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*This slide set is a companion to the Executive Summary report.

** A complete NYLinks evaluation dissemination slide set and 
GIS maps are also available.  
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NYLinks Regional Group Maps
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NYLinks Regions and HIV/AIDS Prevalence by County 
of Residence at Diagnosis: New York State, 2013
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Western NY Regional Group, 2013 
Newly Diagnosed HIV Cases by County of Residence at Diagnosis

Buffalo sites: American Red Cross, ECMC, Evergreen Health, Kaleida Health

Rochester sites: Action for a Better Community/Action Front Center, Anthony Jordan, 

Catholic Charities, Huther-Doyle, Monroe Co. HD, Trillium Health, URMC-Strong Memorial
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Mid and Lower Hudson Valley Regional Group, 2013 
Newly Diagnosed HIV Cases by County of Residence at Diagnosis

Hudson Valley Sites:

Catharine St. Community Center

Dutchess Co. DOH

Family Services of Westchester

Greater Hudson Valley Community HC

Hudson River Healthcare

Hudson Valley Community (ARCS)

Legal Services of the Hudson Valley

Middletown Community HC

Mount Vernon Community HC

Mount Vernon Hospital

Open Door

Orange Co. DOH

Pathstone

Putnam Co. Health

Rockland Co. DOH

St. Johnôs Riverside/Hope Center

Sullivan Co. PHS

TOUCH

Ulster Co. DOH

Westchester Co. DOH

Westchester Med. Center/AIDS Care Center
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HIV Diagnosis Rates by UHF Neighborhood of 
Residence:  New York City, 2013
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Facility-based Measures

8



Facility-level Measure Definitions
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Linkage to care 
among newly 
diagnosed persons

Percentage of newly diagnosed persons in the reporting 
period who had their first HIV clinical care visit within 30 days 
of the date of their confirmatory HIV test result

Retention

Percentage of patients with at least one HIV clinical care visit 
during the first six months of the 24-month measurement 
period, who had at least one HIV clinical care visit in each 6-
month period of the remaining 18 months of the 
measurement period with a minimum of 60 days between 
HIV clinical care visits  

New patient 
retention

Percentage of new patients who have their initial HIV clinical 
care visit during their first four months of the 12-month 
measurement period who had an HIV clinical care visit in 
each of the subsequent 4-month periods in the measurement 
period



Facility-level Measure Definitions
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Clinical engagement

Percentage of active HIV clients/patients with a supportive 
service visit, general medical, or dental visit during the 
reporting period who have a documented or self-reported 
HIV clinical care visit within the prior 6-months

New client clinical 
engagement 

Percentage of new clients/patients without an HIV clinical 
care visit within the 6 months prior to enrollment that 
subsequently have an HIV clinical care visit within 30 days of 
enrollment/first visit in the supportive service, general 
medical or dental program



Definition: New Patient Retention (2b)
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ÅProportion of new patients retained in care over one year 
ÅRetained is defined as the proportion of new patients who had 
ŀǘ ƭŜŀǎǘ ƻƴŜ IL± ŎƭƛƴƛŎŀƭ ŎŀǊŜ Ǿƛǎƛǘ ƛƴ ŜŀŎƘ пπƳƻƴǘƘ ǇŜǊƛƻŘ ƻŦ ǘƘŜ 
measurement period



RochesterτNew patient retention (2b): proportion of 
new patients retained in care over one year
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* Each data point represents the aggregate bi-monthly data submission from Aug 2012-Jun 2015 

Data Source: NYLinks facility-level measures, updated: June 23, 2015
12



Definition: Patient Retention (2a)
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ÅProportion of patients with at least one HIV clinical care visit 
ŘǳǊƛƴƎ ǘƘŜ ŦƛǊǎǘ ǎƛȄ ƳƻƴǘƘǎ ƻŦ ǘƘŜ нпπƳƻƴǘƘ ƳŜŀǎǳǊŜƳŜƴǘ 
period
ÅHad ŀǘ ƭŜŀǎǘ ƻƴŜ IL± ŎƭƛƴƛŎŀƭ ŎŀǊŜ Ǿƛǎƛǘ ƛƴ ŜŀŎƘ сπƳƻƴǘƘ ǇŜǊƛƻŘ 
ƻŦ ǘƘŜ ǊŜƳŀƛƴƛƴƎ муπƳƻƴǘƘǎ ƻŦ ǘƘŜ ƳŜŀǎǳǊŜƳŜƴǘ ǇŜǊƛƻŘ 

ÅA minimum of 60 days between the first medical visit in a 
сπƳƻƴǘƘ ǇŜǊƛƻŘ ŀƴŘ ǘƘŜ ƭŀǎǘ ƳŜŘƛŎŀƭ Ǿƛǎƛǘ ƛƴ ǘƘŜ ǎǳōǎŜǉǳŜƴǘ 
сπƳƻƴǘƘ period



HudsonτRetention in care (2a): proportion of patients 
retained in care over 24 months
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* Each data point represents the aggregate bi-monthly data submission from Apr 2014-Jun 2015

Data Source: NYLinks facility-level measures, updated: June 23, 2015

Eligible patients
Sites reporting



NYLinks/SPNS Linkage and Retention 
Interventions
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NYLinksIntervention Sites

Intervention Organization Location
Intervention

Start Date

# of patients  

reached by

intervention

Peer Support Brooklyn Path NYC 11/21/14 37

Harlem Hospital NYC 11/10/14 37

Hudson River Healthcare MH/LH 11/1/14 10

North Shore University Hospital LI 11/1/14 95

Appt. Procedures Anthony Jordan WNY 11/15/14 150

Elmhurst NYC 11/11/14 250

Evergreen WNY 9/15/14 700

Jamaica Hospital NYC 9/26/14 100

Open Door MH/LH 3/1/14 50

{ǘΦ WƻƘƴΩǎ wƛǾŜǊǎƛŘŜMH/LH 12/1/14 110

ARTAS Harlem United NYC 11/3/14 2*

Iris House NYC 10/1/14 4

Kaleida²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 

Hospital
WNY 11/17/14 6

Total 
1,551 persons

reached

Process measure data. Data submitted through 7.6.2015. Some sites are behind in data submissions. 

Location: UM=Upper Manhattan , LI=Long Island, MH/LH=Mid and Lower Hudson, WNY=Western New York

*Harlem United has temporarily ceased implementation of the intervention since January 2015. 
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