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Office of HIV/AIDS 

Improvements to linkage and retention of 

HIV-positive clients are critical 

What we found 

While there is no cure for HIV, linking a person who has tested 
positive to medical care soon after diagnosis can ensure he or she 
begins effective treatment to control the disease and reduces the 
risk of transmission. The current treatment, antiretroviral therapy 
(ART), can prevent HIV from progressing. If clients adhere to the 
treatment, the virus can be suppressed and effects of the virus on 
the immune system reduced, which prolongs the patientõs life 
dramatically, and lowers the risk of infecting others. However, 
retaining clients in care has historically proven difficult.  

At the time of the audit, OHA did not track linkage to care by 
individual client for prevention purposes. Rather, it estimates 
linkage to care rates using test-event data (as opposed to person-
based data). Recently, OHA began focusing efforts on key stages of 
the linkage process and is now addressing limitations in tracking 
clients. For example, it has begun allowing local staff access to 
additional information systems and increasing funding for hiring 
staff who specialize in linkage to care. However, additional steps 
may be necessary to ensure the planned actions fully address the 
timely identification of those who fall out of care.  

We identified 620 clients diagnosed with HIV in OHA-funded 
clinics during calendar years 2015 and 2016. Of these, 72% (448 of 
620) were successfully linked to medical care. Approximately 53% 
of clients were linked within 90 days of initial diagnosis and 22% 
were linked within 30 days. We also identified 1,577 clients who 
were newly enrolled in OHA-funded clinics during fiscal year 2015. 
Of these, 58% (912 of 1,577) were still engaged in medical care at 
these clinics as of July 2017. 

Why we did this review 
The number of HIV infections has 
increased nationally and the rate of 
new infections is especially high in the 
south. Georgia now ranks fifth highest 
in the number of new cases and 
highest in the rate of new HIV 
diagnoses per 100,000 adults/ 
adolescents.  

Effective medical treatments now 
exist and persons living with HIV can 
significantly reduce viral loads and 
reduce infection rates if they are 
linked to and retained in medical care. 
This audit examines the systems and 
outcomes of state operations to link 
people with HIV to medical care and 
to retain those receiving care at state 
sponsored HIV care clinics.  

 

 

About the Office of 

HIV/AIDS (OHA) 
OHA works to prevent the spread of 
HIV/AIDS, improve the health of 
citizens diagnosed with HIV, and 
reduce the overall burden of the HIV 
epidemic in Georgia. OHA receives 
funding for prevention from the 
Centers for Disease Control and 
funding for medical care and support 
services from the Health Resources 
and Services Administration and the 
state. OHA distributes funds and 
monitors the activities and outcomes 
of local public/community-based 
testing sites and specialized medical 
clinics. In 2016, OHA funded centers 
conducted approximately 85,000 tests 
and specialized care centers treated 
approximately 10,000 clients. 
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In addition to ensuring those who fall out of care are identified in a timely manner, we also identified a 
need for local providers to develop and formalize linkage to care and retention protocols. OHA also needs 
to expand its monitoring to ensure the protocols are adequate and properly applied.   

At the time of our review, data was not maintained in a manner that allowed tracking of clients from initial 
diagnosis to medical treatment through retention. OHA is now developing a mechanism for local providers 
to use to track individual clients from diagnosis through first linkage to care. It should also work with local 
providers to improve the completeness and accuracy of medical care data transmitted to the state. The data 
could be used to identify clients at risk of falling out of care and forward the information to local providers 
for follow-up.   

Successful linkage to care and treatment of HIV is cost effective and also acts as a form of prevention 
because it suppresses the virus, making transmission less likely and preventing the spread of the disease. 
Similarly, retaining clients in care is critical to ensuring the clients stay virally suppressed and prevent 
further spread of the disease. Most recent estimates of lifetime HIV treatment costs are more than $350,000 
per patient. Preventing the spread to only 15 individuals who would otherwise be served by the state saves 
an estimated $5.6 million in treatment costs, which exceeds Georgiaõs total prevention funding in fiscal 
year 2018.  

What we recommend 

Both OHA and local providers should work to develop and formalize comprehensive linkage to care 
protocols. OHA should audit the design and implementation of the protocols. Additionally, OHA should 
continue efforts currently underway to improve data collection and client outcome monitoring related to 
linkage to care.  

OHA should also take steps to improve the quality of the data contained in CAREWare, the stateõs primary 
HIV care database that clinics use to report care and services to OHA and the Health Resources and 
Services Administration (HRSA). Improvements include working with local providers to ensure the 
accuracy and completeness of the data they enter into the system.  

Finally, with regard to retention efforts, local clinics should establish written protocols clearly explaining 
the follow-up and reengagement efforts staff should execute, including short-term, mid-term, and long-
term efforts. OHA should consider developing a template for short-term follow-up and long-term 
reengagement efforts as well. Auditing of these efforts during site visits is also recommended. 

See Appendix A for a detailed listing of recommendations. 

DPHõs Response: DPH provided a response to the report indicating agreement with several findings and disagreement with 
others. The specifics of their response are included at the end of each finding in the body of the report.  
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Purpose of the Audit 

This audit examines the operations and oversight of HIV/AIDS testing and care 
activities funded, executed, and monitored by the Department of Public Health 
(DPH), Office of HIV/AIDS (OHA), local health districts, and medical care clinics. The 
audit has two objectives:  

a. To determine how effective the DPH OHA and local units have been at 
linking HIV-positive clients to medical treatment. 
 

b. To determine how effective the DPH OHA and local units have been in 
identifying and re-engaging clients who cease medical care. 

The objectives, scope, and methodology used in this review is included in Appendix 
B.  We provided a draft report to DPH OHA and integrated pertinent responses 
throughout.    

Background 

Human Immunodeficiency Virus (HIV) is a virus that attacks the immune system by 
reducing the number of CD4 cells (also known as T cells) in the body.  If not treated, 
HIV will progress, badly damage the bodyõs immune system, and leave a person 
increasingly vulnerable to opportunistic infections and infection-related cancers that 
can cause death. This final progressive stage is known as acquired immunodeficiency 
syndrome (AIDS). Without treatment, people with AIDS typically survive about three 
years. 

Transmission and Treatment of HIV  

The three most common means of HIV transmission result from:  

(1)  having sex with someone who is HIV-positive without using a condom or 
without taking medications to prevent or treat HIV, 

(2) sharing drug equipment (e.g., needles/syringes) with someone who is 
HIV-positive, or 

(3) transmitting the virus from an HIV-positive mother to child during 
pregnancy, childbirth, or breastfeeding.   

HIV is not transmitted by contact that is non-sexual (e.g., hugging, shaking hands, 
closed-mouth kissing), contact with common area surfaces (e.g., toilet seats, 
restaurant plates/utensils), common resources (e.g., swimming pool water), or by 
blood-sucking insects (e.g., mosquitoes, ticks). 

There is no cure for HIV.  Once a person acquires the virus, HIV will remain in the 
body for life. However, effective treatment does exist, and, with proper medical care, 
HIV can be controlled and risk of transmission significantly reduced. Current medical 
treatment for HIV requires a daily dose of antiretroviral therapy (ART).1 ART can 
prevent HIV from progressing; and if patients adhere to ART therapy, there is a high 

                                                           
1 Failure to adhere to protocol greatly reduces treatment effectiveness. 

HIV cannot be 

cured, but 

treatment can 

lower viral load 

to undetectable 

levels 
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likelihood of suppressing the virus. Viral suppression reduces the effects HIV has on 
the immune system, prolongs patientsõ lives dramatically, and greatly lowers chances 
of infecting others. Additionally, the CDC maintains that condoms remain a highly 
effective method of preventing HIV and other sexually transmitted diseases. 
According to the CDC, when paired with ART, the chance of infecting others is 
further decreased and the HIV positive individuals protect themselves from other 
sexually transmitted diseases.  

Prevalence in Georgia  

Georgia ranks fifth among states (behind Florida, California, Texas, and New York) 
in the total number of people living with HIV according to the Center for Disease 
Control and Prevention (CDC).  

Georgiaõs Department of Public Health (DPH) estimates that approximately 57,000 
Georgians were living with HIV at the end of calendar year 2016. Approximately 
30,000 of the 57,000 Georgians with HIV have received a diagnosis of AIDS.   

DPH reported approximately 2,600 new diagnoses in calendar year 2016. As shown in 
Exhibit 1, in 2016, Georgia and Washington D.C. had the highest prevalence of new 
cases in the nation with greater than 30 per 100,000. Rates of HIV diagnoses are 
elevated in the South generally; and the CDC estimates that approximately 45% of all 
people in the U.S. living with HIV reside in the region.  

Exhibit 1 
New HIV Infection Rates in Georgia are Among Highest in the U.S. 
 

 
 

Source: Centers for Disease Control and Prevention (2016) 
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HIV by Population 

HIV infection occurs at varying rates among different populations. Reported 
surveillance data is typically presented to show HIV infections in various ways, 
including the method of HIV transmission (e.g., sex, needle exchange) or using 
demographic data points such as race/gender/age. The most heavily affected 
populations by both transmission method and race are described below. 

By Transmission Method 

As shown in Exhibit 2 , the largest percentage of new HIV diagnoses in Georgia 
resulted from male-to-male sexual contact, representing 66% of diagnoses during 
calendar year 2016. This pattern is in line with national patterns that show gay, 
bisexual, and other men who have sex with men (MSMs) being most at risk for 
contracting HIV.2   

The second largest percentage of new HIV diagnoses in Georgia resulted from 
heterosexual contact (26%), with a significantly smaller percentage occurring due to 
intravenous drug use (IDU) (3%). 

Exhibit 2 
Male-to-Male Sexual Contact Accounts for 66% of New Diagnoses in GA (2016) 
 

 
 

Source: DPH, HIV/AIDS Epidemiology Surveillance Section 

 

By Race 

As shown in Exhibit 3 , African Americans accounted for the largest percentage of new 
HIV diagnoses in calendar year 2016 at 71%. In Georgia, African Americans are 
disproportionately impacted by HIV, accounting for 68% of those living with HIV 
while making up only 31% of Georgiaõs population. White/Non-Hispanics account for 
53% of Georgiaõs general population but accounted for only 15% of new cases in 2016 
and account for only 19% of those living with HIV. 

                                                           
2 Men who have sex with men (MSMs) is the medical communityõs terminology to classify men who 
engage in sexual activities with men irrespective of how the person self-identifies sexual identity (e.g., 
gay, bisexual, straight). 
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Exhibit 3 
African-Americans Account for 71% of New Diagnoses in GA (2016) 
 

 
 

Source: DPH, HIV/AIDS Epidemiology Surveillance Section 

National HIV/AIDS Strategy 

In 2010, the first National HIV/AIDS Strategy (NHAS) was released. The strategy was 
updated in 2015 with goals and objectives through 2020 and puts forth principles, 
priorities, and actions to inform and guide a collective response to address the national 
HIV/AIDS epidemic.  

Four goals of the NHAS are to: (1) reduce new infections, (2) improve health 
outcomes, (3) reduce health disparities/inequities, and (4) improve national response 
coordination. The strategy emphasizes the importance of testing, linking people with 
HIV to medical care, and retaining patients in medical care. These steps in client care 
are collectively referred to as the HIV Care Continuum. 

HIV Care Continuum 

The updated NHAS strategy describes the HIV Care Continuum as a foundation for 
successful client management. It outlines the sequential stages of HIV medical care 
that people living with HIV would ideally go through to achieve viral suppression. 
Although depictions of the Care Continuum vary, the basic model includes the 
following four-part sequence:  

¶ patient is diagnosed with HIV,  

¶ patient is linked to medical care provider,  

¶ patient is treated with an anti-retroviral treatment (ART), and 

¶ the patientõs viral load is suppressed. 3     

                                                           
3 Viral suppression is only achievable if the patient remains in medical care and adheres to ART 
medications. As a result, some models of the Care Continuum will include a fifth òretained in careó step. 
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As shown in Exhibit 4 , the stages in the continuum are accompanied by a set of goals 
and indicators designed to increase the percentage of persons living with HIV to 
achieve viral suppression. 

Exhibit 4 
NHAS Goals/Indicators in the HIV Care Continuum 

 

 
 

Source: National HIV/AIDS Strategy: Updated to 2020 and DOAA Analysis 

 

The Care Continuum approach to managing the HIV epidemic in the community not 
only improves individual health outcomes, but is cost effective as well. Successful 
treatment of the HIV virus is also an effective form of prevention as it suppresses the 
virus, making transmission less likely and preventing the disease from spreading. 
Likewise, retaining clients in care is also a critical way to ensure clients stay virally 
suppressed and prevent further spread of the disease. Using treatment as prevention 
has the potential for substantial cost savings as well. The most recent published 
estimates of lifetime HIV treatment costs are more than $350,000 per patient. If 
successful treatment and retention prevented the spread of HIV to 16 individuals, an 
estimated $5,600,000 in treatment costs would be avoided, which exceeds an entire 
year of prevention funding for Georgia. 

The Stateôs Role in HIV Prevention, Detection, and Treatment  

The Department of Public Health, Office of HIV/AIDS (OHA) is the lead unit for 
coordinating state efforts to prevent, detect, and care for people with HIV. (See 
Exhibit 5  for organizational chart.) The majority of OHAõs financial support comes 
from federal partners with some operational support from other state and local 
partners. The OHA organization, its role, and the roles of supporting entities are 
described in detail below. 

Office of HIV/AIDS 

OHA is responsible for improving the health status of Georgians diagnosed with HIV, 
preventing the spread of HIV/AIDS, and reducing the overall burden of the HIV 
epidemic in Georgia. OHA currently has 48 employees (and 2 vacancies); it is located 
in DPH headquarters in downtown Atlanta. The unit is led by the State AIDS Director.  
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Exhibit 5 
Office of HIV/AIDS Organization Chart 

 
 
The Prevention Unit  distributes prevention and testing grant funds from the Centers 
for Disease Control and Prevention (CDC) to local entities, coordinates the HIV 
testing program and data reporting for the state public health system, provides 
training for community partners and public health staff, and coordinates HIV testing 
and prevention efforts among the public health system statewide.4   

The Care Unit  manages medical and support services for persons with HIV using 
mostly Ryan White Part B Program grant funds from the Health Resources and 
Services Administration (HRSA) and matching state funds. The unit distributes Ryan 
White Part B funds to medical treatment facilities across the state and assures 
compliance with treatment protocols.5 (For a description of the Ryan White Program 
and the various grant sections, see Appendix C.) 

Linkage to Care Staff within the Care Unit oversee specialized case managers 
(known as linkage to care coordinators) who work in the local clinics. The 
coordinators are charged with receiving patient referrals from testing personnel and 

                                                           
4 During the period under review, the Fulton County Board of Health received HIV prevention funding 
directly from CDC, and Fulton County funded DeKalb County Board of Health as a sub-grant recipient. 
As a result, OHA did not have direct oversight over prevention efforts and initiatives for these two metro-
Atlanta Health Districts. As of January 1, 2018, (with the reorganization of Fulton County Board of Health 
under the Georgia Department of Public Health), CDC grant funds are now distributed to OHA and 
Fulton and DeKalb counties are managed similarly to other health districts. 
5 In addition, the care unit manages the AIDS Drug Assistance Program (ADAP) which provides 
HIV/AIDS medications to low-income individuals with little/no health coverage and manages the Health 
Insurance Continuation Program, which provides payment assistance for health insurance. 
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assisting in actively linking patients to HIV care providers once a client is diagnosed 
as HIV-positive. 

The Care and Prevention (CAP) Data Unit collects, manages, and analyzes HIV 
testing and diagnoses data in the public health sector and manages Georgiaõs 
statewide HIV care database. 

HIV/AIDS Epidemiology Section 

DPHõs HIV/AIDS Epidemiology Section (HAES) is separate from OHA and manages 
the state HIV/AIDS surveillance system, which collects testing data on all HIV cases, 
irrespective of whether the test occurred in a public health setting. HAES monitors 
the HIV/AIDS epidemic over time, provides epidemiological support for planning and 
evaluation of OHA programs, and collaborates with federal, state, and local entities in 
programs and services.  HAES submits surveillance data on HIV to the CDC and 
produces annual reports on the state of HIV/AIDS in Georgia.  

Federal Grantors  

In fiscal year 2018, CDC and HRSA provided approximately 75% of the total funding 
to support OHA efforts for HIV testing, prevention, and care. (Funding details are 
discussed in the next section.) OHA serves as the grant manager and distributes 
federal and state matching funds to local entities and monitors compliance and 
performance. Below is a summary of the general scope of the federal grants. 

¶ CDC distributes funds to OHA under the Integrated HIV Surveillance and 
Prevention Funding for Health Departments grant.6  Grant funds are intended 
to improve and maintain HIV prevention and surveillance systems. In Georgia, 
this includes providing funds to OHA for supplies (e.g., testing kits) and 
funding for local entities, such as county health departments and community 
based organizations, to educate the local population on prevention options, 
test and diagnose clients on-site and conduct community outreach testing. 

¶ The Health Resources and Services Administration (HRSA) distributes 
funds to OHA under the Ryan White grant (Part B).  These grant funds 
support specialized medical treatment clinics, establish drug assistance 
programs, and provide financial support for clientõs with health insurance. 
(For a description of the Ryan White Program and the various grant sections, 
see Appendix C.) 

Local Partners 

Local partners deliver direct services to patients with OHA grant and management 
support and consist of select personnel in DPH health districts, county health 
departments, community based organizations, and specialized treatment clinics. A 
brief description of these local partners is provided below. 

Health Districts and County Health Departments 

The state is divided into 18 public health districts. Each public health district 
is comprised of one or more (up to 16) of the stateõs 159 counties and is led by 
a district health director who is a Georgia-licensed physician. (Appendix D 
provides a map of the state health districts.) Each health district has an HIV 

                                                           
6 Prior to 2018, CDCõs grants for HIV prevention and HIV surveillance were distributed separately.  
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prevention coordinator who works with OHA to oversee grant funds as well 
as coordinate and manage prevention activities, including HIV testing and 
counseling and reporting. 

Every county health department (CHD) offers HIV testing and counseling 
services. Primary clinical staff in the CHDs are expanded-role nurses (e.g., 
nurse practitioners, licensed practical nurse, and registered nurse), who 
perform most HIV clinical and outreach testing, as well as HIV-related 
counseling. Most of the health districts have a linkage to care coordinator who 
works with testing personnel to facilitate patients to a medical care facility if 
they test HIV-positive in the public health setting. 

Treatment Clinics 

OHA contracts with and oversees a network of public/non-profit treatment 
clinics in 16 of 18 health districts across the state that specialize in providing 
care to persons with HIV/AIDS.7  These specialized clinics, known as Ryan 
White clinics, may be physically adjacent to CHDs or in different locations. 
Each health district has at least one Ryan White clinic. OHA funded or co-
funded 34 Ryan White clinics in grant year 2018.8 (Appendix E provides a 
map of the Ryan White clinics that received OHA funding). These clinics have 
approximately 200 to 1,300 active patients per clinic. 

All of Georgiaõs Ryan White clinics have at least one physician with advanced 
training in treating HIV who can prescribe HIV medications. Additionally, 
Ryan White clinics may have physician assistants and nurses with training in 
treating HIV and limited prescriptive authority. Ryan White clinics often 
serve clients with limited means to pay for HIV treatment and services and 
operate on a needs-based sliding fee scale for copays. 

Community Based Organizations 

OHA contracts with four community-based organizations (CBOs) that 
specialize in HIV testing and/or medical care. These organizations specialize 
in public health services, may serve high volumes of patients, and can receive 
additional funding (e.g., additional grants or private funding). Local health 
districts may contract with community based organizations directly. For 
example, in the Albany area, the county health department has contracted 
with a local non-profit care provider to serve people with HIV, while the CHD 
staff focus efforts on non-medical support services. 

  

                                                           
7 Districts 3-2 (Fulton) and 3-5 (DeKalb) are supervised by a similar program within Fulton County.  
8 These clinics are typically referred to as Ryan White B programs because the grant issued to the state is 
classified as Part B of the HRSA Ryan White program. HRSA also provides funds for medical care and 
support services directly to Fulton County which operates a program similar to OHA for the òAtlanta 
Eligible Metropolitan Areaó. 
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The Metropolitan Atlanta Public System for HIV Prevention and Care 

HIV prevention and treatment efforts in public health for parts of the Atlanta metropolitan region have been 
historically funded and managed outside of the DPH OHA. Below is a summary of the public health system of 
prevention and care in metro Atlanta. 

Prevention: The Fulton County Board of Health (FCBH) operated HIV prevention efforts independently of DPH 
OHA before July 1, 2017 and received HIV prevention funding directly from the Center for Disease Control (CDC) 
prior to January 1, 2018. FCBH provided funding to DeKalb County Board of Health (DCBOH) during this period as 
a grant sub-recipient and oversaw all HIV prevention efforts in Fulton and DeKalb counties. The General Assembly 
repealed the statute that allowed FCBH to operate independently of DPH in 2016.9 The state integrated Fulton 
County Board of Health into DPH operationally beginning July 1, 2017.  Fulton and Dekalb County prevention 
programs came under OHA oversight beginning January 1, 2018, coinciding with the new CDC grant cycle. 

Care: Health Resources and Services Administration (HRSA) has identified Atlanta as an ñEligible Metropolitan 
Areaò (EMA). This classification establishes metro Atlanta as a directly funded area; and HRSA issues a program 
grant to the Ryan White Part A Program (administered by the Part A Planning Council). The RWA program funds 
clinics in a 20 county region in and around the city of Atlanta. With exception of Fulton and DeKalb counties (that 
receive only Part A HRSA funds), Ryan White clinics in metro Atlanta may receive Part A funds as well as Part B 
funds through OHA. 
 

Funding for Prevention and Treatment 

OHA is awarded federal grants, which the state matches according to the grant 
requirements. OHA then distributes the funds to local health districts and medical 
care clinics throughout the state. As shown in Exhibit 6 , the majority of funding to 
support OHA efforts is from federal funds. HIV testing and prevention funding is 
provided by the CDC and medical care and support services funding is provided by 
HRSA. Georgia contributes no funding to HIV prevention, but, as noted above, 
matches a portion of HIV care funds based on federal grant requirements. Appendix  
F and Appendix G show a breakout of funding for grant year 2018 by health district.   

Exhibit 6 
Office of HIV/AIDS Funding (State Fiscal Years 2015-2018) 

Fund Sources 2015 2016 2017 2018 

Federal1 $59,416,854 $116,761,567 $48,889,725 $65,633,765 

Other $4,847,884 $0 $2,025,797 $5,043,522 

State $16,461,147 $16,464,639 $16,708,404 $17,262,544 

Total $80,725,885 $133,226,206 $67,623,926 $87,939,832 

Expenses     

Personal Services $5,761,261 $6,504,929 $7,232,613 $7,351,975 

Regular Operating Expenses $51,350,268 $99,565,318 $39,145,177 $60,779,360 

Equipment $0 $41,718 $0 $250,764 

IT Expenditures $5,940 $27,892 $1,804 $19,243 

Real Estate Rentals $177,210 $181,561 $174,782 $195,003 

Voice/Data Communication Service $2,321,198 $1,999,420 $195,125 $345,325 

Contractual Services $9,899,828 $13,382,523 $9,555,773 $5,950,506 

Grants and Benefits $11,210,181 $11,522,844 $11,318,652 $13,047,655 

Total $80,725,885 $133,226,206 $67,623,926 $87,939,832 
 

 

1 Federal grant periods do not correspond to state fiscal years. As a result, federal expenses reported during state fiscal 
years do not correspond to award amounts for the grant periods. 
Source: Teamworks Financial System 

                                                           
9 O.C.G.A 31-3-2.1 allowed counties with 800,000 or more residents to create an independent board of 
health that operated independently of DPH. 
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Activity Data for OHA Funded Entities  

Entities funded with  OHA sub-grants are required to collect and report data on test 
events and medical care to the state. OHA uses this data for program analysis and to 
report to the federal grantors.  

County health departments and community-based organizations funded with OHA 
grant funds are required to report the number of HIV tests they conduct and the 
number of tests that are positive for HIV. According to OHA records, these 
organizations conducted approximately 85,000 tests in 2016 grant year, with 524 
(0.6%) positive results. Appendix H  presents the number of tests conducted and the 
number of positive tests by health district as reported by OHA. 

In 2016, clinics that received Ryan White B grants through OHA reported serving 
approximately 10,400 clients statewide. Appendix I  presents the number of patients 
receiving care in OHA funded clinics by health district as reported by OHA. 

Moving Patients through the Public Health System  

OHA has incorporated core aspects of the National HIV/AIDS Strategy (NHAS) in its 
approach to management of HIV. In so doing, OHA and grant sub-recipients have 
adopted the NHAS HIV Care Continuum. Exhibit 7 presents an expanded version of 
the HIV Care Continuum, which includes NHAS programmatic goals, strategies, and 
indicators that have been adopted by OHA/local entities as well as work steps 
typically executed by local staff charged with moving HIV-positive patients through 
the Care Continuum. A more detailed description of the work steps executed during 
the stages in the HIV Care Continuum are presented in Exhibit 7 and on pages 12-14.  
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Exhibit 7 
How the State Public Health System Implements the HIV Care Continuum 

 

 
 

Source: National HIV/AIDS Strategy to 2020 and DOAA 

 

 














































































