2016 Council Attendance

Updated 03-01-16

NUMBER OF COUNCIL MEETINGSHELD IN 2016: ’—11

Council Members

Shaded = retiring from Council on
12/31/16

Number of meetings
attended in 2016

Number of meetings
unableto attend in
2016

Artiaga, Ted

'_\

Atkinson, Ruth

H

Barnes, Connie

'_\

Barr, Melody

Bellard, Curtis

Benson, David

Boyle, Skeet

Burley, Bianca

Collins-Nelson, Ella

David, Amber

Delgado, Denny

Escamilla, Evelio

Ethridge, Gene

Finley, Herman

Gorden, Tracy

Grunenwald, Paul

Harris, Steven

Hawkins, Angela

Johnson, Arlene

Jones, Hoxi

Lazo, John

L edbetter, Peta-gay

Miertschin, Nancy

Murray, Allen

Noble, Robert

Patel, Shital

Pradia, Tana

Pruitt, Teresa

Raneri, Lesley

Ross, Cecilia

Sierra, Gloria

Stellenwerf, Stephen

Suazo, Carol

Torrente, Isis

Turner, Bruce

Vargas, Steven

Watson, David

Woods, Bunny
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DRAFT

HOUSTON AREA HIV SERVICES
RYAN WHITE PLANNING COUNCIL

<>
We envision an educated community where the needs of all HIV/AIDS infected and/or affected individuals are met by accessible,

effective, and culturally sensitive health and psychosocial services that are part of a fully coordinated system. The community will
continue to intervene responsibly until the end of the epidemic.
The Houston Eligible Metropolitan Area (EMA) Ryan White Planning Council will improve the quality of life and advocate for
those infected and/or affected with HIV/AIDS by taking a leader ship role in the planning and assessment of HIV resources

AGENDA
12 noon, Thursday, March 3, 2016
Meeting Location: 2223 W. Loop South, Room 532
Houston, Texas 77027

Call to Order Steven Vargas, Chair

A. Welcoming Remarks and Moment of Reflection RW Planning Council

B. Adoption of the Agenda

C. Approva of the Minutes

D. Training: Council Jeopardy! Connie Barnes and Diane Beck

E. Training: How To Best Meet the Need Process and Training Robert Noble and Cecilia Ross
Co-Chairs

Quality Improvement Committee

. Public Comments and Announcements Carol Suazo, Secretary
(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/AIDS 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/AIDS 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 with HIV/AIDS’, 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 yourself, please state that you are attending as an individual and not as an agency
representative. Individuals can also submit written comments to the Council Secretary who would be happy to read the
comments on behalf of the individual at this point in the meeting. The Chair of the Council has the authority to limit public
comment to 1 minute per person. All information from the public must be provided in this portion of the meeting. Council
members please remember that thisis atime to hear from the community. It is not atime for dialogue. Council members
and staff are asked to refrain from asking questions of the person giving public comment.)

1. Reports from Committees
A. Comprehensive HIV Planning Committee John Lazo and
Item: Speakers Bureau Workgroup Nancy Miertschin, Co-Chairs

Recommended Action: FY|: Lazo reported that the Chamber

of Commerce Workgroup has been renamed the Speaker’s
Bureau Workgroup, and will begin meeting in April, August
and December. Asof February, 11™, there were six speakers
recruited to present on variety of topics, with the goal of adding
two alternate speakersin 2016. Six presentations were givenin
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2015, and three have been scheduled for 2016. Please contact the
Office of Support if you wish to be a member of the Workgroup.

Item: Update on the 2016 Needs A ssessment

Recommended Action: FY|: The Committee reviewed the 2016
Needs Assessment Sampling Summary through February 11, 2016,
see attached.

Item: Update on the 2017 Comprehensive Plan process
Recommended Action: FY'I: The Committee reviewed the 2017
Comprehensive Plan Mission and Vision statements, Guiding
Principles, Goals and Objectives documents. See attached. Please
contact the Office of Support if you are interested in participating
on one or more of the Comprehensive Plan Workgroups.

Item: March and April meetings

Recommended Action: FY|: The March and April Comprehensive
HIV Planning Committee meetings have been cancelled to allow
member participation on the Comprehensive Plan Workgroups,
NAG, and the How to Best Meet the Need process.

B. Affected Community Committee Gene Ethridge and
Item: Committee Training Pradia, Co-Chairs

Recommended Action: FY|: See the attached itemsre:
committee training on the purpose of the Council and the

role of the committee at public hearings and health fairs. Also
guestions for role playing at health fairs.

Item: 2016 Greeters
Recommended Action: FY|: Seethe attached list of 2016
volunteer greeters at monthly Council meetings.

Item: Council Co-Sponsorship

Recommended Action: Motion: It isrecommended that the
Houston Ryan White Planning Council be a co-sponsor

for the HIV and Aging Symposium as outlined in the attached
request provided the Council be allowed to have a Ryan White
booth at the event.

Item: 2016 Community Events
Recommended Action: FY|: Seethe attached list of 2016
events at which there will be a Council presence.
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C. Quality Improvement Committee Robert Noble and
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Item: 2016 Reports from Administrative Agent — Part B/SS CeciliaRoss, Co-Chairs
Recommended Action: FYI: See the attached 2016 report
schedule.

Item: FY 2017 How To Best Meet the Need Workgroup Schedule
Recommended Action: FYI: Seethe attached schedule. There will
be two additional workgroups dedicated to retention in care and
serving young MSMs of color. Meeting details to be announced.

Item: Wait List Workgroup

Recommended Action: Motion: Approve the following
definition of Wait List Time: The calculation of time from
the first appointment given after a request for service until

the actual receipt of service. Approve the following definition
of Wait List Time: The calculation of time from the first
appointment given after arequest for service until the actual
receipt of service.

. Priority and Allocations Committee Peta-gay L edbetter and
Iltem: FY 2017 Guiding Principles and Criteria Bruce Turner, Co-Chairs
Recommended Action: Motion: Approve the attached

FY 2017 Guiding Principles and Decision Making
Criteria

Item: FY 2017 Priority Setting Process
Recommended Action: Motion: Approve the attached
FY 2017 Priority Setting Process.

Item: FY 2016 Policy for Addressing Unobligated and
Carryover Funds

Recommended Action: Motion: Approve the attached
FY 2016 Policy for Addressing Unobligated and
Carryover Funds.

Item: FY 2016 Increase Funding Request Form
Recommended Action: FYI: Seethe attached, revised
Increase Funding Request form. Changes were made
to the form in response to information provided in the
minutes of the Wait List Workgroup, see attached.
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Item: FY 2016 Unspent Funds

Recommended Action: Motion: Send arequest for proposals
(RFP) for the Legal Assistance service category since the agency
receiving Ryan White Part A funds has decline the contract
renewal option in the amount of approximately $293,406.

E. Operations Committee Ruth Atkinson and
Item: 2016 Texas Open Meetings Act Training Curtis Bellard, Co-Chairs

Recommended Action: FY: If you have never viewed

the 60 minute Texas Open Meetings Act video, please see
the enclosed flyer. All Council and external committee
members are required to view it oncein alifetime and
provide the Office of Support with the certificate that

proves you took the training. If you have never seen it,

or wish to seeit again, the Office of Support will be showing
it after Council adjourns next week in room 240. Popcorn
will be served.

Item: Committee Orientation

Recommended Action: FYI: Per Council policy, members of
the Operations Committee signed Statements of Confidentiality
forms.

Item: 2016 Council Training Topics
Recommended Action: FY: See the attached list of 2016 Council
training topics.

Item: Council Conflict of Interest Policy and Procedures

Recommended Action: FY|: Committee members spent several
meetings reviewing the current Ryan White Planning Council Conflict
of Interest policy, the tools being used to manage conflict

of interest and a statement made in 2012 by the Harris County Attorney
after reviewing the Council policy and procedures against the HRSA
Ryan White Part A manual in 2012. Based on the Committee' s recent
review, it isrecommended that no changes be made to the current policy
or procedures.

IV.  Report from the Office of Support Tori Williams, Manager
V. Report from Ryan White Grant Administration Carin Martin, Manager
VI.  Report from The Resource Group S. Johnson-Fairley, Health Planner
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VIl. Medical Updates

VIII.  New Business (30 seconds/report)
A. Ryan White Part C Urban and Part D

Community Development Advisory Council (CDAC)

Community Prevention Group (CPG)
Update from Task Forces:

B.
C. HOPWA
D.
E.

«-Toem

African American

Latino

MSM

Transgender

Y outh

HepatitisC

Sexually Transmitted Infections (ST1)
Urban AIDS Ministry

Heterosexua HIV Awareness

HIV and Aging

Texas HIV Medication Advisory Committee
Legidative Updates

Texas HIV/AIDS Codlition

SPNS Grant: HIV and the Homeless Program

[X. Announcements

X. Adjournment
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Shital Patel, MD
Baylor College of Medicine

Nancy Miertschin
Tracy Gorden
Melody Barr
Herman Finley

S. Johnson-Fairley
Steven Vargas
Ted Artiaga

John Lazo
Steven Vargas
Herman Finley

Amber David

Ruth Atkinson

Bruce Turner
Bruce or Nancy

Bruce Turner
Nancy Miertschin

Page5 of 5



HOUSTON AREA HIV SERVICES
RYAN WHITE PLANNING COUNCIL

<<3>>
We envision an educated community where the needs of all HIV/AIDS infected and/or affected individuals are
met by accessible, effective, and culturally sensitive health and psychosocial services that are part of a fully
coordinated system. The community will continue to intervene responsibly until the end of the epidemic.

The Houston Eligible Metropolitan Area (EMA) Ryan White Planning Council will improve the quality of life
and advocate for those infected and/or affected with HIV/AIDS by taking a leadership role in the planning
and assessment of HIV resources.

MINUTES

12 noon, Thursday, February 11, 2016

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

MEMBERS PRESENT MEMBERSPRESENT OTHERSPRESENT
Steven Vargas, Chair Peta-gay Ledbetter Daniel Harris, TSU SHAPE Initiative
Tracy Gorden, Vice-Chair Nancy Miertschin DenisKelly
Carol Suazo, Secretary Allen Murray Alex C. Moses
Ted Artiaga Robert Noble Venita Ray
Ruth Atkinson TanaPradia
Connie Barnes Leslie Raneri STAFF PRESENT
Melody Barr GloriaSierra Ryan White Grant Administration
Curtis Bellard Steven Stellenwerf Carin Martin
David Benson Isis Torrente Heather Keizman
Skeet Boyle C. Bruce Turner
Bianca Burley David Watson The Resource Group
Ella Collins-Nelson Larry Woods Sha Terra Johnson-Fairley
Amber David
Evelio Salinas Escamilla MEMBERSABSENT | Office of Support
Gene Ethridge Denny Delgado, excused Tori Williams
Paul Grunenwald Herman Finley Amber Alvarez
Steven Harris Arlene Johnson Diane Beck
AngelaF. Hawkins Shital Patel, excused
J. Hoxi Jones Teresa Pruitt, excused
John Lazo Cecilia Ross, excused

Call to Order: Steven Vargas, Chair, called the meeting to order at 12:04 p.m.

During the welcoming remarks, Vargas welcomed everyone to the first 2016 Council meeting and
stated that attendance is an important part of being commitment to the Council. All must do
everything possible to make meetings worth our valuable time. Vargas extended thanks to the
members of the Operations Committee who did a fabulous job organizing and hosting the 2016 all-day
Council Orientation and thanked everyone who helped with the three Road 2 Success classes. It was a
great success, see the enclosed evaluation report. He also thanked everyone who is participating in the
NAG, the Leadership Team for the Comprehensive Plan and their workgroups. There continues to be
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a robust turnout at all of the meetings and the Council looks forward to receiving and using these
important documents. Kevin Moore has resigned from the Planning Council. He has been a dedicated
member for over 5 years and we will miss his valuable input.

Adoption of the Agenda: Motion #1: it was moved and seconded (Bellard, Boyle) to adopt the
agenda. Motion carried unanimoudly.

Approval of the Minutes. Motion #2: it was moved and seconded (Harris, Escamilla) to approve the
December 3, 2015 minutes. Motion carried. Abstentions; Barnes, David, Pradia, Sierra, Stellenwerf,
Torrente.

Training: The Open Meetings Act: Venita Ray, Legacy Community Health, presented the attached
PowerPoint.

Public Comment and Announcements: None.

Reportsfrom Committees:

Comprehensive HIV Planning Committee: John Lazo, Co-Chair, reported on the following:
Chamber of Commerce Workgroup: Six presentations were scheduled in 2015, all well attended. Sites
included three rotary clubs, one Chamber of Commerce, one professional African American women’s
group, and one not-for-profit business. Potential new topics will be determined after the Committee has
had an opportunity to meet and discuss. As of today, 3 speaking engagements for 2016 have been
confirmed. Miertschin said that the name of the workgroup will be changed to the Speakers Bureau
Workgroup.

Nancy Miertschin, Co-Chair, reported on the following:

2012 Comprehensive Plan Year 3 Evauation Report: The Committee reviewed the 2012
Comprehensive Plan Y ear 3 Evaluation Report. The report includes progress on the implementation of
the Comprehensive Plan through the end of 2014. Since the Committee reviewed the report, an
adjustment has been made to the calculation for 2014 retention in care on the HIV Treatment Cascade
that appears on page 9.

2012 Comprehensive Plan Year 3 Evaluation Report: Motion #3: Accept the attached 2012
Comprehensive Plan Year 3 Evaluation Report. Motion carried. Abstentions: Noble, Pradia

2017 Comprehensive Plan Update: The Leadership Team met December 2, 2015 and January 13, 2016
and developed mission and vision statements, guiding principles, and goals for the 2017 plan. The
Leadership Team will meet again February 3, 2016 to complete development of plan objectives. The
Comprehensive Plan workgroups aso met throughout December and January. See the attached
foundational documents as well as the list of workgroups and their meeting dates. Please contact the
Office of Support if interested in participating on aworkgroup.

2016 Needs Assessment Update: The Needs Assessment Group met December 16, 2016 to approve the
2016 Needs Assessment sampling plan and survey tool. Surveying began January 23, 2016. As of
January 28th, 15 completed surveys had been collected. See the attached sampling plan and survey
tool.

2016 Committee Goals. The Committee updated its goals for 2016. See the attached 2016 Committee
Report for 2016 Committee Goals.

2015 Committee Goal Quarterly Report: See the attached 2015 Committee Goal Quarterly Report.
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Affected Community Committee: No report.
Quality Improvement Committee: No report.
Priority and Allocations Committee: No report

Operations Committee: Curtis Bellard, Co-Chair, reported on the following.
2016 Council Orientation: The Operations Committee hosted the 2016 Council Orientation on January
21, 2016.

Report from Office of Support: Tori Williams, Manager, summarized the attached report.

Report from Ryan White Grant Administration: Carin Martin, Manager, summarized the attached
report.

Report from The Resour ce Group: Sha Terra Johnson-Fairley summarized the attached report.

Medical Updates: Miertschin said that several Council members attended the PrEP summit on
Friday, February 5, 2016 that was coordinated by Dr. Patel and included 3 additional physicians from
Baylor College of Medicine. Topicsincluded PrEP 101, PrEP for women and pre-conception planning
for women with HIV. It was good information and would be good for the Council if we could get a
shorter version. Vargas said that he spoke to Dr. Patel after the summit about getting a shorter version
presented at a Council meeting. Turner said it might be good information for the Comprehensive Plan
Leadership Team aswell. Burley asked if there were updates on the Zikavirus. Grunenwald said the
only thing he has heard isthat it is recommended to use a condom if you have sex with someone who
recently visited the region where the virus comes from. Dr. Harris said that people coming from the
region should not donate blood for a month after they return.

New Business:

Ryan White Part C Urban and Part D: Miertschin reported that a new Medical Case Manager was
hired at the Northwest Health Center for Part C. The Part D non-compete application is due in March.
They will be sending arepresentative for Part C, Part D and the SPNS project to the Ryan White
grantee meeting in Washington, DC this August.

Community Development Advisory Council: Gorden said that the most recent meeting was the
same day as Council Orientation so he did not attend.

HOPWA: Barr said that the HOPWA formula has changed to living cases and they hope this means
more funding for the Houston area. They will know in March.

Updatesfrom Task Forces:

e African American: Johnson-Fairley said that they meet every 2™ Friday of the month. For
African American HIV Awareness Day they went to Sunnyside to distribute condoms and
information and Change Happens did HIV testing.

e Latino: Vargas presented the attached report.

e MPact: Artiagasaid that they were have scheduled testing eventsin February for Valentine' s Day
and therodeo. They will not do testing during Pride month but will instead focus on PrEP
education.

e Youth: Lazo reported that they will have ahealth fair event on April 8, 2016 at Madison High
School from 9:15 am until 12:00 pm. The next task force meeting ison March 8, 2016.

e HepatitisC: Vargas presented the attached report.

J\Council\2016 Agenda & Minutes\Minutes 02-11-16.docx Page 3 of 5



e Heterosexual HIV Awareness. Atkinson presented the attached report.

HIV and Aging: Turner presented the attached report. He stated that they are planning a symposium
for the Fall of 2016 and the group islooking for a grant writer.

TexasHIV Medication Advisory Committee: Turner said that the March 4, 2016 meeting is being
reschedul ed.

L egislative Updates. Leo said that Election Day for the runoff is this Saturday, December 12th.
Legacy Community Health received a grant for the end of AIDS from AIDS United and The Ford
Foundation. Thisinformation will be useful for the Comprehensive Plan.

SPNS Grant: HIV and the Homeless Program: Miertschin reported that recruitment ended February
1, 2016 and Houston has had the highest number of enrollees of all the sites— 158 participants. This
grant project has only one more year after September 2016.

Announcements. Jones distributed two handouts: one of form 1095-B and one about managed care
for disabled kids age 21 and under. Gorden thanked everyone who helped with the Road 2 Success
classes.

Adjournment: The meeting was adjourned at 1:40 p.m.

Respectfully submitted,

Victoria Williams, Manager Date

Draft Certified by
Council Chair: Date

Final Approval by
Council Chair: Date
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Council Voting Recordsfor February 11, 2016

C = char t%:gig‘iieg "9 Motion#L | Motion#2 | Maon®s Motion#L | Motion#2 | o MAUONAS
Ir = Left the room Ageqda Mi nu_tes Evaluation Report Ageqda Mi nu_tes Evaluation Report
VP = Viaphone Carried Carried Carried Carried Carried Carried
E Z| e Zl e = = Z| e A= Z
pd <| 2 | Z2 < pd | Z2 | 2 <
MEMBERS 2| 82| 8|4 80|88 8 g8 memeens AHBHEEBEEEEE
Steven Vargas, Chair Cc Cc C | Nancy Miertschin X X X
Tracy Gorden, Vice-Chair X X X Allen Murray X X X
Carol Suazo X X X Raobert Noble X X X
Ted Artiaga X X X Tana Pradia X X X
Ruth Atkinson X X X Ledlie Raneri X X X
Connie Barnes X X X GloriaSierra X X X
Melody Barr X X X Steven Stellenwerf X X X
CurtisBellard X X X IsisTorrente X X X
David Benson X X X C. Bruce Turner X X X
Skeet Boyle X X X David Watson X X X
BiancaBurley arived1220pm | X X X Larry Woods jal:13pm | X X X
Ella Collins-Nelson X X X
Amber David X X X
Evelio Salinas Escamilla X X X
Gene Ethridge X X X MEMBERSABSENT
Paul Grunenwald X X X Denny Delgado
Steven Harris X X X Herman Finley
AngelaF. Hawkins X X X Arlene Johnson
J. Hoxi Jones X X X Shital Patel
John Lazo X X X Teresa Pruitt
Peta-gay L edbetter X X X CeciliaRoss
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What isthe “How To Best Meet the Need” process?

Council members use data from needs assessments, client utilization reports,
alternative funding sources and more to design services that are within HRSA

guidelines and best meet the needs of the local consumers.

R

R

MARCH 22: The Affected Community Committee hosts a training for
consumers and others on the How To Best Meet the Need process.

APRIL 14: Members of all committees are invited to come together to
review information about service needs and alternative funding sources.
The training starts at 1:30 pm, immediately after the April Council meeting
adjourns.

NEW: APRIL 19: In 2016, the Council will host two special workgroups
to address issues of concern that impact many services. At 10 am there will
be a special workgroup to discuss ways to improve retention in care. At 1
pm there will be a special workgroup to look at ways to get and keep young
men who have sex with men (MSMs) of color in care. All are welcome to
attend.

APRIL 26 and 27: The Quality Assurance Committee hosts workgroups
where all members of the community are invited to review each Ryan
White funded service and recommend:

e |f the service should be funded with Ryan White dollars.

e |f the service needs to be changed so that it will better meets the needs of
local consumers.

e Thefinancial eligibility for that service.

Over for the How To Best Meet the Need workgroup schedule.

All who attend the workgroup meetings must declare their conflict of
interest and, although agencies can send more than one staff person to
participate in the workgroup, only one agency representative can vote. No
one can vote on a particular service category if they have a conflict of
interest with that service category.

EXAMPLE OF A HRSA SERVICE CATEGORY:

Substance abuse services outpatient isthe provision of medical or other
treatment and/or counseling to address substance abuse problems (i.e., acohol
and/or legal and illegal drugs) in an outpatient setting, rendered by a physician or
under the supervision of a physician, or by other qualified personnel.
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FY 2017 HOW TO BEST MEET THE NEED WORK GROUP SCHEDUL E (Revised 03/01/16)
Houston Ryan White Planning Council, 2223 W. L oop South; Houston, TX 77027

TRAINING FOR ALL PARTICIPANTS:
1:30 p.m. ~ Thursday, April 14, 2016 ~ 2223 West Loop South, Room 532

SPECIAL WORKGROUPS:

Tuesday, April 19, 2016 ~ 10 a.m. Retention in Care ~ 1 p.m. Young MSMs of Color
2223 West Loop South, Room 416

All workgroup packets are available online at www.rwpcHouston.org on the calendar for each date below (packets are in pdf format and are posted as they become available).

Workgroup 1

Workgroup 2

Workgroup 3

Workgroup 4

10:30 a.m.
Tuesday, April 26, 2016
Room #532

1:30 p.m.
Tuesday, April 26, 2016
Room #532

3:00 p.m.
Wednesday, April 27, 2016
Room #416

11:00 a.m.
Tuesday, May 17, 2016
Room #240

Group Leaders:
Skeet Boyle & Gloria Sierra

Group Leaders:
Robert Noble & Isis Torrente

Group Leaders:
Cecilia Ross & Steve Stellenwerf

Group Leaders:
Ruth Atkinson & Curtis Bellard

SERVICE CATEGORIES:

Ambulatory/Outpatient Medical Care
(includes Local Pharmacy Assistance,
Medical Case Management and Service
Linkage) — Adult and Rural

Ambulatory/Outpatient Medical Care
(includes Medical Case Management
and Service Linkage) — Pediatric Only

Clinical Case Management

Non-Medical Case Management
(Service Linkage at Test Sites)

Vision Care

SERVICE CATEGORIES:
Health Insurance Premium &
Co-pay Assistance

Home & Community-based Health
Services (Adult Day Treatment)*

Hospice
Linguistic Services®

Medical Nutritional Therapy
and Supplements

Mental Health Services
(Professional Counseling)*

Oral Health — Rural & Un‘cargeted:t

Substance Abuse Treatment/
Counseling

SERVICE CATEGORIES:

Early Intervention Services
(Incarcerated)‘t

Legal Assistance

Transportation (Van-based —
untargeted & rural)

SERVICE CATEGORIES:
Blue Book

Part A categories in BOLD print are due to be RFP’d.

* Service Category for Part B/State Services only; Part B/State Services categories are RFP’d every year. To confirm information for Part B/State Services, call 713 526-1016.
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Comprehensive HIV
Planning Committee

Report




Houston Area HIV Services Ryan White Planning Council

Comprehensive HIV Planning Committee

2016 Houston Area HIV/AIDS Needs Assessment
Sampling Summary
February 11, 2016

1. Overall Sample Size
Minimum Maximum

Sample Size Goal 587 1,024
Current Sample Size 26 26
Percent of Goal 4% 3%
2. Rural Representation
Goal Current
Harris County 92% 54%
Non-Harris County 8% 46%
3. Out-of-Care Representation
Goal Current
In-Care 75% 100%
Out-of-Care 25% 0%
4. Demographic Proportions
Goal Current
Male 75% 62%
Femae 25% 35%
White 21% 27%
Black 49% 54%
Hispanic 27% 8%
18-24 5% 8%
25-49 59% 50%
50+ 35% 42%
MSM 55% 42%
IDU 11% 0%
Heterosexual 30% 46%
5. Special Populations
Current
Rural* 0%
Out of care 0%
Unstable housing 35%
IDU 0%
MSM 42%
Recently Released 4%
Transgender 4%

* Residing in Wharton, Colorado, Austin, or Walker County
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2017 Comprehensive Plan Vision and Mission
(Approved by the Leadership Team 12-02-15)

Vision

The greater Houston Area will become a community with an
enhanced system of HIV prevention and care. New HIV
infections will be reduced to zero. Should new HIV infections
occur, every person, regardless of sex, race, color, ethnicity,
national origin, age, familial status, marital status, military status,
religion, disability, sexual orientation, genetic information,
gender identity, pregnancy, or socio-economic circumstance,
will have unfettered access to high-quality, life-extending care,
free of stigma and discrimination.

Mission

The mission of the Houston Area Comprehensive HIV
Prevention and Care Services Plan for 2017-2021 is to work in
partnership with the community to provide an effective system
of HIV prevention and care services that best meets the needs
of populations living with, affected by, or at risk for HIV.
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2017 Comprehensive Plan Guiding Principles

(Approved by the Leadership Team 12-02-15)

Guiding Principles

The development of the 2017 Comprehensive Plan will be guided by 10 core principles; that the
plan and planning process will:

1.

2.

10.

Fully integrate the perspectives, needs, and priorities of both HIV prevention and HIV care.
Align with local, state, and national HIV prevention and care plans and initiatives.

Be cognizant of changes occurring in the national health care delivery system resulting from
the Patient Protection and Affordable Care Act of 2010 and the Ryan White HIV/AIDS
Treatment Extension Act.

Assess strategies, including those used internationally, that have effectively reduced HIV
infection and could be implemented locally.

Assure that federal expectations for Houston Area comprehensive planning and the required
deliverables are met while still allowing new or emerging critical areas of need and
innovation to be considered.

Produce Specific, Measurable, Achievable, Realistic, and Time-phased (SMART) objectives
that can be used to guide priority-setting, resource allocation, scopes of work, quality
improvement, and other decision-making activities of the Houston Area planning bodies and
administrative agents.

Balance the need to be comprehensive, data-driven, and reflective of new science, theory,
and models with the need for efficiency in regards to resources and timelines.

Recognize the importance of and provide opportunities for participation by non-AIDS-
service organizations and other non-traditional partners.

Honor the populations most impacted by HIV, including the underserved in response to the
epidemic’s impact on minority and hard-to-reach populations, and those who are uniquely
vulnerable to HIV infection due to social, economic, cultural, or structural barriets.

Engage with and ensure that people living with and at risk for HIV as well as consumers of
prevention and care services have a central voice, clear understanding, and full involvement
throughout the process.
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2017-2021 Comprehensive Plan Goals & Objectives

(Approved by the Leadership Team 02-03-15)

Goals

To make progress toward an ideal system of HIV prevention and care for the Houston Area,

we must:

1. Increase community mobilization around HIV in the Greater Houston Area

2. Prevent and reduce new HIV infections

3. Ensure that all people living with or at risk for HIV have access to early and continuous HIV
prevention and care services

4. Reduce the effect of co-occurring conditions that hinder HIV prevention behaviors and adherence
to care

5. Reduce disparities in the Houston Area HIV epidemic and address the needs of vulnerable
populations

6. Increase community knowledge around HIV in the Greater Houston Area.

Objectives

By 2021, we hope to accomplish the following:

1.

Reduce the number of new HIV diagnoses in the Houston Area by at least 25 percent (from 1,338
to 1,004).

Maintain and, if possible, increase the percentage of individuals with a positive HIV test result
identified through Zargeted HIV testing who are informed of their HIV+ status (beginning at 94.4
percent).

Increase the proportion of newly-diagnosed individuals linked to clinical HIV care within one
month of their HIV diagnosis to at least 85 percent (from X.X percent).

4.1 Reduce the percentage of new HIV diagnoses with an AIDS diagnosis within one year by at least 25

percent (from 25.9 percent to 19.4 percent).

4.2 Reduce the percentage of new HIV diagnoses with an AIDS diagnosis within one year among

Hispanic/Latino men age 35 and up by at least 25 percent (from X.X petrcent to X.X percent).

Increase the percentage of Ryan White HIV/AIDS Program clients who are in continuous HIV care
(at least two visits for HIV medical care in 12 months at least three months apart) to at least 90
percent (from 75 percent).

Increase the percentage of individuals with diagnosed HIV infection in the Houston Area who are
retained in HIV medical care (at least two documented HIV medical care visits, viral load or CD4
tests at least three months apart) to at least 90 percent (from 61.2 percent).

Maintain and, if possible, increase the proportion of Ryan White HIV/AIDS Program clients who
are virally suppressed (beginning at 80.4 percent).

Increase the percentage of individuals with diagnosed HIV infection in the Houston Area who are
virally suppressed to at least 80 percent (from 55 percent)

Provide PrEP awareness education to at least 2,000 gay and bisexual men of color and females of
color each year
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Suggested staff revision: Increase the number of gay and bisexual men of color and women of
color receiving pre-exposure prophylaxis (PrEP) education to at least 2,000 (beginning at X)
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Purpose of the Planning Council

What does the Planning Council do?
Reviews data about HIV services

Decides which services are provided for persons
living with HIV/AIDS in the Houston HSDA

Makes a list of the most important services
Decides how much money goes to these services
Conducts a Needs Assessment

Creates a plan to improve HIV services in Houston

Purpose of the Planning Council

What does the Planning Council NOT do?
Review grant applications from agencies
Decide which agencies in Houston get money
Hire and fire staff at agencies
Respond to complaints from consumers about specific agencies
Write letters to politicians in Washington
March at protests
Conduct HIV prevention

HRSA sets the rules for Planning Councils
HRSA says Planning Councils can only focus on services, not
specific agencies.
The Administrative Agency (Carin’s office) monitors grants and
agencies.
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Participation in Health Fairs

X

Tell the public about Give out condoms or
what the Ryan White HIV prevention
Planning Council does materials

Tell the public about Do HIV prevention
services by giving out Tell the public about
the Blue Book specific agencies

Tell the public how to
volunteer with the
Planning Council

Purpose of Public Hearings

Twice a year

Inform the community about recommended changes that
the Planning Council will decide upon.

Get feedback from consumers of Ryan White services as
to how the recommended changes will affect their ability
to receive care and support services.

Community input is vital to all of the Planning Councils
processes and is encouraged at every level.

Public Hearings are televised to help all PLWHAs participate in
the planning process — especially PLWHAs who cannot travel to
Planning Council meetings
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Affected Community Committee

Questions for Role Playing
(as of 02-24-15)

1. WhoisRyan White?
ANSWER:  Seethe attached description of Ryan White.

Key words:  Indianateenager
Hemophiliac with AIDS
Not alowed to attend school because of his AIDS status

Became a celebrity by asking for respect, compassion & the chanceto live
normally

Died in 1990 - the year Congress named the CARE Act after him

2. What doesthe Ryan White Program do?
ANSWER: The Ryan White Program is a Federal law that provides funds for local communities
to develop and pay for core medical services for people already infected with HIV.

Key words: Law created by Congress/Federal law
$20 million/year for the Greater Houston area (Harris and surrounding counties)
Provides medical services for people living with HIV/AIDS

Servicesinclude: primary medical care, drugs, dental care, mental health care,
substance abuse treatment and case management.

3. What doesthe Ryan White Planning Council do?
ANSWER: The Planning Council isagroup of 39 volunteers appointed by Judge Ed Emmett
who are responsible for:

a.) Assessing the needs of PLWH/A (Needs Assessment & special studies)
b.) Deciding which services are the most important (prioritizing services)
c.) Creating acommunity plan to meet these needs (Comprehensive Plan)

d.) Deciding how much money should be assigned (allocated) to services funded by
Ryan White Parts A and B and State Services money.

Key words:  Design the system of care for people who are living with HIV/AIDS
Allocate funds to address the medical needs of PLWHAS

4. How much money can | get?
ANSWER: If you get medical care, drugs or case management services from places like
Thomas Street Health Center, Legacy Community Health Services, HACS, or St.
Hope Foundation then Ryan White dollars are probably paying for those services.

Key words:  You get it through the services you receive.

5. Why did the Council take away or cut back on the program, etc?

ANSWER: In 1990, Congress was not as strict about how Ryan White funds could be used.
AND, people were also dying within six months of diagnosis. Now, because the
drugs are better, more people are living longer and they have a better quality of life.
But, the drugs are expensive and Congress is not allocating enough money to keep
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up with the number of people who are newly coming into care or living with the
disease 10, 20 years. The purpose of the Ryan White Program has always been to
get people into medical care. Inthe last couple of years Congress has become more
restrictive in the use of the funds. The Council riskslosing fundsif they do not
alocate 75% of al the money to core medical services (drugs, primary care, dental
care, mental health care, substance abuse treatment and case management) and they
must allocate the other 25% of the funds to things like transportation to and from
medical appointments.

Key words:  People with HIV/AIDS are living longer
Fewer dollars available to care for more and more people
Purpose of the money isto provide MEDICAL care

6. Areyou positive?
ANSWER: That isapersonal question and | don't talk about my personal health with strangers
(people | don’'t know well). OR, if | am, doesit matter? OR, Why isit of interest
to you? Theimportant thing isfor all people to be tested and know their own status.

Key words:  None of your business OR
| do know my status, do you know yours?

7. Wheredol get help?
ANSWER: The Blue Book lists services available to people with HIV/AIDS in the 10-county
area. Let’slook up case management and | will show you where someone can go to
get asocia worker that will help aPWA get servicesthey are eligible for.

Key words:  The Blue Book

8. How can | sign up to bean HIV/AIDS volunteer ?
ANSWER: 1) If youwant to work one-on-one with PLWHAS, look in the Blue
Book under “Volunteer Opportunities’ (page 86) and call any of
the agencies listed.

2.) To apply to become a member of the Ryan White Planning
Council you can:

a) Fill out ayellow application form to become an externa
committee member. If thereisavacancy and you are
assigned to a committee, you will be asked to attend a
meeting approximately once a month.

b.) Fill out agreen application form to apply to become a
member of the Planning Council. If thereisavacancy and
Judge Emmett appoints you to the Council you will have to
attend monthly Council meetings and at least one monthly
committee meeting. It can take many years to be appointed
to the Council and sometimes there are not enough
vacancies to appoint an applicant. So, we recommend that
you apply for both and get to know how the Council works
through your involvement on a committee.

Key words: Do you want to work one-on-one with clients or design the system that serves
11,000 clients?
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Who was Ryvan White?

Ryan White was born December 6, 1971 in
Kokomo, Indiana. At three days old he was
diagnosed with severe Hemophilia and doctors
began treating his condition with a new clotting
medication that was made from blood. In December
1984, while in the hospital with pneumonia, Ryan
was diagnosed with AIDS — at some point he had
been infected with HIV by a tainted batch of
medication. His T-cell count was 25.

When his health improved he wanted to return to
school, but school administrators voted to keep him
out for fear of someone getting AIDS. Thus began a
series of court battles lasting nine months, while
Ryan attended class by phone. Eventually,

Ryan on ABC News
with Ted Koppel

he won the right to attend school but the prejudice was still there. He was not

welcome anywhere, even at church.

The controversy brought him into the spotlight and he became known as the

‘AIDS boy’. Many celebrities supported his efforts.

He made numerous

appearances around the country and on television promoting the need for AIDS
education to fight the stigma faced by those infected by the disease; his hard
work resulted in a number of prestigious awards and a made for TV movie.

For the most part, Ryan was a normal, happy
teenager. He had a job and a driver’s license, he
attended sports functions and dances and his
studies were important to him. He looked forward
to graduating high school in 1991.

On April 8, 1990, Ryan passed away at Riley
Hospital for Children in Indianapolis. He was 18

years old.

In honor of this courageous young man, the
United States Congress named the federal law
that authorizes government funds for medical
care to people living with HIV and AIDS the Ryan

White Care Act.

Since 1990, the Houston area has received
Ryan at home with his over $300 million in Ryan White Program funds.

mother, Jeanne, in 1987
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Project L.E.A.P.

Learning, Empowerment, Advocacy and Participation

What is Project L.E.A.P.?

What will | Learn?

Project LEAP is a free 17-week class that teaches people how they can help
plan for and design the HIV prevention and care services that are provided in
the greater Houston area. The class is open to everyone, especially those
who are HIV positive.

The goal is to train people living with HIV/AIDS so that they can participate in
local HIV/AIDS planning activities by serving on a planning body, such as the
Ryan White Planning Council or the City of Houston HIV Prevention
Community Planning Group (CPG).

Some of the topics covered in class include:
e Parliamentary Procedure (Robert’'s Rules of Order)
e HIV 101
e The History of HIV in the Houston Area

e HIV trends in the Houston area for populations such as African Americans,
Hispanics, Women, Youth, Heterosexuals, Transgender, etc.

e HIV trends in the Houston area and available services for people with
mental health issues, substance abuse issues, the homeless and the
incarcerated/recently released.

e HIV and Co-infections, HIV and Chronic Diseases, HIV and Stigma
¢ Designing HIV Services

¢ The Ryan White Program Service Prioritization and Funding Allocation
Process

e HIV Prevention in the Houston Area

Additional class activities may include:
e Attend a Ryan White Planning Council and Committee meeting.
e Attend an HIV Prevention Community Planning Group (CPG) Meeting.
e Attend a community meeting of your choice.
¢ Leadership skills and team building.
¢ Introduction to National, State, and Local HIV plans.

e Class Needs Assessment project and presentation to the Planning
Council.

When Does the Class Meet? Wednesdays, 10:00 am —2:00 pm OR 5:30 pm — 9:30 pm

How Do | Apply?

Lunch or dinner will be provided. Assistance with transportation and child care
is available.

A brief application and in-person interview are required. Applications are
available by mail, fax, email, and can also be picked up in person or completed
online.

If you have questions about Project L.E.A.P. or the application process, please contact the
Ryan White Planning Council Office of Support at 713-572-3724 or visit www.rwpcHouston.org
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Greetersfor 2016 Council Meetings

(Revised: 02-23-16)

Meeting Dates
(Please arrive at 11:45 a.m. Unless otherwise Greeter #1 Greeter #2 Greeter #3
noted, the meetings are held at External Member
2223 W. Loop South)
Thurs. March 10
Viviana Santibanez Teresa Pruitt Arlene Johnson
Thurs. April 14
Johnetta Evans Thomas Gene Ethridge Allen Murray
Thurs. May 12
Lionel Pennamon Gene Ethridge Teresa Pruitt
Thurs. June 9 Off-Site L ocation:
Johnetta Evans Thomas Allen Murray Teresa Pruitt

Thurs. July 14

Thurs. August 11

Thurs. September 8

Thurs. October 13

Thurs. November 10
External Committee Member Appreciation

Thurs. December 8
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CO-SPONSORSHIP REQUEST

TO: The Ryan White Affected Community Committee
FROM: HIV and Aging Coalition
DATE: Monday, February 22, 2016

Established in August of 2013 the HIV and Aging Coalition was formed to address
major issues impacting those over 50 living with HIV. Monthly we hold
educational meetings to reach our community and those that serve us. Thisyear on
September 16, 2016 we are hosting a Symposium on HIV and Aging, at the
Montrose Center. The full day event will feature National, State and Local
speakers addressing social, psychological and medical issues pertinent to aging
with HIV.

We will be collaborating with AETC to help guarantee a relevant and successful
event, where appropriate CEU's and CME's will be available. If the RWPC agrees
to a co-sponsorship we will follow all council guidelines including volunteer
assistance, blast fax notifications, etc.

The HIV and Aging Coadlition is not as an organization funded by the RW program
but we do agree with the goal of educating the public and those living with HIV
about the disease.

Thank you for the consideration,

C. Bruce Turner
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HOUSTON AREA HIV HEALTH SERVICES
RYAN WHITE PLANNING COUNCIL

EST. JUL 7, 2001 REV MAY 14, 2009 POLICY No. 300.01

LETTERS OF SUPPORT, BUSINESS CARDS
AND EVENT CO-SPONSORSHIP

PURPOSE

This policy is to establish the roles and responsibilities of the Ryan White Planning Council
when interacting with other organizations, determining events that will be co-sponsored by the
Council and determining if aletter of support can be provided by the Council.

AUTHORITY

The authority given to the Operations Committee by the council adoption and approval of By-
laws Rev. 12/07 and under the order of the Chief Elected Officia (CEO) of Harris County,
initiates procedures by which day to day business of the Council isto take place.

BUSINESS CARDS

The Council will have two types of business cards. 1.) As the only authorized spokesperson for
the Council, the Chair will have a business card that includes hisher name. 2.) For all other
members of the Council, the staff will prepare one generic card that explains how to contact the
Office of Support and does not include personal identifying information.

LETTERS OF SUPPORT

When appropriate, letters of support will be written collaboratively between the Council Chair
and the Office of Support.

PROCESS

EVENT CO-SPONSORSHIP
The Ryan White Planning Council will consider co-sponsorship of an event when the following
has happened:

¢ Ninety-day advance notice is given so that the Council can review information about the
event.

e When the 90-day advance notice is not possible, the Affected Community Committee is
authorized to make a recommendation to the Planning Council regarding co-sponsorship
of the event.

e Eventsrelating to a State of Emergency will take precedence over other events.

At appropriate Ryan White Planning Council approved events, a booth/table will be set up to
distribute information about Council activities as well as applications for Council membership.

RWPC OPERATIONS COMMITTEE POLICY No0.300.01



40
41
42
43

45
46
47
48

If the sponsoring organization requests the use of a Council logo or permission to add the
Council’s website link to the sponsoring organization’s website, the following applies. The
Council does not have a logo and is not authorized to use the Harris County logo. Adding the
Council’ s website link to the sponsoring organization’ s website can only be done when the Chair
of the Planning Council and the Manager of the Office of Support have provided written
approval for 1.) Adding the link to the other organization’s website and 2.) The text describing
the link to the Council’s website. If the sponsoring agency requests that their logo or website
link be added to the Council’s website, the Council will only include the agency’s website
address within the electronic version of the Blue Book which is posted on the Council’ s website.

RWPC OPERATIONS COMMITTEE POLICY No.300.01



Affected Community Committee
2016 Community Events (as of 02-15-16)

Point Person (PP): Committee member who picks up display materials and makes sure they are returned to the Office of Support.

Day, date, times

Event

L ocation

Participants

Noon — 7:00 pm

Sunday, March 6 AIDS Foundation Houston Houston Park Downtown-1100 Bagby Allen Murray will distribute

1pm-Walk (AFH) AIDS Wak Street, 77002 Project LEAP flyers.

April date TBD Gay Men’'s Health Summit Hiram Clarke Multi Service Center Teresa (PP), Curtis, Allen, Cecilia,
Arlene

Friday, May 6 Houston Splash Town Double Tree Hotel — Galleria Allen, Teresa, Curtis, Arlene,

6—-9pm CeciliaPP:

Saturday, June 25 Pride Festival Downtown near City Hall Need Min. of 7 Volunteers

Tana, John L., Gene, Allen,
Teresa, Arlene, Johnetta (1% shift)

PP(s) : Arlene, Teresa, Curtis B.

PENDING APPROVAL
Friday, September 16

HIV and Aging Symposium

Montrose Center

October

Road 2 Success

October

MISSUTOPIA

Need 3 volunteers

Tuesday, December 1

World AIDS Day Events

M ost committee members attend
events

January 2017

Road 2 Success
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Priority and Allocations

FY 2017 Guiding Principles and Decision M aking Criteria
(Priority and Allocations Committee approved 02-25-16)

Priority setting and allocations must be based on clearly stated and consistently applied principles and
criteria. These principles are the basic ideals for action and are based on Health Resources and Services
Administration (HRSA) and Department of State Health Services (DSHS) directives. All committee
decisions will be made with the understanding that the Ryan White Program isunable to completely
meet all identified needs and following legislative mandate the Ryan White Program will be
considered funding of last resort. Priorities are just one of many factors which help determine
alocations. All Part A and Part B service categories are considered to be important in the care of people
living with HIV/AIDS. Decisionswill address at least one or more of the following principles and
criteria

Principles are the standards guiding the discussion of all service categories to be prioritized and to
which resources are to be allocated. Documentation of these guiding principlesin the form of printed
materials such as needs assessments, focus group results, surveys, public reports, journals, legal
documents, etc. will be used in highlighting and describing service categories (individual agencies are
not to be considered). Therefore decisions will be based on service categories that address the following
principles, in no particular order:

Principles

A. Ensuring ongoing client access to a comprehensive system of core services as defined by
HRSA

B. Eliminating barriersto core services among affected sub-populations (racial, ethnic and
behavioral) and low income, unserved, underserved and severe need populations (rural
and urban)

C. Meeting the needs of diverse populations as addressed by the epidemiology of HIV

D. |dentify individuals unaware of their status and link them to care and address the needs of
those that are aware of their status and not in care.

E. Expressing the needs of the communities with HIV for whom the services are intended

Allocations only
F. Documented or demonstrated cost-effectiveness of services and minimization of
duplication
G. Availability of other government and non-governmental resources, including Medicaid,
Medicare, CHIP, private insurance and Affordable Care Act related insurance options,
local foundations and non-governmental social service agencies

Criteria are the standards on which the committee' s decisions will be based. Positive decisionswill only
be made on service categories that satisfy at least one of the criteriain Sep 1 and all criteriain Step 2.
Satisfaction will be measured by printed information that address service categories such as needs
assessments, focus group results, surveys, reports, public reports, journals, legal documents, etc.

(Continued)
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DECISION MAKING CRITERIA STEP 1:

o0

m

Documented service need with consumer perspectives as a primary consideration
Documented effectiveness of services with ahigh level of benefit to people and families
living with HIV infection, including quality, cost, and outcome measures when applicable
Documented response to the epidemiology of HIV/AIDS in the EMA and HSDA
Documented response to emerging needs reflecting the changing local epidemiology of
HIV/AIDS while maintaining services to those who have relied upon Ryan White funded
services.

When allocating unspent and carryover funds, services are of documented sustainability
across fiscal yearsin order to avoid a disruption/discontinuation of services

Documented consistency with the current Houston Area Comprehensive HIV Prevention
and Care Services Plan and the Continuum of Care and their underlying principles to the
extent allowable under the Ryan White Program: to build public support for HIV services,
to inform people of their serostatus and, if they test positive, get them into care; to help
people maintain their negative status; to help people with HIV improve their health status
and quality of life and prevent the progression to AIDS; to help reduce the risk of
transmission; and to help people with AIDS improve their health status and quality of life
and, if necessary, support the conditions that will allow for death with dignity

DECISION MAKING CRITERIA STEP 2:

A.

B.

m

—Io

Services are effective with ahigh level of benefit to people and families living with HIV,
including cost and outcome measures when applicable

Services are accessible to all populations infected, affected, or at risk, allowing for
differences in need between urban, suburban, and rural consumers as applicable under Part
A and B guidelines

The Council will minimize duplication of both service provision and administration and
services will be coordinated with other systems, including but not limited to HIV
prevention, substance use, mental health, and Sexually Transmitted Infections (STIs).

. Services emphasize access to and use of primary medical and other essential HRSA

defined core services

Services are appropriate for different cultural and socioeconomic populations, as well as
care needs

Services are available to meet the needs of all people and families living with or at risk for
HIV infection as applicable under Part A and B guidelines

Services meet or exceed standards of care

Services reflect latest medical advances, when appropriate

Services meet a documented need that is not fully supported through other funding streams

PRIORITY SETTING AND ALLOCATIONS ARE SEPARATE DECISIONS.
All decisions ar e expected to addr ess needs of the overall community affected by
the epidemic.
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FY 2017 Priority Setting Process

(Priority and Allocations Committee approved 02-25-16)

Agree on the principles to be used in the decision making process.
Agree on the criteriato be used in the decision making process.
Agree on the priority-setting process.

Agree on the process to be used to determine service categories that will be considered for
allocations. (This is done at a joint meeting of members of the Quality Assurance, Priority
and Allocations and Affected Community Committees and others, or in other manner agreed
upon by the Planning Council).

Staff creates an information binder containing documents to be used in the Priority and
Allocations Committee decision-making processes. The binder will be available at all
committee meetings and copies will be made available upon request.

Committee members attend a training session to review the documents contained in the
information binder and hear presentations from representatives of other funding sources such
as HOPWA, Prevention, Medicaid and others.

Staff prepares atable that lists services that received an alocation from Part A or B or State
Service funding in the current fiscal year. The table lists each service category by HRSA-
defined core/non-core category, need, use and accessibility and includes a score for each of
these five items. The utilization data is obtained from caendar year CPCDMS data. The
medians of the scores are used as guides to create midpoints for the need of HRSA-defined
core and non-core services. Then, each service is compared against the midpoint and ranked
as equal or higher (H) or lower (L) than the midpoint.

The committee meets to do the following. This step occurs at a single meeting:

Review documentation not included in the binder described above.
Review and adjust the midpoint scores.

After the midpoint scores have been agreed upon by the committee, public comment is
received.

During this same meeting, the midpoint scores are again reviewed and agreed upon,
taking public comment into consideration.

Ties are broken by using the first non-tied ranking. If al rankings are tied, use
independent data that confirms usage from CPCDMS or ARIES.

By matching the rankings to the template, a numerical listing of servicesis established.
Justification for ranking categories is denoted by listing principles and criteria.
Categories that are not justified are removed from ranking.

If a committee member suggests moving a priority more than five places from the
previous year's ranking, this automatically prompts discussion and is challenged; any
other category that has changed by three places may be challenged; any category that
moves less than three places cannot be challenged unless documentation can be shown
(not cited) why it should change.

The Committee votes upon all challenged categorical rankings.
At the end of challenges the entire ranking is approved or rejected by the committee.
(Continued on next page)
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9. At a subsequent meeting, the Priority and Allocations Committee goes through the
allocations process.

10. Staff removes services from the priority list that are not included on the list of services
recommended to receive an allocation from Part A or B or State Service funding. The
priority numbers are adjusted upward to fill in the gaps left by services removed from the list.

11. Thesingle list of recommended prioritiesis presented at a Public Hearing.

12. The committee meets to review public comment and possibly revise the recommended
priorities.

13. Once the committee has made its final decision, the recommended single list of prioritiesis
forwarded as the priority list of servicesfor the following year.
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2016 Policy for Addressing Unobligated and Carryover Funds
(Priority and Allocations Committee approved 02-25-16)

Background
The Ryan White Planning Council must address two different types of money: Unobligated and
Carryover.

Unobligated funds are funds allocated by the Council but, for a variety of reasons, are not put into
contracts. Or, the funds are put into a contract but the money is not spent. For example, the Council
allocates $700,000 for a particular service category. Three agencies bid for a total of $400,000. The
remaining $300,000 becomes unobligated. Or, an agency is awarded a contract for a certain amount of
money. Halfway through the grant year, the building where the agency is housed must undergo
extensive remodeling prohibiting the agency from providing services for several months. As the
agency is unable to deliver services for a portion of the year, it is unable to fully expend all of the
fundsin the contract. Therefore, these unspent funds become unaobligated. The Council isinformed of
unobligated funds via Procurement Reports provided to the Quality Assurance (QA) and Priority and
Allocations (P& A) Committees by the respective Administrative Agencies (AA), HCPHS Ryan White
Grant Administration and The Resource Group.

Carryover funds are the RW Part A Formula and MAI funds that were unspent in the previous year.
Annualy, in October, the Part A Administrative Agency will provide the Committee with the
estimated total allowable Part A and MAI carryover funds that could be carried over under the
Unobligated Balances (UOB) provisions of the Ryan White Treatment Extension Act. The Committee
will allocate the estimated amount of possible unspent prior year Part A and MAI funds so the Part A
AA can submit a carryover waiver request to HRSA in December.

The Texas Department of State Health Services (DSHS) does not allow carryover requests for unspent
Ryan White Part B and State Services funds.

It is also important to understand the following applicable rules when discussing funds:

1) The Administrative Agencies are allowed to move up to 10% of unobligated funds from one
service category to another. But, the 10% rule applies to the amount being moved from one
category and the amount being moved into the other category. For example, 10% of an
$800,000 service category is $80,000. But, if a $500,000 category needs the money, the
Administrative Agent is only allowed to move 10%, or $50,000 into the needy category,
leaving $30,000 unobligated.

2.) Due to procurement rules, it is difficult to RFP funds after the mid-point of any given fiscal
year.

In the final quarter of the applicable grant year, after implementing the Council-approved October
reallocation of unspent funds and utilizing the existing 10% reallocation rule to the extent feasible, the
AA may reallocate any remaining unspent funds as necessary to ensure the Houston EMA/HSDA has
less than 5% unspent Formula funds and no unspent Supplemental funds. The AA for Part B and State
Services funding may do the same to ensure no funds are returned to the Texas Department of State
Health Services (TDSHS). The applicable AA must inform the Council of these shifts no later than the
next scheduled Ryan White Planning Council Steering Committee meeting.
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Recommendationsfor Addressing Unobligated and Carryover Funds:

1)

2)

3)

2)

Requests from Currently Funded Agencies Requesting an Increase in Funds in Service
Categories where The Agency Currently Has a Contract: These requests come at designated
times during theyear. Usually, requests of this nature are addressed using unobligated funds.

A.) In response, the AA will provide funded agencies a standard form to document the request
(see attached). The AA will state the amount currently allocated to the service category,
state the amount being requested, and state if there are eligible entities in the service
category. Thisform is known as a Request for Service Category Increase. The AA will also
provide a Summary Sheet listing all requests that are eligible for an increase (e.g. agency is
in good standing).

The AA must submit this information to the Office of Support in an appropriate time for
document distribution for the April, July and October P& A Committee meetings. The form
must be submitted for all requests regardless of the completeness of the request. The AA for
Part B and State Services Funding will do the same, but the calendar for the Part B AA to
submit the Requests for Service Category Increases to the Office of Support is based upon the
current Letter of Agreement. The P& A Committee has the authority to recommend increasing
the service category funding allocation, or not. If not, the request "dies" in committee.

Requests for New Ideas: These requests can come from any individual or agency at any time of
the year. Usually, they are also addressed using unobligated funds. The individual or agency
submits the idea and supporting documentation to the Office of Support. The Office of
Support will submit the form(s) as an agenda item at the next QA Committee meeting for
informational purposes only, the Office of Support will inform the Committee of the number of
incomplete or late requests submitted and the service categories referenced in these requests.
The Office of Support will also notify the person submitting the New Idea form of the date and
time of the first committee meeting where the request will be reviewed. All committees will
follow the RWPC bylaws, policies, and procedures in responding to an "emergency" request.

Response to Requests: Although requests will be accepted at any time of the year, the
Priority and Allocations Committee will Review requests at least three times a year (in April,
July, and October). The AA will notify all Part A or B agencies when the P& A Committee is
preparing to allocate funds.

Committee Process: The Committee will prioritize recommended requests so that the AA can
distribute funds according to this prioritized list up until May 31, August 31 and the end of the
grant year. After these dates, all requests (recommended or not) become null and void and
must be resubmitted to the AA or the Office of Support to be considered in the next funding
cycle.

After reviewing requests and studying new trends and needs the committee will review the
allocations for the next fiscal year and, after filling identified gaps in the current year, and if
appropriate and possible, attempt to make any increase in funding less dramatic by using an
incremental allocation in the current fiscal year.

Projected Unspent Formula Funds. Annualy in October, the Committee will alocate the
projected, current year, unspent, Formula funds so that the Administrative Agent for Part A can
report thisto HRSA in December.
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From the 10-15-15 Minutes of the Wait List Workgroup

Requests for Service Category Increase: See attached. Martin said that there is an annual
process where (her office looks) at agency spending. The (Priorities and Allocations Committee
is) about to reallocate a large amount of funds coming from categories with capacity issues.
We need to address why we have to pull back funds if the only capacity issue is due to staffing
and we’ve been told that hiring someone would fix the problem. Turner directed the
workgroup to the information about wait lists on the form, he said that agencies tell the
administrative agent that they don’t have a waiting list and then they show that they do have a
waiting list on the request for increased funding form to get more money. Martin said she
called the agencies to get more information about this and they just ask the front desk how
many people are in the waiting room on standby; they do not actually have a waiting list. This
item may need to come off of the form or change it to define waiting list per the standards of
care. All agreed.
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Executive Summary

The Quality Management (QM) Program for the Ryan White HIV/AIDS Treatment Extension Act of 2009
is designed to meet the federal mandate for quality management while enhancing and coordinating
overall quality assessments of core and supportive services.

The Health Resources and Services Administration (HRSA) defines quality improvement as having a
focus on preventing problems and improving and maximizing quality of care and services. Quality
Management is a systematic approach to quality improvement (QIl). Quality assurance (QA) is
defined as a formal and systematic process of identifying problems in service delivery, designing
activities to overcome these problems and following up to ensure that corrective actions have been
effective and that no new problems have developed.

The Program Evaluation Group manages the program data collection systems and reporting
responsibilities for the HIV/STD Prevention and Care Branch (The Branch). Providers report data
about the characteristics of the clients served and the services provided. The providers in the state,
regardless of the Ryan White Part supporting the funding of the services, use a standard services
taxonomy that includes units of service. Local data managers, as well as staff in The Branch, routinely
examine these data to determine patterns and trends in service use and changes in client profiles. The
QM program is designed to complement these activities by prompting lines of inquiry for analyses and
facilitating improvements in areas that do not meet QA requirements. The QM effort uses the strengths
of the organization to add more follow up activities and real process improvements to provide a
longitudinal assessment of quality of care and services. The identification of a trend in service use
that is defined as a quality issue is analyzed with a focus on interventions that could facilitate
improvements. These interventions are performed and the resulting outcome is assessed to determine
if the quality issue was resolved. The process, using the Model for Improvement Plan, Do, Study, Act
(PDSA) is continual until the desired outcome is obtained. For example, if the data trends identify a
population that is not responding to medication regimens with lowered viral load counts, a possible
intervention could be medication adherence education. Once adherence education is provided to the
clients, subsequent viral load data will be reassessed to see if a reduction has been achieved.
Ongoing assessment of improvement and refining of the intervention will be performed to continually
improve outcomes. In addition, QM is expected to improve documentation of quality improvement
efforts and existing quality assurance processes that are ongoing.

Efforts are underway to aggregate performance data over time to assess long term process
improvement and design corrective actions that improve care and services. Standards of Care have
been drafted for each service category for use by Part A and B providers to be able to uniformly assess
performance.
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THE TEXAS HIVQUALITY MANAGEMENT PLAN

I. Quality Statement

The Texas Department of State Health Services (DSHS) HIV/STD Prevention and Care Branch (The
Branch)is committed to promoting the quality of care and services delivered to Persons Living with
HIV/AIDS (PLWH). The ultimate goal of the program is to build a Quality Management (QM) structure
that is sustainable and used in a dynamic way to improve care and services to ensure optimal
wellbeing in support of the Ryan White HIV/AIDS Treatment Extension Act of 2009 (Public Law 111-87,
October 30, 2009).

Quality management is primarily concerned with enhancing the quality of service delivery, including
the Texas HIV Medication Program (THMP), known as the AIDS Drug Assistance Program (ADAP)
in Texas. The Branch offers preventive and care services from various funding streams,
including HRSA, US Department of Housing and Urban Development (HUD), the State of Texas,
and the Centers for Disease Control and Prevention (CDC). These services (along with private
insurance, Medicaid and Medicare, etc.) make up the continuum of services available to PLWH clients.

The goals of the QM Program are to:

1. Incorporate surveillance and reporting data from several sources with input from leadership,
partners, and clients to improve clinical, operational, and programmatic aspects of care.

2. Refine measurement systems for identifying trends in care and significant events by regularly
collecting and recording data and observations relating to the provision of client care across the
continuum.

3. Employ assessment procedures to determine efficacy and appropriateness and to judge how well
services are delivered and whether opportunities for improvement exist.

4. Focus on improving quality in all of its dimensions by implementing multidisciplinary, data driven
project teams and encouraging participatory problem solving.

5. Promote communication, dialogue, and information exchange with regard to findings, analyses,
conclusions, recommendations, actions, and evaluations pertaining to performance improvement.

6. Further strive to establish collaborative relationships with community agencies for collectively
promoting the general health and welfare of the community served.
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Il. Quality Management Program Infrastructure

Leadership.

The QM Program is guided by the QM Committee in consultation with the Texas HIV Syndicate,
Administrative Agencies (Part A and B-funded), and the Texas HIV Medication Advisory Committee
(MAC).

QM Committee. The Branch is responsible for assuring the planning, directing, coordinating and
improving healthcare services in the HIV care system for all HIV federal and state-funded services
provided to PLWH. As such, The Branch Manager is now the Chair for the QM Committee. In January
2015 the infrastructure of the QM Committee evolved and expanded to include programs that provide
services for co-occurring conditions such as mental health, substance use, sexually transmitted diseases
(STDs), viral hepatitis, and tuberculous (TB). The committee expanded from 10 members to 28 who work
within DSHS:

e HIV Care Services Group
HIV/STD Prevention Group
HIV/ISTD Program Data Evaluation Group
Testing and Targeted Prevention Intervention Team (TTPIT)
Public Health Follow Up (PHFU) Team
Hepatitis Program
Infectious Disease Prevention Section (IDPS)
TB/HIV/STD Epidemiology and Surveillance Group
Health Communications and Community Engagement Group
Texas HIV Medication Program
Mental Health/Substance Use Program
Tuberculous Program

Texas HIV Syndicate. Comprised of Texans involved in HIV prevention and care, the HIV Syndicate
membership engages in collective learning through ongoing conversation and exploration of topics that
affect local communities, regions, and the state as a whole. Through this ongoing interactive process, the
HIV Syndicate seeks to develop a shared knowledge base to influence and improve current prevention
and care practices and policies at both the state and local levels.

Two physician providers from this group serve as provider consultants to the QM Committee.

Administrative Agencies. In Texas, DSHS coordinates the Ryan White Part B federal and state-
appropriated funds for HIV client services through selected Administrative Agencies (AA). AAs are
community-based organizations, governmental entities, and other organizations located within Texas.
AAs disburse funds from DSHS through a subcontractor system to provide comprehensive services to
PLWH. Each of the seven AAs are required to have a QM Plan that outlines goals, objectives, and
strategies/activities specific to the service population.

The Texas HIV Medication Advisory Committee (MAC). This group participates in the quality

management process as many of the priorities are treatment related. As practicing clinicians,
consumers, and contractors, they provide guidance for clinical and consumer aspects of the THMP.
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Considerable departmental integration is required within the quality management structure. Staff
participation in meetings, studies, assessments, and reports related to quality activities provide
evidence of this collaboration. The quality management documentation is organized using guidance
from the Ryan White Care Act, the National Committee on Quality Assurance Standards for Quality
Improvement, the Joint Commission for Health Care Organizations Standards for Ambulatory Care,
and the DSHS Standards for Public Health Clinics.

Responsibilities of the QM Committee. Responsibilities include recommending standards of care,
promoting and assuring adherence to clinical and other guidelines, and approving study designs and
protocols related to HIV disease. The meetings are designed to orient the members to the QM
requirements, adopt quality policies and procedures, present results, review study designs, assess
corrective action requirements and compliance, and make recommendations for quality activities.
Meeting quarterly, the committee provides input to and recommends the QM program documentation,
annual work plan, and annual evaluation. The role of the QM committee is to facilitate continuous
improvements in care and service by reviewing data, bringing forth quality issues, reviewing trends,
informing communities, and providing an avenue for input by stakeholders. Minutes are produced for
every meeting. Action items that result from the meeting are added to the QM annual work plan as
appropriate with specific responsibility assigned and due dates for completion. The minutes are
evaluated to ensure actions and follow up occur, and action items for additional study or discussion
are followed to completion. The committee may form subcommittees for specific areas of study for
program development or corrective action review. The committee will assign subcommittee work as
needed to meet stated goals. Subcommittees operate under the same guidance as the full committee.
Efforts will be made to use technology whenever possible to minimize travel costs and provide ease of
gathering members. A simple majority will be considered a quorum. Decisions will be made by
consensus. The Branch Manager will receive recommendations from the QM Committee, will determine
the actions to be taken, and will report their decisions to the committee. Management may involve the
committee in the implementation of these decisions. The committee will be responsible for facilitating
the QI scope of work, providing input on quality issue resolution, and evaluating quality management
outputs.

The AAs and the Texas HIV Syndicate have been asked to give input on the QM plan and other products
to obtain ideas and comments regarding quality management. Feedback from planning groups is
critical to the process of improving care and services. Information will be shared via the DSHS planning
structure with planning groups, AAs, clinical contractors, and other medical care and service providers
with opportunities to give input and information back to The Branch QM Committee. Quality issues,
outcomes, and priorities will be shared with these groups to keep them informed.

Physicians and contractors funded by Ryan White Part B and State Services HIV funds will have a role
in providing information and expertise to the QM committee by reviewing information prior to adoption
and in the assessment of the quality improvement processes in the care system. Contractors/providers
have a contractual obligation to provide access to records and participate in QA processes. Physicians
will provide consultation to the process of documenting and implementing the QM program and as
consumers of the service delivery contracts. Standards of Care (SOC) and trend information will be
available to providers of care and contractors via the HIV/STD web site. Contract compliance with
guality management has become a focus with the implementation of the QM processes. This will be
reflected in the assessments by contract monitoring staff of contractor performance relative to quality in
clinical, support services, the THMP, and administrative functions. The staff of the
contractors/physicians will resolve specific issues identified as concerns in the monitoring process.
Once corrective action is taken, the issue will be reassessed again to assure that the actions were
effective at resolving the identified issue. Needed changes in SOC, policy, or procedures in the
contractor documentation will be noted at the reassessment visit. Internal process improvements are
also a requirement of the QM system.
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Authority

The Texas HIV QM plan is designed to improve services to PLWH in Texas. DSHS defines and
publicizes SOC for each of the service categories defined by the Ryan White HIV/AIDS Program
(RWHAP) and disseminates evidence-based and promising practices clinical guidelines to promote
excellence in service delivery to clients. These SOC are used to define the clinical quality indicators to
assess the quality of care for core services. Support services SOC are also used to promote quality
and enhance the continuum of care.

Accountability

DSHS is the agency responsible for public health services in Texas. The ultimate accountability for
The Branch is the Branch Manager. The Branch Manager is responsible for the management of the
HIV prevention, care services, program evaluation, medication program, including QM activities.
Other Ryan White Part grantees, community organizations, consumers, providers, advocates, and
contractors join the State in providing congruency, accountability, and oversight to the priority of
providing quality care to PLWH. The input of these groups is critical to the success of the quality
management effort. These combined voices are used to advance the development of consistent
standards and measures for the care of HIV disease in Texas.

The Texas HIV Plan for the HIV/STD Prevention and Care Branch and the HIV/STD/TB Epidemiology
and Surveillance Branch lists increasing the collection and application of outcome monitoring
information for HIV/STD prevention and clinical services as an initiative with the result of using
outcome data to improve program performance. Special populations identified as needing
improvements in care and services are minority populations, pregnant women, persons recently
released from incarceration, homeless, and persons with an AIDS diagnoses. The QM effort will
promote process improvement internally and evaluate and provide best practices for contractors in
their review of services. The monitoring done by the staff will measure progress toward compliance
with SOC for treatment and support services. Process improvement for monitoring will focus on
updating standards and review tools to ensure the best measurements of quality of care possible.

Resources

The Texas QM program uses the Model for Improvement framework. The Plan- Do- Study- Act cycle is
the preferred method of determining if an intervention or change results in improvement.

e PDSA Cycles
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The program requires data from providers, consumers’ and. communities, on-site reviews,
teleconferences, reports, studies, and assessments to document the status and improvements in the
HIV continuum of care and customer service. QI consultation is available to individuals and
organizations involved in contracting for and providing HIV services. QM facilitates system-wide
continual improvement while assisting stakeholders/contractors with their own quality program
development in their service areas.

Standards of Operation and Service

The Branch uses standards required for federal grantees such as the U.S. Public Health Standards
(USPHS) and Guidelines for the Treatment of HIV Disease. DSHS has additional general clinical
standards for contractors that are not specific to HIV disease. Clinical and administrative standards are
available to the public via the DSHS HIV/STD Program web site. State-level SOC (located at
http://www.dshs.state.tx.us/hivstd/taxonomy/default.shtm) for each core and supportive service
categories were developed, finalized, and implemented beginning in January 2015. To accompany these
SOC, uniform monitoring tools were also written.

The Branch Program Operating Procedures and Standards (POPS) include the clinical, administrative
and other requirements for the service delivery system. QM standards are integrated into the Bureau
service standards, and additional program measures are under development by the THMP.
Confidentiality protections, documented in the regulations, along with standards and policies are a
critical part of the quality assessments. The Branch seeks expertise from the State’s Health
Information Portability and Accountability Act (HIPAA) Privacy Officer and Legal Counsel when
information is requested from customers regarding compliance with regulations regarding privacy and
child abuse reporting.

Data Management and Measurements

A key resource for the HIV QM (and for most Ryan White and State HIV funded providers) is the AIDS
Regional Information and Evaluation System (ARIES), a custom, web-based, centralized HIV/AIDS client
management system that provides a single point of entry for client-related data, allows for coordination of
client services among providers, meets both HRSA and state care and treatment reporting requirements,
and provides comprehensive data for program monitoring and evaluation. ARIES enhances services for
clients with HIV by helping providers automate, plan, manage, and report on client data.

Technical Assistance

Technical Assistance (TA) is available through HRSA/HAB, the National Quality Center (NCQ), and other
local or national organizations.

THMP QM Data

The QM program is designed to monitor outcomes of care related to medication adherence, treatment
efficacy, and the success of support services in improving health status. Monitoring of medication
program data is being enhanced to provide the tools used to collect outcome data for the THMP.

QM has initiated a process improvement project to measure current indicators of the quality of
customer service and internal processing to design improvement strategies for enrollment and
management of pharmacy services.

QM reports and data are used to determine areas where additional improvements are needed. Projects
to improve care are planned based on the results of management reporting analysis, medical record
review, surveillance, utilization data, and customer satisfaction data. Planning bodies will be supplied
with the results of these QM activities and will be offered technical assistance.
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Il. Performance Measurement

As stated in the National HIV/AIDS Strategy (NHAS) for the United States (July 2015), in 2013, President
Obama issued an Executive Order establishing the HIV Care Continuum Initiative. DSHS has embraced
this initiative and as such created the Texas HIV Cascades which are outlined in our Texas HIV Plan. In
addition, DSHS recognizes that the reduction of HIV-related disparities and health inequities must be
eliminated if the prevalence of HIV/AIDS is to decrease over the next several years.

2016 — 2020 QM Plan Goals

DSHS has elected to create a 5-year QM Plan to enable focus on long-range goals while concentrating
on the steps needed each year to reach these goals. Since many PLWH have co-occurring conditions,
this plan not only includes goals from the HIV Care Services Group, but also from the STD, Hepatitis, and
TB programs which further integrates planning and implementation efforts. Special emphasis has been
placed on assessing the role of medical case management, non-medical case management and mental
health in contributing to clients achieving viral suppression.

Program Goal

HIV Care Services 85% of all diagnosed persons living with HIV will be retained in
care (baseline 70%)
For all priority groups* 86% of newly diagnosed persons will be
linked to HIV medical care within one month of their diagnosis
and retained in care within six months of linkage (baseline
ranges from 72%-86%)
For all priority groups* 88% of persons who are retained in HIV
medical care will be virally suppressed (baseline ranges from
64%-88%)
Sexually Transmitted 50% of RW-eligible clients will be screened for Chlamydia

Disease (baseline 18%)
50% of RW-eligible clients will be screened for Gonorrhea
(baseline 18%)
75% of RW-eligible clients will be screened for Syphilis
(baseline 51%)
Hepatitis 90% of Ryan White clients will receive at least one recorded
dose of the hepatitis B vaccine (Exception: the client has
chronic hepatitis B or has documented evidence of immunity)
(baseline 20.3%)
98% of Ryan White clients have a documented HCV RNA test
for Hepatitis C screening (baseline 80%)
90% of clients that have disclosed ongoing, high risk behavior
will have one antibody screening test documented every six
months for Hepatitis C (baseline unknown)
Tuberculous 98% of patients with active and latent tuberculosis will know
their HIV test results (baseline 88%)

*Priority groups include the following: Black women, men who have sex with men (MSM), White MSM, Black MSM,
and Hispanic MSM

HIV Care Measures. Goals were chosen for renewed emphasis from three categories of the cascade:
linkage, retention, and viral suppression. DSHS chose to base performance measures on the
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mathematical modeling of David Holtgrave (August 2013)*. With level funding and Texas not expanding
Medicaid through the Affordable Care Act (ACA), retaining 85% of all diagnosed PLWH (not just those
receiving care through Ryan White) seems more attainable than the NHAS 2020 goal of at least 90%.
DSHS also adopted the philosophy stated by Holtgrave that all persons should be able to meet the goal
regardless of gender, race/ethnicity, sexual orientation, transmission risk, and age. Five of the nine key
populations identified by CDC are being targeted during this next five-year period: Black women, men
who have sex with men (MSM), white MSM, Black MSM, and Hispanic MSM. To reduce the
disproportionate burden among PLWH in Texas, the proportion is based on the highest percentage
currently reached by one group for linkage, retention within six months of linkage, and viral suppression.

Sexually Transmitted Disease (STD). PLWH are at higher risk for acquiring STDs, and in turn having an
STD infection increases an individual’s risk of contracting HIV. STDs are an essential component of HIV
prevention because 1) the diagnosis of an STD is an objective biologic marker of unprotected sexual
activity that may result in HIV transmission; 2) certain STDs may increase plasma HIV viral load and
genital HIV shedding, which may increase the risk of sexual and perinatal HIV transmission; and 3) STD
treatment may reduce STD-related morbidity and lower the risk of HIV transmission. The percentage for
the STD measures (gonorrhea, chlamydia, and syphilis) were obtained from a review of current ARIES
data and from feedback received by HIV Syndicate stakeholders. Initially, DSHS had a much lower
percentage increase based solely on ARIES data; HIV Syndicate stakeholders encouraged DSHS to
recognize there is a high likelihood that screening for STD is occurring but persons may not be
documenting the screening in ARIES.

Hepatitis Measures. Goals were based on two guiding documents: the updated Viral Hepatitis Action
Plan developed by the US Health and Humans Services (HHS) and US Healthy People 2020. The Viral
Hepatitis Action Plan underscores national goals to our communities while the US Healthy People 2020
is a comprehensive set of national key disease prevention and health promotion objectives. While DSHS
recognizes that experts from the Texas HIV Syndicate encouraged focus on treatment rather than
screening, the current position from the CDC is on screening and Texas reflects a low percentage of
routine hepatitis screening occurring during an outpatient medical visit.

Tuberculous Measure. Tuberculosis (TB) is the world’s most deadly disease. It is also the leading killer of
persons who are HIV infected. PLWH are more likely to become infected with TB, they are more likely to
develop active TB disease, and they are more likely to die of TB than people who are not HIV-infected.
Because of the threat TB poses to PLWH, it is imperative that all known cases of TB are promptly and
adequately screened for HIV following laboratory or clinical evidence supporting TB infection. Focus will
be placed on developing and fully implementing a statewide consolidated STD/HIV/TB data collection
system to increase the accuracy, timeliness, and completeness of surveillance reporting and facilitate the
sharing of data across these programs. This will greatly impact the overall number of current TB patients
who will know their HIV status.

Process in place to develop new QI activities to address identified gaps will be accomplished through:

e Reporting of quality of service improvements and outcomes of care

e Identification of priority nheeds, populations and gaps in care

e Assessment of linkages in programs and services

e Determination of program efficiency and effectiveness to improve functions and
promote systems thinking in the service delivery structure

e Quantitative and qualitative measurements that demonstrate the value of the service
delivery programs.

! Holtgrave, D. Development of Year 2020 Goals for the National NIV/AIDS Strategy for the United States. AIDS
Behav Published online: 11 August 2013.
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IV. Quality Performance Objectives
RWHAP Annual Implementation Plan.

As required by RWHAP, benchmarks for RW period 4/1/2016 — 3/31/2017 have been established for
each funded service category. These benchmarks are located in Appendix A. Data will be analyzed
guarterly to assess attainment of benchmarks.

QM Implementation Plans.

One year Implementation Plans for each program goal have been developed for 2016. Following the
Model for Improvement PDSA format, these plans include measurable objectives, potential changes to be
expected, plan (activities), persons responsible, resources needed, and data to be collected. Updates will
be documented on a quarterly basis. These Implementation Plans are located in Appendix B.

Administrative Agency QM Plans.

Within the coming year, AA QM Plans will be analyzed to determine commonalities. This process will
enable DSHS to revisit and reflect on the performance measures used regionally and to make
recommendations to streamline efforts, maximize the use of existing data systems, reduce data collection
and reporting burdens, and align regional efforts to coordinate activities across RWHAP sub-recipients.
These QM Plans may be found in Appendices C-I.

V. Participation of Stakeholders

The QM committee assists funded providers with 1) adhering to HIV treatment guidelines, 2) using
strategies for improvements that include the support services to enhance access to care and sustain
adherence to medical and risk reduction regimens and 3) monitoring epidemiological trends in HIV
related conditions with data from demographics and service use. Coordination with evaluation and
other quality activities is part of this integrated approach to systemic quality management and strategic
planning for Ryan White Services.

Advisory and advocacy groups that include PLWH are part of the process of defining quality indicators
and documenting interventions and improvements in the care system and as such are an integral
partner. Other external stakeholders with HIV or related expertise (e.g., substance abuse, hepatitis,
mental health services providers) and/or QM expertise are consulted.

The mission of the South Central AIDS Education and Training Center (AETC) is to improve the care of
PLWH in the regional area by supporting clinical consultation, education & training, especially for
clinicians serving minorities and other disproportionately affected populations. DSHS consults with this
entity when training is needed.

Communication
QM data and performance measure outcomes are reviewed by the QM Committee during quarterly

meetings. AA staff, consumers, providers, and stakeholders as members of the Texas HIV Syndicate will
receive updates at biannual meetings.
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VI. Evaluation

Evaluation cannot take place until January 2017 since the following was established in 2016: The
e Five-year plan,
e First year implementation plan, and
e Expanded QM committee.

The following will be evaluated in 017:

1) Program outcomes and the relationship between SOC adherence and QM outcomes will be
documented to meet the Federal requirements. Three process have been identified to evaluate
these QM efforts:

e Compare annual QI goals with year-end results
e Use findings to plan following year implementation plan
Routinely use organizational assessment tools

2) Outcome evaluation is the assessment of the effectiveness of a service at achieving intended
results. Since funding may be increasingly tied to the ability to obtain desired outcomes,
progress on meeting performance measures will be critical

3) DSHS implemented standardized SOC January 2015 for each RWHAP service category. To
ensure that outcome indicators are assessed and documented consistently a monitoring tool for
each service category was also developed. Baseline information will be obtained throughout 2016
on each indicator identified as the basis for future trending.

Capacity Building

Staff participates in the National Quality Center (NQC) and other Ryan White QM trainings offered for
grantees as needed. HIV Care Services group staff hold trainings and offer TA on QM (Quality
Management 101, QM Plans, using evidenced-based data to improve outcomes) in addition to ad hoc TA
that may be requested by individual agencies. Each year, HIV Care Services staff will have at least one
meeting with providers to review processes and issues identified from chart abstractions and offer
recommendations and provide technical assistance for performance improvement initiatives.

The Texas HIV Cascades will be disseminated and discussed with AAs and stakeholders to increase
knowledge and understanding of regional continuum of care outcomes. Further capacity building will
occur regarding parity amongst priority populations.

Process to Update QM Plan

Each year the One-Year Implementation Plan is reviewed and updates are made for following year’s
implementation. The QM Plan is implemented in collaboration by DSHS staff, AAs, and contracted
providers. Contracted providers are required to participate in the QI improvement strategies and must
submit quarterly reports on their progress through PDSAs that are chosen at the beginning of each grant
year.
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FY 2016 Ryan White HIV/AIDS Program Part B | mplementation Plan
Grantee: Texas Department of State Health Services

Appendix

A

Federal Fiscal Year 2016

Service Category: AIDS Drug Assistance Program

Part B Base:
ADAP;

Total Allocation

$66.522.804

ADAP Supplemental:
Emerging Communities:
Minority AIDS Initiative:

Service Goal: Promote essential medical services and therapies that are consistent with
USPHS treatment guidelines to eligible RW persons living with HIV in Texas

Current Comprehensive Plan: Improve access to quality care
and treatment for HIV infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

ADAP.

3. Quantity 4. Time Frame;
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total ﬁtgr;]rk?;alof estimated Provide the approximate
achievable, realistic, and time-phased) Define the service unit tobe | Number of . . duration of amount of all Part B fundsto
objectives that support the service goal provided for each objective people to be fgrg/éce units activity relating to | be used for each objective by
listed above served i the objective funding source.

provided listed.

a By March 31, 2017, at least 31,000
persons with HIV will have received at 4/1/2016-
least one prescription through the Texas | Per prescription 31,531 31,531 3/31/2017 $66,522,804

5% increase in viral suppression for all PLWH in Texas. (Baseline — 56%) (ARIES, EHARS)

6. Outcomes:. For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

[I. Linked to Care

I. Diagnosed [

I1l. Retained in Care O

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy 0 V. Viraly Suppressed
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Service Category: Outpatient/Ambulatory Medical Care

Total Allocation

Part B Base: $5.538.906
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote essential medical services and therapies that are consistent with
USPHS treatment guidelinesto all persons living with HIV in Texas

Current Comprehensive Plan: Improve access to quality care
and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

service.

3. Quantity 4. Time Frame;
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total zt:;)r:t?éralof estimated Provide the approximate
achievable, realistic, and time-phased) Define the service unit tobe | Number of : . duration of amount of all Part B fundsto
objectives that support the service goal provided for each objective people to be tsgrt\)/éce units activity relating to | be used for each objective by
listed above served i the objective funding source.

provided listed.

a By March 31, 2017, at least 9,400
persons with HIV will receive at least 4/1/2016-
one OAMC (medical visit or laboratory) | Per medical visit or test 30,000 52,431 3/31/2017 $5,538,906

16,800) (ARIES)

2% increase in viral suppression for all PLWH in Texas (Baseline — 76%) (ARIES, EHARS)

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

5% increase in number of RW clients accessing medical care with at least 2 medical visits (provider visit or laboratory) reported in the reporting year. (Baseline —

|. Diagnosed O |I. Linked to Care O

I11. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.
IV. Prescribed Antiretroviral Therapy [0 V. Virally Suppressed

2|Page




Service Category: Ora Health

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $2.819.906
ADAP:
ADAP Supplemental:

Service Goal: Promote oral health care and therapies that are consistent with USPHS
treatment guidelines to eligible RW personsliving with HIV in Texas

Current Comprehensive Plan: Improve access to quality care
and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

eligible HIV positivepersons.

3. Quantity 4. Time Frame: 5 Funds:

1. Objectives: Indicate the _ :
List SMART (specific, measurable, | 2. Service Unit Definition: | 3a) Total zb) TS“"" .| estimated ch‘)’lﬁte;?zﬁ‘pg;ftxg‘;ﬁf ”
achievable, redlistic, and time-phased) | Define the service unit to be | Number of umboer ol duration of

— . . A service units .. : to be used for each
objectives that support the servicegoal | provided for eachobjective | peopleto be activity relating S :

: to be " objective by funding
listed above served i to the objective
provided listed source.

a By March 31, 2017, ora health care 4/1/2016-
will be provided to at least 9,700 RW | Per visit 9,700 50,577 3/31/2017 $2,819,906

6. Outcomes: For each SMART objective, (1) name at |least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

5% increase in the number of RW clients having at |east one oral health visit by adentist in the grant year (Baseline — 24%) (ARIES)

|. Diagnosed O 11. Linked to Care ™

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I1l. Retained inCare X  1V. Prescribed Antiretroviral Therapy OO V. Viraly Suppressed [
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Service Category: Medical CaseManagement

Total Allocation

Part B Base: $2.161.249
ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDSInitiative:

HIV in Texasto that they enter and maintain themselvesin medical care

Service Goal: Promote access to medical servicesto RW eligible persons living with Current Comprehensive Plan: Improve access to quality care and

treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017, at least 9,000 4/1/2016-
RW eligible HIV positive persons have | Per 15 minutes 9,700 50,577 3/31/2017 $2,161,249
medical case management services.

45%) (ARIES)

(ARIES)

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

5% increase in number of RW clients having access to MCM services to ensure access to primary medical care and support services as needed. (Baseline —
5% increase in RW clients with HIV infection on ARVs who were assessed and counseled for treatment adherence two or more times. (Baseline — 30%)

5% increasein RW clients accessing MCM services retained in care (Baseline — unknown but viral suppressed 69%) (ARIES)

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

|. Diagnosed [0 II. Linkedto CareX  Ill. RetainedinCareX  1V. Prescribed Antiretroviral Therapy V. Virally Suppressed
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Service Category: Health Insurance Premium and Cost Sharing Assistance

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $2.358.584
ADAP:
ADAP Supplemental:

maintain themselves in medical care.

Service Goal: Promote access to medical servicesto all PWLH so that they enter and

Current Comprehensive Plan: Improve access to quality care and
treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

maintain healthinsurance.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017 at least 4,500 4/1/2016-
eligible RW HIV positive personswill | Per payment 4,500 12,675 3/31/2017 $2,358,584

Determine Baseline for number of PLWH with health insurance plan (Baseline — unknown) (ARIES)
5% increase in primary medical care due to health insurance coverage (Baseline 68%) (ARIES)

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

|. Diagnosed [0 II. Linked to Care [

IIl. Retained in Care X

7. Stage of the HI'V Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy V. Virally Suppressed
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Service Category: Mental Health Services

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $206.431
ADAP:
ADAP Supplemental:

treatment guidelinesto PLWH inTexas.

Service Goal: Promote oral health care and therapies that are consistent with USPHS

Current Comprehensive Plan: Improve access to quality care and
treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

health services.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a March 31, 2017, a minimum of 4/1/2016-
2,400 PLWH will be provided mental Per visit 2,400 8,000 3/31/2017 $206,431

90% of clientsin MH services have adocumented treatment plan. (Baseline —unknown) (ARIES, chart reviews)
90% of clients referred to mental health will present for mental health services (counseling and treatment) (Baseline — unknown) (ARIES, chart reviews)
5% increase in the number of PLWH clientsretained in medical care having accessed mental health services (Baseline — 75%) (ARIES)

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

|. Diagnosed [0 II. Linked to Care [

Il. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy [0 V. Viraly Suppressed [
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Service Category: Home and Community-Based Health Services

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $257.778
ADAP:
ADAP Supplemental:

Service Goal: Promote access to medical servicesto RW eligible persons living with

Current Comprehensive Plan: Improve access to quality care and

and community-based services

HIV. trestment for HIV-infected Texans. Ensure high quality of care.

Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:

1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.
a By March 31, 2017 at least 136 RW 4/1/2016-
eligible clients will be provided home | Per visit 136 3,739 3/31/2017 $257,778

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

The number of RW clients accessing home and community based health services will remain the same (Baseline — 136) (ARIES)
Increase by 10 the number of clients accessing home and community-based health services being virally suppressed (Baseline— 101) (ARIES)

|. Diagnosed [0 II. Linked to Care [

IIl. Retained in Care X

7. Stage of the HI'V Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy [0 V. Virally Suppressed
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Service Category: Medica NutritionServices

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $103.250
ADAP:
ADAP Supplemental:

Service Goal: Provide medical nutritional servicesto eligible RW clientsto maintain
good nutrition to promote optimal healthstatus.

Current Comprehensive Plan: Improve access to quality care and
treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

nutritional support.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017, at least 1,800 4/1/2016-
RW eligible clients will received Per visit 1,800 3,800 3/31/2017 $103,250

reviews)

(ARIES)

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

90% of clients referred to medical nutrition services will have a nutritional assessment conducted with a Registered Dietitian. (Baseline — unknown) (chart

Increase by 5 clients who have accessed medical nutrition services having improved health outcomes as evidenced by viral suppression (Baseline — 81)

|. Diagnosed [0 II. Linked to Care [

IIl. Retained in Care X

7. Stage of the HI'V Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy [0 V. Virally Suppressed
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Service Category: Substance Use (Abuse) Services— Outpatient

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $72.975
ADAP:
ADAP Supplemental:

Service Goal: Promote oral health care and therapies that are consistent with USPHS
treatment guidelines to eligible RW personsliving with HIV in Texas

Current Comprehensive Plan: Improve access to quality care and
treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

services

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017 at least 800 RW
eligible clients will have accessed 4/1/2016-
outpatient substance use treatment Per visit 800 1,600 3/31/2017 $72,975

reviews)

6. Outcomes: For each SMART aobjective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

95% of clients in substance abuse-outpatient services have a developed treatment plan with goals and objectives. (Baseline — unknown) (ARIES, chart

25% of clients accessing substance abuse-outpatient services report decline in substance use. (Baseline —unknown) (ARIES, chart reviews)
5% increase in the number of RW eligible clients accessing substance abuse outpatient services achieving viral suppression (Baseline—69%) (ARIES)

|. Diagnosed O 1. Linked to Care ™

[Il. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy [0 V. Virally Suppressed
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Service Category: Early Intervention Services

Total Allocation

Part B Base: $108.182
ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDSInitiative:

positive living in Texas.

Service Goal: Promote early diagnosis and linkage to care for newly diagnosed HIV Current Comprehensive Plan: Improve access to quality care and

treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redlistic, and time-phased) | Define the service unit to be | Number of . its duration of amount of all Part B funds to
objectives that support the servicegoal | provided for each objective | peopleto be tsgrl\)/éce uni activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017 at least 100
newly diagnosed HIV positive clients 4/1/2016-
will be linked into care within 3 Per encounter 800 1,000 3/31/2017 $108,182
months.

EHARS)

(Baseline 80%) (ARIES, EHARS).

6. Outcomes: For each SMART aobjective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Increase by 2% the number of newly diagnosed HIV positive clientsin Texas that have at least one visit within 3 months (met need) (Baseline 77%) (ARIES,

Increase by 5% the number of newly diagnosed HIV positive clients that have been retained in care with at least 2 visits or labs at least 3 months apart

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

|. Diagnosed 0 Il. Linkedto CareX  Ill. RetainedinCareX  1V. Prescribed Antiretroviral Therapy 0 V. Viraly Suppressed [
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Service Category: Home Health CareServices

Total Allocation

Part B Base: $185.500
ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDSInitiative:

Service Goal: Promote medical care to eligible PLWH so that they maintain their Current Comprehensive Plan: Improve access to quality care and
health. treatment for HIV-infected Texans. Ensure high quality of care.

Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:

1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redlistic, and time-phased) | Define the service unit to be | Number of . its duration of amount of all Part B funds to
objectives that support the servicegoal | provided for each objective | peopleto be tsgrl\)/éce uni activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.
a By March 31, 2017 no more than 10 4/1/2016-
RW €eligible clients will have accessed | Per visit 10 28 3/31/2017 $185,500
home health careservices

6. Outcomes: For each SMART aobjective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

90% of RW eligible clients accessing home health services will be virally suppressed (Baseline— 77%) (ARIES, chart reviews)

7. Stage of the HI'V Care Continuum related to this service category: More than one Stage may be applicable.

|. Diagnosed [0 Il. LinkedtoCared  Ill. Retained inCared  1V. Prescribed Antiretroviral Therapy 0 V. Viraly Suppressed
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Service Category: Hospice

Total Allocation

Emerging Communities:
Minority AIDSInitiative:

Part B Base: $34.654
ADAP:
ADAP Supplemental:

Service Goal: Promote quality of life for end stage HIV or other related disease for

Current Comprehensive Plan: Improve access to quality care and

care.

PLWH. trestment for HIV-infected Texans. Ensure high quality of care.

Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:

1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.
a By March 31, 2017 no more than 75 4/1/2016-
clients will have need to access hospice | Per day 75 1,2500 3/31/2017 $34,654

5% increase in the number of RW clients accessing hospice are virally suppressed (Baseline — 59%) (ARIES)

6. Outcomes: For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

|. Diagnosed [0 II. Linked to Care

Il. Retained in Care

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

IV. Prescribed Antiretroviral Therapy 0 V. Virally Suppressed
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Service Category: Child Care

Total Allocation

Part B Base: $72.883
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDSInitiative:

Service Goal: Promote quality of life clientswithHIV

Current Comprehensive Plan: Improve access to quality care and
treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

care.

3. Quantity 4. Time Frame:
1. Objectives: 3b) Tota Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total Number of estimated Provide the approximate
achievable, redistic, and time-phased) | Define the service unit to be | Number of ice Units duration of amount of all Part B fundsto
objectives that support the servicegoal | provided for eachobjective | peopleto be ?grg/éce u activity relating | be used for each objective by
listed above served . to the objective | funding source.

provided listed.

a By March 31, 2017 no more than 20
clients will have need to access child 4/1/2016-
care services to participatein medical | Per day 20 100 3/31/2017 $72,883

16,800) (ARIES)

5% increase in the number of RW eligible clients accessing child care are virally suppressed (Baseline — 67%) (ARIES)

6. Outcomes: For each SMART aobjective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

5% increase in number of RW clients accessing medical care with at least 2 medical visits (provider visit or laboratory) reported in the reporting year. (Baseline —

|. Diagnosed O 1. Linked to Care ™

7. Stage of the HI'V Care Continuum related to this service category: More than one Stage may be applicable.

[1l. Retained inCare X V. Prescribed Antiretroviral Therapy OO V. Virally Suppressed
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Service Category: Medical Transportation

Total Allocation

Part B Base; $447,085
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote access to essential support services to eligible persons living with
HIV in Texas so that they may access and maintain themselves in medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

positive persons

3. Quantity 4, Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 3b) Tt:)tal f estimated Provide the approximate amount
achievable, redlistic, and time-phased) Define the serviceunittobe | Number of Num erol duration of of al Part B fundsto be used for
objectives that support the service goal provided for each objective peopleto be fsrg/(lece units activity relating to | each objective by funding
listed above served . the objective source.

provided listed.

a By March 31, 2017, medical
transportation services will be provided 4/1/2016-
to at least 6,000 eligible RW HIV per 1 way trip 6,000 8,712 | 3/31/2017 $ 447,085

unknown) (ARIES)

Increase by 2% the percentage of clients accessing medical transportation services virally suppressed (Baseline — 72%) (ARIES)

6. Outcomes:. For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Maintain the number of persons needing medical transportation services to and from medical appointments (Baseline — 6,089) (ARIES)
Increase by 2% the percentage of RW €ligible clients accessing medical transportation services who attended at |east 2 medical provider visits per year. (Baseline —

I. Diagnosed (0 1I. Linked to Care

I11. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy OO V. Viraly Suppressed
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Service Category: Legal Services

Total Allocation

Part B Base;

$19.000

ADAP:

ADAP Supplemental:
Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote access to essentia support services to eligible persons living with
HIV in Texas so that they may access and maintain themselvesin medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

3. Quantity 4, Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total ?liltzj)r:boéralof estimated Provide the approximate amount
achievable, realistic, and time-phased) Define the service unit tobe | Number of : . duration of of al Part B funds to be used for
objectives that support the service goal provided for each objective people to be ?grt;/éce units activity relating to | each objective by funding
listed above served i the objective source.

provided listed.

a By March 31, 2017, legal serviceswill
be provided to at least 475 RW €ligible | 1 hour of service provided by 4/1/2016-
HIV positive persons. licensed attorney 475 800 3/31/2017 $19,000

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

90% of all RW eligible clients accessing legal services will have completed service plan. (Baseline — unknown) (ARIES, chart review)
Increase by 5% the percentage of RW eligible clients accessing legal services being virally suppressed (Baseline — 81%)

|. Diagnosed O Il. Linked to Care OJ

I1l. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy OO V. Virally Suppressed
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Service Category: Food bank/home delivered meals

Total Allocation

Part B Base: $197.182
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDS Initiative:

Service Goal: To promote access to ancillary support services to eligible persons living with
HIV in Texas so that they may access and maintain themselvesin medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

least 5,300 eligible HIV positive persons

3. Quantity 4, Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total ?liltzj)r:boéralof estimated Provide the approximate amount
achievable, realistic, and time-phased) Define the service unit tobe | Number of : . duration of of al Part B funds to be used for
objectives that support the service goal provided for each objective people to be ?grt;/éce units activity relating to | each objective by funding
listed above served i the objective source.

provided listed.

a: By March 31, 2017, food bank/home- 4/1/2016-
delivered mealswill be provided to at per visit 5,300 13,356 3/31/2017 $197,182

Maintain the number of persons needing food bank/home delivered mealsto FY 14 levels or below (Baseline — 5,364) (ARIES)
Increase by 2% the percentage of RW eligible clients accessing food bank who attended at least 2 medical provider visits per year. (Baseline — unknown) (ARIES)
Increase by 2% the percentage of clients accessing food bank/home delivered meals virally suppressed (Baseline — 74%) (ARIES)

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

|. Diagnosed 0 1. Linked to Care

I11. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy [0 V. Viraly Suppressed
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Total Allocation

. e . Part B Base: $770
Service Category: Linguistics Services ADAP:
ADAP Supplemental :

Emerging Communities:
Minority AIDS Initiative:

Service Goal: To promote access to ancillary support services to eligible persons Reference Current Comprehensive Plan: Improve access to
living with HIV in Texas so that they may access and maintain themselvesin quality care and treatment for HIV-infected Texans. Ensure high
medical care. quality of care. Enhance accessto care and reduce disparities.
TR 3. Quantity 5. Funds:

1'. Obj ectives: - 2. Service Unit 4. Time Frame: Provide the
List SMART (specific, ofinition: Indi h .
measurable, achievable, redlistic, | Dennition: 3b) Total Number | naicaethe ) approximate

: ' o ' Define the service unitto | 3a) Total Number of ) . estimated duration | amount of all Part B
and time-phased) objectives that b ided f h of service unitsto f activity relati funds to be used f
support the service goal listed € provi or eac people to be served be provided of activity relating to | fundsto be u or
above objective the objectivelisted. | each objective by

funding source.

a By March 31, 2017, at least
230 RW €ligible clients will per tranglation/interpreter
receive linguistic services services 15 minutes 230 600 4/1/2016-3/31/2017 | $770

6. Outcomes:. For each SMART objective, (1) name at |east one client-level outcome/indicator to be tracked for the objective (using the HAB Standard
Outcome Measures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Maintain the same amount of servicesin FY 14 available to RW €ligible clients for language services two times per year or as needed. (Baseline—

228) (ARIES)

90% of clients accessing linguistic services are engaged in their medical care and understand their medical treatment plan. (Baseline — unknown) (chart
review)

Increase by 2% the percentage of clients needing linguistic services who are virally suppressed (Baseline — 83%) (ARIES)

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

|. Diagnosed 0 Il. Linkedto Cared  Ill. Retained inCareX  IV. Prescribed Antiretroviral Therapy O V. Virally Suppressed [
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Total Allocation

Part B Base: $447.085
Service Category: Psychosocial Support Services ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDS Initiative:

Service Goal: To promote access to ancillary support servicesto eligible personsliving | Reference Current Comprehensive Plan: Improve access to quality
with HIV in Texas so that they may access and maintain themselvesin medical care. care and treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

1. Objectives: 3. Quantity ﬁnc-jl;lcr;tg chreame: 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 3b) Tota estimated duration Provide the approximate amount
achievable, realistic, and time-phased) Definethe service unittobe | Number of Number of - : of al Part B funds to be used for
o . . " : . of activity relating I .
objectives that support the service goal provided for each objective peopleto be | service unitsto D each objective by funding
: . to the objective
listed above served be provided listed source.
a By March 31, 2017, psychosocial
support services will be provided to at
least 480 eigible RW HIV positive
persons. Per 15 minutes 480 8,712 4/1/2016-3/31/2017 | $ 447,085

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Maintain the number of RW eligible clients receiving psychosocia services that are engaged in supportive groups to FY 14 levels or below (Baseline — unknown(
ARIES)

Increase by 2% the percentage of RW eligible clientsin psychosocial services retained in care. (Baseline — unknown) (ARIES)

Increase by 2% the percentage of RW €ligible clients virally suppressed (Baseline — 76 %) (ARIES)

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

I. Diagnosed [0 II. Linkedto Cared  Ill. RetainedinCareX  1V. Prescribed Antiretroviral Therapy O V. Virally Suppressed
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Total Allocation

Part B Base; $17.796
Service Category: Emergency Financial Assistance ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDS Initiative:

Service Goal: To promote access to ancillary support servicesto eligible personsliving | Reference Current Comprehensive Plan: Improve access to quality
with HIV in Texas so that they may access and maintain themselves in medical care. care and treatment for HIV-infected Texans. Ensure high quality of care.
Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:
Indicate the
estimated duration
of activity relating

1. Objectives:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 3b) Total
achievable, redlistic, and time-phased) Define the service unit tobe | Number of Number of
objectives that support the service goal provided for each objective peopleto be | service unitsto

5. Funds:

Provide the approximate amount
of al Part B funds to be used for
each objective by funding

listed above served be provided }?;2; objective source.
c: By March 31, 2017 emergency

financial assistance will be provided to at

least 680 eligible RW HIV positive

persons per payment 680 1,200 4/1/2016-3/31/2017 | $17,796

6. Outcomes. For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

90% of RW €dligible clients accessing EFA have documented need and resolution of need addressed in care plan. (Baseline — unknown) (ARIES, chart review)
80% of clients accessing EFA are confirmed in HIV primary medical care as evidenced by 2 medical visitsin ayear at least 6 months apart. (Baseline — unknown)
(ARIES, chart reviews)

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

I. Diagnosed [0 II. Linkedto Cared  Ill. Retainedin CareX  1V. Prescribed Antiretroviral Therapy O V. Virally Suppressed
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Service Category: Outreach

Total Allocation

Part B Base; $1.050.607
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote access to essential support services to eligible persons living with
HIV in Texas so that they may access and maintain themselves in medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 30) Total ; estimated Provide the approximate amount
achievable, redlistic, and time-phased) | Define the service unit tobe | Number of Number of |y ration of of all Part B funds to be used for
objectives that support the service goal provided for each objective peopleto be tsgrk\)/(lace units activity relating to | each objective by funding
listed above served . the objective source.

provided listed.

f: By March 31, 2017 NON-MAI (Base
Formula) funded outreach services
will be provided to at least 3,000 RW 4/1/2016-
eligible HIV positive persons per encounter 3,000 20,119 | 3/31/2017 $ 1,050,607

Increase by 2% the percentage of newly diagnosed RW eligible clients linked into care (Baseline — 81%) (ARIES, EHARS)

6. Outcomes:. For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

|. Diagnosed 0 11. Linked to Care Xl

I11. Retained in Care O

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy O V. Viraly Suppressed [
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Service Category: Health Education and Risk Reduction

Total Allocation

Part B Base,_$

110,492

ADAP:

ADAP Supplemental:
Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote access to essential support services to eligible persons living with
HIV in Texas so that they may access and maintain themselves in medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

3. Quantity 4. Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 30) Total ; estimated Provide the approximate amount
achievable, redlistic, and time-phased) | Define the service unit tobe | Number of Number of |y ration of of all Part B funds to be used for
objectives that support the service goal provided for each objective peopleto be tsgrk\)/(lace units activity relating to | each objective by funding
listed above served . the objective source.

provided listed.

e By March 31, 2017 NON MAI (Part
B Base Formula) funded Health
Education and Risk Reduction services
will be provided to at least 1,700 RW 4/1/2016-
eligible HIV positive persons per 15 minutes 1,700 3,400 3/31/2017 $110,492

(ARIES)

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Increase by 2% the percentage of RW eligible clients who have attended at |east one health education or risk reduction course (Baseline — unknown) (chartreview)
Increase by 2 % the percentage of RW eligible clients who have accessed health education and risk reduction offerings are virally suppressed (Baseline — 77%)

|. Diagnosed 0 1. Linked to Care

I11. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy 0 V. Viraly Suppressed
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Service Category: Case management —non-medical

Total Allocation

Part B Base: $1.514.805
ADAP:
ADAP Supplemental:

Emerging Communities:

Minority AIDS Initiative:

Service Goal: Promote access to essential support services to eligible persons living with
HIV in Texas so that they may access and maintain themselves in medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

3. Quantity 4, Time Frame:
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 3a) Total 30) Ttg)tal ; estimated Provide the approximate amount
achievable, redlistic, and time-phased) Definethe serviceunittobe | Number of N“".‘ e ol duration of of all Part B funds to be used for
objectives that support the service goal provided for each objective peopleto be service units activity relating to | each objective by funding
listed above served to bf? the objective source.

provided listed.

e By March 31, 2017, non-medical case
management services will be provided to
at least 18,000 RW €eligible HIV positive 4/1/2016-
persons per 15 minutes 18,000 25,700 | 3/31/2017 $ 110,492

6. Outcomes: For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Increase by 2 % the percentage of RW eligible clients who have accessed non-medical case management services are retained in care (Baseline — unknown) (ARIES)
Increase by 2% the percentage of RW dligible clients who have accessed non-medical case management services are virally suppressed (Baseline — 71%) (ARIES)

|. Diagnosed (0 1I. Linked to Care [

[Il. Retained in Care X

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

IV. Prescribed Antiretroviral Therapy [0 V. Viraly Suppressed
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Service Category: Housing Support Services

Total Allocation

Part B Basg; $1.000
ADAP:
ADAP Supplemental:

Emerging Communities:
Minority AIDS Initiative:

Service Goal: Promote access to essential support servicesto eligible persons living with
HIV in Texas so that they may access and maintain themselvesin medical care.

Reference Current Comprehensive Plan: Improve access to quality
care and treatment for HIV-infected Texans. Ensure high quality of
care. Enhance access to care and reduce disparities.

4. Time Frame:

o 3. Quantity :
1. Objectives: Indicate the 5. Funds:
List SMART (specific, measurable, 2. Service Unit Definition: | 33) Total 3b) Total estimated Provide the approximate amount
achievable, realistic, and time-phased) Define the service unittobe | Number of Number of duration of of all Part B funds to be used for
objectives that support the service goal provided for each objective | pegpleto be Service units | activity relating to | each objective by funding
listed above served to be the objective source.

provided listed.

e: By March 31, 2017, housing support
services will be provided to at least 3 4/1/2016-
RW eligible HIV positive persons per payment 3 4 3/31/2017 $ 1,000

6. Outcomes:. For each SMART objective, (1) name at least one client-level outcome/indicator to be tracked for the objective (using the HAB Standard Outcome
M easures resource document), (2) provide benchmark (Baseline) data, and (3) provide the data source for tracking progress.

Decrease by 1% the percentage of RW eligible clients who have accessed housing support services (Baseline — 4%) (ARIES, chart review)
Increase by 2 % the percentage of RW eligible clients who have accessed housing support services are virally suppressed (Baseline — 70%) (ARIES)

7. Stage of the HIV Care Continuum related to this service category: More than one Stage may beapplicable.

I. Diagnosed (0 |I. Linked to Care I

[Il. Retained in Care X

IV. Prescribed Antiretroviral Therapy O V. Virally Suppressed
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2016 Implementation Plan for HIV Care

Appendix B

persons to be retained
in care.

AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By 2020, By December | Create Conduct analyze of HIV Care Surveillance | By HSDA, #
85% of all 31, 2016 95% | awareness of | each HSDA related to Services Staff; | and of PLWH in
diagnosed of DSHS staff | where Texas | retention in care. ) epidemiology | Texas
I . Planning and :
persons has an is in reaching P t and di Evaluati data from during a 12
living with understanding | the goal of thr_es:efn an i 'S(t:ust‘; Gva uation ARIES and month
HIV will be and working retention in HII\S/ 'g ormat_lon 0 q € roup eHARS period
retained in knowledge care within c ;eve_n |onGan By HSDA. #
care regarding the | each HSDA. are services roup myPLWH '
(baseline profile of who Formulate a profile of ined i
o is bein ) retained in
70%). is being the persons being :
: : . : care during
retained in retained in care by
a 12 month
care by HSDA. iod
Health perio
Service Formulate a list of
Delivery Area factors that may be
(HSDA) impacting ability of
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By December | Create Conduct analyze of HIV Care Surveillance | By HSDA, #
31, 2016 95% | awareness of | each HSDA related to Services Staff; | and of PLWH in
of where Texas | retention in care. epidemiology | Texas
Administrative | is in reaching , data from during a 12
Agency staff | the goal of Pr_esfent and.dISCUSS Planning and ARIES and month
has an retention in this mformat_lon to the Evaluation eHARS period
understanding | care within HIV Preve_ntlon and Group;
and working each HSDA. Care Services Group ’ By HSDA, #
knowledge Formulate a profile of of PLWH
the profile of the persons being Administrati retained in
: _ _ _ inistrative care during
who is being retained in care by Agency staff 12 month
retained in HSDA. .
care by period
Health Formulate a list of
Service factors that may be
Delivery Area impacting ability of
(HSDA) persons to be retained

in care.
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review (what
was learned)
For all By December | Create Conduct analyze of HIV Care Surveillance | By HSDA,
priority 31, 2016 95% | awareness each HSDA related to | Services Staff; | and # of PLWH
groups 86% | of DSHS and | of where linkage and retention . epidemiology | in Texas
of newly AA staff has Texas is in in care. Plannmg e data from during a 12
diagnosed | an reaching the Evaluation ARIES and month
persons will | understanding | goal of Present and discuss Group eHARS period
be linked to | and working linked and this information to the | Administrative
HIV knowledge retained in HIV Prevention and Agency Staff 23;:';[3\,'?‘
medical regarding the | care within Care Services Group . y
care within | profile of each HSDA. diagnosed
one month | newly Formulate a profile of F.)LWH.
of their diagnosed the newly diagnosed linked |_nt9
diagnosis persons who persons being linked care within
and are being and retained in care one month
retained in | linked within by HSDA. OT _
care within | one month diagnosis
six months | and who is Formulate a list of By HSDA,
of linkage retained at six factors that may be # of newly
(baseline months in impacting ability of diagnosed
ranges from | care by newly diagnosed PLWH
72-86%) Health persons to be linked retained in
Service and retained in care. care at six
Delivery Area months
(HSDA) Analyze linkage and

retention data to
determine successful
mapping pathways
initially by HSDA
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AIM (Goal)

Measurable
Outcome

Potential
Changes

Plan

Person(s)
Responsible

Resources
Needed

Data To be
Collected

Quarterly
Review (what
was learned)

Analyze data using
priority group
information, primarily
race

Embed staff in system
of care to determine
promising
models/barriers to
account for disparity
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
For all By December | Create Conduct analyze of HIV Care Surveillance By HSDA,
priority 31, 2016 95% | awareness each HSDA related Services Staff; | and # of PLWH
groups 88% | of DSHS HIV | of where to linkage and epidemiology | in Texas
of persons and Texas is in retention in care. data from during a 12
who are Administrative | reaching the _ Planning and | ARIES and month
retained in Agency staff | goal of viral Pr_es_ent and_d|scuss Evaluati%n eHARS period
HIV medical | has an suppression this information _to Group;
care will be | understanding | within each the HIV Prever_ltlon By HSDA,
virally and working HSDA. gr:gu(;a;i:erwces fe?;i?e;;/\lir
suppressed | knowledge Administrative Administrative care during
(baseline about Agency staff
ranges from | retention and Agency staff a 1.2 month
64% - 88%) | viral Formulate a profile of period
suppression the PLWH retained By HSDA,
in care during the # of PLWH
last 12 months and retained in
virally suppressed. care during
. a 12 month
Formulate a list of period and
factorslthat may be virally
impacting ability of suppressed

PLWH to be virally
suppressed.

Analyze data using
priority group
information, primarily
race
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By December Conduct analyzes of | HIV Care Surveillance By HSDA,
31, 2016, all PLWH by payer Services Staff; | and # of PLWH
DSHS source in each epidemiology | in Texas
Prevention HSDA related to data from during a 12
and Care retention and viral Planning and | ARIES and month
Services and suppression rates. Evaluation eHARS period
Administrative Present and discuss | Group; By HSDA
Agency staff this information to y '
has an the HIV Prevention fe(t);iicla_t\j/vi:
understar_ldmg and Care Services Administrative care during
and working Group and Agency staff = 12 month
knowledge Administrative :
regarding Agency staff pe riod and
impact of Formulate a profile of virally
Ryan the PLWH retained suppressed
White/SS and in care during the By HSDA
other payer last 12 months and and payer
sources has virally suppressed by source, #
on viral payer source of PLWH
suppression. Formulate a list retained in
relating to payer care during
source of factors that a 12 month
may be impacting period and
ability of PLWH to be Vira”y
virally suppressed. suppressed

Analyze data using
priority group
information, primarily
race
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By December | Appropriate | Conduct chart audits | HIV Care Client Type and #
31, 2016, service of RW/SS funded Services Staff; | charts/records | of core and
DSHS category will | clients to determine . . supportive
Prevention be used to what core and Administrative | Access to services
and Care provide support services are Agency staff ARIES provided
Services and | services to being provided.
Administrative | RW/SS #of
Agency staff clients Compare results of RW(SS )
has an chart audits with total retalned'ln
understanding number of RW/SS care during
and working clients retained in a 1.2 month
knowledge care and virally pe riod and
regarding suppressed. virally
impact of suppressed
RW/SS Conduct analyzes of # of
services on RW/SS funded RW/SS
retention and clients in each HSDA retained in
viral receiving Outpatient care during
suppression Ambulatory Services, a 12 month
Medical Case period and
Management, non- virally
medical case Suppressed

management and
mental health
services in
comparison to
retention and viral
suppression rates.
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2016 Implementation Plan for STD — Chlamydia (CT)

AIM (Goal) Measurable Potential Plan Person(s) Resources | DataTo be | Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By 2020, By December | More providers | Identify AA(s) that Planning and Data from | # of RW-
50% of RW- | 2016, will understand | have higher STD Evaluation ARIES eligible
eligible increase to the importance | annual screening rates | Group clients
clients will 30% the of screening forCT Members,
be proportion of | for CT on an .
screened PLWH annual basis. Public Health # of RW-
for receiving R vsis of Follow-up Team cliaible
un analysis 0 g
: ) (SME/Nurse .
Chlamydia | Ryan screening rates by AA | 50 iann clients
(CT) White/State jurisdiction (Rena ' screened
(baseline Services Manning or another Health annually for
18%) funded Epi within Planning Communications CT
services and Evaluation Group) | and Community
receiving Engagement
screening for Group
CT (baseline memberS,
18%)

Administrative
Agencies
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AIM (Goal) Measurable Potential Plan Person(s) Resources | DataTo be | Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
Documentation | Conduct chart audits Care Services Data from | # of RW-
using ARIES of RW/SS funded Team, ARIES eligible
of CT clients to determine if . . clients
screening will | CT screenings are Plannlng and Review
improve. being conducted, but Evaluation tool to _ # .Of. RW-
may not be Group determine eI.|g|bIe
captured in ARIES Members, annual_CT clients
. _ screening screened
Admln!stratlve annually for
Agencies (AA) cT
Conduct chart audits
(80% confidence
interval + 8) to
determine discordance # Of RW-
between CT el_lglble
screening that occurs clients
and documentation of Whose_
CT screening in screening
ARIES results are
entered
into ARIES

Analyze discordance
from results of chart
audits and ARIES data
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2016 Implementation Plan for STD — Syphilis (SY)

AIM (Goal) Measurable Potential Plan Person(s) Resources | Data To be | Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By 2020, By December | More providers | Identify AA(s) that Planning and Data from | # of RW-
75% of 2016, will understand | have higher STD Evaluation ARIES eligible
RW-eligible | increase to the importance | annual screening rates | Group clients
clients will 60% the of screening for SY Members,
be proportion of | for SY on an .
screened PLWH annual basis. Public Health # of RW-
. - _ Follow-up Team -
for Syphilis | receiving Run analysis of (SME/Nurse eligible
(SY) Ryan screening rates by AA Consultant) clients
(baseline White/State jurisdiction ’ screened
51%) Services Health annually for
funded Communications sy
services and Community
receiving Engagement
screening for Group
SY (baseline memberS,
51%)
Administrative
Agencies
AIM (Goal) Measurable Potential Plan Person(s) Resources | DataTo be | Quarterly
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Outcome Changes Responsible Needed Collected Review
(what was
learned)
Documentation | Conduct chart audits Care Services Data from | # of RW-
using ARIES of RW/SS funded Team, ARIES eligible
of SY clients to determine if ) . clients
screening will | SY screenings are Plannlng and Review
improve. being conducted, but Evaluation tool to . # Of RW-
may not be captured in Group determine el'lglble
ARIES Members, annual SY | clients
. i screening screened
Admln!stratlve annually for
Agencies (AA) sy
Conduct chart audits
(80% confidence
interval + 8) to
determine discordance # Of i
between SY screening eI'|g|bIe
that occurs and clients
documentation of SY whose_
screening in ARIES screening
results are
entered
into ARIES

Analyze discordance
from results of chart
audits and ARIES data
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2016 Implementation Plan for STD — Gonorrhea (GT)

AIM (Goal) Measurable Potential Plan Person(s) Resources | Data To be | Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
By 2020, By December | More providers | ldentify AA(s) that Planning and Data from | # of RW-
50% of RW- | 2016, will understand | have higher STD Evaluation ARIES eligible
eligible increase to the importance | annual screening rates | Group clients
clients will 30% the of screening for GT Members,
be proportion of | for GT on an .
screened PLWH annual basis. Public Health # of RW-
for receiving R vsis of Follow-up Team aligible
un analysis o g
) (SME/Nurse :
Gonorrhea | Ryan screening rates by AA | < onsultan) clients
(GT) White/State jurisdiction ’ screened
(baseline Services Health annually for
18%) funded Communications GT
services and Community
receiving Engagement
screening for Group
GT (baseline member&
18%)

Administrative
Agencies
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AIM (Goal) Measurable Potential Plan Person(s) Resources | Data To be | Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
Documentation | Conduct chart audits Care Services Data from | # of RW-
using ARIES of RW/SS funded Team, ARIES eligible
of GT _ clients to determine if _ . clients
screening will | gt screenings are PIanmng and Review
Improve. being conducted, but Evaluation tool to . # Of RW-
Group determine eligible
may not be captured |\ hers annual SY | clients
in ARIES ’ ;
. _ screening | gereened
ﬁg;nr:z;stsr?g%e annually for
Conduct chart audits er
(80% confidence
interval + 8) to
determine discordance ’Zﬂg:v_
between GT screening clignts
that occurs gnd whose
docum_enta_ltlon of GT screening
screening in ARIES results are
entered
into ARIES

Analyze discordance
from results of chart
audits and ARIES data

13| Page




2016 Implementation Plan for Hepatitis B Vaccine

AIM (Goal) Measurable Potential Plan Person(s) Resources | Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
90% of By December | Increase Assess current HBV HIV Care Data from | HBV Dose 1 | 90% of
Ryan White | 31, 2016, all awareness vaccination data Services Team | ARIES Ryan White
clients will DSHS and recorded in ARIES. Viral Hepatitis HBV Dose 2 clients will
receive at Prevention education _ . HBV D receive at
least one and Care among staff Devel_op i Preventlon ose s least one
recorded Services and | and matgrlals for Staff. and Coordinator recorded
dose of the | Administrative | providers. prow_der_s promoting HBV Administrative dose of the
hepatitis B Agency staff . vaccination a nd Agency Staff hepatitis B
vaccine, are aware of Input missing | documentation. vaccine,
(Exception: | the need to data _ Provide TA to service Service (Exception:
the client input hepatitis elements in providers to ensure all Providers the client
has chronic | B vaccination | ARIES: doses of HBV has chronic
hepatitis B data and are vaccination are being hepatitis B
or has recording data recorded in ARIES. or has
documented | correctly into documented
evidence of | ARIES. evidence of
immunity). immunity).
(baseline
20.3%)
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2016 Implementation Plan for Hepatitis C Screening

AIM (Goal) Measurable Potential Plan Person(s) Resources | Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
98% of By December | Increase Assess current HCV Planning and Data from | HCV Test
Ryan White | 31, 2016, all awareness testing data recorded in Evaluation ARIES
clients have | DSHS and ARIES. Group
a Prevention education . Members
documented | and Care among staff Devel_op educational/TA _ .
HCV RNA Services and | and providers matgrlals for st_aff and Viral He.patltls
test for Administrative | about HCV providers to raise Prevermon
Hepatitis C | Agency staff and HIV awareness Of. HIV and Coordinator
screening are aware of | coinfection. HCV comfegﬂon and Administrative
: documentation.
(baseline the need to Inout missin Agency Staff
80%) input hepatitis q aﬁa 9 | Provide TA to service .
C testing data clements in | Providers to ensure all Service
and are ARIES HCYV tests are being Providers
recording ' recorded in ARIES
data correctly
into ARIES.
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AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
90% of By December | Increase Assess ongoing HCV Planning and Data from | Multiple
clients that | 31, 2016, all awareness testing data recorded in | Evaluation ARIES HCV Tests
have DSHS and patient records if client Group for high risk
disclosed Prevention education disclosed ongoing high Members Dat_a from clients.
ongoing, and Care among staff risk behavior.. ) . patient
high risk Services and | and providers _ Viral He_patltls records
behavior will | Administrative | about HCV Develpp educational/TA Preveptlon
have one Agency staff and HIV matgrlals for staff_ and Coordinator
antibody are aware of | coinfection. provu_jers promoting Administrative
: ongoing HCV
screening the need to | . , Agency Staff
test offer ongoing nput missing | assessment and testing.
documented | hepatitis C data . Provide TA to service Service
. . . elements in i Providers
every six testing to high ARIES providers to ensure all
months for risk clients : HCYV tests are being
Hepatitis and hepatitis recorded in ARIES or
C.(baseline | C tests are patient records.
unknown) routinely
documented
in ARIES.
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2016 Implementation Plan for Tuberculous (TB)

AIM (Goal) Measurable Potential Plan Person(s) Resources Data To be Quarterly
Outcome Changes Responsible Needed Collected Review
(what was
learned)
98% of By December | The proportion | Successfully implement | DSHS Accessto | # of known
patients with | 2016, 88.75 of known TB THISIS and insure tuberculosis THISIS tuberculosis
active and of patients patients uptake and utilization by | surveillance patients
latent with active screened for all local and regional programs HIV _
tuberculous | and latent HIV will tuberculosis clinics. screening HIV test
will know tuberculous increase due Local . materials results from
their HIV will know their | to improved Thg M_easure Year 1 tuberguloss screened _
test results HIV status. screening and utilization of THISIS by surveillance tubgrculoss
(baseline improved data Iocgl a_nd reglon_aI_T_B programs patients
88%) reporting and registries and clinicians. DSHS
documentation | Measure improvement of | Tuberculosis
procedures. documentation of HIV Control
screening of known Program
cases of TB.
DSHS
Measure improvement of | Refugee
screening of HIV Services
screening of known
cases of TB. Logal and
regional
tuberculosis
clinical staff
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TOGETHER TOWARDS TOMORROW

l CREATING A DMAP TO SUCCESSI

Greetings all,

Below you will find the link for the Houston Regional Minority AIDS
Initiative Reintegration Summit

The summit will bring together local stakeholders, community members,
service providers, health professional, local leaders and advocates, to
strengthen our collective ability to better serve the incarcerated/recently
released population, specifically HIV+ ethnic minorities. Through presentations
and collaborative conversations we hope to gain knowledge, develop skills
and share tools that will help this population remain in care which will ultimately
result in virally suppressed communities.

All staff and community members must register if you plan to attend. Please
use the link below to share with others. Registration deadline March
22,2016.

“Together Towards Tomorrow: Creating a Roadmap to Success”

Date: March 23", 2016
Time: 9:00am to 4:00pm

Location: Kashmere Multi-Service Center
4802 Lockwood Drive
Houston, Texas 77026

www.eventbrite.com/e/together-towards-tomorrow-creating-a-roadmap-to-success-
registration-21035019309

As always, thank you for your assistance and participation. | look forward
to seeing you all!

Valerie Agee

Care Services Consultant for Reentry

Texas Department of State Health Services
512-533-3071
valerie.agee@dshs.state.tx.us
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Three Decades
at the Heart of Us

Bering Omega Community Services celebrates 30 years.

By Rich Arenschieldt
Photo by Dalton DeHart

“ ontrose” is (and always has
been) the epicenter of Hous-
ton’s gay community. Develop-

ers may have changed the landscape and its
demographic, but since 1926, one entity—Ber-
ing United Methodist Church—has remained,
steadfast and unflinching in its commitment
to the neighborhood. This congregation, origi-
nally comprised of German immigrants, has
confronted various plagues throughout history
(most notably yellow fever and polio). How-
ever, the church’s most enduring mark on the
city’s gay landscape is Bering Omega Commu-
nity Services (BOCS), born within the church
and now celebrating its 30th anniversary.
Lary Barton, longtime volunteer and BOCS
board member, recalls how their three flag-
ship programs—hospice, adult daycare, and
the dental clinic—were created. “At Bering
Church, we loved and welcomed everyone—
always. In the mid-"80s the leadership and
congregation (which, at that time, was mostly
heterosexual) realized the community’s need
for specific unmet services. In response, they
began to devote time and resources to caring
for those who lived near our campus. It didn’t
matter that the church’s own financial situa-
tion was tenuous—we raised funds on a grass-
roots level to accomplish what was necessary.
“What was profound about this,” Barton
continues, “is that, suddenly, we were pro-
viding support services to people who had
previously been productive members of soci-
ety—well-connected men with professional
positions and good incomes. At that time,
their diagnosis took their health and depleted
their resources. What is sometimes forgotten
isthat there was a sense of absolute hysteria
surrounding HIV. Single men—even those that
were straight—were being denied services and,

if suspected of having HIV, were fired from
their jobs. Bering Church, at that time, was one
of'the few safe places for gays to go.

Additionally, “many men who worked
needed someone to look after their ill partners
during the day,” Barton says. “This was crucial
in order for couples to maintain an income, pay
their rent, and keep food on the table. To meet
this need, Bering started
an adult daycare on cam-
pus. We provided meals,
medicine, and limited
medical assistance—
something that still happens today.”

Retired dentist Dr. Ed Cordray remembers
asimilar initiative—the genesis of Bering
Dental Clinic, currently managed by Dr. Mark
Nichols, BOCS Vice President of Clinical
Affairs.

“Dentist Bruce Smith and I were good
friends,” Cordray recalls. “We began to be
overloaded with patients who were being
refused treatment by their own dentists. At
that time, many oral manifestations of HIV
infection were quite painful and required im-
mediate treatment. We could not turn these

Bering Omega’s end-of-
life care testifies toits
enduringlegacy.

\V

patients away, even though many had lost their
jobs, income, and insurance. Several local gay
dentists treated many people for free.

“Bruce and I decided we needed a clinic,”
Corday says. “Bering Church had some empty
classrooms, which they agreed to let us use,
and St. Luke’s United Methodist provided a
large donation for the clinic buildout. We col-
lected used dental equipment [in my pickup
truck] and received free labor and materials
to prepare the space. Interestingly, many of
our donors requested discretion; they wanted
to help but could not, for various reasons, be
openly associated with an HIV clinic.

“At first, we only saw patients on Fridays,”
Corday adds. “Then Dr. Mark Nichols appeared
[in1987] and agreed to be the clinic’s full-time
volunteer. Many people worked to get the clinic
open, but Dr. Nichols was its driving force.

His guidance transformed it from a small,
part-time endeavor into the internationally
renowned facility that, today, treats patients
and educates clinicians from around the world.

“Initially, local academic institutions were
slow to support our work,” says Corday. “Then
the dental school’s newly appointed dean,

Dr. Catherine Flaitz, offered her expertise in
helping to identify pathogens that
affected our patients—she became
invaluable to us.”

In addition to adult daycare
and dentistry, Bering Omega’s
end-of-life care (through its Omega House hos-
pice) testifies to its enduring legacy. Founder
Eleanor Munger asked Rev. Pittman McGehee,
dean of Houston’s Christ Church Cathedral,
for $10,000 [so they could] rent a small house
to accommodate those at the end of life.
Opened in 1986, the facility has been managed
(for most of that time) by one person—its cur-
rent director, Sandy Stacy, RN. The facility re-
mains true to Munger’s original vision: anon-
institutionalized, comfortable, spiritual (but
nonsectarian) environment where patients are
treated with respect and dignity. —

©

A Dream Team

In 2013, former mayor Annise Parker joined volunteers in painting Omega House,
Bering Omega Community Services’ hospice-care facility.
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l Ken McLeod, LCSW, ACSW

Licensed Clinical Social Worker

Love is in the air!
gaeasd)  But do you love
@437 YOURSELF enough?
Top Male Therapist If not, | can help

Finalist 2011-2015
5909 West Loop South, Suite 480
| Bellaire, Texas 77401
| 713.628.1776 » kenscounseling@aol.com
i Check me out on: PsychologyToday.com & Gayborhood (app or.com) |
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Now Affiliated with

5420 Dashwood, Suite 101, Houston, Tx 77081 | www.HoustonEye.com
NEW ADDITIONAL LOCATION 10907 Memorial Hermann Dr,, Suite 150, Pearland, TX 77584
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7113.302.7036

jmorgan@brokersonly.org | www.brokersonly.org

THRee DecADes AT THE HEeArT oF Us

continued from previous page

‘When asked how he plans to commemorate
this milestone, Joe Fuentes, the current CEO
of'the recently merged Bering Omega Commu-
nity Services/HACS, responds, “I'll celebrate
when we successfully complete this merger,”
aprocess begun two years ago. “Merging both
boards of directors, staff, volunteers, and pa-
tients has taken some time—when that is fin-
ished in January 2016, then we’ll celebrate the
newly-formed organization.”

“Looking back,” Fuentes says, “Omega
House currently personifies how things have
changed. Still used for its original purpose as a
hospice, it is currently also available for respite
care. People now leave the facility to live inde-
pendently.”

When asked to reflect on those first
efforts of BOCS, Dr. Ed Cordray sums up the
organization’s impact: “At that time, people
were scared to death; they possessed an almost
animalistic fear about so many things. A small
group of us confronted an insurmountable
problem, and yet we still managed to provide
people with what they needed. I'm proud that
we were there at a time when everyone else
was absent.”

Rich Arenschieldt is a frequent contributor to
OuTSMART magazine.
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