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|. Purpose and Scope of This Guide

This guide is designed to bring together in a single place the most pertinent information about services
and data reporting for performance-based contracts. The major emphasis of the guide is on the
requirements for payment, but the guide also covers certain requirements for contract compliance, and it
points the reader toward information on other data reporting and evaluation requirements.

This guide is intended to incorporate and supersede some previous documents, including:
e The Ryan White Title | Service Category Guide for Year 17 Contracts;
e Appendix | for Prevention 2009 renewals of Co-Factors of HIV Transmission (COF) contracts.

This guide also provides additional clarification to payment rules mentioned in contractors’ individual
Scope of Services. When this guide is in conflict with a contractor’s individual scope of services, this
guide will prevail, except when the scope of service explicitly exempts the contract from a service
category’s usual requirements. A contractor who feels that their scope of service is inconsistent with this
guide should contact their contract manager for clarification.

At the same time, this is not meant to include every detail of every data-related requirement or procedure.
This guide therefore refers the reader to a number of other documents that remain in force, including:
Pushing the Right Buttons, available on the Public Health Solutions website;

The Ryan White and Prevention Desktop Reference Guides;

Data Link’s resources on using the AIRS system;

Appendix F: Required Data Elements for Prevention Contracts.

Within each service category, this guide includes several subsections:

e First, there is an outline of the most important information about the category’s purpose, activities
and requirements.

e Second, there is a table listing all of the service families and each service type within each family;
for each service type, the table provides a brief definition and the HIVCS Code (used on the
Master Itemization Report) that represents the type, as well as the minimum time that must be
spent performing the service, and the multiplier that is used (in combination with the rate and
number of units) to calculate the service’s reimbursement value.

e Third, there are tables showing requirements and special issues that apply to particular service
families or service types within the category; these contain a great deal of information relevant to
payment processing, recoupment and compliance.

Il. History of Changes

This guide will be updated approximately quarterly to reflect ongoing changes in the performance-based
service categories, the rules for reporting their data, and HIVCS’ payment procedures. The table below
shows, in reverse chronological order, a history of the changes in each version:

Version Date | Significant Changes

July 2011 e The Care Coordination section clarifies the process of calculating payment based
on data from eSHARE: in instances where a client has more than one Intake
Assessment and/or Patient Status Change form referring to the same intervention
track enrollment date, Public Health Solutions’ payment system will use the
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information (track and reason for change) contained in the last form created,
information in forms created earlier on that date will be disregarded.

For all service categories that do HIV Testing, references to recording NAAT
confirmatory tests in a separate Excel spreadsheet have been removed.
Documentation provided by Data Link includes information about changes in
AIRS version 8.7 which now permit NAAT confirmatory tests to be entered after
a negative Rapid Test.

In the Evidence-Based Intervention section, the introduction has been updated to
provide information about circumstances in which group sessions which do not
meet requirements for payability may, nonetheless, count toward the participants’
requirements for client completion.

The Co-factors section has been updated with information about new rules for
data entry in AIRS which may affect payment:

0 A Substance Use Brief Intervention (P0O8) must have, attached to the
encounter record, a referral to substance use treatment. (The Substance
Use Screening which precedes the Substance Use Brief Intervention
should not have that referral attached to it.)

0 The Linkage to Testing (P04) payment point is created by attaching a a
referral for HIV testing to an encounter representing one of the four co-
factor screens (Substance Use, Mental Health, STI1-Blood or STI-Urine).
The referral to HIV testing should not be attached to a Substance Use
Brief Intervention; doing so will not create a Linkage to Testing payment
point.

0 The new version 8.7 of AIRS contains a number of new test codes.
Nonetheless, service providers should continue to enter test types and
values following the Co-factors data entry instructions provided by Public
Health Solutions. For STI-Blood encounters, AIRS will automatically
create a lab test with type *‘SY” for Syphilis. Service providers, however,
should continue to use the code ‘98’ in that situation. That will require
manually changing the ‘SY” to ‘98’.

March 2011

The section for Care Coordination has been updated to reflect the new Medical
Case Management reimbursement model beginning on March 1, 2011.

In the Care Coordination section, the Outpatient Bridge Care component has a
new payment point, OBMC Patient Navigator Visit. Rules regarding the
Outpatient Bridge Care component have been revised to state: “For each client,
Outpatient Bridge Medical Care is payable only two times per calendar month
and OBMC Patient Navigator Visits are payable only two times per calendar
month.”

The Cofactors category has a new payment point, Substance Use Brief
Intervention, effective March 1.

A rule in the Evidence-Based Intervention Popular Opinion Leader (Internet-
Based) has been changed: a client’s attendance may be counted toward the
payability of one of each of the four numbered group sessions, and up to seven
(rather than four) additional group sessions.

In the Rapid Testing in High-Risk Venues (RTV) category, rules have been
changed. The STI Screening — Blood and the STI Screening — Urine may each be
provided twice (rather than once) in a 365 day period.

The section for the Legal Services category now states: Services by volunteers or
interns must be entered under their names, not under the name of the supervising
attorney. Services must be entered in a way that indicates the actual begin and end
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times when that they were provided.
In the section for the Cofactors category, the DAST-AUDIT instrument has
replaced the CAGE-AID.

November
2010

Sections for all contract categories that perform HIV testing have been revised
because of changes in the AIRS CTR module:

o For reporting NAAT confirmatory tests and the linkages to care based
upon them, because the version of AIRS released in the summer of 2010
does not permit entry of a confirmatory test after a negative rapid test,
users must now record provision of NAAT tests outside of AIRS using an
Excel spreadsheet log provided by HIV Care Services.

0 The new CTR module only permits two tests to be entered. When an oral
rapid test has a preliminary positive result and the provider performs a
follow-up rapid test using fingerstick blood, the provider should not enter
the second rapid test into AIRS. Instead, the provider should enter the
first rapid test and the eventual confirmatory test into AIRS. The second
rapid test must be recorded outside of AIRS using an Excel spreadsheet
log provided by HIV Care Services.

Beginning in August 2010, in the Early Intervention and Harm Reduction
categories, a linkage to care for a known positive client who did not receive a
confirmatory test (Code 079) must be attached to a referral record verifying the
client’s attendance at their first appointment with their primary care provider.
Linkages lacking this referral record will not be processed for payment. See the
category sections for revised data entry details.

Service providers in the Early Intervention category have a new payment point
service: Confirmatory Test.

Service providers in the Early Intervention and Harm Reduction categories that
are implementing the social networking model have a new payment point service,
Recruiter Cost, effective retroactive to May 2010.

In the Harm Reduction category, a rule has been added stating that the Low
Threshold Substance Use and ST1 screenings (codes P05 and PO6) are payable
only once per client per contract year.

For contracts in the Care Coordination category that provide Outpatient Bridge
Medical Care (code 784), two rules have been changed, retroactive to March 1,
2010: These services may be provided to each client up to four (rather than two)
times per month for eight (rather than four) distinct calendar months.

For group services in the Mental Health, Harm Reduction and Supportive
Counseling categories, a rule has been clarified: In the situation of only one or
two participants arriving for a scheduled group service, a service provider may
provide each client with a separate individual counseling session. Providing a
joint service to two participants and reporting it as two individual services is not
permitted.

In the Mental Health category, language has been added to state that MSWs with
a limited permit to practice licensed clinical social work are allowed to provide
mental health services under the supervision of an LCSW.

A rule in the Evidence-Based Intervention Safety Counts has been changed. For
each client, up to eight (rather than four) individual encounters are payable.
Section I11-A states the DOHMH policy on data entry.

Requirements for reporting Primary Care Status Measures have been updated.
The description of the Master Itemization Report in Section I11-D has been
updated. The MIR now includes a Summary of Issues Noted section.
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August 2010

In the introduction to the Legal Services category, the lists of case types that are
allowed, conditionally allowed or not allowed have been changed. The changes
are effective retroactive to April 8, 2010.

In the Care Coordination service category, a new service has been added:
Baseline OBMC Labs.

In the Care Coordination service category, rules for outpatient bridge medical
services were expanded to state that services may be provided to each client for
four distinct calendar months. Following that period, outpatient bridge care
services will be invalid unless specifically authorized for that client by the NYC
Department of Health and Mental Hygiene.

In the Harm Reduction category, Confirmatory Test and Linkage to Care have
been added as new payment point services.

In the Early Intervention service category, a requirement was edited to state “Staff
must work with all HIV positive clients to ensure attendance at first appointment
with HIV primary care provider.” Language referring to attendance at the second
appointment was removed.

In the Early Intervention and Harm Reduction categories, instructions about the
two data entry methods for entering Linkages to Care have been clarified. For
each client who is linked to care, only one of the two methods should be chosen.
The determining factor for choosing a data entry method is whether or not the
client has received a confirmatory test (not whether or not the client’s status was
previously known).

In the Evidence- or Theory-Based Interventions category, a new subsection was
added for the Willow intervention.

The Maintenance in Care service category was removed.

The Housing Legal Services category was removed.

May 2010

The section on the Master Itemization Report (MIR) was edited to reflect the fact
that the report now includes projections.

A new section was added for the Evidence or Theory-Based Interventions (EBI)
service category. Only those interventions which are paid performance-based are
included.

Early Intervention and Harm Reduction sections were updated to state revised
rule that each client may receive up to four Rapid Tests per contract year.
Sections on service categories that have Confirmatory Test and/or Linkage to
Care payment points were updated to note that for acutely infected clients, these
services are payable based on the reporting of a NAAT positive result from a
confirmatory test that follows a negative rapid test. (See details for data entry
procedure.)

Sections on all service categories that have Linkage to Care payment points were
updated to clarify the data entry procedure involving the CTR module and the
referral to a primary care provider.

The Early Intervention section was updated to state that eligibility for linkage to
care includes clients who have been out of care for nine or more months in
addition to those who have never been in care.

The Early Intervention section was updated regarding Linkages to Care. The
different data entry procedures (depending on whether the linkage to care was for
a known positive client or for one identified through testing) were clarified.
There are also now two different service type codes on the MIR corresponding to
these two situations; previously both situations were subsumed under the same
service type code.

Version: July 2011




The Early Intervention and Harm Reduction sections were updated to state that
Rapid Tests that do not have a test result entered will not be processed for
payment. This change was communicated to contractors in a letter from HIV
Care Services on March 11, 2010.

The Harm Reduction section was updated to include two new payment point
services among the Low Threshold AOD Services. These are Low threshold
Assessment and Referral for STI and Low threshold Screening and Referral for
substance use treatment. They are substantively the same services as are already
provided under the AOD Services family, but now may be provided to HIV-
clients.

The Harm Reduction section was updated to state that Overdose prevention
services that do not involve dispensing Narcan may be billed as normal Individual
or Group AOD Counseling.

The Care Coordination section includes the new rules that: Enrollment records
which are redundant (i.e. which merely repeat a client’s enrollment in the same
track, which was already reported on a previous date) will be marked for deletion
and must be removed from AIRS by the contractor; and any instances in which
the same client has more than one Enrollment record of different types on the
same day will be marked for review and correction by the contractor.

The Care Coordination section mentions that there are a number of AIRS
encounter/service mappings that are not currently tracked by HIV Care Services,
and are therefore not listed in this guide, but which must be entered if those
services are provided. They are in the AIRS master mapping table as “Primary
Medical Care 7 Tier” service category with encounter code 165 and encounter
name “Routine Visit (7 Tier)”. They represent specific medical services that may
be provided in conjunction with the Outpatient Bridge Care service (784).

January 2010

Section on site visit review of data was updated to mention that items marked for
certain kinds of review (e.g. possible duplicates) may be reviewed by HIVCS
staff during site visits and then validated in the HIVCS payment system on that
basis. Reasons used in that situation were added to the list.

Legal Services section mentions that unusually long legal services will be
automatically marked for review.

Rapid Testing in Social Networks section was updated to state rule that a second
rapid test for the same client is only payable if the client was referred by a
different network recruiter; such tests will be marked for review.

All Prevention category sections are updated to state rule that a confirmatory test
that does not have a previous rapid test with a reactive result will be automatically
marked for data entry correction or recoupment.

New service category sections were added for Care Coordination, Rapid Testing
in High-Risk Venues and Housing Legal Services.

October 2009

Data submission section was updated to include diagram showing data flows from
service providers’ AIRS installation to HIVVCS.

Legal Services section was updated to reflect HRSA limitations on types of cases,
as communicated to service providers through a letter from HIVVCS on September
1, 2009.

Co-factors sub-sections on Rapid HIV Test and Linkage to Testing were updated
to clarify the requirement—and the data entry procedure for tracking—that client
must have had a positive cofactors screen within previous 90 days.

Rapid Testing in Social Networks section was updated to remove Incidence
Diagnosis service type, which as of October 2009 is no longer a payment point.
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e Mental Health Services section was updated to include Quick Guide to Service
Frequency Limits.

¢ In Mental Health Services section, a reference to MSWs or CASACs providing
services under the mental health service family was removed. New York State
regulations do not recognize these credentials as sufficient to provide mental
health counseling, even under supervision.

July 2009 ORIGINAL VERSION

Client-Level Data Submission and Payment

A. Policy on Data Entry

The DOHMH policy on data entry for funded contracts is that agencies should report all services provided
under a contract even if the reported services are above the projected target for the contract period and/or
even if the reported services are not payable because they exceed client-level limitations. It is important to
report all services provided for the following reasons:

¢ During the course of the contract year, there may be a possibility that existing client-level
limitation rules might be adjusted. Such changes could render previously non-allowable services
payable.

e Both during and at the end of the contract year, there may be a possibility of an opportunity for
enhancement of Maximum Reimbursable Amount (MRA) based on performance. Failure to
report services provided over a contract’s projected targets can make the contract less likely to be
eligible for this type of enhancement.

e Decisions about subsequent years’ contract MRAs are influenced by past and current contract
performance. Over-performance can be the basis for a permanent increase to a contract MRA.

B. Data Submission for Contracts Using AIRS

Performance-based contractors record their services in AIRS, and use AIRS to generate a data extract file,
which is submitted monthly to Data Link via the DUeT website at: www.healthsolutions.org/duet

Data Link maintains a detailed user guide on how to generate the extract file and submit data through
DUeT. The guide is available from Data Link Technical Assistants (TAs) upon request. HIVCS also has
developed materials entitled “Pushing the Right Buttons: How to Successfully Submit your EMER,
EMPR and Client-Level Data Extract” which is posted on the Public Health Solutions website.

The standard due date for submitting the monthly extract file is the 15" of the month following the service
month. For example, the data extract containing April’s data is due on May 15. However, during
contract closeout, the due date may be different from the usual one.

In uploading data to DUeT, contractors should pay special attention to factors that can delay or prevent
the processing of payment:
e Data extracts are imported into the HIVCS payment system in batches, usually weekly. Missing
the data submission due date can delay the processing of a contract’s payment.
e Payment can only be processed for months that are officially submitted, meaning that the agency
has checked off, in DUeT, that specific month for that specific contract.
e Agencies should take care not to accidentally re-submit a data extract file that was created and
already submitted in a previous month.
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The following diagram shows the steps and timeline by which data flows from the service provider’s
AIRS installation through Data Link to HIV Care Services’ payment system:

1-2 business day: -{ i overnight _{
DATA LINK
DATA LINK DATALINK HIVCS
DUET MLAC')\‘:DAL URSV4 URSV4 —_—
WEBSITE DATABASE DATABASE

Contract/Month Must be
Checked Offl

i

EXTRACT
FILE

Every week

A snapshot is a simplified
data set (one table instead of
many) that represents the
data items that have been
received as of a certain date.

SNAPSHOT
DATABASE

UPDATE
TOTALS

» . v

1 hour torun

NEW PAYMENTS
DUE &
ADJUSTMENTS
IN MAPS

AGENCY
AIRS
INSTALLATION

MASTER
ITEMIZATION
REPORT (MIR)

The MIR presents both the totals per month/
service in MAPS and the item details in the
snapshot that contributed to those totals.

C. The Payment Process

When the HIVCS payment system receives data representing payment point services, the contract
manager reviews the data and the contract’s status. If all prerequisites are present, the contract manager
approves the payment, enters the approval into HIVCS payment system, and forwards it to Public Health
Solutions’ fiscal department so that the funds can be disbursed. Factors that can prevent a payment from
being approved include, among others, a non-executed contract or renewal, lapsed insurance, non-
submission of required monthly reports or an audit report.

HIVCS will process payment for those services that meet a basic threshold of data correctness. (For
contracts using AIRS, this means that services must be entered in AIRS using correct mappings; other
basic requirements for payment processing—e.g. that rapid tests include test results—are detailed in the
service category sections below.) However, services included in payment may subsequently be assessed
as non-payable, as described in the section below on Data Review and Correction/Recoupment.

D. The Master Itemization Report (MIR)

The Master Itemization Report (MIR) provides an itemized listing, as well as a summary, of the services
that have been recognized for payment. It compares the summary totals with the target projections. The
MIR also presents information about services recognized for payment that have been reviewed and found
to be problematic.
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HIVCS emails the MIR monthly to the person who is designated as Program Manager on the contract.
HIVCS simultaneously sends the Senior Administrator and Fiscal Manager a separate email alerting them
that the report has been sent to the Program Manager. In the interim between the regularly distributed
monthly MIR reports, an agency may request that their contract manager provide a current MIR
representing data received as of that moment.

The MIR has several sections:

Section | [DATA INCLUDED] contains information about when the MIR was run and the most
recent data extract file that affected the service count. For details on using this information, see
the section below on researching apparent data discrepancies.

Section I-A [HIVCS INFORMATION SYSTEM ACCOUNTING DISCREPANCIES UNDER
INVESTIGATION] notes any discrepancies that may arise in the aggregation of item-level data
into HIVCS’ payment system. This section is for informational purposes only. It is usually
blank. Any discrepancies that do arise will be investigated and corrected by HIVCS as soon as
possible.

Section Il [YEAR-TO-DATE TOTALS BY SERVICE] shows, for each service type, the year-
to-date total count of services, and their value, recognized by the HIVCS payment system, and
compares them to year-to-date projections.

Section 11l [SUMMARY OF ISSUES NOTED] shows a count description and calculated value of
those items which have been recognized by HIV Care Services’ payment system but are in some
way problematic and will require further attention. Some such items may need to be corrected,
some may need to be attested, and some may be subject to recoupment during closeout.

Section IV [MONTH TOTALS FOR SERVICES SUBMITTED AND RECOGNIZED] shows
the monthly total counts of services, and their value, recognized by the HIVCS payment system,
and compares them to monthly projections. Some of these services may have already been paid,
while others may be in the queue awaiting payment.

Section V [ITEMS RECOGNIZED] shows the item-level data that informed HIVCS payment
system. The client ID, date of service, service type and units of service are included. Items
identified as problematic are shaded in color, and the nature of the problem is noted.

E. Researching Apparent Data Discrepancies (for Contracts Using AIRS)

At times, an agency may believe that it has submitted items for payment that have not been recognized by
HIVCS. In such instances, the agency should take the following steps:

1. Look at the dates shown on the MIR. The MIR has, in Section | on its front page, several useful

dates:

e Date Payment System Updated From DataLink. This is when the batch of data was loaded to
HIVCS’ payment system. If an agency didn’t submit its data extract file to Data Link at least
three days before this date, the file may not have been included in the load.

e Most Recent Contract Data Submission Reflected. This is the submission date of the most
recent data extract that actually had an impact on the count of services in HIVCS’ payment
system.

e Most Recent Contract Data Submission Not Reflected. If a data extract file had been received
by Data Link but had not yet been transmitted to HIVCS, then it missed the load. Its
submission date will be shown here. Also, if an agency accidentally re-submitted a data
extract file that was already created and submitted in a previous month, that file’s submission
date will be shown here.

2. Verify that the last extract was submitted at least three days before HIVCS’ data load.
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3. Verify that the last extract submitted was in fact a new file. It sometimes happens that an agency
accidentally re-submits a previous month’s data extract; see (1) above.

4. Verify that the person who submitted the data to Data Link checked off the contract and month
in DUeT. HIVCS will only process for payment data that has been officially submitted by
checking off the month.

5. If the data submission has been verified, find some specific examples of services that should
have been paid but do NOT appear on the MIR. The example must include client number or
TC_ID, date, and service type.

6. Verify that the examples have been properly entered. Consult the master mapping table to make
sure that correct mappings have been used. Consult the information in the service category
sections of this document (below) regarding data entry issues that can prevent payment
processing.

7. If the examples appear to be properly entered, send those examples via email to both the HIVCS
contract manager and the Data Link TA. Only a couple of examples are needed in order for
Public Health Solutions to research the problem further.

Note: Agencies are requested to follow the steps above before contacting Public Health Solutions about
apparent discrepancies.

IV. The Data Review and Correction/Recoupment Processes

Some items that are processed for payment may turn out not to meet the criteria for payability. In some
situations, the problem may be a data entry error that can be fixed so that the item will become payable. In
other situations, the item cannot be made payable, either because it does not represent work done, or
because the work that was done does not meet programmatic rules for payability.

HIVCS has two ways of identifying problematic items. Some are identified automatically by software
routines, while others are identified by contract managers during site visits. In both cases, the
problematic items will be shaded in color on the MIR and the nature of the problem will be identified in
the Issue Noted column.

A. Automatic Software-Based Review

Items submitted in the data extract are reviewed automatically when they are received by HIVCS. Items
that are duplicates (or possible duplicates) are marked, as are items that need certain data corrections or
violate certain programmatic rules. For each service category, the kinds of issues reviewed automatically
are different. Each service category section below has a subsection on Requirements and Special Issues
that contains information on “Rules Assessed Automatically That May Make Items Recoupable”.

Note that for contracts using AIRS, the automatic review identifies both definite duplicates and possible
duplicates.

e A definite duplicate means that there is more than one item of the same HIVCS service type for
the same client on the same day, and that service type is such that no programmatic or clinical
scenario could make it valid to provide more than one service. (Permanent Housing Placement
would be an example.)

e A npossible duplicate is a situation where there is more than one item of the same HIVCS service
type for the same client on the same day, but it is programmatically possible that the second
service is a valid separate service. (For example, some individual counseling service types could
occur more than once on the same day.)
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B. Site Visit Review by HIVCS Staff

HIVCS staff review reported items during site visits. The procedure is for the Contract Manager and/or
Program Assistant to use a recent MIR to identify and select records for review. This list is sent to the
agency prior to the site visit. During the site visit review, staff note any issues discovered with service
tracking and documentation using a review tool. At the exit interview, HIVCS staff discuss in detail the
issues discovered and any necessary corrective actions.

The HIVCS staff then enters the issues discovered into the HIVCS payment system, attached to each
specific item’s record. At that point, the problematic items will show up on the MIR with their issues
noted. The contract manager will keep in contact with the agency about the issues found and the actions
pending.

HIVCS staff may also, during site visits, review items that have been automatically marked on the MIR as
requiring review (e.g. possible duplicates). If those services are found to be valid, HIVCS staff may then
validate them in the HIVCS payment system so that they are shown as valid on the MIR.

Below is a list of the reasons for correction , recoupment or validation that may appear on the MIR as a
result of site visit findings:

Correction/Recoupment/Validation Reasons Resulting From Site Visit Findings

Reason Shown on MIR Definition/Scope/Usage Notes

INVALID/REMOVE: No No reference to service in paper or electronic progress notes,
Documentation for Service encounter forms, service log or sign-in sheet; OR there is

Provided documentation that may be meant to refer to the service submitted, but

the documentation indicates a different date. (Note: For technical
reasons, the date shown on the MIR for Linkage to Care services may
be different from the date shown in agency documentation.)

INVALID/REMOVE: Duplicate | Used when HIVCS needs to manually flag as definitely duplicate a
Data Entry Error record previously marked for review as possible duplicate (e.g. if
HIVCS needs to override an agency’s attestation that a possible
duplicate was a separate service); OR when an otherwise duplicate
record has been entered on a different date, and therefore has not
been marked automatically.

INVALID: Minimum Required For all services reviewed for “verification” during a site visit, specific
Data Elements Missing or data elements (for example, as listed in Appendix F for Prevention
Inadequate contracts) must be documented to consider the reported service
verified. These data elements typically include client ID, date of
service, notation of service provided, etc. If any one of these elements
has not been documented, the service is flagged as recoupable.

INVALID: Extended Required | A sample of records reviewed for verification are also selected for an
Data Elements Missing or extended review to verify that all required data elements (from
Inadequate Appendix F for Prevention contracts) are documented. For each
service type, specific data elements have been identified as necessary
for verification. If any one of those elements has not been
documented, the service is flagged as recoupable.
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INVALID: No Documentation
HIV+

No M11-Q, lab results, physician statement, etc. Applies to index
clients. Applies to all services except Low Threshold (for which HIV-
are permitted in first 90 days) and testing.

REMOVE & REENTER:
Service Reported as Incorrect
Service Type

Documentation indicates that a service provided was of a different type
than entered.

MUST CORRECT
BEGIN/END TIME TO AGREE
WITH DOCUMENTATION

Documentation for a Direct Legal Advocacy service reviewed during
site visit disagrees with begin/end time entered in AIRS. Correction of
times will result in recalculation of payment.

INVALID: Overdose
Prevention Without Provision
of Narcan

Documentation does not indicate that Narcan was provided or
prescribed.

INVALID: Medical Outreach in
SRO Requirements Not Met

Documentation does not indicate that at least 1.5 hours were spent
and/or that at least one client was reached.

INVALID: Three Required
Elements Not Collected/
Discussed

Documentation does not indicate that Care Coordination (PCP)
included collection of elements regarding (a) appointment adherence;
(b) most recent CD4 and VL; (c) HAART & prophylaxis adherence as
applicable. OR documentation does not indicate that Treatment
Adherence Counseling service included discussion of these elements.

INVALID: Collateral Received
Individual Service After First
90 Days

Used in Mental Health contracts and Low Threshold service family
within Harm Reduction contracts. Note that the 90 days begins with
the collateral’s enroliment, not the index client’s.

INVALID: Low Threshold
Service Provided to HIV-
Client After First 90 Days

Used in Harm Reduction contracts.

INVALID: Reconstructed
Documentation is
Impermissible

Instances where documentation is known to have been deliberately
created after the fact in order to meet contractual requirements.
Includes claims found to be fraudulent.

INVALID: Payer of Last Resort
Violation

For situations where there is affirmative documentation that the client
had insurance, or the program had another funding source, that was
available to pay for the service. (Not applicable to most Prevention
categories.)

INVALID: Double Billing

For services found to have been billed to other funding sources.
(Applicable to both Ryan White and Prevention.)

INVALID: Lack of Required
Provider Credential

For services found to have been performed by staff who did not
possess the contractually required credential.

INVALID: Inadequate/
Inappropriate Service Per
Service Definition

For situations where, e.g. a Mental Health service has no indication
that mental health issues were discussed; a Harm Reduction rapid test
with a positive result has no indication that a linkage to care was
attempted.

VALID: Confirmed Separate

HIVCS staff have confirmed that a possible duplicate was, in fact, a
separate service.

VALID: Times Verified

HIVCS staff have verified the times of a legal service.

VALID: Confirmed as Referral
by Different Recruiter

HIVCS staff have verified that a second rapid test for the same client
was the result of a second referral by a different recruiter.

INVALID: Deleted Client
Records Still in System

HIVCS staff received information from a contractor and Data Link that
for technical reasons, a record intended for deletion is still present in
the data repository.

INVALID: No Unit Payment
(But Does Count Toward
Client Completion)

For group services that do not meet payability requirements but have
been deemed acceptable to count toward client completion
requirements.

VALID/INVALID: Special
Circumstance (See Note in
Payment System)

Used for special circumstances
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C. Taking Action Regarding Problematic Items (for Contracts Using AIRS)

Some kinds of problematic items require that the agency take a specific action. Often, the action to be
taken is mentioned in the first words of the message shown on the MIR (e.g. “REMOVE DUPLICATE of
Previously Entered Service”).

The basic principles of correcting data problems are as follows:

1.

If an item does not represent work done for a program-eligible client, it will be marked
with a message specifically containing the word REMOVE. These are the only items
that should be removed from AIRS. Examples include duplicate data entry errors and
instances where there is no documentation that a service took place. Removing the item
from AIRS will automatically trigger a negative adjustment in the HIVCS payment
system.

If an item represents work done for a program-eligible client but does not meet the
requirements for payment, it will be marked with a message that begins with the word
INVALID but it will not include the word REMOVE. Examples would include violations
of frequency rules, or groups with fewer than three participants. Service providers
should leave these records in AIRS. They should not be removed!

Some items do not meet the requirements for payment but might be made payable by
correcting a data entry problem. Examples include tests without test results or with
impermissible specimen codes, and family services in which the family member has not
been properly enrolled as a participant in AIRS. Providers should consult with their Data
Link TA and/or contract manager if they need further information about how to fix these.
Some items identified during site visits as non-payable may become payable based on the
provision of further information. Providers should consult with their contract manager if
they think they may have a situation of this kind. In such instances, the contract manager
may later note that an item’s issues have been resolved; at that point, the item will no
longer be marked as problematic on the MIR.

Some kinds of items may require that providers make an attestation, during closeout,
about the service provided. Possible duplicates are the most common example:

providers must either attest that the item is a separate service or else remove it from
AIRS. If attestations are required, specific instructions will be provided during closeout.

D. Recoupment and Holding of Payments

HIVCS identifies problematic payment items on an ongoing basis. Recoupment for items that cannot be
corrected is calculated during closeout and added as a negative adjustment to the last payment.

However, HIVCS may require contractors having a high volume of data entry problems to address those
problems well in advance of closeout. For example, contractors who have duplicates may be required to
delete them mid-year (thereby triggering a negative adjustment in HIVCS’ payment system). If the
volume of problems grows large and a contractor fails to implement required data entry work, HIVCS
may hold payments pending completion of the corrections.

Toward the end of the contract year, HIVCS assesses the monetary value of items that are unlikely to be
correctible. If the value of those items grows large, HIVCS may hold payments during final contract
months in anticipation of the pending recoupment.
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V. Ryan White Performance-Based Service Categories

A. Supportive Counseling and Family Stabilization Services [SCF]

General Information

Supportive counseling and family stabilization services help PLWHA access and maintain HIV-related
primary medical care and overcome barriers that prevent access to and maintenance of medical care and
help PLWHA maintain well-being throughout the length of their disease. Services should support risk
reduction behaviors, help clients move into appropriate service and treatment models (e.g. drug treatment,
food and nutrition, primary care, clinical trials, multi-service settings and other social services), and
facilitate active employment for as long as possible. Programs may target individuals and/or families.
Family-focused services should strengthen and support children of HIV-positive parents toward optimal
development and connect HIV-affected families with minor children to family oriented legal services as

needed.

Service elements may include, but are not limited to:

Individual, family and couples counseling;

Group counseling;

Support groups;

Crisis intervention for parents/caregivers, children, adolescents and new caregivers to assist with
issues regarding disclosure of HIV status within and outside the family;

Peer and non-peer led interventions;

Drop-in programming;

Grief and bereavement counseling;

Transitional services to stabilize families after the death of a parent/caregiver;

Activities that build relationships among children, adolescents and new caregivers and that
support the existing family;

Education, training and skill-building activities for parents, caregivers, children, adolescents and
new;,

Treatment readiness and treatment compliance support;

12-Step models;

Linkage for HIVV-affected families with primary legal services, including custody, guardianship,
stand-by guardianship, assistance with entitlements, preparation of wills and designation of health
care proxies.

Requirements include:

Supportive counseling services should be specifically targeted to those individuals whose need
for services does not result in a Diagnostic Statistical Manual-1V diagnosis and thus would not be
eligible for licensed mental health services that are reimbursable by Medicaid or other third-party
payers.

Service models should include multiple modalities to fulfill a range of client needs, and should be
developed to address the changing needs of clients.

Family service needs should be determined through assessment using a team approach.

Service plan development and implementation, especially related to permanency planning, should
be conducted, coordinated and supported by certified professional-level staff.

Inclusion of the parent, children and prospective caregiver, as necessary, is required.
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e Referrals should link HIVV-positive and negative children to ongoing mental health, substance use,
prevention case management, primary medical care and appropriate developmental services.

Service Families and Service Types

Service HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
£ 321 | Reassessment — Home N/A 3
)
% Conducted in client home. Periodic review of a client’s service
3 plan to assess progress towards achieving defined goals, to
a reassess the client’s primary care status, and to identify new
s client needs.
x
322 | Reassessment — Office N/A 1
Conducted in office. Otherwise identical to Reassessment —
Home above.
323 | Service Plan Development — Home N/A 3

Conducted in client home. Service plan development includes
setting specific long and short-term goals and identifying
services and frequency of participation appropriate to the client.

324 | Service Plan Development — Office N/A 1

Conducted in office. Otherwise identical to Service Plan
Development — Home above.

325 | Service Plan Update — Home N/A 3

Conducted in client home. Update of service plan based on
reassessment of client’s progress and newly identified needs.
Includes revising and adding specific long and short-term goals
and revising and identifying services and frequency of
participation appropriate to the client.

326 | Service Plan Update — Office N/A 1
Conducted in office. Otherwise identical to Service Plan Update
— Home above.

329 | Family Counseling - In Office N/A 1

Conducted in office. Counseling provided by staff or trained
peers with individual client and family member/partner/collateral
to address needs and goals defined in the client’s service plan.
Counseling to provide support and promote stability including
time-limited bereavement counseling for affected clients/family
members when the index client has died.

Supportive Counseling - Group

330 | Family Counseling - Off Site N/A 3
Conducted off site. Otherwise identical to Family Counseling -
Office above.

331 | Group Counseling - In Office N/A 1

Conducted onsite. Meetings facilitated by staff or trained peers
where members disclose common issues and shared
experiences and provide feedback in an effort to develop coping
strategies and to validate feelings.
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Service HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
332 | Group Counseling - Off Site N/A 3
Conducted off site. Otherwise identical to Group Counseling —
In Office above.
= 313 | Care Coordination — Office N/A 1
>
E Conducted in office. Interventions with the client intended to
2 support the delivery of the specific services outlined in the
- service plan. This may include face-to-face interactions, phone
= calls and home or community visits, either with clients or
== collaterals. Also includes coordination with the client's medical
2 provider and with other service providers who are in the position
3 to assist the client with treatment through telephone calls, face
O to face interactions, written referrals or reports, case conference
140) meetings. Case conferences conducted with other internal
% and/or external care providers.
S 314 | Care Coordination — Home N/A 3
o
>
n Conducted in home. Otherwise identical to Care Coordination -
Office above.
315 | Care Coordination — Phone N/A 1
Conducted by phone. Otherwise identical to Care Coordination -
Office above.
316 | Follow-up — Home N/A 3
Conducted in home. Routine engagement/ reengagement
efforts either face-to-face or via phone, mail, etc. to connect
members of the target population to care. Also includes
unscheduled interventions or other assistance with unexpected
occurrences or circumstances that exceeds the client’s normal
range of coping strategies.
317 | Follow-up — Office N/A 1
Conducted in office. Otherwise identical to Follow-up - Home
above.
318 | Follow-up — Phone N/A 1
Conducted by phone. Otherwise identical to Follow-up - Home
above.
319 | Individual Counseling — Office N/A 1
Conducted in office. Individual counseling provided by staff or
trained peers to address needs and goals defined in the client’s
service plan. Counseling to provide support and promote
stability including time-limited bereavement counseling for
affected clients/family members when the index client has died.
320 | Individual Counseling — Home N/A 3

Conducted in home. Otherwise identical to Individual
Counseling - Office above.
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Service HIVCS | HIVCS Service Type & Description Min Multiplier

Family Code

Time

Connection to comprehensive medical care, care coordination,
crisis intervention and other activities with clients to keep them
engaged in services and to monitor their treatment. Referrals
and or linking individuals to additional social services agencies
to assist with legal services, benefits, developmental and
mental health services, etc.

130 | Referral & Linkage to Benefits & Services N/A 1

Non-Reimbursable

Other
Programmatic

Services

None. Supportive Counseling providers are not required
to report any other programmatic services.

Requirements & Special Issues

General

Payment Processing

Note that AIRS mappings were changed in June 2008 when
SCF contracts became performance-based. Services entered
under old mappings will not be processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

Though more than one service of the same type per client per
day is permissible, same-client/day/service combinations will be
marked as possible data entry duplicates for subsequent review
during site visits.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Services to a family member/collateral affected by HIV must be
documented as of at least indirect benefit to the HIV positive
client.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Primary Care Status Measures and other applicable evaluation
data requirements.

Group Counseling (331 & 332) and Family Counseling (329 & 330)

Payment Processing

Group/family services must be entered through the Session-
Based Encounters module. If they are incorrectly entered
through the Clients & Services (Individual) module, then AIRS
will not create the Group ID, which is the critical data element for
calculating payment. If group/family services have been entered
in this way, they will not be payable until they have been deleted
and re-entered properly through the Session-Based Encounters
module.
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Rules Assessed Automatically That
May Make Items Recoupable

Group counseling services (331 and 332) are not payable if they
do not have at least three Ryan White enrolled participants. In
the situation of only one or two participants arriving for a
scheduled group service, a service provider may provide each
client with a separate individual counseling session. Providing a
joint service to two participants and reporting it as two individual
services is not permitted.

Family services (329 and 330) are not payable if they do not
have at least two participants. In order for family members to be
counted as participants, they must be made into a client then
enrolled in the group. See Data Link’s documentation on how to
do this.
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B. Legal Services [ADV]

General Information

Legal services contracts are funded to provide culturally and linguistically appropriate comprehensive
civil legal and health-related advocacy services that assist clients in removing barriers and gaining access
to HIV-related primary care and appropriate supportive services. Legal services funded under part A are
limited to those directly and immediately necessitated by a person’s HIV status.

The following case types are allowed:
e Advanced Directive

Confidentiality

Employee Benefits

Food Stamps

Job Discrimination

Medicaid

Medicare

SSI/SSDI

Subsidized Housing Rights

Unemployment Insurance

Welfare

Wrongful Discharge

Health Care Proxy (must be able to demonstrate need for legal assistance)

The following case types are allowed only when for the purpose of permanency planning or for clients
who are HIV+ minors:

Child Protective Order
Emancipation

Foster Care

Will

Adoption
Guardianship/Conservatorship
Standby Guardianship
Parental Rights Termination
Custody/Visitation

The following case types are allowed only when access to public benefits is involved:
e Support
e Public Utilities

The following case types are allowed only if related to discrimination or denial of HIV-related housing
benefits:

e Landlord/Tenant

e Other Housing

The following case types are not allowed:

e Bankruptcy/Debtor Relief
e Debt Collection
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Service elements may include but are not limited to:
e Legal advice, counseling and representation;

Preparation of legal documents;

Crisis intervention and client advocacy;

Follow-up to assure problem resolution;

Legal representation in appropriate forums;

Client training on legal issues related to PLWHA,

Training for staff of community based organizations on legal issues related to PLWHA,;

Target populations include but are not limited to people of color, women, low-income individuals, non-
citizens, prisoners and releasees and people over 50.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time

- 026 | Direct Legal Advocacy N/A | Hours

& prorated by
8T S Services are provided to an HIV+ client which are directly and minutes.
e 2 3 immediately necessitated by the person’s HiV status.
0a<
o See information about standard three critical Other
= Programmatic Services required for Ryan White
£ o performance-based contracts.
3 «©
E E,
€. 88

L D S
SS9 5
Z0a v
Requirements & Special Issues

General

Payment Processing

Direct Legal Advocacy service records that do not have begin
and end times entered will not be processed.

Rules Assessed Automatically That
May Make Items Recoupable

A given attorney may not bill the same period of his or her time
in more than one service. Any legal service shown as lasting for
ten hours or longer will automatically be marked for review
during a site visit.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Primary Care Status Measures and other applicable evaluation
data requirements.

Services by volunteers or interns must be entered under their
names, not under the name of the supervising attorney.
Services must be entered in a way that indicates the actual
begin and end times that they were provided.
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C. Housing Placement Assistance [HPA]

General Information

Housing placement assistance is provided to improve access for PLWHA who are unstably housed or
homeless. Reimbursement is based on apartment size, with the base size/reimbursement rate being a
studio, and larger apartment placements reimbursed incrementally (see table below).

Service category objectives:
e Short-term placement in transitional housing within 30 days of enrollment for persons with no
lease or with lease imminently expiring.
e Permanent housing placement for all who request it, with expected duration of at least one year.

Requirements include:

e Clients placed in a congregate transitional facility with own room but shared bathroom is
considered a studio placement.

e Clients placed in a 2 bedroom (or more) apartment with roommates will be reimbursed at the 1
bedroom rate.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time

047 | Permanent Housing Placement N/A | Studio=1
e = 1BR=11
50 Placement and maintenance in a permanent type of housing for 2BR=1.2
g % % at least 30 consecutive days. 3BR=15
528 4BR =
ato 1.65

266 | Short-Term Housing Placement N/A | Studio =1
E & 1BR=11
ﬂ = g Placement and maintenance in a transitional or short-term type 2BR=1.2
L5 0 of housing for at least 30 consecutive days. Rate is set at 20% 3BR=15
23 § of the permanent housing placement rate. 4 BR =
wLo 1.65
o See information about standard three critical Other
% Programmatic Services required for Ryan White
» o performance-based contracts.
3 ©
E E
.89
5£8 9
Zz20awun
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Requirements & Special Issues

General

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Placement must last for at least 30 consecutive days.

Clients placed in a congregate transitional facility with own room
but shared bathroom shall be reported as studio placements.
Clients placed in a 2 bedroom or larger apartment with
roommates shall be reported as 1 bedroom placements.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Primary Care Status Measures and other applicable evaluation
data requirements.

Permanent Housing Placement (047)

Rules Assessed Automatically That
May Make Items Recoupable

Only one placement per client is permitted during a contract
year.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Programs must follow up on permanent placements on a
monthly basis for at least one year post-placement.

Short-Term Housing Placement

266)

Rules Assessed Automatically That
May Make Items Recoupable

Only two placements per client are permitted during a contract
year.

Version: July 2011

24




D. Early Intervention [EIS/ESC]

General Information

Early intervention services provide rapid HIV testing and linkage to care, as well as linkage to care for
individuals who are known to be positive but who have never been in HIV primary care or have been out
of care for nine months or more.

Service category objectives:

Testing yielding a relatively large percentage not previously know to be HIV+;

Engagement of HIV+ individuals not previously in care or out of care for nine months or more;
Effective linking to medical care both those individuals who test HIVV+ and those individuals
known to be HIV+ but not previously in care.

Requirements include:

Programs must target sociodemographic or geographic populations/communities with high
background seroprevalence.

Agencies must have condoms and lubricant onsite for distribution, provided at no cost by the
NYC DOHMH.

Voluntary rapid testing must be conducted on-site. Off-site testing can be conducted but only in
addition to on-site testing.

Agency must have appropriate NY State approval (Laboratory Permit/Limited Testing Site).
Staff providing rapid HIV testing may have the credential deemed appropriate by the agency.
Staff must be trained by an agency approved by NYC DOHMH.

Clients with unknown HIV status must be tested within three months of enrollment. If testing
does not occur within three months, the client must be disenrolled from the Ryan White-funded
program and connected to other services as needed.

Individuals who test HIV positive through rapid testing should receive a confirmatory test and be
linked to HIV primary care. Agencies must document the reason why any such individual did not
receive a confirmatory test and/or linkage to care.

Primary care services must be available on-site or through a formal MOU.

Staff must work with all HIV positive clients to ensure attendance at first appointment with HIV
primary care provider.

Client’s self-report of HIV status can be used for provision of linkage to care.

Programs will assess and record client engagement in primary care using Primary Care Status
measures guidelines.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time

218 | Rapid HIV Testing N/A 1
>

Rapid HIV Testing includes the provision of pre- and post-test
counseling, completion of consent and Provider Report (PRF)
forms, provision of or referrals to confirmatory testing, in
accordance with state regulations.
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PO7

Social
Network

Recruiter Cost

A payment to the network recruiter for each network associate
tested for HIV.

N/A

333

Confirmatory Test

HIV Testing, using confirmatory testing technology, provision of
results to client, and completion of Provider Report Form (PRF)
in accordance with state regulations.

N/A

PO1

Confirmatory Test

Non-mapped Confirmatory Test

Same as Confirmatory Test above. “Non-mapped” confirmatory
tests are recorded in AIRS when the results are negative or
indeterminate, or when the results cannot be provided to the
client.

N/A

079

Linkage to Care for Known Positive

Linkage to care is the documented attendance at client’s first
primary care provider visit, for an HIV+ client who has never
been in care. The 079 code is used for Linkages to Care for
clients who were known to be positive and were not tested.

N/A

P02

Linkage to Care

Linkage to Care — Identified Positive by Testing

Linkage to care is the documented attendance at client’s first
primary care provider visit, for an HIV+ client who has never
been in care. The P02 code is used for Linkages to Care for
clients who were identified as positive through testing.

N/A

Non-Reimbursable

Other
Programmatic

Services

None. Early Intervention providers are not required to
report any other programmatic services.

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates (same service on same day for same client) will be
marked as requiring removal by service provider.

Rules Assessed During Site Visits

See information about common reasons for recoupability that

That May Make Items Recoupable may be identified in site visits.

Other Rules and/or Data Reporting Primary Care Status Measures and other applicable evaluation
Required for Compliance with data requirements.

Contract

Rapid Tests (218)

Payment Processing

processed for payment.

Tests that do not have a test result entered will not be
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Rules Assessed Automatically That
May Make Items Recoupable

A second rapid test after a positive one is not payable. Each
client may be tested up to four times per contract year. (Note
that it is validly payable for the client to receive two rapid tests
on the same day in situations where a rapid oral fluid test is
reactive and the agency chooses to provide a second rapid
test—either blood finger-stick or blood-venipuncture—to
supplement the initial reactive result prior to delivering the
results and ordering a confirmatory test. However, the new CTR
module released in the summer of 2010 only permits two tests
to be entered. The provider should not enter the second rapid
test into AIRS. Instead, the provider should enter the first rapid
test and the eventual confirmatory test into AIRS. The second
rapid test must be recorded outside of AIRS using an Excel
spreadsheet log provided by HIV Care Services.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Linkage to Care (079 & P02)

Payment Processing

Note that there are two different data entry methods for creating
payable records depending on the situation. For each client
who is linked to care, only one of the two methods should be
chosen. The determining factor for choosing a data entry
method is whether or not the client has received a confirmatory
test (not whether or not the client’s status was previously
known).

(1) Linkages to Care following a positive confirmed HIV test.
Beginning in March 2010, these linkages to care will be shown
on the MIR as service type code P02. These

must be entered through the CTR module and must include a
referral with a confirmed follow-up. When the positive
confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
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and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

(2) Linkages to Care for known positive clients who have NOT
received a confirmatory test. These will be shown on the MIR
as service type code 079. They are entered in AIRS as an
encounter/service combination 156/712 on the Service screen.
From the same screen, the user must also create a referral
record (not another encounter/service), thus linking the referral
to the encounter/service. The referral service code must be for
“[100] HIV Medical Care/Evaluation/Treatment”. To be payable,
it must be followed up in the History, and must receive the status
“[+01] Client Received Service”. Services that do not have a
confirmed follow-up will not be processed for payment. This
does not involve using the CTR module at all. This data entry
method is only to be used for known positive clients who have
not received a confirmatory test.

Rules Assessed Automatically That
May Make Items Recoupable

Confirmatory test results and confirmation that the results were
communicated to the client must be reported. A second linkage
to care for the same client is not payable.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Staff are required to work with all HIV positive clients to ensure
attendance at first appointment with HIV primary care provider.
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E. Harm Reduction [HRR]

General Information

Harm reduction services are provided to reduce HIV risk and substance use behaviors among active and
recovering drug users.

Service category objectives:

Connection to and engagement in HIV primary care, including ensuring immediate medical needs
are met;

Screenings for substance use and linkage to services as needed including: syringe exchange,
ESAP, medical substance abuse treatment (e.g., methadone or buprenorphine), overdose
prevention, peer community support (i.e. 12 step programs) and behavioral approaches;

Increase client access to Narcan;

Increase access to prevention tools, such as condoms, lubricant and other physical harm reduction
implements;

Reduce HIV risk behaviors of substance users with HIV;

Reduce substance use behaviors.

Requirements include:

Agencies must have condoms and lubricant onsite for distribution, provided at no cost by the
NYC DOHMH.

For agencies that are contracted to provide rapid HIV testing, the appropriate NY State approval
(Laboratory Permit/Limited Testing Site) is required.

Staff providing rapid HIV testing may have the credential deemed appropriate by the agency.
Staff must be trained by an agency approved by NYC DOHMH.

Individuals with unknown HIV status should be tested within 90 days from enrollment.
HIV-negative family members can receive Low Threshold AOD services in general for up to 90
days. Family members can receive family counseling services in a family unit, with no time
limit.

Primary care services must be available on-site or through a formal MOU.

Medical outreach in SROs must be provided by a licensed medical provider. Buprenorphine
prescription must be provided by a MD/DO with buprenorphine license. PNP may conduct
activities during buprenorphine services but cannot prescribe buprenorphine. Prescription and
dispensing of naloxone in overdose prevention services must be done by MD, DO, or PA and
through a New York State registered program. Staff delivering other AOD or Low Threshold
AOD services may be credentialed as deemed appropriate by the agency. Counselors, however,
must be supervised by a licensed clinician. CASAC credential does not qualify as a licensed
clinician for supervision of counselors.

Acupuncture and other complementary therapies are not fundable by RW Part A funds.
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Service Families and Service Types

Service | HIVCS
Family Code

HIVCS Service Type & Description

Min
Time

Multiplier

218

Rapid HIV Testing

Rapid HIV Testing includes the provision of pre- and post-test
counseling, completion of consent and Provider Report (PRF)
forms, provision of or referrals to confirmatory testing, in
accordance with state regulations.

N/A

1

PO7

Social

Recruiter Cost

A payment to the network recruiter for each network associate
tested for HIV.

N/A

333

Confirmatory Test

HIV Testing, using confirmatory testing technology, provision of
results to client, and completion of Provider Report Form (PRF)
in accordance with state regulations.

N/A

PO1

Confirmatory Test

Non-mapped Confirmatory Test

Same as Confirmatory Test above. “Non-mapped” confirmatory
tests are recorded in AIRS when the results are negative or
indeterminate, or when the results cannot be provided to the
client.

N/A

079

Linkage to Care for Known Positive

Linkage to care is the documented attendance at client’s first
primary care provider visit, for an HIV+ client who has never
been in care. The 079 code is used for Linkages to Care for
clients who were known to be positive and were not tested.

N/A

P02

Linkage to Care

Linkage to Care — Identified Positive by Testing

Linkage to care is the documented attendance at client’s first
primary care provider visit, for an HIV+ client who has never

been in care. The P02 code is used for Linkages to Care for

clients who were identified as positive through testing.

N/A

256

Medical Outreach in SROs

Making contact with SRO residents to encourage, promote and
support utilization of and decrease barriers to medical care,
substance use treatment options and harm reduction services.

1.5
hours
spent in
outreach

276

Buprenorphine Initial Visit

The induction phase of buprenorphine treatment, including
prescribing and administering dose as well as conducting in-
office observation for up to two hours.

N/A

15

277

Medical Services

Buprenorphine Routine Visit

Follow-up visits to assess clients and adjust dosage through the
stabilization and maintenance phases of buprenorphine
treatment.

N/A

0.5
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Assessment of client’s risk for STls, and (if appropriate) referral

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
252 | Low Threshold AOD Services — Family 40 min 1
(.67 hrs)
Services provided to a family unit (the client plus at least one
other family member or significant other) to encourage testing
and enrollment into primary care. Some examples are stress
reduction, supportive counseling, activities of daily living (ADL)
kits and drop-in activities.
253 | Low Threshold AOD Services — Group 40 min 1
(.67 hrs)
Conducted with a group of at least three Ryan White
participants. Otherwise identical to Low Threshold AOD
Services - Family above.
254 | Low Threshold AOD Services — Individual 40 min 1
(.67 hrs)
) Conducted with an individual client (or a family member within
g the first 90 days of the family member’s enroliment). Otherwise
e identical to Low Threshold AOD Services - Family above.
& P06 | Low threshold Assessment and Referral for STI 5 min .25
@) (.083
9( Assessment of client’s risk for STls, and (if appropriate) referral hrs)
) to screening and treatment programs.
2 PO5 | Low-threshold Screening and Referral for substance use 25 min 0.5
g treatment (.42 hrs)
e
; Screening and (if appropriate) referral for substance use
o) treatment for syringe exchange, ESAP, buprenorphine,
- methadone, detox, peer community support.
031 | Family Counseling - AOD [aka: AOD Counseling - 40 min 1
Family] (.67 hrs)
Counseling and education provided to a family unit (the client
plus at least one other family member or significant other)
regarding substance use, abuse and harm reduction. Includes
sexual risk reduction, IDU risk reduction, HIV and/or Hepatitis C
secondary prevention, medical treatment plan adherence.
038 | Group Counseling - AOD [aka: AOD Counseling - Group] 40 min 1
(.67 hrs)
Group counseling and education session conducted with a
group of at least three Ryan White clients on same range of
subjects as in Family Counseling — AOD above.
049 | Individual Counseling - AOD [aka: AOD Counseling - 40 min 1
Individual] (.67 hrs)
Individual counseling and education conducted with an
" individual client on same range of subjects as in Family
Q Counseling — AOD above.
S 241 | Assessment for STI [aka: 1st half of "Assessment and 5 min 0.25
3 Referral for STI"] (.083
o) hrs)
@)
<

to screening and treatment programs.
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Service
Family

HIVCS
Code

HIVCS Service Type & Description

Min
Time

Multiplier

261

Overdose Prevention Training — Group

Overdose prevention education and training, including risk
reduction, assessment, response, and reversal, and prescribing
and dispensing naloxone (Narcan) conducted with a group of at
least three Ryan White clients.

50 min
(.83 hrs)

1

262

Overdose Prevention Training — Individual [aka:
Overdose Prevention — Individual]

One-on-one overdose prevention education, otherwise identical
to Overdose Prevention Training — Group above.

50 min
(.83 hrs)

269

Substance Use Assessment [aka: Substance Use
Screening] [aka: 1st half of "Screening and Referral for
Substance Use Treatment"]

Screening and (if appropriate) referral for substance use
treatment for syringe exchange, ESAP, buprenorphine,
methadone, detox, peer community support.

25 min
(.42 hrs)

0.5

Non-Reimbursable

Other
Programmatic

Services

See information about standard three critical Other
Programmatic Services required for Ryan White
performance-based contracts.

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

duplicates must be removed.

Duplicates and possible duplicates (same service on same day
for same client) will be marked. Possible duplicates that are in
fact separate services must be attested at closeout. True

Rules Assessed During Site Visits

See information about common reasons for recoupability that

That May Make Items Recoupable may be identified in site visits.

Other Rules and/or Data Reporting Primary Care Status Measures and other applicable evaluation
Required for Compliance with data requirements.

Contract

Rapid Tests (218)

Payment Processing

processed for payment.

Tests that do not have a test result entered will not be
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Rules Assessed Automatically That
May Make Items Recoupable

A second rapid test after a positive one is not payable. Each
client may be tested up to four times per contract year. (Note
that it is validly payable for the client to receive two rapid tests
on the same day in situations where a rapid oral fluid test is
reactive and the agency chooses to provide a second rapid
test—either blood finger-stick or blood-venipuncture—to
supplement the initial reactive result prior to delivering the
results and ordering a confirmatory test. However, the new CTR
module released in the summer of 2010 only permits two tests
to be entered. The provider should not enter the second rapid
test into AIRS. Instead, the provider should enter the first rapid
test and the eventual confirmatory test into AIRS. The second
rapid test must be recorded outside of AIRS using an Excel
spreadsheet log provided by HIV Care Services.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Linkage to Care (079 & P02)

Payment Processing

Note that there are two different data entry methods for creating
payable records depending on the situation. For each client
who is linked to care, only one of the two methods should be
chosen. The determining factor for choosing a data entry
method is whether or not the client has received a confirmatory
test (not whether or not the client’s status was previously
known).

(1) Linkages to Care following a positive confirmed HIV test.
Beginning in March 2010, these linkages to care will be shown
on the MIR as service type code P02. These

must be entered through the CTR module and must include a
referral with a confirmed follow-up. When the positive
confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
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and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

(2) Linkages to Care for known positive clients who have NOT
received a confirmatory test. These will be shown on the MIR
as service type code 079. They are entered in AIRS as an
encounter/service combination 156/712 on the Service screen.
From the same screen, the user must also create a referral
record (not another encounter/service), thus linking the referral
to the encounter/service. The referral service code must be for
“[100] HIV Medical Care/Evaluation/Treatment”. To be payable,
it must be followed up in the History, and must receive the status
“[+01] Client Received Service”. Services that do not have a
confirmed follow-up will not be processed for payment. This
does not involve using the CTR module at all. This data entry
method is only to be used for known positive clients who have
not received a confirmatory test.

Rules Assessed Automatically That
May Make Items Recoupable

Confirmatory test results and confirmation that the results were
communicated to the client must be reported. A second linkage
to care for the same client is not payable.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Staff are required to work with all HIV positive clients to ensure
attendance at first appointment with HIV primary care provider.

Group Services (Low Threshold AOD, AOD and Overdose Prevention)
& Family Services (Low Threshold AOD and AOD)

Payment Processing

Group/family services must be entered through the Session-
Based Encounters module. If they are incorrectly entered
through the Clients & Services (Individual) module, then AIRS
will not create the Group ID, which is the critical data element for
calculating payment. If group/family services have been entered
in this way, they will not be payable until they have been deleted
and re-entered properly through the Session-Based Encounters
module. See Data Link’s documentation on how to do this.

Rules Assessed Automatically That
May Make Items Recoupable

Group counseling services (253, 038, 261) are not payable if
they do not have at least three Ryan White participants. In the
situation of only one or two participants arriving for a scheduled
group service, a service provider may provide each client with a
separate individual counseling session. Providing a joint service
to two participants and reporting it as two individual services is
not permitted.

Family services (252 and 031) are not payable if they do not
have at least two participants. In order for family members to be
counted as participants, they must be made into a client then
enrolled in the group in order to count as participants. See Data
Link's documentation on how to do this.
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Low Threshold AOD Service Family

Rules Assessed During Site Visits
That May Make Items Recoupable

Individuals of negative or unknown HIV status may be enrolled
twice during the contract year to receive Low Threshold AOD
services, each time for a maximum of 90 days. HIV negative
family members may receive Low Threshold AOD services in
general for up to 90 days. (There is no time limit for their
participation in family services as part of a family unit.)

Low Threshold Screenings (P05 & P06)

Rules Assessed Automatically That
May Make Items Recoupable

A client may receive each low threshold screening (Substance
Use and STI) only once per contract year.

Overdose Prevention Services (261 & 262)

Rules Assessed During Site Visits
That May Make Items Recoupable

Narcan must be dispensed in order for this service to be
payable. Overdose prevention services that do not involve
dispensing Narcan may be billed as normal Individual or Group
AOD Counseling (049 and 038).
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F. Mental Health Services [MSV]

General Information

Mental health services are provided to assist PLWHA with mental illness or substance abuse disorders
and therefore reduce barriers to access and engagement in HIV primary medical care.

Service category objectives:

Improved mental health functioning;

Connection to or return to HIV primary care;

Engagement of clients in HIV primary care;

Increase in adherence to HAART and/or prophylaxis regimens, as applicable;
Reduction of emergency acute care.

Requirements include:

HIV-negative family members may receive mental health services as individually enrolled, HIV-
affected clients for no more than three months. After three months, they must be disenrolled from
the Ryan White-funded program and connected to other services as needed.

Family members can receive family counseling services along with the HIV+ client, with no time
limit.

Any LMSWs providing services under the mental health service family must be supervised by
LCSW. MSWs with a limited permit to practice licensed clinical social work are allowed to
provide mental health services under the supervision of an LCSW. Documentation of the
supervisory relationship is required.

Staff carrying out psychiatric evaluations and visits must have, at a minimum, psychiatric nurse
practitioner credential. Buprenorphine prescription must be provided by a MD/DO with
buprenorphine license. PNP may conduct activities during buprenorphine services but cannot
prescribe buprenorphine.

Under the AOD service family in the Mental Health service category, peer workers must have a
CASAC or CASAC-T. Staff other than peers who deliver AOD services can be credentialed as
deemed appropriate by the agency.

In order to carry out coordination with PCP service or treatment adherence services, staff must be
LCSW, licensed medical provider or have a bachelor’s degree.

Service Families and Service Types

Service HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
032 | Family Counseling — MH 40 min 1
(.67 hrs)

Mental Health

Professionally-delivered family mental health counseling
provided to further the individual's treatment plan.

039 | Group Counseling — MH 40 min 1
(.67 hrs)
Professionally-delivered group mental health counseling
provided to further the individual's treatment plan.

050 | Individual Counseling — MH 40 min 1

(.67 hrs)
Professionally-delivered mental health counseling provided to
further the individual's treatment plan.
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Service HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
058 | Mental Health Intake and Assessment 40 min 1
(.67 hrs)
In-depth assessment of a client’s mental status, including
diagnosis of mental illness and development of a treatment
plan.
251 | Home Visit for Clinical Purposes 90 min 2
(1.5 hrs)
Mental health counseling for home-bound clients.
031 | Family Counseling - AOD [aka: AOD Counseling - 40 min 1
Family] (.67 hrs)
Counseling and education provided to a family unit (the client
plus at least one other family member or significant other)
regarding substance use, abuse and harm reduction. Includes
sexual risk reduction, IDU risk reduction, HIV and/or Hepatitis
C secondary prevention, medical treatment plan adherence.
038 | Group Counseling - AOD [aka: AOD Counseling - 40 min 1
Group] (.67 hrs)
Group counseling and education session conducted with a
group of at least three Ryan White clients on same range of
" subjects as in Family Counseling — AOD above.
i 049 | Individual Counseling - AOD [aka: AOD Counseling - 40 min 1
g Individual] (.67 hrs)
2 Individual counseling and education conducted with an
@) individual client on same range of subjects as in Family
< Counseling — AOD above.
073 | Psychiatric Evaluation 50 min 1
(.83 hrs)
In-depth assessment of a client’s mental status, including
diagnosis of a mental iliness and development of a treatment
plan, including medical management.
074 | Psychiatric Visits 25 min 0.5
(.625
Visits with a psychiatrist or psychiatric nurse practitioner to hrs)
treat diagnosed mental illness; may include monitoring and
management of patient responses to psychotherapeutic
medication.
276 | Buprenorphine Initial Visit N/A 15
[%)]
-§ The induction phase of buprenorphine treatment, including
5 prescribing and administering dose as well as conducting in-
n office observation for up to two hours.
g 277 | Buprenorphine Routine Visit N/A 0.5
©
§ Follow-up visits to assess clients and adjust dosage through
o the stabilization and maintenance phases of buprenorphine

treatment.
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Service
Family

program model. Programs may assign different service types to different service families, but each

Each of these service types may belong to any of the above three service families depending on
service type may belong to only one service family.

[Variable Family]

HIVCS
Code

HIVCS Service Type & Description

Min
Time

Multiplier

237

Treatment Adherence Counseling — Family

Counseling to support individuals and their families in
treatment adherence efforts, provide education on treatment
options and develop adherence strategies including
overcoming barriers, drug interactions and management of
side effects.

N/A

0.5

238

Treatment Adherence Counseling — Group

Counseling to support groups of three or more Ryan White
clients in treatment adherence efforts of the kinds described
under Treatment Adherence Counseling — Family above.

N/A

0.5

239

Treatment Adherence Counseling — Individual

Counseling to support individuals in treatment adherence
efforts of the kinds described under Treatment Adherence
Counseling — Family above.

N/A

0.5

246

Care Coordination — Other Medical/Social Services
Provider

Interventions with the client’s medical provider other than
primary care physician, and with other service providers who
are in the position to assist the client with treatment, through
telephone calls, face to face interactions, written referrals or
reports, case conference meetings. Case conferences
conducted with other internal and/or external care providers.

N/A

0.5

247

Care Coordination — Primary Care Provider

Regular Coordination with client’s primary care provider to
provide a context for mental health treatment planning.
Successful coordination must include: 1) appointment
adherence since last successful coordination; 2) most recent
CD4 abs/% and VL, including date of draw and 3) HAART and
prophylaxis adherence, as applicable.

N/A

Non-Reimbursable

Other
Programmatic

Services

See information about standard three critical Other
Programmatic Services required for Ryan White
performance-based contracts.

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

duplicates must be removed.

Duplicates and possible duplicates (same service on same day
for same client) will be marked. Possible duplicates that are in
fact separate services must be attested at closeout. True

Rules Assessed During Site Visits

That May Make Items Recoupable may be identified in site visits.

See information about common reasons for recoupability that
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Other Rules and/or Data Reporting
Required for Compliance with
Contract

Primary Care Status Measures and other applicable evaluation
data requirements.

Group and Family Services (Mental Health, AOD and Treatment Adherence)

Payment Processing

Group/family services must be entered through the Session-
Based Encounters module. If they are incorrectly entered
through the Clients & Services (Individual) module, then AIRS
will not create the Group ID, which is the critical data element for
calculating payment. If group/family services have been entered
in this way, they will not be payable until they have been deleted
and re-entered properly through the Session-Based Encounters
module. See Data Link’s documentation on how to do this.

Rules Assessed Automatically That
May Make Items Recoupable

Group counseling services (038, 039, 238) are only payable if
they have at least three Ryan White participants. In the situation
of only one or two participants arriving for a scheduled group
service, a service provider may provide each client with a
separate individual counseling session. Providing a joint service
to two participants and reporting it as two individual services is
not permitted.

Family services (032 and 237) are only payable if they have at
least two participants. In order for family members to be
counted as participants, they must be made into a client then
enrolled in the group. See Data Link’s documentation on how to
do this.

Care Coordination — Primary Care Provider (247) and
Care Coordination — Other Medical/Social Services Provider (246)

Rules Assessed Automatically That
May Make Items Recoupable

Care Coordination — Primary Care Provider is payable only once
every four months for each client.

Care Coordination — Other Medical/Social Services Provider is
payable only once per calendar month for each client.

Rules Assessed During Site Visits
That May Make Items Recoupable

All three elements listed in service description must be collected
for encounter to be eligible for reimbursement. These are 1)
appointment adherence since last successful coordination; 2)
most recent CD4 abs/% and VL, including date of draw and 3)
HAART and prophylaxis adherence, as applicable.

Home Visit for Clinical Purposes

(251)

Rules Assessed Automatically That
May Make Items Recoupable

Only four home visits per client are payable in the course of a
contract year. Service providers may, based on characteristics
of their clinical model, request a waiver of this rule. Note that
home visits count toward the Mental Health service family
monthly maximum of ten services per client. A waiver allowing
more than four home visits per contract year does not extend to
home visits that violate the rule of only ten Mental Health service
family services per calendar month.
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Mental Health Service Family

Rules Assessed Automatically That
May Make Items Recoupable

Only ten services per calendar month per client are payable
from the entire Mental Health service family (Intake/Assessment,
Counseling, Home Visits). See note regarding Home Visit for
Clinical Purposes above.

AQOD Service Family

Rules Assessed Automatically That
May Make Items Recoupable

Only ten AOD counseling services per calendar month per client
are payable.

Psychiatric Evaluation (073) and

Psychiatric Visit (074)

Rules Assessed Automatically That
May Make Items Recoupable

Only two services of these two types together per calendar
month per client are payable.

Treatment Adherence Counseling Services (237, 238, 239)

Rules Assessed Automatically That
May Make Items Recoupable

Only two services of these three types together per calendar
month per client are payable regardless of the modality
(individual, group or family).

Rules Assessed During Site Visits
That May Make Items Recoupable

Counseling must include discussion of three information
elements in Care Coordination with PCP: (1) appointment
adherence since last successful coordination; 2) most recent
CD4 abs/% and VL and 3) HAART and prophylaxis adherence,

as applicable.

Quick Guide to Mental Health Service Freqguency Limits

Service | HIVCS | HIVCS Service Type & Description Frequency
Family Code Limit
032 Family Counseling — MH Ten services across entire
039 Group Counseling — MH service family per calendar
g £ 050 Individual Counseling — MH month.
T 9 058 Mental Health Intake and Assessment
=T 251 Home Visit for Clinical Purposes Four per contract year.
031 Family Counseling - AOD Ten services across entire
[aka: AOD Counseling - Family] service family per calendar
@ 038 Group Counseling - AOD month.
A 2 [aka: AOD Counseling - Group]
O @ 049 Individual Counseling - AOD
<0 [aka: AOD Counseling - Individual]
— 073 Psychiatric Evaluation Two services across these
g8 074 Psychiatric Visits two types together per
55 calendar month.
) 276 Buprenorphine Initial Visit N/A
a o 277 Buprenorphine Routine Visit N/A
237 Treatment Adherence Counseling — Family Two services across these
238 Treatment Adherence Counseling — Group three types together per
2 239 Treatment Adherence Counseling — Individual | calendar month.
&= 246 Care Coordination — Other Medical/Social Once per calendar month.
S5 Services Provider
s 247 Care Coordination — Primary Care Provider Once every four months.

Version: July 2011

40




G. Care Coordination [MCM/MCC]

General Information

The Care Coordination program provides:

A holistic and comprehensive approach to meeting the needs of the clients, including
medical, supportive, and social needs;

Client-centered services, culturally and linguistically competent and delivered in a
confidential manner;

A navigation model to advocate for, communicate with, and identify resources for the
client, thereby coordinating the complex health care and social service systems necessary
to ensure improved client outcomes;

A chronic care model approach to encourage and support clients to gain and maintain
independence in their healthcare as well as to prevent deterioration, reduce the risk of
complications, prevent associated illnesses, and enable persons living with chronic
conditions to have an improved quality life;

A provision of formal linkages between HIV primary care providers and the care
coordination providers, ensuring that the health information necessary for patient care is
available to the Care Coordinator and to all involved providers;

A uniform Ryan White Program-wide medical practice guideling;

An integrated medical information system that ensures a relationship between one
patient, one primary care provider, and one care coordinator.

Program Goals

Ensure that PLWHA are promptly linked to medical services at the time of diagnosis and
are provided all necessary supports and resources to safeguard lifelong and regular access
to effective, quality healthcare.

Reduce duplication of medical and social support services

Reduce premature and excess morbidity and mortality by ensuring engagement in
primary care and preventive services, reduce excess morbidity

Program Objectives

Version: July 2011

Ensure that all enrolled clients are seen by an HIV provider for disease staging and
treatment planning within 30 days but no later than 60 days;

Support the delivery of preventive and primary care to enrolled clients by facilitating
adherence to scheduled appointments;

Ensure that needs for support services (i.e., food, housing, transportation, etc) are met.
Support the establishment and availability of a medical home for all enrolled clients;
Expand on the success of ARV regimens by tailoring adherence support interventions to
individual needs and by coordinating the enrolled client’s medication management within
an interdisciplinary team;

Promote client autonomy and self efficacy by means of a comprehensive, interactive,
skills building curriculum;

Help enrolled clients better navigate a complex healthcare system and manage their
medical and social needs more autonomously;

Provide client-centered, culturally and linguistically competent services.
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Service Families and Service Types

The following table represents payment points that originate in two different data systems. The
Outpatient Bridge Care payment points continue to come from AIRS and are submitted through
Data Link. The different performance-based components of the Medical Case Management

reimbursement model (Per-Member-Per-Day, Milestones and Fee-for-service Directly Observed
Therapy ) originate in the eSSHARE system beginning March 1.

Service
Family

HIVCS
Code

HIVCS Service Type & Description

Min
Time

Multiplier

Outpatient Bridge Care

784

Outpatient Bridge Medical Care

Medical services provided in non-traditional settings to high-risk
PLWHAs who are unable to successfully engage in clinic-based
HIV primary care.

N/A

1

M33

OBMC Patient Navigator Visit

Coordination of health care and social services necessary to
ensure improved patient outcomes.

N/A

M11

Baseline OBMC Labs Services

Initial laboratory work including CD4 count, viral load,
CBC w/diff, comprehensive metabolic panel, RPR.

N/A

[Two versions of HIVCS Service Code represent rates for
Ryan White Only and COBRA Dually Enrolled Clients]

Per-Member-Per-Day Fee

M20
or
M34

Per Day Enrolled in Intervention A: Non-ARV Health
Promotion-Quarterly

See Care Coordination Protocol for information on levels of
service.

N/A

M21
or
M35

Per Day Enrolled in Intervention B: ARV Health
Promotion — Quarterly

See Care Coordination Protocol for information on levels of
service.

N/A

M22
or
M36

Per Day Enrolled in Intervention C1: Monthly

See Care Coordination Protocol for information on levels of
service.

N/A

M23
or
M37

Per Day Enrolled in Intervention C2: Weekly

See Care Coordination Protocol for information on levels of
service.

N/A

M24
or
M38

Per Day Enrolled in Intervention D: Daily DOT

See Care Coordination Protocol for information on levels of
service.

N/A
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M25 | Milestone: Transition from D C2 N/A
See Care Coordination Protocol for information.
M26 | Milestone: Transition from C2 C1 N/A
See Care Coordination Protocol for information.
M27 | Milestone: Transitionfrom C1 B N/A
See Care Coordination Protocol for information.
" M28 | Milestone: Transitionfrom C2 B N/A
1)
c
% See Care Coordination Protocol for information.
é M29 | Milestone: Graduation from B N/A
IS See Care Coordination Protocol for information.
z M30 | Milestone: Graduation from A N/A
IS
= See Care Coordination Protocol for information.
M31 | DOT Visit in Clinic N/A
8 - See Care Coordination Protocol for information.
> — -
£& & M32[DOT Visit at Client Home N/A
o290
[agoN= See Care Coordination Protocol for information.
Requirements and Special Issues
General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates and possible duplicates (same service on same day
for same client) will be marked. Possible duplicates that are in
fact separate services must be attested at closeout. True
duplicates must be removed.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Primary Care Status Measures and other applicable evaluation
data requirements.

Per-Member-Per-Day Fee & Transition Milestones

Payment Processing

Both Per-Member-Per-Day Fees and Transition Milestones
depend on correct entry in eSHARE of the patient’s intervention
track and the changes from one track to another over time.
Intervention tracks are entered through the Intake Assessment
and Patient Status Change forms in eSHARE. Only track
changes that have been entered into the Patient Status Change
form will count toward payment calculations. (Identification of the
new track in a Case Conference Form is not sufficient to affect
payment.) In instances where a client has more than one Intake
Assessment and/or Patient Status Change form referring to the
same intervention track enroliment date, Public Health Solutions’
payment system will use the information (track and reason for
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change) contained in the last form created; information in forms
created earlier on that date will be disregarded.

Transition Milestones

Payment Processing

Only transitions based on clinical progress are payable
milestones; transitions initiated by patient request are not.
Patient progression to Track B may be paid in only one of two
options: either the pair of milestones transitioning from C2 to C1
to B or else the single milestone transitioning directly from C2 to
B, but not both. A milestone will only be paid if the transition has
been durable (i.e. has not been reversed by movement back to
a more intensive track) for 60 days or more. Although some
transitions may be repeated due to setbacks (the need to move
a patient back to a more intensive track), each milestone may be
paid only once over the course of each enrollment.

Outpatient Bridge Medical Care (

784) and OBMC Patient Navigator Visit (M33)

Rules Assessed Automatically That
May Make Items Recoupable

For each client, Outpatient Bridge Medical Care is payable only
two times per calendar month and OBMC Patient Navigator
Visits are payable only two times per calendar month. These
services may be provided to each client for eight distinct
calendar months. Following that period, these services will be
invalid unless specifically authorized for that client by the NYC
Department of Health and Mental Hygiene.

Baseline OBMC Labs Services (M11)

Rules Assessed Automatically That
May Make Items Recoupable

Baseline OBMC Labs services are payable once per patient,
and must be carried out during the patient’s initial four-month

period.
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VI. Prevention Performance-Based Service Categories

A. Co-factors of HIV Transmission [COF]

General Information

Contracts in this service category screen and refer high risk individuals for co-factors of HIV transmission
including sexually transmitted infections (STIs), depression and substance abuse. All contracts provide
referrals for co-factor treatment for clients with one or more positive co-factor screen. For individuals
with one or more positive co-factor screen who are not already known to be positive, some contracts
provide HIV testing via this contract, others provide linkage to HIV testing via another contract
administered by Public Health Solutions, and others refer clients to a non Public Health Solutions-
administered contract.

Effective identification of the target co-factors is conducted using a set of predetermined screening
instruments. The standardized screening instruments have been found to be valid and reliable and may be
administered by peers and other non-professionals.

1. Urine screening for STIs (gonorrhea and chlamydia).

2. Blood screening for STIs (syphilis, hepatitis B and C).

3. Screening for depression using the PHQ 9; this consists of two initial “gateway”
questions followed by seven additional questions for those who have positive results on
the “gateway” questions.

4. Screening using the DAST-AUDIT to identify substance misuse/abuse, including alcohol
abuse/misuse.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
=) 257 | Mental Health Screening N/A 1
8<S5 . N -
ER O Screening for depression using the PHQ9 tool, provision of
% % G results to client, and referrals to appropriate treatment/testing
@ services.
= 267 | sTI-Screening — Blood N/A 1
=
- 3 B Screening for syphilis, hepatitis B and hepatitis C, provision of
E o % results to client, and referrals to appropriate treatment/testing
V0 services.
o 268 | STI-Screening — Urine N/A 1
c
. § ) Screening for chlamydia and gonorrhea, provision of results to
= 5E client, and referrals to appropriate treatment/testing services.
nwo
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Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
269 | Substance Use Assessment N/A 1
o
g Screening for substance use using DAST-AUDIT tool, provision
o of results to client, and referrals to appropriate treatment/testing
5 services.
)]
)
3 P08 | Substance Use Brief Intervention N/A 1
)
< Discussion of the client’s current substance abuse risk level,
g key prevention messages tailored to client’s risk level,
2 discussion of motivation for behavior change, and referral to
0] appropriate treatment/substance use services.
218 | Rapid HIV Test N/A 1
>
T Rapid HIV Testing includes the provision of pre- and post-test
= counseling and completion of consent forms, in accordance with
S 17 state regulations.
)
X —
333 | Confirmatory Test N/A 1
HIV Testing, using confirmatory testing technology, provision of
‘g results to client, and completion of Provider Report Form (PRF)
- in accordance with state regulations.
g‘ P01 | Non-mapped Confirmatory Test N/A 1
IS
§ Same as Confirmatory Test above. “Non-mapped” confirmatory
= tests are recorded in AIRS when the results are negative or
8 indeterminate, or when the results cannot be provided to the
client.
P02 | |inkage to Care N/A 1
2o
8 8 Linkage to care is the documented attendance of a newly
£ 5 diagnosed (or out of care) HIV+ client at his/her first
— = appointment with a primary care provider.
P04 | Linkage to HIV Testing N/A 1

Linkage to
HIV Testing

Clients with a positive result for any co-factor screening are
referred to receive an HIV rapid test provided by another
contract funded by DOHMH and administered by HIVCS/Public
Health Solutions.

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates (same service on same day for same client) will be
marked as requiring removal by service provider.

Rules Assessed During Site Visits

That May Make Items Recoupable may be identified in site visits.

See information about common reasons for recoupability that

Other Rules and/or Data Reporting
Required for Compliance with

Contract

Data requirements as specified in Appendix F.
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Mental Health Screening (257)

Rules Assessed Automatically That
May Make Items Recoupable

Only one Mental Health Screening per client within 365 days is
payable. Some contracts may have received a waiver
specifying a different frequency.

Rules Assessed During Site Visits
That May Make Items Recoupable

Clients who self-report that they are currently receiving mental
health treatment are not eligible for Mental Health Screening.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If client screens positive, a referral for mental health treatment
must be made and, if the client is not already know to be HIV+,
the client must receive (on the same day or within 90 days
afterwards) HIV Rapid Test or Linkage to Testing (or Referral to
Testing, for agencies referring clients to programs other than
Public Health Solutions-administered contracts).

Substance Use Assessment and

Substance Use Brief Intervention (269 & P08)

Rules Assessed Automatically That
May Make Items Recoupable

Only one Substance Use Screening (and, if necessary, one
Substance User Brief Intervention) per client within 365 days is
payable. Some contracts may have received a waiver specifying
a different frequency. A Substance Use Brief Intervention may
only be provided if the client screens positive. A Substance Use
Brief Intervention must have, attached to the encounter record, a
referral to substance use treatment. (The Substance Use
Screening which precedes the Substance Use Brief Intervention
should not have that referral attached to it.)

Rules Assessed During Site Visits
That May Make Items Recoupable

Clients who self-report that they are currently receiving
substance use treatment are not eligible for Substance Use
Screening.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If client screens positive, a Substance Use Brief Intervention
must be provided and, if the client is not already know to be
HIV+, the client must receive (on the same day or within 90 days
afterwards) HIV Rapid Test or Linkage to Testing (or Referral to
Testing, for agencies referring clients to programs other than
Public Health Solutions-administered contracts).

STI Screening — Urine (268)

Rules Assessed Automatically That
May Make Items Recoupable

Only one STI Screening — Urine per client within 365 days is
payable, unless the result of the first is positive, in which case
retesting is payable after 90 days.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Clear documentation must be maintained indicating why any
specific test was not completed for a given client.

If client screens positive, a referral for STI treatment must be
made and, if the client is not already know to be HIV+, the client
must receive (on the same day or within 90 days afterwards)
HIV Rapid Test or Linkage to Testing (or Referral to Testing, for
agencies referring clients to programs other than Public Health
Solutions-administered contracts).

STI Screening — Blood (267)

Rules Assessed Automatically That
May Make Items Recoupable

Only one STI Screening — Blood per client within 365 days is
payable.
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Other Rules and/or Data Reporting
Required for Compliance with
Contract

STI screenings are only provided to persons who are
asymptomatic. If clinically indicated, certain specific tests may
be omitted, e.g. if the client has been vaccinated for hepatitis B,
or has been treated within the last year for syphilis, hepatitis B,
or hepatitis C. Clear documentation must be maintained
indicating why any specific test was not completed for a given
client.

The new version 8.7 of AIRS will, for STI-Blood encounters,
automatically create a lab test with type ‘SY’ for Syphilis. Service
providers, however, should continue to use the code ‘98’ in that
situation. That will require manually changing the ‘SY’ to ‘98'.

If client screens positive, a referral for STI treatment must be
made and, if the client is not already know to be HIV+, the client
must receive (on the same day or within 90 days afterwards)
HIV Rapid Test or Linkage to Testing (or Referral to Testing, for
agencies referring clients to programs other than Public Health
Solutions-administered contracts).

Rapid HIV Test (218)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

A rapid HIV test is not payable if there does not exist, within the
90 days before the test, a co-factor screen with a positive result.

A rapid HIV test is not payable if it occurred prior to the co-factor
screening, or more than 90 days after the co-factor screening.
(Note that it is validly payable for the client to receive two rapid
tests on the same day in situations where a rapid oral fluid test
is reactive and the agency chooses to provide a second rapid
test—either blood finger-stick or blood-venipuncture—to
supplement the initial reactive result prior to delivering the
results and ordering a confirmatory test. However, the new CTR
module released in the summer of 2010 only permits two tests
to be entered. The provider should not enter the second rapid
test into AIRS. Instead, the provider should enter the first rapid
test and the eventual confirmatory test into AIRS. The second
rapid test must be recorded outside of AIRS using an Excel
spreadsheet log provided by HIV Care Services.

A subsequent rapid HIV test for the same client is not payable
until there has been a subsequent positive co-factors screen
that does not itself violate frequency rules. Tests with an
impermissible specimen type (a type other than blood finger-
stick, blood-venipuncture and oral-mucosal) are not payable.

Rules Assessed During Site Visits
That May Make Items Recoupable

Incentivizing clients for testing is not allowed.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If the rapid test is a preliminary positive, the agency must either
conduct a confirmatory HIV test and provide the confirmatory
test result to the client, or else document that the client already
knew his/her serostatus and ensure that the client is engaged in
medical care.
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Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

All individuals with a positive confirmatory test must be provided
with a list of NYC DOHMH-funded behavioral intervention
programs designed for HIV+ individuals.

Linkage to Care (P02)

Payment Processing

Linkages to care must be entered through the CTR module and
must include a referral with a confirmed follow-up. When the
positive confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

Rules Assessed Automatically That
May Make Items Recoupable

Only one linkage to care per client is payable.

Linkage to Testing (P04)

Payment Processing

The Linkage to Testing payment point is created by attaching a
a referral for HIV testing to an encounter representing one of the
four co-factor screens (Substance Use, Mental Health, STI-
Blood or STI-Urine). The referral to HIV testing should not be
attached to a Substance Use Brief Intervention; doing so will not
create a Linkage to Testing payment point.

Rules Assessed Automatically That
May Make Items Recoupable

Linkage to HIV testing is not payable if there does not exist,
within the 90 days before the linkage, a co-factor screen with a
positive result.

Linkage to HIV testing is not payable for any HIV test that
occurred prior to the co-factor screening, or for any HIV test that
occurred more than 90 days after the co-factor screening.
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B. Rapid Testing in Social Networks [RTN]

General Information

Contracts in this service category conduct a social network-based recruitment strategy for rapid HIV
testing. Each contract establishes specific social networks (sex workers, recent immigrants, etc.) that they
target. The goal of this strategy is to maximize the detection of incident HIV diagnoses by using existing
social networks to identify those individuals who are at high risk for HIV infection and to offer these
individuals a rapid HIV test. If an individual's rapid HIV test result is preliminary positive, s/he will
undergo standard HIV confirmatory testing, and all individuals who test positive will be linked to medical
care.

Only individuals engaged by the program to be Recruiters, or the individuals these Recruiters refer,
Network Associates, may be tested under these contracts. Individuals are screened to be Recruiters based
on how well the agency believes the candidate meets the required criteria for being a Recruiter. If an
individual determined to be a good candidate, and expresses an interest in being a Recruiter, they are
oriented to the goals of the program. After completing orientation, agency staff conduct a thorough
interview of potential Recruiters to ascertain whether they do, in fact, meet all of the criteria which
include:

1. The Recruiter is a known HIV-positive person OR an HIV-negative person actively engaged in
activities carrying a high-risk for HIV transmission OR an HIV-negative person who has engaged in
activities carrying a high-risk for HIV transmission.

2. The Recruiter has a network of individuals with whom they socialize AND/OR with whom s/he has
participated in high-risk behaviors for HIV transmission.

3. The Recruiter believes some individuals in their social network should be tested for HIV because (1)
they are not known positive to the Recruiter, AND (2) the Recruiter knows that they engage in high-
risk behaviors for HIV transmission.

4. The Recruiter is willing to approach individuals from their social network who fit criteria 3 above,
discuss HIV testing with them, and refer them to the awarded agency for HIV testing.

Recruiters are provided with coaching prior to beginning recruiting activities as well as ongoing support.
Recruiters are given referral cards that include the Recruiter’s unique numeric identifier, and information
about the program. The Recruiter provides the card to their Networks Associates whom they refer for
testing. The Network Associate presents the card at time of testing. This establishes the link between
Recruiter and Network Associates tested. If the program allows Recruiters not to use the card or the
Recruiter for some reason does not use the referral card, the program needs to be able to demonstrate a
clear relationship between the Network Associate and Recruiter, and be able to show that the Network
Associate who was identified by the Recruiter is the Network Associate who actually came in for a test.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
218 | Rapid HIV Test N/A 1
-g_ 7 Rapid HIV Testing includes the provision of pre- and post-test
g ) counseling and completion of consent forms, in accordance with
= state regulations.
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Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
333 | Confirmatory Test N/A 1
HIV Testing, using confirmatory testing technology, provision of
‘g results to client, and completion of Provider Report Form (PRF)
= in accordance with state regulations.
g‘ P01 | Non-mapped Confirmatory Test N/A 1
T
S Same as Confirmatory Test above. “Non-mapped” confirmatory
= tests are recorded in AIRS when the results are negative or
8 indeterminate, or when the results cannot be provided to the
client.
P02 | Linkage to Care N/A 1
2o
8 8 Linkage to care is the documented attendance of a newly
£ 5 diagnosed (or out of care) HIV+ client at his/her first
— = appointment with a primary care provider.

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates (same service on same day for same client) will be
marked as requiring removal by service provider.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Data requirements as specified in Appendix F.

Rapid HIV Test (218)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

Tests with an impermissible specimen type (a type other than
blood finger-stick, blood-venipuncture and oral-mucosal) are not
payable. A subsequent test for the same client is only payable if
the client was referred by a different network recruiter; such
tests will be marked for review. A subsequent test for the same
client is not payable until 90 days later. (Note that it is validly
payable for the client to receive two rapid tests on the same day
in situations where a rapid oral fluid test is reactive and the
agency chooses to provide a second rapid test—either blood
finger-stick or blood-venipuncture—to supplement the initial
reactive result prior to delivering the results and ordering a
confirmatory test. However, the new CTR module released in
the summer of 2010 only permits two tests to be entered. The
provider should not enter the second rapid test into AIRS.
Instead, the provider should enter the first rapid test and the
eventual confirmatory test into AIRS. The second rapid test
must be recorded outside of AIRS using an Excel spreadsheet
log provided by HIV Care Services.

Rules Assessed During Site Visits
That May Make Items Recoupable

Incentivizing clients for testing is not allowed.
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Other Rules and/or Data Reporting
Required for Compliance with
Contract

If the rapid test is a preliminary positive, the agency must either
conduct a confirmatory HIV test and provide the confirmatory
test result to the client, or else document that the client already
knew his/her serostatus and ensure that the client is engaged in
medical care.

Network Associates must be correctly linked, in AIRS, with the
Network Recruiters who contacted them. See Data Link’s
documentation on how to do this.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

All individuals with a positive confirmatory test must be provided
with a list of NYC DOHMH-funded behavioral intervention
programs designed for HIV+ individuals.

Linkage to Care (P02)

Payment Processing

Linkages to care must be entered through the CTR module and
must include a referral with a confirmed follow-up. When the
positive confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

Rules Assessed Automatically That
May Make Items Recoupable

Only one linkage to care per client is payable.
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C. Rapid Testing in Clinical Settings [RTX]

General Information

Contracts in this service category provide HIV rapid testing in clinical settings (hospitals, community
health centers, etc.). The programs provide HIV rapid testing, pre and post test counseling, and follow-up
to ensure positive clients receive a confirmatory test and are engaged in HIV primary care.

Service Families and Service Types

Service
Family

HIVCS | HIVCS Service Type & Description Min
Code Time

Multiplier

218 | Rapid HIV Test N/A 1

Rapid HIV Testing includes the provision of pre- and post-test
counseling and completion of consent forms, in accordance with
state regulations.

Rapid
Test

333 | Confirmatory Test N/A 1

HIV Testing, using confirmatory testing technology, provision of
results to client, and completion of Provider Report Form (PRF)
in accordance with state regulations.

P01 | Non-mapped Confirmatory Test N/A 1

Same as Confirmatory Test above. “Non-mapped” confirmatory
tests are recorded in AIRS when the results are negative or
indeterminate, or when the results cannot be provided to the
client.

Confirmatory Test

P02 | Linkage to Care N/A 1

Linkage to care is the documented attendance of a newly
diagnosed (or out of care) HIV+ client at his/her first
appointment with a primary care provider.

Linkage
to Care

Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates (same service on same day for same client) will be
marked as requiring removal by service provider.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Data requirements as specified in Appendix F.

Rapid HIV Test (218)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

Tests with an impermissible specimen type (a type other than
blood finger-stick, blood-venipuncture and oral-mucosal) are not
payable. A subsequent test for the same client is not payable
until 90 days later. (Note that it is validly payable for the client to
receive two rapid tests on the same day in situations where a
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rapid oral fluid test is reactive and the agency chooses to
provide a second rapid test—either blood finger-stick or blood-
venipuncture—to supplement the initial reactive result prior to
delivering the results and ordering a confirmatory test. However,
the new CTR module released in the summer of 2010 only
permits two tests to be entered. The provider should not enter
the second rapid test into AIRS. Instead, the provider should
enter the first rapid test and the eventual confirmatory test into
AIRS. The second rapid test must be recorded outside of AIRS
using an Excel spreadsheet log provided by HIV Care Services.

Rules Assessed During Site Visits
That May Make Items Recoupable

Incentivizing clients for testing is not allowed.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If the rapid test is a preliminary positive, the agency must either
conduct a confirmatory HIV test and provide the confirmatory
test result to the client, or else document that the client already
knew his/her serostatus and ensure that the client is engaged in
medical care.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

All individuals with a positive confirmatory test must be provided
with a list of NYC DOHMH-funded behavioral intervention
programs designed for HIV+ individuals.

Linkage to Care (P02)

Payment Processing

Linkages to care must be entered through the CTR module and
must include a referral with a confirmed follow-up. When the
positive confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

Rules Assessed Automatically That
May Make Items Recoupable

Only one linkage to care per client is payable.
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D. Rapid Testing Services [RTS]

General Information

Contracts in this service category provide HIV rapid testing in clinical settings (hospitals, community
health centers, etc.) or community based organizations. The programs provide HIV rapid testing, pre and
post test counseling, and follow-up to ensure positive clients receive a confirmatory test and are engaged
in HIV primary care.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
218 | Rapid HIV Test N/A 1
-g_ 7 Rapid HIV Testing includes the provision of pre- and post-test
g ) counseling and completion of consent forms, in accordance with
= state regulations.
333 | Confirmatory Test N/A 1
HIV Testing, using confirmatory testing technology, provision of
‘g results to client, and completion of Provider Report Form (PRF)
- in accordance with state regulations.
g‘ P01 | Non-mapped Confirmatory Test N/A 1
IS
S Same as Confirmatory Test above. “Non-mapped” confirmatory
= tests are recorded in AIRS when the results are negative or
s} indeterminate, or when the results cannot be provided to the
O :
client.
P02 | Linkage to Care N/A 1
2o
8 8 Linkage to care is the documented attendance of a newly
£ 5 diagnosed (or out of care) HIV+ client at his/her first
— = appointment with a primary care provider.
Requirements & Special Issues
General
Rules Assessed Automatically That Duplicates (same service on same day for same client) will be
May Make Items Recoupable marked as requiring removal by service provider.
Rules Assessed During Site Visits See information about common reasons for recoupability that
That May Make Items Recoupable may be identified in site visits.

Other Rules and/or Data Reporting Data requirements as specified in Appendix F.
Required for Compliance with
Contract
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Rapid HIV Test (218)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

Tests with an impermissible specimen type (a type other than
blood finger-stick, blood-venipuncture and oral-mucosal) are not
payable. A subsequent test for the same client is not payable
until 90 days later. (Note that it is validly payable for the client to
receive two rapid tests on the same day in situations where a
rapid oral fluid test is reactive and the agency chooses to
provide a second rapid test—either blood finger-stick or blood-
venipuncture—to supplement the initial reactive result prior to
delivering the results and ordering a confirmatory test. However,
the new CTR module released in the summer of 2010 only
permits two tests to be entered. The provider should not enter
the second rapid test into AIRS. Instead, the provider should
enter the first rapid test and the eventual confirmatory test into
AIRS. The second rapid test must be recorded outside of AIRS
using an Excel spreadsheet log provided by HIV Care Services.

Rules Assessed During Site Visits
That May Make Items Recoupable

Incentivizing clients for testing is not allowed.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If the rapid test is a preliminary positive, the agency must either
conduct a confirmatory HIV test and provide the confirmatory
test result to the client, or else document that the client already
knew his/her serostatus and ensure that the client is engaged in
medical care.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

All individuals with a positive confirmatory test must be provided
with a list of NYC DOHMH-funded behavioral intervention
programs designed for HIV+ individuals.

Linkage to Care (P02)

Payment Processing

Linkages to care must be entered through the CTR module and
must include a referral with a confirmed follow-up. When the
positive confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
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do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

Rules Assessed Automatically That
May Make Items Recoupable

Only one linkage to care per client is payable.
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E. Rapid Testing in High Risk Venues [RTV]

General Information

The HIV Rapid Testing in High Risk Venues contract, also known as the Men's Sexual Health Project
(M-SHP) increases the accessibility of HIV testing and prevention services to high-risk men who have
sex with men (MSM). M-SHP is a collaboration of Bellevue Hospital Center and New York University
Langone Medical Center. M-SHP offers counseling and rapid HIV testing at two Manhattan bathhouses
frequented by MSM: the West Side Club in Chelsea and the East Side Club in the East 50s. The program
operates at one or both bathhouses five nights a week. Because both bathhouses allow men who want to
test to enter the M-SHP area without paying a club cover charge, M-SHP has expanded its outreach to
MSM who do not utilize the bathhouses, particularly targeting young MSM. M-SHP helps men who are
HIV-positive learn their status as early as possible after infection and assists them in getting linked to
HIV primary care and other medical services as needed. In addition, the program provides access to
comprehensive screening for sexually transmitted infections (ST1) and connects clients to medical and
other health related and preventive services.

Service Families and Service Types

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
218 | Rapid HIV Test N/A 1
-'g_ % Rapid HIV Testing includes the provision of pre- and post-test
g & counseling and completion of consent forms, in accordance with

state regulations.

333 | Confirmatory Test N/A 1

HIV Testing, using confirmatory testing technology, provision of
results to client, and completion of Provider Report Form (PRF)
in accordance with state regulations.

P01 | Non-mapped Confirmatory Test N/A 1

Same as Confirmatory Test above. “Non-mapped” confirmatory
tests are recorded in AIRS when the results are negative or
indeterminate, or when the results cannot be provided to the
client.

Confirmatory Test

P02 | Linkage to Care N/A 1

Linkage to care is the documented attendance of a newly
diagnosed (or out of care) HIV+ client at his/her first
appointment with a primary care provider.

to Care

267 | sTI-Screening — Blood N/A 1

Screening for syphilis, hepatitis B and hepatitis C, provision of
results to client, and referrals to appropriate treatment/testing
services.

STl -
Blood

268 | STI-Screening — Urine N/A 1

Screening for chlamydia and gonorrhea, provision of results to
client, and referrals to appropriate treatment/testing services.

Screening | Screening | Linkage

STl -
Urine
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Requirements & Special Issues

General

Rules Assessed Automatically That
May Make Items Recoupable

Duplicates (same service on same day for same client) will be
marked as requiring removal by service provider.

Rules Assessed During Site Visits
That May Make Items Recoupable

See information about common reasons for recoupability that
may be identified in site visits.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Data requirements as specified in Appendix F.

Rapid HIV Test (218)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment.

Rules Assessed Automatically That
May Make Items Recoupable

Tests with an impermissible specimen type (a type other than
blood finger-stick, blood-venipuncture and oral-mucosal) are not
payable. A subsequent test for the same client is not payable
until 90 days later. (Note that it is validly payable for the client to
receive two rapid tests on the same day in situations where a
rapid oral fluid test is reactive and the agency chooses to
provide a second rapid test—either blood finger-stick or blood-
venipuncture—to supplement the initial reactive result prior to
delivering the results and ordering a confirmatory test. However,
the new CTR module released in the summer of 2010 only
permits two tests to be entered. The provider should not enter
the second rapid test into AIRS. Instead, the provider should
enter the first rapid test and the eventual confirmatory test into
AIRS. The second rapid test must be recorded outside of AIRS
using an Excel spreadsheet log provided by HIV Care Services.

Rules Assessed During Site Visits
That May Make Items Recoupable

Incentivizing clients for testing is not allowed.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

If the rapid test is a preliminary positive, the agency must either
conduct a confirmatory HIV test and provide the confirmatory
test result to the client, or else document that the client already
knew his/her serostatus and ensure that the client is engaged in
medical care.

Confirmatory Test (333 & P01)

Payment Processing

Tests that do not have a test result entered will not be
processed for payment. For reporting NAAT positive
confirmatory tests, in the version of AIRS used before the
summer of 2010, users needed to enter the confirmatory Test
Technology as “Conventional” (rather than “Other”).

Rules Assessed Automatically That
May Make Items Recoupable

Only one confirmatory test per client is payable, with the
exception of situations where a second test is necessary
because the first test was either indeterminate or was an oral
fluid specimen with a negative result. A confirmatory test that
does not have a previous rapid test with a reactive result will be
automatically marked for data entry correction or recoupment.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

All individuals with a positive confirmatory test must be provided
with a list of NYC DOHMH-funded behavioral intervention
programs designed for HIV+ individuals.
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Linkage to Care (P02)

Payment Processing

Linkages to care must be entered through the CTR module and
must include a referral with a confirmed follow-up. When the
positive confirmatory result is delivered to the client, and the
encounter/service representing the confirmatory test—211/656
[HIV Counseling (Positive)/ Post-test Counseling with
Confirmatory Test]—is created in the Testing Part B screen of
the CTR module, the user must create a referral record (not
another encounter/service) on that same page, thus relating it to
the encounter/service for the test. The referral service code
must be for “[100] HIV Medical Care/Evaluation/Treatment”. To
be payable, it must be followed up in the History, and must
receive the status “[+01] Client Received Service”. Services that
do not have a confirmed follow-up will not be processed for
payment. For more details, see Data Link’s guide (Counseling
and Testing Manual) about using the CTR module. Linkages to
Care for an acutely infected client are payable based on the
reporting of a NAAT positive result from a confirmatory test that
follows a negative rapid test.

Rules Assessed Automatically That
May Make Items Recoupable

Only one linkage to care per client is payable.

STI Screening — Blood (267)

Rules Assessed Automatically That
May Make Items Recoupable

Only two STI Screening — Blood per client within 365 days are
payable.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

STI screenings are only provided to persons who are
asymptomatic. If clinically indicated, certain specific tests may
be omitted, e.g. if the client has been vaccinated for hepatitis B,
or has been treated within the last year for syphilis, hepatitis B,
or hepatitis C. Clear documentation must be maintained
indicating why any specific test was not completed for a given
client.

If client screens positive, a referral for STI treatment must be
made and, if the client is not already know to be HIV+, the client
must receive (on the same day or within 90 days afterwards)
HIV Rapid Test.

STI Screening — Urine (268)

Rules Assessed Automatically That
May Make Items Recoupable

Only two STI Screening — Urine per client within 365 days are
payable.

Other Rules and/or Data Reporting
Required for Compliance with
Contract

Clear documentation must be maintained indicating why any
specific test was not completed for a given client.

If client screens positive, a referral for STI treatment must be
made and, if the client is not already know to be HIV+, the client
must receive (on the same day or within 90 days afterwards)
HIV Rapid Test.
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F. Evidence- or Theory-Based Interventions [EBI]

General Information

Objectives for interventions in this service category are to:

e Enroll and retain HIV-infected individuals in group- and individual-level interventions
designed to promote behaviors that prevent HIV transmission.

e Enroll and retain HIV-negative individuals who are at high risk for acquiring HIV in
group- and individual-level interventions designed to reduce HIV-related risk behavior.

e Implement structured peer-based and/or community-level interventions that target high
HIV prevalence or high risk HIVV-negative communities or settings (e.g. sex clubs,
internet sites) to diffuse HIV prevention messages and promote behaviors that prevent
HIV transmission.

Contracts in this service category collect and report client-level service data using eCompas
rather than AIRS. For this reason, two sections of this guide that pertain specifically to AIRS are
not applicable to this service category: the sections “Data Submission for Contracts Using
AIRS” and “Researching Apparent Data Discrepancies (for Contracts Using AIRS)”. However,
other sections regarding payment, data review and corrections, and recoupment are applicable to
this service category.

Each intervention that includes a “client completion” payment point has specific requirements
for the set of services that constitute client completion. In many cases, provision is made for an
agency to be reimbursed for group and individual services provided to a client beyond the
specific requirements for payment of the client completion. This guide provides detailed
information on the requirements for client completion and the maximum set of services that may
be provided for a given client (referred to as “Full Program Client Services”). The following
general rules are applicable to all interventions:

e All group services must have at least one reported staff facilitator in order to be payable.

e Anagency will be reimbursed only once per client for “client completion” for any given
intervention.

e Agencies will not be reimbursed for services provided to a given client beyond those
specified in the intervention’s Full Program Client Services.

e Once a given client has participated in the full allowable set of group services, that
client’s attendance at further group services will not be included in the group tally that
counts toward the payability of those services. However, even if a group session is
rendered non-payable because of discounting the attendance of clients who have already
met their limit, that group session will still count toward the client completion
requirements of any other clients who participated in it.

e There is no limit placed on the number of anonymous events or anonymous contacts in
which an enrolled client may participate, subject to the overall limit imposed by the
allocated service category MRA.

e Client re-enrollment: Clients who are returning to a program after having previously
participated in some or all of that same program should NOT complete a new program
enrollment. Only one enrollment per client per program will be accepted in eCompas.
Such a client can receive services, and the agency will be reimbursed, as described above.
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e In general, sessions that do not meet the requirements for payability (in terms of
minimum length of time or minimum or maximum number of participants) will not count
toward the client completion requirements of the client(s) who attended the session.
There are two exceptions, however:

0 A group session may be automatically marked on the MIR as “INVALID: Too

Version: July 2011

Few Clients Having Unexhausted Service Limits” meaning that although the
requisite number of participants attended, the session is not payable as a unit
because some of the participants had already reached their limit for full program
client services. Sessions marked in this way will count toward participants’ client
completion requirements, however.

If a group session of a type that requires three participants to be valid for payment
has only two participants, that session will not be payable as a unit. However, as
long as there are two participants, the program manager may request to have the
session count toward those participants’ client completion requirements. In order
to do so, the program manager must make a written request to their Contract
Manager using an Excel template provided by HIV Care Services. Requests that
are approved will result in the session appearing on the MIR marked as
“INVALID: No Unit Payment (But Does Count Toward Client Completion)”.
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1. Attitude

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EAA ATTITUDE Presentations 90 min. 1

ATTITUDE
Anonymous
Events

ATTITUDE Presentations

Rules Assessed Automatically That

May Make Items Recoupable payable.

An event must include a minimum of 6 participants in order to be
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2. CRCS-1

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
«» | EEA CRCS - 1 Screening/Intake 30 min. 1
- d }T_.-’ s -
u') 5 % EEB CRCS - 1 Plan Implementation 30 min. 1
o .2 o
25 |EEC | CRCS-1Reassessment 30 min. 1
o EED CRCS - 1 Program Enrollment N/A N/A
‘g EEE CRCS - 1 Outcome Data N/A N/A
[%)]
88
L >
S22
5ad
CRCS-1
Full Program Client Services | Up to 20 individual encounters per client are payable.
3. CRCS-2
Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EFA CRCS - 2 Enabling Contacts 15 min. 1
NDA
L
x &5
owo
EFB CRCS - 2 Screening/Intake 30 min. 1
_ 2 | EFC CRCS - 2 Plan Development 30 min. 1
v5¢
8 23 |EFD CRCS - 2 Risk Reduction Counseling 30 min. 1
= O
% E o |EFE CRCS - 2 Reassessment 30 min. 1
o EFF CRCS - 2 Program Enrollment N/A N/A
‘g EFG CRCS - 2 Outcome Data N/A N/A
[%)]
88
L >
S22
5ad
CRCS-2
Full Program Client Services Up to 20 individual encounters per client are payable. Up to 36

enabling contacts per client are payable.
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4. Healthy Relationships — 1

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EGA HR1 Introductory Session 90 min. 1
—
é_ EGB HR1 Session 1 - Communication Skills 90 min. 1
2
2 o EGC HR1 Session 2 - Problem Solving and Decision Making 90 min. 1
Q c
% 2 EGD HR1 Session 3 - Skills Building 90 min. 1
%]
0; 3 EGE HR1 Session 4 - Relationships and Risk Reduction 90 min. 1
S5 EGF | HRL Session 5 - Review 90 min. 1
% o EGG HR1 Booster Session 90 min. 1
o EGH HR1 Program Enrollment N/A N/A
‘g EGJ HR1 Outcome Data N/A N/A
%]
88
L >
S° 5
5ad
OEG HR1 Client Completion N/A 1
~ 5
0 O
o Q
5E
289
= ‘a‘ c
§ w2
Ixo

Healthy Relationships - 1

Requirements for Client Completion

The client must have attended each of the five group sessions
numbered 1 through 5. The entire set of sessions must have
been completed within a 60-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the five numbered sessions, and toward one
introductory session or one booster session. The client’s
attendance at subsequent group sessions will not be counted
toward their payability.

Healthy Relationships - 1 Group

Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 15 participants in order to be payable.
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5. Healthy Relationships — 2

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EHA HR2 Introductory Session 90 min. 1
o EHB HR2 Session 1 - Communication Skills 90 min. 1
3 EHC HR2 Session 2A - Problem Solving and Decision Making 90 min. 1
<z
g ® EHD HR2 Session 2B - Problem Solving and Decision Making 90 min. 1
% 2 EHE HR2 Session 3 - Skills Building 90 min. 1
(%]
0; 3 EHF HR2 Session 4 - Relationships and Risk Reduction 90 min. 1
S5 EHG | HR2 Session 5 - Review 90 min. 1
T o EHH HR2 Booster Session 90 min. 1
o EHJ HR2 Program Enrollment N/A N/A
‘g EHK | HR2 Outcome Data N/A N/A
[%]
88
L >
S22
5ad
OEH HR2 Client Completion N/A 1
~
0 O
o Q
G5
289
= ‘a‘ c
82
Ixo

Healthy Relationships - 2

Requirements for Client Completion

The client must have attended each of the six group sessions
numbered 1 through 5. The entire set of sessions must have
been completed within a 60-day period.

Full Program Client Services

toward their payability.

The client’s attendance may be counted toward the payability of
one of each of the six numbered sessions, and toward one
introductory session and one booster session. The client’s
attendance at subsequent group sessions will not be counted

Healthy Relationships - 2 Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 15 participants in order to be payable.
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6. Healthy Relationships — 3

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EJA HR3 Session 1 - Communication Skills 90 min. 1
™
o g EJB HR3 Session 2 - Problem Solving and Decision Making 90 min. 1
20
@ g EJC HR3 Session 3 - Skills Building 90 min. 1
25
% b= %‘ EJD HR3 Session 4 - Relationships and Risk Reduction 90 min. 1
TE&G [EJE | HR3 Session 5 - Review 90 min. 1
EJF HR3 Individual Encounter 30 min. 1
™
2
5g 8
> 5 S g
=523
< < .=
33 g
T
o EJG HR3 Program Enrollment N/A N/A
‘g EJH HR3 Outcome Data N/A N/A
[%]
88
L >
S° 5
5ad
OEJ HR3 Client Completion N/A 1
® 5
0 O
a9
55
289
= ‘a‘ c
8oL
Ixo

Healthy Relationships - 3

Requirements for Client Completion

The client must have attended each of the five group sessions
numbered 1 through 5 plus one individual encounter. The entire
set of sessions must have been completed within a 60-day
period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the five numbered sessions. The client’s
attendance at subsequent group sessions will not be counted
toward their payability. For each client, up to two individual
encounters will be payable.

Healthy Relationships - 3 Group

Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 15 participants in order to be payable.
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7. Men’s Health

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EKA Mens Health Introduction Session 90 min. 1
EKB Mens Health Session 01 - Man to Man Relationship 90 min. 1
EKC Mens Health Session 02 - Male Anatomy 90 min. 1
EKD Mens Health Session 03 - Self Esteem 90 min. 1
EKE Mens Health Session 04 - Depression/ Sexual Desire/ 90 min. 1
Risky Behavior
EKF Mens Health Session 05 - External & Internal 90 min. 1
Homophobia/ Hate Crimes
EKG Mens Health Session 06 - Loss & Bereavement 90 min. 1
EKH Mens Health Session 07 - Hepatitis & other STIs 90 min. 1
EKJ Mens Health Session 08 - HIV/AIDS/ Medication 90 min. 1
@ Adherence/ Opportunistic Infections
9o EKK Mens Health Session 09 - Most Common Drugs in the 90 min. 1
a MSM Population
n EKL Mens Health Session 10 - HIV Disclosure 90 min. 1
o
5 EKM Mens Health Session 11- Over-Dependency/ 90 min. 1
O Codependency/ Domestic Violence
% EKN Mens Health Session 12 - Latex Barrier Negotiation and 90 min. 1
5} Use
?,:, EKP Mens Health Session 13 - Post-cycle Test 90 min. 1
c
% EKQ Mens Health Final Session 90 min. 1
EKR Mens Health Individual Session 30 min. 1
s
g _ 2
Qg O
=8
224
o EKS Mens Health Program Enrollment N/A N/A
"é EKT Men’s Health Outcome Data N/A N/A
%]
88
L >
S22
5ad
1% OEK Mens Health Client Completion N/A 1
O
s
g S
To
K E-
c
[}
=3
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Men’s Health

Requirements for Client Completion

The client must have attended either the Introduction group
session or the Final group session, plus any ten of the group
sessions numbered 1 through 13, plus four individual sessions.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the thirteen numbered sessions, one Introduction
session and one Final group session. The client’s attendance at
subsequent group sessions will not be counted toward their
payability. For each client, up to eight individual sessions will be
payable.

Men’s Health Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 12 participants in order to be payable.
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8. MPowerment

Service | HIVCS | HIVCS Service
Family Code

Type & Description Min Multiplier
Time

MPowerment
Anonymous
Contacts

ELA Mpowerment Informal Outreach Contacts N/A 1

ELB Mpowerment Formal Outreach Events 90 min. 1

MPowerment
Anonymous
Events

ELC Mpowerment Social Events 90 min. 1

ELD Mpowerment Core Groups 60 min. 1

MPowerment

Group
Sessions

ELE Mpowerment M Groups 90 min. 1

Other
Programmatic
Services

ELF Mpowerment Program Enroliment N/A N/A

MPowerment Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

An M Group group session must have at least 5 participants and
no more than 30 participants in order to be payable. A Core
Group group session must have at least 3 participants and no
more than 15 participants in order to be payable.

MPowerment Anonymous Events

Rules Assessed Automatically That
May Make Items Recoupable

An anonymous event must have at least 6 participants in order
to be payable. At least one staff facilitator must be reported,
and at least one enrolled client must be reported as having
organized and/or participated in the event.

MPowerment Anonymous Contacts

Rules Assessed Automatically That
May Make Items Recoupable

An enrolled client must be reported as having conducted the
service in order for it to be payable.

Version: July 2011

70




9. PepltUp

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EMA Pep It Up Session 01 - Getting to Know Me 45 min.
EMB Pep It Up Session 02 - Getting to Know You 45 min.
EMC Pep It Up Session 03 - Our Relationship and 45 min. 1
Communication
EMD Pep It Up Session 04 - Looking at Me 45 min. 1
EME Pep It Up Session 05 - Anatomy 45 min. 1
EMF Pep It Up Session 06 - Lets Talk about Sex 45 min. 1
EMG Pep It Up Session 07 - Safer Sex 45 min. 1
(2]
IS EMH Pep It Up Session 08 - HIV/AIDS 101 45 min. 1
[%)]
[%]
3 EMJ Pep It Up Session 09 - STIs and Safer Sex 45 min. 1
o
5 EMK Pep It Up Session 10 - SU and HCV Prevention 45 min. 1
o
S‘ EML Pep It Up Session 11 - Its Your Future 45 min. 1
§ EMM Pep It Up Session 12 - Its a Wrap 45 min. 1
EMN PEP It Up Program Enrollment N/A N/A
L
©
1S
IS
8
2 EMP PEP It Up Outcome Data N/A N/A
T Q
5 S
Xy
- | OEM PEP It Up Client Completion N/A 1
e
5 3
=22
525
ooo

Pep It Up

Requirements for Client Completion

Of the group sessions numbered 1 through 12, the client must
have attended Session 7 and any nine of the remaining eleven.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the twelve numbered group sessions. The
client’s attendance at subsequent group sessions will not be
counted toward their payability.

Pep It Up Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 30 participants in order to be payable.
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10. Popular Opinion Leader

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
ENA POL Conversations in the Community N/A 1
[%2]
3
E
> @
45 €
O co
a<<oO
ENB POL Individual Coaching 30 min. 1
[]
T
> C
23
1.2 5
2
ENC POL Training Session 01 90 min. 1
END POL Training Session 02 90 min. 1
o
3w ENE POL Training Session 03 90 min. 1
= C
8 2 ENF POL Training Session 04 90 min. 1
[%]
Q3 ENG | POL Meetings 90 min. 1
ENH POL Program Enrollment N/A N/A
L
©
£ [%]
88
L >
S 25
5ad
OEN POL Client Completion N/A 1

POL Client
Completion

Popular Opinion Leader

Requirements for Client Completion

The client must have attended all four of the group sessions
numbered 1 through 4 plus one individual coaching session and
one meeting, and must have performed ten anonymous
contacts. The entire set of services must have been completed
within a 90-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the four numbered group sessions, and up to four
meetings. The client’s attendance at subsequent group
sessions will not be counted toward their payability. For each
client, up to three individual coaching sessions are payable.
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Popular Opinion Leader Group Sessions

Rules Assessed Automatically That A group session must have at least 3 participants and no more
May Make Items Recoupable than 15 participants in order to be payable.

Popular Opinion Leader Anonymous Contacts

Rules Assessed Automatically That An enrolled client must be reported as having conducted the
May Make Items Recoupable service in order for it to be payable.
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11. Popular Opinion Leader (Internet-Based)

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
- EPA POL Internet - Based Conversations in the Community N/A 1
()
2 wn
@3
1853
2584
O« ¢ g
o E<Q
= EPB POL Internet - Based Individual Supervision 30 min. 1
2
05 g
| @3 5
24528
§E2]
EPC POL Internet - Based Training Session 01 90 min. 1
3 EPD POL Internet - Based Training Session 02 90 min. 1
§ EPE POL Internet - Based Training Session 03 90 min. 1
T N
‘a;a IS EPF POL Internet - Based Training Session 04 90 min. 1
= 0
g g EPG POL Internet - Based Booster Training 90 min. 1
_|1 = EPH POL Internet - Based Group Coaching 90 min. 1
(@)
8 o) EPJ POL Internet - Based Reunion Meeting 90 min. 1
EPK POL Internet - Based Program Enrollment N/A N/A
L
©
£ %]
88
L >
S 25
5ad
. | OEP POL — Internet-Based Client Completion N/A 1
S 5
L OF
|2 3 %
_j S
0&2§
o SEmQ
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Popular Opinion Leader (Internet-Based)

Requirements for Client Completion

The client must have attended all four of the group sessions
numbered 1 through 4 plus one individual supervision session
and either one booster training or one group coaching; in
addition, the client must have performed ten anonymous
contacts. The entire set of services must have been completed
within a 90-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the four numbered group sessions, and up to
seven additional group sessions (booster training, group
coaching, or reunion meeting). The client’s attendance at
subsequent group sessions will not be counted toward their
payability. For each client, up to three individual supervision
sessions are payable.

Popular Opinion Leader (Internet-Based) — Training / Booster Training / Group Coaching

Rules Assessed Automatically That
May Make Items Recoupable

A training, booster training or group coaching session must have
at least 3 participants and no more than 15 participants in order
to be payable.

Popular Opinion Leader (Internet-Based) — Internet Based Reunion Meetings

Rules Assessed Automatically That
May Make Items Recoupable

A reunion meeting must have at least 5 participants in order to
be payable.

Popular Opinion Leader (Internet-Based) — Internet Based Anonymous Contacts

Rules Assessed Automatically That
May Make Items Recoupable

An enrolled client must be reported as having conducted the
service in order for it to be payable.
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12.Project FIO

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
” EQA Project FIO Session 01 90 min. 1
.5 EQB Project FIO Session 02 90 min. 1
[%)]
g EQC Project FIO Session 03 90 min. 1
=3 EQD Project FIO Session 04 90 min. 1
(@)
o EQE Project FIO Session 05 90 min. 1
% EQF Project FIO Session 06 90 min. 1
.“5’: EQG Project FIO Session 07 90 min. 1
<)
a EQH Project FIO Session 08 90 min. 1
EQJ Project FIO Program Enrollment N/A N/A
Q
©
£ [%)]
% o | EQK Project FIO Outcome Data N/A N/A
— ao (8]
23
5k
OEQ Project FIO Client Completion N/A 1
@) c
TR
8.3
2
ooo
Project FIO

Requirements for Client Completion

The client must have attended any six of the group sessions
numbered 1 through 8.

Full Program Client Services

toward their payability.

The client’s attendance may be counted toward the payability of
one of each of the eight numbered group sessions. The client’s
attendance at subsequent group sessions will not be counted

Project FIO — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 14 participants in order to be payable.
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13. Safety Counts

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
ERA Safety Counts Session 01 90 min. 1
s
8 ERB Safety Counts Session 02 90 min. 1
[2]
€
3
L>), g ERC Safety Counts Social Event 90 min. 1
82
© O
nwn
% ERD Safety Counts Individual Counseling 30 min. 1
5_ o
SER:
%g 2 | ERE Safety Counts Individual Follow-up 30 min. 1
— = O
& 2
ERF Safety Counts Program Enrollment N/A N/A
L
©
1S
£ 3 |ERG | Safety Counts Outcome Data N/A N/A
£8:
5
= OER Safety Counts Client Completion N/A 1
QL c
o2
25
ZSE
o O O
n oo
Safety Counts

Requirements for Client Completion

The client must have attended both of the group sessions
numbered 1-2 as well as two social events, two individual follow-
up sessions, and one individual counseling session.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the two numbered group sessions as well as two
social events. The client’s attendance at subsequent group
sessions will not be counted toward their payability. For each
client, up to eight individual encounters (either followup sessions
or counseling sessions) are payable.

Safety Counts — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group training session must have at least 3 participants and
no more than 15 participants in order to be payable. A group
social event must have at least 3 participants and no more than
25 participants in order to be payable.
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14.SISTA

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
” ESA SISTA Session 01 - Ethnic/Gender Pride 90 min. 1
c
2 ESB SISTA Session 02 - HIV/AIDS Education 90 min. 1
%]
3 ESC SISTA Session 03 - Assertiveness Skills Training 90 min. 1
o
3 ESD SISTA Session 04 - Behavioral Self-Management 90 min. 1
o Training
|<£ ESE SISTA Session 05 - Coping Skills 90 min. 1
n
%) ESF SISTA Booster Sessions 90 min. 1
ESG SISTA Program Enrollment N/A N/A
L
©
£ [%]
% @ | ESH SISTA Outcome Data N/A N/A
£8:
5
- OES SISTA Client Completion N/A 1
S5
0%
<a
0 §
n o

SISTA

Requirements for Client Completion

The client must have attended all five of the group sessions
numbered 1-5. The entire set of services must have been
completed within a 60-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the five numbered group sessions as well as one
booster session. The client’s attendance at subsequent group

sessions will not be counted toward their payability.

SISTA — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 15 participants in order to be payable.
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15. TwistED Facilitator

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
» | EUA TwistED Facilitator Session 01 90 min. 1
c
o
9 | EUB TwistED Facilitator Session 02 90 min. 1
a S
% g g2 | EUC TwistED Facilitator Session 03 90 min. 1
=g O
E & & [ EUD TwistED Facilitator Session 04 90 min. 1
EUE TwistED Facilitator Peer-Delivered Anonymous Events 90 min. 1
@]
DESo
2555
= gcd
<< uw
o EUF TwistED Facilitator Program Enrollment N/A N/A
©
£ [%)]
88
L >
S° 5
5ad
OEU TwistED Facilitator Client Completion N/A 1
ju
— [®
oS g
s 5
2585
FLOO

TwistED Facilitator

Requirements for Client Completion

completed within a 180-day period.

The client must have attended all four of the group sessions
numbered 1-4, and must have organized/participated in two
anonymous events. The entire set of services must have been

Full Program Client Services

events per client are payable.

The client’s attendance may be counted toward the payability of
one of each of the four numbered group sessions. The client’s
attendance at subsequent group sessions will not be counted
toward their payability. An unlimited number of anonymous

Twisted Facilitator — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 12 participants in order to be payable.

Twisted Facilitator Anonymous Events

Rules Assessed Automatically That
May Make Items Recoupable

An anonymous event must have at least 5 participants in order
to be payable. At least one staff facilitator must be reported,
and at least one enrolled client must be reported as having
organized and/or participated in the event.
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16. TwistED Peer

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EVA TwistED Peer Session 01 90 min. 1
EVB TwistED Peer Session 02 90 min. 1
EVC TwistED Peer Session 03 90 min. 1
@ EVD TwistED Peer Session 04 90 min. 1
o
a EVE TwistED Peer Session 05 90 min. 1
[}
‘g_ EVF TwistED Peer Session 06 90 min. 1
5 EVG TwisteED Peer Session 07 90 min. 1
O
5 EVH TwistED Peer Session 08 90 min. 1
[}
% EVJ TwistED Peer Session 09 90 min. 1
% EVK TwistED Peer Session 10 90 min. 1
E EVL TwistED Peer Group Support 90 min. 1
EVM TwistED Peer Individual Support 30 min. 1
[
< Y
o S+=
0 33
2528
©
EdE
EVN TwistED Peer Anonymous Contacts N/A 1
=) 12
L §, g
'27; - C o
= O O g
= o0 <€ g
Fao <9
o EVP TwistED Peer Program Enrollment N/A N/A
T
IS
EQ :
5 g.g EVQ TwistED Peer Outcome Data N/A N/A
S99 4%
S5a& &
5 OEV TwistED Peer Client Completion N/A 1
o c
o o
D -
0.3
25 E
£35S
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TwistED Peer

Requirements for Client Completion

The client must have attended eight of the ten group sessions
numbered 1-10 as well as three peer group support sessions
and one individual support session, and must have participated
in ten anonymous contacts. The entire set of services must
have been completed within a 180-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the ten numbered group sessions and six peer
group support sessions. The client’s attendance at subsequent
group sessions will not be counted toward their payability. Up to
two individual peer support sessions per client are payable.

Twisted Peer — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 12 participants in order to be payable.

Twisted Peer — Anonymous Contacts

Rules Assessed Automatically That
May Make Items Recoupable

An enrolled client must be reported as having conducted the
service in order for it to be payable.
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17.Working It Out

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EWA WIO Session 01 - Introduction 90 min. 1
EWB WIO Session 02 - Discovering New People 90 min. 1
g EWC WIO Session 03 - Coming Out 90 min. 1
2 EWD | WIO Session 04 - Double Life 90 min. 1
(g_ EWE WIO Session 05 - Substance Use 90 min. 1
>
8 EWF WIO Session 06 - Safety 90 min. 1
g EWG WIO Session 07 - HIV/Sex 90 min. 1
g EWH WIO Session 08 - Relationships 90 min. 1
-§ EWJ WIO Session 09 - LGBT History 90 min. 1
o
= EWK WIO Session 10 - Process/Closing 90 min. 1
o EWL WIO Program Enrollment N/A N/A
©
1S
EQ
5 g S | EWM | WIO Outcome Data N/A N/A
£85
Caw
OEW WIO Client Completion N/A 1
c
=55
= QO
gozo
5= £
=)
=00

Working It Out

Requirements for Client Completion

The client must have attended any eight of the group sessions
numbered 1 through 10. The entire set of services must have
been completed within a 120-day period.

Full Program Client Services

The client’s attendance may be counted toward the payability of
one of each of the ten numbered group sessions. The client’s
attendance at subsequent group sessions will not be counted
toward their payability.

Working It Out — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 14 participants in order to be payable.
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18. Willow

Service | HIVCS | HIVCS Service Type & Description Min Multiplier
Family Code Time
EXA WILLOW Session 01 - Gender Pride and Social Support 210 min. 1
§' EXB WILLOW Session 02 - Healthy Relationships 210 min. 1
G 2
2 2 EXC WILLOW Session 03 - Condom Use 210 min. 1
= 0
= & EXD WILLOW Session 04 - Coping Skills 210 min. 1
EXE WILLOW Introductory Session 30 min. 1
(]
T
35
SE8
2 Ef
EXF WILLOW Outcome Data N/A
Q
g
% § EXG WILLOW Program Enrollment N/A N/A
o5
S 25
5ad
OEX WILLOW Client Completion N/A 1
s
&
-
S5
=00
Willow

Requirements for Client Completion

The client must have attended all four of the group sessions
numbered 1 through 4. The entire set of services must have
been completed within a 90-day period.

Full Program Client Services

client are payable.

The client’s attendance may be counted toward the payability of
one of each of the four numbered group sessions. The client’s
attendance at subsequent group sessions will not be counted
toward their payability. Up to two individual encounters per

Willow — Group Sessions

Rules Assessed Automatically That
May Make Items Recoupable

A group session must have at least 3 participants and no more
than 15 participants in order to be payable.
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VII. Other Reporting and Documentation Requirements

A. Monthly Narrative Reports

For requirements for submitting monthly narrative reports, please consult the Ryan White and Prevention
Desktop Reference Guides.

B. Ryan White Non-Reimbursable Other Programmatic Services

Most performance-based Ryan White service categories are required to report the following three Other
Programmatic Services (OPS):

HIVCS | Service Type
Code
076 | Reassessment
225 | Service Plan Development
226 | Service Plan Update

Exceptions include:
e the Early Intervention (EIS/ESC) category and the Supportive Counseling and Family
Stabilization (SCF) category, which are not required to report any OPS;
e the Care Coordination (MCM/MCC) category, which do not report these OPS, but do report a
number of non-reimbursable services for Enrollment, Administrative matters, and Treatment
Adherence.

C. Ryan White Primary Care Status Measures (PCSMs)

Ryan White Part A programs are required to promote access to and maintenance in HIV primary care and,
if applicable, HIV Counseling and Testing services. If there are barriers to providers obtaining
information on relevant indicators and for clients who are inadequately connected or unconnected to care,
appropriate referrals and follow-up to remove barriers to care are required. Contractors are also required
to regularly report access to and maintenance in HIV primary care. In all categories except Early
Intervention and Outreach to Homeless Youth, contractors are required to do this every four months. At
the end of this section is a list with details about special provisions applicable to a few service categories.

Primary Care Provider
For clients enrolled at the point of intake, documentation of their HIV primary care provider, and their
most recent primary care visit, is required.

e For clients who have had a primary care visit within the four preceding months, contractors are to
regularly re-assess their status and report maintenance in primary care. This must be done every four
months.

e For clients who have not had a primary care visit within the four preceding months, contractors will
need to provide and document a referral to a HIV primary care provider and assess and document the
status of the referral within 30 days of the referral date. After connection to care is established, staff
must regularly assess the client’s connection status and record the date of the last primary care
provider visit. This must be done every four months.

e For clients who remain unconnected to care more than 30 days after referral, contractors will need to
re-assess and document status of that referral at 30-day intervals. Upon successfully documenting
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access to medical care, re-assessment of status, after connection to care is established, is to be
regularly assessed by documenting the date of the last primary care provider visit. This must be done
every four months.

Antiretroviral Therapy (ARV)

For clients identified as connected to a HIV primary care provider, contractors must determine if the
client is or is not on ARV therapy. If the client is on ARV therapy, the ARV therapy type, start date and
date asked must be entered.

Viral Load and CD4 Tests
For clients identified as connected with a HIV primary care provider, contractors must determine the date
and results of their viral load and/or CD4 test.

CATEGORIES THAT MUST REPORT PCSMs EVERY FOUR MONTHS

ADV Legal Services

FNS Food and Nutrition Services

HAH Housing Assistance for PLWH in Need of Harm Reduction

HEC Emergency Transitional Housing and Supportive Services

HOM Home Care Services

HPA/HPC Housing Placement Assistance

HRR HR/RR/RP for Active and Relapsing Alcohol and Other Drug Users
Transitional Housing for Special Populations (Parolees/Releasees and Target

HSC Populations)

HSP Transitional Housing for Special Populations

MCM/MCC Care Coordination

MSV Mental Health Services

PRS Rikers Island Transitional Services Project

SCF Supportive Counseling & Family Stabilization Services

TCC Transitional Care Coordination

TSC 24-Hour Drop in Center for Recent Releasees

Please note special provisions regarding the following categories:

e Contracts in the Legal Services (ADV), 24-Hour Drop in Center for Recent Releasees (TSC) and
Rikers Island Transitional Services Project (PRS) categories are required to collect and report
only Primary Care Provider information (not ARV, CD4 or Viral Load information).

e Contracts in the Early Intervention (EIS/ESC) and Outreach to Homeless Youth (OHY)
categories are required to collect and report, for clients tested and confirmed to be HIV+, one
Primary Care Provider visit and one CD4 count (but not ARV or Viral Load information).

D. AIDS Institute Quality Learning Network Indicators

Information on AIDS Institute Quality Learning Network indicators is available at the internet URL
http://www.hivguidelines.org/ following the path Home  Quality Of Care  NYC Part A HIV Quality
Management Program  Service Areas.

Version: July 2011 85


http://www.hivguidelines.org/

VIIIl. Data Link Resources on Special Issues for Data Entry & Correction

Some aspects of entering and correcting data in AIRS can require detailed knowledge of particular
features of the system. Data Link has developed and maintains a number of useful guides and
informational materials. Users are urged to contact Data Link or their Data Link TA regarding any
questions about

e Fixing data entry errors and incorrect mappings;
Removal of duplicate records;
The Counseling-Testing-Referral (CTR) module;
Group and family services and the relationship of clients and collaterals;
Social Networking (RTN) requirements for linking Recruiters and Network Associates;
Co-factors screenings and results;
Primary Care Status Measures.

The Data Link TA Helpdesk phone number is 646-619-6422. Information is also available on the web at
www.healthsolutions.org/duet .
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