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Universal, Selective, and Indicated HIV Prevention Interventions 
 
 

In Colorado, the vision for HIV prevention and care is depicted in Figure 1.  Note that the prevention services are on 
the left side of this diagram, with HIV testing at the center, acting as the transition point to HIV care services on the 
right side of the diagram. 
 

Figure 1 – The Colorado Model for HIV Prevention and Care 
 

 
This Colorado Model classifies HIV prevention into three categories, which are further described below. 
 
Universal Interventions 

These interventions are delivered to broad populations without consideration of individual differences in risk 
for HIV. They address the general public or a segment of the entire population with average or less than 
average probability of becoming infected with HIV.  Universal interventions also reach people at higher levels 
of risk, but these interventions are not tailored specifically for higher risk populations. 

Selective Interventions 
These interventions address specific sub-populations whose HIV-related risk is significantly higher than average, 
either imminently or over a lifetime. They are delivered to sub-groups of individuals identified on the basis of 
their membership in a group that has an elevated risk for becoming infected with HIV or transmitting HIV to 
others.  

Indicated Interventions 
These interventions address specific individuals who have known, identified risk factors that enhance the risk of 
negative HIV outcomes (such as HIV transmission, lack of access to health care, and not achieving viral 
suppression). These risk factors include history of trauma and stigma, co-occurring mental health or substance 
use problems, poverty, homelessness, and general lack of health-promoting psychosocial support. 
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Matching the intensity of the intervention to the intensity of the need 
 
Another way to depict the continuum of HIV prevention interventions, and the interaction between them, is shown in 
Figure 2.  At the left side of this “funnel” are very broad strategies that deliver messages to large groups of people, 
including the general public. If designed effectively, such “universal” strategies generate prevention benefit; some 
people will change if they receive accurate information, from a credible source, along with motivational messages. In 
other cases, the broad messages lead people with higher risks to seek out more intensive support. The next stage, 
“broad appeal selective interventions,” are designed to be easy to access and require minimal commitment of time 
and effort for participants. Again, for some people, these “broad appeal” interventions are sufficiently intense to be 
protective; for other people, such interventions are just an “entry point” to more intensive services that better match 
their needs.  An example would be a man attending a forum on gay health that helps him to recognize his challenges 
around social isolation.  The forum motivates him to enroll in a program to build relationship skills. Another example 
would be a woman attending an event on family health where she completes a self-assessment on alcohol use and 
decides to make an appointment for one-on-one counseling about treatment options. As with previous stages in the 
“funnel,” evidence based behavioral programs might be sufficient to be protective for some, but fail to meet the 
needs of a smaller subset of attendees.  Continuing the example, the man with social isolation issues might meet one-
on-one with a prevention counselor, screen positive for depression, recognize how this condition is driving his HIV risk, 
and decide to seek depression treatment and HIV pre-exposure prophylaxis. The woman with alcohol issues might 
similarly recognize the connection between her drinking and her ongoing risk and decide to seek help to prevent her 
progression to alcoholism. For participants such as these, there is a transition to the most intensive “indicated” 
interventions, such as biomedical models and clinical services. 
 
Typically, there is a screening process that helps match participants to the level of service that best matches their 
need, regardless of their “entry point” in the HIV prevention system. Some participants may move linearly from one 
stage to another, as in the examples; other participants may immediately recognize their need for an indicated 
intervention and go directly to the type of service that meets that need. For example, a PWID may go directly to a 
syringe support program or a sexually active MSM may read an advertisement about PrEP and go directly to a 
prescriber. 

 
CDPHE believes that the most effective HIV prevention system for the state will include all three types of HIV 
prevention, plus HIV testing.  In addition, CDPHE believes that linking PLHIV to care and assisting them to achieve and 
sustain viral suppression is beneficial to personal health and also prevents HIV transmission.  Therefore, HIV prevention 
includes an active interface with HIV care services when clients are out of care.  

Figure 2 ‐ A Continuum of HIV Prevention Services 
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PrEP Programs 
 
 
Consistent with the overall Colorado Model, CDPHE believes that pre-exposure prophylaxis will only achieve its full 
potential for HIV prevention if it is supported by a continuum of PrEP-related services 
 
PrEP Marketing (a broad-based selective intervention) 
 

PrEP Marketing utilizes appropriate marketing channels (including print, electronic, and social media) to 
motivate interest and action among people who are highly prioritized for PrEP.  These services should convey 
medically and scientifically accurate information while also providing the means by which people can take 
further action, such as accessing another PrEP service (education, screening, navigation, retention) or talking 
to a medical provider. 

 
PrEP Outreach (a broad-based selective intervention) 
 

PrEP Outreach services are meant to reach people who in community settings and provide one-on-one 
encounters to motivate interest and action.  These services should convey medically and scientifically accurate 
information while also providing the means by which people can take further action, such as accessing another 
PrEP service (education, screening, navigation, retention) or talking to a medical provider. 

 
PrEP Education (a broad-based selective intervention) 
 

PrEP Education services are meant to provide medically accurate, understandable information that enables 
people to make informed decisions about PrEP. PrEP Education should be tailored to the specific needs of those 
who are at high risk of HIV infection who might benefit the most from PrEP. PrEP Education may be provided 
through group events or individual sessions. 

 
PrEP Screening and Navigation (an evidence-based, client-centered selective intervention) 
 

PrEP Screening and Navigation services are meant to assess the extent to which clients might benefit from PrEP 
(based on HIV risk), support clients making informed decisions about taking PrEP, assist clients to access 
financial resources to pay for PrEP-related costs, and actively refer clients to a PrEP prescriber. 

 
PrEP Retention (an indicated intervention) 
 

PrEP Retention is intended to support a client’s decision to access and remain adherent to PrEP through an 
assessment of PrEP-related needs, development of a PrEP Retention Plan, monitoring progress on the meeting 
of needs as described in the PrEP Retention Plan, and appropriately transitioning clients off of PrEP. When 
warranted, PrEP Retention links clients to significant additional resources, particularly the CDPHE Critical 
Events System for HIV Negative Clients. 

 
 
CDPHE recognizes that not all providers will have the resources or other support to provide all five PrEP Services. 
Therefore, the CDPHE model includes three tiers of PrEP Services:  Basic, Expanded, and Comprehensive.  Specific 
aspects of all three tiers are summarized in Table 1. 
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Table 1 – Summary of PrEP Service Levels 

 
 
Note:  Having services delivered in a convenient, non-stigmatizing environment has been identified as a critical factor 
in overcoming client barriers to accessing and remaining on PrEP. Therefore, when feasible, PrEP services should be 
provided in a “drop in center” setting, which includes but is not limited to: 
 

 A location that is convenient and welcoming for the target population; 
 Extended weekday and weekend hours, to accommodate clients who work during business hours; 
 Opportunities to overcome barriers to the required clinical testing.  For example, the ability to come in for 

blood draws that will be forwarded to the laboratory selected by the client’s medical provider; 
 Group educational events provided on-site; 
 Private space for individual education; 
 The ability to speak to knowledgeable staff on a “drop in basis”, 
 Availability of risk reduction supplies, such as condoms and lubricant; 
 A clearinghouse for services provided by other, collaborating agencies (either on-site or by referral). 

 
An ongoing, active advisory group representing the target population should inform the planning and implementation of 
this “drop in center”. 
 
 
 

  

Basic PrEP Service Level Expanded PrEP Service Level Comprehensive PrEP Service Level 

Broad-based selective interventions 

Outreach Outreach Outreach 

Group Education Group Education Group Education in a “drop in center” 
setting (see note below) 

 Individual Education Individual Education in a “drop in 
center” setting (see note below) 

  Marketing 

Client-centered, evidence-based intervention 

Navigation & Screening Navigation & Screening Navigation & Screening in a “drop in 
center” setting (see note below) 

Indicated intervention 

  Retention services in a “drop in center” 
setting (see note below) 



6 

 
Syringe Support Program (SSP) Services for PWID 
 
Recognizing changes occurring in HIV and HCV prevention and in the needs of persons who inject drugs, the CDPHE 
currently utilizes a three-tiered approach to SSP services for PWID:  Basic, Expanded, and Comprehensive.  Each tier 
provides different levels of service geared to the needs and readiness of the client.   
 
These three tiers of service for SSP PWID may be provided in health care or social service settings, in large institutions 
or small community-based organizations. An agency or program may be funded by CDPHE to provide one or more tiers. 
 
The Basic Service Level is a minimal program model intended to assist PWID with independence in risk-reduction 
decision-making and accessing services for their health-related and/or psychosocial needs.   Program components are 
designed to provide baseline risk reduction education, material distribution, and referrals to appropriate external 
resources related to healthcare, psychosocial needs, etc. This is typically the level of service provided by programs 
that are newly established or in the first few years of operation. 
 
The Expanded Service Level is a mid-level program model intended to serve PWID who may have more complex 
healthcare, substance use, and psychosocial needs. The model is designed to serve individuals who may require a 
longer time investment to stabilize their needs.  Expanded programs are also an appropriate service for clients who 
require a maintenance level of periodic support at the individual level. A deeper level of motivational interviewing is 
typically conducted with clients, in addition to the range of services offered by Basic programs.  This is typically the 
level of service provided by programs that have been in operation for several years. 
 
The Comprehensive Service Level is a fully-developed program model intended to serve PWID with multiple complex 
medical and nonmedical needs. Program components are designed to provide a wide range of medical and nonmedical 
services on-site.  The model is designed to serve individuals who may require assistance with access, utilization, 
retention and adherence to primary health care services.  At the comprehensive level, there is a recognition that some 
clients need ongoing case management support to actively engage in medical care and other health and human 
services, as well as medication assisted therapy for substance use. This is typically the level of service provided by 
programs that are well-established and highly experienced. 
 
Note that the service levels involve a variety of selective interventions, and the comprehensive service level includes 
indicated interventions. 
 
Specific aspects of all three SSP service levels are summarized in Table 2. 
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Table 2 – Summary of Services for PWID 
 

Service for 
PWID Description 

Basic 
Service Level 

Expanded 
Service Level 

Comprehensive 
Service Level 

Broad-based selective interventions 

Marketing 
Services 
for PWID 

Marketing Services for PWID utilize 
appropriate marketing channels 
(including print, electronic, and social 
media) to motivate interest and action 
among PWID.  These services should 
convey medically and scientifically 
accurate information while also 
providing the means by which people 
can take further action, such as 
utilizing syringe access. 

  Required 

Outreach 
for PWID 

Outreach involves one-on-one 
encounters with PWID in community 
settings that motivate interest and 
action in prevention programs.  
Outreach should convey medically and 
scientifically accurate information 
while also providing the means by 
which people can take further action, 
such as accessing another service, 
especially a syringe access program.  
It’s particularly necessary for PWID who 
do not normally seek services through 
traditional means. 

Required Required Required 

Education 
Services 
for PWID 

Education services for PWID are meant 
to provide medically accurate, 
understandable information that 
enables people to make informed 
decisions about avoiding injection-
related HIV infection and other 
conditions associated with injection 
drug use (such as infected wounds and 
overdose). PWID Education may be 
provided at the group or individual 
levels. 

Only Group 
Level 

Education is 
Required 

Both Group and 
Individual 

Level 
Education are  

Required 

Both Group and 
Individual 

Education are 
Required 

Client-centered, evidence-based intervention 

Syringe 
Access, 
Including 
Safe 
Disposal  

This service involves providing PWID 
with clean syringes and other injection 
equipment.  Its intent is to reduce HIV 
and HCV transmission; minimize unsafe 
disposal of used needles and syringes 
and used injection equipment; and 
provide PWID with information that 
empowers them to reduce the infection 
risks associated with drug use and 
improve their overall health and well-
being, including information about 
overdose prevention. 

 
Required 

 
Includes: 
 On-site HIV and 

HCV testing at 
least twice per 
month 

 Naloxone 
training and 
referrals 

 Quartery health 
coverage 
enrollment 
events 

 
Required 

 
Includes: 
 On-site HIV and 

HCV testing at 
least weekly 

 Naloxone 
availability at 
the site 

 Monthly health 
coverage 
enrollment 
events 

 
Required 

 
Includes: 
 On-site HIV and 

HCV testing 
whenever 
requested 

 Naloxone 
availability at the 
site, with financial 
assistance 

 Some clinical 
services provided 
on site 
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Service for 
PWID Description 

Basic 
Service Level 

Expanded 
Service Level 

Comprehensive 
Service Level 

Indicated intervention 

Case 
Management 
for PWID 

Case management for PWID is intended 
to support a client’s decision to access 
and remain involved in a syringe 
support program.  It includes an 
assessment of HIV risk-related needs, 
development of a service plan, 
monitoring progress on the meeting of 
needs as described in the service plan, 
and appropriately closing a case. When 
warranted, case management for PWID 
links clients to significant additional 
resources. 

  
 

Required 
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HIV testing 

 
HIV testing is at the center of the Colorado Model for HIV Prevention and Care. For people who are HIV 
negative, HIV testing provides an opportunity to be linked to evidence-based biomedical and psychosocial 
interventions that prevent future HIV infection.  For people who are living with HIV, testing provides the 
opportunity to link to early HIV care, which greatly increases the likelihood of clients achieving viral 
suppression and maintaining high quality of life while also achieving HIV prevention goals.   
 
CDPHE supports two types of HIV testing: 
 

1. HIV testing in clinical settings 
2. HIV testing in clinical settings 
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Code of Conduct for HIV Prevention Providers 

This Code of Conduct is intended to set a standard for exemplary conduct for paid staff and volunteers providing HIV 
prevention services, hereafter referred to as "HIV prevention practitioners." This Code is intended to outline the 
responsibilities of HIV prevention practitioners to the public at large, to their clients, and to their colleagues. This 
code is guided by core values and a commitment to honor, even at the sacrifice of personal advantage. It is divided 
into five key principles: non-discrimination, competence, integrity, relationships with clients, and confidentiality.  
 
1) Non-Discrimination  

An HIV prevention practitioner shall not discriminate against clients or colleagues based on HIV serostatus, 
race, ethnicity, country of origin, age, gender, substance use, socioeconomic status, sexual orientation, 
linguistics, disabilities, or geographic settings (including migrant, seasonal or resort workers). An HIV 
prevention practitioner should strive toward proficiency in regard to culture and other aspects of diversity.  

 
2) Competence  

An HIV prevention practitioner shall adhere to approved standards of practice when implementing HIV 
prevention interventions and shall strive continually to improve personal competence and quality of service 
delivery. Competence is derived from a synthesis of training and experience. It begins with a mastery of 
knowledge and skill competencies. The maintenance of competence requires a commitment to learning and 
professional improvement and must be ongoing.  
b) An HIV prevention practitioner should be diligent and practice due care in providing HIV prevention 

services. Diligence involves rendering services in a careful and prompt manner, observing applicable 
technical and ethical standards. Due care involves adequate planning and supervision of any activity for 
which they are responsible.  

c) An HIV prevention practitioner should recognize the limitations and boundaries of their competence and 
refrain from using techniques or offering services beyond their competence. Each practitioner is 
responsible for assessing his/her competence for the responsibilities assumed.  

d) When an HIV prevention practitioner is aware of unethical conduct or practice on the part of an agency or 
another practitioner, they have an ethical duty to report the conduct or practices to appropriate 
authorities. 

 
3)  Integrity  

To maintain and broaden public confidence, an HIV prevention practitioner should perform all responsibilities 
with the highest sense of integrity. Integrity can accommodate the inadvertent error and honest difference of 
opinion; it cannot accommodate deceit or subordination of principle.  
a) Personal gain and advantage should not subordinate service and public trust. 
b) An HIV prevention practitioner should conduct prevention activities fairly and accurately, resisting 

pressures to unduly censor or mislead. 
c) HIV prevention practitioners in positions of authority should exercise compassion and wisdom to prevent 

harm to those whom we are pledged to serve: people affected by, infected with, or at risk of being 
infected with HIV. 

d) An HIV prevention practitioner should not misrepresent, directly or by implication, professional 
qualifications or affiliations. 

e) An HIV prevention practitioner should not be associated directly or indirectly with services or products in 
a way that is misleading or incorrect. 

 
4)  Relationships with Clients  

Above all, HIV prevention practitioners should do no harm. Practices must be respectful and non-exploitative.  
a) An HIV prevention practitioner does not engage in sexual acts with current clients. 
b) If an HIV prevention practitioner engages in sexual acts with a former client, they must demonstrate that 

there has been no exploitation, in light of all relevant factors, including a) the amount of time that has 
passed since HIV prevention services were last rendered to the former client; b) the nature and duration 
of the HIV prevention service; and c) the likelihood of adverse impact on the client and others. 

c) An HIV prevention practitioner does not engage in business relationships with clients that present the 
potential for conflict of interest.  

d) An HIV prevention practitioner does not exploit relationships with clients in regard to drug taking 
behavior or the sharing of needles or other injection paraphernalia. 
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5) Confidentiality  
a) HIV-related confidential information (including HIV serostatus and other potentially sensitive 

information, etc.) that is acquired while rendering HIV prevention service must be safeguarded against 
disclosure, including - but not limited to - verbal or written disclosure, unsecured maintenance of 
records, or recording of an activity or presentation without appropriate releases or consent. Statute and 
regulations explicitly govern circumstances under which HIV-related information may be disclosed. 
Professional ethics or personal commitment to the preservation of trust may impose even stricter 
confidentiality guidelines than those reflected in the law. 

b) Where there is evidence of child or other abuse, an HIV prevention practitioner is expected to comply 
with statutory reporting requirements, which is governed by their professional affiliations. 

c) HIV prevention practitioners should develop and implement methods by which client confidentiality 
protections and rights are communicated and consent for the service is obtained. Such methods must be 
appropriate to the intervention type. 

 
6)  Other Professional Standards of Practice  

In some cases, HIV prevention practitioners have other professional affiliations (nursing, social work, 
psychology, etc.) that require adherence to a separate code of professional conduct. The five principles listed 
above are not intended to override such codes of professional conduct, but to augment them and provide 
insight into areas that are unique to the field of HIV prevention. 
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Eligibility Criteria 

Purpose: Providers of services will ensure services are available to all eligible clients.  When required, providers will 
comply with requirements to assess and document eligibility prior to delivering services. 
 

Standard Criteria Documentation 

Services are available to all eligible 
clients. 
 

Providers should periodically 
review eligibility guidelines to 
ensure that they are consistent 
with their contracts and with these 
Standards of Practice. 
 
Providers should actively inform 
clients on how to access services. 

The Provider has on file 
documentation of eligibility 
criteria, consistent with these 
Standards of Care and other 
guidelines established by CDPHE. 

Providers must maintain a file 
documenting agency activities for 
the promotion of services to  all 
eligible individuals, including 
copies of program materials 
promoting services and explaining 
eligibility requirements. 

In some instances, there are specific 
eligibility factors that must be 
demonstrated before a client can 
receive services.  This is typically 
driven by the funding source. 
 
When required, service providers will 
verify and document that individuals 
receiving services meet household 
income level guidelines (currently at 
or below 500% of the Federal Poverty 
Level (FPL), residence guidelines, or 
other funder-driven eligibility factors. 
 

 
 

When required, providers will 
document verification of income as 
part of the enrollment process.   

Acceptable forms of verification 
include: 

 A signed attestation from the 
client they are at or below 
500% of the Federal Poverty 
Level (FPL). 

 A signed attestation from the 
provider that the client is at or 
below 500% of the Federal 
Poverty Level (FPL).  By 
signing, the provider attests 
that they believe the client is 
eligible for assistance through 
SDAP and meets the income 
level criteria.   

 

In certain instances, a client may 
be required to produce 
documentation of income and other 
eligibility factors, which will vary 
according to funding sources and 
will be included in contractual 
language.   

 

When required, copies of all 
documents submitted by client to 
verify household income and other 
eligibility factors should be 
included in the client record. 
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Confidentiality 

 

Purpose: Confidentiality assures protection of release of information regarding HIV/HCV status, behavioral risk 
factors, or use of services 

 
Standard Criteria Documentation 

Each agency will protect client 
confidentiality in accordance with 
state and federal laws, including the 
Health Insurance Portability and 
Accountability Act (HIPAA) when 
applicable, and will have a system for 
the safeguarding of client information. 

Providers of HIV prevention services 
shall conduct all contacts with 
clients in a confidential manner. 
Providers shall protect the 
confidentiality of all HIV-related 
confidential information (e.g., HIV 
status, personal identifiers, 
behavioral, and epidemiological 
information) that is acquired during 
the provision of testing.  
 
Security measures employed by the 
provider should protect against 
unauthorized disclosures, whether 
verbal or written; unsecured 
maintenance of physical or 
electronic records; and recording 
an activity or presentation without 
first obtaining all appropriate 
releases or consents.  
 
Each agency will have a client 
confidentiality policy that is in 
accordance with state and federal 
laws that includes: 
 Agency’s staff confidentially 

agreement 
 Training of staff and volunteers 
 Data release 
 Storing client information 
 Confidentiality of data 

sent/received by mail, fax, 
telephone, voicemail or email 

 Maintaining confidentiality and 
security when information is 
taken out of the office 

 Penalties for violating the 
agency policy 

 Procedures for investigating 
breaches of confidentiality 

The Provider’s agency 
confidentiality policy is available 
for inspection and includes all of 
the required criteria. 

 

When personal identifying information 
is involved, a Client Release of 
Information (ROI) Form should be 
used, describing under what 
circumstances client information can 
be released. 
 

An up-to-date Release of 
Information (ROI) Form exists for 
each specific request for 
information.  
 Each request is signed and 

dated by the client 
  Name of agency/individual 

with whom information will be 
shared  

 Information to be shared 
 Duration of the release 

Signed Release of Information is in 
the client record and includes all 
the required elements. 
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Standard Criteria Documentation 
All staff and volunteers will sign a 
statement agreeing to adhere to the 
practice of confidentiality set forth by 
the agency. 

All agency employees and 
volunteers who have access to 
client records sign the agency’s 
confidentially agreement. 

The Provider has on file signed 
confidentiality agreements for 
each staff and volunteer. 

The service providers must have a 
policy on storing paper and electronic 
client information. 

A policy on storing client 
information.  
 
Files stored in a locked file or 
cabinet with access limited to 
appropriate personnel.   
 
Electronic files are password 
protected with access limited to 
appropriate personnel. 

Provider can demonstrate records 
are stored in a locked file cabinet 
behind two locking doors (such as 
an office door and an outer door) 
and/or electronic files are 
password protected with access 
limited to appropriate personnel. 

The service providers must have a 
policy for retaining client records, as 
well as for destroying records that 
pass the retention date. 

Records must be stored and 
accessible for a period of seven (7) 
years after the closing of the client 
file.   
 
After the seventh year, records can 
be destroyed in a way that will 
maintain confidentiality. 

The Provider has on file an agency 
record retention policy. 
 

All referrals made by the HIV 
prevention service provider to an 
outside agency or provider shall 
protect client confidentiality. 

All referrals made by the HIV 
prevention service provider to an 
outside agency or provider shall be 
done in a manner that does not 
disclose HIV‐related confidential 
information (e.g., HIV status and 
epidemiological information) unless 
the affected client expressly 
consents in writing, through a 
signed release, to the disclosure of 
that HIV‐related confidential 
information. 

Referrals should be properly 
documented. 

Reporting client information to CDPHE 
is not considered a breach in 
confidentiality. 

Reporting client information to the 
STI/HIV/Viral Hepatitis Branch that 
is gathered while providing HIV 
testing as a CDPHE contractor is not 
considered a breach in 
confidentiality. In some cases, such 
reporting is required under 
Colorado law and regulation. 

Reporting to CDPHE should be 
documented. 
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Client Rights and Responsibilities 

 
Purpose: Providers must have policies and procedures that protect the rights and outline the responsibilities of the 
clients and the agency. 

 
Standard Criteria Documentation 

The Provider will ensure that clients 
are aware of and understand their 
rights and responsibilities as 
consumers of services. 

The Provider will review and 
provide the client a copy of the 
Client Rights and Responsibilities 
Statement, which includes notice 
of:  
 the client’s right to file a 

grievance; 
 the client’s right to receive no-

cost interpreter services; 
 The reasons for which a client 

may be discharged from 
services, including a due 
process for involuntary 
discharge. 

Client Rights and Responsibilities 
Statement signed and dated by the 
client in the client file. 
 
The Provider must maintain record 
of individuals refused services with 
reasons for refusal specified; 
include in file any complaints from 
clients, with documentation of 
complaint review and decision 
reached. 

The Provider will develop and 
disseminate a grievance policy. 

The Provider will develop and 
disseminate written client 
grievance procedures. These 
grievance procedures should 
include: 
 Steps a client should follow to 

file a grievance 
 How the grievance will be 

handled 
 Client’s right to appeal to the 

STI/HIV/Viral Hepatitis Branch 
at CDPHE after fully following 
the contractor feedback 
process or if the complaint 
involves the agency director 
or a member of the agency 
governing board. 

 Clients filing complaints or 
appeals must not suffer loss of 
services or other retribution. 

 
If a client complaint is received at 
CDPHE regarding services or other 
actions performed by a contractor, 
the CDPHE staff member receiving 
the complaint will follow the 
following procedures: 
 
 If the complainant is willing 

and available to be 
interviewed, Branch staff will 
determine the nature of the 
concern/complaint and will 
collect sufficient detail from 
the complainant to allow for an 
investigation to proceed, 
including the remedy and 
follow up that the complainant 
prefers.  This information will 

The Provider has on file a written 
grievance policy.  
 
All grievances should be logged. 
Notes regarding subsequent 
investigations, findings, and 
actions should be available for 
review as part of a CDPHE site 
visit, on request by a contract 
monitor 
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Standard Criteria Documentation 
be documented in writing, in 
an email or written memo.   

 Within 24 hours, the 
documentation will be 
forwarded to the Contract 
Monitoring Supervisor and 
Deputy Branch Chief, who will 
make assignments for further 
investigation, including 
timeframes. 

 The investigator (typically a 
contract monitor) will contact 
the contractor and conduct an 
investigation in collaboration 
with the Contract Monitoring 
Supervisor.  When the 
investigation is complete, the 
investigator and Contract 
Monitoring Supervisor will 
develop a report on the 
findings and recommendations 
for further actions, if any, and 
submit the report to the 
Deputy Branch Chief. 

 The Deputy Branch Chief will 
approve or disapprove the 
report and will communicate 
the findings and 
recommendations to the 
contractor.  The Deputy Branch 
Chief will also inform the 
contractor of their right to 
appeal to the Branch Chief. 

 If so requested by the 
complainant, the disposition of 
the complaint will be 
communicated to the 
complainant by the 
investigator. 

The Provider will develop and 
disseminate a Nondiscrimination 
Policy. 

Services will be provided to all 
individuals without discrimination 
on the basis of HIV/HCV infection, 
race, ethnicity, creed, color, age, 
sex, gender, gender identity or 
expression, marital or parental 
status, sexual orientation/identity, 
religion, ancestry, national origin, 
physical or mental handicap 
(including substance abuse), 
immigrant status, political 
affiliation or belief, ex-offender 
status, unfavorable military 
discharge, membership in an 
activist organization, or any basis 
prohibited by law. 

Documentation of 
Nondiscrimination Policy on file. 
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Client Feedback 

 
Each provider of HIV prevention services funded by CDPHE must implement a procedure that allows clients to 
communicate compliments, complaints, or grievances (hereafter called "feedback) regarding the services they received.  
 
As it relates to services provided by Branch staff, feedback procedures are prescribed by the Disease Control and 
Environmental Epidemiology Division and CDPHE policy.  
 
As it relates to complaints regarding services provided by contractors funded by the Branch, the client feedback 
procedures implemented for clients must include the following minimal features: 

1)  Rights and processes regarding complaints should be readily available to all clients and posted in a prominent 
location in the agency. 

2)  If so requested by the client, the findings of an investigation regarding a complaint and subsequent actions 
should be communicated to the client within a reasonable timeframe. 

3)  Clients should have the right to appeal to the agency director and ultimately to the governing board of the 
agency. 

4)  Clients have the right to appeal to the STI/HIV/Viral Hepatitis Branch at CDPHE after fully following the 
contractor feedback process or if the complaint involves the agency director or a member of the agency 
governing board. 

5)  Clients filing complaints or appeals must not suffer loss of services or other retribution. 
 
Contractors must maintain sufficient documentation of complaints and their resolution so that such incidents can be 
reviewed as part of a CDPHE site visit, on request by a contract monitor. 
 
If a client complaint is received at CDPHE regarding services or other actions performed by a contractor, the CDPHE staff 
member receiving the complaint will follow the following procedures: 
 

1)  If the complainant is willing and available to be interviewed, Branch staff will determine the nature of the 
concern/complaint and will collect sufficient detail from the complainant to allow for an investigation to 
proceed, including the remedy and follow up that the complainant prefers.  This information will be 
documented in writing, in an email or written memo.   

2)  Within 24 hours, the documentation will be forwarded to the Contract Monitoring Supervisor and Deputy 
Branch Chief, who will make assignments for further investigation, including timeframes. 

3)  The investigator (typically a contract monitor) will contact the contractor and conduct an investigation in 
collaboration with the Contract Monitoring Supervisor.  When the investigation is complete, the investigator 
and Contract Monitoring Supervisor will develop a report on the findings and recommendations for further 
actions, if any, and submit the report to the Deputy Branch Chief. 

4)  The Deputy Branch Chief will approve or disapprove the report and will communicate the findings and 
recommendations to the contractor.  The Deputy Branch Chief will also inform the contractor of their right to 
appeal to the Branch Chief. 

5)  If so requested by the complainant, the disposition of the complaint will be communicated to the complainant 
by the investigator. 
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Culturally and Linguistically Appropriate Services 

 
Purpose: Consistent with the National Culturally and Linguistically Appropriate Services (CLAS) standards, PrEP 
services will be provided in an effective, equitable, understandable, and respectful quality manner and will be 
responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and other 
communication needs. 

 
Standard Criteria Documentation 

National CLAS will be reflected in 
the governance, leadership, and 
workforce of service providers. 

Service Providers will: 
 Advance and sustain 

organizational governance and 
leadership that promotes CLAS 
and health equity through 
policy, practices, and allocated 
resources.   

 Recruit, promote, and support 
a culturally and linguistically 
diverse governance, leadership, 
and workforce that are 
responsive to the population in 
the service area.   

 Educate and train governance, 
leadership, and workforce in 
culturally and linguistically 
appropriate policies and 
practices on an ongoing basis.   

 
 

National CLAS will be reflected 
in the governance, leadership, 
and workforce of service 
providers. 

Communication and language 
assistance offered by service 
providers will meet CLAS guidelines. 

Service Providers will: 
 Offer language assistance to 

individuals who have limited 
English proficiency and/or 
other communication needs, at 
no cost to them, to facilitate 
timely access to services.   

 Inform all individuals of the 
availability of language 
assistance services clearly and 
in their preferred language, 
verbally and in writing.   

 Ensure the competence of 
individuals providing language 
assistance, avoiding the use of 
untrained individuals and/or 
minors as interpreters.   

 Provide easy-to-understand 
print and multimedia materials 
and signage in the languages 
commonly used by the 
populations in the service area.   

Communication and language 
assistance offered by  service 
providers will meet CLAS 
guidelines. 
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Accessibility of Services 

 

Purpose: Providers must demonstrate the capacity to ensure that services are accessible and relevant to all people, 
regardless of HIV or HCV status, including linguistic and cultural minorities and people with disabilities. 
 

Standard Criteria Documentation 
There will be no barriers to accessing 
services due to client disability. 

The Provider complies with the 
Americans with Disabilities Act 
(ADA) Criteria. 
 

Written policy and procedure on 
file at provider agency. 

Providers will have written eligibility 
and grievance policies and procedures.  

Services are offered to any person 
meeting eligibility requirements 
within the service area. 

Written eligibility and grievance 
procedures on file. 

The Provider will ensure that services 
are provided in a setting that is 
accessible to low-income individuals. 

Providers must encourage, and 
must not discourage, access by 
low-income individuals. 
 
This includes funded programs 
that are housed within larger 
organizations.  The facilities, 
policies, and practices of the 
larger organization must 
encourage, and must not 
discourage, access by low-
income individuals. 

Providers must demonstrate that 
facilities, policies, and practices 
encourage, and do not discourage, 
access by low-income individuals. 
 
Providers must demonstrate that 
the facility is accessible by public 
transportation or provide for 
transportation assistance. 
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Quality Assurance and Improvement  

 

Purpose: Providers must implement activities intended to improve performance through ongoing quality monitoring, 
evaluation, and improvement processes 
 

Standard Criteria Documentation 
Providers will assemble an agency 
Quality Committee. 

Assemble an agency Quality 
Committee that actively includes 
clients/consumers as well as front 
line employees, 
supervisory/management staff, and 
key external collaborators and 
stakeholders. 
 

 

Documentation of Quality 
Committee 
meetings, including:  
 Date of meeting 
 Minutes from each meeting 
 Number of people on the 

committee and the 
number/percentage of 
committee members who are 
consumers of agency services   

 Meeting attendance 
 Committee recommendations 

The Provider will develop and 
implement client satisfaction surveys 
and other efforts to gauge adequacy of 
services in meeting client needs. 

Each agency must conduct periodic 
client satisfaction surveys, at least 
annually.  

A copy of the findings of the survey 
and other efforts should be 
submitted to CDPHE. 
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Prevention of Fraud, Waste, and Abuse  

 

Purpose: Providers must implement activities intended to prevent fraud, waste, and abuse. 
 

Standard Criteria Documentation 
Providers must demonstrate and 
maintain   efforts to avoid fraud, 
waste and abuse (mismanagement) in 
any program funded by state or 
federal dollars. 
 

Providers will develop policies and 
procedures concerning fraud, 
waste, and abuse. 
 
Providers must have an Employee 
Code of Ethics that includes: 
  
 Conflict of Interest  
  Prohibition on use of agency 

property, information or 
position without approval or to 
advance personal interest  

  Fair dealing – engaged in fair 
and open competition  

  Confidentiality  
 Protection and use of company 

assets  
 Compliance with laws, rules, 

and regulations  
 Timely and truthful disclosure 

of significant accounting 
deficiencies  

  Timely and truthful disclosure 
of contract non-compliance  

 
For Medicare/Medicaid providers, 
providers must have a Corporate 
Compliance Plan (as required by 
HCFA) that provides for:  
 Compliance officer  
 Compliance committee  
 Formal training programs  
 Effective lines of 

communication to report 
suspected non-compliance  

  Auditing (breaks in internal 
controls)  

 Corrective action plans  
 Instance and format to report 

non-compliance to Medicare 
and Medicaid anti-kickback 
regulation  

 
Nonprofit agency bylaws or board 
policies should include standards of 
conduct for members, including:  
 Conflict of interest  
 No use of agency assets for 

personal use  
 Procedures for open door 

communication  
 

The Provider has documentation on 
file including:  
 Corporate Compliance Plan 

(required by HCFA if providing 
Medicare- or Medicaid- 
reimbursable services)  

  Personnel Policies  
 Code of Ethics or Standards of 

Conduct  
  Bylaws and board policies  
  On-file documentations of 

any employee or Board 
Member violation of the Code 
of Ethics or Standards of 
Conduct 

Providers must demonstrate that 
they have adequate policies and 
procedures to discourage soliciting 
cash or in-kind payments for: 

 Awarding contracts 
 Referring clients 
 Purchasing goods or services 

and/or 
 Submitting fraudulent billings 

Providers must have employee 
policies that discourage: 

 The hiring of persons with a 
criminal record for an offense 
that might relate to financial 
impropriety, endangerment of 
clients or the inappropriate 
release or use of confidential 
information 

 The hiring of persons being 
investigated by Medicare or 
Medicaid 

 Large signing bonuses 
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Referrals 
 
Purpose: Referrals should be appropriate to client situation, life factors and need. The referral process should include 
agency eligibility requirements and timely follow-up of all referrals to ensure that services are being received.  
 
Simply distributing a list of resources to a client is not sufficiently intensive to be considered a referral.  
  

Standard Criteria Documentation 
Each client receiving referral services 
will receive referrals to those services 
critical to achieving optimal health 
and well being  
 

The provider will support the client 
to initiate referrals that were 
agreed upon by the client and the 
provider.  Active referrals include:  
 Referral to a named agency 
 The name of a contact person 

at the referral agency 
 An exact address 
 Specific instructions on how to 

make the appointment  
 Identifying referral agency 

eligibility requirements 
 What to bring to the 

appointment. 
 

All of the elements of active 
referral should be documented in 
the client record. 

 

As appropriate, providers shall 
facilitate referrals by obtaining 
releases of information to permit 
provision of information about the 
client’s needs and other important 
information to the service provider.  

Signed release of information forms 
are obtained as necessary 

Signed release of information in 
client’s record 

Each client will receive assistance to 
help problem solve when barriers 
impede access. 
 

The provider will work with the 
client to identify  barriers to 
referrals and assist in finding 
solutions to address barriers 

The provider will document all 
barriers identified in referral 
process and actions taken to 
resolve them 

The provider will ensure clients are 
accessing needed referrals. 

Provider will utilize a tracking 
mechanism to monitor completion 
of all active referrals. 

The provider will document follow-
up activities and outcomes in the 
client record. 
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Harm Reduction Principles 
 
A comprehensive, multi-component, HIV and Hepatitis C (HCV) prevention program is the most effective approach for 
preventing the transmission and acquisition of HIV and HCV among drug-using populations. Comprehensive, multi-
component, HIV and HCV prevention programs are based on the principles of harm reduction. The aim of harm 
reduction is to reduce the adverse health and social effects of drug use through activities and approaches that 
safeguard the dignity, humanity, and human rights of PWID. Programs need to be user-friendly; i.e., appropriate, 
accessible, acceptable and affordable. 
 
The following principles are central to harm reduction practice: 

i. Accepts that licit and illicit drug use is part of our world and chooses to work to minimize its harmful effects 
rather than simply ignore or condemn them. 

ii. Understands drug use as a complex, multi-faceted phenomenon that encompasses a continuum of behaviors 
from severe abuse to total abstinence, and acknowledges that some ways of using drugs are safer than 
others. 

iii. Establishes quality of individual and community life and well-being—not necessarily cessation of all drug use—
as the criteria for successful interventions and policies. 

iv. Calls for the non-judgmental, non-coercive provision of services and resources to people who use drugs and 
the communities in which they live in order to assist them in reducing attendant harm. 

v. Ensures that drug users and those with a history of drug use routinely have a real voice in the creation of 
programs and policies designed to serve them. 

vi. Affirms drugs users themselves as the primary agents of reducing the harms of their drug use, and seeks to 
empower users to share information and support each other in strategies which meet their actual conditions 
of use. 

vii. Recognizes that the realities of poverty, class, racism, social isolation, past trauma, bias against 
homosexuality, sex-based discrimination and other social inequalities affect both people’s vulnerability to 
and capacity for effectively dealing with drug-related harm. 

viii. Does not attempt to minimize or ignore the real and tragic harm and danger associated with licit and illicit 
drug use. 
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Sexual Health Framework for HIV Prevention 
 
HIV prevention models arose during a time of public health crisis; when HIV was first identified, the overriding priority 
was to prevent transmission of a virus that was devastating communities. The early emphasis was almost exclusively on 
individual characteristics: improving individual knowledge about HIV, motivating safer sexual and needle sharing 
behaviors, building client negotiation and disclosure skills, and managing relational and behavioral factors that were not 
supportive of HIV prevention. However, in the ensuing decades, it has become clear that broader based, longer term 
strategies are needed to prevent HIV, and that HIV has much in common with similar health concerns such as STI and 
other unintended consequences of sex. This has led many public health leaders to advocate for a comprehensive sexual 
health approach that enhances and supports HIV prevention efforts by focusing more broadly on the characteristics of 
sexual health and well-being:  emotional and mental well-being, healthy relationships, reproductive health, disease 
avoidance, and violence avoidance. A socio-ecological model of sexual health is depicted in Figure 3, emphasizing that 
sexual health is a product of societal and community context, relationships, and individual characteristics.   However, 
moving toward this sexual health model has been incremental; there is “inertia” that discourages innovation from the 
original “crisis oriented” approach, which is reinforced by long-standing policies and laws, including provisions in federal 
law that ban the use of federal funding for materials that “promote or encourage, directly or indirectly” any sexual 
behavior. 
 
  

Figure 3 - A socio-ecological model of sexual health 
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In 2013, officials from the U.S. Centers for Disease Control and Prevention and other leaders in public health proposed 
an alternative framework to promote sexual health, which is shown in Figure 4.  This framework was put forth not as a 
program, per se, but as an approach to enhance other, more focused efforts by emphasizing five principles, which are 
described by the authors as follows: 
 

Figure 4 – A public health framework to promote sexual health 

 
1. Contextualize the issues. Within a sexual health framework, disease control and prevention remains the central 

public health focus. However, such efforts can be strengthened by encouraging a broader perspective that 
considers the complex factors at the individual, relational, community, and societal levels that influence 
individual, community, and national sexual health outcomes. 

2. Emphasize wellness. Because sexual health is more than the absence of disease, improving sexual health 
requires a holistic approach that incorporates the physical, emotional, mental, social, and spiritual aspects of 
sexuality. Within a sexual health framework, the core focus on disease outcomes is complemented by a more 
holistic approach to human health, which can be readily incorporated into the emerging prevention and wellness 
agenda and can help combat the silence and stigma that commonly accompanies this area of health. 

3. Focus on positive and respectful relationships. Explicitly acknowledging the importance of respectful 
relationships for sexual health can provide common ground for action to protect and improve health. Positive 
and respectful relationships of various types (e.g., parent-child, intimate partner, and peer) have been shown to 
be protective factors for multiple health issues, making healthy relationships essential for human development 
and overall wellness.   

4. Acknowledge the impact of sexuality on health. A sexual health framework acknowledges the impact of sexuality 
on human health. Research suggests that sexual expression has various health benefits, including positive 
physical health and well-being; healthy reproductive outcomes; pain management and physical relaxation; and 
psychological, emotional, social, and spiritual health. Understanding and articulating the components of sexual 
health as essential aspects of overall health strengthens the inclusion of disease prevention, reproductive 
health, violence prevention, and other components into a broader wellness frame. 

5. Take a syndemic approach to prevention. A sexual health framework enables a syndemic approach to prevention 
that considers connections among a variety of health-related problems when developing public health responses. 
This inclusive approach has the potential to strengthen collaboration and communication among staff who 
provide a variety of different services in diverse programs, thus helping break down divisions among public 
health programs and partners that address sexual health. 
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Legal References 
 

Colorado has implemented a series of legislative mandates regarding harm reduction programs and Syringe Access 
Programs.  These laws can be located online at https://www.colorado.gov/pacific/cdphe/colorado-public-health-harm-
reduction-legislation. Summaries of each laws are as follows: 
 
Syringe Exchange Programs C.R. S. §25-1-520 
This law allows local jurisdictions to approve the operations of syringe exchange programs. Participants, volunteers and 
staff are exempt from the provisions of paraphernalia laws, C.R.S. §18-18-425 to 18-18-430, when they associated with an 
approved syringe exchange program created pursuant to this law.  
Drug Paraphernalia Law Exemption, C.R.S. §18-18-430.5 
Syringe exchange program participants are exempt from drug paraphernalia laws, C.R.S. §18-18-425 through 18-18-430.  
  
911 Good Samaritan Law, C.R.S. §18-1-711 
The 911 Good Samaritan Law states that  a person is immune from criminal prosecution for an offense when the person 
reports, in good faith, an emergency drug or alcohol overdose even to a law enforcement officer, to the 911 system, or to 
a medical provider. This same immunity applies to persons who remain at the scene of the event until a law enforcement 
officer or an emergency medical responder arrives, or if the person remains at the facilities of the medical provider until 
a law enforcement officer, emergency medical responder, or medical provider arrives. The immunity described above 
also extends to the person who suffered the emergency drug or alcohol overdose event. 
  
Third Party Naloxone, C.R.S. §18-1-712 
This law allows for a person other than a health care provider or health care facility who acts in good faith to administer 
an opiate antagonist to another person whom the person believes to be suffering an opiate-related drug overdose. The 
individual who administers naloxone shall be immune from criminal prosecution for such an act.   
  
Naloxone Standing Orders, C.R.S. §12-36-117.7 
Signed into law on April 3, 2015, this law concerns the ability to furnish a supply of emergency drugs for purposes of 
treating individuals who may experience an opiate-related overdose event. This bill allows licensed prescribers to 
prescribe, and licensed dispensers to dispense, an opiate antagonist, either pursuant to a direct prescriber order or in 
accordance with standing orders and protocols.  
  
Needle-stick Prevention C.R.S., §18-18-428 
Signed into law on April 3, 2015, this law allows for an exception to arrest and filing charges for the crime of possession of 
drug paraphernalia if the person, prior to being searched by a law enforcement officer, informs the officer that he or she 
has a needle, syringe, or other sharp objects on his or her person or in his or her vehicle or home that is subject to a 
search. The exception to arrest and filing charges also applies to the crime of possession of a controlled substance as it 
relates to any residual controlled substance that may be found in a used needle, syringe, or other sharp object.  
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Universal HIV Prevention Interventions 

 
General Standards 

 
Purpose:  Universal Interventions are meant to deliver a basic HIV prevention message to the general public or a 
segment of the entire population with average or less than average probability of becoming infected with HIV.  
Messages may reach, but are not tailored for, people at higher than average risk. 
 

Standard Criteria Documentation 
 

Universal interventions should 
utilize cost-effective delivery 
methods. 

  
Potential delivery methods include: 
1)   Radio/television: Broadcasts of 

public service announcements, 
commercial air time, and the 
inclusion of HC/PI messages in 
radio or television programs. 

2) Print Media:  Publication and 
distribution of universal messages 
through magazines, newspapers, 
pamphlets, brochures, flyers, 
posters, or billboards. 

3) Telephone: Offering up-to-date 
information and referral to local 
services (e.g., counseling/testing 
and support groups) through 
“hotlines” or other telephone 
services for the general public. 

4) Internet: The use of email, chat 
rooms, or web sites to deliver 
information electronically; 

5) In Person:  Delivery of universal 
messages in the physical presence 
of the client(s), including lectures 
and presentations. 

 
 

Universal interventions should 
have a clear intended outcome 
that is appropriate for the general 
public. 

The interventions should address one or 
more of the following intended outcomes: 

1) Dispelling myths about HIV 
transmission;  

2) Supporting volunteerism for HIV 
prevention programs;  

3) Reducing discrimination toward 
persons with HIV/AIDS or persons 
perceived to be at risk for HIV 
infection;  

4) Encouragement to obtain baseline 
HIV testing as recommended by the 
USPSTF1, paid for with public or 
commercial health coverage. 

 

                                                            
1 https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/human‐immunodeficiency‐
virus‐hiv‐infection‐screening#consider 
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Selective HIV Prevention Interventions 
 
In general, Selective Interventions address specific sub-populations whose HIV-related risk is significantly higher than 
average, either imminently or over a lifetime. They are delivered to sub-groups of individuals identified on the basis of 
their membership in a group that has an elevated risk for becoming infected with HIV or transmitting HIV to others.  
 
There are two types of Selective Interventions that are supported by CDPHE:   

1. Broad-Based Selective Interventions 
2. Client-Centered, Evidence-Based Selective Interventions 

 
 
a. Broad-Based Selective Interventions 
 

 
i. General standards for broad-based selective interventions  
 
Purpose:  Broad-based selective interventions are designed to appeal to individuals at greater than average risk for HIV 
but low levels of motivation to make a significant commitment to longer, more demanding interventions. 
 

Standard Criteria Documentation 
Broad-Based Selective 
Interventions are targeted for 
specific sub-populations whose 
HIV-related risk is significantly 
higher than average, either 
imminently or over a lifetime. 
 

Based on Colorado epidemiology, the 
subpopulations with higher than average 
HIV risk are: 
 Men who have sex with men (MSM) 
 People who inject drugs (PWID) 
 African American MSM 
 Latino MSM 
 Female partners of MSM and PWID, 

particularly women of color. 
 

Documentation of the 
demographics of clients reached. 

Broad-Based Selective 
Interventions are based on 
formative research concerning the 
intended recipients. 

Formative research should identify the 
norms, values, beliefs, and behaviors of 
the intended recipients. 

Findings of a formative process. 

Broad-Based Selective 
Interventions are designed with 
explicit outcomes. 

Broad-Based Selective Interventions are 
relatively low-intensity and therefore the 
intended outcomes should be realistic, 
such as: 
 Promoting movement toward action 

on the stages for changes (from 
contemplation, for example). 

 Challenging misinformation. 
 Creating an opportunity for screening 
 Creating an opportunity to make 

referrals 
 

A logic model or other method to 
depict outcomes. 

Broad-Based Selective 
Interventions utilize cost-effective 
strategies that make minimal 
demands on the intended 
recipients in terms of time, travel, 
inconvenience, and other factors. 

Cost-effective strategies include: 
 Targeted marketing 
 Outreach 
 Group-level educational events (such as 

community forums, short topical 
workshops, and community 
mobilizations events) 

 Individual-level educational events 

Documentation of the strategies 
used. 

Marketing strategies must meet 
minimal standards for 
effectiveness. 

Marketing must: 
 Be medically and scientifically accurate. 
 Utilize marketing channels with 

demonstrated access to one or more of 

Documentation of the marketing 
content. 
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the populations at higher risk. 
 Assist priority populations to make 

informed decisions about HIV risk and risk 
reduction. 

 Include means by which people can 
receive additional services. 

Outreach strategies must meet 
minimal standards for 
effectiveness. 

Outreach must include: 
 Accurate information about HIV risk 

and the effectiveness of risk reduction 
methods 

 Messages about the importance of 
knowing HIV status and where HIV 
testing is available. 

 Distribution of risk reduction 
materials, including condoms and 
written information. 

 An opportunity for clients to describe 
needed services and to obtain 
information about accessing such 
services. 

Documentation of the outreach 
content, showing consistency with 
the minimal standards. 

Group-level educational events 
must meet minimal standards for 
effectiveness. 

Group-level educational events must 
include: 
 Accurate information about HIV 

risk and the effectiveness of risk 
reduction methods 

 Opportunities for active 
participation 

 Opportunities to request and 
receive referrals to other services 

 Messages about the importance of 
HIV testing and where to receive 
testing 

Documentation of the group level 
curriculum, showing consistency 
with the minimal standards. 

Individual-level educational events 
must meet minimal standards for 
effectiveness. 

Individual-level educational events 
must include: 
 Accurate information about HIV 

risk and the effectiveness of risk 
reduction methods; 

 Opportunities to ask questions and 
receive factual, appropriate 
answers; 

 Opportunities to request and 
receive referrals to other services; 

 Messages about the importance of 
HIV testing and where to receive 
testing. 

Documentation of the individual 
level educational protocol, 
showing consistency with the 
minimal standards. 

A primary purpose of Broad-Based 
Selective Interventions is to engage 
people who have HIV risk and to 
motivationally link them to more 
intensive services that match the 
intensity of their needs. 

Every instance of broad-based selective 
interventions must include specific means 
by which a participant can obtain 
additional information, such as a telephone 
number, an email address, or a web site. 

Documentation of the methods 
used to inform clients on how to 
obtain additional information. 
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ii. PrEP-related Broad-Based Selective Interventions 
 
1. PrEP Marketing 
 

Purpose:  PrEP Marketing utilizes appropriate marketing channels (including print, electronic, and social media) to 
motivate interest and action among people who are highly prioritized for PrEP.  These services should convey medically 
and scientifically accurate information while also providing the means by which people can take further action, such as 
accessing another PrEP service (education, screening, navigation, retention) or talking to a medical provider. 
 

Standard Criteria Documentation 
 

PrEP marketing reaches and 
engages individuals that are highly 
prioritized for PrEP. 
 
 

  
Populations highly prioritized for PrEP due 
to HIV risk are:   
 
 Sexual partners of people living with HIV 

or AIDS 
 Transgender/ gender variant people 
 People who exchange sex for something 

of value2 
 Men who have had condomless anal sex 

with another man (MSM)2 
 MSM who have been diagnosed with a 

sexually transmitted infection2 
 A man or woman who has had 

condomless anal or vaginal sex with a 
partner who injects drugs. 2 

 A woman who has had condomless anal 
or vaginal sex with a MSM2 

 A woman who has had condomless anal 
or vaginal sex with a man who injects 
drugs2 

 A person who injects drugs and has 
shared needles, syringes, or other drug 
preparation equipment2 

 A person who has been in a methadone 
or other medication-based drug 
treatment program 2 

 
Providers of PrEP Marketing will 
submit a plan that demonstrates 
tailoring to one or more of the 
populations considered at high risk 
of HIV infection. 
 
Process data submitted by 
providers will demonstrate success 
in reaching one or more of the 
populations considered at high risk 
of HIV infection. 

PrEP marketing campaigns must be 
evidence based and responsive to 
the needs of the priority 
populations. 

At a minimum, PrEP marketing campaigns 
must: 
 Be medically and scientifically accurate. 
 Utilize marketing channels with 

demonstrated access to one or more of 
the priority populations. 

 Assist priority populations to make 
informed decision about PrEP. 

 Include means by which people can 
receive additional PrEP services (such as 
details about an upcoming PrEP event, 
telephone number, or web-based 
referrals). 

 
PrEP marketing materials must be 
submitted in advance to CDPHE for 
review and approval. 
 
Providers of PrEP marketing 
campaigns must submit timely, 
complete, and accurate data that 
meets CDPHE requirements, such 
as number of people reached and 
targeted demographics. 
 
Providers of PrEP marketing 
campaigns must track the extent 
to which people access additional 
PrEP service as a result of the 
campaign (such as visits to a web 
site). 

 
 

                                                            
2 These behaviors are within a timeframe of the prior six months. 
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2. PrEP Outreach 
 
Purpose:  Outreach involves one-on-one encounters with populations at high risk of HIV infection in community settings 
in order to motivate interest and action in prevention programs.  These services should convey medically and 
scientifically accurate information while also providing the means by which people can take further action, such as 
accessing another PrEP service (education, screening, navigation, retention) or talking to a medical provider. 
   

Standard Criteria Documentation 
 

PrEP outreach should reach and 
engage individuals that are highly 
prioritized for PrEP. 
 
 

  
Populations highly prioritized for PrEP due 
to HIV risk are:   
 
 Sexual partners of people living with HIV 

or AIDS 
 Transgender/ gender variant people 
 People who exchange sex for something 

of value3 
 Men who have had condomless anal sex 

with another man (MSM)3 
 MSM who have been diagnosed with a 

sexually transmitted infection3 
 A man or woman who has had 

condomless anal or vaginal sex with a 
partner who injects drugs. 3 

 A woman who has had condomless anal 
or vaginal sex with a MSM3 

 A woman who has had condomless anal 
or vaginal sex with a man who injects 
drugs3 

 A person who injects drugs and has 
shared needles, syringes, or other drug 
preparation equipment3 

 A person who has been in a methadone 
or other medication-based drug 
treatment program 3 

 
Process data submitted by 
providers will demonstrate success 
in reaching one or more of the 
populations considered at high risk 
of HIV infection. 

PrEP Outreach must be evidence 
based and targeted. 

PrEP Outreach providers must conduct 
formative research regarding the best 
location and time for reaching the target 
populations. Such research should also 
prevent potential duplication with other 
outreach efforts. 
 
Social network strategies are considered 
evidence-based approaches to PrEP 
Outreach. 

Formative research findings must 
be available from outreach 
providers as part of site visits. 
 
Inventory of other outreach 
providers and Memoranda of 
Understanding must be on file at 
the provider agency. 
 

                                                            
3 These behaviors are within a timeframe of the prior six months. 
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Standard Criteria Documentation 
PrEP Outreach must cover all 
topics relevant to PrEP in an 
understandable, accessible 
manner. 
 
 

Outreach protocols and materials must, 
at a minimum, address: 
 Accurate information about PrEP 

and its effectiveness 
 The importance of knowing HIV 

status 
 Availability of PrEP 
 How to access PrEP 
 Referral to other services, 

including HIV testing, PrEP 
Navigation, PrEP education, PrEP 
Retention, and other needed 
psychosocial and clinical services. 

 Problem solving barriers to needed 
services, including but not limited 
to PrEP. 

Written materials and outreach 
protocols must demonstrate the 
required components. 
 
Providers of PrEP Outreach must 
submit timely, complete, and 
accurate data that meets CDPHE 
requirements, such as number of 
people reached and targeted 
demographics. 

 
 

3. PrEP Education 
 
Purpose:  PrEP Education services are meant to provide medically accurate, understandable information that enables 
people to make informed decisions about PrEP. PrEP Education should be tailored to the specific needs of those who 
are at high risk of HIV infection who might benefit the most from PrEP. PrEP Education may be provided through group 
events or individual sessions. Examples of group level education include trainings, workshops, events, forums, and 
retreats. 
 
Standard Criteria Documentation 
 

PrEP Education reaches and 
engages individuals that are highly 
prioritized for PrEP. 

  
Populations highly prioritized for PrEP due 
to HIV risk are:   
 
 Sexual partners of people living with HIV 

or AIDS 
 Transgender people 
 People who exchange sex for something 

of value4 
 Men who have had condomless anal sex 

with another man (MSM)4 
 MSM who have been diagnosed with a 

sexually transmitted infection4 
 A man or woman who has had 

condomless anal or vaginal sex with a 
partner who injects drugs.  4 

 A woman who has had condomless anal 
or vaginal sex with a MSM4 

 A woman who has had condomless anal 
or vaginal sex with a man who injects 
drugs2 

 A person who injects drugs and has 
shared needles, syringes, or other drug 
preparation equipment4 

 A person who has been in a methadone 
or other medication-based drug 
treatment program 4 

 

 
Providers of PrEP Education will 
submit an educational plan that 
demonstrates tailoring to one 
or more of the populations 
considered at high risk of HIV 
infection. 
 
Process data submitted by 
providers will demonstrate 
success in reaching one or more 
of the populations considered 
at high risk of HIV infection. 

                                                            
4 These behaviors are within a timeframe of the prior six months. 
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PrEP Education delivered to groups 
must be evidence based and 
responsive to the needs of the 
priority populations. 

 
A “group” is considered to be two or more 
individuals. Couples counseling is 
considered to be “individual.” 
 
At a minimum, group-level PrEP Education 
must: 
 Be medically accurate. 
 Include opportunities for active 

participation 
 Include opportunities to request and 

receive referrals for other PrEP services 
(individual-level PrEP Education, PrEP 
screening, navigation, and retention 
services) 

 
Although the emphasis on each topic may 
vary, the following topics are to be 
addressed during the event: 
 The effectiveness of PrEP in preventing 

HIV infection when taken as prescribed 
 Known side effects and their 

management 
 Symptoms of acute HIV infection and 

actions needed 
 The importance of adherence and the 

risk consequences of failing to take PrEP 
as prescribed 

 The “window period” at PrEP initiation 
(or re-initiation) when there is 
insufficient PrEP in the system to be 
protective 

 Safer sexual practices while on PrEP 
 Safer injection practices while on PrEP, 

including the continued risk of HCV 
infection 

 The importance of communication with 
partner(s), particularly when making the 
decision to discontinue PrEP 

 The importance of ongoing HIV testing, 
laboratory testing, and other PrEP-
related medical care 

 Resources available for those on PrEP, 
especially PrEP Retention Services 

 The essential elements of the Public 
Health Intervention Program (PHIP) to 
assist with PrEP costs. 

 

 
PrEP educational curricula must 
be submitted in advance to 
CDPHE for review and approval. 
 
Providers of PrEP Education at 
the group level must submit 
timely, complete, and accurate 
client-level data that meets 
CDPHE requirements. 
 
Providers of PrEP Education at 
the group level must document 
referrals made for other PrEP 
services. 

 
PrEP Education delivered at the 
individual level must be evidence 
based and response to client 
needs. 

 
PrEP Education is considered to be 
“individual” when it involves one client or 
clients in a coupled relationship. 
 
Individual-level PrEP Education is typically 
single session, but may involve multiple 
sessions. Sessions must be long enough to 
cover the required topics and include 
opportunities to address client questions. 

 
Materials to be used during 
individual-level PrEP Education 
must be submitted in advance 
to CDPHE for review and 
approval. 
 
Providers of individual-level 
PrEP Education must submit 
timely, complete, and accurate 
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Individual-level PrEP Education must be 
medically accurate. 
 
Required content to be covered during 
individual-level PrEP Education are: 
 The effectiveness of PrEP in preventing 

HIV infection when taken as prescribed 
 Known side effects and their 

management 
 Symptoms of acute HIV infection and 

actions needed 
 The importance of adherence and the 

risk consequences of failing to take PrEP 
as prescribed 

 The “window period” at PrEP initiation 
(or re-initiation) when there is 
insufficient PrEP in the system to be 
protective 

 Safer sexual practices while on PrEP 
 Safer injection practices while on PrEP, 

including the continued risk of HCV 
infection 

 The importance of communication with 
partner(s), particularly when making the 
decision to discontinue PrEP 

 The importance of ongoing HIV testing, 
laboratory testing, and other PrEP-
related medical care 

 Resources available for those on PrEP, 
especially PrEP Retention Services. 

 The essential elements of the Public 
Health Intervention Program (PHIP) to 
assist with PrEP costs. 

client-level data that meets 
CDPHE requirements. 
 
Providers of PrEP Education at 
the individual level must 
document referrals for other 
PrEP services. 
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iii. Broad-Based Selective Interventions for PWID 
 

1. Marketing for PWID 
 
Purpose:    Marketing utilizes appropriate marketing channels (including print, electronic, and social media) to 
motivate interest and action among PWID.  These services should convey medically and scientifically accurate 
information while also providing the means by which people can take further action, such as utilizing syringe access or 
connecting to a medical provider. 
 

Standard Criteria Documentation 
Marketing reaches and engages 
individuals that are highly 
prioritized for prevention. 
 
 

 Populations highly prioritized  for 
prevention services due to injection-
related HIV risk are:   
 
 A person who injects drugs and has 

shared needles, syringes, or other drug 
preparation equipment 

 A person who has been in a methadone 
or other medication-based drug 
treatment program 

 Sexual partners of people living with HIV 
or AIDS 

 A man or woman who has had 
condomless anal or vaginal sex with a 
partner who injects drugs 

Providers of   Marketing will 
submit a plan that demonstrates 
tailoring to one or more of the 
populations considered at high risk 
of HIV infection. 
 
Process data submitted by 
providers will demonstrate success 
in reaching one or more of the 
populations considered at high risk 
of HIV infection. 

 
Marketing campaigns must be 
evidence-based and responsive to 
the needs of the priority 
populations. 

 
At a minimum, Marketing campaigns must: 
 Be medically and scientifically accurate 
 Utilize marketing channels with 

demonstrated access to one or more of 
the priority populations 

 Assist priority populations to make 
informed decision about syringe access. 

 Include means by which people can 
receive additional   services (such as 
details about an upcoming event, 
telephone number, or web-based 
referrals).  

 
Marketing may be developed and delivered 
in collaboration with other PWID service 
providers. 

 
 
 
 
 

 
Marketing materials must be 
submitted in advance to CDPHE for 
review and approval. 
 
Providers of   marketing campaigns 
must submit timely, complete, and 
accurate data that meets CDPHE 
requirements, such as number of 
people reached and targeted 
demographics. 
 
Providers of   marketing campaigns 
must track the extent to which 
people access additional services 
as a result of the campaign (such 
as visits to a web site). 
 
Inventory of other outreach 
providers and Memoranda of 
Understanding must be on file at 
the provider agency. 

 
Social Media Information posted on 
social media sites should align or 
be consistent with approved 
messages.  
 

At a minimum, Marketing campaigns must: 
 Be medically and scientifically accurate 
 Assist priority populations to make 

informed decision about syringe access. 
 HIV-related educational materials on 

their website must also post a notice on 
their home page informing viewers of the 
potentially explicit nature of HIV-related 
information. 

 Include means by which people can 
receive additional   services (such as 
details about an upcoming event, 

Providers of   Marketing will 
demonstrate their website 
includes a notice on their home 
page informing viewers of the 
potentially explicit nature of HIV-
related information, a disclaimer 
notifying the viewer that they are 
leaving the grantee’s website 
when accessing the link(s) and the 
information posted aligns with 
approved messages. 
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telephone number, or web-based 
referrals).  

 Materials that include links to other 
websites and social media sites must 
include a disclaimer notifying the viewer 
that they are leaving the grantee’s 
website when accessing the link(s). 

 
2. Outreach for PWID 

Purpose: Outreach involves one-on-one encounters with PWID in community settings that motivate interest 
and action in prevention programs.  Outreach should convey medically and scientifically accurate information 
while also providing the means by which people can take further action, such as accessing another service, 
especially a syringe access program.  Outreach is particularly necessary for PWID who do not normally seek 
services through traditional means. 

 
Standard Criteria Documentation 

 
Outreach should reach and engage 
individuals that are highly 
prioritized for syringe access. 
 
 

  
Populations highly prioritized for syringe 
access due to HIV and HCV risk are:   
 
 A person who injects drugs and has 

shared needles, syringes, or other drug 
preparation equipment 

 A person who has been in a methadone 
or other medication-based drug 
treatment program  

 Sexual partners of people living with 
HIV/AIDS or HCV 

 A man or woman who has had 
condomless anal or vaginal sex with a 
partner who injects drugs. 

 
Process data submitted by 
providers will demonstrate success 
in reaching one or more of the 
populations considered at high risk 
of HIV and HCV infection. 

Outreach must be evidence-based 
and targeted. 

Outreach providers must conduct formative 
research regarding the best location and 
time for reaching the target populations. 
Such research should also aim to identify 
and avoid potential duplication with other 
outreach efforts. 
 
Social network strategies (SNS) are 
considered evidence-based approaches to 
Outreach.  
 
Outreach for PWID may be developed and 
delivered in collaboration with other PWID 
services providers. 

Formative research findings must 
be available from outreach 
providers as part of site visits. 
 
Inventory of other outreach 
providers and Memoranda of 
Understanding must be on file at 
the provider agency. 
 
Documentation on file at agency 
that all relevant outreach staff 
have been trained in SNS. 
 



37 

Standard Criteria Documentation 
Outreach must cover all topics 
relevant to syringe access in an 
understandable, accessible 
manner. 
 
 

Outreach protocols must, at a 
minimum, address: 
 Accurate information about harm 

reduction-based interventions and 
their effectiveness 

 Active referrals to other services, 
including HIV/HCV testing, patient 
navigation, counseling, and other 
psychosocial and clinical services 

 Problem-solving barriers to needed 
services 

 Outreach safety 
 Tracking of outreach contacts 
 
Outreach materials distributed must 
include information about the following: 
 
 HIV/HCV transmission 
 HIV/HCV testing and knowledge of 

status 
 Location(s) and operating hours of 

syringe access sites 
 Overdose prevention/Naloxone 

administration 
 Crisis hotline information 

Written materials and outreach 
protocols must demonstrate the 
required components. 
 
Providers of outreach must submit 
timely, complete, and accurate 
data that meets CDPHE 
requirements, such as number of 
people reached and targeted 
demographics. 
 
Identified barriers to service 
delivery should be documented 
and kept on file at the agency. 

 
 
3. Education for PWID 
 

Purpose:  Education services for PWID are meant to provide medically accurate, understandable information that 
enables people to make informed decisions about avoiding injection-related HIV infection and other conditions 
associated with injection drug use (such as infected wounds and overdose). PWID Education may be provided through 
group events or individual sessions. Examples of group level education include trainings, workshops, events, forums, 
and retreats. 
 
Standard Criteria Documentation 
 

Education for PWID should be 
delivered to clients who could 
most benefit from it. 

  
Populations highly prioritized for PWID 
education are:   
 
 A person who injects drugs and has 

shared needles, syringes, or other drug 
preparation equipment 

 A person who has been in a methadone 
or other medication-based drug 
treatment program  

 
Providers of Education for PWID 
will submit an educational plan 
that demonstrates tailoring to 
one or more of the populations 
considered at high risk of HIV 
infection. 
 
Process data submitted by 
providers will demonstrate 
success in reaching one or more 
of the populations considered 
at high risk of HIV infection. 

Condom availability should 
accompany all education for PWID. 

Condoms should be continuously available 
wherever education for PWID is provided. 

Documentation of condom 
availability. 

 
PWID Education delivered to 
groups must be evidence based and 
responsive to the needs of the 
priority populations. 

 
A “group” is considered to be two or more 
individuals. Couples counseling is 
considered to be “individual.” 
 
At a minimum, group-level PWID Education 
must: 

 
PWID educational curricula 
must be submitted in advance 
to CDPHE for review and 
approval. 
 
Providers of PWID Education at 
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 Be medically accurate, 
 Include opportunities for active 

participation, and 
 Include opportunities to request and 

receive referrals for other services 
(individual-level education, SSP, HCV 
testing, HIV testing, etc.) 

 
Although the emphasis on each topic may 
vary, the following topics are to be 
addressed during intervention: 
 Nonjudgmental description of the risks 

associated with injection drug use, 
including HCV and HIV, 

 Personal goal-setting, 
 Effective strategies for reducing 

potential harms, including using only 
sterile syringes, not sharing any other 
injection equipment, PrEP, overdose 
prevention, and injection practices 
that are less likely to result in 
abscesses and other negative health 
effects,  

 Safer sexual practices, 
 “Success stories” of other PWID who 

have reduced their risks, 
 The importance of ongoing HIV and 

HCV testing, 
 While honoring a client’s stage of 

change, also conveying accurate 
information about the resources that 
are available if and when s/he chooses 
to change any aspect of his/her drug 
use. 

 Provide accurate information about 
available providers of support services 
commonly needed by PWID, especially 
housing, transportation, and 
emergency financial assistance 

 Provide accurate information about 
available providers of clinical services 
commonly needed by PWID, especially 
mental health, overdose education and 
treatment, wound care, pre-Exposure 
Prophylaxis, and vaccination for 
Hepatitis A and B. 

 

the group level must submit 
timely, complete, and accurate 
client-level data that meets 
CDPHE requirements. 
 
Providers of PWID Education at 
the group level must document 
referrals made for other 
services. 

 
PWID Education delivered at the 
individual level must be evidence 
based and response to client 
needs. 

 
PWID Education is considered to be 
“individual” when it involves one client or 
clients in a coupled relationship. 
 
Individual-level PWID Education is typically 
single session, but may involve multiple 
sessions. Sessions must be long enough to 
cover the required topics and include 
opportunities to address client questions. 
 
Individual-level PWID Education must be 
medically accurate. 

 
Materials to be used during 
individual-level PWID Education 
must be submitted in advance 
to CDPHE for review and 
approval. 
 
Providers of individual-level 
PWID Education must submit 
timely, complete, and accurate 
client-level data that meets 
CDPHE requirements. 
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Required content to be covered during 
individual-level PWID Education are: 
 A brief, nonjudgmental assessment of 

the client’s: 
 Clinical and psychosocial priorities 

and needs, 
 Current knowledge, attitudes, 

beliefs, and behaviors concerning 
injection drug use and the 
potential harms associated with it, 

 Current knowledge, attitudes, 
beliefs, and practice regarding 
harm reduction strategies, 
including using only sterile 
syringes, not sharing any other 
injection equipment, PrEP, 
overdose prevention, and injection 
practices that are less likely to 
result in abscesses and other 
negative health effects, 

 The client’s desire to change any 
aspect of their drug use. 

 Based on the brief assessment, assisting 
the client to develop personalized goals 
using the harm reduction framework. 

 Providing referrals and other resources 
for clinical and nonclinical issues that 
may assist the client in achieving her/his 
personalized goals. 

 If allowed by the funding source, this 
may include paying for the needed 
clinical or behavioral services. 

Providers of PWID Education at 
the individual level must 
document referrals for other 
services. 
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b. Client-Centered, Evidence-Based Selective Interventions 
 

i. General Standards for Client-Centered, Evidence-Based Selective Interventions 
 
Purpose: Client-Centered, Evidence-Based Selective Interventions are designed for clients with more intensive HIV 
prevention needs.  These interventions have demonstrated effectiveness, which increases the likelihood that they will 
prevent HIV transmission if implemented with fidelity. These interventions also act as a “gateway” to indicated 
interventions for clients with even greater needs. 
 

Standard Criteria Documentation 
Client-Centered, Evidence-Based 
Selective Interventions are based 
on formative research. 

Before selecting, tailoring, or developing a 
Client-Centered, Evidence-Based Selective 
Intervention, a provider mush identify the 
norms, values, beliefs, and behaviors of 
the intended recipients. 

Findings of formative research. 

Client-Centered, Evidence-Based 
Selective Interventions are based 
on published research or rigorous 
local evaluation. 

Program models on the CDC web site 
(www.effectiveinterventions.org) are 
automatically considered “evidence 
based.” 
 
Other program models may be considered 
evidence-based, but two forms of 
justification must be met: 
1) There is published or locally-conducted 
research studies that show positive 
behavioral (e.g., use of condoms; 
reduction in number of partners) and/or 
health outcomes (e.g., reduction in the 
number of new STD infections).  
2) The studies underlying the program 
model employed rigorous research designs 
(ideally both intervention and control 
groups) so that the positive outcomes 
could be attributed to the intervention. 

Documentation of a CDC-endorsed 
program model or CDPHE approval 
of a different program model. 

Providers must implement the key 
elements of their chosen evidence-
based models 

Each program model on 
www.effectiveinterventions.org has a 
listing of key elements developed by the 
researchers or model developers. 
 
Providers utilizing program models not 
listed on the CDC web site must provide 
and justify a similar listing of the key 
elements. 

Documentation that the program 
model includes at least the key 
elements. 

If some activities are modified 
from the published program model 
in terms of content, format, or 
length, the provider must provide 
acceptable justification. 

Providers are encouraged to evaluate 
program models in terms of the norms, 
values, beliefs, behaviors, and cultural 
aspects of their clients. Justifications of 
program model modifications must 
demonstrate application of these factors as 
justification.  

Written justification of the 
modifications to the program 
model. 

Even if not explicitly included in 
the published program model, 
screenings for issues highly 
associated with HIV risk are 
required. 
 

Providers must utilize CDPHE-approved 
screening tools for: 
 Substance use, 
 Mental health issues,  
 Critical events, and 
 Linkage to care (if living with HIV or 

AIDS) 

Documented use of CDPHE-
approved screening tools. 
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ii. PrEP-related Client-Centered, Evidence-Based Selective Interventions 
 
1. PrEP Navigation and Screening 
 
Purpose:  PrEP Screening and Navigation services are meant to assess the extent to which clients might benefit from 
PrEP (based on HIV risk), support clients making informed decisions about taking PrEP, assisting clients to access 
financial resources to pay for PrEP-related costs, and actively referring clients to a PrEP prescriber. 
 
Standard Criteria Documentation 

 
PrEP Screening includes an assessment of 
HIV risk, to determine the extent to 
which a person might benefit from PrEP 
and potential eligibility for PrEP 
Retention. 

 
PrEP Screening includes a complete 
and accurate completion of the 
PrEP Screening Tool or approved 
alternative. 

A completed copy of the PrEP 
Screening tool, or approved 
alternative, must be available for 
inspection during site visits. 
 
The results of the PrEP Screening 
must be submitted to CDPHE as 
part of standard data collection 
and reporting. 

Persons screened as having indicators for 
PrEP are provided with sufficient 
information to make informed decisions 
about PrEP, consistent with the standards 
of care for individual-level PrEP 
Education. 

See PrEP Education (individual 
level). 

See PrEP Education (individual 
level). 

 
Further PrEP Navigation services are 
conditional on client’s signing a PrEP 
Consent and Release of Information 
Form. 

 
The standard CDPHE PrEP Consent 
and ROI Form (or approved 
alternative) must be used and it 
must include client assertions that 
he/she: 
 Has received PrEP Education 
 Is voluntarily requesting 

additional Navigation and 
Screening services 

 Authorizes release of 
information necessary for 
navigation services 

 Understands that navigation 
services are not an absolute 
assurance that he/she will 
receive the requested PrEP 
services 

 
ROIs must be renewed annually. 

 
A completed and signed copy of 
the CDPHE PrEP Consent and ROI 
Form for each client receiving 
PrEP Screening and Navigation 
must be available during site 
visits. 
 
The ROI must not be expired. 

 PrEP Navigation must include the 
collection of demographic, household, 
income, medical, and insurance 
information which is relevant to 
eligibility for health coverage and for 
additional CDPHE assistance. 

The PrEP Navigator must fully and 
accurately complete the HIV PrEP 
Referral Form, or approved 
alternative. 
 
Self-reported information is 
sufficient for PrEP Screening and 
Navigation.  If subsequent 
information collected during the 
delivery of the service suggests 

A complete and accurate copy of 
the HIV PrEP Internal Referral 
Form must be available during site 
visits. 
 
If additional documentation is 
collected, this documentation 
must also be available during site 
visits. 
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Standard Criteria Documentation 

that the self-reported information 
was inaccurate, additional 
documentation can be requested as 
a condition for further services. 
Further documentation may be 
required for additional services 
(such as Critical Events assistance). 
 
It is not necessary to be a U.S. 
citizen to receive PrEP services. 
Applicants do not have to document 
citizenship or immigration status in 
order to be eligible for services. 
 
In general, determination of 
household size and income should 
be consistent with guidelines 
established by Colorado ADAP. 

If clients are potentially eligible for 
health coverage (including Medicaid or 
Medicare), PrEP Navigation includes 
assisting clients to enroll in such 
coverage, or making an active referral 
to a health coverage guide. 

 

PrEP Navigators must assist clients 
to enroll in Medicaid through 
Colorado PEAK. 
 
Clients with more complex health 
coverage situations, or 
questionable eligibility, must be 
referred to health coverage guides 
internal to the provider, in the 
community, or at CDPHE. 
 
In very limited cases, client may 
decline health coverage and still 
receive CDPHE assistance for costs 
associated with PrEP.  Only 
approved CDPHE staff may grant 
such a waiver. 

Enrollment in Medicaid or referral 
to a health coverage guide must 
be documented in a client file. 
 
Referral data must be collected 
and reported at the client level, 
consistent with CDPHE 
requirements. 
 
Waiver requests must be in 
writing, using the standard CDPHE 
form. 

 
Clients who are not engaged in care are 
to be referred to a primary care 
physician. 

 
If a client is not seeing a primary 
care physician regularly, he or she 
should be urged to seek care, and a 
referral to a primary care physician 
should be made. 
 
Referrals should be made to 
prescribers who are known to be 
supportive of PrEP for high risk 
populations. 

 
Document in the client record 
that a motivational interviewing 
approach was used in regard to 
seeking PrEP care.  Other data 
about the referral must be 
collected and reported to CDPHE, 
consistent with CDPHE 
requirements. 

 
Referral documented in client 
record must be available during site 
visits. 
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Standard Criteria Documentation 

 
For clients at imminent risk but 
delayed access to PrEP, PrEP 
Navigation facilitates access to a 
temporary supply of the prescribed 
drug, in collaboration with the Public 
Health Intervention Program under 
ADAP. 

 
If the PrEP Navigator feels that a 
client is at imminent risk of HIV 
infection, and the delay in acquiring 
PrEP medication is likely to be more 
than 10 days, the PrEP Navigator 
should contact the ADAP Help Desk 
at 303-692-2716 and arrange for an 
emergency supply of PrEP 
medications. 
 
ADAP staff will determine if the 
client situation constitutes 
“imminent risk.” 

 
Documentation in the case record 
that the client is experiencing 
“imminent risk,” that ADAP was 
contacted, and the outcome of 
the request. 
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iii. Client-Centered, Evidence-Based Selective Interventions for PWID 
 
1. Syringe access, including safe disposal 
 
Purpose: Providing PWID with clean syringes and other injection equipment reduces HIV and HCV transmission; 
minimizes unsafe disposal of used needles and syringes and used injection equipment; it also provides PWID with 
information that empowers them to reduce the infection risks associated with drug use and improve their overall 
health and well-being, including information about overdose prevention. 
 

Standard Criteria Documentation 
The SA program must be in 
accordance with local, state and 
federal laws, rules and regulations. 

Jurisdictional board of health approval for 
needle exchange program 
 
No federal funds are being used in the 
purchase of syringes or other injection-
related equipment for illegal drug use 

Documentation of Board of Health or 
County Commissioner approval on 
file at agency 
 
Documented affidavit on file at 
agency regarding use of federal 
funds. 

The Program is responsible for 
communicating and establishing 
relationships with law enforcement 
to protect program operations and 
participants. 

The Program will remain in good standing 
with applicable local and jurisdictional law 
enforcement entities. 
 
The Program will work with law 
enforcement to provide training to officers 
on areas of focus such as harm reduction, 
safe needle use/disposal, safety during 
pat-downs, syringe exchange legislation in 
Colorado, Naloxone as an overdose reversal 
method, etc. 

The Program will document 
trainings and other formal 
interactions with law enforcement 
that pertain to the SA program. 

The service delivery model(s) 
(e.g., fixed site, mobile, home 
delivery, etc.) should be as 
responsive as possible to the 
needs of PWID being served by 
the program. 
 
Syringe access protocol should 
assure that injectors will have as 
many syringes and as much clean 
injection equipment as they need 
to inject safely on a case-by-case 
basis. 

Needs assessments, including, but not be 
limited to, local drug use behaviors, 
resources and budget, staff availability, 
organizational structure/culture, and 
political climate, to inform model(s) 
selected and rationale for selection. 
 
Assess actual and current injection use to 
determine syringe/equipment needs on 
a case-by-case basis. 
 
Syringe access protocol educates and 
encourages safe and proper 
syringe/equipment disposal by PWID, but 
do not require a 1:1 exchange in order to 
obtain new syringe/equipment.  
 
Distribute sharps containers to 
participants in multiple shapes and sizes to 
meet the needs of PWID for easier/safer 
transport. 
 
Program accepts used syringe/equipment 
for disposal. 
 
Assess level of occurrence of secondary 
exchange by program participants to their 
peers and provide syringes and injection 
equipment as necessary to meet secondary 
exchange needs. 

Needs assessment documents on file 
at agency 
 
Formal syringe access protocol on 
file at agency; updated periodically 
based on changing trends and 
information from quality 
improvement activities. 
 
 
 
 
 
•  
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Standard Criteria Documentation 
The SA Program must have a 
medical waste management plan 
for the disposal of syringes and 
other injection equipment; plan 
must be in accordance with local, 
state and federal laws, rules and 
regulations. 

The Program will hire a medical waste 
management company to remove all 
biowaste (including all used syringes for 
disposal) at periodic intervals based on 
volume of disposal activities. 
 
The Program will adhere to storage, 
handling, and disposal of all biowaste 
materials as mandated by OSHA 
regulations.   
 
In the event of a needle-stick injury on-
site, the Program must have a protocol in 
place for early medical testing and 
intervention. 
 
If allowable by the funding source, 
incentives may be offered to participants 
for the return and proper disposal of used 
syringes and needles. 

Medical waste agreement with a 
third-party company on file at 
agency. 
 
Protocol on file at agency detailing 
safe storage, handling, and disposal 
of biowaste materials. 
 
A copy of OSHA regulations 
available at agency for all staff, 
volunteers, and interns. 
 
• Needle-stick injury prevention and 

management protocol on file at 
agency. 

 
If incentives are paid to 
participants, they must be properly 
logged, per CDPHE forms. 

Intake/enrollment establishes the 
beginning of a relationship and 
trust-building between PWID and 
the service provider and should 
take place in as timely a manner as 
possible. 
 
 

• Intake should be completed within the 
first three encounters/sessions with 
clients. 

• Initial intake should focus on most 
immediate risks of HIV/HCV transmission 
and quality of life factors 

• Subsequent encounters should acquire 
information to facilitate comprehensive 
services for PWID 

• Screening for client attitudes about 
changing their drug use, including 
motivation for substance use disorder 
treatment, should occur on intake and at 
least monthly thereafter. 

• Issuance of an enrollment card explaining 
the statutory protections for SA 
participants. If a participant refuses the 
card it should remain on file under the 
participant’s unique identifier. 

• Inform the participant, verbally and in 
writing, about SA policies, services, 
hours of operation, any rules or 
regulations, legal rights of program 
participants, preventing blood-borne 
infections, other injection-related 
equipment and syringe disposal options 

• Accurate and complete collection of 
required data 

• Intake/screening should include whether 
the client is living with HIV or AIDS. 

 
 

• Enrollment ID and intake form 
shall be kept on file at the agency 

• Follow-up sessions should be 
tracked and kept on file at the 
agency 

• Active referrals to other services 
should be tracked and kept on file 
at the agency 
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Standard Criteria Documentation 
Syringes and other safe injection 
equipment shall be readily 
available to PWID, along with 
education on safe injection 
practices 

The program will keep an inventory of 
syringes and other safe injection equipment 
on hand for PWID. 
 
Syringes shall be available in a variety of 
sizes comparable to the needs and requests 
of the population. 
 
Education regarding safe injecting practices 
shall be available as a core component of 
syringe distribution. 
 
The program will keep operating hours that 
are conducive to the population being 
served within restrictions imposed by 
neighbors or local government. 
 
The program will post and make available 
“safe space” information for clients of 
services. 
 
The program will appropriately track 
syringe and safe injection equipment 
distribution. 
 
The program will provide active referrals to 
other services on an as-needed basis. 
 
The program will provide other care 
coordination services, typically by referral. 
 

The program will keep on file 
documentation that tracks the 
following: 
 
 Estimated number of syringes 

distributed 
 Estimated number of syringes 

received for disposal 
 Number of unique individuals 

accessing SA services 
 Number of SA sessions 

(duplicative) 
 Estimated number of materials 

distributed 
 Active referral tracking 

Clients should receive information 
about options for substance use 
disorder treatment. 

An up-to-date listing of options for 
substance use disorder treatment provided 
to clients based on their screening. 

The listing should be available for 
inspection during site visits. 

If allowed by the funding source, 
funds may be used to pay for all or 
a portion of the costs of substance 
abuse treatment. 

CHAPP and some other funding sources 
allow the use of prevention funding to 
defray the costs of substance abuse 
treatment or insurance-related costs that 
facilitate access to substance abuse 
treatment. 
 
The contractor must demonstrate that they 
chose the lowest cost option that is 
delivered by properly credentialed 
professionals, meeting client needs as 
demonstrated in the ASAM criteria5. If a 
third party payer is available to pay for the 
service needed by the client, that payer 
source (and not prevention) should be 
utilized first. 

Documentation that the treatment 
was appropriate for the client, per 
ASAM criteria. 
 
Documentation that alternative 
payment sources were evaluated 
and utilized whenever possible. 

                                                            
5 American Society for Addiction Medicine, http://www.asam.org/ 
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Standard Criteria Documentation 
On-site HIV and HCV testing is 
available. 

At the basic level, HIV and HCV testing 
must be available at least twice per 
month. 
 
At the expanded level, HIV and HCV testing 
must be available at least weekly. 
 
At the comprehensive level, HIV and HCV 
testing must be available continuously. 
 

Documentation of HIV and HCV 
testing by SA personnel, 
collaborators, or subcontractors. 

PWID who are living with HIV or 
AIDS should be assisted to access 
HIV care. 

PWID living with HIV or AIDS should be 
asked about their current access to HIV 
care. 
 
PWID who are out-of-care should be 
assessed for their health care readiness, 
and should be referred to community 
linkage-to-care services. 
 

There should be a CDPHE Health 
Care Readiness Assessment Form 
for every PWID client living with 
HIV or AIDS. 
 
There should be a documentation 
of referral to linkage to care, or 
documentation of client refusal of 
this service. 

 
Clients should have immediate 
access to on-site Naloxone 
administration in the event of an 
opiate overdose at the SA site. 

The agency should furnish a supply of 
emergency drugs for purposes of treating 
individuals who may experience an opiate-
related overdose event. 
 
The agency should consider the following 
guidelines: 

 Naloxone administration training 
for staff, volunteers, and interns 

 Development of emergency 
Naloxone administration protocols 

 On-site Naloxone inventory and 
supply restocking procedures  

 Development of emergency 
medical services protocols 

 Rescue breathing/CPR training for 
staff, volunteers, and interns 

Certificates of staff trainings on 
file at agency 
 
Naloxone administration protocols 
on file at agency 
 
Inventory log on file at agency 
 
Emergency medical services 
protocols on file at agency 

Overdose prevention should be 
provided to SA clients. 

At the basic level, the agency should 
provide the following for clients of SA: 

 Overdose prevention and reversal 
education 

 Naloxone administration training 
 Lists of pharmacies that supply 

Naloxone with and without a 
prescription 

 Referrals and other assistance in 
acquiring a prescription for 
Naloxone where applicable 

 
At the expanded level, Naloxone should be 
available at the SA site, in collaboration 
with a licensed pharmacy or through other 
means.   
 
At the comprehensive level, Naloxone 
should be available at the SA site and the 
agency should encourage ongoing access to 

Overdose prevention and reversal 
training, including Naloxone 
administration, curricula on file at 
agency 
 
Log of client unique identifiers for 
individuals completing trainings on 
file at agency 
 
Financial assistance referral lists 
on file at agency; documentation 
of referrals. 
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Standard Criteria Documentation 
Naloxone through financial assistance. 
 

Clients should be assisted to 
access needed clinical and 
support services. 

At the basic and expanded levels of 
service, assistance in accessing clinical 
and support services should be 
provided in the context of group or 
individual education (see standards for 
PWID Education). 
 
Commonly needed services include: 
• Housing programs 
• Food banks 
• HAV and HBV vaccination  
• Sexually transmitted infection (STI) 

testing and treatment 
• HIV/AIDS and HCV treatment 

services 
• Testing and Treatment Services for 

hepatitis B 
• Primary health care  
• Legal assistance  
• Other financial assistance programs 

(i.e., LEAP, etc.) 
• Public benefits assistance (i.e., 

health insurance, Medicaid, CICP, 
SNAP, etc.) 

 
At the comprehensive level of service, 
some clinical services should be 
available on-site:  mental health, 
overdose education and treatment, 
wound care, and Pre-Exposure 
Prophylaxis.  Assistance in accessing 
support services should be provided in 
the context of PWID case management 
and, to the extent possible, be 
provided on-site. 
 

Availability and provision of 
services should be documented, 
and the documentation should be 
available for inspection during site 
visits. 

 
If clients are potentially eligible 
for health coverage (including 
Medicaid or Medicare), syringe 
access programs must provide 
eligibility and enrollment 
services on-site. 
 

 
 At the basic service level, an SSP must 
host at least one event per quarter for 
SSP clients who are not enrolled in 
health care or are having problems 
navigating the health care system. At 
the expanded service level, these events 
must be at least monthly. 
 
Clients with complex coverage situations 
should be referred to qualified health 
coverage guides or patient navigators. 
 
At the comprehensive service level, this 
is part of PWID case management 
services. 
 

 
Events must be documented and 
this documentation must be 
available for inspection during site 
visits. 
 
Referrals to qualified health 
coverage guides or patient 
navigators should be documented. 

All staff, interns, and volunteers 
should complete a core training 
curriculum.  
 

Core volunteer training includes, but is 
not limited to: 
• Agency policies and procedures  
• Harm reduction philosophy 

Training and staff resource protocol 
on file at agency. 
 
Documentation on file at agency 
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Standard Criteria Documentation 
• Safe injecting practices 
• Syringe disposal and safety, including 

needle-stick procedures 
• Safer injection and overdose prevention 
 
Core staff training includes the above 
and: 
• Legal and law enforcement issues and 

policies 
• HIV and viral hepatitis basics and 

prevention 
• Referral networks and procedures 
• Cultural awareness/inclusiveness 
• Drugs and alcohol basics 
• Outreach methods and practices 
• Motivational interviewing and stages of 

change theory 
• Interpersonal skills including 

management of boundary issues and 
individual engagement strategies  

• PrEP services 
 
Advanced staff training includes the above 
and: 
• Wound care 
• Patient navigation  
• Mental health/substance use services 

proving that all staff, volunteers, 
and interns have completed 
training to the satisfaction of the 
organization. 

All SA programs must have a safety 
protocol 

The following topics are to be addressed: 
 Handling Violent or Potentially 

Violent Situations6  
 Practices to maximize employee 

safety 
 Robbery at Exchange Site 
 Drug Dealing and/or Use at 

Exchange Site 
 Working with Police 
 Needle Stick Injury Prevention 

Protocol 
 Needle Stick Injury Protocol 
 On-site client overdose  

Policies and procedures on file at 
agency. 
 
Documentation proving that all 
staff, volunteers, and interns are 
aware of these policies and 
procedures. 

 

  

                                                            
6 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3298202/ 
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Indicated HIV Prevention Interventions 
 

i. General Standards for Indicated Interventions 
 

Standard Criteria Documentation 
Indicated interventions must be 
consistent with a thorough 
assessment of a client’s needs. 
 
When identified needs exceed 
what is reasonably available 
through the indicated 
intervention, the client should be 
nominated for the CE System for 
HIV Negative Persons 

The provider must fully and accurately 
complete a needs assessment using a 
format approved by CDPHE, which 
covers: 
 Social/partner support 
 Health care access 
 Adherence issues 
 HIV Risk 
 Potential eligibility for CE System 

assistance 

A copy of the Needs Assessment 
must be kept in a client file and 
available for inspection during site 
visits. 

To ensure that the indicated 
intervention is comprehensive 
and responsive to identified 
client needs, each client must 
have a current service plan.  
 

The provider and client will work 
together to decide a time line 
and who will take responsibility 
for each task. 

A CDPHE-approved service plan 
worksheet shall be completed and 
utilized by the provider and the client. 
 
The service plan is a strategy or plan of 
action designed by both the provider 
and client as a means to help the client 
achieve HIV-related goals. Problems, 
goals and tasks are identified and 
prioritized, including any outcome 
measures mandated by the agency or 
funding source. 

 
A reasonable timeline is determined for 
achievement of goals, with tasks 
assigned to either the provider or client. 
The provider and client will update the 
service plan upon achievement of goals, 
and when other issues or goals are 
identified, or reassessed. 
 
A reasonable timeline is determined for 
achievement of goals, with tasks 
assigned to either the provider or 
client. 

Service plan signed and dated by 
the case manager and client in 
client record 
 
All Service Plans are entered and 
updated in the data system 
provided by CDPHE, or an 
approved equivalent. 

 
The service plan is updated 
annually for those clients 
actively seeking services, those 
clients identified as needing 
services by other providers, 
when unanticipated changes take 
place in the client’s life, when a 
change in the plan is identified, 
and/or when reassessment 
occurs. 
 

The service plan indicates the 
individual responsible for each 
task: 

 Provider staff 
 Client 
 Family or support 
 Other staff or agency 

 
The service plan indicates 
anticipated time frame for each 
task 

Indicated interventions address 
substance use and mental health 
issues that are known to impact 
HIV risk. 

When detected during the Needs 
Assessment, potential substance use and 
mental health issues must be covered in 
the Service Plan, including: 
 Brief intervention for substance use 
 Referral to formal 

treatment/counseling 
 Referral to harm reduction services 

for people who inject drugs (PWID) 
 
Client refusal to engage in 
recommended services must be 

The Services plan must include 
substance use and mental health 
provisions consistent with the 
Needs Assessment, unless the 
client refuses such services. 
 
Client refusal to accept such 
services must be documented 
consistent with guidelines set by 
CDPHE. 
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documented. 

 
Reassessment of client needs 
is completed as needed, but 
not less than every six 
months for clients engaged 
in indicated interventions for 
six months or more. 

 
The service plan is updated for those 
clients actively seeking services, 
including those clients identified as 
needing services by other providers, 
when unanticipated changes take place 
in the client’s life, when a change in the 
plan is identified, or upon achievement 
of goals. 
 
For clients engaged in an indicated 
intervention six months or longer, 
reassessment must occur at least every six 
months. 
 

 
The case manager will document 
all updates to the service plan 
upon achievement of goals, and 
when other issues or goals are 
identified, or every six months 
for clients engaged in an 
indicated intervention for six 
months or more. 

 
Indicated interventions 
include reasonable efforts to 
locate and reach out to 
clients to follow up on the 
Services Plan 

 
The Service Plan must specify the 
client’s preferred form of contact. 
 
At least three attempts must be 
made using the client’s preferred 
form of contact (for example, three 
telephone calls), unless there is 
clear evidence that this form of 
contact is no longer effective (for 
example, returned mail). 
 
If the preferred form of contact is not 
effective, at least two other forms of 
contact must be attempted (for 
example, one telephone call and one 
email). 

 
All client contacts must be 
entered into the designated data 
system, consistent with 
guidelines established by CDPHE. 

 
To be considered an active 
client, there must be at least 
one client contact per 
quarter. 

 
Depending on the Services Plan, contact 
may be: 
 Face to face sessions 
 Group sessions 
 Mail 
 Email 
 Telephone call 
 Text message 

 
All client contacts must be entered 
into the designated data system, 
consistent with guidelines 
established by CDPHE. If contact is 
less than quarterly, there must be 
evidence of steps taken toward 
case closure. 
 
Returned mail or undelivered 
emails or text messages do not 
qualify as client contacts. 

 
Case reviewing is utilized as a 
specific mechanism to 
enhance case coordination. 

 
Interdisciplinary case review must 
be held for each client at least 
annually, or more often if clinically 
indicated. 

 
Evidence of timely case reviewing 
with key providers is found in the 
client’s records. 

 
Case reviews may take place face-
to- face, by phone or 
electronically. This may involve 
clients operating as a “go 
between” with the provider. 
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The provider will deliver 
active referrals, advocacy and 
interventions based on the 
service plan 

 
Monitoring involves carrying out of tasks 
listed in the plan, including the following 
activities: 
 
 Provider contact in person, by phone, 

or in writing 
 Assistance to client in applications for 

services 
 Assistance in arranging services 
 Encouragement to client to carry out 

tasks they agreed upon 
 Support to enable clients to overcome 

barriers and access services 
 Negotiation and advocacy as needed 
 Other case management activities as 

needed 

 
The client record includes 
ongoing documentation of the 
following: 

 
 All client contacts including: 

 Date of encounter 
 Type of encounter 
 Duration of encounter 
 Services provided 

 All contacts with the 
client’s support system, 
providers and other 
participants 

 Changes in client status 
 Progress made towards 

service plan 
 
The provider will develop 
referral resources to make 
available the full range of 
additional services to meet 
the needs of their clients. 

 
The provider will develop and maintain 
comprehensive referral lists for a full 
range of services. 

 
Referral lists available upon 
request by CDPHE. 

 
If the Service Plan includes 
referrals, then all such referrals 
will be active. 

 
The provider will support the client to 
initiate referrals that were agreed upon 
by the client and the provider. Active 
referrals include: 
 Referral to a named agency 
 The name of a contact person at the 

referral agency 
 An exact address 
 Specific instructions on how to make 

the appointment 
 Identifying referral agency eligibility 

requirements 
 What to bring to the appointment. 

 
All of the elements of active 
referral must be documented in 
the client record. 

 
Each client will receive assistance 
to help problem solve when 
barriers impede access to 
referrals. 

 
The provider will work with the client to 
identify barriers to referrals and assist in 
finding solutions to address barriers 

 
The provider will document all 
barriers identified in referral 
process and actions taken to 
resolve them 

The provider will ensure clients 
are accessing needed referrals. 

The provider will utilize a tracking 
mechanism to monitor completion of all 
active referrals. 

The provider will document 
follow-up activities and 
outcomes in the client record. 

At the conclusion of the 
indicated intervention, the 
client’s goals should have been 
met and, when appropriate, 
there should be a seamless 
transition to other services. 

 
If client needs were not met, or 
transition did not occur, the 
reasons must be appropriate 
and well documented. 

Clients should demonstrate one of the 
approved case closure criteria (see 
Documentation column). 

Client records must demonstrate 
one or more of the following 
case closure criteria being met: 

 Successful completion of all 
the goals in the Service Plan 

 Transition to a different level 
of support, such as Critical 
Events support. 

 Voluntary withdrawal from 
the service 

 Relocation outside of the 
service area 
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 Client otherwise lost to 
the service (moved out of 
jurisdiction, unable to 
locate after multiple 
attempts, etc.) 

 Client demonstrates the ability 
to independently manage their 
risk. 

 Severe, inappropriate, 
threatening, or otherwise 
destructive behavior on the 
part of the client that makes 
continuation of services 
dangerous to the provider or 
unlikely to be helpful to the 
client. 

 
The provider will complete a 
transition/ case closure 
summary. 

 
All attempts to contact the client and 
notifications about case closure are 
required to be documented in the 
client file, along with the reason for 
transition/case closure. 

 
Transition/case closure 
summaries will include: 
 Date and signature of 

case manager 
 Date of transition/case 

closure 
 Status of the service plan 
 Status of primary health 

care and support service 
utilization 

 Reasons for transition/case 
closure and criteria for re-
entry into services 

Staff delivering 
indicated interventions 
are appropriately 
qualified and trained. 

Personnel files must document that 
staff are appropriately credentialed or 
demonstrate sufficient mastery of skill 
and knowledge to deliver the service. 
 
Providers are highly encouraged but 
not required to participate in training 
offered through CDPHE. 
 
Specific required competencies will 
vary based on the nature of the 
indicated intervention. 
 

Personnel records must document 
qualification of staff by one of 
the following three means: 
 
 A copy of a license or 

certificate as a medical 
professional (e.g., a 
physician, nurse, or medical 
social worker); 
 

 official transcripts or 
certificates showing 
successful completion of 
courses of study related to 
the indicated intervention; 
or 

 
 a written statement by a 

licensed physician stating 
his/her conclusion that the 
staff person  has the 
necessary competencies. 

 
Staff providing indicated 
interventions must 
receive appropriate 
supervision. 

 
All staff delivering indicated 
interventions must be supervised by an 
appropriately credentialed supervisor 
who regularly reviews the client records, 
acuity and service plans. 

 
Supervisory files must document 

 
Supervisory files must contain 
the following: 

 
 Evidence of training or quality 

improvement activities 
 Evidence staff 

received supervision 
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supervisory activities, including direct 
observation of services, follow up 
actions, and effort to improve service 
quality. 

 Evidence of client record review 
 Evidence of follow up action 

taken 
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ii. PrEP-related Indicated Interventions 
 
 
1. PrEP Retention 
 
Purpose:  PrEP Retention is intended to support a client’s decision to access and remain adherent to PrEP through an 
assessment of PrEP-related needs, development of a PrEP Retention Plan, monitoring progress on the meeting of needs 
as described in the PrEP Retention Plan, and appropriately transitioning clients off of PrEP. When warranted, PrEP 
Retention links clients to significant additional resources, particularly the CDPHE Critical Events System for HIV 
Negative Clients. 
 
Intake and Planning 
 

Standard Criteria Documentation 
As part of PrEP Retention, the 
client must receive PrEP 
Education. 

See PrEP Education for specific 
standards of care. 
 
The PrEP Retention worker must 
either  
 Provide PrEP Education, or  
 Document that PrEP Education 

had been delivered by a named 
provider within the prior six 
months, based on client self-
report or other available 
information. 

 
See PrEP Education 

As part of PrEP Retention, the 
client must receive PrEP Screening 
and Navigation Services. 

See PrEP Screening and Navigation 
for specific standards of care. 
 
The PrEP Retention worker must 
either: 
 Provide PrEP Screening and 

Navigation, or  
 Document that PrEP Screening 

and Navigation was delivered 
by a specific provider within 
the prior six months, (based on 
client self-report or other 
available information). 

 
See PrEP Screening and 
Navigation 

 
PrEP Retention services must be 
consistent with a thorough 
assessment of a client’s needs. 
 
When identified needs exceed what 
is reasonably available through 
PrEP Retention, the client should 
be nominated for the CE System for 
HIV Negative Persons 
 
 

 
The PrEP Retention Worker must 
fully and accurately complete a 
PrEP Retention Needs Assessment, 
or approved alternative, which 
covers: 
 Social/partner support 
 Health care access 
 Adherence issues 
 HIV Risk 
 Potential eligibility for CE 

System assistance 

 
A copy of the Needs Assessment 
must be kept in a client file and 
available for inspection during site 
visits. 
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Standard Criteria Documentation 
 
To ensure that PrEP Retention 
Services are comprehensive and 
are responsive to identified client 
needs, each client must have a 
current PrEP Retention Plan.  
 
The PrEP Retention Worker and 
client will work together to decide 
a time line and who will take 
responsibility for each task. 

 
The service plan worksheet shall be 
completed and utilized by the PrEP 
Retention Worker and the client. 
 
The PrEP Retention Plan is a 
strategy or plan of action designed 
by both PrEP Retention Worker and 
client as a means to help the client 
achieve PrEP-related goals. 
Problems, goals and tasks are 
identified and prioritized, including 
any outcome measures mandated 
by the agency or funding source. 

 
A reasonable timeline is determined 
for achievement of goals, with tasks 
assigned to either case manager or 
client. The case manager and client 
will update the service plan upon 
achievement of goals, and when 
other issues or goals are identified, 
or reassessed. 
 
A reasonable timeline is determined 
for achievement of goals, with tasks 
assigned to either case manager or 
client. 

 
Service plan signed and dated by 
the case manager and client in 
client record 
 
All Service Plans are entered and 
updated in the data system 
provided by CDPHE, or an approved 
equivalent. 

 
The service plan is updated 
annually for those clients actively 
seeking services, those clients 
identified as needing services by 
other providers, when 
unanticipated changes take place 
in the client’s life, when a change 
in the plan is identified, and/or 
when reassessment occurs. 
 

The service plan indicates the 
individual responsible for each 
task: 

 PrEP Retention Worker 
 Client 
 Family or support 
 Other staff or agency 

 
The service plan indicates 
anticipated time frame for each 
task 

 
PrEP Retention includes the 
core elements of evidence-
based adherence counseling7 

 
Potential adherence issues must be 
addressed using the PrEP Take-
Home Sheet, a copy of which must 
be given to the client. 
 
All areas on the sheet must be 
completed in collaboration with the 
client, including: 
 A daily schedule  
 Storage of the prescription 
 Tying the daily schedule to 

another daily routine 
 Use of reminder tools 
 Accessing support for PrEP 
 Handling side effects 
 Handling adherence issues, 

 
A copy of the PrEP Take-Home Sheet 
must be retained in the PrEP Service 
Provider client file. 

                                                            
7 Preexposure Prophylaxis for the Prevention of HIV Infection in the United States – CDC  2014 Clinical Providers’ Supplement, page 24 
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Standard Criteria Documentation 
 
PrEP Retention addresses 
substance use and mental 
health issues that are known to 
impact adherence as well as 
HIV risk. 

 
When detected during the Needs 
Assessment, potential substance 
use and mental health issues must 
be covered in the PrEP Service 
Plan, including: 
 Brief intervention for 

substance use 
 Referral to formal 

treatment/counseling 
 Referral to harm reduction 

services for people who inject 
drugs (PWID) 

 
Client refusal to engage in 
recommended services must be 
documented. 

 
The PrEP Retention Services plan 
must include substance use and 
mental health provisions consistent 
with the Needs Assessment, unless 
the client refuses such services. 
 
Client refusal to accept such 
services must be documented 
consistent with guidelines set by 
CDPHE. 

 
Reassessment of client needs is 
completed as needed, but not 
less than every six months for 
clients engaged in PrEP 
Retention for six months or 
more. 

 
The service plan is updated for 
those clients actively seeking 
services, including those clients 
identified as needing services by 
other providers, when 
unanticipated changes take place in 
the client’s life, when a change in 
the plan is identified, or upon 
achievement of goals. 
 
For clients engaged in an indicated 
intervention for six months or longer, 
reassessment must occur at least 
every six months. 
 

 
The provider will document all 
updates to the service plan upon 
achievement of goals, and when 
other issues or goals are identified, 
or every six months for clients 
engaged in an indicated 
intervention for six months or more. 

 
Follow Up, Service Coordination, and Referrals 
 

Standard Criteria Documentation 
 
PrEP Retention includes reasonable 
efforts to locate and reach out to 
clients to follow up on the PrEP 
Retention Services Plan 

 
The PrEP Service Plan must 
specify the client’s preferred 
form of contact. 
 
At least three attempts must 
be made using the client’s 
preferred form of contact (for 
example, three telephone 
calls), unless there is clear 
evidence that this form of 
contact is no longer effective 
(for example, returned mail). 

 
All client contacts must be entered 
into the designated data system, 
consistent with guidelines 
established by CDPHE. 
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Standard Criteria Documentation 
 
If the preferred form of 
contact is not effective, at 
least two other forms of 
contact must be attempted 
(for example, one telephone 
call and one email). 

 
To be considered an active client, 
there must be at least one client 
contact per quarter. 

 
Depending on the PrEP Retention 
Services Plan, contact may be: 
 Face to face sessions 
 Group sessions 
 Mail 
 Email 
 Telephone call 
 Text message 

 
All client contacts must be entered 
into the designated data system, 
consistent with guidelines 
established by CDPHE. If contact is 
less than quarterly, there must be 
evidence of steps taken toward case 
closure. 
 
Returned mail or undelivered emails 
or text messages do not qualify as 
client contacts. 

 
The PrEP Retention Worker shall 
maintain communication with the 
prescriber of the client’s PrEP. 

 
PrEP Retention workers will 
make contact with a client’s 
primary care clinic at a 
minimum of twice a year, or 
as clinically indicated. 

 
Client record must include: 
 
 PEP/PrEP care medical 

provider name/clinic 
 Documentation of contact 

with primary medical clinics 
and providers 

 Medical history 
 All current medications 
 Date of last clinic visit 
 Results of last HIV test and renal 

function test. 
 
It is STRONGLY PREFERRED that 
this clinical data be reported 
directly from the medical provider 
and not rely on client self-report. 

 
Case reviewing is utilized as a 
specific mechanism to enhance case 
coordination. 

 
Interdisciplinary case review must 
be held for each client at least 
annually, or more often if 
clinically indicated. 

 
Evidence of timely case reviewing 
with key providers is found in the 
client’s records. 

 
Case reviews may take place face-
to- face, by phone or 
electronically. This may involve 
clients operating as a “go 
between” with the provider. 
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Standard Criteria Documentation 
 
The PrEP Retention Worker will 
provide active referrals, advocacy 
and interventions based on the 
service plan 

 
Monitoring involves carrying out of 
tasks listed in the plan, including 
the following activities: 
 
 Provider contact in person, by 

phone, or in writing 
 Assistance to client in 

applications for services 
 Assistance in arranging services 
 Encouragement to client to carry 

out tasks they agreed upon 
 Support to enable clients to 

overcome barriers and access 
services 

 Negotiation and advocacy as 
needed 

 Other case management 
activities as needed 

 
The client record includes ongoing 
documentation of the following: 

 
 All client contacts including: 

 Date of encounter 
 Type of encounter 
 Duration of encounter 
 Services provided 

 All contacts with the client’s 
support system, providers and 
other participants 

 Changes in client status 
 Progress made towards 

service plan 

 
The PrEP Retention worker will 
develop referral resources to make 
available the full range of additional 
services to meet the needs of their 
clients. 

 
PrEP Retention worker will 
develop and maintain 
comprehensive referral lists for 
a full range of services. 

 
Referral lists available upon request 
by CDPHE. 

 
If the PrEP Retention Plan includes 
referrals, then all such referrals will be 
active. 

 
The provider will support the client 
to initiate referrals that were 
agreed upon by the client and the 
provider. Active referrals include: 
 Referral to a named agency 
 The name of a contact person at 

the referral agency 
 An exact address 
 Specific instructions on how to 

make the appointment 
 Identifying referral agency 

eligibility requirements 
 What to bring to the 

appointment. 

 
All of the elements of active 
referral must be documented in 
the client record. 

 
Each client will receive assistance 
to help problem solve when barriers 
impede access to referrals. 

 
The provider will work with the 
client to identify barriers to 
referrals and assist in finding 
solutions to address barriers 

 
The provider will document all 
barriers identified in referral 
process and actions taken to 
resolve them 

 
The provider will ensure clients are 
accessing needed referrals. 

 
The provider will utilize a tracking 
mechanism to monitor completion 
of all active referrals. 

 
The provider will document follow-
up activities and outcomes in the 
client record. 
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Standard Criteria Documentation 
 
Clients should have the most effective 
relationship possible with their 
prescriber and pharmacist in support 
of adherence. 

 
The PrEP Retention Plan must 
address strengthening the 
relationship with the prescriber 
and pharmacist. 

 
The written plan in the client 
record must include motivational 
interviewing in support of 
improving client communication 
with their prescriber and 
pharmacist. 
 
When requested, this may include 
finding a new prescriber or 
pharmacist. 

 
Transition and Case Closure 
 

Standard Criteria Documentation 
 
At the conclusion of PrEP Retention 
services, the client’s goals should have 
been met and, when appropriate, 
there should be a seamless transition 
to other PrEP services. 

 
If client needs were not met, or 
transition did not occur, the reasons 
must be appropriate and well 
documented. 

 
Clients should demonstrate one 
of the approved case closure 
criteria (see Documentation 
column). 

 
Client records must 
demonstrate one or more of the 
following case closure criteria 
being met: 

 Successful completion of all 
the goals in the Service Plan 

 Transition to a different level 
of support, such as Critical 
Events support. 

 Voluntary withdrawal from 
the service 

 Relocation outside of the 
service area 

 Client otherwise lost to 
the service (moved out of 
jurisdiction, unable to 
locate after multiple 
attempts, etc.) 

 Client demonstrates the 
ability to independently 
manage PrEP. 

 Severe, inappropriate, 
threatening, or otherwise 
destructive behavior on the 
part of the client that makes 
continuation of services 
dangerous to the provider or 
unlikely to be helpful to the 
client. 
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Standard Criteria Documentation 
 
The PrEP Retention Worker will 
complete a transition/ case 
closure summary. 

 
All attempts to contact the client 
and notifications about case 
closure are required to be 
documented in the client file, 
along with the reason for 
transition/case closure. 

 
Transition/case closure 
summaries will include: 
 Date and signature of 

case manager 
 Date of transition/case 

closure 
 Status of the service plan 
 Status of primary health 

care and support service 
utilization 

 Reasons for 
transition/case closure 
and criteria for re-entry 
into services 

 
Qualifications of Staff 
 

Standard Criteria Documentation 
PrEP Retention staff are 
appropriately qualified and 
trained. 

Personnel files must document that PrEP 
Retention staff are appropriately 
credentialed or demonstrate sufficient 
mastery of skill and knowledge to deliver 
the service. 
 
Providers are highly encouraged but not 
required to participate in PrEP training 
offered through CDPHE. 
 
Required areas are: 
 Medical terminology commonly 

associated with PrEP, HIV, or AIDS; 
 The medications used for PrEP treatment; 
 Common laboratory procedures 

associated with PrEP and the meaning of 
the associated lab test results; 

 Eligibility and enrollment processes for 
the forms of third party payment 
available to people interested in 
receiving PrEP, including public programs 
(e.g., Medicaid and Medicare) and 
private health insurance; 

 Laws and regulations regarding the 
sharing of confidential medical 
information, including HIPAA; 

 Operating in a supporting role to a 
licensed provider of PrEP medical care, 
without violating laws and regulations 
concerning the actual delivery of health 
care services. 

 
PrEP staff will have a one-year period 
starting on their date of hire to document 
their qualifications. 

Personnel records must document 
qualification of PrEP Retention 
workers by one of the following 
three means: 
 
 A copy of a license or 

certificate as a medical 
professional (e.g., a physician, 
nurse, or medical social 
worker); 
 

 official transcripts or 
certificates showing 
successful completion of 
courses of study of the areas 
listed in the “criteria” 
column; or 
 

 a written statement by a 
licensed physician stating 
his/her conclusion that the 
PrEP Retention Worker  has 
mastered the areas listed in the 
“criteria” column. 
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Standard Criteria Documentation 
 
PrEP Retention staff must 
receive appropriate 
supervision. 

 
All PrEP Retention staff must be supervised 
by an appropriately credentialed supervisor 
who regularly reviews the client records, 
acuity and service plans. 

 
Supervisory files must document 
supervisory activities, including direct 
observation of services, follow up actions, 
and effort to improve service quality. 

 
Supervisory files must contain 
the following: 

 
 Evidence of training or quality 

improvement activities 
 
 Evidence staff 

received supervision 
 
 Evidence of client record reviews 
 
 Evidence of follow up action 

taken 
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iii. Indicated Interventions for PWID 
 
1. Case Management for PWID 
 

Purpose:  Case management for PWID is intended to support a client’s decision to access and remain involved in a 
syringe support program through an assessment of HIV risk-related needs, development of a service plan, monitoring 
progress on the meeting of needs as described in the service plan, and appropriately closing a case. When warranted, 
case management for PWID links clients to significant additional resources. 
 

Standard Criteria Documentation 
Providers of case management 
for PWID should maintain a 
current knowledge of resources 
to address medical and 
psychosocial concerns commonly 
experienced by PWID. 

The provider should have a continually 
updated resource that will allow them 
to assist clients with issues concerning: 
 High quality drug treatment 
 Hepatitis vaccinations 
 HCV testing 
 HIV testing 
 Wound care 
 Overdose prevention 
 Pre-exposure prophylaxis 
 Transportation 
 Emergency financial assistance 
 Housing, and  
 Employment assistance 

 
To assist clients who wish to make 
changes in their drug use, this resource 
should also include: 

 Medication assisted treatment 
options (including methadone, 
suboxone, naltrexone, and other 
leading-edge MAT); 

 Treatment programs that are as 
compatible with harm reduction as 
possible; and 

 Use of Medicaid, Medicare, and 
commercial insurance to pay for 
treatment and navigating the 
systems of care associated with 
these payers. 

The resource should be available 
for inspection during site visits 
and should include all of the 
required resources. 

Case management for PWID must 
be consistent with a thorough 
assessment of a client’s overall 
psychosocial and medical needs. 
 
When identified needs exceed 
what is reasonably available 
through the indicated 
intervention, the client should be 
nominated for the CE System for 
HIV Negative Persons 
 
 

The provider must fully and accurately 
complete a needs assessment using a 
format approved by CDPHE, which 
should include: 

 Mental health; 
 STI risk screenings; 
 HIV/HCV risk screenings; 
 HIV PrEP and nPEP; 
 Criminal justice involvement; 
 Support services needed; 
 General access to health care, 

including care for HCV. 
 
If PWID clients are living with HIV or 
AIDS and are not receiving HIV care, 
they must be offered additional 
assistance, documented in the Service 
Plan, including: 

A copy of the Needs Assessment 
must be kept in a client file and 
available for inspection during site 
visits. 
 
For PWID living with HIV or AIDS 
who are not in care, the following 
should be available or clearly 
documented:  
 A completed Health Care 

Readiness Form; 
 Initiation of enrollment or 

recertification in ADAP; and 
 Active referral to linkage to 

care with follow up (or client 
refusal). 
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 Completion of the Health Care 
Readiness Form provided by CDPHE; 

 Active referral to a linkage to care 
providers, which could be CDPHE 
staff or community-based provider; 

 Initiation of enrollment, or 
recertification, inthe Colorado AIDS 
Drug Assistance Program, including 
both Medication Assistance and 
Insurance Assistance. 

Case management for PWID 
should include a 
Multidisciplinary Assessment 
Profile (MAP)8 of his/her drug 
use. 

Although Case Management for PWID is 
NOT treatment, it still requires a 
multidisciplinary approach to clarify the 
client’s drug use, which must include: 
 Stage of change – where the client fit 

in a motivational schema, from pre-
contemplative to maintenance of 
change; 

 Decisional balance – The client’s 
understanding of the benefits and 
consequences of her/his drug use; 

 Type of drug(s) used – including 
frequency, amounts, and patterns of 
use; 

 Level of dependence – including 
interactions of drug, set, setting; 
biopsychosocial consequences; 
perceived level of control over use 

 Prescribed medications – current and 
past, plus adherence; 

 Past treatment history – prior 
attempts to stop or reduce use, 
including subjective experiences; 

 Support system – helpful, harmful, or 
absent; 

 Self-efficacy – Client’s degree of 
confidence in ability to make changes, 
including drug use; 

 Psychiatric diagnoses – made by 
credentialed professionals, including 
the possibility of self-medication or 
exacerbation of other conditions; 

 Client’s stated goal – including 
treatment desired or rejected. 

A copy of the MAP must be kept 
in a client file and available for 
inspection during site visits. 

Clients should base their 
health care decisions on 
accurate, understandable 
information about their 
healthcare options.  PWID 
case management should 
provide health care 
enrollment and navigation 
services to support these 
important decisions. 

Clients should be assessed and counseled 
regarding private and public health 
insurance options that might be available 
to them. When appropriate, these should 
be included in the Service Plan. 

The client record should include 
results of the following 
assessments, which should also be 
reflected in the Service Plan: 

 Private insurance options (such 
as accessing an ID specialist on 
their current plan or gaining 
private coverage). 

 Medicaid eligibility 
 Medicare eligibility 
 Other third-party payment 

                                                            
8 Denning, P.  “Harm Reduction Psychotherapy In Action,” in Practicing Harm Reduction Psychotherapy: An Alternative Approach to 
Addictions.  (2000)  New York:  The Guilford Press.  Pages 54‐55. 
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sources (e.g., VA, S-CHIP, Indian 
Health Services) 

 
Prior to discharge, clients should 
be assessed for eligibility for 
Colorado SDAP/PHIP, including 
medication assistance and 
insurance assistance, as 
evidenced by an SDAP/PHIP 
Enrollment Form being submitted 
to CDPHE, or a notation in the 
client record why SDAP/PHIP was 
not appropriate. Such enrollment 
could occur directly by the 
provider or by another 
enrollment specialist through 
referral. 

To ensure that the case 
management is comprehensive 
and responsive to identified 
client needs, each client must 
have a current service plan.  
 
The provider and client will work 
together to decide a time line 
and who will take responsibility 
for each task. 

A CDPHE-approved service plan 
worksheet shall be completed and 
utilized by the provider and the client. 
 
The service plan is a strategy or plan of 
action designed by both the provider 
and client as a means to help the client 
achieve injection- and HIV-related goals. 
Problems, goals and tasks are identified 
and prioritized, including any outcome 
measures mandated by the agency or 
funding source. 

 
A reasonable timeline is determined for 
achievement of goals, with tasks 
assigned to either the provider or client. 
The provider and client will update the 
service plan upon achievement of goals, 
and when other issues or goals are 
identified, or reassessed. 
 
A reasonable timeline is determined for 
achievement of goals, with tasks 
assigned to either the provider or 
client. 
 
The topic of relapse (including triggers, 
prevention, and returning to previous 
commitments) should be covered in the 
service plan. Relapse includes both 
sharing behaviors and changes in drug 
use levels. It should be handled 
nonjudgmentally and should be 
“normalized” as a very common 
experience for those who are making 
changes in sharing and drug use. 

Service plan signed and dated by 
the case manager and client in 
client record 
 
All Service Plans are entered and 
updated in the data system 
provided by CDPHE, or an 
approved equivalent. 

 
The service plan is updated 
annually for those clients 
actively seeking services, those 
clients identified as needing 
services by other providers, 
when unanticipated changes take 
place in the client’s life, when a 
change in the plan is identified, 
and/or when reassessment 
occurs. 
 

The service plan indicates the 
individual responsible for each 
task: 

 Provider staff 
 Client 
 Family or support 
 Other staff or agency 

 
The service plan indicates 
anticipated time frame for each 
task. 
 
Relapse is included in the service 
plan. 

Reassessment of client needs 
is completed as needed, but 
not less than every six 
months for clients engaged 
in case management for six 
months or more. 

The service plan is updated for those 
clients actively seeking services, 
including those clients identified as 
needing services by other providers, 
when unanticipated changes take place 
in the client’s life, when a change in the 
plan is identified, or upon achievement 

The case manager will document 
all updates to the service plan 
upon achievement of goals, and 
when other issues or goals are 
identified, or every six months 
for clients engaged in PrEP 
Retention for six months or more. 
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of goals. 
 
For clients engaged in case management 
six months or longer, reassessment must 
occur at least every six months. 
 

 
Case management for PWID 
must include reasonable 
efforts to locate and reach 
out to clients to follow up on 
the Services Plan 

 
The Service Plan must specify the 
client’s preferred form of contact. 
 
At least three attempts must be 
made using the client’s preferred 
form of contact (for example, three 
telephone calls), unless there is 
clear evidence that this form of 
contact is no longer effective (for 
example, returned mail). 
 
If the preferred form of contact is not 
effective, at least two other forms of 
contact must be attempted (for 
example, one telephone call and one 
email). 

 
All client contacts must be 
entered into the designated data 
system, consistent with 
guidelines established by CDPHE. 

 
To be considered an active 
client, there must be at least 
one client contact per 
quarter. 

 
Depending on the Services Plan, contact 
may be: 
 Face to face sessions 
 Group sessions 
 Mail 
 Email 
 Telephone call 
 Text message 

 
All client contacts must be entered 
into the designated data system, 
consistent with guidelines 
established by CDPHE. If contact is 
less than quarterly, there must be 
evidence of steps taken toward 
case closure. 
 
Returned mail or undelivered 
emails or text messages do not 
qualify as client contacts. 

 
Case review is utilized as a 
specific mechanism to 
enhance case coordination. 

 
When there are multiple providers 
involved the client’s service plan, 
an interdisciplinary case review 
must be held at least annually, or 
more often if clinically indicated. 

 
Evidence of timely case reviewing 
with key providers is found in the 
client’s records. 

 
Case reviews may take place face-
to- face, by phone or 
electronically. This may involve 
clients operating as a “go 
between” with the provider. 

 
The provider will deliver 
active referrals, advocacy and 
interventions based on the 
service plan 

 
Monitoring involves carrying out of tasks 
listed in the plan, including the following 
activities: 
 
 Provider contact in person, by phone, 

or in writing 
 Assistance to client in applications for 

services 
 Assistance in arranging services 
 Encouragement to client to carry out 

tasks they agreed upon 
 Support to enable clients to overcome 

barriers and access services 

 
The client record includes 
ongoing documentation of the 
following: 

 
 All client contacts including: 

 Date of encounter 
 Type of encounter 
 Duration of encounter 
 Services provided 

 All contacts with the 
client’s support system, 
providers and other 
participants 
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 Negotiation and advocacy as needed 
 Other case management activities as 

needed 

 Changes in client status 
 Progress made towards 

service plan 

 
The provider will develop 
referral resources to make 
available the full range of 
additional services to meet 
the needs of their clients. 

 
The provider will develop and maintain 
comprehensive referral lists for a full 
range of services. 

 
Referral lists available upon 
request by CDPHE. 

 
All referrals included in a 
Service Plan will be active 
referrals. 

 
The provider will support the client to 
initiate referrals that were agreed upon 
by the client and the provider. Active 
referrals include: 
 Referral to a named agency 
 The name of a contact person at the 

referral agency 
 An exact address 
 Specific instructions on how to make 

the appointment 
 Identifying referral agency eligibility 

requirements 
 What to bring to the appointment. 

 
All of the elements of active 
referral must be documented in 
the client record. 

 
Each client will receive assistance 
to help problem solve when 
barriers impede access to 
referrals. 

 
The case manager will work with the 
client to identify barriers to referrals and 
assist in finding solutions to address 
barriers 

 
The provider will document all 
barriers identified in referral 
process and actions taken to 
resolve them 

 
The provider will ensure clients 
are accessing needed referrals. 

 
The provider will utilize a tracking 
mechanism to monitor completion of all 
active referrals. 

 
The provider will document 
follow-up activities and 
outcomes in the client record. 

 
PWID case management clients 
should have immediate access 
to on-site Naloxone 
administration in the event of 
an opiate overdose. 

The agency should furnish a supply of 
emergency drugs for purposes of treating 
individuals who may experience an opiate-
related overdose event. 
 
The agency should provide or have in 
place: 

 Naloxone administration training 
for staff, volunteers, and interns 

 Development of emergency 
Naloxone administration protocols 

 On-site Naloxone inventory and 
supply restocking procedures  

 Development of emergency 
medical services protocols 

 Rescue breathing/CPR training for 
staff, volunteers, and interns 

Certificates of staff trainings on 
file at agency 
 
Naloxone administration protocols 
on file at agency 
 
Inventory log on file at agency 
 
Emergency medical services 
protocols on file at agency 
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PWID Case Management clients 
should have increased access 
to Naloxone prescriptions. 

The agency should provide the following 
for clients receiving case management: 

 Overdose prevention and reversal 
education 

 Naloxone administration training 
 Lists of pharmacies that supply 

Naloxone with and without a 
prescription 

 Assistance in acquiring a 
prescription for Naloxone where 
applicable 

 Access to financial assistance for 
client Naloxone 
doses/prescriptions 

Overdose prevention and reversal 
training, including Naloxone 
administration, curricula on file at 
agency 
 
Log of client unique identifiers for 
individuals completing trainings on 
file at agency 
 
Financial assistance referral lists 
on file at agency; documentation 
of referrals 

 
At the conclusion of the case 
management, the client’s goals 
should have been met and, 
when appropriate, there should 
be a seamless transition to 
other services. 

 
If client needs were not met, or 
transition did not occur, the 
reasons must be appropriate and 
well documented. 

 
Clients should demonstrate one of the 
approved case closure criteria (see 
Documentation column). 

 
Client records must demonstrate 
one or more of the following 
case closure criteria being met: 

 Successful completion of all 
the goals in the Service Plan 

 Transition to a different level 
of support, such as Critical 
Events support. 

 Voluntary withdrawal from 
the service 

 Relocation outside of the 
service area 

 Client otherwise lost to 
the service (moved out of 
jurisdiction, unable to 
locate after multiple 
attempts, etc.) 

 Client demonstrates the ability 
to independently manage their 
risk. 

 Severe, inappropriate, 
threatening, or otherwise 
destructive behavior on the 
part of the client that makes 
continuation of services 
dangerous to the provider or 
unlikely to be helpful to the 
client. 

 
The provider will complete a 
transition/ case closure 
summary. 

 
All attempts to contact the client and 
notifications about case closure are 
required to be documented in the 
client file, along with the reason for 
transition/case closure. 

 
Transition/case closure 
summaries will include: 
 Date and signature of 

case manager 
 Date of transition/case 

closure 
 Status of the service plan 
 Status of primary health 

care and support service 
utilization 

 Reasons for transition/case 
closure and criteria for re-
entry into services 
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Staff delivering case 
management for PWID 
are appropriately 
qualified and trained. 

Case managers for PWID must 
document completion of core and 
advanced training (see page 46). 
 
In addition, personnel files must 
document that staff are appropriately 
credentialed or demonstrate sufficient 
mastery of skill and knowledge to 
deliver case management. 
 
Providers are highly encouraged but 
not required to participate in training 
offered through CDPHE. 
 
Case managers for PWID should 
demonstrate the following 
competencies: 
 Creating, monitoring, modifying, and 

closing out service plans; 
 Professional and clinical terminology 

commonly associated with substance 
use disorders, injection-related health 
issues, HIV, or AIDS; 

 The levels of treatment for substance 
use issues, as described by ASAM9; 

 Eligibility and enrollment processes for 
the forms of third party payment 
available to people interested in 
receiving substance use treatment or 
other clinical care, including public 
programs (e.g., Medicaid and 
Medicare) and private health 
insurance; 

 Laws and regulations regarding the 
sharing of confidential medical 
information, including HIPAA; 

 Operating in a supporting role to a 
licensed provider of treatment for 
substance use disorders, without 
violating laws and regulations 
concerning the actual delivery of 
treatment services. 

 

Personnel records must document 
qualifications of staff by one of 
the following three means: 
 
 A copy of a license or 

certificate as a clinical 
professional (e.g., a Certified 
Addictions Counselor, 
physician, nurse, or clinical 
social worker); 
 

 Official transcripts or 
certificates showing 
successful completion of 
courses of study related to 
the competencies associated 
with case management for 
PWID; or 

 
 A written statement by a 

licensed psychiatrist, 
psychologist, LCSW, or 
Certified Addictions Counselor 
III stating his/her conclusion 
that the staff person  has the 
necessary competencies. 

 
Staff providing case 
management for PWID 
must receive 
appropriate supervision. 

 
All staff delivering indicated 
interventions must be supervised by an 
appropriately credentialed supervisor 
who regularly reviews the client records, 
acuity and service plans. 

 
Supervisory files must document 
supervisory activities, including direct 
observation of services, follow up 
actions, and effort to improve service 
quality. 

 
Supervisory files must contain 
the following: 

 
 Evidence of training or quality 

improvement activities 
 Evidence staff 

received supervision 
 Evidence of client record review 
 Evidence of follow up action 

taken 

 
  

                                                            
9 American Society for Addiction Medicine, http://www.asam.org/ 
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HIV Testing 

 
CDPHE supports two types of HIV testing:  Individual HIV testing in Clinical Settings and Individual HIV testing in 
Nonclinical Settings. 
 

i. Individual HIV testing in Clinical Settings  
 
Purpose:  Individual HIV testing in Clinical Settings takes place at sites where medical, diagnostic, and/or treatment 
services are routinely provided.  This includes HIV testing at many types of clinical sites, including STD clinics, family 
planning clinics, emergency departments, urgent care centers, and other clinics providing outpatient ambulatory care or 

primary care. The overall purpose is to identify and provide support to people who are living with HIV or AIDS (to 
expedite linkage to care) and to identify and provide support to people as they make choices about their personal 
prevention strategies within sexual health and harm reduction frameworks. 
 
Intake and Eligibility 
 

Standard  Criteria Documentation 
HIV testing funded by 
CDPHE is voluntary 

Clients have elected to be tested of 
their own accord, and they are not 
coerced or forced to be tested.  
 
Clients have the right to decline HIV 
testing services. 

Should be documented in the 
consent. 

Before testing can occur, 
clients must give 
informed consent 

Clients clearly understand basic 
information about HIV and HIV testing.  
Verbal consent is sufficient, but it must be 
documented in the medical record. 
 
Under Colorado law, consent of a 
parent or legal guardian is not a 
prerequisite for a minor to receive an 
HIV test.  If a minor age 13 or younger 
requests an HIV test from a CDPHE 
contractor, the testing provider may 
involve the minor’s parent or legal 
guardian. Specific HIV tests also have 
age limitations that must be followed. 

Consent forms should be signed 
prior to the beginning of the 
counseling session. Consent forms 
should inform the client about 
grievance procedures. A consent 
form specified by the CDPHE or an 
approved equivalent must be used. 

Anonymous HIV testing 
in clinical settings must 
meet legal requirements 

In general, anonymous testing is not 
available in a clinical site, unless a local 
board of health has specifically designated 
a clinical site for that purpose. 
 
No one determined by the HIV tester to be 
under the age of 12 may elect to be tested 
anonymously. 

Documentation that legal 
requirements have been met. 

HIV testing providers 
must collect and report 
required data. 

CDPHE has identified a data set that should 
be collected as part of the delivery of HIV 
testing in clinical settings. However, 
collection of data must not pose a barrier 
to the availability of testing, and clinical HIV 
testing contractors may request waivers of 
specific data elements.   

Analysis of data submitted to CDPHE 
for completeness and accuracy. 
 
Evidence of a written waiver for 
missing data elements. 
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For example, as a basis for a waiver, a 
contractor might demonstrate that their 
electronic health record does not collect a 
specific data element and that revising the 
electronic medical record is not feasible 
due to financial and other barriers.  
 
Data elements that are required for 
statewide quality assurance purposes will 
not be waived. 
 
CDPHE HIV testing in clinical settings must 
follow state HIV reporting rules. 

 
Key Services Components and Activities 
 

Standard  Criteria Documentation 

HIV testing in clinical settings may 
be either routine or targeted, 
consistent with guidelines. 

If the clinical HIV testing contractor has 
reason to believe that the prevalence of 
undiagnosed HIV infection among their 
patients age 13 to 64 is greater than or 
equal to 0.1 percent, the preferred mode of 
HIV testing is universal opt‐out testing.  If 
HIV prevalence is believed to be less than 
0.1 percent, the preferred mode of HIV 
testing is targeted opt‐in testing. 
 
If the clinical HIV testing contractor is an 
STD clinic, all patients should be screened 
routinely for HIV during each visit for a new 
complaint, regardless of whether the 
patient is known or suspected to have 
specific behavior risks for HIV infection. 

Documentation of either a routine 
or targeted approach, with 
appropriate justification. 

Persons at highest risk should be 
assessed for acute infection and 
tested using the best possible, 
FDA‐approved technologies and 
specimens that allow for 
detection of HIV infection as early 
as possible after exposure.  

Blood (whole blood, serum, or plasma) is 
the preferred specimen for HIV testing 
because tests conducted with blood are 
more sensitive for early infection than tests 
conducted with oral fluid.  
 
Contractors intending to test using oral 
fluid must receive permission from CDPHE 
in advance, must demonstrate why more 
sensitive testing is not feasible, and must 
disclose the limitations of oral fluid testing 
to clients. Ideally, these contractors should 
be prepared to provide a more sensitive 
HIV test involving a blood specimen upon 
client request; at a minimum, these 
contractors must actively refer such clients 
to another HIV testing site or medical 

Use of an FDA‐approved blood 
specimen or written approval from 
CDPHE to use oral fluid testing.‐ 
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provider that is prepared to provide a test 
that uses a blood specimen. 

   



73 

The clinical HIV testing contractor 
should conduct a sufficient sexual 
and behavioral history . 

The clinical HIV testing contractor should 
conduct a sufficient sexual and behavioral 
history to determine if the client is at high 
risk for HIV and is a good candidate for 
PrEP. See the “Counseling for clients who 
test HIV negative” section for a description 
of these clients. However, clinical HIV 
testing should not be contingent on clients 
disclosing one of these risks; clinical HIV 
testing should be available to anyone who 
requests it.   

Documentation of a sufficient sexual 
and behavioral history. 

Clients should be advised to retest 
based on guidelines that are 
driven by risk. 

In all clinical settings, patients should be 
advised to retest according to the following 
frequency: 
 

MSM who have been 
sexually active in the 
previous 12 months but do 
not have PrEP indicators10 

1 test per 
year 

MSM who have PrEP 
indicators 

4 tests 
per year 

PWID who have injected in 
the previous 12 months 
but do not have PrEP 
indicators 

1 test per 
year 

PWID who have PrEP 
Indicators 

4 tests 
per year 

Heterosexuals who have 
been sexually active in the 
previous 12 months but do 
not have PrEP indicators 

1 test 
every 3 
years 

Heterosexuals who have 
PrEP indicators 

4 tests
per year 

 
In addition, clinical contractors should 
encourage patients and their prospective 
sex partners to be tested before initiating a 
new sexual relationship. 
 
Where CDPHE resources are insufficient to 
fully meet these expectations, CDPHE 
funding should be reserved to support HIV 
testing for clients who have no other payer 
source. 
 

Documentation of advice given to 
clients regarding retesting. 

                                                            
10 See PrEP indicators description in the “Counseling for clients who test negative” section, below. 
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Each CDPHE contractor providing 
HIV testing should have a quality 
assurance plan to ensure that they 
are delivering accurate test results 
and following established 
procedures.  

Quality assurance includes running controls 
according to manufacturer protocols, 
review of client charts and data forms, 
training and retraining testing staff, and 
direct observation of HIV testing sessions 
with follow up correction when needed.  
 
HIV testing should be conducted in a 
private location where client confidentiality 
can be ensured and where a specimen can 
be collected safely and without risk of 
contamination. 
 
HIV testing sites using waived rapid HIV 
tests must either obtain their own 
certificate of waiver under CLIA (the Clinical 
Laboratory Improvement Amendments of 
1988), or establish an agreement to work 
under the CLIA certificate of an existing 
laboratory. 

Quality assurance plan available for 
inspection during site visits. 
 
Evidence of quality assurance 
activities.  

 
Counseling for clients who test negative 
 

Standard  Criteria Documentation 

Assessment of risk for infection 
with HIV and other STDs and 
provision of prevention 
information should be 
incorporated into routine primary 
care of all sexually active persons 
when doing so does not pose a 
barrier to HIV testing.11 
 
The central goal of HIV screening 
in clinical settings is to maximize 
the number of persons who are 
aware of their HIV infection and 
receive care and prevention 
services.12   A secondary goal is to 
provide or actively refer to PrEP, 
harm reduction, or other 
prevention services. 
 

Prevention counseling should not be 
required as a part of HIV screening 
programs in clinical settings.  
 
Prevention counseling is strongly 
encouraged for persons at high risk for HIV 
in settings in which risk behaviors are 
assessed routinely (e.g., STD clinics).13   
 
Patients found to have risk behaviors and 
those who want assistance with changing 
behaviors should be provided with or 
referred to HIV risk‐reduction services.14 

Documentation of appropriate 
screening and counseling. 

                                                            
11 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 12. 
12 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 10 
13 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 8. 
14 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 12. 
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Clients should receive a PrEP 
educational session (consistent 
with the PrEP Standards of 
Practice) if they meet established 
criteria. 

Clients should receive a PrEP educational 
session (consistent with the PrEP 
Standards of Practice) if they meet one of 
the following criteria.  In this context, 
“sex” means anal or vaginal sex, and the 
timeframe is the previous 12 months. 
 

PrEP is ALWAYS indicated if: 
1. The client has an HIV+ partner, 
2. The client received money for sex 

work, OR 
3. The client is a transgender person. 

 
If the client does not use condoms 100% 
of the time, PrEP is also indicated if: 
1. The client is a Man Who Has Sex 

With Men (MSM), 
2. The client has a PWID sex partner, 
3. The client has a transgender sex 

partner, OR 
4. The client is a woman who has sex 

with MSM. 
 

If the client is an MSM, PrEP is also 
indicated if he has been diagnosed with 
an STI in the previous 12 months. 
 
If the client has injected drugs, PrEP is 
also indicated if any of these are true in 
the previous 12 months: 
1.  The client used needles, syringes, 

or other drug preparation 
equipment that had already been 
used by another person, OR 

2.  The client has been in a 
methadone or other medication‐
based drug treatment program. 

 
If an HIV testing clinical contractor lacks the 
resources or expertise to provide this PrEP 
educational session, the contractor must 
demonstrate that they will provide this 
educational session by referral to another 
service provider. 
 

Documentation of the delivery of a 
PrEP educational session. 
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Post‐test counseling for clients who test positive 
 

Standard  Criteria Documentation 

For clients who test HIV positive, 
the priority is linkage to HIV care 
and to needed support services. 

1) The first step in post‐test counseling for 
clients who test positive is to explore the 
client’s reaction to the test result. If the 
client appears to be in crisis, provide 
crisis management. Attend to the 
client’s immediate needs before moving 
on with the other tasks. 

2) If Linkage‐to‐Care (LTC) services are 
immediately available at the testing site, 
the client should be transitioned to LTC 
and the post‐test counseling session can 
end. Whenever possible the LTC staff 
person should be provided with the 
information on the Client Information 
and Intake Form that is useful for service 
planning.  In some instances, LTC 
services may be delivered or arranged by 
CDPHE staff. 

3) If LTC services are not immediately 
available, the post‐test counseling 
session must include the following steps:
a.  Identify potential needs around 

mental health and substance use, 
using an evidence based screening 
model approved by CDPHE. 

b.  Complete the Health Care Readiness 
Assessment, which should be 
forwarded to LTC staff if the client 
selects a LTC provider before the end 
of the post‐test counseling session. 
Include any identified mental health 
or substance use needs on this form. 
Inquire about the client’s existing 
health coverage. 

4)  If the client already has health coverage 
(including Medicaid): 
a.  Evaluate the ability and confidence of 

the client to utilize their health 
coverage to obtain treatment for HIV.

b.  If there are doubts about the client’s 
ability or confidence, emphasize the 
benefits of utilizing LTC services and 
make sure these client issues are 
noted on the Health Care Readiness 
Assessment. 

5)  If the client does not have health 
coverage: 
a.  Follow your agency protocol 

regarding enrollment in health 

Documentation of actions taken to 
facilitate client access to care.  
 
A completed copy of the Health Care 
Readiness Assessment. 
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coverage.   
b.  The preferred protocol is providing 

immediate assistance enrolling in 
Medicaid, if the client appears to 
meet Medicaid eligibility criteria. An 
acceptable alternative is to explain 
the importance of obtaining health 
coverage and the ways in which LTC 
can assist the client in enrollment. 

c.  Note the client’s health coverage 
situation on the Health Care 
Readiness Assessment. 

In addition to linking clients to 
care, the post‐test counselor 
should conduct a brief health 
education/risk reduction (HE/RR) 
session. 

The HERR session should six steps: 
1)  Gauge the client’s level of 

understanding of HIV transmission risks 
from sexual contact or sharing injection 
equipment. 

2)  Identify the client’s preferences for 
protecting partners and reinforce the 
importance of protective behaviors. 

3)  Briefly introduce risk reduction 
strategies: 
a.  Choosing less risky sexual and drug‐

using behaviors; 
b.  Using condoms consistently and 

correctly; 
c.  Reducing the number of sexual 

partners; 
d.  Not sharing syringes or other 

injection equipment; 
e.  Getting tested together with 

partners and encouraging partners 
to be tested. 

3)  Explain that getting prompt HIV care 
and reducing viral load to undetectable 
levels not only improves his/her quality 
of life but also protects current and 
future partners. 

4)  Some clients may have a partner or 
partners who could benefit from PrEP. 
Therefore, provide the client with brief, 
accurate PrEP information, explain the 
resources that are available to support 
PrEP, and equip the client with written 
information (including referrals) that 
could be passed along to partner(s). 

5)  If the client discloses injection behavior, 
actively link him/her to the closest 
syringe access program. 

6)  Explore issues around disclosing his/her 

Documentation of an HERR session 
including the required elements. 



78 

Standard  Criteria Documentation 

HIV serostatus to recent, current, and 
future partners. Provide an accurate 
description of partner services and the 
types of assistance that can be 
provided while preserving his/her 
privacy. If the client opts into partner 
services, actively link him/her to CDPHE 
DIS. 

The HIV testing clinical contractor 
should provide or arrange for 
confirmatory and other follow‐up 
services.   

In most instances, this will involve: 
1)  Collecting a specimen to send to a lab 

for follow‐up testing after the initial 
reactive rapid test result. In some 
instances, this may be performed by a 
DIS;  

2)  Discussing the importance of returning 
to the agency to get the test result;  

3)  When feasible, scheduling a day and 
time for the client to return to the 
agency to get the result of the follow‐
up test; 

4)  When feasible, initiating HIV care by 
ordering initial CD4 and viral load tests 
and arranging for test results to be 
delivered to the client’s chosen HIV 
care provider. 

Documentation of follow up 
services. 

 
Partner Services, Referrals and Linkage to Care 
 

Standard  Criteria  Documentation 

Linkage to clinical care, support, 
and prevention services are 
priorities for clients who test HIV 
positive. 

Active efforts are essential to ensure that 
HIV‐infected patients receive their positive 
test results and linkage to clinical care, 
counseling, support, and prevention 
services.15 HIV‐infected persons should 
receive or be referred for clinical care 
promptly, consistent with USPHS guidelines 
for management of HIV‐infected persons. 

Documentation of linkage to clinical 
care, support, and prevention 
services  

Services that mitigate future risk 
are priorities for highest‐risk 
clients who test HIV negative. 

Priority referrals for clients testing HIV 
negative are for PrEP services and syringe 
support programs, when warranted by the 
risk behaviors reported by the patient.  
 
Additional important referrals that mitigate 
future HIV risk are substance abuse and 
mental health counseling. 

Documentation of referrals to PrEP 
and syringe support, as appropriate. 

                                                            
15 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), pp. 10‐11. 
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Disclosure of HIV status is a critical 
issue for clients who test HIV 
positive, but assistance is often 
required. 

When HIV infection is diagnosed, health‐
care providers should strongly encourage 
patients to disclose their HIV status to their 
spouses, current sex partners, and previous 
sex partners and recommend that these 
partners be tested for HIV infection. CDPHE 
can assist patients by notifying, counseling, 
and providing HIV testing for partners 
without disclosing the patient’s identity. 
Providers should inform patients who 
receive a new diagnosis of HIV infection 
that they might be contacted by health 
department staff for a voluntary interview 
to discuss notification of their partners.16 

Documentation of a disclosure 
discussion, including information 
about DIS service. 

HIV clinical testing contractors 
should be prepared to make 
referrals to HIV risk‐reduction 
services. 

Those who want assistance with changing 
behaviors should be referred to HIV risk‐
reduction services (e.g., drug treatment, 
STD treatment, and prevention 
counseling) if the needed service is not 
available directly from the clinical HIV 
testing contractor.17 

Documentation of referrals to 
behavior change services, as 
appropriate. 

 

Billing Third Party Payers 
 

Standard  Criteria  Documentation 

Whenever possible, HIV testing 
programs should bill a client’s 
health coverage rather than 
utilizing funding provided by 
CDPHE. 

Exceptions can be granted by CDPHE due to 
demonstrated client confidentiality 
concerns or other extenuating 
circumstances.   
 
Clients must not be denied HIV testing 
services due the lack of or unwillingness to 
utilize a third party payer. 

Evidence of third party billing, when 
feasible. 

 
Personnel Qualifications 
 

Standard  Criteria  Documentation 

People providing HIV tests in 
clinical settings must demonstrate 
proficiency in essential skills. 

People providing HIV tests in clinical 
settings must demonstrate proficiency in 
the following skill areas: 
1)  Conducting an HIV test using the 

technology chosen by the site, 
consistent with manufacturer 
instructions; 

2)  Collecting and reporting accurate client 
data; 

3)  Informing clients of their HIV test results 

Personnel files include proof of 
qualifications. 

                                                            
16 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 11. 
17 CDC MMWR  “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health‐Care Settings,” 
(2006), p. 12. 
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and answering questions about the 
meaning of the test results; 

4)  Providing brief counseling for clients 
who test negative, based on the 
principles of sexual health and wellness. 
This includes recognizing PrEP screening 
criteria and providing a PrEP educations 
session; 

5)  Providing brief counseling for clients 
who test HIV positive clients in a way 
that maximizes client motivation and 
ability to immediately access HIV care 
and to protect partners (i.e., 
transitioning clients to linkage‐to‐care 
services; completing a health care 
readiness assessment; providing a brief 
HE/RR session; providing or arranging 
for confirmatory and other follow‐up 
services); 

6)  Assisting clients to enroll in and utilize 
health coverage, including Medicaid, 
Medicare, and commercial health plans. 
For complex coverage issues, this may 
involve actively referring clients for 
expanded assistance; 

7)  Referring, linking, and navigating clients 
to needed services. 

People providing quality 
assurance for an HIV testing 
program must demonstrate 
adequate expertise. 

People providing quality assurance for an 
HIV testing program must demonstrate 
adequate expertise in the seven skill areas 
listed above as well as:  
1)  Strictly enforcing manufacturer 

guidelines for conducting the HIV test 
and maintaining the testing 
environment;  

2)  Monitoring and documenting service 
delivery;  

3)  Addressing service delivery issues or 
deficiencies;  

4)  Collecting and reporting accurate and 
complete data in a timely manner;  

5)  Ensuring compliance with the CPDHE 
contract and with all applicable laws 
and regulations. 

Documentation of a quality 
assurance system implemented by 
an appropriately qualified staff. 

 
Client Rights and Responsibilities 
 

Standard  Criteria  Documentation 

All persons accessing HIV testing 
in clinical settings have specific 
rights. 

All persons accessing HIV testing in 
nonclinical settings have the following 
rights, which should be disclosed to them: 
1)  The right to give or withhold informed 

Evidence that the rights were 
conveyed to the client. 
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consent for an HIV test and to have that 
decision honored; 

2)  The right to be informed about the HIV 
testing technology being utilized, its 
sensitivity and specificity, its associated 
“window period,” and other technical 
aspects of the test as contained in the 
manufacturer disclosures; 

3)  The right to be treated with respect and 
without discrimination in regard to age, 
race, ethnicity, sexual orientation, 
national origin, socio‐economic status, 
sex, gender, gender identity, disability, 
place of residence, citizenship status, 
language, religion, marital status, 
history of drug use, or history of 
involvement with the criminal justice 
system. 

4)  The right to receive reasonable 
accommodations to make the test 
accessible, including the right to ask for 
a properly trained interpreter and for 
the testing site to be accessible for 
people with disabilities. 

5)  The right for all information provided to 
the test providers to be safeguarded 
and held confidentially, in accordance 
with state and federal law and 
regulations. 

6)  The right to receive accurate, unbiased 
information about ways to manage HIV 
risk, while also honoring your right to 
make choices about your sexual health 
and risk reduction strategies. 

7)  The right to access and receive 
assistance regarding HIV care and 
supportive services that would improve 
their quality of life or the quality of life 
of others, including assistance in 
notifying sex partners or needle‐sharing 
partners that they may have been 
exposed to HIV. 

All persons accessing HIV testing in 
clinical settings have specific 
responsibilities. 

All persons accessing HIV testing in 
nonclinical settings have the following 
responsibilities: 
1)  The responsibility to provide the HIV 

tester with accurate, complete 
information in order to provide you 
with the service that best matches their 
needs. 

2)  The responsibility to treat staff, 
volunteers, and other clients with 
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respect. 
3)  The responsibility to let the HIV tester 

know when some part of the testing 
experience is not understood, so that 
additional explanations can be 
provided. 

4)  The responsibility to maintain 
confidentiality about potentially 
sensitive information that was seen or 
heard during the HIV testing process 
that might cause harm to others if 
disclosed. 

5)  The responsibility to fulfill their part in 
preventing future HIV infections. 
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ii. Individual HIV testing in Non‐Clinical Settings  
 
Purpose:  Individual HIV testing in Non‐Clinical Settings takes place at sites where medical, diagnostic, and/or treatment 
services are not routinely provided, but where select diagnostic services, such as HIV testing, are offered.  This includes 

HIV testing at fixed venues or outreach sites, such as:  a person’s home, community‐based organizations (CBOs), 
mobile testing units, churches, bathhouses, parks, shelters, syringe services programs, health‐related storefronts, 
homes, and other social service organizations. The overall purpose is to identify and provide support to people who 
are living with HIV or AIDS (to expedite linkage to care) and to identify and provide support to people as they make 
choices about their personal prevention strategies within sexual health and harm reduction frameworks. 
 
Intake and Eligibility 
 

Standard  Criteria Documentation 

HIV testing funded by 
CDPHE is voluntary 

Clients have elected to be tested of 
their own accord, and they are not 
coerced or forced to be tested.  
 
Clients have the right to decline HIV 
testing services. 

Should be documented in the 
consent. 

Before testing can occur, 
clients must give 
informed consent 

Clients clearly understand basic
information about HIV and HIV testing, 
and they provide a written agreement 
to be tested for HIV. 
 
Under Colorado law, consent of a 
parent or legal guardian is not a 
prerequisite for a minor to receive an 
HIV test.  If a minor age 13 or younger 
requests an HIV test from a CDPHE 
contractor, the testing provider may 
involve the minor’s parent or legal 
guardian. No one determined by the 
counselor to be under the age of 12 
may elect to be tested anonymously. 
Specific HIV tests also have age 
limitations that must be followed. 

Consent forms should be signed 
prior to the beginning of the 
counseling session. Consent forms 
should inform the client about 
grievance procedures. A consent 
form specified by the CDPHE or an 
approved equivalent must be used. 

When testing 
confidentially at a 
CDPHE contractor, 
clients must provide the 
required CDPHE data set 

Required data must be reported in its 
entirety to CDPHE, meeting 
expectations in regard to timeliness 
and completeness.  The full completion 
of the CDPHE Client Information and 
Intake Form will ensure the collection 
of all required data elements as well as 
screenings that will drive the post‐test 
counseling session. 
 
When testing anonymously at a CDPHE 
contractor, clients do not need to provide 
their name, address, phone number, birth 
date, or other personally identifying data; 
they must provide the remainder of the 
CDPHE data set, and this data must be 

Analysis of the data reported to 
CDPHE. 
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reported to CDPHE using the CDPHE Client 
Information and Intake Form.  

 
Key Services Components and Activities 
 

Standard  Criteria Documentation 

Persons at highest risk should be 
assessed for acute infection and 
tested using the best possible, 
FDA‐approved technologies and 
specimens that allow for 
detection of HIV infection as early 
as possible after exposure.  

Blood (whole blood, serum, or plasma) is 
the preferred specimen for HIV testing 
because tests conducted with blood are 
more sensitive for early infection than tests 
conducted with oral fluid.  
 
Contractors intending to test using oral 
fluid must receive permission from CDPHE 
in advance, must demonstrate why more 
sensitive testing is not feasible, and must 
disclose the limitations of oral fluid testing 
to clients. Ideally, these contractors should 
be prepared to provide a more sensitive 
HIV test involving a blood specimen upon 
client request; at a minimum, these 
contractors must actively refer such clients 
to another HIV testing site or medical 
provider that is prepared to provide a test 
that uses a blood specimen. 

Use of an FDA‐approved blood 
specimen or written approval from 
CDPHE to use oral fluid testing.‐ 

Each CDPHE contractor providing 
HIV testing should have a quality 
assurance plan to ensure that they 
are delivering accurate test results 
and following established 
procedures.  

Quality assurance includes running controls 
according to manufacturer protocols, 
review of client charts and data forms, 
training and retraining testing staff, and 
direct observation of HIV testing sessions 
with follow up correction when needed.  
 
HIV testing should be conducted in a 
private location where client confidentiality 
can be ensured and where a specimen can 
be collected safely and without risk of 
contamination. 
 
Nonclinical HIV testing sites using waived 
rapid HIV tests must either obtain their 
own certificate of waiver under CLIA (the 
Clinical Laboratory Improvement 
Amendments of 1988), or establish an 
agreement to work under the CLIA 
certificate of an existing laboratory. 

A quality assurance plan available 
for inspection during site visits. 
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Targeting and recruitment 
 

Standard  Criteria Documentation 

HIV testing in nonclinical settings 
must be targeted.  

Targeting is the process for defining how 
HIV testing services will be directed to 
identify persons who are unaware of their 
HIV status and who are at greatest risk for 
HIV infection. Appropriately targeting HIV 
testing services to these highest‐risk 
populations is necessary for maximizing 
resources, and for identifying undiagnosed 
HIV‐positive persons in need of HIV medical 
care, treatment, and prevention services. 
Targeting can also help identify high‐risk 
HIV‐negative persons needing important 
HIV prevention services, such as PrEP, non‐
occupational post‐exposure prophylaxis 
(nPEP), and other social and behavioral 
interventions. Contracted HIV testing 
providers will be expected to define their 
focus population, including a primary focus 
population and one or more 
subpopulations.   

Documentation of targeting. 

HIV testing providers must have a 
recruitment plan.   

Recruitment is the process by which 
members of a focus population are reached 
and motivated to engage in HIV testing.  A 
recruitment plan should outline when, 
where, and how recruitment will occur, as 
well as the specific recruitment strategies 
and messages that will be used. Examples 
of recruitment strategies include 
community outreach and social media 
outreach. 

A recruitment plan is available for 
inspection during site visits. 

 
Post‐test counseling for clients who test negative 
 

Standard  Criteria Documentation 

CDPHE supports a “risk adjusted” 
approach to post‐test counseling 
for clients who test HIV negative.  

This involves the following steps: 
1)  Using the data collected on the CDPHE 

Client Information and Intake Form, 
determine the Risk Score and the 
outcome of the PrEP Screen. 

2)  Inform clients that all further 
counseling is optional and obtain 
her/his permission to proceed. 

3)  If the Risk Screen score is greater than 
or equal to 22 OR the client meets PrEP 
Screen criteria, the counseling should 
proceed to Level 2, unless the client 
opts out.  If the Risk Screen score is less 
than 22 AND the client does not meet 
PrEP Screen criteria, the counseling 

Documentation and data showing 
that clients received an appropriate 
level of training (unless they opted 
out). 
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should NOT proceed to Level 2, unless 
the client opts in.   

4)  For clients that do not proceed to Level 
2:  Provide a brief overview of 
protective strategies (including PrEP), 
offer to answer any questions, give the 
client a CDPHE‐approved informational 
packet, and explain the benefits of 
receiving his/her next HIV test through 
the health care system rather than the 
nonclinical HIV testing site. 

5)  For clients that proceed to Level 2:   
a.  Utilize the Level of Protection Tool to 

identify protective strategies that 
meet the client’s needs and desires. 
For each selected strategy, briefly 
review the positive and negative 
points for each strategy and verify 
client understanding of continued STI 
and HIV risks, if any. This session 
should be based on sexual health and 
wellness. 

b.  If the client does not choose PrEP as 
one of these strategies, probe to 
ensure that the client is making this 
decision based on an accurate 
understanding of the benefits and 
drawbacks of PrEP.  

c.  If the client discloses injection 
behavior and does not choose syringe 
access services, probe to ensure that 
the client is making this decision 
based on an accurate understanding 
of the benefits and drawbacks of 
syringe access (including HCV risks).  
Actively link the client to the closest 
syringe access program upon request.

d.  As part of the Level 2 session, review 
the screening data on the CDPHE 
Client Information and Intake Form 
and determine client needs for 
mental health or substance use 
services.  Provide referrals as needed. 

6)  If the Risk Score is greater than or equal 
to 31 OR the client meets PrEP Screen 
criteria, proceed to Level 3, unless the 
client opts out. If the Risk Score is less 
than 31 AND the client does not meet 
PrEP Screen criteria, the counseling 
should NOT proceed to Level 3, unless 
the client opts in.  

7)  For clients that proceed to Level 3:   
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a.  Conduct a PrEP Navigation and 
Screening session, consistent with the 
standards for that service.  Based on 
client expressed needs, this could 
include navigation of health coverage 
and the health care system, 
evaluation of health coverage 
options, enrollment in health 
coverage (directly or by referral), and 
referral to PrEP Retention Services.  

b.  Review the data collected on the 
CDPHE Client Information and Intake 
Form and other information disclosed 
by the close to determine if the client 
might meet criteria for Critical Events 
for Negatives assistance. If the client 
meets CE criteria and appears to be 
highly motivated to change the issues 
and circumstance associated with 
her/his risk, complete a CE 
Nomination Form. 

 
Post‐test counseling for clients who test positive 
 

Standard  Criteria Documentation 

For clients who test HIV positive, 
the priority is linkage to HIV care 
and to needed support services. 

4) The first step in post‐test counseling for 
clients who test positive is to explore the 
client’s reaction to the test result. If the 
client appears to be in crisis, provide 
crisis management. Attend to the 
client’s immediate needs before moving 
on with the other tasks. 

5) If Linkage‐to‐Care (LTC) services are 
immediately available at the testing site, 
the client should be transitioned to LTC 
and the post‐test counseling session can 
end. Whenever possible the LTC staff 
person should be provided with the 
information on the Client Information 
and Intake Form that is useful for service 
planning.  In some instances, LTC 
services may be delivered or arranged by 
CDPHE staff. 

6) If LTC services are not immediately 
available, the post‐test counseling 
session must include the following steps:
a.  Identify potential needs around 

mental health and substance use, 
using the data collected on the 
CDPHE Client Information and Intake 
Form. 

b.  Complete the Health Care Readiness 

Documentation of actions taken to 
facilitate client access to care.  
 
A completed copy of the Health Care 
Readiness Assessment. 
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Assessment, which should be 
forwarded to LTC staff if the client 
selects a LTC provider before the end 
of the post‐test counseling session. 
Include any identified mental health 
or substance use needs on this form. 
Inquire about the client’s existing 
health coverage. 

4)  If the client already has health coverage 
(including Medicaid): 
a.  Evaluate the ability and confidence of 

the client to utilize their health 
coverage to obtain treatment for HIV.

b.  If there are doubts about the client’s 
ability or confidence, emphasize the 
benefits of utilizing LTC services and 
make sure these client issues are 
noted on the Health Care Readiness 
Assessment. 

5)  If the client does not have health 
coverage: 
a.  Follow your agency protocol 

regarding enrollment in health 
coverage.   

b.  The preferred protocol is providing 
immediate assistance enrolling in 
Medicaid, if the client appears to 
meet Medicaid eligibility criteria. An 
acceptable alternative is to explain 
the importance of obtaining health 
coverage and the ways in which LTC 
can assist the client in enrollment. 

c.  Note the client’s health coverage 
situation on the Health Care 
Readiness Assessment. 

In addition to linking clients to 
care, the post‐test counselor 
should conduct a brief health 
education/risk reduction (HE/RR) 
session. 

The HERR session should include the 
following steps: 
1)  Gauge the client’s level of 

understanding of HIV transmission risks 
from sexual contact or sharing injection 
equipment. 

2)  Identify the client’s preferences for 
protecting partners and reinforce the 
importance of protective behaviors. 

3)  Briefly introduce risk reduction 
strategies: 
a.  Choosing less risky sexual and drug‐

using behaviors; 
b.  Using condoms consistently and 

correctly; 
c.  Reducing the number of sexual 

partners; 

Documentation of an HERR session 
including the required elements. 
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d.  Not sharing syringes or other 
injection equipment; 

e.  Getting tested together with 
partners and encouraging partners 
to be tested. 

3)  Explain that getting prompt HIV care 
and reducing viral load to undetectable 
levels not only improves his/her quality 
of life but also protects current and 
future partners. 

4)  Some clients may have a partner or 
partners who could benefit from PrEP. 
Therefore, provide the client with brief, 
accurate PrEP information, explain the 
resources that are available to support 
PrEP, and equip the client with written 
information (including referrals) that 
could be passed along to partner(s). 

5)  If the client discloses injection behavior, 
actively link him/her to the closest 
syringe access program. 

6)  Explore issues around disclosing his/her 
HIV serostatus to recent, current, and 
future partners. Provide an accurate 
description of partner services and the 
types of assistance that can be 
provided while preserving his/her 
privacy. If the client opts into partner 
services, actively link him/her to CDPHE 
DIS. 

The post‐test counselor should 
provide or arrange for 
confirmatory and other follow‐up 
services.   

In most instances, this will involve: 
1)  Collecting a specimen to send to a lab 

for follow‐up testing after the initial 
reactive rapid test result. In some 
instances, this may be performed by a 
DIS;  

2)  Discussing the importance of returning 
to the agency to get the test result;  

3)  When feasible, scheduling a day and 
time for the client to return to the 
agency to get the result of the follow‐
up test; 

4)  When feasible, initiating HIV care by 
ordering initial CD4 and viral load tests 
and arranging for test results to be 
delivered to the client’s chosen HIV 
care provider. 

Documentation of follow up 
services. 
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Referrals, linkage, and navigation 
 

Standard  Criteria  Documentation 

Depending on client needs, HIV 
testers should provide referral, 
linkage, or navigation services. 

Referral is the process by which a counselor 
actively provides clients with information 
and assistance in accessing medical care, 
social, and behavioral services.  
Linkage is the outcome verifying the 
successful completion of a referral by the 
client. Linkage includes following up with 
either clients or providers to confirm 
linkage and documenting the results.  
Navigation is the overarching system that 
includes referral and linkage, but which 
may also extend beyond these steps to 
include continuous engagement with 
clients or patients to ensure they remain 
engaged in HIV medical care, social, and 
behavioral services for as long as necessary 
to support viral suppression and HIV 
prevention.  

 

HIV testers should be prepared to 
provide referral, linkage, or 
navigation for the most commonly 
needed services for clients who 
test HIV‐negative. 

For clients who test HIV‐negative, 
commonly needed services include:  
 nPEP; PrEP; Critical Events assistance; 
partner or couples HIV testing; retesting for 
HIV; screening and treatment for STDs, 
hepatitis, and/or TB; high‐impact 
behavioral interventions that can reduce 
their risk of acquiring HIV; reproductive 
health services; counseling and services for 
mental health, substance abuse, and/or 
domestic violence; insurance navigation 
and enrollment; housing; other social and 
behavioral services. 
 

Documentation of referrals, linkage 
or navigation. 

HIV testers should be prepared to 
provide referral, linkage, or 
navigation for the most commonly 
needed services for clients who 
test HIV‐positive. 

For clients who test HIV‐positive, commonly 
needed services include: HIV care and 
treatment; partner services; medication 
adherence services; partner or couples HIV 
testing; screening and treatment for STDs, 
hepatitis, and/or TB; high‐impact 
behavioral interventions for newly 
diagnosed HIV‐positive persons; 
reproductive health services; counseling 
and services for mental health, substance 
abuse and/or domestic violence; insurance 
navigation and enrollment; housing; other 
social and behavioral services. 

Documentation of referrals, linkage 
or navigation. 
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HIV testers should provide the 
essential steps in referral, linkage, 
and navigation. 

The essential steps in referral, linkage, and 
navigation are: 
1)  Identifying and prioritizing service 

needs.  There are multiple required 
screenings described in these 
standards, including screenings for 
substance use, mental health, and 
critical events. In collaboration with 
clients, the counselor should identify 
what services are most important for 
keeping the client healthy and safe 
and for preventing HIV transmission or 
acquisition. These services should be 
prioritized based on the client’s 
situation and needs. It may not be 
possible or appropriate to address all 
of the client’s referral needs at one 
time, so efforts should be focused on 
facilitating referrals to services that 
can have the greatest impact on the 
client’s health and risk reduction. 

2)  Developing a plan that is built on client 
strengths, includes identifying 
challenges or barriers, and develops 
strategies to overcome barriers. 

3)  Facilitating access to services, which 
includes providing provider contact 
information, costs, hours of service, 
eligibility information, processes and 
timelines for making appointments, 
and support for maintaining 
relationships with service providers. 
Successful follow up is also made more 
probable when appointments are 
made for or with clients, clients are 
accompanied to appointments, 
transportation assistance is offered, 
appointment reminders are sent, and 
the referrals are culturally appropriate 
in regard to age, gender, race, 
ethnicity, sexual orientation, and other 
factors. 

4)  Confirming and documenting linkage.  
After a designated period of time, 
confirm and document linkage to 
referral services by contacting the 
referral provider or the client to 
determine if they accessed these 
services. Obtain client feedback, if 
possible. If the client was not 
successfully linked, attempt to 
determine the reasons for this and 

Documentation that the five steps 
were followed in referral, linkage, 
and navigation. 
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provide additional assistance, if 
appropriate. If the client was 
successfully linked, document this in 
the client’s file, chart, or referral log. 
Electronic tracking systems are used 
by many organizations to track and 
document linkage. 

5) Maintain contact with client to 
support navigation. Once a client has 
been successfully linked with HIV 
medical care, social and behavioral 
services, it may be necessary to 
remain in contact with them to help 
them navigate the health care system 
and other services they might need. 
Navigation may include accompanying 
persons to medical appointments, 
sending reminders and encouraging 
messages, providing counseling 
support, and identifying persons who 
have dropped out of medical care and 
helping them get reengaged. These 
ongoing services may be provided 
directly or via referral to linkage‐to‐
care providers. 

It is particularly important to track 
linkages for HIV‐positive clients to 
medical care, and HIV‐negative 
clients to PrEP providers.  

Two main strategies for monitoring 
whether clients are successfully linked to 
follow‐up medical care or PrEP services are 
(1) provider confirmation and (2) client self‐
report. 
 
Provider Confirmation: Provider 
confirmation is the preferred method for 
confirming linkage. The medical provider is 
contacted by an HIV testing staff member 
and asked whether the client accessed 
services. The provider then confirms “yes” 
or “no”. The provider should also report the 
date that he client accessed services, if 
applicable, or discuss the reasons why the 
client hasn’t yet come in. It is 
recommended that HIV testing sites 
authorize specific staff to track these 
linkages with medical providers. Likewise, 
clinics should also assign specific staff to 
confirm the client’s linkage. In the case of 
linkage to medical care, a physician, clinical 
social worker, or nurse practitioner is the 
appropriate authorized party. 
 
Client Self‐Report: Sometimes, HIV testing 
staff have ongoing contact or interactions 

Documentation of tracking linkages. 
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with clients beyond the initial HIV testing 
event. The next contact with a client after 
he or she is linked to services provides a 
good opportunity for asking the client 
whether he or she successfully accessed the 
service. This also provides a good 
opportunity for obtaining client feedback 
about any challenges they encountered and 
their satisfaction with the services received. 
While client self‐report is an acceptable 
means to confirm linkage, clients 
sometimes tell counselors what we want to 
hear rather than what actually happened. 
For this reason, provider confirmation is the 
preferred means for confirming linkage. 

 

Billing Third Party Payers 
 

Standard  Criteria  Documentation 
Whenever possible, HIV testing 
programs should bill a client’s 
health coverage rather than 
utilizing funding provided by 
CDPHE. 

Exceptions can be granted by CDPHE due to 
demonstrated client confidentiality 
concerns or other extenuating 
circumstances.   
 
Clients must not be denied HIV testing 
services due the lack of or unwillingness to 
utilize a third party payer. 

Evidence of third party billing, when 
feasible. 

 
   

Personnel Qualifications 
 

Standard  Criteria  Documentation 

People providing HIV tests must 
demonstrate proficiency in 
essential skills. 

People providing HIV tests must 
demonstrate proficiency in the following 
skill areas: 
1)  Conducting an HIV test using the 

technology chosen by the site, 
consistent with manufacturer 
instructions; 

2)  Collecting and reporting accurate client 
data; 

3)  Informing clients of their HIV test results 
and answering questions about the 
meaning of the test results; 

4)  Conducting “risk adjusted” posttest 
counseling for HIV negative clients, 
which includes: computing a risk score; 
recognizing PrEP screening criteria; for 
clients that meet risk criteria, 
proceeding to levels 2 and 3 on an “opt 
out” basis; for clients that do not meet 

Personnel files include proof of 
qualifications. 
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risk criteria, offering additional 
counseling on an “opt in” basis.  When 
appropriate, assisting clients to identify 
protective strategies that meet their 
needs and desires, based on the 
principles of sexual health and wellness; 
directly providing, or motivationally 
referring clients to, mental health, 
substance use, or PrEP services or 
Critical Events assistance; 

5)  Conducting a posttest counseling session 
for HIV positive clients that maximizes 
client motivation and ability to immedi‐
ately access HIV care and to protect 
partners, which includes: transitioning 
clients to linkage‐to‐care services; 
completing a health care readiness 
assessment; providing a brief HE/RR 
session; providing or arranging for 
confirmatory and other follow‐up 
services; 

6)  Assisting clients to enroll in and utilize 
health coverage, including Medicaid, 
Medicare, and commercial health plans. 
For complex coverage issues, this may 
involve actively referring clients for 
expanded assistance; 

7)  Referring, linking, and navigating clients 
to needed services, and following up to 
ensure that the referral(s) met client 
needs. 

People providing quality 
assurance for an HIV testing 
program must demonstrate 
adequate expertise. 

People providing quality assurance for an 
HIV testing program must demonstrate 
adequate expertise in the seven skill areas 
listed above as well as:  
1)  Strictly enforcing manufacturer 

guidelines for conducting the HIV test 
and maintaining the testing 
environment;  

2)  Monitoring and documenting service 
delivery;  

3)  Addressing service delivery issues or 
deficiencies;  

4)  Collecting and reporting accurate and 
complete data in a timely manner;  

5)  Ensuring compliance with the CPDHE 
contract and with all applicable laws 
and regulations. 

Documentation of a quality 
assurance system implemented by 
an appropriately qualified staff. 
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Client Rights and Responsibilities 
 

Standard  Criteria  Documentation 

All persons accessing HIV testing 
in nonclinical settings have 
specific rights. 

All persons accessing HIV testing in 
nonclinical settings have the following 
rights: 
1)  The right to give or withhold informed 

consent for an HIV test and to have that 
decision honored; 

2)  The right to be informed about the HIV 
testing technology being utilized, its 
sensitivity and specificity, its associated 
“window period,” and other technical 
aspects of the test as contained in the 
manufacturer disclosures; 

3)  The right to be treated with respect and 
without discrimination in regard to age, 
race, ethnicity, sexual orientation, 
national origin, socio‐economic status, 
sex, gender, gender identity, disability, 
place of residence, citizenship status, 
language, religion, marital status, 
history of drug use, or history of 
involvement with the criminal justice 
system. 

4)  The right to receive reasonable 
accommodations to make the test 
accessible, including the right to ask for 
a properly trained interpreter and for 
the testing site to be accessible for 
people with disabilities. 

5)  The right for all information provided to 
the test providers to be safeguarded 
and held confidentially, in accordance 
with state and federal law and 
regulations. 

6)  The right to receive accurate, unbiased 
information about ways to manage HIV 
risk, while also honoring your right to 
make choices about your sexual health 
and risk reduction strategies. 

7)  The right to access and receive 
assistance regarding HIV care and 
supportive services that would improve 
your quality of life or the quality of life 
of others, including assistance in 
notifying sex partners or needle‐sharing 
partners that they may have been 
exposed to HIV. 

Evidence that the rights were 
conveyed to the client. 

All persons accessing HIV testing in 
nonclinical settings have specific 
responsibilities. 

All persons accessing HIV testing in 
nonclinical settings have the following 
responsibilities: 
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1)  The responsibility to provide the HIV 
tester with accurate, complete 
information in order to provide you 
with the service that best matches their 
needs. 

2)  The responsibility to treat staff, 
volunteers, and other clients with 
respect. 

3)  The responsibility to let the HIV tester 
know when some part of the testing 
experience is not understood, so that 
additional explanations can be 
provided. 

4)  The responsibility to maintain 
confidentiality about potentially 
sensitive information that was seen or 
heard during the HIV testing process 
that might cause harm to others if 
disclosed. 

5)  The responsibility to fulfill your part in 
preventing future HIV infections. 

 


