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Session Overview

Supporting Linkage to HIV Care and Viral Suppression

 75-minute interactive training

 For health care professionals across disciplines

 Focus: linkage, retention, and viral suppression

 Framework: STEPS to Care
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Learning Outcomes

 Explain the core components of the STEPS to Care model and how they support 
patient engagement.

 Identify common structural, clinical, behavioral, and social barriers that delay 
linkage or interrupt treatment success.

 Apply evidence-based strategies that support rapid antiretroviral therapy initiation, 
retention in care, and adherence.

 Use team-based, stigma-informed, and culturally responsive communication 
techniques in patient encounters.

 Develop one or two immediate practice changes that can strengthen linkage and 
viral suppression outcomes in participants’ own settings.
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What Helps People with HIV (PWH) Stay Connected to Care?

1. Pair up with someone near you, and share one success you 
have seen in helping people start or return to care

2.  Name one challenge that still makes it hard for people to stay 
in care

3.  Talk with your group and share what you discussed

4.  As a group, pick the most common success and the most 
common challenge. Write the success on one side of a 
white piece of paper and the challenge on the other side
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Pair and Share and Group Discussion Findings

Linking a person to care the first time or 
after a gap in care

Keeping people connected to care and 
retained in treatment

May 28, 2026
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Where Do PWH Get Stuck Along the HIV Care 
Continuum, based on your experience in this region? (Polling)

Where Do Patients Get Stuck?

1.  Diagnosis follow-up

2. First HIV appointment

3. ART start

4. Retention in care

5. ART Adherence or viral load monitoring
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On Average, How Long After an HIV Diagnosis Does It Take for 
a Person With HIV to Have Their First Medical Appointment? 
(Polling)
1. 1-3 business days
2. 4-7 business days
3. 8-14 business days
4. 15-30 days
5. More than 30 days
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Why Early Linkage to HIV Care Matters

Supports rapid ART initiation Improves trust and early 
engagement Reduces delays in treatment

Strengthens long-term 
outcomes

Common benchmark: linkage 
within 30 days
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Undetectable=Untransmittable

Simply stated U=U means: 

A person living with HIV who is on HIV 
treatment and is virally suppressed for 6 
months or longer has effectively no risk of 
passing HIV on to a partner during sex.
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Sustainable Viral Suppression

A person with HIV is virally suppressed, with 
a viral load less than 200 copies/ml of blood 
for 12 months or longer
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Linkage and Viral Suppression Challenges Using a Root Cause 
Analysis Approach (Fishbone Tool)

May 28, 2026

Essential Medical 
Resources

Environment & 
Community 
Conditions

Workforce and 
Community Rules/Policies/Processes
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Missed Opportunities Process Mapping 

1. Map the journey from diagnosis to suppression
2. Mark points of delay or disengagement
3. Identify/Name one systems issue
4. Identify/Name one patient-facing issue
5. Discuss where an intervention can happen earliest 

to improve delays or disengagement
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Barriers to Linkage and Viral Suppression

Transportation & Housing 
Instability

Stigma, Mistrust & 
Competing Priorities

Mental Health & Substance 
Use

Insurance, Medication & 
Access

Fragmented Workflows & 
Communication Gaps

May 28, 2026
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Introducing the CDC "STEPS to Care Model"

 Practical framework for engagement and continuity

 Centers patient needs and strengths

 Supports coordinated team response

 Addresses barriers across the care journey

 Can be adapted to local program language

 Can be used as a whole or in "parts"
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A Strength-Based Perspective
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How Healthcare Professional Provide 
Strength-Based Care to Patients/Clients .

When conducting the assessment, the CM should look at 
the member’s disclosures or “story about themselves” as 
a puzzle; with each piece coming together to make the 
whole picture. 
We should not be looking at “what is wrong,” but rather, 
“what is right.”
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Evidence-based Practice (EBP)

EBP integrates the best available research with clinical expertise and patient values to 
guide care decisions

 Rapid ART initiation reduces time to viral suppression and improves retention
 Patient navigation and peer support increase linkage to care and engagement
 Stigma-free, person-centered communication builds trust and supports adherence
 Multidisciplinary team approaches address health-related social needs and barriers to 

care
 Re-engagement strategies using proactive outreach help bring patients back into 

care
 Culturally responsive interventions improve outcomes across diverse populations
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STEPS to Care Framework

S Screen urgent needs, strengths, and readiness

T Talk using stigma-free, person-centered communication

E Engage navigation, behavioral health, pharmacy, and community supports

P Plan rapid linkage, ART initiation, and follow-up

S Sustain engagement through monitoring and re-engagement
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3 Proven Strategies
based on the New York City Department of Health and Mental Hygiene’s HIV 
Care Coordination model

CDC’s Steps to Care

• HIV Self-Management 

• Care Team Coordination 

• Patient Navigation 

•  
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STEPS to Care Overview

May 28, 2026
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STEPS to Care

 Copyright 2013 Brighams Women and 
Children's Hospital; Last revised 2017 
CDC
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Improve Outcomes with EBPs

Improve 
Outcomes

Rapid Linkage 
Protocols

Same-Day or Rapid 
ART When 

Appropriate

Patient Navigation & 
Proactive Outreach

Multidisciplinary, 
Low-Barrier Care

Re-engagement 
Workflows After 

Missed Visits
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Communication that Builds Trust and Engagement

Person-Centered Language
Use stigma-free terms that center each 
person’s identity and dignity

Ask Before Telling
Request permission before sharing 
information, advice, or next steps

Normalize Concerns
Create a safe space where questions and 
worries are welcomed without judgment

Plain & Clear Language
Skip jargon and avoid assumptions — meet people where they are

Partnership & Respect
Reinforce that care is a collaboration built on mutual trust
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EBPs for Adherence and Viral Suppression Support
1 Assess readiness and barriers early

2 Address medication access and follow-up needs

3 Use routine check-ins to problem-solve

4 Monitor viral load and re-engage quickly

5 Individualize support based on real-life context
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CASE: A Patient at Risk for Disengagement

 Last Friday, 29-year-old Max Henry was diagnosed with HIV and gonorrhea in 
the ED at Hialeah Hospital

 He received Ceftriaxone and was given an appointment on Tuesday to see a 
medical practitioner to start HIV treatment

 Max is unhoused
 He told the ED nurse that his brother died of AIDS last year
 The ED physician reported that Mr. Henry was very hesitant to start HIV 

treatment

May 28, 2026
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Case Discussion: Applying STEPS to Care

1.  What should have happened in the first 24 to 72 hours 
of  Max being newly diagnosed with HIV?

2.  Who currently needs to be involved in Max's care?

3.  Which of Max's barriers need urgent action?

4.  How should the team communicate to best help 
Max connect to HIV care?

5.  What might support ongoing engagement for Max?
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Practice Pearls for the Interdisciplinary Team

01
Warm Handoffs
Facilitate seamless transitions with rapid 
scheduling to keep patients connected

02
Close the Loop
Maintain proactive, cross-team communication at 
every touchpoint

03
Screen for Needs
Identify transportation and benefits barriers 
before they derail care

04
Coordinate Care
Partner with pharmacy and behavioral health for 
whole-person support

05
Rapid Re-engagement
Follow up promptly after missed visits to prevent 
gaps in care
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Action Planning
1. Identify one workflow change to improve linkage to HIV care.

2. Identify one communication change that supports 
coordination of care

3. Identify one partnership or coordination change that supports 
linkage to care within 3-7 business days

4. Choose critical evidence-based or evidence-informed 
practices that support sustainable linkage to care and viral 
suppression for Max
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Key Takeaways and Close

01
Early Linkage
Connecting patients to care quickly leads to 
better health outcomes

02
Coordinated Care
Rapid, team-based coordination drives viral 
suppression

03
Team Impact
Every team member plays a vital role in patient 
engagement

04
Communication
Patient-centered dialogue builds trust and drives 
retention

05
Workflow Wins
Small process improvements create measurable, 
lasting impact
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Quality 
Improvement 
Project Using 
STEPS to Care
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Session Evaluation and Reflection

 What is one idea you will apply right away?
 What part of today's session was most useful?
 What is still unclear or needs more support?
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Polling Question

On a scale of 0-10 with 0 being extremely 
uninterested, and 10 being extremely interested, 
how interested are you in learning more about STEPS 
to Care?
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STEPs to Care Reference

 NYC DOHMH HIV Care Coordination Progam Manual version 4.2

 Mystctools.org
 Robertson M, Laraque F, Mavronicolas H, Braunstein S, Torian L. Linkage and retention in 

care and the time to HIV viral suppression and viral rebound - New York City. AIDS Care. 
2014;27:260-7.

 https://www.cdc.gov/hivpartners/php/compendium/index.html
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Reference https://hivresourcehub.org
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Thank you
for your engagement and participation!

Debbie Cestaro-Seifer, MS, RN, NC-BC
dcestaroseifer@gmail.com
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