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• 6x more likely to have AIDS 

• 2-3x more likely to be mentally ill or chemically 
dependent

• 5-15x more likely to have tuberculosis

High-quality correctional health services are 
critical to improving the health of communities to 
which formerly incarcerated people return.

Correctional Health is Public Health
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Overall % HIV 

Seroprevalence RateState

US Dept of Justice, Bureau of Justice Statistics. HIV in Prisons, 2005; Appendix Tables 1 and 2. NCJ publication 218915. 
http://www.ojp.gov/bjs/pub/pdf/hivp05.pdf. Published Sept. 2007. Accessed Jan 9, 2008.

HIV Rates Among the Incarcerated



Mandatory HIV Testing by State

No testing 
required

On entry

On release

On entry and 
in custody

On entry and 
on release

In custody and 
on release

On entry, 
in custody, and 
on release

All states test upon inmate request
except NH, IA, AL, KY, UT, and NV

US Dept of Justice, Bureau of Justice Statistics. HIV in Prisons, 2005; Appendix, Table 5. NCJ publication 218915. 
http://www.ojp.usdoj.gov/bjs/pub/pdf/p05.pdf. Published Sept. 2007. Accessed Jan 9, 2008.

Not reported



Other HIV Policies in Prison

No states have instituted a sterile needle 
exchange program

Condoms are provided in only two state prison 
systems and five county jail systems

The WHO recommends that bleach be made 
available to prisoners and that needle exchange 
programs be considered
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Jail Overview

Short-term facility

Usually operated by a city, county, or local government

Holds arrestees awaiting trial or sentencing and inmates convicted and 
sentenced to less than 1 year

Approximately 50% of arrestees are released within 48 hours1

Public health interventions (eg, screening, testing, counseling, making 
referrals) must happen QUICKLY or not at all

Most jails do very little screening—usually only for tuberculosis, 
sometimes for sexually transmitted diseases (STDs), sometimes for 
pregnancy and HIV

Mean expected time of jail stay is  6 to 9 months2
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Prison Overview

Longer-term facility

Usually operated by the state or federal 
government

Greater opportunity to implement long-term 
public health interventions with follow-up

Very comprehensive medical intake process, 
but the level and quality of ongoing medical 
care varies
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Special Project of National Significance

SPNS Enhancing Linkages

Emory University: Evaluation & Support Center
Ten sites nationally awarded 4 year demonstration p roject:

� AID Atlanta:  Atlanta, GA

� AIDS Care Group:  Chester, PA

� Baystate Medical Center:  Springfield, MA

� Care Alliance Health Center:  Cleveland, OH

� The Miriam Hospital: Providence, RI

� NYC Dept. of Health & Mental Hygiene:  New York, NY

� Philadelphia FIGHT:  Philadelphia, PA

� University of Illinois at Chicago, School of Public Health: Chicago, IL

� University of South Carolina Research Foundation:  Columbia, SC 

� Yale University AIDS Program: New Haven, CT



Program Goals and Objectives

• To promptly identify HIV-infected individuals

• To determine the medical and social needs of 
HIV-infected jail detainees 

• To expeditiously link HIV-infected jail detainees to 
HIV primary care and other medical and social 
services in the community upon release
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• MA has a complex criminal justice system 
• 97% of incarcerated individuals return back 

to the community
• Inmates/detainees experience 

disproportionately high rates of disease
• Estimated that 25% of individuals with HIV 

pass through a correctional system
• Incarceration present a unique opportunity 

to engage inmates in education, prevention 
and health promotion
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Cumulative total of 29,628 MA residents have 
been diagnosed and reported with HIV/AIDS

Reported total of 17,373 MA residents are living 
with HIV/AIDS
• 932 (5%) were diagnosed while incarcerated

Deaths among PLWH/A in 2007: 261 (second 
year deaths have been below 300)
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736 HIV+ inmates 
during July-Dec 
CMAR 

417 Co-infected 
w/HCV

735 HIV+ inmates 
during Jan-June 
CMAR 

391 Co-infected 
w/HCV
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Medium-security facility located in Chicopee and 
Ludlow, Massachusetts
Houses 1,800 inmates average day
6,000 inmates pass through facility each year
Average sentence is 3 months
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Developed in 1992

Address needs of persons temporarily displaced 
into jail from the community

Improve health and safety of community

Collaboration of:
� Hampden County Correctional Center
� Baystate Health

� (3 community health centers)
� Holyoke Health Center
� MDPH
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Baystate Health and Holyoke Health Center offer 
medical care inside the jail

Establishes linkages with community medical 
providers

Plans for post-release care

Follow up with clients post-release to determine 
whether linkages were made and maintained and 
to make further linkages
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• Dually-Based: work both at the jail and community 
health center

• Physicians
• Discharge Planning
• Case management
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A collaboration of Baystate 
Medical Center, Hampden 
County Correctional Center, 
Allies in Recovery, Behavioral 
Health Network and Holyoke 
Health Center

Expands & enhances existing 
public health model
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• Rapid HIV Testing: 

� Provide voluntary rapid HIV testing to inmates through 
outreach/referrals to the general populations (male and female)

• Mental Health: 
� Offer mental health services to inmates with chronic medical 

conditions.  Same clinician continuing from jail into community life

• Intensive Case Management/Outreach
� Inmates/Clients work with a dually-based case manager 

(corrections & community) for referrals, education and continuity 
of support services to community life

• Substance Abuse Services/CRAFT
� Offered to families/loved ones of inmate/client with substance 

abuse problem



Number HIV+ enrolled 24 100%
Gender : male                                                            

female
transgendered

15
8 
1 

63%
33%
4%

latino 19 80%
Age range 

average

21-55
42

-

Heterosexual 19 80%
# of children in participant’s care just prior to incarceration 6 -

# homeless just prior to incarceration 19 80%
������������	
���
�

����	�
�������
��
��
��������� 
��	��	�
������	�
	�
���� 12 50%

# learning of HIV in correctional facility 
# learning from medical facility
# learning from drug treatment 

6
12
3

25%
50%
13%

# taking HIV medication just prior to incarceration 9 38%
Average % of total doses of medication taken just prior to incarceration - 55%

Average number of ER visits in past 6 months .9 -

# not graduating from high school 14 58%
# paid for working any amount just prior to incarceration 7 29%
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Substance Use 
# using

#

alcohol to intoxication 
>10 days out of 30

5 21

heroin >10 days out of 30 13 54

cocaine >10 days out of 
30

12 50

marijuana >10 days out 
of 30

6 25

AOD treatment just prior 
to incarceration 

average # of days in tx

8

10

33

Mental Illness
# experiencing

#

serious depression 18 75

serious anxiety 18 75

hallucinations 11 46

cognitive impairment 18 75

trouble controlling 
violent behavior

7 29

suicidal ideation 5 21
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• Referred to MHANCE for 
mental health and case 
management

• Mental Health Issues
� Dually-based

� Depression:  prescribed 
medication

� Anger Management

� Anxiety

�+&���"%�6�C�

43 year old , Puerto Rican, 
heterosexual male, SSO

IDU transmission, 
diagnosed  2005

Incarcerated several times 
for possession with intent

Released 3/3/09

Re-incarcerated   3/23/09    
Bailed out; two years 
probation
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Case Management
Dually-based/Intensive
Worked with court 
system and lawyer
Worked closely with 
MHANCE mental health 
clinician
Worked with community 
providers to obtain 
support services, 
medical appointments

Outcomes
• Mental health services 

continue MHANCE
• Client obtain PCA services
• Religious/church support

Health History 
• HIV +
• Hep C +
• Acute renal failure:  on dialysis
• Client obtained housing 

assistance (rent and search)
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COMPASS: Community Partnerships and Social Services 
for HIV+ People Leaving the Jail Setting

This project intends to enhance existing services 
through the implementation of a jail-release program 
utilizing jail-based case mangers and community-
based case managers combined with intensive 
community outreach that will result in improved HIV 
treatment, substance abuse and social stabilization 
outcomes for recently released HIV+ jail detainees 

Enhancement of Existing Services



Target Population

All HIV-infected individuals incarcerated at the jail 
facilities will be eligible for participation

� Newly diagnosed individuals
� Previously diagnosed individuals, not in active care in the 

community
� Previously diagnosed individuals, in active care in the community

Majority of detainees are male and the population is 
disproportionately African American and Hispanic 
Most detainees are from the urban areas of Providence, 
New Bedford, and Fall River
Population is impacted by high rates of homelessness, 
mental health issues, and substance use



Local Evaluation Strategy

Work closely with the Evaluation Center, SPNS 
program staff, and other grantees to evaluate the 
process and outcomes of the enhanced linkage 
project on a local and multi-site level



Local Evaluation Strategy cont.
Process evaluation design
� Record the development and implementation of the 

project through the documentation of: creation of 
policies, procedures, administrative structures, and 
formal collaborations with community providers; staff 
time and effort; and minutes of meetings

� Examine techniques employed to recruit and enroll 
participants, track clients, link participants to services, 
and retain clients

� Collect data to evaluate policy development and 
implementation, staff training, staffing structure and 
turnover, clinical and structural challenges, system 
influences, financing of services, contextual factors, and 
associated costs



Outcomes

Primary outcomes of interest
� Identification of HIV-infected individuals in the jail 

setting
� Linkage to care in both the jail and in the community 

after release

Secondary outcomes of interest
� HIV sexual and drug using risk behaviors
� Adherence to HAART
� Recidivism within the correctional system



Local Data Collection

To evaluate the proposed outcomes, 
the Research Assistant will obtain 
informed consent and medical 
releases from participants for the 
evaluation component
Project personnel will then collect 
data through the following methods:

� Review of correctional, medical, 
and project-specific databases 
and logs at ACI and BCSO

� Quantitative assessment 
interviews with participants at 
baseline and 1 month, 3 months, 
and 6 months after release

� Review of referral logs, 
participant Service Plans and 
attainment of Service Plan goals, 
and RCW logs documenting 
participant-specific activities

� Communication with community 
providers to determine follow-up 
with referrals and appointments

� Medical chart abstraction and 
review of clinical records

� Tracking of participant retention



Local Data Collection cont.

Currently we have enrolled 32 participants.  Of the 32, 
4 have completed 3 and 6 month follow-up 
assessments.
Of the 32, 21 have received active case management 
services, with the remaining 11 either still incarcerated, 
limited intervention or lost-to-follow up



Case Study 1

29 year old, Latina, heterosexual female
Living in substance abuse treatment facility
Has two children age 11 & 13, voluntary care 
given to aunt and uncle
Was raped at age 13, diagnosed with HIV at age 
16 while pregnant (father of child was not 
positive)



Socio-Economics

No Income, SSI application pending

RIAID (RI ADAP) Active
Substance abuse treatment program – paid for by state 
(due to court order)
ATR (Access To Recovery) Grants, targets those 
leaving jails, prison and detox centers

Grant pays for Methadone and Inpatient treatment



Legal Issues

Enrolled at the Adult Correction Institute, Cranston, RI

� Possession of a Controlled Substance 
� Loitering/Prostitution

Currently on Probation
Currently completing court ordered inpatient substance 
abuse treatment



Medical       &     Mental Health

Hepatitis C & B positive
� Has not received 

treatment
Asthmatic, controlled 
with medication

Medication regimen 
restarted while 
incarcerated

History of depression and 
PTSD
Began treatment with a 
counselor and Psychiatrist 
while in Women’s Outpatient 
program (was asked to leave 
program)
Currently reconnecting with 
mental health treatment while 
in inpatient program 



Substance Abuse

History of substance abuse, injection drug use with heroin
� 9/08 court ordered, inpatient treatment 
� 1/09 court placed into long term substance abuse treatment (6 

months), did not complete
� Went to women’s intensive day treatment to avoid being re-

incarcerated, relapsed, medically hospitalized, morphine 
prescribed, continued opioid use once discharged

� Methadone maintenance started, use continued, asked to leave 
women’s intensive day treatment

� Accepted to inpatient women’s program for substance abuse 
treatment

� Currently, inpatient program, continuing methadone maintenance



Case Management

During the intake interview, participant very eager to 
receive help
No active case management in place from the local 
HIV/AIDS organizations Actively attending medical 
appointments for HIV care
Actively participating in court ordered treatment
Active with COMPASS services



Next Steps

Continued application for SSI
Reapply for state medical assistance
Connect with mental health after completion of 
substance abuse treatment



Case Study 2

39 year old AA male

Infected 12 years-injected partner’s blood
Stable upbringing

>HS education
Children live with extended family

Low-income SSI/Medicaid
Concordant relationship 10 + years



Substance Abuse and Mental 
Health History

Cocaine use age 11

Heroin injecting in teens
Sporadic methadone tx/detox

Schizophrenia Dx
Cocaine-induced psychosis  



Criminal Hx

1992 Assault with a dangerous weapon

2005 Shoplifting
Repeat offender from hardcore felonious behaviors to 
recent minor charges and violations relating to drug 
procurement 
ACI/BCHC



Medical Hx

Rapid progression 
AIDS < 1 yr dx
ARV on/off 

Co-infected HCV
CD4
� nadir 55 6.1% (2001) 
� apex 699 27% (2004) 



COMPASS

Jail detainee-probation violation 
on non payment of fines
14 days AWT
Known HIV+, refused HIV test
Blood work done, no ARV 
initiated in jail
Met with Re-intergration-
Outreach Worker in jail, case 
plan developed
Met with R-ORWfirst day out

Fully engaged first week out
Received referrals: ASO case 
manager, SSI, sober housing
Went underground after first 
week
Resurfaced 2 months later

� wife very ill in-patient 
� Active SA (heroin, cocaine) 
� Untreated MH
� Living in “Criminal Dive”



Medical/Treatment Current

9/2008
In-care

CD4 318 12.7 %
PVL 16,208 4.21
ATRIPLA
Suboxone 16 mg
5/6 months of intervention
No jail as of 5/2008



Rikers Island
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NYC Jail Population

23%

6% 3%

25%

10%

30%

16-17

18-20

21-30

31-40

41-50

51-60

Age Range

54%
34%

8%
4%

black

hispanic

white/non-
hispanic

other/unknown

Race / ethnicity



NYC Correctional Health

• 100,000 new admissions to the NYC jail 
system each year
– 13,500 average daily census

• Each month
– 8,000 intake screenings
– 60-70,000 medical visits

– 2,500 specialty clinic visits
– 18,000 mental health visits
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Jail Discharges 
to NYC 
Communities
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NYC Jail Health

• High risk of HIV infection (2006 blinded serosurvey)

– 4.7% (4.1% - 5.3%) in males 

– 9.7% (8.3% - 11.1%) in females

• Over 70% released to the community return 
to the areas of greatest health disparities

• Women are twice is sick as male 
counterparts



Continuum of Care Model

• Identify Chronic Health conditions
(Day 1, ongoing)

• Chronic care patients to receive
– State-of-the-art medical care

• Patient care / treatment adherence (Day 1 to release)
• Patient care coordination; initial assessment / plan  (Day 2)
• Discharge planning / Health Education (Day 7 to release)

– Connections to community care <30 days post-release
• Partner agreements/collaborations
• Escort / transport
• Follow-up



HIV Testing

• Conducted 6,500 tests in 2003; after introduction of 
rapid testing in March 2004, testing volume 
increased to 25,000 in 2006

• Among all NYC medical providers, NYC jails were 
largest volume HIV case reporter during 2005, with 
180 new diagnoses (4.6% of all new diagnoses in 
NYC)



Transitional Services

• Transitioning from jail to community 
– Forensic Behavioral Health – includes Mental 

Health Discharge Planning 

– A Road Not Taken – treatment readiness

– Transitional Health Care Coordination (THCC) –
HIV prevention, chronic medical and HIV/AIDS 
discharge planning, visitor health station and 
Correction - Community Linkage Program
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Discharge Planning

• Engage client
• Conduct Assessment  
• Screen for benefits

• Arrange discharge medications
• Coordinate post-release plan
• Identify / confirm community providers

– Aftercare letters / transfer medical information
– Make appointments / walk-in arrangements
– Arrange transportation / escort



HIV Connections to Care

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100
%

Escort/Transport

Case Management

Court Advocacy

Housing

Benefits

SA Treatment

Primary Care

Connections Outpatient Treatment
Inpatient Treatment Harm Reduction
n=277
Source: DOHMH Connections summary report to SPNS January to June 2008



SPNS Program:
Project Description

• SPNS PROGRAM 
– Enhances HIV Continuum of Care Model created 

in 2006 to improve diagnosis, treatment and 
discharge planning

– Court advocacy leading to ATS/ATI to increase 
number released / linked to care

– Post-release follow-up at three, six and twelve 
months



Court Advocacy Criteria

• Willing to receive court 
advocacy or ATI 
placement

• Attorney agrees
• Eligible & willing to enter 

hospice, skilled nursing 
facility or residential 
drug treatment program

• Detainee or parole 
violator

• Violent offender 
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• Prior participation in 
TASC, ATI or SPNS 
court advocacy

• Refusal of medical care
• Immigration hold

Inclusion Exclusion



� 54 y/o, AA, parole warrant
weight = 75 lbs.           
t.cell count = 15    
released to SNF 9/08 
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� 36 y/o, AA, drug charges   
t.cell count = 2 (1/08)       

released to inpatient SATP
t.cell count = 350 (9/08)   
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Case Studies

• Sickest patients connected to care:
� 43 y/o, parole warrant

t.cell count <10 on admit
t.cell count = 106 (9/08)
kidney dialysis 3x/wk 
released to SNF 9/08 
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� 44 y/o, latino, parole warrant
t.cell count = 5 (7/06)
released to SNF
t.cell count =386 (9/08)   
undetectable vl (9/08)    
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What a Team!



Challenges   /    Solutions

• Rapid HIV Testing

• Work from self-reports

• Communication with corrections

• See post-release with test results

• Electronic health records

• Hire staff to work evenings, w/ends
• Develop protocols to assess 

competence and re-approach later

• Build rapport with corrections, train 
officers / staff

• Revise Service Plans / re-enroll 

• Build on experience of other local 
projects; use FQHC / Residential 
Programs with EHR

• Short-term stays are norm

• Limited time to diagnose, treat

• Unpredictable release

• Funding for HIV testing in jails

• Paper records

• Limited program hours 

• Obtaining consent from potentially 
intoxicated individuals

• Confidentiality 

• Reincarceration

• Post-release follow up tracking 
connections to care



Contact Us

Maureen Desabrais, M.Ed, LSW, LADC 1, CCDP-D
maureen.desabrais@sdh.state.ma.us
413-547-8000 ext 2396 

Helen Loewenthal, MSW
HLoewenthal@lifespan.org 401-793-4824

Alison O. Jordan, LSCW
ajordan@health.nyc.gov 212-788-7837


