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Agenda and meeting materials will be posted on our website at

Notice of Teleconferencing Sites:
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MEMBERS OF THE PUBLIC:
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https://lacountyboardofsupervisors.webex.com/weblink/register/r96a5e0ce90558f2b7d93b75cf78c1125
To Join by Telephone: 1-213-306-3065
Password: STANDARDS Access Code: 2590 291 1780

Scan QR code* to download an electronic copy of the meeting agenda and packet on your smart device. Please note that hard
copies of materials will not be made available during meetings unless otherwise determined by staff in alighment with the

County’s green initiative to recycle and reduce waste.

*Accessing meeting materials via the QR code: (1) Open your camera app on your smart device, (2) Select the rear-facing
camera in Photo or Camera mode, (3) Center the QR code that you want to scan on the screen and hold your phone steady for

a couple of seconds, and (4) Tap the notification that pops up to open the link.

LIKE WHAT WE DO?

Apply tobecome a Commission Member at:

httpsy/ / www.surveymonkey.com/ 1/ 2023CommissiononHIVMemberApplication

For application assistance call (213) 738-2816 or email hivcomm @lachiv.org
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AGENDA FOR THE REGULAR MEETING OF THE
LOS ANGELES COUNTY COMMISSION ON HIV

STANDARDS AND BEST PRACTICES COMMITTEE
TUESDAY, JUNE 6, 2023 | 10:00 AM — 12:00 PM

510 S. Vermont Ave
Terrace Level Conference Room
Los Angeles, CA 90020
Validated Parking: 523 Shatto Place, Los Angeles, CA 90020

MEMBERS OF THE PUBLIC:

To Register + Join by Computer:
https://lacountyboardofsupervisors.webex.com/weblink/register/r96a5e0ce90558f2b7d93b75cf78c1125
To Join by Telephone: 1-213-306-3065
Password: STANDARDS  Access Code: 2590 291 1780

Standards and Best Practices Committee (SBP) Members:

Erika Davies Kevin Stalter . .
Co-Chair Co-Chair Mikhaela Cielo, MD Arlene Frames
Wendy Garland, MPH Mark Mintline, DDS Andre Molette Mallery Robinson
Harold Glenn San .
Agustin, MD Martin Sattah, MD
QUORUM: 6

AGENDA POSTED: June 1, 2023.

SUPPORTING DOCUMENTATION: Supporting documentation can be obtained viathe Commission on
HIV Website at: http://hiv.lacounty.gov or in person. The Commission Offices are located at 510 S.
Vermont Ave., 14th Floor Los Angeles, 90020. Validated parking is available at 523 Shatto Place,
Los Angeles 90020. *Hard copies of materials will not be made available during meetings unless

otherwise determined by staff in alignment with the County’s green initiative to recycle and
reduce waste.

PUBLIC COMMENT: Public Commentis an opportunity for members of the public to comment on an
agendaitem, or any item of interestto the public, before or during the Commission’s consideration of the
item, that is within the subject matter jurisdiction of the Commission. To submit Public Comment, you
may join the virtual meeting via your smart device and post your Public Comment in the Chat box -or-
email your Public Comment to hivcomm@lachiv.org -or- submit your Public Comment electronically
here. All Public Comments will be made part of the official record.
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ATTENTION: Any person who seeks support or endorsement from the Commission on any official
action may be subject to the provisions of Los Angeles County Code, Chapter 2.160 relating to
lobbyists. Violation of the lobbyist ordinance may result in a fine and other penalties. For information,
call (213) 974-1093.

ACCOMMODATIONS: Interpretation services for the hearing impaired and translation services for
languages other than English are available free of charge with at least 72 hours’ notice before the
meeting date. To arrange for these services, please contact the Commission Office at (213) 738-2816
or via email at HIVComm@]achiv.org.

Los servicios de interpretacion para personas con impedimento auditivo y traduccion para personas
gue no hablan Inglés estan disponibles sin costo. Para pedir estos servicios, pdngase en contacto con
Oficinade la Comision al (213) 738-2816 (teléfono), o por correo electronico & HIVComm@lachiv.org,
por lo menos setentay dos horas antes de la junta.

. ADMINISTRATIVE MATTERS

1. Call to Order & Meeting Guidelines/Reminders 10:00 AM - 10:03 AM

2. Introductions, Roll Call, & Conflict of Interest Statements 10:03 AM - 10:05 AM

3. Assembly Bill 2449 Attendance Notification for “Emergency 10:05 AM - 10:07 AM
Circumstances” MOTION #1

4. Approval of Agenda MOTION #2 10:07 AM —10:08 AM

5. Approval of Meeting Minutes for 5/2/23 MOTION #3 10:08 AM —10:10 AM

Il. PUBLIC COMMENT 10:10 AM - 10:15 AM

6. Opportunity for members of the public to address the Committee of items of interest that
are within the jurisdiction of the Committee. For those who wish to provide public
comment may do so in person, electronically by clicking here, or by emailing
hivcomm@lachiv.org.

lll. COMMITTEE NEW BUSINESS ITEMS

7. Opportunity for Committee members to recommend new business items for the full body or a
committee level discussion on non-agendized Matters not posted on the agenda, to be
discussed and (if requested) placed on the agenda for action at a future meeting, or matters
requiring immediate action because of an emergency situation, or where the need to take
action arose subsequent to the posting of the agenda.

IV. REPORTS
8. Executive Director/Staff Report 10:15 AM - 10:20 AM
9. Co-Chair Report 10:20 AM - 10:30 AM

a. Getting to Know you Activity
b. 2023 Workplan and Meeting Schedule Review
10. Division on HIV and STD Programs (DHSP) Report 10:30 AM—10:35 AM

V. DISCUSSION ITEMS
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11. Medical Care Coordination Service Standards Review 10:35 AM—11:00 AM
12. Universal Service Standards Review 11:00 AM—11:20 AM
13. Nutrition Support Services Standards Review 11:20 AM - 11:40 AM
14. Prevention Service Standards Review 11:40 AM —11:50 AM

e Status Neutral HIV and STI Service Delivery System Framework

VL. NEXT STEPS 11:50 AM - 11:55 AM

15. Task/Assignments Recap
16. Agenda development for the next meeting

Vil. ANNOUNCEMENTS 11:55 AM — 12:00 PM

17. Opportunity for members of the public and the committee to make announcements

Vill. ADJOURNMENT 12:00 PM

18. Adjournment for the meeting of June 6, 2023

PROPOSED MOTIONS

Approve remote attendance by members due to “emergency circumstances”, per AB

MOTION #1: 2449,
MOTION #2 | Approve the Agenda Order as presented or revised.
MOTION #3 Approve the Standards and Best Practices Committee minutes, as presented or

revised.

Page 3
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Presence at meetings is recorded based on the attendance roll call. Only members of the Commission on HIV
are accorded voting privileges and must verbally acknowledge their attendance in order to vote.
Approved meeting minutes are available on the Commission’s website; meeting recordings are available upon request.

STANDARDS AND BEST PRACTICES (SBP)
COMMITTEE MEETING MINUTES
May 2, 2023

COMMITTEE MEMBERS

P =Present | A = Absent

Erika Davies, Co-Chair P | Wendy Garland, MPH EA | Harold Glenn San Agustin, MD
Kevin Stalter, Co-Chair P | Mark Mintline, DDS P | Martin Sattah, MD

Mikhaela Cielo, MD P | Andre Molette EA

Arlene Frames P | MalleryRobinson A

COMMISSION STAFF AND CONSULTANTS

Cheryl Barrit, Jose Rangel-Garibay

DHSP STAFF

*Some participants may not have been captured electronically. Attendance can be corrected by emailing the Commission.
*Members of the public may confirm their attendance by contacting Commission staff at hivcomm@®@Iachiv.org.

*Meeting minutes may be corrected up to one year from the date of Commission approval.

**LOA: Leave of absence

Meeting agenda and materials can be found on the Commission’s website at
https://hiv.lacounty.gov/standards-and-best-practices-committee/

CALLTO ORDER-INTRODUCTIONS-CONFLICT OF INTEREST STATEMENTS
The meeting was called to order at 10:11 am. Kevin Stalter led introductions.

ADMINISTRATIVE MATTERS

1. ASSEMBLYBILL2449 ATTENDANCE NOTIFICATION FOR “EMERGENCY CIRCUMSTANCES”
MOTION #1: Approve remote attendance by members due to “emergency circumstances,” per AB 2449 (No
Committee members invoked attendance under AB 2449; no vote held).

1. APPROVALOFAGENDA
MOTION #2: Approve the agenda order, as presented (v Passed by consensus).

2. APPROVALOFMEETING MINUTES
MOTION #3: Approve the 3/7/23 and 4/4/23 SBP Committee meeting minutes, as presented (v Passed by
consensus).

PUBLIC COMMENT

3. OPPORTUNITY FOR PUBLICTO ADDRESS COMMISSION ONITEMS OF INTEREST WITHIN COMMISSION

JURISDICTION: There were no public comments.
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ll. COMMITTEE NEW BUSINESS ITEMS

4. OPPORTUNITY FOR COMMISSIONERSTO RECOMMEND ITEMS FOR FUTURE AGENDAS, ORITEMS REQUIRING
IMMEDIATE ACTIONDUETO AN EMERGENCY, ORIFNEED FORACTION AROSE AFTER POSTING AGENDA: Kevin
There were no committee new business items.

IV. REPORTS
5. EXECUTIVE DIRECTOR/STAFFREPORT
Mandatory and Supplemental Training Series
e J.Rangel-Garibay, COH staff, reminded attendees of the Commission’s 2023 Training schedule and noted
that recordings will be available on the Commission website for those unable to join live trainings. A copy of
the document is included in the meeting packet.
Change of Venue for the May Commission on HIV (COH) Meeting
e J.Rangel-Garibayreportedthat on April 27t the Executive Committee meeting decided to move forward
with the May Commission meeting. The meeting will take place on May 11 at the St. Anne’s Conference
Center
6. CO-CHAIRREPORT
“Getting to knowyou” activity
e K. Staltershareda cardgame to determine the pairing for the next round of the “Getting to Know you”
activity. Matched pairs will meet for lunch and talk with each other. At a future SBP Committee meeting,
the matched pairs will take turns sharing the information they learned from each other.
2023 Workplan Development and Meeting Schedule Review
o There was no discussionon this item.
7. DIVISIONONHIVAND STD PROGRAMS (DHSP) REPORT
There was no DHSP report.

V. DISCUSSIONITEMS
8. Maedical Care Coordination (MCC) Workforce SurveyResults Presentation
Lauren Gersh, Patient Care Manager at APLA Health, provided a presentation on the “MCC Feedback Survey”
developed by the MCC Feedback Committee. The presentationincluded a description of the survey methodology,
response rate, key findings, and recommendations/next steps. A copy of the presentationis included in the
meeting packet. The following are key takeaways from the presentation:
e Direct service providers recommend adjustments tothe programto improve patient health outcomes and
have more of their patient’s needs met
e The MCC Feedback Committee formed as a mechanism to share information between MCC teams across
different agencies funded by DHSP to provide MCC services
e Recommendation to shorten second assessment/reassessments andto add mental health question(s) to
screener
e Consider adding a referral process for additional services such as: therapist, housing specialist, enroliment
specialist, harm reduction counselor, linkage to care coordinators
e Harold San Agustinasked: At what point can MCC staff be involved in the care of newly diagnosed person?
(e.g. a person who tests positive at a bathhouse or similar venue)
e Recommendation to review DHSP requirements that limit MCC team involvement in these cases. Auditors
need to receive uniform training and processes toensure that agencies are receiving the same experience

e Technical Assistance needs togobeyond critique and have it be more supportive of the work

S:\2023 Calendar Year - Meetings\Committees\Standards & Best Practices Committee\5. May\Minutes
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e Recommendation to have more trainings, in particular on brief interventions, best practices, initial MCC
training needs more focus on the actualwork that happens (go beyond motivationalinterviewing)
¢ There needs to be a clear understanding of the different roles and responsibilities and the collaboration
that can happen between the team members
e Recommendation to identify opportunities and clarification on how providers can be involved in the COH,
beyond providing comments on items
9. UniversalService Standards Review
Committee members provided the following recommendations and edits for the Universal Service Standards and
the Patient Bill of Rights:
e Under Appendix B, Section B, item 1: Edit to read “Department of Healthand Human Services Guidelines”
e Under Appendix B, Section B, item 4: Edit to read “Have their phone calls and/or emails answered within 1-5
business days, based on the urgency of the matter”
e Under Appendix B, introduction: Edit to read “Patient Bill of Rights” and replace all other mentions to
maintain consistency of phrasing
e Under “Referrals and Case Closure” section, standard 6.3 and 6.4: incorporate into the patient bill of rights
phrasing regarding the procedure for case closures and the reasons for case closure

MOTION #4: Announce a 30-day public comment period for the Universal Service Standards starting on5/5/23 and
ending on 6/5/23. v"Passed by Roll Call Vote (Yes= M. Cielo, A. Frames, M. Mintline, H. San Agustin, M. Sattah, K.
Stalter, E. Davies ; No = 0; Abstain = 0)

10. Nutrition Support Services Review
Committee members provided the following recommendations and edits for the Nutrition Support Services
standards:
e Add language explaining the use of gift cards as an add-on/supplement to nutrition support for the
purchase of food items not typically found in food banks/food pantries (e.g. Ensure)
e Deleteanyitems thata DHSP contract monitor would not be able to monitor
e Add page numbers tothe document
e Add indent to the sectionlabeled “Program Guidance”
e Combine the tables for food banks and food pantries into one table and add a column with the option to
select a check box to denote when a standard applies to the respective service
e Fix typo for “HIV/AIDS” on the “Home Delivered Meals” section
e Add “All entries in client chart will be sighed and dated”
e Add arequirement to have some sort of nutritional education as part of the service
e Clarify whois included in the phrase “Family members affected by HIV”
e Under the staffing section, edit the phrasing to read “clients living with HIV or affected by HIV”

VI. NEXTSTEPS
11. TASK/ASSIGNMENTS RECAP:
2 Commissionstaff will make suggested edits to Universal Standards and post for public comment by 5/5/23
2 Commissionstaff will make suggested edits to Nutrition Support Service Standards
2 Commission staff will follow-up with the MCC feedback committee to share resources and coordinate future
collaboration for the upcoming review of the MCC Service Standards.

10. AGENDA DEVELOPMENT FOR NEXT MEETING:
e |nitiate review of MCC Service Standards

S:\2023 Calendar Year - Meetings\Committees\Standards & Best Practices Committee\5. May\Minutes
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e Review public comments received for Universal Service Standards
e Continue review of Nutrition Support Service Standards

Vil. ANNOUNCEMENTS
11. OPPORTUNITY FOR PUBLIC AND COMMITTEE TO MAKE ANNOUNCEMENTS: There were noannouncements.

Vill.  ADJOURNMENT
12. ADJOURNMENT: The meeting adjourned at 12:03pm.

S:\2023 Calendar Year - Meetings\Committees\Standards & Best Practices Committee\5. May\Minutes
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STANDARDS AND BEST PRACTICES COMMITTEE 2023 MEETING SCHEDULE
PROPOSED/DRAFT FOR REVIEW (updated 05.31.23)

DATE KEY AGENDA ITEMS/TOPICS (subject to change; for planning purposes)
January 24 Elect Co-Chairs for 2023
10amto 12pm
Virtual
February 7 Draft 2023 Committee workplan
1pm to 3pm
Virtual
March 7 Adopt 2023 Committee workplan
10amto 12pm Approve Oral Health Care Services standards—SBP and Executive
In-Person MCC program overview presentation--DHSP
Aprild Approve OralHealth Care Services standards—COH
10am to 12pm Continue review of Universal standards + Patient Bill Rights
In-Person Initiate review of Nutrition Support service standards
May 2 Presentation: MCC Workforce Survey Results
10am to 12pm Announce public comment period for Universal Service standards
In-Person Continue review of Nutrition Support service standards
June6 Announce public comment period for Nutrition Support service standards
10amto 12pm Initiate review of MCC service standards
In-Person Initiate review of Prevention Service Standards
Approve Universal Service Standards—SBP and Executive
July4 Approve Universal Service Standards—COH
10am-teo12pm Cancelled due to Independence Day Holiday 7/4/23
August1
10amto 12pm
In-Person
September5 Consider cancelling or rescheduling due to Labor Day Holiday 9/4/23
10am to 12pm Note: The United States Conference on HIV/AIDS (USCHA) 9/6/23-9/9/23
In-Person
October3
10amto 12pm
In-Person
November 7
10amto 12pm
In-Person
December5 Consider cancelling; poll committee members
10amto 12pm

In-Person




Ryan White HIV/AIDS Program

Free or Low-Cost Services for People with HIV

What is the Ryan White HIV/AIDS Program?

The Ryan White HIV/AIDS Program (RWHAP) is a federal program under the Health Resources &
Services Administration (HRSA) that supports a variety of free or low-cost services for people with
HIV (PWH) in the United States. Eligible PLWH are able to receive medical care, HIV medications,
and other support services to help them remain in care and achieve viral suppression. RWHAP
services are available to anyone with HIV regardless of insurance, citizenship, and immigration
status.

What are the goals of the RWHAP?
e Provide HIV medical care, treatment, and support services for PWH
e Help clients achieve viral suppression
e Reduce or eliminate HIV transmission

What medical and supportive services can | access through the RWHAP?

Medical Services Description

AT EVEI7 QIS MERIEl (- OLh), HIV medical care accessed through a medical provider

Services

Home-Based Case Management Specialized home care for homebound clients

Medical Care Coordination (MCC) HIV care goordination through a team of health providers to improve
quality of life

Medical Specialty Services Medical care referrals for complex and specialized cases

Mental Health Services Psychiatry, psychotherapy, and counseling services

Oral Health Services (General & Specialty) | General and specialty dental care services

Supportive Services Description
Assistance navigating public and/or private benefits and programs
(health, disability, etc.)

Translation and interpretation services for non-English speakers
and deaf and/or hard of hearing individuals

Legal Services Legal information, representation, advice, and services
Nutrition Support Services Home-delivered meals, food banks, and pantry services

Residential Care Facility for the
Chronically Ill (RCFCI)
Substance Use Disorder Transitional Housing services for clients in recovery from drug or alcohol use
Housing (SUDTH) disorders

Support for incarcerated individuals transitioning from County jails
back to the community

Benefits Specialty Services (BSS)

Language Services

Home-like housing that provides 24-hour care

Transitional Case Management

Transitional Residential Care Facility Short-term housing that provides 24-hour assistance to clients with
(TRCF) independent living skills
Transportation Services Ride services to medical and social services appointments

Los Angeles County Department of Public Health Revised: August 2022

Division of HIV and STD Programs
www.publichealth.lacounty.gov/dhsp
(213) 351-8000
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Ryan White HIV/AIDS Program

Free or Low-Cost Services for People with HIV

How do | access these services?

If you are interested in any of these services, please refer to the corresponding fact sheet for a list of
providers. If you are not already receiving any of these services, our RWHAP agencies can help you
confirm if you are eligible. They may ask you to provide documentation for the following:

e HIV diagnosis;

e Current income (if any and below the 500% Federal Poverty Level (FPL) for one person);

o 500% FPL 2022 $67,950 — Please note this amount is adjusted every year.

e Health insurance (if any) — If you do not have health insurance or have insurance and are
responsible for out-of-pocket costs, including medication co-pays or coinsurance for office
visits; and

e Livein Los Angeles County

RWHAP services are not included under public charge and are available to anyone

with HIV, regardless of insurance, citizenship, and immigration status.

Los Angeles County Department of Public Health Revised: August 2022
Division of HIV and STD Programs AN
www.publichealth.lacounty.gov/dhsp
(213) 351-8000

COUNTY OF LOS ANGELES

Public Health




Standards of Care Proposals

1. Page 7: Follow up within one business day with patients who miss an MCC appointment

a. Not realistic

2. Page 8: Intervention options: Add other items, such as substance use, housing
a. Or: aslong as it relates to overall patient wellness

Page 10: MCM should be open to LVN'’s

Page 11: ICP’s should not have to be signed by patients if doing remotely

5. Page 13: More clarification about closing cases if no direct program contact in the past
six months?

6. Aspects to add:

a. The standards omit content that is supportive of the direct service workers. This
deficit ignores the humanity and sustainability of these workers, which
furthermore affects the patient care.

b. Items to include:

i.  The MCC program should be routinely evaluated and updated at least
every 5 years with the collaboration and input of direct service workers
1. Updates impact the following:
a. Updated meds and medical / MH conditions | DSM
b. Updated language (e.g. gender / sexuality, dating, harm
reduction, etc.)
c. Trainings
Topics (e.g. Food insecurity)
e. Errors (e.g. in the software, discrepancies in the different
guidelines, etc.)
f. Time frames of when to complete tasks by
g. Re-evaluation of contract goals (especially for annual
hours and enrolled patients) and budgets
h. Opportunities to indicate hours when patients have
“assessment due” or “tracker due” status or have no
eligibility documentation
i. Software updates (i.e. Casewatch improvements)
j- Audit rubrics reviewed and updated
ii. Reassessments should not be longer in length than assessments
iii. Reassessments should not happen more than 2x/year
iv.  All questions on reassessments should have the option to “decline to
answer” so that pts are not required to answer the questions
v. MCC teams and individuals should be recognized for service in on-going

kW

o

ways

vi.  Screener should include mental health question

vii.  The acuity should be adjustable based on MCC team understanding
patient needs not captured on the assessment / reassessment

Viii. Audits should be returned to MCC teams within a certain time frame
ix.  More options for referrals



X.  More options for Case Worker backgrounds
xi.  Housing specialist and therapist on the team

xii.  DHSP Communication / Relationship

1. Improve meetings

2. Improve trainings

3. Improve and open up communication (e.g. regular email
updates/information, master contact list sent out monthly)

4. Provide opportunities for direct service providers to contribute to
all changes / improvements to the program

5. Regular feedback and review of monthly reports

6. Requirements to include strengths and successes in audits
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MEDICAL CARE COORDINATION
STANDARDS OF CARE

Adopted February 14, 2019

Draft under review by the Standards and Best Practices
Committee as of 5/1/2023
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INTRODUCTION

Service standards outline the elements and expectations Ryan White service providers follow when
implementing a specific service category. The purpose of the service standards is to ensure that all Ryan
White service providers offer the same fundamental components of the given service category. The
standards establishthe minimal level of care thata Ryan White funded agency or provider may offer in
Los Angeles County.

The Medical Care Coordination Services Standards of Care developed the Los Angeles County
Commissionon HIVto ensure people living with HIV (PLWH) receive coordinated medical and non-
medical careregardless of where services are received in the County. The development of the
Standards included review of and alignment with the Guidelines for the Provision of HIV/AIDS Medical
Care Coordination Services in Los Angeles County and Medical Care Coordination Services for Persons
Living with HIV in Los Angeles County (September 2017) from the Los Angeles County Department of
Public Health - Division of HIV and STD Programs, as well as feedback from the Los Angeles County
Commissionon HIV— Standards & Best Practices Committee and experts in HIV treatment and care. All
standards of care developed by the Commissionon HIV align with the Universal Service Standards of
Care approved by the Commission in April 2017.

MEDICAL CARE COORDINATION OVERVIEW

The Medical Care Coordination (MCC) model is an integrated service model that addresses patients’
unmet medical and non-medical support needs (i.e. mental health, substance abuse, and housing)
through coordinated case management activities to support continuous engagementin careand
adherence to antiretroviral therapy. The Medical Care Coordination model aligns with the goals of the
Los Angeles County HIV/AIDS Strategy, released by the Division of HIV and STD Programs in December
2017, of reducing annual infections to 500, increasing diagnoses to 90% and increasing viral suppression
for people living with HIV to 90% by 2022. MCC services are provided by a team co-located in clinics
across the County consisting of a Medical Care Manager, Patient Care Manager, Retention Outreach
Specialist, and Case Worker(s).
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Medical Care Coordination services include:

e Comprehensive assessment/reassessment The terms mental health and
e Development and monitoring of anlIntegrated Care Plan
e Briefinterventions
e Referrals
e Caseconferences

Patient retentionservices

behavioral health are oftenused
interchangeably. For the
purposes of the Medical Care
Coordinationservice standard,
mental health is used and is
intended to encompass a broad
range of related diagnoses and
services necessaryto achieve
optimal patient health outcomes.

The goals of medical care coordination include:

e |ncreaseretentionin HIV care

Improve adherence to antiretroviral therapy (ART)

Link patients with identified need to behavioral health,
substance abuse, specialty care,and housing resources,
and other support services
e ReduceHIVtransmission through sexual risk reduction counseling and education

All programs will use available standards of care to inform clients of their services and will provide
services in accordance with legal and ethical standards. Maintaining confidentialityis criticaland all
programs must comply with the Health Insurance Portability and Accountability Act (HIPAA) standards
for information disclosure.

EVALUATION OF THE MEDICAL CARE COORDINATION MODEL

In 2017, the first comprehensive report on the implementation and evaluation of Medical Care
Coordination (MCC) services was released by the Los Angeles County Department of Public Health—
Division of HIV & STD Programs. The evaluation consisted of 1,204 patients enrolled in MCCin 2013 and
demonstratedthe success of the integrated service model. Key findings indicated that MCC was able to
reachand serve vulnerable populations impacted by HIV, increase retentionin HIV care, andincrease
viral suppressionfor patients. Given that there is minimal to no risk of transmitting HIV for patients that
are able to achieve and maintain an undetectable viral load, the key findings align with LA County
HIV/AIDS Strategy goals of increasing viral suppressionto 90% and reducing annual infections to 500 by
2022.

In 2016, there were an estimated 60,946 persons living with HIV/AIDS with 1,881 newly diagnosed HIV
casesin Los Angeles County. Of the 1,881 HIV cases that were newly diagnosed, 84% were men who
have sex with men (MSM). HIV incidence is highest among MSM of color, young MSM (YMSM) ages 18-
29, and transgender persons. Patients enrolledin MCC showed improvements in all health outcomes
across all patient demographics and social determinants of health, particularlyin those aged 16-24
years, transgender, uninsured and high/severe acuity. The evaluation results for MCC services
demonstrates its effectiveness as anintegrated medical and non-medical care programin improving
health outcomes for people living with HIV, andwas integralin the development of these Standards.

MEDICAL CARE COORDINATION MODEL

All patients receiving medical care in Ryan White-funded clinics are routinely screened for Medical Care
Coordination based on clinical and psychosocial criteria. The patients who are identified as candidates
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for MCC services or who are directly referred by their medical provider are then enrolled into the MCC
program.

Physical co-location of the medical outpatient clinics and Medical Care Coordination programs and
medical teamis necessaryand will be determined based on the needs of the program, the patient
population, and the providers delivering the service. Medical Care Coordination programs must operate
from a central location that serves as an administrative hub and primary program venue. Medical Care
Coordination is an integrated approachto care, rather thana location where careis provided.

Medical Care Coordinationteams are integrated into the medical home as part of the medical care team
to ensure the Medical Care Manager, Patient Care Manager, Case Worker and Retention Outreach
Specialist are able to work together and directly with the patient. The Medical Care Manager is
responsible for the patient’s clinical needs and will directly trackand address all medical components of
the Integrated Care Plan, whichis developed by the MCC team and patient, for anyone eligible for the
service. The Patient Care Manager will work with the Medical Care Manager to address the patient’s
psychosocial needs, and trackand supervise these components of the Integrated Care Plan.

Case Workers are the liaison between HIV Counseling and Testing sites and the medical clinic to ensure
that new patients are enrolled in medical carein a timely fashion. Case workers address the patient’s
socioeconomic needs and assists with patient monitoring and tracking outcomes. Depending on the size
of the program and volume of patients, the program may employ additional case workers who are
directly supervised by the care manager. Inthe case of a smaller program, the Medical and Patient Care
Managers directly support all patients on an ongoing basis.

The retention outreach specialist will directly engage clients who are at-risk of falling out of care or are
lost to care. The retention outreach specialist is responsible for reaching the patients through all
available means of communication, including but not limited to phone calls, text messages, emails,
physical mail, and street outreachto parks, food pantries, and shelters.

All members of the Medical Care Coordination team have a responsibility to serve as a contact to each
patient for continued care and support. Care coordination programs may choose to engage additional
providers for specific services (e.g., behavioral health, substance abuse,) or may establish
comprehensive service agreements with such providers that will facilitate the program’s access tothose
additional services. Memoranda of Understanding between the grantee and the provider/agency must
be submitted tothe Los Angeles County Department of Public Health - Division of HIVand STD
Programs.

KEY SERVICE COMPONENTS

Medical Care Coordination services are patient-centered activities that focus on facilitating access to,
utilization of, and engagement in primary health care services, as well as coordinating and integrating all
services along the continuum of care for patients living with HIV. All Medical Care Coordination services
should aimto increase the patient’s sense of empowerment, self-advocacy and medical self-
management, as well as enhance the overall health status of the patient. Programs must ensure patients
are given the opportunity to ask questions and receive accurate answers regarding services provided by
MCC staff and other professionals towhom they are referred. These discussions build the provider-
patient relationship, serve to develop trust and confidence, and empower patients to be active partners
in decisions about their health care. Inaddition, MCC services will be culturally and linguistically
appropriate.
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The overall emphasis of ongoing Medical Care Coordination services should be on facilitating the
coordination, sequencing, andintegration of primary health care, specialty care, and all other services in
the continuum of care to achieve optimal health outcomes.

Medical Care Coordination services in Los Angeles County will include (at minimum):

e Comprehensive assessment/reassessment
e IntegratedCarePlan

e Brief interventions

e Referrals, coordination of care, and linkages
e Caseconferences

e Patient retentionservices

PATIENT ELIGIBILITY

Patient eligibility is determined at intake, which includes the collection of demographic data, emergency
contact information, relative/significant other, and eligibility documentation. Although MCCis a Ryan
White Program, patients do not need to be receiving Ryan White funded medical care to receive MCC
services.

Ryan White Program eligibility includes individuals who:

e Residein Los Angeles County

e Are agel2years or older

e Haveahousehold income equal to or below 500% Federal Poverty Level, and
e Are HIV-positive

An intake process, whichincludes registration and eligibility, is required for every patient’s point of entry
into the MCC service system. Ifanagency or other funded entity has the required patient information
and documentation on file in the agencyrecord or in the countywide data management system, further
intake is not required. Patient confidentiality will be strictly maintained and enforced.

The client file will include the following information (at minimum):

e Dateofintake

e (Client name, mailing address and telephone number. For patients without an address, a signed
affidavit declaring they are homeless should be kept on file.

e Writtendocumentation of HIV status

Proof of Los Angeles County residency
e Verification of financial eligibility for services

e Verification of medicalinsurance
e Emergencycontact’s name, home address and telephone number

Required Forms: Programs must develop the following forms in accordance with State and local
guidelines.

e Release of Information (must specify what information is being released and to whom)
e Limits of Confidentiality (confidentiality policy)
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e ConsenttoReceive Services

e Patient Rights and Responsibilities
e Patient Grievance Procedures

e Notice of Privacy Practices (HIPAA)

PATIENT ASSESSMENT/REASSESSMENT

The Medical Care Coordination assessment is the systematic and continuous collection of data and
information about the patient and their need for Medical Care Coordination services. The assessment is
a countywide standardized acute assessmenttooland is usedto identify and evaluate a patient’s
medical, physical, psychosocial, environmental and financial strengths, needs and resources. While the
assessment helps guide discussion betweenthe MCC team and the patient, and ensures specific
domains are addressed, it is not exhaustive. The patient assessment and reassessments must be
conducted collaboratively and in a coordinated manner by the Medical Care Manager and Patient Care
Manager team. The medical information and medical assessment portions of the assessment and
reassessment must be completed by the Medical Care Manager.

The comprehensive assessment determines the:

e Patient needs for treatment and support services, and capacity to meet those needs
e IntegratedCarePlan

e Ability of the patient’s social support network to help meet patient needs

¢ |nvolvement of other health and/or supportive agencies in patient care

e Areasin which the patient requires assistance in securing services

Patient acuity levels will be determined based on responses of the comprehensive assessment.
Emergencies or medical and/or psychosocial crisis may require quick coordination decisions to mitigate
the acute presenting issues before completing the entire intake/assessment. Acuity levels will be
updated through reassessment dependent on patient need, but should be conducted annually at
minimum.

The acuity levels are as follows:

e Self-managed: For patients presenting some need, but whose needs are easily addressed; refer
to other Ryan White services.

e Moderate acuity: For patients presenting some need, but whose needs are relatively easily
addressed;
High acuity: For patients presenting the most complex and challenging needs; and
Severe acuity: For patients presenting in crisis who require immediate, high frequency and/or
prolonged contact.

INTEGRATED CARE PLAN

The Integrated Care Plan (ICP)is an individualized multidisciplinary service plan to be completed
following the completion of the comprehensive assessment. The Integrated Care Planis patient
centered with the patient as an active participant in its development together with the Medical Care
Manager and Patient Care Manager. The planshould be guided by needs identified by domains from the
assessment, listed below, and additional information expressedto the MCC team.
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Assessment domains are based on the following:

l. Health Status

II.  Quality of Life/Self-Care
. Antiretroviral Knowledge & Adherence
V. Medical Access, Linkage and Retention

V. Housing
VI. Financial Stability
VII. Transportation
VIII. Legal Needs/End of Life Needs

IX.  Support Systems and Relationships
X. Risk Behavior

Xl. Substance use and Addiction

XII. Behavioral Health

In rare cases, due tothe type of treatment, immediacy of services and/or their confidential nature (e.g.,
mental health, legal services), the ICP may be limited to referencing, rather than detailing, a specific
treatment planand/or the patient’s agreement to seek and access those specific services.

PROGRESS NOTES/MONITORING PATIENT PROGRESS

ICPimplementation and evaluationinvolve ongoing contact and interventions with, or on behalf of, the
patient to ensure goals are addressed that work towards improving a patient’s health and resolving
psychosocial needs. Current dated and signed progress notes, detailing activities related to
implementing and evaluating, will be kept on file in the patient record.

The following documentation is required (at minimum):

e Date, type, and description of all patient contact, attempted contact and actions taken on behalf

of the patient

Changes inthe patient’s condition or circumstances

Progress made towards achieving goals identified in the ICP

Barriers identified in reaching goals and actions taken to resolve them

Current status, results, and barriers to linking referrals and interventions

Time spent with, or on behalf of, the patient

Care coordination staff’s signatureand professional title

e Follow up within one business day with patients who miss an MCC appointment. If follow-up
activities are not appropriate or cannot be conducted within the prescribed time, care
coordination staff will document reason(s) for the delay.

e Collaborating with the patient’s other service providers for coordination and follow-up

BRIEFINTERVENTIONS

Brief interventions are short sessions that raise awareness of risks and motivates patient toward
acknowledgement of an identified behavioral issue. The goal of the brief intervention is to help the
patient see a connection between their behavior andtheir health and wellbeing. Based onthe goals and
objectives identified in the patient’s ICP, MCC team members shall deliver brief interventions designed
to promote treatment adherence and overall wellness for MCC patients. The brief interventions are not
a substitute for long-term care for patients with a high level of need; referrals to more intensive care
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may be warrantedinthose situations. For example, patients with severe or complex behavioral health
needs should be referred to the appropriate specialist.
MCC intervention activities primarily focus on:

e Promoting Antiretroviral Therapy Adherence (ART)
e RiskReduction Counseling

e EngagementinHIVcare

e BehavioralHealth

PATIENT SELF-EFFICACY AND CARE

MCC teams will teach patients and their caregiver’s effective HIV disease self-efficacy skills toimprove
self-sufficiency health outcomes with attention to meeting the cultural needs and challenges of the
patients. Staff will educate clientele and caregivers about maintaining an undetectable viral load will
resultin little to no risk of HIV transmission. MCC teams will educate and empower clients to interact
effectively with all levels of service providers and to become increasingly informed and independent
consumers.

REFERRALS

Programs providing Medical Care Coordination services will actively collaborate with other agencies to
maximize their capacity to provide referrals tothe full spectrum of HIV-related services. Programs must
maintain a comprehensive list of service providers (both internal and external), for the full spectrum of
HIV-related and other services. The MCC team should refer patients to appropriate services based on
needs identified in the assessment and reassessment,and describedin the Integrated Care Plan.

Programs will develop written protocols, or use existing agency protocol, for referring patients to other
providers, networks and/or systems. Referrals must be tracked and monitored to ensure linkage to
referrals are documented. MCC teams are responsible for working with patients to increase follow
through in linking referrals.

CASE CONFERENCES

Multidisciplinary case conferences, formal and informal, are a critical component of Medical Care
Coordination services and help integrate the MCC team into the medical care team. Case conferences
convene a patient’s MCC team and other key care providers (e.g. physician, nurse practitioner, physician
assistant) to assess progress in meeting the needs identified in the patient’s ICP and to strategize further
responses.

Case conferences are an opportunity to address major life transitions and changes in health status for
the patient with other members of the care team and should be conducted when possible. Programs are
expectedto convene case conferences based on patient need and acuity level.

Documentation of case conferences shall be maintained within each patient record and include:
e Dateof case conference
e Names and titles of participants
e Medicaland psychosocial issues and concerns identified
e Description of recommended guidance
e Follow-up plan
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e Results ofimplementing guidance and follow-up
PATIENT RETENTION

Agencies or medical homes providing Medical Care Coordination services will develop and implement a
plan that guides the agency’s efforts tore-engage patients into care:

e Patients at the clinic who have fallen out of care
e Patients who are aware of their HIV status, but not in care (“unmet need”)
e Patients atriskfor falling out of care

Retention Outreach Specialists (ROS) are responsible for following up with patients that the MCC team
has not been able to engage or re-engage through existing resources. This includes attempting to locate
patients that have missed an HIV medical or MCC appointment. Locating patients may entail visiting the
patient’s last known address and/or sites of frequent socialization (e.g. food pantry, parks, community
centers), contacting patients’ other service providers, researching whether the patient is incarcerated,
or other methods to bring the patient back into HIV care.

Retention Outreach Specialist will:

¢ Identify clinic patients not engagedin HIV medical care within the past 7 months.

e Work as an integral part of the medical care coordination (MCC) services team, including
participating in team meetings.

e Actas liaison for clinic patients recently released from incarcerationto ensure timely reengagement
into HIV medical care.

e Work with out of care clinic patients toidentify and address potential and/or existing barriers to
engagement in medical care.

e Utilize motivational interviewing techniques to encourage patients to engage inand/or reengage
into HIV medical care.

Programs will strive to retain patients in medical care coordination services. Toensure continuity of
service and retention of patients, programs should follow existing agency specific policies regarding
broken appointments. Follow-up may include telephone calls, written correspondence and/or direct
contact. Programs will demonstrate due diligence through multiple efforts to contact patients by phone
or by mail and document efforts in progress notes within the patient record. In addition, programs will
develop and implement a contact policy and procedure to ensure that patients who are homeless or
report no contact information are not lost to follow-up.

CASE CLOSURE

Caseclosureis a systematic process for disenrolling patients from Medical Care Coordination services.
The process includes formally notifying patients of pending case closure and completing a case closure
summaryto be kept on file in the patient record. All attempts to contact the patient and notifications
about case closure will be documented in the patient file, along withthe reasonfor case closure. Note
that cases oftenremain open, and should not be closed, so that the Retention Outreach Specialists can
locate and rescreen patients.
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Cases maybe closed when the client:

e Relocates out of the service area

e Hashadno direct program contact in the past six months

e Isineligible for the service

e Discontinues the service

e Usestheserviceimproperly or has not complied with the client services agreement
e Isdeceased

e Nolonger needs the service

When appropriate, case closure summaries will include a plan for continued success and ongoing
resources to potentially be utilized. At minimum, case closure summaries will include:

e Dateandsignature of both the Medical and Patient Care Managers
e Dateof caseclosure

e Status of the Integrated Care Plan

e Status of primary health care and support service utilization

e Referrals provided

e Reasons for disenrollment and criteria for reentryinto services

STAFFING REQUIREMENTS AND QUALIFICATIONS

Individuals on the Medical Care Coordination team must be in good standing and hold all required
licenses, registration, and/or degrees in accordance with applicable State and federal regulations as we
as requirements of the Los Angeles County Department of Public Health, Division of HIV & STD
Programs. At minimum, all Medical Care Coordination staff will be able to provide timely, linguistically
and culturally competent care to people living with HIV. Medical Care Coordination staff will complete
orientation through their respective hiring agency, including a review of established programmatic
guidelines, and supplemental trainings as required by the Los Angeles County Department of Public
Health, Division of HIV and STD Programs. Staff should also be trained by their agency on patient
confidentiality and HIPAA regulations, and de-escalation techniques. Itis recommended that Medical
Care Coordination teams across agencies convene at least once a year to discuss best practices,
outcomes, and exchange ideas on how to best provide patient care through MCC.

The minimum requirements for MCC staff are:

e Medical Care Manager must possess a valid license as a registered nurse (RN) in the state of
California.

e Patient Care Manager must possess a Master’sdegree in one of these disciplines: Social Work,
Counseling, Psychology, Marriage and Family Counseling, and/or Human Services.

e Case Worker(s) must possess a Bachelor’s degree in Nursing, Social Work, Counseling,
Psychology, Human Services; OR possess a license as a vocational nurse (LVN), or have
demonstrated experience working in the HIV field.

e Retention OutreachSpecialist shall possessthe following requirements: 1) Experiencein
conducting outreach to engage individuals; and 2) Shall have good interpersonalskills;
experience providing crisis intervention; knowledge of HIV risk behaviors, youth development,
human sexuality, or substance use disorders; ability to advocate for clients; and be culturally
and linguistically competent.

10
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TRANSLATION/LANGUAGE INTERPRETERS

Federal and State language access laws (Title VI of the Civil Rights Act of 1964 and California’s 1973
Dymally-Alatorre Bilingual Services Act) require health care facilities that receive federal or state funding
to provide competent interpretation services to limited English proficiency patients at no cost, to ensure
equal and meaningful access to health care services. MCC staff must develop procedures for the
provision of such services, including the hiring of staffable to provide services in the native language of
limited English proficiency patients and/or staff reflective of the population they serve.

TABLE: MEDICAL CARE COORDINATION SERVICES STANDARDS

STANDARD DOCUMENTATION
PATIENT ELIGIBILITY
Eligibility determined by provider Patient file includes:

e Los Angeles County resident
e Agel2yearsorolder
e Household income equalto or below 500%

FPL
o HIVstatus
Required forms are discussed and completed Signed and dated forms:

e Release of information

e Limits of confidentiality

e« Consenttoreceive services

e Rights and Responsibilities

e Grievance procedures

e Notice of privacy practices (HIPAA)
PATIENT ASSESSMENT/REASSESSMENT
Acuity level assignedto patient based on Completedtool kept on file in patient record.
assessment results Patient acuity level assigned as:

e Self-managed

e Moderate

e High
e Severe
Reassessmentsare conducted based on patient Program monitoring and reassessment on file
need, but annually at minimum to update patient
acuity.
Patients unable to actively participate in Medical | Documentation of linked referralonfile in
Care Coordination services will be referredto patient record
home-based case management, skilled nursing,
psychiatric services, or hospice care
INTEGRATED CARE PLAN
Integrated Care Plan will be developed Integrated Care Planonfile includes:
collaboratively with the patient within 30days of | « Patient Name
completing the assessment e Patient Care Manager (PCM) Name

e Medical Care Manager (MCM)Name
e Dateandpatient signature
e DateandPCMand MCM (Care Team)
signatures
PROGRESS NOTES/MONITORING PATIENT PROGRESS

11
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MCC team will monitor:

e Implementation of Integrated Care Plan (ICP)
and progress made toward achieving goals

e Changesinthe patient’s condition or
circumstances

e Labresults

e Adherence to medication

e Completion of referrals

e Delivery of brief interventions

e Barrierstocareand engagement

BRIEFINTERVENTIONS

Briefinterventions may focus on:

e Promoting Antiretroviral Therapy Adherence
(ART)

e RiskReduction Counseling

e EngagementinHIVcare

e BehavioralHealth

PATIENT SELF-EFFICACY AND CARE

MCC Team will educate patients on the

importance of maintaining an undetectable viral

load, the importance of adhering to care, and

increase their capacity to engage theirown care

REFERRALS

MCC team will provide referrals as needed based

on assessment and reassessments. Agency or

medical care home will maintaina

comprehensive list of providers for full spectrum

HIV-related and other service referrals

If needed, engage additional providers for

specific support services (e.g. behavioral health,

substance abuse)

CASE CONFERENCES

MCC team will convene case conferences, formal

and informal, to ensure coordination of care for

patient

PATIENT RETENTION

Progress notes onfile include:

e Date, type, and description of all patient
contact, attempted contact and actions taken
on behalf of the patient

e Changesinthe patient’s condition or
circumstances

e Progress made towardachieving goals

e Barrierstoreaching goals and actions taken
to resolve them

e Currentstatus andresults of recommended
referrals

e Currentstatus andresults of recommended
interventions

e Time spent withthe patient

e CareTeamsignatures

Documentation of recommended interventions in
progress notes

Documentation of education on file in patient
record

Identified resources for referrals at provider
agency (e.g. lists on file, access towebsites)

Memoranda of Agreement (MOU) on file

Documentation on file includes:

e Date

o Name/Titles of participants

e |dentified medical and psychosocialissues
and concerns

e Description of recommended guidance

e Follow-up plan

e Results ofimplemented guidance

12
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Agency or medical home will develop procedures
or follow existing agency-specific policies to work
with patients:

e Atthe clinic who have fallen out of care

e« Who areaware of HIV status, but notin care
e Atriskfor falling out of care

CASE CLOSURE

MCC team will follow up with patients who have
missed appointments and may be pending case
closure

Cases may be closed when the patient:

e Relocates out of the service area

e Hashadnodirect program contactinthe
past sixmonths

e Isineligible for the service

e Discontinues the service

e Usestheserviceimproperly or has not
complied with the client services agreement

e Isdeceased

e Nolonger needs the service

STAFFING REQUIREMENTS

Medical Care Coordination (MCC) team will
include:

e Medical Care Manager

e Patient Care Manager

o Case Worker(s)

e Retention Outreach Specialist

TRANSLATION/LANGUAGE INTERPRETERS

MCC Programs will develop, or utilize existing
agency-specific, policies to provide interpretation
services to patients at no cost

Documentation of attempted patient contact on
file

Number of attempts to contact and mode of
communication documented in patient file

Justification for case closure documented in
patient file

Documentation of required licenses on file:
e Maedical Care Manager: RN license in State of
CA
e Patient Care Manager: Master'sdegreein
Social Work, Counseling, Psychology,
Marriage and Family Counseling, and/or
related Human Services field
e CaseWorker(s): Bachelor’s degree in Nursing,
Social Work, Counseling, Psychology, Human
Services OR possess a license as a vocational
nurse (LVN) OR have demonstrated
experience working in the HIV field
e Retention Outreach Specialist:
1) Experiencein conducting outreachto
engage individuals; and
2) Shall have good interpersonal skills;
experience providing crisis intervention;
knowledge of HIV risk behaviors, youth
development, human sexuality, or
substance use disorders; ability to
advocate for clients; and be culturally
and linguistically competent.

Policies on file at agency

13
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DEFINITIONS AND DESCRIPTIONS

Assessmentis a cooperative and interactive face-to-face interview process during which the patient’s
medical, physical, psychosocial, environmental and financial strengths, needs and resources are
identified and evaluated.

Intake determines a person’s eligibility for Medical Care Coordination services.

Medical Care Coordination (MCC)integrates the efforts of medical and social service providers by
developing and implementing an integratedcare plan.

Medical Care Managers will be licensed RNs and be responsible for the patient’s clinical needs and will
directly trackand address all medical components of the Integrated Care Plan.

Retention Outreach Specialists promote the availability of and access to Medical Care Coordination
services toservice providers and patients at higher risk of falling out of continuous care or arelost to
care.

Patient Care Managers will hold a Master’s degree insocial work (MSW) or related degree (e.g.,
psychology, human services, counseling) and are responsible for the patient’s psychosocial needs ad will
track, address and or supervise these components of the Integrated Care Plan.

Case Workers must possess either a Bachelor’s degree in Nursing (BSN), Social Work, Counseling,
Psychology, Marriage and Family Counseling (requires a Master’s degree), Human Services, a licenseas a
vocational nurse (LVN) or demonstrated experience working in the HIV field. Case workers address the
patient’s socioeconomic needs and assists with patient monitoring and tracking outcomes. Case
Workers are the liaison between HIV Counseling and Testing sites and the medical clinic to ensure that
new patients are enrolled in medical carein atimely fashion.

Reassessment s a periodic assessment of a patient’s needs and progress in meeting the objectives as
established within the Integrated Care Plan.

Caseclosureis a systematic process of disenrolling patients from active Medical Care Coordination.

15



DRAFT

DRAFT

LOS ANGELES COUNTY
COMMISSION ON HIV

RYAN WHITE PROGRAM

UNIVERSAL SERVICE
STANDARDS

Approvedby COHon 2/11/21

DRAFT FOR PUBLIC COMMENT

PUBLIC COMMENT PERIOD: May 5, 2023-
June 5, 2023

Email comments to HIVComm@Ilachiv.org

3| Page


mailto:HIVComm@lachiv.org

LOS ANGELES COUNTY

w »
SAuirorth

Service Standard Review
Guiding Questions for Public Comments

The Los Angeles County Commission on HIV announces an opportunity for the public to
submit comments for the draft Universal Service Standards for HIV Care being updated by
the Standards and Best Practices Committee. We welcome feedback from consumers,
providers, community members, and any HIV stakeholders interested in improving HIV care in
Los Angeles County. Please distribute the document widely within you networks. The
document is included below and can accessed at: https://hiv.lacounty.gov/service-standards

Please email comments to: HIVCOMM@LACHIV.ORG
The public comment period ends on June 6, 2023.

When providing public comment, consider responding to the following:

1. Are the Universal Service Standards presented up-to-date and consistent with national
standards of high quality HIV and STD prevention services?

2. Are the standards reasonable and achievable for providers? Why or why not?

3. Arethe proposed Universal Services Standards client-centered? Is there anything missing
related to HIV prevention and care?


mailto:HIVCOMM@LACHIV.ORG
https://hiv.lacounty.gov/service-standards

DRAFT

é’ﬁﬁ OS%«‘*:»

an LO5 ANGELES COUNTY

-

TABLE OF CONTENTS

SECTION PAGE
INTRODUCTION AND OVERVIEW 5
GENERALAGENCY POLICIES 5
CLIENT RIGHTS AND RESPONSIBILITIES 8
STAFFREQUIREMENTS AND QUALIFICATIONS 9
CULTURALAND LINGUISTICCOMPETENCE 10
INTAKE AND ELIGIBILITY 13
REFERRALS AND CASE CLOSURE 14
APPENDICES 15

4| Page



DRAFT

IMPORTANT: Service standards must adhere to requirements and restrictions from the federal agency, Health
Resources and Services Administration (HRSA). The key documents used in developing standards are as follows:
e Ryan White HIV/AIDS Program Services: Eligible Individuals & Allowable Uses of Funds Policy Clarification
Notice (PCN)#16-02 (Revised 10/22/18)

e HIV/AIDSBureau, Division of Metropolitan HIV/AIDS Programs National Monitoring Standards for Ryan
White Part A Grantees: Program—Part A

e Service Standards: Ryan White HIV/AIDS Programs

INTRODUCTION

Standards of Care outline the elements and expectations a Ryan White service provider follows when
implementing a specific service category. Standards of Care are available for each service categoryto setthe
minimum level of care Ryan White funded agencies should offer to clients. The Standards are intended to help
Ryan White Part A funded agencies meet the needs of their clients. Providers are encouragedto exceed these
standards.

The Los Angeles County Commission on HIV developed the Universal Standards of Caretoreflect current
guidelines from federal and national agencies on HIV care and treatment, and to establish the minimum
standards of care necessaryto achieve optimal health among people living with HIV (PLWH), regardless of where
services are received in the County. The development of the Standards includes guidance from service providers,
consumers and members of the Los Angeles County Commissionon HIV, Standards and Best Practices
Committee.

UNIVERSALSTANDARDS OVERVIEW
The objectives of the Universal Standards are to ensure agencies:
e Provide services that are accessible and non-discriminatory to all people living withHIVin Los Angeles
County with a focus on highly impacted populations
e Educatestaffand clients on the importance of receiving care, treatment as prevention, and how
maintaining an undetectable viral load results in little to no risk of HIV transmission
Protect client rights and ensure quality of care
e Provide client-centered, age appropriate, culturally, and linguistically competent care
e Provide high quality services through experienced and trained staff
e Meetfederal, state, and county requirements regarding safety, sanitation, access, and public health.
e Guarantee client confidentiality, protect client autonomy, and ensure a fair process of addressing
grievances
e Prevent information technology security risks and protect patient information and records
e Inform clients of services, establish eligibility, and collect information through an intake process
e Effectively assess client needs and encourage informed and active participation
e Address client needs through coordination of care and referrals toneeded services
e Ensurethatthe quality of service and materials given to patients during telehealth encounter is similar
with in-person visits.

1. GENERALAGENCYPOLICIES

All agencies offering Ryan White services must have written policies that address client confidentiality, release
of information, client grievance procedures, and eligibility. Agency policies and procedures facilitates service
delivery as well as ensures safety and well-being of clients and staff. Agencies are encouragedto build their
telehealth technology infrastructure and capacityto include videoconferencing to facilitate patient-provider
connectivity and relationships.
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1.0 GENERALAGENCY POLICIES

Standard

Documentation

1.1 Agency develops or utilizes an existing client
confidentiality policy in accordance with state
and federal laws to assure protection of client HIV
status, behavioral risk factors, and/or use of
services.

1.1 Written client confidentiality policy on file with
specific information technology safeguards for
confidentiality and patient information if using
telehealth service modality.

1.2 Agency is responsible for informing the patient
that they have the right to obtain copies of their
medical and other health records maintained by
the agency.

1.2 Written policy for informing the patient of their
rights to receive a copy of their medical records. The
policy should contain a description of the process for
obtaining records, such as a verbal or writtenrequest|
and a reasonable timeframe for patients to receive
the information.

1.3 Client determines what information of theirs can
be released and with whom it can be shared.
Services using telehealth modality are subject to
consent by the patient.

1.3 Completed Release of Information Form
on file including:

e Name of agency/individual with

whom information will be shared

e Information to be shared

e Duration of the release consent

e Client signature
For agencies and information covered by the
Health Insurance Portability and Accountability
Act (HIPAA), form must be HIPAA disclosure
authorization compliant. The form must also be
compliant with the CA Medi-Cal telehealth policy.*?

1.4 Agency develops or utilizes an existing grievance
procedure to ensure clients have recourse if they
feel they are being treatedin an unfair manner or
feel they are not receiving quality services.

1.4 Written grievance procedure on file that
includes, at minimum:
e Client process to file a grievance
e Information on the Los Angeles County
Department of Public Health, Division of
HIV & STD Programs (DHSP) Customer
Support Program 1-800-260-8787.
Additional ways to file grievances canbe
found at:
DHSP CSP CustomerSupportForm Website
-ENG-Final 12.2022.pdf (lacounty.gov)
DHSP Customer Support Program information
is postedin avisible location on site or
provided to the patient at the beginning of a
telehealth encounter.
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1.5 Agency provides eligibility requirements for
services available upon request. Eligibility
requirements must follow guidance from Division
of HIV & STD Programs (DHSP) and HRSA under
Policy Clarification Notice #16- 02.4

1.5 Written eligibility requirements on file.

1.6 All client files are storedin a secureand
confidential location, and electronic client files are
protected from unauthorized use. Protection of
client files and information must cover use of
electronic medical records, phones, text
messages, email, and telehealth modalities.

1.6 Client files must be locked and/or password
protected with access provided only to
appropriate personnel. Agencies must establish
written procedures and IT policies for message
encryption and restrictions onstaffaccess to
protect client information.

1.7 Agency maintains progress notes of all
communication between provider and client.

1.7 Legible progress notes maintainedin
individual client files that include, at
minimum:

e Date of communication orservice
e Service(s) provided

Recommended referrals linking clients to needed

services (See Section 6: Referrals and Case

Closure)

1.8 Agency develops or utilizes an existing crisis
management policy.

1.8 Written crisis management policy on file that
includes, at minimum:

e Mentalhealth crises
e Dangerous behavior by clients or staff

1.9 Agency develops a policy on utilization of
Universal Precaution Procedures
https://www.cdc.gov/niosh/topics/bbp/universal.ht
ml
e Staff members are trained in universal
precautions.

1.9 Written policy or procedure on file.
Documentation of stafftraining in personnel file.

1.10 Agency ensures compliance with Americans with
Disabilities Act (ADA) criteria for programmatic
accessibility (e.g. building and design accessibility,
parking, etc.). For agencies with multiple sites, all
sites must comply withthe ADA requirements.

1.10 ADA criteria on file at all sites.

1.11 Agency complies with all applicable state and
federal workplace and safetylaws and regulations,
including fire safety.

1.11Signed confirmation of compliance with
applicable regulations on file.
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2. CLIENTRIGHTS AND RESPONSIBILITIES

A key component of HIV/AIDS service delivery is the historic and continued involvement of people living with
HIVin the design and evaluation of services. The quality of care and quality of life for people living with HIV/AIDS
is maximized when people living with HIV are active participants in their own health care decisions with their
providers. This can be facilitated by ensuring that clients are aware of and understand the importance of their

input in the development of HIV programming.

2.0 CLIENT RIGHTS AND RESPONSIBILITIES

Standard

Documentation

2.1 Agencyensures services are available to any
individual who meets the eligibility requirements for
the specific service category.

2.1 Written eligibility requirements on file. Client
utilization data made available to funder.

2.2 Agencyincludes input from people living with
HIV/AIDSin the design and evaluation of services to
ensurecare is client centered.

2.2 Written documentation of how input was
received to inform service planning and evaluation in
regular reports. Lists mayinclude:
e Consumer Advisory Boardmeetings
e Participation of people living with HIV in HIV
program committees or other planning bodies
e Needs assessments
e Anonymous patient satisfactionsurveys.
Discreet drop off boxes should be availablein
various sites throughout the agencyand/or
anonymous electronic follow-up surveys
emailed to patients after their appointment.
e Focus groups

2.3 Agency ensures that clients receive information
technology support and training on how to use
telehealthservices.

2.3 Written checklists and/or “how to” guides are
provided to patients prior to their telehealth
appointment. Materials maybe emailed to patient
and/or posted on the agency website.

The document should contain at least the following
information:

e Instructions on how to use telehealth tools
(i.e., phone, laptop, tablets, etc.)in plain
language and available in the patient’s
preferred language.

e Telephone number for technical support or
trouble shooting available before, during and
after the telehealth appointment.
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2.4 Agency ensures that clients retain the right to
accept or decline atelehealthvisit. The ultimate
decision on the mode of service delivery, whetherin-
person or telehealth, must be determined by the
client first before an appointment is made.

2.4 Written procedures and telehealth acceptance or
denial form completed by patients prior to the
appointment.

2.5 Agency provides each client a copy of the Patient &
Client Bill of Rights & Responsibilities (Appendix B)
document that informs them of the following:
e Confidentiality policy
e Expectations and responsibilities of the
client when seeking services
e Clientright to file a grievance
e Clientright to receive no-cost
interpreterservices
e Clientright toaccesstheir file (if psychotherapy
notes cannot be released per clinician
guidance, agency should provide a summaryto
client within 30 days)
e Reasons for which a client may be
removed from services andthe process
that occurs during involuntary removal

2.5 Patient and Client Bill of Rights document is
signed by client and kept on file.

STAFFREQUIREMENTS AND QUALIFICATIONS

Staff must be well qualified and, if necessary, hold all required licenses, registration, and/or degrees in
accordance with applicable State and federal regulations as well as requirements of the Los Angeles County
Department of Public Health, Division of HIV & STD Programs. At minimum, all staff will be able to provide
timely, linguistically, and culturally competent care to people living with HIV. Staff will complete orientation
through their respective hiring agency, including a review of established programmatic guidelines, and
supplemental trainings as required by the Los Angeles County Department of Public Health, Division of HIV and
STD Programs. The AIDS Education Training Center (AETC) offers a variety of training for the HIV workforce.

3.0 STAFFREQUIREMENTS AND QUALIFICATIONS

Standard

Documentation

3.1 Staff members meet the minimum qualifications
for their job position and have the knowledge, skills,
and ability to effectively fulfill their role and the
communities served. Employment is an essential part
of leading an independent, self-directed life for all
people, including those living with HIV/AIDS. Agencies
should develop policies that strive to hire PLWH in all
facets of service delivery, whenever appropriate.

3.1 Hiring policy and staff resumes on file.
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3.2 Ifa position requires licensed staff, staff must be
licensed to provide services.

3.2 Copy of current license on file.

3.3 Staff will participate in trainings appropriate to
their job descriptionand program
a. Required education on how a client achieving

and maintaining an undetectable viral load for
a minimum of six months will not sexually
transmit HIV.
b. Staff should have experiencein or participate
in trainings on:
¢LGBTQ+/Transgender communityand
e HIV Navigation Services (HNS) provided by
Centers for Disease Control and Prevention
(cbaQ).
e Traumainformed care

3.3 Documentation of completed trainings on file

3.4 New staff will participate in trainings to
increase capacity for fulfilling the
responsibilities of their position.

a. Required completion of an agency-based
orientation within 6 weeks of hire

b. Training within 3 months of being hired
appropriate to the job description.

c. Additional trainings appropriateto
the job descriptionand Ryan White service
category.

3.4 Documentation of completed trainings on file

3.5 Staff are required to coordinate across Ryan White
funded and non-funded programs to ensure clients’
needs are met.

3.5 Documentation of staff efforts of coordinating
across systems for the client on file (e.g. housing case
management services, etc.).
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4. CULTURALAND LINGUISTICCOMPETENCE

Ryan White funded agencies must provide services that are culturally and linguistically competent based on the
National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Healthand Health Care. As
noted in the CLAS Standards, ensuring culturally and linguistically appropriate services advances health equity,
improves quality, and helps eliminate health care disparities by establishing a blueprint for health and health
care organizations. For the purpose of these standards, culture is defined as the integrated pattern of thoughts,
communications, actions, customs, beliefs, values, and institutions associated, wholly or partially, with racial,
ethnic, or linguistic groups, as well as with religious, spiritual, biological, geographical, or sociological
characteristics (Source: National Standards for Culturallyand Linguistically Appropriate Services in Health and
Health Care: ABlueprint for Advancing and Sustaining CLAS Policy and Practice. Office of Minority Health, US
Department of Health and Human Services. April 2013 https://www.thinkculturalhealth.hhs.gov/clas/standards).
The standards below are adapted directly from the National CLAS Standards.

Agencies should also strive towards acknowledging implicit bias, how it plays a role in service delivery, and how
it can be addressedand countered. Agencies must provide services that align with strategies toreduce implicit
bias by the Institute for Healthcare Improvement. For the purpose of the standards, implicit bias refers to the
attitudes or stereotypes that affect our understanding, actions, and decisions in an unconscious manner. These
biases, which encompass both favorable and unfavorable assessments, are activated involuntarily and

without an individual’s awareness or intentional control. Residing deep in the subconscious, these biases are
different from known biases that individuals may choose to conceal for the purposes of social and/or political
correctness.

Cultural competence and acknowledging implicit bias rely on behaviors, attitudes, and policies that come
togetherin a system, agency, or among individuals that reduces stigma and enables effective delivery of
services. Linguistic competence is the ability to communicate effectively with clients, including those whose
preferred language is not the same as the provider’s, those who have low literacy skills, and/or those with
disabilities. Culturaland linguistic competence is a goal toward which all service providers must aspire, but one
that may never be completely achieved given the diversity of languages and cultures throughout our
communities, and understanding that culture is dynamic in nature, and individuals may identify with multiple
cultures over the course of their lifetime. However, agencies should ensure staffare involved in a continual
process of learning, personal growth, and training that increases culturaland linguistic competence, addresses
implicit bias, decreases stigma, and enhances the ability to provide appropriate services toall individuals living
with HIV/AIDS.

Federal and State language access laws require health care facilities that receive federal or state funding to
provide competent interpretation services to limited English proficiency patients at no cost, toensure equal and
meaningful access tohealth care services. Interpretationrefers toverbal communication where speech is
translated from a speakerto a receiverin alanguage that the receiver can understand. Translation refers to the
conversion of written materialfrom one language toanother.

4.0 CULTURALAND LINGUISTICCOMPETENCE

Standard Documentation
4.1 Recruit, promote, and support a culturally and 4.1 Documentation of how staff demographics
linguistically diverse workforce that are responsiveto | reflect the demographics of clients served on file
the population served. (e.g.race, gender identity, age, sexual orientation,
lived experience etc.)
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4.2 Agency develops or utilizes existing
culturally and linguistically appropriate policies
and practices. Agency educates and trains
workforce on culturally and linguistically
appropriate practices on an ongoing basis.

4.2 Written policy and practices onfile
Documentation of completed trainings on file.

4.3 Provide resources onsite to facilitate
communication for individuals who experience
impairment due to a challenging medical condition or
status (e.g. augmentative and alternative
communication resources or auxiliary aids and
services)

4.3 Resources on file
a. Checklist of resources onsite that are
available for client use.
Type of accommodations provided documented in
client file.

4.4 Inform all individuals of the availability of language
assistance services clearlyandin their preferred
language, verballyand in writing.

4.4 Signed Patient & Client Bill of Rights document on
file that includes notice of right to obtain no-cost
interpreter services.

4.5 Ensure the competence of individuals
providing language assistance
a. Useof untrained individuals and/or minors
asinterpreters should be avoided
Ensure quality of language skills of self-reported
bilingual staff who use their non-English language
skills during client encounters

4.5 Staff resumes and language certifications, if
available, on file.

4.6 Provide easy-to-understand print and multimedia
materials and signage in the languages commonly
used by the populations in the service areain clinic
points of entry(e.g. registration desks, front desks,
reception, waiting rooms, etc.)and areas where work
with client is performed (e.g. clinic rooms, meeting
rooms, etc.)

4.6 Materials andsignage ina visible location and/or
on file for reference.

12| Page




DRAFT

5. INTAKE ANDELIGIBILITY

All clients who request or are referredto HIV services will participate in an intake process
conducted by appropriately trained staff. The intake worker will review client rights and
responsibilities, explain available services, the confidentiality and grievance policy, assess
immediate service needs, and secure permissionto release information

5.0 INTAKE AND ELIGIBILITY

Standard

Documentation

5.1 Intake process begins within 5 days of initial
contact and is completed within 30 days of initial
contact with client.

5.1 Completed intake on file that includes, at
minimum:

Client’s legal name, name if different than
legal name, and pronouns

Address, phone, and email (if available). A
signed affidavit declaring homelessness
should be kept on file for clients without an
address.

Preferred method of communication (e.g.,
phone, email, or mail)

Emergency contact information

Preferred language of communication
Enrollment in other HIV/AIDS services.
Primary reasonand need for seeking
services atagency

If client chooses not to complete the intake within
30 days of initial contact, document attempts to
contact client and mode of communication in client

file.

5.2 Agency determines client eligibility

5.2 Documentationincludes:

Los Angeles County resident

Income equal to or below the required
Federal Poverty Level (FPL) as determined
by Division of HIV & STD Programs
Verification of HIV positive status
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6. REFERRALS AND CASE CLOSURE

A client case may be closed through a systematic process that includes case closure justification
and a transition plan to other services or other provider agencies, if applicable. Agencies should
maintain a list of resources available for the client for referral purposes. Ifthe client does not
agree with the reason for case closure, they should follow the grievance policyatthe provider
agency and/or be referredto the Department of Public Health, Division of HIVand STD Programs

Grievanceline.

6.0 REFERRALS AND CASE CLOSURE

Standard

Documentation

6.1. Agency will maintain a comprehensive list of
providers for full spectrum HIV-related and other
service referrals
a. Staff will provide referrals to link clients
to services based on assessments and
reassessments

6.1 Identified resources for referrals at provider
agency (e.g. lists on file, access to websites)
a. Written documentation of recommended
referrals in client file

6.2 If needed, staff will engage additional providers
for specific support services (e.g. behavioral health,
substance use, housing)

6.2 Agency establishes partnerships with agencies for
referrals as needed. Memoranda of Understanding
(MOU) on file.

6.3 For clients with missed appointments or pending
case closure, staff will attempt to contact client.
a. Cases maybe closedif the client:

e Relocates out of the servicearea

e Isno longer eligible for the service

e Discontinues the service

e Nolonger needs the service

e Putsthe agency, serviceprovider, or
other clients at risk

e Usestheserviceimproperly or has not
complied with the services agreement

e Isdeceased

e Has had no direct agency contact, after
repeated attempts, for a period of 12
months.

6.3 Attempts tocontact client and mode of
communication documented in file.
a. Justificationfor case closure
documented in client file

6.4 Agency has a transition procedure in place thatis
implemented for clients leaving services toensure a
smooth transition.

6.4 Completed transition summaryin file, signed
by client and supervisor (if possible). Summary
should include reasonfor case closure; and a plan
for transition to other services, if applicable, with
confirmation of communication between referring
and referral agencies, or between client and
agency.
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6.5 Agency develops or utilizes existing due process
policy for involuntary removal of clients from services;
policy includes a series of verbal and writtenwarnings
before final notice and case closure.

6.5 Due process policy on file as part of transition, and
case closure policy described in the Patient & Client Bil
of Rights document. (Refer to Appendix B).

APPENDIX A:RYAN WHITE PART A SERVICE CATEGORIES

The Ryan White HIV/AIDS Program Part A provides assistance tocommunities that are most severely impacted
by the HIV epidemic. Part A funds must be used to provide core medicaland support services for people living

with HIV.

SERVICE CATEGORIES

CORE MEDICAL SERVICES
Outpatient/Ambulatory Health
Services
AIDS Drug Assistance Program
Treatments
AIDS Pharmaceutical Assistance
Oral Health Care
Early Intervention Services (EIS)
Health Insurance Premium and Cost
Sharing Assistance for Low-Income
Individuals
Home Health Care
Home and Community-Based
Services
Hospice Services
Mental health Services
Medical Nutrition Therapy
Medical Case Management, including
Treatment Adherence
Substance Abuse Outpatient Care

SUPPORT SERVICES
Non-Medical Case Management
Services
Child Care Services

Emergency Financial Assistance
Food Bank/Home Delivered Meals
Health Education/Risk Reduction
Housing

Other Professional Services
Linguistic Services

Medical Transportation

Outreach Services

Psychosocial Support Services
Referral for Health Care and Support
Services

Rehabilitation Services

Respite Care

Substance Abuse Services
(residential)
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APPENDIX B: PATIENT & CLIENT BILL OF RIGHTS AND RESPONSIBILITIES

Itis the provider’s responsibility to provide clients a copy of the Patient & Client Bill of Rights and
Responsibilities in all service settings, including telehealth. The purpose of this Patient and Client Bill of Rights is
to help enable clients to act on their own behalf and in partnership with their providers to obtain the best
possible HIV/AIDS care and treatment. This Bill of Rights and Responsibilities comes from the hearts of people
living with HIV/AIDS in the diverse communities of Los Angeles County. As someone newly entering or currently
accessing care, treatment, or support services for HIV/AIDS, you have the right to:

A. Respectful Treatment and Preventative Services

1.

Receive considerate, respectful, professional, confidential, and timely care and preventative services
(such as screenings and vaccinations) in a safe client-centered, trauma-informed environment
without bias.

Receive equal and unbiased care according to your age and needs in accordance with federal and
State laws.

Receive information about the qualifications of your providers, particularly abouttheir experience
managing and treating HIV/AIDS or related services.

Be informed of the names and work phone numbers of the physicians, nurses, and other staff
members responsible for your care.

Receive safe accommodations for protection of personal property while receiving care services.
Receive services that are culturally and linguistically appropriate, including having a full explanation
of all services andtreatment options provided clearlyin your own language and dialect.

Review your medical records and receive copies of them upon your request(reasonable agency
policies including reasonable fee for photocopying mayapply).

B. Competent, High-Quality Care

1.

2.
3.
4.

Have your care provided by competent, qualified professionals who follow HIV treatment standards
as set forth by the U.S. Department of Health and Human Services (HHS), the Centers for Disease
Control and Prevention (CDC), the California Department of Health Services, and the County of Los
Angeles.

Have access tothese professionals at convenient times and locations.

Receive appropriate referrals to other medical, mental health or care services.

Have their phone calls and/or emails answered with 1-5 business days.

C. Participatein the Decision-making Treatment Process

1.

Receive complete and up-to-date information in words you understand aboutyour diagnosis,
treatment options, medications (including common side effects and complications)and prognosis
that can reasonably be expected.

Participate actively with your provider(s) in discussions about choices and options available for your
treatment.

Make the final decision about which treatment option is best for you after you have been given all
relevant information about these choices and the clearrecommendation of your provider.

Have access to patient-specific education resources and reliable information and training about
patient self-management.

Refuse any and all treatments recommended and be told of the effect that not taking the treatment
may have on your health, be told of any other potential consequences of your refusal and be
assuredthat you have the right to change your mind later.

Be informed about and afforded the opportunity to participate in anyappropriate clinical research
studies for which you are eligible.

Refuse to participate in research without prejudice or penalty of anysort.
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8. Refuseany offered services or end participationin any program without bias or impact on your care.

9. Beinformed of the procedures at the agency for resolving misunderstandings, making complaints, or
filing grievances.

10. Receive a response to a complaint or grievance within 30-45 days of filing it.

11. Beinformed of independent ombudsman or advocacy services outside the agencyto help you
resolve problems or grievances (see number at bottom of this form), including how to access a
federal complaint center within the Center for Medicare and Medicaid Services (CMS).

D. Confidentiality and Privacy

1. Receive a copy of your agency’s Notice of Privacy Policies and Procedures. (Youragency will askyou
to acknowledge receipt of this document.)

2. Keep your HIV status confidential. Have information explained to you about confidentiality policies

and under what conditions, if any, information about HIV care services may bereleased.
Request restricted access to specific sections of your medical records.

4. Authorize or withdraw requests for your medical record from anyone else besidesyour health care
providers and for billing purposes.

5. Question information in your medical chart and make a written request to change specific
documented information. (Your physician has the right to accept or refuse your request with an
explanation.)

E. Billing Information and Assistance

1. Receive complete information and explanation in advance of all charges that may be incurred for
receiving care, treatment, and services as well as payment policies of your provider.

2. Receiveinformation on any programs tohelp you pay and assistance inaccessingsuch assistance
and any other benefits for which you may be eligible.

F. Patient/Client Responsibilities
In order to help your provider give you the care to which you are entitled, you also have the responsibility
to:

w

1. Participatein the development and implementation of your individual treatmentor service plan to
the extent that you are able.
2. Provide your providers, to the best of your knowledge, accurate and complete information about
your current and past health and illness, medications andother treatment and services you are
receiving, since all of these may affect your care. Communicate promptly any changes or new
developments.
Communicate to your provider whenever you do not understand information youare provided.
4. Follow the treatment planyou have agreedto and understand the consequences of failing to adhere
to the recommended course of treatment or of using alternative treatments.
5. Understandthat cases maybe closed if the client:
i. Relocates out of the service area
iil. Isno longer eligible for the service(s)
iii. Discontinues the service(s)
iv. Nolonger needs the service(s)
v. Putsthe agency, service provider, or other clients at risk
vi. Usestheservice(s)improperly or has not complied with the services agreement
vii. Isdeceased
viii. Has had no direct agency contact, after repeated attempts, for a period of 12 months
6. Keep your appointments and commitments at this agency or inform theagency promptly if you
cannot do so.
7. Keep your provider or main contact informed about how to reach you confidentially by phone, mail,
or other means.

w
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8. Follow the agency’s rules and regulations concerning patient/client care and conduct.

9. Beconsiderate of your providers and fellow clients/patients andtreat them withthe respect you
yourself expect.

10. Refrainfrom the use of profanity or abusive or hostile language; threats, violence, or intimidations;
carrying weapons of any sort; theft or vandalism; sexual harassment and misconduct.

11. If you are a personliving with a Substance Use Disorder, please be open and honest with your
provider about your substance use so that any issues can be properly addressed.

For More Help or Information

Your first stepin getting more information involving any complaints or grievances is to speak with your provider
or a designated client services representative or patient or treatment advocate at the agency. If this does not
resolve the problem in a reasonable time span, or if serious concerns or issues arise and you would like to speak
with someone outside the agency, you may call the number below for confidential, independent information
and assistance.

Division of HIVand STD Programs | Customer Support Program
(800) 260-8787 | 8:00 am—5:00 Monday — Friday
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APPENDIX C: TELEHEALTH RESOURCES

Federal and National Resources:

O

HRSA’s Ryan White HIV/AIDS Program Expanding HIV Care Through Telehealth CARE Action
Newsletter October 2019:
https://hab.hrsa.gov/sites/default/files/hab/Publications/careactionnewsletter/telehealth.pdf

Telehealth Discretion During Coronavirus:

O

AAFP Comprehensive Telehealth Toolkit:
https://www.aafp.org/dam/AAFP/documents/practice_ management/telehealth/2020-AAFP-
Telehealth-Toolkit. pdf

ACP Telehealth Guidance & Resources: https://www.acponline.org/practice-resources/business-
resources/telehealth

ACP Telemedicine Checklist: https://www.acponline.org/system/files/documents/practice-
resources/health-information-

technology/telehealth/video visit telemedicine checklist web.pdf

AMA Telehealth Quick Guide: https://www.ama-assn.org/practice-management/digital/ama-
telehealth-quick-guide

CMS Flexibilities for Physicians: https://www.cms.gov/files/document/covid-19-physicians-and-
practitioners.pdf- “Under the CARES Act, CMSis waiving the requirements of section
1834(m)(1) of the ACT and 42 CFR § 410.78(a)(3) for use of interactive telecommunications
systems tofurnish telehealth services, tothe extent they require use of video technology, for
certainservices. This waiver allows the use of audio-only equipment to furnish services
described by the codes for audio-only telephone evaluation and management services, and
behavioral health counseling and educational services.”

CMS Flexibilities for RHCs and FQHCs: https://www.cms.gov/files/document/covid-rural-health-
clinics.pdf - “Medicare telehealth services generally require an interactive audio and video
telecommunications system that permits real-time communication betweenthe practitioner
and the patient. (During the PHE, some telehealth services can be furnished using audio-only
technology.)”

CMS Fact Sheet on Virtual Services: https://www.cms.gov/newsroom/fact-sheets/medicare-
telemedicine-health-care-provider-fact-sheet

Notification of Enforcement Discretion for Telehealth Remote Communications During the
COVID-19 Nationwide Public Health Emergency

Using Telehealthto Expand Access to Essential Health Services during the COVID-19 Pandemic
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https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.html
https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/telehealth.html
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SERVICE STANDARDS: NUTRITION SUPPORT SERVICES — FOOD BANK/PANTRY SERVICES AND HOME-
DELIVERED MEALS

IMPORTANT: The service standards for Nutrition Support Services—Food Bank/Pantry Services and
Home-Delivered Meals adhere to requirements and restrictions from the federalagency, Health
Resources and Services Administration (HRSA). The key documents usedin developing standards are as
follows:

Human Resource Services Administration (HRSA) HIV/AIDS Bureau (HAB) Policy Clarification Notice
(PCN) #16-02 (Revised 10/22/18): Ryan White HIV/AIDS Program Services: Eligible Individuals &
Allowable Uses of Funds

HRSA HAB, Division of Metropolitan HIV/AIDS Programs: National Monitoring Standards for Ryan
White Part A Grantees: Program — Part A

Service Standards: Ryan White HIV/AIDS Programs

INTRODUCTION

Service standards for the Ryan White HIV/AIDS Part A Program (RWHAP) outline the elementsand
expectations a service provider should follow whenimplementing a specific service category. The
standards are written for providers for guidance on what services may be offered when developing
their Ryan White Part A programs. The standards set the minimum level of care Ryan White-funded
agencies offerto clients, however, providers are encouraged to exceed these standards. The Los
Angeles County Commission on HIV (COH) developed Nutrition Support Services—Food Bank/Pantry
Services and Home-Delivered Meals (Nutrition Support Services) standards to establish the minimum
services necessary to provide Nutrition Support Services to people living with HIV. The development of
the standards includes guidance from service providers, people living with HIV, the Los Angeles County
Department of Public Health Division of HIV and STD Programs (DHSP), members of the Los Angeles
County COH Standards and Best Practices Committee (SBP), caucuses, and the public-at-large.

SERVICE DESCRIPTION

Nutrition Support Services for people living with HIV attempt to improve and sustain a client’s health,
nutrition and food security and quality of life. Good nutrition has been shown to be a critical
component of overall measures of health, especially among people living with HIV. Nutrition Support
Services include Food banks/pantry services and Home delivered meals.

Food Bank/Pantry Services and 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:

e Personal hygiene products

e Household cleaning supplies

e Water filtration/purification systemsin communities where issues of water safety exist



https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/program-monitoring-parta.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/program-monitoring-parta.pdf
https://targethiv.org/sites/default/files/file-upload/resources/Service%20Standards%20HRSA%20HAB%20Guidance%2012_14.pdf

DRAFT FOR SBP COMMITTEE REVIEW
SERVICE STANDARDS: NUTRITION SUPPORT SERVICES — FOOD BANK/PANTRY SERVICES AND HOME-
DELIVERED MEALS

FOOD BANK/PANTRY SERVICES

Food bank/pantry services are distribution centers that warehouse food and related grocery items
including nutritional supplements and other miscellaneous items. Only medically indigent (uninsured,
underinsured, and/or ineligible for health care coverage) persons living with HIV/ AIDS and their
eligible family members residing within Los Angeles County qualify.

HOME DELIVERED MEALS

Home delivered meals are provided for clients experiencing physical or emotional difficulties related to
HIV/AIDS that renderthem incapable of preparing nutritional meals for themselves. These services are
offered to medically indigent (uninsured, underinsured, and/or ineligible for health care coverage)
persons with HIV/AIDS and their eligible family members residing within Los Angeles County. Family
will be broadly definedto include any individual affected by HIV disease through their relationship and
shared household with a person living with HIV. Meals may be deliveredin a dwelling place, identified
by the client as their home.

PERSONNEL QUALIFICATIONS

All Nutrition Support Services will be provided in accordance with current United States Department of
Agriculture (USDA) Dietary Guidelines for Americans, Food and Drug Administration (FDA), Centers for
Disease Control and Prevention (CDC), and Los Angeles County guidelines and procedures, as well as
with federal, State, and local laws and regulations. All programs will comply with City, County and/or
State grocery and/or restaurant health code regulations. All programs providing food distribution
services will operate in collaboration with a Registered Dietitian (RD) consistent with California state
law. Such RD will have current knowledge of nutrition issues for people living with HIV.

Each agency is responsible for establishing comprehensive job descriptions that outline the duties and
responsibilities for each of the positions proposedin their program. All staff must be given and will
sign a written job description with specific minimum requirements for their position. Agencies are
responsible for providing staff with supervision and training to develop capacities needed foreffective
job performance.

1. Chefs: involved in food production and menu design. Must have at least a high school diploma
or GED and be professionally trained/certified with a current food protection and handling
license/certification in accordance with applicable State, Federal and local laws, and
regulations. Chefs must be familiar with the multi-cultural and dietetic needs of the population.
Experiencein food preparation and cooking for bulk-meal services preferred.

2. Dieticians/Nutritionists: involved in meal planning and menu design. Must be registered and
licensed, as required by State and Los Angeles County.

3. Food Service Workers/Volunteers: must be professionally trained/certified with a current food
protection and handling license/certification.

4. Food Delivery Drivers: must have a valid driver’s license, familiarity with the geographic region
being served and possess good interpersonal communication and writing skills.


Cheryl Barrit
I’ve been thinking a lot about people who may live in intermittent housing.  I know this may open up questions about PLWH living in homeless shelters – but it’s worth discussing to challenge status quo thinking.
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SERVICE STANDARDS—NUTRITION SUPPPORT SERVICES (HDM)

All contractors must meet the Universal Standards of Care approved by the COH in addition to the
following Nutrition Support Services standards. The Universal Standards of Care can be accessed at:
https://hiv.lacounty.gov/service-standards

FOOD
COT\;IEE\O”I\CI:NT H?M BANK/ STANDARD MEASURE
PANTRY
Nutrition Support programs Client intake in client file
will conduct a client intake updated annually. Signed,
performed by an RD, DTR? or | dated nutrition screen on file
nutrition student under in client chart.
supervision of an RD.
Initial and additional intake

Initial nutrition intake and screenings will include, at
annual screening may be minimum:
conducted onsite, in-person, e Medical
telephonically or considerations
videoconferencingset forth e Food
by the nutrition support allergies/intolerances
provider agency and agreed e Interactions between
to by both parties. medicines, foods, and

CLIENT INTAKE complimentary

Nutrition screenings will be
shared with the client’s
primary medical provider
when possible.

therapies

e Dietary restrictions
including special diets
and cultural and
religious
considerations

e Assessmentof
nutrition intake vs.
estimated need

e C(Client’s nutritional
concerns

e Ability to complete
Activities of Daily
Living

1 HDM: Home Delivered Meals

2 DTR: Dietetic Technician, Registered



https://hiv.lacounty.gov/service-standards
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
e Any HIV-related
illnesses diagnose in
the last six months
e Any chronic illness
with date of diagnosis
e Family membersand
caregivers and if they
need HDM service as
well3
e Current nutrition
issues such as: lack of
appetite,
nausea/vomiting,
involuntary weight
loss, diarrhea, inability
to prepare or procure
food due to health
issues, etc.
e Medications and/or
treatments/therapies
Client confidentiality will be Signed, dated Release of
strictly maintained. As Information in client chart.
necessary, ReI(.aase of
Information will be signed to
exchange information with
other providers.
Nutrition Support programs Records of communication
will coordinate with client’s with medical providers and
primary care providers and case managers in client chart.
case managers to assess need
for service and to ensure
nutrition needs are being
addressed.
Nutrition education will be Documentation of education
provided by an RD or Dietetic | and referral on file in client
Technician, Registered (DTR) | chart.

3 Affectedindividuals (people not living with HIV) may be eligible for HRSA Ryan White HIV/AIDS Program services in limited
situations, but these services for affectedindividuals must always benefit People Living with HIV. See HRSA PCN-16-02



https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
or nutrition studentunder
the supervision of RD to
appropriate clients identified
through screening process.
When needed, clients will be
referred for medical nutrition
therapy.
Programs providing home Menu cycle on file at provider
delivered meals will develop | agency that considers the
menus with the help of RD(s). | nutrition needs of the client,
0 spec_ial diet restriction_s,
portion control and client,
community, and cultural
preference. Menu cycle will
be changed as necessary.
Programs providing home Plans on file at provider
delivered meals will prepare | agency.
and ensure the delivery of
0 meals to clients. Meals will be
planned by a chefunder the
supervision of an RD. Food
MEAL
and water safety measures
PRODUCTION will be strictly enforced.
AND DELIVERY —
Programs providing home Memorandum of
delivered meals will distribute | Understanding (MOU)s with
] meals to Community-Based CBOs on file at provider
Organizations (CBO)s for agency.
delivery to clients.
Programs will deliver meals Delivery policy on file at
directly to clients within an provider agency. Daily
Il expected delivery time if delivery records on file at
CBOs are not able to provider agency
distribute meals.
Programs will train volunteers | Volunteertraining curriculum
0 in proper food handling and records of volunteer
techniques and HIV trainings on file at provider
sensitivity. agency.
PROGRAM = Programs providing food Menu cycle on file at provider
OPERATIONS bank/pantry services will agency that considers the:
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
develop menus and food e Nutrition needs of the client
choices with the help of e Special diet restrictions
RD(s). e Portion control
e Client, community
e Cultural preference
Programs providing food Plans on file at provider
bank/pantry services will agency.
purchase and maintain a
L] nutritional food supply. Food/
water safety and handling
measures will be strictly
enforced.
Programs will distribute food | MOUs with CBOs on file at
L] to provider agencies for provider agency.

delivery to clients.

Programs will distribute food | Distribution policy and daily
] directly to clients. distribution records on file at
provider agency.

Programs will train volunteers | Volunteertraining curriculum

in proper food handling and records of volunteer
L] . . . .
techniques and HIV trainings on file at provider
sensitivity. agency.
PROMOTION Nutrition Support programs Promotion plan on file at
AND LINKAGES will promote the availability provider agency
of their services.
Nutrition Support programs Record of outreach and
will network with CBOs to networking efforts on file at
identify appropriate clients. provider agency
Programs providing Home- MOUs on file at provider
delivered Meals will develop | agency that include:
MOUs with provider agencies e Days and times food
that provide food delivery will be delivered and
services. distributed to clients
] e Personsresponsible
for ensuring that food
is delivered
appropriately

e Personsresponsible
for the actual delivery
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FOOD
BANK/ STANDARD MEASURE
PANTRY

SERVICE HDM
COMPONENT e

of food (e.g., staff,
volunteers)

e Geographicareas to
be served

Programs providing food MOUs on file at provider.
bank/pantry services will
L] develop MOUs with CBOs
that collaborate on food
distribution.

PROGRAM Nutrition Support programs Client chart on file at provider

RECORDS will maintain client files. agency that includes:

e C(lient intake

e Review and evaluation
of updated
determination of
nutrition needand
plan to meet nutrition
needs

e (lient services

agreement

e Documentation of
referrals

e Documentation of
annual reassessment
of eligibility

e [nitial nutrition intake
and annual screening
All entries in client
chart will be signed
and dated.

FOOD SAFETY Nutrition support programs Documentation on file.
AND QUALITY will follow Los Angeles
County Environmental Health
Food Safety Guidelines*

4 Environmental Health | Los Angeles County Department of Public Health (lapublichealth.org)
(http://www.lapublichealth.org/eh/)



http://www.lapublichealth.org/eh/
http://www.lapublichealth.org/eh/
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
Nutrition Support programs Infection Control Program on
will be responsible to develop | file at provider agency that
an Infection Control Program. | includes education,
promotion and ins_pection of
proper hand washing,
personal hygiene and safe
food handling practices by
staff and volunteers.
Nutrition Support programs Food Quality Control Program
will be responsible for on file at provider agency
developing a Food Quality that includes these
Control Program. requirements (at minimum):
e Properfood
temperatureis
maintained at all
times
e Foodinventoryis
updated and rotated
as appropriate on a
first-in, first-out basis
. Faci!ities and
equipmenthave
capacity for proper
food storage and
handling
e A procedure for
discarding unsafe food
is posted
e Providers and vendors
maintain proper
licenses
e Programs will
maintain quality
control logs
Nutrition Support programs Food Service Manual on file
will develop a nutrition at provider agency which
support manual. addresses food service and

preparation standards;
sanitation; safety; food




DRAFT FOR SBP COMMITTEE REVIEW
SERVICE STANDARDS: NUTRITION SUPPORT SERVICES — FOOD BANK/PANTRY SERVICES AND HOME-
DELIVERED MEALS

SERVICE HDM FOOD
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
storage; distribution; and
volunteertraining.
Nutrition Support programs Client survey results on file at
will conduct an annualclient | provider agency and agency
survey. plan of action to address
concerns.
Clients applying for nutrition | Record of referral on file in
support services who d9 not | client chart.
have a case manager will be
referred to a case manager.
TRIAGE AND Clients wiII'be referredto Referrals to treatment
REFERRAL other medical and support advocacy, peersupport,
services as needed. medical treatment, dental
treatment, etc., recorded in
client chart.
Referrals will be made to Record of referral on file in
other food sources as client chart.
needed.
Nutrition Support programs Program cases may be closed
will develop case closure whenthe client:
criteria and procedures. e Relocates out of the
service area
e Has had no direct
program contact in
the past six months
e Isineligible for the
service
e Nolonger needsthe
CASE CLOSURE service
e Discontinues the
service
e |[sincarcerated long
term
e Usesthe service
improperly or has not
complied with the
client services
agreement
e Has died
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
Patients will be formally Contact attempts and
notified of pending case notification about case
closure. closure on file in client
record.
At minimum, all nutrition Staff resume and
support staff will be able to gualifications on file at
provide .age and cuItu'raIIy provider agency.
appropriate care to clients
living with HIV or affected by
HIV.
All employeesinvolved in the | Copy of health clearance in
preparation of meals will employeefile.
underg:q a health screening as
a condition of employment
which includes TB test and
stool screening.
All staff and volunteers will Orientation curriculum on file
be given orientation prior to | at provider agency which
providing services. includes:
STAFFING e Basic HIV/AIDS
REQUIREMENTS .
education
AND . . .
QUALIFICATIONS e (lient confldentlaI!ty
and HIPAA regulations
Basic overview of food
and water safety
e Food protection
protocols including

hand washing, cross
contamination,
cooling/heating/cooli
ng, hot and cold
reheating,
temperature danger
zones

e Service provider
personal hygiene

e Work safety

10
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FOOD
SERVICE HDM
COMPONENT L BANK/ STANDARD MEASURE
PANTRY
e Properreceiving and
storing of food and
supplies
In-service trainings will be Record of quarterly training
provided qua.r’FerIy by an RD (including date, time, topic,
or other qualified presenter, and attendees) on
professional. file at provider agency.
Any nutrition support Certifications on file at
employee having direct provider agency.
contact v'vith d.aily food
preparation will hold a
current certification in food
handling.
Volunteerswill be supervised | Supervision plan and annual
by a staff person. All staff will | staff reviews on file at
be reviewed by their provider agency.
supervisor annually, at
minimum.
RDs working with HIV food Resume and training
distribution programs will verification on file at provider
have the following: agency.
e Broad knowledge of
principles and
practices of nutrition
and dietetics
e Advancedknowledge
in the nutrition
assessment,
counseling,

evaluation, and care
plans of people living
with HIV

e Advancedknowledge
of current scientific
information regarding
nutrition assessment
and therapy

11
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Social determinants of health*
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See Healthy People 2030 for more details on the social determinants of health.
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BACKGROUND

PURPOSE: HIV Prevention Service Standards outline the essential elements of service delivery a
provider agency must adhere to when implementing HIV prevention services. The purpose of
the service standards is to ensure consistent high-quality service delivery throughout Los
Angeles County. Service standards establish the minimal level of service delivery. Providers are
encouraged to exceed this minimal level if able to, given their capacity and scope.

A multitude of factors at the structural-, environmental-, interpersonal-, and individual-level
impact the risk of HIV infection. Therefore, a multitude of strategies (e.g. housing, employment,
social marketing, counseling, condom distribution, etc.) may also serve to preventthe
acquisition of HIV. Because it is not feasible to create standards for every potential prevention
service, the HIV Prevention Service Standards described in this document focus on ensuring
that everyindividual at risk of acquiring or transmitting HIV infection is successfully connected
to and retained in the prevention service(s) that are appropriate for them at any given point in
time.

Additionally, because there are many differenttypes of organizations that may provide
prevention services, it should be understood that not every category of prevention standards
described herein will be applicable to all agencies. For example, an agency that provides
HIV/STD testing only, will not necessarily be expected to provide adherence services for clients
who are accessing PrEP.

A NEW ERA OF HIV PREVENTION: The overall approach to HIV prevention has shifted drastically
in recent years, due largely to major improvements in HIV medication, or antiretroviral therapy
(ART). According to the Centersfor Disease Control and Prevention, “people who take ART
daily as prescribed and achieve and maintain an undetectable viral load have effectively no risk
of sexually transmitting the virus to an HIV-negative partner. When ART results in viral
suppression, defined as less than 200 copies/ml or undetectable levels, it prevents sexual HIV
transmission.”?

Treatment advancements have also usheredin a new era of HIV prophylaxis for HIV-negative
individuals, specifically HIV pre-exposure prophylaxis (PrEP), and HIV post-exposure prophylaxis
(PEP). PrEP is a daily pill taken by individuals who are HIV-negative before they are potentially
exposedto HIV.PrEP, whentaken consistently, is a highly effective prevention intervention.
PEP is a 28-day course of an antiretroviral regimen taken within 72 hours of a high risk HIV
exposure to prevent HIV seroconversion.

Giventhese scientific breakthroughs, the central tenets of today’s HIV prevention efforts focus
on biomedical preventioninterventions, including the viral suppression of HIV-positive
individuals and widespread access to PrEP, particularly for populations that are

1 https://www.cdc.gov/hiv/library/dcl/dcl/092717.html
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disproportionately impacted by HIV disease (i.e., Black and Latinx gay/bisexual/same-gender
loving men, and transgenderwomen of color).

DEFINITION OF HIV PREVENTION SERVICES: HIV Prevention Services are those services used
alone or in combination to preventthe transmission of HIV. Biomedical HIV preventionrefers to
HIV prevention methods that use antiretroviral treatment (ART) to decrease the risk of HIV
transmission by reducing the viral load of people living with HIV (PLWH) and/or by reducing the
susceptibility of HIV infection among HIV-negative individuals (via PrEP and PEP).

GOALS OF HIV PREVENTION EFFORTS IN LOS ANGELES COUNTY: Aligned with the Los Angeles
County Comprehensive HIV Plan (2017-2021)2 and the National HIV/AIDS Strategy (NHAS)3, the
overarching goals of HIV prevention effortsin Los Angeles County are to:

1. Reduce newHIV infections, and
2. Reduce HIV-related disparities and health inequities.

Furthermore, these service standards support the Los Angeles County HIV/AIDS Strategy for
2020 and Beyond goals:

1. Reduce annual HIV infections to 500 by 2020

2. Increase the proportion of personsliving with HIV who are diagnosed to at least 90% by
2022

3. Increase the proportion of diagnosed people living with HIV who are virally suppressedto
90% by 2022

METHOD/HIGH IMPACT PREVENTION: In order to achieve our goals, we must implement a
High-Impact Prevention*approach that utilizes combinations of scientifically proven, cost-
effective, and scalable interventions targeted to the populations most disproportionately
impacted by HIV in Los Angeles County, as indicated by those populations with the highest HIV
incidence rates and the lowest rates of viral suppression. The Los Angeles County
Comprehensive HIV Plan (2017-2021), based on the most recent surveillance data, identifies the
following populations that experience the highest HIV incidence rates in Los Angeles County:

e Men who have Sex with Men (MSM)

e Black/African American MSM, Transwomen, and Cisgender Women

e Transwomen

e Young Men (18-29) who have Sex with Men (YMSM)

e Personsliving in the Metro, South, and South Bay Service Planning Areas (SPAs)

2 Los Angeles County Commission on HIV and the Los Angeles County Department of Public Health Division of HIV
and STD Programs. Los Angeles County Comprehensive HIV Plan (2017-2021), September2016.

3 The National HIV/AIDS Strategy for the United States: Updatedto 2020. https://www.aids.gov/federal-
resources/national-hiv-aids-strategy/nhas-update.pdf

4 High-Impact HIV Prevention: CDC's Approachto Reducing HIV Infections in the United States.
https://www.cdc.gov/hiv/policies/hip/hip.html
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Among people living with HIV, the following populations have the lowest rates of viral
suppression in Los Angeles County:

e Personswho inject drugs (PWID)

e Youth (18-29 years)

e C(Cisgender women

e Transgender persons

e Blacks/African Americans

e American Indians/Alaska Natives

In addition, there are many other populations and sub-populations highly impacted by HIV,
including, but not limited to:

e latino MSM e Incarcerated populations

e Asian/Pacific Islander MSM e Stimulant users

e Latina Cisgender women e Commercial Sex Workers

e People betweenthe ages of 13-17 e Sexand needle-sharing partners of

e Peopleoverthe age of 50 individuals who are HIV-positive
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