epidemic strategy and delivery of more
comprehensive services. The Prevention team works collaboratively with the Surveillance team
to obtain surveillance data to inform local testing efforts, helping the team to target testing
services in largely high prevalence zip codes throughout the County. The Prevention team will
survey new areas with evidence of high risk activity from their LEO system in addition to using
surveillance STI data and data from our year end progress report in order to establish new
testing sites.

Gaps and Challenges

4:Respond

3:Prevent

Exhibit 21: San Bernardino County Gaps and Challenges

2:Treat

1:Diagnose

SBCDPH has a number of pillar-specific challenges and gaps that will need to be addressed in
order to reach EtHE goals. Lag time in linkage to care (LTC) has been a persistent problem that
is fomented by an overall shortage of resources and trained staff. Low PrEP uptake as
compared to all-county averages must also be addressed. Data gaps due to migration of PLWH
into San Bernardino will be addressed though more collaboration across SBCDPH with
surveillance to prevention and care being a driving force of these collaborations. While brick and
mortar facilities do need to be part of the EtHE expansion of activities, mobile services will also
be vital to PWID, homeless, B/AA, Latinx MSM, and at-risk heterosexuals. Gaps and challenges
are summarized in Exhibit 21.

Pillar-Specific
Limits to Health Care Access



Barriers to Collaboration with Prisons/Jails



Shortages of HIV Clinical Providers



Delays for Linkage to Care



Lack of Transportation



High Prevalence of Substance Use and Mental Health Issues



Lack of Evidence Based Practices and Approaches



Low PrEP Initiation



High STI Rates



Barriers to Condom Access




Siloed HIV Services
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Data Gaps
Cross-Pillar
•
•
•
•

Social determinants of health (SDoH)
Organizational barriers and staff turnover
Migratory patterns
Housing and homelessness

Limits to Healthcare Access. Healthcare access in San Bernardino County is impeded by a
lack of providers and services for primary care, mental health, and HIV specialty care. The
county is a designated Health Professional Shortage Area (HPSA). In this services desert,
SBCDPH has become a major provider of HIV care services over three health care planning
areas: 1) East Valley, 2) West Valley and 3) Desert regions. The County directly operates three
FQHCs that provide HIV care – Hesperia, Ontario, and San Bernardino Health Centers – and
most local providers refer their HIV patients to one of these sites. Most of these services are
concentrated in the East Valley, leaving the other areas severely under-resourced. The West
and Desert regions of the County have major gaps in resources and infrastructure. Apart from
these FQHCs, AIDS Healthcare Foundation, Loma Linda University Children’s Hospital, and the
Veterans Administration, there is a dearth of HIV medical care in the County for low-income
PLWH.5
Collaboration with Prisons and Jails. There are intermittent challenges relating to SBCDPH
collaborating with and influencing the HIV prevention and treatment work within prisons and
jails. Staff turnover often influences the timeliness of collaborative efforts. Limited resources are
also a barrier to routine testing. SBCDPH staff meets with jail staff on a regular basis to mitigate
barriers and collectively seek outside funding to accomplish HIV work. However, it should be
noted that there is a need for sustained, ongoing funding for this work, to ensure it is maintained
beyond the limitations of various grant cycles.
HIV Clinical Provider Shortage. In San Bernardino County, there are too few HIV specialty
providers to treat PLWH. Among the few providers in place, many are poised to retire in the
coming years, leaving a gap in the HIV medical workforce. There is an immediate need to train
new providers in HIV subspecialty care and recruit more providers of color to serve the
changing demographics of the epidemic. Training must be offered on a flexible schedule and
deployed over a wide geographical area in order to prevent clinics from closing during regular
business hours and limiting services. Creating a hybrid in-person/online approach might work
best to ensure all regions are served without the need for providers or clients to travel as often.
Linkage to Care. Currently, people newly diagnosed with HIV are experiencing lengthy delays
in being linked to care. Reported linkage to care within 30 days fluctuates and is related to both
the lack of providers and client insurance status. For newly identified clients who are insured it
can be difficult for the team to establish linkage-to-care, as they must see their assigned primary
care provider. For uninsured clients, SBCDPH is able to provide a warm hand-off to one of its
own health centers, however recent staff turnover within the specialty care team has made it
challenging to provide appointments within 10 days. Ryan White data show that while many
clients may not be linked to care within 30 days, most are being linked to care within 3 months.
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Transportation. Transportation has been noted as a barrier to those trying to access services
across the County. San Bernardino spans 20,053 square miles, making it the largest county in
the U.S. by area; similar in size to the state of West Virginia and larger than the state of
Connecticut. The County’s geography is composed of different terrains, including mountains,
valleys, and deserts, making transportation across a large area an issue for residents.
Transportation was cited as a priority by the Consumer Caucus. Services and providers are
spread widely across the County, making it difficult for patients to access these services and
more likely they will fall out of care.
Substance Use and Mental Illness Among PLWH. PLWH are much more likely to experience
mental health or substance use disorders than the general population. PLWH who struggle with
these issues may be more likely to engage in condom-less sex and needle sharing, increasing
the risk of spreading the infection. The 2014 Needs Assessment identified that 25% of all PLWH
used an illicit drug in the past month (including cannabis).10 Harm reduction efforts need to be
put in place to prevent any further HIV infection from injection drug use. Thirty-seven percent
(37%) of HIV program clients, as documented in ARIES, have a need for mental health
services, further showcasing the mental, emotional, and social support that this population
requires. People experiencing homelessness also report high rates of chronic substance use
(20.4%) and mental illness (19.7%).
Evidence Based Practices and Approaches. The current gaps in the County has highlighted
the need for appropriate and specific prevention interventions and strategies that reach at-risk
populations effectively.
Low PrEP Initiation. Despite the strong PrEP efficacy evidence, many at-risk populations are
not initiating PrEP use. Multiple barriers can hinder PrEP uptake, including limitations related to
health insurance coverage, providers failing to discuss HIV with patients, lack of low-barrier
PrEP access services, stigma, and lack of PrEP knowledge. Specific to San Bernardino County,
there is a lack of staffing dedicated to PrEP services and peer navigation. The County would
benefit from using a community health worker model to initiate connections to services such as
testing, PrEP, and care. This model would work well for the at-risk communities of color who
may not feel comfortable accessing standard clinic-based services.
High STI Rates. The rates of STIs in San
Exhibit 22. Comparison of infection rates
Bernardino County have increased from 2010 to
between the general population and PLWH
2016 and the County is within the top 6 of
California’s 61 jurisdictions for the number of
Infection Rates (per 100,00)
reported cases of chlamydia and gonorrhea. HIVGeneral
negative individuals with STIs are more vulnerable to
PLWH
Population
acquiring HIV. It is a missed opportunity when
35.3
6896.6
someone diagnosed with an STI is not tested for HIV. Syphilis
Gonorrhea
157.5
4291.7
In addition, the rates of chlamydia, syphilis,
Chlamydia
535.7
2580.0
gonorrhea, and hepatitis C are higher for PLWH
Chronic HCV
214.1
4291.7
(Exhibit 22). A PLWH in San Bernardino County is
27 times more likely to be infected with gonorrhea
than a person from the general population. The syphilis rate among PLWH is alarmingly high,
and the chancre sore that characterizes syphilis increases the likelihood of HIV transmission.
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Social Determinants of Health. San Bernardino’s HIV epidemic is characterized by a higher
proportion of people of color compared with the epidemics of the TGA and California. Thus,
systemic racism and its effect on health outcomes may be more of a burden for San Bernardino
than in the TGA or in California as a whole. Reducing the HIV epidemic in San Bernardino
county is hampered by social determinants of health (SDOH), which are structural conditions
that communities experience daily. Five SDOH stand out in the County: poverty, education,
unemployment, lack of insurance, and cultural competency.
•
•

•

•

•

Poverty affects half of all PLWH in the County, meaning they are living below 100% of
the federal poverty level.6
Education disparities exist in the County, which plays a role in economic mobility and
well-being. Overall, 18.1% of residents have not completed high school.11 However,
among PLWH in San Bernardino County, that rate is significantly higher at 27.8%.6
Unemployment rates are high in the PLWH population – 70.4% of PLWH in San
Bernardino are unemployed or disabled6 compared with only 10.5% in the County
overall.11 Unemployment and income are noted as significant barriers to prevention and
care in San Bernardino.
Uninsured/underinsured people are less likely to access care. The rates of uninsured
individuals are higher in the County than in the TGA as a whole. Among San Bernardino
County residents 18-64, 19.2% are uninsured11 compared to 15.6% of all TGA
residents.6 The 2014 TGA Needs Assessment revealed that 12.2% of all PLWH in San
Bernardino County were uninsured.10
Cultural competency and language barriers must be addressed, given the increases
in new diagnoses among Latinx MSM in the County. Outreach, information, and services
need to be provided in a culturally and linguistically appropriate manner in order to make
sure all clients are treated with respect and that they have the ability to understand and
participate in their care.

Organizational Barriers and Staff Turnover. There are two main current organizational
challenges within SBCDPH. First, HIV Care Services, Prevention, Surveillance, and the Ryan
White Program are in different divisions within the department and they are physically located in
different buildings. This organizational and physical division creates a delay in the coordination
and planning of HIV activities across the County. Given these circumstances, enhanced
communication and collaboration across divisions are needed to ensure strategies are aligned
and effective. Second, within the SBCDPH a high number of positions will be vacant soon due
to staff retirements. It is necessary to fill those positions with similarly trained and qualified staff.
To achieve this will require additional resources for transition planning and a process for
knowledge transfer.
Migratory Patterns. San Bernardino residents are likely to migrate and relocate between
neighboring counties. Since some areas of the County are adjacent to up to three other
counties, migration between counties is common for residents. Data from the 2014 TGA Needs
Assessment supported these migration trends. Many people are moving from Los Angeles
County to San Bernardino County in the pursuit of cheaper, more affordable housing. However,
migration between counties creates a problem in maintaining up-to-date surveillance data and
poses a problem for residents during their Medi-Cal insurance re-enrollment process. The
Enhanced HIV/AIDS Reporting System (eHARS) does not capture the actual numbers of PLWH
in the County if they were initially reported in another jurisdiction, but then moved to San
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Bernardino County.5 This creates a gap in the data, providing an incomplete picture of the
epidemic and limiting the scope of knowledge required to develop appropriate interventions. For
clients, Medi-Cal regulations pose additional barriers because they must re-enroll each time
they move to another county.
Housing and Homelessness. PLWH identified housing as the number one issue in the 2019
Consumer Caucus.9 Noted in the HRSA 20-078 application is that the loss of housing is linked
to deteriorating health status. High-quality, safe, and affordable housing is needed to make sure
that PLWH can live healthy lives and engage in health-positive behaviors. However, many
people in the County lack housing, forcing them into encampments, onto a friend’s couch, or
into their cars. The 2019 Point in Time Homeless Count Survey identified 2,607 people who are
experiencing homelessness in San Bernardino County. Among that population, 2.2% were
identified as living with HIV, which is likely an undercount;16 in the TGA’s 2014 Needs
Assessment, 14.8% of PLWH reported being homeless.5 PLWH experiencing homelessness are
likely to prioritize daily shelter and food over medical care, and when forced to choose among
priorities, basic needs will nearly always prevail. Therefore, positive health outcomes are
conditional on the County’s ability to meet housing and other basic needs.
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Section IV: Ending the Epidemic Plan
This section provides a detailed overview of the disruptively innovative activities that San
Bernardino County will implement to End the HIV Epidemic in the County by 2024. The
proposed EtHE activities are above and beyond the foundational efforts already in place and are
designed to be directly responsive to the needs and gaps identified in Section III: Situational
Analysis. The proposed EtHE activities are designed to enhance but not duplicate current
programs and services and are inclusive of all disruptively innovative activities, regardless of
funding source.

EtHE Programs and Key Partners
San Bernardino has identified four new innovative efforts that will help propel us toward ending
the HIV epidemic. These efforts will require close partnership with several existing as well as
new partners to be successful. The programs and partners are described below.

Summary of Proposed Programs
•

Rapid Response Team (RRT) and Mobile Clinic. To better meet the needs of populations
not currently being reached effectively, SBCDPH will develop a Rapid Response Team with
an accompanying mobile van. The RRT will use multiple outreach methods, including the
van, to build the County's capacity to bring HIV-related and other critical services to
populations with severe barriers to access, including people who are unhoused and PLWH
living in the high desert areas where there are no care sites. The RRT will also serve PLWH
who are out of care and people who want or need PrEP.
o

o

"Diagnose" pillar services: RRT will provide HIV, HCV, and STI testing. The RRT
will scale up outreach to people of color and MSM under the age of 34, where
new infections are concentrated, in order to diagnose those currently unaware of
their HIV-positive status. Regarding STI diagnosis, there will be a particular focus
on identifying syphilis and rectal gonorrhea cases among MSM.
"Treat" pillar services: The HIV Prevention Team and Peer Educators/Navigators
assigned to the RRT will support re-engagement and retention in HIV medical
care for PLWH in danger of falling out of care and those who have fallen out of
care. RRT will be a key facilitator of the Rapid StART program (see below), with
its capacity to outreach outside the clinic walls to promote timely ART initiation. It
will also follow up with newly diagnosed individuals after their first medical
appointment to encourage treatment adherence and provide retention support.
STD treatment will also be provided through the RRT.

o

"Prevent" pillar services: The RRT will provide peer-based PrEP education,
outreach, and navigation. As part of services for PWID, RRT will also provide
harm reduction services.

o

"Respond" pillar services: Using surveillance data, the RRT will identify partners
of newly-diagnosed individuals and offer testing, linkage to care, linkage to PrEP.
Cross-pillar services: The RRT will develop partnerships with a variety of
community providers, especially those serving the unhoused, to ensure access to
housing assistance, food, and mental health services. Hepatitis A outreach and
education will also be integrated into mobile services.

o
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•

The Rapid StART Initiative will link newly diagnosed PLWH to HIV primary care the day
they are diagnosed and deliver Antiretroviral Therapy (ART) within 72 hours of that
diagnosis. Priority populations for this initiative are B/AA, youth 13-24, women, trans
persons, and PWID. Rapid StART will also be provided as part of the RRT mobile
services and the expanded service for PWID (see below). (Treat)

•

Expand HIV Prevention Services for Persons who Inject Drugs (PWID). This
program will foster partnerships with local harm reduction organizations to provide
information about HIV harm reduction, naloxone, and other services. Through these
trusted community channels, we will support increased access to HIV prevention among
unhoused PWID. (Prevent)

•

Home-based HIV testing mailed to clients, with the State providing the test kits and
SBCDPH staff providing linkage to care and prevention/PrEP referrals. (Diagnose, Treat,
Prevent)

•

The California Regional Quality Group (CARG), in which San Bernardino County
participates, is choosing to align with EtHE initiative by focusing on quality improvement
initiatives for increasing viral suppression rates among MSM of color. (Treat)

•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern
CA Counties. San Bernardino County is participating, along with Los Angeles, Orange,
and Riverside Counties, in a CHIPTS CFR study led by Stephen Shoptaw titled Regional
Response to HIV Eradication Efforts in Southern CA Counties.8 The proposal is the first
effort to build linkages between public health departments, clinicians, researchers,
stakeholders, and communities living with or at risk for HIV to address the HIV epidemic
in Southern California. It aims to support regional data coordination and sharing that
would guide scale-up of large, implementation science projects designed to reduce new
HIV infections across the four counties. This effort has high impact because the four
targeted counties represent about half of the population and half of new HIV cases in
California. Three specific aims are proposed: (1) to identify barriers and facilitators to
HIV surveillance data coordination within the counties (2) to examine techniques for HIV
surveillance to identify “hot spots” to guide allocation of prevention resources and trim
the outbreak; (3) to engage stakeholders and policy makers to scale-up surveillance
tools (such as molecular epidemiology) to control micro-epidemics across the region.
(Respond)

•

A second CHITPS EtHE CFAR project to compare two interventions for increasing
provider skills and capacity to prescribe PrEP—provider detailing/education or peer
comparison (application pending)
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Key Partners
We will work with key partners to complete these proposed programs, including organizations
serving young persons of color, those working in the West Valley or Desert regions, and those
with particular technical expertise. These include:
•

Community-based testing partners. These partners have built long-standing
relationships in the community by providing key services such as harm reduction, food,
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housing referrals, alcohol and other drug counseling, and mental health services. The
RRT will be deployed with these partners to identify partners of newly-diagnosed
individuals and offer testing, linkage to care, and linkage to PrEP.
o
o
o
o
o
o
o
o
o

AIDS Healthcare Foundation
Borrego Community Health Foundation
Foothill AIDS Project
Social Action Community Health System
TruEvolution
Community Health Systems Inc.
Planned Parenthood of the Pacific Southwest
Riverside/San Bernardino County Indian Health Inc.
Sweet Dreams Offender Reentry Program

•

San Bernardino County Homeless Partnership. Housing security increases the
likelihood of treatment adherence. San Bernardino County Homeless Partnership
provides an inclusive and coordinated system of care to all residents who are homeless
or at risk of becoming homeless. The RRT will partner with their Street Outreach and
Engagement Services.

•

Borrego Health. Borrego Health is a Federally Qualified Health Center (FQHC)
providing comprehensive HIV and HCV treatment and care at one location in San
Bernardino County, in an under-served area with a documented need for accessible
medical care. Other services under their Specialty Clinics include PrEP/PEP and
Transgender Health. They also have sites in Riverside and San Diego Counties.

•

Loma Linda Promotores Academy. Loma Linda Promotores Academy trains bilingual
peer navigators. Among the many training topics, trainees receive comprehensive
Behavioral Health training that will prepare them to provide harm-reduction mental health
aid, and understand and apply the foundations of behavior change. Working with this
agency will enhance the County's capacity to offer culturally- and linguistically-competent
services to clients.

•

Inland Empire Harm Reduction. Inland Empire Harm Reduction is a local, communitybased public health project that provides naloxone, education, harm reduction kits, and
access to recovery options to PWID.

•

Hepatitis A Outbreak Response Teams. The SBCDPH Hepatitis A Outbreak
Response Teams are experienced in contact tracing and outbreak investigation among
priority populations including those experiencing homelessness and PWID.

San Bernardino County’s Plan to End the HIV Epidemic
Diagnose
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Proposed Programs and Efforts
Proposed Programs and Partners are described in detail in the EtHE Programs and Key
Partners section beginning on page 37. A list of those related to this pillar is below.
•

Rapid Response Team (RRT) and Mobile Clinic

•

Home-Based HIV Testing

Diagnose: San Bernardino County
Year 1 Activities

Year 2-5 Activities

Strategy 1A. Expand or implement routine opt-out HIV screening in healthcare and other institutional
settings in high prevalence communities
N/A

N/A

Strategy 1B. Develop locally-tailored HIV testing programs to reach persons in non- healthcare
settings
Rapid Response Team and Mobile Clinic
Mobile Clinic
•
Develop and implement protocols in collaboration
with HIV Surveillance Team to assign newly
diagnosed HIV cases.
•
Develop Request for Proposal (RFPs) for Peer
Educators and Mental Health/Case Management
teams to work directly as part of RRT.
•
Train Peer Educators in RRT operating
procedures and HIV basic counseling skills.
•
Hire additional RRT staff as needed (e.g., PrEP
Navigator, nursing personnel)
•
Train staff on DIS and HIV/PrEP Navigation best
practices.
•
RRT will identify partners of newly diagnosed
individuals and offer testing, partner services and
linkage to care; identify syphilis cases and/or rectal
gonorrhea cases, with emphasis on MSM, and
follow up with PrEP education and navigation
services; and follow up with newly diagnosed
individual after first medical appointment for
treatment adherence and retention support.
•
RRT staff will staff the mobile clinic
•
HIV Prevention Team will support re-engagement
and retention in HIV medical care for positives in

•
•

Continue services
Evaluate protocols and services and track
outcomes
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Diagnose: San Bernardino County
Year 1 Activities

Year 2-5 Activities

danger of falling out of care and those who have
fallen out of care.
Mobile Clinic
•
Acquire mobile medical vehicle
•
Operate weekly in each health planning region of
the County and offer rapid HIV, HCV, and STD
(syphilis/GC/CT) testing; hepatitis A vaccination;
dispense medication (STD treatment and/or
PrEP/PEP) per physician order; offer Rapid ART
for confirmed newly diagnosed individuals; offer
PrEP to clients who tested with preliminary
negative results and were assessed to be high-risk

Home-Based HIV Testing
•

Activities TBD

Strategy 1C. Increase at least yearly re-screening of persons at elevated risk for HIV infection per
CDC testing guidelines, in healthcare and non-healthcare settings
N/A

N/A

HIV Workforce Development Needs
Positions
•

HIV / PrEP Navigators. HIV / PrEP Navigators are the primary contacts for linkage and
referrals. They also do STI follow-up, offer partner services, and relink PLWH that have
fallen out of care.

•

Peer Navigators. Peer Navigators with shared identities to the communities they serve
will provide continuous outreach to homeless encampments to provide referrals to the
Mobile Clinic and other needed services. They may also accompany HIV / PrEP
Navigators as they provide direct patient services.

•

Communicable Disease Investigation (CDI) Staff. CDI Staff will be responsible for
collecting and analyzing surveillance data to identify partners of newly-diagnosed HIV
and STI patients for follow-up. CDI Staff will also use surveillance data to identify
potential disease hot spots.

•

HIV Care, Prevention, and Surveillance Training. Anticipated turnover in these
SBCDPH divisions will require training staff to maintain departmental qualifications.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs
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Capacity-Building
When building capacity, San Bernardino County will make special efforts to recruit workforce
mirroring the priority populations demographically, linguistically, and in lived experience in order
to increase our capacity to reach these priority populations
Key Partners
We will work with key partners to complete these proposed programs, including organizations
serving young persons of color, those working in the West Valley or Desert regions, and those
with particular technical expertise. These include:
•

Community-based testing partners

•

San Bernardino County Homeless Partnership

•

Borrego Health

•

Loma Linda Promotores Academy

•

Inland Empire Harm Reduction

•

Hepatitis A Outbreak Response Teams

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.25 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Diagnose: San Bernardino County
Outcome Measure
Data Source
Number of events where HIV testing is bundled with
screening for other conditions relevant to the local
population*†

Records of HIV testing events

Incorporate strategies to rapidly link persons to HIV
medical care and prevention (i.e., PrEP and SSP) in all
non-traditional settings*†

Documentation of strategies utilized

Percent of all persons testing HIV+ in non-traditional test
settings are linked to HIV medical care within 30 days*†

Linkage to care records

Percent of all persons testing HIV- in non-traditional test
settings linked to appropriate prevention services*†

Linkage records

*Rapid Response Team
†Mobile Clinic
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Treat

Proposed Programs and Efforts
Proposed Programs and Partners are described in detail in the EtHE Programs and Key
Partners section beginning on page 37. A list of those related to this pillar is below.
•

Rapid Response Team (RRT) and Mobile Clinic

•

Rapid StART

•

Home-Based HIV Testing

•

Collaboration with California Regional Quality Group (CARG)
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Treat: San Bernardino County
Year 1 Activities

Year 2-5 Activities

Strategy 2A. Ensure rapid linkage to HIV care and antiretroviral therapy (ART) initiation for all persons
with newly diagnosed HIV
Strategy 2B. Support re-engagement and retention in HIV care and treatment adherence, especially for
persons who are not recipients of Ryan White HIV/AIDS Program (RWHAP)
Rapid Response Team and Mobile Clinic
Mobile Clinic
•
Acquire mobile medical vehicle
•
Operate weekly in each health planning region of
the County and offer rapid HIV, HCV, and STD
(syphilis/GC/CT) testing; hepatitis A vaccination;
dispense medication (STD treatment and/or
PrEP/PEP) per physician order; offer Rapid ART
for confirmed newly diagnosed individuals; offer
PrEP to clients who tested with preliminary
negative results and were assessed to be high-risk.

RRT
•
Continue services
•
Evaluate protocols and services and track outcomes

RRT
•
Develop and implement protocols in collaboration
with HIV Surveillance Team to assign newly
diagnosed HIV cases.
•
Develop Request for Proposal (RFPs) for Peer
Educators and Mental Health/Case Management
teams to work directly as part of RRT.
•
Train Peer Educators in RRT operating procedures
and HIV basic counseling skills.
•
Hire additional RRT staff as needed (e.g., PrEP
Navigator, nursing personnel)
•
Train staff on DIS and HIV/PrEP Navigation best
practices.
•
RRT will identify partners of newly diagnosed
individuals and offer testing, partner services and
linkage to care; identify syphilis cases and/or
rectal gonorrhea cases, with emphasis on MSM,
and follow up with PrEP education and navigation
services; and follow up with newly diagnosed
individuals after first medical appointment for
treatment adherence and retention support.
•
RRT staff will staff the mobile clinic
•
HIV Prevention Team will support re-engagement
and retention in HIV medical care for positives in
danger of falling out of care and those who have
fallen out of care.

Rapid StART
•
•
•

Link 90% of newly diagnosed persons to HIV
primary care within 24 hours of diagnosis.
Prescribe ART to 100% of linked newly diagnosed
persons within 72 hours of HIV diagnosis
Provide Patient Transportation eligible patients
to/from medical, dental, and other medical and
support visits

•

•

Continue to provide Rapid StART, lost-to-care reengagement, HIV Prevention referrals and
education, and improve access to care for
PWH.Work to achieve 100% 24-hours linkage
Ongoing evaluation of program efficacy and quality
improvement
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Treat: San Bernardino County
Year 1 Activities
•

•

•

Year 2-5 Activities

Provide Mobile Medical Care to eligible PWH living
in rural/frontier areas of the high desert and other
remote locations in the TGA
Provide in-person linkage and warm-handoffs to
100% of newly diagnosed persons to ensure
linkage to and retention in care.
Establish and execute evaluation activities to
ensure efficacy of adopted methodologies

Home-Based HIV Testing
•

Activities TBD – linkage to care
Collaboration with California Regional Quality Group (CARG)*
Work with regional providers that are part of CARG
to implement quality improvement strategies to
increase viral suppression rates for MSM of color
Participate in CARG meetings and learning
sessions for CARG
Report viral suppression performance data twice a
month, among other responsibilities.

•
•
•

•
•

Continue to participate in CARG
Select and implement new quality improvement
initiatives

* Note: This initiative is part of the HRSA funded end+disparities ECHO Collaborative at the Center for Quality
Improvement & Innovation.

HIV Workforce Development Needs
Positions
•

Peer Educators. Peer educators will provide basic HIV counseling and risk reduction
and prevention education to clients and partners. They may also refer clients for medical
and support services as appropriate.

•

Mental Health/Case Management Team. The mental health team will provide mental
health services and referrals to clients. Case Managers will help to coordinate services
with other members of the treatment and services team, and follow up with newly
diagnosed individuals to provide treatment adherence and retention support.

•

HIV / PrEP Navigators. HIV / PrEP Navigators are the primary contacts for linkage and
referrals. They also do STI follow-up, offer partner services, and relink PLWH that have
fallen out of care.

•

RRT and HIV Counseling Training. We will provide training to peer educators in RRT
operating procedures and HIV basic counseling skills.

•

DIS and HIV / PrEP Navigation Training. We will provide training to ensure that staff
are well equipped to provide disease intervention and PrEP navigation services.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs
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Capacity-Building
When building capacity, San Bernardino County will make special efforts to recruit workforce
mirroring the priority populations demographically, linguistically, and in lived experience in order
to increase our capacity to reach these priority populations.
Key Partners
•

Community-based linkage to care partners

•

San Bernardino County Homeless Partnership

•

Borrego Health

•

Loma Linda Promotores Academy

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.25 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Treat: San Bernardino County
Outcome Measure

Data Source

Number of programs supporting and promoting rapid
linkage and immediate/as soon as possible ART by
providers in non-Ryan White HIV/AIDS Program
facilities*†

Linkage and ART program documentation
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Number of clients provided with case management and
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†Mobile Clinic
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Prevent

Proposed Programs and Efforts
Proposed Programs and Partners are described in detail in the EtHE Programs and Key
Partners section beginning on page 37. A list of those related to this pillar is below.
•

Rapid Response Team (RRT) and Mobile Clinic

•

Expand HIV Prevention Services for persons who Inject Drugs (PWID)

•

Home-Based HIV Testing

•

CHIPTS CFAR Project: Provider PrEP Interventions (application pending)
Prevent: San Bernardino County
Year 1 Activities

Year 2-5 Activities

Strategy 3A. Accelerate efforts to increase PrEP use, particularly for populations with the highest rates
of new HIV diagnoses and low PrEP use among those with indications for PrEP
Rapid Response Team and Mobile Clinic
RRT
•
Develop and implement protocols in collaboration with HIV
Surveillance Team to assign newly diagnosed HIV cases.
•
Develop Request for Proposal (RFPs) for Peer Educators
and Mental Health/Case Management teams to work
directly as part of RRT.
•
Train Peer Educators in RRT operating procedures and
HIV basic counseling skills.
•
Hire additional RRT staff as needed (e.g., PrEP
Navigator, nursing personnel)
•
Train staff on DIS and HIV/PrEP Navigation best
practices.
•
RRT will identify partners of newly diagnosed individuals
and offer testing, partner services and linkage to care;
identify syphilis cases and/or rectal gonorrhea cases,
with emphasis on MSM, and follow up with PrEP
education and navigation services; and follow up with
newly diagnosed individual after first medical appointment
for treatment adherence and retention support.
•
RRT staff will staff the mobile clinic
•
HIV Prevention Team will support re-engagement and
retention in HIV medical care for positives in danger of
falling out of care and those who have fallen out of care.

•
•

Continue services
Evaluate protocols and services and track
outcomes
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Prevent: San Bernardino County
Year 1 Activities

Year 2-5 Activities

Mobile Clinic
•
Acquire mobile medical vehicle
• Operate weekly in each health planning region of the
County and offer rapid HIV, HCV, and STD
(syphilis/GC/CT) testing; hepatitis A vaccination; dispense
medication (STD treatment and/or PrEP/PEP) per
physician order; offer Rapid ART for confirmed newly
diagnosed individuals; offer PrEP to clients who tested
with preliminary negative results and were assessed to
be high-risk.

CHIPTS CFAR Project: Provider PrEP Interventions
•

Application pending

Home-Based HIV Testing
Activities TBD – PrEP referrals

•

Strategy 3B. Increase availability, use, and access to and quality of comprehensive syringe services
programs (SSPs)
Expand HIV Prevention Services for persons who Inject Drugs (PWID)
•

•
•

Develop partnerships with Inland Empire Harm Reduction
and similar community based groups working with
injecting drug users.
Develop a plan and timeline to increase awareness of
services targeting injecting drug users.
Work with existing Department hepatitis A outbreak
response teams to provide homeless with information on
HIV harm reduction, naloxone, and other services.

•

Evaluate services and track outcomes

HIV Workforce Development Needs
Positions
•

HIV / PrEP Navigators. HIV / PrEP Navigators are the primary contacts for linkage and
referrals. They also do STI follow-up, offer partner services, and relink PLWH that have
fallen out of care. The PrEP Navigators will foster partnerships with local organizations
and work with them to provide information to PWID.

•

Peer Educators. Peer educators will provide basic HIV counseling and risk reduction
and prevention education to clients and partners. They may also refer clients for medical
and support services as appropriate.

•

Mental Health/Case Management Team. The mental health team will provide mental
health services and referrals to clients. Case Managers will help to coordinate services
with other members of the treatment and services team, and follow up with newly
diagnosed individuals to provide treatment adherence and retention support.
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•

PrEP Navigation Training. We will provide training to ensure that staff are well
equipped to rapidly evaluate HIV- persons can be rapidly evaluated for PrEP and started
on it, regardless of where they are seen.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
When building capacity, San Bernardino County will make special efforts to recruit workforce
mirroring the priority populations demographically, linguistically, and in lived experience in order
to increase our capacity to reach these priority populations. Provider education programs will
build provider skills and capacity for linking HIV clients to care, and follow-up technical
assistance will help ensure implementation.
Key Partners
•

Inland Empire Harm Reduction

•

Hepatitis A Outbreak Response Teams

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.25 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Prevent: San Bernardino County
Outcome Measure

Data Source

Number of HIV-negative clients who are screened for
PrEP*†

Patient charts

Number and percentage of HIV-negative clients with
indications for PrEP who are linked to PrEP*†

Patient charts

Number of persons prescribed PrEP among those with
indications for PrEP*†

Patient charts

Number and percentage of SSPs offering standard
services#

SSP records

Number and percentage of SSPs with direct provision
of or formal active referral arrangements to infectious
disease prevention, detection, care, and treatment#

SSP records

Number and percentage of SSPs with direct provision
of or formal active referral arrangements to substance
use disorder care and treatment#

SSP records

Number and percentage of SSPs with direct provision
of or formal active referral arrangements to essential
support services#

SSP records

*Rapid Response Team
†Mobile Clinic
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#Expand HIV Prevention Services to PWID
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Respond

Proposed Programs and Efforts
Proposed Programs and Partners are described in detail in the EtHE Programs and Key
Partners section beginning on page 37. A list of those related to this pillar is below.
•

Rapid Response Team (RRT) and Mobile Clinic

•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern CA
Counties.
Respond: San Bernardino County
Year 1 Activities

Year 2-5 Activities

Strategy 4A. Develop partnerships, processes, data systems, and policies to facilitate robust, real-time
cluster detection and response
•

CHIPTS CFAR Project: Regional Response to HIV Eradication Efforts in Southern CA Counties
Collaborate with CHIPTS on regional efforts to end the
• Continue to collaborate with CHIPTS and
HIV epidemic through use of innovative HIV
surveillance-based strategies

implement identified strategies

Strategy 4B. Investigate and intervene in networks with active transmission
Rapid Response Team and Mobile Clinic
•

•

•
•
•
•

Develop and implement protocols in collaboration with
HIV Surveillance Team to assign newly diagnosed HIV
cases.
Develop Request for Proposal (RFPs) for Peer Educators
and Mental Health/Case Management teams to work
directly as part of RRT.
Train Peer Educators in RRT operating procedures and
HIV basic counseling skills.
Hire additional RRT staff as needed (e.g., PrEP
Navigator, nursing personnel)
Train staff on DIS and HIV/PrEP Navigation best
practices.
RRT will identify partners of newly diagnosed individuals
and offer testing, partner services and linkage to care;
identify syphilis cases and/or rectal gonorrhea cases, with
emphasis on MSM, and follow up with PrEP education
and navigation services; and follow up with newly

•
•

Continue services
Evaluate protocols and service outcomes
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Respond: San Bernardino County
Year 1 Activities

•
•

Year 2-5 Activities

diagnosed individual after first medical appointment for
treatment adherence and retention support.
RRT staff will staff the mobile clinic
HIV Prevention Team will support re-engagement and
retention in HIV medical care for positives in danger of
falling out of care and those who have fallen out of care.

Strategy 4C. Identify and address gaps in programs and services revealed by cluster detection and
response
N/A

N/A

HIV Workforce Development Needs
Positions
•

Office Assistant (OA). The OA will support logistics and data entry/management

•

Case Identification Training. We will provide additional training to all surveillance
CDSs in working with providers to identify patients with new HIV diagnoses and referral
of those patients to case managers.

•

Mental Health Staffing to Support the Workforce. Mitigate employee burnout by
providing mental health support to all staff working in HIV programs

Capacity-Building
•
•
•

DIS training
Continued collaboration with CDS surveillance team
Strengthen regional collaboration with neighboring counties

Key Partners
•
•
•
•

SBCDPH CDS surveillance team
SBCDPH Ryan White D2C data
Foothills AIDS Project
Neighboring County PH Depts

Monitoring and Evaluation
The table below describes the outcome measures and data sources. Further detail is provided
in the Evaluation and Performance Measurement Plan.25 Targets will be determined in
coordination with CDC as the EPMP is finalized.
Respond: San Bernardino County
Outcome Measure
Data Source
Cluster data is reviewed and prioritized, response is
guided and reviewed, procedures are modified to
improve responses

Reports of committee and community meetings, after
action review meetings
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Percent of all persons with diagnosed HIV infection are
entered into the local surveillance system within <30
days of date of diagnosis

Surveillance system

Percent of laboratory results are entered into the
surveillance system < 14 days after specimen collection

Surveillance system

A data system is developed to rapidly analyze,
integrate, visualize, and share data in real time

Data system documentation

A flexible funding mechanism is developed to allow
reallocation of resources for a response within one
month

Funding mechanism documentation

Implementation of methods to understand the entire
network, including people with diagnosed HIV,
undiagnosed HIV, or at high risk for HIV infection

Methodology documentation

Processes and mechanisms are developed to ensure
appropriate prevention activities, such as testing,
retesting, and PrEP referral, for people in cluster
networks

Documentation of processes and mechanisms

Data analysis and response results for clusters of
concern are reported to CDC until investigation and
intervention activities are closed

Documentation of submission
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Section V: Concurrence

Commented [A30]: Facente to update once
concurrence happens

San Bernardino County Public Health Department will seek concurrence from the Inland Empire
HIV Planning council (IEHPC). The IEHPC is comprised of consumers, providers, community
members, Public Health staff, and academic partners. It covers the geographic region
(Transitional Grant Area – TGA) of both Riverside and San Bernardino Counties, with the cochair transitioning between County Health Officers on an annual basis. They meet every other
month, and this topic will be covered at one or more of those meetings. The mission of the
IEHPC is 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. A detailed concurrence timeline and plan will be
completed in consultation with the IEHPC and will be consistent with the CDC 19-1906
guidance.
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Appendix X: Resource Inventory
Exhibit X lists the services and programs currently available in San Bernardino County along
with their funding sources.
Exhibit X: San Bernardino County Baseline HIV Activities
•
•
•
•
•
•
•

Routine opt-out HIV testing program at SBCDPH FQHC’s, the County Medical Center
Emergency Room, and efforts to re-establish HIV testing at SBC jails i
Targeted outreach to link high priority populations to testing i

Expanded partner services to support linkage of partners to testing i

HIV testing planning with law enforcement and other key stakeholders i
Rapid HIV/HCV testing to priority populations via mobile van outreach in non-clinical
settings i

Community and court-ordered classes on HIV prevention, testing, care, and treatment i
Testing at community-based organizations (CBOs) i

•

STD Awareness Month Media Campaigns to increase testing and linkage to care i

•
•

Expanded partner services to support linkage of partners to care i
Linkage to care system that identifies newly diagnosed PLWH and refers to a medical
provider within 30 days, with confirmation of linkage to care i
Regular meetings with care and surveillance teams to support linkage to and retention in
care i

•
•
•
•
•
•
•

•

•

Train PrEP navigators to assist with linkage to care and insurance i

Identification of people who have fallen out of HIV care in ARIES ii

Retention in Care and MAI outreach team field visits to re-engage people in care iii
STD Awareness Month Media Campaigns to increase testing and linkage to care i

Outreach services to link populations in areas of high HIV incidence to care iii
Core care and treatment services (primary care, early intervention services, medical case
management, mental health and outpatient substance use services, oral health care,
medical nutrition therapy, home and community-based health services) ii,iv
Support services (housing, medical transportation, food bank/home-delivered meals, case
management, emergency financial assistance, psychosocial support, residential
substance use services) ii
AIDS Drug Assistance Program (ADAP)

Funded partners: Desert AIDS Project ii, Foothill AIDS Project ii, iii, AIDS Healthcare Foundation ii,

TruEvolution iii, Borrego Community Health Foundation iii, Social Action Community Health
Systems ii
•
•
•
•
•
•
•
•

Education of PrEP prescribers and PrEP navigators i
Linkage of HIV-negative individuals with STD/HIV exposure and other high-risk
populations to PrEP services i
Expanded partner services to support linkage of partners to PrEP i

Promote PrEP information and awareness to community via social media i
Promote PrEP information and education of screening guidelines to primary care
providers via toolkits and detailing sessions i
Education of pharmacies and substance use facilities on non-prescription syringe sales i
Community assessment on expanding syringe access i
Non-prescription pharmacy syringe sales

San Bernardino County
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Ending the HIV Epidemic | CDC 19-1906
•

Communication with local law enforcement to discuss syringe possession laws specific to
HIV prevention or care services specific to PWID i

•

Distribute condoms through partnerships with local venues i

•
•

Use of HIV surveillance data to determine focus of HIV testing locations i
Use of HIV surveillance data to identify candidates for partner services i

Note: Additional resources for HIV services that cannot be quantified or broken down by pillar include Medi-Cal,
Medicare, Veterans Administration, and 3rd party reimbursement
i CDC PS-18-1802
ii HRSA Ryan White Part A
iii HRSA Ryan White Part B (incl MAI)
iv HRSA Ryan White Part C
v County GF (need to add if relevant)

San Bernardino County
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Undated 6/12/2020
IEHPC Draft Motion to support and concur with the Riverside and San
Bernardino Counties Ending the HIV Epidemic Plans:
Whereas, Riverside and San Bernardino Counties (the Counties) have
embarked on a year-long process of planning to accelerate getting to zero
new HIV infections, zero HIV-related deaths and zero HIV stigma; and
Whereas, the Counties acknowledge the need for separate plans and
funding for each County given the differences in the epidemic, and the need
to continue cross-county coordination; and,
Whereas, the Counties have made a best effort of getting community input
in the most challenging of circumstances given the COVID-19 response; and
Whereas, the Counties have reviewed the most recent epidemiological data,
and have chosen to focus on key populations for whom the existing HIV
prevention and care services are not sufficient; and
Whereas, the Counties have chosen a set of interventions to expand services
to populations and regions in the Inland Empire TGA where few services
currently exist; and
Whereas, the Counties have written these plans to be responsive to the
CDC’s requirements, garnering their commitment of a funding floor of over
2 million dollars each year (contingent on performance) for the next 5 years
for critical HIV work in the Inland Empire TGA; and
Whereas, community engagement will be a vital part of implementation of
this plan for the next 5 years; and
Whereas, these plans are living documents that will continue to be
improved through implementation.
Now, therefore let it be resolved that we the IEHPC support and concur with
these plans and agree to be a partner in their ongoing review and
implementation.
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•
•
•

PSRA Process Approved by Board of Supervisors
2018 PSRA Allocations
Conflict of Interest

•

Provider Conflict of Interest
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List of Service Categories with Matching Color Card

CORE
MEDICAL SERVICES

SUPPORT
MEDICAL SERVICES

1.
2.
3.

AIDS PHARMACEUTICAL ASSISTANCE
EARLY INTERVENTION SERVICES (EIS)
HEALTH INSURANCE PREMIUM AND COST
SHARING ASSISTANCE FOR LOW-INCOME
INDIVIDUALS
4. HOME AND COMMUNITY-BASED HEALTH
SERVICES
5. HOME HEALTH CARE
6. HOSPICE
7. MEDICAL CASE MANAGEMENT,
INCLUDING TREATMENT ADHERENCE
SERVICES
8. MEDICAL NUTRITION THERAPY
9. MENTAL HEALTH
10. ORAL HEALTH CARE
11. OUTPATIENT/AMBULATORY HEALTH
SERVICES
12. SUBSTANCE ABUSE OUTPATIENT CARE
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1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
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CHILD CARE SERVICES
EMERGENCY FINANCIAL ASSISTANCE
FOOD BANK/HOME DELIEVERED MEALS
HEALTH EDUCATION/RISK REDUCTION
HOUSING
LEGAL SERVICES
MEDICAL TRANSPORTATION
NON-MEDICAL CASE MANAGEMENT SERVICES
OTHER PROFESSIONAL SERVICES
OUTREACH SERVICES
PERMANENCY PLANNING
PYSCHOSOCIAL SUPPORT SERVICES
REFERRAL FOR HEALTH CARE AND
SUPPORT SERVICES
REHABILITATION SERVICES
RESPITE CARE
SUBSTANCE ABUSE SERVICES (RESIDENTIAL)

Voting with Priority Setting Card (Sample)

Before Voting

After Voting

Housing

Space for Service Category Label

REMEMBER TO:

 Place a check mark (✓) next to the information that helped to form your vote. You can place more than one checkmark
per Priority Setting Card;
 Remember to place the Service Category Label on the correct “colored” Priority Setting Card. Reference the “List of
Services & Respective Card Color” Diagram; and
 The top left corner of the Priority Setting Card indicates how many points you are allotting a service category.
Remember: #1=5pt, #2=4pt, #3=3pt, #4=2pt, #5=1pt
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Ryan White Program (RWP)
Conflict of Interest Guidelines
Inland Empire HIV Planning Council (IEHPC)
Riverside/San Bernardino, CA Transitional Grant Area (TGA) PR
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS
PURPOSE

This Priority Setting and Resource Allocation (PS&RA) Process is designed to engage all Planning Council
(PC) members in PS&RA and in the development of directives to the Ryan White Program (RWP).

POLICY

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

DEFINITIONS

A. Priorities: List of service categories, in order of importance, eligible PRINCIPLES AND CRITERIA for
funding in the Riverside/San Bernardino, CA TGA.
B. Directives: How best to meet each priority and additional factors that the RWP should consider in
allocating funds (e.g. service interventions, subpopulations, service areas, organization
characteristics).
C. Allocations: Determination of the percentage or amount of dollars to be allocated to each prioritized
service category.

PRINCIPLES
AND
CRITERIA

A. Priorities and allocations are data-based. Decisions are based on the data, not on personal.
preferences. PC members are required to participate in the data presentation sessions prior to priority
setting and resource allocations.
B. Conflicts of interest are stated and managed. PC members must state areas of conflict according to
the San Bernardino County Board of Supervisors-approved Conflict of Interest Guidelines. They cannot
participate in open discussions or votes on service categories in which they have a conflict.
C. The data provides the basis for changes in priorities or allocations from the previous year. The data
indicates changes in service needs/gaps and availability based on information from the various data
sources. Each PC member makes his/her own assessment based on the data presentation sessions.
D. Needs of specific populations and geographic areas are an integral part of the discussion in the data
presentations and the decision making. They may also lead to directives to the RWP on how best to
Meet priorities.
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Ryan White Program (RWP)
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PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS

PS&RA STEPS A. Only PC members who have participated in the data presentations and have voting privileges (i.e.,
Board of Supervisor-appointed members) may take part. PS&RA PROCESS
B. All members of the public and any PC member who are not eligible to participate in the process must
sit in the public gallery.
C. PC Support Staff and/or an independent third party will facilitate the PS&RA portion of the meeting.
D. A quorum of the full PC membership must take part in the presentation of data and be present for
the entire PS&RA process. Once a quorum is established1 PC Support Staff will document all yeas,
nays, and abstentions by name. Members who must abstain as a result of conflict of interest will be
counted as abstentions.
PS&RA

A. Priority Setting Process
Note: The priority setting process should consider services needed to be provided and/or support a
continuum of care, regardless of how these services are being funded and the extent of unmet
demand for these services.
1. The list of HRSA fundable service categories (core and support) and the definitions of these
services will be presented to the PC.
2. Priority Setting Cards (See sample at the end of this procedure)
i. Each PC member will be given 1 O index cards, five for core medical services and five for
support services.
ii. The cards will be labeled "#1 =5 points," "#2=4 points" and so on through to "#5=1 point."
iii. PC members will also be given preprinted labels listing the fundable core medical and
support service categories.
3. Choosing Service Categories
i. PC members will affix the labels showing what they have identified are the top 5 coremedical-service categories and the top 5 support-service categories to the cards in order of
importance or priority. The most important category's label should be placed on the #1
card; it will receive 5 points. The label for the second-most-important category should be
placed on the #2 card, which will give it 4 points. The label for the least-important category
should be placed on the #5 card, giving that category 1 point. fi.
ii. PC members may not vote for the same category more than once.
iii. Services for which the labels are not placed on any card will be given no points. There will be
labels left over after voting has finished.
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4. Data Sources
i. In making decisions. PC members should rely on the priority-setting data presentations.
ii. After affixing a certain category's label to a card, PC members will mark the data source(s)
used in deciding how to prioritize that category.
5. Directives
i. PC members may also include further instruction to the RWP regarding how best to meet
each priority and indicate additional factors the RWP should consider in allocating funds to
the prioritized service (e.g. service interventions, subpopulations, service areas, organization
characteristics).
ii. The IEHPC's Planning Committee has overall responsibility for the development of directives
to be submitted to the PC for approval. iii. Prior to the annual PS&RA process, the Planning
Committee will annually review, revise and/or delete existing directives.
a. The Planning Committee will complete the revision of existing directives and submit
them to the full PC for approval.
iv. During the PS&RA Summit, PC members will set aside time to develop additional directives
to guide service delivery based upon identified needs, barriers, and/or other emerging
issues or challenges that are facing the TGA. This will occur after the data for the
priority setting process has been presented to PC members.
a. In a large group, PC members will brainstorm a list of challenges that emerged through
the data presentations (e.g., barriers to care, legislative changes, etc.).
1. PC members will refine the list (e.g., eliminate redundant or similar areas).
2. The final list of challenges/problems will provide the starting point for the
development of new directives. 3. If no problems or challenges are identified, the PC
will not develop any additional directives to guide service delivery. The approved
slate of revised directives will guide the Ryan White Program in the upcoming
program year.
b. If additional challenges/problems are identified, PC members will break into small
groups of 4-6 members during the PS&RA Summit.
c. Each small workgroup will select one or more of the challenges/problem areas identified
on the final brainstorm list.
1. To maximize time, no two workgroups will work on the same challenge/problem
area.
d. Each workgroup will utilize the Directive Worksheet as a tool to assist in the writing of
each directive. Only one worksheet may be used for each directive written.
1. Being as specific as possible, the workgroup will clarify the challenge/problem area
identified. For example, a specific population or subpopulation is underrepresented
in Ryan White medical care or other service category.
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2. Once clarified, the workgroup will identify the data or evidence that supports the
selection. For example, the Ryan White utilization data reveals that a specific
population is underrepresented in Ryan White medical care as compared to their
representation in the TGA; no other data suggests that the population is accessing
medical care through other resources at a higher rate.
3. The workgroup will write a draft directive that will improve service delivery in a way
that addresses the problem.
4. The workgroup will lastly identify any other issues that need to be considered if
applicable.
e. Once draft directives are completed, each workgroup will present the proposed
directive to the large group.
1. The large group of PC members will provide feedback on the draft directive.
2. The PC will discuss the feedback and determine if the directive needs to be revised
to incorporate the feedback.
3. The PC will revise the proposed directive if needed.
f. After the presentation of proposed directives, the PC will vote on the slate of proposed
directives in total
v. Support Staff will forward the approved slate of directives to the Ryan White Program
Office. The Ryan White Program will be responsible for implementing these directives into
the delivery of Ryan White-funded services.
6. Aggregating the Votes
i. PC Support Staff will collect the cards.
ii. PC Support Staff will tally the votes, giving each #1 card 5 points, each #2 card 4 points, each
#3 card 3 points, each #4 card 2 points, and each #5 card 1 point.
iii. The service category with the highest total number of points is ranked number
1; The service category with the second highest score is ranked 2; and so on.
iv. All service categories receiving a vote are ranked and placed on the list of categories
to consider for funding. Service categories not voted for on any cards will receive no points
and will not be considered for funding.
v. PC Support Staff and/or the facilitator will present the ranked list of selected service
categories.
vi. In addition to tallying the total number of votes per category Support Staff will list the
breakdown of the number of members that voted for each point value.
vii. The Facilitator will then entertain discussion from members specifically for categories where
there is a noticeable imbalance in votes. vii. Once complete, the full PC will approve the
ranked list of prioritized categories.
B. Resource Allocations Process
1. Funding Scenarios
i Allocations for the upcoming year will be based on a minimum of two
funding scenarios: a decrease and an increase of the current year's funding. i Increases to
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REVISIONS TO
PSRA

134

funding for categories should not exceed the total of service gap analysis and unmet need
estimates. Further, projections for a portion of the population of individuals previously
unaware of their HIV positive status for that service should be considered.
2. Allocations
i. Prior to discussion and any vote, all PC members who have conflicts of interest in that
category will be identified and be required to abstain from discussion and voting (see
Monitoring of Conflict of Interest below).
ii. Each category will be determined independently on a line-by-line basis, beginning with the
top priority.
iii. At the beginning of the discussion for each service category's funding, the RWP and PC
Support Staff may provide Allocations recommendations based on analysis of service gaps
and other relevant data.
iv. Eligible, non-conflicted PC members will be able to discuss any data previously provided
during a data presentation and ask questions of the RWP and/or PC Support Staff. However,
no PC member is allowed to offer any new unsupported or anecdotal data for consideration.
v. Allocations will continue through the list of prioritized services until a set of completed
allocations is reached for each of the scenarios, Not all prioritized categories need to be
funded.
vi. Once complete, the full PC will approve the prioritized service categories and allocations for
submission to the RWP
3. Monitoring Conflict of Interest
i. All PC members will have "name tents'' that indicate the service categories for which they
have a conflict.
ii. All PC members will be expected to self-monitor and declare conflicts before discussion
begins on an issue.
iii. All PC members are expected to remove themselves from discussions and votes when they
are conflicted.
iv. When a PC member identifies to the Chair that another member is conflicted, the Co-chairs
will confer to determine whether a conflict exists as defined in these Guidelines. If the cochairs determine that a conflict exists, the conflicted member will be asked to remove
him/herself from the process. If the member refuses, PC Support Staff will log this in the
record of the proceedings.
v. Non-conflicted PC members will not be eligible to submit responses to the requests for
proposals or other bidding processes that result from the allocations determined during the
PS&RA process in which they participated.
The process described above cannot be revised, altered, or otherwise changed, except through the
following process:
A. Written evaluations will be used for each of the meetings - (the training, data presentations, and
PS&RA meeting).
B. PC Support Staff will collect the evaluations and forward the information to the PS&RA
Committee for review.
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C. The PS&RA Committee will review the evaluations and identify desired changes for the following
year.
D. The PC will review the process annually, prior to the PS&RA and submit written
recommendations for revision to the DPH, Ryan White Program office.
E. These recommendations will be reviewed for compliance with HRSA, Ryan White legislation and
other applicable requirements.
F. Once reviewed, these will be forwarded for approval by the DPH Director.
G. The DPH will respond in writing to the PC within 120 days of receipt of a request for revision.
H. The DPH Director will determine compliance with all applicable requirements and, if it is
determined that the recommendations comply, they will be submitted to the Board of
Supervisors for approval

Priority Setting Card (Sample)
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Ryan White Part A and MAI
2020/2021 Priorities and Allocations
PART A
Service Categories (priority order)

$Dollars

% of
Total

MAI
$Dollars

% of Total

Core Services
Amount
Percent Amount
Percent
New
Early Intervention Services
($
468,000)
7.33% ($
448,000)
100% ($ 504,000)
Medical Case Management
($
850,000) 13.32%
750,000
Mental Health Services
($
461,000)
7.22%
461,000
Oral Health
($ 1,150,000) 18.02%
1,300,000
Outpatient/Ambulatory Health Services ($
379,000)
5.94%
450,000
Substance Abuse (Outpatient Care)
($
379,000)
5.94%
300,000
Medical Nutriition Therapy
($
166,000)
2.60%
100,000
Home Health
($
- )
0.00%
0
Health Insurance Premium and Cost Sharing
($ Assistance
- ) for 0.00%
Low-Income
0
Home and Community Based Services ($
123,000)
1.93%
100,000

Total Core Services ($ 3,976,000) 62.30%
Support Services
Housing
($
280,000)
4.39%
Medical Transportation
($
444,000)
6.96%
Food Bank/Home Delievered Meals
($
542,000)
8.49%
Non-Medical Case Management
($
947,000) 14.84%
Emergency Financial Assistance
($
38,000)
0.60%
Psychosocial Support
($
155,000)
2.43%
Health Education /Risk Reduction
($
- )
0.00%
Referral for Healthcare and Support Services
($
- )
0.00%
Substance Abuse (Residential)
($
- )
0.00%
Total Support Services ($ 2,406,000) 37.70%
Totals
($ 6,382,000) Services ($

($ 3,965,000)

-

)
Remaining

280

325,000
500,000
542,000
800,000
(
75,000)
175,000
0
0
0
($ 2,417,000)
($ 6,382,000)
6,382,000
(0)

% of
Total

Total Part A & MAI Target

New
($6,382,000) Total Part A & MAI
7.90% ($ 448,000) ($
6,830,000)
11.75%
7.22%
Balance
20.37%
7.05%
4.70%
1.57%
62% Core
0.00%
38% Support
0.00%
1.57%

Target

62.13%
5.09%
7.83%
8.49%
12.54%
1.18%
2.74%
0.00%
0.00%
0.00%
37.87%
Services
100.00%

281

2020 DIRECTIVE
PROCESS
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Development of Directives

Ryan White Program (RWP)
Inland Empire HIV Planning Council (IEHPC)
Riverside/San Bernardino, CA Transitional Grant Area (TGA)
PRIORITY SETTING AND RESOURCE ALLOCATIONS PROCESS

A.5 DIRECTIVES
Planning Council members are instructed to set aside time during the Summit to develop new
directives that will guide service delivery based upon identified needs, barriers, and/or other
emerging issues or challenges that are facing the TGA. The Directive’s Workshop occurs after all
data for the priority setting process has been presented to PC members.
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Directive Worksheet
Define the Problem: (State a current problem that the TGA is having in the delivery of services to PLWHA)

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

Data that supports this Problem: (List data resources)

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

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

Please Use Only 0ne Worksheet for Each Directive Developed
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Planning Council Directive Status
Updated, September 27, 2018

IEHPC Approved

Directive

Activity

Status

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

Implemented and Ongoing

2010

Utilize the “Bridge” program as the model for targeting the HIV+ population who are
not in care (unmet need) without excluding the HIV
unaware population.

Implemented and Ongoing

COMPLETE

2011

EIS Directive: Identify the unaware women of color in the TGA in order to improve
Implemented and Ongoing
healthcare.

COMPLETE

2011

EIS: Emphasize testing, stigma reduction messaging, and target the unaware MAI
eligible and out of care consumers through Public Service Announcements and local Implemented and Ongoing
media awareness.

COMPLETE

2010

1.

2012

2.
3.

2012
2015‐16

2.

Improve health outcomes by 5% among newly diagnosed (diagnosed within the
last 24 months) African American women in the TGA with emphasis on service
areas 4, 5, and 6, whose baseline health outcomes are poor (as defined in No.
3).
The monitoring report should also observe and note individuals that maintain
positive health outcomes over the measurement period.
Positive health outcomes are defined by CD4 levels above 200 and Viral Load
Counts below 50K
The monitoring report should also observe and note individuals that maintain
positive health outcomes over the measurement period.

2015‐16

139

Implemented and Ongoing

COMPLETE

Posters have been distributed.

COMPLETE

Food Directive: Increase the Food Voucher to $50.00 for consumers throughout the
Implemented and Ongoing
TGA, by March 2016.
Transportation directive: to increase gas cards to four (4) up to $40 per month.
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COMPLETE

Implemented and Ongoing

COMPLETE
COMPLETE

Planning Council Directive Status
IEHPC Approved
2017

2017

2017

2017

2017

Directive

Activity

Improve health outcomes by 70% among African American PLWAs in the TGA. AA Committee will monitor and request a
are more severely affected by HIV/AIDS than any other group in the United States. baseline be developed from Ryan White
Program and/or EPI from Riverside/San
Bernardino Counties. Then will compare
with Care Plan to determine if a Directive
is applicable. Empowerment is planning a
Town Hall Mtg for 8/2018 addressing
that segment of the population.
A FAP representative did a presentation
Prisoners and HIV/AIDS program in the TGA – increase PC information
on AB109 at the November 2017
Planning Council meeting. The request
for a Directive has been withdrawn for
now
Committee determine that a directive
Nursing homes with HIV/AIDS consumers in the TGA - 2018
was not necessary. Comments will
create a resource list of nursing homes
that provide services to PLWAs and
forward the list to the Empowerment
Committee to add to the resource
directory
Increase HIV testing in service area 3, during the biggest event in the TGA/The
Committee determined that a directive is
White Party in Palm Springs, CA
not necessary. The White Party is private.
Suggest working with other promoters
and offer/provide testing.
Develop Medical Marijuana Policy and Procedures for consumers dealing with The IEHPC recommend discussing
housing and other organizations that would disqualify them from service benefits this Directive request with other
for smoking, having or using Medical Marijuana.
EMA’s and TGA’s
Advance Directive – Most consumers are unfamiliar with the Advance Directive

2017

2018
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Create a youth sub-committee to address needs specific youth and getting tested,
educated and into care
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Definition: An Advance Directive is a
written statement of a person’s wishes
regarding medical treatment, including
a living will, made to ensure those
wishes are carried out should the patient
become unable to communicate.
The Directive was forwarded to the
Consumer Empowerment Committee.
The Empowerment Committee met on

Status

Pending

Training Complete
Directive Request
Withdrawn

COMPLETE

COMPLETE

WITHDRAWN

WITHDRAWN

ADDRESSED

Planning Council Directive Status
IEHPC Approved

2018

Directive

Activity

Request that there be mandatory attendance from all RWP funded providers at
Planning Council meetings by December 2018. Request that attendance be at the
management level. (Representation on the Council by

August 30, 2018. To address the issue,
Empowerment has planned a youth
activity for October 17 or 18 for youth in
the Community. Plans are to host a
youth discussion panel, have a DJ, HIV
testing, food and give-a-ways.
The Directive was forwarded to the RWP
Staff who will include the request in the
next budget request.

Collect /release substance use data/info. And collect data on those living with
HIV/AIDS and without to determine affects and link impact on Continuum of Care
client report and EPI report. *
2018

Measures
RW Client Profile

HIV Care Assessment

2018
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COMPLETE

Directive forwarded to Continuum of
Care Committee

ADDRESSING

Resource GAP

Usage
Frequency
Length of Time
Type/Choice
Identify as Problem
Demographic
Not enough services for young adults ages from 20-35. No understanding of their
concerns. Recommend putting together a support service for that age group

Status

PC Staff directed members to
TruEvolution. The provider services this
age group as well as Desert AIDS. May
want to contact them for input as to age,
and services provided; information can
be used as a referral tool when
identifying service for that targeted
group

ADDRESSED

Ryan White HIV/AIDS Program
Services: Eligible Individuals &
Allowable Uses of Funds
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Ryan White HIV/AIDS Program
Services: Eligible Individuals &
Allowable Uses of Funds
Policy Clarification Notice (PCN) #16-02 (Revised 10/22/18)
Replaces Policy #10-02

Scope of Coverage: Health Resources and Services Administration (HRSA)

Ryan White HIV/AIDS Program (RWHAP) Parts A, B, C, and D, and Part F where
funding supports direct care and treatment services.

Purpose of PCN

This policy clarification notice (PCN) replaces the HRSA HIV/AIDS Bureau (HAB)
PCN 10-02: Eligible Individuals & Allowable Uses of Funds. This PCN defines and
provides program guidance for each of the Core Medical and Support Services
named in statute and defines individuals who are eligible to receive these HRSA
RWHAP services.

Background

The Office of Management and Budget (OMB) has consolidated, in 2 CFR Part 200,
the uniform grants administrative requirements, cost principles, and audit
requirements for all organization types (state and local governments, non-profit and
educational institutions, and hospitals) receiving federal awards. These
requirements, known as the “Uniform Guidance,” are applicable to recipients and
subrecipients of federal funds. The OMB Uniform Guidance has been codified by the
Department of Health and Human Services (HHS) in 45 CFR Part 75—Uniform
Administrative Requirements, Cost Principles, and Audit Requirements for HHS
Awards. HRSA RWHAP grant and cooperative agreement recipients and
subrecipients should be thoroughly familiar with 45 CFR Part 75. Recipients are
required to monitor the activities of its subrecipient to ensure the subaward is used
for authorized purposes in compliance with applicable statute, regulations, policies,
program requirements and the terms and conditions of the award (see 45 CFR §§
75.351-352).
45 CFR Part 75, Subpart E—Cost Principles must be used in determining allowable
costs that may be charged to a HRSA RWHAP award. Costs must be necessary and
reasonable to carry out approved project activities, allocable to the funded project,
and allowable under the Cost Principles, or otherwise authorized by the RWHAP
statute. The treatment of costs must be consistent with recipient or subrecipient
policies and procedures that apply uniformly to both federally-financed and other
non-federally funded activities.
HRSA HAB has developed program policies that incorporate both HHS regulations

HIV/AIDS BUREAU POLICY 16-02
289

1

and program specific requirements set forth in the RWHAP statute. Recipients,
planning bodies, and others are advised that independent auditors, auditors from
the HHS' Office of the Inspector General, and auditors from the U.S. Government
Accountability Office may assess and publicly report the extent to which an HRSA
RWHAP award is being administered in a manner consistent with statute, regulation
and program policies, such as these, and compliant with legislative and
programmatic policies. Recipients can expect fiscal and programmatic oversight
through HRSA monitoring and review of budgets, work plans, and subrecipient
agreements. HRSA HAB is able to provide technical assistance to recipients and
planning bodies, where assistance with compliance is needed.
Recipients are reminded that it is their responsibility to be fully cognizant of
limitations on uses of funds as outlined in statute, 45 CFR Part 75, the HHS Grants
Policy Statement, and applicable HRSA HAB PCNs. In the case of services being
supported in violation of statute, regulation or programmatic policy, the use of
RWHAP funds for such costs must be ceased immediately and recipients may be
required to return already-spent funds to the Federal Government. Recipients who
unknowingly continue such support are also liable for such expenditures.

Further Guidance on Eligible Individuals and Allowable Uses of
Ryan White HIV/AIDS Program Funds
The RWHAP statute, codified at title XXVI of the Public Health Service Act, stipulates
that "funds received...will not be utilized to make payments for any item or service
to the extent that payment has been made, or can reasonably be expected to be
made under...an insurance policy, or under any Federal or State health benefits
program" and other specified payment sources. 1 At the individual client-level, this
means recipients must assure that funded subrecipients make reasonable efforts to
secure non-RWHAP funds whenever possible for services to eligible clients. In
support of this intent, it is an appropriate use of HRSA RWHAP funds to provide case
management (medical or non-medical) or other services that, as a central function,
ensure that eligibility for other funding sources is vigorously and consistently
pursued (e.g., Medicaid, Children’s Health Insurance Program (CHIP), Medicare, or
State-funded HIV programs, and/or private sector funding, including private
insurance).
In every instance, HRSA HAB expects that services supported with HRSA RWHAP
funds will (1) fall within the legislatively-defined range of services, (2) as
appropriate, within Part A, have been identified as a local priority by the HIV Health
Services Planning Council/Body, and (3) in the case of allocation decisions made by
a Part B State/Territory or by a local or regional consortium, meet documented
needs and contribute to the establishment of a continuum of care.
HRSA RWHAP funds are intended to support only the HIV-related needs of
1

See sections 2605(a)(6), 2617(b)(7)(F), 2664(f)(1), and 2671(i) of the Public Health Service Act.
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eligible individuals. Recipients and subrecipients must be able to make an
explicit connection between any service supported with HRSA RWHAP funds and
the intended client’s HIV care and treatment, or care-giving relationship to a
person living with HIV (PLWH).
Eligible Individuals:
The principal intent of the RWHAP statute is to provide services to PLWH, including
those whose illness has progressed to the point of clinically defined AIDS. When
setting and implementing priorities for the allocation of funds, recipients, Part A
Planning Councils, community planning bodies, and Part B funded consortia may
optionally define eligibility for certain services more precisely, but they may NOT
broaden the definition of who is eligible for services. HRSA HAB expects all HRSA
RWHAP recipients to establish and monitor procedures to ensure that all funded
providers verify and document client eligibility.
Affected individuals (people not identified with HIV) may be eligible for HRSA
RWHAP services in limited situations, but these services for affected individuals
must always benefit PLWH. Funds awarded under the HRSA RWHAP may be used
for services to individuals affected by HIV only in the circumstances described
below:
a. The primary purpose of the service is to enable the affected individual to
participate in the care of a PLWH. Examples include caregiver training for
in-home medical or support service; psychosocial support services, such
as caregiver support groups; and/or respite care services that assist
affected individuals with the stresses of providing daily care for a PLWH.
b. The service directly enables a PLWH to receive needed medical or support
services by removing an identified barrier to care. Examples include
payment of a HRSA RWHAP client’s portion of a family health insurance
policy premium to ensure continuity of insurance coverage that client, or
childcare for the client’s children while they receive HIV-related medical
care or support services.
c. The service promotes family stability for coping with the unique
challenges posed by HIV. Examples include psychosocial support
services, including mental health services funded by RWHAP Part D only,
that focus on equipping affected family members, and caregivers to
manage the stress and loss associated with HIV.
d. Services to affected individuals that meet these criteria may not continue
subsequent to the death of the family member who was living with HIV.
Unallowable Costs:
HRSA RWHAP funds may not be used to make cash payments to intended clients
of HRSA RWHAP-funded services. This prohibition includes cash incentives and
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cash intended as payment for HRSA RWHAP core medical and support services.
Where direct provision of the service is not possible or effective, store gift cards, 2
vouchers, coupons, or tickets that can be exchanged for a specific service or
commodity (e.g., food or transportation) must be used.
HRSA RWHAP recipients are advised to administer voucher and store gift card
programs in a manner which assures that vouchers and store gift cards cannot be
exchanged for cash or used for anything other than the allowable goods or
services, and that systems are in place to account for disbursed vouchers and
store gift cards. 3
Other unallowable costs include:
• Clothing
• Employment and Employment-Readiness Services, except in limited, specified
instances (e.g., Non-Medical Case Management Services or Rehabilitation
Services)
• Funeral and Burial Expenses
• Property Taxes
• Pre-Exposure Prophylaxis (PrEP)
• non-occupational Post-Exposure Prophylaxis (nPEP)
• Materials, designed to promote or encourage, directly, intravenous drug use or
sexual activity, whether homosexual or heterosexual
• International travel
• The purchase or improvement of land
• The purchase, construction, or permanent improvement of any building or
other facility
Allowable Costs:
The following service categories are allowable uses of HRSA RWHAP funds. The
HRSA RWHAP recipient, along with respective planning bodies, will make the final
decision regarding the specific services to be funded under their grant or
cooperative agreement. As with all other allowable costs, HRSA RWHAP recipients
are responsible for applicable accounting and reporting on the use of HRSA RWHAP
funds.

Service Category Descriptions and Program Guidance

The following provides both a description of covered service categories and program
guidance for HRSA RWHAP Part recipient implementation. These service category
descriptions apply to the entire HRSA RWHAP. However, for some services, the
2
Store gift cards that can be redeemed at one merchant or an affiliated group of merchants for specific goods or
services that further the goals and objectives of the HRSA RWHAP are allowable as incentives for eligible program
participants.
3
General-use prepaid cards are considered “cash equivalent” and are therefore unallowable. Such cards generally
bear the logo of a payment network, such as Visa, MasterCard, or American Express, and are accepted by any
merchant that accepts those credit or debit cards as payment. Gift cards that are cobranded with the logo of a
payment network and the logo of a merchant or affiliated group of merchants are general-use prepaid cards, not store
gift cards, and therefore are unallowable.
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HRSA RWHAP Parts (i.e., A, B, C, and D) must determine what is feasible and
justifiable with limited resources. There is no expectation that a HRSA RWHAP Part
recipient would provide all services, but recipients and planning bodies are expected
to coordinate service delivery across Parts to ensure that the entire
jurisdiction/service area has access to services based on needs assessment.
The following core medical and support service categories are important to assist in
the diagnosis of HIV infection, linkage to and entry into care for PLWH, retention in
care, and the provision of HIV care and treatment. HRSA RWHAP recipients are
encouraged to consider all methods or means by which they can provide services,
including use of technology (e.g., telehealth). To be an allowable cost under the
HRSA RWHAP, all services must:
•

Relate to HIV diagnosis, care and support,

•

Adhere to established HIV clinical practice standards consistent with U.S.
Department of Health and Human Services’ Clinical Guidelines for the
Treatment of HIV 4 and other related or pertinent clinical guidelines, and

•

Comply with state and local regulations, and provided by licensed or
authorized providers, as applicable.

Recipients are required to work toward the development and adoption of service
standards for all HRSA RWHAP-funded services to ensure consistent quality care is
provided to all HRSA RWHAP-eligible clients. Service standards establish the minimal
level of service or care that a HRSA RWHAP funded agency or provider may offer
within a state, territory or jurisdiction. Service standards related to HRSA RWHAP
Core Medical Services must be consistent with U.S. Department of Health and
Human Services’ Clinical Guidelines for the Treatment of HIV, as well as other
pertinent clinical and professional standards. Service standards related to HRSA
RWHAP Support Services may be developed using evidence-based or evidenceinformed best practices, the most recent HRSA RWHAP Parts A and B National
Monitoring Standards, and guidelines developed by the state and local government.
HRSA RWHAP recipients should also be familiar with implementation guidance
HRSA HAB provides in program manuals, monitoring standards, and other
recipient resources.
HRSA RWHAP clients must meet income and other eligibility criteria as
established by HRSA RWHAP Part A, B, C, or D recipients.

RWHAP Core Medical Services
AIDS Drug Assistance Program Treatments

4

https://aidsinfo.nih.gov/guidelines
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AIDS Pharmaceutical Assistance
Early Intervention Services (EIS)
Health Insurance Premium and Cost Sharing Assistance for Low-Income Individuals
Home and Community-Based Health Services
Home Health Care
Hospice
Medical Case Management, including Treatment Adherence Services
Medical Nutrition Therapy
Mental Health Services
Oral Health Care
Outpatient/Ambulatory Health Services
Substance Abuse Outpatient Care
RWHAP Support Services
Child Care Services
Emergency Financial Assistance
Food Bank/Home Delivered Meals
Health Education/Risk Reduction
Housing
Legal Services
Linguistic Services
Medical Transportation
Non-Medical Case Management Services
Other Professional Services
Outreach Services
Permanency Planning
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Psychosocial Support Services
Referral for Health Care and Support Services
Rehabilitation Services
Respite Care
Substance Abuse Services (residential)
Effective Date
This PCN is effective for HRSA RWHAP Parts A, B, C, D, and F awards issued on or
after October 1, 2016. This includes competing continuations, new awards, and
non- competing continuations.
Summary of Changes
August 18, 2016 –Updated Housing Service category by removing the prohibition
on HRSA RWHAP Part C recipients to use HRSA RWHAP funds for this service.
December 12, 2016 – 1) Updated Health Insurance Premium and Cost Sharing
Assistance for Low-Income Individuals service category by including standalone
dental insurance as an allowable cost; 2) Updated Substance Abuse Services
(residential) service category by removing the prohibition on HRSA RWHAP Parts C
and D recipients to use HRSA RWHAP funds for this service; 3) Updated Medical
Transportation service category by providing clarification on provider
transportation; 4) Updated AIDS Drug Assistance Program Treatments service
category by adding additional program guidance; and 5) Reorganized the service
categories alphabetically and provided hyperlinks in the Appendix.
October, 22, 2018 – updated to provide additional clarifications in the following
service categories:
Core Medical Services: AIDS Drug Assistance Program Treatments; AIDS
Pharmaceutical Assistance; Health Insurance Premium and Cost Sharing
Assistance for Low-income People Living with HIV; and Outpatient/Ambulatory
Health Services
Support Services: Emergency Financial Assistance; Housing; Non-Medical Case
Management; Outreach; and Rehabilitation Services.
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Appendix
RWHAP Legislation: Core Medical Services
AIDS Drug Assistance Program Treatments
Description:
The AIDS Drug Assistance Program (ADAP) is a state-administered program
authorized under RWHAP Part B to provide U.S. Food and Drug Administration (FDA)approved medications to low-income clients living with HIV who have no coverage or
limited health care coverage. HRSA RWHAP ADAP formularies must include at least
one FDA-approved medicine in each drug class of core antiretroviral medicines from
the U.S. Department of Health and Human Services’ Clinical Guidelines for the
Treatment of HIV.5 HRSA RWHAP ADAPs can also provide access to medications by
using program funds to purchase health care coverage and through medication cost
sharing for eligible clients. HRSA RWHAP ADAPs must assess and compare the
aggregate cost of paying for the health care coverage versus paying for the full cost
of medications to ensure that purchasing health care coverage is cost effective in the
aggregate. HRSA RWHAP ADAPs may use a limited amount of program funds for
activities that enhance access to, adherence to, and monitoring of antiretroviral
therapy with prior approval.
Program Guidance:
HRSA RWHAP Parts A, C and D recipients may contribute RWHAP funds to the RWHAP
Part B ADAP for the purchase of medication and/or health care coverage and
medication cost sharing for ADAP-eligible clients.
See PCN 07-03: The Use of Ryan White HIV/AIDS Program, Part B AIDS Drug
Assistance Program (ADAP) Funds for Access, Adherence, and Monitoring Services
See PCN 18-01: Clarifications Regarding the use of Ryan White HIV/AIDS Program
Funds for Health Care Coverage Premium and Cost Sharing Assistance
See also AIDS Pharmaceutical Assistance and Emergency Financial Assistance
AIDS Pharmaceutical Assistance
Description:
AIDS Pharmaceutical Assistance may be provided through one of two programs,
based on HRSA RWHAP Part funding.
1. A Local Pharmaceutical Assistance Program (LPAP) is operated by a HRSA
RWHAP Part A or B (non-ADAP) recipient or subrecipient as a supplemental
means of providing ongoing medication assistance when an HRSA RWHAP ADAP

5

https://aidsinfo.nih.gov/guidelines
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has a restricted formulary, waiting list and/or restricted financial eligibility
criteria.
HRSA RWHAP Parts A or B recipients using the LPAP to provide AIDS
Pharmaceutical Assistance must establish the following:
• Uniform benefits for all enrolled clients throughout the service area
• A recordkeeping system for distributed medications
• An LPAP advisory board
• A drug formulary that is
o Approved by the local advisory committee/board, and
o Consists of HIV-related medications not otherwise available to the
clients due to the elements mentioned above
• A drug distribution system
• A client enrollment and eligibility determination process that includes
screening for HRSA RWHAP ADAP and LPAP eligibility with rescreening at
minimum of every six months
• Coordination with the state’s HRSA RWHAP Part B ADAP
o A statement of need should specify restrictions of the state HRSA
RWHAP ADAP and the need for the LPAP
• Implementation in accordance with requirements of the HRSA 340B Drug
Pricing Program (including the Prime Vendor Program)
2. A Community Pharmaceutical Assistance Program (CPAP) is provided by a
HRSA RWHAP Part C or D recipient for the provision of ongoing medication
assistance to eligible clients in the absence of any other resources.
HRSA RWHAP Parts C or D recipients using CPAP to provide AIDS Pharmaceutical
Assistance must establish the following:
• A financial eligibility criteria and determination process for this specific
service category
• A drug formulary consisting of HIV-related medications not otherwise
available to the clients
• Implementation in accordance with the requirements of the HRSA 340B
Drug Pricing Program (including the Prime Vendor Program)
Program Guidance:
For LPAPs: HRSA RWHAP Part A or Part B (non-ADAP) funds may be used to support
an LPAP. HRSA RWHAP ADAP funds may not be used for LPAP support. LPAP funds
are not to be used for emergency or short-term financial assistance. The Emergency
Financial Assistance service category may assist with short-term assistance for
medications.
For CPAPs: HRSA RWHAP Part C or D funds may be used to support a CPAP to
routinely refill medications. HRSA RWHAP Part C or D recipients should use the
Outpatient/Ambulatory Health Services or Emergency Financial Assistance service
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categories for non-routine, short-term medication assistance.
See also AIDS Drug Assistance Program Treatments, Emergency Financial Assistance,
and Outpatient/Ambulatory Health Services
Early Intervention Services (EIS)
Description:
The RWHAP legislation defines EIS for Parts A, B, and C. See § 2651(e) of the
Public Health Service Act.
Program Guidance:
The elements of EIS often overlap with other service category descriptions; however,
EIS is the combination of such services rather than a stand-alone service. HRSA
RWHAP Part recipients should be aware of programmatic expectations that stipulate
the allocation of funds into specific service categories.
•

HRSA RWHAP Parts A and B EIS services must include the
following four components:
o Targeted HIV testing to help the unaware learn of their HIV status and
receive referral to HIV care and treatment services if found to be living
with HIV
 Recipients must coordinate these testing services with other HIV
prevention and testing programs to avoid duplication of efforts
 HIV testing paid for by EIS cannot supplant testing efforts paid
for by other sources
o Referral services to improve HIV care and treatment services at key
points of entry
o Access and linkage to HIV care and treatment services such as HIV
Outpatient/Ambulatory Health Services, Medical Case Management,
and Substance Abuse Care
o Outreach Services and Health Education/Risk Reduction related to HIV
diagnosis

•

HRSA RWHAP Part C EIS services must include the following four components:
o Counseling individuals with respect to HIV
o High risk targeted HIV testing (confirmation and diagnosis of the
extent of immune deficiency)
 Recipients must coordinate these testing services under HRSA
RWHAP Part C EIS with other HIV prevention and testing
programs to avoid duplication of efforts
 The HIV testing services supported by HRSA RWHAP Part C EIS
funds cannot supplant testing efforts covered by other sources
o Referral and linkage to care of PLWH to Outpatient/Ambulatory Health
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o

Services, Medical Case Management, Substance Abuse Care, and other
services as part of a comprehensive care system including a system
for tracking and monitoring referrals
Other clinical and diagnostic services related to HIV diagnosis

Health Insurance Premium and Cost Sharing Assistance for Low-Income
Individuals
Description:
Health Insurance Premium and Cost Sharing Assistance provides financial
assistance for eligible clients living with HIV to maintain continuity of health
insurance or to receive medical and pharmacy benefits under a health care
coverage program. For purposes of this service category, health insurance also
includes standalone dental insurance. The service provision consists of the
following:
• Paying health insurance premiums to provide comprehensive HIV
Outpatient/Ambulatory Health Services, and pharmacy benefits that provide
a full range of HIV medications for eligible clients; and/or
• Paying standalone dental insurance premiums to provide comprehensive oral
health care services for eligible clients; and/or
• Paying cost sharing on behalf of the client.
To use HRSA RWHAP funds for health insurance premium assistance (not
standalone dental insurance assistance), an HRSA RWHAP Part recipient must
implement a methodology that incorporates the following requirements:
• Clients obtain health care coverage that at a minimum, includes at least one
U.S. Food and Drug Administration (FDA) approved medicine in each drug class
of core antiretroviral medicines outlined in the U.S. Department of Health and
Human Services’ Clinical Guidelines for the Treatment of HIV, as well as
appropriate HIV outpatient/ambulatory health services; and
• The cost of paying for the health care coverage (including all other sources of
premium and cost sharing assistance) is cost-effective in the aggregate versus
paying for the full cost for medications and other appropriate HIV
outpatient/ambulatory health services (HRSA RWHAP Part A, HRSA RWHAP Part
B, HRSA RWHAP Part C, and HRSA RWHAP Part D).
To use HRSA RWHAP funds for standalone dental insurance premium
assistance, an HRSA RWHAP Part recipient must implement a methodology
that incorporates the following requirement:
• HRSA RWHAP Part recipients must assess and compare the aggregate cost
of paying for the standalone dental insurance option versus paying for the
full cost of HIV oral health care services to ensure that purchasing
standalone dental insurance is cost effective in the aggregate, and allocate
funding to Health Insurance Premium and Cost Sharing Assistance only
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when determined to be cost effective.
Program Guidance:
Traditionally, HRSA RWHAP Parts A and B recipients have supported paying for
health insurance premiums and cost sharing assistance. If a HRSA RWHAP Part C
or Part D recipient has the resources to provide this service, an equitable
enrollment policy must be in place and it must be cost-effective.
HRSA RWHAP Parts A, B, C, and D recipients may consider providing their health
insurance premiums and cost sharing resource allocation to their state HRSA
RWHAP ADAP, particularly where the ADAP has the infrastructure to verify health
care coverage status and process payments for public or private health care
coverage premiums and medication cost sharing.
See PCN 14-01: Clarifications Regarding the Ryan White HIV/AIDS Program and
Reconciliation of Premium Tax Credits under the Affordable Care Act
See PCN 18-01: Clarifications Regarding the use of Ryan White HIV/AIDS Program
Funds for Health Care Coverage Premium and Cost Sharing Assistance
Home and Community-Based Health Services
Description:
Home and Community-Based Health Services are provided to an eligible client in an
integrated setting appropriate to that client’s needs, based on a written plan of care
established by a medical care team under the direction of a licensed clinical
provider. Services include:
• Appropriate mental health, developmental, and rehabilitation services
• Day treatment or other partial hospitalization services
• Durable medical equipment
• Home health aide services and personal care services in the home
Program Guidance:
Inpatient hospitals, nursing homes, and other long-term care facilities are not
considered an integrated setting for the purposes of providing home and
community-based health services.
Home Health Care
Description:
Home Health Care is the provision of services in the home that are appropriate to an
eligible client’s needs and are performed by licensed professionals. Activities provided
under Home Health Care must relate to the client’s HIV disease and may include:
• Administration of prescribed therapeutics (e.g. intravenous and aerosolized
treatment, and parenteral feeding)
• Preventive and specialty care
• Wound care

HIV/AIDS BUREAU POLICY 16-02
300

12

•

Routine diagnostics testing administered in the home

•

Other medical therapies

Program Guidance:
The provision of Home Health Care is limited to clients that are homebound. Home
settings do not include nursing facilities or inpatient mental health/substance abuse
treatment facilities.
Hospice Services
Description:
Hospice Services are end-of-life care services provided to clients in the terminal
stage of an HIV-related illness. Allowable services are:
• Mental health counseling
• Nursing care
• Palliative therapeutics
• Physician services
• Room and board
Program Guidance:
Hospice Services may be provided in a home or other residential setting, including
a non-acute care section of a hospital that has been designated and staffed to
provide hospice services. This service category does not extend to skilled nursing
facilities or nursing homes.
To meet the need for Hospice Services, a physician must certify that a patient is
terminally ill and has a defined life expectancy as established by the recipient.
Counseling services provided in the context of hospice care must be consistent with
the definition of mental health counseling. Palliative therapies must be consistent
with those covered under respective state Medicaid programs.
Medical Case Management, including Treatment Adherence Services
Description:
Medical Case Management is the provision of a range of client-centered activities
focused on improving health outcomes in support of the HIV care continuum.
Activities provided under this service category may be provided by an
interdisciplinary team that includes other specialty care providers. Medical Case
Management includes all types of case management encounters (e.g., face-to-face,
phone contact, and any other forms of communication).
Key activities include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Timely and coordinated access to medically appropriate levels of health and
support services and continuity of care
• Continuous client monitoring to assess the efficacy of the care plan

HIV/AIDS BUREAU POLICY 16-02
301

13

•

Re-evaluation of the care plan at least every 6 months with adaptations as
necessary

•

Ongoing assessment of the client’s and other key family members’ needs and
personal support systems
Treatment adherence counseling to ensure readiness for and adherence to
complex HIV treatments
Client-specific advocacy and/or review of utilization of services

•
•

In addition to providing the medically oriented activities above, Medical Case
Management may also provide benefits counseling by assisting eligible clients in
obtaining access to other public and private programs for which they may be
eligible (e.g., Medicaid, Medicare Part D, State Pharmacy Assistance Programs,
Pharmaceutical Manufacturer’s Patient Assistance Programs, other state or local
health care and supportive services, and insurance plans through the health
insurance Marketplaces/Exchanges).
Program Guidance:
Activities provided under the Medical Case Management service category have as
their objective improving health care outcomes whereas those provided under the
Non-Medical Case Management service category have as their objective providing
guidance and assistance in improving access to needed services.
Visits to ensure readiness for, and adherence to, complex HIV treatments shall be
considered Medical Case Management or Outpatient/Ambulatory Health Services.
Treatment Adherence services provided during a Medical Case Management visit
should be reported in the Medical Case Management service category whereas
Treatment Adherence services provided during an Outpatient/Ambulatory Health
Service visit should be reported under the Outpatient/Ambulatory Health Services
category.
Medical Nutrition Therapy
Description:
Medical Nutrition Therapy includes:
• Nutrition assessment and screening
• Dietary/nutritional evaluation
• Food and/or nutritional supplements per medical provider’s recommendation
• Nutrition education and/or counseling
These activities can be provided in individual and/or group settings and outside of
HIV Outpatient/Ambulatory Health Services.
Program Guidance:
All activities performed under this service category must be pursuant to a medical
provider’s referral and based on a nutritional plan developed by the registered
dietitian or other licensed nutrition professional. Activities not provided by a
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registered/licensed dietician should be considered Psychosocial Support Services
under the HRSA RWHAP.
See also Food-Bank/Home Delivered Meals
Mental Health Services
Description:
Mental Health Services are the provision of outpatient psychological and psychiatric
screening, assessment, diagnosis, treatment, and counseling services offered to
clients living with HIV. Services are based on a treatment plan, conducted in an
outpatient group or individual session, and provided by a mental health professional
licensed or authorized within the state to render such services. Such professionals
typically include psychiatrists, psychologists, and licensed clinical social workers.
Program Guidance:
Mental Health Services are allowable only for PLWH who are eligible to receive HRSA
RWHAP services.
See also Psychosocial Support Services
Oral Health Care
Description:
Oral Health Care activities include outpatient diagnosis, prevention, and therapy
provided by dental health care professionals, including general dental practitioners,
dental specialists, dental hygienists, and licensed dental assistants.
Program Guidance:
None at this time.
Outpatient/Ambulatory Health Services
Description:
Outpatient/Ambulatory Health Services provide diagnostic and therapeutic-related
activities directly to a client by a licensed healthcare provider in an outpatient medical
setting. Outpatient medical settings may include: clinics, medical offices, mobile
vans, using telehealth technology, and urgent care facilities for HIV-related visits.
Allowable activities include:
• Medical history taking
• Physical examination
• Diagnostic testing (including HIV confirmatory and viral load testing), as well as
laboratory testing
• Treatment and management of physical and behavioral health conditions
• Behavioral risk assessment, subsequent counseling, and referral
• Preventive care and screening
• Pediatric developmental assessment
• Prescription and management of medication therapy
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•
•
•

Treatment adherence
Education and counseling on health and prevention issues
Referral to and provision of specialty care related to HIV diagnosis, including
audiology and ophthalmology

Program Guidance:
Treatment adherence activities provided during an Outpatient/Ambulatory Health
Service visit are considered Outpatient/Ambulatory Health Services, whereas
treatment adherence activities provided during a Medical Case Management visit are
considered Medical Case Management services.
Non-HIV related visits to urgent care facilities are not allowable costs within the
Outpatient/Ambulatory Health Services Category.
Emergency room visits are not allowable costs within the Outpatient/Ambulatory
Health Services Category.
See PCN 13-04: Clarifications Regarding Clients Eligible for Private Insurance and
Coverage of Services by Ryan White HIV/AIDS Program
See also Early Intervention Services
Substance Abuse Outpatient Care
Description:
Substance Abuse Outpatient Care is the provision of outpatient services for the
treatment of drug or alcohol use disorders. Activities under Substance Abuse
Outpatient Care service category include:
• Screening
• Assessment
• Diagnosis, and/or
• Treatment of substance use disorder, including:
o Pretreatment/recovery readiness programs
o Harm reduction
o Behavioral health counseling associated with substance use disorder
o Outpatient drug-free treatment and counseling
o Medication assisted therapy
o Neuro-psychiatric pharmaceuticals
o Relapse prevention
Program Guidance:
Acupuncture therapy may be allowable under this service category only when, as
part of a substance use disorder treatment program funded under the HRSA
RWHAP, it is included in a documented plan.
Syringe access services are allowable, to the extent that they comport with current
appropriations law and applicable HHS guidance, including HRSA- or HAB-specific
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guidance.
See also Substance Abuse Services (residential)
RWHAP Legislation: Support Services
Child Care Services
Description:
The HRSA RWHAP supports intermittent Child Care Services for the children living
in the household of PLWH who are HRSA RWHAP-eligible clients for the purpose of
enabling those clients to attend medical visits, related appointments, and/or HRSA
RWHAP-related meetings, groups, or training sessions.
Allowable use of funds include:
• A licensed or registered child care provider to deliver intermittent care
•

Informal child care provided by a neighbor, family member, or other person
(with the understanding that existing federal restrictions prohibit giving cash
to clients or primary caregivers to pay for these services)

Program Guidance:
The use of funds under this service category should be limited and carefully
monitored. Direct cash payments to clients are not permitted.
Such arrangements may also raise liability issues for the funding source which
should be carefully weighed in the decision process.
Emergency Financial Assistance
Description:
Emergency Financial Assistance provides limited one-time or short-term payments to
assist an HRSA RWHAP client with an urgent need for essential items or services
necessary to improve health outcomes, including: utilities, housing, food (including
groceries and food vouchers), transportation, medication not covered by an AIDS
Drug Assistance Program or AIDS Pharmaceutical Assistance, or another HRSA
RWHAP-allowable cost needed to improve health outcomes. Emergency Financial
Assistance must occur as a direct payment to an agency or through a voucher
program.
Program Guidance:
Emergency Financial Assistance funds used to pay for otherwise allowable HRSA
RWHAP services must be accounted for under the Emergency Financial Assistance
category. Direct cash payments to clients are not permitted.
Continuous provision of an allowable service to a client must not be funded
through Emergency Financial Assistance.
Food Bank/Home Delivered Meals
Description:
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Food Bank/Home Delivered Meals refers to the provision of actual food items, hot
meals, or a voucher program to purchase food. This also includes the provision of
essential non-food items that are limited to the following:
• Personal hygiene products
• Household cleaning supplies
• Water filtration/purification systems in communities where issues of water
safety exist
Program Guidance:
Unallowable costs include household appliances, pet foods, and other non-essential
products.
See Medical Nutrition Therapy. Nutritional services and nutritional supplements
provided by a registered dietitian are considered a core medical service under the
HRSA RWHAP.
Health Education/Risk Reduction
Description:
Health Education/Risk Reduction is the provision of education to clients living with HIV
about HIV transmission and how to reduce the risk of HIV transmission. It includes
sharing information about medical and psychosocial support services and counseling
with clients to improve their health status. Topics covered may include:
• Education on risk reduction strategies to reduce transmission such as preexposure prophylaxis (PrEP) for clients’ partners and treatment as prevention
• Education on health care coverage options (e.g., qualified health plans
through the Marketplace, Medicaid coverage, Medicare coverage)
• Health literacy
• Treatment adherence education
Program Guidance:
Health Education/Risk Reduction services cannot be delivered anonymously.
See also Early Intervention Services
Housing
Description:
Housing provides transitional, short-term, or emergency housing assistance to enable
a client or family to gain or maintain outpatient/ambulatory health services and
treatment, including temporary assistance necessary to prevent homelessness and to
gain or maintain access to medical care. Activities within the Housing category must
also include the development of an individualized housing plan, updated annually, to
guide the client’s linkage to permanent housing. Housing may provide some type of
core medical (e.g., mental health services) or support services (e.g., residential
substance use disorder services).
Housing activities also include housing referral services, including assessment, search,
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placement, and housing advocacy services on behalf of the eligible client, as well as
fees associated with these activities.
Program Guidance:
HRSA RWHAP recipients and subrecipients that use funds to provide Housing must
have mechanisms in place to assess and document the housing status and housing
service needs of new clients, and at least annually for existing clients.
HRSA RWHAP recipients and subrecipients, along with local decision-making planning
bodies, are strongly encouraged to institute duration limits to housing activities.
HRSA HAB recommends recipients and subrecipients align duration limits with those
definitions used by other housing programs, such as those administered by the
Department of Housing and Urban Development, which currently uses 24 months for
transitional housing.
Housing activities cannot be in the form of direct cash payments to clients and cannot
be used for mortgage payments or rental deposits, 6 although these may be allowable
costs under the HUD Housing Opportunities for Persons with AIDS grant awards.
Housing, as described here, replaces PCN 11-01.
Legal Services
See Other Professional Services
Linguistic Services
Description:
Linguistic Services include interpretation and translation activities, both oral and
written, to eligible clients. These activities must be provided by qualified linguistic
services providers as a component of HIV service delivery between the healthcare
provider and the client. These services are to be provided when such services are
necessary to facilitate communication between the provider and client and/or
support delivery of HRSA RWHAP-eligible services.
Program Guidance:
Linguistic Services provided must comply with the National Standards for
Culturally and Linguistically Appropriate Services (CLAS).
Medical Transportation
Description:
Medical Transportation is the provision of nonemergency transportation that
enables an eligible client to access or be retained in core medical and support
services.
Program Guidance:
Medical transportation may be provided through:
6

See sections 2604(i), 2612(f), 2651(b), and 2671(a) of the Public Health Service Act.
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•
•

•

•
•

Contracts with providers of transportation services
Mileage reimbursement (through a non-cash system) that enables clients to
travel to needed medical or other support services, but should not in any case
exceed the established rates for federal Programs (Federal Joint Travel
Regulations provide further guidance on this subject)
Purchase or lease of organizational vehicles for client transportation
programs, provided the recipient receives prior approval for the purchase of
a vehicle
Organization and use of volunteer drivers (through programs with insurance
and other liability issues specifically addressed)
Voucher or token systems

Costs for transportation for medical providers to provide care should be categorized
under the service category for the service being provided.
Unallowable costs include:
• Direct cash payments or cash reimbursements to clients
• Direct maintenance expenses (tires, repairs, etc.) of a privately-owned
vehicle
• Any other costs associated with a privately-owned vehicle such as lease, loan
payments, insurance, license, or registration fees.
Non-Medical Case Management Services
Description:
Non-Medical Case Management Services (NMCM) is the provision of a range of clientcentered activities focused on improving access to and retention in needed core
medical and support services. NMCM provides coordination, guidance, and assistance
in accessing medical, social, community, legal, financial, employment, vocational,
and/or other needed services. NMCM Services may also include assisting eligible
clients to obtain access to other public and private programs for which they may be
eligible, such as Medicaid, Children’s Health Insurance Program, Medicare Part D,
State Pharmacy Assistance Programs, Pharmaceutical Manufacturer’s Patient
Assistance Programs, Department of Labor or Education-funded services, other state
or local health care and supportive services, or private health care coverage plans.
NMCM Services includes all types of case management encounters (e.g., face-to-face,
telehealth, phone contact, and any other forms of communication). Key activities
include:
• Initial assessment of service needs
• Development of a comprehensive, individualized care plan
• Timely and coordinated access to medically appropriate levels of health and
support services and continuity of care
• Client-specific advocacy and/or review of utilization of services
• Continuous client monitoring to assess the efficacy of the care plan
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•
•

Re-evaluation of the care plan at least every 6 months with adaptations as
necessary
Ongoing assessment of the client’s and other key family members’ needs and
personal support systems

Program Guidance:
NMCM Services have as their objective providing coordination, guidance and
assistance in improving access to and retention in needed medical and support
services to mitigate and eliminate barriers to HIV care services, whereas Medical Case
Management Services have as their objective improving health care outcomes.
Other Professional Services
Description:
Other Professional Services allow for the provision of professional and consultant
services rendered by members of particular professions licensed and/or qualified to
offer such services by local governing authorities. Such services may include:
• Legal services provided to and/or on behalf of the HRSA RWHAP-eligible
PLWH and involving legal matters related to or arising from their HIV
disease, including:
o Assistance with public benefits such as Social Security Disability
Insurance (SSDI)
o Interventions necessary to ensure access to eligible benefits, including
discrimination or breach of confidentiality litigation as it relates to
services eligible for funding under the HRSA RWHAP
o Preparation of:
 Healthcare power of attorney
 Durable powers of attorney
 Living wills
• Permanency planning to help clients/families make decisions about the
placement and care of minor children after their parents/caregivers are
deceased or are no longer able to care for them, including:
o Social service counseling or legal counsel regarding the drafting of
wills or delegating powers of attorney
o Preparation for custody options for legal dependents including standby
guardianship, joint custody, or adoption
• Income tax preparation services to assist clients in filing Federal tax returns
that are required by the Affordable Care Act for all individuals receiving
premium tax credits.
Program Guidance:
Legal services exclude criminal defense and class-action suits unless related to
access to services eligible for funding under the RWHAP.
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See 45 CFR § 75.459
Outreach Services
Description:
The Outreach Services category has as its principal purpose identifying PLWH who
either do not know their HIV status, or who know their status but are not currently in
care. As such, Outreach Services provide the following activities: 1) identification of
people who do not know their HIV status and/or 2) linkage or re-engagement of
PLWH who know their status into HRSA RWHAP services, including provision of
information about health care coverage options.
Because Outreach Services are often provided to people who do not know their HIV
status, some activities within this service category will likely reach people who are
HIV negative. When these activities identify someone living with HIV, eligible clients
should be linked to HRSA RWHAP services.
Outreach Services must:
1) use data to target populations and places that have a high probability of
reaching PLWH who
a. have never been tested and are undiagnosed,
b. have been tested, diagnosed as HIV positive, but have not received their
test results, or
c. have been tested, know their HIV positive status, but are not in medical
care;
2) be conducted at times and in places where there is a high probability that
PLWH will be identified; and
3) be delivered in coordination with local and state HIV prevention outreach
programs to avoid duplication of effort.
Outreach Services may be provided through community and public awareness
activities (e.g., posters, flyers, billboards, social media, TV or radio announcements)
that meet the requirements above and include explicit and clear links to and
information about available HRSA RWHAP services. Ultimately, HIV-negative people
may receive Outreach Services and should be referred to risk reduction activities.
When these activities identify someone living with HIV, eligible clients should be
linked to HRSA RWHAP services.
Program Guidance:
Outreach Services provided to an individual or in small group settings cannot be
delivered anonymously, as some information is needed to facilitate any necessary
follow-up and care.
Outreach Services must not include outreach activities that exclusively promote HIV
prevention education. Recipients and subrecipients may use Outreach Services funds
for HIV testing when HRSA RWHAP resources are available and where the testing
would not supplant other existing funding.
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Outreach Services, as described here, replaces PCN 12-01.
See also Early Intervention Services
Permanency Planning
See Other Professional Services
Psychosocial Support Services
Description:
Psychosocial Support Services provide group or individual support and counseling
services to assist HRSA RWHAP-eligible PLWH to address behavioral and physical
health concerns. Activities provided under the Psychosocial Support Services may
include:
• Bereavement counseling
• Caregiver/respite support (HRSA RWHAP Part D)
• Child abuse and neglect counseling
• HIV support groups
• Nutrition counseling provided by a non-registered dietitian (see Medical
Nutrition Therapy Services)
• Pastoral care/counseling services
Program Guidance:
Funds under this service category may not be used to provide nutritional supplements
(See Food Bank/Home Delivered Meals).
HRSA RWHAP-funded pastoral counseling must be available to all eligible
clients regardless of their religious denominational affiliation.
HRSA RWHAP Funds may not be used for social/recreational activities or to pay for
a client’s gym membership.
For HRSA RWHAP Part D recipients, outpatient mental health services provided to
affected clients (people not identified with HIV) should be reported as Psychosocial
Support Services; this is generally only a permissible expense under HRSA RWHAP
Part D.
See also Respite Care Services
Rehabilitation Services
Description:
Rehabilitation Services provide HIV-related therapies intended to improve or maintain
a client’s quality of life and optimal capacity for self-care on an outpatient basis, and
in accordance with an individualized plan of HIV care.
Program Guidance:
Allowable activities under this category include physical, occupational, speech, and
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vocational therapy.
Rehabilitation services provided as part of inpatient hospital services, nursing homes,
and other long-term care facilities are not allowable.
Referral for Health Care and Support Services
Description:
Referral for Health Care and Support Services directs a client to needed core medical
or support services in person or through telephone, written, or other type of
communication. Activities provided under this service category may include referrals
to assist HRSA RWHAP-eligible clients to obtain access to other public and private
programs for which they may be eligible (e.g., Medicaid, Medicare Part D, State
Pharmacy Assistance Programs, Pharmaceutical Manufacturer’s Patient Assistance
Programs, and other state or local health care and supportive services, or health
insurance Marketplace plans).
Program Guidance:
Referrals for Health Care and Support Services provided by outpatient/ambulatory
health care providers should be reported under the Outpatient/Ambulatory Health
Services category.

Referrals for health care and support services provided by case managers (medical
and non-medical) should be reported in the appropriate case management service
category (i.e., Medical Case Management or Non-Medical Case Management).
See also Early Intervention Services
Respite Care
Description:
Respite Care is the provision of periodic respite care in community or home-based
settings that includes non-medical assistance designed to provide care for an HRSA
RWHAP-eligible client to relieve the primary caregiver responsible for their day-today care.
Program Guidance:
Recreational and social activities are allowable program activities as part of a
Respite Care provided in a licensed or certified provider setting including drop-in
centers within HIV Outpatient/Ambulatory Health Services or satellite facilities.
Funds may be used to support informal, home-based Respite Care, but liability
issues should be included in the consideration of this expenditure. Direct cash
payments to clients are not permitted.
Funds may not be used for off premise social/recreational activities or to pay for a
client’s gym membership.
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See also Psychosocial Support Services
Substance Abuse Services (residential)
Description:
Substance Abuse Services (residential) activities are those provided for the
treatment of drug or alcohol use disorders in a residential setting to include
screening, assessment, diagnosis, and treatment of substance use disorder.
Activities provided under the Substance Abuse Services (residential) service category
include:
• Pretreatment/recovery readiness programs
• Harm reduction
• Behavioral health counseling associated with substance use disorder
• Medication assisted therapy
• Neuro-psychiatric pharmaceuticals
• Relapse prevention
• Detoxification, if offered in a separate licensed residential setting (including
a separately-licensed detoxification facility within the walls of an inpatient
medical or psychiatric hospital)
Program Guidance:
Substance Abuse Services (residential) is permitted only when the client has
received a written referral from the clinical provider as part of a substance use
disorder treatment program funded under the HRSA RWHAP.
Acupuncture therapy may be an allowable cost under this service category only
when it is included in a documented plan as part of a substance use disorder
treatment program funded under the HRSA RWHAP.
HRSA RWHAP funds may not be used for inpatient detoxification in a hospital
setting, unless the detoxification facility has a separate license.
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