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Founded in 1984, AIDS Action is a national nonprofit organization, based in Washington, 

D.C., which conducts educational and advocacy activities in support of sound and effective HIV 

policies and funding. AIDS Action addresses the needs of people who are at risk for and  

living with HIV infection and the organizations that serve them.

AIDS Action has two components:  AIDS Action Foundation [501(c)(3)], which develops  

and disseminates educational materials on the latest public policies and programs, the 

demographic impact of HIV, and medical research. AIDS Action Council [501(c)(4)] serves 

as a national voice for community-based organizations, local health departments and  

clinics, service providers, and health educators by advocating for effective legislative and 

social policies and programs for HIV prevention, treatment, and care.
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U n m e t  n e e d :

Individuals who are living with  

HIV, are aware of their status, and 

are not receiving regular primary 

medical care. (HRSA)

T
his workbook is about connecting people  

who are HIV+ to care and treatment. It is  

about thinking in new ways about the  

relationship an HIV+ individual has with service 

and care systems, and how we as providers can improve that 

experience. In the spirit of the Connecting to Care I workbook 

published in 2004, this second edition explores the often 

complex barriers to connecting to medical services, and 

how providers have successfully overcome those barriers to 

ensure that their clients access appropriate medical care. 

The workbook highlights a collection of interventions and 

methodologies that have been successful in accomplishing 

the goal of helping HIV+ individuals initiate and maintain 

connections to medical care and treatment.

It is our hope that readers of this workbook can relate to 

the experiences of other service providers and identify 

successful model activities or elements of activities that 

can be adapted to their local situations. We encourage  

providers to use the workbook as a tool to design and 

develop new interventions that meet the needs of local 

populations and communities. Our shared goal is to  

bring more of the nation’s HIV+ population into regular 

medical care.  
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Connecting to Care I highlighted 17 interventions from around the country.  

Connecting to Care II enriches this collection with 25 additional activities that focus 

on two special populations: people living in rural communities and currently or 

formerly incarcerated individuals.  

SpecIal populatIonS

HIV and Rural Communities 

“Rural America” is spread out across four fifths of the land mass of the U.S. and  

is home to one-fifth of our country’s population and a growing share of the HIV 

epidemic. Between 1991 and 1995 alone, AIDS diagnoses in rural America  

increased 80%.i  Since then, HIV has continued to permeate rural communities 

through new infections and people returning home from metropolitan areas  

after being diagnosed as HIV+.

Finding out one’s HIV status and then connecting with a medical professional 

is complicated by very real impediments in rural settings where the average 

roundtrip drive to an infectious disease doctor may be 86 miles or more.ii  The 

quality of care may also be an issue since 38% of HIV+ people in rural areas see 

doctors who have treated fewer than ten patients living with the virus.iii  

Discussions about connecting to care must focus on ways to overcome these ob-

stacles. How does a community with few HIV cases provide those individuals with a 

highly qualified medical professional? How does a client learn to feel comfortable 

disclosing his/her HIV status to family members and friends who have limited 

information about the virus and its transmission? 
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Connecting to Care II documents the work of professionals in rural communities 

who have designed and implemented interventions that increase the information 

flow about HIV in order to help reduce discrimination, bring HIV specialists to 

patients in order to provide higher quality care, and create support systems for 

HIV+ clients in order to break down isolation and stigma.  

 

HIV and Currently/Formerly Incarcerated Populations

The number of individuals with criminal justice involvement in the U.S. is 

significant and growing. In 2004, there were over two million individuals incar-

cerated in correctional facilities in the U.S.iv  There were also approximately 4.9 

million individuals in our communities under parole or probation supervision.v   

According to a 2003 Bureau of Justice Statistics Bulletin, approximately two percent 

of state prison inmates and 1.1% of federal prison inmates were reported to be 

HIV+. Rates of infection among prison and jail inmates vary across the country, 

ranging from 0.2% in Montana to 7.6% in New York and the District of Columbia, 

New York, Texas, and Florida alone house nearly half of all HIV+ inmates in state 

prisons.vi  When compared with the general population, the rate of confirmed 

AIDS cases is three times greater in the prison population.vii  

Since testing policies vary, calculating the exact number of incarcerated indi-

viduals living with HIV is not easy. Correctional institutions across the country 

nonetheless have made measurable progress in addressing the needs of HIV+ in-

mates. However, the ongoing efforts of corrections professionals and community 

organizations working with incarcerated individuals and those returning to their 
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communities after incarceration continue to face numerous challenges. Reaching 

out to inmates and formerly incarcerated individuals who are HIV+ to connect 

them to care means overcoming documented barriers:  

 • lack of HIV knowledge/expertise among staff in correctional settings;

 • lack of privacy and confidentiality in the correctional setting;

 • interruption in care upon release;

 • lack of awareness of care resources when released;

 • substance use; and

 • lack of trust of providers.

Connecting to Care II offers readers a selection of evidence-based interventions that 

effectively address barriers and obstacles.   

unmet need

The Centers for Disease Control and Prevention estimates that over one million 

people are currently living with HIV in the United States.viii  Half of this population 

is currently receiving medical treatment. Among the other half million HIV+  

individuals, approximately 250,000 are not aware of their infection and consequently 

are not receiving regular medical care for HIV. The other 250,000, though aware  

of their infection, are not receiving regular medical care.ix  This population falls 

under the Health Resources and Services Administration’s “unmet need”  

category, which is defined as “individuals who are living with HIV, are aware of 

their HIV+ status, but are not engaged in regular medical care.” 

P A g e  6
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Using the “unmet need” framework, service providers across the country are  

designing new strategies to connect their clients to regular and high quality care 

and treatment. Through the Connecting to Care initiative, we hope to increase 

knowledge about the reasons that HIV+ individuals have precarious, inconsistent, 

or unsuccessful relationships with medical care, and identify best practices and 

programs that address barriers. Addressing “unmet need” means helping to 

change people’s relationship with health care. To this end, the workbook highlights 

a rich sample of individual, group, and community level activities. The collection 

can serve as a guide and tool for all readers to continue to bridge the gap between a 

diagnosis of HIV and full engagement in continuous medical care.  

SelectIon of Workbook content

AIDS Action, in collaboration with the HIV/AIDS Bureau (HAB) of the Health  

Resources and Services Administration (HRSA), researched interventions and 

methodologies implemented by different types of service providers in four states 

and the District of Columbia. We researched interventions, programs, and  

methodologies (referred to as ‘activities’ in the workbook) from an array of service  

provider settings, including health departments, AIDS service organizations,  

housing services, community-based organizations, faith-based organizations, 

clinics, and hospitals. The counties, cities, and states included in the research  

offer a variety of cultural representations and reflect some of the diversity of  

the epidemic and those it impacts. The twenty-five activities featured offer a  

wide-ranging collection of intervention methodologies and approaches.  

P A g e  7
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revIeWIng the 25 actIvItIeS

Each activity profile is broken down into four main categories:

 Description 

 Logistics 

 Strengths and Difficulties 

 Outcomes 

The first page of each activity begins with a brief description of the activity,  

followed by a box that includes different statements about how close people get  

to regular medical care through the activity. The purpose of these references is  

to quickly orient the reader to the type of intervention and the key characteristics 

of the activity, which are presented in more detail on the pages that follow.   

before you begIn

Connecting to Care’s objective is to raise awareness of “unmet need” among those 

who serve HIV+ clients, and to offer examples of interventions that have been 

successful in improving clients’ connection to care and treatment. Every agency, 

region, and individual is different, but we all share a common goal. We want to 

help those whom we serve to receive the best possible medical care and treatment. 

The activities documented in this workbook are only a few of the many programs 

and services that have successfully connected HIV+ individuals to medical care. 

And yet, as we all know, there are still many HIV+ people across our country who 

are not yet identified and/or in regular medical care.  
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Our hope is that this research and workbook will inspire people to look at new 

ways to connect HIV+ individuals to medical care and treatment. Please share 

your ideas with us at www.connectingtocare.net and take a moment to respond 

to the feedback form at the back of the book.  

We will continue to make new activities and programs available through our 

Web site. We can all learn from each other and ensure that no one in this 

country who is infected by HIV goes undetected, untreated, or underserved. 

Together we can stop this epidemic and ensure that care and treatment are 

provided to those in need.  

     AIDS Action Foundation  

Connecting to Care Team

 

Endnotes: 

i  National Rural Health Association Issue Paper. HIV/AIDS in Rural America: Disproportionate impact on minority and 
multicultural populations. http://www.nrharural.org/advocacy/sub/issuepapers/HIVAids.pdf.  Accessed July 2006.

ii State Legislatures. Trends and Transitions fact sheet. (April 2004) HIV and AIDS on the rise in rural America. 
iii State Legislatures. Trends and Transitions fact sheet. (April 2004) HIV and AIDS on the rise in rural America.
iv  Harrison, P.M., & Beck A.J. (October 2005). Bureau of Justice Statistics Bulletin: Prisoners in 2004. U.S. Department of 

Justice. Office of Justice Programs.  NCJ210677
v   Summary Findings.  Parole and Probation Statistics. Bureau of Justice Statistics Website.  http://www.ojp.usdoj.

gov/bjs/pandp.htm#findings.  Accessed May, 2006.  
vi  Maruschak, L.M. (September 2005). Bureau of Justice Statistics Bulletin. HIV in Prisons, 2003. U.S. Department of 

Justice.  Office of Justice Programs.  NCJ 210344.  See also 
Kantor, E. (April 2006). HIV Transmission and Prevention in Prisons. http://hivinsite.ucsf.edu/InSite?page=kb-
07&doc=kb-07-04-13. Accessed July 2006.

vii  Maruschak, L.M. (September 2005). Bureau of Justice Statistics Bulletin. HIV in Prisons, 2003.  U.S. Department of 
Justice.  Office of Justice Programs.  NCJ 210344.  

viii  Spotlight: Commemorating 25 Years of HIV/AIDS. Retrieved from http://www.cdc.gov/hiv/spotlight.htm. Accessed July 
2006.

ix  Fleming, P. (June 2005). HIV Prevalence in the U.S. 2000, 9th Conference on Retroviruses and Opportunistic Infections.
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Home-Based Treatment Coordinator is an individual level intervention designed to link HIV+  

individuals in rural areas to medical centers in urban areas and to help them navigate the complexities of the 

acting health care system. The key characteristics of the Home-Based Treatment Coordinator are: staff  

acting as a medical advocate for clients; client’s home as the location for the activity; high level client rapport 

and comfort with staff; client-centered identification of general health care needs; client involvement in the 

development of suitable treatment plan; and coordination with other social and mental health resources. 

I. Description
Objectives

To identify and close gaps in HIV treatment and other medical care for clients 

To serve as a bridge between people in rural areas and medical centers in urban areas 

POPUlatiOn served

 Clients who qualify for Ryan White CARE Act (RWCA) Title IV services, HIV+ individuals and  
affected family members, particularly African American women of all ages

 Clients who qualify for RWCA Title II services, predominantly African American men, 25 years  
and older, with no family in the home 
 

activity descriPtiOn

The treatment coordinator reaches out to HIV+ clients in rural areas, providing   information on HIV and available care services 
and help in managing and overcoming obstacles to care, largely due to living far from major care centers.  
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a�Directly links the client to medical care  
Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
AIDS Service Organization, Family and  
Medical Services

H o m e - B a s e d  T r e a t m e n t  C o o r d i n a t o r

QuIcK notes:

 HomE-BASEd TREATmEnT  
CooRdInAToR 1Rural
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“ Patients don’t want to disappoint their provider. The challenge is: how do you make it okay to say ‘no’  
to an authority figure, or make it okay to say ‘I can’t do this.’” 

	 	 	 	 	 	 	 	 					 — program manager, anchorage, alaSka

 The treatment coordinator meets with clients who have just started HIV care, are having problems with their care, or have 
dropped out of care. 

 The treatment coordinator receives a referral from the case manager and they discuss together the client’s needs, how to best 
approach the client, and where the client is currently receiving care. 

 The treatment coordinator then contacts the client, introducing him or herself as someone who works with the case manager.

 S/he offers to help the client solve specific problems or identify current care needs. If the client consents, the coordinator 
schedules a time to meet at a place that is convenient for the client.

 In preparation for the meeting, the treatment coordinator gathers relevant forms for the client to complete during the first visit. 

Client Scenario
 During the first meeting (usually in the client’s home), the treatment coordinator takes time to establish rapport.  

 S/he guides the conversation to HIV care by asking about the client’s last medical visit, current medications and, if the client 
is female, gynecological care. Then s/he asks if the client knows their CD4 count and its significance. 

 The client is encouraged to talk about other health care issues that interest them, and the treatment coordinator continues to 
assess the client’s understanding of, and engagement in, health care.  

 If the client is receiving medical care for HIV infection, the coordinator may ask what they think is missing from their current 
health services. 

 If the client has limited or no engagement in their health care, the coordinator tries to gain a clearer, factual picture of the 
client’s situation. Depending on the client’s knowledge of HIV, the treatment coordinator may begin informing the client of 
the basics of HIV infection and treatment.

 The treatment coordinator may ask questions about mental health status and the client’s experience with counseling or mental 
health care.

 Once  rapport has been established between the treatment coordinator and the client, a formal intake screening and assessment  
is completed in which the client’s demographic information and relevant medical and mental health history are covered.

 After the intake, the treatment coordinator describes his/her role, the services of the agency, and the confidentiality policy 
with specifics on how the client’s information will be used.  

 S/he explains why the client’s medical records are important for their work together and fills out a medical information  
release form for the client to sign. The coordinator also discusses with the client sources of funding for health care.

 Then the treatment coordinator discusses the client’s rights and responsibilities, the importance of keeping appointments, 
and the reasons adhering to treatment is important.  

 The treatment coordinator asks the client to inform the agency of any changes to their living situation, health status, etc.

 S/he completes a Health Maintenance Assessment, a personalized document reflecting the client’s specific HIV care information. 

 The client and treatment coordinator review the client’s needs, develop a treatment plan, and identify next steps. 

 The treatment coordinator gets confirmation of the client’s desire for counseling or resource coordination services from the 
agency. If there is a strong need for these services, the coordinator may even bring appropriate staff members to the client’s 
home for an in-person introduction. 

 The treatment coordinator closes the meeting by reminding the client that s/he will review the medical records, treatment 
plan, and next steps. S/he then goes over the client’s responsibilities and expectations for care.  

 The treatment coordinator’s role may end here, or it may continue with periodic visits. The frequency of meetings is 
determined by the client’s needs and individual ability to manage their treatment and health care.

 Once back at the agency, the treatment coordinator begins or updates the client’s file and schedules for the client medical  
appointments discussed during the meeting. S/he also may contact the client’s health care providers to resolve any conflicts 
or difficulties the client is having. 
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“ I’m somebody who cares about the people around me. I’m here for them . . . to help them navigate  
though a difficult process.” 		 	 	 	 	 	 	 					

	 	 	 	 	 	 — regIStered nurSe

H o m e - B a s e d  T r e a t m e n t  C o o r d i n a t o r



“Someone can still ‘adhere to care’ even if they don’t want to take medications.”
	 		 	 	 	 	 	 				— caSe manager, anchorage, alaSka
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PrOmOtiOn Of activity 

 Information about the treatment coordinator’s services is sent to case managers and home care providers within the  
greater community.

Case managers distribute agency publications and brochures to home care patients. 

II. Logistics
staff reqUired

Registered nurse working as treatment coordinator 

training & skills

 The treatment coordinator must have high-level knowledge of the local health care system and other local resources and a 
medical understanding of HIV. S/he must be able to frame questions that encourage frank and open responses about the 
client’s situation and needs.

 Staff is trained to listen and respond to the client’s needs, as described, and refrain from imposing their own professional or 
personal beliefs about appropriate care. 

Place Of activity

 Places familiar and “safe” for the client (the client’s home, case management office, hospital offices, and home care office) or over 
the phone 

freqUency Of activity

Ongoing. Clients are re-enrolled in the program annually. Contact and visits throughout the year depend on clients’ needs. 

OUtside cOnsUltants

None 

sUPPOrt services

Transportation

Translation or interpretation  

Childcare services, when necessary 

cOnditiOns necessary fOr imPlementatiOn 

State and local political support for comprehensive health and social services 

III. Strengths and Difficulties
strengths 

The treatment coordinator acts as a medical advocate for the client.

The treatment coordinator helps clients in rural areas navigate the urban health care system.
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 Because the activity occurs in the homes of clients and other spots that are familiar to them, they often feel more “in control” 
and safe.

 Access to a wider range of services can lead to direct improvements in the client’s quality of life.

 The activity is an expression of compassion in the community. 

 
Weaknesses

The treatment coordinator is a “third party” added to the patient-health professional relationship. Health professionals  
sometimes respond defensively to third-party intervention, perceiving it as a criticism of their job performance.   

difficUlties fOr clients

 If a client feels overwhelmed by the number of service providers, a treatment coordinator may be seen as “just another  
face in the crowd.” 

Some clients are not ready to embrace the activity because they do not see HIV care as their primary need. 

difficUlties fOr staff

 Because of the great distances that the case manager must travel to meet with rural clients, the caseload can be overwhelming.

 The car travel is time-consuming, and gas is expensive. 

Obstacles fOr imPlementatiOn 

Lack of awareness about the program

Not enough coordination among hospitals, medical providers, and social service programs 

activity nOt sUited fOr

Children six to 18 years-old who are affected by but not infected with HIV  

IV. Outcomes
evalUatiOn

The staff tracks the client’s attendance at medical appointments and monitors CD4 counts.

The agency logs the number of women clients who have pap smears each year.  

The agency offers a client-survey questionnaire. 

Clients call the treatment coordinator to self-report their medical appointments and how they are feeling. 

evidence Of sUccess 

Client progress reports show that health care needs identified by the clients are met. 

Client logs show that after participating in the activity, clients are less likely to miss medical appointments. 

The staff reports an increase of CD4 counts in clients receiving this service.  
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UnanticiPated benefits

The activity helps community health providers and allied organizations work together more closely to meet client needs.  

Helping adults get their health care on track also helps to meet their children’s health care needs. 

“cOnnecting tO care” elements Of activity

 Clients get personal attention from an individual dedicated to understanding the “big picture” and to helping clients overcome 
barriers in a fragmented health care system. 

 The treatment coordinator is committed to the well-being and care of the whole person.

 Home-based care solves problem of rural clients’ distance from centralized health care facilities.

The personalized approach elicits better information and cooperation from clients. 

keeP in mind… 

HIV infection sometimes represents only one symptom of the many issues in a person’s life. 

The service must be tailored to the client, and the staff must be willing to give clients control.

The staff must develop a strong network of health care providers and social resources. 

Set realistic expectations for your client’s treatment. Try not to over-promise.

 Be mindful of the presence of others in the client’s home at the time of the visit. Remember that other people in the  
household may not be aware of the client’s HIV status or other health issues.
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N o t e s  p a g e



Rural

I. Description
Objectives

 To help clinic patients stabilize their life situations in order to improve their capacity to function 
well and actively participate in their HIV medical care

To contribute to the overall good health of the patient

To offer a mental health resource to the HIV clinician in order to better care for the patient 

POPUlatiOn served

 People who have difficulty staying in medical care, are not doing well in care, or are at risk  
for dropping out of care

 People who have shown signs of, or been diagnosed with, mental disorders

 Substance users 
 

activity descriPtiOn

Co-location of primary care and mental health services allows clinic patients living with HIV to add mental health support to their 
overall health care regimen.  
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Triage Counseling  is an individual level intervention that establishes a direct link between primary 

medical care and mental health services for patients living with HIV. The key characteristics of Triage Counsel-

ing are: the immediate access patients have to mental health counselors; the co-location of primary medical 

and mental health services; the nature of the first counseling session, which establishes an immediate bond 

between the counselor and the client; and the support provided to the clinician to help patients fully engage in 

their HIV care. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community Health Center,
Mental Health Services

T r i a g e  C o u n s e l i n g 

QuIcK notes:

 TRIAGE CounSElInG  2Rural
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Development and Implementation
A clinic first carries out the following:

 Determines the number of staff members needed to cover walk-in and scheduled counseling sessions, including counselors, 
psychiatrists, and clinical supervisors. 

 Establishes clinical supervision for counselors, as well as linkages to psychiatrists who can manage psychiatric drugs. 

 Determines the budget and finds funding for the activity.

 Decides on a location for counseling sessions. The space should be next to or near the facility that provides medical services.  

 Once the initial logistics are completed, the clinic develops a training for counselors on HIV infection and care, clinical 
nomenclature, and the impact HIV and HIV medication can have on a patient’s mental health. This training also introduces 
counselors to a new “triage” model in which the initial appointment with a client lasts 30 minutes (rather than a full hour), 
and counselors give their immediate attention to the client’s most pressing issues. 

 After the in-depth training, counselors continue to receive monthly, half-hour update trainings on HIV.  

 The clinic sets up the schedule of counselors “on–call” and has this calendar available at the reception area. 

Client scenario
 The HIV clinician identifies a patient in need of a counseling session and, at the end of the medical appointment, urges the 
patient to see a mental health provider, whom s/he personalizes with a name.  

 The doctor either escorts the patient to the on-call counselor’s office or walks the counselor to the room where the patient is. 
The doctor gives the counselor some details about the patient either privately or with the patient present. 

 The counselor spends the next 30 minutes addressing the client’s acute issues. In this triage session, the counselor tries to 
establish a rapport and “bonds” with the client. 

 Utilizing a checklist that helps focus the session, the counselor listens to the client, assesses the principal issues and any  
diagnosable conditions, and asks if the client currently has a mental health provider.  S/he may also check the clinic’s  
database for the client’s clinical history.

 Together, the counselor and client develop a plan of action to address the client’s mental health and medical needs. The plan 
includes the frequency of future mental health appointments and whether or not the client must see a psychiatrist.  

 At the end of the first session, the counselor completes two client charts: one for the mental health department and the other 
for an electronic, clinic-wide database of medical and clinical information.  

 The counselor may either arrange for the client to see a psychiatrist on staff, or wait until they have had a few counseling  
sessions together.   

 The counselor walks the client to the reception area, where the receptionist schedules the next mental health appointment. 
Using a centralized scheduling database, the receptionist can coordinate mental health visits with medical visits (e.g., dental, 
primary care, lab) to minimize patient travel. 

 For the subsequent counseling sessions, the client may see a different counselor who can better address the specific needs 
identified in the triage session. 

 Follow-up visits depend on the client’s needs. Visits may occur as frequently as one to two times a week, but typically occur 
about five to six times per year.  

 If the client sees a psychiatrist, the counselor supports the client’s adherence to psychiatric medications. Prescriptions can 
either be picked up at an on-site pharmacy or mailed.  

  Following the triage session, the counselor tells the referring physician about the plan established with the client. This  
communication ensures consistency in the messages that the providers share with the client. 

Staff Follow-Up
 The clinical staff (primary care and dental), front desk staff, administration, mental health counselors, social workers,  
and pharmacy staff hold weekly team meetings to review new and “crisis” patient cases.  

 Counselors generate a list of clients to discuss at the meeting. They identify client needs and monitor medical progress (in 
terms of CD4 counts, viral loads, adherence, etc.).  
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“ Our focus is on total health care, and the messages we share with clients are consistent  
in reinforcing this.” 		 	 	 	 	 	 	 					

	 	 	 	 	 	 	 	 	 				— medIcal dIrector



 The team determines an interdisciplinary strategy to meet the identified client needs, and assigns tasks to “action staff.”

 In the next meeting, action staff reports on the tasks that were completed. 

 The counselors hold separate weekly meetings to discuss their sessions and issues that require attention.   

PrOmOtiOn Of activity 

 The service is offered to patients during intake screening.

 Flyers in agency packet for HIV+ patients 

 Word of mouth from patients

 Physician referrals 

 II. Logistics
staff reqUired

 Four counselors, each with a different specialty (substance abuse, trauma, child abuse, etc.) 

 Administrative supervisor 

training & skills

  Staff should have strong knowledge of client rights and confidentiality.

 All staff members must be able to work with diverse populations and be open and tolerant.

 Licensed counselors must have HIV training and receive monthly HIV updates from clinical staff. 

Two counselors should each be fluent in English and another language spoken in the client community. 

Place Of activity

The activity takes place in a private room of a community health center. 

freqUency Of activity

 The service is available five days a week. 

OUtside cOnsUltants

 Three part-time psychiatrists (one bilingual)

 Clinical supervisor 

sUPPOrt services

Social Security payee services to pay some patients’ housing and utility bills  

cOnditiOns necessary fOr imPlementatiOn 

 Physicians need to be willing and able to provide in-person introductions for their patients and the counselors and facilitate  
the relationships in their early stages.

Proper clinical supervision must be established for counselors.  

 It’s important to have support from a pharmacy so that clients have convenient access to medications and pharmacy staff.

 The agency administration must fully support the activity. 
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III. Strengths and Difficulties
strengths 

 The counselors are integrated into a health team whose members share the same objectives. 

 The team supports the complete well-being of patients.  

 The co-location of the services easily connects mental-health and clinical care.

 The “on-demand” availability of the counselors

 The activity helps break through the denial some patients may have about their illness or life situation which prevents them 
from engaging fully in care.  

 
Weaknesses

 It is difficult for classically trained counselors to adopt an approach from the primary health care model. 

 Counselors may find it difficult to adjust to a 30-minute initial session with a client instead of the traditional one hour session. 

Lack of mental health funding makes it difficult to obtain reimbursement for the service. 

difficUlties fOr clients

The counselor who patients see for the triage session may not be the one they will consult thereafter.  

difficUlties fOr staff

 It’s hard work helping clients to keep regular mental health follow-up appointments.

 Few funds are available for mental health services.   

Obstacles fOr imPlementatiOn 

Lack of available private space 

Low reimbursement for services that are in high demand 

activity nOt sUited fOr

N/A  

IV. Outcomes
evalUatiOn 

 The supervisor analyzes the Global Assessment Functioning (GAF) Scale Score for all patients seen by a counselor/psychiatrist.  

 The agency tracks yearly patient visits and number of missed appointments.
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evidence Of sUccess

Increased GAF Score for patients who meet with counselor/psychiatrist

Improved clinical health of patients 

Increased access to and use of mental health services  

Improvement in patients’ overall life condition and stability 

Lower mortality rate for patients utilizing the service

Increase in the number of patients maintaining a consistent relationship with medical care services

Eliminated “no shows” to medical appointments 

Increase in the number of yearly clinic visits by patients

Decrease in number of patients dropping out of care 
 

UnanticiPated benefits

 Medical providers feel more secure because they have someone available to attend to issues that they may not be comfortable 
addressing or that they see requires more attention than they are able to give.  

The activity fosters a team atmosphere and lessens isolation among staff members. 

“cOnnecting tO care” elements Of activity 

 Coordinating mental health and medical visits to minimize travel is especially helpful for clients who live at a distance  
from the clinic.  

 The counselor’s inclusion in the primary health team conveys the message to the patient that it is important to address mental 
health as an aspect of their “total health.” 

The “on-demand” availability of the counselors addresses the needs of clients in crisis.  

 The primary care providers show that they care about the patient’s emotions and total health. 

 Patients don’t have to re-tell their story to different agencies.

 Clients can combine other health care appointments with this service. 

 Having one chart and an electronic database allows providers to review the total health care experience of the patient/client.   

keeP in mind… 

 Mental health care providers must understand they are delivering services in a primary care context. Create a dialogue  
between counselors and primary care providers to make this connection explicit.  

 Develop an acute client assessment tool that counselors can complete in a short period of time.

 Set up support for mental health counselors.

Don’t expect the activity to be a “money maker.”
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N o t e s  p a g e
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I. Description
Objectives

 To strengthen clinic patients’ ability, through a group intervention, to adhere to their  
recommended treatment regimens

 To help patients develop tips and strategies that will help to make medication adherence  
manageable and their lives easier

 To encourage patients to become active in their health care

 To provide patients with information that helps them understand how HIV specific medications 
affect their bodies

 To help increase CD4 counts and lower viral loads through adherence to medication

 
POPUlatiOn served

 Patients living in rural or remote areas who are having difficulty adhering to anti-retroviral medications

 Patients who are initiating anti-retroviral medications 

activity descriPtiOn

“Managing Our HIV” Workshop Series provides HIV+ individuals with a safe group environment in which to learn about HIV 
disease and ways to adhere to medication regimens and build strong relationships with medical providers.  
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“Managing Our HIV” Workshop Series is a group level intervention designed to provide a better 

understanding of medications and basic health management to HIV+ individuals initiating or having difficulty 

managing their HIV treatment. The key characteristics of the “Managing Our HIV” Workshop Series are: the 

confidential nature of the workshops which helps clients to feel “safe” discussing their HIV infection; the use 

of non-technical language in workshop materials; and the provision of transportation, which allows clients 

from remote areas to participate. 

��Directly links the client to medical care  
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community Health Center,
Early Intervention Clinic

“ M a n a g i n g  O u r  H I V ”  W o r k s h o p  S e r i e s

QuIcK notes:

 “  mAnAGInG ouR HIV” 
WoRkSHoP SERIES 3Rural
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Development and Preparation
 The clinic decides to offer a workshop series on HIV infection, its symptoms and treatment regimens, adherence to  
medication, nutrition, and safer sex practices.

 The HIV educator, who is responsible for coordinating the workshops, meets with clinic care providers to describe the workshop 
series and to ask them to refer patients who are either starting or having problems adhering to their treatment regimens.

 S/he lines up appropriate facilitators for the workshops and asks them to prepare presentations.

 Next, s/he creates a “Certificate of Completion” which participants will receive upon successfully completing the workshop series.

 The educator develops a budget for the workshop and secures funding to cover food as well as gift certificates–an incentive for 
completing the series successfully.

 The educator develops and distributes a flyer advertising the workshop and each session. 

 Providers send the educator the contact information for the patients whom they have referred.

 The educator calls each person and invites them to participate, telling them about the content, stressing the different ways 
attending can be beneficial, and highlighting the free food, gift certificate, and travel assistance available to participants. If a 
person seems uninterested, the educator follows up with a later call to encourage them once again to attend.

 Each class is limited to ten participants.  The educator reserves a private room in a clinic for the five weekly workshops that 
comfortably accommodates the size of the class.

 Once the workshop roster is full, the educator makes arrangements for transportation services (i.e., bus tickets and van  
pick-up appointments) for each session, giving priority to clients traveling from rural areas of the county.

 The educator prepares participant packets that include a copy of the facilitator’s Power Point slides and additional information 
on the subject to be covered in the first session. A similar packet is distributed at the beginning of each class.

 The clinic’s security staff is alerted to the time and location of the workshop. To protect client confidentiality, security  
monitors traffic to the room, stopping individuals who are not registered for the workshop from entering. 

Five Week Curriculum

Week One: Stop and Think: HIV 101 and Introductions
The first session has two health educators as facilitators, one of whom is HIV+. 

One of the two begins by introducing the five sessions, handing each participant the circulating flyer. 

 The HIV+ facilitator discloses his/her status.  

 The participants introduce themselves to the group.

 Food is served, and participants eat as the session begins. Engaging in a social activity, such as eating, allows clients to feel 
more comfortable talking and sharing information. All remaining sessions begin with the serving of a meal.

 As participants eat, a facilitator explains the rules of the sessions, stressing the confidentiality agreement. To support  
the confidentiality of the group, no one other than the registered participants—all of whom are HIV+—is allowed to attend 
the sessions. 

 A facilitator explains the workshop incentives: $15 gift certificates for participants who attend all five sessions and, for  
winning an exercise, the selection of a caterer for the next session.

 A facilitator follows with a presentation on HIV, how it affects the body, and some possible symptoms of opportunistic  
infections.  

 Next, the facilitators lead a group discussion on treatment regimens, inviting the group to participate by asking, “What tips  
do you have for taking medications?”

 They administer a written quiz that asks patients to read vignettes of different pill-taking styles and select the one with which 
they most identify.  

 A facilitator leads a discussion about participants’ responses, attitudes, and styles of taking medications.

 At the closing of the first session, a facilitator introduces the next session’s topic and distributes a business card encouraging 
participants to get in touch if any needs arise (such as transportation) before the next session. 
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“ I say to patients, ‘HIV moved in with you—you didn’t move in with it. So you have to be the head of  
your household and take control.’” 

	 	 	 	 	 	 	 	 					 — hIv educator

“ M a n a g i n g  O u r  H I V ”  W o r k s h o p  S e r i e s



 Participants are told of any relevant community events on HIV and treatment management, and offered additional incentives to 
attend the events.

Week Two: Ready, Set, Go:  Difficulties with Adherence and My Provider and Me
The second session is facilitated by the same two individuals as the first session.

 The facilitator who is HIV+ takes the lead and reviews highlights from the first session; the other educator co-facilitates.

 The lead describes how HIV works in the body and how “classes” of medications function in the body, using stories and  
analogies to explain complex concepts. 

 The lead shares with participants his/her own experience with medications and leads an informal discussion about side effects 
and symptoms and how participants can manage them.

 The other HIV educator facilitates the first of several exercises that occur over the course of the second, third, and fourth  
workshops. For example, s/he might read scenarios about people living with HIV and invite the participants to  
suggest ways for them to improve their health and well-being.

 Following the exercise, the lead facilitator begins a discussion about the relationship participants have with their current health 
care provider. The participants are coached on the questions to ask a provider, the information they should disclose during  
various appointments, and when they ought to reveal “secret” issues relating to their health (e.g., substance use).

 The lead facilitator stresses the importance of attending each medical appointment and emphasizes that participants must be 
involved in their health care by asking questions and never leaving an appointment without understanding everything the  
provider has told them.  

 Lastly, the lead facilitator opens a lengthy discussion on provider-client relationships, where participants often share personal 
experiences.

 At closing, a facilitator announces any relevant community events participants can attend.

 Week Three: Eating Healthy: Nutrition and HIV
 A nutritionist facilitates this session and explains what foods the participants can add to their diets in order to help ease the side 
effects of HIV medications.

 For participants who want it, the nutritionist then offers one-on-one counseling on nutrition and HIV health management.

 The participants regroup and ask questions of the nutritionist.

Week Four: What About the Sex Thang? Safer Sex Education
 One of the HIV educators facilitates this session, which focuses on how participants can engage in safer sex, including sex with 
HIV+ or sero-discordant partners, and demonstrates proper use of condoms (female and male) and dental dams. 

 The HIV educator opens conversation, explaining the health consequences of unprotected sex and discourages it. 

 Then, the educator coordinates a theme and audience-appropriate game. For example, there is a fantasy game that is  
appropriate for a group of mostly female participants: Celebrity Groove Bag. Participants grab a prop from a bag, which contains 
a mix of sensual products (e.g., massage oil, a stiletto shoe). Each woman describes how she would use the item to be intimate 
with the celebrity of her choice without having intercourse. The game helps to raise the comfort level for participants, giving  
the facilitator the opportunity to demonstrate how to negotiate and apply a condom in a sensual, playful manner that does not 
interrupt the mood of intimacy.

 After the game, the HIV educator leads a question and answer session that closes the workshop.

 Week Five: Wrapping-It-Up Q & A, Celebration, and Presentation of Certificates
 Participants complete evaluations of the series, identifying what they found most useful, what they liked or disliked, and  
what they wish the series had included.

 Next, the HIV educator leads a group conversation on what the participants learned and how they changed. Participants are 
asked to share “tips” they can now give others on managing HIV. 

 The HIV educator plays music and creates a festive atmosphere for this closing session.

 The HIV educator leads a graduation ceremony in which clients walk to receive their certificates of completion and gift certificates.

 The group spends the remaining time socializing in a low-key, informal setting.
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PrOmOtiOn Of activity 

 A flyer advertising the workshop series is sent via e-mail to health care providers at the clinic and to local substance abuse treatment 
centers. It is also posted throughout the clinic, handed out to patients in the clinic waiting room, and advertised in the clinic newsletter.   

I. Logistics
staff reqUired

HIV educator to organize, facilitate, and evaluate the training

HIV educator/counselor who is HIV+ to co-facilitate  

Guest speakers from the community 

Case manager to transport rural patients to session   

training& skills

 All facilitators must have an understanding of HIV infection and basic knowledge of anti-retroviral medications and  
treatment adherence.

 Facilitators must be knowledgeable about safer sex practices and have familiarity with common misconceptions in the  
community about HIV and safer sex.

 Facilitators should have familiarity with the vernacular or “slang” used by the target population.

 
 Place Of activity

 Conference room at the health clinic, equipped with an overhead projector or LCD screen, a table and enough chairs to  
accommodate speakers and participants.

The workshop can also take place at meetings of substance abuse and mental health support groups for HIV+ individuals. 

freqUency Of activity

A workshop series starts every month and meets weekly for five sessions.  

OUtside cOnsUltants

Training consultant for two medication and adherence sessions 

sUPPOrt services

  The case manager, using a van provided by the clinic, picks up and drops off patients who lack means of transportation.

 Roundtrip bus tickets are provided to participants who live on a bus route.  

cOnditiOns necessary fOr imPlementatiOn 

 The workshops must take place in a convenient, enclosed, and “intimate” space that is clean enough to eat in and is not cramped. 
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III. Strengths and Difficulties
strengths 

One facilitator is HIV+. 

Games and activities facilitate dynamic participation by getting participants involved and interested in the subject matter. 

 The confidential nature of the workshops allows participants to be open. It gives them an opportunity to ask questions they 
don’t ask their medical providers. 

 The facilitators present the information in a less technical language than many providers.  

 Spoken communication helps continually engage participants who may have few or no literacy skills.               

 The use of analogies and figurative speech helps to stimulate the interest of people who initially are disengaged. 

Participants have an opportunity to meet people they can relate to in a safe environment. 

Weaknesses

Attendance is highly dependent on the $15 incentive. 

There is a low percentage of male participants. 

difficUlties fOr clients

 Participants who have problems adhering to medications may also have problems adhering to the schedule of workshop sessions.

 Certain clinic patients don’t feel the need to attend the workshops because they don’t feel ill.

 The time of day that the workshop is held poses a problem for some participants. 

Five sessions isn’t sufficient to cover all the relevant issues for people who have been on medication for some period of time. 

difficUlties fOr staff

 It can be challenging to get clinic patients to attend and actively participate in each session. 

 Some classes are smaller than others because there are fewer new patients within the network who are beginning anti-retroviral 
treatment. 

 Five sessions isn’t sufficient to cover all the relevant issues for people who have been on medication for a period of time. 

Obstacles fOr imPlementatiOn 

None 

activity nOt sUited fOr

Non-English speakers if there is no translator or bilingual staff

 People under the age of 18 

IV. Outcomes
evalUatiOn 

Agency administers a pre- and post-workshop written and oral questionnaire to participants on their pill-taking styles. 

Participants complete a final written evaluation of the program. 
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 The HIV educator reviews patients’ medical charts to track CD4 counts, viral loads and the scheduling and completion of 
medical provider appointments. 

The HIV educator tracks the clinic’s “no-show” lists for workshop participants.

The agency monitors participant workshop attendance through the use of a spreadsheet.

The agency receives provider feedback. 

evidence Of sUccess 

Medical providers report that patients who participate in the workshop show a greater interest in their own health care.

Staff observes participants meeting people and discussing their health and life situations.

Staff observes that participants get motivated as they see their viral levels go down.  

UnanticiPated benefits

Participants report that they have more faith in the medications. 

“cOnnecting tO care” elements Of activity 

 The HIV+ facilitator is essential to reaching and influencing other HIV+ people. As someone who is healthy and taking  
medication, s/he can relate to clients and reassure them. 

 The activity explains the virus and the effect of medications on the body, allowing clients to visualize what occurs in their 
body. This helps the participants to think in a new way about what they can do and to realize the importance of taking 
medications.  

 The activity encourages participants to “buddy up” and help to support others in the group.

 Participants are able to meet and talk with other HIV+ people in a safe environment, which can often be difficult for people 
living in rural settings. 

 Often patients don’t feel comfortable asking questions of medical providers, and this activity allows them to discuss issues 
and concerns in a comfortable, peer environment. 

 The activity allows for extended conversations with counselors who have more time to talk about medication issues than 
medical providers do. 

 The transportation service allows individuals from remote areas to participate. 

KeeP in mind… 

 All facilitators need to be well-informed and prepared to answer clients’ numerous questions.

 Make sure there is funding available for incentives.

 Keep an accurate account of participant attendance.

 Make sure the food provided for each workshop is tasty and nutritious so that it reinforces the nutritional information  
participants receive in the session.

 A newly diagnosed participant who is in denial about his/her status can often steer the first session’s focus to their  
specific needs.
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I. Description
Objectives

 To help create a network of HIV+ individuals who can support one another when the case manager is 
not scheduled for a local visit

 To improve the relationship between case managers and their clients

 To break the emotional and physical isolation of clients who live in rural settings 

POPUlatiOn served

 HIV+ clients with infrequent agency contact who reside in rural settings 

activity descriPtiOn

Holiday Social provides regular opportunities for HIV+ individuals and service providers in rural areas to socialize and share 
health-related information and experiences in a festive environment. Through these social events, participants receive support  
in continuing or resuming utilization of health and social services. 
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Holiday Social is a group level intervention that aims to alleviate the isolation of HIV+ individuals living in 

rural communities. The key characteristics of the Holiday Social are: the non-health related venue of the event; 

the connection individuals make with others living with HIV in their community; the creation of care support 

networks; and the opportunity for agency staff to strengthen its relationship with clients. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
AIDS Service Organization,  
Case Management

H o l i d a y  S o c i a l

QuIcK notes:

HolIdAy SoCIAl 4Rural
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Planning
Planning for Holiday Social includes the following steps:

Set a budget for the event.

Select a theme, which can be based on an approaching holiday.

Develop an invitation list including current clients and clients who may have recently dropped out of agency services.

Find an appropriate location for the event.

 Create an invitation letter that includes the time and place for the event, the theme, and the case manager’s contact  
information to RSVP.

Mail invitation letters to clients.

 Follow up the invitation letter with a phone call to each client. Emphasize that the event will be held in a confidential  
location; repeat the event details. Encourage the client to bring a special dish or favorite CD. If the event is held around a 
holiday, encourage the client to bring a holiday appropriate gift or something they don’t need from around the house  
(books, videos, crafts, etc.).

 During the calls, ask about clients’ hobbies, passions, and special interests. Use this information to design group icebreaker 
games for the event. 

 Ask if the client requires assistance with transportation. If not, ask if the client can offer a ride to another client to and  
from the event.

 Coordinate transportation with the help of client volunteers.

Arrange for food and non-alcoholic beverages for the event.

The Day of the Event
 The case manager, who facilitates the event, outreach staff members, and client volunteers set up the space one to two hours 
before the start time. They arrange chairs, tables for food and, if the event or holiday calls for it, a gift table.

 The case manger also picks up the food order. 

 As clients start to arrive, the case manager greets and offers them a beverage. 

 Once most people have arrived, the case manager welcomes everyone and facilitates an icebreaker game to get clients  
comfortable and talking with one another. The game uses the information gathered during the follow-up calls. For example, 
each person may receive an index card with a description of another person’s interests. Participants then mingle and try  
to guess whose interests have been written on their cards. 

Following the game, clients eat, listen to music, and talk with each other and agency staff. 

 The staff introduces clients with shared interests and helps to stimulate conversation about doctors, medical appointments, 
and support groups they may be attending. 

 The case manager and outreach workers talk with clients they have not seen in awhile, trying to reconnect and learn  
the reason they have not been in touch. 

 Gifts and other items clients have brought are exchanged. 

 Chairs are rearranged in a circle for a group conversation. The clients are asked to talk a little about who they are, how long 
they have been in the area, and about their families. This allows for further connections to be made among clients.

 The case manager closes the discussion by asking for feedback about the event such as the appropriateness of the location, 
whether they would attend similar events and, if so, how often. The case manager also asks what the clients enjoyed about  
the event and what could be improved.

 At the end of the event, staff prepares plates of leftover food for clients to take home. Clients exchange contact information 
with one another.

Everyone helps clean up.
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“ We started to say, ‘Hey, this might just be a new way to reach people.’” 
	 	 	 	 	 	 	 	 					 — outreach coordInator



Follow-Up
 Agency staff who attended the event meets to discuss and evaluate it. 

 Case manager follows up with each client who attended. 

PrOmOtiOn Of activity 

Agency clients are invited to the event through mailed invitations and a phone call from the case manager.

II. Logistics
 staff reqUired

Case manager to coordinate and facilitate the event

Outreach worker

Volunteers to help set up and provide transportation 

training & skills

The case manager must be a good facilitator, personable, and have highly developed social skills.

Good food preparation skills are a plus.  

Place Of activity

 The event takes place in a non-HIV related, “neutral” community meeting room or shopping mall conference room  where  
confidentiality is maintained in order to protect anonymity of clients within the broader community. 

The space should be a large room, accessible to people with physical disabilities. 

It should include a kitchen facility, a bathroom with soap and running water, and chairs and tables. 

freqUency Of activity

Four times a year (quarterly) 

OUtside cOnsUltants

None
 
sUPPOrt services

Volunteers drive clients who lack transportation. 

cOnditiOns necessary fOr imPlementatiOn 

 In order for clients to feel comfortable and “safe,” the location of the event must not be identified with HIV, and confidentiality 
must be assured.

 The event must be free of alcohol and drugs. 

 The location should be chosen so that no client must drive more than ten miles.  
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III. Strengths and Difficulties
strengths 

The compassionate, inclusive, caring nature of the intervention provides personal attention from a supportive staff. 

 The case manager gets to know clients, and clients get to know the case manager and other staff socially in a comfortable 
environment.

 Clients see the staff put their paperwork down and show a desire to socialize and connect with them personally, not  
just professionally. 

The case manager gains increased trust from clients. 

Weaknesses

None 

difficUlties fOr clients

Some clients may not have enough money to bring gifts or “dress up.” 

 It is often a “leap of faith” to attend an event for HIV+ people. “Exposure” in the broader community would be difficult for 
many clients. 

difficUlties fOr staff

 Not every client RSVPs or attends the event.

 The case manager’s time is limited, making it difficult to follow up with everyone who did not RSVP or attend.

 Out-of-date information for clients

 Staff would like to hold the event more frequently but lacks sufficient resources and time. 
 

Obstacles fOr imPlementatiOn 

 Some clients lack of financial resources could affect their willingness to participate, especially if they think they are expected 
to do something that requires money.  

 Lack of transportation in rural areas

 Fear of being associated with an HIV organization

 Literacy challenges: some clients are unable to read the invitation the case manager sends. 

activity nOt sUited fOr

N/A   
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IV. Outcomes
evalUatiOn 

The case manager and staff monitor success by observing client moods and behaviors at the event.

Clients complete a post-event survey.

  The case manager and staff evaluate the activity based on the reactions they see and hear in follow-up conversations with the 
clients.

The case manager monitors clients’ utilization of agency services after this activity. 

evidence Of sUccess 

 The case manager and staff conclude that the activity is successful by observing clients’ good humor, enjoyment, engagement in 
conversation with other clients, and the gratitude they express throughout the event.

 In client surveys, participants request future events of the same nature.

 Clients report connecting with others, sharing information and developing supportive bonds. Those without their own means of 
transportation discuss with others the possibility of ride-sharing to medical appointments. 

 The case manager reports an increase in clients’ utilization of agency services after participation in this activity. 

UnanticiPated benefits

Staff members reconnect with clients who have drifted away.

 Agency staff becomes aware of the importance of creative interventions and social activities that bring together people who may 
have limited opportunities for connections with others in their rural communities.   

“cOnnecting tO care” elements Of activity 

The case manager is able to establish or re-establish trust with clients.

Having met socially with other people who share their HIV and health related experiences, clients are encouraged to network.

Clients who have fallen out of touch often renew their engagement in health care services. 

 Clients, who are often isolated, are able to socialize, even dress up, which is something that many of them don’t have the chance 
to do very often. 

keeP in mind… 

 Be aware of and respect the racial, social, and cultural realities of the clients you invite.  

 Do not accidentally “blow the whistle” on your clients. Be mindful when choosing the location for the event: clients must feel 
comfortable and trust that their HIV status is not going to be disclosed.

 Remember, “the more diverse the crowd, the better!”
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I. Description
Objectives

 To promote awareness and education about HIV in the local community and surrounding counties

To help break down the constructs of stigma perpetuated within the local community

 To identify and address the specific needs of HIV+ people in the local community and surrounding 
counties

 To update the community on the most current HIV regimens and opportunistic-infection  
treatments  

POPUlatiOn served

 HIV+ individuals interested in group support, particularly African American women

 Community stakeholders (HIV+ and HIV-)

 County nurses, mental health and social service providers

 Church leaders 
 

activity descriPtiOn

HIV Advisory Support Group brings together a group of community stakeholders in a rural area to raise awareness about HIV and 
to help reduce barriers to support and care for individuals living with HIV. 
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HIV Advisory Support Group is a group level intervention designed to bring together HIV+ and HIV- 

community stakeholders, service providers, and church leaders to help identify and address the specific needs 

of people living with HIV and break down the constructs of HIV stigma in the local rural population. The key 

characteristics of the HIV Advisory Support Group are: the “neutral” location of the meeting space; the high 

level of confidentiality; the right of participants to disclose or not disclose their HIV status; and the trust  

established between different community members, health providers, and individuals living with HIV. 

��Directly links the client to medical care  
aGets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
County Health Department,
  Infectious Disease Clinic

H I V  A d v i s o r y  S u p p o r t  G r o u p 

QuIcK notes:

HIV AdVISoRy  
SuPPoRT GRouP 5Rural
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Initial Logistics
Permission is obtained to involve the city health department and to use church space for the support group. 

 Conversations to generate support from community stakeholders are held and provide the activity’s time, location, and  
a brief description.

 The agency case manager develops a list of potential participant candidates for the group, including HIV+ clients, social and    
health service providers, and members of the general public.

 The case manager calls the list to explain the group’s purpose and to offer to send an invitational flyer to interested parties. 
S/he sends it two weeks before the meeting.

Meeting Logistics
Meetings are held for an hour each month. The case manager facilitates, taking minutes. 

 Several days before a meeting, reminder calls are placed to invitees. 

 The case manager develops an agenda based on the minutes of the previous meeting, special events on the community  
calendar, breaking news and developments on HIV or treatment regimens, and information on the care services provided  
by the county health department.

The Meeting 
 The meeting, whose tone is friendly, open, and “conversational,” has a planned but flexible structure. Each meeting begins 
with introductions.

 As the meeting facilitator, the case manager begins the introductions by talking briefly about the agency. S/he stresses the 
importance of respecting confidentiality, both at the agency and among group participants. 

 The case manager lets participants know that disclosure of their HIV status is at their own discretion.

 After introductions, the minutes of the last meeting are read.

 The facilitator invites discussion of topics that are not part of the formal agenda.

 Participants begin to share and discuss any relevant news pertaining to HIV infection and treatment.

 The facilitator invites participants to share any personal concerns or experiences related to HIV (e.g., being HIV+ or  
involved with HIV as a provider, caregiver, or loved-one). 

 Upcoming community health events are announced and discussed. The group will often decide to participate in such an event 
or to organize one of their own. The group can plan its participation and delegates tasks.

 Toward the end of the meeting, the facilitator opens the floor to questions. Any unaddressed questions from one meeting are 
considered at the next.

 The case manager schedules the next meeting and the group closes with a prayer, often led by the church minister if present.

 Refreshments are served as participants have an informal, post meeting “meet and greet.”  Participants make connections 
with other individuals and service providers. Some may choose to share their HIV status if they have not already done so with 
the entire group. 

PrOmOtiOn Of activity 

The agency sends a flyer each month to target service providers and HIV+ clients.  

Participants are invited to bring guests and inform other community members of the activity. 

II. Logistics
staff reqUired

 The case manager conducts the meeting. 

 Health support staff helps select participants, prepare refreshments, and clean up after meetings. 

A volunteer from the community, involved with HIV+ clients, acts as a peer liaison.
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“ Some people drive two hours for a meeting that’s only half that long.” 
	 	 	 	 	 	 	 	 					 — hIv program advocate
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training& skills

 The case manager must have skills and experience working with HIV+ clients and a knowledge of HIV infection, treatment  
management, and prevention strategies. This person must also be a skilled listener.  

Place Of activity

Community church

Meeting room, such as a Sunday school room, with a table and chairs arranged in a semi-circle 

freqUency Of activity

Monthly 

OUtside cOnsUltants

None 

sUPPOrt services

None 

cOnditiOns necessary fOr imPlementatiOn 

The agency must have strong rapport with a church in the community that is well-known and active.

The facilitator must be trusted by community members and health care professionals.  

The church, health department, and/or community-based organizations should develop strong working relationships.

Clients must be able to transport themselves to the activity, often driving long distances (20, 40, or more miles). 

III. Strengths and Difficulties
strengths 

 The comments provided by HIV+ people (whether they disclose or not) provide crucial insight into community needs and issues of 
living with HIV in a rural environment. 

Weaknesses

Fluctuation of attendance 

difficUlties fOr clients

Clients who cannot transport themselves to the meeting are unable to participate. 

difficUlties fOr staff

Limited staff resources coupled with infrequent meetings makes it difficult for the group to function at its full potential. 

Obstacles fOr imPlementatiOn 

Lack of transportation from remote areas   
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activity nOt sUited fOr

The activity is not suited for people actively using illegal substances.

 If a host church does not openly accept homosexuality, a person who discloses as homosexual may feel uncomfortable or 
unwelcome. 

IV. Outcomes
evalUatiOn

The minutes, which are logged and filed, include participant comments and inquiries about health services.

 The number of participants is monitored to observe different trends of growth or change. 

evidence Of sUccess 

 There is an increase in the number of people who self disclose during the meeting, and this helps “set the tone” and  
encourages others to discuss their HIV status openly.

 There is a reported increase in attendance for HIV+ members of the community. 

 There is an increase in attendance of family members of HIV+ people.

 Self reported accounts by HIV+ participants indicate they are making and keeping new medical appointments. 

 Participants report a sense of comfort from meeting other people who are either HIV+ or sensitive to HIV issues, and  
learning about services available in the community.   

UnanticiPated benefits

 HIV+ participants often find comfort in knowing that participants are a mixed group (HIV- and HIV+),  which eliminates  
feelings of being “singled out.”

 Because participants discuss situations of being mistreated by family or members of the community, the agency works to  
create public events at other churches and community spaces to inform people about HIV. 

“cOnnecting tO care” elements Of activity 

 Participants respect the intimacy of disclosure and the meeting’s high level of confidentiality. 

 Participants begin to see that different people in the community care about HIV and how it affects people, and are offering 
services, care, and treatment possibilities. 

 The meeting provides a “safe” space for HIV+ individuals to meet and get to know community service providers and makes it 
easier for people to initiate a formal medical relationship with them. 

 The meeting helps to establish trust between different community stakeholders and HIV+ individuals. 

KeeP in mind… 

 The church location is considered a “neutral” space within the rural community with no overt identification to health or HIV 
related issues.
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I. Description
Objectives

 To assist people in remaining enrolled in a state HIV care program so that they receive  
continuous HIV care and treatment

 To ensure that HIV+ individuals are able to receive their medications without compromising  
their privacy 

POPUlatiOn served

HIV+ individuals eligible for program services who live in rural areas 

activity descriPtiOn

 Individuals enrolled in an HIV care program and who reside in rural areas receive support in renewing 
their enrollment by mail to prevent lapses in care. 
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Care Renewal by Post is an individual level intervention that helps HIV+ people in rural areas to maintain 

their enrollment in a state-based HIV care program. The key characteristics of Care Renewal by Post are: the 

use of postal services to maintain connection with clients; the client-centered case management; the easily  

accessible support offered by the agency; and the careful review of the client’s re-enrollment materials. 

a�Directly links the client to medical care  
Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
AIDS Service Organization, 
Case Management

C a r e  R e n e w a l  b y  P o s t

QuIcK notes:

CARE REnEWAl By PoST 6Rural
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 The agency receives a 30-day, need-to-renew notice and reapplication materials for a client who is enrolled in the state HIV 
care program, funded by the Ryan White CARE Act. (The program eligibility requirements call for all participants to register 
their case manager’s name so that the program can share information with these case managers.) 

 The case manager copies the notice for the client’s file, mails the original notice to the client, and enters information in the 
agency database.

  After a telephone conversation with the client, the case manager mails them the reapplication forms with a request for any  
additional information or documentation that will be needed to re-enroll (e.g., income verification and HIV lab reports).

 Over the phone, the case manager and client review the information and documentation necessary to reapply. One of them 
will contact the client’s doctor(s) later on to request any required medical information. 

 On the same call, the case manager and client review any changes in the state’s program requirements and services, as well as 
the enrollment forms the client must fill out. 

 This call also provides an opportunity for the client to ask any questions about their needs and health care.

 The client fills out the application materials and mails them back to the case manager.

 Upon receipt of the materials, the case manager reviews them to verify that they are complete. 

 S/he mails or faxes the full application for renewal to the appropriate office within the state health department.

 The health department receives and processes the application. There are three possible outcomes: approval, temporary  
approval, or denial. If the application is approved, the health department issues an updated card for the client. If it approved 
temporarily, a temporary card is issued until a decision can be made. If it is denied, the case manager works with the client to 
problem-solve the crisis.

 When an updated or temporary card arrives at the agency, the case manager copies it to the client’s file and sends it to the client.

 If the health department has issued a temporary card, the case manager will send it to the client with notification of any  
additional information that the health department is requesting. 

 Prescriptions by Confidential Mail 
 A separate function of Care Renewal by Post is to ensure that clients receive their HIV medications without compromising their privacy. 

 When clients seek medical care, they ask the doctor to send their HIV medications to the agency. 

 The agency repackages medications it receives and mails them to the clients’ homes. The packages bear no markings other 
than a return address, which does not include the agency’s name. 

PrOmOtiOn Of activity 

By agency staff in telephone conversations or individual meetings with clients

By staff in hospitals within the agency’s service area who inform HIV+ patients from the rural areas of the activity 

II. Logistics
staff reqUired

Case manager to guide clients through program re-enrollment 

Support staff to prepare mailings and paperwork and to maintain the filing system 

training& skills

 Case managers should have strong communication skills, including the ability to convey instructions clearly and concisely to 
clients over the phone as well as good writing and editing skills.  
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“ Behind the letters and the forms, there is a person who is supportive, trustworthy, and easy to access.” 
	 	 		 	 	 	 	 	 	 	 	 						— caSe manager 
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Place Of activity

Private office space  

freqUency Of activity

 Each client must apply for renewal every six months. The process takes one to six weeks to complete. 

 In the case of prescriptions by mail, the service is rendered “as needed.”  

OUtside cOnsUltants

None 

sUPPOrt services

None 

cOnditiOns necessary fOr imPlementatiOn 

 Participating clients must be currently enrolled in the program.

The state health department must permit case managers to file renewal paperwork.

 The organizations that regulate and fund the agency must support the activity’s implementation. 

III. Strengths and Difficulties
strengths

Preserves the confidentiality of clients and ensures they receive necessary care

Provides a human support system that is trustworthy and easy to access

Allows clients to re-enroll before their care lapses without having to drive to a major city

 The direct contact that the case manager has with clients shows that someone genuinely cares about their health and welfare. 

Weaknesses

 Communication by phone and mail lacks immediacy; materials can’t be checked “on the spot.”  

Clients might misplace a form or forget to send in required documentation. 

Use of the U.S. postal service opens the possibility of the mis-delivery of sensitive materials.  

difficUlties fOr clients

Some clients may miss the personal contact they receive in face-to-face meetings.

Communications between the client and agency take time. 

 
difficUlties fOr staff

 Sometimes the client doesn’t call back or follow up, necessitating multiple attempts at making contact.   

 It is more difficult to assess a person’s wellness over the phone than in person. 

Obstacles fOr imPlementatiOn 

None 
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activity nOt sUited fOr

Clients enrolling for the first time (Initial application is too complex to do by mail or phone.)

Anyone who has a severe and persistent psychiatric disability 

Individuals with limited literacy 

Clients living with people to whom they do not want to disclose their HIV+ status 

IV. Outcomes
evalUatiOn 

Communications with clients’ HIV care doctors  

Client feedback  

Observation of client visits to agency and follow-up  

evidence Of sUccess 

 Participating clients over the last two years have stayed “100% connected” to their program benefits, the agency  
case manager, and their HIV doctor.  

 Improved capacity of agency to identify and resolve barriers that clients face to regular medical care.

 Clients report a high level of satisfaction with the activity and say that it makes renewal easier and less time-consuming for them. 

 Clients also report less frustration in program renewal when the case manager is part of the process.  

UnanticiPated benefits

Cost savings in gas and travel expenses for both the client and the agency

 Because clients often discuss their care issues and concerns more openly with case managers than with the medical providers, 
the case managers can address problems the medical doctor may not be aware of. 

“cOnnecting tO care” elements Of activity 

 Establishes a human connection between client and case manager

 Facilitates clients’ realization that the agency is there to help them 

 Enables clients to maintain privacy in their community 

 Eliminates long distance as a barrier to renewal

 Leads to regular contact between the case manager and clients which helps clients to establish and maintain a continuous 
relationship with health care 

 Establishes a trusting relationship between agency and client which benefits agency efforts to address the client’s  
other care-related issues 

KeeP in mind… 

 It is important to be clear and concise with clients and to frequently ask if your explanations are understandable.  

Clients don’t always follow up right away, which can be frustrating, but it pays to be persistent.
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I. Description
Objectives

 To identify what the needs and difficulties of the clients are with regard to housing, finances,  
medical and mental health, and substance use

 To formulate a plan that will address the client’s needs, both short- and long-term

 To help clients put HIV into perspective as a part of their life and to help widen their focus on current 
life needs 

POPUlatiOn served 

 HIV+ individuals with incomes at 50% of median income or less

Caucasian,  African American, Hispanic, Native American, and Asian men and women ages 25 to 44  
 

activity descriPtiOn

The Housing Plan is a screening tool that engages low income HIV+ individuals living in rural areas in formulating a  
comprehensive plan to address their housing, financial, physical, and mental-health care needs. Additionally, the agency  
is able to use The Housing Plan to track changes in clients’ housing and health conditions.
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The Housing Plan is an individual level intervention that permits a person living with HIV to evaluate  

their overall life conditions and priorities with respect to finances, housing, and health care. The key  

characteristics of the Housing Plan are: the identification of needs through a self-assessment tool; the  

listening skills, patience, and cultural sensitivity of the staff; the formulation of a client plan that contains  

both short- and long-term goals; and a schedule for the achievement of desired outcomes. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
University Medical Practice Association,
Housing Intake Assessment

T h e  H o u s i n g  P l a n

QuIcK notes:

THE HouSInG PlAn 7Rural
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Training and Implementation
 The agency hosts a statewide training for housing case managers on using a set of new housing-assistance forms, including 
The Housing Plan.

 Each case manager receives templates of the new forms to take back to their agencies.

The agency also provides on-the-job training and technical assistance for managing the forms.  

Housing Plan Scenario 
An HIV+ client identifies a need, or is identified as having a need, for housing assistance.

 The housing case manager invites the client for an hour-long intake meeting. In the first ten minutes, the case manager 
focuses on building a relationship with the client, emphasizing that any information the client shares is confidential including 
disclosure of HIV status.

 The case manager asks the client to talk about what is going on in his/her life.

 As the client begins to talk about home life, finances, HIV infection, personal relationships, and changes in employment, the 
case manager listens attentively. 

 S/he then asks if the client is seeing a doctor or is keeping up with medical appointments. When needed, the case manager 
will make an appointment for the client to see a medical professional.

 After this initial conversation, the case manager opens the client’s file and suggests they complete the necessary paperwork 
together.

 First, they complete the intake assessment form to document the client’s demographic information and clinical indicators, 
including CD4 count and viral load.

 The case manager then introduces The Housing Plan with a one-page “assessment for assistance” form. S/he explains that 
The Housing Plan forms ask the client to describe their full life situation. This portion of the meeting takes about 45 minutes. 

 The case manager reads the questions to the client and writes down the responses. The assessment form opens with questions 
that include: What situation or event has led you to needing short-term assistance? When did this need begin? 

 It also asks the client to think about steps to take toward securing stable housing and how to manage their housing independently. 

 As the client answers the questions, the housing case manager helps the client commit to reachable goals whose outcomes can 
be measured. Some of the key questions are: 

• How long do you need housing assistance and why do you need it now as opposed to last month or the month before? 
•  What are you doing to increase your income, reduce your housing expenses, or improve your situation, so you will not 

need this assistance? 
 These questions often lead clients into conversations about health care. The case manager may respond by making referrals to 
resources in the community.

 When the plan is complete, the case manager asks the client to read it, make any desired changes, and sign it. The forms then 
go into the client’s file, and the case manager supervisor receives copies.

 The case manager and client then complete other forms (applications for benefits, release of liability and obligation, income 
verification, etc.).

 When the client file contains all the necessary paperwork, the case manager submits it to the supervisor, who makes  
housing-assistance determinations.

 To arrive at an appropriate determination, the supervisor considers these key questions: Has the case manager helped to  
motivate the client? Is the client truly engaged? Are there habits the client could change to help with housing and health?   
The supervisor also consults the housing plan and assessment forms for background on the client’s situation.

 In addition, the supervisor may ask follow-up questions of the case manager or ask him/her to seek additional information 
from the client so that The Housing Plan is more complete.

 When the supervisor has arrived at a decision, s/he tells the case manager what type of housing assistance the client will receive.  

 The case manager informs the client of the decision over the phone or via letter.
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“ If you want to engage the client in the process, you’ve got to be human and fully present—not  
like paperwork that’s walking around.” 

	 	 	 	 	 	 	 	 					 — caSe manager

T h e  H o u s i n g  P l a n



Housing Plan Follow-Up
 The case manager has contact with the client on a quarterly basis, either in person or over the phone, to help the client progress 
in their action steps and to take care of other needs, such as health care.

 If the client returns for additional housing assistance, the case manager and client will review the housing plan to measure the 
client’s progress against the action steps in the plan. 

 The client revises or updates The Housing Plan annually or whenever there’s a change in the type of housing needed or other life 
changes that affect the plan (e.g., beginning substance use treatment or moving from short- to long-term housing).

 Each year, the plan is reviewed, and approval for further assistance is determined. The supervisor reviews the new housing plan, 
compares it to former plans, and makes an assessment of the client’s progress.  

 When a client’s housing assistance approaches its end, and the client is exiting the program, the case manager will place a  
reminder phone call to invite the client to come in for an exit interview.

 At the exit interview, the case manager and client complete a “termination of assistance” form, which asks the client what they 
will do when the assistance ends. This form and the client’s housing plan are then kept on file.

 The case manager will follow up quarterly with the client to keep abreast of the client’s progress, assess medical and psychosocial 
needs, and inquire about the client’s housing situation to ensure that it remains stable.   

PrOmOtiOn Of activity 

 Professional information networking between housing case managers, medical case managers, and service providers

 Brochures and information available at case management services and medical clinics

 Word of mouth 

II. Logistics
staff reqUired

 Housing case manager to update clients on housing awards, and maintain client files and database

 Case manager supervisor or program coordinator to review and approve awards and to analyze and report on statistics  

training & skills

 It is important that the housing case manager demonstrate a genuine interest in their clients.

 The staff must have knowledge of the range of psychosocial and health care needs of HIV+ individuals.

 The case management staff must understand the vocabulary of the housing profession and participate in housing  
assistance training.

 Good interviewing skills are important, as are active listening skills, patience, and cultural sensitivity. 

Place Of activity

 The activity takes place in the client’s home, a clinic, or at any of the agency’s case management sites. The room must be private and 
have seating for the client and case manager.  

freqUency Of activity

The renewal process and The Housing Plan development occur annually or when there is a change in the life situation of a client 
that affects their housing. 
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OUtside cOnsUltants

None 

sUPPOrt services

 Transportation to meetings with housing case manager

 Translation of the housing plan into any language spoken by the client community 

cOnditiOns necessary fOr imPlementatiOn 

 The client must be a willing participant. 

 Clients need to get past embarrassment or the idea that they should leave this type of assistance “for people who really need it.”  

III. Strengths and Difficulties
strengths

 The Housing Plan encourages clients to “think and do” as a way of bringing about changes in their lives and helping to stabilize 
both their housing and health.  

 The activity helps clients identify gaps and needs in their lives, look for solutions, and take action. 

 Clients receive the same message from everyone in their health care network, which facilitates a non-fragmented care strategy 
and builds teamwork among the network’s staff members. 

Weaknesses

Some clients just “go through the motions” without making changes in their lives. 

difficUlties fOr clients

 Some clients have a “fear of change.”

 It can be painful for clients to admit in this detailed and signed housing plan that they have done something to “hit bottom.” 
The Housing Plan as a tool tells the client that they “need help.” 

difficUlties fOr staff

 There is an inconsistent level of commitment by housing case managers to spending time on The Housing Plan.

 Staff often has a heavy caseload; it can be difficult to arrange travel and time to meet the most remote clients. 

Obstacles fOr imPlementatiOn 

None 

activity nOt sUited fOr

N/A  
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IV. Outcomes
evalUatiOn 

 Client Quality of Life Surveys

 Client reports and feedback 

evidence Of sUccess 

 Client Quality of Life Surveys show that 91% of clients report they “are better able to manage their lives because of the assistance.”

 In client reports, 70% of clients note experiencing “less stress.” The number of people who “lost sleep because of bills”  
decreased by 50%.  

 Clients report that developing the plan helps to put HIV in perspective. It’s not just because they’re HIV+ that they need  
assistance; it’s because of their overall life situation and environment.

 After participating in the activity, 92% say that management of their health care has improved.

 More clients request transportation to medical appointments (among other services), which shows that clients’ basic needs  
are getting met so that they can take care of the next level of their needs.

 Clients who missed a medical or other appointment because they lacked transportation decreased by 46% after the  
implementation of the new housing plan process.

 More clients need only short-term, as opposed to long-term, housing assistance.

Seventy to 80% of the clients fulfill the action steps of their housing plan. 

 Client feedback indicates that the completion of a housing plan helps them seriously think about their housing, psychosocial 
conditions, and life situations and take some form of action.  

UnanticiPated benefits

 Because the activity helps staff members to stay aware of a “reality of life” that they might not otherwise be connected to, it  
keeps staff grounded. 

 It gives staff an appreciation for other people’s circumstances.

 The development of a housing plan establishes a relationship between people who take care of clients and experts in the 
discipline. The activity builds a strong team among case managers. 

“cOnnecting tO care” elements Of activity 

 The plan allows clients the opportunity to seriously think about their housing, psychosocial conditions, and life situations,  
and to take some form of action. 

 The plan identifies service gaps that are more prevalent in rural settings. 

 The process makes clients feel they are not alone.

 It puts focus on things other than being HIV+.

 It’s as simple as someone taking the time to sit down and talk with a client. It forces people to slow down and communicate. 

 keeP in mind… 

Be sensitive that a client who comes to us has “hit the bottom” when they request this type of service.
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I. Description
Objectives

To provide temporary shelter and care to homeless people 

 To help HIV+ and HIV- people stabilize their life situations in order to access health care services, 
job opportunities, and permanent housing

 To introduce community churches and their congregations to HIV service through emergency  
shelter volunteer work  

POPUlatiOn served

 Men, women, and children of any racial, ethnic or religious background in need of emergency  
housing

HIV+ residents of rural areas in need of emergency or temporary housing

 Community church leaders and local congregations who offer volunteer services 

activity descriPtiOn

The HIV Ministry Emergency Shelter uses volunteers from the greater faith community in a rural area to support individuals  
in securing stable housing, employment, and health and social services. In doing so, it is able to involve a greater number of  
residents in HIV related issues. 
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HIV Ministry Emergency Shelter is a community level intervention that aims to meet the basic physical 

needs of its clients. The shelter is able to offer individuals housing and greater access to health and social services 

by increasing the involvement of local church congregations in HIV related service. The key characteristics of the 

HIV Ministry Emergency Shelter are: the education and promotional outreach to the local faith community; the 

church database and training created for shelter volunteers; the “drop-in center” where medical, psychosocial, 

and spiritual support needs are addressed; and the compassion shown to all shelter clients.

a�Directly links the client to medical care 
aGets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Christian HIV Ministry, Outreach

H I V  M i n i s t r y  E m e r g e n c y  S h e l t e r

QuIcK notes:

HIV mInISTRy  
EmERGEnCy SHElTER 8Rural
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Development and Implementation
 The ministry creates a taskforce that includes pastors from the area congregations most affected by homelessness and poverty.  

 Then, it creates an advisory board for the shelter, which includes a school teacher, a real estate agent, two social workers from 
community service providers in the area, ministry staff, and owners of construction companies.

 The taskforce secures space for the shelter and donations from construction companies to begin renovations.

 A public meeting follows to inform community members of the vision and upcoming plans for the shelter; to solicit donations 
of money, supplies, and time; and to invite partnerships with local service providers.

 The taskforce holds an open house for members of the local chamber of commerce to encourage their involvement in the 
emergency shelter.

 It is determined that the shelter will provide emergency housing (one to seven days) and transitional housing (one week to  
six months). The latter requires clients to seek employment and to meet with a case manager to help plan for stable housing.

Volunteers and Training
 A database of all the churches in the area is developed, and church leaders are contacted and invited to participate.

 At each participating church, a “volunteer team leader” is identified to organize the church’s volunteer staffing and schedule.

 The ministry develops a training that covers the objective of the shelter and its policies, values, and procedures in handling 
client referrals. In addition, an HIV training “short-course” is developed to ensure that volunteers have a basic understanding 
of HIV infection.

 A one-year schedule is developed. Each participating church staffs the shelter for a period of four weeks. The churches’  
volunteer team leaders organize their members to ensure necessary coverage.

 Volunteers work out between themselves the delegation of responsibilities. 

 They welcome first-time clients at all hours and record client needs every night in a log book. The volunteer team leader  
prepares a weekly, team-log summary for the ministry.

 At the Shelter
 When a new client arrives at the shelter, a volunteer invites him/her to the intake office to determine the appropriate housing 
option and to complete the intake forms. Information is collected on the client’s medical conditions and medications. 

 The client also signs a release of liability form and, if the client wants the shelter’s help in finding other social services,  
a release of information.

 If other services are needed, the volunteer invites the client to go to the ministry’s “day drop-in center” the next day to speak 
with a case manager or other staff.

 A hospitality volunteer offers the client toiletries and clean clothes and clean bedding.

 The client signs up on the shower, laundry, and chore lists. 

 Volunteers prepare and serve dinner at 6:30 p.m., and lights go out at 10:00 p.m. 

 At 6:30 a.m., the volunteers wake the clients for showers and lay out breakfast and supplies for clients to pack their own lunches.

 If a client visits the ministry’s day drop-in center, housed in the same building as the shelter, they can request such services as 
pastoral care (spiritual counseling and prayer), referrals to area social-service providers, HIV testing, and support for HIV care. 

HIV+ Client Scenario 
 At the drop-in center, an HIV+ client may disclose their HIV status to a staff member who then begins a conversation with the  
client about care. All ministry staff members have HIV training and can provide emotional and spiritual counseling and support.  

 The client meets with the case manager, who helps the client obtain medical care and social services (e.g., nutritional services, 
mental health care). 

 The case manager makes appointments with an established HIV specialist and an HIV case manager in the nearest metropolitan 
area. The case manager then arranges transportation for the client to the appointments. 

 The HIV case manager in the metropolitan area signs the client up for entitlements. 

 Ministry staff supports clients by accompanying them on their first few appointments and, when appropriate, explaining 
information that the clients receive.
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“ People in this area are much more comfortable with homelessness than HIV.” 
	 	 	 	 	 	 	 	 					 — dIrector
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 The case manager keeps in close communication with the HIV specialist to address any issues that may prohibit the client from 
staying in care. 

 Ministry staff logs client appointments on a master appointment calendar and reminds clients of upcoming medical visits.

 Clients stay in the shelter’s transitional housing program until their lives stabilize, their health indicators improve (weight gain, 
higher CD4 counts), and they find a source of income and permanent housing.

 Once a client leaves the shelter, a staff member completes a “date of exit” form which documents the client’s future plans (for 
employment, type of housing, etc.). 

 Agency staff works to maintain a relationship with the client, making sure the person has the support and assistance necessary  
for a smooth transition out of the shelter. Often, HIV+ clients who leave the shelter stay connected to ministry staff to “give 
something back” and to find continued emotional and physical support.  

PrOmOtiOn Of activity 

The taskforce advertises volunteer trainings in the local paper, church bulletins, and through phone calls to church leadership.

 It is promoted at community events and fairs and as a part of the ministry’s outreach to college chapels, area churches, and 
Christian radio broadcasts.  

 Community organizations and health care providers—particularly the HIV specialist in the nearby metropolitan area–make referrals. 

 The ministry hangs posters at truck stops, gas stations, police stations, and other public places. 

The ministry’s number and address are listed in the phonebook.   

II. Logistics
staff reqUired

 Two volunteers per night to complete intake process with new clients, orient them to the shelter, prepare meals, provide  
oversight, and make referrals to case manager and other ministry staff

 Volunteer team leaders to coordinate volunteer schedules, raise money to buy food for meals, and troubleshoot volunteers’ 
problems

 Case manager  

training & skills

 The staff and volunteers must have the skills and ability to communicate and build a trusting, non-judgmental relationship  
with a client.

 All staff and volunteers must show compassion and have a desire to serve the community.

 Staff and volunteers must have basic understanding of HIV infection—an HIV training “short-course” is offered by the agency.  

Place Of activity

The emergency shelter and the ministry offices share a 3,000 square-foot building in a small, rural town. 

freqUency Of activity

 Everyday, 365 days per year

 Clients are housed for periods ranging from one day to six months. 
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OUtside cOnsUltants

Community taskforce 

sUPPOrt services

 The ministry arranges interpreters for clients who don’t speak English by enlisting available volunteers from local  
social-service or church organizations.

 The ministry provides transportation for clients to get to social-service and medical appointments.   

cOnditiOns necessary fOr imPlementatiOn 

 There must be a general “community-mindedness” locally.

 The community must have an existing culture of church volunteering.

 A positive relationship must exist between community churches and the agency. Ministry must be built on mutual respect  
and a willingness to “task together” for a common goal.

 The principal staff should have a calling to this work.

 The people involved in the initiation of the activity must have a “pioneering spirit” that enables them to get past potentially 
negative responses from the community about the opening of a shelter. 

III. Strengths and Difficulties
strengths 

 The activity meets clients’ immediate need for housing and gets people out of a crisis situation so they can begin to address 
other life and health needs. 

 It offers a safe place for HIV+ individuals to discuss and think about their needs. Clients can identify different types of 
needs—medical, mental health, housing—in a way that places their experience with HIV within a larger picture of their life  
and offers a holistic approach to their care.

 The staff invests time with each client which allows more personal relationships to form, and this helps the staff to better 
understand and meet the needs of each client.

 Because the shelter involves many people in the community, it doesn’t place an undue burden of time or money on any one person.  

Weaknesses

 Some people may not want to go to a shelter that is housed in a Christian ministry.

 Some clients need more purposeful and organized mentoring than the staff or volunteers can provide. 

difficUlties fOr clients

Clients don’t have much independence. They must adhere to many rules.

 Clients sometimes don’t like to be held accountable for the performance of certain tasks, such as daily chores or for following 
shelter service requirements. 

Some clients want more access to transportation. 

HIV+ clients are housed with HIV- clients, which makes the decision to disclose more difficult.

If a client dislikes a staff member, it can cause problems for everyone involved.

 Many clients who have been living in the residence for five to six months begin to want fewer rules and restrictions.  
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difficUlties fOr staff

 The day-to-day organization of the shelter can be complex and fraught with “issues” that must be addressed by the staff.  

It is hard to keep ministry staff members longer than two years because they are unpaid.

 There are volunteer church members who have little or no experience with HIV, homosexuality, drug use, homelessness, and 
related issues. As a result, some may have pre-conceived ideas or prejudices. They may find it challenging to work with the 
shelter’s diverse staff, volunteers, and clients.  

Obstacles fOr imPlementatiOn 

It can take a long time to obtain community acceptance of a shelter in a rural community. 

activity nOt sUited fOr

Clients who are actively using substances, because they may disrupt other residents who are in recovery from substance use

Individuals who have a history of serious and long-term psychiatric disorders. 

IV. Outcomes
evalUatiOn 

 Volunteers complete intake forms for client files, which document demographic information, medical conditions, medications, 
and mental health issues.

 The case manager meets weekly with each client in transitional housing to help each organize a personal budget and achieve 
health and life goals.

 The case manager keeps in close communication with the nearest HIV specialist, and appointments are logged on a master  
appointment calendar that helps keep track of the number of client visits to providers.

 Once the client leaves the shelter, a staff member completes a “date of exit” form which documents the client’s departure date 
and future plans (place of employment, type of housing, etc). This form is then added to the ministry’s client files. 

evidence Of sUccess 

 Client case files document people making changes in their lives while at the shelter. Examples of these changes include  
reconciling with family and friends, entering 12-step programs or substance abuse programs, meeting community service  
commitments, obtaining employment, and successfully linking to social and medical services.   

 After spending time in the shelter and linking to different health services, clients report a return of their “dignity and self-worth.”

 According to the client case files, an increasing number of clients come to the homeless shelter, disclose their status, and link  
to medical care with an HIV specialist in the nearby metropolitan area. 

  The clients who link to HIV care services continue the care during their entire stay in the housing program.  

There is a steady increase in the number of community church members who participate in the volunteer training.

Where follow-up has been possible, agency records show increases in the CD4 counts of HIV+ clients in care. 

 The agency served 175 clients in 2005. Thirty-three percent are now in permanent housing, 22% have jobs, and there is an 
increase in referrals and visits to the local HIV specialist.

 The agency staff has observed a greater tolerance within the community for the diverse client population, which is reflected in 
more donations, partnerships, and volunteers.  
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UnanticiPated benefits

 The activity’s community involvement has helped many “idle” churchgoers get involved in something that doesn’t require 
too great a commitment of work or time.

 The generosity of community members, which is demonstrated in donations of money, time, and gifts, has created a  
“ripple effect” within the community.

 Because of the reputation of the shelter, people perceive the ministry as a safe and confidential place for clients and volunteers. 

“cOnnecting tO care” elements Of activity 

 The activity first meets the most basic physical needs of a person, opening the opportunity for a client’s medical needs to  
be addressed.  

 The ministry is the one central place in the community where an HIV+ person can go to connect with health services without 
having to disclose their status. 

 Clients build relationships with the volunteer staff based on acceptance without judgment, and they feel safe discussing their 
care needs.

 The ministry’s offices and drop-in center provide a safe and accessible place for clients to disclose their status and begin to 
look for medical care.

 Because many people in rural areas have a religious affiliation, the shelter’s faith component encourages people to embrace 
and become involved in the activity. 

KeeP in mind… 

You have to earn the right to enter someone’s life before you can recommend care.

Staff and volunteers should not proselytize. 

 Be known in your community before you start this activity, and develop trust with community members: “Plant the seed 
before you harvest.” 

 Take time building relationships and acquaint yourself with what the community is already doing. Become a friend of  
city officials who will be important to running the shelter and meet with community organizations (e.g., the chamber of com-
merce, local business, community-based organizations, churches, etc.) that could be donors, supporters, volunteers,  
or employers for your clients. 

 Network with local service providers and medical care providers to make sure you can work closely to meet the special needs 
of your clients.

Try to keep relationships going with clients even after they leave the shelter.
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I. Description
Objectives

To increase knowledge and awareness of HIV in the greater community

 To provide information about HIV in a workplace that employs a large percentage of the area’s population

 To provide information to new workers during their initial orientation sessions and to the general 
work population during regular shift hours

 To inform workers about the care and services available at the local agency

 To help link people to health care services 

POPUlatiOn served

Migrant working populations living in rural communities

Latino men and women who speak English and Spanish 
 

activity descriPtiOn

Food Processing Plant Outreach allows agency staff to reach a large number of rural residents and to share with them information 
about HIV and the health care services available in their community. 
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Food Processing Plant Outreach is a community level intervention designed to offer information  
about HIV and community medical care services in strategic venues within the workplace environment. The key 
characteristics of Food Processing Plant Outreach are: the positive and trusting relationship developed between 
the host corporation and agency; the targeting of new workers during orientation sessions and the general worker 
population during scheduled shifts; the agency staff’s knowledge of the largely migrant community and their 
ability to communicate in the dominant language spoken; and the promotion of no-cost, no-discrimination HIV 
medical services offered in the community. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Medical Clinic and Social Services Agency,
Minority HIV Prevention Program

F o o d  P r o c e s s i n g  P l a n t  O u t r e a c h

QuIcK notes:

Food PRoCESSInG 
PlAnT ouTREACH 9Rural
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Targeting of Outreach Location
 The agency identifies the food processing plants within the general area that employ the greatest number of workers.

 Then the agency identifies the appropriate contact at each plant’s corporate office and sends a letter requesting permission 
to offer the outreach activity at the plant in question. The letter also outlines the agency’s history and service portfolio. 

 When approval is granted, usually after several rounds of communication with plant management, HIV outreach is  
scheduled during strategic points in the plant’s operations: 1) during the orientation session for newly hired workers; and  
2) at specified hours during the regular shifts for the entire work population. 

Preparation
 The agency secures approval for bringing in and distributing materials to workers by contacting the person in charge of safety 
coordination at the plant (often a nurse). 

 The person in charge of orientation contacts an agency outreach worker with details of the next new-hire orientation, including the 
date and time, the number of new hires expected to attend, and the amount of time allotted to the outreach (usually 15 minutes).

 The outreach worker prepares a presentation on agency services appropriate for an audience of new-hires who are also new 
to the processing plant culture. Bearing in mind that many new hires are overwhelmed by the amount of information they 
receive during orientation, the outreach worker plans a brief but friendly presentation that does not exceed the time allotted. 

 Safe-sex packets are prepared for the orientation session. They include condoms, lubricant, a safer-sex information card, and 
the name and number of a case manager from the agency. The packets are left at the nurse’s station or office.

Outreach Session at New-Hire Orientation: 
 When the outreach worker enters the room where orientation is taking place, the plant’s orientation trainer introduces him/
her as someone from the community who has come to talk about health issues and available health care services.

 The outreach worker delivers the orientation in English, Spanish, or both, depending on the language preference of the group. 

 The outreach worker introduces him or herself and, in briefly describing the agency, stresses the confidential nature of the 
services it provides. S/he communicates a “welcoming” and friendly attitude by saying things like, “I’m here to help you,” and 
“I know you are new to the community.” S/he informs the group of the safer-sex kits available at the nurse’s office. 

 The outreach worker lets the group of newly hired workers know that they can speak to him/her anytime during the course of 
their employment and thereafter, get more information on HIV, or set up an appointment for free testing or medical services. 

 The outreach worker allows a few minutes for questions, then hands out pamphlets about the agency’s services. Extra pamphlets 
are displayed in holders in the training room where employees can access them later.

Preparation for Outreach During Work Shifts 
 The outreach worker and plant safety coordinator determine the outreach schedule, identifying the most useful days, times, 
and places for the outreach workers to be on the plant premises. It is important that the service in no way interfere with  
work productivity.

 Shift changes and cafeteria hours are usually identified as ideal times for outreach. Plant-floor exits and paycheck disbursement 
areas are usually identified as ideal locations. Coordination with other activities, such as free food events and health fairs, can 
be advantageous. 

 The outreach worker e-mails the plant management informational posters to print and post around the plant letting the  
employees know when and where the agency will set up and be available.

 Each outreach intervention requires an education display board, pamphlets on HIV infection, information about testing and 
care services available at the agency, and promotional gifts such as pencils and pens.

 Two outreach workers staff the booth (usually a table with chairs) at the designated area. If the outreach workers do not 
speak both English and Spanish, they arrange for an interpreter to be present. 

A Typical Scenario During General Work Shift Outreach
 A group of four or five women walks up to the outreach table, which is set up outside the plant cafeteria. “What are you doing?” 
they ask the outreach workers. 
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“ In HIV outreach work, have a big heart and be compassionate!” 
	 	 	 	 	 	 	 	 					 — hIv program coordInator

F o o d  P r o c e s s i n g  P l a n t  O u t r e a c h



 The outreach workers explain who they are and tell the women about the services the agency offers, such as free HIV testing, 
medical care, and referrals to other community resources. One of the outreach workers hands each of the women a business card 
and a brochure.

 The outreach workers offer the group other materials they have at the table and ask the women if they would like to ask any  
questions about HIV. 

 The outreach workers answer all the questions. The conversation lasts as long as the workers stay engaged. 

 If an outreach worker senses that someone may want to ask a more personal question or that “something’s going on,” s/he  
casually takes the person aside for a more private conversation. 

 During this conversation, someone might reveal a need for HIV testing or mention someone in the family who has been diagnosed 
with HIV or has unidentified health problems. The outreach worker encourages the person to follow up with a telephone call 
or by making an appointment at the agency clinic for testing, medical care, or more information. The outreach worker always 
stresses that the services provided by the agency are free.

 When a group visiting the booth returns to work, each member has a card with the outreach workers’ names and telephone  
numbers, and the agency address. Over time, many men and women working at the plant start to recognize the outreach workers, 
trust them, and eventually ask for information.  

PrOmOtiOn Of activity 

 Food Processing Plant Outreach exists as part of the mandatory, new-hire orientation.

 The activity is promoted with bilingual (English and Spanish) posters appearing in locations throughout the plant, including the 
area where paychecks are distributed, the cafeteria, and on the door of the nurse’s office. The posters advertise free testing and 
medical care.

 The consistent presence of the same outreach workers fosters familiarity among the plant workers who eventually feel free to 
speak to them about health issues.  

II. Logistics
staff reqUired

Two HIV outreach workers 

A translator or interpreter, as necessary 

training & skills

 The outreach workers have basic HIV training (i.e., Red Cross and state-funded HIV training) as well as counseling and testing 
education and training.   

 The outreach workers must have an intimate knowledge of the community.

 The outreach workers must have an open, friendly, and caring approach and the ability to communicate simply, clearly,  
and discreetly. 

Place Of activity

  During new-hire orientations, the outreach is done in the training room.

 General worker outreach takes place in the cafeteria, at the work floor’s exit, and in other areas of the plant with high  
personnel traffic.  
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freqUency Of activity

 New-hire orientation happens twice monthly, or as needed.

General worker outreach takes place once every two or three months for two hours at a time.  

OUtside cOnsUltants

None 

sUPPOrt services

Translation for languages spoken by workers at the plant but not by the outreach workers 

cOnditiOns necessary fOr imPlementatiOn 

 In order for this activity to be successful, the agency must maintain a strong, positive relationship with the company and its 
plant management personnel.

The activity should take place during full shifts at the plant in order to reach as many people as possible. 

III. Strengths and Difficulties
strengths 

 Employees can receive preliminary information and education about HIV and health care services without having to make a 
trip to the agency.

 The outreach workers’ open, friendly, and caring attitude makes them very “approachable” to the workers.

 Because the outreach activity goes to a work location, it can reach men who might otherwise not seek care.

 The outreach workers are very observant: if they sense a person wants to talk more or is “keeping something inside,” they are 
able to draw out personal issues by taking the person aside for a more individualized and private needs assessment.

 When plant employees see that someone from their own community is speaking about health, they recognize and begin to 
trust the person. 

Weaknesses

 During new-hire orientation, the activity is “wedged” into an intense series of sessions, where the new employee may not be 
able to absorb very much information.

 During outreach to general employees, the outreach workers cannot speak to people for as long they would like, and the public 
nature of the space makes private conversations more challenging.  

difficUlties fOr clients

 In the orientation, the new employee often feels anxious about a new job and receives more information than can be  
reasonably processed. 

 It can be difficult for employees at the plant to get answers to all their questions or to get all the information they want about 
HIV because they are reluctant to raise personal issues in a common area.

 Some employees may feel that breaks in their shift schedules don’t allow adequate time to talk with the outreach workers.  

 Because of the difficulty in securing legal working papers for immigrant populations, some newly hired employees do not 
complete the entire orientation process and, therefore, are not linked to agency services through this activity.
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difficUlties fOr staff

 Communication barriers for plant employees who speak languages other than Spanish or English

The outreach workers cannot commit sufficient time to each employee.

Plants in rural areas are often far apart, requiring outreach staff to drive long distances.  

Obstacles fOr imPlementatiOn 

 Some companies might not let outreach workers enter their plants. Some company personnel might be reluctant to get involved 
in HIV outreach, or might believe that HIV isn’t present in their community. 

There is often a general reluctance among people to accept that HIV exists in their community. 

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn

 The agency keeps quantitative data on the number of people with whom staff has talked at outreach events at the plant, and the 
number of brochures and business cards handed out.

 The agency administers intake assessments to all new clients. Among many questions, it asks the referral source for new clients. 

The agency keeps records on client awareness of HIV status, number of HIV tests, and the number and source of referrals.  

evidence Of sUccess 

 The outreach workers receive positive feedback from the employees. 

 The outreach workers report that employees at the plant begin to recognize them, trust them, and ask more questions about 
health issues related to HIV.

 A primary source of agency referrals is the food processing plant.

 Since the initiation of outreach work at the plant, HIV testing at the agency has increased by 100%.

 Employees who have participated in outreach report that family and friends with whom they have discussed agency services go to 
the agency to get tested or to ask for medical care referrals.

 Since the initiation of the outreach activity, there have been increases in the following: the number of phone calls requesting in-
formation for an HIV+ family member/friend, the number of visits to the agency, and the number of requests for agency services.

 The intake assessments for new clients at the agency reveal an increased community awareness of the agency’s services and an 
increased use of medical services as a direct result of outreach efforts.

 The agency intake assessments report an increase in walk-in clients who were informed about the agency at their place of employment.

 Employees contact the outreach workers after plant visits to ask for more information or for appointments for particular health 
services. The outreach workers have documented an increase in the number of people who go to the agency for HIV testing or 
care after having spoken with them at the plant. 
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UnanticiPated benefits

Word of mouth referrals to people who do not work at the plants occur as a result of the outreach.

The host corporation begins to trust the agency and recognizes its important role within the community. 

“cOnnecting tO care” elements Of activity 

 Workers understand that all the agency services are available at no cost, regardless of one’s legal working status. Promoting 
free services helps to link certain immigrant populations who are accustomed to free health care in their country of origin.

 The male and female Latino working population receives HIV education and information about care services in Spanish.

 People don’t have to go to an “HIV clinic” to receive initial health information; they receive it at work. The activity “comes 
to them,” which allows the agency to reach people who may be initially afraid of going to any official health provider,  
particularly one that is associated with HIV. 

 The outreach workers’ open, friendly, and caring attitude makes them very “approachable” to the workers.  

KeeP in mind… 

 Be aware of the employees’ different education levels and the cultural differences among them.

 Be prepared for the environment of the plant: the onsite activities of a meat packing and food processing plant can be  
difficult to witness. There are also strong odors associated with food processing that might pose difficulties at first. 

Hearing HIV information in one’s own language is very important.
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I. Description
Objectives

To provide consistent quality HIV specialty care in rural areas 

POPUlatiOn served

HIV+ individuals residing in rural areas 
 

activity descriPtiOn

Traveling HIV Clinic regularly provides HIV expertise, health care, and social services to individuals 
residing in a rural area. 
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Traveling HIV Clinic is an individual level intervention that is designed to provide HIV care to people 

in rural areas who would otherwise face challenges to accessing HIV specialty care. The key characteristics 

of Traveling HIV Clinic are: collaboration with a local case manager who is known and trusted within the 

community served; the expertise of the participating health providers; and consistency in the staffing and 

schedule of the traveling clinic. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
University Medical Center,
Internal Medicine, HIV Program

T r a v e l i n g  H I V  C l i n i c

QuIcK notes:

TRAVElInG HIV ClInIC 10Rural
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Planning
 A clinic identifies an agency in a selected rural area to host a team of HIV medical care providers who will travel there and set 
up a clinic on a regularly scheduled basis. The host should provide general (not HIV specific) health care and be well-used and 
respected by the target population. 

 The clinic identifies a case manager in the selected area. This local case manager will work closely with the traveling HIV 
specialist team.  

 A year-long calendar is set for the Traveling HIV Clinic, which will take place every six to eight weeks.  

 The clinic staffs the HIV specialist team. The team should consist of at least one physician specializing in HIV care, one nurse, 
and a phlebotomist, a medical resident, and medical case manager. Additional staff can be considered depending on the types 
of services planned and number of patients expected. 

 Services and supplies provided include: specialist HIV care; seasonal and chronic vaccines; HIV rapid testing; laboratory  
testing and analysis; nutritional supplements; dental care assessment; distribution of safer sex kits (condoms, lubricant, and 
information on proper use in Spanish and English); and other multi-lingual, HIV related information.

 The HIV specialist team builds a relationship with the local case manager. They communicate regularly, sharing information 
on individual patients’ health and social service needs. 

 A protocol is established for the local case manager to do the following: identify HIV+ individuals in need of the team’s 
services, schedule appointments, ensure clients have transportation to the appointment, and sign up clients for benefits and 
entitlements to provide for basic needs. 

 The local case manager creates and manages the schedule of appointments for each Traveling HIV Clinic. (The team is able to 
see approximately 30 patients per clinic.) 

 When the team is not on location, the local case manager troubleshoots any medical or social problems. In the event of  
a medical emergency, the local case manager coordinates patient care with the local hospital’s emergency room and  
medical providers. 

 If a patient of the HIV team has an urgent medical need, the local case manager may facilitate, with the help of the HIV  
specialist, the ordering of lab tests at a local hospital. The results will then be available for review by the HIV specialist during 
the next scheduled clinic. 

 Preparation for the HIV Specialist Team’s Clinics
 The host agency allocates one or two members of the nursing staff to work with the HIV team and to orient them to the site’s 
resources.    

 At the “home” clinic, a medical case manager reviews the patient appointments and generates a billing sheet for each patient. 
The billing sheets include insurance information and a stamp with five “reminder boxes,” which the HIV team checks off to 
document that a service has been carried out.

 The medical case manager prepares the rapid HIV test kits for transport.

 S/he packs supplies for the traveling clinic, including pharmaceutical samples which, for the most part, cannot be provided 
through Ryan White CARE Act programs (e.g., Tylenol, medication for diabetes, hypertension, and opportunistic infections). 

 The phlebotomist prepares the blood-drawing kit (dry ice, tubes, syringes, etc.).

 The morning of a clinic, the HIV specialist team meets at the transport site and loads the equipment and supplies on a small, 
private plane. The team flies to an airport near the host site where a van, arranged by the local case manager, meets them and 
brings them to the site. 

Traveling Clinic Site
 An open, friendly tone is set for the clinic, and the host-site staff prepares cookies and tea for the waiting room. 

 The host site’s nursing staff conducts preliminary examinations, taking patients’ weight, vital signs, etc. New patients have a 
complete intake and physical.

 The nurses prepare for the local case manager patient “shadow reports” which contain basic clinical information from each 
patient’s medical file. The reports are then given to the traveling HIV specialist for further documentation.
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“ There will always be problems—most of my clients don’t believe like I want them to—but you have to  
work with people’s constructs.” 

	 	 	 	 	 	 — hIv SpecIalISt 

T r a v e l i n g  H I V  C l i n i c



 Patients are brought into each of the four examining rooms reserved for the activity. With the patient’s permission, family  
members are invited into the examining room. Their presence allows the provider to learn more about the social and  
medical issues influencing the patient’s health.

 When dividing up the appointments, members of the HIV specialist team work to ensure that patients see the provider they 
know best or have the best rapport with. 

 During each appointment, a provider reviews with a patient his/her medical needs and current medications.  

 The HIV specialist meets with patients as needed. For example, the HIV specialist might be “called in” to determine a course  
of action for a new patient, administer vaccinations, or write prescriptions. S/he fills out a lab ticket to request necessary  
laboratory tests and records all diagnoses on the patient’s chart. 

 The patient returns to the waiting room to see the local case manager and discuss other needs, such as public insurance, other 
entitlements, and nutrition.  

 The phlebotomist will call patients into a separate room to draw blood for any lab tests that the HIV specialist has requested. 

Follow-Up
 Once back at the home clinic, the phlebotomist transports the blood samples to a laboratory for analysis. 

 The following work day, the medical case manager unpacks the bags and processes patient entitlement and insurance information 
to obtain compensation for the HIV specialist team’s care services.  

 The medical case manager reports the results of the lab tests to the patients by letter. Patients may also request to receive this 
information by telephone.

 The local case manager will arrange a relationship with a local primary care provider for any patient who does not have one.  
That way, each patient has a medical professional to see or contact between traveling clinics.

 Patients take any prescriptions they have received to a public or private pharmacy to have them filled. The pharmacist counsels 
the patient on adherence to medications. 

 If a patient misses two appointments with the HIV specialist team, the local case manager places a call to encourage them to come in.  

PrOmOtiOn Of activity 

Through AIDS Education and Training Centers, which provide HIV education to health care providers

Word of mouth from patients and providers 

The local case managers inform their clients 

Local and state press 

II. Logistics
staff reqUired

Clinic
Physician specializing in HIV care 

Nurse 

Phlebotomist 

Medical case manager to coordinate the delivery of clinical care service and provide results of lab tests to patients

Physician’s assistant, medical resident, or other staff to provide selected services for the number of patients expected

Licensed pilot of small aircraft

Outreach Site
 Local case manager  to coordinate care, including psycho-social support, to help manage medical care benefits, to monitor 
patient health between traveling team visits, and to offer referrals to care providers 

Nurses (2 – 3) 
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training & skills

 The local case manager must demonstrate persistence in follow-up with clients and possess social and clinical skills.  
This person must have knowledge of basic health assessment and the ability to recognize symptoms of HIV, and know what 
questions to ask and referrals to make.

 Medical providers must learn to work with each patient’s unique situation and be open-minded and non-judgmental.   

Place Of activity

 Donated clinic space with basic medical equipment and a room for every medical care provider at the designated host site location  

freqUency Of activity

A clinic is held every six to eight weeks, from 11:00 a.m. – 5:30 p.m.  

OUtside cOnsUltants

None 

sUPPOrt services

Interpretation services by bilingual (Spanish and English) staff at outreach site 

cOnditiOns necessary fOr imPlementatiOn 

The social and health service providers who staff the activity must be caring. 

The remote community must be willing to work with the service providers to ensure that the activity’s objectives are met.

 State health departments, the medical community, and local community-based organizations must be able to achieve a high 
level of coordination in their efforts to bring HIV+ people into care. 

III. Strengths and Difficulties
strengths

 Consistency in the delivery of care: the same providers visit the same place at regular intervals of time 

 Quality of the medical care provided: expert HIV care is rare in rural areas

 High-level coordination between case managers and medical providers enables them to know each patient’s particular situation.   

Weaknesses

As the activity grows, it becomes more difficult to raise sufficient funding.  

Lack of intensive care for the very sick; acute care is difficult to deliver to patients in rural areas

Lack of staff specializing in substance abuse 

difficUlties fOr clients

The length of time between visits 

Distance of travel and problems scheduling reliable transportation 

Frequent inability for HIV team medical providers to be present in medical emergencies   
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difficUlties fOr staff

Lack of local ancillary services (which are necessary for truly comprehensive care)

Demands of work and travel schedule: it is exhausting and emotionally draining

Risks of flying in a small aircraft

Lack of substance-abuse and mental-health counselors on the team 

Obstacles fOr imPlementatiOn 

None 

activity nOt sUited fOr

Populations with existing HIV specialist nearby  

IV. Outcomes
evalUatiOn 

 The clinic surveys 25 randomly selected patient charts each month to assess clinical indicators (e.g., changes is CD4 counts and 
viral loads) and the quality of medical care (i.e., how the HIV specialist fared in the delivery of the five required services).  

 The medical case manager monitors clinical-indicator and quality-of-care trends in these surveys and discusses challenges 
with clinic providers.

 The outcomes of HIV+ women who are pregnant are tracked through a review of their medical charts, including their viral 
loads and CD4 counts.  

evidence Of sUccess 

The number of HIV+ people in continuous care has grown significantly over ten years. 

 People receiving care from the HIV specialist team are living longer and healthier lives, which is attributed to the team’s ability 
to identify and prescribe the best medications for each patient.  

 CD4 counts increase and viral loads decrease when individuals become patients of the HIV specialist team.  

 Fewer infants with HIV+ mothers are diagnosed with HIV infection. 

People who move out of the clinic region often reconnect to care with other outreach clinics. 

Although some individuals stop using the traveling clinic when their health improves, they return when they get sick. 

 A recent needs assessment survey found that patients of the HIV specialist team were “very happy” with their medical care and 
case managers.   

UnanticiPated benefits

 This activity provides the only opportunity for many patients to interact with HIV care providers and other individuals living 
with the disease. So it serves as a type of support group.

Providers derive personal satisfaction from the work.

Providers have greater awareness of the need to identify patients and refer them to the Traveling HIV Clinic. 

People in care do their own outreach and bring other people into care. 
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“cOnnecting tO care” elements Of activity 

 The involvement of a case manager from the designated area serves as one of the activity’s cornerstones and facilitates 
the building of relationships between the traveling HIV specialist team and their patients. The case manager is a familiar, 
trusted, and comforting presence because s/he is known, established locally, and engaged by the community in activities that 
are not HIV specific. 

The traveling clinic reduces travel time and expenses for patients and eases problems with scheduling transportation. 

It eliminates the apprehension of navigating through an unfamiliar and sometimes intimidating urban area. 

KeeP in mind… 

This is not an easy task and it may be slow at first; persistence pays. 

 It is important to establish a good relationship with the community as a whole and to provide services only where the com-
munity perceives a need.

 You may need to make an effort to help community members understand the need for your work.   

 Use all of the funding streams, organizations, and other resources that the chosen community has to offer.

 Funding for a charter plane can be solicited from pharmaceutical companies or local universities. Pharmaceutical companies 
may agree to fund the plane if the activity offers “provider education” about pharmaceuticals and drug management. 

As an alternative, a car, van, or bus can transport the HIV specialist team.
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I. Description

Objectives

To increase knowledge within the greater community about HIV and other STDs

To refer members of the Spanish speaking community to HIV testing and care services

 To stimulate members of the community to ask questions about HIV infection, transmission,  
testing, and medical care 

POPUlatiOn served

Heterosexual identified, Spanish-speaking individuals living in rural communities

Spanish-speaking women working in their homes 
 

activity descriPtiOn

Through Call-In Radio Program “VIH y Communidad,” rural Spanish-speaking listeners receive compassionate,  
supportive health messages about HIV and medical care resources in the community. 
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Call-in Radio Program “VIH y Communidad” is a community level intervention that offers information  

and education about HIV infection, promotes free medical care services available in the community, and  

engages members of the community in health care. The key characteristics of the Call-In Radio Program  

“VIH y Communidad” are: the pre-established popularity of the Spanish speaking station; the ability to reach 

a large, rural  listening audience; the collaboration of surrounding county health departments; the interactive 

nature of the program; and the high level of cultural sensitivity and understanding for the targeted population. 

a�Directly links the client to medical care 
aGets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Medical Clinic and Social Service Agency,
Health Education

C a l l - i n  R a d i o  P r o g r a m  “ V I H  y  C o m m u n i d a d ”

QuIcK notes:

CAll-In RAdIo PRoGRAm 
“VIH y CommunIdAd” 11Rural
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Needs Assessment and Initial Planning
 After identifying a Spanish-speaking radio program that often presents social issues important to the targeted community, 
the agency contacts the show’s director.

 The agency’s health educator meets with the director of the radio program. S/he discusses the mission and services of the 
agency and proposes using the radio program, which has a wide listening audience, to actively engage the community in  
conversations about HIV and other health issues. 

 They discuss how the radio broadcasts can inform the Latino community about available health care services they may not be 
aware of. They agree to the development of a health-related program format for use in the established program. 

 The director and staff of the radio station consider the production of the program and the advertisements that will promote 
the broadcast. 

 The agency secures funding for the advertisements and enlists the help of technical assistants from other organizations in the 
community to design the content of the aired advertisements and the structure of the radio broadcast. 

Development of Radio Program
 Agency staff and consultants design a pilot program. The pilot format includes basic information on HIV infection, the  
services the agency provides, and a question and answer session with callers. 

 After the pilot program is aired, interest is generated in the community, and new themes are suggested by the listeners. In 
response, the agency expands the program content to create the following shows: 1) Prevention Facts; 2) STDs; 3) Women, HIV, 
and Pregnancy; and 4) HIV Testing. As a way to encourage listeners to get tested, radio staff undergoes testing in program four.  

 After the program content is developed, the health educator, who will co-host the show with the principal host, establishes 
a schedule for the HIV shows roughly three months in advance. These “special” programs are often scheduled in observance 
of such events as National HIV Testing Day and World AIDS Day. 

Standard Show Format 
Each of the four HIV programs airs live and is entirely in Spanish.

 The health educator arrives at the radio station one-half hour before the show begins and provides all of the radio program 
staff with copies of the program’s general “script.” A script, divided into program segments, might run as follows:

Segment One, 5-7 minutes
 The radio host opens the program and introduces the health educator as a regular guest, then plays an interlude of popular 
Latino music.

 The educator introduces the agency, briefly describing its mission and providing the telephone number and address. The 
educator tells listeners the show’s topic and states the call-in number several times, inviting the listeners to ask questions 
and share comments. S/he then thanks the program’s sponsor. Upbeat music plays softly in the background, and the health 
educator’s tone is friendly and light. 

The program pauses for a music break. 

Segment Two, 10 minutes
The educator explains the history and services of the agency and its relationship with and presence in the Latino community. 

 The educator then discusses in more detail the agency’s HIV services, explaining the process for being diagnosed with HIV 
and what type of care is available to a person living with HIV. S/he emphasizes that people can receive services free of charge, 
regardless of economic or immigration status, and repeats the agency’s address and phone number. 

The program pauses for another music break. 

Segment Three, 30-35 minutes
 The educator restates the program topic and gives a presentation on it. Listeners are invited to call in and ask questions about 
anything s/he has covered.   

 The station doesn’t screen calls from listeners. They are answered by the radio program host and transferred to the health educator.

 Callers ask for clarifications, further details, verification of beliefs about HIV, and advice for themselves, their friends, or 
family members. 
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“ Listening to music is one of the few sources of fun that people in rural areas easily access and enjoy.  
Everyone can do it.” 

	 	 	 	 	 	 	 	 					 — hIv program coordInator  

C a l l - i n  R a d i o  P r o g r a m  “ V I H  y  C o m m u n i d a d ”



 At the end of the presentation, the educator summarizes his/her main points and closes with information on HIV in the region 
to help the community fully understand the need for regular HIV testing and care.

The program breaks again for music.

Closing Segment: 5 minutes:
 Encouraging listeners to consider getting tested for HIV, the educator repeats that the agency offers free, confidential  
testing and medical services. Individuals who test positive are entitled to free care services from the agency. The health  
educator repeats the agency address and phone number.

 After some community announcements, the educator closes with a sound bite like: “HIV can be prevented, but it depends on us.”

 The host of the program comes on the air to thank the health educator. The host then invites the listening audience to seek 
services at the agency.   

PrOmOtiOn Of activity 

Advertisements announcing the HIV show are scheduled during the radio station’s regular broadcasting hours. 

 Agency pamphlets and brochures listing the services along with the radio show’s FM-dial number and airing time are provided 
to local health fairs, local clinics, community organizations, and the 24 county health departments that, in turn, advertise the 
materials in their client spaces.

The program’s call-in number is repeatedly given while the show is on the air.   

II. Logistics
staff reqUired

Health educator to design and present the program as a guest host and to organize the scheduling and advertisements

Radio host from the station to manage the equipment, open and close the show, and field calls 

training & skills

 The health educator must be fluent in Spanish and familiar with the different dialects of Spanish spoken by the listening audience.

 The health educator must have a solid knowledge of HIV infection, transmission, and clinical care. 

 The health educator must be skilled at public speaking and have the ability to present often complex and sensitive or even 
“taboo” themes comfortably, in a culturally acceptable and comprehensible manner.  

Place Of activity

The activity takes place in a radio station that broadcasts to over 100,000 people within a 160 mile radius.  
 
freqUency Of activity

Every two to six weeks, depending on local community events and holidays

OUtside cOnsUltants

Staff skilled in media technology collaborates in program design and advertisement development.  

sUPPOrt services

None
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cOnditiOns necessary fOr imPlementatiOn 

Radio stations that produce Spanish-speaking programs

An existing radio audience 

III. Strengths and Difficulties
strengths 

 Because the program is broadcast in Spanish, it reaches an audience that may not otherwise benefit from educational information 
produced by English-speaking media.

 The activity has a high level of cultural sensitivity and understanding for the targeted population.

 The interactive nature of the program allows people to ask questions from the comfort and privacy of their home or work  
environment, which fosters more direct communication and the “safety” of anonymity.  

Weaknesses

 The health educator must be very familiar with the cultural taboos of the target audience, taking care to avoid certain vocabulary 
considered inappropriate by listeners (e.g., language about genitalia, explicit references to sexual acts). 

difficUlties fOr clients

 Given the diversity of the listening audience, there may be differences in people’s understanding of the health terms and explanations used.  

difficUlties fOr staff

The program doesn’t take place frequently enough to capture all potential listeners. 

Obstacles fOr imPlementatiOn 

Some target communities lie outside the broadcasting range of the radio station.  

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

During client intake, all new clients are asked how they found out about the agency and its services.

The HIV testing services are logged, and referrals to this service are documented. 

evidence Of sUccess 

 Because the program is interactive, listener comments are evidence that people are listening, are interested in the topic of the 
show, and are learning from the information presented.

There is a recorded increase in community participation. Calls are steadily increasing, and more people are asking about HIV.
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 The program reaches a wide range of the target community. Young, middle-aged, and older people participate in the call-in  
segment of the program.

 There is an increase in radio call-ins from HIV+ people and from affected family members asking about medical services for HIV.

 Listeners are increasingly asking more “informed” questions, and there is a need to increase the level of information offered 
during the program.

 Since the beginning of the broadcasts, organizations in the community have been requesting presentations about HIV for their 
staff and clients.

 From 2001- 2005, there was an increase (from 60 to 600) in HIV tests. Approximately 45% of those getting tested during this 
period said they sought testing as a result of the show. Forty percent of people tested continued to receive health care services 
from the agency.

 Agency intake assessments reveal increases in the people using care services who report learning about them from the radio program.

 Intake forms at the agency show that new clients bring their spouses into the clinic with them as a result of what they learned  
on the show.  

Clients are reporting that they are mailing information from the show to friends and families in their countries of origin.

There is an increase in walk-ins for HIV care services by people who received information about the agency from the program.

 Approximately 20% of all new clients to the agency in 2005 reported that they were coming in for services as a result of hearing 
the radio broadcast.   

UnanticiPated benefits

 Non-HIV-related agency staff reports that people are coming in for other services as a result of the HIV radio broadcast (e.g., child 
health and diabetes services). 

“cOnnecting tO care” elements Of activity 

 The activity uses listening to music, a popular past time for the target community, to make receiving information on HIV enjoyable. 

 Allowing for questions and answers over the radio allows members of the community to get answers to their questions anonymously.

 The program helps people to feel more comfortable speaking about HIV and other health issues. 

 The activity allows people to participate easily and anonymously. While it is difficult for many people in the rural Latino  
community to use medical services (due to distance, immigration status, and lack of insurance), the call-in part of the radio 
show provides a comfortable way for people to participate and become more involved in their own health.

keeP in mind… 

There may be variations in the words and expressions used by different audience members to communicate about health.

Keep the program content simple and speak clearly so that it can be easily understood by as many people as possible.
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I. Description
Objectives

To ensure continuity of health care for individuals who are recently released

To decrease the frequency of emergency room visits by formerly incarcerated individuals 

POPUlatiOn served

Soon-to-be-released inmates who have serious or chronic medical needs 

activity descriPtiOn

Incarcerated individuals with serious or chronic health conditions see a medical advocate from a  
local community health agency who helps formulate a discharge plan designed to assist individuals  
in maintaining their health care while transitioning into community life. 

8

8

8

P A G E  7 5

Medical Advocate Discharge Planning is an individual level intervention that aims to provide  

inmates nearing release with a plan for accessing medical and social services after discharge. The key  

characteristics of Medical Advocate Discharge Planning are: the compassion, dedication, and clinical  

knowledge of the discharge planner, who is also a registered nurse; the individualization of each interaction  

the discharge planner has with an inmate; and the trust that is built between each inmate and the discharge 

planner as they work together to ensure a healthy transition back to community life.

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Federally-Qualified Health Center, 
Medical Discharge Planning

M e d i c a l  A d v o c a t e  D i s c h a r g e  P l a n n i n g

QuIcK notes:

mEdICAl AdVoCATE  
dISCHARGE PlAnnInG 12Currently/Formally Incarcerated
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Activity Preparation
The medical discharge planner keeps a running list of inmates due for release in the next week or two.

 S/he reviews the medical records of the listed inmates, prioritizing any record that notes a history with chronic disease, HIV, 
substance use, sexual abuse, or mental disorders. 

 The discharge planner consults a set of residential-assignment lists to locate the units where the inmates she needs to see are 
housed. S/he meets with each of them in their respective units at least three days before they are discharged. 

Introductory Visit
 The medical discharge planner meets face-to-face with each of the high priority inmates first. During introductions, s/he 
gives the name of the sponsoring clinic. 

 Then, the discharge planner asks if the inmate knows their date of discharge. If not, s/he tells the inmate the release date. 

 S/he and the inmate discuss the inmate’s medical needs. In this exchange, the discharge planner asks if the inmate is receiving 
appropriate medications and inquires about the medications’ effectiveness. They also discuss nutrition as a part of general  
medical care.   

 S/he continues with a “mini-depression screening.”  When necessary, s/he makes a direct referral to an organization providing 
mental health services in the jail.  

 The discharge planner then goes over the inmate’s options for clinical care after release and asks the inmate’s preference.

 Once a clinic has been identified, the discharge planner explains how the inmate can access health care services at that clinic. 

 S/he asks the inmate about insurance. If the inmate has none, the discharge planner discusses publicly-funded sources of 
health care coverage.  

 S/he also helps the inmate fill out applications for food stamps and local food banks. 

 When the applications are complete, the discharge planner shifts the conversation to changes that the inmate could experience 
post-release and how such changes can be managed. 

 The discharge planner writes a clinic referral, attaching a list of the identified medical needs. For an inmate who is either 
pregnant or co-infected with HIV and Hepatitis C, s/he writes a referral to an appropriate specialty clinic that provides  
comprehensive services in one place.  

 S/he usually offers to notify the clinic that the inmate will soon be in touch. In some instances, s/he offers to schedule the first 
appointment for the inmate. 

Before ending the visit, the discharge planner asks, “Have I answered all of your questions?” 

Follow-up Visit
The inmate and discharge planner have one follow-up visit, which occurs right before the inmate’s release.

 The discharge planner goes to the facility’s holding area on weekday mornings to follow-up with any inmate who has begun 
the discharge planning process.

 S/he makes sure each inmate has their medical paperwork, including referrals, the health insurance numbers for their city 
and state, information on the clinic they have chosen, and the name of the doctor they will see. 

 While in the holding area, the discharge planner may also have first-time visits with other inmates. Meeting them one-on-one, 
the discharge planner identifies a clinic near their respective homes and provides them with some basic information about its 
services. 

 These visits are confidential. The discharge planner does not have to report any of the information discussed to the correctional staff.  

Tracking Linkages to Care
 After each day of inmate visits, the discharge planner returns to the agency and enters inmate data, including the referrals 
made, into a computer database. 

 Also, the discharge planner completes a summary sheet for each of the inmates she or he visited that day, including their 
demographic information, diagnoses, and the medications they are taking. 

 This summary sheet is forwarded (by fax) to providers at the clinic where the inmate will be seen as a patient. When the  
inmate has followed up on a referral to a health provider, the discharge planner enters it into the agency database. 
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“ We’re here to make change . . . gently.” 
	 	 	 	 	 	 	 	 					 — dIScharge planner    
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Advocacy Work
 In addition to helping inmates create a post-release plan, the discharge planner assists inmates who are having difficulty  
accessing health care services within the correctional facility. As a medical advocate, the discharge planner works with the  
correctional facility personnel to make sure the inmates get the care services and medications they need. The discharge  
planner also meets with the Department of Health’s HIV Administration, the correction facility’s mental health staff, other 
service providers working in the jail, and the deputy warden to discuss special concerns with inmate health and to advocate  
for individuals who need medical attention.   

PrOmOtiOn Of activity 

Word of mouth within inmate population and from discharge planner

Orientation program for new inmates

Clinic pamphlet

Clinic advertisement in a resource handbook distributed to inmates 

II. Logistics
staff reqUired

Medical discharge planner

 Medical assistant to help with administrative work, including the preparation of health-information packets for inmates and 
visits to inmates when the discharge planner is not available 

training & skills

The medical discharge planner must be a registered nurse.

 Staff should have the following: an ability to draw out critical medical and personal information from an individual in a limited 
amount of time, a non-judgmental disposition, the ability to express compassion without “enabling” negative behavior, a  
willingness and capacity to be very flexible, a confident and “fearless” attitude in the correctional facility, and knowledge of 
HIV infection and transmission.   

Place Of activity

A private corner in each correctional unit, with two chairs 

Sometimes, if the inmate’s mobility is restricted, the activity takes place in the inmate’s cell. 

freqUency Of activity

Available to male inmates on weekdays from 8:00 a.m. - 5:00 p.m. 

Available to female inmates two times per week 

OUtside cOnsUltants

None 

sUPPOrt services

Bilingual (Spanish and English) translators
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cOnditiOns necessary fOr imPlementatiOn 

This activity must have backing from several sources: 

• The correctional facility in which the activity takes place;
• The government at all levels, including the Office of the Mayor;
• The clinic’s full staff;
• Community organizations, such as medical providers, faith-based groups, and agencies for the homeless.   

III. Strengths and Difficulties
strengths

The discharge planner’s delivery of compassionate care

 The activity’s ability to coordinate the efforts of government agencies with medical providers and non-profit, faith-based, 
community, and mental health organizations 

Weaknesses

The demand for services overwhelms the capacity of providers to supply them. 

difficUlties fOr clients

 Limited access to medical discharge planning services. At least six percent of the inmates released are never seen by the  
discharge planner.  

 Not enough privacy during discharge planner visits

Doesn’t include the securing of post-release housing  

difficUlties fOr staff

Staff is unable to meet the demand for services. 

The correctional facility lacks education on preventive care.

Some inmates do not show a “proactive attitude” in seeking out care.   

Obstacles fOr imPlementatiOn 

A lack of much-needed services for housing, substance abuse treatment, and treatment for the sexually abused can make it  
difficult for individuals to follow through on their discharge plans.  

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

The clinic stores and reviews patient information in a database. 
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The clinic tracks the number of patient visits to a service provider and the location of visits. 

 Every month, the clinic prepares a report on the number of people served by the activity, the top five diagnoses, and which  
former inmates met with service providers after their release.   

evidence Of sUccess 

 Correctional officers ask questions about the service’s methodology, like, “How do you get them to talk to you?” Their questions 
suggest the discharge planner has earned the inmates’ confidence and trust. 

 Service provider feedback reveals that inmates who meet with the discharge planner bring others to their care visits.  

 Community stakeholders report that trust has grown between this clinic and other agencies, because the clinic helps to communicate 
the individual health needs of the inmates to health care providers in both the correctional facility and the community.

 Preliminary data indicate an increase in the number of inmates who visit service providers after release, and a decrease in the 
number of visits that each makes to emergency rooms.   

UnanticiPated benefits

This activity helps people to gain access to medications. 

It facilitates the building of relationships between community and government agencies.  

“cOnnecting tO care” elements Of activity 

Care decisions rest with the inmate.

The discharge planner attends to each inmate individually. 

 Because the discharge planner does not work for the corrections system, it is easier for inmates to have trust and confidence in 
her or him.

 The staff shows true dedication in linking people to appropriate care.

 Discharge planning ensures that at least once during an inmate’s incarceration someone has listened without judgment and  
offered to help. 

 The activity receives support from many in the city health department and department of corrections, and in the correctional 
facility—from its director to its front line workers.  

keeP in mind… 

 The activity cannot be performed without third-party reimbursement, so Ryan White CARE Act programs are important to the 
activity’s success.

 The sponsoring agency should attend community events and meetings and also become recognized in the correctional system  
as a team player.

It is essential to have support at all levels of the correctional facility’s hierarchy. 

Learn what the needs are of those in charge of the correctional facility and offer to help meet them. 

Help the correctional facility see the positive effects of the program.
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In-

I. Description
Objectives

To provide voluntary HIV screening services to individuals housed in a local correctional facility

To help build HIV awareness among underserved, incarcerated populations

 To provide people previously diagnosed with HIV who are not in care with the opportunity to  
become “newly aware” of their status in a setting that offers direct access to medical care  

POPUlatiOn served

Detainees entering a local department of corrections facility 
 

activity descriPtiOn

Incarcerated individuals who may or may not be aware of their HIV status have access to non-invasive,  
rapid HIV screening, subsequent counseling, and direct links to medical care.  
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Rapid HIV Testing at Jail Intake is an individual level intervention that offers individuals, on a  

volunteer basis, an opportunity to learn or “re-learn” their HIV status while being detained in a correctional 

facility. The key characteristics of Rapid Testing at Jail Intake are: the inclusion of a conversation about HIV 

during the general medical intake process; the non-invasive nature of the HIV screening test; the incentive 

packages provided to encourage greater participation; the individual attention inmates receive from counselors; 

and the opportunity to link promptly to care. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Medical and Counseling 
Services Agency, HIV Prevention and  
Education for Inmates and Ex-Offenders

R a p i d  H I V  T e s t i n g  a t  J a i l  I n t a k e

QuIcK notes:

RAPId HIV TESTInG  
AT JAIl InTAkE 13Currently/Formally Incarcerated
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Development 
 The agency collaborates with the correctional facility’s intake department, medical unit, mental health unit, and the appropriate 
department of corrections staff to coordinate the activity’s logistics. 

 An agreement is reached on which phase of the intake process the counseling and testing will take place and on the location  
of the activity, which must be in proximity to the other medical exams being performed during intake.

 The agency and mental health unit of the facility ensure that a mental health professional is available during testing times  
to provide counseling to inmates being tested, especially those receiving HIV diagnoses for the first time.  

 The agency determines the incentives to be offered to individuals volunteering for testing and receives the facility  
administration’s approval of the items. An incentive package might include condom(s) and brand name hygienic items  
to which individuals do not have ready access during incarceration. 

 The agency assigns staff roles, determines who will present the incentives to the inmates, who will escort them to the testing 
room, and who will perform the tests and counseling sessions.

Final logistics are discussed with and approved by the medical team and intake staff.

Implementation
 Each day, the agency learns the number of inmates entering the facility to determine the number of incentive packages that 
will be needed. The incentive items are placed in clear plastic bags.

 Inmates are seated in the facility’s medical intake holding area as they wait to complete the facility’s required medical examinations.

 An HIV screener from the agency enters the medical intake holding area, introduces him or herself to the inmates, displays 
the incentive packages, and explains that anyone who voluntarily wishes to be screened for HIV will receive one.

 The screener describes the test process, stressing that it is a “non-invasive mouth swab,” to eliminate fears associated with 
blood drawing. 

 The HIV screener enters and asks for volunteers, who hand their medical intake card to the screener.  

 Using the intake card to identify the volunteers, the screener escorts the inmates, one by one, to a confidential counseling  
and testing room.  

 The HIV screener then begins the pre-test counseling process, first describing how long the process will take, then the  
confidentiality of the test and what the test entails. Continuing, the screener explains the possible results, the circumstances 
for a confirmatory test, and the questions volunteers will be asked during the screening. In this conversation, the screener 
works to dispel erroneous “myths” about HIV testing.

 Each inmate signs agency and department of corrections consent forms permitting the agency to conduct the test and access 
the inmate’s medical records.  

 Before performing the rapid test, the screener inquires about the inmate’s knowledge of HIV and the kinds of behavior that 
put people at risk. The screener also asks about the inmate’s recent sexual encounters, number of partners, etc. The screener 
makes sure to talk about sex in clear terms and to include behaviors that some people may not consider “sexual acts.”

 The inmate and screener also begin to develop a risk reduction plan.  

  The screener accesses the medical-records database to look for medical information on the inmate. If found, the screener 
looks for indication that the inmate already knows his/her HIV status or that an HIV treatment regimen was previously  
prescribed for the inmate.  

 If the records show a previous diagnosis of HIV infection, the screener asks the inmate whether s/he has previously been in 
care. No matter what the screener learns, a test is performed.

 The screener prepares the test and shows the inmate, by example, how to perform the swab.

 S/he explains that its result will be available in 20 minutes and the inmate may “opt-out” of receiving the result.  

 The screener determines whether the inmate stays in the room during the 20-minute wait based on the inmate’s history of 
risk behaviors and the number of people waiting to be tested. If the inmate stays in the room, the screener will discuss risk 
behavior and use a condom from an incentive package to demonstrate correct usage.  

 Prior to escorting the inmate from the testing room, the screener again explains that the test will remain confidential and 
hands the inmate the incentive package.
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“ At one time, inmates didn’t even want to be seen with us HIV screeners. But now, they know us and  
call out, ‘Hey, how do I get tested?” 

	 	 	 	 	 	 	 	 					 — program dIrector

R a p i d  H I V  T e s t i n g  a t  J a i l  I n t a k e



 Inmates who wait outside the room continue medical intake, while the next volunteer enters the testing room.  

 Inmates are called back one by one from the medical bench to receive their results.  

 Inmates receiving a preliminary positive screening result who have never received an HIV diagnosis are immediately referred to 
a mental health professional.  

 The screener contacts the medical officer to draw blood for a confirmatory test, a CD4 count, and a viral load test.

 S/he continues the conversation with the inmate by asking health questions that might influence a treatment regimen, if prescribed.

 The screener offers the inmate a consent form to sign for treatment.

 S/he logs the test result and all pertinent information in the inmate’s electronic medical file in the medical database.  

 At this point, the only persons who know the preliminary HIV status of the inmate are the screener, the medical officer, and the 
mental health professional. 

Follow-Up
 If the confirmatory test is positive, the screener who administered the rapid HIV test meets with the inmate to report the  
confirmed test result and provide post-test counseling.

 Next, the medical officer sees the inmate in the infirmary for a conversation about care and treatment options.  

 If the inmate has previously been in treatment, the conversation addresses when and why it was discontinued. 

 The medical officer reviews the inmate’s latest CD4 counts and viral loads, compares them with the medical record on file  
(if any) and prescribes the appropriate treatment regimen if determined necessary.  

 The inmate is referred to a case manager. 

 Inmates who test positive and are within 120 days of release are assigned a discharge planner/transitional case manager. 
Inmates confined to the facility for longer than 120 days are connected with a facility case manager for treatment adherence, 
nutrition, and other support services. 

 If the confirmatory test is negative, the screener who administered the rapid HIV test provides post-test counseling in the 
inmate’s assigned housing unit. This discussion reinforces the risk reduction plan developed during their first meeting.  

 
PrOmOtiOn Of activity 

 Announcements of free testing and incentives to all entering inmates awaiting facility medical intake in the holding cell

Word of mouth in the housing units 

II. Logistics
staff reqUired

 The activity requires a minimum of four screeners: two for intakes during the day, two for intakes at night. The screeners  
conduct the test, do pre- and post-test counseling, and make referrals to the facility’s medical and mental health staff. 

training & skills

 Staff must have training on HIV counseling and testing, cultural sensitivity, and  knowledge of local resources.

One staff member coordinating the project should be a peer: a formerly incarcerated, HIV+ individual.   

Place Of activity

Each screener has access to a private interview room in the correctional facility infirmary. 

freqUency Of activity

Monday through Friday
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OUtside cOnsUltants

Consultant to provide HIV counseling, testing, and ethics training to staff  

sUPPOrt services

Foreign language interpreters and signers  

cOnditiOns necessary fOr imPlementatiOn 

 The screening must take place in the same area as the rest of the intake physical exams to ensure that those who test positive 
aren’t easy to identify.

The agency and the facility must share a common objective for the activity.

The correctional facility staff members need to feel the activity will benefit them as well.  

III. Strengths and Difficulties
strengths 

The staff has a non-judgmental attitude.

The inmate and screener are able to develop a risk reduction plan.

 The inmate receives one-on-one attention at the facility, strengthening the message that their health is important to the agency. 

Inmates receive their HIV test results while still undergoing the intake medical exam. 

Weaknesses

Participation is voluntary, and not all inmates participate. 

difficUlties fOr clients

There is a fear of being identified as HIV+. 

The time inmates are able to spend with the screener is limited. 

difficUlties fOr staff

Staff cannot ensure that all inmates follow up on the treatment recommendations. 

There is a lack of effective tracking of inmates through their medical and socialization process while incarcerated. 

Staff may lose touch with inmates upon their release. 

Obstacles fOr imPlementatiOn 

Some community partners do not support HIV testing in correctional facilities. 

It is difficult to conduct the activity under high security conditions.  

activity nOt sUited fOr

Some immigrant populations are afraid to test for fear of deportation. 
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IV. Outcomes
evalUatiOn 

The medical records of all screening volunteers are reviewed to determine whether they’ve had treatment already.

 The agency and facility record the number of people tested and the results—both negative and positive—from preliminary and 
confirmatory tests.

The agency makes quantitative comparisons of the number of people tested before and after initiation of the activity. 

evidence Of sUccess 

 Starting as a 90-day pilot project, the activity was considered highly successful by facility and agency staff, and it was officially 
incorporated as a permanent service before the pilot project ended.

A comparison between the numbers of inmates tested before and after implementation of the activity shows an increase. 

 A staff registry of tests administered reveals a steady increase in the number of people who have voluntarily participated in the activity.

Other organizations request information on and capacity building for this activity.

 The counselors report that inmates show increased knowledge about how their behaviors affect certain aspects of their health, 
such as their sexual health. 

Individuals who have fallen out of care are re-linked to care with the “new” HIV diagnosis.

 Ninety percent of inmates who already know their HIV+ status disclose during the pre-test counseling and are able to  
immediately begin a conversation about care options.

 
UnanticiPated benefits

The inmates begin to educate their families and other facility inmates on HIV. 

There is an increased awareness of the agency’s services within the greater community. 

Inmates build relationships with the facility’s medical staff.  

“cOnnecting tO care” elements Of activity 

The counselors begin a discussion with inmates right away about current health concerns and health care options.  

The incentive packages encourage voluntary participation.

 The test procedure, which does not require blood drawing, is described up front, making volunteer recruitment much easier.

Inmates who are living with HIV receive the message, “Someone cares that I’m HIV+.”

 When a result from voluntary HIV testing is positive, the inmate is immediately connected to medical care, and if so desired, 
gets a complete physical. The inmate receives a CD4 count within 72 hours.

 Post-test laboratory results of a positive inmate often stimulate the individual’s conscious desire to actively engage in health care.  

keeP in mind… 

It’s important to be open to different approaches for bringing people into care. 

There will be obstacles and barriers. Have perseverance.

Develop a close relationship with the officers who work in the infirmary unit. 

Without incentives, the numbers of volunteers would drop dramatically. 

The people on your team should share the same vision.

Assure inmates that their health matters to agency staff.
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I. Description
Objectives

 To help transgender individuals recently released from a correctional facility reintegrate into society 
and into health and social services

 To identify pre-release and recently released HIV+ individuals who are currently out of HIV care and 
to assist them in re-establishing their medical care 

POPUlatiOn served

 The primary target population is transgender (male-to-female and female-to-male) individuals 
soon to be released or recently released from a correctional facility.

 The secondary target population is gay, lesbian, and bisexual individuals who are soon to be released 
or recently released from a correctional facility. 
 

activity descriPtiOn

Transgender Post-Release Case Management offers support to transgender, gay, lesbian, and bisexual individuals living with HIV 
in establishing independence and health connections after release from incarceration.  
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Transgender Post-Release Case Management is an individual level intervention which links  

transgender HIV+ individuals soon to be released or recently released from a correctional facility to health  

services. The key characteristics of Transgender Post-Release Case Management are: face-to-face meetings 

with inmates in a local facility or collect call conversations from distant facilities; use of case managers who  

are from the primary target population; acceptance and non-judgment of the client; development of a risk 

reduction plan that includes HIV and health service goals; and tracking of the client’s progress.  

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Organization for Ex-Offenders, 
Case Management Discharge Planning

T r a n s g e n d e r  P o s t - R e l e a s e  C a s e  M a n a g e m e n t 

QuIcK notes:

TRAnSGEndER PoST-RElEASE 
CASE mAnAGEmEnT  14Currently/Formally Incarcerated
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 A new case is initiated in one of two ways: 1) a correctional facility notifies the agency of an inmate who self identifies as, or is 
believed to be, transgender, gay, lesbian, or bisexual; or 2) a client contacts the agency after being discharged.

 The case manager, who is also a member of the primary target population, schedules an assessment appointment to determine 
whether the client is eligible for agency services. 

 If the client is in a local correctional facility, the case manager can hold the meeting there, with the permission of the facility 
administration. If the client is in a distant facility, the case manager can talk with the inmate by phone about needed services. 
In either instance, the case manager informs the client of the agency’s service portfolio.

 In face-to-face meetings, the case manager’s demeanor and attitude communicate acceptance and non-judgment of the client, 
who may have experienced discrimination or abuse because of their appearance, behavior, or gender identification.  

 Clients wishing to receive services sign a consent form granting permission for the release of information to the agency.

 Post-Release Meetings
 Upon release, the client meets with the case manager at the agency, where s/he finds posters, signage, reading material, and 
other features to encourage cultural identification, safety and acceptance. At this first meeting, the client signs a formal  
“informed consent to release” allowing other agencies to help with establishing a continuum of care services. 

 The case manager gathers intake information that includes emergency contacts, medical care history, known medical conditions, 
current medications, sources of income, and a breakdown of monthly expenses. The case manager also requests photo IDs, a 
birth certificate, release papers, the name of the parole officer and the terms of the client’s parole, if applicable. 

 In the case of parole, the case manager may choose to inform the parole officer that the client is receiving services from the 
agency. 

 The client and case manager do a behavioral risk assessment. 

 After gathering the necessary information, the case manager and client develop a risk reduction plan. This plan includes  
safer sex goals, HIV risk reduction goals, and a list of needed support services. The client and case manager put together a 
comprehensive, 60-day life plan.

 Once satisfied with the plan, the client signs the document thereby committing to the plan. 

 Depending on the information received from the client, referrals are made for specialized support services, general health 
care, mental health services, specialized health care, food banks, and social services. 

 The case manager helps the client identify a medical provider and promptly schedules an appointment. 

 The case manager then begins the task of completing an AIDS Drug Assistance Program application and a city health  
insurance application so that the client can initiate or re-initiate anti-retrovirals or HIV-related medications (assuming 
clinical assessments deem them necessary).  

 This entire process takes four to five hours. The agency provides lunch to the client. 

 On the following day, the client returns and receives copies of the completed paperwork.

The case manager emphasizes to the client that the “ball is rolling” to get them the care they need.  

 The case manager tracks progress by asking the client to call in after each appointment with a provider to report on the experience.  

If the client has no place to stay, the case manager helps to find emergency or transitional housing. 

 After the 60-day life and service goals are met, the case manager establishes a meeting schedule consistent with the urgency 
of the client’s needs. The case manager also remains in touch with the client’s parole officer. 

 The agency holds case management meetings to ensure that clients are receiving necessary services and to assess their  
progress in meeting goals. 
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“ You have to prepare people to take control of their health. Until the client is ready, there’s not much  
you can do.” 

	 	 	 	 	 	 	 	 					 — dIScharge planner

T r a n s g e n d e r  P o s t - R e l e a s e  C a s e  M a n a g e m e n t 



PrOmOtiOn Of activity 

Outreach by community organizations 

Brochures distributed to correctional facilities 

Local media advertisements for the agency and the population served

Advisory councils of people living with HIV

Court referrals to agency

Word of mouth 

II. Logistics
staff reqUired

Two case managers who serve as discharge planners 

training& skills

Training in comprehensive cultural competency specific for this population 

Place Of activity

A private office and drop-in area at the agency 

Meeting place in correctional facility 

freqUency Of activity

As needed  

OUtside cOnsUltants

Graphic design professionals to develop brochures 

sUPPOrt services

Transportation vouchers

Meals during long visits to the agency 

cOnditiOns necessary fOr imPlementatiOn 

Funding streams must be in place.

Agency must have a strong working relationship with correctional facilities. 
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III. Strengths and Difficulties
strengths 

Demonstrates to clients that the agency comes through with promised services

Establishes and maintains trust with the client

Creates a climate of support, understanding, and safety for clients

The agency staff members are also members of the targeted population 

Weaknesses

Clients may leave care and treatment because of substance use relapses or mental health problems. 

 
difficUlties fOr clients

 Lack of transportation to appointments can be a serious barrier since transportation assistance does not cover non-medical 
appointments. 

 It is difficult for some clients to obtain a government-issued identification card, and legal employment is impossible without it.  

difficUlties fOr staff

 It is sometimes extremely difficult to maintain the “full attention” of a client when discussing health care needs—especially if 
that person has other pressing needs or priorities. 

Some clients do not take their care seriously. 

The substance use relapse rate is high. 

Obstacles fOr imPlementatiOn 

There is a documented gap in funding for services targeted to the transgender population. 

activity nOt sUited fOr

The identified heterosexual population, severely mentally ill clients, and active substance users. 

IV. Outcomes
evalUatiOn 

Case evaluations are managed through case management reports. 

 The case supervisor monitors and tracks referrals through a database to determine the number of times per month a client 
accesses local services.

Calls from clients at correctional facilities are logged.

Client surveys provide feedback at different stages of service provision.

The data from each annual report is compared to the data in past annual reports. 
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evidence Of sUccess 

 Case management reports and referral monitoring show an increase in moving clients from post-release homelessness to  
independent living. 

Client tracking shows an increase in linking clients to HIV medical care.

The number of clients served has increased over previous years. 

UnanticiPated benefits

Opens relationships between staff and criminal justice agencies, mental health agencies, and the police department 

“cOnnecting tO care” elements Of activity 

 The agency fills emergency needs first; the client feels cared for when assured they are not going to be homeless and that they 
will be linked to a full array of services.

 The message sent through the agency literature and promotion is that the agency “makes miracles happen every day.” Clients 
identify with that idea.

 The case manager is a mixture of compassion, personality, and patience. 

 Clients understand that the case manager is serious about the work, and that all interventions will have follow-through.

 The service is explicitly client-centered.

 The case manager commits to clients with a willingness to go “the extra mile” and a spirit of compassion that wins clients’  
confidence and trust. 

keeP in mind… 

It is important to have compassion and a mission to serve the transgender community. 

 Moving people from homelessness to independent living is a key factor in getting and keeping transgender individuals in care. 

Focus on clients who demonstrate a serious desire to get and stay in care.  
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I. Description
Objectives

To link women to medical care

 To provide health education specifically on diseases and conditions that women with histories of 
incarceration are at higher risk for, including HIV, hypertension, and diabetes

To increase awareness of agency services among currently incarcerated women  

POPUlatiOn served

 Women who have been incarcerated, are still under court supervision, and are residing in a  
halfway house 
 

activity descriPtiOn

Recently incarcerated women at risk for HIV and other health challenges gain hope and link to care through a voluntary,  
group educational program at their halfway house.  
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Women’s Halfway House HIV Education is a group level intervention designed to provide information on 

HIV and other health care issues that are relevant to incarcerated women and to aid connections, or  

reconnections, to local health services. The key characteristics of Women’s Halfway House HIV Education  

are: the direct connection to medical care it provides to participants; the professional and approachable  

demeanor of the staff; and the trusting relationship built between the client and the agency. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Service Organization for 
Women with Criminal Justice Histories,
Community Outreach

W o m e n ’ s  H a l f w a y  H o u s e  H I V  E d u c a t i o n

QuIcK notes:

WomEn’S HAlFWAy 
HouSE HIV EduCATIon 15Currently/Formally Incarcerated
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 The agency develops a relationship with a halfway house facility that houses the target population. A participant sign-up  
protocol is developed.

 Next, the agency identifies a nurse practitioner to lead the educational activity who will also attend agency staff meetings and 
participate in client case briefings.

 On the day of the scheduled educational activity, the nurse gathers a bag of demonstration models (of synthetic penises and 
condoms), simple, descriptive information on HIV and STDs, agency brochures, and forms to be completed by participants 
on their service needs.

 Beginning the class, the nurse and an agency case manager prepare the materials and briefly introduce themselves and the 
agency to the participants. They distribute a form that the participants complete on the medical and social services they need. 

 The nurse discusses the goals of the presentation, which are to focus on health education and HIV prevention and to “hear 
what’s going on with you.” 

 The nurse begins the presentation by asking if any of the participants have questions or issues to talk about. The nurse and 
case manager work as a team to respond to the questions and comments that follow. 

 They make sure the participants know how to enroll in a health insurance program for the uninsured, providing as many 
details as needed along with handouts about the application process. 

 The nurse asks if the participants have used a health care provider and whether they would like help in reconnecting.  
For those who do not have a provider in mind, the nurse offers to schedule an appointment at his/her clinic. (Interested  
participants can be seen within a week.) 

 In the class, the nurse practitioner uses the demonstration models to show participants safer sex techniques. 

 At the end of the class, the nurse and case manager speak with participants on an individual basis. A participant may disclose 
that she is HIV+ and in need of care, which may “trigger” additional involvement by the nurse and case manager.

 The participants then return their completed service request forms, which the case manager takes back to the agency.  

 The case manager takes the next steps, advocating for the women and working with the halfway house to schedule medical ap-
pointments and assist the women in obtaining their medical records from the correctional facility where they were incarcerated. 

 The nurse practitioner bases preparation for the next class on that week’s discussion. During the next staff meeting and client 
briefing, s/he shares what was discussed during the class and suggests ways the agency can support the women. 

PrOmOtiOn Of activity 

In pre-release classes in correctional facilities 

In an agency newsletter circulated to all correctional facilities that house women within the jurisdiction

In promotional materials available at the agency’s drop-in center 

II. Logistics
staff reqUired

Family nurse practitioner 

HIV case manager (historically an AmeriCorps staff member)  

training& skills

 The nurse and the case manager must be very versatile and knowledgeable about women’s health issues, particularly HIV and 
STDs. They must have technical HIV training and basic Red Cross training and certification.

Place Of activity

Private room with chairs at the halfway house
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“ My advice? Be nice to people! You could have all the training in the world, but if you’re not nice to  
people, it’s useless.” 

	 	 	 	 	 	 	 	 					 — agency dIrector

W o m e n ’ s  H a l f w a y  H o u s e  H I V  E d u c a t i o n



freqUency Of activity

Weekly for 1 1/2 hours 

OUtside cOnsUltants

Consultant to develop activity evaluation 

sUPPOrt services

None 

cOnditiOns necessary fOr imPlementatiOn 

The agency must have support from the halfway house administration. 

Women must have a willingness to accept the activity.

 The agency must have a clear understanding of, and be realistic about, the role its staff can play in the lives of the women. 

III. Strengths and Difficulties
strengths 

The activity provides information that is valuable, useful, and accessible. 

It provides a sense of hope for women: they don’t have to face difficult issues alone. 

 The nurse practitioner is affiliated with the clinic where the women are linked for medical services. As a result, the women have 
the opportunity to see a familiar, trusted face when they go for appointments.

The agency staff members conduct the activity with humor, intelligence, and professionalism. 

Weaknesses

Because the staff is limited in the types of services it provides, it cannot meet every participant service need.  

difficUlties fOr clients

 Class isn’t long enough. At an hour and a half, it provides little more than a brief break from a very restrictive environment. 

Participation does not expedite women’s discharge from the halfway house.  

difficUlties fOr staff

The staff is unable to meet all the needs that the women mention during the presentations. 

 The staff has little control over the women’s health provider connections because their health care is primarily coordinated by 
the  administration and case managers of the halfway house. 

Obstacles fOr imPlementatiOn 

 Correctional institutions are closed systems and can be difficult to enter. They may not be welcoming to community providers.

 The missions of correctional systems and community providers are often seen as conflicting and contradictory. 

 The activity should be peer-driven, but some local laws prevent people who have felony convictions from providing services in 
halfway houses. 
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activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

 At staff meetings, the nurse practitioner reports on the number of women who were reached through the activity and have 
been connected to primary care, have health insurance, and are not using the emergency room for primary care. 

The agency’s database tracks the number of clients who are connected to medical care. 

evidence Of sUccess 

The participants are connected to health care services.

Clients report a high level of satisfaction with the services they received through referrals from the nurse. 

UnanticiPated benefits

The activity provides the participants with a “lifeline” that is respectful, caring, and highly professional. 

 The agency is sensitized to the role the halfway house plays in the current life situation of the women. This allows the agency to 
provide the women with better complementary services. 

The agency gains a full appreciation of the struggle that women face reentering the community. 

“cOnnecting tO care” elements Of activity 

The manner, openness, and care of the people who provide the educational experience

The reputation and credibility of the agency as a trusted resource among the women 

KeeP in mind… 

Stay focused on the activity and its mission. 

 Make sure that people providing services are very well trained and can provide a level of service that is of a quality that any 
consumer would want to have. 

 The people developing and providing the service (agency board of directors, leadership, and direct service staff) should 
reflect the community served. 

 The formerly incarcerated should have the “loudest voice” and should be represented in positions at all levels of the agency.

Don’t get caught up in competition or in spending money and resources. Just do the work.
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I. Description
Objectives

To help individuals make a successful, post-release transition 

 To provide inmates, prior to their release, with information from resource and health service  
providers in the community to which they will return   

POPUlatiOn served

 Individuals who will be released from federal prison within six months and will be returning to a 
designated community under court supervision 

activity descriPtiOn

In Community Resource Videoconference, the correctional facility and court supervision agency are 
able to support a comprehensive discharge plan for soon-to-be-released individuals housed in a remote correctional facility  
by connecting them with resources in the communities where they will live.  
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Community Resource Videoconference is a group level intervention that aims to help inmates, on a 

voluntary basis, develop a discharge plan as they near their release from federal prison. The key characteristics  

of the Community Resource Videoconference are: the motivation it provides for inmates to begin to think 

about, and plan for, post-release life; the opportunity for inmates to interact with community service providers 

“in real time”; and the time allotted after the videoconference for follow up questions and assessment with the 

facility case managers. 

     Directly links the client to medical care  
aGets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Court Services and Offender Supervision 
Agency, General Program 

C o m m u n i t y  R e s o u r c e  V i d e o c o n f e r e n c e

QuIcK notes:

CommunITy RESouRCE 
VIdEoConFEREnCE 16Currently/Formally Incarcerated
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The court supervision agency and correctional facility warden set a date for the videoconference. 

 The agency invites community resource providers, including providers of HIV related services, to the videoconference as 
presenters. The presenters are asked to provide descriptions of their resources and services as well as “bureaucratic issues” 
relevant to recently released individuals (e.g., obtaining identification, and filling out forms and paperwork to secure needed 
benefits and services).  

 The agency next develops an agenda for the full-day videoconference, allotting time for introductions, community resource 
presentations (30 to 45 minutes), an orientation to community supervision, and a question and answer period.

 The correctional facility screens and selects 200 inmates who have voluntarily signed up to participate. Participants must 
expect release from the correctional facility within six months, and their release status is verified by the facility.

 One week before the videoconference, each participating inmate receives a packet of materials from the court supervision 
agency. Materials include the videoconference agenda and information on the presenters and their organizations.     

 The facility provides a large common room with seating for each of the participating inmates.  

 The agency provides videoconferencing equipment (screens, audio devices, etc.) to the correctional facility. An IT specialist 
sets up videoconference equipment in a room at the facility. 

 Another IT specialist sets up videoconference equipment at the agency, where the presenters will be located. 

 The day of the videoconference, participating community agencies gather in a room at the court supervision agency. Facility 
staff, including the warden, case managers, and moderator, gathers in a room at the correctional facility. Inmates are escorted 
to the room.

 The videoconference begins with introductions. General supervision officers then give an orientation to supervision. A  
question and answer session follows, facilitated by a moderator at both ends. Throughout the day, agency re-entry officers  
are on-hand in the room to continue answering any questions on post-release supervision.  

 A representative from each community resource agency speaks for 30-45 minutes on agency services. Q & A sessions follow each 
presentation.  Any questions left unanswered during this session are taken down with the inmate’s name. A response is promised 
either as soon as possible or during a follow-up videoconference (depending on the urgency of the requested information). 

Following the community presentations, there is a break for lunch.  

Lunch is followed by presentations from the remaining agencies. 

The moderator concludes the event, referring the inmates to the information in the packets they received.

 The facility case managers provide the inmates with additional information and application forms for identified health and 
social services. 

The warden shuts down the television set, and the inmates are escorted back to their housing units.

Follow-Up
 One month later, the follow-up videoconference takes place, which is a half day event. Selected presenters are asked to return 
and answer questions, speaking first to the group and then one-on-one with inmates who have questions needing confidentiality. 

 Inmate attendance is voluntary. 

 Again, IT specialists positioned at each end of the videoconference manage the equipment. Agency case managers attend to 
provide application forms and brochures for services that were not identified during the initial videoconference. 

PrOmOtiOn Of activity 

Service organizations receive reminders of videoconference dates by e-mail. 

Inmates learn of the event from their case managers, the warden, and by word of mouth from other inmates. 
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“ Inmates tell me, ‘this is what I’ve asked for from the beginning . . . if I only had this earlier, I wouldn’t  
be back [in prison].’” 

	 	 	 	 	 	 	 	 					 — department SupervISor

C o m m u n i t y  R e s o u r c e  V i d e o c o n f e r e n c e



II.  Logistics
staff reqUired

Agency Site
 Co-moderator to open the videoconference, introduce the presenters, and  provide concluding remarks

 Agency court supervision officers to detail post-release supervision requirements and expectations

 Agency case managers to provide service information and forms and to answer inmate questions

IT specialist to set up videoconferencing equipment 

Community resource representatives to outline services and resources available in the designated community

Correctional Facility Site
Co-moderator to open the videoconference and provide concluding remarks 

IT specialist to set up audio-visual equipment

 Facility representative (usually the warden) to promote Community Resource Videoconference events within the inmate  
population and to officiate at each event

 Facility case managers to record and answer questions

 Unit managers and corrections officers to escort participating inmates to and from the videoconference site

Facility staff to assist in scheduling the room and setting up seating for videoconference               

training& skills

The agency does not require special training or skills for this activity. 

Place Of activity

Two videoconference-capable rooms: one at the agency and the other at the correctional facility 

freqUency Of activity

The initial video conference, lasting seven hours, takes place four times a year. In each instance, a follow-up videoconference of 
four to five hours takes place one month later. 

OUtside cOnsUltants

None 

sUPPOrt services

None 

cOnditiOns necessary fOr imPlementatiOn 

 The agency’s public affairs office and the correctional facility warden must commit a considerable amount of time to planning 
the activity. 

 The agency must generate support from provider organizations in the designated community and secure speakers to present  
on services available. 

Service organizations must commit to serving inmates before and after their release.  
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III. Strengths and Difficulties
strengths 

 Inmates receive general information on critical health and social services, often for the first time. The information provides 
them with a “road map” to successful reunification with their families and the possibility of “crime-free lives” through  
accessing appropriate resources and services. 

 After a videoconference, inmates bring questions to their case managers within the facility and begin to ask questions about 
life after discharge. Many inmates begin to assess their service needs, which facilitates a smooth transition. 

Weaknesses

The limited number of participating facilities

 There is no individual follow-up with inmates after their release to make sure they are able to link to the services highlighted 
in videoconference.   

difficUlties fOr clients

The information from providers might be difficult for some inmates to comprehend and therefore act on.

Inmates are unable to enroll in services at the time of the videoconference.

Inmates may experience frustration navigating bureaucracies in order to access care.

 Since there could be as many as six months between the activity and a release date, there is a risk that an inmate will forget  
the information by the time they return home. 

The agency does not have funding for individual follow-up to make sure linkages to care and services are made.   

difficUlties fOr staff

This activity is labor-intensive for all staff members involved and goes beyond the purview of their established job duties.  

Obstacles fOr imPlementatiOn 

Due to community mistrust of individuals with criminal justice involvement, the larger social service system tends to direct its 
outreach efforts toward individuals who are perceived to be at “lower risk” for re-incarceration. 

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

 The agency tracks the recidivism of individuals receiving community supervision. The staff reviews this tracking data to  
determine the difference in recidivism between activity participants and non-participants. 

 The agency also maintains records on attendance at videoconferences and participant overflow.  

 The agency staff documents questions and concerns raised by inmates during the videoconference. 
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evidence Of sUccess 

 All Community Resource Videoconference events are filled to capacity, even with minimal promotion, with active participation 
from attending inmates. 

 Questions asked to service providers and facility case managers show active participation and genuine interest from the inmate 
population.

 Returning inmates report that they would not be back in prison if this activity had been available to them at an earlier time.

 Anecdotal evidence suggests that the activity supports a significant improvement in the inmate-discharge process. 

UnanticiPated benefits

 This activity has benefited children by helping their incarcerated parents think about their post-release life, which increases 
their chances of a successful transition back into the community. 

The agency gains increased awareness of other organizations that serve the same community. 

“cOnnecting tO care” elements Of activity 

 The human connection: Participants receive introductions to individuals who may be the same people who eventually provide 
them with HIV, health, and social services.  

The community providers show a compassion for the HIV+ clients which isn’t always demonstrated by community supervision.  

keeP in mind… 

The activity requires much coordination; start on a modest scale and build it up gradually.

 If a correctional facility lacks IT infrastructure (equipment and staff to conduct videoconferencing), information packets on 
community resources can still be offered to inmates who are nearing discharge. 

 New technological developments (involving Web-based videoconferencing) may eliminate technological barriers, reduce costs, 
and ease staff efforts.  

 Discharged inmates are more likely to stay “on the right track” with appropriate support, but they need to know which  
community services they can access.
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I. Description
Objectives

 To help HIV+ clients link to health care and substance use treatment upon release from correctional 
facilities 

 To actively involve formerly incarcerated HIV+ individuals in their own process of sobriety  
and well-being

POPUlatiOn served

Inmates co-diagnosed as substance using and HIV+ 

Men and women being released from a correctional facility  

 
activity descriPtiOn

Substance Use Discharge Planning supports individuals returning to life outside a correctional facility by helping them  
to increase their attention to health and well-being, and also to participate actively in the process of sobriety. 
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Substance Use Discharge Liaison is an individual level intervention designed to help meet the immediate 

health and social service needs of HIV+ men and women with histories of substance use upon release from  

incarceration. The key characteristics of Substance Use Discharge Liaison are: the relationship built between 

the agency and correctional facility; the continuity of care that begins inside the facility and continues after 

release; the development of a treatment plan that identifies the client’s goals and plan of action; and the  

substance-use intake assessment that matches a program to client needs. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Lesbian Gay Bisexual Transgender (LBGT) Mental 
Health Service Agency, Early Intervention Program 

S u b s t a n c e  U s e  D i s c h a r g e  L i a i s o n 

QuIcK notes:

SuBSTAnCE uSE  
dISCHARGE lIAISon  17Currently/Formally Incarcerated
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Development
 The agency gains permission from selected correctional facilities for a liaison to carry out discharge planning for HIV+  
inmates with histories of substance use who are within 90 days of release.  

 The agency staff requests security clearances for the liaison.

The correctional facility administration determines which units the liaison can visit within each facility.

 In each facility, agency staff builds a relationship with a department (e.g., the medical department) that is willing to host  
the discharge liaison.

 The “host department” selects a time for the liaison to visit inmates in the facility on a regular basis.

 The agency staff builds relationships with other departments in each facility that can help to identify inmates with histories  
of substance use and connect them to the liaison. These departments may include the medical department/infirmary, the 
chaplaincy, or the education department. The agency asks that these departments refer inmates to the discharge planner 
liaison for a meeting.

 The agency staff sends all pamphlets, brochures, consent forms, and other written materials for use in the liaison meetings  
to the State Department of Corrections for approval. 

Discharge Planning Meeting Scenario 
Preparation for the Meeting

 Participating departments of the facility make request forms available to inmates for discharge planning. An inmate may  
submit this form, when completed, to the facility administration. Alternatively, inmates who find out about the liaison 
through word of mouth may write a letter directly to the liaison to request a meeting. 

 The host department then prepares a list of approved inmates with whom the liaison will meet and sends it to the liaison.

 The discharge liaison calls the correctional facility to make sure the approved inmates have not been unexpectedly transferred 
or released.

 On the day of the predetermined visit, the inmate is given a pass by the medical department for an escort to the medical area.

Meeting with the Inmate
 The liaison and inmate have their first meeting in a private space in the facility.

 The liaison greets the inmate and describes the services the agency provides. Because of the sensitive nature of disclosing HIV 
and substance use, s/he focuses the first meeting on establishing rapport and begins by discussing the inmate’s general needs.  

 The liaison expresses a willingness to help the inmate before and after their release from the facility.

 S/he then asks the inmate to identify specific health and life needs. The liaison does not assume that the inmate will identify 
HIV care or substance use treatment as the most important need. Instead, the liaison asks broad questions, like “You have 
requested a meeting with me, which suggests you may have some health needs. Can you tell me about them?” 

 As the inmate shares his/her needs, the liaison responds, “And how can I help you with that?” If the inmate does not disclose 
substance use or HIV infection, the liaison probes with questions like, “Did you ever engage with people who used drugs?” or 
“Are you taking any medications?”

 If an inmate discloses a history of substance use, the liaison requests more information. If an inmate discloses HIV infection, 
s/he asks when they were diagnosed and about their last doctor visit.

 Noting the inmate’s release date, the liaison discusses the public benefits and services the inmate can access once discharged. 
S/he always asks which services interest the inmate because they will have to commit to each service’s individual requirements. 
The inmate signs eligibility paperwork for the AIDS Drug Assistance Program, food pantries, housing, and other services.

 The liaison asks the inmate to sign consent forms in order to access his/her confidential information from the facility administration.

 S/he asks the inmate to meet three to five more times before release in order to get all the paperwork organized. That way, 
services will be available to them when they are released.

 The liaison and inmate then discuss other services that interest the inmate.

 As the meeting winds down, the liaison reminds the inmate of the date of their next meeting and offers informational litera-
ture on the agency.

 The liaison requests information from the facility administration about the inmate, such as their HIV status and medications. 
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“ It’s important to let the client identify what their needs are and not assume that HIV comes first.” 
	 	 	 	 	 	 					 	 								— SubStance uSe dIScharge planner

S u b s t a n c e  U s e  D i s c h a r g e  L i a i s o n 



 After the meeting, back at the agency, the liaison creates a client file and sends the inmate’s application paperwork to the  
appropriate service agencies.

Follow-Up Meetings at the Facility
 At subsequent meetings with each inmate, the liaison further explores substance use and HIV issues and the best service options 
for each individual.

 In the final meeting before release, the liaison verifies that the inmate has completed all the appropriate paperwork for the chosen 
post-discharge medical, housing, and support services. The liaison provides a packet of information on these services along 
with referral letters to medical and social service resources, a copy of the inmate’s identification card, documentation of their 
HIV diagnosis, proof of residence and income, and a list of their medications and dosages. 

 The liaison invites the inmate to attend a “walk-in” meeting at the agency any afternoon immediately following release.  
Walk-in meetings are more convenient for newly discharged clients since arranging transportation and other issues at release 
can interfere with keeping an appointment. 

Post-Release Meetings 
 When the liaison and client have their first post-release meeting at the agency, the liaison enters the client’s eligibility verification 
information into a city-wide computer database accessible by many social service agencies throughout the city. This saves the client 
the needless effort of duplicating paperwork for every service provider and reduces the occurrences of conflicting information. 

 The meeting focuses on the immediate needs of the client. It may include a suggestion to explore substance use treatment programs.

 The liaison then requests a second, post-release meeting to follow-up on the client’s needs. 

 By the second meeting, the agency has helped to stabilize the client’s life; this builds the client’s confidence in the agency.  
The liaison and client follow up on options for addressing the client’s history or pattern of substance use. The liaison assigns  
the client a case manager to help them access health and social services.

 The liaison then schedules the client (often the same day) to meet with a licensed clinical case manager for a formal substance 
use intake assessment. This case manager assesses the client’s suitability for one or more of the following programs:

•  Individual Case Management - Clients have ongoing meetings with a case manager to arrange for dental, nutritional, 
housing, and health care needs.

•  Individual HIV and Chemical Dependency Counseling - Clients have weekly, individual counseling sessions with a 
chemical dependency therapist on HIV and substance use issues.

•  In-patient Substance Use/Chemical Dependency Treatment - Clients are referred to a 12-step, in-patient substance use 
program at another agency.

•  Intensive Out-Patient Substance Use Treatment Program - Clients meet for a group training five nights a week for eight 
weeks. Licensed therapists provide psychological education and support (including a “family night”), relapse prevention, 
and information on substance use and HIV. 

 Case managers work with supervisors from each of these programs to  review and determine which counselors, groups, and 
programs the client will be referred to.

 Once a program schedule is established, the case manager and client create an individualized “treatment plan” together. The 
plan states the client’s goals and action steps for health, which often address substance use. When appropriate, the plan sets out 
a course for the client to access HIV care. 

 Every week, the staff members from all four programs meet to review the substance use treatment process of each client and 
discuss how they can further help clients manage their HIV health care.

 Clients who successfully complete the intensive out-patient substance use treatment program attend a graduation ceremony. 
They can then choose to enter a six-month “after-care recovery group” or individual counseling to receive support in setting 
new substance use treatment and HIV care goals.

 Once clients achieve their treatment goals and have transitioned into stable sobriety and health care, they leave the agency or 
their cases are closed. 

8

8

8

8

8

8

8

8

8

8

8

8

8

8

P A g e  1 0 5S u b s t a n c e  U s e  D i s c h a r g e  L i a i s o n 



P A g e  1 0 6

PrOmOtiOn Of activity 

Discharge planner describes planning services at public meetings attended by correctional facility staff. 

Community health agencies discuss agency services in meetings. 

HIV educators give pamphlets and brochures to inmates.

Word of mouth both in and out of the facility

State conferences on substance use  

II. Logistics
staff reqUired

Criminal justice discharge planner liaison 

Clinical case manager

Licensed social worker or counselor to perform chemical dependency intake assessment and individual counseling

Licensed therapist to facilitate group therapy

Program coordinator or supervisor to develop treatment plan and determine appropriate level of care services

training& skills

The staff must show respect and be non-judgmental, constant, and consistent in its service.

The staff must demonstrate professional follow-through on each agreement made with the client.

 The staff must be sensitive to prison culture and to gay identity in the context of prison culture. It must also recognize that 
men may have sex with men in prison without necessarily identifying themselves as gay. 

 The staff must understand HIV infection and have knowledge of STDs, TB, and universal safety precautions.

 Key staff must be trained in nonviolent crisis intervention.

Place Of activity

Incarcerated clients: within correctional facility in a private space

Released clients: wherever the client chooses to meet (agency clinic, client’s home, or public place)

freqUency Of activity

Three to five visits with client inside correctional facility within 90 days of anticipated release

Three more visits, post-release, over eight to ten weeks 

OUtside cOnsUltants

None

sUPPOrt services

Interpretation for hearing impaired, Spanish-speaking, and French-speaking clients

Transportation support such as bus vouchers 
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cOnditiOns necessary fOr imPlementatiOn 

The agency must maintain a positive relationship with correctional facilities and community service providers.

All levels of agency staff must commit to providing this service.

III. Strengths and Difficulties
strengths

Immediate health and social service needs of clients are met upon release.  

The agency provides an accessible, welcoming, and safe space for clients who return after dropping out of the program.

Weaknesses

The activity cannot always prevent substance use relapse by clients.

The rigidly structured format of substance use treatment can be too inflexible for some clients.

difficUlties fOr clients

Clients may encounter obstacles in accessing needed services.

They often find the extensive paperwork and documentation overwhelming.

They sometimes perceive the substance use treatment programs as rigid and unaccommodating. 

difficUlties fOr staff

Agency staff experiences frustration with “no show” clients.

Agency staff reports a high relapse rate for substance users.

Principal resources within the community change their service portfolios or terminate programs without notification. 

Staff must deal with situations where clients have heard of programs that have since ceased to exist. 

Obstacles fOr imPlementatiOn 

Lack of motivation and willingness on the part of the client to change established life patterns and social networks

If too few clients enter into outpatient treatment, the money allocated for such services goes unspent and may be subject to cuts.

activity nOt sUited fOr

Clients who are actively psychotic

Clients whose lives are too chaotic for a substance use treatment plan

 Clients whose circumstances preclude commitment to an eight week program (e.g., employment schedule, transportation  
difficulties, or financial hardship)

IV. Outcomes
evalUatiOn 

Agency staff meets quarterly to review and discuss case-manager reports for each client.

Supervisors for specific treatment programs review each case with clinical managers.

During the course of a treatment program, providers review “treatment plans” that spell out client goals and action steps.
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The substance use treatment program provider closely monitors client engagement in medical care for HIV infection.

 The staff from all four substance use treatment programs meets weekly to review the progress of each client with respect to 
substance use and HIV care.

Client files are color coded, depending on which program(s) they join, for easier tracking.

evidence Of sUccess 

Over 50% of clients establish and maintain connections to HIV care during the course of their substance use treatment.

Since beginning this program, the agency has observed an increase in clients linked to medical care for HIV infection.  

 Since beginning this program, the agency has observed an increase in clients who complete their substance use treatment plans.

Seventy-five to 80% of clients from correctional facilities go to first agency meeting.

 Over 50% of the clients whose process was initiated at the correctional facility stay in the agency case management service for 
the entire program.

Clients report feeling healthier and having a better quality of life. 

UnanticiPated benefits

 As a result of successful completion of substance use treatment programs, clients become more productive and many obtain 
employment.

 Many clients whose health improves are able to obtain employment and they can often switch from restrictive, state-sponsored 
health plans to more beneficial employer-sponsored plans. 

“cOnnecting tO care” elements Of activity 

The agency-client relationship begins inside the correctional facility and continues post-release.

The staff continuously builds trust and rapport between the client and the agency. 

 By providing referral documents and support material, this activity provides inmates with information on the array of services 
available in the community and prepares clients to access needed resources upon release.  

 The full activity provides continuity of care: the same staff member who begins to meet with the client during incarceration 
also sees the client after release to connect the client to substance use treatment programs and HIV care. 

KeeP in mind… 

Once you pass through the security at the correctional facility, you are under its authority and must abide by facility rules. 

Remember that you are a “guest” of the hosting institution. 

A liaison must understand and show sensitivity to prison culture.

Be willing to travel. 

Allow for flexibility in the treatment programs for HIV+ clients with mental health issues. 

Keep your word; show up when and where you say you will.
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I. Description
Objectives

 To link HIV+ individuals with criminal justice involvement to medical and social case management 
services 

 To enroll HIV+ individuals in the AIDS Drug Assistance Program (ADAP) and help them secure 
housing  

POPUlatiOn served

Currently incarcerated men and women soon to be released 
 

activity descriPtiOn

 Getting Started Intake Case Management allows incarcerated individuals to create a post-release plan 
with the help of a case manager who supports an assessment of their social, housing, and health care needs.   

8

8

8

P A G E  1 0 9

Getting Started Intake Case Management is an individual level intervention for HIV+ individuals  

to help ease their transition from life within a correctional facility to life beyond it. The key characteristics of 

Getting Started Intake Case Management are: the holistic approach taken by the case manager in assessing 

clients’ needs; the support and health education offered to clients through participation in support groups and 

case management meetings; and the provision of “staple-item” incentives which help clients meet basic needs 

in hygiene and apparel.  

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
AIDS Service Organization, Client Services

G e t t i n g  S t a r t e d  I n t a k e  C a s e  M a n a g e m e n t

QuIcK notes:

GETTInG STARTEd InTAkE 
CASE mAnAGEmEnT 18Currently/Formally Incarcerated
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Planning and Needs Assessment
 The agency selects a group of inmates living with HIV or chronic hepatitis C who will soon be released from a correctional 
facility and conducts a two-survey needs assessment of the group. 

 The first survey is administered while the group members are incarcerated, and the second takes place once all the members 
of the group have been released.

 The agency uses the assessment results to inform its selection of community organizations for clients to use for their health 
and social-service needs.

 The agency secures funding to implement the activity.

Implementation
 The agency establishes a partnership with a correctional facility that houses inmates who will be returning to the community 
served by the agency.

 A medical checklist is developed and placed in HIV+ inmates’ medical files. It includes a prompt for initiating discharge 
planning three to six months before an inmate’s release date. The agency asks the facility’s medical personnel to insert this 
checklist in the medical files of inmates living with HIV.

 Working with the medical personnel, the agency’s case manager contacts inmates who are HIV+ and nearing their release date 
to inform them of the agency’s services.  

 In consultation with correctional facility officials, the agency designs an informational brochure on its services for use within 
the correctional facility. 

 To encourage wider distribution of the brochure, the agency contacts the HIV services planning council, which prints a directory 
of recommended service organizations within its community. The agency arranges for the council to provide brochures to 
inmates who request a copy of the directory.

 The informational brochure has a section that inmates can detach and mail to the agency, postage free, with a message or a 
request for more information. 

 Following their release, they may either mail in the brochure’s detachable section or contact the agency to schedule  
an appointment. 

When a client schedules an appointment, the activity proceeds as follows:

Client Intake
A client arrives at the agency and meets with a case manager. 

 The case manager and client begin to develop a service plan to guide the client’s transition. The plan develops in accordance 
with the client’s needs and personal goals and the organizations from which s/he will receive services. 

 Together, they consider the client’s housing, nutritional, and transportation needs and discuss how to best meet these needs.

 The client signs a consent form, which lists service organizations available to him/her. The client’s consent authorizes the 
agency to communicate with the client’s parole or probation officer as well as the listed organizations. Before the client signs 
the consent form, s/he can decline to provide information or refuse to accept services from any resource listed by crossing 
them off the form. 

 The case manager and client explore the client’s need for mental health services. The case manager asks about any previous 
psychiatric diagnoses and medications. 

 S/he also explores any history the client has of substance use and whether or not the client would benefit from a 12-step or 
out-patient program. Classes for support and substance use are identified and scheduled.

 The conversation then shifts to medical care, in general, and HIV care in particular. The case manager asks if the client has 
identified a medical facility from which they would like to receive care. 

 When the client indicates a preference, the case manager provides a referral to that facility. On the referral form, the case 
manager writes the client’s medical needs. S/he then gives the client a business card for the referred medical care professional. 
Knowing the doctor’s name personalizes the process. 
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“ Six months is our goal. If you’re in care that long, you’re much more likely to continue.” 
	 	 	 	 	 	 	 	 	 		 — ceo
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 The case manager advises the client on the details of this first medical appointment and provides them with a seven-day bus pass 
for transportation to the appointment. The client receives a 365-day bus pass from the health care provider for use thereafter.   

 The case manager explains that over the next six months, the agency will monitor the client’s medical and ADAP participation. 
If, at the end of six months, clients are able to verify their participation through receipts, prescriptions, and other documentation, 
the agency will give them a $50 clothing voucher. 

 The client receives the service plan developed during intake. The dates and times of all scheduled appointments, identified  
support groups, and follow-up visits to the agency are clearly noted.  

 Each client who completes intake receives a backpack of gender- and race/ethnic-specific items, including T-shirts, personal 
hygiene kits, and condoms.

Intake Follow-Up
 The case manager and client review what has happened since their last meeting. They cover the client’s first medical visit,  
any referrals that the medical provider made, and any parole meetings that have taken place. 

 In one of the initial meetings, the client completes a pre-test on his/her knowledge about HIV infection, STDs, and safer  
sex practices.

 The case manager and client next complete the ADAP application, which the case manager files on behalf of the client.

 They review the service plan and discuss any additional support groups or services the client might benefit from.

 For the next six months, the case manager and client continue to meet and discuss the client’s progress and address any needs 
that arise.

 The client completes a post-test around the six-month mark to gauge his/her increase in knowledge following the completion of 
the service plan.

 Every quarter, the agency holds a commencement ceremony for individuals who are marking the sixth month of their relationship 
with the agency. The ceremony includes a keynote presentation, a discussion of risk reduction, lunch, and the distribution of 
certificates of completion. 

 Clients often continue to access agency services after their commencement. 

PrOmOtiOn Of activity 

Brochures circulated in partnering correctional facilities

Referrals from the Department of Criminal Justice 

Peer educator program in operation at 67 correctional facilities  

Agency’s case manager at client intake 

HIV services planning council 

Word of mouth  

II. Logistics
staff reqUired

 A case manager to assist in the development of client service plans, provide medical provider and support group referrals, and 
present clients with incentives for continued participation 

training & skills

The case manager must have extensive working knowledge of HIV services in the community. 

Staff members should understand prison culture. 
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Staff should also be skilled in putting people at ease so they feel comfortable opening up and expressing their needs. 

Staff should be trained in data collection and documentation.

Place Of activity

Individual client meetings are held in a private office at the agency.  

Support groups attended by clients take place in meeting spaces in the community. 

freqUency Of activity

Daily for new clients 

OUtside cOnsUltants

None 

sUPPOrt services

None 

cOnditiOns necessary fOr imPlementatiOn 

 In order to ensure that the informational brochures are distributed and that agency staff can do outreach in the correctional 
facility, the agency must have a solid relationship with facility officials or, at the very least, with personnel assigned to the 
individual units of the facility.

 It is beneficial for the agency to have a good rapport with probation and parole officers since they usually see, and may refer, 
former inmates within 24 hours of release.

 The agency must have good working relationships with other service organizations in the community to make appropriate 
referrals for clients. 

III. Strengths and Difficulties
strengths 

 The activity helps clients to meet their most basic needs, which is a critical first step to linking them to other services,  
including health care.

 The incentives keep clients motivated. 

Weaknesses

 In the agency’s needs assessment survey, housing is cited as the number one concern, yet there is not sufficient funding to fully 
support clients with this need.  

difficUlties fOr clients

The type and nature of some clients’ offenses impose legal restrictions on the kinds of services the agency is able to offer to them.   

difficUlties fOr staff

 The agency lacks funding for emergency housing, and clients have trouble adhering to a service plan when they lack housing.  
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 Securing and packaging items for use as incentives in order to link clients to care is time intensive.    

 The agency cannot process the entire population of men and women coming out of the correctional system.   

Obstacles fOr imPlementatiOn 

None 

activity nOt sUited fOr

Individuals with acute psychiatric disorders 

Individuals with cognitive impairment 

IV. Outcomes
evalUatiOn 

 Client evaluation form

 Pre- and post-tests administered to clients    

evidence Of sUccess 

Within two weeks of intake, 90% of clients are enrolled in medical and health benefit programs, including ADAP.  

In the first six months, 80% of clients adhere to their service plan, including scheduled medical care visits.  

 After six months, 70% continue to receive care and 40% remain involved in agency groups and activities, including its annual 
AIDS Walk.

 Post-test results reveal clients’ increased knowledge of HIV and community resources. 

UnanticiPated benefits

Clients raise their self-esteem and have an increased sense of self-worth.  

Clients gain knowledge of STD transmission, prevention, and risk reduction methods.  

Clients improve their knowledge of basic hygiene and how to stay healthy. 

“cOnnecting tO care” elements Of activity 

 The case manager smooths the way for the client’s first contact with a health care provider by making an informed referral,  
communicating the client’s needs to the health care provider, scheduling an appointment for the following day, and providing 
the client with a means of transportation.

 The incentives serve as tangible reinforcements for accessing social services and medical care. Providing supportive services 
helps to link clients to medical care and keep them in care.

 Some staff members have either worked in correctional facilities or were incarcerated themselves, which makes it easy for them 
to relate to clients’ situations. 

keeP in mind… 

 The brochure promoting the activity should be appealing to the eye, and the inclusion of HIV on the cover should be subtle. 

 Community resources may offer reduced prices or bulk rates for incentive items.  

 One agency can’t “do it all”; partnerships are essential to the success of this activity.  

 Commitments made by agency staff must be carried through to completion; otherwise, clients will lose confidence in the  
agency and drop out.
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I. Description
Objectives

To strengthen correctional nurses’ involvement in HIV care

To provide correctional nurses with tools to better diagnose opportunistic infections

To create and cultivate a network of professional support for correctional nurses 

POPUlatiOn served

Correctional care nurses working in state and federal prisons and jails 
 

activity descriPtiOn

 Lunch and Learn grants nurses who work in correctional facilities continuing education credit for  
attending educational seminars that provide accurate, up-to-date information on HIV infection, care, and treatment.
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Lunch and Learn is a group level intervention designed to enable correctional nurses to provide up-to-date, 

high-quality medical care to HIV+ inmates. The key characteristics of Lunch and Learn are: the Continuing 

Nursing Education (CNE) credits offered to participating caregivers; the integration of care for HIV infection 

into primary medical care; the information network built between the nurses and experts in health-related 

fields and the focus on the relationship between nurses and their HIV+ patients. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
University Hospital Medical Center,
Education Program

L u n c h  a n d  L e a r n

QuIcK notes:

lunCH And lEARn 19Currently/Formally Incarcerated
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Development and Implementation
 The team, consisting of an infectious disease doctor, nurse coordinator, and experts in health related fields, conducts a needs 
assessment among corrections nurses in HIV care.

 After reviewing the responses, the team determines the corrections nurses’ learning needs and which identified topic areas 
will be covered in the activity. 

 The team designs the Lunch and Learn curriculum and divides it into 12, one-hour seminars.  

 Each luncheon seminar addresses a different health care topic where HIV is integrated into other important medical fields 
(e.g., cardiology or primary care).

Accreditation
 The nurse coordinator applies for curriculum accreditation, so that the one-hour seminars qualify for CNE credits. Each 
seminar completed counts as one credit.  

 The application for accreditation involves identifying the objectives, content, display of information, and evaluation of  
each seminar. 

 The accreditation process requires a lead time of three to four months before the Lunch and Learn seminars begin.  

Once approved, the accreditation is valid for two years and allows some adaptation of the material. 

Logistics
 The nurse coordinator from the team determines the date and time of the luncheon seminars and reserves a convenient  
location in the host hospital’s correctional unit for the 12 upcoming seminars. 

 Also at this time, s/he reserves audio/visual equipment (e.g., laptops and a video screen) for each seminar so it’s available for 
presenter use. 

 The infectious disease doctor and nurse coordinator select speakers for each seminar. Speakers include qualified professionals 
who can provide up-to-date information on the selected subject matter. Speakers are offered a $50 gift certificate as an  
honorarium.   

The doctor and nurse obtain funding to pay for each monthly lunch. 

 The team develops an evaluation form that asks participants for feedback on the quality of the presentation and the knowledge 
gained through the seminar. The form also serves as an “ongoing needs assessment” by asking participants what they will 
need to learn about the subject in the future.

 The nurse develops promotional material for each seminar. It includes the date, time and location of the seminar, the topics 
covered, and pre-registration requirements. It also states that the CNE credits and lunch are provided for free. 

 Each seminar is publicized four weeks before its scheduled date. 

 The nurse e-mails reminders to registrants just before the event.

 The nurse reviews the submitted registration information and orders lunch accordingly. 

 Just before each seminar, the nurse prepares information packets for the participants, including copies of the speaker’s Power 
Point presentations (obtained in advance), supplementary information on the subject matter, and an evaluation form to assess 
the seminar. The packet also includes a request form for CNE credits that the nurses complete on the day of the seminar. 

Scenario for a Lunch and Learn Seminar
 The nurse coordinator arrives early to make sure the buffet style lunch, the audio/visual equipment, and registration table are 
properly set up.

 The participants enter, register, and pick up material packets. They are invited to serve themselves lunch from the buffet table 
and find a seat.

 The team welcomes the participants and requests that they introduce themselves.  

 The speaker is introduced.

 The speaker establishes an informal atmosphere by dressing casually and by emphasizing that the seminar is interactive. S/he 
invites participants to ask questions or make comments and encourages them to correct any mistakes they catch during the 
presentation. 
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how to live with [HIV] disease.” 

	 	 	 	 	 	 	 	 					 — aSSocIate profeSSor of medIcIne
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 S/he presents on a health subject for 40 minutes, using flip charts, Power Point, videos, and other visuals to keep the participants 
engaged. Subjects may include bilingual HIV education tools for incarcerated patients, opportunistic infections (emphasis on 
diagnosis), discharge planning and continuity of care for patients being released, reproductive health of HIV+ women, hepatitis C 
and HIV co-infection, bio-terrorism, and HIV in Africa.

Following the presentation, the speaker opens the conversation up for a question and answer session. 

 The infectious disease doctor joins the conversation and helps relate the information that the speaker presented to the realities 
of corrections nursing. 

 The nurse coordinator closes the seminar by asking participants to take a few minutes to complete the evaluation forms in 
their packets.  

 The participants usually complete their CNE-credit request forms and submit them to the nurse coordinator before they leave 
the seminar to ensure quick processing. If time does not permit a participant to complete the form immediately after the seminar, 
s/he can mail it to the nurse coordinator later. 

 The nurse coordinator reviews the evaluation forms with the medical director and often with the speaker. Future seminars may 
be modified based on the feedback received.   

 The nurse coordinator submits the CNE credit requests, along with copies of the seminar-content description and registration sheet, 
to the education department in person for fast processing. S/he follows up on the requests to ensure that none is lost or delayed.

Two-Way Video Broadcast Option
 While a luncheon seminar is taking place in the hospital’s correctional unit, it can also be broadcast interactively to nurse  
participants in the correctional units of other facilities. Implementing a broadcast luncheon includes the following:

 The team selects two pilot sites that are correctional units willing to allow nurses to participate in the luncheon seminars via 
videoconference.  It then identifies a coordinator at each site to organize participation and logistics.  

 The nurse verifies that the units have the telecommunications infrastructure to support the broadcast seminar.

 The nurse sends flyers advertising the seminar to the selected remote coordinators who post them at appropriate locations in 
their respective correctional units. The flyers request that pre-registration be done through the remote coordinator who is onsite.

 Based on the number of attendees registered at the remote locations, the nurse coordinator prepares the appropriate number of 
participant packets and sends them to the remote coordinator four weeks in advance. (The packets contain the same information 
and materials outlined earlier, under Logistics.)

 S/he verifies with the remote coordinator that the equipment for the seminar is set up and working. Each remote site must have 
a video camera, satellite/T-2 line/telemedicine capability, and video screens with two-way capability.  

 On the day of the seminar, all remote coordinators prepare their rooms and set up the food and packets. 

 Participants enter, sign-in, receive their packets, help themselves to lunch, and take their seats for the seminar. 

 At the end of the seminar, remote coordinators collect and mail to the nurse coordinator the “day-of” registration sheet and the 
CNE-request and evaluation forms.

The nurse processes this paperwork in an identical fashion to a non-broadcast luncheon seminar.     

PrOmOtiOn Of activity 

Brochures and flyers announcing the topic and speakers are sent by e-mail and post to correctional units and hospitals. 

Online advertising through hospital’s online network

Periodic mailings to correctional units 

II. Logistics
staff reqUired

 An infectious disease doctor to develop the curriculum, co-facilitate presentations, and help relate information presented by 
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non-corrections speakers to the work of corrections nurses

 A nurse  to serve as seminar coordinator, helping to develop the curriculum, obtain seminar accreditation, and manage  
logistics of the seminars

 A planning committee to aid in the development of the curriculum. The committee includes the nurse coordinator, infectious 
disease doctor, and experts on topics to be covered in the seminars

Two remote coordinators to handle class logistics at remote sites for broadcast seminars 

training & skills

 The infectious disease doctor should understand nursing and education. 

 The nurse coordinator must have a keen understanding of nursing education and be knowledgeable in HIV infection and care.

Someone on the team must have experience working in corrections systems. 

 Presenters must understand nurses and nursing. 

Place Of activity

 The seminar takes place in the conference room of a university hospital providing correctional health care. Broadcasts are  
received in correctional facility conference rooms or other appropriate spaces at remote sites. 

freqUency Of activity

Monthly 

OUtside cOnsUltants

Guest speakers 

sUPPOrt services

Audio visual (videoconferencing) support for live broadcasts to off-site locations 

cOnditiOns necessary fOr imPlementatiOn 

 The team must have the support and collaboration of the warden and correctional staff at the host institution where the  
seminar is broadcast.

 The team must be able to obtain CNE accreditation for the seminars. 

III. Strengths and Difficulties
strengths 

 The seminar establishes a relationship between people who take care of patients and experts in the disciplines that the  
seminars feature.  

 The teaching program helps to ensure that patients receive complementary information from different health providers.

 Coordinating such an educational effort strengthens the medical professional teams of participating facilities.

 At no cost, participating nurses can receive CNE credits, which are offered less frequently than other continuing education 
credits. 
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Weaknesses

The nurses’ varying levels of training make it difficult to design a curriculum that meets everyone’s educational needs. 

difficUlties fOr clients

None 

difficUlties fOr staff

The team may discover that not all nurses are equally prepared to master the technical information covered.

The team may encounter challenges getting correctional units to “sign on” because participation adds to their work load. 

The wait time for accreditation is lengthy. 

Obstacles fOr imPlementatiOn 

Correctional units with existing education programs can be resistant to change or to adopting new programs.

 There is sometimes a need to justify the dedication of extra resources to HIV training. Within the correctional facility culture, 
staff members may perceive the activity as “special treatment” because they are unaware of how much training is needed  
to successfully manage HIV disease.  

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

Evaluation forms are collected after each seminar.

Informal feedback from nurses and correctional staff

Tracking by the infectious disease doctor of calls received from nurses following a seminar

Periodic analysis of HIV+ inmates’ health records 

evidence Of sUccess 

 Following a seminar, the number of calls to the infectious disease doctor from nurses seeking advice on caring for HIV+ inmates 
or reporting a health related problem increases. 

 Nurses report thinking more critically about patients and their care.

 At participating facilities, the death rate has decreased in the prison population and more HIV+ inmates are achieving  
undetectable viral loads.

 Correctional facility personnel report improvements in HIV care. 

UnanticiPated benefits

The activity helps to create a coordinated team across the state and within the correctional units of participating facilities. 
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“cOnnecting tO care” elements Of activity

The nurses apply the information they learn to their work and are able to provide better care and information to HIV+ inmates. 

 The CNE credits, offered at no cost to attendees of the seminar, are a strong incentive that greatly increases nurse participation. 

 The activity fills a gap in HIV medical education for correctional nurses. 

 The seminars are tailored to nurses working in a correctional facility environment who have a constant need for the latest 
information on HIV medical care.  

Nurse participants begin to think critically and to look holistically at HIV care and the patient. 

KeeP in mind… 

Make sure the seminar is CNE accredited before advertising it as such. 

Be persistent if you only have a few participants at first.  

Start out with seminars every two to three months to get used to the amount of work each involves.

Be sure you are not stepping on others’ perceived turf.  

Be prepared to justify your additional spending on HIV.
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I. Description
Objectives

To provide clients with transportation to health and social services 

 To maximize opportunities for people to exit homelessness and increase their access to  
community services 

POPUlatiOn served

HIV+ and HIV- homeless individuals 

African American, Latino, and Caucasian populations 

activity descriPtiOn

Bus Route to Care uses community collaboration to provide homeless individuals with free  
transportation to social service organizations and health clinics.  
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Bus Route to Care is a community level intervention that aims to remove a common barrier to health  

care in the United States: a lack of transportation. The key characteristics of the Bus Route to Care are: the  

collaboration among area service providers; the helpful and friendly demeanor of the caseworkers staffing the 

bus; and the emphasis placed on allowing people to make their own decisions about the care they receive. 

a�Directly links the client to medical care 
aGets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Health Service Organization for Homeless 
Individuals, General Program

B u s  R o u t e  t o  C a r e

QuIcK notes:

BuS RouTE To CARE 20Currently/Formally Incarcerated
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Needs Assessment and Development
 The agency conducts a survey of area residents who are homeless to learn which service providers they would be interested in 
using if they had transportation.

 Survey responses are reviewed and the locations of the selected service providers are plotted on a map.

 The agency narrows the selections to a corridor of 18 service organizations that could be easily reached on a single bus route. 
Agencies with HIV specific services are included on the route.

 The agency surveys the 18 organizations and learns their hours of operation to ensure the route’s practicality and feasibility.

 It determines the bus stops and timetable.

 Next, it submits the bus-route schedule to transportation companies and requests their bids for operating a bus along the route.

 The agency consults with its consumer advisory board (consisting of homeless individuals and service providers) on the types 
of behavior to expect from clients and the best ways to monitor people’s seating and belongings on the bus. The agency also 
asks about the best way to market the activity.  

 The agency determines the staffing needs for the bus. 

 Approaching “friendly” members first, the agency appeals to the city council for funding. It provides data on homeless people 
and their needs and outlines the ways Bus Route to Care will benefit the city. 

 After securing funding for the activity, the agency contracts staff for the bus route using the human resources of participating 
organizations. The agency selects two caseworkers every six months to rotate staffing on the bus.

 The agency attorney reviews the bus-route activity to identify legal liabilities and possible risks, and to assess the agency’s 
need for insurance coverage.  

 It develops a policy for the distribution and use of bus passes. Under this policy, the participating service providers distribute 
single-use ride passes to eligible clients. 

The agency establishes a secure Web page with a database that enables participating service organizations to: 

• Register new clients electronically,
• Review a list of “banned” clients (see Bus Policy below), and 
•  Prepare and print bus passes for on-site distribution to clients. (The agency codes the bus passes by client name in 

order to track the number of clients served, providers used, and rides given.)  
The agency trains staff from all of the participating service organizations to use the Web-based database.

Caseworkers who wish to provide passes to clients must take a ride on the bus beforehand.

 The agency trains the bus staff to collect passes and documentation of homelessness for the service and to record in the  
database who has ridden the bus. The agency also trains the caseworkers, who are assigned to ride the bus, to give clients 
service-provider information and referrals. 

 The caseworkers meet weekly with their supervisor. In these meetings, caseworkers receive support, supervision, and  
further training.  

Bus Route
The bus runs from 7:30 a.m. to 5:30 p.m., Monday through Friday. 

The bus route begins at the largest of three homeless shelters. 

 As clients board the bus, the caseworkers greet them. If it is a client’s first time riding the bus, a caseworker will approach 
them and ask if they’d like to talk about available services.

 When filled to capacity, the bus heads to the first service organization on its route. 

 It then continues on to the 17 other provider stops.  

 After completing this first loop, the bus returns to the homeless shelters, fills, and delivers clients along the same provider loop.  

 The bus route repeats until clients from all three homeless shelters have been delivered to their providers.  

 The bus route then shifts to a more narrow loop around the social and health service providers to take clients from agency to agency.  

 As 5:30 approaches, the bus repeats its first loop, transporting clients from the provider stops to their respective homeless 
shelters.  
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“ We want to make the road to health care a little easier for homeless people.” 
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Bus Policy
No weapons are permitted aboard the bus.

Physical altercations and heated verbal arguments are prohibited.

 Caseworkers on the bus have discretion to ban a client from the bus for policy violations. Ban duration depends on the severity 
of the offense.

How Clients Obtain Bus Passes
There are four ways for a client to obtain a bus pass:

• Placing a request at one of the 18 participating agencies.
•  Participating in a meeting with agency outreach workers anywhere in the community. If an outreach worker determines in 

conversation with a client that the bus would be useful in helping the client reach his/her goals, the outreach worker may give 
the client a bus pass with a provider referral. Later, the outreach worker registers the client in the Web-based database.

• Placing a request with staff while staying at a homeless shelter in the city. 
•   Visiting one of 30 to 40 non-participating agencies throughout the city—including health, social, and HIV specific  

organizations, agencies of the federal and local governments, and non-profit organizations.  

PrOmOtiOn Of activity 

Word of mouth from the clients and staff of other service organizations

Monthly presentations by a national homeless coalition include promotion of Bus Route to Care.

Agency newsletters and service brochures

Agency case worker referrals 

II. Logistics
staff reqUired

Caseworkers (2) to provide service information, referrals, and a welcoming presence on the bus  

Bus driver

Caseworker supervisor to oversee the caseworkers and other Bus Route to Care staff

Administrative support 

training& skills

 Bus driver should have or receive basic training in the prevention and management of conflict, aggressive behavior, substance 
abuse, mental disorders, and other conditions associated with homelessness.  

 Staff members (bus driver excluded) must learn to use the Web-based database. 

Place Of activity

Inner-city homeless shelters and health and social service organizations

40-passenger bus 

freqUency Of activity

Monday-Friday, 7:30 a.m. - 5:30 p.m.  
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OUtside cOnsUltants

The agency contracts the bus driver through a private transportation company. 

sUPPOrt services

Caseworkers on the bus call the agency via a cell phone to request a translator or signer when necessary.  

cOnditiOns necessary fOr imPlementatiOn 

The local political environment must be receptive to implementation of this activity.  

Funding for the activity must be secured at the onset.

Travel corridor must be compact for route to be viable. 

Riders with persistent coughs must wear a mask as a TB prevention measure.  

III. Strengths and Difficulties
strengths 

Addresses one of the top barriers to care: the lack of transportation

Uses client-driven care planning

Fosters true collaboration among service providers  

Offers an entry portal into a larger system of care   

Weaknesses

None 

difficUlties fOr clients

The bus doesn’t stop at each and every service organization that clients would like to use. 

On occasion, clients must be turned away because the bus has reached its capacity. 

difficUlties fOr staff

Caseworkers rotate every six months, necessitating periodic training.  

The forms collected to verify clients’ homelessness are cumbersome for staff. 

Obstacles fOr imPlementatiOn 

Street detours due to road construction may result in frequent alterations to the bus route. 

activity nOt sUited fOr

Individuals who exhibit violent or threatening behavior  

People who are uncomfortable wearing a mask when they have a persistent cough 
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IV. Outcomes
evalUatiOn 

The agency conducts quarterly, client-satisfaction surveys and semi-annual focus groups to assess the activity. 

There is an annual review of the route through satisfaction surveys given to clients (30% of whom are formerly incarcerated). 

evidence Of sUccess 

Clients report they feel “very good” about the activity.  

Clients report that the activity makes it easier to keep appointments.

Ridership is high, and the bus often fills to capacity.  

UnanticiPated benefits

Clients’ self-esteem improves when they know that people want them to receive care.

A sense of camaraderie develops on the bus.

 Bus Route to Care has been a financially efficient way for the agency to meet its goal of bringing people into care. As a result,  
the agency saves money. 

“cOnnecting tO care” elements Of activity 

The caseworkers aboard the bus are warm and gracious and create a welcoming environment for clients.

The caseworkers provide information and referrals to any client who asks.

It is the clients who make the decisions about their care. 

With transportation assured, clients have easier access to the care they choose.

The bus stops are marked by signs bearing the same logo, which is well recognized by the target population.   

keeP in mind… 

The selection of stops has to be client-driven in order to avoid backlash from service providers that have not been selected. 

The activity is a good way to identify service providers that clients feel are truly useful to them.
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I. Description
Objectives

 To educate clients about the importance of HIV treatment and the medications  
available

To ensure that clients adhere to their treatment regimens

To link clients to care and help keep them in care

To help clients negotiate the health care system and adapt their role and behaviors as patients 

POPUlatiOn served

HIV+ African American, Caucasian, and Latino men and women with criminal justice histories 
 

activity descriPtiOn

In Treatment Adherence Nurse, the nurse works with clients individually, talking with them about engaging in treatment  
and helping them adhere to their regimens. The activity also offers an agency team that supports the client in successfully  
transitioning back into the community after incarceration. 
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Treatment Adherence Nurse is an individual level intervention designed to actively engage formerly 

incarcerated individuals who are HIV+ in the planning and follow through of their medical care. The key  

characteristics of the Treatment Adherence Nurse are: the utilization of a nurse who specializes in HIV care;  

the staff’s knowledge of the population served; the formal relationships established between the agency and  

local medical providers; and the client’s involvement in the development of the treatment adherence plan.  

a�Directly links the client to medical care  
Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Service Organization for
Formerly Incarcerated Individuals, 
Health and HIV Services

T r e a t m e n t  A d h e r e n c e  N u r s e

QuIcK notes:

TREATmEnT  
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First Steps
 To initiate the activity, the agency and treatment adherence nurse create strong linkages with several hospitals and medical 
providers in different areas of the city where agency clients may seek care. 

 The nurse travels to meet the doctors and nurses in person to build trust, make agreements for treating agency clients, and 
establish a relationship that will allow for close discussions about client cases.

Client Intake
 The client arrives at the agency and goes through intake and assessment to determine their HIV status, immediate needs, and 
eligibility for agency services. 

 The client is escorted to the clinical supervisor for psychosocial assessment.

 The psychosocial report is sent to staff in housing and case management as well as to the treatment adherence nurse and 
director of health services. 

 The clinical supervisor evaluates the client and refers him/her to an agency case manager.

 The case manager explains to the client the role of the treatment adherence nurse and the services offered. If the client is 
interested, the case manager walks the client to the nurse’s office. 

Treatment Adherence Nurse and Client Relationship
First Meeting

 The treatment adherence nurse greets the client and makes clear that the client need not see others in the agency to be eligible 
for the nurse’s services. Private appointments can be scheduled just between the two of them. The nurse describes his/her 
role in detail and what their relationship can be. The nurse will be the client’s medical contact at the agency and will work 
closely with the client on all medical needs. 

 The adherence nurse opens a conversation about what it means to be in care and helps to define what medical care is for the client. 

 The nurse completes a medical assessment through conversation rather than a “question and answer” format. The client’s 
medical history and past relationships with medical providers are thoroughly discussed. 

 If there is a provider that the client would like to reconnect with or if it is determined that a new referral is required, the nurse 
describes how s/he can help. 

 Together, the nurse and client establish an agreement about next steps and define roles for their relationship. 

 Once the plan is developed, the client and nurse discuss how the client will adhere to the plan in light of possible obstacles, 
such as an uncertain housing situation or transportation difficulties. They come up with ways for the client to continue to  
take medications and stay in care. If the client is already taking medications or may be soon, the nurse outlines the client’s 
medication delivery or pick-up options. 

 If the client has a doctor in mind with whom to re-establish care, the nurse calls that doctor’s office and schedules an  
appointment for the client. If the client does not have a provider, the two of them discuss options for a referral. 

 The nurse then makes an appointment with the provider the client chooses. S/he asks if the client feels comfortable going 
alone to the appointment. If not, the nurse arranges for a peer escort.  

 Once the medical appointment is scheduled, the nurse and client discuss what the client should expect during the visit.  
Subjects covered include what to do if the client has to wait past the appointment time, the forms the client will be asked to  
fill out, and questions to ask the provider. 

 To help the client remember some of the key items to discuss with the provider, the nurse writes them on the back of his/her 
business card, which the client takes to the appointment.

 After the client is comfortable with the medical appointment details, the nurse discusses the steps to take if the client gets a 
prescription or a referral. 

 The client and nurse schedule their second appointment for immediately after the client’s medical appointment. The client 
brings any prescriptions received and information about specialist referrals from the doctor to that next appointment. 
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Second Meeting
 The client and nurse begin the meeting with a discussion of what happened during the medical appointment. They talk about the 
importance of new prescriptions and appointments to meet with specialists. The client is counseled on how to answer questions 
from the specialists about being HIV+.

 If the client is prescribed medications but has no place to safely keep them, the nurse offers to store them in her office, which  
is equipped with a refrigerator.

 The nurse urges the client to schedule the next medical appointment.

 If the client will be starting or continuing treatment, the conversation turns to the medications: what they are and at what times 
they must be taken. The nurse discusses in detail the prescribed medications and the importance of treatment adherence. 

 S/he spends time reviewing what drug resistance means, how it happens and how to avoid it. This information is reinforced  
at each meeting. Nutrition may also be discussed at this time.

 Together, they develop a plan for the client to take the medications. The nurse asks, “What do you need from me to help you 
remember or help get you to a point where you can adhere?” The client begins to consider how to incorporate the medications 
into his/her life. 

 The nurse identifies other issues and activities in the client’s life that may influence their attention to, and engagement in, 
medical care.

 At the end of the second meeting, the client and nurse schedule their third meeting for the following week. 

 Following this second meeting, the nurse contacts the client’s medical provider to discuss issues the client may have raised  
or simply to inform the office of his/her involvement in the client’s care. 

 If a peer escorted the client to the medical appointment, the peer shares with the nurse or the client’s case manager his/her 
perspective on how the appointment went.

Third Meeting 
 By this time, most lab work is back and the doctor might have prescribed new medications. The nurse and client review the lab 
results and any new drugs. 

 If the client has already begun the medications, the two talk about “how it has been going” for the client. If the client has yet to 
start taking the medication, they discuss the client’s life situation and establish a regimen. 

 By this third meeting, the client begins to feel more confident. The nurse nurtures this confidence consistently with positive 
reinforcement and recognition for the steps taken.

 The nurse and client discuss other services offered by the agency. 

 They agree on a time for the next appointment. Depending on the client’s need, they may revisit the frequency of their  
established meetings and decide to meet bi-weekly or monthly. 

Ongoing Meetings
 The length of sessions get shorter as the client follows through on the established plan. In all of the sessions, the nurse and  
client continue to review and discuss the client’s medical appointments and regimen, and problem-solve any needs.

 The nurse discusses the relationship of the client with the medical providers. Sometimes s/he suggests role playing to help the 
client communicate needs.

 The client and the nurse regularly discuss the effects that legal and illegal substances can have on prescribed treatments.

 The nurse communicates with the client’s case manager and other agency staff working with the client. These case reviews help 
with the coordination of other important services for the client, such as rescheduling parole appointments to accommodate  
the client’s medication schedule or medical appointments.

 The relationship between the nurse and the client ends when the client becomes confident interacting with the medical-provider 
network, taking medications, and managing life under medical care.

 The client can, however, make appointments with the nurse on an as-needed basis if medications change or problems arise that 
may disrupt regimen adherence.
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PrOmOtiOn Of activity 

All agency clients are introduced to the activity at intake. 

Clients hear about the activity from their discharge planner or through word of mouth from other clients.

Clients are referred by other local agencies including those for parole or probation. 

II. Logistics
staff reqUired

Treatment adherence nurse 

training& skills

 The nurse should have counseling skills, a clear understanding of criminal justice issues, HIV specific training, and knowl-
edge about HIV medications. Computer literacy is needed for data entry.

 The nurse is trained in cultural competency for this population to help “get past roadblocks.”

 
 Place Of activity

The activity takes place at the agency, in the nurse’s office. The office is a private and comfortable space equipped with a refrig-
erator, that allows the nurse to keep medications for clients when necessary. 

freqUency Of activity

Clients initially meet with the nurse weekly and progress to bi-weekly or monthly meetings depending on their need.

Most clients meet with the nurse for approximately six months. 

OUtside cOnsUltants

None 

sUPPOrt services

Volunteers as peer escorts to services 

cOnditiOns necessary fOr imPlementatiOn 

 A team approach at the agency is necessary to ensure that the activity and clients are supported on every level and that clients 
receive a consistent message from all agency staff about the importance of involvement in their own medical care. 

 The activity relies on a strong linkage agreement with medical providers: medical providers agree to perform high quality, 
efficient care for clients and ensure that these clients will neither wait for hours nor be turned away.      

 The broader medical service network must be aware of the importance of the treatment adherence profession.  

III. Strengths and Difficulties
strengths

 The client and treatment adherence nurse are doing the work together. From the beginning, the client is involved in  
making change. 
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 Having a medical background equips the nurse to understand the clinical dimensions of HIV care and treatment in a way that 
non-medical professionals may not be able to do. 

 Weaknesses

None 

difficUlties fOr clients

Having to begin a new relationship with medical providers

The length of the wait before a client can see the agency’s only treatment adherence nurse 

difficUlties fOr staff

One person is not enough to address the demand.

The nurse doesn’t always have time to follow up with all the clients who drop out. 

Obstacles fOr imPlementatiOn 

None   
 
activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

The treatment adherence nurse prepares weekly reports on client progress for inter-service team meetings.

The agency regularly conducts client surveys.

 Client charts are reviewed in follow-up meetings and outcomes are documented to measure the number of clients who start and 
maintain care, follow prescribed treatment regimens, make and keep medical appointments, and bring requested lab work to 
the nurse.  

evidence Of sUccess 

 Staff reports that clients are adhering to their treatments more and are in better health than they were when they first began  
accessing agency services.

 Regular reviews of client charts reveal an increase in the number of clients in care, an increase in maintenance of care, an 
increase following prescribed treatment regimens, an increase in appointments made and kept with medical providers, and an 
increase in the number of clients bringing lab work back to the treatment adherence nurse. 

 Clients report that the nurse is an integral part of their medical care. 

 Medical providers express appreciation for the services of the treatment adherence nurse and stress the important role these 
services play in helping patients to access medical services. 

UnanticiPated benefits

The activity has helped clients stay drug free. 
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“cOnnecting tO care” elements Of activity 

Clients are able to have a real discussion, in some cases for the first time, with a health professional about their care. 

The nurse teaches clients to take full control of their health and coaches them on interacting with medical providers. 

The level of accountability established empowers clients; they want to follow their regimen. 

Clients trust that the nurse will refer them to a place of care that is safe.

The nurse helps clients build trust in a medical relationship where trust has been absent before.

 The nurse initiates the process of care before the client asks for help, which is sometimes perceived as a sign of weakness by 
some formerly incarcerated clients. 

KeeP in mind… 

 The activity should not stand alone; it should be part of a client’s continuum of care services. 

 Remember to include the nurse in team case conferencing to ensure that the complex needs of clients, including those  
impacting medication and treatment adherence, are addressed holistically.

Don’t make the activity Medicaid reimbursable because it would greatly limit the time the nurse can spend with each client.

 Remember to “support” but not “enable” the client.  
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I. Description
Objectives

 To ensure that clients don’t relapse or disengage from health and social services during the critical 
time after release 

 To help clients make healthy life choices

 To provide greater support of clients’ case management goals 

 To help formerly incarcerated women obtain employment and gain work experience as peer  
mentors in a supportive environment 

POPUlatiOn served

Women with criminal justice involvement  

activity descriPtiOn

Formerly incarcerated women gain work experience by supporting other women who have been recently discharged from a  
correctional facility as escorts to and from appointments for medical and social services. 
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Peer Mentor Escort to Care is an individual level intervention designed to help current clients—women 

recently released from a correctional facility, including HIV+ women—to successfully navigate the community 

network of health and social services. It also provides temporary employment and job preparation to former 

clients who serve as peer mentors. The key characteristics of Peer Mentor Escort to Care are: the immediate 

connection established between the agency and clients upon their release; the training and support system  

offered to the peer mentors; and the trusting relationship that develops between the client and peer. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Service Organization  
for Women with Criminal Justice Histories,
Reentry Services

P e e r  M e n t o r  E s c o r t  t o  C a r e

QuIcK notes:
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Development / First steps
The agency identifies funding sources and a program manager for Peer Mentor Escort to Care.

The program manager develops a nine-month-long training institute, which has three aims: 

 •  To provide peer mentors with a working knowledge of community resources and the health and social issues faced  
by agency clients

•  To provide support and professional development to former agency clients
•   To staff a peer escort service for newly released clients that will help them engage in health and social services within 

the community. 
 The program manager prepares a job description for the peer mentor positions and interviews applicants.

 Selected applicants are offered a nine-month paid position with a 20 - 30 hour work week.

 The program manager, on an ongoing basis, interviews interested agency clients, some of whom apply after using the Peer 
Mentor Escort to Care themselves.

The Training of Peer Mentors
First Two Weeks: Orientation

 The curriculum covers rule establishment and administrative expectations, such as filling out timesheets properly, appropriate 
dress code, and professional behavior.

 A supervisory relationship between peer mentors and the manager is established.

 The program manager introduces peers to the agency’s services and discusses the local network of social service agencies. 

 Peer mentors then visit agencies (e.g., shelters, vocational services, and housing and family programs) to familiarize themselves 
with the resources available to clients.    

 At the end of orientation, peer mentors are introduced to a clinical consultant who will meet with them on a weekly basis. 
Independent and group supervision meetings are established.

Beyond Orientation: Support Training and Supervision for Peer Mentors
 Aided by the program manager, peers select and enroll in brief training courses that appeal to their strengths and interests 
and may help them reach their program goals. The trainings are offered by the agency and other local service providers. 
Course topics may include computer literacy, case management, harm reduction, HIV confidentiality, and domestic violence. 

 The agency also trains the peers to use the agency-wide database in which staff logs the services provided to clients.

 Administrative supervision of peers by the program manager is ongoing and includes medical advocacy training, conflict 
resolution and negotiation, “Medical 101,” (a course specific to HIV+ women’s health) and the peer’s role as an advocate.

 Problem solving in the workplace is also covered. 

 Clinical supervision occurs weekly with the clinical consultant. The sessions include mental health training, problem-solving 
“on the job” difficulties, and discussions about “triggers,” transference, and counter-transference. 

Escort Training
 Peer mentors begin to escort clients after completing the two-week orientation. The types of escorts vary and may require 
different skills. Peer mentors receive orientations to each new type of escort by “shadowing,” or accompanying, another peer 
mentor who is experienced in that kind of escort on assignment.

 After completing the escort, the newly oriented peer mentor returns to the agency to discuss the experience with the program 
manager. Together, they determine whether or not the peer mentor is ready to conduct an escort alone.

 Peer Mentor – Client Escort Scenario
 An agency staff member fills out an official request form and gives it to the program manager. The request documents where 
the client is going and the time of the appointment(s). 

 The program manager reviews the request, determines the appropriate number of peers for the appointment (some may need 
two if the location or time of the appointment is unsafe for solitary women), and delegates the assignment. Escort assignments 
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	 	 	 	 	 	 	 	 	 	 — program operatIonS dIrector

P e e r  M e n t o r  E s c o r t  t o  C a r e



include meeting clients when they are released from a correctional facility, supporting clients while they obtain medical  
benefits or go to appointments with parole/probation officers, medical providers, apartment viewings, family court for family  
visitation, or the Department of Motor Vehicles to obtain photo identification.

 The peer mentor learns more about the client’s situation (release date, medical history, housing, etc.) from the staff member 
who made the request.

 The peer mentor has a “case conference” with the program manager to assess what will be needed for the escort. When  
necessary, transportation and lunch money are provided for the peer and client.

 After the case conference, the peer sets up a time and location to meet the client.

 Throughout the escort, the peer demonstrates an attitude of positive encouragement and may serve as an advocate for the  
client in certain situations (helping, for example, to facilitate communication with clinicians and service providers). 

 After completing the assignment, the peer mentor writes “progress notes” from the escort in the agency’s database.  
The client’s case manager places a copy of these notes in the client’s confidential file. 

 The peer reports to the program manager on the dynamics of the escort: what went smoothly, what was challenging, etc.

 The peer may discuss certain escort situations with the clinical supervisor during their weekly meeting. 

Peer Mentor Professional Development
 While peers are gaining skills as mentors, the case manager provides professional development counseling for job placement. 
This counseling includes:

 • Discussing the peer’s transition out of the program at the end of nine months
 •  Drafting a resume and set of cover letters that document the skills and experience acquired through the peer  

mentor training 
 • Encouraging the peer to review job postings, attend job interviews, and select appropriate job attire

 As peers near the end of their nine-month training, their clinical support is increased to help prevent behavior-related relapses. 

 Each peer participates in an exit interview with the manager before leaving.  

PrOmOtiOn Of activity 

Incarcerated clients find out about the service from their discharge planner.

Post-release clients learn of the service from their case manager or counselor.

The agency offers a weekly “new client orientation session” for recently released clients.

Word of mouth from other clients 

II. Logistics
staff reqUired

A director of reentry services is responsible for securing funding and contracting management.

 A program manager of peer mentor services administers support and supervision to the program, recruits peers, and serves  
as the ongoing professional development coordinator.

Peer mentors 

training & skills

 Agency staff must have supervisory experience, strong communication skills, and knowledge of correctional systems and  
community resources. All involved staff must be flexible and patient. 

 Peer mentors must have criminal justice histories. They also need to demonstrate the requisite stability to fulfill the  
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requirements of employment and an interest in doing social service work. The mentors must complete a two-week  
orientation and participate in ongoing training.  

Place Of activity

The professional development takes place at the agency, where the peer mentors have access to workstations and computers.

The escort routes and destinations are established and determined by individual client needs. 

freqUency Of activity

Each peer mentor works Monday - Friday, 20 - 30 hours a week.

The mentors attend weekly and bi-weekly supervision meetings.

 Agency clients request escorts about ten times in their first post-release month, then once a week, on average, for nine - 12 
months. 

OUtside cOnsUltants

Clinical consultant 

sUPPOrt services

Training resources provided by the community  

cOnditiOns necessary fOr imPlementatiOn 

Well-structured agency support system for peer mentors

High-functioning agency administrative system

Approval from funding sources

Existence of relevant training resources in the community that the mentors can use 

III. Strengths and Difficulties
strengths 

The client places high value on the relationship with the peer mentors.

The mentors support clients in a way that other direct service staff cannot.

Clients feel supported and want to give support back. 

Clients respond well to the sensitivity and understanding of the peers. 

Peer mentors are provided with a unique experience in job readiness. 

Weaknesses

There is high mentor turnover due to new employment, the nine month position cycle, and burnout. 

Training the mentors while they do their job is difficult for the agency to manage.

 Since the peer mentors are learning on the job, they may occasionally be unprofessional or allow a client to miss an appointment. 

 Agency staff may afford the peer mentors graces that aren’t common in the workplace, which may leave some with unrealistic 
expectations.  
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difficUlties fOr clients

The peer mentors often have limited formal education experience. 

Personal and professional boundaries are sometimes not clearly established between the peer mentor and the client.  

difficUlties fOr staff

 Working with peer mentors requires the staff to make difficult decisions in order to strike a balance between treating them  
as clients (who need a great deal of support) and as employees (who are held to certain expectations).

 It is difficult to draw clear, professional boundaries between the agency and peer mentors during the professional development 
process. 

There is high turnover of peer mentors. 

Obstacles fOr imPlementatiOn 

Insufficient funding for the director, manager, and consultant positions 

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

 The agency conducts quarterly client-satisfaction surveys and program evaluations and solicits feedback through client  
advisory boards. 

 Case manager collects feedback from peer mentors on each client case. 

 The case manager logs requests for service by the clients.

 The peer mentors complete progress notes following each escort. 

evidence Of sUccess 

 Clients who use peer escorts have increased their use of services at the agency and within the broader community more than 
clients who do not use peer escorts.

 Client feedback suggests that the peer mentor program is integral to their success in navigating the health care system. 

 Client evaluations have shown that, after receiving peer mentor services, clients are better connected to primary medical care 
and gynecological care, less reliant on emergency room care, and better prepared to self-advocate during medical appointments.

 Both clients and peers report an increase in clients’ capacity to stay at appointment sites when they are scared, tired, and  
want to leave.

There is an increase in client requests for the service.

There is an increase in the number of current, full-time staff members at the agency who are former peer mentors. 

UnanticiPated benefits

 Currently incarcerated individuals who have not had previous contact with the agency are increasingly requesting peer mentor 
escorts when they are discharged.

Clients benefit from seeing someone who had been incarcerated holding a successful position as their peer mentor.  

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

P A g e  1 3 7P e e r  M e n t o r  E s c o r t  t o  C a r e



“cOnnecting tO care” elements Of activity 

The peer mentor physically brings the client to care during a critical time in the client’s transition back into the community. 

 The advocacy that the mentor provides helps to facilitate the client’s transition from a correctional facility to a healthier life 
in the community.

 Clients benefit from seeing someone who, like themselves, has been incarcerated and is now in a successful position as  
their peer mentor.

 The peer mentor, who is trained in medical advocacy, knows what questions to ask or how to coach the client to ask of  
medical providers. 

 The connection with the peer mentor occurs before the client can return to a  potentially unhealthy environment. 

 Having a peer mentor with experience navigating the system of social service and health care and the ability to prepare  
the client for what to expect during appointments is really helpful in alleviating fears of the client. 

Clients begin to “see themselves in the peer mentor.” The peer mentor is someone who “has done it and is successful.” 

KeeP in mind… 

The more you support the peer mentors, the better the delivery of services to the clients.

Be clear in your expectations of the peer mentors.

Remember that the quality of the mentors depends on the quality of the supervision they receive.

Be client-centered when developing the peer mentor training curriculum. 

Assume nothing! 
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I. Description
Objectives

 To enable clients to identify the “negative” and “positive” patterns that exist in their families

 To help clients recognize and draw on the strengths of their family    

 To provide a structured mechanism to help formerly incarcerated clients develop a plan to  
remain in the community, gain access to service providers, and improve their well-being and that  
of their families  

POPUlatiOn served

Individuals with a history of criminal justice involvement and their families, including:

• Individuals with low income from African American and Puerto Rican communities
• Current and former injection drug users
• Public housing residents 

activity descriPtiOn

Family Mapping uses a creative, visual model that allows insight, facilitates problem solving, and supports an overall balanced life 
for HIV+ individuals newly released from correctional facilities. It is a process that begins during the first meeting, but can take 
more than one visit to complete.  
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Family Mapping is an individual level intervention designed to help people first to understand characteris-

tics of their families and then to draw on the identified strengths of the family in order to engage in health care, 

including care for HIV infection. The key characteristics of Family Mapping are: the respect paid to the family as 

it is defined by the client; the creation of a visual account of a family’s relationships, achievements, and resource 

network; and the non-judgmental, participant-driven nature of the activity. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Family-Centered Social Service Agency for 
People with Criminal Justice Involvement, 
Family Case Management

F a m i l y  M a p p i n g

QuIcK notes:

FAmIly mAPPInG 23Currently/Formally Incarcerated
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 Clients arrive at the agency through a variety of channels. Parole/probation supervision officers may directly refer to the 
agency an individual recently released from a correctional facility, or an agency case manager attends a home visit with the  
officer to meet with the family of a soon to be released inmate. During such a home visit, the case manager talks with the  
family about the resources the agency can provide. 

 If a family member does not contact the agency after the visit, the case manager follows up with them. S/he may also contact 
the inmate before discharge to extend an invitation to visit the agency upon release.

First Meeting at Agency
 A client and a family member arrive at the agency, where a receptionist greets them and asks if they have a scheduled  
appointment. If they don’t, the receptionist offers them an impromptu meeting with a family case manager.

 The family case manager provides an introduction to the agency and begins to learn about the client’s situation. The case 
manager’s interview style is affirmative; it builds rapport and gives positive reinforcement. S/he watches for body language 
that signals discomfort or nervousness and adjusts the questions accordingly. 

 The discussion addresses the client’s needs and how the agency can help meet them.  

 To begin the family mapping process, the case manager inquires about family members who live in the area. 

 The case manager  mentally maps the client’s family network and verbalizes the strengths of the family. In addition, the  
case manager encourages the client and family member to talk to each other and work together to identify family dynamics.

 Before the initial visit ends, the client signs necessary agency forms.   

 The first visit sometimes ends at this point, with a follow-up visit scheduled. Other times, the visit continues with Family 
Mapping.

 It is best to begin and complete a family map within the first two weeks of meeting the client.

Identifying the Family
 The case manager introduces the process of Family Mapping by observing, “We are all affected by the dynamics of our families 
and networks,” and then asking, “Could we take a minute to put down on paper what I’m hearing from you?” 

 Using the information that the client and family member have already shared, the case manager starts to draw a family tree, 
placing the client at its center. 

 The case manager then probes for further information to flesh out the map. Possible questions include, “Who is in your 
household?” and “Do you have any brothers or sisters?” 

 On the sheet of paper, the case manager draws circles around the family members who live together and notes the gender and 
ages of everyone on the family tree. 

 The case manager asks about other people who are not related by blood but may be a part of the client’s family, such as a  
frequent child care provider or godparents.

A discussion about the quality of family relationships begins.

Charting Strengths in the Family
 Inquiring about these relationships, the case manager might ask, “Who do you feel closest to?” S/he marks these close  
relationships on the map.

 During this conversation, the case manager continues to identify and highlight the strengths apparent in the client’s family 
network. S/he may also invite the client to bring in other family members for support: “Can you bring your daughter in with 
you sometime? I’d love to meet her.”  

 The case manager places symbols on the family map to indicate people’s strengths and accomplishments, such as graduating 
from high school, being a nurturing figure in the family, or achieving sobriety. 

Charting Tensions in the Family
 The case manager asks about any tensions or issues the family is dealing with. How, for example, the family responded to  
the client’s incarceration and return home.

 The case manager places symbols on the family map to indicate  conflicts or tension with other family members, and  
relationships affected by separation, divorce, or death. 
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Identifying Positive and Negative Patterns in the Family 
 When the client’s needs and problems surface, the case manager finds out if these issues are part of a larger pattern in the  
family. For example, s/he may ask if anyone else in the family is HIV+, has used substances, has been incarcerated, or has  
mental health issues. Together, they will mark the family map with lines and colors to signify the needs and issues discussed.

 Looking at the family map, the case manager asks the client to identify any positive or negative patterns in the family,  
including those for level of education, criminal justice experience, substance use, etc. The case manager can assist the client  
in this discovery by asking such questions as, “What do you see in this map?” and “What do you notice about substance use in 
your family?” 

 The observations the client and case manager make while looking at the whole map help them to understand patterns in the 
family that may have contributed to the client’s current life situation. What’s more, it can stimulate new thinking and actions 
that promote the client’s health and well-being. 

 The case manager also assists the client in discovering positive patterns, such as people helping or supporting each other, that 
will be helpful to the client in making desired changes in health, housing, and life. 

 Important in this discussion is asking how the client helps or supports family members: “Who do you help?” or “What kinds  
of things do you do for your family?” The case manager reinforces the ways the client is a positive support in the family in  
order to build the client’s self-esteem.

Identifying Needs 
 The next step in the discussion is to focus in more detail on the client’s life situation and identify needs. The case manager  
asks specific questions about the client’s experience being recently discharged from jail/prison and with substance use, lack  
of housing or employment, and HIV and other health concerns. 

 The case manager explores the family’s relationship with the health care system by asking the client and family member specific 
questions: “When’s the last time you’ve had a good check-up?” “Where do you go for health care?  Do you like your doctor?” 
The case manager may then ask the client, “Do you have any specific health issues you want help with?”  

 As the conversation continues, the case manager, who is trained to identify symptoms of HIV disease (i.e., symptoms of  
opportunistic infections), observes for any physical signs of health concerns.  

 When a client volunteers an HIV+ status, the case manager draws the client into further discussion to learn whether s/he 
received treatment in the correctional facility, is currently on a treatment regimen, and how the client feels about other family 
members knowing his/her HIV status. The case manager may offer to speak to the client privately, or may ask the client’s  
family member how they feel about the client’s HIV infection.

 When a client is not taking medications, the case manager explores the client’s difficulties in accessing or adhering to  
treatment and how the agency can help.  

 The health concerns of family members and the medical care they receive are reviewed. 

 The family member is encouraged to support the client in obtaining HIV health care (and other services). If a client is not  
in care, the case manager will offer to connect the client to a health clinic.

Follow-Up Visits
 When the case manager feels that the family network and its positive/negative patterns have been sufficiently documented and 
immediate client needs have been identified, an appointment for a follow-up meeting is schedule to develop a plan to link the 
client to needed services. 

 Follow-up work includes the development of a Family Action Plan to help family members identify, and be accountable for, any 
steps necessary for linking to services and care. 

 It also includes eco-mapping, which builds on the family map by having clients identify and illustrate the network of health care, 
social, family, educational, and spiritual resources used by the family. This allows the client to identify relatives who may be able 
to help with accessing medical care or supportive services. 

 The case manager documents the next steps the client and his/her family will take and any referrals or appointments that have 
been made for the client.   
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 The family map is filed for continued mapping with the client and family members.

 The case manager follows up with the client on any services that they discussed previously and they continue to meet in the 
office, over the phone, or on home visits. 

 The client or his/her family members can return to the agency to meet with the case manager, either by appointment or on a 
walk-in basis. As new information surfaces, the agency places it on the family map. If another family member is eligible for 
and requires agency services, s/he becomes a client and a new version of the family map is created.  

PrOmOtiOn Of activity 

Word of mouth 

Crisis referral 

Referrals from service agencies, probation or parole officers, police, needle exchange centers, and child welfare offices   

II. Logistics
staff reqUired

Family case manager 

Receptionist to welcome clients and connect them with a family case manager  

training& skills

Staff members must share common values with respect to criminal justice and substance use. 

 They must have the capacity to listen carefully to clients and support them in a way that is empathetic, non-judgmental, and 
non-controlling. 

 The staff should know and have connections to the community and its health and social resources. 

 The family case manager must be skilled in motivational interviewing. 

 The staff should have basic training in understanding and recognizing symptoms of HIV disease. 

Place Of activity

A private office at the agency

Client homes 

freqUency Of activity

 For a given client, the activity takes place during the first two weeks of a relationship with the agency. The agency makes  
adjustments for families, as needed. 

 A family case manager will usually focus up to a year on a client and family. 

OUtside cOnsUltants

 Outside consultants provide clinical support to, and supervision of, staff  

sUPPOrt services

 The agency accepts collect-call charges from correctional facilities and provides food vouchers, public transportation cards, 
and escorts to court for clients.
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cOnditiOns necessary fOr imPlementatiOn 

The agency must be located in the area where the clients reside. 

III. Strengths and Difficulties
strengths 

The participatory nature of the family mapping exercise

Its ability to render in a single image cross-generational family patterns in behavior, relationships, and health

 Its empowerment of clients to see the range of support available to them in their family network and to develop an action  
plan that uses them well  

Weaknesses

The difficulty in storing and accessing the hand drawn maps on a computer

The difficulty this process has interfacing to other health systems’ intake processes

The general population’s lack of familiarity with genograms (i.e., the “family map”)  

difficUlties fOr clients

Family Mapping is unlike other case management tools and is new to most clients. 

Creating a family map is time intensive.  

 The client-driven nature of the activity takes some adjustment for formerly incarcerated clients, who are used to “being  
told what to do and how to do it.” 

difficUlties fOr staff

Some clients may not cooperate in creating the family map because they do not initially appreciate its value.   

Obstacles fOr imPlementatiOn 

There can be resistance from law enforcement professionals to services for formerly incarcerated individuals. 

activity nOt sUited fOr

N/A 

IV. Outcomes
evalUatiOn 

Participant charts are reviewed as a quality assurance measure.

Client cases, including family maps, are presented and reviewed by staff on a weekly basis. 

The case manager monitors outcomes through client self-reporting and tracking of medical appointments attended.  

8

8

8

8

8

8

8

8

8

8

8

8

P A g e  1 4 3F a m i l y  M a p p i n g



evidence Of sUccess 

Case reviews indicate improvements in the physical health of clients after six months of agency services. 

Increases in client use of neighborhood HIV resources

Increase in the development of HIV related family action plans

Increases in clients’ health care referral follow-through 

UnanticiPated benefits

 The agency is able to provide government agencies with a model that gives people insight into the resources within their own fam-
ily network and empowers them to take the steps necessary to improve their own lives as well as the lives of their families.  

“cOnnecting tO care” elements Of activity 

 Family Mapping demonstrates respect for the family as it is defined by a client. 

 It helps clients to see positive and negative family patterns and to understand the health needs within the family. This, in 
turn, leads them to create an action plan, which builds on the family’s strengths and supportive relationships, to access 
necessary services including HIV health care.  

 It’s a non-judgmental, participant-driven tool of engagement that enables people “to own” their experience. Family  
Mapping reveals the health needs and behavioral patterns in a family and, because it‘s visual, enables people to expose truths 
without having to state them. 

 The activity helps people to see “the quality of their lives.” The family case manager asks clients what they need, rather  
than telling them, and gives all clients respect: something that formerly incarcerated clients don’t always receive in the cor-
rections system, but need to function to their full potential in society. 

KeeP in mind… 

 The focus should be on the strengths and positive patterns of the family, not on its deficits.

 It is important for supervisors to treat staff members as professionals, to listen to what they have to say, and to support them 
in their work. 

 Staff members can use questions they have about their own families as a guide for their inquiry work with clients. 

 Family Mapping works best when done in conjunction with eco-mapping because the two diagrams together show the inter-
nal relationships within the family and the relationships between family members and external systems of service and care. 
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I. Description
Objectives

To help de-stigmatize HIV within the participant population

 To provide current and accurate HIV information for individuals, families, and communities  
who are living with or are at risk for HIV infection

 To provide clients with a better understanding of HIV related medications

 To empower participants to improve their relationships with medical providers

To decrease HIV incidence 

POPUlatiOn served

 HIV+ individuals using substances, HIV+ individuals who are homeless and/or formerly  
incarcerated 

 HIV+ gay/bisexual/transgender individuals 

Caregivers of HIV+ individuals  
 

activity descriPtiOn

“Get There Together” HIV Education is an eight week intensive course for HIV+ individuals who have been recently released from 
incarceration. It provides participants with accurate, up-to-date information on living with HIV and a support system in a peer 
learning environment. 
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“Get There Together” HIV Education is a group level intervention designed to help formerly  

incarcerated, HIV+ men and women improve their health and relationships with medical providers by  

providing them with information on HIV infection and treatment. The key characteristics of “Get There  

Together” HIV Education are: the participant-driven, flexible course curriculum; the holistic approach to  

HIV education; the comfortable, non-judgmental environment; and the participants’ sharing of personal  

stories and knowledge. 

     Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care 

Brings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Community-Based Service Organization for 
Formerly Incarcerated Individuals, HIV  
Education Programs

“ G e t  T h e r e  T o g e t h e r ”  H I V  E d u c a t i o n

QuIcK notes:

“  GET THERE ToGETHER” 
HIV EduCATIon 24Currently/Formally Incarcerated
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Curriculum Development
 Through focus groups and discussions with currently and formerly incarcerated individuals living with HIV, the agency  
determines the greatest informational needs within the target population. 

 The staff (including executive, transitional services, and case management staff) develops a 24-class curriculum based on a 
review of the gathered information. Class topics include HIV infection, treatment, and disclosure, substance use relapse  
prevention, safer sex practices, stress management, domestic violence, and the use of meditation.

 The staff establishes a schedule for both day and evening classes and selects trainers. Trainers can be selected from qualified 
agency staff members, the local and state health departments, and various community agencies.

 Each session has its assigned trainer, plus a few peers (often course graduates). For particularly challenging topics, such as 
domestic violence, additional staff attends.

 Each class cycle, with meetings on Mondays, Wednesdays, and Thursdays for eight weeks, includes ten 45-minute break-out 
sessions. In each break-out session, facilitated by attending peers, participants discuss the course material most recently 
covered and what they have learned.

Participant Recruitment
 The agency sends an announcement, via fax, to other service agencies in the community. The announcement details the  
program and eligibility for enrollment and requests that the agencies refer eligible clients who could benefit from the classes.

 Follow-up calls are placed to agencies to confirm receipt of the information and to further encourage referrals of clients. 

Registration
 Registration for the classes is offered in the morning and afternoon. 

 On the day of registration, former graduates and peers greet arriving participants and answer general questions. 

 Refreshments are provided in the registration room.

 Participants receive numbers upon arrival indicating their order for registration.

 When called, participants register with one of two staff members.

 In the interest of privacy, registration occurs at a distance from the participant waiting area. 

 Registrants complete a demographic information form and specify their preference for day or evening classes. They must 
provide documentation of their HIV status. Those who do not bring this documentation at the time of registration must bring 
it by a later specified date. 

 Participants receive course instructions and schedules.

Course Expectations
 All participants are permitted one absence during the course cycle. If participants miss two classes, they are required to  
complete a “make-up” assignment, such as writing an essay on an HIV or other health-related topic, to qualify for graduation. 

 If participants miss three classes, they are dropped from the course. Dropped participants or those whose circumstances force 
withdrawal from the course may re-enroll in the next cycle. 

This attendance policy is made clear to all participants at the start of the course. 

Opening Class
 The first class opens with meditative music followed by an official welcome by an executive staff member from the agency.

 Next, the staff member discusses the services offered by the agency, describes the course, introduces the curriculum, and 
explains the ground rules for participation.

 Participants are each assigned a counselor with whom they can discuss issues addressed in class.

 Participants receive nametags and binders for course materials.

 The trainer then initiates an icebreaking “name” game to facilitate introductions among participants.
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“ Many times people project their own beliefs on others. We think, ‘They’re not going to like this or that,’ 
 but we can be very wrong.” 

	 	 	 	 	 	 	 	 					 —dIrector of operatIonS
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General Format of Classes
 Each class lasts two hours, beginning with three minutes of music and dance to “shake off the outside stuff.” 

 The next three minutes are dedicated to voluntary, quiet meditation. The executive staff member introduces participants to  
a thought for reflection and provides instructions on how to do the meditation. This exercise helps participants center  
themselves, build trust, and feel safe. 

 Agency announcements follow the meditation. 

 The first hour of class begins with the trainer presenting the theme for the day, after which participants have a 15-minute break.

 When the class reassembles, participants are divided into breakout groups of six to eight people. Facilitated by a course graduate, 
each group takes a separate room for thirty minutes of discussion about the material covered. Participants talk about what they 
have learned so far and how this new knowledge will affect their lives. 

 All participants return to the main classroom. One person from each breakout group presents highlights from their group conversation. 

The class closes with a three-minute meditation.

 Fare cards for public transportation are distributed to participants who require them.

Special Classes
 Based on the comfort level of participants, special activities are developed for certain classes. For example, there is a sexual 
health “carnival.” 

 The classroom is decorated and booths are set up with games and information to update participants’ sexual health knowledge. 

 Participants obtain a carnival “passport” by checking in with their respective counselors, who update the information collected 
during registration. 

 In the last 45 minutes of class time, participants break into groups by gender to discuss issues like self-esteem, grooming, and 
accepting responsibility for family, sexual behavior, and partner disclosure.

Preparing for Graduation
 During week six of the program, participants are allotted time to begin developing skits, which they will perform at the  
graduation ceremony.

 During week seven, participants are reminded about graduation and receive volunteer sign-up forms to complete if they wish  
to become peer facilitators for future classes. Interested participants submit the sign-up form and, in subsequent weeks, are 
interviewed by agency staff.

Closing Class
 At the beginning of the final class session, all agency staff, peers, and volunteers form a circle around the participants and thank 
them for their participation and perseverance with the following statement: “We’re here to thank you, to surround you with love 
and support.” Encouraging words emphasize that this final class marks a beginning for everyone to keep themselves healthy. 

 The lights are dimmed for a brief meditation. 

 As the lights come back up, the staff plays “Ain’t No Stopping Us Now” to lead the class into dance. Afterwards, participants  
hug and thank each other, affirming a festive and supportive atmosphere.

Graduation
 An appropriate location is selected and reserved for the graduation ceremony.

 Guest speakers are invited. 

 All agency staff members are invited to the ceremony, and those who express interest in attending are encouraged to deliver a 
spoken message to the graduates. 

 Participants perform their skits, which cover a variety of topics including HIV prevention, substance abuse and relapse  
prevention, and domestic violence.

 Previous graduates attending the ceremony are recognized.

 Lastly, each graduating participant receives a “Certificate of Completion” in a formal graduation ceremony. Participants  
with perfect attendance receive special recognition on their certificates.
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 PrOmOtiOn Of activity 

Agency outreach to community-based organizations through faxes, phone calls, and linkage agreements

Discharge planners in correctional facilities talk with inmates about the classes.

Brochures and flyers in correctional facilities and hospitals

Health fairs in correctional facilities

Street outreach

Word of mouth  

II. Logistics
staff reqUired

Executive staff to develop the curriculum and to participate in first class session

Licensed social worker to review the curriculum

Three counselors to provide support to the participants

Three department directors and two assistant directors to serve as trainers and to assist with the curriculum development 

training & skills

 All facilitators must have excellent skills in training and communications. They should possess a high school diploma and 
demonstrate an understanding of the challenges faced by the target populations and an acceptance of all client situations.

 All staff must be well-versed on HIV infection, medications, and treatment adherence.  

Place Of activity

The activity takes place at the agency, primarily in a classroom setting. Team breakout sessions require smaller rooms with a 
classroom style set-up. 

freqUency Of activity

Five, eight-week course cycles are offered each year. 

OUtside cOnsUltants

Guest speakers or presenters (occasionally paid) 

sUPPOrt services

The agency provides fare cards for public transportation to all participants.  

cOnditiOns necessary fOr imPlementatiOn 

 A strong community referral process and community network must exist for stakeholders to know about the program and 
refer their clients.

 A pool of trainers and guest speakers knowledgeable about HIV as it relates to the criminal justice system must be available. 

 The agency must have up-to-date HIV information. 
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III. Strengths and Difficulties
strengths 

The activity provides a setting that is comfortable and serene, which encourages bonding among participants.

The sharing of personal stories and knowledge among participants promotes peer learning.

Strong participant-trainer relationships are formed.

Participants receive accurate and up-to-date information about HIV infection and treatment. 

Weaknesses

 The curriculum needs constant reviewing and frequent revision to fit the complex social dynamics and particular needs of each 
cycle’s participants. 

 The information presented can be too complex for some participants. 

difficUlties fOr clients

The course is too long for some participants, too short for others.

Some of the information, though very basic, is still too technical for some participants. 

 The time commitment for the eight week course can limit participation. A participant may have to withdraw from the class be-
cause of unanticipated circumstances or conflicting appointments. 

Some participants may feel “closed” to other participants’ sexual identities or life experiences. 

difficUlties fOr staff

Frustrations over overscheduled clients who must drop the class

Some participants who are more knowledgeable may try to dominate the class. 

Obstacles fOr imPlementatiOn 

The relationship between substance use and HIV infection is not fully appreciated within the community.

The implications of HIV infection within the criminal justice system is not fully understood by the community.

Many agency clients lack an understanding of primary medical care.

 The benefits of alternative therapies such as meditation and acupuncture are not widely known and consequently go under-funded.  

activity nOt sUited fOr

Participants exhibiting aggressive behavior are escorted out of the class and may not return until the next class. 

Violent participants are expelled. 

IV. Outcomes
evalUatiOn 

Past participants give testimonials during subsequent cycles. 

Agency staff observes changes in the behavior of participants who join the agency as peers. 

Observation of participant information sharing and peer encouragement throughout the course
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Through regular meetings, counselors track and report on participant engagement in care, CD4 counts, and viral loads.

 The agency employs an intake and mid-cycle assessment tool. The mid-cycle instrument includes a participant feedback form.

Agency staff conducts periodic follow-up with graduates. 

evidence Of sUccess 

 Participant testimonials often mention increased success in managing the health care system and greater overall stability of life.

 Client surveys show that participants are more comfortable discussing and seeking care. They are connecting to doctors and 
medical care “they can stay with.”

 Periodic follow-up with graduates reveals that some participants enroll in additional HIV related classes.

 Participants exhibit a better understanding of HIV.

 Increases in participants’ CD4 counts

 Few participants return to jail or prison.

 Participants obtain stable housing and maintain a more stable life.

 Participants manage their anger and anxiety better.

 Participants learn to take medications properly.

 During class, participants share information with others on their medical care, such as the positive experiences they have 
had with a certain hospital or provider.

Graduates of the program return to the agency and share their success stories. 

UnanticiPated benefits

The graduation certificate has proven helpful to participants in their search for permanent employment. 

“cOnnecting tO care” elements Of activity 

Participants receive new tools to successfully manage their relationships with medical providers. 

People learn about HIV, other diseases, and the consequences of not engaging in medical care. 

Disclosure of trainers helps participants open up. 

 The peer-to-peer component gives participants a new, unthreatening avenue to understanding HIV disease, helps them to 
build skills, and allows them to safely share their experiences and knowledge about HIV. 

  Participants are able to think in a new way about their life situations in the safe and tranquil space the classes offer them.

 The activity provides a roadmap for participants, which helps them to build and maintain relationships with the medical 
establishment.

 Participants learn about drug-use relapse prevention, one of their most critical needs.  

KeeP in mind… 

 Don’t project your own beliefs on the participants. Be receptive to their ideas and opinions.

 Be open to all the ideas and suggestions from staff members, including counselors, case managers, and outreach workers 
who have the strongest connection with clients. 

 Consider pursuing funding from private donors for the elements of the course that other funding streams cannot or  
do not support.

Hold the classes in a space that is easily accessible to participants; provide for transportation. 

Accept clients for who they are and accept their current choices.

Inform and educate the community about the agency’s objectives for the program. 

Make sure that agency staff has a clear understanding of course objectives.
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I. Description
Objectives

To offer community outreach services at unconventional hours 

To identify and converse with persons who have significant health service needs 

To help link people to health care and to encourage people to know their HIV status

 To help people who are engaged in drug and sex work to move toward better health care and  
healthier lives 

POPUlatiOn served

 Young, African American and Latino men and women who have intensive service needs and  
precarious or unstable housing 

 Men 15 - 22 years old with limited education, one or more former incarcerations, and possible psy-
chiatric disability or cognitive impairment 

Substance users, sex trade workers, and people who engage in petty crime 
 

activity descriPtiOn

 The “Midnight Hour” Outreach is an activity through which the agency connects with hard to reach individuals and begins  
to link them to social and health care services.
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“Midnight Hour” Outreach is a community level intervention that seeks to link individuals with  

significant health needs to agency services by strategically positioning outreach teams in key areas of the city 

during “unconventional” hours. The key characteristics of the “Midnight Hour” Outreach are: the client-driven 

mapping of outreach locations; meeting the client “where they do business”; the staff’s familiarity with the  

community and site locations; and the distribution of incentive gift bags and individual outreach-worker  

calling cards. 

a�Directly links the client to medical care 
a�Gets the client in a conversation about starting medical care
aBrings the agency closer to where HIV+ people are so that the conversation can begin

Current ACtivity Setting
Multi-Service, Community-Based  
Organization, Community Outreach 

“ M i d n i g h t  H o u r ”  O u t r e a c h

QuIcK notes:

“  mIdnIGHT HouR”  
ouTREACH 25Currently/Formally Incarcerated
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Development and Needs Assessment
 In order to map the most useful areas for outreach activities, agency staff members ask clients during intake about their  
current living conditions, the areas where they spend time, and the times that they gather in those areas. In such intakes, the 
general lifestyle of clients is explored, as well as their sexual activity and income sources.

 Community members, such as the police, business owners, and residents, inform the agency of where street crimes that are 
sexually related or against gay people typically occur.

 The agency uses this information to identify and map locations for outreach. 

 The targeting of new or unique sites also occurs throughout the year based on civic-event and holiday schedules and client 
feedback that point the agency to a new area or site.

 Two to three outreach workers make up each team. They are assigned according to their knowledge of the community around 
the site, how well they identify with the client profile of that particular site, and their skills, abilities, comfort level, age, and 
race.  

Outreach Scenario
 The outreach workers prepare small incentive gift bags and bring them to the site. Each gift bag includes a mini-flashlight, 
male and female condoms, brochures on the agency and on HIV, movie tickets, public transportation passes, gift certificates, 
and snack food.

 In the pre-outreach meeting, the staff agrees on appropriate dress for the selected site. 

 To ensure safety, the outreach staff sets a specific time and “concrete” meeting point for the team, so that no one is alone at 
the site in the dark. The most common outreach times are between 2:00 and 5:00 a.m. 

 When the team arrives at the outreach location, they greet anyone they see and initiate easygoing one-on-one discussions. 
They are friendly and talkative, initiating casual conversations as they walk with the people at the location.

 The outreach workers may identify a specific person or group to engage by offering a soda, coffee, or donut that has been  
purchased at a nearby, all-night convenience store.  

 Using culturally appropriate vocabulary, the outreach workers probe to see if the person uses drugs by asking if they have a  
hit of coke, blast, etc. or if they know where to get drugs. The client responses to these questions help the outreach workers to 
see “the map of the person’s experiences.”  

 In order to start a conversation about health, an outreach worker may say, “I don’t feel well. Where can I get some aspirin?” or  
“My stomach hurts . . . I haven’t been to a doctor in a while.” This technique is based on the idea that if the client begins to “help” 
the outreach worker with a health concern, it sets the client up as the “expert,” inverting the provider and client roles. Outreach  
workers have the possibility for a more open, less hierarchical discussion about health, including HIV testing and care. 

 To better define a person’s experience and service needs, the outreach worker engages him/her in a discussion of criminal 
justice experience. For example, they may talk about prior incarcerations, about the law, or any legal problems that the  
individual has had.

 The outreach workers begin to piece together client “maps” or “profiles,” i.e., their age, race, and prison background, as  
well as their sexual activity and substance use in and out of prison. Back at the agency, the outreach workers document this 
information and use it in follow-up with the individuals.

 Frequently, as outreach workers are winding down conversations and offering gift incentive bags, people discreetly ask for the 
business card of an individual staff member. The outreach workers provide their cards on request and invite individuals to 
make an appointment at the agency, communicating simple messages like, “I can help you. Come see me, and I can give you a 
subway card.”

 If an outreach worker receives any kind of unwelcoming message during the course of the activity or feels uncomfortable 
about their own safety, they leave. 

Post-outreach 
At the agency, the outreach workers document the information they gathered for use in follow-up with clients.
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 When an HIV+ outreach participant calls an outreach worker at the agency, the outreach worker offers to explore the possibility 
of linking them to services for medical care, food, transportation, and emergency housing. 

 If a participant visits the agency, the outreach worker assesses his/her interim needs. Once this assessment is complete, the 
outreach worker explains that applying for services requires disclosing certain medical information. This leads to scheduling a 
medical appointment for a TB test, which can be an important first step toward HIV care.

 During subsequent visits to the agency, the outreach worker helps the client to get any needed benefits. Confidentiality and  
trust have been established with the client, and the outreach worker is able to engage the client in a further discussion of their 
medical history, including any medications taken in the past.  

 The outreach worker then refers the client to a case manager within the agency. The case manager helps connect the person to  
a transitional living program or other services, as needed. 

 From this point on, the outreach worker maintains a relationship with the client on a social basis, greeting them at the agency 
and chatting with them to maintain a sense of familiarity and trust. The outreach worker also joins the case manager and client 
in celebrations of accomplishments, such as new housing, which affirms for the client that people care about their well-being.

 Working closely with the agency staff builds a strong connection for clients that, in turn, may increase their willingness to  
undertake new programs and services. 

PrOmOtiOn Of activity 

Word of mouth

Clients can observe the outreach workers at the location. 

II. Logistics
staff reqUired

Two to three outreach workers per team per outreach site 

training & skills

 It is important that the staff be personable, knowledgeable about the targeted community, trained in outreach, articulate about 
health issues, skilled in defusing aggression, and able to document outreach activities.

In addition, the staff must have a high degree of professionalism and must understand HIPAA confidentiality regulations. 
 

Place Of activity

On the street, in public venues 

freqUency Of activity

Two to four times a month depending on weather, time of year, and special-event schedules 

OUtside cOnsUltants

Community advisory boards provide input and knowledge of outreach service needs. 

sUPPOrt services

None 
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cOnditiOns necessary fOr imPlementatiOn 

In-kind donations or money for incentive gift bags

Diversity in the ethnicity of outreach workers 

III. Strengths and Difficulties
strengths 

 The outreach workers’ ability to draw out information in a friendly, relaxed manner helps clients feel safe sharing information.

A “comfort zone” and relationship are built between the agency outreach workers and the clients. 

Weaknesses

The inability to provide immediate referrals during the outreach activity for emergency housing—almost always the most critical 
need of clients 

difficUlties fOr clients

It is sometimes difficult to establish an appropriate level of comfort in public venues at night. Clients may feel they can’t or don’t 
want to “open up” about their personal health needs or problems. 

difficUlties fOr staff

The late-night hours of outreach

The physical and emotional vulnerability of the outreach staff 

Obstacles fOr imPlementatiOn 

It may sometimes be too dangerous for outreach staff to work at a particular site (e.g. after a rash of crime or violent activity). 

activity nOt sUited fOr

The outreach activity should not target populations who aren’t reflected in agency staff or who the agency doesn’t know well. 

IV. Outcomes
evalUatiOn

Clients self-report their progress to the agency. 

Conferences with medical providers about specific cases occur monthly.

The outreach workers and case managers keep reports on each client’s progress. 

Outreach workers document the number of people contacted during each outreach. 

evidence Of sUccess 

Outreach workers monitor and report “healthy transformations” in clients after they begin participating in agency services.

 Client engagement in agency services tapers off after about two months because of increased stability—the result of obtaining 
services with the help of agency staff.
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 There is an increase in outreach clients who use an escort service provided by the agency to medical appointments and  
Medicaid sign-up.

The number of clients obtaining current medical documentation of HIV status has increased.

Client feedback indicates an increase in clients’ health and well-being.

There is an increase in the number of clients who initiate substance use programs after beginning services at the agency.

There is an increase in the number of clients who re-establish HIV medical treatment after outreach activities.

There is an increase in the number of clients in transitional, congregate, scatter-site housing or living independently. 

UnanticiPated benefits

Clients ask if they can become outreach workers. 

“cOnnecting tO care” elements Of activity 

 Many formerly incarcerated people who have been in and out of correctional facilities numerous times find themselves “doing 
business” on the street and in sex-trade bars because they have nothing else to exchange for money. The outreach workers offer 
them options and care to help them meet their needs.

 The activity goes to “where the client is,” and the outreach workers talk to clients in their language and in their space.

 Food and housing incentives bring people to the agency where staff can help them to connect or re-connect to medical care. 

 The outreach workers offer hope and the sense that someone cares about the client’s life.  

keeP in mind… 

When at an outreach site, be mindful of your surroundings. 

Trust your intuition; do not hesitate to leave if you feel uncomfortable. 
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Kansas
topeka aids Project
Care Renewal by Post
708 S.W. 6th avenue
topeka, kS 66603
telephone: 785-232-3100
http://www.topekaaidsproject.org

University of kansas medical 
Practice association
The Housing Plan
1010 n. kansas
Wichita, kS 67214
telephone: 316-293-3592

new jerusalem mission
HIV Ministry Emergency Shelter
209 east broadway 
newton, kS 67114
telephone: 316-282-2101

United methodist mexican 
american ministries
Food Processing Plant Outreach
Call-In Radio Program: “VIH y 
Communidad”
224 north taylor
garden city, kS 67846 
telephone: garden city  
620-275-1766 ext. 240  
telephone: liberal 620-624-6865

University of kansas school of 
medicine—Wichita 
Traveling HIV Clinic
1010 n. kansas
Wichita, kS 67214
telephone: 316-293-1844 

New York
the fortune society
Treatment Adherence Nurse
53 W 23rd Street, 7th floor  
new york, ny 10010
telephone: 212-691-7554 ext. 886
http://www.fortunesociety.org

Women’s Prison association
Peer Mentor Escort to Care
175 remsen Street, 9th floor
brooklyn, ny 11201
telephone: 718-637-6802
http://wpaonline.org

family justice, inc. 
Family Mapping
625 broadway, 8th floor 
new york, ny 10012
telephone: 212-475-1500
http://www.familyjustice.org

exponents
“Get There Together” HIV Education
151 West 26th Street, 3rd floor
new york, ny 10001
telephone: 212-243-3434 ext 119
http://www.exponents.org

Palladia, inc.
“Midnight Hour” Outreach
177 east 122nd Street
new york, ny 10035
telephone: 212-360-7116
http://palladiainc.org

North Carolina
eastern triad hiv consortium
Home-Based Treatment Coordinator
537b huffman mill road
burlington, nc 27215
telephone: 336-586-0062

Western north carolina 
community health services
Triage Counseling
10 ridgelawn road
asheville, nc 28806
telephone: 828-285-0622

lincoln community health center 
“Managing Our HIV” Workshop Series
414 east main Street
durham, nc 27701
telephone: 919-560-7689
http://www.lincolnchc.org

Western north carolina aids 
Project
Holiday Social
30 orchard Street
asheville, nc 28801
telephone: 828-252-7489 ext. 11
http://wncap.org

hertford county Public  
health department
HIV Advisory-Support Group
828 South academy Street
ahoskie, nc 27910
telephone: 252-332-6650
http://www.hertfordpublichealth.com 

Texas
montrose counseling center
Substance Use Discharge Liaison
701 richmond avenue
houston, tx 77006
telephone: 713-529-0037 ext. 326
http://www.montrosecounselingcenter.org

aids foundation houston
“Getting Started” Intake Case 
Management
3202 Weslayan annex
houston, tx 77027
telephone: 713-623-6796
http://www.aidshelp.org

University of texas  
medical branch
Lunch and Learn
301 university blvd
galveston, tx 77555
telephone: 409-772-8293
http://www.utmb.edu

healthcare for the homeless
Bus Route to Care
2505 fannin Street
houston, tx 77002
telephone: 713-276-3056
http://www.homeless-healthcare.org

a g e n c y  c o n t a c t  l I S t
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Washington, DC
Unity healthcare
Medical Advocate Discharge Planning
3020 14th Street nW, Suite 401
Washington, dc 20009
telephone: 202-745-4300
http://unityhealthcare.org

family and medical  
counseling services
Rapid Testing at Jail Intake
2041 martin luther king avenue, Se 
Washington, dc 20020
telephone: 202-889-7900
www.fmcsinc.org

miracle hands
Transgender Post-Release Case 
Management
2127 Queens chapel rd. ne
Washington, d. c. 20002
telephone: 202-832-5352

Our Place dc
Women’s Halfway House HIV 
Education
801 pennsylvania avenue, Se
Suite 460 
Washington, dc 20003
telephone: 202-548-2400
http://www.ourplacedc.org

court services Offender 
supervision agency
Community Resource Videoconference
633 Indiana avenue, nW
Washington, dc 20004-2902
telephone: 202-220-5320
www.csosa.gov
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Americans, Houston, TX
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•  Center for AIDS, Houston, TX

•  Central Detention Facility, Washington, DC

•  City of Houston Health & Human Services, Houston, TX

•  Council on Alcohol and Drugs, The, Houston, TX

•  Court Services & Offender Supervision Agency, Washington, DC

•  Department of Corrections: Community Release Programs, 
Washington, DC

•  Douglas County AIDS Project, Lawrence, KS     

•  Eastern Triad HIV Consortium, Burlington, NC

•  Exponents, Inc., New York, NY

•  Family and Medical Counseling Services, Washington, DC

•  Family Justice, New York, NY

•  Finney County Health Department, Garden City, KS

•  Fortune Society, The, New York, NY

•  Good Samaritan Project, Kansas City, KS

•  Harris County Hospital – Thomas St. Clinic, Houston, TX

•  Harris County Public Health & Environmental  
Services, Houston, TX

•  Harvest America, Kansas City, KS

•  Healing Out of Wisdom, Houston, TX

•  Healthcare for the Homeless, Houston, TX

•  Hertford County Health Department, Ahoskie, NC 

•  High Plains Mental Health Center, Hays, KS

•  Hightower Prison Unit, Dayton, TX

•  HIV Wisdom for Older Women, Kansas City, KS

•  Hope Village, Washington, DC

•  Houston HIV Resource Group, Houston, TX

•  Interfaith Care Partners, Houston, TX

•  Kansas AIDS Education and Training Center, Wichita, KS

•  Kansas Association for Community Action Programs, Topeka, KS

•  Kansas City Health Department, Kansas City

•  Kansas Statewide Farmworker Health Program, Topeka, KS

•  Legacy Community Health Services, Houston, TX

•  Lincoln Community Health Center & Early Intervention Clinic, 
Durham, NC

•  Mental Health Association of Greater Houston, Houston, TX

•  Miracle Hands, Washington, DC

•  Montrose Counseling Center, Houston, TX

•  New Jerusalem Missions, Newton, KS

•  Operation Sickle Cell: Cumberland County Minority  
AIDS Project, Fayetteville, NC

•  Osborne Association, The, New York, NY

•  Our Place DC, Washington, DC

•  Palladia, New York, NY

•  Piedmont Consortium, The, Durham, NC

•  Planned Parenthood, Overland, KS

•  Positive Directions, Wichita, KS

•  Project AIDS Land Manor, Beaumont, TX

•  Reality House, New York, NY

•  Riley County/Manhattan Health Department, Manhattan, KS

•  Saving Lives Through Alternative Options, Houston, TX

•  Serious and Violent Offender Reentry Initiative, Houston, TX

•  Shawnee Unitarian Church, Topeka, KS

•  State Department of Health, North Carolina AIDS  
Care Unit, Raleigh, NC

•  Texana Behavioral Health and Developmental  
Disability Center, Rosenberg, TX 

•  Texas Department of Criminal Justice Health Services Division, 
Huntsville, TX

•  Texas Halfway House: Beaumont/TMG, Inc., Beaumont, TX

•  Topeka AIDS Project, Topeka, KS

•  Triangle AIDS Network, Beaumont, TX

•  United Methodist Mexican American Ministries, Garden City, KS

•  Unity Health Care, Washington, DC

•  University of Kansas Medical Center, Wichita, KS

•  University of Kansas Medical Practice Association, Wichita, KS

•  University of Texas Medical Branch, Galveston, TX

•  Washington, DC Administration for HIV Policy and Programs, 
Washington, DC

•  Valley AIDS Council Proyecto Juntos, Harlington, TX

•  Western North Carolina AIDS Project, Asheville, NC

•  Western North Carolina Community Health  
Services, Asheville, NC

•  Whole Person, The, Kansas City, KS

•  Women’s Prison Association, New York, NY

•  And a special thanks to the AIDS Action Foundation Connecting 

to Care Team: J. Johnson, D. Varsovczky, S. Whitehead, A. Zuber, 

AIDS Action staff: R. Haag and A. Santagati, and black and white 

photographers J. Ide, Harvard Univeristy News Office and W. 
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type of organIzatIon: _______________________________________________   your poSItIon: __________________________________________________________

your program: _____________________________________________________________________cIty: _______________________________________  State: ________  

your name (optIonal): _______________________________________   your e-maIl (optIonal): _________________________________________________________

We hOPe yOU benefited frOm this WOrkbOOk! 
Please fill out the form and send it to AIDS Action as soon as possible.

1. how helpful will this workbook be in achieving your programmatic goals related to hIv?

 o very helpful 

 o somewhat helpful

 o not sure

 o little helpful

 o not at all

2. In what ways can this workbook be helpful to you?

 o in rethinking our organization/agency’s hIv related programs

 o in restructuring our organization/agency’s hIv related programs

 o in creating/replicating similar hIv related programs covered in this workbook

 o all of the above

 o other please explain: ______________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________

3. have you shared this workbook with anyone else

 o yes, with ________________________________________________________________________________________________

 o not yet, but I plan to share it with ___________________________________________________________________________

 o no, I have not and do not plan to share it.

 

4. Would you like to participate in technical assistance workshops on:

 o addressing unmet need

 o Strategies for connecting people to hIv care

 o connecting to care activities for special populations, please specify ____________________________________________ 

5. What other types of technical assistance (e.g. meetings, training, written material, etc) on “connecting to care” 
would you like to be part of in the further stages of this project?

___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________
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FOLD HERE

IMPORTANT: 
CONNECTING TO CARE 

SURVEY ENCLOSED!

USE TAPE. DO NOT USE STAPLES

AIDS ACTION  

PO Box 65162

Washington, DC 20035

Place  

Stamp 

here



Founded in 1984, AIDS Action is a national nonprofit organization, based in Washington, 

D.C., which conducts educational and advocacy activities in support of sound and effective HIV 

policies and funding. AIDS Action addresses the needs of people who are at risk for and  

living with HIV infection and the organizations that serve them.

AIDS Action has two components:  AIDS Action Foundation [501(c)(3)], which develops  

and disseminates educational materials on the latest public policies and programs, the 

demographic impact of HIV, and medical research. AIDS Action Council [501(c)(4)] serves 

as a national voice for community-based organizations, local health departments and  

clinics, service providers, and health educators by advocating for effective legislative and 

social policies and programs for HIV prevention, treatment, and care.



This publication is supported by grant number U69HA05540 from the Health Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB). 
The publication's contents are solely the responsibility of the authors and do not necessarily represent the official view of HRSA, HAB.

1730 M Street N.W., Suite 611, Washington, DC 20036
Web/ www.connectingtocare.net and www.aidaction.org  E-mail/connectingtocare@aidsaction.org




