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ABSTRACT Approximately 17% of individuals living with HIV/AIDS pass through the
correctional system each year. Jails provide a unique opportunity to diagnose and treat
HIV infection among high-risk, transient populations with limited access to medical
services. In 2007, the USHealth Resources and Services Administration funded a multi-site
demonstration project entitled Enhancing Linkages to HIV Primary Care in Jail Settings
that aims to improve diagnosis and treatment services for HIV-positive jail detainees and
link them to community-based medical care and social services upon release.We performed
an evaluation of theRhode Island demonstration site entitled Community Partnerships and
Supportive Services for HIV-Infected People Leaving Jail (COMPASS). Through in-depth
qualitative interviews among 20HIV-positive COMPASS participants in Rhode Island, we
assessed howCOMPASS impacted access to health care and social services utilization.Most
individuals were receiving HIV treatment and care services upon enrollment, but
COMPASS enhanced linkage to medical care and follow-up visits for HIV and other
co-morbidities for most participants. Several participants were successfully linked to new
medical services as a result of COMPASS, including one individual newly diagnosed with
HIV and another who had been living with HIV for many years and was able to
commence highly active antiretroviral therapy (HAART). While many individuals
reported that COMPASS support prevented substance abuse relapse, ongoing substance
abuse nevertheless remained a challenge for several participants. Most participants
enrolled in one or more new social services as a result of COMPASS, including Medicaid,
Supplemental Security Income, food assistance, and housing programs. The primary unmet
needs of COMPASS participants were access to mental health services and stable housing.
Intensive case management of HIV-positive jail detainees enhances access to medical and
social support services and helps prevent relapse to substance abuse. Expanding intensive
case management programs, public housing, and mental health services for recently
released HIV-positive detainees should be public health priorities.
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INTRODUCTION

More than one million Americans live with HIV, 25% of whom are unaware of their
status.1 Additionally, an estimated one third of those who are aware of their positive
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status do not receive medical care.2 Approximately 17% of HIV-positive Americans
pass through the correctional system every year3 and HIV prevalence among the
incarcerated population is nearly 2.5 times general population prevalence.4 The
incarcerated population faces increased risk of homelessness, unemployment, and
other challenges upon return to the community.5–9 Recently released inmates are
also more likely than the general population to engage in HIV risk behaviors such as
transactional sex, multiple sexual partnerships, and injection drug use.10–12 These
phenomena have detrimental impacts on inmate and community health and
frequently limit access to HIV/AIDS treatment and care services.13–17

Jails are the port of entry to the correctional system, including prisons. Almost
one quarter of jail detainees are released within 2 weeks,18 creating a highly
transient population whose only access to HIV testing and medical care may be in
jail. Jails therefore present unique opportunities to diagnose people living with HIV/
AIDS and initiate care. Linking HIV-positive jail detainees to clinical and social
services upon release can have a significant beneficial impact on the health of these
individuals, as well as the public health of the communities to which they
return.19–22

Despite demonstrated success of linkage to care programs for HIV-positive
prisoners, few programs link HIV-positive jail detainees to medical and social
services upon release from jail. In 2007, the Health Resources and Services
Administration funded a multi-site program to expand the diagnosis of HIV during
jail incarceration and establish programs to link HIV-positive jail detainees to
comprehensive HIV primary care in the community upon release.23 This program,
the Enhancing Linkages to HIV Primary Care and Services in Jail Settings,24 has ten
demonstration sites in the USA, including the Miriam Hospital in Providence, RI,
USA, the largest provider of HIV care in Southern New England. This program at
the Miriam Hospital, the Community Partnerships and Support Services for HIV-
Infected People Leaving Jail (COMPASS) program, links HIV-positive jail detainees
from the Rhode Island Department of Corrections (RIDOC) jail to HIV care and
other clinical and social services in the community.

COMPASS community outreach workers are notified by jail staff when a
detainee is newly identified as HIV-positive or when persons with chronic HIV
infection are incarcerated. COMPASS staff meets with detainees in jail as soon as
possible after intake to assess their medical and social support needs. Upon their
release from jail, COMPASS staff provides direct case management services to assist
with linkage to community HIV services, substance abuse treatment, mental health
care services, health insurance programs including the AIDS Drug Assistance
Program (ADAP), and other public assistance programs. COMPASS services are
provided for 6 months after jail release.

Little scientific literature examines HIV-positive jail inmates’ experiences with
medical and social support programs post-release; we found only one study
exploring the specific medical and social service needs of this population.25 To our
knowledge, no peer-reviewed articles have examined recently released HIV-positive
jail inmates’ experiences with programs designed to enhance their participation in
medical care and social support services. To fill this gap, we conducted a qualitative
assessment with 20 COMPASS participants. This study evaluates how participating
in COMPASS in Rhode Island impacted jail inmates’ access to health care and social
services.
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METHODS

Recruitment
COMPASS staff recruited COMPASS participants to participate in the qualitative
study soon after release from jail. Eligible participants were active in COMPASS,
≥18 years old, HIV positive, and English speaking. We enrolled the first 20 eligible
COMPASS program participants from the RIDOC; enrollment took place between
October 2008 and September 2009, during which time a total of 30 jail detainees
were enrolled in the COMPASS program. All participants provided written and
verbal informed consent. The study was approved by the Miriam Hospital IRB and
the RIDOC Medical Research Advisory Group.

Qualitative Interviews
We used a semi-structured interview approach. In this qualitative interviewing
method, a trained interviewer uses a loosely structured interview guide that includes
a core list of themes to be discussed in the interview. The interview guide includes
open-ended questions and allows both the participant and interviewer freedom to
introduce topics freely as appropriate, allowing interviewers to probe about
participants’ responses. This approach focuses on answering questions included in
the subject guide in a conversation that flows naturally rather than in an order pre-
determined by the interviewer.26,27 Three trained research assistants conducted in-
depth qualitative interviews with COMPASS clients between 4 and 12 weeks after their
release from jail. Demographic information was also collected.

In semi-structured interviews, participants were asked about their medical and
social needs upon release and how the COMPASS program impacted access to clinical
and social services in jail and upon release. For example, we asked participants
questions such as, “Can you tell us about your experiences with HIV/AIDS-related
medical services in jail and upon release?” and “How has the COMPASS program
impacted your access to HIV/AIDS care services since your release from jail?” as well as
“How has COMPASS program affected your enrollment and access to social services
such as housing, food stamps and mental health services?” Participants were also asked
about their HIV risk behaviors, including drug and alcohol use and sexual behaviors
post-release. For example, we asked patients “Are you currently sexually active? Can
you tell memore about your sexual activity since your release from jail?”We also asked
participants about whether they were currently engaged in substance use, such as: “Are
you currently using drugs of any kind? Can you tell us how drug use, if any, has
impacted your participation in HIV/AIDS treatment and care services?”We also asked
participants “How could we improve COMPASS services?” These broad, open-ended
questions were designed to launch in-depth conversations about the aforementioned
subject matter, and trained interviewers then probed about further details when they
sought more information than participants offered in initial responses.

Data Analysis
Descriptive statistics of the participant population were tabulated. Interviews were
professionally transcribed. Emerging themes related to medical and social service
utilization, emotional support, and suggestions for enhancing COMPASS were
documented following each interview and informed development of a coding scheme
to guide data analysis. To enhance validity and reliability of the study findings, more
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than one analyst coded each transcript. We encountered only minor discrepancies in
coding across analysts; the small discrepancies (approximately 5%) were discussed and
resolved among data analysts with the input of the principal investigator. As themes
emerged from the data coding process, analytic memos were drafted to summarize the
key findings of each interview and systematically link important ideas and themes
between respondents. These themes informed the findings we present. This coding and
analysis method follows typical convention used in analyzing qualitative interviews.28,29

RESULTS

Demographic Data
Participant demographics are summarized in Table 1. The demographic profile of
those participating in this study is similar to those enrolled in the COMPASS program in
Rhode Island. Three quarters of participants were male and almost all were single; the
average participant age was 41 years. Race, education level, and sexual practices varied
widely. All participants were unemployed or underemployed, and those with health
insurance were enrolled in public health insurance programs. Participants had been
incarcerated an average of 15 times during their lifetimes. One participant was newly
diagnosed with HIV during her most recent incarceration; the remaining 19 participants
had been living with HIV an average of 12 years. Twelve participants were diagnosed
withHIVwhile incarcerated in jail or prison, 11 ofwhomwere diagnosed at the RIDOC.

Linkage to Community-Based Medical Care

HIV/AIDS Care Most study participants had been living with HIV for many years
and 11 were already engaged in HIV/AIDS care upon enrollment. This is primarily
attributable to previous incarcerations and participation in Project Bridge, a local
program that links HIV-positive prison inmates to care upon release. However,
COMPASS helped several participants re-initiate care after long-term lapses. One
participant receiving routine HIV care as a result of COMPASS commented:

Sometimes, before I got incarcerated, it was like a year, almost 2 years that I
didn’t see the doctor. I didn’t take blood work, I didn’t do anything. I was just
out there. And they looked for me. They’d call the house.

Other participants commented that COMPASS helped them keep medical
appointments. For example, a participant who had frequently been lost to medical
follow-up in the past explained:

I just started this program last month, so I haven’t missed any appointments since
last month. I’ve got a doctor’s appointment next month.

One participant newly diagnosed with HIV was linked to care at the Miriam
Hospital Immunology Center. She explained how COMPASS helped her improve
access to medical and social services:

I don’t do doctors, I don’t do appointments, I don’t do court. Nothing! If it didn’t
have to do with from the block of my house to the block where the drug dealer
was, I did not go...I had my own little circle of life...if it wasn’t for [COMPASS staff
member] or anyone I wouldn’t have anything that I have right now.And I have a lot...I
have another appointment. My doctors do want to keep track of me because it’s
the beginning. She said for the first couple months she wants to see me every month,
and I think that’s to see how I’m getting along emotionally, how I’m coping....

LINKING HIV-POSITIVE JAIL INMATES TO TREATMENT, CARE AND SOCIAL SERVICES 957



TABLE 1 Demographic information for COMPASS participants

Variable N % Mean SD

Gender
Male 15 75
Female 4 20
Transgender 1 5

Marital status
Single 18 90
Married 2 10

Age 41.3 9.67
20–29 4 20
30–39 4 20
40–49 7 65
50+ 5 25

Race
Caucasian 3 15
African American 8 40
American Indian 4 20
Hispanic 5 25

Highest level of education
Less than or some HS 10 50
GED/HS diploma 4 20
Some college 3 15
College/associate degtee 2 10
Unknown 1 5

Sexual practices by gender
Heterosexual women 4 20
Heterosexual men 8 40
Men who have sex with men (MSM) 5 25
Bisexual men 3 15

Health insurance
No insurance 5 25
Medicaid 11 55
Medicare 4 20

Housing
Unstablea 10 50
Stableb 6 30
Transitional/treatment center 4 20

Number of times incarcerated 15 12.48
1–5 5 25
6–10 3 15
11–20 8 40
920 4 20

Years living with HIV 12.26 7.55
G1 1 5
1–5 5 25
6–10 4 20
10+ 10 50

Location of HIV diagnosis
Jail or prison 12 60
Hospital 2 10
Community testing center 2 10
Job-related testing 1 5
Unknown 2 10

aUnstable housing was defined as currently being homeless, or living with a friend or family member on a
temporary basis

bStable housing was defined as permanently living with a spouse, steady partner or family member, or
renting or owning one’s own home or apartment at the time of the interview
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While most individuals were successfully accessing routine HIV care, relapse to
substance abuse and re-incarceration interrupted HIV treatment and care services
for numerous participants. One participant who re-initiated HIV care through
COMPASS explained:

I’ve been ducking my doctor for the past maybe two, three months because it’s
been the same, same old story, same old story. “[He’s] relapsed. [He’s] in the
hospital. [He’s] in jail.” And I don’t want that....My doctor is going to be so
happy to see me.

A few participants identified difficulty accessing transportation as an impedi-
ment to attending medical appointments; two mentioned that COMPASS staff had
provided transportation and assistance in acquiring bus passes for long-term
transportation.

HAART Treatment and Adherence Nearly all participants (16) reported taking
highly active antiretroviral therapy (HAART) at the time of the interview and
generally reported high rates of adherence. Others commenced HAART as a result of
COMPASS or were linked to the local ADAP. One treatment-naïve participant who
had been diagnosed with HIV in 1997 explained how COMPASS influenced her
decision to initiate HAART:

I thought, why live? I’m still going to die. That was the way I was thinking.
I didn’t want to take medication...So all those years I was with no
medication so I got really sick...Now I want to go through medication
and I think I do want to live. I want to take my medications. I want to go
to the doctor. [COMPASS] brightened up my spirits a little bit...Really,
when I got locked up, and I met [COMPASS staff member] and went to the
COMPASS program, and being clean, I guess made me just want to keep on
living...I’ve been on my medication for 2 months now and I feel much
better....I’m loving it.

Among other participants, drug and alcohol use were cited as impediments to
adhering to HAART. One respondent commented:

The only time I have a problem is when I relapse. I don’t take them because I
don’t eat.

Another individual who reported active cocaine use and poor adherence to
HAART remarked:

If you’re going to miss doses they, they [doctors] just tell you not to take the pills
at all.

Treatment of Co-Morbidities Many participants reported histories of sexually
transmitted infections (STIs), but none reported recent or current STIs. Hepatitis C
(HCV) was the most commonly reported HIV co-morbidity; seven participants were
infected with HCV and all were diagnosed prior to COMPASS enrollment. Four
participants reported currently being under a physician’s care for HCV, and several
participants attributed their access to HCV care to their participation in COMPASS.
For example, a participant who had fallen out of HCV care for several years because
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of substance abuse explained that he commenced HCV care again after enrolling in
COMPASS:

In 2005, I went for a liver biopsy and I was supposed to come back for the results
in January of 2006, but I relapsed. So I was in the streets again until I overdosed
in May, and so [after COMPASS], I started getting back to my appointments.

Mental Health and Counseling Services Many participants expressed the need
for greater access to mental health services. Most participants discussed histories
of depression, suicidal ideation and attempts, and other kinds of emotional
distress, but did not report a history of formal mental health diagnoses.
Individuals attributed these mental health issues to living with HIV/AIDS, drug
use and other social challenges. One participant who has been living with HIV
for 11 years reported:

To this day I’m still depressed....it still hurts knowing that I’m HIV positive.

Others who had not sought mental health services or counseling through
COMPASS commented:

It [my HIV diagnosis] hasn’t been all roses....I don’t cope with reality too well.
This is why I need counseling.

[Living with HIV] has led to drug problems, it’s led to loneliness, it’s led to
attempted suicide.

However, two participants reported COMPASS staff were actively assisting
them access professional mental health services. Another participant who reported
long-term depression explained that he was considering seeking new treatment for
depression as a result of COMPASS:

I do have metal health problems though...I’ve been on every medication you
could possibly name...[COMPASS staff] and I have discussed it and am working
on finding treatment options.

Linkage to Social Services in the Community
Fourteen participants were able to access one or more new social services as a result
of COMPASS, such as housing, food stamps, employment programs, and other
services from local AIDS service organizations. A participant linked to numerous
social support services through COMPASS remarked:

I’m obtaining a lot of things from a lot of different facilities—[AIDS Service
Organizations], Food Banks—all the resources that are in my area that I knew
nothing about. And I haven’t done without anything. Nothing! I mean, I needed
cosmetics, soaps and whatever, and I went down to one of the places that
[COMPASS staff] said...the food bank only for HIV people. And I thought they
were just going to help me out with food services....This woman hands me this
big basket...and this is everything I needed! And I thought, ‘Oh wow!’ I haven’t
gone without anything since I’ve been talking with everybody [in COMPASS].
And I have a list of names if I have any questions or, or anything, I can call, I
have cell phone numbers.
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The most frequently reported unmet need was housing assistance. Fourteen
participants had unstable or temporary housing, and indicated that permanent
housing was the first step to a stable lifestyle, reducing drug use, and accessing
health care. One participant explained:

So that’s why most of the time when you get out of jail and you don’t have
nowhere to go, people go back to drugs, and back to the same thing. Back to the
same circle because they don’t have anywhere else to go...[COMPASS staff
member] was going to help me go in a sober house, so I wasn’t really going to go
to the streets.

Many described how COMPASS staff helped them access public housing
programs:

She’s going to go through the housing lists and see what she can do for me in
housing. I’m going to have another meeting with her in two weeks.

Additionally, a few participants noted that COMPASS staff assisted them in
addressing legal matters such as child support. One participant noted the important
support of the COMPASS staff during his court case after release from jail. Many
participants also noted receiving COMPASS assistance in obtaining government
identification, such as social security cards, birth certificates, and driver’s licenses.

I’ve got all my papers already, [COMPASS staff] helped me get all the stuff, so I
got my ID, my birth certificate already, I got everything.

Five participants did not have medical insurance at the time of the interview,
and four of them reported actively working with COMPASS to apply for public
health insurance programs. One respondent commented:

I think Miriam Hospital is giving me health insurance. I really don’t have one
myself, but they’re helping me over there...[COMPASS staff] took me to the SSI to
sign up for social security.

Another participant already enrolled in Medicaid discussed exploring other
public insurance options through COMPASS:

In our upcoming meeting we’re going to explore different avenues for better
health insurance, and looking at different health insurance options.

COMPASS and Community Transition
Nearly all participants commented that COMPASS facilitated their community
transitions upon release from jail. One participant who had been incarcerated over
35 times was newly diagnosed with HIV during her most recent incarceration. She
explained how COMPASS improved her community transition and helped her
engage in a healthier lifestyle:

The way I transitioned out this time was probably the best transition I’ve had the
whole entire time...pretty much I came out looking forward to nothing. I wasn’t
going back to the home I was living in, didn’t know if it was still there. Didn’t
know if my clothes were still there....But the transition coming out [of jail] this
time was the best that I’ve had the whole entire time that I’ve ever done prison
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time....because the response to my HIV diagnosis was so good...[COMPASS]
response team has been a godsend! I know how to hustle and keep a house, but I
don’t know how to keep a house without hustling. And for 20 years hustling was
all I knew. So I’m actually learning how to actually have a normal life.

Another participant noted:

COMPASS should be an essential part of reentry for people with HIV, instead of
just a study.

Many participants commented on the critical role of COMPASS home visits. For
example:

[COMPASS staff] made the initiative to contact me when I was released...She
called me up, said ‘Guess what? You’re getting in here. You got an appointment
with me.’ I said ‘I can’t make it.’ She said ‘Well I’m coming to see you then.’ I was
very grateful for that, because I probably wouldn’t have taken the initiative for a
little while, made the contact. Her visit gives me the energy to get up in the
morning, to know that somebody’s still around that once again cares. Somebody
cares.

Nearly all participants explained how COMPASS provided unique emotional
support in their daily lives. Several participants explained:

Changes in my daily life are that I’m not walking alone. I’m walking with them
[COMPASS staff]. They’re carrying this load that I’m carrying, that I was
carrying by myself. I’m opening up to them...It’s good to have people like that.
They understand. They don’t judge you. My family judged me right away. They
help me one week and if I relapse well, ‘The hell with you. I’m tired with you.
You’re never going to change. There’s no hope for you.’ See with [COMPASS],
there is hope. They see that. They see potential in me; they see something that I
can’t see now. If they can help me, they will help me. Which a lot of people, even
my own family, don’t understand; they don’t understand my drug addiction; they
don’t understand my disease. And you can’t talk to them. So who do you go to?
People like [COMPASS staff member].

[She asked me] What do you need?’ Nobody’s every asked me that! And it’s
people like her and programs like this that help me get through life.

Another participant, who discussed how COMPASS provided critical emotional
support for him, remarked:

...people that are HIV [positive], their main issues, their emotional issues, their
soul issues, their spiritual issues are not being addressed. And those, to me, from
my experience and from what I see, are the most critical things.

However, a few participants mentioned that they might not have joined a
program like COMPASS at the time of HIV diagnosis, citing emotional turmoil or
denial about being HIV positive:

I don’t know if I could have talked to anybody. I talked to the priest because he
was a man from God. I could talk to a man like that. But I don’t think I could
talk to nobody else, no, I couldn’t. Honestly speaking, I don’t think so. I don’t
care what they would have said to me, I would have said, ‘The hell with you, I’m
going to die.’
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I was real isolated at the time. I didn’t want to speak to nobody. I didn’t want to
be involved. I just needed time to heal.

I just started trying to erase it out of my mind that I was sick. I didn’t believe it
because I was in prison. I thought these people were playing a trick on my mind. I
got out of prison and never followed up. Because I didn’t believe it. Because I felt
healthy. I didn’t look sick.

COMPASS and Relapse to Substance Abuse
All 20 participants had a history of illicit drug use. Themost commonly used drugs were
cocaine and alcohol; other participants reported previous or active heroin use. Many
individuals reported substance use as reasons formissing doctor’s appointments and not
adhering to medications. Many participants struggled with relapse to drug use, and one
participant reporting receiving opiate substitution therapy reported active cocaine use:

I’m on Suboxone now. But I smoke coke every day and I don’t do dope [heroin]
anymore...That’s what happens, though, when you have a double addiction. You
pick up hard on one when you give the other one up.

Another participant reported relapsing to drug use between his release from jail
and the first meeting with COMPASS staff:

I was supposed to meet up with [COMPASS staff] before, but I went off the deep
end...I was doing drugs, including crack.

Several participants were already involved in both jail and community-based
substance use treatment programs. One participant who reported he had not yet
disclosed his ongoing drug use to COMPASS staff stated:

Being incarcerated kind of helped, but I did the [jail-based drug cessation
program] while I was there. And they were very helpful...I told my parents and
again, they’ve been very supportive. And I’ve gone to a couple of meetings...I’ve
gone to Narcotics Anonymous, Alcoholics Anonymous.

Six participants indicated that support from COMPASS staff played a direct role
in helping prevent relapse to drug and alcohol use.

A step at a time. First take care of me, my addiction. With the addiction, I can’t
do anything. With this drug addiction I cannot move forward, so I’ve got to work
on that. So I’m doing the outpatient counseling. And with the support of
[COMPASS] and other friends that are very positive people, they’re not using,
that I can call and hang around with. So it’s a step at a time. It’s, it’s a process.
But I’m willing to try. It’s never too late.

[COMPASS] has given me a sense of direction in terms of learning how to live a
productive lifestyle. How to live a safe lifestyle without having to get caught up in
drugs. Because when I’m feeling down or feeling like I want to use, I know that I
can pick up the phone and call [COMPASS]...I know that they could steer me in the
right direction. I can’t get this kind of support hanging at crack houses and shooting
galleries because people are doing the same thing you’re doing. They’re getting high,
so they don’t really have anything to offer. So it’s important for me to stay plugged
into these kinds of programs so that I can live a more productive lifestyle.
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DISCUSSION

To our knowledge, this is the first peer-reviewed article to explore the experiences of
recently released HIV-positive jail inmates enrolled in a program designed to
enhance participation in medical care and social support services. We found that the
COMPASS program has positively impacted linkage to HIV care and other services
for HIV-positive jail inmates in Rhode Island. However, it is noteworthy that many
COMPASS participants who were interviewed were already engaged in HIV/AIDS
care prior to enrolling in the program. This is likely attributable to several factors.
First, most participants had been living with HIV for over a decade and had
previously been linked to care. Additionally, since the early 1990s, Brown
University/Miriam Hospital and the RIDOC have worked collaboratively to
maintain continuity of HIV care during incarceration and upon community re-
entry. This is achieved by having HIV care providers who work both inside the
RIDOC and in the community and through similar case-management-based linkage
services for HIV-positive prisoners30 Furthermore, the RIDOC has been offering
routine opt-out HIV testing upon incarceration since 1991 and 15–30% of all HIV
diagnoses in RI have been identified at RIDOC.31,32 Consequently, HIV-positive
persons interacting with the criminal justice system in RI have likely been engaged in
care in the past and are familiar with HIV services inside RIDOC and in the
community.

However, our findings suggest that COMPASS enhanced existing programs in
several ways. One individual was newly diagnosed in jail and was linked to
community HIV/AIDS care at the Miriam Hospital and numerous social services as
a result of COMPASS. COMPASS enhanced other individuals’ continuity of HIV/
AIDS care through intensive case management, including reminding participants to
keep doctors’ appointments and assisting with transportation services. Additionally,
COMPASS enhanced linkage to care for important co-morbidities such as hepatitis C, a
leading cause of death for people living with HIV/AIDS in the USA.33 Moreover,
COMPASS helped link participants to public health insurance programs they might
otherwise not have accessed, including ADAP. COMPASS also improved access to
social services that are critical to reducing the challenges associated with community
re-entry, including access to housing assistance, food stamps, and community
programs that provided other necessities. However, it is worth noting that a few
participants commented that they might not have responded to COMPASS staff
immediately after their HIV diagnosis if such a program had been offered to them.
This finding suggests that ongoing outreach and follow-up case management services
are critical for linking HIV-positive inmates to care and social services after release.

All study participants had a history of substance use, and several actively used
drugs since jail release. Many participants explained that COMPASS helped prevent
relapse to substance use since jail release, and relapse prevention has been shown
elsewhere to promote adherence to HAART,34,35 reduce recidivism and drug-related
health harms,36 and enhance secondary HIV prevention.37–39 However, several
participants reported actively engaging in substance use and commented that their
substance use relapse reduced their adherence to HAART and continuity of medical
care. While unsurprising, this finding suggests that preventing relapse to substance
use should remain a priority for case management programs that assist HIV-positive
persons released from correctional facilities.

The greatest unmet need study participants reported was mental health services.
Many study participants reported experiencing emotional distress, depression, or
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histories of suicidal ideation. While COMPASS staff often provided critical social
and emotional support, many participants reported feelings of depression and
expressed the need for counseling or psychiatric services. These trends are common
among incarcerated inmates; half of all prison and jail inmates have at least one
mental health disorder.40 Moreover, inmates with mental health problems are more
likely to have used drugs in the month prior to incarceration, be homeless, and have
repeat incarcerations.40,41 Additionally, HIV-positive prisoners are more likely to
have underlying mental health disorders than HIV-negative prisoners.41 These
phenomena underscore the critical importance of providing emotional support
services and links to mental health services for recently released HIV-positive inmates.

Many participants also reported that unstable housing exacerbated their
substance use problems and complicated their community transition. This is
consistent with literature demonstrating how stable housing can help reduce relapse
to substance abuse following release from jail42,43 and enhance adherence to
HAART.16,44 While COMPASS staff assisted with public housing applications,
Rhode Island has a long waiting list for public housing for HIV-positive individuals.
However, participants’ comments highlight the downstream medical and social
consequences of unstable housing for recently released inmates and suggest that
structural factors also play a key role in the health and social stability of recently
released HIV-positive inmates.

Our study is subject to several limitations. First, our findings may be subject to
some selection bias; study participants may have had more positive experiences with
the COMPASS program than individuals who did not enroll in our study. However,
given the extensive efforts of COMPASS staff to enroll all eligible participants in the
COMPASS program, we estimate any potential bias as relatively minor. Addition-
ally, this evaluation was limited to self-report of medical service uptake, HAART
adherence, and substance use. Finally, this study is based on a small sample of
individuals recently released from jail in Rhode Island who were enrolled in the
COMPASS program. RIDOC’s historical collaboration with community HIV care
providers may not be representative of the US correctional system at large.

However, this qualitative study highlights the benefits of intensive case-
management programs for HIV-positive jail detainees upon community re-entry.
COMPASS enhanced linkage to community HIV care, improved evaluation and
treatment of other co-morbidities, improved access to social support programs,
reduced relapse to substance use, and provided critical emotional support to clients.
This study also underscores the critical need for improved access to mental health
services and public housing for HIV-positive inmates upon release from jail. While
the Rhode Island COMPASS experience may not be generalizable to all settings, the
results of this study support further initiatives to develop and implement programs
for HIV-positive jail detainees.
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