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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.

= |dentify 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. AETC i sssomns
Training Center Program
Southeast
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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

AET A'\\DS Eﬁugmmn;k
raining Center Progrom
Southeast

Pair and Share and Group Discussion Findings

BIGGEST SUCCESS BIGGEST CHALLENGE

Linking a person to care the first time or Keeping people connected to care and
after a gap in care retained in treatment

What approach worked best for your group? What made it What barriers did your group identify?

successful?

AETC 1St
Southeast
May 28, 2026




5/28/2026

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)

1-3 business days
4-7 business days
8-14 business days
15-30 days

More than 30 days

o K~ 0N~
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Why Early Linkage to HIV Care Matters

03

Improves trust and early

Reduces delays in treatment
engagement

Supports rapid ART initiation

Strengthens long-term Common benchmark: linkage
outcomes within 30 days
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Undetectable=Untransmittable

UNDETECTABLE
UNTRAN TABLE

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.

Ve the solution R
> i Taking HIV medication daily AETC Training Center Progrom
N suppresses the virus and means
§ | v Southeast
2 \ |
WA #UequalsU

DCTakesonHIV.com
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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

Education &
ng Center Program

Southeast
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Linkage and Viral Suppression Challenges Using a Root Cause
Analysis Approach (Fishbone Tool)
Essential Medical Eré\g:r;naﬁ;;&
Resources Conditions
Wg rkforce gnd Rules/Policies/Processes
ommunity
AETC s
Southeast
May 28, 2026
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Missed Opportunities Process Mapping

. Map the journey from diagnosis to suppression
Mark points of delay or disengagement
Identify/Name one systems issue

Identify/Name one patient-facing issue

S

Discuss where an intervention can happen earliest

to improve delays or disengagement
AETC (25 e
Southeast
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Barriers to Linkage and Viral Suppression

Transportation & Housing Stigma, Mistrust & Mental Health & Substance
Instability Competing Priorities [VETS

Unstable housing and lack of reliable Fear of judgment and distrust of Untreated behavioral health conditions
transportation prevent consistent clinic healthcare systems keep people from make it harder to engage consistently
visits and medication access seeking or staying in care with HIV treatment

Insurance, Medication & Fragmented Workflows &
Access Communication Gaps

Coverage gaps, cost of medications, Disconnected teams and poor handoffs

and limited clinic availability create lead to patients falling through the
systemic cbstacles to care cracks

AETC Ar\\DS Eﬁué:miang;

Iraining Center rogram
Southeast

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 orin "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.”
AETC imiacens. .,
Southeast
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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

A ET ;«\DS Euué:uiiong
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STEPS to Care Framework

Screen urgent needs, strengths, and readiness

Talk using stigma-free, person-centered communication

Engage navigation, behavioral health, pharmacy, and community supports
Plan rapid linkage, ART initiation, and follow-up

Sustain engagement through monitoring and re-engagement

Y E0
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CDC’s Steps to Care

3 Proven Strategies

based on the New York City Department of Health and Mental Hygiene’s HIV
Care Coordination model

o HIV Self-Management

o (Care Team Coordination

o Patient Navigation

AETC Ar\\DS Eﬁugmiang;
raining Center Progrom
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STEPS to Care Overview

Patient
Navigation

Interdisciplinary team
work to establish care

Intensive one-on-one
case management to
improve linkage,
engagement and
retention in care

One-on-one education
sessions to empower
clients to manage their

5/28/2026

plans and meet client Care Team own health and adhere to
needs across the care Coordination their treatment plan
continuum
AET ;\\DSEﬂu:mianf
raining Center Program
Southeast
May 28, 2026
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STEPS to Care Logic Model
STRATEGIES IMPLEMENTATION/ OUTCOMES
PROCESS
- Increased linkage to
care
Agency-level Change
+ Agency-level buy-in
+ Adoption of e-tools Increased retention in e
+ Allocation of resources care
+ Client recruitment
Care Team Increased re-
engagement in care
Coordination 989
Provider-level Change
* Provider-level buy-in
«Adoption of e-tools Increased viral load e
« Integration of the suppression
strategies in services
Client-level Change
+ Client-level buy-in AETC et
+ Independent use of tools Southeast
+ Active participation in care
22
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STEPS
= TO CARE

by step® on your dashboard.
PREPARE FOR CLIENTS

Client Pathway and Relevant Provider Forms

This Chart is intended to provide a general overview of the pathway an agency and client take as STEPS to Care is implemented. For an exhaustive list of all tools, please “view all topics

(ks Readiness Asses

Relevant Forms and Protocols:

t Toolkit

Com

Sample C tiality Protocol

rotocol

ample F

Guide and FAQs fi

AGENCY PREPARES FOR IMPLEMENTATION n

Relevant Forms and Protocols:

HIV Services include:

Case Finding

ELIGIBLE PATIENTS ARE IDENTIFIED a

INTAKE CLIENTS

ENROLLMENT/CLIENT INTAKE
STEPS tools:

tion

HIV Services include:

DELIVER SERVICES ]
CARE PLAN DEVELOPMENT CORE TEAM COORDINATION BEGINS cc
Relevant Forms and Protocols Relevant Forms and Protocols:

3 Com Care Plan Care Team Meeting Form !
HIV Services include: HIV Services include:
prehensive Care Plan Review - Compre
Formal anc

FIRST PATIENT NAVIGATION MEETING
Oceurs 0-7 days after intake

Relevant Forms and Protocols:
» A ence A nent (Daily a

) Compre

Slan

pointments Tracking Log/Checkiist

duling Protocol

cking Log

CLIENT IS PAIRED WITH PATIENT NAVIGATOR

[ ) finator (CC) ¢ ram Director (PD) MISSED APPOINTMENTS OR DROP OUT AIDS Education &

pair client to a Patient tor (PN) based Relevant Forms and Protocols: AET Training Center Program
on availability and clier rence (gender d Appointment

Enguage, ete) ! = Aope) Southeast

5/28/2026
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STEPS to Care

= Copyright 2013 Brighams Women and
ChiICdren's Hospital; Last revised 2017
D

STEPS to Care Workbook

STEPS
= TO CARE
AET AIDS Education &
Training Center Program

Southeast

24
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STEPS

= TO CARE
'%‘E)Egg.RE Adherence Assessment Form—Daily

Client Name: Client Record #:
Chent Hame: Chent Record For program staff: (Adherence Assessment Form) ONLY COUNT ART ADHERENCE
Adherence Assessment Seli-Report Date: ! ! (mviddfyyyy) A Number of ART drugs B. Prescribed # ART C. Total doses. D. 4-Day Adherence.
Client is enrolled in: in regimen doses T P
Count e rows completed Multply total in outled bax Step3 [(Baox 6 Box CiBox B) x
1" Quarterly Health Prometion/HIV Self-Management (na ART) I Quarterly Hoalth Promation /HIV Self-Management inStop 1 from Ston 2 by 100,
1 Monthly Health Promotion/HIV Self-Management I Waakly Health Promotion /HIV Sel-Managen | | |* Vesiied by Suseniser
NOTE: This interview should enly be conducted with clients who are currently on ART. 2. When was the last time you missed any of your HIV medications? Check only one
Intreduction: The purpose of this form is 1o learn about pilltaking and the issues that affect pil-taking, of adherence. 1" Within the past week 1" More than 1 month-3 manths ago
» Please answer all questions honestly; you will not be “judged” based on your 16sponses. 1 1-2 weeks ago I More than 3 months ago
» Ploase feel free to ask if you need any of the questions explained o you. I 3-4 weeks ago I Never skip medications

The anewers you give inthis rfenden vl be use 0 plan wars 1o ol othe people eho must ke pie on a dificul

schedule. Many peopie find it hard 1o always remember thei

» Some people get busy and forget to cany their pills with w,

» Some people find it hard (o take their pills according to all the instructions, =
or “with plenty of fuids”

3. People may miss taking their medications for various reasons. Here is a list of possible reasons why you may miss
taking your medications. Have you missed taking your HIV medications because you: (Read choices aloud, and
check as many as apply.)

ich as “with meal

7 *on an emply slomach;’ Reasons for non-adherence:

» Some people decide 10 skip pills to avoid side effects or to just not be taking pills that day. I Yes | No Simply forgol | Yes 1| No Feit deprossed/overwhelmed
We need 1o understand how people with HIV are really managing their pils. Please teil us what you are actually doing. T | s e el R (o e e ey
Don't worry about telling us that you don't take all your pills. We need to know what is really happening, not what you think
We “wanl to heai” | Yes | No Wore busy with other things | Yes | No Didnot want others to notice you taking pills
Complete this page with your client.
Be propared to help the Cliant romember and name medications in histher regimen, as needed. | Yos | No Had chango i daiy routine | Yos  I'No Folt ke the drug was tosic/harmul
| Yes | No Foll asleopfslept thiough dose fime | Yes I No Ranoutofpils
1. Please indicate the name of the daily HIV medications you take, the number of pills in each dose, number of doses
each day, and any doses that you may have missed. | Yes | No Feltillorsick I/ Yes  [iNo Feltgood
Includ only daily ART preseriptions here; spacial ealeulations are required for fess-than-daily ARTs. e ——— e
Medication Regimen How Many Doses Did You Miss...
Step 1 #Fily  Skp2  Yestewdey? Dayboios  Gdaysege? 4daysago? | Stepd. 4. Self-assessed Adherence Visual Analog Scale (VAS): (Show VAS to cliant during and after question.)
N'"“’"(me“"gs Gl | MD“” g T‘fwm”.;’ In general over the past 4 weeks, how much of the time did you take all of your HIV medication as prescribed by
your doctor? Put an *X” on the line below at the point that shows about how much of the medication you have
1 taken. 0% means you have taken none. 50% means you have taken about half of the prescribed amount of HIV
medications. 100% means you have taken every single prescribed dose of your medications.
2
o% 10% 20% 30% 0% 50% 60% 70% 80% 90% 100%
a. T S S T S S S S S T N S S
4.
For each row {each HIV dugh, add up the nissed doses _ Program
Total dosesiday, actass ART medicatons: ‘and place # in "Step 3" column on far right. Then ener
colum total (ibe sum acioss ART drugs) in box o the right.
STEPS to Care Adherence Assessment Form—Daily Page 103 STEPS to Care Adherence Assessment Form—Daily Page 20f 3
STEPS Comprehensive Care Plan Date Created:
TO CARE Next PCP Appointment:
Client Name; Client Record #:
Current Track: [ |Quarterly Patient Navigation (no ART) [JQuarterly Patient Navigation [_Monthly Patient Navigation [ ]Weekly Patient Navigation
Please complete or update this form at least every six months, or as often as required by your contract, to help clients and providers plan for the period until the next Gare Plan update.
There are four sections 1o the Comprehensive Care Plan Form
- Section 1: Goals/action steps related 1o 1a) PCP Visit Attendance lssues and 1b and 1c) any other medical, program or service issue
- Section 2: Goals/action steps related to HIV Seli-Management topics to be cavered
+ Section 3: Goals/action steps related to ART Adherence (applies only 1o clients prescribed ART)
+ Section 4: Any new issues nol covered in Sections 1-3
Please ensure that goals are SMART: Speci ic, Measurable, Achievable, Realistic and Timely.
Section 1: Coordination of Care
1a: PCP Visit Issue or Goal: Date
Cece [Cee (m Completed: [INe  [TIN/A or Other
[IClient [ Other: Notes:
Oece Clee Cen Completed: [INe  [JN/A or Other
[CIctient Clother: Notes:
Cpce jec PN Completed: [Yes [JNo  [IN/A or Other
[iclient  []Other Notes:
Clpcp Cec PN Completed: [IYes [INo IN/A or Other
[ctient [Clother Notes:
1b: Other Medical, Program or Service (Medical or Social) Issue or Goal: Date Resolved:
[JpcP (-] Completed: [ |Yes [[No [ |N/Aor Other
[IClient [JOther: Notes:
CIpcp Oce (m{ Completed: [Yes [INo  [IN/A or Other
[iClient  []Other: Notes:
Cece [Cee CIPn Completed:  [IYes [No N/A or Gther X
: - AETC ADS Education &
IClient  []Other: Notes: | Troining Center Progrom
Clpee Oee PN Completed: [IYes [INo  [JIN/A or Other Southeast
[ctient  []Other: Notes: \,\_
STEPS 1o Care Comprehensive Care Plan Page iof

26
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+ STEPS

= TO CARE Care Coordinator

Instructions

This job template provides an overview of the Care Coordinator’s role within the organization
and qualifying characteristics and skills. You should plan to adapt the job description to meet
the needs of your organization, your Care Team, and your target population.

Position Title: Care Coordinator

Reports to: Program Director/Clinical Supervisor

Work in collaboration with: Patient Navigator(s), Program Director, health care/medical
providers (primary care physicians, nursing staff, mental health workers)

Position Summary

The Care Coordinator ensures patient navigation is implemented by managing client
caseloads, conducting intake assessment and reassessment, and supervising Patient
Navigators. Care Coordinators facilitate conversations between interdisciplinary Care Teams
(including Patient Navigators, Care Coordinators, primary care physicians, and additional
health care providers) and expedite client services referrals. The Care Coordinator is
dedicated to providing support to staff in the field and is responsible for supervising Patient
Navigators

Responsibilities
Client caseload management:
» Conduct intake assessment, needs assessment, treatment planning, and reassessment
services

»_Provide day-to day support, supervision, and performance reviews for Patient

STEPS

— TO CARE Patient Navigator

Instructions

This job template provides an overview of the Patient Navigator's role in the field,

respor within the , and qualifying istics and skills. You should
plan to adapt the job description to meet the needs of your organization, your Care Team, and
your target population.

Position Title: Patient Navigator

Reports to: Care Coordinator

Work in collaboration with: Care Coordinators, Program Director, medical/health care
p (primary care phy , nursing staff, mental health workers)

Position Summary

The Patient Navigator provides field-based case management services to clients enrolled in
STEPS to Care. This person is the main point of contact for clients. The Patient Navigator
builds strong relationships with HIV-positive clients in order to help clients stay engaged in
medical care and adhere to their medications. Patient Navigators are committed to removing
the client’s barriers to care by identifying critical resources for clients, helping them navigate
through health care services and systems, and promoting client health. They work closely with
the Care Team, which may include doctors, nurses, and other clinical staff to support positive
client health outcomes

Responsibilities
Field-based direct care to clients with HIV/AIDS:

»

Establishes close relationships with and serves as primary point of contact for clients

» Visits clients’ homes on a regular basis

» Accompany clients to medical appointments, when required

Deliver in-home weekly or monthly health education and promote HIV self-management

to clients

» Communicate with Care Team members (Care Coordinators, primary care physicians
and other health care providers) to facilitate client care

» Observe, report, and assess client self-administration of medication

Identify resources for clients to overcome barriers to care, such as transportation

housing, and childcare arrangements

» Remain aware of current services offered by service providers, such as mental health,

bousing and emoloument

27

STEPS
TO CARE

CARE TEAM COORDINATION

Key Components

Available Tools in StC Toolkit to Support These Activities

O Hold a face-to-face or virtual formal care team Videos Tools/Downloads
meetings attended by, at minimum, the care O Care Team Coordination O Care Team Meeting form
coordinator and clinician, to review medication Introduction O Care Plan form
adherence, CD4 and viral load counts, clinical and | O Care Team Communication O Sample Confidentiality Protocol
social issues O Working with Primary Care O Patient Selection Criteria
Hold care team meetings at least once every 3 Providers O Scheduling Protocol
months O Care Team Staff Scheduling
Review clients’ care plans and clinical status at Topic Pages/Topic Page
each care team meeting Sections
Identify clients with sub-optimal medical visits O Care Team Coordination
treatment . and/or clinical Introduction
and d lop to O Care Team Meetings
needs O Care Team Meeting Types
Update client care plan at each care team meeting O Care Team Roles and
Use informal care team meetings (generally not Responsibilities
scheduled in advance), as needed, to address O Care Team Communication
urgent or immediate issues that arise in between O Best Practices for Success:
scheduled, formal care team meetings, and that do Care Team Coordination
not require participation of full care team. These O Care Plans
i may occur f; to-face, via phone or O Confidentiality Guidelines
email O Missed Appointment
Encourage Patient Navigators to participate in care Procedures
team meetings (formal and informal, especially for O Patient Selection Criteria
clients with other non-care/social service needs) O Scheduling and Reminder AIDS Educotion &
Procedures Training Center Program

Southeast

5/28/2026
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Improve Outcomes with EBPs

Rapid Linkage
Protocols

Re-engagement Same-Day or Rapid
Workflows After ART When
Missed Visits Appropriate

Improve
Outcomes

Patient Navigation &
Proactive Outreach

A ET ;\\DS Eﬂu;nimng:
rining Center Program
Southeast
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Communication that Builds Trust and Engagement

Person-Centered Language Ask Before Telling Normalize Concerns

Use stigma-free terms that center each Request permission before sharing Create a safe space where questions and
person’s identity and dignity information, advice, or next steps worries are welcomed without judgment
Plain & Clear Language Partnership & Respect

Skip jargon and avoid assumptions — meet people where they are Reinforce that care is a collaboration built on mutual trust

A ETC ;«\DS Euu:miung
[raining Center Progrom
Southeast
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EBPs for Adherence and Viral Suppression Support

0 Assess readiness and barriers early

Address medication access and follow-up needs

Monitor viral load and re-engage quickly

0 Use routine check-ins to problem-solve

Individualize support based on real-life context AETC it o
Southeast
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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

= Maxis 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
AETC 1St
Southeast

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?

A ETC ;\\Ds Edu;nimnﬁ:
rining Center Program
Southeast
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Practice Pearls for the Interdisciplinary Team

Warm Handoffs Close the Loop Screen for Needs
Facilitate seamless transitions with rapid Maintain proactive, cross-team communication at Identify transportation and benefits barriers
scheduling to keep patients connected every touchpoint before they derail care

04 05

Coordinate Care Rapid Re-engagement
Partner with pharmacy and behavioral health for Follow up promptly after missed visits to prevent
whole-person support gaps in care

A ETC ;«\DS Euué:uiiong
[raining Center Progrom
Southeast
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Action Planning

1. ldentify one workflow change to improve linkage to HIV care.

2. ldentify 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
AETC e
Southeast

35

Early Linkage Coordinated Care Team Impact
Connecting patients to care quickly leads to Rapid, team-based coordination drives viral Every team member plays a vital role in patient
better health outcomes suppression engagement
Communication Workflow Wins
Patient-centered dialogue builds trust and drives Small process improvements create measurable,
retention lasting impact
AETC AIDS Education &
Training Center Progrom
Southeast
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Care in Action: Increasing VS with CDC’s Steps to Care [
Anthony Best and Aisha Henry, & Health First Clinic's Intervention Team JV\/\'
Health Fii

Health First Clinic 2025

BACKGROUND PDSA CYCLES RESULTS
. i . Cycle 1 Number of Kept Appointments per Client, by Peer and
Clients newly d'aﬂmsﬁé ‘M}h +Plan: Launch Steps to Care with 1 MCM and 1 /Quality Team A
HIV care and re-engaging in peer.
HIV care are missing .
appointments, leading lo poor *Do: 4 clients enrolled (1 unreachable); 2 & .
viral suppression rates within completed labs. Peers held 2 appts/client; Q u a I It
the 6-month critical time period intervention team met with 3 clients. et y
set by the agency. +Study: 100% peer appt attendance; 75% with

intervention team. e ! t I m p rove m e nt

+*Act: Adapt approach. 0 s » 3 a
B T a——— . .
m Groups. B individual Viral Load Labs Completed [ P rOJ e Ct U S I n g

Cycle 2 Group1 1,000 copies/ml

Group1 15,999 copies/ml
+Plan: Expand team to 1 MCM, 1 NMCM, 2
The Health First Clinic will increase § noar g Group2 500 copies/ml ST E P S to ‘ a re

viral suppression from 0% to 25% by )
four months(July 15, 2025, through || *De: 10 clients enrolled (3 unreachable, 2

November 21, 2025) in 35 clients unstably housed); 5 completed labs. All had 2

reengaging in HIV care. peer appts and 1 clinic appt. Group2

99,000 copies/ml

7.500 copies/ml
~Study: 100% attendance for both peer and

Group:
leam appts. Group 200 copies/ml
+Act: Adapt approach. Group, 999 copies/ml
Group 2300 copies/ml
Process Measures Cycle3 SUCCESSES. CHALLENGES, & NEXT STEPS ACKNOWLEDGEME]
«  Number of intervention offers made to ¥ .S + We started the QIP 1 scale (o bett
each eligible cient and acceplances +Plan: Further expand to 2 MCMs, 2 NMCMs, 3 e L, A Ml (e 3 3o jo veten
peers understand and clarify our roles. This made us more AIDS Education &
Client Perception of Viral Suppression e when adding lients to the ion. Thank you to A ETC Training Center Progrom
Importance Survey +Do: 10 clients enrolled (2 unreachable, 2 the whole S 1h t
Outcome Measures relocaled, 1 unstably housed); 5 1 - arei ient to aid the homeless Intervention outheas

May 28, 2026
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Session Evaluation and Reflection

= Whatis one idea you will apply right away?
= What part of today's session was most useful?

= What is still unclear or needs more support?

A ET AIDS Education &
Training Center Program

Southeast

38

19



5/28/2026

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?

A ETC ;\\Ds Edu;nimnﬁ:
rining Center Program
Southeast
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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

A ETC ;«\DS Euué:uiiong
[raining Center Progrom
Southeast

40

20



5/28/2026

g === Find A Provider £ e
» { —
NResourceHub

TargetHIV
is now the HIV Resource Hub

This interim website provides agencies funded by the
Ryan White HIV/AIDS Program with resources,
information, and tools to provide care to people with
HIV.

Reference https://hivresourcehub.org g agrc e

Southeast
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Thank you

for your engagement and participation!

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

AETC Ar\\DS Eﬁué:miang;
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Southeast

42

21



