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Abstract

Time spent in jail can provide opportunities to deliver comprehensive medical care, including screening and
treatment for HIV; however, engagement in HIV care postrelease is often fragmented. Identifying ways to
improve the transition of care from jail to community for people with HIV (PWH) may help with engagement in
HIV care postrelease. We evaluated the current HIV care transition processes of one jail in Massachusetts and
identified change ideas to facilitate improving the transition of care from the jail to the community for PWH.
We conducted qualitative interviews in 2018–2019 with incarcerated men with HIV (n = 17), jail staff (n = 7),
and community providers (n = 6) to understand the processes of HIV care prerelease from the jail and en-
gagement in care on release. Data from these interviews and quality improvement tools were used to identify
ways to improve the release process for PWH, such as using a release planning checklist, to help ensure that a
30-day supply of HIV medication and an appointment with a community provider within 30 days of release
were provided. We identified communication process inefficiencies related to knowing release dates between
the HIV care team and case managers that prevented providing HIV medications on release. We worked with
jail administrators to find ways to improve the prerelease planning process, which is vital to the continuity of
successful HIV care. The use of quality improvement methods generated a list of testable change ideas to
improve the release planning process to better align with the Centers for Disease Control and Prevention
guidelines, which has implications for PWH and public health.
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Introduction

The HIV burden has disproportionately affected incar-
cerated individuals1 where HIV prevalence estimates are

almost 3.5 times higher in jail compared with the general
population (1.3% vs. 0.4%)1 and 85% of individuals incar-
cerated in jails are substance involved.2,3 Time spent in jail
can provide opportunities to deliver medical care, including

screening and initiating treatment for HIV; however, the
cascade of care deteriorates postrelease.4

Approximately half of people who take HIV medications
while incarcerated remained on HIV medications post-
release4 and 20% or fewer filled HIV prescriptions or visited
HIV clinics within 30 days postrelease.5 Less than 50% of
people released saw an HIV provider within 90 days and 33%
had detectable viremia at the first visit.6 In addition, HIV care
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is not well linked between juvenile community supervision
and community health care.7 To address the postrelease
cascade of HIV care, it is essential to understand the chal-
lenges faced by jails and providers within the community.

People detained in jails move through the institution
quickly, with a national mean incarceration period of 25
days8 and are, therefore, at high risk for fragmented HIV
care in the community because of repeated re-entry in jail.
In addition, incarcerated individuals with uncontrolled
viremia can lead to transmissions in the community on re-
lease. In the seminal article, ‘‘The Critical Link Between
Health Care and Jails,’’ the authors cited connectivity be-
tween jails and community as one of eight policy recom-
mendations necessary to build a comprehensive continuum
of care.9 The Centers for Disease Control and Prevention
(CDC) provided guidance to support the continuity of HIV
care for incarcerated individuals, including planning for
release;10 however, only *17% of jails follow these
guidelines.11

There are challenges with care transitions from jail to the
community given the need to coordinate care across organi-
zational boundaries and the lack of systems to evaluate or
improve these transitions. Despite published reports of suc-
cessful interventions to increase postincarceration linkage to
HIV care, to our knowledge, no available evaluation exists of
prerelease processes to ensure quality postrelease care. Po-
licies that organize HIV care on release from jails need to be
examined, in addition to individual-level risk factors (such
as health insurance access, mental health, and housing secu-
rity), to develop effective interventions to improve the post-
release cascade of care. Studying the prerelease process using
quality improvement methods is novel in this setting but has
been applied to other health care settings with success.12

The purpose of this pilot study was to evaluate the current
prerelease HIV care processes of one jail in Massachusetts
and identify change ideas to facilitate improving the transi-
tion of care from the jail to the community for people with
HIV (PWH). Conducting this analysis in one jail allowed for
an in-depth examination that could provide insight to addi-
tional jails in the future with regard to common ineffective
processes and care barriers in jail-to-community transitions.

Methods

We conducted a multi-pronged study, PAthways To Com-
munity Health (PATCH), which included qualitative in-depth
interviews of key stakeholders between July 2018 and June
2019 and quality improvement methods to understand the
current prerelease process of care. Quality improvement
involves a systematic way of testing out changes in a process
to improve the overall outcome and level of performance.
Quality improvement is often deployed in health care set-
tings, but rarely in carceral environments. We used process
mapping and developing a driver diagram as the quality
improvement methods for this study.

Study interviewees

People with HIV. We recruited a purposive sample of
men with HIV from one jail in Massachusetts, which only
houses men. The detainee population at this jail is *60%
pretrial and 40% sentenced individuals. Eligibility criteria
included having confirmed HIV diagnosis, current incarcer-

ation within this jail, estimated release from the jail within 30
days of enrollment, residing in Massachusetts after release, at
least 18 years of age, and English speaking. We will refer to
the participants with HIV as ‘‘participants’’ throughout the
remainder of the article.

Jail staff. Jail health care providers, administrators, and
case managers who were knowledgeable about the HIV care
process and/or prerelease planning within the jail were re-
cruited to participate.

Community health care providers. Community providers
were identified by the participants as their HIV provider in
the community, either before or postincarceration. Data from
these providers helped to inform the community perspectives
about the transition of health care from multiple jails to the
community.

The Social, Behavioral and Educational Research Institu-
tional Review Board of Tufts University approved this re-
search study. All interviewees provided informed consent to
participate.

In-depth interviews

Semistructured interview guides were developed based on
findings in the literature4,5,13–15 and experiences by someone
who medically treats PWH in jails (A.G.W.). A.G.W. did not
conduct interviews or take part in the analysis.

Participants were interviewed longitudinally during three
time points: while incarcerated (baseline visit), 30 days
postrelease from jail (visit 2), and 90 days postrelease (final
visit). If a participant was reincarcerated during the study, we
conducted another interview at the jail to understand the
transition of care process while they were in the community.

The baseline interviews collected experiential and process
data to learn about participants’ perceived barriers and fa-
cilitators to health care before incarceration and anticipated
issues on release, types of social support, knowledge of HIV
care transition plans and processes, and motivation for en-
gaging in HIV care on release. Process data at baseline were
the sequence of activities in delivering health care for PWH
while incarcerated. The baseline interviews for participants
were conducted in a private room at the jail without officers
or jail staff present. Each baseline participant interview was
conducted with two research staff; one staff conducted the
interview and the other took handwritten notes since audio
recorders were not allowed in the jail.

The two postincarceration interviews focused on the pro-
cess and quality of release planning, participants’ postrelease
level of engagement with HIV care, experienced barriers and
facilitators to accessing health care, and types of social
support. For postincarceration interviews, the process data
included the steps for prerelease for participants to achieve
the outcomes of being released with a 30-day supply of HIV
medications and an appointment to see their community HIV
provider within 30 days of release. The two postrelease visits
were either conducted in a private room at local clinic or
through phone, based on the participant’s preferences.
Transportation costs were provided if participants decided to
do the interview at the clinic. Participants consented to have
the postrelease interviews audio recorded while one research
staff conducted the interview.
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Participants did not receive a stipend for interviews in jail.
For each postrelease interview, participants received $25, for
a possible $50 for all visits.

Jail staff and community health care providers were in-
terviewed once. Interviews with jail staff were conducted in a
private room at the jail. These interviews were conducted by
one researcher and captured through handwritten notes.
Community health provider interviews were conducted over
the phone by one researcher and audio recorded. Jail staff and
community health providers did not receive a stipend.

All interviews that were recorded through handwritten
notes were transcribed by the researcher who took the notes.
These transcriptions were verified by the researcher who
conducted the interview. Interviews that had audio files were
transcribed verbatim by research staff. We present quotes
from interviews that had audio recordings since they are
verbatim from participants.

Medical information

Participants signed a medical release form to allow re-
search staff to contact their community HIV providers to

provide information about HIV care, dates of visits, CD4
counts, viral load, and medication adherence. We followed
up with community HIV providers once participants were
released from jail to measure the length of time it took par-
ticipants to see their providers and to provide pre- and post-
release care information. In addition, data on CD4 counts and
viral load postincarceration provided objective data of HIV
suppression to triangulate participant reports of engagement
with HIV care.

Process maps

We developed a cross-functional process map16 to identify
the current steps for providing HIV care in jail and a process
map17 to identify the steps for medically releasing PWH, the
discharge process that includes medical care and continuity
in the community. Initial maps were developed by the re-
search team based on interviews with staff and participants,
and then refined after meeting with jail staff to ensure the
processes were captured correctly. We present the final ver-
sion from our collaboration.

Driver diagram

Driver diagrams illustrate the structures, processes, and
norms believed to require change in a system as well as how
these could be changed through the implementation of spe-
cific strategies.18 It depicts the factors required to achieve an
aim and strategies to influence those factors. Data gathered
through interviews and the process maps informed the de-
velopment of factors (key drivers) that might lead to im-
provements in the process of transitioning back into the
community.18 Jail staff participated in refining the driver
diagram and determining feasible and appropriate change
strategies. Based on recommendations from the CDC and the
National Commission on Correctional Health Care,10,19 a 30-
day supply of HIV medications should be provided to bridge
the transition from leaving the jail to seeing a community
provider, which defined our primary aim for the driver

Table 1. Characteristics of Men with HIV

Incarcerated in a Massachusetts Jail (n = 17)

at Baseline Visit, n (%)

n (%) or mean – SD

Age (years) 36.8 – 11.1
Race

White, non-Hispanic 8 (47.1)
Black, non-Hispanic 3 (17.7)
Hispanic 6 (35.3)

HIV diagnosis before incarceration 15 (88.2)
Had an HIV provider

before incarceration
12 (70.6)

History of SUD 17 (100.0)

SD, standard deviation; SUD, substance use disorder.

FIG. 1. Map of study visits for men with HIV
incarcerated in a Massachusetts jail and the num-
ber of participants who completed each study visit.
This figure highlights the flow of study visits and
how many participants completed each visit. The
boxes highlighted in gray are the visits where in-
dividual in-depth interviews were conducted. One
individual who was reincarcerated was released
during the time of the study. Of the 17 participants,
13 (76.5%) were released from jail and eligible for
follow-up study visits. Three participants were
reincarcerated during their time in the study and
interviewed about their experiences with post-
release health care before being reincarcerated.
One participant who was reincarcerated was re-
leased during the study period and provided one
postrelease interview. Five participants were lost
to follow-up; however, medical information for
four of these participants were provided from their
community health care providers. Of the partici-
pants released from jail, six participated in inter-
views at 30 days postrelease and four at 90 days
postrelease.
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diagram. Jail administration and providers identified that
provision of a 30-day supply of HIV medications on release
was also their goal for standard practice.

Data analysis

We used a qualitative thematic analytic approach to code
the interviews.20,21 For each stakeholder, we developed an
initial codebook based on our semistructured interview
guide. All transcripts were double coded. K.R.D. coded
every transcript and four were coded by S.K., and A.G.
coded the remaining. K.R.D. met with both S.K. and A.G.
regarding any disagreements with coding. Codebooks were
edited as needed to include additional codes. After the
coding, we identified themes based on patterns in the data.
NVivo software version 15 (QSR International) was used to
code the interviews.

Results

Seventeen participants, seven jail staff, and six community
providers were enrolled in this study. Three incarcerated men
declined to participate. Table 1 lists the characteristics of the
participants during their baseline visit. Participants had an
average age of 36.8 years, were predominantly White (47%),
diagnosed with HIV before this incarceration (88%), had an
HIV provider before incarceration (71%), and had a history
of substance use disorder (SUD; 100%). Figure 1 depicts the
number of participants per follow-up visit.

We obtained medical information from the community HIV
providers of 10 of our participants who were released (77%) to
learn more about their postrelease engagement with HIV care
(Table 2). We did not have medical information from three of our
participants since their community HIV providers did not re-
spond to our requests for information. The median number of
days it took these 10 participants to see their community HIV
provider postrelease was 26.5 and 70% of this subgroup saw their
HIV provider within 30 days of release. The postrelease median
CD4 count was 594 and 20% had an undetectable viral load.

Qualitative interviews

Jail staff and participants reported that HIV medications
were not commonly provided on release. According to jail
staff, providing a month supply of HIV medications on re-
lease was particularly an issue for pretrial PWH because it
was challenging to know release dates, but better for sen-
tenced men since release dates were more predictable.

However, some participants who were sentenced disagreed
since they were not provided HIV medications on release.
Most community providers confirmed that PWH often did not
receive medications on release. Participants who were pro-
vided a 30-day supply of HIV medications were most often
released to an SUD or HIV treatment program. Table 3 de-
picts salient quotes from the qualitative interviews.

Community providers and participants both recognized
strong pre-existing patient–provider relationships influenced
engagement in HIV care postrelease. Participants with a strong
provider relationship felt comfortable dropping by or sched-
uling appointments. Several community providers recognized
how critical it was to engage patients in care postrelease. They
reported that the health insurance and the Massachusetts HIV
Drug Assistance Program (HDAP) insurance were not often
activated on release so PWH would get turned away from
clinics. These clinics reported implementing workarounds to
ensure their patients link to HIV care immediately, including
providing care without activated insurances and assist with
reactivating insurances. Some clinics also implemented extra
walk-in hours to remove appointment barriers. In addition,
many community providers mentioned they wanted carceral
medical records to improve continuity of care but often did not
know who to contact for this information.

Participants reported drug use, predominantly opioids, as
the main barrier to engaging in postrelease HIV care. Many
participants reported that HIV was a worry, but that the in-
tensity of addiction overshadowed concern of HIV. This
experience was predominantly emphasized by men who were
not engaged in HIV care and SUD treatment before incar-
ceration. Other identified barriers to HIV care included lack
of transportation, perceived stigma at health care centers, and
the uncertainty of housing postrelease.

Participants identified several facilitators to accessing HIV
care in the community. Although SUD was a barrier to accessing
health care for some, others mentioned that being engaged in
SUD treatment catalyzed HIV-care postrelease. For many, this
was not the first time they were incarcerated and over time they
became engaged with HIV care through treatment for SUD.
Avoiding triggers and negative social influences were common
strategies to remain engaged in HIV care and prioritize health
and recovery. Additional motivators to engaging in HIV care
included the fear of getting sick, having confidence in their
treatment plans, employment, and fear of reincarceration. Par-
ticipants also highlighted if HIV care providers sent appointment
reminders and/or provided empathy, this improved willingness
to engage in HIV care. Having a regular pharmacy was identified
by participants as helpful for getting HIV medications.

Essential community support that participants identified
included more compassion for PWH, additional HIV pro-
grams, such as support groups and needle exchange pro-
grams, and increased testing centers to address the recent
community spike in HIV infections related to injection drug
use. While in jail, participants had time to reflect and most
were motivated to seek HIV care at the time of release. The
participants who successfully engaged in HIV care post-
release were able to find positive social support (either from
family, friends, or a treatment program) and, therefore, more
likely to stay in recovery and retained in HIV care.

Table 4 compares common themes about the re-entry
planning process that influences HIV outcomes. For the
success themes, a participant who received a 30-day supply

Table 2. Medical Information for Men with HIV

who were Incarcerated from Health Care

Providers to Show Postrelease HIV Care (n = 10)

Median (25th%ile,
75th%ile) or n (%)

Number of days postrelease
to visiting HIV provider

26.5 (16, 48)

Saw HIV provider within
30 days postrelease

7 (70)

CD4 count 594 (224, 858)
Viral load (copies per

milliliter of blood)a
40 (27.5, 174)

aIf viral load was <20, the data were analyzed as viral load = 0.

PATCH STUDY: TRANSITION OF CARE FROM JAIL TO COMMUNITY FOR MEN WITH HIV 363



of HIV medications on release from the jail to an SUD or
HIV treatment program had good CD4 and viral load values.
The failure themes highlight a participant who was not
provided HIV medications on release from the jail and had
low CD4 and high viral load counts postrelease in the
community.

Process maps

The cross-functional map identified issues around ineffi-
cient communication of HIV status and breakdowns with care
coordination (Fig. 2). There was confusion about whether
case managers could know HIV status or if that fell under
protected information. Case workers reported learning about

HIV status usually through self-report instead of the jail HIV
care team, making release planning difficult. In addition, the
role of the ID nurse was vacant during the study’s data col-
lection, leaving this coordination function to be provided by
other health services unit staff. The position was eventually
filled but staff identified actual and potential care coordina-
tion handoff problems with a key role vacancy.

The jail staff and researchers examined the process to
understand the issues around clear and consistent release
planning (Fig. 3). Clear communication is needed between
the reintegration coordinator and the case worker. The rein-
tegration coordinator is tasked with ordering the 30-day
supply of HIV medications for release but reviews the release
list monthly. The case worker regularly tracks exact court

Table 3. Salient Quotes from Qualitative Interviews with Men with HIV Incarcerated in Jail

and Community Health Care Providers

Qualitative interview
results Quote Interviewee

Issues with not
receiving 30-day
supply of HIV
medications
on release from jail

‘‘I got out and they gave me no medicine.They said the
only medication they give people, are people that are
going into a program.If they prescribed me a medication
and I have 20 days left of a 30-day supply, I believe they
should give that to you whenever you leave so you’re not
just out there with nothing.’’

58-year-old White male
with HIV, 30 days postrelease

‘‘That’s the other things that’s so challenging. When they’re
released from court unexpectedly.their meds are at the
prison. .I wish that the meds could always go with them
to court in case they’re released.’’

Community provider

Engagement
in HIV care
postrelease

‘‘What I’ve seen is that people that are able to get on
Suboxone through our clinic, those people are like pretty
regularly taking the Suboxone and actively are on
treatment with us.so even if their main priority is not
HIV, their priority is getting their medications. We’re
able to sort of wrap around and take advantage of them
being at the clinic.’’

Community provider

Barriers to engaging
in HIV care
postrelease

‘‘I didn’t take [HIV medications] I want to say for like a
week and a half to two weeks. Due to me going from
detox to [redacted] and then I ran out. And me personally,
I know it’s like confidential or whatever, but I’m still
struggling with the idea of me having HIV so it’s really
hard for me to just be open to like people about it. I just
feel there’s still stigma about it. Um, like any time, a
conversation has come up about HIV or whatever, like,
just people always make faces, or like, people who are not
educated on it.’’

26-year-old Hispanic male,
30 days postrelease

Facilitators
to engaging
in HIV care
postrelease

‘‘Honestly, it’s the program I went to, going from jail into a
program—a substance use program—it changed my way
of thinking. I think that PWH usually suffer from
substance abuse, whether or not some people deal with
them having it subconsciously, it might be like you’re
gonna try to block it out a little bit so you might get high.
Everybody deals with it differently.’’

31-year-old Black male,
90 days postrelease

‘‘I thought about it but I decided not to succumb to [cocaine]
because I just.think about all the consequences. I don’t
want to go through that anymore.’’

58-year-old White male,
30 days postrelease

Social support ‘‘I got some friendships. But just having that atmosphere
and knowing that people around you are trying to stay
clean, it’s helpful, because I get in a lot of trouble by
myself. So the main point of me getting a program was
getting like a support group of friends in recovery so if I
ever got bored, I’d have somebody to call.’’

36-year-old Black male,
30 days postrelease

PWH, people with HIV.
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FIG. 2. Cross-functional map showing the process of the current system for identifying and treating PWH who are in jail.
This figure outlines the steps of the current HIV care process in jail and the role of each team member and points of
interaction. PWH, people with HIV.

Table 4. Comparison of Common Themes About Prerelease Planning Process Influencing

HIV Outcomes Postrelease in the Community

Success Failure

Participant 36-year-old Black male 44-year-old Latino male
Provided 30-day supply

of HIV medications
on release from jail

Yes No

Days to seeing community
HIV provider

16 14

First CD4 count/viral
load in community

794/40 28/1320

Factors Case manager at the jail arranged
to have health insurance activated

No HIV medications for about 2 weeks
postrelease from jail

Released to drug treatment program
Released with 30-day supply of HIV medications

Released to shelter
Saw community provider at clinic

for housing insecure individuals
and received HIV medications
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dates and is aware of changing release dates. The group
concluded that closer communication was needed between
the reintegration coordinator and the case worker to ensure
that PWH released early would be provided with HIV med-
ications. The group determined that the release process
worked more effectively when PWH release to a treatment
program since arriving with a 30-day supply of prescribed
medications is one criterion for entering the program.

Driver diagram

The driver diagram developed by the research team and jail
staff provides a visual display of the group’s theory of what
drives better care for PWH when released from jail (Fig. 4).
The diagram also describes change ideas to improve access to
HIV medications and care on re-entry into the community.
Change ideas that may influence multiple drivers were
identified as they tend to be more successful at influencing the
overall aims, which were to increase the percentage of PWH
that leave the jail with a 30-day supply of HIV medications
and have an appointment with a community HIV provider
within 30 days of release. The jail staff were encouraged by
the potential impact these changes could have on the pri-
mary and secondary drivers. Plans to prioritize and imple-
ment changes were under discussion at the conclusion of
the project.

Discussion

Health care systems in jails are complex, adding to the
challenges of providing coordinated HIV care and release
planning. Our study highlights the importance of prerelease
planning to ensure successful continuation of HIV care dur-
ing the transition from jail to the community. Our project
exemplifies strong collaborations with jail administration to
make changes.

Many of the community providers we interviewed reported
developing clinic workarounds to assist with re-entry HIV
care, such as allowing visits without an appointment, assist-
ing with reactivating health care insurance, and providing
HIV medications until insurance was restarted. Although
these workarounds are helpful, we recognize that not every
clinic can do this; it required PWH to have a strong pre-
existing relationship with their providers, and these work-
arounds may not be sustainable solutions. In addition, we
acknowledge that there is a need for SUD and HIV treatment
programs, but availability is limited. Our study focused on
working with the jail administrators to identify ways during
prerelease to improve the care transition process to improve
HIV outcomes. Through our process maps, we identified
places for systems strengthening to assist with provision of a
30-day supply of HIV medications and an appointment with a
community HIV provider on release. Our next steps for future
study include working with jail administrators and staff to

FIG. 3. Process map showing the current process of releasing PWH who are in jail. This figure depicts the role of each
team member to successfully provide HIV medications on release.

366 DONG ET AL.



prioritize some of the proposed change ideas from the driver
diagram and developing implementation plans.

Data to systematically monitor the cascade of care for PWH
after release from corrections have demonstrated gaps in the
linkage to care and can be a mechanism to monitor trends over
time and provide information to support interventions6; how-
ever, these data from correctional facilities and community
health care providers may not always be readily accessible
(only data from North Carolina and Rhode Island were pro-
vided in this study) so more work toward developing a
nationally comprehensive surveillance system should be con-
sidered. Most prior research has focused on services in the
community to help PWH as they transition from jails.

Qualitative research has identified themes to understand
the barriers and facilitators to accessing postrelease HIV care.
Mental illness, SUD, and unstable housing are barriers to
HIV care.13,14 Facilitators include comprehensive release
planning with specific linkages and appointments, supplies
of medications, access to health care benefits, including
reactivation on release, and postincarceration case manage-
ment to assist with housing and transportation.5,15 Interven-
tions based on these qualitative findings have been tested
with some promising results,22,23 and in conjunction with
improving prerelease planning, similar to our study, could

synergistically work to have more successful transitions
of care. In addition, upstream policies are being proposed
to help with postrelease engagement in care as bipartisan
members of Congress are working on legislation to re-
start Medicaid benefits for incarcerated individuals 30 days
prerelease.24

Our study had many strengths, including the use of
quality improvement methods, which are novel in this set-
ting. These methods helped to understand the complex
systems and allowed stakeholders to develop a shared un-
derstanding of the HIV care and release process. Under-
standing the process allowed us to identify areas at greatest
risk for failure and to develop strategies to address these
failures. Another strength of our study was having multiple
stakeholder viewpoints to evaluate the current transition of
care and to identify ways to improve this process. Because
our study was conducted in one jail in Massachusetts, we
recognize the limitations with generalizing our study find-
ings to other settings; however, our study provided in-depth
context in this jail to help strengthen their services.

We may be able to extrapolate some of our evaluation
methods and findings to other carceral settings to initiate
improving the prerelease process in other facilities in the
future. Our findings around communication issues, including

FIG. 4. Driver diagram highlighting the primary and secondary drivers and change ideas to improve access to HIV
medications and HIV care on re-entry into the community. Change ideas that influence more than one driver should be
tested.
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improving knowledge of release dates, and change ideas,
such as developing a discharge planning checklist, may be
useful in other jails. But other facilities may first need to use
similar quality improvement tools to identify the barriers
specific to their facility and the strategies needed to improve
their prerelease process for PWH.

Conclusions

Working with jail administrators to improve the prerelease
planning for PWH as they transition from jail to the com-
munity is key to continuing successful HIV care. Including
multiple stakeholders, such as PWH, jail administration and
staff, and community providers, is helpful to provide insight
into the current process. The use of quality improvement
methods generated a list of testable change ideas to improve
the release planning process and better align with the CDC
guidelines. This has implications both for improving the
health of PWH by helping them receive consistent access to
medication and remain HIV undetectable, and improving
public health by reducing the risk for transmission of HIV in
communities.

Authors’ Contributions

Study conception by K.R.D. and A.G.W. Protocol devel-
opment by K.R.D., P.J.K, K.S., and A.G.W. Study activities
and follow-up by K.R.D., A.G., and S.K. Article conceptual
development and preparation by K.R.D., D.H.D., and A.C.
Data analysis by K.R.D., D.H.D., A.C., O.P., A.G., and S.K.
Article review and contributions by all authors.

Disclaimer

The content is solely the responsibility of the authors and
does not necessarily represent the official views of the NIH.

Acknowledgments

The authors thank the study participants, jail staff, and
community health care providers for sharing their experiences.

Author Disclosure Statement

No competing financial interests exist.

Funding Information

The project described was supported by the National
Center for Advancing Translational Sciences, National In-
stitutes of Health, Award Numbers UL1TR002544 and
1KL2TR002545-01, and the Agency for Health care Re-
search and Quality, Award Number K08HS026008-01A.

References

1. Maruschak LM, Berzofsky M, Unangst J. Medical problems
of state and federal prisoners and jail inmates, 2011-12. US
Department of Justice. Bureau Justice Stat Special Rep 2015;
NCJ 248491:1–22.

2. Rubenstein LS, Amon JJ, McLemore M, et al. HIV, pris-
oners, and human rights. Lancet (London, England) 2016;
388:1202–1214.

3. The National Center on Addiction and Substance Abuse
at Columbia University. Behind Bars II: Substance Abuse

and America’s Prison Population. Columbia University,
New York, NY, 2010.

4. Iroh PA, Mayo H, Nijhawan AE. The HIV care cascade
before, during, and after incarceration: A systematic re-
view and data synthesis. Am J Public Health 2015;105:
e5–e16.

5. Loeliger KB, Altice FL, Desai MM, Ciarleglio MM, Gal-
lagher C, Meyer JP. Predictors of linkage to HIV care and
viral suppression after release from jails and prisons: A
retrospective cohort study. Lancet HIV 2018;5:e96–e106.

6. Montague BT, Rosen DL, Sammartino C, et al. Systematic
assessment of linkage to care for persons with HIV released
from corrections facilities using existing datasets. AIDS
Patient Care STDs 2016;30:84–91.

7. Elkington KS, Robertson AA, Knight DK, et al. HIV/STI
service delivery within Juvenile Community supervision
agencies: A national survey of practices and approaches to
moving high-risk youth through the HIV care cascade.
AIDS Patient Care STDs 2020;34:72–80.

8. Zeng Z. Jail Inmates in 2016. US Department of Justice,
Office of Justice Programs, Bureau of Justice Statistics.
February 2018;NCJ 251210. Available at: https://bjs.ojp
.gov/content/pub/pdf/ji1b.pdf/

9. Marks JS, Turner N. The critical link between health care
and jails. Health Affairs 2014;33:443–447.

10. Centers for Disease Control and Prevention. HIV testing
implementation guidance for correctional settings. 2009.
Available at: https://stacks.cdc.gov/view/cdc/5279 (Last
accessed January 5, 2021).

11. Solomon L, Montague BT, Beckwith CG, et al. Survey
finds that many prisons and jails have room to improve HIV
testing and coordination of postrelease treatment. Health
Affairs (Project Hope) 2014;33:434–442.

12. Greenwald JL, Denham CR, Jack BW. The hospital dis-
charge: A review of high risk care transition with highlights
of a reengineered discharge process. J Patient Safety 2007;
3:97–106.

13. Dennis AC, Barrington C, Hino S, Gould M, Wohl D,
Golin CE. ‘‘You’re in a world of chaos’’: Experiences ac-
cessing HIV care and adhering to medications after incar-
ceration. J Assoc Nurses AIDS Care 2015;26:542–555.

14. Haley DF, Golin CE, Farel CE, et al. Multilevel challenges
to engagement in HIV care after prison release: A theory-
informed qualitative study comparing prisoners’ perspec-
tives before and after community reentry. BMC Public
Health 2014;14:1253.

15. Hammett TM, Donahue S, LeRoy L, et al. Transitions to
care in the community for prison releases with HIV: A
qualitative study of facilitators and challenges in two states.
J Urban Health 2015;92:650–666.

16. Damelio Robert. The Basics of Process Mapping. 2nd ed.
Boca Raton, FL: CRC Press, Taylor & Francis Group, May
11, 2011.

17. Trebble TM, Hansi N, Hydes T, Smith MA, Baker M.
Process mapping the patient journey: An introduction. BMJ
2010;341:c4078.

18. Institute for Healthcare Improvement. Driver Diagram.
Available at: www.ihi.org/resources/Pages/Tools/Driver-
Diagram.aspx (Last accessed January 5, 2021).

19. National Commission on Correctional Health Care. Ad-
ministrative Management for People Living with HIV in
Correctional Institutions. Available at: https://www.ncchc
.org/administrative-management-of-hiv-in-correctional-insti
tutions (Last accessed January 5, 2021).

368 DONG ET AL.

https://stacks.cdc.gov/view/cdc/5279
http://www.ihi.org/resources/Pages/Tools/Driver-Diagram.aspx
http://www.ihi.org/resources/Pages/Tools/Driver-Diagram.aspx
https://www.ncchc.org/administrative-management-of-hiv-in-correctional-institutions
https://www.ncchc.org/administrative-management-of-hiv-in-correctional-institutions
https://www.ncchc.org/administrative-management-of-hiv-in-correctional-institutions


20. Saldana J. The Coding Manual for Qualitative Re-
searchers. 3rd ed. Thousand Oaks, CA: SAGE Publica-
tions Ltd., 2015.

21. Braun V, Clarke V. Using thematic analysis in psychology.
Qual Res Psychol 2006;3:77–101.

22. Myers JJ, Kang Dufour MS, Koester KA, et al. The effect
of patient navigation on the likelihood of engagement in
clinical care for HIV-infected individuals leaving jail.
Am J Public Health 2018;108:385–392.

23. Wohl DA, Golin CE, Knight K, et al. Randomized
controlled trial of an intervention to maintain suppres-
sion of HIV viremia after prison release: The imPACT
trial. J Acquir Immune Defic Syndrome (1999) 2017;75:
81–90.

24. Paul T, Mike T, David T, David M, Tammy B, Mike B. The
Medicaid Reentry Act. 2020. Available at: https://tonko
.house.gov/uploadedfiles/medicaid_reentry_fact_sheet_v2
.pdf (Last accessed February 24, 2021).

Address correspondence to:
Kimberly R. Dong, DrPH, MS, RDN

Department of Public Health and Community Medicine
Tufts University School of Medicine

136 Harrison Avenue
Boston, MA 02111

USA

E-mail: kimberly.dong@tufts.edu

PATCH STUDY: TRANSITION OF CARE FROM JAIL TO COMMUNITY FOR MEN WITH HIV 369

https://tonko.house.gov/uploadedfiles/medicaid_reentry_fact_sheet_v2.pdf
https://tonko.house.gov/uploadedfiles/medicaid_reentry_fact_sheet_v2.pdf
https://tonko.house.gov/uploadedfiles/medicaid_reentry_fact_sheet_v2.pdf

