Health

Overall Food &
Nutrition Services
Program

To increase the
proportion of clients with
an undetectable viral
load and to improve
overall immunological
health.

To increase the
proportion of diagnosed
individuals who are
engaged in primary care
and have an optimal level
of ART adherence.

Goal: Increase the
percentage of persons
newly diagnosed with
HIV who are linked to
HIV medical care to
90%.

Goal: Increase the
percentage of persons
living with diagnosed
HIV who receive HIV
medical care who have
suppressed viral load to
95%.

Goal: Increase the
percentage of persons
living with diagnosed
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Tri-County Food and Nutrition Services Program Guidance
Approved by the HIV Planning Council 1/29/26

Apply the NY HIV Planning Council Framing Directive throughout service
delivery to ensure care is client-centered, non-judgmental, and culturally
appropriate. 2

Food and Nutrition Services (FBN)
Provide Food and Nutrition Services that address the nutritional, dietary and food
insecurity needs of Ryan White Part A clients in the NY EMA.

This directive includes two services (described in detail later):
e Food/Meal Services (F/M), a HRSA non-core service
e Medical Nutritional Therapy (MNT), a HRSA core service

All agencies with FBN contracts must provide Food and Meal Services. Programs
are strongly encouraged to also provide Medical Nutritional Therapy.

1. FOOD/MEAL SERVICES (HRSA Non-Core Service)

Client Eligibility:

PWH who meet Ryan White Part A
eligibility criteria with demonstrated
food-insecurity, limited access to food
that is nutritious and appropriate for
their dietary needs.

For home delivered meals, client’s
medical provider must verify and
document the client’s inability to shop
for or prepare meals independently as
a result of physical and/or mental
health challenges to establish eligibility.

For MNT, the above criteria are
required, plus a need for medical
nutrition therapy.

Active substance use and/or criminal
conviction history does not preclude

! New York State’s Integrated HIV Prevention and Care Plan (2022-2026) outlines the state’s strategy to reduce new HIV infections, improve care outcomes, and address disparities through
coordinated, data-driven, and community-informed approaches.

Source: New York State Department of Health. “New York State’s Integrated HIV Prevention and Care Plan 2022-2026.” 2022.
https://www.health.ny.qov/diseases/aids/providers/reports/scsn/docs/integrated hiv_prevention plan22-26.pdf

2 The NYC HIV Planning Council’s Framing Directive is a guiding document that outlines principles for delivering services to people with HIV. It emphasizes that all care must be client-centered, trauma-informed,
nonjudgmental, and culturally and linguistically appropriate, while acknowledging the role of structural and systemic barriers.
Source: New York City HIV Planning Council. “Framing Directive.” Approved December 16, 2021. Available at: https://nyhiv.org/wp-content/uploads/2022/03/Framing-DirectivePC-Approved-12-16-21.pdf
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HRSA Service
Category: Food
Bank/Home-Delivered
Meals Services (Non-
Core)

NY EMA-Specific
Service Category: Food
Provision and Nutrition
Services (Non-Core)

To reduce the proportion
of people with HIV (PWH)
who are food insecure by
providing nutritious food.

To promote access to
and maintenance in HIV-
specific medical care.

To reduce preventable
morbidity and mortality.

HIV who receive HIV
medical care to 90%.

Goal: Increase the
percentage of Black
persons living with
diagnosed HIV who
receive HIV medical
care with suppressed
viral load to 95%.

Goal: Increase the
percentage of
Hispanic/Latino persons
living with diagnosed
HIV who receive HIV
medical care with
suppressed viral load to
95%.

Goal: Increase the
percentage of Black and

FBN Food/Meal Services may include groceries/pantry bags, home delivered
meals, congregate meals, and food vouchers. Food should be client-centered,
culturally-sensitive and nutritionally-appropriate.

F/M providers are encouraged to implement client-choice strategies and must
provide healthy groceries® and meals. Implement healthy eating principles that
include diverse selections from the five food groups: fruits, vegetables, grains,
proteins, and dairy — following accredited nutritional frameworks such as
MyPlate.qgov or the NYC Health Department’s Build a Healthy Meal — My Plate
Planner. Emphasize eating mostly whole and minimally processed foods* that
are low in saturated fat, sodium, and added sugars®. Food meals/services should
be practical and beneficial for clients while also being available on weekends and
during evening hours on a system wide basis.

Additional provisions can also be made on an emergency basis to clients who
have extenuating circumstances that have led to critical food insecurity.

F/M providers are encouraged to deliver culturally inclusive food options via
groceries and meals. Culturally inclusive food refers to meals and groceries that
reflect clients’ cultural, religious, and dietary preferences. For PWH, it promotes
dignity, improves nutritional intake, and supports treatment adherence by
providing familiar, acceptable foods.® Incorporating culturally inclusive food into

client eligibility for and maintenance in
services. These services may also be
provided to dependent children.

Agency Eligibility:

e Non-profit licensed community-
based clinics/hospitals,
governmental health organization,
and non-profit community-based
HIV/AIDS service organization
(CBO)

¢ Agencies must have the capacity to
bill 3™ party payers for billable
services.

e Agencies must be able to address
the needs of clients with physical,
behavioral, psychosocial, or
sensory impairments. Agencies
unable to comply must provide
timely and appropriate referrals for
services in addition to submitting a

3 Medically tailored groceries (MTGs) are prescribed food packages designed by a registered dietitian to support individuals with diet-related health conditions who can prepare meals at home.
4 New York City Department of Health and Mental Hygiene. (n.d.). Whole Foods. Retrieved August 27, 2025, from https://www.nyc.gov/site/doh/health/health-topics/whole-foods.page
5 HIVinfo. (n.d.). HIV and Nutrition and Food Safety. National Institutes of Health. Retrieved August 27, 2025, from https://hivinfo.nih.gov/understanding-hiv/fact-sheets/hiv-and-nutrition-and-food-safety

6 Kraft, Z., Berkowitz, S. A., & Seligman, H. K. (2024). A prescription for food: A qualitative study of clinically complex patients’ experiences with medically supportive food programs. SSM — Qualitative Research in
Health, 4, 100339. https://doi.org/10.1016/j.ssmqgr.2023.100339. This study found that medically supportive food programs enhanced patients’ physical health, emotional well-being, and motivation for self-care.
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To reduce (and then
maintain below
significance) socio-
demographic differences
in: linkage to and
retention in primary
medical care, viral
suppression, and HIV-
related morbidity and
mortality.

To build client
knowledge, skills, and
independence around
healthy eating and
nutrition through
education/counseling.

HRSA Service
Category: Medical
Nutritional Therapy
(Core)

NY EMA-Specific
Service Category: MNT
(Core)

To provide Medical
Nutrition Therapy (MNT)

to those who are in need.

Hispanic/Latina women
living with diagnosed
HIV who receive HIV
medical care with
suppressed viral load to
95%.

F/M programs enhances client engagement and health outcomes, especially for
non-U.S.-born communities disproportionately impacted by HIV.

Personal hygiene items and dietary supplements (as allowable by HRSA) should
be included in all programs and provided on a regular basis to clients in need.

Providers are encouraged to tailor a program comprised of the following
food/meal services to best meet each client’s needs.

Groceries/Pantry Bags

Pantry bags are a source of supplemental food for clients with food insecurity. All
F/M pantry bags should include ingredients that assist clients in the preparation
of nutritionally balanced, whole meals. Fresh/frozen produce and whole grain
foods should be used when available and appropriate. Size and frequency of
pantry bag provision should be provided in accordance with demonstrated level
of need.

Pantry bag ingredients should be tailored to client’s ability to prepare meals as
well as their means of food preparation/storage, i.e. microwave, refrigerator and
freezer access, hotplate, stove, etc.; and should also contain, at reasonable
intervals, staples that promote meal preparation, i.e. oil, seasoning, etc.

Providers are encouraged partner with organizations that provide essential
kitchen and household items. Providers can also use donated inventory, thrift
programs, or charitable suppliers.

Client-choice based Pantry Bags: When possible, F/M programs should provide
clients the opportunity to choose the items in their pantry bag. F/M clients should

plan for compliance with a timeline
for delivering services that meet
the needs of clients with physical,
behavioral, psychosocial, or
sensory impairments.

Agencies must have established
linkages with programs providing
early intervention services, medical
care, mental health, alcohol and
substance use services, housing
programs, medical case
management, legal services,
supportive counseling services,
health education and risk
reduction, employment related
services and other unmet needs
and make referrals as appropriate.

Agencies must have the capacity to
provide services in the languages
spoken by the populations served.

Programs should be available to
clients throughout the Tri-County
region (Westchester, Putnam, and
Rockland counties) with an
emphasis on the areas and
populations with highest levels of
food insecurity and health

inequities.
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fill their pantry bag with ingredients that support the preparation of nutritionally
balanced, whole meals.

Emergency Food Pantry Bags: Agencies should be prepared to provide an
emergency pantry bag for 1) clients who may not, at the time of intake, have the
necessary documentation to complete F/M intake or 2) clients who are enrolled
in the F/M program but have extenuating circumstances that have led to
emergent food insecurity.

Food Vouchers

Food vouchers are gift cards or coupons that F/M clients can use to purchase
food. The monetary value of voucher should adequately cover the cost of
ingredients that can be used to assist in the preparation of at least 7 complete,
nutritionally balanced, whole meals.

Additional Voucher

Additional vouchers are gift cards or coupons that F/M clients can use for items
allowable by HRSA, including personal hygiene items and household cleaning
supplies.

Home-delivered Meals

Home-delivered meals are pre-prepared meals provided to clients who are
unable to shop and prepare meals for themselves. Agencies providing home-
delivered meals must ensure that all meals meet at least 1/3 of the daily
nutritional guidelines.

Congregate Meals
Congregate meals are opportunities for clients to eat a meal together that meets
at least 1/3 of the daily nutritional guidelines.

Agencies must demonstrate ability
to provide food/meals (and Medical
Nutrition Therapy when applicable)
to PWH.

Agencies must demonstrate ability
to leverage funding sources other
than Ryan White Part A Program
funding to ensure program
sustainability.

Agencies must demonstrate
compliance with federal, state, and
local regulations regarding the
provision of food/meal services
and/or home-delivered meals
including required licensure and/or
certification to operate the
particular food service program
involved.

Agencies should engage in
outreach, recruitment and
employment practices that attract
staff with life experience and
expertise that is shared by the
agency’s priority populations in
order to improve access to and
ensure appropriate utilization of
health care services. Value should
not be placed solely on level of
education. This includes but is not

4
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Educational Materials and Resources

All F/M programs should provide educational materials and resources to support
clients with nutrition and healthy eating choices such as MyPlate.qov or the NYC
Health Department’s Build a Healthy Meal — My Plate Planner and Guide to
Healthy Eating and Active Living in NYC. Additional resources to support
clients with nutrition and healthy eating choices can include user-friendly
guidance on Easy Ways to Make a Shopping List, Just Say Yes to Fruits and
Vegetables, and NYS Healthy Eating on a Budget.

Providers are encouraged to maintain and share up-to-date information on
citywide food and nutrition programs that can further assist clients in achieving
food security and healthy living (e.g., Food Pantries Food Connect Map,
Feeding New York State, Hunger Solutions New York, Feeding Westchester,
Find Your Regional Food Bank - NY.Gov, NYS Farmers Market’s Nutrition
Program (FMNP), NY Nutrition Programs for Older Adults programs).

For clients in need of, or requesting, services delivered by a Registered Dietitian
or Nutritionist, refer to a Medical Nutrition Therapy (MNT) program or to the NYC
Health + Hospitals Lifestyle Medicine Program or the NY Nutrition Programs
for Older Adults for individualized nutrition counseling and chronic disease
prevention support.

Food Transportation

Providers are encouraged to partner with transportation services to coordinate
travel to grocery stores or food bank sites. Suggested partnerships to coordinate
delivery of groceries or meal to a client's home may include no-cost or

limited to: age, socio-economic
status, sexual orientation, gender
identity and expression,
race/ethnicity, substance use
history, history of incarceration,
immigration status, and HIV status.
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discounted rides through LYFT Grocery Access Program’ or Ride United —

Transportation Access®.

Providers may use their own vehicle(s), refer and link or contract with other
transportation providers to coordinate and deliver groceries or meals to client’s
home.

Providers may use mobile pantries to distribute food and operate in locations that
are not well served by pantries or areas that are low-come and experience food
insecurity e.g., low-income housing sites, churches, community-based
organizations, senior centers. These sites should provide non-perishable,
nutritionally balanced, whole foods.

Il. MEDICAL NUTRITION THERAPY (HRSA Core Service) *

Medical Nutrition Therapy (MNT) requires a referral by a licensed medical
provider and a diagnosed condition for which medical nutrition therapy is
needed. MNT must be delivered by a Registered Dietitian (RD) or equivalent*
(can be part-time or a consultant) and must include:

*Registered Dietitian (RD) or equivalent is defined as: RD, Certified Dietitian
Nutritionist (CDN), or, with RD supervision: Registered Dietitian Eligible (RDE), or
a Dietetic Intern, or an individual with an appropriate degree and clinical
experience.

7 Lyft, “LyftUp Grocery Access Program — Making Healthy Food Accessible,” accessed December 1, 2025, https://www.lyft.com/lyftup/grocery-access.
Program offering ride support to reduce transportation barriers to food access.

8 United Way Worldwide, “Ride United — Transportation Access,” accessed December 1, 2025, https://www.unitedway.org/ride-united.

Provides no-cost or subsidized Lyft rides to support access to food, healthcare, jobs, and other critical services.

% Assess, Diagnose, Intervention and Evaluation
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e Assessment of nutritional risk, co-morbid conditions, oral health, viral load
suppression, CD4, ART adherence and engagement in care.

¢ Nutritional intervention, monitoring and evaluation, and reassessment.

¢ Nutritional counseling and education, food preparation instruction
(includes individuals or group.

o Nutritional counseling is personalized guidance from a credentialed
professional to help individuals at nutritional risk make healthy food
choices, build better eating habits, and manage health conditions.

e Diet and nutrition planning; and Nutritional supplements, as medically
necessary.

e Medically-tailored meals' are meals designed to meet the specific
medical conditions, medications, side effects, allergies and other needs
(i.e. oral health) of a person with HIV and other chronic illness.

Digital Platforms (F/M and/or MNT)

FBN providers are encouraged to implement digital programs, which provide
clinically appropriate, nutrition-focused services that are integrated into HIV
care.' Digital programs can be implemented by agencies to provide tailored and
convenient nutritional support to Ryan White Part A clients using digital platforms
and/or application-based software. These services aim to address food insecurity

© RD or equivalent not required for delivery of nutritional group education services; however, at a minimum, curriculum used by program must be developed by RD and program staff delivering nutritional group education services must be
supervised by RD or equivalent

1 Medically tailored meals are meals designed to the meet the specific medical conditions, medications, side effects, allergies and other needs (i.e. oral health) of a person living with severe or chronic iliness, including
HIV.

12 Seligman, H. K., & Berkowitz, S. A. (2019). Aligning programs and policies to support food as medicine. Health Affairs, 38(11), 911-918. https://doi.org/10.1377/hlthaff.2019.0174. This article outlines policy and
programmatic strategies to integrate nutrition interventions—such as medically tailored meals—into healthcare to improve outcomes for patients with diet-related ilinesses.
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and nutrition-related co-morbidities among PWH, supporting improved health
outcomes and treatment adherence.

Core Components may include:

¢ Digital access to food delivery services, grocery vouchers, and/or
electronic benefit programs (F/M or MNT)

¢ Virtual medical nutrition assessments and follow-up appointments
conducted by licensed registered dietitians (MNT only)

¢ Nutrition prescriptions and individualized meal planning aligned with
medical needs (MNT only)

¢ Health coaching and wellness reminders via SMS or email (MNT only)

e Culturally-inclusive educational content and dietary strategies (MNT only),
and video-based cooking demonstrations and food safety guidance (F/M
and MNT)

¢ Client-facing tracking tools for diet, biometric indicators (e.g., blood
pressure, glucose), and medication adherence (MNT only)

All services must be HIPAA-compliant and optimized for accessibility via mobile
phones, tablets and computers. Programs should prioritize culturally affirming
care and reach underserved clients with limited access to in-person services.

Providers can implement digital services directly or through partnerships with
dietitians, food delivery services, and community-based organizations (CBOs),
aligning with HRSA, Ending the HIV Epidemic, and the NY HIV Planning Council
Framing Directive goals.

Intake and Reassessments (for all FBN services)

FBN programs must complete a brief intake and baseline screening at first client
encounter. Intake includes screening for food security, food preparation
capabilities, and eligibility for other non-Ryan White FBN programs, and other

8
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essential social support services and entitlements, with provided closed-loop
referrals to ensure that clients are successfully connected to referred services as
appropriate (e.g., transportation, case coordination, behavioral health, housing,
etc.).

FBN providers should assess clients for emergency needs related to urgent food
insecurity or financial crises during intake and reassessment.

When clients present with urgent or short-term food needs that cannot be met
through ongoing Food and Nutrition Services (FBN), providers should facilitate
referral to the Ryan White Part A Emergency Financial Assistance (EFA) program
or other emergency food resources for supplemental support'®. Provider must
reassess the client to evaluate whether the services provided are meeting the
client needs™.

Note: Agencies are allowed to provide services to eligible clients without
completing a full intake for a grace period of up to 45 days. Agencies are allowed
to charge for services retroactively once a full intake has been completed.

All FBN providers must assess clients’ connection to primary medical care upon
intake and during subsequent reassessments. Providers are required to establish
an MOU with a Medical Case Management Program and ensure a “warm hand
off’/active referral if clients are not connected to primary medical care. Providers
are encouraged to educate clients about viral load suppression, CD4,
antiretroviral therapy adherence, and engagement in primary care.

13 NYC Department of Health and Mental Hygiene, HIV Care and Treatment Program. (n.d.). Ryan White Part A— Emergency Financial Assistance. Retrieved from https://www.nyhiv.org
14 Centers for Medicare & Medicaid Services. (2018). Creating a closed-loop referral process: Transforming clinical practice initiative (TCPI) support and alignment network (SAN) primary and specialty care practice
portal. U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services. https://www.cms.gov/priorities/innovation/files/x/tcpi-san-pp-loop.pdf

9
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HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Housing Services Directive - Tri-County
Approved by the HIV Planning Council 3/31/16

Service Category Goals 2012-2001;?:;:;9;(: Plan Program Directive & Service Model Client and Agency Eligibility
SHORT-TERM RENTAL Objective 2: To increase Services should be client-centered, non- Client Eligibility Criteria:
ASSISSTANCE: the proportion of newly judgmental, guided by harm reduction

diagnosed individuals principles, trauma-informed,! culturally e All HIV-positive individuals who
1) Help homeless and unstably who enter into primary appropriate sensitive to physical and meet the baseline eligibility criteria
housed persons living with care within three months sensory impairments, and tailored to the for Ryan White Services in the New
HIV/AIDS (PLWHA) to of HIV diagnosis. populations served. A variety of York Eligible Metropolitan Area can
obtain/maintain stable housing engagement strategies should be receive care.
thereby reducing the risk of HIV Objective 3a: To increase | employed to ensure that client-specific e Active substance use and/or criminal
transmission associated with retention in HIV care and | needs are met. Services may include but conviction history does not preclude
homelessness and unstable housing | treatment. are not limited to the following: client eligibility for and maintenance
in services.
2) Provide HIV infected homeless or Objective 3b: To increase | ¢ Certify the need for housing assistance
unstably housed persons with the proportion of clients for purposes of accessing and Agency Eligibility Criteria:
stable housing to increase the who have an optimal level maintaining HIV-related medical care and
number of PLWHA who enter into of ART adherence. treatment adherence e Non-profit organizations with
and stay in comprehensive experience with HIV-positive
HIV/AIDS medical care, increase Objective 3c: To increase | ¢ Assess need for case management at homeless and unstably housed
ARV utilization and treatment viral suppression. intake and routinely (i.e., every six individuals/families and with
adherence, thereby promoting months at minimum) reassess a experience with providing client
optimal health outcomes ODbjective 3d: To improve household’s eligibility for housing housing and financial services
immunological health. entitlements, non-RW rental assistance, e Organizations providing services
3) Reduce the number of HIV infected and support services and provide budget must have experience serving HIV-
individuals who are homeless or Objective 3e: To decrease counseling and referrals as necessary positive individuals and experience
living in unstable housing situations | reliance on acute care. reaching out to and engaging
e Discuss with client about primary care individuals who are out of care or
Objective 4a: To reduce status measures, primary care provider sporadically in care or in need of
(and then maintain below appointment adherence, and HIV self-management support.
significance) socio- medication adherence ¢ Organizations must be able to
demographic differences address, either directly or through

1 “A program, organization, or system that is trauma-informed realizes the widespread impact of trauma and understands potential paths for healing; recognizes the signs and symptoms of trauma in staff, clients, and
others involved with the system; and responds by fully integrating knowledge about trauma into policies, procedures, practices, and settings.” Harris, M. & Fallot, R. (2001). Using trauma theory to design service
systems, cited at http://www.samhsa.gov/traumajustice/traumadefinition/approach.aspx.


http://www.samhsa.gov/traumajustice/traumadefinition/approach.aspx
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HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK

Service Category Goals

2012-2015 Strategic Plan
Objectives

Program Directive & Service Model

Client and Agency Eligibility

in delayed diagnosis of
HIV.

Objective 4b: To reduce
(and then maintain below
significance) socio-
demographic differences
in prompt linkage to
HIV/AIDS care following
HIV diagnosis.

Objective 4c: To reduce
(and then maintain below
significance) socio-
demographic differences
in retention in primary
medical care.

Objective 4d: To reduce
(and then maintain below
significance) socio-
demographic differences
in viral suppression.

Establish linkages with and make
referrals to legal service organizations
that provide housing eviction prevention
services

Provide short-term assistance with rent,
utilities and telephone, security deposits,
brokers’ fees, and moving expenses to
secure or maintain stable housing

Payments are payable only directly to
landlords, brokers, utility, phone and
moving companies; no cash payments to
clients

Provide referrals to permanent housing
such as Section 8, HOPWA, and Senior
Housing, wherever applicable

Coordinate with HOPWA-funded rental
assistance program(s) to ensure
duplication of services does not occur

Develop housing plan for long-term
housing needs

referral, the needs of clients with
physical, behavioral, psychosocial,
or sensory impairments.

Organizations providing Housing
Services must either be co-located or
have established linkages with
medical cases management or case
management non-medical programs
to refer patients for other needed
medical and/or social support
services.

Agencies must ensure that staff
members are appropriately
credentialed to provide the services
listed and have HIV knowledge,
training and cultural sensitivity
appropriate to the populations
served. Agencies must have the
capacity to provide services in the
languages spoken by the
populations served.

Funded agencies providing services
to Tri-County? residents must have
service sites geographically located
within Tri-County, accessible to, and
able to service clients from
throughout the entire NY EMA.

2 Tri-County refers to the part of the New York Eligible Metropolitan Area (NY EMA) located north of New York City which includes the three counties of Putnam, Rockland, and Westchester.




HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Medical Case Management (MCT) Service Directive - Tri-County
Approved by the HIV Planning Council 12/4/25

Service Category New York Program Directive & Service Model Client and Agency Eligibility
and Goals Integrated

Prevention and
Care Plan 2022-

2026 Goals*

Goals: Services should be client-centered, non- Client Eligibility Criteria:

Pillar 1 — TREAT judgmental, guided by harm reduction
To increase the Goals: principles, trauma-informed, culturally e PWH who meet Ryan White eligibility requirements are
e e dlaTE appropriate, sensitive to physical and sensory eligible for Ryan White-funded services, subject to payer of

Goal: Toincrease the  impairments, and tailored to the populations last resort requirements.
started on . served.2
antiretroviral percentage of e Active substance use and/or criminal conviction history
treatment (ART) at the pt.ersons newlly Services may include, but are not limited to the does not preclude client eligibility for and maintenance in
time of a new HIV diagnosed with HIV following: services.

who are linked to HIV

diagnosis or first clinic
visit to improve client medical care to 90%. e Clinical Care Navigation: Coordinate all levels Clients must meet at least one of the following to be medically

health and reduce of medical and behavioral health. This includes, eligible:
onward transmission. but is not limited to: logistics coordination, e Newly diagnosed

"New York State Department of Health. (n.d.). Integrated HIV Prevention and Care Plan. HIV/AIDS Reports. Retrieved September 8, 2025, from
https://www.health.ny.gov/diseases/aids/providers/reports/scsn/index.htm

2 HIV Planning Council of New York. (2021, December 16). Framing Directive (Approved by the HIV Planning Council on December 16, 2021). New York: HIV Planning Council. Retrieved from
https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive PC-Approved-12-16-21.pdf
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To increase the
proportion of newly
diagnosed individuals
who enter into primary
care as soon as
possible, within 15
days of an HIV
diagnosis.

To increase retention
and continuity of HIV
care and treatment.

To increase the
proportion of clients
who have an optimal
level of ART
adherence.

To increase the
proportion of clients

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Medical Case Management (MCT) Service Directive - Tri-County
Approved by the HIV Planning Council 12/4/25

Goal: To increase
percentage of
individuals living with
diagnosed HIV in
continuous care to
90%.

Goal: To increase the
percentage of
individuals living with
diagnosed HIV with
suppressed viral load
to 95%.

Goal: To reduce
current disparities in
median CD4 among
persons living with
diagnosed HIV.

Goal: To reduce HIV-
related disparities in
communities and
priority populations

appointment scheduling, benefits and
insurance navigation, preparation and
reminders, accompaniment, transportation
assistance, return to care, and outreach
activities. Ensure linkage and engagement in
other needed medical or specialty care, mental
health, and harm reduction and/or substance
use services associated with retention in care.
The Recipient is encouraged to strengthen
tracking for referrals to prevent gaps in care,
such as through a closed-loop system.

To ensure that clients who are newly diagnosed
are connected to HIV care and can achieve an
undetectable viral load. Coordinate the
immediate initiation of antiretroviral treatment
(immediate ART or iART) on the day of
diagnosis, at the first clinic visit, or on the day a

client returns to care.

Patient Assessment: Conduct an initial patient
intake assessment and periodic reassessments
to identify patient’s unmet medical and social

Out of care

Previously diagnosed but new to care

Previously diagnosed but inconsistently engaged in care
Previously diagnosed and engaged in care but not on ART
Virally unsuppressed

Currently co-infected with hepatitis C

At high risk for falling out of medical care or becoming
unsuppressed (e.g. experiencing viral rebound).

New to HIV treatment or change in ARV regimen
HIV-positive pregnant women

PWH at risk of developing cognitive issues that may
interfere with treatment adherence

Agency Eligibility Criteria:
Agencies must meet the following criteria to be
eligible:

Non-profit licensed community-based clinics/hospitals,
governmental health organization, and non-profit
community-based HIV/AIDS service organization (CBO) and
social service providers with established MOU with a clinical

Tri-County MCT Directive
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with an undetectable
viral load and to
improve
immunological health.

To reduce mortality.

To reduce (and then
maintain below
significance) socio-
demographic
differences in: prompt
linkage to HIV/AIDS
care following HIV
diagnosis, retention in
primary medical care,
screening and
treatment for
comorbidities, and
undetectable viral

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Medical Case Management (MCT) Service Directive - Tri-County
Approved by the HIV Planning Council 12/4/25

disproportionately
impacted by HIV.

Goal: To increase the
percentage of Black
persons living with
diagnosed HIV who
receive HIV medical
care with suppressed
viral load to 95%.

Goal: To increase the
percentage of
Hispanic/Latino
persons living with
diagnosed HIV who
receive HIV medical
care with suppressed
viral load to 95%.
Goal: To reduce
stigma and eliminate
discrimination
associated with HIV
status.

needs and to measure patient’s capacity for
self-management. The assessment findings,
together with the patient’s readiness and input,
should determine level of service. The
assessments must also inform client-centered
goals as part of an individualized care plan.
Encourage patient involvement and
engagement through clear communication of
patient progress, issues, and updates. Note:
Agencies are allowed to provide services
without a full assessment for a grace period of
up to 45 days wherein they can charge for
services retroactively once a full intake is
completed.

Geriatric patient assessment: Utilize non-
clinical staff to conduct an initial Brief Geriatric
Assessment (BGA) to identify and address the
specific needs of clients aging with HIV. This
includes managing co-morbidities,
polypharmacy, cognitive impairments, frailty,
social isolation, and other age-related

provider that allows for same day appointments and access
to medical records.

Agencies must provide assessment and engagement into
health insurance programs and assist eligible clients in
accessing existing and future insurance exchanges, e.g.,
Medicaid, Medicare, and NYS Health Insurance Exchange
Systems.

Agencies must have the capacity to bill 3™ party payers for
billable services.

Organizations must be able to address, either directly or
through referral, the needs of clients with physical,
behavioral, psychosocial, or sensory impairments.

Agencies must either be co-located or have established
linkages with programs providing early intervention
services, medical care, mental health, alcohol and
substance use services, housing programs, food and
nutrition services, legal services, supportive counseling
services, employment related services, medical
transportation, and other unmet social and make closed-
loop referrals as appropriate.

Tri-County MCT Directive
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load and HIV related
mortality.

Objectives

1)

2)

Provide
coordinated
access to
medically
appropriate levels
of health and
support services
and continuity of
care.

Provide referrals
and linkages to
medical or
supportive services
that improve
clients’ physical

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Medical Case Management (MCT) Service Directive - Tri-County
Approved by the HIV Planning Council 12/4/25

PILLAR 1 - TREAT
Strategies:

1. Promote access to

bias-free and
culturally and
linguistically

appropriate HIV care,

treatment, secondary
prevention,
healthcare, and
supportive services.

2. Improve linkage
and retention in care
through targeted

support and follow-up

of medical care to
confirm that
continuity of care is
provided.

concerns. If the BGA indicates further
evaluation is needed, linkage to a geriatric-
focused clinical program for a more
Comprehensive Geriatric Assessment (CGA).

Treatment adherence: Ensure access to and
consistent use of ART by applying motivational
interviewing techniques and using adherence
tools (e.g. pill box or blister packs). In addition
to in-person delivery, telehealth services should
be leveraged to enhance accessibility as
appropriate. These include real-time video or
audio calls, as well as mobile health (mHealth)
technologies, e.g., cellphones, tablets and/or
other digital devices or software applications.
Self-reported adherence assessments may be
conducted by phone/text check-ins.

With patient consent, agencies may use
modified directly observed therapy (mDQOT) to
enhance adherence to ART and other
prescribed treatments. mDOT may include

Agencies must ensure that staff members are fully trained
and in compliance with DOHMH as well as culturally and
linguistically competent for the populations served, and
have knowledge and skills related to the needs of the
populations served. Agencies must have the capacity to
provide services in the languages spoken by the
populations served.

Funded agencies providing services to Tri-County?
residents must have service sites geographically located
within Tri-County, accessible to, and able to service clients
from throughout the NY EMA.

3 Tri-County refers to the part of the New York Eligible Metropolitan Area (NY EMA) located north of New York City which includes the three counties of Putnam, Rockland, and Westchester.

Tri-County MCT Directive
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and behavioral
health.

Provide
comprehensive
treatment adherence
services promoting
access to, the
immediate initiation
and consistent
utilization of
antiretroviral (ART)
therapies.

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK
Medical Case Management (MCT) Service Directive - Tri-County

3. Employ peer
workers (especially
members of specific
populations) to
support sustained
engagement in HIV
prevention and care
services.

4. Promote strategies
(e.g., patient-reported
outcome measures,
patient-reported
experience measures)
to improve patient
encounters,
experiences, and
outcomes, which will
support engagement
and retention in care.

Approved by the HIV Planning Council 12/4/25

contingency management, including through
theuse of smartphone- and other digital-based
incentives. mDOT can be administered in
various settings, including in the home/field, at
the agency, or virtually using digital devices or
software applications. Agencies are
encouraged to explore innovative ways to
provide mDOT services during evenings and
weekends, when needed, to expand adherence
support.

Health promotion: Promote client-centered
self-management and informed decision-
making by providing high-quality, evidence-
based health coaching sessions. Staff should
be trained in health education, harm reduction,
and motivational interviewing techniques. In
addition to in-person delivery, telehealth
services are permitted.

Client assistance: Coordinate access to
various social services and benefits assistance

Tri-County MCT Directive
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5. Increase access to
healthcare and
support services,
including social
support services,
necessary to ensure
optimal care to
people (50+) as they
age with HIV.

including, but not limited to: housing,
employment, education, health insurance, food
and nutrition services, and other essential
support services as needed. For clients aged 50
or older who have been identified through a
Brief Geriatric Assessment (BGA) as
experiencing social isolation, link them with
services designed to reduce isolation and
promote healthy lifestyle. Potential linkages can
include services or activities provided by the
New York State Area Agencies on Aging (AAA)

and the NY Connects Program (referral

directory) which can link individuals to basic
needs (e.g., food, housing, transportation etc.),
income support/employment, social groups
and activities (e.g., wellness classes such as
Tai Chi, and diabetes management), legal
services, in-home supports and care-giver
assistance. Additionally, explore funding
opportunities to develop programs that
specifically address this need.

Tri-County MCT Directive
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Case Finding: Efforts to engage clients should
include review of the patient population to
determine which patients are disengaged from
care. Outreach strategies should focus on
reconnecting these individuals to care. Program
staff should access their agency’s resources
and partnerships to identify and enroll eligible
clients in appropriate care. Established
linkages with other organizations can be
leveraged to ensure outreach and enrollment
efforts reach those in need.

Formal Case Conference: In order, to ensure,
coordination of care and progress toward goals
defined in the patient’s care plan, case
conferences should occur every 3 months at a
minimum. Formal case conferences must
include the Primary Care Provider or HIV
Specialist and at least one member of the CCP
Program. Additional service providers, such as
the pharmacist(s), patient navigators, mental
health/substance use providers, and other
members of the care team can also be
included. Inclusion of the patient is strongly

Page 7
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encouraged, but sensitivity to patient readiness
is recommended. Conferences can be
conducted in person, over the phone, or
virtually via smart phone or other internet-
based technologies.

Staffing Model: Agencies should engage in
outreach, recruitment and employment
practices that attract staff with life experience
and expertise that is shared by the agency’s
target population in order to improve access to
and ensure appropriate utilization of health
care services. Value should not be placed
solely on level of education. This includes but is
not limited to: age, socio-economic status,
sexual orientation, gender identity and
expression, race/ethnicity, disability, substance
use history, history of incarceration,
immigration status, and HIV status.
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Service Category Goals’

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

Goals:

1)

2)

Provide treatment and
counseling services to
individuals living with HIV
and mental illness, with
or without co-occurring
substance use disorders,
that aim to improve
quality of life and mental
health functioning.

To overcome barriers to
mental health care and
facilitate continued
engagement in

Pillar 1 — TREAT Goals:

Goal: To increase the
percentage of persons newly
diagnosed with HIV who are
linked to HIV medical care to
90%.

Goal: To increase percentage
of individuals living with
diagnosed HIV in continuous
care to 90%.

Apply the NY HIV Planning Council
Framing Directive throughout service
delivery to ensure care is client-centered,
non-judgmental, and culturally
appropriate by providing Mental Health
Services that address the needs of Ryan
White Part A clients in the NY EMA.?

Services may include, but are not limited
to the following:

Mental Health Assessment and Crisis
Intervention

Conduct comprehensive intake
assessment, diagnosis, and

Client Eligibility Criteria:

e AllRyan White eligible individuals and family units in
which one or more persons are PWH and in which the
individual has a DSM-5 (Diagnostic & Statistic Manual of
Mental Disorders, Fifth Addition) diagnosis are eligible for
Ryan White Mental Health services.

e Active substance use and/or criminal conviction history
does not preclude client eligibility for and maintenance

in services.

e Programs should prioritize services for:

1 HRSA/HAB Division of Metropolitan HIV/AIDS Programs. Program Monitoring Standards — Part A. April 2013: “Mental Health Services...include psychological and psychiatric treatment and counseling services offered to individuals with
a diagnosed mental illness, conducted in a group or individual setting, based on a detailed treatment plan, and provided by a mental health professional licensed or authorized within the State to provide such services, typically including
psychiatrists, psychologists, and licensed clinical social workers.”
2 New York State Department of Health. (n.d.). Integrated HIV Prevention and Care Plan. HIV/AIDS Reports. Retrieved September 8, 2025, from
https://www.health.ny.gov/diseases/aids/providers/reports/scsn/index.htm

3 HIV Planning Council of New York. (2021, December 16). Framing Directive (Approved by the HIV Planning Council on December 16, 2021). New York: HIV Planning Council. Retrieved from https.//nyhiv.org/wp-
content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf

Tri-County Mental Health Services 5 2/4/2026 9:32 AM
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Service Category Goals!

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

biological, psychological
and psychosocial care
and treatment including
adherence to ART and/or
psychotropic
medications and will
reduce use of emergency
acute care.

Goal: To increase the
percentage of individuals
living with diagnosed HIV with
suppressed viral load to 95%.

Goal: To reduce current
disparities in median CD4
among persons living with
diagnosed HIV.

Goal: To reduce HIV-related
disparities in communities
and priority populations
disproportionately impacted
by HIV.

Goal: To increase the
percentage of Black persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.

individualized treatment planning with
regular updates, reassessments (every 6
to 12 months), and self-management
assessments (typically every 3 months) —
to identify unmet medical and social
needs and support client self-
management. Use findings and client
input to set goals and determine service
level.

Provide crisis intervention and
stabilization as needed.

Mental Health Treatment

Deliver psychiatric evaluations, follow-
ups, psychiatric re-evaluation,
psychotropic medication monitoring and
management, and medication side
effects assessments. Provide linkage to
inpatient psychiatric care when
indicated.

o

Persons with co-occurring mental health,
substance use, and other medical conditions

PWH with mental health diagnoses with physical,
behavioral, psychosocial, or sensory impairments
that may or may not limit them from presenting to
an office location

Chronically unhoused!, and unstably housed
PWH

Gay, bisexual, and other men who have sex with
men (GBMSM)

Transgender and gender non-conforming clients
People aging with HIV

Immigrant communities

Agency Eligibility Criteria:

Licensed Article 31 mental health providers currently
certified to deliver outpatient mental health services or
licensed Article 28 health care providers currently
certified to deliver outpatient mental health services.

1 Chronically homeless is defined as an unaccompanied homeless individual with a disabling condition who has either been continuously homeless for a year or more OR has had at least four episodes of
homelessness in the past three years, according to the United States Department of Housing and Urban Development.
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Service Category Goals!

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

Goal: To increase the
percentage of
Hispanic/Latino persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.
Goal: To reduce stigma and
eliminate discrimination
associated with HIV status.

PILLAR 1 - TREAT Strategies:

1. Promote access to bias-
free and culturally and
linguistically appropriate HIV
care, treatment, secondary
prevention, healthcare, and
supportive services.

2. Improve linkage and
retention in care through
targeted support and follow-

Offer individual, group, and family
counseling, including pharmacological
interventions for clients with a history of
or currently using alcohol and other
drugs.

Provide evidence-based, client centered
health coaching that supports informed
decision-making and self-management.

Services may be delivered in-person or
via telehealth to accommodate client
accessibility needs and preferences.

Establish and maintain strong linkages to
community mental health and recovery
supports, including clubhouses, peer
groups, crisis intervention, and
stabilization programs. Maintain a
directory of after-hours and crisis
services and establish same -or next day
linkages to ensure timely interventions.
Use the Ryan White Part A Google Maps
directory to facilitate referrals.

Community based organizations (CBO) with a
Memorandum of Understanding/partnership with a
licensed Article 31 mental health provider who has
added the CBO site to its licensure in accordance with
New York State Office of Mental Health regulations and is
thus able to conduct Medicaid-billable mental health
sessions on-site at the CBO.

Organizations providing services should have multi-
disciplinary mental health programs including mental
health counseling, psychiatric care and/or
pharmacological management, and alcohol and other
drug use treatment services.

Organizations providing services should use multiple,
evidence-based therapeutic modalities and/or best
practices, including (but not limited to) harm reduction-
based psychotherapy/counseling for those individuals
with substance use disorders.

Organizations providing services must have experience
serving PWH and active substance users.

Tri-County Mental Health Services 5 2/4/2026 9:32 AM
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Service Category Goals!

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

up of medical care to confirm
that continuity of care is
provided.

3. Employ peer workers
(especially members of
specific populations) to
support sustained
engagement in HIV
prevention and care services.

4. Promote strategies (e.g.,
patient-reported outcome
measures, patient-reported
experience measures) to
improve patient encounters,
experiences, and outcomes,
which will support

Provide closed-loop referrals* to case
management, housing, harm reduction
and safer use services, alcohol and
substance use treatment, food and
nutrition, legal services, and other
services as available and needed.

Treatment Adherence and
Coordination

Encourage peer involvement to
complement existing mental health
services.

Coordinate with the client’s HIV PCP,
other medical providers, peers, and
service partners to share care updates,
align treatment goals, and support

Organizations must also have experience reaching out to
and engaging individuals who are out of care or
sporadically in care, transitioning from institutional care,
or in need of self-management support.

Agencies must either be co-located or have established
linkages with programs providing medical care, HIV
testing, food and nutrition services, alcohol and
substance use services, syringe exchange/harm
reduction services, comprehensive risk reduction
services, medical and non-medical case management
services, housing services, legal services, Medicaid,
Medicare, and NYS Health Insurance Exchange Systems,
health homes, and supportive counseling and family
stabilization services.

Agencies must ensure that staff members are
appropriately credentialed to provide the services listed
herein, have HIV knowledge, training and cultural
sensitivity appropriate to the populations served, and
have knowledge and skills related to the mental health
needs of the populations served. Agencies must have the

4 Centers for Medicare & Medicaid Services. (2018). Creating a closed-loop referral process: Transforming clinical practice initiative (TCPI) support and alignment network (SAN) primary and specialty care practice
portal. U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services. https://www.cms.gov/priorities/innovation/files/x/tcpi-san-pp-loop.pdf
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New York Integrated
Service Category Goals! Prevention and Care
Plan 2022-2026 Goals®

Program Directive & Service
Model

Client and Agency Eligibility

engagement and retention in
care.

appointment adherence, medication
management>, and overall wellness.

Provide medication adherence tools
(e.g., electronic adherence monitors®,
smart pill boxes, videoconference, and
mobile phones) and provide motivational
interviewing and coaching to strengthen
medication adherence. Educate clients
on managing medication side effects. For
significant challenges, refer to Medical
Case Management for directly observed
therapy (DOT).

Providers co-located or affiliated with
medical and mental health settings may
use a standardized brief intervention for

capacity to provide services in the languages spoken by
the populations served.

Funded agencies providing services to Tri-County!?
residents must have service sites geographically located
within Tri-County, accessible to, and able to service
clients from throughout the NY EMA.

13

5 “Adherence” is defined as medication initiation (i.e., taking the first dose); execution (i.e., taking each subsequent dose as prescribed); and persistence (i.e., continuing therapy without prolonged
gaps in, or cessation of treatment) (Vrijens, B., De Geest, S., Hughes, D. A., Przemyslaw, K., Demonceau, J., Ruppar, T., Dobbels, F., Fargher, E., Morrison, V., Lewek, P., Matyjaszczyk, M., Mshelia,
C., Clyne, W., Aronson, J. K., & Urquhart, J. (2012). A new taxonomy for describing and defining adherence to medications. British Journal of Clinical Pharmacology, 73(5), 691-705.

https://doi.org/10.1111/j.1365-2125.2012.04167 .x)

6 Bell K M, Haberer J E. Actionable adherence monitoring: technological methods to monitor and support adherence to antiretroviral therapy. Curr HIV/AIDS Rep. 2018;15(5):388-396.

doi:10.1007/s11904-018-0413-0. PMCID: PMC6511363

12 Tri-County refers to the part of the New York Eligible Metropolitan Area (NY EMA) located north of New York City which includes the counties of Putnam, Rockland and Westchester.
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Service Category Goals!

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

referral and treatment (SBIRT)” to
strengthen linkage pathways. Provide
navigation and accompaniment to
ensure clients access needed services.

Staffing and Training

Recruit staff and peers reflective of the
communities served and value lived
experience.

Provide training in cultural humility, crisis
intervention/de-escalation, mental
health first aid training®, and trauma-
informed supervision.

Train staff on IPV awareness and
screening.

7The Screening, Brief Intervention, and Referral to Treatment (SBIRT) model is an evidence-based, early intervention approach designed to identify, reduce, and prevent problematic use, abuse,

and dependence on alcohol and illicit drugs.
Source: New York State Office of Addiction Services and Supports. (n.d.). SBIRT: Screening, Brief Intervention & Referral to Treatment. Retrieved from https://oasas.ny.gov/sbirt

8 Mental Health First Aid (MHFA) is an evidence-based training course that teaches participants how to identify, understand, and respond to signs of mental illness and substance use disorders. Mental Health First

Aid

Source: Mental Health First Aid USA. “About MHFA.” Retrieved from https:/www.mentalhealthfirstaid.org/about/
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Service Category Goals!

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service
Model

Client and Agency Eligibility

In non-violent emergency situations call

a mental health crisis line e.g., 988 or
seek help from mental health
professional first. Develop crisis plans
and alternative protocols® that do not rely
on law enforcement?!® except when there
is an immediate risk of danger to person
or others.

° This webpage details an online database of vetted, community-based crisis resources that offer alternatives to calling the police or 911 for situations like housing, mental health, domestic violence, LGBTQ+,
youth, elder, and substance use needs. Source: Mental Health America. (n.d.). Alternatives to calling the police in a crisis. Retrieved from https://screening.mhanational.org/content/alternatives-calling-the-police-

crisis/.

0 The comprehensive crisis response system in New York State is designed to prevent, recognize, respond to, de-escalate and follow up on mental health and substance use crises across a continuum of services—

including mobile crisis, crisis residences, stabilization centers and outreach. Source: New York State Office of Mental Health. (n.d.). Comprehensive Crisis Response System. Retrieved from
https://omh.ny.gov/omhweb/bho/crisis-intervention.html
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1)

To promote optimal
health and quality of life
resulting from the
prevention, early
detection and treatment
of dental decay and
periodontal disease,
opportunistic infections,
and other health-related
complications; and the
restoration and
maintenance of proper
oral structure.

To increase the number of
persons with HIV (PWH)
who have access to, and
receive ongoing,
appropriate oral health
care services.

Pillar 1 — TREAT Goals:

Goal: To increase the
percentage of persons newly
diagnosed with HIV who are
linked to HIV medical care to
90%.

Goal: To increase the
percentage of individuals
living with diagnosed HIV in
continuous care to 90%.

Goal: To increase the
percentage of individuals
living with diagnosed HIV with
suppressed viral load to 95%.

Goal: To reduce current
disparities in median CD4
among persons living with
diagnosed HIV.

Services should be widely accessible,
client-centered, non-judgmental, guided
by harm reduction principles, trauma-
informed? to address oral health
inequities.

Program Directive:

Agencies are allowed to provide services
without a full assessment for a grace
period of up to 45 days wherein they can
charge for services retroactively once a
full intake is completed.

Oral health care services should be
integrated into, and coordinated with,
medical case management and primary
care services, with the oral health care
provider considered part of the client’s
care team and promptly communicating
to the client’s medical provider/care
team any clinical findings or planned
procedures that may indicate a change

Client Eligibility Criteria:

¢ PWH who meet Ryan White eligibility requirements for
Ryan White Part A-funded oral health services, subject to
payer of last resort requirements in the New York Eligible
Metropolitan Area can receive care.

e Active substance use and/or criminal conviction history
does not preclude client eligibility for and maintenance
in services.

Agency Eligibility Criteria:

e Funded agencies providing services to Tri-County
residents must have service sites geographically located
within Tri-County, accessible to, and able to service
clients from throughout the entire NY EMA.

Licensed dental clinics that are co-located with HIV care
centers or other licensed dental clinics which either have
established linkages with HIV medical providers or can
otherwise demonstrate that they are part of an HIV care
continuum and have the capacity to bill Medicaid.

1 HRSA/HAB Division of Metropolitan HIV/AIDS Programs. Program Monitoring Standards — Part A. April 2013: “Oral Health Services...including diagnostic, preventive, and therapeutic dental care that is
in compliance with state dental practice laws, includes evidence-based clinical decisions that are informed by the American Dental Association Dental Practice Parameters, is based on an oral health treatment
plan, adheres to specified service caps, and is provided by licensed and certified dental professionals .”

3 Must include screenings for HPV and other oral cancers
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3) To avoid interruptions in
the receipt of HIV primary
care or in the adherence
to antiretroviral treatment
due to oral health issues.

4) Toimprove and maintain
proper nutritional intake.

5) To assure that oral health
care is an integral part of
HIV primary care for all
PWH.

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK

A

Goal: To reduce HIV-related
disparities in communities
and priority populations
disproportionately impacted
by HIV.

Goal: To increase the
percentage of Black persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.

Goal: To increase the
percentage of
Hispanic/Latino persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.

Goal: To reduce stigma and

eliminate discrimination
associated with HIV status.

PILLAR 1 - TREAT Strategies:

Oral Health Care Directive - Tri-County
roved by the HIV Planning Council 12/4/25

in, or impact to, the client’s systemic
health.

Services under this directive should
complement Medicaid, Medicare, Ryan
White Part F, and ADAP oral health
services to ensure a robust system of
care.

Oral health services should be provided
in a user-friendly manner including
flexible hours of operation (i.e. early
morning, evening, weekend hours, and
emergency tele-dentistry services) which
maximizes access and promotes health;
services should be accessible by public
transportation.

Services should include (but are not
limited to) the following:

Program Model:

a) Comprehensive oral health care
services: Include periodic
screenings and preventive,
diagnostic, therapeutic and
restorative services?, regularly

Agencies providing services must have experience serving
PWH, are HIV-knowledgeable, and have experience reaching
out to and engaging individuals who are out of care or
sporadically in care or in need of self-management support.

Agencies must be able to address, either directly or through
a closed loop referral process, the needs of clients with
physical, behavioral, psychosocial, or sensory impairments.

e To ensure maximum coordination of care, Part F funded
agencies may be preferred, but not limited to for Part A
Oral Health funding.

e Agencies must ensure that staff are fully trained,
appropriately licensed, and in compliance with NYS DOH
standards.

Agencies providing Oral Health Care must either be co-
located or have established linkages with programs
providing early intervention services, medical care,
mental health, alcohol and substance use services,
housing programs, medical transportation, legal
services, health education and risk reduction,
employment related services, and other unmet social
needs and make referrals as appropriate. The Recipient
is encouraged to strengthen tracking for referrals to

3 Must include screenings for HPV and other oral cancers
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scheduled examinations, prevent gaps in care, such as through a closed-loop
1. Promote access to bias- cleanings, and treatment system.
free and culturally and procedures, in accordance with
linguistically appropriate HIV best practices and individual
care, treatment, secondary needs --- and may be provided by
prevention, healthcare, and general dentists, dental
supportive services. specialists, dental hygienists
and/or other professional oral
2. Improve linkage and health practitioners operating
retention in care through under the standards of the
targeted support and follow- American Dental Association, the
up of medical care to confirm American Academy of Pediatric
that continuity of care is Dentistry and the NYS AIDS
provided. Institute.

The oral health program, either
directly or through referral to a
case manager/care coordinator,
must immediately assist the
uninsured patient in obtaining
dental care coverage if eligible.

3. Increase access to
healthcare and support
services, including social
Ssupport services, necessary
to ensure optimal care to
people (50+) as they age with

HIV. Patient assessment: Conduct an

initial patient assessment to
develop a comprehensive service
plan that includes a scheduled

plan of treatment. Encourage client
involvement and engagement
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through clear communication of
client progress, issues, and
updates.

b) Coordination of care: To ensure
coordination of care and progress
toward goals defined in the
patient’s care plan, the client’s
team should address barriers to
care and ensure timely completion
of the comprehensive service plan.

Services delivered in accordance
with an approved scope of
services, but with the
understanding that the nature of a
client’s illness may indicate
treatment beyond those services
listed in a fee schedule.
Recommended services beyond
the approved scope will be
reviewed on a case-by-case basis
and require approval prior to
treatment.

c) Oral Health Education and
Preventative Care: The delivery of
oral health education and
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preventive oral health care must be
a routine part of care. Preventive
oral health care practices include:

a. Conduct a screeningin line
with best practices to identify
oral health discomfort, dental
fear and anxiety and other
commonly reported barriers to
address client satisfaction.

b. Detecting oral health care
manifestations associated
with HIV.

c. Instituting appropriate oral
health care treatment and
referring to medical care, if
necessary.

d. The dental clinician must
stress good oral hygiene and
home care procedures (i.e.
brushing, flossing, mouth
rinses). On a case-by-case
basis, the dentist should
establish a plan for periodic
dental visits for oral
examinations and periodontal
supportive therapy. These
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procedures constitute
fundamental standards of care
and facilitate the early
diagnosis of oral disease.

e. Instituting oral health care
preventive protocols for all
clients, throughout the care
continuum. There are two
phases:

i. A primary program
consisting of early
identification of dental
caries-susceptible oral
environments and
restoration of dental
carious lesions.

ii. A secondary program
including identification
of risk factors for dental
caries, dietary
counseling, client
education in oral
hygiene procedures and
home dental care,
application of topical
fluoride, and periodic
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recall examinations for
supportive therapy.

f) Recommend comprehensive,
preventative and recurring dental
services and procedures.

g) Implement recommendations for
common co-morbidities, e.g.,
Diabetes and Hepatitis C.

h) Monitor alveolar bone status
among clients, particularly older
adults over the age of 50 or more
and cisgender women, who are
more heavily impacted by greater
alveolar bone loss than patients
without HIV.

i) Smoking is a potential risk factor
for periodontal disease and oral
precancerous and cancerous
lesions and providers should,
whenever possible, refer clients to
smoking cessation programs and
resources.

j) Offer four (4) dental cleanings per
year, including scaling/deep
cleaning. Offer tooth extractions,
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bridgework, crowns, root canals,
dentures (with less than 8 points of
contact), as needed.

k) Provide services that promote
engagement and maintenance in
care, including referrals to
transitional, supportive and
permanent housing, adherence to
primary medical care, inpatient
treatment (as necessary) and
modes of healthy living.

I) Concerted outreach efforts should
be made to schedule and re-
confirm appointments for those
such as the homeless, mentally ill,
and substance users, whose
conditions may present added
barriers to maintaining oral health
and medical care.

M) Recommend and utilize dental
materials that are rated as highest
quality and known to be long
lasting per dental experts.*

2 Experts in the field of dentistry for clients with HIV include persons and institutions such as Dr. David Resnik of HIV Dent, NYU College of Dentistry and Columbia
University College of Dentistry
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n) As appropriate, and under best
practice guidelines, tele-dentistry
and/or telehealth modalities may
be used to conduct aspects of
service delivery e.g., initial
consultation, virtual follow-up or
remote monitoring. To enhance
oral health education, smartphone
applications providing oral health
education, real-time feedback and
tutorials on dental hygiene
practices may be implemented.

o) Consider implementing or
improving technological advances
in digital dentistry. These may
include but are not limited to digital
imaging techniques for early
detection, intraoral cameras,
digital impressions, and 3D
printing.

p) Provide screenings for oral cancer
and common HIV-related intraoral
lesions.

Additional Recommendations

a) Encourage RWPA FNS programs to
incorporate oral health education
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into the health education modules
provided under FNS.

b) Encourage use of Emergency
Financial Assistance and Food &
Nutrition program personal hygiene
allowances for oral health care
supplies such as electronic
toothbrushes.
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Service Category Goals*

New York Integrated
Prevention and Care
Plan 2022-2026 Goals?

Program Directive & Service Model

Client and Agency Eligibility

Goals:

1. Provide counseling
services to individuals
experiencing stress
and anxiety who do
not necessarily have a
Diagnostic and
Statistical Manual of
Mental Disorders
(DSM-V) diagnosis.

2. Provideindividual and
group supportive
counseling services

Pillar 1 — TREAT Goals:

Goal: To increase the
percentage of persons newly
diagnosed with HIV who are
linked to HIV medical care to
90%.

Goal: To increase percentage
of individuals living with
diagnosed HIV in continuous
care to 90%.

Apply the NY HIV Planning Council Framing
Directive throughout service delivery to
ensure care is client-centered, non-
judgmental, and culturally appropriate by
providing Psychosocial Support Services that
address the counseling needs of Ryan White
Part A clients in the NY EMAS3.

Use diverse engagement strategies to meet
client needs and include clients in
decision-making whenever possible. Peer
involvement across service areas is
strongly encouraged.

In addition to in-person care, phone, video,

Client Eligibility Criteria:

e PWH, their caregivers and family who meet Ryan White
eligibility requirements are eligible for Ryan White-
funded services, subject to payer of last resort

requirements.

e Active substance use and/or criminal conviction
history does not preclude client eligibility for and

maintenance in services.

e Client and/or family members need not have a DSM 5
(Diagnostic & Statistical Manual of Mental Health

Disorders, Fifth Edition) diagnosis.

! HRSA/HAB Division of Metropolitan HIV/AIDS Programs. Program Monitoring Standards — Part A, April 2013. “Psychosocial support services may include support and counseling activities, child abuse and
neglect counseling, HIV support groups, pastoral care/counseling, caregiver support, bereavement counseling and nutrition counseling provided by a non-registered dietitian. Funds under this service category may

not be used to provide nutritional supplements.”
2New York State Department of Health. (n.d.). Integrated HIV Prevention and Care Plan. HIV/AIDS Reports. Retrieved September 8, 2025, from
https://www.health.ny.gov/diseases/aids/providers/reports/scsn/index.htm

3 The NYC HIV Planning Council’s Framing Directive is a guiding document that outlines principles for delivering services to people with HIV. It emphasizes that all care must be client-centered, trauma-informed,

nonjudgmental, and culturally and linguistically appropriate, while acknowledging the role of structural and systemic barriers.
Source: New York City HIV Planning Council. “Framing Directive.” Approved December 16, 2021. Available at: https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf
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that aim to overcome
barriers to access and
facilitate continued
engagementin
medical care and
treatment adherence
in order to increase
ARV utilization and
promote optimal
health outcomes.

3. Toincrease the
proportion of newly
diagnosed individuals
who enter into primary
care within 30 days of
HIV diagnosis.

4. Toincrease retention
in HIV care and
treatment.

5. Toincrease the
proportion of clients
who have an optimal
level of antiretroviral
therapy (ART)
adherence.

Goal: To increase the
percentage of individuals
living with diagnosed HIV with
suppressed viral load to 95%.

Goal: To reduce current
disparities in median CD4
among persons living with
diagnosed HIV.

Goal: To reduce HIV-related
disparities in communities
and priority populations
disproportionately impacted
by HIV.

Goal: To increase the
percentage of Black persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.

Goal: To increase the
percentage of
Hispanic/Latino persons
living with diagnosed HIV who
receive HIV medical care with
suppressed viral load to 95%.

or other internet-based technologies may
be used. Agencies may begin services
before a full assessment, with up to 45 days
to complete intake and bill retroactively.

Services may include (but are not limited to)
the following:

Intake and Patient Assessments

1. Conduct an initial intake, periodic
reassessments (typically every 6 or 12
months), and self-management
assessments (typically every 3 months)
to identify unmet medical and social
needs and support client self-
management. Use findings and client
input to set goals and determine service
level.

2. Encourage client involvement and
engagement through clear
communication about progress, issues,
and updates.

3. Coordinate medical and behavioral
health care as needed; utilize the Ryan
White Part A Google Maps public

Agency Eligibility Criteria:

Non-profit organizations (community-based
organizations) with experience serving PWH and with
experience reaching out to and engaging individuals
who are out of care or sporadically in care or in need of
self-management support.

Organization must be able to address, either directly
or through referral, the needs of clients with physical,
behavioral, psychosocial, or sensory impairments.

Agencies must establish linkages with programs
providing medical care, HIV testing, mental health
services, food and nutrition services, alcohol and
substance use services, comprehensive risk reduction
services, medical and non-medical management
services, housing services, legal services, Medicaid,
Medicare, NYS Health Insurance Exchange Systemes,
and health homes.

Agencies must ensure that staff members have
cultural sensitivity training appropriate to the
populations that they serve. Agencies must have the
capacity to provide services in the languages spoken
by the populations served.
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6. Toincrease the
proportion of clients
with an undetectable
viral load and to
improve
immunological health.

7. Support
comprehensive,
coordinated patient-
centered care for
PWH, including
addressing HIV related
co-occurring
conditions and
challenges in meeting
basic needs, such as
housing.

8. To reduce (and then
maintain below
significance) socio-
demographic
differences in: prompt
linkage to HIV/AIDS
care following HIV
diagnosis, retention in
primary medical care,

Goal: To reduce stigma and
eliminate discrimination
associated with HIV status.

PILLAR 1 - TREAT Strategies:

1. Promote access to bias-
free and culturally and
linguistically appropriate HIV
care, treatment, secondary
prevention, healthcare, and
supportive services.

2. Improve linkage and
retention in care through
targeted support and follow-
up of medical care to confirm
that continuity of care is
provided.

3. Employ peer workers
(especially members of
specific populations) to
support sustained

directory of primary care, HIV care, and
mental health providers to link clients to
needed and/or requested services.

4. Schedule appointments, send

reminders, provide accompaniment and
transportation, (specific to PST services
only) and ensure outreach, in-reach,
and return-to-care linkage to medical,
mental-health, substance use, and
harm reduction services.

5. Provide closed loop referrals to stabilize
clients and connect them to safe and
supportive housing, employment
readiness, financial literacy, estate
planning, education, legal aid, health
insurance, food and nutrition, and other
essential support needed and/or
requested by client.

Counseling, Support Groups and
Peer Support:

6. Provide a comprehensive range of
psychosocial supportive services—
including individual, family, and group
counseling and educational activities;

Funded agencies must be sited within Tri-County and

be accessible to, and able to serve clients from
throughout the New York EMA.
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10.

and undetectable viral
load and HIV related
mortality.

Objectives:

Provide coordinated
access to medically
appropriate levels of
health and support
services and
continuity of care.

Provide referrals and
linkages to medical or
supportive services
that improve clients’
physical and
behavioral health.

engagement in HIV

prevention and care services.

4. Promote strategies (e.q.,
patient-reported outcome
measures, patient-reported
experience measures) to
improve patient encounters,
experiences, and outcomes,
which will support
engagement and retention in
care.

online or in-person workshops and
support groups (e.g., Positive Life
Workshop?); crisis intervention; peer-
and community-based activities®; drop-
in sessions; and specialized counseling
focused on but not limited to: treatment
adherence challenges, family
relationships, sexuality and
reproductive health, HIV disclosure,
internal/externalized stigma, de-
escalation and domestic violence,
mindfulness/wellness, long-term
survivorship, grief, and bereavement.
Include pastoral care and transitional
support to reduce isolation and help
cope with loss.

7. Use a holistic approach to help clients

8.

process emotions, develop coping
skills, build confidence, and reduce
stigma and stress.

Provide individual and group sessions
that promote engagement in care,
treatment adherence, healthy living,

4 The Alliance for Positive Change, The Positive Life Workshop — January 2024, describes a free workshop for people living with HIV/AIDS that helps participants learn how to access healthcare, cope with stress,
partner with their doctor, manage symptoms and medication decisions, and make decisions about disclosure, safer sex, and substance use.

3 O’Brien, K. K., Keogh, C., O’Carroll, A., & Clancy, L. (2019). Identifying barriers and facilitators to psychosocial care for people living with HIV in Ireland: A mixed methods study. AIDS Care, 31(4), 408—413.
https://doi.org/10.1080/09540121.2018.1537462
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self-management and life-skills
development through evidence-based
health coaching; including relationship-
building and community connection,
education, and treatment readiness and
adherence support.

Adherence Monitoring and ART
Support

9. Support ART initiation and sustained
adherence with approaches tailored to
each client’s language, privacy
concerns, technology access and
lifestyle.

10. Promote consistent ART use through
motivational interviewing, adherence
counseling, life-skills coaching, healthy
living and other evidence-based
strategies/tools to address barriers and
strengthen commitment. For addressing
significant adherence challenges, refer
to Medical Case Management programs
that can deliver services such as
directly observed therapy (DOT).
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11. Provide educational activities and
workshops on HIV diagnosis,
transmission and treatment.

Staff and Peer Hiring, Support, and
Training

12. Recruit and hire staff and peers whose
lived experiences reflect the
communities served to improve access
and engagement.

13.Value lived experience - including
age, socioeconomic background, sexual
orientation, gender identity or
expression, race/ethnicity, substance
use history, incarceration history, and
HIV status.

14. Offer professional growth and
advancement opportunities for all staff
and peers.

15. Incentivize activities completed by
peers (e.g., monetary payments,
stipends, and vouchers).
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Service Category Goals'

New York Integrated HIV
Prevention and Care 2022-
2026 Plan Goals 2

Program Directive & Service Model

Client and Agency Eligibility

1) Toincrease accessibility to
medical and support
services for PWH across
the Tri-County?® region.

2) To ensure that PWH
receive timely services
that support maintenance
in care and ART
adherence to promote
positive health outcomes.

3) To ensure that PWH,
clinicians, case managers,
and other health care
professionals are aware of
available RWPA
transportation services

Goal: Increase the percentage
of persons newly diagnosed
with HIV who are linked to HIV
medical care to 90%.

Goal: Increase the percentage
of persons living with
diagnosed HIV who receive HIV
medical care with suppressed
viral load to 95%.

Goal: Increase the percentage
of persons living with
diagnosed HIV who receive HIV
medical care to 90%.

Goal: Increase the percentage
of Black and Hispanic/Latino
persons living with diagnosed

Apply the NY HIV Planning Council
Framing Directive throughout service
delivery to ensure care is client-centered,
non-judgmental, and culturally
appropriate®.

Services shall include, but are not limited to
the following:

e Transportation may only be provided to
receive types of services that are eligible
for federal funding under RWPA as listed in
the HRSA monitoring standards; rides to
social/recreational activities or to do
banking, grocery shopping, and other
errands cannot be provided.

e As the payer of last resort, RWPA rides to
medical visits, pharmacies, in-person

Client Eligibility Criteria:

e All PWH individuals who meet the baseline eligibility
criteria for Ryan White Services in the New York Eligible
Metropolitan Area can receive care.

e Active substance use and/or criminal conviction history
does not preclude client eligibility for and maintenance in
services.

¢ PWH with no other viable options for attending medical
and supportive services appointments.

Agency Eligibility Criteria:

¢ Non-profit community-based organizations with
experience serving PWH.

1 HRSA/HAB Division of Metropolitan HIV/AIDS Programs. Program Monitoring Standards — Part A. December 2013: “Transportation Services ... that enable an eligible individual to access HIV- related
health and support services, including services needed to maintain the client in HIV medical care, through either direct transportation services or vouchers or tokens.”

2 Available: http://www.nyhiv.com/pdfs/Comprehensive %20Plan%20Final%208-21-12.pdf. Accessed 2/28/14.
3 Tri-County refers to the part of the New York Eligible Metropolitan Area (NY EMA) located north of New York City which includes the three counties of Putnam, Rockland, and Westchester.

4New York City HIV Planning Council. (2021, December 16). Framing directive: Values and priorities to inform HIV services. https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive PC-
Approved-12-16-21.pdf Accessed 4/17/25.

2/4/2026 9:34 AM

Page 1



https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf
https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf
http://www.nyhiv.com/pdfs/Comprehensive%20Plan%20Final%205-21-12.pdf
https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf
https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf
https://nyhiv.org/wp-content/uploads/2022/03/Framing-Directive_PC-Approved-12-16-21.pdf

HIV HEALTH & HUMAN SERVICES PLANNING COUNCIL OF NEW YORK

Medical Transportation Services Directive - Tri-County
Approved by the HIV Planning Council 12/4/25

Service Category Goals'

New York Integrated HIV
Prevention and Care 2022-
2026 Plan Goals 2

Program Directive & Service Model

Client and Agency Eligibility

when other transport
services are not an option.

HIV who receive HIV medical
care with suppressed viral load
to 95%.

support groups, and other essential
service appointments may only be
provided for PWH who have no other
viable means of transportation available;
Medicaid transport, public transportation
services and all other means of transport
options must be ruled out before RWPA
rides are accessed.

RWPA transportation may only be provided
between points within the NY EMA; Metro
North Train tickets, bus vouchers, ride-
sharing apps (e.g., UBER, Lyft),and/or taxi
rides, between the Tri-County region and
NYC should be considered on a case-by-
case basis taking into account why the ride
is necessary and its cost.

Service Model:

Requests for One Metro New York
(OMNY) cards , Metro North Train tickets,
bus vouchers, ride-sharing apps, and taxi
services may only be made by a case
manager or other care managing provider
which has screened and certified the client
for eligibility; PWH cannot book or obtain

The program must be able to address, either directly or
through referral, the needs of clients with physical,
behavioral, psychosocial, or sensory impairments.

Organizations must have policies and procedures to
follow up and resolve client-vendor disputes.

Program staff and taxi/van drivers, should be
culturally/linguistically competent and respect the rider’s
confidentiality.

Funded agencies providing services to Tri-County
residents must have service sites geographically located
within Tri-County, accessible to, and able to service
clients from throughout the entire NY EMA.
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Service Category Goals'

New York Integrated HIV
Prevention and Care 2022-
2026 Plan Goals 2

Program Directive & Service Model

Client and Agency Eligibility

their own rides and/or transportation; PWH
who cannot use the regular fixed-route bus
or multiple bus/train route transfers due to
disabilities or age.

A single unified, Tri-County-wide program
should be established that provides for
maximum transportation coverage, first
promoting public transportation, then car
(or van for the wheelchair bound) service;
the program should employ ride-sharing
apps andtaxi/van companies transporting
PWH within and across county lines.

Transportation services should be
available at off hours, i.e., before or after
business hours or on weekends if those
are the only times a medical or supportive
service appointment is available.

PWH able to take public transportation
must be provided OMNY cards, where
applicable, bus and other transportation
vouchers.

The program shall develop a system to
distribute and track vouchers used to
purchase gas, pay for bridge/tunnel tolls
and parking when private vehicles are

2/4/2026 9:34 AM
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Service Category Goals'

New York Integrated HIV
Prevention and Care 2022-
2026 Plan Goals 2

Program Directive & Service Model

Client and Agency Eligibility

used by PWH to enable them to receive
HIV-related health and support services.
Gas, bridge/tunnel tolls, or parking
vouchers may not be used for rides to
social/recreational activities or to do
banking, grocery shopping, and other
errands.

Mileage reimbursement (through a non-
cash system) that enables clients to travel
to needed medical or other support
services, but should not in any case
exceed the established rates for federal
Programs (Federal Joint Travel
Regulations provide further guidance on
this subject).

Purchase or lease of organizational
vehicles for client transportation programs,
provided the Recipient receives prior
approval for the purchase of a vehicle.

Organization and use of volunteer drivers
(through programs with insurance and
other liability issues specifically
addressed).
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Service Category Goals'

New York Integrated HIV
Prevention and Care 2022-
2026 Plan Goals 2

Program Directive & Service Model

Client and Agency Eligibility

Transportation services should be
provided to an accompanying caregiver,
home health aide, children (or

parents/guardians if the client is a child),
and other collaterals, as necessary.
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