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Disclosures

 The speaker does not have any financial relationships with commercial 
entities to disclose. 

 The speaker will not discuss any off-label use or investigational product 
during the module.

This slide set has been peer-reviewed to ensure that 
there are no conflicts of interest represented in the 

presentation.
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Following completion of this module, participants will be able to: 

1. Define and describe the terms linkage, engagement and retention in care as they 
relate to the care of people with HIV (PWH).

2. Explain the HIV Care Continuum and reflect on the challenges that healthcare 
professionals and systems face in closing the gaps in retention/engagement in 
HIV care.

3. Discuss how healthcare teams can assist patients who experience stigma, social 
determinants of health, depression, anxiety and other difficult emotions remain in 
care

4. Identify communication strategies that help healthcare professionals “connect” 
with patients who are experiencing distress and difficult emotions.

5. Describe strategies and interventions that are successful in retaining and 
engaging patients with HIV in care.

Learning Objectives
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Overview

1. HIV:  Individual and Population Health

2. HIV Continuum of Care and Ending the HIV Epidemic

3. Linkage to HIV Care

4. Retention and Engagement in HIV Care

5. Evidence-based and Evidence-informed Intervention

6. Summary

4

What is my Name?

5

HIV 1988-2020

6Source:  https://aidsvu.org/ accessed on 8/20/2020 
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CDC: Social Vulnerability Index

 Describes community 
resilience when faced 
with external stresses on 
human health 
(e.g., natural or human-
caused disasters, 
disease outbreaks)
 Assists local officials in 

pinpointing communities 
that may need support; 
evaluates 15 US census 
variables at tract level

https://www.atsdr.cdc.gov/placeandhealth/svi/index.html Slide credit: clinicaloptions.com
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Socioeconomic 
Status

Household 
Composition & 

Disability

Minority 
Status & 
Language

Housing Type 
& 

Transportation

Below Poverty

Unemployed

Income

No High School Diploma

≥ 65 Yrs of Age

≥ 17 Yrs of Age

> 5 Yrs of Age With Disability

Single‐Parent Households

Minority

Speaks English “Less Than Well”

Multiunit Structures
Mobile Homes

Crowding
No Vehicle

Group Quarters
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US: Vulnerable Communities in 2016

Source:  https://www.atsdr.cdc.gov/placeandhealth/svi/index.html

0.7501 to 1 (highest vulnerability)

0.5001 to 0.75

0.2501 to 0.5

0 to 0.25 (lowest vulnerability)

Data unavailable

Overall SVI

9
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Source: CDC, Estimated HIV Incidence and Prevalence in the United States 2014–2018, 2020 accessed on 
8/17/2020 10

HIV Disease Treatment/Management 
Model

1. Diagnosis 

2. Linkage to care

3. Retention in care

4. Getting antiretroviral 
treatment

5. Viral load suppression

HIV Care Continuum 

Model used by federal, 
state and local community 
agencies to identify issues 

and opportunities to 
improve the delivery of care 

to all patients with HIV

11

2018 HIV Care Continuum

12
Source: https://aidsvu.org/resources/deeper-look-viral-suppression/
accessed on 8.20.2020
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The Process of HIV Care is 
NOT LINEAR

https://s.yimg.com/fz/api/res/1.2/9fD3yhtf7x0Ky3vanG70xw--/YXBwaWQ9c3JjaGRkO2g9NTI1O3E9OTU7dz03MDA-
/http://img.medscape.com/article/767/261/767261-fig2.jpg

19

What do you think?

Which of the following negative health outcomes are 
related to delayed linkage and gaps in retention in HIV 
care? 

a. Decreased survival 

b. High rates of HIV medication failure

c. Immune system damage

d. Decreased likelihood of receiving antiretroviral    
therapy

e. All of the above

Delayed Linkage and Poor Retention in HIV 
Care Cause

 decreased likelihood of receiving antiretroviral therapy

 higher rates of antiretroviral therapy failure

 immune system damage

 decreased survival 

 increased HIV transmission in the community

 more emergency department visits

 increased rates of hospitalization

HIV Medicine Association:  Retention and Re-Engagement in Care
http://www.hivma.org/Templates/TwoColumn.aspx?pageid=32212264903&LangType=1033 15
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Ending the HIV Epidemic:  A Plan for 
America

16

Linkage to HIV Care:  Challenges and 
Opportunities

Linkage to HIV Care
 Definition
 Guidelines
 Outcome measures
 Best practices

17Image Source: https://pixabay.com/illustrations/puzzle-partnership-
corporation-69995

What is Linkage to Care?

• Timely 

• Individualized Establishing persons in HIV care 
immediately following diagnosis as 
evidenced by an initial outpatient 

medical care visit with a provider who 
has medication-prescribing authority.

Mugavero, M. et. al.(2013) HIV/AIDS, CID. 57, 1164-1171. 18
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2016 DHHS HIV Guidelines 
Rapid Access to Treatment Protocols

Initiate antiretroviral 
treatment (ART) as 
soon as possible, 
regardless of CD4 
T-cell count or HIV 
viral load. 

19Source: CDC;Accessed at www.cdc.gov/hiv/pdf/research/intervention on 9.3.2020 

“Rapid Start” at Linkage

1. Immediate linkage to a clinician who can provide the 
following in a culturally-connecting manner:
 Access to antiretroviral medications

 Medical assessments

 Education on what HIV is and the positive health outcomes with treatment

2. Linkage to an agency that can provide case 
management to assist the individual to access 
available community resources and navigate the 
system of care

20

Florida’s Test and Treat Protocol

21
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Systems Level Performance Measures
Linkage to Care

 Linkage to HIV 
medical care is the 
percentage of people 
with HIV diagnosed 
every year  who have 
received medical 
care for their HIV 
infection within one 
month of diagnosis.
 Linkage to HIV 

medical care is one of 
the six EHE indicators.

Year Target 
Performance

2012 71.7%

2013 72.4%

2014 73.9%

2015 75.4%

2016 76.9%

2017 73.8%

2018 80.6%

2019 82.8%

2020 85.0%

22Source: Accessed on 9/3/2020 at https://hab.hrsa.gov/clinical-quality-
management/performance-measure-portfolio

What do you think?

Which of the following is a major barrier to linkage to HIV 
care in your patient population?

a. Age

b. Culture

c. COVID-19

d. Geography

e. HIV stigma

f. Substance use

23

Assessing Barriers to Linkage to Care

Linkage 
to HIV 
Care

Fear

Poverty

Stigma

Isolation

Misinformation

Behavioral 
Health

Feeling Well

24
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Populations Experiencing Reduced 
Linkage

 Black/African Americans

 Hispanic/Latinx Americans

 Women (especially with 
children at home)

 Uninsured

 Unstably housed

 Immigrants

 Less educated

 Sex workers

 Transgender persons

 Injection drug users

Reduced linkage to HIV 
medical care and 
access to ARV 

medication  
disproportionally affects 

these individuals and 
their health outcomes 

Bhatta(2010)Am J Med Sci.339(2):133-140
Anthony(2007)AIDS Care.Feb;19(2):195-202
Sohler(2009)AIDS Patient Care STDS.23(9):775-783

25

Best Practices:  HIV Linkage to Care 

26Image Source: https://pixabay.com/

HIV Linkage to Care Coordination

 HIV linkage to care specialist

 Enhanced case management

 Warm and personalized 
connections to HIV medical care 
and/or medical case 
management services

Linkage to Care: Identified Champions

Linkage to Care 
Specialists

 State, regional and/or 
community-based 
specialists who are skilled, 
resourceful and equipped 
with tools to work with 
diverse populations

 Trusted members of the 
community (e.g. community 
health workers)

Linkage to Care 
Pharmacists

 Have key role in Ending 
the HIV Epidemic

 Collaborations between 
community-based 
pharmacists and medical 
care providers lead to 
improved outcomes for 
people with HIV

27Source: www.dhs.wisconsin.gov/publications/p01089.pdf
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Client Feedback on Linkage to Care 
Assistance

 “She makes me feel like I 
am not alone.”
 “ I think I learned enough 

from her and you know…I 
don’t want to disappoint and 
I know that I need to 
maintain my health…now 
that I have an apartment, I 
can put a calendar up on 
my refrigerator and mark 
those dates.  I am 
comfortable and I can do it 
on my own.”

28Source: www.dhs.wisconsin.gov/publications/p01089.pdf accessed on 9.4.2020

What do you think?

What are Special Projects of National Significance 
(SPNS)?

a. HRSA initiative to increase HIV testing

b. Models of HIV care that support viral suppression

c. RW Part F Program that supports evidence-informed 
practices across the HIV care continuum

d. None of the above

29

Ryan White Part F
Special Projects of National Significance

Source:  HRSA accessed on 9.3.2020 at https://hab.hrsa.gov/about-ryan-white-hivaids-program/part-f-special-projects-
national-significance-spns-program

33
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HIV SPNS Linkage Models

SPNS Transgender Women 
of Color Initiative 
Intervention Manuals
 SPNS Transgender Women 

of Color Initiative
 November 2018
 Innovative models for 

linking and retaining 
transgender women of 
color in HIV care, 
developed by a 
SPNS multi-site 
demonstration project.

331https://pixabay.com/photos/portrait-smiling-woman-black-woman-2255525/

Linkage Models Designed to Link Black MSM in HIV 
Medical Care and Supportive Services

Source:  HRSA accessed on 9.3.2020 at https://hab.hrsa.gov/about-ryan-white-hivaids-program/part-f-special-projects-national-significance-spns-program
35

LIVED EXPERIENCES HELP 
ENHANCE LINKAGE TO HIV CARE 

Transgender and Non-Binary Community Members

33
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34Source:  https://drive.google.com/file/d/1R4_aYo2C_-
mRlKqL8gF68MdOQ2OpEgoW/view?ts=5e94a2db

Retention in and Engagement with HIV 
Care

Retention and 
Engagement HIV Care
 Definitions
 Guidelines
 Outcome measures
 Best practices

38Image Source: https://pixabay.com/illustrations/ linked-152575_1280.png

What is Retention in Care?

 Kept appointments
 Missed appointments
 Visit adherence
 Visit constancy
 Gaps in care

Mugavero, M. et. al.(2013) HIV/AIDS, CID. 57, 1164-1171. 36
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Engagement with Care

 Engaging with HIV care involves a spectrum of activities, not a 
singular event or visit.

 A patient’s location on the continuum of HIV care is not static.

 Movement away from engagement with care often occurs as a 
result of unmet needs.

 Full engagement with and retention in care is essential for 
PWH to experience optimal health outcomes.

37

HIV Care Continuum
Engagement in Care

Unaware of HIV 
Status 
(not tested or 
never received 
results) 

Know HIV 
Status 
(not referred 
to care; did 
not keep 
referral)

May Be 
Receiving 
Other Medical 
Care But Not 
HIV Care

Entered HIV 
Primary Medical 
Care But 
Dropped Out  
(lost to follow-
up)

In and Out 
of HIV Care 
or Infrequent 
User 

Fully 
Engaged in 
HIV Primary 
Medical Care

Not in
Care

Fully 
Engaged

https://careacttarget.org/library/continuum-hivaids-care

38

Measuring Retention in HIV Care:
Core Performance Measures

Department of Health and Human Services (DHHS)

 Percentage of patients, regardless of age, with a diagnosis of HIV who 
had at least one medical visit in each 6-month period of the 24-month 
measurement period with a minimum of 60 days between medical 
visits. 

 Percentage of patients, regardless of age, with a diagnosis of HIV who 
did not have a medical visit in the last 6 months of the measurement 
year 

Reference: https://hab.hrsa.gov/clinical-quality-management/performance-measure-portfolio

39
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Chi Chi Udeagu:  New York City Patient 
Find 2012

Most common reasons cited by people in the study who 
were out of care:

 “Felt well” (41%)

 Depression

 Disbelief they had HIV

http://www.nyc.gov/html/doh/downloads/pdf/dires/aids2012-chi-chi.pdf

40

Patients Who Reportedly Were and 
Felt Engaged

Said that their providers:

1. Treated them with dignity and respect

2. Listened carefully

3. Explained things about care and treatment in a way they 
could understand

4. Knew them as people

Source:  http://www.nyc.gov/html/doh/downloads/pdf/dires/aids2012-
chi-chi.pdf

41

Longitudinal Care Trajectories: 
Engagement Is Dynamic

Retrospective, 
population-

based cohort 
study of new HIV 

diagnoses in 
North Carolina, 
March 31, 2006, 

to March 31, 
2015 

(N=16,207)

Resource Accessed on 9/2/21:  Powers. JAIDS. 2017;74:S88. 

“Consistently High” (26.2%)

“Steadily Declining” (15.9%)

“Consistently Low” (26.1%)

“Early Increasing” (17.1%)

“Late Increasing” (14.7%)
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Discussion Point
What are some reasons you think patients 
stop showing up (experience gaps in care)?

43

Barriers to Retention/Engagement
, M. (2012) Getting HIV-Infected Patients Into Care:  What are the Barriers? Medscape Education Internal 
Medicine

Types of Barriers Descriptors

Individual Level Health, wellness, basic needs

Social Level Relationship level with significant 
other, friends, family

Community Level Characteristics Structure, service availability, 
access

Health System Characteristics Structure, service availability, 
access

Health Policies Service availability, access

44

Engagement in HIV CareBarriers

 No transportation

 No insurance

 No time

 Clinic hours

 Appointment burden

 Feeling well

 Substance use

 Cultural beliefs

 Low health literacy

 Intimate partner violence

 Stigma

 Fear

 Disease burden

Facilitators

 Reliable transportation
 Insurance
 Time 
 High health literacy
 Accommodating clinic hours
 Feeling well
 Comfort and safety
 Support
 Connection with provider and 

healthcare team
 Commitment to self-

management

Yehia, B. R., Stewart, L., Momplaisir, F., Mody, A., Holtzman, C. W., Jacobs, L. M., … Shea, 
J. A. (2015). Barriers and facilitators to patient retention in HIV care. BMC Infectious 
Diseases, 15, 246. http://doi.org/10.1186/s12879-015-0990-0

45
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What is happening at your clinic?

How is your team currently working to increase retention in HIV 
care? Choose one.

a. Our retention rate is high (above 95%).

b. Increasing patient retention is our quality improvement 
initiative this year.

c. We have a protocol to telephone and/or text patients who 
miss one or more appointments.

d. We are currently developing a protocol to address low 
retention rates among our very diverse patient population.

e. None of the above

46

RETENTION/
ENGAGEMENT:  

BEST 
PRACTICES

• Individual 
interventions

• Program 
Interventions

• Team-based Care 
Interventions

47

Who is NOT Engaging in HIV Care?

Four Key HIV Subpopulations

 MSM of Color

 African American and 
Latina Women

 Youth (under age 24)

 Transgender People

Who Else?

Post-Partum 
Women

Living with HIV

People Who 
Inject Drugs

48
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Let’s Do the Math…

People with HIV are most vulnerable to 
being lost to care in the first 12 months of 
being diagnosed with HIV

A feeling of connection at the first 
appointment is key to some patients returning 
for their next appointment.

49

Focus on Improvement: Increase 
Messaging About Connection to Care

 Incorporate retention 
in care into the clinic 
culture using brief 
messages from all 
staff

Contact patients who 
miss appointments

 Improve patients’ 
healthcare experience

Ulett et al. The therapeutic implications of timely linkage and early retention in 
HIV care. AIDS Patient Care STDS. 2009 Jan;23(1):41-49. 50

Focus on Improvement:  Provide 
Information and Navigation that 
Resonates with Community Members

 Improve patient 
information, 
motivation and skills 
that assist the patient 
to navigate the 
healthcare system
 Improve the system 

of care to enhance 
access to HIV 
treatment and care 
services. 

Ulett et al. The therapeutic implications of timely linkage 
and early retention in HIV care. AIDS Patient Care STDS. 
2009 Jan;23(1):41-49.

51
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Additional Retention and Engagement 
Strategies

1.Systematic monitoring of successful entry into HIV 
care for all patients 

2.Systematic monitoring of retention in HIV care for 
all patients 

3.Brief, strengths-based case management for 
individuals with a new HIV diagnosis

4.Intensive outreach for individuals not engaged in 
medical care within 6 months of a new HIV diagnosis 

5.Use of peer or community service navigators

https://aidsinfo.nih.gov/guidelines 52

Retention in HIV Care Best Practices

Brief Intensive Case 
Management 

ARTAS* Study (CDC)
 brief, strength-based, 

case-management 
intervention

 active referral approach 
versus passive referral

 focus on patient strengths 
to support patient in 
seeking linkage to care 

 5 visits in a 90-day period

Creating Partnerships
(Practice-based learning)

 Navigator model

 Program orientation 

 Decrease time between 
diagnosis and linkage

http://www.cdc.gov/hiv/pdf/prs_com
pendium_artas_eb.pdf

*Antiretroviral Treatment Access Study (2001-2003)

53

Unmet Need of Care Services Among PWH
Living in Florida, Medical Monitoring Project, 2018Fl

Care Services
Dental Services 56 61
Food Assistance 48 27
Shelter or Housing Services 15 18
Case Management 61 26
Meals or Food Services 25 11
SSDI 23 N/A
SSI 20 N/A
Transportation Assistance Services 26 15
Mental Health Counseling 29 13
Patient Navigation Services 11 7
Peer Support Groups 13 8
Ryan White or AIDS Drug Assistance Program 59 8

Received Services (%) Unmet Need of Service (%)

Source:  http://www.floridahealth.gov/diseases-and-
conditions/aids/surveillance/epi-slide-sets.html
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Address Individual Unmet Needs

• Cultural

• Emotional

• Environmental

• Developmental

• Health Literacy and 
Technology

55

Image from the Gender Spectrum Collection

Developmental Needs

20-29 Years of Age 30-39 Years of Age 40-49 Years of Age

Learning Intimacy versus 
Isolation

Genuine & enduring  
friendships

Learning Generativity versus self 
absorption 

Working productively and 
creatively; family development

Learning Generativity versus self 
absorption 

Working productively and 
creatively; family development

56

Age-Friendly Healthcare Systems

Wisdom

Health & the Aging 
Body

Independent; addresses 
challenges and makes 
adjustments; Proud of all she 
has created!

Sexual Health &  
Literacy

Has developed a self-concept 
with which he can be happy!

He can be intimate without 
strain, guilt, regret or lack of 
realism.

Loss, Isolation

Despair
If earlier psychosocial crises 
have not been resolved, he 
may view himself  and his life 
with disgust and despair.

57
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What do you think?

What is the critical period in which people are most likely to 
experience gaps in HIV care?

a. The day they receive a positive HIV test result

b. 12 months following HIV diagnosis

c. 30 days following HIV diagnosis

d. 12 months following HIV diagnosis and reengagement 
in HIV care

e. None of the above

58

Emotional Needs

Stress/Isolation Inadequacy/Self-
Rejection

Depression/Anxiety/ 
Self-medicating

59

Harm Reduction Philosophy 

“Harm reduction is a set of 
practical strategies and 
ideas aimed at reducing 
negative consequences 

associated with drug use. 
Harm Reduction is also a 

movement for social justice 
built on a belief in, and 
respect for, the rights of 
people who use drugs.”

Harm Reduction Coalition

Meet people where they are.

Learning to live with HIV is a 
health journey.

People with HIV need support 
not stigma.

There is more than one path 
to engagement in HIV care.

Not everyone is ready to 
engage in HIV treatment and 

care.

The goal of harm reduction is 
connection.

60
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What Does Harm Reduction Have to 
Do with Client Retention/Engagement?

 Keeps focus on the patient’s 
goals

 Works with their challenges 
instead of demanding health 
behaviors they are not ready for

 Acknowledges that change is 
valuable - big and small

 Recognizes that PWH are the 
experts of their own lives

 Works to understand and have 
empathy for feelings of  
ambivalence and resistance

61Source:Accessed on 9.2.21 https://aidsnetwork.ca/harm-reduction-101-online-
presentation/

Retention with Compassion

 A client who shows up to ½ of their appointments needs to be 
celebrated.  

 It is highly likely that there are things going on that make coming 
to the appointment challenging and/or stressful.

 By embracing and seizing the moment when patients do show up 
to an appointment, we create an association with support 
and recognition rather than annoyance and punishment.  

62

Build Sustainable Retention/Engagement 
Health Behaviors

Harm 
Reduction 

and MI 
Strategies

On a scale of 0 to 10, with 0 being not 
difficult and 10 being extremely difficult, 
how difficult was it for you to show up for 

your appointment today?

What helped you get to 
today’s appointment? 
What if anything was 

difficult  or went 
particularly well for 

you?

It sounds like you had some serious challenges in 
getting here today. You did some very impressive 

problem solving. I’m glad you are here. What is the 
most important thing you want to accomplish during 
your appointment with your medical provider today?

For some people, it takes 
a lot of hard work to get 

to their health 
appointments and for 
others it’s easy.  What 

was it like getting here for 
you today?

63
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What Does a Motivational Interviewing (MI) 
Conversation About Engagement Look Like? 

 Empathic and warm

 Active listening and understanding

 Expressing optimism and hope

 Reinforcing specific strengths

 Emphasizing personal choice and 
responsibility

 Asking permission and offering a menu of 
options

 Discussing value-behavior incongruence

64

Partnering with Patients to Implement 
Strategies to Address Unmet Needs

 Care navigation through peer or community health 
workers[1]

 Case management, connections to housing and benefits[2]

 Mental health and substance use screening and 
treatment[3-5]

 Differentiated care/specialized clinics (i.e., change care 
not people)[6]

 Look at organization and community access to care 
processes and address intersectional stigma and 
discrimination [7,8] 

65
1. Mizuno. AIDS. 2018;32:2557. 2. Irvine. Clin Infect Dis. 2015;60:298. 3. Sin. Ann Behav Med. 2014;47:259. 
4. Socías. Curr Infect Dis Rep. 2018;20:36. 5. Mizuno. AIDS Care. 2019;31:1323. 6. Dombrowski. AIDS Patient 
Care STDS. 2018;32:149. 7. Dale. J Urban Health. 2020;97:377. 8. Doshi. Clin Infect Dis. 2020;[Epub].

Substance Use Can Interfere With Participation 
in HIV Care 

 Less likely to initiate or 
access HIV-related medical 
treatment 

 More likely to utilize 
emergency department(ED) 
services for care 

 Have challenges with early 
engagement with care 

Early identification 
and referral for 
substance use 

treatment is key

Chesney, Margaret A. Factors Affecting Adherence to Antiretroviral Therapy
Clin Infect Dis. (2000) 30 (Supplement 2): S171-S176. doi: 10.1086/313849 66

Individuals with 
substance use disorders 

and HIV are: 
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Deficit Approach to Care

Deficit-Based Approach

1. What is wrong with you?
2. What is your problem?
3. How do we fix you and your problem?

67

What Does This Mean to YOU?

 “When you change 
the way you look at 
things, the things you 
look at begin to 
change!”   

Wayne Dyer

68

Strength-Based Approach to Care

69
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Action Item: Consider if your organization is asking 
the right retention/engagement questions! 

Do open hours fit 
the schedules of 
your clients?

Do clients receive 
reminders about 
appointments?

Are travel 
stipends 
available?

Do you address food 
access? (Provide food 
bags, hot meals?)

Is the reception area 
welcoming?

Do your forms 
assume clients 
are cisgender or 
heterosexual?

70

Measure Strategies to Improve 
Retention in Care Over Time

Goals
 Empower the patient
 Deliver a proactive 

intervention
 Strengthen patient–

provider 
communication
 Provide walk-in 

services for patients 
with complex 
medical needs

Quality Measures

 Text messaging 
services with responses 
to connect patients with 
providers[1,2]

 Consumer satisfaction 
surveys, walk-abouts, 
focus groups

71Resources:  1. Lester. Lancet. 2010;376:1838. 2. Haberer. AIDS. 2016;30:1295.

Person-Centered Team Care

 Patient is a member of 
the healthcare team
 Integrated primary, HIV 

(including all chronic 
diseases) and behavioral 
health care
 Patients see their 

primary care provider 
and practice care team 
and are prioritized on the 
appointment schedule

72
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Person-Centered Team Care

 Patient care clinic visits 
are organized to 
address both acute and 
planned care needs
 Protocols/alerts exist 

for when a patient comes 
to clinic and is overdue 
for 
screenings/assessments
 Individualized 

healthcare plan updated 
at each visit

73

Ask Clients What Matters So the 
Team Can Do What Matters

“We want all our 
patients to stay 
connected to 

care”

74

Summary

 Engagement  in HIV care is a critical step in maximizing 
health outcomes for people with HIV.

 Linkage, retention and engagement are all interrelated, but 
distinct processes. 

 Early missed visits can identify patients at high risk of poor 
outcomes. 

 Patients new to care or reengaging in care are more likely 
to disengage from care in the first 12 months.

 Discussing ARV and clinic appointment adherence helps 
to build expectations and the accompanying health 
behaviors. 

75
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What will you do next?

What information from this presentation will you use to 
create action steps to improve linkage and retention 
for PWH in your community?

a. Keep doing what we’re already doing. We are happy with our 
status quo.

b. Look at new evidence-informed models to improve upon our 
current practices.

c. Develop a quality improvement project for linkage and/or 
retention in HIV care. 

d. Provide additional education for our team on communication 
strategies that support PWH staying connected to HIV care.

e. None of the above 

76

Question, Comments and 
“Aha Moments”

77
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Speaker Contact Information

Debbie Cestaro-Seifer, MS, RN, NC-BC, CTP

Mobile- 954-303-2966
Email- dcestaro@ufl.edu
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