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Learning Objectives

At the conclusion of this activity, participants will be able to:

• Describe the implementation evaluation outcomes – barriers and 
facilitators at pre-implementation and during implementation

• Discuss the client health outcomes and factors associated with linkage 
and viral suppression

• Share resources and tools to adapt and replicated the TCC 
intervention



Dissemination of Evidence-Informed 
Interventions (DEII)

• Five-year Cooperative Agreement with HRSA HAB Special Projects of National 
Significance (SPNS)

• Two sites funded to work together

• Implementation and Technical Assistance Center (ITAC) – AIDS United 
(2015-2019)

• Dissemination and Evaluation Center (DEC) – Boston University (2015-2020)

• Replicates four adaptations of previously-implemented SPNS initiatives 

• Conducts a multi-site evaluation of the implementation and patient outcomes



Dissemination & Evaluation 
Center

Boston University
• Adapted and designed 4 intervention 

models for replication
• Designed and implemented multi-site 

evaluation
• Studied both patient outcomes (including 

retention in care and viral suppression) 
and implementation findings (what works 
in practice and what facilitates/hinders 
implementation)

• Publishing and disseminating final adapted 
interventions and study findings



Implementation & Technical Assistance 
Center 

AIDS United

Select & Fund 

12 Sites

Provide

TA

Coordinate

Experts



Interventions



Transitional Care 

Coordination



Transitional Care Coordination

Intended for organizations and agencies 
considering strengthening connections 
between community and jail health care 
systems to improve continuity of care 
for HIV-positive individuals recently 
released from jails. 

Designed to implement a new linkage 
program to for PLWH to support their 
care retention and engagement while 
incarcerated and post-incarceration and 
as they re-enter the community.



Overview

• Sites Funded: Cooper Health System in Camden, NJ; University of North 
Carolina in Raleigh, NC; and Southern Nevada Health District in Las Vegas, 
NV.

• Target population: HIV-positive individuals who are incarcerated in jail.

• Time frame of the intervention: From when a client completes an intake 
and assessment in the jail to 90 days post-release. 

• Enrollment numbers: Across the 3 sites, 249 clients were enrolled into a 
multi-site evaluation study.



Core Model Components
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• DOC relationships
• HIV service delivery

INITIAL CLIENT CONTACT 
• Client identification
• Auditory privacy

TRANSITIONAL CARE PLAN
• Interview area with desk, 

phone, internet-access, 
computer

• Designated health liaison
• Defenders/court advocates
• Projected/known date 

community return

Prepare for 
jail release 

FACILITATE A WARM TRANSITION
• Resources to inform needs 

assessment/discharge plan

• Champions to spread the word

• Contacts to facilitate discharge 
medications

• Transportation assistance

• Where to reengage client after 
incarceration

Transition to 
standard of 

care

APPROPRIATE FOLLOW UP 
THROUGH 90D AFTER INDEX 
INCARCERATION
• Clothes box, food pantry, 

transportation, SUD/MH support
• Consortium partner resources: 

HIV primary care, housing, 
substance use/mental health

ONGOING CM AFTER 90D 
FOLLOW UP
• Cross-trained community medical 

case managers

• Clinical supervision and space for 
case conferences

• Culturally appropriate training/ 
case management

Community linkage 
and follow up



Implementation Results



Pre-Implementation Lessons Learned

Supporting factors:

• Strong leadership from clinic administration and supervisors

• Existing collaborative relationships with the jails

• Proactive and engaged staff that have existing relationships with the 
jails

Challenging factors:

• Lack of leadership

• Policies specific to each jail setting (for example, people being 
released from the jail in the middle of the night & bail reform)



Implementation Lessons Learned

Jail Relationships

• Build a team that understands and fits-in with the culture among 
correctional officers and staff 

• Promote connections between intervention team, correctional staff, 
correctional and community medical providers, and other community 
partners.

• Sites with strong implementation teams and strong leadership have been 
able to smoothly weather staff turnover/transitions.

• The intervention requires constant tending to the relationship with the jail 
(admin, medical, and officers). Staff turnover within the jail setting can 
impact intervention staff.



Implementation Lessons Learned

System and Community

• Adaptations have been necessary to “fit” the model into each setting.

• Partnerships between private/academic entities and state and county-level 
public health and correctional infrastructure promotes shared commitment to 
improving the health of persons living with HIV involved in the correctional 
system

• Market the project to as many stakeholders as possible (within law enforcement, 
corrections, court system, community partners, etc.)

• Relationships established offering housing and MAT were key

Staff 

• Self-care is important

• Protect administrative time

• Provide supervision both individual and group



Implementation Lessons Learned

Clients

• Post release challenges are many and addressing them is key: 
• Homelessness/unstable housing

• Mental health and substance use disorders

• Transportation

• Ongoing engagement with the criminal justice system

• Use harm reduction principles
• Meet a client where they’re at, not where you expect them to be and 

withhold judgements

• MAT is an incentive to getting clients linked to care



Client Data Results



TCC Client Sample

268

• Total number of TCC clients enrolled across the three 
sites

264

• Excluded clients without a baseline interview within the 
window or had moved out of the service area

229

• Excluded clients who were not released or did not have 
30 consecutive days post-release in the community



33%

29%

38%

Enrolled

Cooper

SNHD

UNC

TCC Evaluation Sample(N=229)



Client Characteristics (N=229)

Demographics N (%)

Gender

Male 193 (84%)

Female 29 (13%)

Transgender 7 (3%)

Length of time HIV + 10.5 years (SD= 9.3)
Range: 0 – 37.5 years

Age 40 years (SD= 10.8)
Range: 19 – 64 years

< 30 51 (25%)

31 – 54 years 148 (65%)

> 55 years 24 (11%)



Client Characteristics (N=229)

Demographics N (%)

Race

Non-Hispanic Black 117 (51%)

Non-Hispanic White 61 (27 %)

Hispanic 22 (10%)

Other 29 (13%)

Demographics N (%)

Education

Less than high school 74 (33%)

High school 98 (43%)

More than high school 56 (25%)

Insurance

Medicaid, Medicare, Private 155 (70%)

None 68 (30%)



Top Needs at Baseline

Reported Needs at Baseline N (%)

Housing Assistance 134 (59%)

Transportation Assistance 119 (52%)

Assistance with Benefits 104 (45%)

Baseline interviews were conducted with clients while in jail.  Questions related to needs were asked about the 
months prior to incarceration.



Top Reports Encounters

Pre-release

• Coaching on life skills

• Conduct client intake

• Provide appointment reminders

• Develop care plan

• Provide basic HIV treatment education

Post-release

• Coaching on life skills

• Provide appointment reminders

• Relationship building

• Discussions on disclosure

• Employment support



Client Satisfaction with TCC (N=113)



Client Outcomes

Linked to HIV Primary Care:

Time  post-release Number (%)

30 days 63 (28%)

90 days 102 (45%)

120 days 121 (53%)

Viral Suppression:

Viral suppression Number (%)

Prior to enrollment 104 (58%)

90 days post 85 (77%)

120 days post 102 (80%)

Key findings:
Clients who had an encounter with their transitional care coordinator within one week post-release, 
were significantly more likely to link to HIV primary care within 30 days (p <  0.001) 
Clients who had an encounter within 5 weeks post-release, were more likely to ever link to HIV 
primary care compared to those who did not have any post-release encounters (p< 0.001)



Client Outcomes

No difference depending on gender, length of time positive, or number of unmet 
needs.  

We found a difference by race.  Hispanic (OR 3.06) and Non-Hispanic Black (OR 
3.54) clients were more likely to be linked to care within 30 days post-release than 
Non-Hispanic White clients and clients of other races 

And a difference by age. Clients in the younger age group (30 years and under) 
were more likely to be linked to care within 30 days post-release in comparison to 
those clients in the 31 – 54 years age group (OR 2.3)

Clients who had one of the following services in jail: a social work visit, mental 
health visit, substance use disorder visit, or psych visit were more likely to link to 
care within 30 days post-release (OR 3.7)



Resources 

& Next Steps



Finding DEII Materials
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https://targethiv.org/nextlevel

https://targethiv.org/nextlevel


Training Materials

Training Manuals Technical Assistance Agendas
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Intervention Manuals

Contains step-by-step guidance on:

- Pre-implementation activities, including 
resources and infrastructure needed for 
successful implementation

- Intervention implementation

- Integrating and sustaining interventions

Contains resources to support replication 
such as:

- Logic models

- Job descriptions 

- Client handouts

- Templates for care plans 
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Site Spotlights

Site spotlights highlight the 
experience of implementation 
site-staff. 

They provide practical, actionable 
tips that all Ryan White providers 
can use when working to support 
people with HIV.
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Intervention Fact Sheets

Designed to provide an overview to the 
intervention, these fact sheets include:

- An intervention summary

- A review of the published literature 
related to the intervention

- The theoretical basis for the 
intervention

- Core intervention components and 
activities and programmatic 
requirements

- Staffing requirements

- Additional resources
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Contact Information

Jane Fox, MPH

Abt Associates

jane_fox@abtassoc.com

Hannah Bryant, MPH
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How to Claim CE Credit

• If you would like to receive continuing education credit for this 
activity, please visit:

• ryanwhite.cds.pesgce.com
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