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Houston Area HIV Services Ryan White Planning Council 
Quality Improvement Committee 

1:00 p.m., Tuesday, February 13, 2018 
Meeting Location: 2223 W. Loop South, Room TBA; Houston, Texas 77027 

 
 

Agenda 
* = Handout to be distributed at the meeting 

 
I. Call to Order Denis Kelly and 

A. Welcoming Remarks and Moment of Reflection Gloria Sierra, Co-Chairs 
B. Introductions  
C. Adoption of Agenda 
D. Approval of Minutes 
E. Nuts, Bolts, Petty Cash and Open Meetings Act Training Tori Williams 

 
II. Public Comments and Announcements 

(NOTE: If you wish to speak during the Public Comment portion of the meeting, please sign up on the clipboard at the front 
of the room.  No one is required to give his or her name or HIV status.  All meetings are audio taped by the Office of Support 
for use in creating the meeting minutes.  The audiotape and the minutes are public record.  If you state your name or HIV 
status it will be on public record.  If you would like your health status known, but do not wish to state your name, you can 
simply say: “I am a person living with HIV”, before stating your opinion.  If you represent an organization, please state that 
you are representing an agency and give the name of the organization.  If you work for an organization, but are representing 
your self, please state that you are attending as an individual and not as an agency representative. Individuals can also submit 
written comments to a member of the staff who would be happy to read the comments on behalf of the individual at this 
point in the meeting.  All information from the public must be provided in this portion of the meeting.) 

 
III. Committee Orientation Tori Williams 

A. Review Committee Description 
B. Conflict of Interest and Voting Policy 
C. Approve 2018 Committee Goals  
D. Review the Timeline of Critical 2018 Council Activities 
E. Review the 2018 Committee meeting time and dates  

 
IV. Training in How to Read Reports from the Administrative Agents 

A. Part A (updated documents to be provided at the meeting) Carin Martin 
1. Service Utilization Report – Part A & MAI, dated 11/15/17 
2. Procurement Report – Part A & MAI, dated 11/15/17 

B. Part B and State Services (updated documents to be provided at the meeting) Patrick Martin 
1. Procurement Report – dated 10/10/17 
2. Health Insurance Program Report – dated 10/09/17 

C. Criteria for FY 2018 Service Categories – March meeting Tori Williams 
 
V. Reports from the Administrative Agents 
 A.   Part A: FY 2016 Chart Reviews      Heather Keizman 
        1.  Oral Health – Rural Target 
        2.  Primary Care 
        3.  Vision 
  B.  Part A:  Clinical Quality Management Committee Qtrly. Report Heather Keizman 

 C.  Part B/SS Annual Consumer Involvement Report*   Patrick Martin 
 D.  FY 2018 Part B/SS Standards of Care     Patrick Martin 
 E.   Part B/SS FY16 Chart Reviews*      Tiffany Shepherd 
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VI. New Business 

A. Elect a Committee Vice Chair 
    
VII. Announcements 
 
VIII. Adjourn  
 
Optional:  New members meet with committee mentor John Poole 
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Houston Area HIV Services Ryan White Planning Council 
 

Quality Improvement Committee 
11:20 a.m., Thursday, November 16, 2017 

2223 W. Loop South, Room 532; Houston, Texas 77027 
 

Minutes 
 

 
MEMBERS PRESENT MEMBERS ABSENT OTHERS PRESENT 
Gloria Sierra, Co-Chair Ted Artiaga, excused Ma’Janae Chambers 
Connie Barnes Curtis Bellard, excused Pamela Chambers 
David Benson (via phone) Bianca Burley Patrick Martin, TRG 
Amber David Tom Lindstrom Heather Keizman, RWGA 
Johnny Deal Robert Noble Tasha Traylor, RWGA 
Teresa Pruitt John Poole Tori Williams, Ofc of Support 
Viviana Santibanez Venita Ray, excused Amber Harbolt, Ofc of Support 
Kevin Aloysius Samantha Robinson Diane Beck, Ofc of Support 
Rosalind Belcher Angelica Williams  
Orfelinda Coronado   
Ronnie Galley   
Billy Ray Grant Jr.   
Shamra Hodge   
Tiffany Jones   
Crystal Starr   
Amana Turner   
 
Call to Order: Gloria Sierra, Co-Chair, called the meeting to order at 11:11 a.m. and asked for a 
moment of reflection. 
 
Adoption of the Agenda: Motion #1: it was moved and seconded (Starr, Deal) to adopt the 
agenda.  Motion carried. 
 
Approval of Minutes:  Motion #2:  it was moved and seconded (Starr, Galley) to approve the 
August 17, 2017 minutes.  Motion carried.  Abstentions: David, Aloysius. 
 
Reports from Ryan White Grants Administration:  Keizman presented the attached reports:  

 FY16 Part A/MAI Service Utilization dated 11/15/17 
 FY17 Part A/MAI Procurement dated 11/15/17 

 
Reports from The Resource Group: Martin presented the attached reports:  

 FY17/18 Part B Procurement dated 10/10/17   
 FY15/16 DSHS Procurement dated 10/10/17 
 Health Insurance Assist. Service Utilization, dated 09/12/17 and 10/09/17 
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FY 2018 Standards of Care and Performance Measures 
Recommendations from the Affected Community Committee:  Williams presented the 
attached recommendations and Ryan White Grant Administration Eligibility Verification policy.  
Motion #3: it was moved and seconded (Starr, Deal) to accept the recommendations from the 
Affected Community Committee. Motion Carried. Abstention: Santibanez. 
 
Recommendations from the 2017 Comprehensive Plan:  Harbolt presented the attached 
recommendations and 2017 Q2 Activities Implementation Progress Report.  Motion #4: it was 
moved and seconded (Starr, Grant) to accept the recommendations and ask the Administrative 
Agent to report back in June 2018 on how the recommendations were incorporated into the 2018 
Standards of Care. Motion Carried. Abstention: Santibanez. 
 
Part A/B: See attached. Traylor presented consumer feedback and recommended changes to the 
Part A/B Standards of Care. Motion #5: it was moved and seconded (Barnes, Pruitt) to accept 
the recommended changes to the Part A/B Standards of Care. Motion Carried. 
 
Part A Performance Measures: See attached. Motion #6: it was moved and seconded (Deal, 
Galley) to accept the Performance Measures with no changes. Motion Carried. 
 
Part B/DSHS State Services Standards of Care and Outcome Measures: Martin said that the 
Part B/DSHS State Services Standards of Care and Outcome Measures will be presented to the 
committee in February 2018.   
 
DSHS Standards of Care for Health Insurance: Traylor presented the attached comparison of 
Part A and DSHS Standards of Care for health insurance.   Motion #7: it was moved and 
seconded (Pruitt, Deal) to provide no comments regarding the Department of State Health 
Services Standards of Care. Motion carried. 
 
2018 Committee Goals:  See attached.  Motion #8:  it was moved and seconded (Starr, Pruitt) 
to use the 2017 committee goals in 2018.  Motion carried.  Abstention: Moses. 
 
Announcements:  Williams thanked all committee members for their hard work throughout the 
year.   
 
Adjourn: The meeting adjourned at 12:28 p.m. 
 
Submitted by: Approved by: 
 
 
    
Tori Williams, Director Date Committee Chair Date 
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Scribe:   D. Beck 
 

2017 Quality Improvement Committee Meeting Voting Record for Meeting Date 11/16/17 
 

JA = Just arrived at meeting 
LR = Left room temporarily 
LM = Left the meeting 
C = Chaired the meeting 
 
 
MEMBERS: 
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Gloria Sierra, Co-Chair    C    C    C    C    C    C        C 
Robert Noble, Co-Chair X    X    X    X    X    X    X    X    
Ted Artiaga  X    X    X    X    X    X    X    X    
Connie Barnes  X    X    X    X    X    X    X    X   
Curtis Bellard X    X    X    X    X    X    X    X    
Bianca Burley X    X    X    X    X    X    X    X    
David Benson  X    X    X    X    X    X    X    X   
Amber David  X      X  X    X    X    X    X    X   
Johnny Deal   X    X    X    X    X    X    X    X   
Tom Lindstrom X    X    X    X    X    X    X    X    
John Poole X    X    X    X    X    X    X    X    
Teresa Pruitt   ja 11:18 am X    X     X    X    X    X    X    X   
Venita Ray X    X    X    X    X    X    X    X    
Viviana Santibanez  X    X      X    X  X    X    X    X   
Kevin Aloysius  X      X  X    X    X    X    X    X   
Rosalind Belcher  X    X    X    X    X    X    X    X   
Orfelinda Coronado  X    X    X    X    X    X      X  X   
Ronnie Galley  X    X    X    X    X    X    X    X   
Billy Ray Grant Jr.  X    X    X    X    X    X    X    X   
Shamra Hodge   ja 11:24 am X    X     X    X    X    X    X    X   
Tiffany Jones  X    X    X    X    X    X    X    X   
Samantha Robinson     X    X    X    X    X    X    X    X    
Crystal Starr  X    X    X    X    X    X    X    X   
Tamokia Thompson                                 
Amana Turner   ja 11:15 am X    X     X    X    X    X    X    X   
Angelica Williams X    X    X    X    X    X    X    X    
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Nuts and Bolts for New Members 
 
Staff will mail meeting packets a week in advance; if they do not arrive in a timely manner, 
please contact the Office of Support.  
 
The meeting packet will have the date, time and room number of the meeting; this information is 
also posted on signs on the first and second floor the day of the meeting.  
 
Sign in upon arrival and use the extra agendas on the sign in table if you didn’t bring your 
packet.  
 
Only Council/committee members sit at the table since they are the voting members; staff and 
other non-voting members sit in the audience.  
 
The only members who can vote on the minutes are the ones who were present at the meeting. If 
you were absent at the meeting, please abstain from voting. 
 
Due to County budgeting policy, there will be no petty cash reimbursements in March and 
possibly April so save receipts and turn them into Eric for payment in April.  
 
Be careful about stating personal health information in meetings as all meetings are tape 
recorded and, due to the Open Meetings Act, are considered public record.  Anyone can ask to 
listen to the tapes, including members of the media. 
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Houston Area HIV Services Ryan White Planning Council 
Office of Support 

2223 West Loop South, Suite 240, Houston, Texas 77027 
713 572-3724 telephone; 713 572-3740 fax 

 
   
 

MEMORANDUM 
 
 

To: Members, Ryan White Planning Council 
 External Members, Ryan White Committees 
 
Copy: Carin Martin 
 
From: Tori Williams, Director, Office of Support 

 
 Date:  January 25, 2018 
 

Re: End of Year Petty Cash Procedures 
 
 

The fiscal year for Ryan White Part A funding ends on February 28, 2018.  Due to 
procedures in the Harris County Auditor’s Office, it is important that all volunteers are 
aware of the following end-of-year procedures: 
 
1.) Council and External Committee members must turn in all requests for petty cash 

reimbursements at or before 2 p.m. on Friday, February 9, 2018.    
 

2.) Requests for petty cash reimbursements for childcare, food and/or transportation to 
meetings before March 1, 2018 will not be reimbursed at all if they are turned in 
after March 30, 2018.   

 
3.) The Office of Support may not have access to petty cash funds between March 1 and 

May 31, 2018.  This means that volunteers should give Rod the usual reimbursement 
request forms for transportation, food and childcare expenses incurred after March 1, 
2018 but the Office may not be able to reimburse volunteers for these expenses until 
mid to late May 2018.  

 
We apologize for this significant inconvenience.  Please call Tori Williams at the number 
listed above if you have questions or concerns about how these procedures will affect you 
personally.    
 
 

(OVER FOR TIMELINE)
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March 1       Feb 9    Feb 28   March 30 

2017…………………........2018…….2018...............2018 
Beginning of        Turn in all  End of     Turn in any remaining receipts 
fiscal year 2017       receipts  fiscal year 2017.  for fiscal year 2017 or you  
           No money   will not be reimbursed for 
           available to write  any expenses incurred between 
           checks until April  March 1, 2017 and Feb. 28, 2018 

the end of May    



Houston Area HIV Services Ryan White Planning Council 
Office of Support 

2223 West Loop South, Suite 240, Houston, Texas 77027 
713 572-3724 telephone; 713 572-3740 fax 

www.rwpchouston.org  
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Memorandum 
 
 

 
To:  Members, Houston Ryan White Planning Council 
  External Members, Ryan White Committees 
 
From:  Tori Williams, Director, Ryan White Office of Support 
 
Date:  February 1, 2018 
 
Re:  Open Meetings Act Training 
 
 
Please note that all Council members, and External Committee members, are required to take the Open 
Meetings Act training at least once in their lifetime.  If you have never taken the training, or if you do 
not have a certificate of completion on file in our office, you must take the training and submit the 
certificate to the Office of Support before March 31, 2018.  The training takes 60 minutes and can be 
accessed through the following link (if you have difficulty with the link, copy and paste it into Google 
and it should lead you to the correct area of the Attorney General’s website): 
 
https://www.texasattorneygeneral.gov/og/oma-training 
 
If you do not have high-speed internet access, you are welcome to view the video in the Office of 
Support.  We will make the training available in suite 240 after the Council adjourns on Thursday, 
February 9th; popcorn will be provided.  Or, you can contact Diane Beck and make an appointment to 
see it on one of the computers in our office.  
 
Upon completion of training, you will be provided with a code that is used to print a certificate of 
completion. Using the code, you may obtain the certificate from the Attorney General’s Office in the 
following ways: 
 
Print it from the Attorney General web link at: 
https://www.texasattorneygeneral.gov/forms/openrec/og_certificates.php 
Or, call the Office of Support with the validation code and the staff will print it for you. 
 
We appreciate your attention to this important requirement.  Do not hesitate to call our office if you 
have questions. 
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Houston Area HIV Services Ryan White Planning Council 
Standing Committee Structure 

(Reviewed 07-15-15) 
 
1. Affected Community Committee 

 This committee is designed to acknowledge the collective importance of consumer 
participation in Planning Council (PC) strategic activities and provide consumer education on 
HIV-related matters.  The committee will serve as a place where consumers can safely and in 
an environment of trust discuss PC work plans and activities.  This committee will verify 
consumer participation on each of the standing committees of the PC, with the exception of the 
Steering Committee (the Chair of the Affected Community Committee will represent the 
committee on the Steering Committee).   

When providing consumer education, the committee should not use pharmaceutical 
representatives to present educational information.  Once a year, the committee may host a 
presentation where all HIV/AIDS-related drug representatives are invited.  

 The committee will consist of HIV+ individuals, their caregivers (friends or family 
members) and others.  All members of the PC who self-disclose as HIV+ are requested to be a 
member of the Affected Community Committee; however membership on a committee for 
HIV+ individuals will not be restricted to the Affected Community Committee. 

 
2. Comprehensive HIV Planning Committee 

This committee is responsible for developing the Comprehensive Needs Assessment, 
Comprehensive Plan (including the Continuum of Care), and making recommendations 
regarding special topics (such as non-Ryan White Program services related to the Continuum of 
Care).  The committee must benefit from external membership and expertise. 

 
3. Operations Committee 

This committee combines four areas where compliance with Planning Council 
operations is the focus.  The committee develops and facilitates the management of Planning 
Council operating procedures, guidelines, and inquiries into members’ compliance with these 
procedures and guidelines.  It also implements the Open Nominations Process, which requires a 
continuous focus on recruitment and orientation.  This committee is also the place where the 
Planning Council self-evaluations are initiated and conducted. 

This committee will not benefit from external member participation except where 
resolve of grievances are concerned. 

 
4. Priority and Allocations Committee 

This committee gives attention to the comprehensive process of establishing priorities 
and allocations for each Planning Council year.  Membership on this committee does include 
external members and must be guided by skills appropriate to priority setting and allocations, 
not by interests in priority setting and allocations.  All Ryan White Planning Council 
committees, but especially this committee, regularly review and monitor member participation 
in upholding the Conflict of Interest standards. 
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5. Quality Improvement Committee 

This committee will be given the responsibility of assessing and ensuring continuous 
quality improvement within Ryan White funded services. This committee is also the place 
where definitions and recommendations on “how to best meet the need” are made. Standards of 
Care and Performance Measures/Outcome Evaluation, which must be looked at within each 
year, are monitored from this committee. Whenever possible, this committee should collaborate 
with the other Ryan White planning groups, especially within the service categories that are 
also funded by the other Ryan White Parts, to create shared Standards of Care. 

In addition to these responsibilities, this committee is also designed to implement the 
Planning Council’s third legislative requirement, assessing the administrative mechanism in 
rapidly allocating funds to the areas of greatest need within the eligible area, or assessing how 
well the grantee manages to get funds to providers. This means reviewing how quickly 
contracts with service providers are signed and how long the grantee takes to pay these 
providers. It also means reviewing whether the funds are used to pay only for services that were 
identified as priorities by the Planning Council and whether all the funds are spent. This 
Committee may benefit from the utilization of external members.    
 

 



HOUSTON AREA HIV HEALTH SERVICES 
RYAN WHITE PLANNING COUNCIL 

EST. JUL. 15, 1998  REV JANUARY 1, 2018  POLICY No. 800.01 

CONFLICT OF INTEREST 
 

RWPC OPERATIONS COMMITTEE POLICY No.800.01 

PURPOSE 1 
To define the policy in which the Houston Area HIV Health Services (RW) Planning Council 2 
identifies and addresses conflict of interest within the planning council (PC). 3 

• Inherent in the system - The Ryan White Program states: The HIV health services planning 4 
council shall include representatives of...community-based organizations serving affected 5 
populations and HIV service organizations; local public health agencies... 6 

 7 
• Must be managed - The Ryan White Program states: The PC may not be directly involved 8 

in the administration of a grant.  The PC may not designate (or otherwise be involved in 9 
the selection of) particular entities as recipients of any amount provided in the grant. 10 

 11 
AUTHORITY 12 
 13 
The Ryan White HIV/AIDS Treatment Extension Act of 2009, Sec.2602(b)(1); 14 
Sec.2602(b)(5)(A); Sec.2602(b)(5)(B); Article VIII, Sec8.01 of the Bylaws (01/18) of the Houston 15 
Area HIV Health Services (RW) Planning Council. 16 
 17 
DEFINITION(S) 18 
 19 
“Conflict of Interest” (COI) is defined as an actual or perceived interest by a RWPC member in an 20 
action which results or has the appearance of resulting in personal, organizational, or professional 21 
gain.  COI does not refer to persons living with HIV disease (PLWH) whose sole relationship to a 22 
Ryan White Part A or B or State Services funded provider is as a client receiving services.  The 23 
potential for conflict of interest is present in all Ryan White processes: needs assessment, priority 24 
setting, comprehensive planning, allocation of funds and evaluation. 25 
 26 
PROCESS 27 
 28 
The rules contained in this policy apply to all RWPC members, council support, contractors and 29 
consultants to the Houston Area HIV Health Services (RW) Planning Council, all of whom shall 30 
be referred to as RWPC members in this policy.  31 
 32 
RWPC members who have a financial interest in, are employed by, sit on Boards of Directors, or 33 
have been employed by such an entity at any time during the previous twelve months, or are 34 
members of a public or private entity seeking Ryan White Part A or B or State Services funding 35 
will not participate directly or in an advisory capacity, in the Administrative Agency’s processes 36 
of selecting entities to receive Ryan White Part A or B or State Services funding within that 37 
particular service category.  RWPC members shall be provided with copies of, and shall abide by 38 
local state regulations governing COI. 39 
 40 
RWPC members must complete a COI Disclosure Form annually and/or as needed, describing the 41 
relationship of the person to each organization that can benefit from an action by the RWPC.  This 42 
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information, in the form of a matrix of members and their conflicts of interest, will be provided to 43 
all members of the RWPC.  Additionally all RWPC members will identify conflicts of interest 44 
during a discussion and/or vote and abstain from voting on issues pertaining to that conflict.  All 45 
RWPC members are encouraged to request a review of potential COI of another member during a 46 
RWPC meeting. 47 
 48 
The Secretary of the RWPC has responsibility for addressing actions to resolve COI when they 49 
occur (see RWPC Policy 500.01).  When the Secretary has a COI, monitoring voting for COI and 50 
processing inquiries related to COI will fall to the role of the Council Vice Chair, if the Council 51 
Vice Chair has a COI the responsibility will fall to the Council Chair.  If still unresolved then the 52 
responsibility will fall to the Chair of the Operation Committee. 53 
 54 
In the event of a COI and/or during the period of review of said COI, members with a COI may 55 
participate in the discussion of the COI or questions, but shall abstain from voting on the matter. 56 
 57 
The Operations Committee of the RWPC shall recommend to the CEO the termination of a 58 
member from the RWPC if the member refuses to complete a COI disclosure form, refuses to 59 
declare a COI, or refuses to cooperate in a COI review, or if it is determined that the member took 60 
action intended to influence the conduct of the Administrative Agency in selecting entities to 61 
receive Ryan White Part A or B or State Services funding within a particular service category or 62 
an action which resulted in or had the appearance of resulting in personal, organizational, or 63 
professional gain. 64 
 65 
COI INQUIRY/INTRODUCTION/PROCEDURE:  66 
A COI matrix from the information provided on the COI questionnaire will indicate the service 67 
category(ies) in which a conflict(s) occurs. 68 
 69 
An inquiry as to whether or not an individual has a conflict of interest that has not been disclosed 70 
is handled as a privileged motion: raising a question of privilege. 71 
 72 
Questions of privilege relate to the conduct of officers, members, and employees.  In this specific 73 
case, the conduct being addressed would be not having disclosed a COI.  A question of privilege 74 
(COI Inquiry) will usually take place during or after a discussion or vote.  If necessary, raising a 75 
question of privilege may interrupt a member’s speech. 76 
 77 
A member of the RWPC, who feels that another member has violated the COI policy by failing to 78 
disclose a COI or by voting on an issue regarding a service category in which a conflict has been 79 
disclosed, should raise a question of privilege in order to inquire about a possible conflict.  The 80 
following steps will take place: 81 

Step 1: A member rises, addresses the chair, and then, without waiting, says, “I rise to a 82 
question of privilege.” 83 
Step 2: The Chair will at this time request the Secretary to take control of the meeting.  The 84 
Secretary will direct him/her to state his/her question. 85 
Step 3: The member will briefly express his/her complaint and propose, as a motion, a solution.  86 
The motion is the actual question of privilege or a request to inquire about a COI. 87 
Step 4: The Secretary will attempt to process the motions to inquire as to whether a member 88 
has a COI by general consent.  (General consent requires no objections).  If the general consent 89 
is obtained, the motion will be discussed. 90 

 91 
If general consent fails, the Secretary will ascertain if there is a second to the motion and then 92 
process it as a main motion (even if a main motion was interrupted). 93 
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 94 
As soon as the interrupting question of privilege is disposed of, the assembly resumes 95 
consideration of the question that was interrupted. 96 
 97 
METHOD OF DISCLOSURE: 98 
Annually and on an as needed basis, PC and external committee members are required to submit 99 
a Proposed Conflict of Interest Disclosure Questionnaire (RWPC Form 2, COI) to PC Support 100 
Staff. 101 
 102 
PROCEDURE FOR COUNCIL MEMBERS WHO BECOME VENDORS AFTER 103 
JOINING THE COUNCIL: 104 
Vendors must abide by the same conflict of interest policies that everyone else does. 105 



HOUSTON AREA HIV HEALTH SERVICES 
RYAN WHITE PLANNING COUNCIL 

EST. JUL 15, 1998   REV JANUARY 1, 2018 POLICY No. 600.01 

QUORUM, VOTING, PROXIES, ATTENDANCE 
 

RWPC OPERATIONS COMMITTEE POLICY No. 600.01 

PURPOSE 1 
 2 
This policy establishes the guidelines as to what legally constitutes a Houston Area HIV Health 3 
Services (Ryan White) Planning Council meeting. In addition, the policy will define and establish 4 
how voting is done, what constitutes a roll call vote and who monitors that process. This policy 5 
will define attendance, and the process by which a member can be removed from the council. 6 
 7 
AUTHORITY 8 
 9 
The adoption of the Houston Area HIV Health Services (Ryan White) Planning Council Bylaws 10 
Rev. 01/18 Article VI; (Sections 6.01-6.04). 11 
 12 
PROCESS 13 
 14 
QUORUM: 15 
A majority of the members of the Council are required to constitute a quorum.  A minimum of one 16 
(1) self-identified HIV+ member must also be present to constitute a quorum.  If quorum is not 17 
met, the Council Chair, in consultation with the Office of Support staff, will determine when to 18 
dismiss those present. To constitute a Standing Committee quorum, at least two (2) committee 19 
members and a Chair must be present; one of these must be a self-identified HIV positive member. 20 
 21 
VOTING: 22 
Each council member will have only one vote on any regular business matter coming before the 23 
Council. A simple majority of members present and voting will be required to pass any matter 24 
coming before the Council except for that of proposed Bylaws changes. Proposed changes to the 25 
Bylaws will be submitted in written form for review to the full Council at least fifteen (15) days 26 
prior to voting and will require a two-thirds (2/3) majority for passage. The Chair of the Council 27 
will not vote except in the event of a tie. The Chairs of the Standing Committees shall not vote at 28 
Committee meetings except in the event of a tie. In a case where standing committees have co-29 
chairs, only one of them may vote at Steering. The Chair of the Council is an ex-offico member of 30 
all committees (standing, subcommittee, and work groups).  Ex-offico means that he/she is 31 
welcome to attend and is allowed to be a part of committee discussion.  He/she is not allowed to 32 
vote.  In the absence of the Chair of the Council, the next officer may assume the ex-officio role 33 
with committees.  In an effort to manage agency influence over a single committee or workgroup, 34 
only one voting member (Council or External) per agency will be permitted to vote on Ryan White 35 
Planning Council committees and workgroups. If there is an unresolved tie vote and the Chair of 36 
the Committee works for the same agency as another committee member, then the information 37 
will be forwarded to the Steering Committee for resolution.   38 
 39 
ALTERNATE PARTICIPATION: 40 
During committee meetings any HIV+ full council member may serve as an alternate on a 41 
committee for any absent HIV+ committee member. The Chair of the Committee will 42 
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communicate to the rest of the committee that the alternate HIV+ person is there to conduct 43 
business.  Alternates have full voting privileges. This rule is not applicable in full council meetings.  44 
 45 
CONFLICT OF INTEREST AND VOTING AMONG EXTERNAL MEMBERS: 46 
External members must declare a conflict of interest.   47 
 48 
The number of external members on a committee (not a subcommittee or work group) should not 49 
equal or exceed the number of council members on that committee. 50 
 51 
ROLL CALL VOTE: 52 
When a roll call vote is taken, the Secretary will call the roll call vote, noting voting, and will 53 
announce the results of the roll call vote. The Secretary will monitor voting for possible conflicts 54 
of interest (RWPC Policy No. 800.01). The Secretary will process inquiries into votes made in 55 
conflict of interest.  56 
 57 
ATTENDANCE: 58 
Council members are required to attend meetings of the Houston Area HIV Health Services (Ryan 59 
White) Planning Council. External Committee members are required to attend meetings of the 60 
committee to which they are assigned. The Secretary shall cause attendance records to be 61 
maintained and shall regularly provide such records to the Chair of the Operations Committee. The 62 
Operations Committee will review attendance records quarterly. 63 
 64 
If a Council or external committee member has 4 absences (excused or unexcused) from Council 65 
meetings or 4 absences from committee meetings within a calendar year or fails to perform the 66 
duties of a Council member described herein without just cause, that member will be subject to 67 
removal. In order to avoid such action, the following will occur: Step 1:  Office of Support staff 68 
will contact the member by telephone to check on their status.  Step 2: If the member continues to 69 
miss meetings, the Chair of the Planning Council will formally notify the member in writing to 70 
remind them of Council policies regarding attendance and to give the member an opportunity to 71 
request assignment to another committee. If assignment to another committee is requested, the 72 
Chair of the newly selected committee and the Planning Council Chair must approve the change. 73 
Step 3: If the Council member continues to miss meetings, the CEO will be informed of the 74 
situation and the steps taken by the Council to address the situation.  If an external committee 75 
member continues to miss meetings, the Chair of the Council will be informed of the situation and 76 
the steps taken by the Council to address the situation.  Step 4:  The CEO has the sole authority to 77 
terminate a Council member and will notify said member in writing, if that is their decision. The 78 
CEO or the Chair of the Planning Council has the authority to terminate an external committee 79 
member and will notify said member in writing, if that is their decision. 80 
 81 
If for two consecutive months the Office of Support is unable to make contact with a Council or 82 
external committee member by telephone and receives returned email and/or mail sent to that 83 
member, staff will send a certified letter requesting the member to contact the Office of Support 84 
by telephone or in writing to update their contact information.  If the member does not respond to 85 
the certified letter within 30 days, or if the certified letter is returned to the Office of Support, the 86 
Operations Committee will be notified at their next regularly scheduled meeting.  At the request 87 
of the Operations Committee, the Chair of the Planning Council and the CEO will be informed of 88 
the situation and the steps taken by the Council to address the situation.  As stated above, the CEO 89 
has the sole authority to terminate a Council member and will notify said member in writing, if 90 
that is his/her decision. The CEO or the Chair of the Planning Council has the authority to terminate 91 
an external committee member and will notify said member in writing, if that is his/her decision. 92 
  93 



 
RWPC OPERATIONS COMMITTEE POLICY No. 600.01 

Reasons for absences that would be used to determine reassignment or dismissal include: 1) 94 
sickness; 2) work related conflicts (in or out of town and vacations), and 3) unforeseeable 95 
circumstances. Any Planning Council member who is unable to attend a Planning Council meeting 96 
or standing committee meeting must notify the Office of Support prior to such meeting. The Office 97 
of Support staff will document why a member is absent. 98 
 99 
PROXIES: 100 
There will be no voting by proxy.   101 
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2018 Quarterly Report 
Quality Improvement Committee 

(May 2018) 
 

Status of Committee Goals and Responsibilities (*means mandated by HRSA) 
1. Conduct the “How to Best Meet the Needs” (HTBMN) process, with particular attention to the 

continuum of care with respect to HRSA identified core services. 
 
 
2. Develop a process for including consumer input that is proactive and consumer friendly for the 

Standards of Care and Performance Measures review process. 
 
3. Continue to improve the information, processes and reporting (within the committee and also 

thru collaboration with other Planning Council committees) needed to: 
a. Identify “The Un-met Need”; 

 
b. Determine “How to Best Meet the Needs”; 

 
c. *Strengthen and improve the description and measurement of medical and health related 

outcomes. 
 
 
4. *Identify and review the required information, processes and reporting needed to assess the 

“Efficiency of the Administrative Mechanism”.  Focus on the status of specific actions and 
related time-framed based information concerning the efficiency of the administrative 
mechanism operation in the areas of: 
a. Planning fund use (meeting RWPC identified needs, services and priorities); 

 
b. Allocating funds (reporting the existence/use of contract solicitation, contract award and 

contract monitoring processes including any time-frame related activity); 
 

c. Distributing funds (reporting contract/service/re-imbursement expenditures and status, as 
well as, reporting contract/service utilization information). 
 

5. Annually, review the status of committee activities identified in the current Comprehensive 
Plan. 

 
 
Status of Tasks on the Timeline: 

 
 
 
 

____________________________  __________________ 
Committee Chairperson    Date 
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General Information: The following is a list of significant activities regarding the 2018 Houston Ryan White 
Planning Council.  Consumers, providers and members of the general public are encouraged to attend and provide 
public comment at any of the meetings described below.  For more information on Planning Council processes or to 
receive monthly calendars and/or meeting packets, please contact the Office of Support at 713 572-3724 or visit our 
website at: www.rwpchouston.org.   

Routinely, the Steering Committee meets monthly at 12 noon on the first Thursday of the month.  The 
Council meets monthly at 12 noon on the second Thursday of the month.   

Thurs. Jan. 25 Council Orientation. 

Thurs. Feb. 1  12 noon.  First Steering Committee meeting for the 2018 planning year.  

Feb. date TBD  10:00 am.  Orientation for new 2018 External Committee Members. 

Thurs. Feb. 8  12 noon.  First Council meeting for the 2018 planning year.   

Mon. Feb. 12 5:00 pm. Deadline for submitting Proposed Idea Forms to the Office of Support. The 
Council is currently funding, or recommending funding, for 17 of the 28 allowable HRSA 
service categories. The Proposed Idea Form is used to ask the Council to make a change to a 
funded service or reconsider funding a service that is not currently being funded in the 
Greater Houston area with Ryan White Part A, Part B or State Services dollars. The form 
requires documentation for why dollars should be used to fund a particular service and why it 
is not a duplication of a service already being offered through another funding source. 
Anyone can submit a Proposed Idea Form. Please contact the Office of Support at 713 572-
3724 to request a copy of the required forms 

Feb. 22 12 noon.  Priority & Allocations Committee meets to approve the policy on allocating FY 
2018 unspent funds, FY 2019 priority setting process and more.  

March   EIIHA Workgroup meeting.   

Thurs., March 1 5 pm Deadline for submitting a Project LEAP application form. See April 4 for description of 
Project LEAP. Call 713 572-3724 for an application form.  

March 12 12 noon. Consumer Training on the How to Best Meet the Need process. 

March 13 1 pm Joint meeting of the Quality Improvement, Priority & Allocations and Affected 
Community Committees to determine the criteria to be used to select the FY 2019 service 
categories for Part A, Part B and State Services funding. 

Wed. April 4 Project LEAP classes begin.  Project LEAP is a free 17-week training course for individuals 
living with and affected by HIV to gain the knowledge and skills they need to help plan HIV 
prevention and care services in the Houston Area. 

 
(Continued) 



DRAFT 
Houston Area HIV Services Ryan White Planning Council 

 

Timeline of Critical 2018 Council Activities 
(Revised 02-01-18) 

A square around an item indicates an item of particular importance or something out of the ordinary regarding the date, time or meeting location. 
The following meetings are subject to change.  Please call the Office of Support to confirm a particular meeting time, date and/or location: 713 572-3724. 

 

Page 2 of 4 

 
Thurs. April 5 12 noon.  Steering Committee meets. 

Thurs. April 12 12 noon.  Planning Council meets.    

1:30 – 4:30 pm.  Council and Community Training for the How to Best Meet the Need 
process.  Those encouraged to attend are community members as well as individuals from 
the Quality Improvement, Priority & Allocations and Affected Community Committees.  Call 
713 572-3724 for confirmation and additional information.  

Tentative:  Workgroups for proposed ideas, as well as Outreach and Referral for Health Care and 
April 16 and/or 18 Support Services. 

Tues. April 24 10:30 am – 4:00 pm.  How To Best Meet the Need Workgroups #1 and #2 at which the 
following services for FY19 will be reviewed:   
• Ambulatory/Outpatient Medical Care (including Emergency Financial Assistance, Local 

Pharmacy Assistance, Medical Case Management & Service Linkage – Adult, Rural and 
Pediatric) 

• Clinical Case Management 
• Health Insurance Premium & Co-pay Assistance 
• Medical Nutritional Therapy (including Nutritional Supplements) 
• Mental Health 
• Substance Abuse Treatment/Counseling 
• Non-Medical Case Management (Service Linkage at Testing Sites) 
• Oral Health – Untargeted & Rural 
• Vision Care 
Call 713 572-3724 for confirmation and additional information.  

TENTATIVE: April 25 3:00 pm – 5:00 pm.  How To Best Meet the Need Workgroup #3 at which the   
following services will be reviewed:   
• Early Intervention Services 
• Home & Community-based Health Services (Adult Day Treatment) 
• Hospice 
• Linguistic Services 
• Transportation (van-based-Untargeted & Rural) 
Call 713 572-3724 for confirmation and additional information.   

April 26 12 noon. Priority & Allocations Committee meets to allocate Part A unspent funds. 

Mon. May 7 5:00 pm. Deadline for submitting Proposed Idea Forms to the Office of Support.  (See 
February 12 for a description of this process.)  Please contact the Office of Support at 713 
572-3724 to request a copy of the required forms.  

 
(Continued) 
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May 22 10 am.  How to Best Meet the Need Workgroup meets for recommendations on the Blue 

Book. The Operations Committee reviews the FY 2019 Council Support Budget. 

May 15 1 pm. Quality Improvement Committee meets to approve the FY 2019 How to Best Meet 
the Need results and review subcategory allocation requests.  Draft copies are forwarded 
to the Priority & Allocations Committee.  

Mon. May 21 7:00 pm., Public Hearing on the FY 2019 How To Best Meet the Need results. 

Tues. May 22 10:00 am. Special Quality Improvement Committee meeting to review public comments 
regarding FY 2019 How To Best Meet the Need results. 

May 24 12 noon. Priority & Allocations Committee meets to recommend the FY 2019 service 
priorities for Ryan White Parts A and B and State Services funding. 

Thurs. June 7 12 noon.  Steering Committee meets to approve the FY 2019 How to Best Meet the Need 
results.  

Thurs. June 14 12 noon. Council approves the FY 2019 How to Best Meet the Need results. 
Project LEAP students present the results of their needs assessment to the Council, 
hence the meeting may be at an off-site location. 

 

June 15, 18 & 19 11 am – 4 pm.  Special Priority & Allocations Committee meetings to draft the FY 2019 
allocations for RW Part A and B and State Services funding. 

June 19 1 pm. Quality Improvement Committee reviews the results of the assessment of the 
administrative mechanism and hosts Standards of Care training.  

Wed. June 27 12 noon. The Priority & Allocations Committee meets to approve the FY 2019 allocations 
for RW Part A and B and State Services funding.  LEAP students will be in attendance. 

Mon. July 2   7 pm. Public Hearing on the FY 2019 service priorities and allocations. 

Tues. July 3 10 am. Special meeting of the Priority & Allocations Committee to review public comments 
regarding the FY 2019 service priorities and allocations.  

July/Aug. Workgroup meets to complete the proposed FY 2019 EIIHA Plan. 

Thurs. July 5 12 noon. Steering Committee approves the FY 2019 service priorities and allocations.  
 

Thurs. July 12 12 noon. Council approves the FY 2019 service priorities and allocations.    
 
 

(continued) 
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July 26 12 noon. If necessary, the Priority & Allocations Committee meets to address problems 

Council sends back regarding the FY 2019 priority & allocations. They also allocate FY 
2018 carryover funds. (Allocate even though dollar amount will not be avail. until Aug.) 

 
Thurs. Aug. 2 ALL ITEMS MUST BE REVIEWED BEFORE BEING SENT TO COUNCIL – THIS 

STEERING COMMITTEE MEETING IS THE LAST CHANCE TO APPROVE 
ANYTHING NEEDED FOR THE FY 2019 GRANT.  (Mail out date for the August 
Steering Committee meeting is July 26, 2018.) 

Aug. 13 Consumer Training on Standards of Care and Performance Measures. 

Mon. Sept. 10 5:00 pm. Deadline for submitting Proposed Idea Forms to the Office of Support.  (See 
February 12 for a description of this process.)  Please contact the Office of Support at 713 
572-3724 to request a copy of the required forms.    

Sept. 17 Consumer-Only Workgroup meeting to review FY 2019 Standards of Care and 
Performance Measures. 

Sept. 18 1 pm. Joint meeting of the Quality Improvement, Priority & Allocations and all Committees 
to review data reports and make suggested changes.   

Sept. 17 Consumer-Only Workgroup meeting to review FY 2019 Standards of Care and 
Performance Measures. 

Oct. 16 10 am. Review and possibly update the Memorandum of Understanding between all Part A 
stakeholders. 

October or Community Workgroup meeting to review FY 2019 Standards of Care & Performance 
November Measures for all service categories. 
Oct. 25 12 noon. Priority & Allocations Committee meets to allocate FY 2018 unspent funds. 

Nov/Dec/Jan. Review the evaluation of 2018 Project LEAP.  Operations Committee also hosts a How to 
Best Meet the Need Workgroup to make recommendations on 2019 Project LEAP. 

November The Resource Group contacts all stakeholders to see if changes need to be made to the Ryan 
White Part B/State Services Letter of Agreement. 

Thurs. Nov. 8 12 noon.  Council recognizes all external committee members. 

Tues. Nov. 13 9:30 am. Commissioners Court to receive the World AIDS Day Resolution. 

Sat. Dec. 1 World AIDS Day. 

Dec. 6 12 noon. Due to a national meeting, the date for the December Council meeting will be 
earlier than usual.  2019 Council officers will be elected at the meeting. 



2018 Ryan White Planning Council Committee Schedule - DRAFT 
(as of 02/01/18) 
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AFFECTED COMMUNITY 
Meetings are on the Mondays following 
Council starting at 12 noon.   
February 12  July 16 
March 12 
March 13* 

 August 13 
September 17 

April no meeting  October 15 
May 14  November 12 
June 18  December no mtg  

 
COMPREHENSIVE HIV PLANNING 

Meetings are on the second Thursdays 
starting at 2:00 pm: 

February 8  August 9 
March 8  September 13 
April 12  October 11 
May 10  November 8 
June 14  December 13 
July 12   

 
OPERATIONS 

Meetings are on the Tuesdays following 
Council starting at 10 am:   

February 20  August 21 
March 20  September 25 
April 24  October 23 
May 22  November 20 
June 26 
July 24 

 December no mtg  

   
 

PLANNING COUNCIL 
Meetings are the second Thursdays starting 
at 12 noon: 

February 8  August 9 
March 8  September 13 
April 12  October 11 
May 10  November 8 
June 14  December 6 
July 12   

 
PRIORITY & ALLOCATIONS 

Meetings are on the fourth Thursdays 
starting at 12:00 pm: 

February 22  July 26 
March 13* 
March 22 

 August 23 
September 27 

April 26  October 25 
May 24  November no mtg
June 15, 18 & 19 
Wed. June 27 

 December no mtg 

 

QUALITY IMPROVEMENT 
Meetings are on the Tuesdays following 
Council starting at 1:00 pm: 

February 13  August 14 
March 13*  September 18 
April 17  October 16 
May 15  November 13 
June 19 
July 17 

 December no mtg 

 

STEERING 
Meetings are on the first Thursdays starting 
at 12 noon:  

February 1  August 2 
March 1  September 6 
April 5  October 4 
May 3  November 1 
June 7  November 29 
July 5  December – 

meeting on Nov 29 
 
 
 
*Joint meeting of the Affected 
Community, Priority and Allocations and 
Quality Improvement Committees. 

 
** Time to be announced 
 
BOLD = Special meeting date, time or 
place 











Chart reflects spending through August 2017
Revised 10/19/2017

6  Mental Health Services* $300,000 15% $300,000 15% 9/1/2016 $222,165 74%

7  Health Insurance Premiums and Cost Sharing** $1,043,312 53% $1,043,312 53% 9/1/2016 $1,064,453 102%

9  Hospice ** $414,832 21% $414,832 21% 9/1/2016 $343,640 83%

11  EIS - Incarcerated $166,211 8% $166,211 8% 9/1/2016 $153,632 92%

16  Linguistic Services $48,000 2% $48,000 2% 9/1/2016 $56,175 117%

1,972,355 100% $0 $1,972,355 100%  1,840,065 93%

* Service utilization is lagging
** HIP - Funded by Part A,B, and State Services. Provider is spending grant funds before grant ending date. 

Ending dates:  Part A 02/29/17, Part B 03/31/17, State Services 8/31/17
** The agency has seen a drop in clients and is currently performing outreach to increase spending

September 1, 2016 - August 31, 2017

Amendment

Spending Target: 100%

The Houston Regional HIV/AIDS Resource Group, Inc.
FY 1617 DSHS State Services

Procurement Report

Contractual 
Amount

% of 
Grant 
Award

Date of 
Original 

Procurement

Expended   
YTD

Percent  
YTD

Total Houston HSDA

Priority Service Category
Original 

Allocation 
per RWPC

% of 
Grant 
Award



Period Reported:
Revised: 10/9/2017

Request by Type
Number of 

Requests (UOS)

Dollar Amount of 

Requests

Number of 

Clients (UDC)

Number of 

Requests 

(UOS)

Dollar Amount of 

Requests

Number of 

Clients (UDC)

Medical Co-Payment 1732 $152,169.45 664 0

Medical Deductible 326 $75,531.03 209 0

Medical Premium 7108 $2,439,693.44 961 0

Pharmacy  Co-Payment 5232 $496,687.66 1423 0

APTC Tax Liability 1 $213.00 1 0

Out of Network Out of Pocket 0 $0.00 0 0

ACA Premium  Subsidy 

Repayment
15 $11,886.21 9 NA NA NA

Totals: 14414 $3,152,408.37 3267 0 $0.00

Comments:  This report represents services provided under all grants.  

Houston Ryan White Health Insurance Assistance Service Utilization Report

Assisted NOT Assisted

9/1/2016-08/31/2017



FY 2018 How to Best Meet the Need Justification for Each Service Category DRAFT: 03/17/17 
 

‡ Service Category for Part B/State Services only. 
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Service Category 

Is this a  
core service? 

If no, how does the service 
support access to core 

services & support clients 
achieving improved  

outcomes? 

How does this service 
assist individuals not 

in care* to access 
primary care? 

*EIIHA: Early Identification  
of Individuals with HIV/AIDS 
seeks to identify the status- 
unaware and link them into 
care 
*Unmet Need: Individuals 
diagnosed with HIV but with 
no evidence of care for 12 
months 
*Continuum of Care: The 
continuum of interventions 
that begins with outreach and 
testing and concludes with 
HIV viral load suppression is 
generally referred to as the 
Continuum of HIV Care or 
Care Treatment Cascade. 

Documentation of 
Need 

(Sources of Data include:  
2016 Needs Assessment,  
2017-2021 Comp Plan,  

2015 Outcome Measures, 
2015 Chart Reviews, Special 

Studies and surveys, etc.) 

Identify  
non-Ryan White Part 

A or Part B/ 
non-State Services 
Funding Sources 

(i.e., Alternative  
Funding Sources) 

 
Is this service typically 

covered under a Qualified 
Health Plan (QHP)? 

Justify the use of  
Ryan White  

Part A, Part B and  
State Services funds  

for this service. 
 

Is this a duplicative 
service or activity? 

Service Efficiency 
Can we make this service 
more efficient?  For: 

a) Providers 
b) Clients 

Can we bundle this service? 

Has a recent capacity issue 
been identified? 

Recommendation(s) 

Early Intervention  
  Services (EIS)‡ 

(Incarcerated) 
(Harris County Jail) 

        Yes       No  EIIHA
 Unmet Need 
 Continuum of Care 
 

  
 
 
 
 
 
 
 
 
Covered under QHP? 
      Yes No 

   

Health Insurance 
Premium & Co-Pay 
Assistance 

Part A 
Part B 
State Services 

        Yes      No  EIIHA
 Unmet Need 
 Continuum of Care 
 

  
 
 
 
 
 
 
 
Covered under QHP? 
      Yes No 

   



 

HCPH is the local public health agency for the Harris County, Texas jurisdiction. It provides a wide variety of public health activities and 
services aimed at improving the health and well-being of the Harris County community.  

 
Follow HCPH on Twitter @hcphtx and like us on Facebook 

 

 
 

 
 
 

 
 

 Oral Health Care-Rural Target  
Chart Review 

 FY 2016 
 
 

Ryan White Part A Quality Management Program–Houston EMA 
 
 

December 2017 
 
 
 
 

 
 
 
 

 
 
 
CONTACT: 
 
Heather Keizman 
Project Coordinator–Clinical Quality Improvement 
Harris County Public Health & Environmental Services 
Ryan White Grant Administration 
2223 West Loop South, RM 431 
Houston, TX 77027 
713-439-6037 
hkeizman@hcphes.org  

https://twitter.com/hcphes
https://www.facebook.com/HarrisCountyPublicHealth
mailto:hkeizman@hcphes.org
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Introduction 
 
Part A funds of the Ryan White Care Act are administered in the Houston Eligible 
Metropolitan Area (EMA) by the Ryan White Grant Administration Section of Harris 
County Public Health & Environmental Services.  During FY 16, a comprehensive 
review of client dental records was conducted for services provided between 3/1/16 to 
2/28/17.  This review included one provider of Adult Oral Health Care that received Part 
A funding for rural-targeted Oral Health Care in the Houston EMA.     
 
The primary purpose of this annual review process is to assess Part A oral health care 
provided to persons living with HIV in the Houston EMA.  Unlike primary care, there are 
no federal guidelines published by the U.S Health and Human Services Department for 
oral health care targeting individuals with HIV/AIDS.  Therefore, Ryan White Grant 
Administration has adopted general guidelines from peer-reviewed literature that 
address oral health care for the HIV/AIDS population, as well as literature published by 
national dental organizations such as the American Dental Association and the 
Academy of General Dentistry, to measure the quality of Part A funded oral health care.  
The Ryan White Grant Administration Project Coordinator for Clinical Quality 
Improvement (PC/CQI) performed the chart review. 
 
 
Scope of This Report 
 
This report provides background on the project, supplemental information on the design 
of the data collection tool, and presents the pertinent findings of the FY 16 oral health 
care chart review.  Any additional data analysis of items or information not included in 
this report can likely be provided after a request is submitted to Ryan White Grant 
Administration.   
 
 
The Data Collection Tool 
 
The data collection tool employed in the review was developed through a period of in-
depth research and a series of working meetings between Ryan White Grant 
Administration. By studying the processes of previous dental record reviews and 
researching the most recent HIV-related and general oral health practice guidelines, a 
listing of potential data collection items was developed.  Further research provided for 
the editing of this list to yield what is believed to represent the most pertinent data 
elements for oral health care in the Houston EMA.  Topics covered by the data 
collection tool include, but are not limited to the following: basic client information, 
completeness of the health history, hard & soft tissue examinations, disease prevention, 
and periodontal examinations.   
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The Chart Review Process 
 
All charts were reviewed by the PC/CQI, a Master’s-level registered nurse experienced 
in identifying documentation issues and assessing adherence to published guidelines.  
The collected data for each site was recorded directly into a preformatted database.  
Once all data collection was completed, the database was queried for analysis.   The 
data collected during this process is intended to be used for the purpose of service 
improvement. 
 
The specific parameters established for the data collection process were developed 
from HIV-related and general oral health care guidelines available in peer-reviewed 
literature, and the professional experience of the reviewer on standard record 
documentation practices.  Table 1 summarizes the various documentation criteria 
employed during the review. 
 
 

Table 1.  Data Collection Parameters 
 

Review Area Documentation Criteria 
Health History Completeness of Initial Health History: includes but not limited to 

past medical history, medications, allergies, substance use, HIV 
MD/primary care status, physician contact info, etc.; Completed 
updates to the initial health history 

Hard/Soft Tissue Exam Findings—abnormal or normal, diagnoses, treatment plan, 
treatment plan updates 

Disease Prevention Prophylaxis, oral hygiene instructions 
Periodontal screening Completeness 

 
 
  The Sample Selection Process 
 
The sample population was selected from a pool of 284 unduplicated clients who 
accessed Part A oral health care between 3/1/16 and 2/28/17.  The medical charts of 75 
of these clients were used in the review, representing 26% of the pool of unduplicated 
clients.   
 
In an effort to make the sample population as representative of the actual Part A oral 
health care population as possible, the EMA’s Centralized Patient Care Data 
Management System (CPCDMS) was used to generate a list of client codes to be 
reviewed.  The demographic make-up (race/ethnicity, gender, age) of clients accessing 
oral health services between 3/1/16 and 2/28/17 was determined by CPCDMS, which in 
turn allowed Ryan White Grant Administration to generate a sample of specified size 
that closely mirrors that same demographic make-up.
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Characteristics of the Sample Population 
 
The review sample population was generally comparable to the Part A population 
receiving rural-targeted oral health care in terms of race/ethnicity, gender, and age.  It is 
important to note that the chart review findings in this report apply only to those who 
received rural-targeted oral health care from a Part A provider and cannot be 
generalized to all Ryan White clients or to the broader population of persons with HIV or 
AIDS.  Table 2 compares the review sample population with the Ryan White Part A 
rural-targeted oral health care population as a whole. 
 
Table 2.  Demographic Characteristics of FY 16 Houston EMA Ryan White Part A Oral Health Care 

Clients 
  Sample Ryan White Part A EMA 
Race/Ethnicity Number Percent Number Percent 
African American 35 46.7% 122 43% 
White 39 52% 159 56% 
Asian 1 1.3% 2 .7% 
Native Hawaiian/Pacific 
Islander 0 0% 0 0% 
American Indian/Alaska 
Native 0 0% 0 0% 
Multi-Race 0 0% 1 .4% 
  75  284  
Hispanic Status        
Hispanic 17 22.7% 71 25% 
Non-Hispanic  58 77.3% 213 75% 
  75  284  
Gender       
Male 47 62.7% 189 68.6% 
Female 26 34.7% 93 32.8% 
Transgender  2 2.7% 2 .7% 
  75  284  
Age        
18 – 24  4 5.3% 15 5.3% 
25 – 34 15 20% 58 20.4% 
35 – 44 21 28% 82 28.9% 
45 – 54 20 26.7% 74 26.1% 
55 – 64 11 14.7% 45 15.9% 
65+ 3 4% 10 3.5% 
  75  284  
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Findings 
 
Clinic Visits 
 
Information gathered during the 2016 chart review included the number of visits during 
the study period.  The average number of oral health visits per patient in the sample 
population was seven.  

Health History 
 
A complete and thorough assessment of a patient’s medical history is essential among 
individuals infected with HIV or anyone who is medically compromised.  Such 
information, such as current medication or any history of alcoholism for example, offers 
oral health care providers key information that may determine the appropriateness of 
prescriptions, oral health treatments and procedures.  The form that is used by the 
agency to assess patient’s health history captures a wide range of information; 
however, for the purposes of this review, this report will focus on the assessment of 
information that is of particular importance among HIV/AIDS patients compared to 
patients in the general population. 

Assessment of Medical History 
 
 2014 2015 2016 
 
Primary Care Provider 

 
67% 

 
88% 

 
93% 

 
Dental Health History* 

 
97% 

 
93% 

 
87% 

 
Medical Health History* 

 
81% 

 
83% 

 
87% 

 
Medical History 6 month Update 

 
59% 

  
94% 

 
100% 

 
Medication Review 

 
61% 

 
91% 

 
88% 

 
Allergies Recorded 

 
81% 

 
93% 

 
88% 

 
Documentation of HIV Status 

 
6% 

 
71% 

 
88% 

 
Documentation of Opportunistic 
Infection Status 

 
 

53% 

 
 

93% 

 
 

88% 
 
Tobacco Use 

 
81% 

 
95% 

 
87% 

 
Substance Abuse 

 
80% 

 
95% 

 
87% 

*HIV/AIDS Bureau (HAB) Performance Measures 
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Health Assessments 
 
 2014 2015 2016 
 
Vital Signs 

 
96% 

 
99% 

 
95% 

 
CBC documented 

 
59% 

 
63% 

 
78% 

Screening for Antibiotic 
Prophylaxis 

 
83% 

 
91% 

 
52% 

 
 
Prevention and Detection of Oral Disease 
 
Maintaining good oral health is vital to the overall quality of life for individuals living with 
HIV/AIDS because the condition of one’s oral health often plays a major role in how well 
patients are able manage their HIV disease.  Poor oral health due to a lack of dental 
care may lead to the onset and progression of oral manifestations of HIV disease, which 
makes maintaining proper diet and nutrition or adherence to antiretroviral therapy very 
difficult to achieve.  Furthermore, poor oral health places additional burden on an 
already compromised immune system. 
 
 

 2014 2015 2016 
 
Oral Health Education* 

 
87% 

 
80% 

 
88% 

 
Clinical Tooth Chart  

 
100% 

 
99% 

 
94% 

 
Intraoral Exam 

 
92% 

 
88% 

 
88% 

 
Extraoral Exam 

 
91% 

 
88% 

 
86% 

 
Periodontal screening*  

 
91% 

 
92% 

 
84% 

 
X-rays present 

 
94% 

 
92% 

 
91% 

 
Treatment plan* 

 
89% 

 
81% 

 
94% 

*HIV/AIDS Bureau (HAB) Performance Measures 
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Procedures Performed 
 

 2014 2015 2016 
 
Extractions 

 
32% 

 
29% 

 
29% 

 
Fillings 

 
59% 

 
60% 

 
37% 

 
Root Canals 

 
7% 

 
11% 

 
4% 

 
Dentures 

 
13% 

 
11% 

 
15% 

 
Crowns  

 
11% 

 
17% 

 
15% 

 
 
 
Conclusions 
 
Overall, oral health care services continues its trend of high quality care.  The Houston 
EMA oral health care program has established a strong foundation for preventative care 
and we expect continued high levels of care for Houston EMA clients in future. 
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Appendix A – Resources 
 
 
Dental Alliance for AIDS/HIV Care. (2000). Principles of Oral Health Management for 
the HIV/AIDS Patient.  Retreived from: 
http://aidsetc.org/sites/default/files/resources_files/Princ_Oral_Health_HIV.pdf. 
 
HIV/AIDS Bureau. (2013). HIV Performance Measures. Retrieved from: 
http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html. 
 
Mountain Plains AIDS Education and Training Center. (2013). Oral Health Care for the 
HIV-infected Patient. Retrieved from: http://aidsetc.org/resource/oral-health-care-hiv-
infected-patient. 

New York State Department of Health AIDS Institute. (2004). Promoting Oral Health 
Care for People with HIV Infection.  Retrieved from: 
http://www.hivdent.org/_dentaltreatment_/pdf/oralh-bp.pdf. 
 
U.S. Department of Health and Human Services Health Resources and Services 
Administration. (2014). Guide for HIV/AIDS Clinical Care.  Retrieved from:  
http://hab.hrsa.gov/deliverhivaidscare/2014guide.pdf. 
 
U.S. Department of Health and Human Services Health Resources and Services 
Administration, HIV/AIDS Bureau Special Projects of National Significance Program. 
(2013). Training Manual: Creating Innovative Oral Health Care Programs.  Retrieved 
from: http://hab.hrsa.gov/deliverhivaidscare/2014guide.pdf. 
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http://www.hivdent.org/_dentaltreatment_/pdf/oralh-bp.pdf
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PREFACE 
 

EXPLANATION OF PART A QUALITY MANAGEMENT 
 
In 2016 the Houston Eligible Metropolitan Area (EMA) awarded Part A funds for adult 
Outpatient Medical Services to five organizations. Approximately 7,800 unduplicated-HIV 
positive individuals are serviced by these organizations. 
 
Harris County Public Health (HCPH) must ensure the quantity, quality and cost 
effectiveness of primary medical care. The Ryan White Grant Administration (RWGA) 
Project Coordinator for Clinical Quality Improvement (PC/CQI) performed the medical 
services review.  
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Introduction 
 
On March 27, 2016, the RWGA PC/CQI commenced the evaluation of Part A funded 
Primary Medical Care Services funded by the Ryan White Part A grant.  This grant is 
awarded to HCPH by the Health Resources and Services Administration (HRSA) to 
provide HIV-related health and social services to persons living with HIV.  The purpose of 
this evaluation project is to meet HRSA mandates for quality management, with a focus 
on: 
 

• evaluating the extent to which primary care services adhere to the most current 
United States Department of Health and Human Services (DHHS) HIV 
treatment guidelines; 

• provide statistically significant primary care utilization data including 
demographics of individuals receiving care; and, 

• make recommendations for improvement. 
 
A comprehensive review of client medical records was conducted for services provided 
between 3/1/16 and 2/28/17. The guidelines in effect during the year the patient sample 
was seen, Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living 
with HIV: January 28, 2016, were used to determine degree of compliance. The current 
treatment guidelines are available for download at: 
http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdolescentGL.pdf. The initial activity to 
fulfill the purpose was the development of a medical record data abstraction tool that 
addresses elements of the guidelines, followed by medical record review, data analysis 
and reporting of findings with recommendations. 
 
Tool Development 

The PC/CQI worked with the Clinical Quality Improvement (CQI) committee to develop 
and approve data collection elements and processes that would allow evaluation of 
primary care services based on the Guidelines for the Use of Antiretroviral Agents in Adults 
and Adolescents Living with HIV, 2016 that were developed by the Panel on Antiretroviral 
Guidelines for Adults and Adolescents convened by the DHHS.  In addition, data collection 
elements and processes were developed to align with the Health Resources and Services 
Administration (HRSA), HIV/AIDS Bureau’s (HAB) HIV/AIDS Clinical Performance 
Measures for Adults & Adolescents. These measures are designed to serve as indicators 
of quality care.  HAB measures are available for download at: 
http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html. An electronic database 
was designed to facilitate direct data entry from patient records.  Automatic edits and 
validation screens were included in the design and layout of the data abstraction program 
to “walk” the nurse reviewer through the process and to facilitate the accurate collection, 
entering and validation of data.  Inconsistent information, such as reporting GYN exams 
for men, or opportunistic infection prophylaxis for patients who do not need it, was 
considered when designing validation functions.  The PC/CQI then used detailed data 
validation reports to check certain values for each patient to ensure they were consistent. 

 

 
 

http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdolescentGL.pdf
http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html
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Chart Review Process 
 
All charts were reviewed by a Master’s-level registered nurse experienced in identifying 
documentation issues and assessing adherence to treatment guidelines. The collected 
data for each site was recorded directly into a preformatted computerized database. The 
data collected during this process is to be used for service improvement. 
 
If documentation on a particular element was not found a “no data” response was entered 
into the database.  Some elements require that several questions be answered in an “if, 
then” format.  For example, if a Pap smear was abnormal, then was it repeated at the 
prescribed interval?  This logic tree type of question allows more in-depth assessment of 
care and a greater ability to describe the level of quality.  Using another example, if only 
one question is asked, such as “was a mental health screening done?” the only 
assessment that can be reported is how many patients were screened.  More questions 
need to be asked to get at quality and the appropriate assessment and treatment, e.g., if 
the mental health screening was positive, was the client referred?  If the client accepted a 
referral, were they able to access a Mental Health Provider? For some data elements, the 
primary issue was not the final report per se, but more of whether the requisite test/exam 
was performed or not, i.e., STD screening or whether there was an updated history and 
physical. 
 
The specific parameters established for the data collection process were developed from 
national HIV care guidelines.  
 

Tale 1. Data Collection Parameters 
Review Item Standard 

Primary Care Visits Primary care visits during review period, 
denoting date and provider type (MD, NP, 
PA, other). There is no standard of care 
to be met per se. Data for this item is 
strictly for analysis purposes only 

Annual Exams Dental and Eye exams are recommended 
annually 

Mental Health A Mental Health screening is 
recommended annually screening for 
depression, anxiety, and associated 
psychiatric issues 

Substance Abuse Clients should be screened for substance 
abuse potential annually and referred 
accordingly 
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Tale 1. Data Collection Parameters (cont.) 
Review Item Standard 

Antiretroviral Therapy (ART) adherence Adherence to medications should be 
documented at every visit with issues 
addressed as they arise 

Lab CD4, Viral Load Assays, and CBCs are 
recommended every 3-6 months. Clients 
on ART should have a Liver Function Test 
and a Lipid Profile annually (minimum 
recommendations) 

STD Screen Screening for Syphilis, Gonorrhea, and 
Chlamydia should be performed at least 
annually 

Hepatitis Screen Screening for Hepatitis B and C are 
recommended at initiation to care. At risk 
clients not previously immunized for 
Hepatitis A and B should be offered 
vaccination. 

Tuberculosis Screen Annual screening is recommended, either 
PPD, IGRA or chest X-ray 

Cervical Cancer Screen Women are assessed for at least one PAP 
smear during the study period 

Immunizations Clients are assessed for annual Flu 
immunizations and whether they have ever 
received pneumococcal vaccination. 

HIV Education Documentation of topics covered including 
disease process, staging, exposure, 
transmission, risk reduction, diet and 
exercise 

Pneumocystis jirovecii Pneumonia (PCP) 
Prophylaxis 

Labs are reviewed to determine if the client 
meets established  criteria for prophylaxis 

 
 
 
The Sample Selection Process 
 
The sample population was selected from a pool of 7,299 clients (adults age 18+) who 
accessed Part A primary care (excluding vision care) between 3/1/16 and 2/28/17. The 
medical charts of 635 clients were used in this review, representing 8.7% of the pool of 
unduplicated clients. The number of clients selected at each site is proportional to the 
number of primary care clients served there. Three caveats were observed during the 
sampling process. In an effort to focus on women living with HIV health issues, women 
were over-sampled, comprising 45.7% of the sample population. Second, providers 
serving a relatively small number of clients were over-sampled in order to ensure sufficient 
sample sizes for data analysis.  Finally, transgender clients were oversampled in order to 
collect data on this sub-population.   
 
In an effort to make the sample population as representative of the Part A primary care 
population as possible, the EMA’s Centralized Patient Care Data Management System 
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(CPCDMS) was used to generate the lists of client codes for each site. The demographic 
make-up (race/ethnicity, gender, age) of clients who accessed primary care services at a 
particular site during the study period was determined by CPCDMS.  A sample was then 
generated to closely mirror that same demographic make-up.  
 
Characteristics of the Sample Population 
 
Due to the desire to over sample for female clients, the review sample population is not 
generally comparable to the Part A population receiving outpatient primary medical care 
in terms of race/ethnicity, gender, and age. No medical records of children/adolescents 
were reviewed, as clinical guidelines for these groups differ from those of adult patients. 
Table 2 compares the review sample population with the Ryan White Part A primary care 
population as a whole. 
 
Table 2. Demographic Characteristics of Clients During Study Period 3/1/16-2/28/17 
 Sample Ryan White Part A Houston EMA 
Gender Number Percent Number Percent 
Male 308 48.5% 5,383 73.75% 
Female 290 45.7% 1,833 25.11% 
Transgender 
Male to Female 

 
37 

 
5.8% 

 
81 

 
1.11% 

Transgender 
Female to Male 

 
0 

 
0% 

 
2 

 
.03% 

TOTAL 635  7,299  
Race     
Asian 9 1.4% 99 1.36% 
African-Amer. 306 48.2% 3,718 50.94% 
Pacific Islander 0 0% 5 .07% 
Multi-Race 2 .3% 50 .69% 
Native Amer. 1 .2% 28 .38% 
White 317 49.9% 3,399 46.57% 

TOTAL 635  7,299  
Hispanic     
Non-Hispanic 392 61.7% 4,756 65.16% 
Hispanic 243 38.3% 2,543 34.84% 

TOTAL 635  7,299  
Age     
18-24 27 4.3% 469 6.43% 
25-34 166 26.1% 2,090 28.63% 
35-44 182 28.7% 2,036 27.89% 
45-54 169 26.6% 1,815 24.87% 
55-64 79 12.4% 775 10.62% 
65 and older 12 1.9% 114 1.56% 

Total 635  7,299  
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Report Structure 
 
In November 2013, the Health Resource and Services Administration’s (HRSA), HIV/AIDS 
Bureau (HAB) revised its performance measure portfolio1.  The categories included in this 
report are: Core, All Ages, and Adolescents/Adult. These measures are intended to serve 
as indicators for use in monitoring the quality of care provided to patients receiving Ryan 
White funded clinical care. In addition to the HAB measures, several other primary care 
performance measures are included in this report. When available, data and results from 
the 2 preceding years are provided, as well as comparison to national benchmarks.  
Performance measures are also depicted with results categorized by race/ethnicity.   
 
  

                                                 
1 http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html Accessed November 10, 2013 

http://hab.hrsa.gov/deliverhivaidscare/habperformmeasures.html
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Findings 
  
Core Performance Measures 
 
Viral Load Suppression 
 
• Percentage of clients living with HIV with viral load below limits of quantification 

(defined as <200 copies/ml) at last test during the measurement year 
 
 2014 2015 2016 
Number of clients with viral load below limits of 
quantification at last test during the 
measurement year 

 
 

539 

 
 

519 

 
 

544 
Number of clients who: 
• had a medical visit with a provider with 

prescribing privileges, i.e. MD, PA, NP at 
least twice in the measurement year, and 

• were prescribed ART for at least 6 months 

 
 
 
 

586 

 
 
 
 

601 

 
 
 
 

615 
Rate 92% 86.4% 88.5% 

 4.1% -5.6% 2.1% 
 

2016 Viral Load Suppression by Race/Ethnicity 
 Black Hispanic White 
Number of clients with viral load below limits of 
quantification at last test during the 
measurement year 238 216 80 
Number of clients who: 
• had a medical visit with a provider with 

prescribing privileges, i.e. MD, PA, NP at 
least twice in the measurement year, and 

• were prescribed ART for at least 6 months 277 240 88 
Rate 85.9% 90% 90.9% 
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ART Prescription 
 
• Percentage of clients living with HIV who are prescribed antiretroviral therapy (ART) 
 

 2014 2015 2016 
Number of clients who were prescribed an 
ART regimen within the measurement 
year 

 
 

605 

 
 

613 

 
 

620 
Number of clients who: 
• had at least two medical visit with a 
provider with prescribing privileges, i.e. 
MD, PA, NP in the measurement year 

 
 
 

635 

 
 
 

635 

 
 
 

635 
Rate 95.3% 96.5% 98.6% 

Change from Previous Years Results -.6% 1.2% 2.1% 
• Of the 15 clients not on ART, none had a CD4 <200  
 

2016 ART Prescription by Race/Ethnicity 
 Black Hispanic White 
Number of clients who were prescribed an ART 
regimen within the measurement year 279 241 90 
Number of clients who: 
• had at least two medical visit with a provider 
with prescribing privileges, i.e. MD, PA, NP in 
the measurement year 291 243 91 

Rate 95.9% 99.2% 98.9% 
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PCP Prophylaxis 
 
• Percentage of clients living with HIV and a CD4 T-cell count below 200 cells/mm3 who 

were prescribed PCP prophylaxis 
 
 2014 2015 2016 
Number of clients with CD4 T-cell counts below 
200 cells/mm3 who were prescribed PCP 
prophylaxis 45 53 48 
Number of clients who: 
• had a medical visit with a provider with 
prescribing privileges, i.e. MD, PA, NP at least 
twice in the measurement year, and 
• had a CD4 T-cell count below 200 cells/mm3, 
or any other indicating condition 45 57 48 

Rate 100% 93% 100% 
Change from Previous Years Results 1.3% -7% 7% 

 
 

2016 PCP Prophylaxis by Race/Ethnicity 
 Black Hispanic White 
Number of clients with CD4 T-cell counts below 
200 cells/mm3 who were prescribed PCP 
prophylaxis 19 20 7 
Number of clients who: 
• had a medical visit with a provider with 
prescribing privileges, i.e. MD, PA, NP at least 
once in the measurement year, and 
• had a CD4 T-cell count below 200 cells/mm3, 
or any other indicating condition 19 20 7 

Rate 100% 100% 100% 
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All Ages Performance Measures 
 
CD4 T-Cell Count 
 
• Percentage of clients living with HIV who had a CD4 T-cell count performed at least 

every six months during the measurement year 
 
 2014 2015 2016 
Number of clients who had a CD4 T-cell count 
performed at least every six months during the 
measurement year 581 

 
 

590* 

 
 

607* 
Number of clients who had a medical visit with a 
provider with prescribing privileges, i.e. MD, PA, 
NP at least twice in the measurement year 635 

 
 

635 

 
 

635 
Rate 91.5% 92.9% 95.6% 

Change from Previous Years Results .9% 1.4% 2.7% 
*Includes clients for whom only 1 CD4 count test was indicated. 
 

2016 CD4 by Race/Ethnicity 
 Black Hispanic White 
Number of clients who had a CD4 T-cell count 
performed at least every six months during the 
measurement year 277 234 86 
Number of clients who had a medical visit with 
a provider with prescribing privileges1, i.e. MD, 
PA, NP at least twice in the measurement year 291 243 91 

Rate 95.2% 96.3% 94.5% 
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Viral Load Monitoring 
 
• Percentage of clients living with HIV who had a viral load test performed at least     
       every six months during the measurement year 
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 2014 2015 2016 
Number of clients who had a viral load test 
performed at least every six months during the 
measurement year 

 
 

580 

 
 

590 

 
 

601 
Number of clients who had a medical visit with a 
provider with prescribing privileges, i.e. MD, PA, 
NP at least twice in the measurement year 

 
 

635 

 
 

635 

 
 

635 
Rate 91.3% 92.9% 94.6% 

Change from Previous Years Results 1.1% 1.4% 1.7% 

2016 Viral Load by Race/Ethnicity 
 Black Hispanic White 
Number of clients who had a viral load test 
performed at least every six months during the 
measurement year 273 233 85 
Number of clients who had a medical visit with 
a provider with prescribing privileges1, i.e. MD, 
PA, NP at least twice in the measurement year 291 243 91 

Rate 94.8% 95.9% 93.4% 
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HIV Drug Resistance Testing Before Initiation of Therapy 
 
• Percentage of clients living with HIV who had an HIV drug resistance test performed 

before initiation of HIV ART if therapy started in the measurement year 
 
 2014 2015 2016 
Number of clients who had an HIV drug 
resistance test performed at any time before 
initiation of HIV ART 

 
 

17 

 
 

7 

 
 

9 
Number of clients who: 
• had a medical visit with a provider with 
prescribing privileges, i.e. MD, PA, NP at least 
twice in the measurement year, and 
• were prescribed ART during the 
measurement year for the first time 

 
 
 
 
 

20 

 
 
 
 
 

10 

 
 
 
 
 

13 
Rate 85% 70% 69.2% 

Change from Previous Years Results 18.3% -15% -.8% 
 
 

2016 Drug Resistance Testing by Race/Ethnicity 
 Black Hispanic White 
Number of clients who had an HIV drug 
resistance test performed at any time before 
initiation of HIV ART 5 3 1 
Number of clients who: 
• had a medical visit with a provider with 
prescribing privileges, i.e. MD, PA, NP at least 
twice in the measurement year, and 
• were prescribed ART during the measurement 
year for the first time 7 3 3 

Rate 71.4% 100% 33.3% 
*Agency B did not have any clients that met the denominator 
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Influenza Vaccination 
 
• Percentage of clients living with HIV who have received influenza vaccination within 

the measurement year 
 
 2014 2015 2016 
Number of clients who received influenza 
vaccination within the measurement year 

 
404 

 
326 

 
312 

Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement period 

 
 

607 

 
 

579 

 
 

588 
Rate 66.6% 56.3% 53.1% 

Change from Previous Years Results 4.3% -10.3% -3.2% 
• The definition excludes from the denominator medical, patient, or system reasons for not 

receiving influenza vaccination 
 

2016 Influenza Screening by Race/Ethnicity 
 Black Hispanic White 
Number of clients who received influenza 
vaccination within the measurement year 125 131 49 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 262 230 86 

Rate 47.7% 57% 57% 
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Lipid Screening 
 
• Percentage of clients living with HIV on ART who had fasting lipid panel during 

measurement year   
 
 2014 2015 2016 
Number of clients who: 
• were prescribed ART, and 
• had a fasting lipid panel in the measurement 
year 

 
 
 

563 

 
 
 

542 

 
 
 

551 
Number of clients who are on ART and who had 
a medical visit with a provider with prescribing 
privileges at least twice in the measurement 
year 

 
 

 
605 

 
 
 

613 

 
 
 

620 
Rate 93.1% 88.4% 88.9% 

Change from Previous Years Results .8% -4.7% .5% 
 
 

2016 Lipid Screening by Race/Ethnicity 
 Black Hispanic White 
Number of clients who: 
• were prescribed ART, and 
• had a fasting lipid panel in the measurement 
year 238 225 79 
Number of clients who are on ART and who 
had a medical visit with a provider with 
prescribing privileges at least twice in the 
measurement year 279 241 90 

Rate 85.3% 93.4% 87.8% 
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Tuberculosis Screening 
 
• Percent of clients living with HIV who received testing with results documented for 

LTBI with any approved test (tuberculin skin test [TST] or interferon gamma release 
assay [IGRA]) since HIV diagnosis  

 
 2014 2015 2016 
Number of clients who received documented testing for 
LTBI with any approved test (tuberculin skin test [TST] 
or interferon gamma release assay [IGRA]) since HIV 
diagnosis 

 
 
 

404 

 
 
 

376 

 
 
 

382 
Number of clients who: 
• do not have a history of previous documented 
culture-positive TB disease or previous documented 
positive TST or IGRA; and 
• had a medical visit with a provider with prescribing 
privileges at least twice in the measurement year. 

 
 
 
 
 

568 

 
 
 
 
 

560 

 
 
 
 
 

571 
Rate 71.1% 67.1% 66.9% 

Change from Previous Years Results 9.1% -4% -.2% 
 

2016 TB Screening by Race/Ethnicity 
 Black Hispanic White 
Number of clients who received documented testing 
for LTBI with any approved test (tuberculin skin test 
[TST] or interferon gamma release assay [IGRA]) 
since HIV diagnosis 168 162 45 
Number of clients who: 
• do not have a history of previous documented 
culture-positive TB disease or previous documented 
positive TST or IGRA; and 
• had a medical visit with a provider with prescribing 
privileges at least once in the measurement year. 262 219 81 

Rate 64.1% 74% 55.6% 
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Adolescent/Adult Performance Measures 
 
Cervical Cancer Screening 
 
• Percentage of women living with HIV who have Pap screening results documented in 

the previous three years 
 
 2014 2015 2016 
Number of female clients who had Pap screen results 
documented in the previous three years 183* 197 229 
Number of female clients: 
• for whom a pap smear was indicated, and 
• who had a medical visit with a provider with 

prescribing privileges at least twice in the 
measurement year* 288 289 286 

Rate  63.5% 68.2% 80.1% 
Change from Previous Years Results 2.3% 5.3% 11.9% 

• 18.8% (43/229) of pap smears were abnormal 
• *Includes  women who had screening in the previous year only 

 
2016 Cervical Cancer Screening Data by Race/Ethnicity 

 Black Hispanic White 
Number of female clients who had Pap screen results 
documented in the previous three years 127 81 20 
Number of female clients: 
• for whom a pap smear was indicated, and 
• who had a medical visit with a provider with 

prescribing privileges at least twice in the 
measurement year 160 94 29 

Rate  79.4% 86.2% 69% 
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Gonorrhea/Chlamydia Screening 
 
• Percent of clients living with HIV at risk for sexually transmitted infections who had a 

test for Gonorrhea/Chlamydia within the measurement year 
 
 2014 2015 2016 
Number of clients who had a test for 
Gonorrhea/Chlamydia 

 
424 

 
442 

 
463 

Number of clients who had a medical visit with a 
provider with prescribing privileges at least twice 
in the measurement year 

 
 

631 

 
 

635 

 
 

635 
Rate 67.2% 69.6% 72.9% 

Change from Previous Years Results 4.8% 2.4% 3.3% 
• 13 cases of CT and15 cases of GC were identified 

 
2016 GC/CT by Race/Ethnicity 

 Black Hispanic White 
Number of clients who had a serologic test for 
syphilis performed at least once during the 
measurement year 220 178 59 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 291 243 91 

Rate 75.6% 73.3% 64.8% 
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Hepatitis B Screening 
 
• Percentage of clients living with HIV who have been screened for Hepatitis B virus 

infection status 
 
 2014 2015 2016 
Number of clients who have documented 
Hepatitis B infection status in the health record 

 
627 

 
634 

 
610 

Number of clients who had a medical visit with a 
provider with prescribing privileges at least 
twice in the measurement year 

 
 

635 

 
 

635 

 
 

635 
Rate 98.7% 99.8% 96.1% 

Change from Previous Years Results 1.1% 1.1% -3.7% 
• 1.9% (12/635) were Hepatitis B positive 
 

2016 Hepatitis B Screening by Race/Ethnicity 
 Black Hispanic White 
Number of clients who have documented 
Hepatitis B infection status in the health record 286 226 88 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 291 243 91 

Rate 98.3% 93% 96.7% 
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Hepatitis B Vaccination 
 
• Percentage of clients living with HIV who completed the vaccination series for Hepatitis 

B   
 
 2014 2015 2016 
Number of clients with documentation of having 
ever completed the vaccination series for 
Hepatitis B 179 184 179 
Number of clients who are Hepatitis B 
Nonimmune and had a medical visit with a 
provider with prescribing privileges at least 
twice in the measurement year 322 307 322 

Rate 55.6% 59.9% 55.6% 
Change from Previous Years Results 5.3% 4.3% -4.3% 

 
 

2016 Hepatitis B Vaccination by Race/Ethnicity 
 Black Hispanic White 
Number of clients with documentation of having 
ever completed the vaccination series for 
Hepatitis B 67 92 16 
Number of clients who are Hepatitis B 
Nonimmune and had a medical visit with a 
provider with prescribing privileges at least 
twice in the measurement year 131 147 38 

Rate 51.1% 62.6% 42.1% 
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Hepatitis C Screening 
 
• Percentage of clients living with HIV for whom Hepatitis C (HCV) screening was 

performed at least once since diagnosis of HIV 
 
 2014 2015 2016 
Number of clients who have documented HCV 
status in chart 

 
626 

 
633 

 
629 

Number of clients who had a medical visit with a 
provider with prescribing privileges at least 
twice in the measurement year 

 
 

635 

 
 

635 

 
 

635 
Rate 98.6% 99.7% 99.1% 

Change from Previous Years Results 3% 1.1% -.6% 
• 8% (51/635) were Hepatitis C positive, including 14 acute infections only and 21 cures  
 

2016 Hepatitis C Screening by Race/Ethnicity 
 Black Hispanic White 
Number of clients who have documented HCV 
status in chart 287 241 91 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 291 243 91 

Rate 98.6% 99.2% 100% 
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HIV Risk Counseling 
 
• Percentage of clients living with HIV who received HIV risk counseling within 

measurement year 
 
 2014 2015 2016 
Number of clients, as part of their primary care, 
who received HIV risk counseling 

 
489 

 
453 

 
441 

Number of clients who had a medical visit with a 
provider with prescribing privileges at least 
twice in the measurement year 

 
 

635 

 
 

635 

 
 

635 
Rate  77% 71.3% 69.4% 

Change from Previous Years Results -5.8% -5.7% -1.9% 
 
 

2016 HIV Risk Counseling by Race/Ethnicity 
 Black Hispanic White 
Number of clients, as part of their primary care, 
who received HIV risk counseling 197 171 68 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 291 243 91 

Rate  67.7% 70.4% 74.7% 
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Oral Exam 
 
• Percent of clients living with HIV who were referred to a dentist for an oral exam or 

self-reported receiving a dental exam at least once during the measurement year 
   
 2014 2015 2016 
Number of clients who were referred to a dentist 
for an oral exam or self-reported receiving a 
dental exam at least once during the 
measurement year 356 340 327 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 635 635 635 

Rate 56.1% 53.5% 51.5% 
Change from Previous Years Results -.8% -2.6% -2% 

 
2016 Oral Exam by Race/Ethnicity 

 Black Hispanic White 
Number of clients who were referred to a dentist 
for an oral exam or self-reported receiving a 
dental exam at least once during the 
measurement year 146 128 47 
Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement year 291 243 91 

Rate 50.2% 52.7% 51.6% 
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Pneumococcal Vaccination 
 
• Percentage of clients living with HIV who ever received pneumococcal vaccination 
 
 2014 2015 2016 
Number of clients who received pneumococcal 
vaccination 

 
556 

 
546 

 
534 

Number of clients who:  
• had a CD4 count > 200 cells/mm3, and 
• had a medical visit with a provider with 

prescribing privileges at least twice in the 
measurement period 

 
 
 
 

623 

 
 
 
 

622 

 
 
 
 

616 
Rate 89.2% 87.8% 86.7% 

Change from Previous Years Results 4.5% -1.4% -1.1% 
• 304 clients (49.4%) received both PPV13 and PPV23 (FY15- 43.3%,FY14- 36.9%) 
 

2016 Pneumococcal Vaccination by Race/Ethnicity 
 Black Hispanic White 
Number of clients who received pneumococcal 
vaccination 230 213 65 
Number of clients who:  
• had a CD4 count > 200 cells/mm3, and 
had a medical visit with a provider with 
prescribing privileges at least twice in the 
measurement period 291 243 91 

Rate 79% 87.7% 71.4% 
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Preventative Care and Screening: Mental Health Screening 
 
• Percentage of clients living with HIV who have had a mental health screening 
 
 2014 2015 2016 
Number of clients who received a mental health 
screening 

 
567 

 
586 

 
558 

Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement period 

 
 

635 

 
 

635 

 
 

635 
Rate 89.3% 92.3% 87.9% 

Change from Previous Years Results 7.4% 3% -4.4% 
• 28.3% (180/635) had mental health issues. Of the 69 who needed additional care, 62 

(90%) were either managed by the primary care provider or referred; 4 clients refused 
a referral.  
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Preventative Care and Screening: Tobacco Use: screening & cessation 
intervention  
 
• Percentage of clients living with HIV who were screened for tobacco use one or more 

times with 24 months and who received cessation counseling if indicated   
 
 2014 2015 2016 
Number of clients who were screened for tobacco 
use in the measurement period 

 
631 

 
635 

 
631 

Number of clients who had a medical visit with a 
provider with prescribing privileges at least twice 
in the measurement period 

 
 

635 

 
 

635 

 
 

635 
Rate 99.4% 100% 99.4% 

Change from Previous Years Results -.3% .6% -.6% 
• HIVQUAL-US Mean 86% 
• Of the 631 clients screened, 175 (27.7%) were current smokers.   
• Of the 175 current smokers, 101 (57.7%) received smoking cessation counseling, and 

9 (5.1%) refused smoking cessation counseling 
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Substance Abuse Screening 
 
• Percentage of clients living with HIV who have been screened for substance use 

(alcohol & drugs) in the measurement year* 
 
 2014 2015 2016 
Number of new clients who were screened for 
substance use within the measurement year 

 
624 

 
627 

 
626 

Number of clients who had a medical visit with 
a provider with prescribing privileges at least 
twice in the measurement period 

 
 

635 

 
 

635 

 
 

635 
Rate 98.3% 98.7% 98.6% 

Change from Previous Years Results .7% .4% -.1% 
*HAB measure indicates only new clients be screened.  However, Houston EMA 
standards of care require medical providers to screen all clients annually. 
• 4.3% (27/635) had substance abuse issues.  Of the 27 clients who needed referral, 22 

(81.5%) received one, and 4 (1.5%) refused.  
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Syphilis Screening 
 
• Percentage of clients living with HIV who had a test for syphilis performed within the 

measurement year 
    
 2014 2015 2016 
Number of clients who had a serologic test for 
syphilis performed at least once during the 
measurement year 

 
 

594 

 
 

599 

 
 

597 
Number of clients who had a medical visit with a 
provider with prescribing privileges at least twice 
in the measurement year 

 
 

635 

 
 

635 

 
 

635 
Rate 93.5% 94.3% 94% 

Change from Previous Years Results 0% .8% -.3% 
• 6% (38/635) new cases of syphilis diagnosed 
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Other Measures 
 
Reproductive Health Care 
 
• Percentage of reproductive-age women living with HIV who received reproductive 

health assessment and care (i.e, pregnancy plans and desires assessed and either 
preconception counseling or contraception offered) 

 
 2014 2015 2016 
Number of reproductive-age women who received 
reproductive health assessment and care 

 
30 

 
34 

 
34 

Number of reproductive-age women who: 
• did not have a hysterectomy or bilateral tubal 

ligation, and 
• had a medical visit with a provider with 

prescribing privileges at least twice in the 
measurement period 

 
 

 
 
 

73 

 
 

 
 
 

69 

 
 

 
 
 

63 
Rate 41.7% 49.3% 54% 

 Change from Previous Years Results -6.1% 7.6% 4.7% 
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Intimate Partner Violence Screening 
 
• Percentage of clients living with HIV who received screening for current intimate 

partner violence 
 
 2014 2015 2016 
Number of clients who received screening for 
current intimate partner violence 

 
570 

 
569 

 
520 

Number of clients who: 
• had a medical visit with a provider with 

prescribing privileges at least twice in the 
measurement period 

 
 
 

635 

 
 
 

635 

 
 
 

635 
Rate 89.8% 89.6% 81.9% 

 17% -.2% -7.7% 
* 3/635 screened positive 
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Adherence Assessment & Counseling 
 
• Percentage of clients living with HIV on ART who were assessed for adherence at 

least once per year 
 

 Adherence Assessment 
 2014 2015 2016 
Number of clients, as part of their primary care, 
who were assessed for adherence at least once 
per year 

 
 

599 

 
 

607 

 
 

617 
Number of clients on ART who had a medical visit 
with a provider with prescribing privileges at least 
twice in the measurement year 

 
 

605 

 
 

613 

 
 

620 
Rate 99% 99% 99.5% 

Change from Previous Years Results 4.6% 0% .5% 
 
 

 Adherence Assessment Per Visit 
 2016 
Number of primary care visits where ART 
adherence was assessed 2,016 
Number of primary care visits for clients on ART 
who had a medical visit with a provider with 
prescribing privileges at least twice in the 
measurement year 2,041 

Rate 98.8% 
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ART for Pregnant Women 
 
• Percentage of pregnant women living with HIV who are prescribed antiretroviral 

therapy (ART)  
 
 2014 2015 2016 
Number of pregnant women who were 
prescribed ART during the 2nd and 3rd 
trimester 4 5 3 
Number of pregnant women who had a medical 
visit with a provider with prescribing privileges, 
i.e. MD, PA, NP at least twice in the 
measurement year 4 5 3 

Rate 100% 100% 100% 
Change from Previous Years Results 0% 0% 0% 

 
 
Primary Care: Diabetes Control 
 
• Percentage of clients living with HIV and diabetes who maintained glucose control 

during measurement year   
 
 2014 2015 2016 
Number of diabetic clients whose last HbA1c 
in the measurement year was <8%  

 
41 

 
27 

 
51 

Number of diabetic clients who had a medical 
visit with a provider with prescribing privileges, 
i.e. MD, PA, NP at least twice in the 
measurement year 

 
 
 

68 

 
 
 

47 

 
 
 

70 
Rate 60.3% 57.4% 72.9% 

Change from Previous Years Results -3.9% -2.9% 15.5% 
• 635/635 (100%) of clients where screened for diabetes and 70/635 (11%) were 

diagnosed diabetic 
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Primary Care: Hypertension Control 
 
• Percentage of clients living with HIV and hypertension who maintained blood pressure 

control during measurement year   
 
 2014 2015 2016 
Number of hypertensive clients whose last 
blood pressure of the measurement year was 
<140/90  

 
 

125 

 
 

131 

 
 

133 
Number of hypertensive clients who had a 
medical visit with a provider with prescribing 
privileges, i.e. MD, PA, NP at least twice in the 
measurement year 

 
 
 

172 

 
 
 

173 

 
 
 

180 
Rate 72.7% 75.7% 73.9% 

Change from Previous Years Results 4.4% 3% -1.8% 
• 180/635 (28.3%) of clients where were diagnosed with hypertension 
 
 
 
Primary Care: Breast Cancer Screening 
 
• Percentage of women living with HIV, over the age of 41, who had a mammogram 

documented in the previous two years 
 
 2014 2015 2016 
Number of women over age 41 who had a 
mammogram or a referral for a mammogram 
documented in the previous two years  

 
 

138 

 
 

140 

 
 

146 
Number of women over age 41 who had a 
medical visit with a provider with prescribing 
privileges, i.e. MD, PA, NP at least twice in the 
measurement year 

 
 
 

158 

 
 
 

168 

 
 
 

184 
Rate 87.3% 83.3% 79.3% 

Change from Previous Years Results 3.9% -4% -4% 
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Conclusions 
 
The Houston EMA continues to demonstrate high quality clinical care. Overall, 
performance rates were comparable to the previous year.  There have been several 
positive trends over the past few years: cervical cancer screening, sexually transmitted 
infection screening, and ART prescription rates have continued to improve. However, 
there have been slight decreases in influenza vaccination, IPV screening and HIV risk 
counseling.  RWGA will continue to monitor these measures closely and initiate quality 
improvement initiatives as needed. In addition, racial and ethnic disparities continue to be 
seen for most measures, with African-Americans having lower rates than White and 
Hispanic clients.  Eliminating racial and ethnic disparities in care are a priority for the EMA, 
and will continue to be a focus for quality improvement.  
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Introduction 
 
Part A funds of the Ryan White Care Act are administered in the Houston Eligible Metropolitan 
Area (EMA) by the Ryan White Grant Administration of Harris County Public Health & 
Environmental Services.  During FY 16, a comprehensive review of client vision records was 
conducted for services provided between 3/1/16 to 2/28/17.   
 
The primary purpose of this annual review process is to assess Part A vision care provided to 
persons living with HIV and AIDS in the Houston EMA.  Unlike primary care, there are no 
federal guidelines published by the U.S Public Health Service for general vision care targeting 
individuals with HIV/AIDS.  Therefore, Ryan White Grant Administration has adopted general 
guidelines published by the American Optometric Association, as well as internal standards 
determined by the clinic, to measure the quality of Part A funded vision care.  The Ryan White 
Grant Administration Project Coordinator for Clinical Quality Improvement (PC/CQI) performed 
the chart review. 
 
Scope of This Report 
 
This report provides background on the project, supplemental information on the design of the 
data collection tool, and presents the pertinent findings of the FY 16 vision care chart review.  
Also, any additional data analysis of items or information not included in this report can likely be 
provided after a request is submitted to Ryan White Grant Administration.   
 
 
The Data Collection Tool 
 
The data collection tool employed in the review was developed through a period of in-depth 
research conducted by the Ryan White Grant Administration. By researching the most recent 
vision practice guidelines, a listing of potential data collection items was developed.  Further 
research provided for the editing of this list to yield what is believed to represent the most 
pertinent data elements for vision care in the Houston EMA.  Topics covered by the data 
collection tool include, but are not limited to the following: completeness of the Client Intake 
Form (CIF), CD4 and VL measures, eye exams, and prescriptions for lenses.  See Appendix A 
for a copy of the tool. 
 
The Chart Review Process 
 
All charts were reviewed by the PC/CQI, a Master’s-level registered nurse experienced in 
identifying documentation issues and assessing adherence to published guidelines.  The 
collected data for each site was recorded directly into a preformatted database.  Once all data 
collection was completed, the database was queried for analysis.   The data collected during 
this process is intended to be used for the purpose of service improvement. 
 
The specific parameters established for the data collection process were developed from vision 
care guidelines and the professional experience of the reviewer on standard record 
documentation practices.  Table 1 summarizes the various documentation criteria employed 
during the review. 
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Table 1.  Data Collection Parameters 
Review Area Documentation Criteria 

Laboratory Tests Current CD4 and Viral Load Measures 
Client Intake Form (CIF) Completeness of the CIF: includes but not limited to 

documentation of primary care provider, medication 
allergies, Hx of medical problems, Ocular Hx, and 
current medications 

Complete Eye Exam (CEE) Documentation of annual eye exam; completeness 
of eye exam form; comprehensiveness of eye exam 
(visual acuity, refraction test, binocular vision 
assessment, fundus/retina exam, and glaucoma 
test) 

Ophthalmology Consult (DFE) Performed/Not performed 
Lens Prescriptions Documentation of the Plan of Care (POC) and 

completeness of the dispensing form 
 
 
The Sample Selection Process 
 
The sample population was selected from a pool of 2,010 unduplicated clients who accessed 
Part A vision care between 3/1/16 and 2/28/17.  The medical charts of 150 of these clients were 
used in the review, representing 7.5% of the pool of unduplicated clients.   
 
In an effort to make the sample population as representative of the actual Part A vision care 
population as possible, the EMA’s Centralized Patient Care Data Management System 
(CPCDMS) was used to generate the lists of client codes.  The demographic make-up 
(race/ethnicity, gender, age) of clients accessing vision care services between 3/1/16 and 
2/28/17 was determined by CPCDMS, which in turn allowed Ryan White Grant Administration to 
generate a sample of specified size that closely mirrors that same demographic make-up.   

     
Characteristics of the Sample Population 
 
The review sample population was generally comparable to the Part A population receiving 
vision care in terms of race/ethnicity, gender, and age.  It is important to note that the chart 
review findings in this report apply only to those who receive vision care from a Part A provider 
and cannot be generalized to all Ryan White clients or to the broader population of persons with 
HIV or AIDS.  Table 2 compares the review sample population with the Ryan White Part A 
vision care population as a whole. 



3 
 

 
Table 2.  Demographic Characteristics of FY 16 Houston EMA Ryan White  

Part A Vision Care Clients 
  Sample Ryan White Part A EMA 
Race/Ethnicity Number Percent Number Percent 
African American 75 50% 980 49% 
White 71 47.3% 975 49% 
Asian 2 1.3% 23 1% 
Native Hawaiian/Pacific Islander 2 0% 3 <1% 
American Indian/Alaska Native 0 0% 10 <1% 
Multi-Race 0 0% 19 <1% 

 TOTAL 150  2,010  
Hispanic Status     
Hispanic 51 34% 1,306 35% 
Non-Hispanic  99 66% 704 65% 

 TOTAL 150  2,010  
Gender     
Male 110 73.3% 1,471 73% 
Female 39 26% 521 26% 
Transgender Male to Female 1 .7% 18 <1% 
Transgender Female to Male 0 0% 0 0 

 TOTAL 150  2,010  
Age     
<= 24 6 4% 84 4% 
25 – 34 29 19.3% 412 21% 
35 – 44 36 24% 456 23% 
45 – 54 47 31.3% 618 31% 
55 – 64 26 17.3% 364 18% 
65+ 6 4% 76 4% 

 TOTAL 150  2,010  
 
 
Findings 

Laboratory Tests 
 
Having up-to-date lab measurements for CD4 and viral load (VL) levels enhances the ability of 
vision providers to ensure that the care provided is appropriate for each patient.  CD4 and VL 
measures indicate stage of disease, so in cases where individuals are in the late stage of HIV 
disease, special considerations may be required.   
 
Patient chart records should provide documentation of the most recent CD4 and VL information.  
Ideally this information should be updated in coordination with an annual complete eye exam.  
As noted in the table below, significant decreases were noted in lab documentation compared to 
previous years.  
 
 2013 2014 2015 2016 
CD4 49% 48% 64% 91% 
VL 49% 48% 64% 91% 
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Client Intake Form (CIF) 
 
A complete and thorough assessment of a patient’s health history is essential when caring for 
individuals infected with HIV or anyone who is medically compromised.  The agency assesses 
this information by having patients complete the CIF.  Information provided on the CIF, such as 
ocular history or medical history, guides clinic providers in determining the appropriateness of 
diagnostic procedures, prescriptions, and treatments.  The CIF that is used by the agency to 
assess patient’s health history captures a wide range of information; however, for the purposes 
of this review, this report will highlight findings for only some of the data collected on the form. 
 
Below are highlights of the findings measuring completeness of the CIF.   
 
 2013 2014 2015 2016 
 
Primary Care Provider 

 
51% 

 
52% 

 
50% 

 
50% 

 
Medication Allergies 

 
93% 

 
100% 

 
100% 

 
100% 

 
Medical History 

 
99% 

 
100% 

 
100% 

 
100% 

 
Current Medications 

 
96% 

 
100% 

 
100% 

 
100% 

 
Reason for Visit 

 
99% 

 
100% 

 
100% 

 
100% 

 
Ocular History 

 
99% 

 
100% 

 
100% 

 
100% 

 

Eye Examinations (Including CEE/DFE) and Exam Findings 
 
Complete and thorough examination of the eye performed on a routine basis is essential for the 
prevention, detection, and treatment of eye and vision disorders.  When providing care to 
individuals with HIV/AIDS, routine eye exams become even more important because there are a 
number of ocular manifestations of HIV disease, such as CMV retinitis.  
 
CMV retinitis is usually diagnosed based on characteristic retinal changes observed through a 
DFE.  Current standards of care recommend yearly DFE performed by an ophthalmologist for 
clients with CD4 counts <50 cells/mm3 (2).  One client in this sample had CD4 counts <50 
cells/mm3.   
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 2013 2014 2015 2016 
 
Complete Eye Exam 

 
100% 

 
99% 

 
100% 

 
100% 

 
Dilated Fundus Exam 

 
53% 

 
94% 

 
95% 

 
98% 

 
Internal Eye Exam 

 
100% 

 
100% 

 
100% 

 
100% 

 
Documentation of Diagnosis 

 
100% 

 
99% 

 
100% 

 
100% 

Documentation of  
Treatment Plan 

 
100% 

 
99% 

 
100% 

 
100% 

 
Visual Acuity 

 
100% 

 
100% 

 
100% 

 
100% 

 
Refraction Test 

 
99% 

 
98% 

 
100% 

 
99% 

Observation of  
External Structures 

 
56% 

 
100% 

 
100% 

 
100% 

 
Glaucoma Test 

 
99% 

 
100% 

 
100% 

 
100% 

Cytomegalovirus (CMV) 
screening 

 
55% 

 
94% 

 
95% 

 
98% 

 
 

Ocular Disease 
 
Thirteen clients (8.7%) demonstrated ocular disease, including blindness, amyloid pterygium, 
cataracts, glaucoma, and foreign body. Two clients received treatment for ocular disease, 6 
clients were referred to a specialty eye clinic, and 5 clients did not need treatment at the time of 
visit.   
 
Prescriptions 
 
Of records reviewed, 95% (97%-FY15) documented new prescriptions for lenses at the agency 
within the year.   
 
 
Conclusions 
 
Findings from the FY 16 Vision Care Chart Review indicate that the vision care providers 
perform comprehensive vision examinations for the prevention, detection, and treatment of eye 
and vision disorders.  Performance rates are very high overall, and are consistent with quality 
vision care.  
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Appendix A—FY 16-Vision Chart Review Data Collection Tool   
 
Mar 1, 16 to Feb 28, 17   
 
Pt. ID #  ___________________________   Site Code:_________________ 
 
CLIENT INTAKE FORM (CIF) 
1. PRIMARY CARE PROVIDER documented:  Y - Yes   N - No   

2. MEDICATION ALLERGIES documented:  Y - Yes   N - No   

3. MEDICAL HISTORY documented: Y - Yes   N - No   

4. CURRENT MEDS are listed: Y - Yes   N - No   

5. REASON for TODAY’s VISIT is documented:  Y - Yes   N - No   

6. OCULAR HISTORY is documented:  Y - Yes   N - No   

CD4 & VL   
7. Most recently documented CD4 count is within past 12 months:  Y - Yes   N - No        

8. CD4 count is < 50:  Y - Yes   N - No 

9. Most recently documented VL count is within past 12 months:  Y - Yes   N – No  

EYE CARE: 
10. COMPLETE EYE  EXAM (CEE) performed:  Y - Yes   N - No   

11. Eye Exam included ASSESSMENT OF VISUAL ACUITY:  Y - Yes   N - No   

12. Eye Exam included REFRACTION TEST:  Y - Yes   N - No   

13. Eye Exam included OBSERVATION OF EXTERNAL STRUCTURES:  Y - Yes   N - No   

14. Eye Exam included GLAUCOMA TEST (IOP):  Y - Yes   N - No   

15. Internal Eye Exam findings are documented:  Y - Yes   N - No   

16. Dilated Fundus Exam (DFE) done within year:  Y - Yes   N - No   

17. Eye Exam included CYTOMEGALOVIRUS (CMV) SCREENING: Y - Yes   N – No 

18. New prescription lenses were prescribed:  Y - Yes   N - No   

19. Eye Exam written diagnoses are documented:  Y - Yes   N - No   

20. Eye Exam written treatment plan is documented:  Y - Yes   N - No   
21. Ocular disease identified?   Y - Yes   N – No 

22. Ocular disease treated appropriately?  Y - Yes   N - No 

23. Total # of visits to eye clinic within year:__________   
 

 

 

Revised March, 2013 
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Appendix B – Resources 
 
1. Casser, L., Carmiencke, K.., Goss, D.A., Knieb, B.A., Morrow, D., & Musick, J.E. (2005).  

Optometric Clinical Practice Guideline—Comprehensive Adult Eye and Vision Examination. 
American Optometric Association.  Retrieved from http://www.aoa.org/Documents/CPG-
1.pdf on April 15, 2012. 

 
2. Heiden D., Ford N., Wilson D., Rodriguez W.R., Margolis T., et al. (2007). Cytomegalovirus 

Retinitis: The Neglected Disease of the AIDS Pandemic. PLoS Med 4(12): e334. Retrieved 
from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2100142/ on April 15, 2012. 

 
3. International Council of Ophthalmology.  (2011).  ICO International Clinical Guideline, 

Ocular HIV/AIDS Related Diseases. Retrieved from 
http://www.icoph.org/resources/88/ICO-International-Clinical-Guideline-Ocular-HIVAIDS-
Related-Diseases-.html  on December 15, 2012. 

 
4. Panel on Opportunistic Infections in HIV-Infected Adults and Adolescents.  Guidelines for 

the prevention and treatment of opportunistic infections in HIV-infected adults and 
adolescents: recommendations from the Centers for Disease Control and Prevention, the 
National Institutes of Health, and the HIV Medicine Association of the Infectious Diseases 
Society of America.  Available at 
http://aidsinfo.nih.gov/contentfiles/lvguidelines/adult_oi.pdf. Accessed July 25, 2013. 
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HARRIS COUNTY PUBLIC HEALTH AND ENVIRONMENTAL SERVICES - RWGA

Clinical Quality Management Committee Quarterly Report
Last Quarter Start Date: 11/1/2016

Lost to Care

In+Care Campaign Gap Measure

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of uninsured 
HIV-infected clients who 
had no medical visits and 
a detectable or missing 
viral load in the last 6 
months of the 
measurement year

959 964 1,004 1,068

Number of uninsured 
HIV-infected clients who 
had a medical visit with a 
provider with prescribing 
privileges at least once in 
the first 6 months of the 
measurement year

5,087 5,196 5,333 5,438

Percentage 18.9% 18.6% 18.8% 19.6%

Change from Previous 
Quarter Results

1.0% -0.3% 0.3% 0.8%

abr173 - CQM  v1.3 6/2/17  Page 1 of 21

1/18/2018 10:26 AM



Lost to Care by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of uninsured 
HIV-infected clients 
who had no medical 
visits and a detectable 
or missing viral load in 
the last 6 months of 
the measurement year

533 278 134 560 279 141 617 278 155

Number of uninsured 
HIV-infected clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the first 6 
months of the 
measurement year

2,479 1,940 663 2,512 1,996 700 2,596 2,043 683

Percentage 21.5% 14.3% 20.2% 22.3% 14.0% 20.1% 23.8% 13.6% 22.7%

Change from Previous 
Quarter Results

-1.6% 1.2% 0.1% 0.8% -0.4% -0.1% 1.5% -0.4% 2.6%

abr173 - CQM  v1.3 6/2/17  Page 2 of 21

1/18/2018 10:26 AM



Lost to Care by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of 
uninsured HIV-
infected clients 
who had no 
medical visits and 
a detectable or 
missing viral load 
in the last 6 
months of the 
measurement year

133 353 310 204 12 166 375 293 232 7

Number of 
uninsured HIV-
infected clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the first 6 
months of the 
measurement year

673 1,892 1,543 1,214 50 670 1,937 1,555 1,266 50

Percentage 19.8% 18.7% 20.1% 16.8% 24.0% 24.8% 19.4% 18.8% 18.3% 14.0%

Change from 
Previous Quarter 
Results

1.1% 1.1% 0.1% -0.9% -2.0% 5.0% 0.7% -1.2% 1.5% -10.0%
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Linked to Care

In+Care Campaign clients Newly Enrolled in Medical Care Measure

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of newly 
enrolled uninsured HIV-
infected clients who had 
at least one medical visit 
in each of the 4-month 
periods of the 
measurement year

108 108 109 87

Number of newly 
enrolled uninsured HIV-
infected clients who had 
a medical visit with a 
provider with prescribing 
privileges at least once in 
the first 4 months of the 
measurement year

227 214 226 190

Percentage 47.6% 50.5% 48.2% 45.8%

Change from Previous 
Quarter Results

3.2% 2.9% -2.2% -2.4%

* exclude if vl<200 in 1st 4 months
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Linked to Care by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of newly 
enrolled uninsured 
HIV-infected clients 
who had at least one 
medical visit in each of 
the 4-month periods of 
the measurement year

57 37 10 53 47 5 31 44 8

Number of newly 
enrolled uninsured 
HIV-infected clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the first 4 
months of the 
measurement year

112 63 32 113 86 22 79 78 27

Percentage 50.9% 58.7% 31.3% 46.9% 54.7% 22.7% 39.2% 56.4% 29.6%

Change from Previous 
Quarter Results

9.0% -1.0% -9.5% -4.0% -4.1% -8.5% -7.7% 1.8% 6.9%

* exclude if vl<200 in 1st 4 months
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Linked to Care by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of newly 
enrolled uninsured 
HIV-infected clients 
who had at least 
one medical visit in 
each of the 4-
month periods of 
the measurement 
year

6 39 26 37 1 7 25 19 33 3

Number of newly 
enrolled uninsured 
HIV-infected clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the first 4 
months of the 
measurement year

14 78 65 66 3 17 62 54 52 5

Percentage 42.9% 50.0% 40.0% 56.1% 33.3% 41.2% 40.3% 35.2% 63.5% 60.0%

Change from 
Previous Quarter 
Results

-4.5% 9.1% -6.1% -12.5% 0.0% -1.7% -9.7% -4.8% 7.4% 26.7%

* exclude if vl<200 in 1st 4 months
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Retained in Care

Houston EMA Medical Visits Measure

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of HIV-infected 
clients who had 2 or 
more medical visits at 
least 3 months apart 
during the measurement 
year*

4,187 4,253 4,285 4,225

Number of HIV-infected 
clients who had a 
medical visit with a 
provider with prescribing 
privileges at least once in 
the measurement year*

5,596 5,695 5,872 5,940

Percentage 74.8% 74.7% 73.0% 71.1%

Change from Previous 
Quarter Results

2.6% -0.1% -1.7% -1.8%

* Not newly enrolled in 
care
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Retained in Care by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of HIV-
infected clients who 
had 2 or more medical 
visits at least 3 months 
apart during the 
measurement year

1,991 1,636 530 1,964 1,671 549 1,921 1,685 525

Number of HIV-
infected clients who 
had a medical visit 
with a provider with 
prescribing privileges 
at least once in the 
measurement year*

2,775 2,056 737 2,823 2,129 781 2,870 2,176 765

Percentage 71.7% 79.6% 71.9% 69.6% 78.5% 70.3% 66.9% 77.4% 68.6%

Change from Previous 
Quarter Results

1.1% -1.2% -1.6% -2.2% -1.1% -1.6% -2.6% -1.1% -1.7%
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Retained in Care by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of HIV-
infected clients 
who had 2 or more 
medical visits at 
least 3 months 
apart during the 
measurement year

580 1,428 1,253 1,104 42 524 1,431 1,213 1,118 45

Number of HIV-
infected clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the 
measurement 
year*

707 2,071 1,784 1,380 55 702 2,099 1,760 1,431 56

Percentage 82.0% 69.0% 70.2% 80.0% 76.4% 74.6% 68.2% 68.9% 78.1% 80.4%

Change from 
Previous Quarter 
Results

-0.5% -2.8% -1.7% 0.2% -2.6% -7.4% -0.8% -1.3% -1.9% 4.0%
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Viral Load Monitoring

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of HIV-infected 
clients who had 2 or 
more Viral Load counts 
at least 3 months apart 
during the measurement 
year

3,524 3,812 3,652 3,439

Number of HIV-infected 
clients who had 2 or 
more medical visits at 
least 3 months apart with 
a provider with 
prescribing privileges, i.e. 
MD, PA, NP in the 
measurement year

4,511 4,559 4,590 4,525

Percentage 78.1% 83.6% 79.6% 76.0%

Change from Previous 
Quarter Results

-2.4% 5.5% -4.1% -3.6%
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VL Monitoring Data by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of HIV-
infected clients who 
had 2 or more Viral 
Load counts at least 3 
months apart during 
the measurement year

1,743 1,506 466 1,625 1,464 473 1,485 1,421 449

Number of HIV-
infected clients who 
had 2 or more medical 
visits at least 3 months 
apart with a provider 
with prescribing 
privileges, i.e. MD, PA, 
NP in the 
measurement year

2,145 1,732 576 2,122 1,771 591 2,065 1,791 567

Percentage 81.3% 87.0% 80.9% 76.6% 82.7% 80.0% 71.9% 79.3% 79.2%

Change from Previous 
Quarter Results

6.0% 5.7% 3.2% -4.7% -4.3% -0.9% -4.7% -3.3% -0.8%
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VL Monitoring by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of HIV-
infected clients 
who had 2 or more 
Viral Load counts 
at least 3 months 
apart during the 
measurement year

468 1,348 1,110 665 35 418 1,294 1,140 537 39

Number of HIV-
infected clients 
who had 2 or more 
medical visits at 
least 3 months 
apart with a 
provider with 
prescribing 
privileges, i.e. MD, 
PA, NP in the 
measurement year

576 1,487 1,272 1,166 46 527 1,477 1,270 1,180 47

Percentage 81.3% 90.7% 87.3% 57.0% 76.1% 79.3% 87.6% 89.8% 45.5% 83.0%

Change from 
Previous Quarter 
Results

-4.1% 0.8% 0.3% -14.9% 9.4% -1.9% -3.0% 2.5% -11.5% 6.9%
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Viral Load Suppression

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of HIV-infected 
clients who have a viral 
load of <200 copies/ml 
during the measurement 
year

4,174 4,218 4,250 4,157

Number of HIV-infected 
clients who have had at 
least 2 medical visits with 
a provider with 
prescribing privileges 
and have been enrolled 
in care at least six month

5,239 5,320 5,357 5,265

Percentage 79.7% 79.3% 79.3% 79.0%

Change from Previous 
Quarter Results

-0.4% -0.4% 0.0% -0.4%
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VL Suppression by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of HIV-
infected clients who 
have a viral load of 
<200 copies/ml during 
the measurement year

1,932 1,625 561 1,933 1,652 560 1,864 1,643 551

Number of HIV-
infected clients who 
have had at least 2 
medical visits with a 
provider with 
prescribing privileges 
and have been 
enrolled in care at 
least six month

2,583 1,927 695 2,558 1,980 698 2,499 1,975 675

Percentage 74.8% 84.3% 80.7% 75.6% 83.4% 80.2% 74.6% 83.2% 81.6%

Change from Previous 
Quarter Results

0.5% -1.6% 0.5% 0.8% -0.9% -0.5% -1.0% -0.2% 1.4%
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VL Suppression by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of HIV-
infected clients 
who have a viral 
load of <200 
copies/ml during 
the measurement 
year

532 1,528 1,184 998 37 490 1,447 1,165 1,040 41

Number of HIV-
infected clients 
who have had at 
least 2 medical 
visits with a 
provider with 
prescribing 
privileges and have 
been enrolled in 
care at least six 
month

698 1,780 1,497 1,363 52 652 1,725 1,454 1,412 53

Percentage 76.2% 85.8% 79.1% 73.2% 71.2% 75.2% 83.9% 80.1% 73.7% 77.4%

Change from 
Previous Quarter 
Results

0.7% -0.5% 0.4% 0.7% 0.8% -1.1% -2.0% 1.0% 0.4% 6.2%
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Viral Load Suppression 2- HAB Measure

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of HIV-infected 
clients who have a viral 
load of <200 copies/ml 
during the measurement 
year

5,400 5,527 5,647 5,586

Number of HIV-infected 
clients who have had at 
least 1 medical visit with 
a provider with 
prescribing privileges

7,408 7,534 7,684 7,602

Percentage 72.9% 73.4% 73.5% 73.5%

Change from Previous 
Quarter Results

-1.6% 0.5% 0.1% 0.0%
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VL Suppression by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of HIV-
infected clients who 
have a viral load of 
<200 copies/ml during 
the measurement year

2,549 2,099 741 2,632 2,128 743 2,586 2,113 752

Number of HIV-
infected clients who 
have had at least 1 
medical visits with a 
provider with 
prescribing privileges 
and have been 
enrolled in care at 
least six month

3,722 2,647 999 3,785 2,708 1,016 3,755 2,677 1,003

Percentage 68.5% 79.3% 74.2% 69.5% 78.6% 73.1% 68.9% 78.9% 75.0%

Change from Previous 
Quarter Results

0.8% -0.3% 0.6% 1.1% -0.7% -1.0% -0.7% 0.3% 1.8%
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Viral Load Suppression by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of HIV-
infected clients 
who have a viral 
load of <200 
copies/ml during 
the measurement 
year

603 2,220 1,676 1,197 46 561 2,146 1,670 1,245 53

Number of HIV-
infected clients 
who have had at 
least 1 medical 
visits with a 
provider with 
prescribing 
privileges and have 
been enrolled in 
care at least six 
month

860 2,799 2,306 1,779 74 826 2,736 2,279 1,802 80

Percentage 70.1% 79.3% 72.7% 67.3% 62.2% 67.9% 78.4% 73.3% 69.1% 66.3%

Change from 
Previous Quarter 
Results

0.2% -0.3% 1.1% -0.6% 0.0% -2.2% -0.9% 0.6% 1.8% 4.1%
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Cervical Cancer Screening

02/01/16 - 
01/30/17

05/01/16 - 
04/30/17

08/01/16 - 
07/31/17

11/01/16 - 
10/31/17

Number of HIV-infected 
female clients who had 
Pap screen results 
documented in the 3 
years previous to the end 
of the measurement year

733 705 751 822

Number of HIV-infected 
female clients who had a 
medical visit with a 
provider with prescribing 
privileges at least once in 
the measurement year

1,864 1,914 1,952 1,911

Percentage 39.3% 36.8% 38.5% 43.0%

Change from Previous 
Quarter Results

-0.2% -2.5% 1.6% 4.5%
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Cervical Cancer Screening Data by Race/Ethnicity

05/01/16 - 04/30/17 08/01/16 - 07/31/17 11/01/16 - 10/31/17

Black Hisp White Black Hisp White Black Hisp White

Number of HIV-
infected female clients 
who had Pap screen 
results documented in 
the 3 years previous to 
the end of the 
measurement year

452 181 58 467 208 63 496 240 72

Number of HIV-
infected female clients 
who had a medical 
visit with a provider 
with prescribing 
privileges at least 
once in the 
measurement year

1,198 509 167 1,216 520 175 1,188 514 171

Percentage 37.7% 35.6% 34.7% 38.4% 40.0% 36.0% 41.8% 46.7% 42.1%

Change from Previous 
Quarter Results

-1.4% -5.3% -1.3% 0.7% 4.4% 1.3% 3.3% 6.7% 6.1%
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Pap Smear Screening by Agency

08/01/16 - 07/31/17 11/01/16 - 10/31/17

A B C D E A B C D E

Number of HIV-
infected female 
clients who had 
Pap screen results 
documented in the 
3 years previous to 
the end of the 
measurement year

97 234 162 258 20 82 305 174 261 19

Number of HIV-
infected female 
clients who had a 
medical visit with a 
provider with 
prescribing 
privileges at least 
once in the 
measurement year

241 881 391 443 33 221 852 390 442 34

Percentage 40.2% 26.6% 41.4% 58.2% 60.6% 37.1% 35.8% 44.6% 59.0% 55.9%

Change from 
Previous Quarter 
Results

-3.3% 6.3% -3.4% 1.6% 5.8% -3.1% 9.2% 3.2% 0.8% -4.7%

Footnotes: 
1. Table/Chart data for this report run was taken from "ABR152 v3.5.0 6/2/17 [MAI=ALL]", "ABR076A v1.4.1 10/15/15 
[ExcludeVL200=yes]", and "ABR163 v2.0.6 4/25/13"
   A. OPR Measures used for the ABR152 portions: "Viral Load Suppression", "Linked to Care", "CERV", "Medical Visits - 
3 months", and "Viral Load Monitoring"
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Evidence of HIV Treatment and Viral Suppression 
in Preventing the Sexual Transmission of HIV

December 2017

HIV treatment has dramatically improved the health, quality of life, and 
life expectancy of people living with HIV (Cohen, 2011; Farnham, 2013; 
Farnham, 2013; Samji, 2013). Moreover, since breakthrough research in 
2011 also showed the profound impact of HIV treatment in preventing the 
sexual transmission of HIV among heterosexual HIV-discordant couples, 
HIV treatment has transformed the HIV prevention landscape (Cohen, 
2011). The Centers for Disease Control and Prevention (CDC) has worked 
with prevention partners across the nation to prioritize efforts to maximize 
the impact of HIV treatment in prevention and has responded with new 
initiatives that help diagnose HIV-infected individuals earlier, link or re-
engage them to effective HIV care and treatment, and support adherence 
to HIV treatment, with the ultimate goal of achieving viral suppression 
(https://www.cdc.gov/hiv/pdf/funding/announcements/ps18-1802/cdc-hiv-
ps18-1802-factsheet.pdf).

These interventions across the care continuum (https://www.cdc.gov/hiv/
pdf/library/factsheets/cdc-hiv-care-continuum.pdf) are essential to help 
those living with HIV stay healthy, live longer, and reduce the risk of 
further transmission to partners. Additionally, to increase awareness of 
the full range of prevention strategies now available, CDC has worked 
to implement multiple education campaigns and provide online risk
reduction tools and resources with information on different prevention  
strategies and their effectiveness (https://www.cdc.gov/actagainstaids/ 
index.html; https://wwwn.cdc.gov/hivrisk/; https://effectiveinterventions. 
cdc.gov/).

Over the past year, as new research has provided even stronger evidence  
on the prevention benefit of HIV treatment and viral suppression, CDC has joined with other federal agencies as 
part of an effort led by the U.S. Department of Health and Human Services (HHS) to review the latest evidence and 
ensure that these findings are communicated in a way that is consistent and accurate. As part of CDC’s continued 
efforts to communicate evidence around effective prevention strategies, this fact sheet summarizes the latest 
scientific evidence regarding the effectiveness of HIV treatment and viral suppression in preventing the sexual 
transmission of HIV, and provides an update on evolving prevention messages developed by the HHS workgroup,1 
as well as CDC’s next steps to evaluate and update messages in our communications and prevention activities.

The Evidence

In 2011, the interim results of the HPTN052 clinical trial were released (Cohen, 2011) demonstrating a 96% reduction 
in HIV transmission risk among heterosexual HIV-discordant couples for those starting antiretroviral therapy (ART) 
versus those delaying ART initiation. In addition to the powerful initial results, subsequent analyses published in 
2016 demonstrated that there were no HIV transmissions between these couples when the HIV-positive partner 
had a suppressed viral load (defined as having a viral load less than 400 copies per milliliter) (Cohen, 2016).

Some HIV infections were observed among couples in the treatment condition; however, most of these were not 
genetically linked to the primary HIV-positive partner in the study, indicating that they came from another partner 
outside the study. Only a limited number of linked sexual transmissions of HIV were observed; however, this  

FOR EVERY 100 PEOPLE 
LIVING WITH DIAGNOSED 

HIV IN 2014:

73 received  
some  
HIV care

57 were  
retained  
in care

58 were virally  
suppressed*

* People living with HIV who take HIV medicine 
as prescribed and get and stay virally suppressed 
have effectively no risk of sexually transmitting  
HIV to HIV-negative partners.

                    1.	  The HHS workgroup includes senior leaders, communicators, and subject matter experts from the Office of HIV/AIDS Infectious Disease Policy (OHAIDP) in  
 	    HHS, the Centers for Disease Control and Prevention (CDC), National Institutes for Health (NIH), Health Resources and Services Administration (HRSA), and  
	    Substance Abuse and Mental Health Services Administration (SAMHSA).

National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention
Division of HIV/AIDS Prevention

All content is based on the most recent data available in December 2017.
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was while the HIV-positive partner was not virally suppressed. In other words, linked HIV transmissions only occurred 
either:

•	 In the months after the HIV-positive partner began ART but before the HIV-positive  
partner was virally suppressed, or  

•	When the ART regimen failed and the HIV-positive partner did not maintain viral suppression.

Two recently conducted studies, PARTNER and Opposites Attract, have reported similar results on the effectiveness 
of taking ART and achieving and maintaining viral suppression in preventing the sexual transmission of HIV — that is, 
no linked infections were observed while the HIV-positive partner was virally suppressed while the couples engaged 
in condomless sex with no exposure to pre-exposure prophylaxis (PrEP) (Rodger, 2016; Bavinton, 2017). In these two 
studies, viral suppression was defined as less than 200 copies per milliliter, although most HIV-positive participants 
were undetectable in the PARTNER study (<50 copies/mL; Rodger, 2016). These studies also quantified the extent of 
sexual exposure. Over 500 heterosexual couples, with about half having a male HIV-infected partner (PARTNER), 
and more than 650 male-male couples (Opposites Attract) from 14 European countries, Australia, Brazil, and Thailand 
engaged in over 70,000 episodes of condomless vaginal or anal intercourse, while also not taking PrEP, during 
approximately 1,500 couple years of observation.

The studies reported transmission risk estimates and their corresponding 95% confidence intervals as:
•	PARTNER study (Rodger, 2016): 0.0 (0.00 – 0.30) per 100 couple years 
•	Opposites Attract study (Bavinton, 2017): 0.0 (0.00 – 1.56) per 100 couple years 

 
When combining the data from both PARTNER and Opposites Attract studies, the combined transmission risk estimate 
is 0.0 (0.0 – 0.25) per 100 couple years (unpublished data). Relevant person-time data have not been reported for 
HPTN052 to be combined with these two studies. CDC is now working with HPTN052 investigators to examine these 
data. When HPTN052 data can be combined with these two studies, the upper bound of a combined transmission risk 
estimate is expected to be smaller than 0.25 per 100 couple years including additional years of follow-up time.

Updating Prevention Messages

Given the significance of these recent findings, HHS convened scientific and communication leadership across several 
federal agencies to review the latest evidence and develop updated messages to communicate that evidence to the 
public in a clear, concise, consistent, and accurate manner. 

In September 2017, the HHS workgroup agreed on the following interim message, to be tested with multiple 
audiences, which summarizes the scientific evidence of the effectiveness of HIV treatment and viral suppression in 
preventing the sexual transmission of HIV:

	 People living with HIV who take HIV medicine as prescribed and get and keep an undetectable viral load have  
 	 effectively no risk of transmitting HIV to their HIV-negative sexual partners. 

The term “effectively no risk” was selected by the HHS workgroup as the interim language to describe the magnitude 
of the estimated risk of transmitting HIV to a sexual partner when an HIV-positive individual is taking ART daily as 
prescribed and then achieves and maintains an undetectable viral load. “Effectively no risk” was chosen to reflect the 
fact that there have been no linked infections observed in studies among thousands of sexually active HIV-discordant 
couples engaging in female-male and male-male sex without a condom or PrEP over several thousand person-years 
of follow-up, while the HIV-positive partner is virally suppressed. 

Although these studies provide extremely strong evidence, they are based on a finite number of observations that 
result in point estimates (zero) and corresponding 95% confidence intervals that indicate the precision or uncertainty 
associated with those estimates. In these studies, the lower bounds of confidence intervals are all zero, but the upper 
bounds of the confidence intervals are very small but greater than zero, which implies the possibility of a non-zero 
risk. Although these three studies found no cases of HIV transmission over several thousand person-years of follow-
up, these data, even when combined, cannot statistically rule out the possibility that the true risk is greater than zero. 
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Because “effectively no risk” might have different meanings in different audiences or populations, the HHS workgroup 
agreed that message testing was critical to evaluate the understanding of this interim message and to determine how
best to communicate the evidence and potential challenges with successfully implementing this prevention strategy 
among people living with HIV and their sexual partners.

Maximizing the Effectiveness of the Prevention Strategy in Practice

The success of this prevention strategy is contingent on achieving and maintaining an undetectable viral load. Data 
show, however, that not all HIV-positive individuals on ART are virally suppressed, while even fewer maintain viral 
suppression over time. CDC’s national surveillance data estimate that 58% of persons living with diagnosed HIV in 
the United States in 2014 were virally suppressed, defined as less than 200 copies/mL at most recent test (CDC, 2017). 
In addition, while most (about 80%) HIV-positive persons in the United States in HIV clinical care (defined as either 
receiving HIV medical care or having a viral load test) were virally suppressed at their last test, almost 20% were not 
(CDC, 2016; CDC, 2017; Marks, 2016). Also, about two-thirds achieved and maintained viral suppression over twelve 
months, which means about one-third (or about 33%) did not maintain viral suppression over that time period (CDC, 
2016; Marks, 2016). 

To help all individuals living with HIV and their partners get maximal benefit from this prevention strategy, it will be 
important to give providers, those living with HIV, and their partners clear information regarding the challenges with 
achieving and maintaining viral suppression. These challenges include the following:

•	Time to viral suppression: Most people will achieve an undetectable viral load within 6 months of starting ART. 
Many will become undetectable very quickly, but it could take more time for some.

•	Importance of regular viral load testing: Regular viral load testing is critical to confirm that an individual 
has achieved and is maintaining an undetectable viral load. Just because someone was virally suppressed 
in the past does not guarantee they are still virally suppressed. It is not known if viral load testing should be 
conducted more frequently than currently recommended for treatment to achieve maximal protection if relying 
on treatment and viral suppression as a prevention strategy.

•	Adherence challenges: Taking HIV medicines as prescribed is the best way to achieve and maintain an 
undetectable viral load. Poor adherence, such as missing multiple doses in a month, could increase a person’s 
viral load and their risk for transmitting HIV. People who are having trouble taking their HIV medicine as 
prescribed can work with health care providers to improve their adherence. If an individual is experiencing 
adherence challenges, other prevention strategies could provide additional protection until the individual’s viral 
load is confirmed to be undetectable.

•	Stopping HIV medication: If an individual stops taking their HIV medicine, their viral load can increase very 
quickly (e.g., within a few days) and eventually returns to around the same level it was before starting their HIV 
medicine. People who have stopped taking their HIV medicine should talk to their health care provider as soon 
as possible about their own health and consider using other strategies to prevent sexual HIV transmission.

•	Protection against other STIs: Taking HIV medicine and achieving and maintaining an undetectable viral 
load does not protect you or your partner from getting other sexually transmitted infections. Other prevention 
strategies are needed to provide protection from STIs.

Next Steps in Communicating the Evidence 

To help ensure prevention partners are aware of the effectiveness of this powerful HIV prevention strategy, CDC 
summarized the scientific evidence and the interim HHS-wide prevention message in a Dear Colleague Letter 
(https://www.cdc.gov/hiv/library/dcl/dcl/092717.html) for National Gay Men’s HIV/AIDS Awareness Day (NGMHAAD) 
on September 27, 2017. CDC is currently updating key web pages to summarize the evolving science and message 
updates (https://www.cdc.gov/hiv/risk/art/index.html).

CDC is currently conducting message testing to better understand how to most effectively communicate the science 
on optimal use of HIV treatment and viral suppression for prevention and the real world requirements for its success. 
We will continue to update campaigns, websites, and other communications materials as messaging evolves and is 
improved based upon research findings.

Page 3 of 4

Call 1-800-CDC-INFO (232-4636)
Visit www.cdc.gov/hivFor More Information



References

Bavinton B, Grinsztejh B, Phanuphak N, et al. HIV treatment prevents HIV transmission in male serodiscordant 
couples in Australia, Thailand and Brazil. Presented at the 9th IAS Conference on HIV Science (IAS 2017), Paris, 
France; July 25, 2017.

Centers for Disease Control and Prevention. Behavioral and clinical characteristics of persons receiving medical 
care for HIV infection—Medical Monitoring Project, United States, 2014 Cycle (June 2014–May 2015). HIV 
Surveillance Special Report 17. http://www.cdc.gov/hiv/library/reports/hiv-surveillance.html. Published December 
2016. Accessed November 1, 2017.

Centers for Disease Control and Prevention. Monitoring selected national HIV prevention and care objectives 
by using HIV surveillance data—United States and 6 dependent areas, 2015. HIV Surveillance Supplemental 
Report 2017;22(No. 2). http://www.cdc.gov/hiv/library/reports/hiv-surveillance.html. Published July 2017. Accessed 
November 1, 2017.

Cohen MS, Chen YQ, McCauley M, et al. Prevention of HIV-1 infection with early antiretroviral therapy. N Engl J 
Med 2011;365:493-505.

Cohen MS, Chen YQ, McCauley M, et al. Antiretroviral therapy for the prevention of HIV-1 transmission. N Engl J 
Med 2016;375:830-9.

Farnham PG, Holtgrave DR, Gopalappa C, Hutchinson AB, Sansom SL. Lifetime costs and quality-adjusted life 
years saved from HIV prevention in the test and treat era. J Acquir Immune Defic Syndr 2013;64(2):e15-8.

Farnham PG, Gopalappa C, Sansom SL, et al. Updates of lifetime costs of care and quality-of-life estimates for HIV-
infected persons in the United States: Late versus early diagnosis and entry into care. J Acquir Immune Defic Syndr 
2013;64:183-9.

Marks G, Patel U, Stirratt MJ, et al. Single viral load measurements overestimate stable viral suppression among 
HIV patients in care: Clinical and public health implications. J Acquir Immune Defic Syndr 2016;73:205-12.

Rodger AJ, Cambiano V, Bruun T, et al. Sexual activity without condoms and risk of HIV transmission in 
serodifferent couples when the HIV-positive partner is using suppressive antiretroviral therapy. JAMA 
2016;316(2):171-81.

Samji H, Cescon A, Hogg RS, et al. Closing the gap: Increases in life expectancy among treated HIV-positive 
individuals in the United States and Canada. PLoS ONE 8(12): e81355. Doi:10.1371/journal.pone.0081355.

Page 4 of 4



 

Coffee Social with Poztive 
people and Poztive Friends 

 
Empire Café located at 1732 Westheimer Rd.  Houston  77098.  

1/2 PRICE Dessert and free COFFEE Refills.  2nd and 4th Monday 

from 2PM till 4PM. 

 
We are meeting January 8th and January 22nd to have a social 

and meet old and new friends.  This Social will be held every 

Month.  Please join our NEW SOCIAL.  For more info call Denis 

at 832-578-9891. 
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