January 24, 2011                       FY 2011 Ryan White Part A Request for Proposals – Questions and Answers


1. Within EIS, services include “other clinical and diagnostic services regarding HIV/AIDS; periodic medical evaluations for individuals; and provision of therapeutic measures.”  Please explain if these medical services need to be provided directly by the grantee or if the clients can be referred for medical services to another provider under a MOU.  And please give some examples of “other clinical and diagnostic services regarding HIV/AIDS.”
Medical services do not need to be provided directly by the applicant.  Referral services providing access to care are required within this service category. 

“Other clinical and diagnostic services regarding HIV/AIDS” could include linking individuals to services beyond primary medical care, including, but not limited to mental health or substance abuse services.  
2. While the definition of EIS specifically includes testing, the following note state that testing is not covered since the EMA has adequate testing resources.  Please confirm that for this RFP, testing should not be part of the services package.

While testing services are included in HRSA’s definition of EIS, such services are not included in this RFP.  Proposals should include a plan to collaborate with regional counseling and testing providers so as to not duplicate services. 
3. What constitutes a unit of service?  Is it solely information, referrals and linkages? 
As this is a new service for the region, providers have the opportunity to develop programs that target the populations they intend to serve.  While all programs must have linkages with key points of entry and active relationships with counseling and testing providers; referral services providing access to care; health literacy education/training to help clients navigate the HIV/AIDS service delivery system; and peer support/mentoring - how those services are provided is at the discretion of the provider.  Units of service will differ based on programming.  United Way of Long Island will provide guidance on units of service based on the program model.   
4. Is the outreach done in collaboration with existing testing providers (the identification process) considered units of service or must the person be diagnosed HIV+ first?  Example: would doing outreach and education to 10 at-risk people who all test NEGATIVE constitute 10 units of service?  Or do we only count a unit once a person has been identified positive?
Yes, outreach done in collaboration with regional counseling and testing providers will be considered units of service.  The identification of those who are unaware of their HIV status and informing them of their status is one of the goals of the EIS priority.   Informing an individual of their status, including those who test negative, is a unit of service.  
While units of service are important, this priority is outcome-based and the focus will be on how many individuals are made aware of their status and how many individuals are connected to care.
5. Is there a specific workplan associated with this priority?  If so, can it be forwarded?

There is not a specific workplan for EIS at this time.

6. What occurs if there is unspent money in a priority?   Do the unspent funds go back to the Planning Council and SAP for redistribution or are funded program/s offered the opportunity to accept more funding if they are willing/able?   
Decisions regarding how unspent funds are utilized are at the discretion of the grantee.  There are several options including, but not limited to: releasing a 2nd RFP for the priority; having Planning Council/SAP Committee redistribute the funding to another priority; or working with providers to expand/enhance their program if they are willing and able to do so.
7.  If in 2008 the Planning Council set a goal of bringing 10% of PLWHA aware and out of care into care, ought we to use the 10% figure of those “unaware” of HIV status as our workplan goal? 
Based on a national estimate developed by the CDC, it is estimated that 21% of the infected population is believed to be ‘Unaware and HIV Positive’.   As of December 31, 2008, the estimated number of PLWH who were unaware of their status in the two-county EMA, range between 1,500-1,545 individuals.  Each agency should propose services based on their internal capacity and how much funding they plan to request to determine the number of individuals they target and the number of people they intend to bring into care.
8. Re “Emergency Room” Memorandum of Agreement: this is a work in progress; is it mandatory to have in order to win EIS grant? 
The MOU is a requirement of HRSA.  Please note in the grant application if the MOU is in the process of being secured.
9. Unsure of what qualifies as “indirect costs”; please give examples?
The Ryan White legislation imposes a cap on contractor administration.  Legislative intent is to keep administrative costs to an absolute minimum.  Contractors must keep administrative costs to approximately ten percent of the total budget, including both direct and indirect administrative costs.

Indirect costs include usual and recognized overhead, including established indirect cost rates.  Examples of such costs are rent, utilities, etc.  Indirect costs are those shown in the budget’s “administrative costs” line.
10. Clinical Quality Management program participation is mandatory; are there programs presently available in the EMA in which to participate? 
As per Ryan White guidance, each EMA/TGA is required to have a Clinical Quality Management program.  This program is administered through the HIV/AIDS Grants Management Division at the United Way of Long Island.  All Part A providers are required to collect outcome data specific to their funded priority.  Guidance will be given once contracted to provide the service.
11. Re follow up services: once a client who is unaware of their status or out of care and come to the agency for services, how long is a client to be tracked to be considered ‘in care’; once a client is engaged in medical care and follow up is maintained, is there a minimum or maximum time frame required to ensure service is done? Or once linkage to care is completed, is that client service case closed? 
As this is a new program for the region, agencies have the opportunity to propose a viable program that ensures clients are identified, informed, referred and linked to care.  The most comprehensive and innovative proposals will be funded and at that time, Standards of Care will be developed. 
12. Does this funding have multi-year potential? 
EMA/TGA’s must submit a competitive proposal for Part A funds on an annual basis.  As a result, programs are funded on a one year basis.  Funding levels and priorities are dependent on the annual award from HRSA and inclusion of the priority in the Nassau-Suffolk HIV Health Services Planning Council’s priority setting and resource allocation process.
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