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Objectives

1.Understand the HIV care continuum for Nevada

2.Identify potential gaps in the care continuum

3.Identify potential solutions



POLL: Who is in the room?
My role in Ryan White:

a. Ancillary care (pharmacist, nutritionist, therapist)
b. Case manager (eligibility, social worker)
c. Linkage coordinator / peer navigator
d. Mid level (APRN, PA)
e. Nurse (clinic or case manager)
f. Physician (HIV provider, psychiatrist)
g. Public health surveillance (DDCS, DIIS, 

epidemiology)
h. Ryan white administration (budget, quality, etc)
i. Other



https://www.liveslides.com/download
https://www.polleverywhere.com/multiple_choice_polls/HcH6chcwJ1akZ4nppu4De


http://www.epi.umn.edu/mch/resource-hrsa-2017-health-equity-report/



read

I read books...

yesterday.



HIV Care Continuum
Estimated percentage of persons living with HIV infection* 

by outcome along the HIV care continuum – United States, 2011
*N = 1.2 million people living with HIV (PLWH)

Adapted from Bradley, H. et al (2014). Vital Signs: HIV Diagnosis, Care, and Treatment Among Persons Living with HIV – United States, 2011.  MMWR. Morbidity and Mortality Weekly Report,  
63(47); 1113-1117.  Retrieved from: http://www.cdc.gov/mmwr/pdf/wk/mm6347.pdf
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POLL: For HRSA/HAB, what is the 
linkage to care interval?

a. # newly dx who attended a routine HIV 
medical care visit within 1 year of diagnosis

b. # newly dx who attended a routine HIV 
medical care visit within 3 months of 
diagnosis

c. # newly dx who attended a routine HIV 
medical care visit within 1 month of 
diagnosis



https://www.liveslides.com/download
https://www.polleverywhere.com/multiple_choice_polls/1KAg5fUwUwWF9MUepjwkS


HIV Care Continuum

Linkage: (as of March 2017 publication)
#newly dx attending HIV medical visit within 1 month of dx

#newly dx in the measurement year

Linkage:
#newly dx attending HIV medical visit within 3 months of dx

#newly dx in the measurement year

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



POLL: For HRSA/HAB, what is the 
cutoff value for viral suppression?

a. HIV RNA PCR < 200 copies/mL
b. HIV RNA PCR < 150 copies/mL
c. HIV RNA PCR < 40 copies/mL
d. HIV RNA PCR < 20 copies/mL
e. HIV RNA PCR that is undetectable



https://www.liveslides.com/download
https://www.polleverywhere.com/multiple_choice_polls/hxIlXdcMBcruZ4y8y9YzZ


HIV Care Continuum

Viral load suppression:
#PLWH with last viral load <200 copies/mL in measurement year 

#PLWH with at least one medical visit in the measurement year

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



POLL: For HRSA/HAB, what is the 
performance measure for retention in care?

a. # missed appointments (no shows) during the observation 
period

b. # completed visits /  # total scheduled visits during the 
observation period

c. Proportion of time intervals with at least on completed 
visit during the observation period

d. Time intervals between completed clinic visits (usually 3, 
4, or 6 months) during the observation period

e. At least one visit in each 6 month period of a 2 year 
observation period



https://www.liveslides.com/download
https://www.polleverywhere.com/multiple_choice_polls/z0xHpliwOd0spz8LP0wx3


HIV Care Continuum

Retention in care (HIV Medical Visit Frequency):

#PLWH with at least one medical visit in each 6 month period in a 24 
month period (minimum of 60 days between first medical visit in the 
prior 6 month period and the last medical visit in the subsequent 6 

month period
#PLWH with at least one medical visit in the first 6 months of a 24 

month measurement period

https://hab.hrsa.gov/clinical-quality-management/performance-measure-portfolio
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Nevada HIV Care Continuum

Linkage:
#PLWH linked to care within 3 months in measurement year 

#PLWH newly diagnosed in the measurement year

Retention (HIV medical visit frequency):
#PLWH >/= 2 CD4 or viral load tests at least 3 mos apart in measurement year

#PLWH with at least one medical visit in the measurement year

Viral load suppression:
#PLWH with most recent viral load <200 copies/mL in measurement year 

#PLWH with at least one medical visit in the measurement year 
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https://endhivnevada.org/
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• International Association of Providers of AIDS Care (IAPAC)
• United Nations Programme on HIV/AIDS (UNAIDS)
• United Nations Human Settlements Programme (UN-Habitat)
• City of Paris.

– Launched on World AIDS Day 2014, 
– More than 250 cities and municipalities comitted to 90-90-90



UNAIDS 90-90-90 Goals
2020 International Country Targets

• Of ALL HIV Positive People

• Target 1= 90% diagnosed

• Target 2= 90% on ART

• Target 3= 90% virally suppressed

81% 72.9%
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Percentage of people 
aged >/= 13 years 
living with HIV 
who are aware of their status 
by jurisdiction, 2012

NEVADA  
85%

GOAL  
90%

SOURCE: https://npin.cdc.gov/pages/hiv-and-aids-timeline

HIV testing is 
critical to HIV 
prevention







Poll: Do you know what this is? 

a. Yes, I helped create this Care 

Plan.

b. Yes, I know the goals of our 

state.

c. Yes, I’ve heard about it but 

isn’t it just getting to zero?

d. No, this is the first time I’m 

seeing this.



https://www.liveslides.com/download
https://www.polleverywhere.com/multiple_choice_polls/byIac4fqrMPVtvxwIqeYu






Goal 1: Reducing new HIV infections 

Objective 1a. By 2021, 90% of people living with HIV will 
know their serostatus. 

O1a. Strategy 1: Increase number of high risk people tested in Nevada, based 
on data 
O1a. Strategy 2: Increase community awareness of the importance of HIV 
testing, including awareness of testing sites 
O1a. Strategy 3: Increase the number of rapid HIV testing locations available 
in Nevada 

Objective 1b. By 2021, reduce by 25% the number of new HIV 
diagnoses. 

O1b. Strategy 1: Increase education and access to PrEP and PEP  
O1b. Strategy 2: Increase community education of HIV/AIDS through 
comprehensive sexual health education 
O1b. Strategy 3: Provide community-wide harm reduction strategies, including 
condoms and other harm reduction materials availability and utilization  

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Goal 2: Increasing access to care and improving health 
outcomes for PLWH 

Objective 2a. By 2021, increase to 85% the percentage of 
people newly diagnosed with HIV who have been linked to a 
provider within the first 30 days.

O2a. Strategy 1: Improved communication between organizations 
O2a. Strategy 2: Link hard-to reach populations providers to provide continuity of 
care for PLWH 
O2a. Strategy 3: Facilitate patient readiness to participate in their care and 
management of HIV 

Objective 2b. By 2021, increase by 20% the percentage of 
clients in care needing mental and/or behavioral health 
services who went to their first appointment. 

O2b. Strategy 1: Improve communication among organizations and between 
clients and organizations 
O2b. Strategy 2: Recruit more mental/behavioral health providers 
O2b. Strategy 3: Professional Development activities  

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Goal 2: Increasing access to care and improving health 
outcomes for PLWH 

Objective 2c. By 2021, 80% of people diagnosed with HIV, who 
have had a medical visit each year for the past two years, will 
be virally suppressed (VL <200) 

O2c. Strategy 1:  Address treatment adherence of PLWH through educational 
strategies and evaluation 
O2c. Strategy 2:   Provide education and information regarding uninterrupted 
access to and proper use of medication 
O2c. Strategy 3:   Educate both client and provider stakeholders regarding the 
importance of routine viral load testing and tracking of viral load data 

Objective 2d. By 2021, reduce to 20% the incidence of STIs in 
HIV infected persons in care. 

O2d. Strategy 1:  Conduct provider education and disseminate recommendations 
regarding routine screenings for STIs 
O2d. Strategy 2:  Conduct public and individual education for PLWH and newly 
diagnosed regarding STI s 
O2d. Strategy 3:   Develop quality control measures to improve clinical care and 
outcomes  

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Goal 2: Increasing access to care and improving health 
outcomes for PLWH 

Objective 2e. By 2021, increase number of clinics screening for 
HIV associated comorbidities by 20%.  

O2e. Strategy 1:   Conduct provider education and recommendations regarding 
routine screenings for comorbidities 
O2e. Strategy 2:   Conduct public and individual education for PLWH and newly 
diagnosed regarding common HIV comorbidities 
O2e. Strategy 3:   Develop quality control measures to improve clinical care and 
outcomes  

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Goal 3: Reducing HIV related disparities and health 
inequities 

Objective 3a. By 2021, reduce disparities in the rate of new 
diagnoses by at least 15 percent among Nevada’s priority 
populations. 

O3a. Strategy 1:  Engage the community in order to find out how to best reach 
priority populations 
O3a. Strategy 2:  Implement HIV prevention public education through media 
campaigns and social network strategies to target populations 
O3a. Strategy 3:  Increase provider and organization capacity to test at sites in 
their communities 

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Goal 3: Reducing HIV related disparities and health 
inequities 

Objective 3b. By 2010, increase to 85% the percentage of newly 
diagnosed with HIV among Nevada’s priority populations who 
have been linked to a provider within the first 30 days. 

O3b. Strategy 1: Improve first contact and point of access to care for PLWH who 
experience multiple “layers” of stigma (e.g., HIV infected, gay, minority, female, 
transgender, IV drug user, etc.)  
O3b. Strategy 2: Improve the ability of PLWH in underserved or high risk groups to 
navigate the HIV system of care 
O3b. Strategy 3: Improve the accessibility of information for PLWH in underserved 
or high risk groups 

http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



Type in ONE WORD to describe 
what you think 

is the largest Barrier 
to HIV Prevention and Care

POLL: WORD CLOUD



https://www.liveslides.com/download
https://www.polleverywhere.com/free_text_polls/5MfrB5X0nCM2hvB6sXxoU


http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf





http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV/Draft%20Final%20HIV%20Prevention%20and%20Care%20Interim%20Monitoring%20Report%20July%202017.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV/Draft%20Final%20HIV%20Prevention%20and%20Care%20Interim%20Monitoring%20Report%20July%202017.pdf



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV/Draft%20Final%20HIV%20Prevention%20and%20Care%20Interim%20Monitoring%20Report%20July%202017.pdf



https://www.cdc.gov/hiv/research/interventionresearch/compendium/index.html



https://www.whatworksinyouthhiv.org/strategies/evidence-based-interventions



https://effectiveinterventions.cdc.gov/



1. https://effectiveinterventions.cdc.gov/en/care-medication-adherence/group-1/artas

RESULTS OF STUDY:
79% (497 of 626) of participants visited an HIV clinician at least 
once within the first 6 months. 

2. J Acquir Immune Defic Syndr. 2008 Apr 15;47(5):597-606.doi:10.1097/QAI.0b013e3181684c51.

RESULTS IN LAS VEGAS:
83% (251 of 304) of Las Vegas TGA clients were linked to care in 
2014. 

3. http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/HIV-Ryan/dta/Policies/Draft_HIV_Plan_9.9.16.pdf

https://www.ncbi.nlm.nih.gov/pubmed/?term=18285714


STATEWIDE



https://aidsvu.org/



https://aidsvu.org/state/Nevada/





Type in ONE WORD to describe 
what YOUR PLEDGE 

is to END HIV in NEVADA



https://www.liveslides.com/download
https://www.polleverywhere.com/free_text_polls/ShCTQPC6qe02WAgO9yZEU


Thank You!

Questions?


