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Disclosures
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Overview

• Southern HIV Epidemic
• Current Reengagement Efforts
• Development of a Reengagement Team

https://www.hiv.gov/federal-
response/ending-the-hiv-epidemic/overview



The Epidemic Globally

https://www.unaids.org/en/resources/909090



The Epidemic Nationally

• In 2019:
• Estimated 1,189,700 people aged ≥ 

13 living with HIV
• 158,500 (13%) are not diagnosed
• 36,801 new infections
• 15, 815 deaths of PWH (any cause)

https://www.cdc.gov/hiv/statistics/overvie
w/index.html
https://www.cdc.gov/hiv/statistics/overvie
w/geographicdistribution.html

https://www.cdc.gov/hiv/statistics/overview/index.html


HIV in the South

• 52% of new infections 
nationally

• Region of lowest PrEP use
• PrEP to Need ratio 1

Centers for Disease Control and Prevention. CDC HIV Prevention Progress 
Report, 2019.
Siegler AJ, Mouhanna F, Giler RM, et al.  The prevalence of pre-exposure 
prophylaxis use and the pre-exposure prophylaxis-to-need ratio in the 
fourth quarter of 2017, United States.  Annals of Epidemiology.  2018; 28: 
841-849



Diagnosed Linked to Care Received/Retained 
in Care Viral Suppression

HIV Continuum of Care



90-90-90

https://www.unaids.org/sites/default/files/
media_asset/90-90-90_en.pdf



HIV Continuum of Care

CDC, Monitoring selected national HIV prevention and care objectives by using HIV surveillance 
data—United States and 6 dependent areas, 2018. HIV Surveillance Supplemental Report 
2020;25(No. 2). Published May 2020.

HIV Care Outcomes in North Carolina, 2019. North Carolina Department of Health and Human 
Services. Division of Public Health Communicable Disease Branch. Published January 13 2021

https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-25-2.pdf


Ending the HIV Epidemic Progress

Centers for Disease Control and Prevention. CDC HIV Prevention Progress 
Report, 2019.



HIV in North Carolina

• NC 1400 new HIV Infections 
in 2016 (6th Highest)

• 4th Quartile for Ending the 
HIV Epidemic Progress 
Nationally

Centers for Disease Control and Prevention. CDC HIV Prevention Progress 
Report, 2019.
CDC, Monitoring selected national HIV prevention and care objectives by 
using HIV surveillance data—United States and 6 dependent areas, 
2018. HIV Surveillance Supplemental Report 2020;25(No. 2). Published May 
2020

PrEP Coverage Among Eligible Persons ≥ 16, 2017

https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-25-2.pdf


For 2030:

https://www.unaids.org/sites/default/fil
es/media_asset/201506_JC2743_Under
standing_FastTrack_en.pdf



How do we get there?

https://www.hiv.gov/federal-
response/ending-the-hiv-epidemic/overview



Where to focus our efforts?



Where are new infections coming from?

New HIV Transmissions 
by Status of Originating 
Person, United States 

2016

Li Z, Purcell DW, Sansom SL, Hayes D, Hall HI. 
Vital Signs: HIV Transmission Along the 
Continuum of Care - United States, 2016. 
MMWR Morb Mortal Wkly Rep. 
2019;68(11):267-272.

Presenter
Presentation Notes
Based of CDC modeling showing that 62% of new infections are coming from those Aware of their infection and either not in care or not virally suppressed as apposed to those who are unaware of infection.  



HIV Retention Nationally

Centers for Disease Control and Prevention. CDC HIV Prevention Progress 
Report, 2019.



Target: Retention

HIV Care Outcomes in North Carolina, 2019. North Carolina Department of Health and Human 
Services. Division of Public Health Communicable Disease Branch. Published January 13 2021



Treatment as Prevention U=U

https://www.cdc.gov/hiv/risk/art/index.html



How do we get there?

https://www.hiv.gov/federal-
response/ending-the-hiv-epidemic/overview



How do we improve retention?



Data To Care (D2C)

• “A public health strategy that provides a framework for health 
departments who want to use HIV surveillance data to identify people 
with HIV and link them to medical care and other services”

• A Collaboration between the Health Department, HIV providers, 
support service providers.

• Broad scope
• Identify PWH who are not in care or virally suppressed and re-engage them
• Perinatal HIV services coordination
• Improved surveillance data quality
• Expanded partner service for PWH (prevention strategies)
• Adherence support

https://effectiveinterventions.cdc.gov/en/data
-to-care/group-1/data-to-care



North Carolina Reengagement Efforts 2019
Approx. 2498 PWH  Not 
receiving care in 2019

HIV Care Outcomes in North Carolina, 2019. North Carolina Department of Health and Human 
Services. Division of Public Health Communicable Disease Branch. Published January 13 2021

Obstacles to Care Engagement:
• Financial
• Transportation
• Housing
• Distrust of medical/surveillance 

system



Prior Retention Efforts (2016)

• 1900 PWH
• Adults (18>)
• Wide rage across North Carolina

• Urban and Rural Counties
• 1/8 of clinic disengaged in 12 

month period
• In the 1 year after 

disengagement:
• 43 patients resulted in 114 ED 

visits



Can we leverage DUHS to assist with NC 
efforts?

HIV prevention among 
at-risk individuals 

Linkage of newly 
diagnosed persons to 

care 

Reengagement of Out 
of Care Patients

State and Local Health 
Department 

State and Local 
Health 

Department 



How can we overcome obstacles to 
reengagement?

Financial
Transportation

Housing

LCSW

Mental Health
Substance Use

Missing or Out of 
State

Focus on ED 
Visits

More Receptive 
to Establishing 

Care?

Distrust of 
Medical/Surveillance 

System

Established 
patients

Familiarity or 
Relationship 
with Staff?



Who do we target?
• ≥18 years old
• Known to be living with HIV
• ≥1 prior encounter in our clinic
• Presenting to ED
• No clinic visit within prior 1 year

Inclusion

• Upcoming scheduled appointment with  our 
clinic

• Repeat ED visits (after contact)
• Established with outside provider
• Critical illness

Exclusion



Building a Model

• Utilize the EHR as a population-level surveillance data platform to 
identify PWH who have fallen out of care and re-engage them upon 
contact with DUH

• Develop an automated notification system for an on-call 
reengagement counselor

• Deploy H3RT counselor to provide expedient reengagement 
counseling at the point of access

• Innovative because at the health system level vs Health Department



HIV Reengagement 
Rapid Response 
Team (H3RT)

Identify Out of Care 
PLWH

Upload to DISCERN

Repeat Daily

Patient Contacts ED

H3RT Pager Activated

Hours 0900-1700 Hours 1700-0900

Patient Eligibility 
Confirmed

H3RT Presents to Site

Permission to Approach 
Patient from Clinical RN

Subject Offered Linkage 
to Care

Decline

Patient 
Removed from 

Contact List

Agree

Appointment with 
1K Social Work

Appointment with 
1K HIV Provider

Patient Information 
Recorded

Admitted Discharged

Contact via Telephone 
Number in Chart
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H3RT Total Alert Summary
Average 11/mo



H3RT Eligible Alert Summary
Average 3/mo



112 Total Alerts

84 Excluded:
• 45 non-DUHS 

Provider
• 37 Repeat Alerts
• 1 Active in Care
• 1 Pager Error

28 Eligible for Reengagement

1 Unable to Contact

27 Contacted by H3RT

H3RT Results 10/9/20 -7/15/21



H3RT Eligible 
Patients

Demographic N = 28

Age:

Mean Age: 52

Age Range: 29-82

Gender

Male 17

Female 11

Race

Black 23

Caucasian 4

Other 1

Insurance

Private 3

Medicare 9

Medicaid 7

None 9



H3RT Recruited Outcomes
27 Patients Contacted by H3RT

• 2 Changed providers 
• 7 Upcoming appointments
• 6 Missed appointment

12 Patients Presented to 1 Visit

• 1 Deceased
• 6 Upcoming appointments
• 2 Missed subsequent visit

3 Patients Presented to 2 Visits

Total Still Reengaged in Care:  16



How do we compare?
• University of Chicago
• Emergency and Inpatient
• Similar approach with 

automated lists and trained 
navigator

• 14 months
• 420 Alerts  

• 56 were out of care
• 12 were patients receiving care 

previously at University of 
Chicago

• 37 Re-Engaged

Ridgway et al.  A clinical informatics approach to reengagement in HIV care in the Emergency 
Department.  JPHMP vol 25 (3) 2019



Further Questions/Directions



What are we missing?
• Contacting and reengaging patients may not be enough
• What do our patients need?
• What else can we offer?



Substance Abuse and Mental Illness 
Symptoms Screen (SAMISS)
• Alcohol Use: Range 0-4  

• (5+ is positive)

• Non Prescription Drug Abuse: 0-1 
• (3+ is positive)

• Prescription Drug Abuse: 0-3
• (3+ is positive)

• Need to cut down score: 0 
• (1+ positive)

https://www.dshs.texas.gov/hivstd/contract
or/cm/SAMISStoolpluskey16Q.pdf



H3RT Patient Comments: Disengagement

• Confidentiality (concern of being seen in waiting room)
• Work schedule conflicts
• Transportation issues
• Transitioning care after incarceration
• Food/nutrition concerns (vs cost of care)
• Avoiding health care setting due to COVID



H3RT Patient Comments: Suggestions

• Evening appointment options
• Increased clinic availability
• Reminder calls
• Financial assistance



Future Directions: Patient Needs

• Mental Health and Substance Use integration
• Intensive Reengagement Clinics
• Improved availability
• Navigators to give point of contact and stay in touch



Who are we missing?

84 Excluded:
• 45 non-DUHS 

Provider
• 37 Repeat Alerts
• 1 Active in Care
• 1 Pager Error

45 non-DUHS Provider:
• 21 Lincoln Community Health Center
• 8 Private ID provider
• 7 Outside academic center
• 5 Other provider, not listed in chart
• 3 Primary Care
• 1 Other community health center



Future Directions

DUHS

Regional 
Health 
Centers

Urgent 
Care

Hospital 
Transfers

All PWH



Are we improving outcomes?
• How many patients attending follow 

up visits?
• How many are starting back on ART?
• How many are getting to 

undetectable viral loads?
• How many are keeping CD4 <200?
• If not, then why not?

https://www.unaids.org



Summary:
• We are in a position to end the HIV epidemic
• The South is a region of critical need
• Data to Care can be used at the health system level
• HIV reengagement teams are feasible at the health system level
• Improving retention can lead to decreased transmission



Getting to 90-90-90

H3RT ↑ Linkage to 
Care

↑ ART and 
Viral 

Suppression 
↓ HIV 

Transmission

https://www.hiv.gov/federal-
response/ending-the-hiv-epidemic/overview
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