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Goal 

The goal of case management for the Bergen-Passaic Transitional Group Area (TGA) is to maximize access, engagement, and retention in medical care.  Retention in medical care is defined as an HIV/AIDS related medical visit and/or T-cell and viral load count every six months unless otherwise determined by the medical provider.
The objectives are:

· Decrease barriers to medical and support services

· Increase consumer’s awareness of treatment options

· Build/strengthen relationships between the consumer and case manager
· Foster consumer self sufficiency through specific advocacy and services

· Accomplish short term goals by/through client preventable crisis

A.
Case Management Definition


Case management is a range of consumer-centered services that link consumers with health care, psychosocial and other services to insure timely, coordinated access to medically appropriate levels of health and support services, continuity of care, on-going assessment of the client’s and other family members’ needs and personal support systems, and inpatient case management services that prevent unnecessary hospitalization  or that expedite discharge, as medically appropriate, from inpatient facilities.  Key activities include:  initial comprehensive assessment of the consumer’s needs and personal support systems; development of a comprehensive, individualized service plan; coordination of the services required to implement the plan; consumer monitoring to assess the efficacy of the plan; and periodic re-evaluation and revision of the plan as necessary over the life of the consumer.  Activities may include consumer-specific advocacy and/or review of utilization of services.  (U.S. Department of Health and Human Services, Health Resources & Services Administration, Bureau of Health Resources Development, Division of HIV Services)

1.  Non-Medical Case Management

A social work approach that encourages engagement and retention in medical care.  This approach emphasizes community linkages to biopsychosocial supports for reducing real or perceived barriers to medical care.  Services are usually (but not always) located outside the medical setting.
2. Medical Case Management

A social work approach that encourages engagement and retention in medical care.  This approach emphasizes reducing barriers to medical management and treatment adherence in order to foster patient retention in care.  Services are located in medical settings where highly active anti-retroviral therapy (HAART) is prescribed or in community settings where formal linkages with these medical settings exist.
3. Personnel and Location of Case Management


Case management may be conducted by, including but not limited to, a nurse, social worker, or trained and supervised paraprofessional.  Case management sites may be located in medical provider settings, community-based agencies, drug treatment agencies, home-health care agencies, child health service settings, or other settings where the consumer can comfortably receive a service.

B.
Case Management Tasks
1. Non-Medical Case Management

The following is a list of the tasks of the Non-Medical Case Manager:
· Initial interview/screening (see Standard A1-1, A1-2, A1-3, A1-4, A1-5, A1-6.
· Biopsychosocial assessment (see Standard A1-7, A1-8).

· Plan of care (see Standard A1-9, A1-10, A1-11, A1-18).

· Benefit and financial counseling, for example:

· General assistance

· Food stamps

· SSI

· SSD

· For others, see Financial Assessment Form, Appendix C.

· Referral activity, for example:

· Linkage to medical care

· Support services

· Mental health

· Substance abuse

(see Standard A1-12, A1-13, A1-14, A1-15)

· Patient education, for example:

· Availability of services

· Psychosocial aspects of HIV/AIDS.

· HIV health education/risk reduction-written plans are developed to reduce HIV/STI transmission, re-infection, re-exposure.

· Case coordination, for example:

· Addressing issues that interfere/impact treatment/adherence

· Case conferencing

(see Standard A1-16, A1-17)

Following HIV diagnosis, consumers may receive any of the following core services without needing a non-medical case manager:

· Primary medical care

· Case management

· Oral health

· Mental health
· Substance abuse

2. Medical Case Management

The following is a list of the tasks of the Medical Case Manager:

· Initial interview – screening, initial contact

· Biopsychosocial assessment and follow up assessment
· Plan of care/treatment
· Benefit and financial counseling, for example:
· Application for ADDP, PAAD, ACCAP, HIV Home Care

· Health Insurance Continuation

· Charity Care

· Medical portion of disability application

· Coordinating care with insurance company/HMO

· Referral activity, for example:
· Referrals for medical related services, including but not limited to, general medical, cardiac, ophthalmology, oral health, TB, OB-GYN, pulmonary, pain management, symptom management, durable medical equipment
· Links with Health Department-Hepatitis B, Hepatitis C, STI

· Substance Abuse treatment referral

· Mental Health referral

· Patient education, for example:

· T cells
· viral load
· medical related issues
· nutrition

· HIV health education/risk reduction – written plans are developed to reduce HIV/STI transmission, re-infection, re-exposure

· Case coordination with MD, RN, Pharmacist, case conferencing with clinical and ancillary providers

· Discharge planning, for example:

· arrangements for visiting nurse
· medical home care
· hospice inpatient care
· long term care
· sub-acute care
· adult day health care

· Other medical case management encounters

The following is a list of the tasks of the treatment adherence coordinator who may also be a medical case manager:

· Treatment adherence issues:  appointments, following medical plan, medication compliance issues, follow up with labs and X-rays

· How and when to take medication(s)

· Barriers to taking medication, side effect concerns

· Frequency of medical care visits and barriers to visits

· Review of medical plan for efficacy and sustainability

· Links with pharmacy and talking with pharmacy

· Nutrition review

· HIV health education/risk reduction

· Case coordination with MD, RN, Pharmacist, case conferencing with clinical and ancillary providers

C.  Communication/Collaboration/Coordination Between the Non-Medical Case Manager and the Medical Case Manager

Communication/collaboration/coordination between the non-medical case manager and the medical case manager is essential. It is the responsibility of the non-medical case manager and the medical case manager to identify and document one another on the intake biopsychosocial assessment form. 

1. Each case manager will obtain a signed release of information enabling them to disclose and receive information for the purpose of active/ongoing communication regarding:

· Barriers to medical treatment and adherence issues;

· Mental Health issues; Substance Abuse issues;

· Environmental issues;

· Medication issues;

· Other issues which may arise

2. Consumer Acuity Rating System (CARS) Assessment:

· The principle responsibility for CARS is the non-medical case manager;

· if there is no non-medical case manager, CARS will be completed by the medical case manager;

· CARS assessments and updates are to be shared between the non-medical and medical case managers;

· ongoing CARS assessments are the responsibility of the non-medical case manager, once established;

· medical case managers will continue with CARS assessments until the need for non-medical case management (non core services) is established;
· frequency of CARS is dependent on CARS scores/Levels. (See Indicator A1-8.3 for further clarification)
3. Protocol for referral from a private MD for ADDP to medical case manager

· Medical case manager educates private doctor on Ryan White Part-A services, protocols and availability;

· Medical case manager receives patient to assess emergent need, identify where consumer is to be referred and provide information on Ryan White Part-A services;

· Medical case manager identifies consumer’s access to Ryan White Part-A services through eCOMPAS (e2) look up feature;

· If there is an emergent need, the medical case manager will follow Drug Reimbursement Standards of Care;

· If there is no emergent need, the medical case manager may work with the non-medical case manager to complete ADDP application.

A1.
Case Management Practice Standards

Standard A1-1: Screening/Initial Interview:  Following a referral or request for case management services, each consumer is screened within five working days to determine:

· The consumer’s HIV-positive diagnosis.

· Whether a life-threatening crisis is being experienced. 

· Consumer needs and, given these needs, whether case management services are appropriate for consumer.

· The types of services (e.g., H.O.P.W.A., Ryan White, TANF, etc.) for which the consumer is eligible.

· The last case manager who provided services to the consumer.  (The case manager identifies consumer’s access to Ryan White Part-A service through eCOMPAS (e2) look up feature and/or reviews eCOMPAS (e2) demographic section which lists the last case manager.)
· Financial/income status and medical benefits/insurance status.

Indicator A1-1.1:  Screening conducted within five working days of request/referral.

Example of evidence:

· Consumer contact file contains dated documentation of referral/request for service and consumer screening.

Indicator A1-1.2:  An official, dated diagnosis statement is received by case manager.

Example of evidence:
· Official, dated statement is in consumer file.

· Proof of HIV status from known ID provider, EIP, or CTS. (See Client Eligibility Policy.)

· Statement must specifically state HIV+.

Standard A1-2: Case Management Overview: Upon referral/request for case management services, each consumer is given an overview of case management services, eligibility criteria for services, and the roles and responsibilities of the case manager.

Indicator A1-2.1:  Case management services described to consumer.

Example of evidence:

· Consumer contact file contains a signed form indicating that the consumer has received an overview of services and roles/responsibilities of case manager.

Standard A1-3: Rights and Responsibilities: At the time of intake, the consumer must be notified of his/her rights, of the agency’s and case manager’s rights and responsibilities, and of the agency’s grievance policy.


Indicator A1-3.1:  A Management Information System (MIS) Consent form shall be signed by the consumer, witnessed, dated and included in the consumer’s file. This form shall be updated annually.

Example of evidence:

· A  MIS Consent form is found in the consumer’s file.

Indicator A1-3.2: A Consumer Bill of Rights form shall be signed by the consumer, witnessed and dated. A signed copy shall be given to the consumer, and a copy shall be included in the consumer’s file. This form must include policy statements on:

· Privacy

· Confidentiality

· Self-determination

· Non-discrimination

· Compassionate non-judgmental care

· Dignity and self respect

· Quality case management services

· Change or discontinue service

· Grievance procedure written at a no higher than an 8th grade reading level

· Verbal and written consumer appeal process
This form shall be updated annually.
Example of evidence:

· A Consumer Bill of Rights shall be found in the consumer’s file.
Standard A1-4: Confidentiality: Within the coordination of service delivery, all case management agencies and case managers need to ensure the consumers they serve that the information provided by the consumer or information obtained on the consumer’s behalf by a case manager is confidential.

Indicator A1-4.1: Referrals from one agency to another will be made only with an individual’s written consent, as documented in the Consent to Release Information Form, and will be found in the consumer’s file.
Example of evidence:
· Releases are found in the consumer’s file.

Indicator A1-4.2: All records and files with identifying information will be locked or in a restricted access computer system.


Example of evidence:
· Records and files are locked or in a restricted access computer system.
Standard A1-5: Cultural/Language/Reading Level Access/Facilitating Sign Language: Agencies will ensure culturally and linguistically appropriate services for all consumers.
Indicator A1-5: The agency shall have written policies in place for responding to cultural and linguistic diversity, including services for hearing impairment and translation services. 
Examples of evidence:

· The agency has a written policy on file detailing the process for language translation.
· The agency has documentation confirming that each staff member has received cultural diversity training within the first year of hire and every two years thereafter. 

Standard A1-6: American Disabilities Act (ADA) Compliance:  All agencies must be in compliance with the ADA. 
Example of evidence:

· Agency demonstrates that the needs of disabled consumers are met.
Standard A1-7: Biopsychosocial Assessment: Each consumer who consents to receive case management services receives a biopsychosocial assessment within 30 days of the consumer’s initial screening to identify the consumer’s strengths, resources, needs, and challenges.  A detailed assessment is done under circumstances (e.g., time and location) agreeable to the consumer and includes the following areas:

· Basic demographic information

· Assessment of previous or current case management services

· Summary of medical and behavioral health history and respective treatment (including complementary therapies)

· Summary of medical benefits/insurance

· Legal history, including current probation/parole status, if applicable

· Assessment of risk behavior and risk reduction behavior (e.g., risk of transmitting HIV, sexual risk behavior, substance abuse, domestic violence)

· Housing/living situation (type of housing/household composition)

· Debt and money management issues

· Employment issues (current employment; ability to be employed)

· Family history/social support

· Names and addresses of primary physician, dentist, pharmacist, and other service providers

· Current medications/dosage, including nutritional supplements and other substances used in complementary therapies (e.g., homeopathic remedies)

· Other formal and informal resources

· Physical and social barriers to services

· Consumer’s statement of need

Indicator A1-7.1:  Case manager has identified past sources of services/care and has obtained summaries when possible of pertinent, existing medical and behavioral health histories, as well as phone numbers and addresses of key providers.

Example of evidence:

· Existing consumer records received.

· Sources of referral, past service care providers, and providers’ numbers and addresses listed in biopsychosocial assessment documentation.

Indicator A1-7.2:  Consumers are assessed in key areas listed above.

Example of evidence:

· Documentation exists in consumer’s file that detailed assessment in each area was conducted.

Standard A1-8:  Engagement and Retention of Consumers: Efforts consistent with the Consumer Acuity Rating System (CARS) will be made to engage and retain consumers in medical care.  CARS should be completed by the non-medical case manager.  In the absence of a non-medical case manager, CARS must be completed by the medical case manager.  The case manager must:
· Assess the current status of linkage to medical care;
· Educate and/or reinforce the importance of consistently maintaining medical care;
· Educate the consumer on available resources and options to support continuity of medical care;
· Assist the consumer, as appropriate, to access medical and support services by identifying and eliminating barriers to care; 
· Non-medical case managers are responsible to ensure consumers are linked to medical case management;

· Medical case managers are responsible to ensure consumers are linked to non-medical case management if, and when, support services are needed.  The non-medical case manager will then be responsible for continuing CARS assessments;

· The delivery of support services may be provided only to support linkage and/or maintenance of medical care. The provision of ongoing support services is conditional and dependent upon engagement and retention in medical care;
· Case managers are required to monitor and support ongoing engagement in medical care.  Retention in medical care is defined as an HIV/AIDS related medical visit and/or T-cell and viral load count every six months unless otherwise determined by the medical provider.
Indicator A1-8.1:  The non-medical case manager completes the Consumer Acuity Rating System (CARS, see Appendix for description) during the biopsychosocial phase.  Updates are desired monthly.  Minimum updates are reflected in Indicator A1-8.  Documentation of an HIV/AIDS-related medical visit and/or T-cell count and viral load shall be found in consumer medical file.
Example of evidence:

· The CARS tracking sheet is contained in the file of the consumer.
Indicator A1-8.2: Consumers require different levels of assistance and support based on their needs. The weighted CARS score is used to determine the appropriate level of case management service.
Example of evidence:

· The weighted CARS score and the level of case management service needed is contained in the consumer’s file.

Indicator A1-8.3:  Levels of Services: Consumers require different levels of assistance and support often based on the stage of their disease, their pre-existing problems and/or their ability to negotiate the system of care. Case Managers will utilize the CARS in the provision of case management service to consumers.

A.
CARS Scores

CARS scores are aggregated into a single number and the weighted score is used to determine the level of case management.

0 6 month follow up only

1  -  17



Care case management consumer monitoring

18 -  34


Basic care case management services

35 -  51


Intensive care case management

B.
Frequency

CARS scores will be updated following face to face meetings between the consumer and case manager.  Frequency desired monthly, minimally:

Level 1:  every six months


Level 2:  every three months


Level 3:  every month


Level 4:  every month

C.
Hours of Service

Average hours of service for each level:


Level 1:  < or = to 1 hour per month


Level 2:  1.1 to 1.9 hours per month


Level 3:  2 to 5 hours per month


Level 4:  5.1 hours or above per month


Example of Evidence:

· CARS tracking sheet is in the consumer’s file.
Indicator A1-8.4:  Ratios: The ratio of consumers to case manager is based on the level of service a consumer needs.


Level 1
120:1


Level 2
80:1


Level 3
40:1


Level 4
20:1


Example of Evidence:

· Caseloads are based on the level of services a consumer needs.
Indicator A1-8.5:  Contacts:  Case managers will see consumers face to face based on their need for service.


Level 1
at least one face to face contact every six months


Level 2
at least one face to face contact every three months


Level 3
at least one face to face contact every month


Level 4
at least one face to face contact every month


Example of Evidence:

· Dates of face to face contacts are documented in the consumer’s file.
Standard A1-9:  Initial Service Plan:  At the completion of the biopsychosocial assessment, each consumer and respective case manager shall develop an initial, individual Service Coordination Plan (SCP), which:

· Includes realistic, measurable, and mutually acceptable goals;
· Identifies the actions(s) needed to achieve each goal, including target date for accomplish​ment, and includes the actual or potential provider;
· Specifies actions for which the consumer and/or the designated representative and case manager are responsible;
· Indicates the anticipated result of each service and/or action step;
· Takes advantage of all appropriate funding sources.

Indicator A1-9.1:  SCP is completed at the end of the biopsychosocial assessment; both the consumer and case manager sign the SCP; and a copy of the SCP is given to the consumer.

Example of evidence:
Signed and dated SCP in consumer file, with an indication that consumer received a copy.
Standard A1-10: Documentation:  Written documentation is kept for each consumer which includes:

· The consumer’s name and/or unique identifier number.

· The case manager’s name.

· The amount of time, date, place, and a description of each case management service.

· Indication of changes in consumer’s biopsychosocial situation.

· Information relating to the services provided which further reflects progress toward reaching goals identified in the SCP.  Such documentation should be provided in a format, such as Data/Assessment/Plan (or DAP notes).

Indicator A1-10.1:  Documentation, both dated and signed by the case manager, is kept.

Example of evidence:

· Documentation is in consumer file.

Standard A1-11: Ongoing Service Plan:  The consumer has contact with the case manager or an attempt is made by the case manager to contact the consumer consistent with consumer needs at least every six months.  As a result of this contact, the following is noted and recorded in the SCP and/or progress note:

· Assessment of progress toward goal achievement.

· Effectiveness of the services and SCP.

· Changes, additions, or deletions to current services, including the need for continued contact and for case management services.

Indicator A1-11.1:  Progress notes are kept and a review of the SCP is completed at least every six months, more frequently is recommended.
Example of evidence:

· Progress notes and revised SCP is in consumer file.

Indicator A1-11.2:  Problems or critical issues which may hinder engagement and retention in medical care and/or access to support services are identified and action is taken to resolve them.

Example of evidence:

· Consumer records and SCP give evidence that challenges/issues are identified and action is taken.
Standard A1-12: Referrals: Referrals are an essential part of facilitating engagement and retention in medical care. The purpose of referral is to enhance service delivery to the consumer while strengthening communication among providers to:
· Assure availability of resources and appointments;

· Help consumers become aware of services, their protocols and expectations.

Following HIV diagnosis, consumers may receive any of the following without a referral from a case manager:

· Primary medical care
· Medical case management

· Drug Reimbursement
· Oral health

· Mental health
· Substance abuse

For a consumer to access additional Part-A services, the consumer must be engaged in non-medical case management. As per standards of care, it is expected that all services, both core and support, are intended to maintain consumers in medical care.

Each consumer will have one and only one non-medical case manager who is community based and who will be responsible for confirming and/or providing medical linkage.

The non-medical case manager will serve as the access point/referral source for all psycho-social support services under the Ryan White Part-A program in the Bergen-Passaic TGA.
It is the responsibility of all Part-A non-core services providers to verify non-medical case management status of all consumers seeking services. If the consumer does not have a non-medical case manager, the non-core services provider cannot provide services at that time and the consumer must be given a list of all Part-A non-medical case management sites from which to choose. Once the consumer is enrolled in a non-medical case management program, (s)he may be referred to and/or provided with all needed services.


In the event of an extreme consumer emergency, it is acceptable for the support/non-core service provider to deliver a support service one time only without a referral from a non-medical case manager.  The support/non-core service provider must document the urgency of delivering services without a proper referral.  It is required that the consumer obtain a proper referral for any subsequent request for that same support service.

It is the responsibility of all Part-A funded case managers to provide their consumers with a list of all non-medical case management sites and inform them that, in order to access non-core Part-A services, each will need a non-medical case manager. It will be the responsibility of the Part-A case managers to inform non-Part-A providers of proper procedures to access Part-A services. It is understood that there are other community-based case managers who would need to access Part-A support services. Their case management agencies must have a collaborative arrangement with the Part-A grantee in order to directly access Part-A non core services.  Non-Ryan White Part-A providers must secure prior authorization through the Grantee Administrative Office to circumvent this process.
The following Ryan White Part A funded services require only an initial non-medical case management referral.  The initial referral is valid for six months.  Subsequently, at the request of the referral agency, the non-medical case manager will need to provide written documentation that the consumer remains eligible for Ryan White Part A services (i.e., active in medical care every six months).
· Transportation

· Legal

· Day/Respite

· Psychosocial Support

· Food

(see Standard A1-13)

The following services require a non-medical case management referral every six months or each time there is a change in the presenting issue that necessitates the referral:

· H.O.P.W.A. (see Standard A1-15)
The following service requires a prescription from the medical provider.  (See Standard A1-14)

· Drug Reimbursement
Indicator A1-12.1: Following the assessment, it may become clear that additional services outside the scope of the agency are needed:

· Need is identified beyond agency scope;

· Identification of a provider to meet need;

· Obtain record release authorization;

· Contact agency to ensure service is available and appropriate referral is made.

Example of evidence:

Documentation in consumer record, assessment, service coordination plan and/or progress note.
Indicator A1-12.2: Referral letter/form or electronic referral documents identified need to be addressed by agency. This letter/form or electronic referral will include:

· Date of referral;

· To whom referral is being made (agency, contact person, address, telephone number)
· Consumer date of birth;

· Consumer Social Security Number;

· Consumer unique identification number;

· Reason for referral/service requested;

· Case manager signature, as applicable;

· Consumer signature, as applicable;

· Record Release Authorization/Consent to Release Information;

· MIS Consent Form;

· Status of other sources of funding (secured, pending, denied/ineligible).
Example of evidence:
Documentation on eCOMPAS (e2) or in consumer record

Standard A1-13:  Support Services: The non-medical case manager is the gatekeeper for the Ryan White Part-A support services program.


Indicator A1-13.1: The non-medical case manager will:

· Screen consumer for support services;

· Provide overview of support services and caps to consumer;

· Complete Financial Assessment Form (copy in Appendix);

· Establish need of consumer;

· Refer as appropriate;

· Notify consumer of outcome.

Example of evidence:
Documentation on eCOMPAS (e2) or in consumer record

Indicator A1-13.2:  A full financial assessment form must be completed each fiscal year.

Example of evidence:

Documentation in consumer record

Indicator A1-13.3: The non-medical case manager will complete the Financial Assessment and Record of Request(s) Form (copy in Appendix) each time the consumer has a need for financial assistance within the Ryan White Part-A fiscal year. 

Example of evidence:

Documentation in consumer record

Standard A1-14:  Drug Reimbursement: The non-medical case manager and/or the medical case manager is the gatekeeper for the Ryan White Part-A Drug Reimbursement program. The non-medical case manager and/or the medical case manager will:

· Screen consumer for drug reimbursement eligibility;

· Provide an overview of the drug reimbursement program to the consumer;

· Complete the Financial Assessment Form only if it has not otherwise been completed for the Ryan White Part-A fiscal year;

· Establish need of the consumer;

· Development and document a plan to address the need;

· Provide a referral electronically or via form; 

· Confirm outcome with referral source;

· Review with the consumer.

Example of evidence:
Documentation on eCOMPAS (e2) or in consumer record

Standard A1-15:  Housing Opportunities for People With AIDS (H.O.P.W.A.): The non-medical case manager in collaboration with the H.O.P.W.A. housing manager is the gatekeeper for the H.O.P.W.A. program. The H.O.P.W.A. housing manager will:

· Screen the consumer for H.O.P.W.A. eligibility;
· Provide an overview of the H.O.P.W.A. program to the consumer;

· Complete the financial-budget worksheet with the consumer; including fixed/no-fixed expenditures v/s income;

· Establish need of consumer;

· Complete referral electronically or via form;

· Develop short term and long term housing plan to address need;
· Confirm outcome of services with referral source;
· Review with consumer.

Example of evidence:

Documentation on eCOMPAS (e2) or in consumer file
Standard A1-16: Service Coordination:  Cooperation and coordination is essential between all case management agencies providing services to a client.  Cooperative interaction of each type of case management system enhances the range of services and expedites their delivery to the consumer.  It shall also serve to reduce duplication of services.


Indicator A1-161:  Agency administration will ensure that the case manager/s attend case coordination meetings, educational seminars, and other community meetings, including HIV/AIDS Coalitions/Consortia or TGA Planning Council by supporting time off for meetings, committee work, staff training, networking, and capacity building.


Example of evidence:

· Documentation of attendance at a combined total of six TGA HIV/AIDS Coalitions/ Consortia meetings, TGA Planning Council, Quarterly TGA Educational Seminars, ACCAP meetings and other community meetings in a calendar year.


Indicator A1-16.2:  Agency administration will ensure membership requirements in HIV/AIDS Coalitions/Consortia or TGA Planning Council are adhered to, including participation in committee work.


Example of evidence:

· Documentation of attendance at TGA HIV/AIDS Coalitions/Consortia or TGA Planning Council committee meetings.

Standard A1-17: Collaboration: Each case manager cooperates with community-based organizations, primary care providers, housing services, and other providers in managing the consumer’s case by advocating for the consumer and collaborating with these entities.

Indicator A1-17.1:  Case manager plays an active part in linkages among providers.

Example of evidence:

· Case management notes show evidence of collaboration with providers and advocacy for consumers.

· Meeting notes and other written materials give evidence that providers have met to exchange information, coordinate planning, etc.

· Resource Guides for TGA available in office.

· Program benefits materials available in office.


Indicator A1-17.2:  Case manager is encouraged to initiate and/or participate in inter-agency case conferences.

Example of evidence:

· Documentation of case coordination and case conferencing when more than one case manager is serving consumer.


Indicator A1-17.3:  Case manager will play an active part in continually identifying the unmet need and /or service gaps of consumers living in the spectrum of HIV disease.


Example of evidence:

· Documentation of participation in TGA focus groups to update the TGA needs assessment.

· Documentation of testimony before TGA Planning Council or Planning Council committees on unmet need and/or service gaps of consumers.

Standard A1-18: Consumer Status: Case management consumers are no longer active when they are discharged, transferred, or inactive.

Indicator A1-18.1: Consumers will be discharged from case management if:

· The consumer requests discharge;
· The consumer transfers to a new provider agency;
· The consumer is referred to a different case management program, e.g. ACCAP;
· The consumer has maintained inactive status for one year;
· Severe violation of program rules and regulations;
· The agency must document the violation.

· The agency must provide the consumer with a verbal and written description of the consumer appeal process.

· The consumer expires, although services may continue with affected parties.

Example of evidence:

· Documentation is found in the consumer’s file.
Indicator A1-18.2: Consumers are transferred from case management services when:
· The consumer requests a different case management provider agency within the TGA.
· The consumer relocates out of the TGA.
· The consumer is eligible for alternative case management services, e.g. ACCAP.
Example of evidence:

· Documentation is found in the consumer’s file.
Indicator A1-18.3: Consumers are inactive in case management when:

· Seven months have lapsed without contact between the consumer and the case manager.
· Case managers need to make a final outreach attempt at least two weeks prior to inactive status.
· Notification must include impending inactive status.
· Consumers are suspended from program due to violation of program rules and regulations.
· The agency must document the violation.
· The agency must document the duration of the suspension.
· The agency must document the mechanism of re-instatement.
· The agency must document having provided the consumer with a verbal and written description of the appeal process.
Example of evidence:

· Documentation is found in the consumer’s file.
Standard A1-19:  Data Collection:  All agencies will participate in data collection as required by the Ryan White Part-A program.
Indicator A1-19.1:  All case management data will be entered into the Management Information System (MIS) within five working days.
Example of evidence:

· MIS is maintained up to the previous five working days.
Indicator A1-19.2:  Case managers and identified sites will collect data and outcomes as required by the Ryan White Part-A program.

Example of Evidence:

· Case managers and consumers actively participate in the Electronic Comprehensive Outcomes Management Program for Accountability and Success.
A2.
Case Manager Supervision, Education, and Training Standards

Standard A2-1: TGA Qualification: All case managers must demonstrate HIV competency within three months of hire.

Indicator A2-1: A personnel file for each case manager indicates that the TGA qualification is met.

Example of Evidence:

· Evidence of graduate or undergraduate course work specific to HIV within last five years.
· Participation in continuing education relevant to HIV within last year.
· Documentation of HIV training received prior to hiring date or within employee’s probationary period (three months) in personnel record.
Standard A2-2: Agency Qualifications: Case managers meet qualification requirements of the agency and receive a written job description.
Indicator A2-2.1:  A personnel file for each case manager indicates that all agency qualifications are met by each case manager.

Example of evidence:

· Resume indicates credentials or degrees.

· Other diplomas and certification are noted in personnel record.

Indicator A2-2.2:  Job description outlines roles and responsibilities of the case manager.
Example of evidence: 

· A job description, signed and dated by the case manager is in the personnel file with an indication that the case manager has received a copy. 

Standard A2-3:  Ongoing Training:  All case managers are expected to maintain continuing education in HIV and case management.

Indicator A2-3.1:  Each case manager will attend a minimum of 18 hours of training per year.

Example of Evidence:

· Documentation of certificates of completion of courses in personnel file.
Indicator A2-3.2:  All case managers will attend Grantee Administrative Office sponsored case management training (these hours may be applied to A2-3.1).
Example of Evidence:

· Documentation of certificates of completion in personnel file.

Standard A2-4: Supervision and Evaluation: Each case manager receives appropriate supervision and evaluation.
Indicator A2-4.1: Each agency providing case management services establishes qualifications for supervisors of case managers, including the requirement that each supervisor has knowledge of HIV case management services and procedures including Financial Assessment, CARS, Bio-Psycho-Social Assessment, Service Coordination Plan, Documentation, Referral Protocols, Confidentiality, Self assessment training needs of the supervisor, both plan and execution of plan, will be documented.

Example of evidence:

· Qualifications are in writing and on file.

· Documentation of related trainings in personnel record e.g., UMDNJ case management supervision training program.
Indicator A2-4.2:  A process exists by which each case manager is assigned to, and receives supervision from, a qualified supervisor, at a minimum on a monthly basis.

Example of evidence:

· Agency files indicate that qualified supervisors exist (in-agency supervisors or those who travel from other agencies to provide supervisory tasks).

· Personnel files indicate that qualified supervisors provide guidance.

· Documentation of dates of supervision meetings.

Indicator A2-4.3:  Case managers are evaluated annually on their performance.  Training needs and plan for training is contained in the annual performance evaluation.
Example of evidence:

· Personnel file contains written annual performance evaluation.
Indicator A2-4.4:  Each agency providing case management services will support capacity building for the case managers.


Example of evidence:
· Documentation of attendance at capacity building activities for case managers.
· Distribution of TGA Resource Guide.

Indicator A2-4.5:  Each agency will ensure that all case management staff has knowledge of the contractual requirements for the provision of case management services.


Example of evidence:

· Case management staff is aware of contractual requirements for the provision of case management services.

· Documentation that case manager has participated in the TGA’s evaluation of case management services.
APPENDIX A
CASE MANAGEMENT

CONSUMER ACUITY RATING SYSTEM

(CARS)

Paterson-Passaic County-Bergen County Consumer Acuity Rating System (CARS) collects information of case management time and effort required to link a consumer to appropriate resources to ensure access to ongoing medical care.

Case managers must use their professional judgment to rate clients on 14 areas of service using a four point scale. (Four points were used because it requires the case manager to make a decision on the high or low end and not just come down in the middle.)

The areas are:

a. Medical/Clinical/Oral Health: HIV/AIDS, co-infections, severity of symptoms, complementary therapies;

b. Basic Necessities: food, financial assistance programs (utilities), clothing, self care/personal hygiene items;

c. Mental Health related issues;

d. Substance/Alcohol related issues;

e. Housing/Living Situation;

f. Psycho-social Support Systems: buddies, day respite, peer support, familial relationships;

g. Benefits/Entitlements/Income: health insurance continuation programs, drug reimburse-ment, ADDP, Medicaid, GA;

h. Transportation;

i. Legal Issues: corrections discharge planning, probation, parole;

j. Cultural/Linguistic: not limited to translation issues;

k. Self-Efficacy/Life Skills: ability to manage activities of daily living, ability to access services;

l. Health Education/Prevention/Risk Reduction: nutrition counseling, STI/STD, HIV prevention for positives, harm reduction;

m. Employment/Vocational;

n. Medical & Treatment Adherence: medical and medication adherence.

A score of “0” indicates that the consumer has no immediate or near-term need for case management services in a particular category.

The other end of the spectrum is “4” which indicates crisis level of need.

The other categories are:

2=consumer may need education and ongoing referral service

3=consumer needs ongoing referral and care case management follow-up

	Level of Service
	Type of C.M. Service
	Face-to-face Visit Schedule
	Weighted CARS Score
	Average Hours of Service per Month

	I
	Basic Monitor
	1/6 mo.
	0
	< or = to 1

	II
	Intensive Monitored
	1/3 mo.
	1-17
	1.1-1.9

	III
	Basic Care
	1/1 mo.
	18-34
	2-5

	IV
	Intensive Care
	1/1 mo.
	35-51
	5.1 and up


Case managers base scores on their best judgment.

CARS scores are aggregated into a single number and the weighted score is used to determine the level of case management.

0

6 month follow up only


1 – 17

Care case management consumer monitoring


18 – 34
Basic care case management services


35 – 51
Intensive care case management

CARS scores will be updated following face-to-face meetings between the consumer and case manager.  Frequency desired monthly, minimally:


Level 1:
every six months


Level 2:
every three months


Level 3:
every month


Level 4:
every month

Uses of CARS:

· Measuring consumer progress

· Trend analysis

· Balancing case loads

· Report to Grantee Administrative Office
APPENDIX B
 Ryan White, MAI, HOPWA, & SPNS

Computer Management Information System Consent

I                                                     on behalf of                                                                 am

      Client/Guardian                                                minor, if applicable                                  

aware that the                                    (AGENCY) is part of health network of care who provide one or more HIV services (Ryan White Part A, Minority AIDS Initiative, Housing Opportunity for People Living with HIV/AIDS, or Special Projects of National Significance) within the city of Paterson, and counties of Bergen and Passaic. I do hereby consent to and authorize ALL the below listed providers to input and/or access the following electronic information: my assigned client code, HIV/AIDS status,  clinical-medical data, demographics and socioeconomic data, type and dates of service(s) received.  I understand that my name, address and other controlled identifiers are not placed into the system, and that I have a right to request relevant health information that is tracked in the system. I understand that I have the opportunity to provide feedback on services needed or services rendered through this electronic system at no cost to me. 

The management of information is made possible through a program called, eCOMPAS (or e2) which stands for Electronic Comprehensive Outcomes Measurement Program for Accountability & Success.  I understand that this information is necessary to appropriately coordinate care, document and evaluate services rendered, and assess clinical–medical outcomes. Limited access to the information above is available to the funding sources, Ryan White Grants Division, their program and administrative staff or consultants, Health Planning Council, and RDE System, who provide the software and technical support for the e2 system. I am aware that the funding sources and select providers are evaluating the effectiveness of health information exchange through the Networks of Care initiative and that I may be asked to provide my feedback regarding this project. 

Ryan White, MAI or HOPWA Part A Providers: FY 2008 - 2009

	Barnert Hospital
	Hispanic Multi-purpose Service Center
	NJ Department of Health & Senior Services

	Bergen Family Center
	Hyacinth AIDS Foundation
	Straight & Narrow

	Bergen Regional Medical Center
	Northeast Life Skills Associates, Inc.
	St. Joseph’s Medical Center  

	Buddies of New Jersey
	Northeast New Jersey Legal Services
	St. Mary’s Hospital

	Coalition on AIDS in Passaic County (CAPCO)
	Passaic Alliance
	Team Management 2000, Inc.

	
	Paterson Counseling Center
	Well of Hope – Drop in Center

	Good Shepherd /Friends for Life
	Paterson Division of Health
	University of California – Evaluation Center

	Hackensack University Medical Center
	Pilgrims Outreach
	Bergen County Dept of Health – HIV Testing


I have read this form and understand its purpose.

Client




Date

Witness



Date

I have the right to refuse to sign this form, but understand omission of signature may exempt me from grant funded services. This form is updated annually and will be provided to me for my signature.

Rev 3/24/08

The Paterson-Passaic County – Bergen County HIV Health Services Planning Council in accordance with the Comprehensive HIV Health Services Plan has approved the attached form to ensure the confidentiality of all consumers under the auspice of Ryan White Part A.

The purpose of the MIS consent form is to inform clients what information is being entered into the MIS (presently the eCOMPAS(e2) System).  This form is required for all clients who are accessing Ryan White Part A services.  This form needs to be updated annually on all clients prior to the delivery of services.

Clients are given the option to refuse to sign this form; however, they must be informed they will not be able to access any Ryan White Part A services at any agency until they do sign the form.

This form may not be modified or altered in any fashion by any agency for any reason.

Providers must inform clients that this Ryan White Part A provider list is subject to change.  It is recommended that this be documented in the client’s record.

Name of Patient:  Enter patient/client’s full name and date of birth on this line.  In the case of health proxy and/or guardian of adults, enter the health proxy or guardian’s name on Client/Guardian line and client’s name on Minor’s line.

Agency:  Enter the name (address and/or telephone number recommended) of the organization that is making the disclosure.  This is the agency that is releasing information.

Client:  Consumer signs and dates this line.  If the consumer is a minor or otherwise compromised by mental or physical disability, then this line needs to be signed and dated by parent, guardian, health proxy or power of attorney.

Witness:  This is signed and dated by the person witnessing the consumer’s signature.  In most cases this will be the service provider.

CONSENT FOR THE RELEASE OF INFORMATION

I, __________________________________________________________________________________, authorize

                                                               (Name of patient/client)

____________________________________________________________________________________________

                                               (Name of program or agency making disclosure)

to disclose to__________________________________________________________________________________

                                               (Name of person or organization to which disclosure is to be made)

the following information (be specific)______________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
The purpose of the disclosure authorized herein is to:__________________________________________________
____________________________________________________________________________________________
                                                                (Purpose of disclosure, as specific as possible)

The information may be given____________________________________________________________________
                                                                                       (indicate frequency)

I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that this consent will otherwise expire automatically as follows:_____________________________________
____________________________________________________________________________________________
                                                                     (Specify date, event, or condition)

____________________________________________________________________________________________
Signature of Client:________________________________________________Date:________________________

Signature of Parent, Guardian or 

Person authorized by law to give

consent, when required:_____________________________________________Date:________________________

Signature of Witness:_______________________________________________Date:________________________

This information is disclosed to you from records protected by Federal confidentiality laws.  Federal Regulations (42 CRF-Part 2) prohibit you from making further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  Whether or not consent is granted, this information may be disclosed to medical personnel to the extent necessary to meet a bona fide emergency and to qualified personnel for the purpose of conducting scientific research, management audits, financial audits, or program evaluation, but such personnel may not disclose the identity of the patient.  A General Authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse client, except as authorized by court order.  

Ryan White Part A

Bergen-Passaic Transitional Grant Area (TGA)

CRI 0607
APPENDIX C

BERGEN-PASSAIC EMA

RYAN WHITE TITLE I

FINANCIAL ASSESSMENT FORM

Approved by Planning Council 9/05

Revised June 2007

CAPS:
Services and caps vary yearly.

Referral Date:________________________________________
MIS #__________________

Referral Agency:_____________________________________


Person:_______________________________________
Phone:__________________

NOTE:  Please update client information as needed

DEMOGRAPHIC INFORMATION

Name______________________________________
D.O.B.________________________

Address____________________________________
Race__________________________

___________________________________________
Gender________________________

Phone______________________________________
S.S. #________-________-_______

HIV Confirmation____________________________
MIS system checked ____________












       date









MIS info______________________

Budget Worksheet:  (Household income)


______________________________

Family size: 

Adults __________  Children __________

Monthly Income



Monthly Expenses

	Salary
	$__________
	Rent/Shelter
	$__________

	SSI/SSD
	$__________
	Utilities
	$__________

	GA/TANF
	$__________
	Telephone
	$__________

	Disability
	$__________
	Cable
	$__________

	Unemployment
	$__________
	Support
	$__________

	Food Stamps
	$__________
	Medical/Rx
	$__________

	HOPWA
	$__________
	Insurance
	$__________

	Section 8
	$__________
	Food
	$__________

	Other
	$__________
	Other
	$__________

	
	==========
	
	==========

	TOTAL
	$__________
	TOTAL
	$__________


Outstanding Expenses/Special Circumstances:

____________________________________________________________________________________

____________________________________________________________________________________

	Service/Agency
	Comments:

(Applic. Date, Status, Past Applic., When, Services)

	ADDP
	

	PAAD
	

	HICP/Other Insurance
	

	Board of Social Services

(NJ Care, Med. Needy, Home Energy)
	

	Medicaid
	

	Medicare
	

	SSA/SSD/SSI
	

	Disability
	

	Unemployment
	

	HOPWA
	

	Section 8
	

	Other
	


DEFINITION OF ACRONYMS

	ADDP
	AIDS Drug Distribution Program

	GA
	Government Assistance

	HICP
	Health Insurance Continuation Program

	HOPWA
	Housing Opportunities for People with AIDS

	PAAD
	Pharmaceutical Assistance to the Aged & Disabled

	RX
	Prescription

	SSA
	Social Security Administration

	SSI
	Supplemental Security Income

	SSD
	Social Security Disability

	TANF
	Temporary Assistance for Needy Families


Staff Signature:________________________________

Date:___________________  

Sign below indicating that you have received a description and overview of services and that the above information given is correct.

Client Signature:_______________________________

Date:____________________
	
	DATE
	RECORD OF REQUEST
	APPROVED
	DENIED
	REFERRALS
	COMMENTS

	1.
	
	
	
	
	
	

	
	Conditions warranting request:


___________________________________


Staff Signature

	2.
	
	
	
	
	
	

	
	Conditions warranting request:


___________________________________


Staff Signature

	3.
	
	
	
	
	
	

	
	Conditions warranting request:


___________________________________


Staff Signature

	4.
	
	
	
	
	
	

	
	Conditions warranting request:


___________________________________


Staff Signature


APPENDIX D
FEDERAL ADA REQUIREMENTS

Federal Americans with Disabilities Act Standards and Requirements can be found at http://www.usdoj.gov/crt/ada/stdspdf.htm.
Many additional publications, not listed on this page, can be found at the National Criminal Justice Reference Service Web site and at the National Institute of Corrections Resources Web site. Portable Document Format (PDF) files may be viewed with a free copy of Adobe Acrobat Reader.

· The 21st Century Law Enforcement and Public Safety Act 

· About the Federal Bureau of Prisons 

· Access for 9-1-1 and Telephone Emergency Services Under the Americans with Disabilities Act, HTML Version 



Americans with Disabilities Act" 
Adobe Acrobat PDF Version
 

· Accessibility of State and Local Government Websites to People with Disabilities, Text Version, 6/03 

Adobe Acrobat PDF Screen Version, 236k 

Adobe Acrobat PDF Print Version, 1444k 

· Accessible Stadiums, Text Version 

Adobe Acrobat PDF Version 

· Accountability Report, FY 2001 

· Activities and Programs Brochure 

· ADA Checklist for New Lodging Facilities, 12/99 

· ADA Checklist for Readily Achievable Barrier Removal 

· The ADA and City Governments: Common Problems 

· ADA Design Guide 1 - Restriping Parking Lots, HTML Version 

Adobe Acrobat PDF Version 

· ADA Guide For Places of Lodging: Serving Guests Who Are Blind or Who Have Low Vision, 3/00, HTML Version 



Are Blind or Who Have Low Vision, 3/00" 
Adobe Acrobat PDF Version
 

· ADA Guide for Small Businesses, HTML Version 

Adobe Acrobat PDF Version 

· ADA Information Services, 4/99 

· ADA Mediation Program, 7/98 

· ADA Regulations and Technical Assistance Materials 

· ADA Tax Incentive Packet for Businesses 

· ADA Title II Technical Assistance Manual (1993) and Yearly Supplements 

· ADA Title II Highlights 

· ADA Title III Technical Assistance Manual (1993) and Yearly Supplements 

· ADA Title III Highlights 

· Address Based Geocoding, Final Report, 7/99 

· Addressing Police Misconduct: Laws Enforced By the United States Department of Justice, HTML Version 


By the United States Department of Justice" 
Text Version
 



By the United States Department of Justice" 
Adobe Acrobat PDF Version
 

· Adult Correctional Populations, 8/01 

· Afghanistan Country Brief - Drug Situation Report, 9/01 

· Age Patterns in Violent Victimization, 1976-2000, 2/02 

· Age Patterns of Victims of Serious Violent Crime, 9/97 

· Alcatraz. Final Annual Report. Adobe Acrobat (PDF) version 

· Alcatraz: Inmate Regulations, 1956 

· Alcohol and Crime, 4/98, HTML Version 

Adobe Acrobat PDF Version 

· Allegations of Racial and Criminal Misconduct at the Good O' Boy Roundup (March, 1996) 



Good Ò Boy Roundup (March, 1996)" 
Executive Summary
 



Good Ò Boy Roundup (March, 1996)" 
Table Of Contents with links to report sections
 

· Alleged Deception of Congress: The Congressional Task Force on Immigration Reform's Fact-Finding Visit to the Miami District of INS in June 1995 (June, 1996) 



Task Force on Immigration Reform's Fact-Finding Visit to the Miami District of INS in June 1995 


(June, 1996)" 
Prepared Congressional Testimony of the Inspector General
 



Task Force on Immigration Reform's Fact-Finding Visit to the Miami District of INS in June 1995 


(June, 1996)" 
Executive Summary
 



Task Force on Immigration Reform's Fact-Finding Visit to the Miami District of INS in June 1995 


(June, 1996)" 
Table Of Contents with links to report sections
 

· American Indians and Crime, 2/99 

· American Samoa Drug Threat Assessment, 6/01, HTML File 

Adobe Acrobat PDF File 

· Americans With Disabilities Act: A Guide For Small Towns, 3/00 

· Annual Accountability Report, 1999 

1998 

· Annual Foreign Intelligence Surveillance Act Reports to Congress 

· Annual Report of the Attorney General of the United States, 1997 

1996 

1995 

1994 

· Annual Report of the Department of Justice Asset Forfeiture Program, 2002 

2001 

2000 

1999 

1998 

Historic Reports 

· Annual Report to Congress Pursuant to the Equal Credit Opportunity Act Amendments of 1976, 4/01 

· Antitrust Division Manual 

· Antitrust Enforcement and the Consumer 

· An Antitrust Primer for Law Enforcement Personnel, 08/03 

(PDF Files) 

· Assessing the Accuracy of State Prisoner Statistics, 2/99 

· Assessment of U.S. Activities to Combat Trafficking in Persons, August 2003 

· Assets Forfeiture Fund and Seized Asset Deposit Fund Annual Financial Statement Fiscal Year 2002 

2001 

2000 

1999 

1998 

· Assistance at Self-Serve Gas Stations, 5/99 

PDF Files 

· Asylum Statistics By Nationality (PDF files) 

· Attorney General Guidelines For Victim and Witness Assistance, 1/00 HTML Version 
Text version 

Adobe Acrobat version 

APPENDIX E

RYAN WHITE CLIENT AND SERVICE ELIGIBILITY POLICIES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Office of the Secretary

Annual Update of the HHS Poverty Guidelines

AGENCY: Department of Health and Human Services.

ACTION: Notice.

-----------------------------------------------------------------------

SUMMARY: This notice provides an update of the HHS poverty guidelines to account for last calendar year's increase in prices as measured by the Consumer Price Index.

DATES: Effective Date: Date of publication, unless an office administering a program using the guidelines specifies a different effective date for that particular program.

ADDRESSES: Office of the Assistant Secretary for Planning and Evaluation, Room 404E, Humphrey Building, Department of Health and Human Services (HHS), Washington, DC 20201.

FOR FURTHER INFORMATION CONTACT: For information about how the guidelines are used or how income is defined in a particular program, contact the Federal, State, or local office that is responsible for that program. Contact information for two frequently requested programs is given below:

For information about the Hill-Burton Uncompensated Services Program (free or reduced-fee health care services at certain hospitals and other facilities for persons meeting eligibility criteria involving the poverty guidelines), contact the Office of the Director, Division of Facilities Compliance and Recovery, Health Resources and Services Administration, HHS, Room 10-105, Parklawn Building, 5600 Fishers Lane, Rockville, Maryland 20857. 
To speak to a person, call (301) 443-5656.  To receive a Hill-Burton information package, call 1-800-638-0742 (for callers outside Maryland) or 1-800-492-0359 (for callers in Maryland). 

You may also visit http://www.hrsa.gov/hillburton/default.htm. The Division of Facilities Compliance and Recovery notes that as set by 42 CFR 124.505(b), the effective date of this update of the poverty guidelines for facilities obligated under the Hill-Burton Uncompensated Services Program is sixty days from the date of this publication.

For information about the percentage multiple of the poverty guidelines to be used on immigration forms such as USCIS Form I-864, Affidavit of Support, contact U.S. Citizenship and Immigration Services at 1-800-375-5283 or visit http://www.uscis.gov/files/form/I-864p.pdf.

For information about the number of people in poverty or about the Census Bureau poverty thresholds, visit the Poverty section of the Census Bureau's Web site at http://www.census.gov/ hhes/www/poverty/poverty.html  or contact the Census Bureau's Demographic Call Center 

Staff at (301) 763-2422 or 1-866-758-1060 (toll-free).

For general questions about the poverty guidelines themselves, contact Gordon Fisher, Office of the Assistant Secretary for Planning and Evaluation, Room 404E, Humphrey Building, Department of Health and Human Services, Washington, DC 20201--telephone: (202) 690-7507--or visit http://aspe.hhs.gov/poverty/.

SUPPLEMENTARY INFORMATION:

2008 HHS Poverty Guidelines 

	Persons
in Family or Household
	48 Contiguous
States and D.C.
	Alaska
	Hawaii

	1
	$10,400
	$13,000
	$11,960

	2
	14,000
	17,500
	16,100

	3
	17,600
	22,000
	20,240

	4
	21,200
	26,500
	24,380

	5
	24,800
	31,000
	28,520

	6
	28,400
	35,500
	32,660

	7
	32,000
	40,000
	36,800

	8
	35,600
	44,500
	40,940

	For each additional
person, add
	3,600
	4,500
	4,140


SOURCE:  Federal Register, Vol. 73, No. 15, January 23, 2008, pp. 3971–3972 

The separate poverty guidelines for Alaska and Hawaii reflect Office of Economic Opportunity administrative practice beginning in the 1966-1970 period.  Note that the poverty thresholds — the original version of the poverty measure — have never had separate figures for Alaska and Hawaii.  The poverty guidelines are not defined for Puerto Rico, the U.S. Virgin Islands, American Samoa, Guam, the Republic of the Marshall Islands, the Federated States of Micronesia, the Commonwealth of the Northern Mariana Islands, and Palau. In cases in which a Federal program using the poverty guidelines serves any of those jurisdictions, the Federal office which administers the program is responsible for deciding whether to use the contiguous-states-and-D.C. guidelines for those jurisdictions or to follow some other procedure. 

The poverty guidelines apply to both aged and non-aged units.  The guidelines have never had an aged/non-aged distinction; only the Census Bureau (statistical) poverty thresholds have separate figures for aged and non-aged one-person and two-person units. 

Programs using the guidelines (or percentage multiples of the guidelines — for instance, 125 percent or 185 percent of the guidelines) in determining eligibility include Head Start, the Food Stamp Program, the National School Lunch Program, the Low-Income Home Energy Assistance Program, and the Children’s Health Insurance Program.  Note that in general, cash public assistance programs (Temporary Assistance for Needy Families and Supplemental Security Income) do NOT use the poverty guidelines in determining eligibility.  The Earned Income Tax Credit program also does NOT use the poverty guidelines to determine eligibility.  For a more detailed list of programs that do and don’t use the guidelines, see the Frequently Asked Questions (FAQs). 

The poverty guidelines (unlike the poverty thresholds) are designated by the year in which they are issued.  For instance, the guidelines issued in January 2008 are designated the 2008 poverty guidelines.  However, the 2008 HHS poverty guidelines only reflect price changes through calendar year 2007; accordingly, they are approximately equal to the Census Bureau poverty thresholds for calendar year 2007.  (The 2007 thresholds are expected to be issued in final form in August 2008; a preliminary version of the 2007 thresholds is now available from the Census Bureau.) 

The computations for the 2008 poverty guidelines are available. 

The poverty guidelines may be formally referenced as “the poverty guidelines updated periodically in the Federal Register by the U.S. Department of Health and Human Services under the authority of 42 U.S.C. 9902(2).” 

Allowable Uses of Funds for Discretely Defined Categories of Services
Formerly Policy No. 97-02, First Issued: February 1, 1997
June 1, 2000 

This policy statement concerns the use of funds awarded under Title I or Title II of the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act for the provision of services to eligible individuals. Guidance regarding allowable uses of funds awarded under other Titles of the CARE Act must be obtained from the Federal program offices responsible for their administration. 

Ryan White Program Services Definitions – Updated
CORE SERVICES 

Service categories:

a. Outpatient/Ambulatory medical care (health services) is the provision of professional diagnostic and therapeutic services rendered by a physician, physician's assistant, clinical nurse specialist, or nurse practitioner in an outpatient setting.  Settings include clinics, medical offices, and mobile vans where clients generally do not stay overnight.  Emergency room services are not outpatient settings.  Services includes diagnostic testing, early intervention and risk assessment, preventive care and screening, practitioner examination, medical history taking, diagnosis and treatment of common physical and mental conditions, prescribing and managing medication therapy, education and counseling on health issues, well-baby care, continuing care and management of chronic conditions, and referral to and provision of specialty care (includes all medical subspecialties). Primary medical care for the treatment of HIV infection includes the provision of care that is consistent with the Public Health Service’s guidelines.  Such care must include access to antiretroviral and other drug therapies, including prophylaxis and treatment of opportunistic infections and combination antiretroviral therapies. NOTE:  Early Intervention Services provided by Ryan White Part C and Part D Programs should be included here under Outpatient/ Ambulatory medical care.
b. AIDS Drug Assistance Program (ADAP treatments) is a State-administered program authorized under Part B of the Ryan White Program that provides FDA-approved medications to low-income individuals with HIV disease who have limited or no coverage from private insurance, Medicaid, or Medicare.  

c. AIDS Pharmaceutical Assistance (local) includes local pharmacy assistance programs implemented by Part A or Part B Grantees to provide HIV/AIDS medications to clients.  This assistance can be funded with Part A grant funds and/or Part B base award funds.  Local pharmacy assistance programs are not funded with ADAP earmark funding.  

d. Oral health care includes diagnostic, preventive, and therapeutic services provided by general dental practitioners, dental specialists, dental hygienists and auxiliaries, and other trained primary care providers.
e. Early intervention services (EIS) include counseling individuals with respect to HIV/AIDS; testing (including tests to confirm the presence of the disease, tests to diagnose to extent of immune deficiency, tests to provide information on appropriate therapeutic measures); referrals; other clinical and diagnostic services regarding HIV/AIDS; periodic medical evaluations for individuals with HIV/AIDS; and providing therapeutic measures.  

NOTE:  EIS provided by Ryan White Part C and Part D Programs should NOT be reported here.  Part C and Part D EIS should be included under Outpatient/ Ambulatory medical care.
f. Health Insurance Premium & Cost Sharing Assistance is the provision of financial assistance for eligible individuals living with HIV to maintain a continuity of health insurance or to receive medical benefits under a health insurance program. This includes premium payments, risk pools, co-payments, and deductibles.
g. Home Health Care includes the provision of services in the home by licensed health care workers such as nurses and the administration of intravenous and aerosolized treatment, parenteral feeding, diagnostic testing, and other medical therapies.  

h. Home and Community-based Health Services include skilled health services furnished to the individual in the individual’s home based on a written plan of care established by a case management team that includes appropriate health care professionals.  Services include durable medical equipment; home health aide services and personal care services in the home; day treatment or other partial hospitalization services; home intravenous and aerosolized drug therapy (including prescription drugs administered as part of such therapy); routine diagnostics testing administered in the home; and appropriate mental health, developmental, and rehabilitation services.  Inpatient hospitals services, nursing home and other long term care facilities are NOT included.

i. Hospice services include room, board, nursing care, counseling, physician services, and palliative therapeutics provided to clients in the terminal stages of illness in a residential setting, including a non-acute-care section of a hospital that has been designated and staffed to provide hospice services for terminal clients.  

j. Mental health services are psychological and psychiatric treatment and counseling services offered to individuals with a diagnosed mental illness, conducted in a group or individual setting, and provided by a mental health professional licensed or authorized within the State to render such services.  This typically includes psychiatrists, psychologists, and licensed clinical social workers.

k. Medical nutrition therapy is provided by a licensed registered dietitian outside of a primary care visit and includes the provision of nutritional supplements.  Medical nutrition therapy provided by someone other than a licensed/registered dietitian should be recorded under psychosocial support services.

l. Medical Case management services (including treatment adherence) are a range of client-centered services that link clients with health care, psychosocial, and other services.  The coordination and follow-up of medical treatments is a component of medical case management.  These services ensure timely and coordinated access to medically appropriate levels of health and support services and continuity of care, through ongoing assessment of the client’s and other key family members’ needs and personal support systems.  Medical case management includes the provision of treatment adherence counseling to ensure readiness for, and adherence to, complex HIV/AIDS treatments. Key activities include (1) initial assessment of service needs; (2) development of a comprehensive, individualized service plan; (3) coordination of services required to implement the plan; (4) client monitoring to assess the efficacy of the plan; and (5) periodic re-evaluation and adaptation of the plan as necessary over the life of the client.  It includes client-specific advocacy and/or review of utilization of services.  This includes all types of case management including face-to-face, phone contact, and any other forms of communication.  

m. Substance abuse services outpatient is the provision of medical or other treatment and/or counseling to address substance abuse problems (i.e., alcohol 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.

SUPPORT SERVICES 

n. Case Management (non-medical)
 includes the provision of advice and assistance in obtaining medical, social, community, legal, financial, and other needed services.  Non-medical case management does not involve coordination and follow-up of medical treatments, as medical case management does. 
o. Child care services are the provision of care for the children of clients who are HIV-positive while the clients attend medical or other appointments or Ryan White Program-related meetings, groups, or training.  

NOTE: This does not include child care while a client is at work.

p. Pediatric developmental assessment and early intervention services are the provision of professional early interventions by physicians, developmental psychologists, educators, and others in the psychosocial and intellectual development of infants and children.  These services involve the assessment of an infant’s or child’s developmental status and needs in relation to the involvement with the education system, including early assessment of educational intervention services. It includes comprehensive assessment of infants and children, taking into account the effects of chronic conditions associated with HIV, drug exposure, and other factors.  Provision of information about access to Head Start services, appropriate educational settings for HIV-affected clients, and education/assistance to schools should also be reported in this category.
q. Emergency financial assistance is the provision of short-term payments to agencies or establishment of voucher programs to assist with emergency expenses related to essential utilities, housing, food (including groceries, food vouchers, and food stamps), and medication when other resources are not available.

NOTE:  Part A and Part B programs must be allocated, tracked and report these funds under specific service categories as described under 2.6 in DSS Program Policy Guidance No. 2 (formally Policy No. 97-02).

r. Food bank/home-delivered meals include the provision of actual food or meals.  It does not include finances to purchase food or meals.  The provision of essential household supplies such as hygiene items and household cleaning supplies should be included in this item. Includes vouchers to purchase food.

s. Health education/risk reduction is the provision of services that educate clients with HIV about HIV transmission and how to reduce the risk of HIV transmission.  It includes the provision of information; including information dissemination about medical and psychosocial support services and counseling to help clients with HIV improve their health status.
t. Housing services are the provision of short-term assistance to support emergency, temporary or transitional housing to enable an individual or family to gain or maintain medical care.  Housing-related referral services include assessment, search, placement, advocacy, and the fees associated with them.  Eligible housing can include both housing that does not provide direct medical or supportive services and housing that provides some type of medical or supportive services such as residential mental health services, foster care, or assisted living residential services.
u. Legal services are the provision of services to individuals with respect to powers of attorney, do-not-resuscitate orders and interventions necessary to ensure access to eligible benefits, including discrimination or breach of confidentiality litigation as it relates to services eligible for funding under the Ryan White Program.  It does not include any legal services that arrange for guardianship or adoption of children after the death of their normal caregiver.

v. Linguistics services include the provision of interpretation and translation services.

w. Medical transportation services include conveyance services provided, directly or through voucher, to a client so that he or she may access health care services.

x. Outreach services are programs that have as their principal purpose identification of people with unknown HIV disease or those who know their status so that they may become aware of, and may be enrolled in care and treatment services (i.e., case finding), not HIV counseling and testing nor HIV prevention education.  These services may target high-risk communities or individuals.  Outreach programs must be planned and delivered in coordination with local HIV prevention outreach programs to avoid duplication of effort; be targeted to populations known through local epidemiologic data to be at disproportionate risk for HIV infection; be conducted at times and in places where there is a high probability that individuals with HIV infection will be reached; and be designed with quantified program reporting that will accommodate local effectiveness evaluation.

y. Permanency planning is the provision of services to help clients or families make decisions about placement and care of minor children after the parents/caregivers are deceased or are no longer able to care for them.

z. Psychosocial support services are the provision of support and counseling activities, child abuse and neglect counseling, HIV support groups, pastoral care, caregiver support, and bereavement counseling.  Includes nutrition counseling provided by a non-registered dietitian but excludes the provision of nutritional supplements.  
aa. Referral for health care/supportive services is the act of directing a client to a service in person or through telephone, written, or other type of communication.  Referrals may be made within the non-medical case management system by professional case managers, informally through support staff, or as part of an outreach program.

ab.
Rehabilitation services are services provided by a licensed or authorized professional in accordance with an individualized plan of care intended to improve or maintain a client’s quality of life and optimal capacity for self-care.  Services include physical and occupational therapy, speech pathology, and low-vision training.

ac.
Respite care is the provision of community or home-based, non-medical assistance designed to relieve the primary caregiver responsible for providing day-to-day care of a client with HIV/AIDS.

ad.
Treatment adherence counseling is the provision of counseling or special programs to ensure readiness for, and adherence to, complex HIV/AIDS treatments by non-medical personnel outside of the medical case management and clinical setting.
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