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INTRODUCTION
• In 2015 Broward County had the second highest 

diagnosis of (HIV) infection.
• The highest prevalence rate of diagnosed HIV in the 

United States (US). 
• In 2015, there were 657 reported new HIV infections

– 87% linked to care 
– 68% of the estimated 19,585 individuals living with 

HIV are currently retained in care in Broward 
County.



DESCRIPTION
• PROACT was created in October of 2012

– Linkage to Care Coordinators 
– One MDOT Nurse
– Peer Navigator

• In June 2013 added the Perinatal Program
• In July of 2014 FDOH Broward Country launched the 

inaugural HIV DIS program the first in the State of Florida. 
• In January 2017 added Peer Navigators 
• In May 1st, 2017 added “Test & Treat” with Linkage and Re-

engagement Specialists (LRS).
• In June 2017 will add PrEP Navigators 



Referrals
• DOH- Contracted Providers
• CBOs
• HIV care Providers
• Local Ryan White Part A
• EHARS





HIV DIS
• They research individuals that are out of care.
• Provide service to all HIV + individuals that reside 

in Broward County.
• They provide field visits when clients do not answer 

phones.
• They inform the HIV/AIDS organization with 

outcomes of the clients lost to care.
• ADAP/Pharmacy DIS see over 100 clients a month.
• The other two HIV DIS see about 40 cases a month. 



Linkage Coordinators
• Referrals are received from the STD 

program, HIV DIS, and community 
organizations.

• Eligibility is that your are HIV +.
• Provide transportation and/or bus passes.
• Each Linkage staff sees around 30-40 

clients a month.
• Clients are documented on the DOH and 

PE database.



PEER Navigators

• Referrals for basic needs
• Transport clients to the provider.
• Educates clients on HIV and 

medication compliance.
• Add clients to HPCC database



Linkage and Re-engagement 
Specialists (LRS)

• Referrals from STD and/or service providers of a new 
diagnosis or lost to care.

• Appointments made to see a provider the same day.
• Transport client to provider.
• Facilitate access to the medications.
• Follow up appointments are made.
• Client is followed for one year.
• Documentation of CD4 and VL at baseline and at closure.
• Clients added to DOH and PE database.



Lessons Learned

• Establishing PROACT has facilitated the 
provision of seamless services.

• PROACT can improve outcomes across the 
HIV Continuum of Care

• Monitoring outcomes across the continuum is 
necessary to be able to evaluate program 
effectiveness. 



Recommendations
• A comprehensive linkage, retention, re-engagement 

and adherence program should be established.

• Specialized positions within a program such as 
PROACT facilitate the effective provision of services.

 
• The utilization of a tailored data-base is part of the 

necessary program infrastructure.
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