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Public Comment Period for Draft Transitional Case Management: Youth 
Service Standards Posted: June 24, 2025  

 
The Los Angeles County Commission on HIV (COH) announces an opportunity for the public to 
submit comments for the draft Transitional Case Management (TCM): Youth service standards 
revised by the Standards and Best Practices Committee. Comments from consumers, providers, 
HIV prevention and care stakeholders, and the public are welcome.  
 
A draft of the document is posted to the COH website and can be found at: 
https://hiv.lacounty.gov/service-standards. Comments can be submitted via email to 
HIVCOMM@LACHIV.ORG.  
 
After reading the document, consider responding to the following questions when providing 
public comment: 
  

1. Are the TCM service standards reasonable and achievable for providers? Why or why not? 

2. Do the TCM service standards meet consumer needs? Why or why not? Give examples of 
what is working/not working.  

3. Is there anything missing from the TCM service standards related to HIV prevention and 
care? 

4. Do you have any additional comments related to the TCM service standards and/or TCM 
services?  

 
Public comments are due to HIVCOMM@LACHIV.ORG by Monday July 28, 2025. 

 

 

 

 

 

 

 

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


 
Los Angeles County Commission on HIV 

Transitional Case Management: Youth Service Standards 
| Page 2 of 11 

 

Draft as of 06/18/25 

TRANSITIONAL CASE MANAGEMENT SERVICES: YOUTH 
 (Draft as of 06/18/25) 

Contents 
Introduction ..................................................................................................................................... 3 

Service Description .......................................................................................................................... 3 

HRSA Guidance for Non-Medical Case Management .......................................................................... 3 

General Eligibility Requirements for Ryan White Services .................................................................... 4 

Transitional Case Management for Youth ........................................................................................... 4 

Appendix 1: Recommended Training Topics and Additional Resources............................................... 11 

 

 

 

 

 

 

IMPORTANT: The service standards for Transitional Case Management: Youth Services 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: 

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 Policy Clarification Notice (PCN) # 18-02: The use of Ryan White HIV/AIDS Program Funds for 
Core Medical Services and Support Services for People Living with HIV Who Are Incarcerated and Justice 
Involved 

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 

 

 

 

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/pcn-18-02-people-who-are-incarcerated.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/pcn-18-02-people-who-are-incarcerated.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/pcn-18-02-people-who-are-incarcerated.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
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Introduction 
Service standards outline the elements and expectations a Ryan White service provider follows 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 across a 
service area.  Service standards establish the minimal level of service or care that a Ryan White funded 
agency or provider may offer in Los Angeles County. 

Service Description 
Transitional Case Management (TCM) is the provision of a range of client-centered activities focused on 
improving access to and retention in needed core medical and support services for special populations 
living with HIV/AIDS to mitigate and eliminate barriers to HIV care services.  

• Intake and assessment of available resources and needs 
• Periodic reassessments of status and needs 
• Appropriate linked referrals to housing, community case management, medical/physical 

healthcare, mental health, dental health, and substance use disorder treatment 
• Coordination of services that facilitate retention in care, achieve viral suppression, and maintain 

overall health and wellness  
• Access to HIV and STI information, education, partner services, and behavioral and biomedical 

interventions such as Pre-Exposure Prophylaxis (PrEP) and Doxycycline Post-Exposure Prophylaxis 
(Doxy PEP) to prevent acquisition and transmission of HIV/STIs to prevent acquisition and 
transmission of HIV/STIs), and risk reduction 

• Active, ongoing monitoring and follow-up  
• Ongoing assessment of the client’s needs and personal support systems 

HRSA Guidance for Non-Medical Case Management  
Description: 
Non-Medical Case Management Services (NMCM) provide guidance and assistance in accessing medical, 
social, community, legal, financial, and other needed services. NMCM services may also include assisting 
eligible clients to obtain access to other public and private programs for which they may be eligible, such as 
Medicare, Medicare Part D, State Pharmacy Assistance Programs, Pharmaceutical Manufacturer’s Patient 
Assistance Programs, other state or local health care and supportive services, or health insurance 
Marketplace plans. This service category includes several methods of communication including face-to-
face, phone contact, and any other forms of communication deemed appropriate by the RWHAP Part 
recipient. Key activities include: 

• Initial Assessment of service needs 
• Development of a comprehensive, individualized care plan 
• Continuous client monitoring to assess the efficacy of the care plan 
• Re-evaluation of the care plan at least every 6 months with adaptations as necessary 
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• Ongoing assessment of the client’s and other key family member’s needs and personal support 
systems 

Program Guidance: 
Non-Medical Case Management Services have as their objective providing guidance and assistance in 
improving access to needed services whereas Medical Case Management services have as their objective 
improving health care outcomes.  

General Eligibility Requirements for Ryan White Services 
• Be diagnosed with HIV or AIDS with verifiable documentation. 
• Be a resident of Los Angeles County 
• Have an income at or below 500% of Federal Poverty Level. 
• Provide documentation to verify eligibility, including HIV diagnosis, income level, and residency.  

Given the barriers with attaining documentation, contractors are expected to follow the Los Angeles 
County, Department of Public Health, Division of HIV and STD Programs (DHSP) guidance for using self-
attestation forms for documentation eligibility for Ryan White services.  

Transitional Case Management for Youth 
For the purposes of these standards, “youth” is defined as adolescents and young adults aged 13-29 years 
old living with HIV/AIDS, including homeless, runaways, and emancipating/emancipated youth at risk for 
HIV/STIs. Transitional Case Management (TCM) for youth is a client-centered activity that coordinates 
services designed to promote access to and utilization of HIV care by identifying and linking youth living 
with HIV/AIDS to HIV medical and supportive services. The objectives of TCM for youth living with HIV/AIDS 
include: 

• Locating youth not engaged in HIV care 
• Identifying and addressing client barriers to care (e.g. homelessness, substance use, and 

emotional distress) 
• Reducing homelessness 
• Reducing substance use 
• Improving the health status of transitional youth 
• Easing a youth’s transition from living on the streets or in foster care to community care 
• Increasing access to education 
• Increasing self-efficacy and self-sufficiency 
• Facilitating access and adherence to primary health care 
• Ensuring access to appropriate services and to the continuum of care 
• Increasing access to HIV information and education 
• Developing resources and increasing coordination between providers 
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SERVICE STANDARDS 
All contractors must meet the Universal Service Standards approved by the COH in addition to the 
following TCM service standards. The Universal Service Standards can be accessed at: 
https://hiv.lacounty.gov/service-standards  

OUTREACH 
Outreach activities are defined as targeted activities designed to bring youth living with HIV/AIDS into HIV 
medical treatment services. This includes effective and culturally relevant methods to located, engage, 
and motivate youth living with HIV/AIDS in HIV medical services.  

OUTREACH 
STANDARD DOCUMENTATION 

Transitional case management programs will 
outreach to potential clients and providers. 

Outreach plan on file at provider agency.  

COMPREHENSIVE ASSESSMENT AND REASSESSMENT 
Comprehensive assessment and reassessment is completed in a cooperative, interactive, face-to-face 
interview process. Youth-friendly assessment(s) should consider the length of the questionnaire. See 
appendix 1 for additional information.  

Assessment/reassessment identifies and evaluates a client’s medical, physical, psychosocial, 
environmental and financial strengths, needs, and resources. 

Comprehensive assessment is conducted to determine the following: 

• Client’s needs for engaging in HIV medical care and treatment, and supportive services 
• Client’s current capacity to meet those needs 
• Ability of the client’s social support network to help client gain access to, engage in, and maintain 

adherence to HIV care and treatment 
• Extent to which other agencies are involved in client’s care 
• Areas in which the client requires assistance in securing services 
• Readiness for transition to adult/mainstream case management services. Youth may remain in 

TCM for youth services until age 29. Appropriateness of continued transitional case management 
services will be assessed annually, and clients shall be transitioned into non-youth specific HIV 
care as appropriate but not later than age 30. Planing will be made for eventual transition to 
adult/non-youth specific case management at least by the client’s 30th birthday. 

• Eligibility for the Los Angeles County Department of Mental Health (DMH) Transition Age Youth 
Services, Adult Services Full-Service Partnership Program, and other DMH and Los Angeles 
County-funded programs to ensure continuing support while the client is in receiving TCM for youth 
services or once the client has completed or aged out of TCM youth services.  

COMPREHENSIVE ASSESSMENT AND REASSESSMENT 

https://assets-us-01.kc-usercontent.com/0234f496-d2b7-00b6-17a4-b43e949b70a2/62d3132c-f40d-46e5-b20f-af03f55c40e2/SOC_Universal-Stds_COH%20Apprvd%2001-11-24_Final.pdf
https://hiv.lacounty.gov/service-standards
https://dmh.lacounty.gov/our-services/transition-age-youth/
https://dmh.lacounty.gov/our-services/transition-age-youth/
https://dmh.lacounty.gov/our-services/outpatient-services/fsp/
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STANDARD DOCUMENTATION 
Complete and enter comprehensive assessments 
into DHSP’s data management system within 30 
days of the initiation of services.  
 
Perform reassessments at least once per year or as 
needed.  

Comprehensive assessment or reassessment on 
file in client chart to include: 

• Date 
• Signature and title of staff person 

Client strengths, needs and available resources in: 
• Medical/physical healthcare 
• Medications and Adherence issues 
• Mental Health 
• Substance use and substance use 

treatment 
• Nutrition/Food 
• Housing and living situation 
• Family and dependent care issues 
• Access to gender-affirming care 
• DCFS and other agency involvement 
• Transportation 
• Language/Literacy skills 
• Religious/Spiritual support 
• Social support system 
• Relationship history 
• Domestic violence/Intimate Partner 

Violence (IPV) 
• History of physical or emotional trauma 
• Financial resources 
• Employment and Education  
• Legal issues/incarceration history 
• Risk behaviors 
• HIV/STI prevention issues 
• Harm reduction services and support 
• Environmental factors 
• Resources and referrals 
• Assessment of readiness for transition to 

adult services.  

INDVIDUAL SERVICE PLAN (ISP) 
An Individual Service Plan (ISP) determines the case management goals for a client and is developed in 
conjunction with the client and case manager within two weeks of the completion of the comprehensive 
assessment or reassessment. A service plan is a tool that enables the case manager to assist the client in 
systematically addressing barriers to HIV medical care by developing a concrete strategy to improve 
access and engagement to needed medical and other support services. All goals shall be determined by 
utilizing information gathered during assessment and subsequent reassessments.   
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INDIVIDUAL SERVICE PLAN 
STANDARD DOCUMENTATION 

ISPs will be developed in conjunction with the client 
within two weeks of completing the assessment or 
reassessment.  

ISP on file in client chart to include: 
• Name of client and case manager 
• Date and signature of case manager and 

client 
• Date and description of client goals and 

desired outcomes 
• Action steps to be taken by client, case 

manager and others 
• Goal timeframes 
• Disposition of each goal as it is met, 

changed or determined to be unattainable 

BRIEF INTERVENTIONS 
Brief intervention sessions actively facilitate a client’s entry into HIV medical care through the resolution of 
barriers to primary HIV-specific healthcare. The interventions focus on specific barriers identified through 
a client assessment and assist the client in successfully addressing those barriers to HIV care. Case 
managers must prepare clients for the transition into non-youth specific HIV medical services and a 
lifetime of managing HIV/AIDS. This includes empowering youth with information and skills necessary to 
increase their readiness to engage in non-youth specific HIV medical care.  

BRIEF INTERVENTIONS 
STANDARD DOCUMENTATION 

Case managers will: 
• Provide interventions and linked referrals 
• Risk Reduction Counseling: Provide risk 

reduction/harm reduction sessions for 
clients that are actively engaging in 
behaviors that put them at risk for 
transmitting HIV and acquiring other STIs. 

• Linkage to HIV Medical Care: To assist the 
client with access to and engagement in 
primary HIV-specific health care by linking 
them to an HIV medical clinic 

• Disclosure and Partner Notification: 
Addressing disclosure and partner 
notification for clients who have not 
disclosed their HIV status to partner(s) or 
family member(s).  

• Help clients resolve barriers  

Signed, dated progress notes on file that detail, at 
minimum: 

• Description of client contracts and actions 
taken 

• Date and type of contact 
• Description of what occurred 
• Changes in the client’s condition or 

circumstances 
• Progress made toward goals 
• Barriers to ISPs and actions taken to resolve 

them 
• Linked referrals and interventions and 

status/results  
• Barriers to referrals and 

interventions/actions taken 
• Time spent with, or on behalf of, client 
• Case manager’s signature and title 
• Detailed transition plan to adult services 

with specific linkage to health, medical, and 
social services.  
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IMPLEMENTATION, MONITORING, AND FOLLOW-UP OF ISP  
Implementation, Monitoring, and Follow-up of Isp involve ongoing contact and interventions with (or on 
behalf of) the client to ensure that ISP goals are addressed, and that the client is linked to and 
appropriately accesses and maintains primary healthcare and community-based supportive services 
identified on the ISP. These activities ensure that referrals are completed, and services are obtained in a 
timely, coordinated fashion.  

IMPLEMENTATION, MONITORING, AND FOLLOW-UP OF ISP 
STANDARD DOCUMENTATION 

Case managers will: 
• Provide referrals, advocacy, and 

interventions based on the intake, 
assessment, and ISP 

• Monitor changes in the client’s condition 
• Update/revise the ISP 
• Provide interventions and linked referrals 
• Ensure coordination of care 
• Help clients submit applications and obtain 

health benefits and care 
• Conduct monitoring and follow-up to 

confirm completion of referrals and service 
utilization 

• Advocate on behalf of clients with other 
service providers 

• Empower clients to use independent living 
strategies 

• Help clients resolve barriers  
• Follow-up on ISP goals 
• Maintain/attempt contact at minimum of 

once every two weeks and at least one 
face-to-face contact monthly 

• Follow-up missed appointments by the end 
of the next business day 

• Collaborate with the client’s community-
based case manager for coordination and 
follow-up when appropriate 

• Transition clients out of TCM when 
appropriate 

• Develop a transition plan to adult services 
such as Medical Care Coordination (MCC), 
job placement, permanent supportive 
housing, or other appropriate services at 
least 6 months prior to formal date of 
release from TCM for youth program 

Signed, dated progress notes on file that detail, at 
minimum, the following: 

• Description of client contacts and actions 
taken 

• Date and type of contact 
• Description of what occurred 
• Changes in the client’s condition or 

circumstances 
• Progress made toward ISP goals 
• Barriers to ISPs and actions taken to resolve 

them 
• Linked referrals and interventions and 

status/results  
• Barriers to referrals and interventions  
• Time spent with, or on behalf of, client 
• Case manager’s signature and title  
• Detailed transition plan to adult services, 

with specific linkage to health, medical, and 
social services 

• Documentation of expedited linkage to 
MCC for eligible clients 
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• Upon transition case, communicate to 
client the availability of case manager for 
occasional support and role as a resource 
to maintain stability for client.  

 

STAFFING REQUIREMENTS AND QUALIFICATIONS 
At minimum, all TCM staff will be able to provide linguistically and culturally appropriate care to clients 
and complete documentation as required by their positions. Case management staff will complete an 
agency-based orientation and be trained and oriented regarding client confidentiality and HIPAA 
regulations before providing services. See “Personnel and Cultural Linguistic Competence” section on the 
Universal Service Standards.  

STAFFING REQUIREMENTS AND QUALIFICATIONS 
STANDARD DOCUMENTATION 

Case managers will have: 
• Knowledge of HIV/STIs and related issues 
• Knowledge of and sensitivity to run away, 

homeless or emancipating/emancipated 
youth 

• Effective Motivational Interviewing and 
assessment skills 

• Knowledge of adolescent development 
• Knowledge of, and sensitivity to, lesbian, 

gay, bisexual, and transgender persons 
• Ability to appropriately interact and 

collaborate with others 
• Effective written/verbal communication 

skills 
• Ability to work independently 
• Effective problem-solving skills 
• Ability to respond appropriately in crisis 

situations 
• Effective organizational skills 

 
Refer to Appendix 1 for additional information.  

Resume, training certificates, interview assessment 
notes, reference checks, and annual performance 
reviews on file. 

Case managers will meet one of the following 
educational requirement criteria: 

• A bachelor’s degree in a Health or Human 
Services field and have completed a 
minimum of eight hours of course work on 
the basics of HIV/AIDS prior to providing 
services to clients 

Resumes on file at provider agency documenting 
experience. Copies of diplomas on file.  
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• An associate degree plus one-year direct 
case management experience in health or 
human services 

• A high school diploma or GED and a 
minimum of three years of experience 
providing direct social services to 
patients/clients within a medical setting or 
in the field of HIV. 

 
Prior experience providing services to run away, 
homeless, emancipated or emancipating youth is 
preferred. Personal life experience with relevant 
issues is highly valued and should be considered 
when making hiring decisions. 
All staff will be given orientation prior to providing 
services. 

Record of orientation in employee file at provider 
agency.  

Case management staff will complete DHSP’s 
required case management certifications/training 
within three months of being hired.  

Documentation of certification completion 
maintained in employee file. 

Case managers and other staff will participate in 
recertification as required by DHSP. 

Documentation of training maintained in employee 
files to include: 

• Date, time, and location of function 
• Function type 
• Staff members attending 
• Sponsor or provider of function 
• Training outline, handouts, or materials  
• Meeting agenda and/or minutes 

Case management staff will receive a minimum of 
four hours of client care-related supervision per 
month from a master’s level mental health 
professional. 

All client care-related supervision will be 
documented as follows, at minimum: 

• Date of client care-related supervision 
• Supervision format 
• Name and title of participants 
• Issues and concerns identified 
• Guidance provided and follow-up plan 
• Verification that guidance and plan have 

been implemented 
• Client care supervisor’s name, title, and 

signature. 
Clinical supervisor will provide general clinical 
guidance and follow-up plans for case 
management staff. 

Documentation of client care related supervision 
for individual clients will be maintained in the 
client’s individual file.  
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Appendix 1: Recommended Training Topics and Additional Resources   
Transitional Case Management staff should complete ongoing training related to the provision of TCM 
services. Staff development and enhancement activities should include, but not be limited to: 

• Integrated HIV/STI prevention and care services 
• The role of substances in HIV and STI prevention and progression 
• Substance use harm reduction models and strategies 
• Sexual identification, gender issues, and provision of trans-friendly services 
• Cultural competence 
• Correctional issues 
• Youth development issues 
• Risk reduction and partner notification 
• Current medical treatment and updates 
• Mental health issues for people living with HIV 
• Confidentiality and disclosure 
• Behavior change strategies 
• Stigma and discrimination  
• Community resources including public/private benefits 
• Grief and loss 

 
Providers for TCM: Youth services should refer to the “Best Practices for Youth-Friendly Clinical Services,” 
developed by Advocates for Youth, a national organization that advocates for policies and champions 
programs that recognize young people’s rights to honest sexual health information.  
 

Providers are highly encouraged to use or adapt youth-friendly assessment tools such as the HEADSS 
assessment for adolescents (Home and Environment; Education and Employment; Activities; Drugs; 
Sexuality; Suicide; Depression). 

 

https://www.advocatesforyouth.org/resources/health-information/bp-youth-friendly-services/
https://journalofethics.ama-assn.org/article/headss-review-systems-adolescents/2005-03
https://journalofethics.ama-assn.org/article/headss-review-systems-adolescents/2005-03
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