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PATERSON-PASSAIC COUNTY – BERGEN COUNTY

HIV HEALTH SERVICES PLANNING COUNCIL

PRIORITY SETTING FY 2012
REPORT TO THE GRANTEE

Introduction, Participation, Roles and Responsibilities
In FY 2012 the priority ranking and resource allocations process remained relatively unchanged, from the previous year.  In the previous fiscal year, steps were taken to (1) assure absence of conflict of interest by Planning Council members, (2) avoid opportunities for impassioned plea, and (3) assume sole responsibility by the Planning Council for reviewing all data, establishing policy, priorities and allocations.  These steps were successfully implemented and maintained in FY 2012.
To remove potential conflict of interest by aligned members of the Planning Council, each service category under consideration was voted on separately, and members aligned with that service category were required to declare their status and not permitted to vote.  Council members were permitted to offer their views and experiences during discussions to highlight the data.  However, comments considered personal or self-serving in nature were not allowed.
The Planning & Development Committee accepted responsibility for assuring a smooth and effective priority setting process on behalf of the Planning Council by establishing and maintaining a year-round detailed month-by-month timeline for completing the required tasks of priority setting and resource allocations.  The Committee reviewed the priority setting timeline at each of its monthly meetings and then intensified its efforts in May through August of 2011. The committee’s work included review of data and materials that would be brought to the Planning Council for consideration, guidance on procedural matters and formulating recommendations for consideration by the Council.

The tasks of the Planning Council were to:

· Define criteria for priority ranking and resource allocations;

· Review service category definitions and identify which categories would be prioritized and funded;

· Review and respond to the Statewide Coordinated Statement of Need

· Review the Comprehensive HIV Health Services Plan

· Review all associated data as described below;

· Determine priority rankings;

· Establish resource allocations;

· Formulate directives to the grantee;

· Establish contingency scenarios; and

· Submit a report to the grantee for the best use of Part A and MAI funds.

Persons living with HIV/AIDS (PLWHA) participated in the priority setting and resource allocation process on multiple levels.  All new Planning Council members, including PLWHA, received an all-day orientation that included training on the priority setting process.   Thereafter, on June 7, 2011 the Planning Council and interested PLWHA engaged in a “mock” priority setting process.  At that meeting, the participants were taken through the deliberation and voting process for one service category.  Participants used a shortened data work book, discussed factors relating to priorities and allocations, and then voted on that service category based on the information presented.  This process allowed PLWHA to see the process “in action” prior to the deliberations that began in July 2011.  Finally, members of the public, many of whom are PLWHA, were invited to the Council’s priority setting and resource allocations meetings and permitted to participate in discussions prior to the voting.
The Planning Council formally began the priority setting process on July 12, 2011 and completed resource allocations and directives to the grantee on October 19, 2011.  Recommendations and other vital issues were considered at Planning Council with motions and recommendations from the floor.  The overall process was successful and resulted in carefully considered priorities, allocations, and directives firmly grounded in the use of data for decision making.  This report describes the process as well as the decisions made by the Planning Council.

Data

As part of the priority setting process, the Planning Council reviewed an EpiProfile and Environmental Assessment of the Bergen-Passaic TGA, each utilizing New Jersey Department of Health and Senior Services, U.S. Bureau of the Census, and other nationally recognized statistics.  Under the guidance of the Planning & Development Committee, a complete data set, consisting of three (3) individual workbooks, was then assembled for the Planning Council with elements addressing the various criteria and variables considered crucial to decision making.  The FY 2012 Priority Setting Data Work Books were intended to assist members of the Paterson-Passaic County – Bergen County HIV Health Services Planning Council as they determined priorities, allocations and directives.  Data tables contained information requested by the Planning Council, supplemented by information and recommendations from the 2007 Consumer Survey and the 2011 Needs Assessment Update describing specific characteristics of the population as well as service needs, access and barriers.  

The Data Work Book was organized into three (3) parts: (1) profiles describing the infected population applicable to all service categories; (2) profiles for each funded service category pertaining to priority ranking; and (3) profiles for each service category pertaining to resource allocations.  Part I of the Data Work Book was intended to provide information about PLWH/A in the Bergen-Passaic TGA, regardless of the service category under consideration.  In most cases, service specific data was not available and thus, the information provided would be the most suitable.  Part II looked at each service category in the Part A program that was likely to be funded in fiscal year 2012.  Data tables provided information from the Needs Assessment, Gaps Analysis, the Client Satisfaction Survey, the Outcomes Measurement and other related studies.  Part III looked at each service category in the Part A program that was likely to be funded in fiscal year 2012.  Data tables provided information about how the funds were utilized in previous years and other sources of funds, apart from Part A, that support the needs of PLWH/A.  

The Process

Prior to starting the priority setting process, the Planning Council engaged in a practice “Mock Priority Setting” exercise.  The purpose of this exercise was to determine the readiness of Council members to work through the decision-making and the voting process.  As a result, some changes were implemented, and members were better prepared to complete their tasks.

Step 1. The process began with a review the TGA’s EpiProfile and Environmental Assessment.  In addition, the Planning Council discussed emerging issues affecting the HIV epidemic, both globally and locally.  They also underscored the importance of addressing unmet need and the Unaware population.
  The discussion began on July 12, 2011 and continued throughout the entire process.  The Planning Council also adopted an updated response to the existing Statewide Coordinated Statement of Need as part of its overarching principles for priority setting.
Step 2.  The Planning Council then determined criteria to guide the priority setting process.  FY 2012 criteria, stated in priority order are as follows:

1. Documented need of the in-care and out-of-care populations, as indicated by the local epidemiology of HIV, service needs specified in the needs assessment, and other structured sources of information.  Based on:  consumer survey, local epidemiology data, and the needs assessment.  

2. Documented needs of special and emerging populations with severe need, in care and out of care, as indicated by the local epidemiology of HIV, service needs specified in the needs assessment, and other structured sources of information.  Based on: consumer survey, local epidemiology data, the needs assessment, special studies, and client acuity rating system data (CARS).

3. Ability to achieve 100% access, balanced between ongoing and emerging needs.  Based on: geographic location, language spoken, and analysis of the continuum of care.

4. Ability to achieve 0% disparity, balanced between ongoing and emerging needs, without regard to race, gender, sexual orientation or language spoken.  Based on: PLWHA demographic profile, Part A demographic profile, and client satisfaction.

5. Quality, cost and outcome effectiveness of services, as measured through client surveys, outcome measurement and other evaluation methods.  Based on: grantee’s service delivery assessment, client satisfaction survey, clinical and support services outcomes measures, and quality indicators.

Step 3.  The Planning Council reviewed service category definitions and identified which categories would be prioritized.  The Committee used HRSA’s current list of service categories as the basis for this prioritization.  Decisions were also made for inclusion of specific core and support services.  

Step 4.  Two models for determining priority and resource allocations were developed in prior years: one for priority ranking and one for resource allocations.  Both models utilized weighted scales to calculate importance factors and changes from last year to this year.  The Planning Council retained both models with some modifications.
The priority ranking model utilized the five criteria identified above, each of which was assigned an importance ranking based on a scale of 1 (lowest) to 5 (highest).  For each service category, Planning Council members ranked the five priority setting criteria on a scale from least priority (1) to greatest priority (5).  Scores of the five criteria were averaged and weighted with equal importance, 20% for each criterion.  

Voting was for each service category individually.  Aligned members of the Planning Council were not permitted to vote on the service category to which they were aligned.  The Planning Council began Steps 2, 3 and 4 on July 12, 2011 and completed the process on August 9, 2011.

Step 5. As with Priority Ranking, the Planning Council assumed responsibility for reviewing data pertaining to service utilization and other sources of funds.  A decision model was constructed based on the following assumptions: 

1. Total allocations reflect stable funding, i.e. no increase or decrease from fiscal year 2011.

2. A baseline establishes funding for all service categories at one hundred percent of the prior year.

3. For each service category, Planning Council members ranked utilization on a scale ranging from lowest (1) to highest (5).  Similarly, availability of other sources of funds were ranked according to funding availability, ranging from adequate other funds available (1) to no other funds available (5).  Scores were then averaged and weighted.  This calculation was applied after Council members voted and yielded a final score for the service category.   

4. The weighted utilization/need score was applied to the baseline to produce a new dollar amount for each service category.  When the total differed from the prior year, specific categories were adjusted through deliberation by the Planning Council members to arrive at a consensus of which services would receive increased or decreased funds.    

5. When deliberations were completed, allocations were then translated into percentages.

Voting was for each service category individually.  Aligned members of the Planning Council were not permitted to vote on the service category to which they were aligned.

Step 6.  The Planning Council developed directives to the grantee based on the most recent information from the Statewide Coordinated Statement of Need, Comprehensive HIV Health Services Plan, Quality Improvement Performance Results, Outcomes and Satisfaction Surveys, Needs Assessments, Special Population Studies, Epi-Profiles, Environmental Assessments and CARS data.  The Council also carefully considered emerging issues such as reduced funding for ADAP and initiatives for addressing the EIIHA population.

Recommendations were offered jointly by the Planning & Development Committee and the Steering Committee.  Discussion and voting for each service category occurred at the Planning Council meeting on September 13, 2011.  Aligned members were not permitted to vote on behalf of the service category to which they were aligned.  

Step 7.  Contingency scenarios were reviewed from the prior year and then discussed and approved by all members of the Planning Council on September 13, 2011.  The results are presented below.  
Results

Service Categories
The Planning Council reviewed all allowable service categories and determined which would be prioritized in FY 2012.  One new service category, Health Insurance Premium & Cost Sharing Assistance, was added, as described below.  The approved service categories are listed in Tables 1-3 along with their numerical ranking.  
Service Categories and Priority Rankings

The Planning Council reviewed each allowable service category and determined which would be prioritized in FY 2012.  The approved service categories are listed in Tables 1-3 along with their numerical ranking.

For FY 2012, members of the Planning Council determined that service categories should be ranked by ballot vote in accordance with the approved priority setting process.  All services ranked in FY 2011 were ranked again in FY 2012 with one exception: Linguistic Services was eliminated because it has not received any allocations for two years and bilingual capacity is routinely required as a condition of award.
Health Insurance Premium and Cost Sharing Assistance was ranked in FY 2012 in response to the economic pressures and questions regarding adequacy of ADDP funding from Part B.  As in FY 2011, Home and Community-based Health Services was bundled with AIDS Drug Assistance Program (ADDP)/AIDS Pharmaceutical Assistance (local).  The Planning Council recommended that funding include only durable medical equipment within Home and Community-based Health Services funding.  HRSA has indicated this would be an allowable exception.
Table 1

Prioritized Service Categories FY 2012
Part A Rankings
	FY 2011
Rank
	FY 2012
Rank
	Service Category

	
	
	Core Services

	1A
	1
	Ambulatory/Outpatient Medical Care

	1B
	2
	Early Intervention Services

	2
	3
	AIDS Drug Assistance Program (ADDP)/AIDS Pharmaceutical Assistance (local)/Home & Community-based Health Services

	3
	4
	Mental Health Services 

	4
	
5
	Medical Case Management Services

	5
	6
	Oral Health Care

	6
	7
	Substance Abuse Services Outpatient

	
	
	

	
	
	Support Services

	7
	8
	Outreach Services/Health Education/Risk Reduction

	8
	9
	Non-Medical Case Management/Treatment Adherence Counseling (non-medical)

	10
	10
	Psychosocial Support Services

	12
	11
	Housing Services

	13
	12
	Food Bank/Home Delivered Meals

	9
	13
	Legal Services/Permanency Planning

	11
	14
	Medical Transportation Services

	15
	15
	Health Insurance Premium & Cost Sharing Assistance



Note:  Linguistics Services ranked #14 in FY2011; not ranked in FY 2012.
Service categories and priorities for MAI funds were modified from FY 2011 by adding two new service categories: AIDS Pharmaceutical Assistance and Emergency Financial Assistance.  In all, six service categories were ranked in FY 2012.  See Table 2.

Table 2

Prioritized Service Categories FY 2012
MAI Priority Rankings

	FY 2011
Rank
	FY 2012
Rank
	Service Category

	1
	1
	Early Intervention Services

	4
	2
	Substance Abuse Services Outpatient

	3
	3
	Outreach Services/ Health Education/Risk Reduction

	NR
	4
	AIDS Pharmaceutical Assistance

	2
	5
	Non-Medical Case Management

	NR
	6
	Emergency Financial Assistance


For Part A, ten (10) HRSA approved service categories were not prioritized for FY 2012.  The rationale for excluding these service categories is shown in Table 3.  In all cases, excluded service categories were available through other programs, either in or outside of Ryan White. 
Table 3

Services Not Prioritized in FY 2012
	Service Category
	Rationale

	Core Services
	

	Home Health Care
	Alternative programs available; DME supplies are allowed under local pharmaceutical assistance by HRSA special permission.

	Home and Community-based Health Services
	Available through ACCAP

	Hospice Services
	Alternative programs available 

	Medical Nutrition Therapy
	Available with outpatient medical care

	Support Services
	

	Child Care Services
	Alternative programs available

	Pediatric Developmental Assessment and Early Intervention Services
	Alternative programs available

	Emergency Financial Assistance
	Available through other Part A and HOPWA programs

	Referral for health care/supportive services
	Available with medical case management

	Rehabilitation Services
	Alternative programs available

	Respite Care
	Alternative programs available


Resource Allocations

The Part A and MAI resource allocations decisions adopted by the Planning Council on September 13, 2011 for FY 2012 are shown in Tables 4 and 5 below.  Resource allocations reflect local needs for PLWHA as well as national priorities established by the National AIDS Strategy and HRSA directives.  Rationales for the Planning Council’s decisions are described beginning on page 11.
Table 4

FY 2011 and FY 2012 Resource Allocations 

Part A Direct Services and MAI

Bergen-Passaic TGA

	FY 2012 Ranking
	Service Category
	FY 2011
Allocation
(In Percent) (a)
	FY 2012
Allocation
(In Percent)

	
	Core Services
	
	

	1
	Ambulatory/Outpatient Medical Care
	22.49%
	22.49%

	2
	Early Intervention Services
	3.00%
	3.43%

	3
	AIDS Drug Assistance Program (ADDP)/AIDS Pharmaceutical Assistance (local)/Home & Community-based Health Services
	4.22%
	4.43%

	4
	Mental Health Services 
	12.03%
	10.96%

	5
	Medical Case Management Services
	10.68%
	11.78%

	6
	Oral Health Care
	14.30%
	14.32%

	7
	Substance Abuse Services Outpatient
	11.31%
	11.05%

	
	Support Services
	
	

	8
	Outreach Services/Health Education/Risk Reduction
	2.35%
	2.35%

	9
	Non-Medical Case Management/Treatment Adherence Counseling (non-medical)
	11.43%
	11.13%

	10
	Psychosocial Support Services
	0.42%
	0.44%

	11
	Housing Services
	0.86%
	0.24%

	12
	Food Bank/Home Delivered Meals
	1.32%
	1.46%

	13
	Legal Services/Permanency Planning
	0.92%
	1.02%

	14
	Medical Transportation Services
	4.66%
	4.89%

	15
	Health Insurance Premium & Cost Sharing Assistance (b)
	0.00%
	0.00%

	
	MAI 
	
	

	1
	Early Intervention Services
	19.24%
	21.21%

	2
	Substance Abuse Services Outpatient
	15.58%
	15.58%

	3
	Outreach Services/Health Ed. and Risk Reduction
	19.24%
	19.24%

	4
	AIDS Pharmaceutical Assistance (b)
	-
	0.00% 

	5
	Case Management - Non-medical
	45.94%
	43.97%

	6
	Emergency Financial Assistance (b)
	-
	0.00%


Notes:

(a)  FY2011 percentages are consistent with the Planning Council’s original allocations and may not reflect actual year-end FY2011.

(b) Prioritized, not funded.

Table 5
FY 2011 and FY 2012 Resource Allocations 

Totals

	
	FY 2011
	FY 2012

	Part A Core Services
	78.03%


	78.46%



	Part A Support Services
	21.97%


	21.54%



	Total Part A Services
	100.00%
	100.00%

	
	
	

	MAI Core Services
	34.82%
	36.79%

	MAI Support Services
	65.18%
	63.21%

	Total MAI Services
	100.00%
	100.00%

	
	
	

	Part A and MAI Core Services
	75.00%
	75.02%

	Part A and MAI  Support Services
	25.00%
	24.98%

	Total Part A and MAI Services
	100.00%
	100.00%


The FY 2012 results reflect the consensus of the Planning Council to approve:

· Increases for four core and four support services in Part A;

· Decreases for two core and two support services in Part A;

· Increase for one core services in MAI;
· Decrease for one support service in MAI; 
· No change for one core service and two support services in Part A; and
· No change for two services in MAI.
One support service was prioritized but not funded for FY 2012, as described on page 13.  See Table 6 for a summary of changes from FY 2011.
Table 6
Resource Allocations

FY 2012
	Increased
	No Change or Not Funded
	Decreased

	Part A Core Services

	Early Intervention Services (from 3.00% to 3.43%)
	Ambulatory/Outpatient Medical Care (22.49%)
	Mental Health Counseling (from 12.03% to 10.96%)

	AIDS Pharmaceutical Assistance (from 4.22% to 4.43%)
	
	Substance Abuse Treatment (from 11.31% to 11.05%)

	Medical Case Management (from 10.68% to 11.78%)
	
	

	Oral Health Care (from 14.30% to 14.32%)
	
	

	Part A Support Services

	Psychosocial Support Services (from 0.42% to 0.44%)
	Outreach Services/HERR (2.35%)
	Housing Services (from 0.86% to 0.24%)

	Food Bank/Home Delivered Meals (from 1.32% to 1.46%)
	Health Insurance Premium & Cost Sharing Assist. (0.0%)


	Non-Medical Case Management (from 11.43% to 11.13%)

	Legal Services/Permanency Planning (from 0.92% to 1.02%)
	
	

	Medical Transportation Services (from 4.66% to 4.89%)
	
	

	MAI

	Early Intervention Services (from 19.24% to 21.21%)
	Substance Abuse Treatment (15.58%)
	Non-Medical Case Management (from 45.94% to 43.97%)

	
	Outreach Services/HERR (19.24%)
	


Each service category is addressed further as follows, in the order they were ranked.

Core Services

Ambulatory/Outpatient Medical Care will remain at 23.36% in FY 2012.  Primary medical care is the first priority of Ryan White Part A Program and will receive the largest amount of funding of all service categories.  All other services must be linked to primary medical care.  
Funds will be needed to (1) meet ongoing need, as indicated by current utilization data; (2) prepare for anticipated volume increases from outreach efforts; (3) address the rising costs of providing medical care and lab tests; and (4) meet the medical needs of aging PLWHA requiring more complex treatments.   Medical providers from the TGA expressed a need for sub-specialty care.  
Early Intervention Services will be increased from 3.00% to 3.43% of Part A.  In addition, 19.24% of MAI funds will be allocated to this service category.  This decision is in response to President Obama’s National AIDS Strategy and HRSA’s initiative to address the Unaware population.  Programs will be developed and/or expanded in FY 2012 to include the full continuum of testing, referral and engagement in medical care.

AIDS Pharmaceutical Assistance will increase from 4.22% in FY 2011 to 4.43% in FY 2012.  In 2010, the New Jersey legislature reduced eligibility requirements for PLWHA receiving ADAP from 500% of the federal poverty level (FPL) to 300%.  This policy will be reversed in FY 2012.  Although ADAP funding reductions for antiretroviral medications have been recovered, there will be insufficient coverage for medications for co-morbid conditions such as diabetes, heart disease, etc.  The Planning Council believes that Part A funds are needed to offset the additional expenses incurred by PLWHA who come under this restriction.
Mental Health Therapy and Counseling will be decreased from 12.03% in FY 2011 to 10.96% in FY 2012.  The Council recognizes the need for mental health services to respond to emotional problems arising from co-morbidities, longer life expectancies and added stress of living with HIV/AIDS.  Information from the 2009 focus groups indicated a need for “emotional supports” which can be provided through mental health counseling/therapy.  Providers also reported an increase in newly diagnosed clients at the beginning stage of medical care and drug therapy.  Mental health treatment helps to engage the newly diagnosed and to maintain adherence to medical regimens.  Nevertheless, the Council elected to reduce Ryan White Part A funding due to expanded Medicaid coverage.  

Medical Case Management will be increased from 10.68% in FY 2011 to 11.78% in FY 2012. The Council’s decision is based on the ongoing emphasis on engagement and retention into care and the critical role of the medical case manager in meeting the goals of the FY 2012 Plan.  Case managers are also expected to play an additional role in the TGA’s Plan to Engage the Unaware Population.
Oral Health Care will be increased slightly from 14.30% in FY 2011 to 14.32% in FY 2012.  This decision reflects the need to address continued demand for this service and consumers’ response to the 2007 Consumer Survey and the 2011 gaps analysis.  Further, the Council recognizes the need to support oral health care as a core service, which is mandated for full funding.  

Substance Abuse Treatment will decline in FY 2012 from 11.31% to 11.03%.  This decision was based on effective treatment programs and alternative programs for substance users now available in the TGA.  Additionally, the 2008 Needs Assessment documented reduced HIV infection through intravenous drugs.  However, the Council recognized the need to maintain substance abuse treatment in this TGA as critical to engagement and retention in HIV care, and therefore allocated 15.58% of MAI funds to substance abuse treatment in FY 2012.  MAI funds will be targeted to African-Americans, Hispanics and MSM of Color.

Support Services

Outreach Services/Health Education and Risk Reduction will remain at 2.35% in FY 2012.  MAI funds for this service category will be targeted to African-Americans, Hispanics and MSM of color.

Non-Medical Case Management will decline from 11.43% of Part A funds in FY 2011 to 11.13% in FY 2012.  As supportive services are leveraged with non-HIV providers, PLWHA will need the help of case managers to direct them to other available services within the community. Non-medical case management will continue to play an important role in this respect.  In recognition of this, the Planning Council allocated 43.97% of MAI funds to non-medical case management targeted to African-Americans, Hispanics and MSM of color.

Psychosocial Support Services will increase slightly from 0.42% in FY 2011 to 0.44% in FY 2012. This small amount is considered necessary to maintain the effective current support groups.

Housing Services will be decreased from 0.86% in FY 2011 to 0.24% in FY 2012.  HOPWA is the principal source of housing assistance, and it has proven effective as an alternative funding stream.  As a result, the need for Part A funds is diminished.  However, as a stable housing situation is critical to retention in medical care, the Council believes that a small allocation in the short-term for services not available from HOPWA is justified. 

Food Bank/Home Delivered Meals will be increased from 1.32% in FY 2011 to 1.46% in FY 2012.  This decision recognizes the availability of food sources from other available programs in the TGA, including HOPWA, while understanding the need for proper nourishment among PLWHA.

Legal Services/Permanency Planning will be increased slightly from 0.92% in FY 2011 to 1.02% in FY 2012.  This decision was made in light of high demand and the need to support PLWHA who are experiencing significant legal barriers to obtaining medical care. 

Medical Transportation Services will increase from 4.66% in FY 2011 to 4.89% in FY 2012.  The centralized transportation system now in place emphasizes alternate transportation modalities, such as bus passes and vouchers.  Nonetheless, the need for mobile van service remains, and rising costs of fuel and vehicle maintenance are notable.

Health Insurance Premium & Cost Sharing Assistance was prioritized but will not be funded in FY 2012.  This was the first year the Planning Council recognized the importance of this service category as the cost of insurance coverage continues to inflate and burdens for PLWHA are great.  However, other programs available in New Jersey are expected to assist those with inadequate coverage in FY 2012, and therefore the Planning Council elected not to fund this service category.
Directives to the Grantee

Specific directions were provided to the Grantee for each service category.  This year, the Planning Council asked for specific efforts to link PLWHA in medical care as well as specific strategies to address the Unaware population.  Further, priorities established by the Comprehensive HIV Health Services Plan, the 2011 Quality Management Plan and the Office of Performance Review Plan were incorporated into the directives.  Directives are identified by service category in Table 7.

Table 7

Directives to the Grantee for Use of Funds FY 2012
Paterson-Passaic County – Bergen County

HIV Health Services Planning Council

Draft FY 2012 Directives to the Grantee
	Service Categories
	Fiscal Year 2012 Directive

	Core Services

	Ambulatory/Outpatient Medical Care
	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Document linkage agreements with outreach providers to re-engage patients in care.

· Document linkages with out-of-care, diagnosed but unaware.

· Provide statistics on persons engaged or re-engaged in care.

· Continue to investigate successful strategies to maintain clients in care.

· Continue to fund ancillary services (i.e. x-ray, diagnostics and labs) at current levels as long as primary needs are met first.

· Continue to fund GYN care, Ophthalmology, Hepatitis C Treatment, and other sub-specialty care as funding levels permit.

· Provide for ongoing technical assistance with e2, with the goal of improving quality of care as included action steps in the Annual Quality Management Plan.

· Support the Quality Management Team’s work with implementation of the Quality Management Plan.

· Develop and support creative use of incentive programs as a means to direct the hard-to-reach/hard-to-engage consumer in medical care.



	Early Intervention Services
	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Document and count those who are newly diagnosed in the TGA.

· Document and count those newly diagnosed and engaged in care inside and outside the TGA and/or Part A.

· Document linkage agreements with outreach providers to engage persons in care.

· Develop linkage agreements with HIV testing sites to help engage persons in care.

· Develop and support creative use of incentive programs as a means to direct the hard-to-reach/hard-to-engage consumer in medical care.

· Require EIS providers to develop and document strategies to link newly diagnosed PLWHA in care.

· Require EIS providers to refer first to Part A medical providers, followed by referral to non-Part A Ryan White providers.

· Monitor and review progress with implementation of the EIIHA Plan at each quarterly grantee meeting and include in the Grantee’s semi-annual report to the Planning Council.

· Continue to support the EIIHA Plan through activities outlined in the Annual Quality Management Plan.

· Work with the Planning Council in developing and adopting new standards of care.

· Formalize a policy on eligibility of persons seeking Part A services for people who reside outside the TGA.



	AIDS Pharmaceutical Assistance/Home Health Services
	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Allocate any unexpended funds to the State’s ADDP if needed and not eligible for carry-over.

· Fund 3% of the total allocation of this service category for home health/durable medical equipment (DME).  

· Allocate unobligated DME funds back to local AIDS Pharmaceutical Assistance.



	Oral Health Care


	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Continue to provide up to 30% of total allocation of this service category for lab work and dentures.

· Implement cost containment steps as per the Oral Health Analysis recommendations.

· Require sub-grantees to document cost containment strategies.



	Medical Case Management  


	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Continue to ensure that all case managers receive ongoing training, in accordance with the current approved Case Management Standards.

· Determine and utilize best practices to ensure consumers and all case managers are informed about the availability and eligibility requirements for other sources of funds and services.

· Continue to document linkages and case conferences between adherence and medical case management providers.

· Support innovative evidence-based programs such as patient navigators or intensive case management for clients with a CARS Score at Level 4.0.

· Implement a quality improvement program for case management including peer learning and Plan-Do-Study-Act.

· Work with the Planning Council to develop and adopt standards of care for medical case management.  



	Mental Health Therapy/Counseling
	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Continue to encourage social marketing efforts to recruit patients into Mental Health Therapy/Counseling.

· Link the primary medical care providers with mental health providers following mental health screening at the primary care visit.

· Ensure culturally appropriate mental health services for special PLWHA populations.

· Require mental health providers to inform patients of their options within the Part A Program in the TGA when wait times exceed two weeks.



	Substance Abuse Treatment
	· Require new enrollees in Part A core services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Allocate up to 5% of the total substance abuse treatment allocation to buprenorphine/suboxone treatment.

· Continue to require all substance abuse providers to hold a current DMHAS license in accordance with State of New Jersey regulation.

· Continue to encourage substance abuse providers to target recruitment of populations in the younger age groups (20 to 29 and 30 to 39).

· Work with the Planning Council to address acupuncture in the substance abuse treatment standards.

· Require an annual mental health screen for all substance abuse treatment clients and work with the Planning Council to revise standards accordingly

· Continue to work with the Syringe Exchange Program and Mobile Treatment Program to identify the unaware.


	Service Categories
	Fiscal Year 2012 Directive

	Support Services

	Non-Medical Case Management  


	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Continue to ensure that all case managers receive ongoing training, in accordance with the current approved Case Management Standards.

· Determine and utilize best practices to ensure consumers and all case managers are informed about the availability and eligibility requirements for other sources of funds and services.

· Support innovative evidence-based programs such as patient navigators or intensive case management for patients with a CARS Score at Level 4.0.

· Implement a quality improvement program for case management including peer learning and Plan-Do-Study-Act.

	Outreach/Health Education and Risk Reduction
	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Providers should demonstrate linkages to existing New Jersey state funded prevention outreach programs, HIV testing sites and HIV medical providers.

· Require Outreach providers to document linkage agreements with EIS providers to engage persons in care.

· Require Outreach providers to refer first to Part A medical providers, followed by referral to non-Part A Ryan White providers.

· Target programs to emerging populations, especially MSM, PLWHA of color, IDU, Hispanic and young female PLWHA.

· Target the Unaware population for HIV testing, referral and engagement in care.

· Enhance strategies to identify and engage out-of-care PLWHA, especially hard-to-reach populations such as young gay males and PLWHA residing outside the established epicenters of the Bergen-Passaic TGA.

· Identify the availability of social marketing training, and require providers to participate.

· Explore the availability of outreach services in the smaller epicenters (e.g., Clifton, Teaneck, Englewood and Fort Lee).

· Investigate and implement, as appropriate, best practices known to be used in Hudson and Essex counties that target highly stigmatized populations, e.g. NJCRI’s mapping project.

· Ensure collaboration and coordination among all outreach providers across the TGA.

· Develop and support creative use of incentive programs as a means to direct the hard-to-reach/hard-to-engage consumer in medical care.

· For providers of Health Education and Risk Reduction, utilize only CDC approved curricula and interventions when conducting HERR.

	Housing Services
	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Provide housing assistance only to those persons who are not eligible for HOPWA assistance and/or when HOPWA funds are not available.

	Medical Transportation Services


	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing.

· Provide medical transportation services during off-hours, as funding permits.

	Food Bank/Home Delivered Meals
	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing.

	Legal Services/Permanency Planning
	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing. 

· Monitor providers’ progress with adherence to standards.

	Psychosocial Support Services
	· Verify that all funded support services must document the engagement and retention of PLWHA’s in medical care. 
· Require new enrollees in Part A support services to complete the needs assessment consumer survey, and tie this requirement to billing. 

· Monitor providers’ progress with adherence to standards.


Other Directives to the Grantee

1. Incorporate recommendations of the Cultural Competency Task Force and mandate an annual training with all providers addressing cultural competency and barriers to care such as language, stigma, culture and information.  

2. Submit a Semi-annual Report to the Steering Committee and the Planning & Development Committee in January and July on the effectiveness and compliance of directives. This narrative report shall provide specific documented evidence of compliance with each of the bulleted directives.  This report shall be incorporated into the Council’s Priority Setting Process as well as the administrative mechanism review.

3. Continue to monitor and report on the distribution of services between counties, and acknowledge perceptions of inadequacies in Bergen County.  Consider consumer and provider education regarding regulatory requirements that control the distribution of services between counties.
4. Work with the Planning Council to update all approved standards of care; and work with the Planning Council to post all approved standards of care within one month of adoption with effective date of implementation.

5. Ensure the implementation of the EIIHA Plan, particularly with regard to collaboration with non-Ryan White entities.

Contingency Scenarios
In the event that FY 2012 funding levels significantly change from the prior fiscal year, the Planning Council determined the following course of action.

Scenario 1: If funding is up to 30% (+/-) of the FY 2011 award, the Grantee will distribute funds proportionately in accordance with percentages established by the Planning Council. 

Scenario 2: If funding is reduced by more than 30% of the FY 2011 award, then the Grantee will (1) hold core services at 70% of the FY 2011 level provided it meets the 75% minimum for core services; (2) hold case management – non-medical at 80% of the FY 2011 level; (3) eliminate funding for housing and psychosocial services; and (4) distribute the remaining funds proportionately across the other funded support services (excluding case management – non-medical which is funded at 80%).

Scenario 3: If funding exceeds 30% of the FY 2011 award, the Grantee will distribute funds proportionately in accordance with percentages established by the Planning Council. 

EXHIBIT A
	Priority Ballot Scores

	 
	Avg. Score

	Core Services
	In Care/Not in Care
	Special Pop. Needs
	Access
	Disparities
	Effectiveness
	Average
	Balloted Ranking

	CORE

	Ambulatory/Outpatient Medical Care
	4.400000
	4.333333
	4.066667
	3.866667
	4.266667
	4.186667
	1

	Early Intervention Services
	4.000000
	4.272727
	3.545455
	3.909091
	3.727273
	3.890909
	2

	AIDS Drug Distribution Program (ADDP)/AIDS Pharmaceutical Assistance (local)/Home & Community-based Health Services
	4.230769
	4.307692
	4.000000
	4.076923
	4.307692
	4.184615
	3

	Oral Health Care 
	4.285714
	4.214286
	4.071429
	3.928571
	3.785714
	4.057143
	6

	Medical Case Management Services 
	4.222222
	4.333333
	3.888889
	4.333333
	4.333333
	4.222222
	5

	Mental Health Services
	4.363636
	4.454545
	4.272727
	3.909091
	4.181818
	4.236364
	4

	Substance Abuse Services Outpatient
	3.727273
	3.727273
	3.818182
	3.363636
	3.454545
	3.618182
	7

	SUPPORT

	Outreach Services/Health Education and Risk Reduction
	4.222222
	3.888889
	3.888889
	3.888889
	3.888889
	3.955556
	8

	Non-Medical Case Management/Tx adherence counseling 
	3.900000
	3.800000
	3.800000
	4.100000
	3.900000
	3.900000
	9

	Legal Services/Permanency Planning
	3.692308
	3.769231
	3.307692
	3.461538
	3.384615
	3.523077
	13

	Psychosocial Support Services
	3.363636
	3.363636
	3.818182
	3.636364
	3.181818
	3.472727
	10

	Medical Transportation Services
	3.571429
	3.214286
	3.428571
	2.923077
	3.230769
	3.571429
	14

	Housing Services
	3.833333
	3.833333
	3.583333
	3.750000
	3.500000
	3.273626
	11

	Food Bank/Home Delivered Meals
	3.785714
	3.571429
	3.642857
	3.285714
	3.642857
	3.585714
	12

	Health Insurance Premium & Cost Sharing Assistance
	3.125000
	3.250000
	2.937500
	2.875000
	2.875000
	3.012500
	15

	MAI

	Early Intervention Services
	4.272727
	4.363636
	4.090909
	4.000000
	4.000000
	4.145455
	1

	Non-Medical Case Management
	3.800000
	3.700000
	3.600000
	3.600000
	3.600000
	3.660000
	5

	Outreach Services/ Health Education/Risk Reduction
	4.000000
	3.888889
	3.777778
	3.777778
	3.777778
	3.844444
	3

	Substance Abuse Services Outpatient
	4.272727
	4.000000
	4.272727
	4.090909
	4.090909
	4.145455
	2

	AIDS Pharmaceutical Assistance
	4.000000
	3.846154
	3.615385
	3.615385
	3.692308
	3.753846
	4

	Emergency Financial Assistance
	3.750000
	3.562500
	3.187500
	3.312500
	3.375000
	3.437500
	6


EXHIBIT B
	2012 Ranking
	Service Category
	2011
 Allocation
	Total $
	Adjustment 
$
	Total Adjusted $
	2012
Allocation
In Percent
Part A

	
	CORE
	
	
	
	
	

	4
	Mental Health Therapy and Counseling
	 $                  365,784 
	 $     365,784 
	 $      (32,482)
	 $     333,302 
	10.96%

	5
	Medical Case Management
	 $                  324,918 
	 $     358,222 
	
	 $     358,222 
	11.78%

	1
	Ambulatory/Outpatient Medical Care
	 $                  683,829 
	 $     683,829 
	
	 $     683,829 
	22.49%

	3
	AIDS Pharmaceutical Assistance
	 $                  128,314 
	 $     134,730 
	
	 $     134,730 
	4.43%

	6
	Oral Health Care
	 $                  434,805 
	 $     479,373 
	 $      (44,000)
	 $     435,373 
	14.32%

	2
	Early Intervention Services*
	 $                     91,217 
	 $       91,217 
	 $       13,000 
	 $     104,217 
	3.43%

	7
	Substance Abuse Services Outpatient*
	 $                  343,892 
	 $     361,087 
	 $      (25,000)
	 $     336,087 
	11.05%

	
	Total Core
	 $               2,372,759 
	 $  2,474,241 
	 $      (88,482)
	 $  2,385,759 
	78.46%

	
	Surplus/Deficit
	
	 $   (101,482)
	
	
	

	
	
	
	
	
	
	

	
	SUPPORT
	
	
	
	
	

	8
	Outreach Services/Health Ed. and Risk Reduction*
	 $                     71,454 
	 $       71,454 
	
	 $       71,454 
	2.35%

	9
	Case Management -  Non-medical*
	 $                  347,540 
	 $     383,163 
	 $      (44,650)
	 $     338,513 
	11.13%

	10
	Psychosocial Support Services
	 $                     12,770 
	 $       13,409 
	
	 $       13,409 
	0.44%

	11
	Housing Services
	 $                     26,093 
	 $       27,398 
	 $      (20,000)
	 $          7,398 
	0.24%

	12
	Food Bank/Home Delivered Meals
	 $                     40,136 
	 $       44,250 
	
	 $       44,250 
	1.46%

	13
	Legal Services/Permanency Planning
	 $                     28,153 
	 $       31,039 
	
	 $       31,039 
	1.02%

	14
	Medical Transportation Services
	 $                  141,691 
	 $     148,776 
	
	 $     148,776 
	4.89%

	15
	Health Insurance Premium & Cost Sharing Assist.
	 $                              -   
	 $                 -   
	
	 $                 -   
	0.00%

	
	Total Support
	 $                  667,837 
	 $     719,487 
	 $   (178,132)
	 $     654,837 
	21.54%

	
	Surplus/deficit
	
	 $      (51,650)
	
	 $       13,000 
	

	
	Total Part A
	 $               3,040,596 
	 $  3,193,728 
	
	 $  3,040,596 
	100.00%

	
	Surplus/deficit
	
	 $(3,193,728)
	 $      (64,650)
	 $                (0)
	

	
	
	
	
	
	
	

	
	MAI
	
	
	
	
	

	1
	Early Intervention Services
	 $                     52,655 
	 $       58,052 
	
	 $       58,052 
	21.21%

	2
	Substance Abuse Services Outpatient
	 $                     42,639 
	 $       42,639 
	
	 $       42,639 
	15.58%

	3
	Outreach Services/Health Ed. and Risk Reduction
	 $                     52,655 
	 $       52,655 
	
	 $       52,655 
	19.24%

	4
	AIDS Pharmaceutical Assistance
	
	
	
	
	

	5
	Case Management - Non-medical
	 $                  125,726 
	 $     125,726 
	-5397
	 $     120,329 
	43.97%

	6
	Emergency Financial Assistance
	
	
	
	
	

	
	Total MAI
	 $                  273,675 
	 $     279,072 
	 $                 -   
	 $     273,675 
	100.00%

	
	Surplus/deficit
	
	 $        (5,397)
	
	 $                (0)
	

	
	Grand total
	 $               3,314,271 
	 $                 -   
	 $                 -   
	 $  3,314,271 
	

	
	Surplus/deficit
	
	 $                 -   
	 $                 -   
	
	

	
	
	
	
	
	
	

	
	Weights:
	 Utilization Score 
	
	
	
	

	
	
	1= very low
	
	
	
	

	
	
	2 = low
	
	
	
	

	
	
	3 = stable
	
	
	
	

	
	
	4= high
	
	
	
	

	
	
	5 = very high
	
	
	
	

	
	
	
	
	
	
	


� Unaware or Early Intervention for Individuals with HIV/AIDS (EIIHA) is defined as persons diagnosed or undiagnosed with HIV/AIDS who are unaware of their positive status.


� Adopted by the Planning Council July 12, 2011.





