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Objectives 

1. Define  core components  of the  Transitional Care Coordination  
intervention 

2. Identify successes,  challenges,  and lessons  learned resulting  from 
the implementation  of the TCC intervention  at three sites 

3. Discuss  tools to support  and  strategies through  which  the  TCC 
intervention  can be  adapted and  replicated  in jurisdictions  across 
the country 



  
 

Dissemination of Evidence Informed 
Interventions Project Background 

• Funded through HRSA’s Special 
Projects of  National Significance 
(SPNS) 

• Implementation science  study  of 
four previously-implemented SPNS 
initiatives 

• AIDS  United: Implementation & 
Technical Assistance Team 

• Boston University and Abt 
Associates: Dissemination  &  
Evaluation Center 
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TRANSITIONAL CARE COORDINATION 
From Jail Intake to Community HIV Primary Care 

Intended for organizations and agencies
considering strengthening connections between 
community and jail health care systems to 
improve continuity of care for people with HIV
(PWH) recently released from jails. 

Designed to implement a new linkage program
for PWH to support their engagement and
retention in care 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. 

• Intervention Target  population: People with HIV who are incarcerated. 

• 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 components of  the model 

Prepare for 
jail  release  

Transition to 
standard of  

care 

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 

Community  linkage 
and follow  up 

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

syringe exchange programs  
(SEP) 

• Consortium partner resources:  
HIV  primary care,  housing,  
substance  use/mental health 

ONGOING  CM AFTER 90 DAY  
FOLLOW UP 
• Cross-trained community  

medical case managers 
• Clinical supervision and space  

for case  conferences 
• Culturally  appropriate training 

/ case management 

• 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  of  

community return 
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 Considerations for Replication: 
Working in the Jail Setting 

• Leverage  existing relationships  with t he  jail 
• If  you are a health  department,  do you support epidemiological  surveillance in  the 

jail? 
• If you are  a  health care provider,  have  you  collaborated with the jail to  provide  HIV 

care? 
• Do you  provide HIV  testing or education  in the jail? 

• Build buy-in
• Why  is the TCC  intervention  a value add for  both your organization  and the jail? 

• Develop relationships  at  multiple  levels  of jail administration for  instance, the  warden,  the 
medical director/contracted medical  staff,  officers, etc.
• How  will you nurture these  relationships  over  time?

• Consider providing health education  via  formal training processes  and through 
more informal “lunch and learns” 

• Navigating relationships  without s tepping on toes: “you are a  guest  in  their house” 
• Hiring  the “right” staff 



 Considerations for Replication: 
Working in the Jail Setting 

• Every jail  is different: conduct  a workflow  assessment  and obtain a security  briefing 
• Determine  how you will identify people living  with HI V in the  jail 
• Determine  where,  when,  and how you  will meet  with your clients 

• Will  you have auditory privacy? 
• Will  an escort be  required? 

• Assess  opportunities for  securing a dedicated  workspace and any  limitations  on supplies 
that can be brought i nto the jail 



  
  

Considerations for Replication: 
Developing a Transitional Care Plan 

Private  interview area with  desk, phone,  internet-access,  
computer 

Determine who  will serve  as the health  liaison 

Public defenders and court  advocates 

Projected / known date of  community return 

Strong network  of  medical and social service  providers  



 Cooper Experience: 
Preparing for Jail Release 

• Existing  relationship with local jail system via Cooper physician who provides 
medical care in  jail 

• There  is strong  support from the  past and current warden for the  intervention 
• Majority  of clients  receive medical  care and support services through Cooper, 

which enhances the site’s  ability  to facilitate  connection to services  and tracking 
• TCCs  meet  with  clients  in jail on an ongoing basis, serving as the  health 

liaison and supporting identification of and navigation to  medical  care  and 
auxiliary  services upon release 



Core components  of the model 

• 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 of  

community return 

Prepare for  
jail r elease  

•

Transition  
to standard  

of care 

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 

Community  
linkage and 
follow up 

• APPROPRIATE FOLLOW  UP 
THROUGH 90  DAY AFTER  
INDEX INCARCERATION 

• Clothes box,  food pantry,  SEP 
• Consortium partner resources:  

HIV  primary care,  housing,  
substance use/mental health 

• ONGOING CM AFTER 90 DAY 
FOLLOW UP 

• Cross-trained community  
medical case managers 

• Clinical  supervision and space  
for case  conferences 

• Culturally appropriate training /  
case management 



 
 

Considerations for Replication: 
Facilitating a Warm Transition 
• Coordinating around discharge 

• Work with  the  jail to  identify  and/or schedule  clients’  release  date  and time 
• Collaborate  with the  jail to  determine  what  clients’  will be released  with 

• Can you put  the  TCC’s  business  card or an appointment  reminder  card in client’s 
property upon  release?  What about a gift card  for meals  or  bus tokens? 

• Will t he j ail r elease  the  client  with  a  supply  of  ARVs? 
• As  needed,  support  clients  with obtaining transportation services 
• Plan for how  the TCC and the  client  will  reconnect 
• Leverage  community  partnerships to  support clients’  engagement  with medical  care and 

other  supportive  services,  including ongoing transportation,  housing, mental  health 
support, and/or  substance use treatment 
• Communicate  with clinic staff and community partners  frequently 

• Think  creatively 
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 Considerations for Replication: 
Community Linkage and Follow Up 
• Continue  to leverage partnerships within and across  organizations 

• Identify new stakeholders  that may  need to be brought to the table  to  fill  
gaps 

• Promote  a  culture of collaboration with client engagement and linkage  to 
both medical  and supportive services 

• Develop  a client-centered protocol  for  transitioning clients to the  standard of 
care 
• Identify  a timeframe as  a goal for transition, that  is adapted  based  on 

clients’ needs 
• Warm transition between  TCC, client, and  standard of  care case  manager 



  
 

Cooper Experience: Facilitating a 
Warm Transition, Community 
Linkage & Follow up 
• Maria is a 44  year old woman  with  HIV.  She  has a history of  substance use, 

homelessness,  anemia, anxiety, d epression,  endometrial cancer (HCC) and  treatment, 
fistula, frostbite,  gunshot  wound, H/O nephrostomy,  hernia, and bilateral  amputation  of 
her feet. 

• Maria  has been  incarcerated  in jails  and prisons  multiple times  and was re-incarcerated 
during the course of  Cooper’s  implementation  of the TCC  project. 

• Maria  consented  to  TCC  services and worked  with  a care coordinator  during her  most 
recent  incarceration. However,  upon release she  struggled with adherence  and linkage 
to care. 

• The TCC  team conducted  multiple community  outreach efforts. Maria was able to  link to 
support services, but  not HIV  care. 

• After  Maria  was hospitalized, the  care coordinator re-connected  with her  and was able 
to link her  to long term housing at a  rehabilitation  center. The center  provides  housing 
and transportation. Maria  has engaged  in medication-assisted treatment  (MAT) and  HIV 
care at  Cooper  EIP. She  is now  virally suppressed. 
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Finding DEII Materials 

https://targethiv.org/nextlevel 

https://targethiv.org/nextlevel
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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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Training Materials 

Training Manuals Technical Assistance Agendas 



 Utilizing the Training Manual 



Tips & Tricks 

• Assess  training resources  available  in your  community 
• Assess interest for this  intervention  in your  organization 
• Are  there existing staff who  can  integrate evidence-informed interventions 

into  their practice? 
• Is there an internal  champion who has knowledge in this area?  Can provide 

supervision? 

• Assemble a multi-disciplinary team  who is invested  in addressing  the 
identified issue 
• Establish norms  around communication and coordination between Ryan 

White case  managers and other staff who  may work with clients 



 Intervention Specific Resources 
Currently Available 

• The  intervention and training  manuals are  available 
for download  on  the  TargetHIV site 
• https://targethiv.org/nextlevel 

• Training and Technical Assistance  on the intervention 
available through  2020 
• Email hbryant@aidsunited.org to  learn more  

https://targethiv.org/nextlevel
mailto:hbryant@aidsunited.org


Questions? 
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