
• 9:00am-10:00am: Integrating HIV in Primary Care: From Trends to 
Training  

Speakers: Brian Hujdich, HealthHIV & Stephen Perez, HealthHIV  

• 10:00am-11:00am: Integrating HIV In Primary Care: The NHAS and 
HIV Care Team Model of Ryan White  

Speakers: Ronald D. Wilcox, MD, Delta Region AIDS Education & 

Training Center  

• 11:00am-11:15am BREAK  

• 11:15am-12:00pm: Panel Discussion: HIV Integration into Primary 

Care: Evolving toward a new reality  

Moderator: Brian Hujdich, HealthHIV, Executive Director 

Panelists: Tenya Fann, MD, MPH CO-Medical Director, Community 

Health Center of Buffalo, Stephen Perez, NP Clinical Specialist 
HealthHIV Nurse Practitioner, Inova Juniper Program, Kathy Brown, 

MD, FACP, AAHIVS HIV Medical Director, Country Doctor 

Community Health Center 

 



HIV Integration into Primary Care: 

From Trends to Training 



BRIAN HUJDICH 

EXECUTIVE DIRECTOR 

HEALTHHIV 

 

STEPHEN PEREZ, NP, AAHIVS 

CLINICAL SPECIALIST 

HEALTHHIV 



• Describe current trends and models in HIV integration 

into primary care 

 

• Describe the need for HIV care models to incorporate 

strategies for capacity building and clinical training to 

facilitate HIV integration 

 

• Describe barriers and facilitators for successful 

integration of HIV into primary care 

 

• Describe efforts to align evaluation principles and 

program outcomes to address testing, engagement and 

linkage 



THE HIV PRIMARY CARE 

LANDSCAPE 



• 1.2 million estimated to be living with HIV in 

the United States 

– 240,000 unaware of HIV infection 

– 50,000 new HIV infections annually 

• HIV has become a manageable chronic 

disease 

• HIV care delivery is shifting: 

Specialty 
Care  

Primary 
Care 



HIV Prevalence and Incidence 

United States, 1980 - 2010 

Stable incidence rates and increased survival rates have 
resulted in an increase in the number of people living with HIV 

Hall HI et al. JAMA. 2008 Aug 6;300(5):520-9 
Prejean J et al. PLoS One. 2011;6(8):e17502 

MMWR Morb Mortal Wkly Rep. 2012 Mar 2;61(8):133-8 



• Reduce HIV incidence 

 

• Increase access to care and optimize 

health outcomes 

 

• Reducing HIV-related  

   health disparities 

Office of National AIDS Policy (2011). National HIV/AIDS Strategy accessed October 31, 2012 from  

http://aids.gov/federal-resources/national-hiv-aids-strategy/overview/  



• HIV has become a chronic manageable disease1 

 

• “Health care providers and public health officials will 
need to be increasingly flexible and willing to employ a 
variety of approaches to meet the needs of HIV- 
positive individuals, especially given the financial and 
capacity strains facing the health care system”1 

 

• Lines between primary care and HIV specialty care are 
blurring 2  

 

• Some studies have shown that almost half of all HIV 
care is delivered by primary care providers 2  

1 Institute of Medicine (2011). HIV Screening and Access to Care  

Series Summary Accessed October 31, 2012 

2Institute of Medicine (2011). HIV Screening and Access to Care: Health Care System Capacity For Increasing HIV Testing and Provision of Care.   

Accessed October 31, 2012 from http://www.iom.edu/Reports/2011/HIV-Screening-and-Access-to-Care-Health-Care-System-Capacity-for-Increased-HIV-Testing-

and-Provision-of-Care.aspx   



State of HIV Primary Care 

• Survey was 
designed to: 
– Assess the 

landscape of HIV 
care integration in a 
rapidly changing 
environment 

– Identify trends in the 
provision of HIV care 
among primary care 
providers and HIV 
Specialists 



• 45 question survey (quantitative and 
qualitative) 

• Distributed nationally by HealthHIV and 
Medscape online via Survey Monkey  

• Respondents recruited through open 
invitations via targeted email lists, monthly 
newsletters, and website postings 

• Data collected between July and October 
2011 

• Convenience sample 

• Not incentivized 









• Top five barriers cited by PCPs 
– Lack of provider competency on HIV disease 

treatment (63%) 

– Lack of clinical staff time to take on new roles 
and procedures (50%) 

– Lack of competency on hepatitis treatment 
(32%) 

– Lack of support staff time to take on new roles 
and procedures (29%) 

– Lack of HIV education in medical and 
professional schools (26%) 



 

• Providers of HIV Care reported increasing 
numbers of HIV patients with co-occurring 
conditions like: 
– Cardiovascular disease (50%) 

– Renal disease (49%) 

– Mental health conditions (48%) 

– Substance abuse (38%) 

– Hepatitis C (36%) 

• 58% of Providers of HIV Care are seeing 
increasing number of HIV patients with 
sexually transmitted infections 

 



• HIV Providers indicate that the size of their 

current caseload make it difficult o see 

additional patients 

– 66% say they have already seen an increased 

HIV case-load in the past 12 months 

– 45% say a lack of clinical staff time to take on 

new roles and procedures is a barrier 

– 36% say a lack of support staff time to take on 

new roles and procedures is a barrier 



• HIV Providers say they focus as much on 

co-occuring conditions as on treating HIV 

– 36% spend most of their time treating HIV 

– 26% spend most of their time treating co-

occuring conditions 

– 38% spend equal amounts of time on both 



• Increase HIV-related education for PCPs 

• Support and maintain coordinated 

national efforts to:  

– build infrastructure, 

– increase access points, and  

– enhance provider confidence to help ensure 

patients get quality HIV care 

• Emphasize acute need to address HIV 
within minority communities    

 



• Institute of Medicine 
– Commissioned by ONAP: 

• evaluate the extent to which federal, state, and private 
health insurance policies and practices pose barriers to 
expanding HIV testing and treatment 

• examine the current capacity of the health care system to 
administer more HIV tests and accommodate new HIV 
diagnoses  

 

•  IOM committee issued three reports:  
– HIV Screening and Access to Care: Exploring Barriers 

and Facilitators  to Expanded HIV Testing (2010)  

– HIV Screening and Access to Care: Exploring the 
Impact of Policies on Access to and Provision of HIV 
Care (2011)  

– HIV Screening and Access to Care: Health Care 
System Capacity for Increased HIV Testing and 
Provision of Care (2011)  

 



• Many among the “first generation” of HIV 
providers are reducing their practices or retiring, 
and relatively few new health professionals are 
choosing to specialize in HIV care1 

• Lines between primary care and HIV specialty 
care 2  

• Some studies have shown that almost half of all 
HIV care is delivered by primary care providers2  

• Nurses and APRNs receive little formal training in 
managing HIV-positive patients (especially in the 
outpatient setting)2 

 

2Institute of Medicine (2011). HIV Screening and Access to Care: Health Care System Capacity For Increasing HIV Testing and Provision of Care.   

Accessed October 31, 2012 from http://www.iom.edu/Reports/2011/HIV-Screening-and-Access-to-Care-Health-Care-System-Capacity-for-Increased-HIV-Testing-

and-Provision-of-Care.aspx   

1 Institute of Medicine (2011). HIV Screening and Access to Care  

Series Summary Accessed October 31, 2012 



WORKFORCE ISSUES IN HIV 



• In 2008, HRSA projected shortage across 
entire workforce 

• 63,000 fewer physicians than needed by 
2015 

• Projected shortage of providers by 2020 
– 45,400 PCPs 

– 46,100 medical specialists 

 

• Physician shortages to worsen without 
increases in residency training 

 

 

 



Association of American Medical Colleges Factsheet: 

Physician Shortages to Worsen Without Increases in Residency Training 



• Approximately 4,500 HIV providers 

(MD, DO, NP, PA) in US 

• The current HIV workforce composed 

of first generation providers who 

entered the field over 20 years ago. 

—50% of current HIV provider workforce 

retiring in next 5 to 10 years 

• Ryan White Part C-funded clinics 

report difficulty recruiting HIV clinicians 



• By 2013, less than 1/3 of physicians will be 
in private practice 
– Movement to larger health systems 

 

• Shift related to: 
– Burden of administrative responsibilities 

– Stability of health systems 

– Manageable hours 

– Job security 

– Increased pay 

 



• Rising HIV caseloads  

• Overworked specialists  

• Shrinking HIV workforce 

• Insufficient reimbursement for HIV services  

• Dynamic health care environment driven 

by reform 

 



ADD FRACTURED LANDSCAPE 

SLIDE  

Slide 28 

Patients Accessing Care &  
HIV Caseloads Increasing 

62% 

60% 

0% 20% 40% 60% 80% 

1 

65% 

73% 

0% 20% 40% 60% 80% 

1 

HIV PCPs “able to provide care to newly 
diagnosed HIV positive patients” 

HIV Caseloads 

Consistent “increase in HIV 
caseloads” among HIV PCPs 
since 2010  

HIV Patients 
500,000 - 600,000 will be newly insured in 
2014* 

 

2012 

2012 
2010 

2010 

HIV Care Provider 
Workforce Decreasing 

HIV Specialists 
Roughly one-third of HIV Specialists are planning to 
retire in the next 10 years. (1) 
 
 Primary Care Providers 
Projected shortage of Primary Care Providers  
by 2020. (2) 
  

Increasing Caseloads and Decreasing Providers 
Create a Fractured Delivery Landscape 

* HealthHIV calculation based on 2009 CDC estimates of 
45% of people living with HIV that are uninsured. 

 

1 - Carmichael, K. et al. Averting a Crisis in 

HIV Care: A Joint Statement of the American 

Academy of HIV Medicine (AAHIVM) and the 

HIV Medicine Association (HIVMA) On the 

HIV Medical Workforce. 2009. Accessed July 

2012. 

2 - U.S. Department of Health and Human 

Services. Health Resources and Services 

Administration, HIV/AIDS Bureau. HRSA 

CAREAction Newsletter: Workforce Capacity 

in HIV.  

http://hab.hrsa.gov/newspublications/careacti

onnewsletter/april2010.pdf. Created April 

2012. Accessed October 15, 2012. 

3 - HealthHIV. 2nd Annual State of HIV in 

Primary Care Survey.   

  

http://hab.hrsa.gov/newspublications/careactionnewsletter/april2010.pdf
http://hab.hrsa.gov/newspublications/careactionnewsletter/april2010.pdf


 WHY INTEGRATION? 



– Journal of Urban Health: Bulletin of the New York Academy 

of Medicine 

– Discussed the need for new models in HIV Care delivery 

– Includes discussion of need for new primary care models 

– Transition to chronic disease management, health disparities, 

and workforce shortages are driving the need for new 

models  

 

30 

Chu, C. & Selwyn, P. (2011) An Epidemic in Evolution: The Need for New Models of HIV Care in the Chronic Disease Era  

Journal of Urban Health: Bulletin of the New York Academy of Medicine, 88(3), 556-566. 



 



 

32 

http://nymag.com/health/features/61740/ 



 



Stages of Engagement in HIV Care 

MMWR December 2, 2011 / 60(47);1618-1623 



MMWR (60) 2011 



In 2006, the CDC expanded screening recommendations to all 
persons aged 13-64 1 
 

USPSTF recently submitted draft recommendations for all adolescents 
and adults ages 15-65 2  
 
More funding for testing and more diagnoses made (many times in 
high volume settings i.e. emergency departments) 
 
Patients with HIV are also moving from urban to rural areas where 
specialty care access may be limited   
 
Trained HIV specialists (MD, PCPs, ID, Midlevel Providers) are not 
readily available in many areas (what is a “specialist”?) 
 

 
 

1Institute of Medicine (2011). HIV Screening and Access to Care: Health Care System Capacity For Increasing HIV Testing and Provision of Care.   

Accessed October 31, 2012 from http://www.iom.edu/Reports/2011/HIV-Screening-and-Access-to-Care-Health-Care-System-Capacity-for-Increased-HIV-Testing-

and-Provision-of-Care.aspx   
2USPSTF Screening for HIV: U.S. Preventive Services Task Force Recommendation Statement DRAFT (2012)  Accesed 11/22/12 from 

http://www.uspreventiveservicestaskforce.org/draftrec.htm  

   



Patients are presenting with high complexity 
given longer survival times, medical co-
morbidities, and late diagnosis 
 
Now a chronic care issue Specialists are 
confronted with complex co-morbidities 
and PCPs are confronted with specialty ID 
issues 
 
HIV-positive patients often need other 
specialty involvement (i.e. GI, Surgery, 
Endocrine, Pulmonary, Colo-rectal etc…) 
 
 



Factors Supporting HIV Integration in CHCs 

• External Factors 

– HIV prevalence  

– Need for more 

Providers  

– Funding 

– Federal, State & 

Local prioritization 

– Mentorship and 

technical 

assistance 

support 

 

 

• Internal Factors 

– Motivated 

Leadership (Board 

& CEO) 

– Motivated 

Clinicians 

– HIV experienced 

Clinicians 

– Desire to provide 

comprehensive 

HIV Care 

 



• Restricting  

– Lack of Providers  

– Geography 

– Competition between sites 

– Lack of funding 

– Inadequate access to mentorship and technical 

assistance 

 

 



MAKING INTEGRATION HAPPEN:  

EXPLORING EXISTING MODELS FOR HIV 

CARE DELIVERY 



Gallant J E et al. Clin Infect Dis. 2011;cid.cir689 

© The Author 2011. Published by Oxford University Press on behalf of the Infectious Diseases 

Society of America. All rights reserved. For Permissions, please e-mail: 

journals.permissions@oup.com. 
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Richmond Memorial Health Foundation http://pcmh.webexone.com/login.asp?loc=&link= 



• Model for care delivery 
– PCMH 

– RW Care 

– Chronic Care Model 

• Strategies for Integration (need multiple 
strategies) 
– Capacity Building 

– Performance Improvement 

– Clinical training  

– Level setting 



1. Recruiting and targeting health centers in        

high need areas 

2. Providing Organization-Wide Training 

– Performance Improvement  

– HIV Clinical Training and Mentoring 

3. Engaging continuously through distance 

learning  

– HealthHIV’s HIV Primary Care Training Platform 



• Micro targeting based on Data 

– HIV% in minority populations, unmet need, 

poverty, % minority pop, educational 

attainment 

• Assessing the environment 

– Ryan White engagement in areas of need 

– State Primary Care Association support  

– State and local initiatives supporting 

integration 

– Funding opportunities supporting integration  

 

 

 

 

 

 

 

 



Goal of CBA to CHCs:  
Increase access to comprehensive HIV care for ethnic 

and racial minority communities severely impacted by 

HIV by developing the organizational capacity of health 

centers that are not directly funded through the Ryan 

White Program 

 
47 





Introductory Stage 

•Sporadic or no HIV testing , with little testing infrastructure and no HIV care available 
onsite  

Foundation Stage 

•Provide HIV Testing (routine or targeted) but no medical management for patients 
with positive test results 

Stage 1 

•Onsite management of stable HIV-positive patients who are ARV naive or on 1st line 
ARV therapy, and management of common complaints. 

Stage 2 

•Onsite management of HIV-positive patients on 2nd line therapy and/or those with 
opportunistic infections or advanced HIV disease.    

Stage 3 

•Onsite management of complex HIV-positive patients on 3rd line or salvage therapy 
and/or with complex opportunistic infections, and/or the need for PMTCT 



Introductory HIV Care :  

No onsite HIV testing or sporadic (not routine or targeted) testing available, but no 

medical management for HIV-positive patients  

 

External HIV Care 
HIV testing, (routine or targeted), but no medical management for HIV-positive patients 

  

Collaborative HIV Care 
HIV Care within primary care with extensive collaboration and consultation from clinical 

mentor 

 

Supported HIV Care 
HIV care within primary care supported by consultation with clinical mentor as needed   

 

Comprehensive HIV Care Management 
HIV and primary care fully integrated for management of complex co-morbid 

conditions, PMTCT, and complex OIs. Access consultation from clinical experts as 

needed 

 



External HIV Care 

•Foundation 

•Provide HIV testing 
(routine or 
targeted) but no 
medical 
management for 
patients with 
positive test results 

Collaborative HIV 
Care 

•Stage 1 

•Onsite HIV care 
integrated with 
primary care 
through extensive 
consultation from 
clinical mentor for 
initiation of ARV 
regimen and for 
management of 
more complex 
patients 

Supported HIV Care 

•Stage 2 

•Onsite HIV care 
integrated with 
primary care, 
supported by 
consultation with 
clinical mentor as 
needed for 
management of 
treatment failure 
and/or co-morbid 
conditions 
complicated by HIV 
disease and/or 
treatment 

Comprehensive HIV 
Care Management 

•Stage 3 

•Onsite integrated 
HIV care with 
primary care, 
including 
management of 
complex co-
morbid conditions, 
PMTCT, and 
complex OI's with 
access to 
consultation from 
clinical mentors as 
needed 

Introductory HIV Care HIV Primary Care 



External HIV Care 

•Foundation 

•Provide HIV testing 
(routine or 
targeted) but no 
medical 
management for 
patients with 
positive test results 

Collaborative HIV 
Care 

•Stage 1 

•Onsite HIV care 
integrated with 
primary care 
through extensive 
consultation from 
clinical mentor for 
initiation of ARV 
regimen and for 
management of 
more complex 
patients 

Supported HIV Care 

•Stage 2 

•Onsite HIV care 
integrated with 
primary care, 
supported by 
consultation with 
clinical mentor as 
needed for 
management of 
treatment failure 
and/or co-morbid 
conditions 
complicated by HIV 
disease and/or 
treatment 

Comprehensive HIV 
Care Management 

•Stage 3 

•Onsite integrated 
HIV care with 
primary care, 
including 
management of 
complex co-
morbid conditions, 
PMTCT, and 
complex OI's with 
access to 
consultation from 
clinical mentors as 
needed 

Introductory HIV Care HIV Primary Care 

Staged  

Training  

for Engaging   

Providers 



• It is a framework for Integration of HIV Care into primary 

care 

• It is a classification model for CHC’s based on two 

systems, Clinical Stages of HIV Care and Integration 

Models 

• It allows sites progress from one step(where they entered 

the project) to the next step (where they could be after 

clinical training and practice transformation efforts) 

• It provides a stepwise approach to developing capacity 

building around HIV care 

 

 



• Reflects where CHCs and clinicians fall in HIV 
Care delivery spectrum 

• Establishes a framework for graduated, 
progressive integration 

• Advances training and HIV care delivery 
through an interdisciplinary, whole-site 
approach to care 

• Creates benchmarks supporting evaluations 
and measurement 

• Enhances and builds upon the CHCs existing 
internal capacity for providing HIV care 



• HIV-positive patients will benefit 
from receiving care in patient 
centered environments (primary 
care or specialty care) 

• Whole-site assessment and 
implementation is key 

• Ryan White Care highlights similar 
strategies for patient centered 
care and a holistic approach 

• PCMH is a patient centered model 
of care with applicability to HIV 

• Chronic Care Model values the 
system and patient empowerment 

• HealthHIV STEP Model provides a 
framework for HIV integration into 
primary care  

Mastering the Models 



CAPACITY BUILDING AND 

CLINICAL TRAINING TO FACILITATE 

INTEGRATION 



Needs 
Assessment 

Level-Setting 

Clinical 
Training Plan 

and PI 
Workplan 

Development  

Participate in 
Training 

Materials 
Evaluation 



•Assessment of organizational systems, processes and 
attitudes 

•Whole-site HIV Training Needs Assessment 

•Individualized Self-Assessments for providers in multiple 
disciplines.   

Assessing & Staging 

•PDSA: Process for Improvement   

•Maximizing Revenue 

•HIV Training Package 

•Group & Individual Training Plans 

Laying the Foundation  

for Integration 

• QI: PDSA HIV Testing/Core Clinical Indicators 

• ACCESS: Cultural Competency & Confidentiality 

• Patient Recruitment & Retention 

• Clinical Training Plan Monitoring & Evaluation  

• Distance & Onsite Training 

• Mentoring 

Supporting HIV Integration 

•Building Collaborations for Sustainability 

•Population Management 

•Expanded Appointment Access 

•Continued Clinical Training & Education 

Sustaining HIV Care in 
Primary Care 



Needs 
Assessment 

Level-Setting 

Clinical 
Training Plan 

and PI 
Workplan 

Development  

Participate in 
Training 

Materials 
Evaluation 







Needs 
Assessment 

Level-Setting 

Clinical 
Training Plan 

and PI 
Workplan 

Development  

Participate in 
Training 

Materials 
Evaluation 



Introductory Stage 

•Sporadic or no HIV testing , with little testing infrastructure and no HIV care available 
onsite.  

Foundation Stage 

•Provide HIV Testing (routine or targeted) but no medical management for patients 
with positive test results 

Stage 1 

•Onsite management of stable HIV-positive patients who are ARV naive or on 1st line 
ARV therapy, and management of common complaints. 

Stage 2 

•Onsite management of HIV-positive patients on 2nd line therapy and/or those with 
opportunistic infections or advanced HIV disease.    

Stage 3 

•Onsite management of complex HIV-positive patients on 3rd line or salvage therapy 
and/or with complex opportunistic infections, and/or the need for PMTCT 



Introductory HIV Care :  

No onsite HIV testing or sporadic (not routine or targeted) testing available, but no 

medical management for HIV-positive patients,  

 

External HIV Care 
HIV testing, (routine or targeted), but no medical management for HIV-positive patients. 

  

Collaborative HIV Care 
HIV Care within primary care with extensive collaboration and consultation from clinical 

mentor. 

 

Supported HIV Care 
HIV care within primary care supported by consultation with clinical mentor as needed.   

 

Comprehensive HIV Care Management 
HIV and primary care fully integrated for management of complex co-morbid 

conditions, PMTCT, and complex OIs. Access consultation from clinical experts as 

needed. 

 



External HIV Care 

•Foundation 

•Provide HIV testing 
(routine or 
targeted) but no 
medical 
management for 
patients with 
positive test results 

Collaborative HIV 
Care 

•Stage 1 

•Onsite HIV care 
integrated with 
primary care 
through extensive 
consultation from 
clinical mentor for 
initiation of ARV 
regimen and for 
management of 
more complex 
patients 

Supported HIV Care 

•Stage 2 

•Onsite HIV care 
integrated with 
primary care, 
supported by 
consultation with 
clinical mentor as 
needed for 
management of 
treatment failure 
and/or co-morbid 
conditions 
complicated by HIV 
disease and/or 
treatment 

Comprehensive HIV 
Care Management 

•Stage 3 

•Onsite integrated 
HIV care with 
primary care, 
including 
management of 
complex co-
morbid conditions, 
PMTCT, and 
complex OI's with 
access to 
consultation from 
clinical mentors as 
needed 

Introductory HIV Care HIV Primary Care 

Staged  

Training  

for Engaging   

Providers 



Needs 
Assessment 

Level-Setting 

Clinical 
Training Plan 

and PI 
Workplan 

Development 

Participate in 
Training 

Materials 
Evaluation 



 

• Initiated with on-site intensive training session (approx. 4 
hours) for providers and nurses 

• Multidisciplinary and Interdisciplinary sessions  
– Approx. 1 hour a month 

• Available for: 

– Foundations 

– LVN/LPN/MA 

– RN 

– Providers (MDs, DOs, NPs, PAs)  

• Covers a specific number of learning proficiencies 

– Those proficiencies not covered in group training 
should be covered by individual learning 







• Supplements group training activities 

• Self-directed 

• Self-Paced 

• Utilizes information gleaned from Self-

Assessments 

• Allows the provider/clinician to target their 

learning based off perceived needs and 

prior training or knowledge 

 

 





• HIV reporting 

• HIV testing 

• HIV quality improvement 

• HIV-related stigma among non-clinician 

staff and  

• HIV revenue maximization 



Self 
Assessment 

Level-Setting 

Clinical 
Training Plan 

and PI 
Workplan 

Development  

Participate in 
Training 

Materials 
Evaluation 



• Offers stage-based, manageable, self-

contained learning proficiencies, which 

correspond to particular clinical topics in 

HIV prevention, care and treatment.  

 

• Developed by HealthHIV clinical staff and 

delivers distance-based, learning content 

to prescribing providers and nursing 
disciplines (including unlicensed assistive 

personnel).  



• The HIV Primary Care Training Platform includes 

the following:  

– Self-Assessments 

– Curriculum Menus 

• Core and supplemental learning resources 

for each level of care team and each stage 

of HIV integration 

• These resources are grouped into specific 

“HIV Learning Proficiencies” 

• Learning proficiencies correspond specific 

topics around HIV Care 
 

 





Current Available Curriculum Menus 
Include: 
• Foundation Stage 

• Providers (MD, DO, PA, NP, APRN) 

• Stage 1: Part 1 & 2 

• Stage 2 

• Stage 3 

• RN Part 1& 2 

• LPN/LVN/MA  

  





• Designed by practicing HIV-providers 

• Uses select existing materials relevant to all 

levels of learner (providers new to HIV and 

more experienced clinicians) 

• Vetted through providers across the country  

• Based on distance education and adult 

learning needs, specific to medical 

education 

• Structured to facilitate ongoing updates 

 

 

 



• Accessible through online learning 

platform 

• Password Protected 

• Available to providers 24 hours a day, 7 

days a week 

• Technical assistance around user 

experience and accessibility is provided 

• Content is accessible to all users across 
the spectrum of providers 

 





• Self-assessments from individual providers 

• Monitoring and tracking learner 

engagement in online training activities   

• Evaluations of live “intensive training” 

sessions 

• Completion of CME activities  

• Self-reassessment after training is 

completed 





 



 

 

• Increases the number of providers and sites with the 
capacity to provide quality HIV care 

 

• Focuses on areas of highest unmet need 

 

• Identifies and implements mentoring models 

 

• Disseminates and communicates approach (best 
practices, models) to guide workforce efforts 



 

• National mentoring initiative pairing HIV 
experts with providers interested in 
expanding their HIV care 

• Guided by National Steering Committee  
of HIV experts 

• Focused in areas of greatest need utilizing 
GeoMapping 

• Includes a residency program  

• Utilizes multiple mentoring models 









Healthcare crisis: not 

enough specialists for the 

poor 
 

With months-long waits for Medi-Cal 

patients to see specialists, some turn to 

emergency rooms — exactly what 

healthcare reform is banking on 

avoiding. 
 

By Anna Gorman, Los Angeles Times 

Latimes.com, November 2012 

 

http://www.latimes.com/health/la-me-clinic-

specialists-20121216,0,5635001.story 

 

http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
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http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story
http://www.latimes.com/health/la-me-clinic-specialists-20121216,0,5635001.story


Are Primary Care Doctors a Vanishing Breed? 

By Kathleen Doheny 

WebMD Health News Reviewed by Louise Chang, MD 

 

Dec. 4, 2012 -- Doctors who practice general internal 

medicine, known as internists, may be a vanishing breed, 

according to a new study. 

 

In the new research, few medical residents in general 

internal medicine programs say they plan to pursue that 

career path. Instead, they plan to become specialists. 

 

http://www.webmd.com/news/20121129/primary-care-

doctors-vanishing 

 

Salary growth lagging for primary care doctors 

By Genevra Pittman 

NEW YORK | Tue Nov 27, 2012 4:12pm EST 

 

(Reuters Health) - Despite rising spending on health care in the 

United States, primary care doctors don't seem to be reaping the 

rewards on their paychecks, a new study suggests. 

 

The findings could have implications for what some predictions say will be 

a primary care shortage in some parts of the country in the coming years. 

 

http://www.reuters.com/article/2012/11/27/us-primary-care-doctors-salary-

idUSBRE8AQ1A220121127 

 

http://www.webmd.com/news/20121129/primary-care-doctors-vanishing
http://www.webmd.com/news/20121129/primary-care-doctors-vanishing
http://www.webmd.com/news/20121129/primary-care-doctors-vanishing
http://www.webmd.com/news/20121129/primary-care-doctors-vanishing
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Seven (7) Mentoring Models Used in the HIV Workforce Capacity Building Initiative 
 

Model Name Description CHC 

Applicable? 

Residency 

Applicable? 

Dyadic Personal Mentoring 

Program 

Pairs a junior faculty member with a senior faculty mentor in 

a one-to-one mentoring relationship for 2 years 

Yes Yes 

The Mentor’s Model Intended to develop independence, initiative, improved 

thinking, skills, and self-reflection over fifteen 1-hour 

meetings. 

Yes Yes 

Collaborative Mentoring 

Program 

A collaborative or peer-group faculty medical school 

mentoring program comprising of an 80-hour program 

spanning eight months. 

No Yes 

Community Care Continuum Model for integration of HIV care into the primary care 

setting for community health centers (CHCs) by providing 

capacity building services through an HIV training package 

and practice transformation supported by clinical training. 

Yes No 

Co-Management Model A physician from the AETC visits an HIV clinic to discuss 

difficult or complicated cases with the new HIV provider and 

using hands-on training in order to improve quality of care 

given to HIV+ patients. 

Yes No 

E Mentoring A computer mediated, mutually beneficial relationship 

between a mentor and a protégé that is often boundary 

less, egalitarian, and qualitatively different than face-to-

face mentoring. 

Yes Yes 

Community Health Center 

Mentoring Model  

Enhances the mentee and their CHC's existing capacity for 

providing HIV care via progression of the CHC through 

HealthHIV's model for integration of HIV care into the 

primary care  

Yes No 



Mentoring a Latina Provider in an urban 
Latino community 

Mentoring African-American Providers in an African-American urban setting 



Professional Satisfaction – 

•“Working with persons living with HIV most interpersonally and 
intellectually satisfying...  Sharing experience with colleagues is 
source of great joy. “ 
•“Chance to share my hard earned expertise in HIV medicine” 

 

Expanding Skills and Career – 

•“…expertise in adolescent and pediatric HIV.  As my patient 
population ages out of the pediatric clinic…looking for additional 
ways to utilize my expertise”  

•“My job security and maintaining my HIV career focus  

 

Building Capacity of PCPs –  
•“in community medicine…ability to share my enthusiasm with those 
who might want to delve in the field but who might otherwise be 
intimidated.“ 
•“Help others become experienced HIV healthcare providers”  

 



Expanding Access to Quality Care –  

•“Work within a larger community of practice to share the 

expertise…and commitment to caring for persons with HIV.   

•“Improve access to high quality in rural and low prevalence 

settings, where access to high volume HIV specialty clinics is limited 

.” 

•“…with more providers treating HIV patients, we can decrease 

transmission, and more patients will be in care.” 

•“Opportunity to be champion for local integration of HIV care into 

primary care” 

•“..make HIV/AIDS care part of routine primary care management” 

 

 



Expanded Access and Workforce 

•“Ability to provide service to the local community” 

•“Develop HIV treatment program at St Catherine's Hospital” 

 

Increased Clinical Skills and Confidence 

•“Gain new insights in HIV diagnosis and treatment” 

•“Gain confidence in treating HIV” 

•“Increase knowledge on current treatment options” 

•“Understand and address complications with co-morbidities in 
PCP care setting” 

•“Develop expertise in managing complicated patients” 

 

Enhancing Skills and Knowledge 

•“Reinforce and refresh my core knowledge” 



Expanding the HIV Workforce 

•“Becoming a local HIV provider” 

•“Already being a PCP provider in a FQHC” 

•“Serving as a resource person to NP if ID doc unavailable” 

•“Introducing Family docs to the program” 

 

Increasing Diversity 

•“Bringing cultural diversity to the workforce – more providers of color”  

 

Ongoing Interest in HIV 

•“Eagerness to expand on knowledge of HIV” 

 

 





Needs 
Assessment 

Level-
Setting 

Advancing 
into the 

curriculum 

Participate 
in Training 
Materials 

Evaluation 



Stages of Engagement in HIV Care 
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Tier One : TESTING AND LINKAGE TO CARE 

• # individuals at CHC eligible for HIV test using CDC 

criteria 

• #/% eligible individuals offered HIV test 

• #/% individuals who test HIV positive and receive test 

result 

• #/% of newly diagnosed HIV positive patients who were 

linked to care within 3 months of diagnosis 
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# individuals at CHC 
eligible for HIV test using 
CDC criteria 

#/% eligible individuals 
offered HIV test 

#/% individuals who test 
HIV positive and receive 
test result 

# of tests 
performed in 

reporting 
period  
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•#/% of newly diagnosed 
HIV positive patients who 
were linked to care within 3 
months of diagnosis 

# of newly 
identified HIV-

positive 
patients 

identified in 
reporting 

period 



TIER 2: RETENTION IN CARE 

A) #/% unduplicated HIV-positive patients currently enrolled 

in your CHC 

B) #/% of unduplicated HIV-Positive patients with one or 

more HIV-related medical visit in the reporting period 

C) #/% of ALL HIV patients who receive one or or more CD4 

T cell counts in the reporting period 

D) #/% of ALL HIV patients receive one or more VL tests in 

measurement year 

E) #/% patients with HIV on ART and have VL below level of 

detection according to assay used (VL= 50-200)  
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Medical 
visits, 

virologic 
testing, 

CD4 count 
monitoring 

Medical 
visits, 

virologic 
testing, CD4 

count 
monitoring, 

viral 
suppression 



QUESTIONS? 



HEALTHHHIV 

2000 S STREET NW 

WASHINGTON, DC 20009 
www.HealthHIV.org 

202-232-6749 


