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Abstract
This article describes the experience and outcomes of the National Institute on Drug Abuse-funded
Criminal Justice Drug Abuse Treatment Studies HIV Services and Treatment Implementation in
Corrections protocol in the state of Delaware. The protocol was designed to test the effectiveness
of a change team model in improving HIV services in correctional settings. In Delaware, a team was
created with representatives from correctional and community agencies to work on improving
linkage to HIV care for individuals released from incarceration. The team made improvements in the
entire HIV service continuum: linkage to HIV care, HIV education, and HIV testing. The experiences
in Delaware and the findings from this study suggest that the use of a change team model is a viable
method for making organizational change in correctional settings.
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In 2008, the National Institute on Drug Abuse (NIDA) launched the Criminal Justice Drug

Abuse Treatment Studies (CJ-DATS), a cooperative agreement of scholars working to develop

a better understanding of the organizational issues that can facilitate or undermine implementation

of evidence-based services in correctional settings (Ducharme, Chandler, & Wiley, 2013). As part

of the CJ-DATS studies and under NIDA’s priority domain of improvements in HIV care in

correctional facilities, the HIV Services and Treatment Implementation in Corrections (HIV-STIC)

protocol was developed (Belenko et al., 2013). The HIV-STIC multisite research program

conducted cluster randomized trials to test an organizational process improvement strategy for
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more effectively implementing improvements in the HIV services continuum including HIV

prevention, education, and testing for individuals under correctional supervision, and linkage

to HIV care for individuals returning home from incarceration (O’Connell, Swan, Martin,

et al., 2013). Each of the nine research centers (each linked with a criminal justice partner orga-

nization) conducted either one or two cluster randomized trials on matched pairs of facilities to

test the effectiveness of a change team process improvement model for improving HIV services

in correctional settings, compared to a control arm that received a directive from correctional

administrators to improve HIV services.

Nine research centers from across the country and their criminal justice partners participated in

the HIV-STIC study. Among these were the Center for Drug and Health Studies (CDHS) at the Uni-

versity of Delaware and the Delaware Department of Correction (DE DOC). Each criminal justice

partner (typically an administrator from the research center’s criminal justice partner organization)

decided on the component of the HIV services continuum (i.e., prevention, testing, or linkage to

care) that they believed needed the most improvement in their local system. In the experimental con-

dition, a modified NIATx process improvement strategy (McCarty et al., 2007) was used to guide the

development of a local change team that consisted of frontline staff who work directly with the HIV

services that the site wanted to improve. An ‘‘external coach’’ who is trained in the NIATx treatment

model (McCarty et al., 2007) was hired to facilitate the change process. The sites in the control con-

dition received a directive from the criminal justice partner to improve services related to the chosen

component of the continuum and were left to use whatever approach they chose to implement the

improved HIV services. Prior to randomization, all study sites received baseline training that

included content on each area of the continuum, with extended focus on that site’s area of improve-

ment. (For a complete review of CJ-DATS and the HIV-STIC protocol, please see Belenko et al.,

2013; Ducharme et al., 2013.)

HIV-STIC in Delaware

Because of its small size, Delaware does not seem a likely candidate for ranking high in HIV/AIDS

prevalence by state, yet Delaware is disproportionately represented in HIV/AIDS statistics. Dela-

ware is at the confluence of a number of HIV transmission risk factors, including location in the

Northeast corridor of the drug and sex trades, significant at-risk populations in minority commu-

nities, heavy tourist influxes in beach communities, high prevalence of injection drug use, and a high

percentage of the population under criminal justice supervision (Ratnayake, 2011). These factors

combine to place Delaware in the top 20 states in the nation with the highest prevalence of HIV/

AIDS in the correctional population as of 2010 (Maruschak, 2012). When examined by gender,

Delaware ranks among the top 15 states with the highest percentage of female HIV/AIDS cases

in the state’s prison population (1.8%; Maruschak, 2012). Delaware’s percentage of the total

HIV/AIDS cases among males in the state’s prison population places it at 16th in the country (Mar-

uschak, 2012).

Linkage to HIV Care for Individuals Returning Home From Custody

To date, there is no cure for HIV or AIDS due to numerous complications (Weeks & Alcamo, 2010).

However, antiretroviral (ARV) medication has been shown to effectively manage the virus so that

the infected individual remains relatively healthy despite being HIV positive. Furthermore, research

is now showing that managing the virus through ARVs can prevent transmission of HIV to nonin-

fected people. Medication disruption, in addition to making the infected individual vulnerable to the

effects of the virus, can lead to development of drug-resistant strains of the virus (Weeks & Alcamo,

2010). Viral resistance reduces the effectiveness of ARVs, making it more difficult to stop the
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epidemic and threatening public health. Therefore, linkage to and retention in HIV treatment, and

particularly adherence to ARV medication regimens, are essential for keeping individuals healthy

and preventing further transmission of the virus (J. Baillargeon et al., 2009; Moir et al., 2010;

Volkow & Montaner, 2010).

The period of reentry to the community from secure custody is of particular importance for dis-

ease prevention efforts because individuals often return to previous patterns of high-risk behavior

(i.e., unprotected sex, injection drug use) or engage in even higher levels of risky behaviors than they

did before they were incarcerated in an attempt to ‘‘make up for lost time’’ (Adams et al., 2011;

Braithwaite & Arriola, 2003; Inciardi et al., 2007; MacGowan et al., 2003). Research has shown that

the majority of individuals being treated for HIV in correctional facilities experience HIV treatment

disruption once they are released into the community (J. G. Baillargeon et al., 2010; J. Baillargeon

et al., 2009; Harzke, Ross, & Scott, 2006).

The correctional population in Delaware is no exception to these patterns. In fact, due to the inter-

ruption in treatment that has been documented among individuals living with HIV in Delaware’s

correctional population, a single pill medication regimen (which should facilitate continuity of care;

see Malta, Strathdee, Magnanini, & Bastos, 2008) is often not an option because of the possibility of

viral resistance (DE DOC, 2012). In Delaware, 66% of the incarcerated patients who use ARVs are

on a multi-tablet regimen versus 35% who are on a single dose of Atripla (DE DOC, 2012). This

statistic is problematic for individual and public health and for the systems that are serving these

clients, particularly the DOC and the community HIV provider. Thus, the criminal justice partner

for CDHS decided that the Delaware sites would focus on improving linkage to HIV care for indi-

viduals returning home from custody.

Baseline Training

The curriculum for the baseline training was developed and delivered by outside trainers, who have a

long history of work related to HIV prevalence and services in correctional settings,1 to all partici-

pating CJ-DATS study sites in order to ensure quality, consistency, and fidelity of the training. The

general areas covered in the training were the HIV services continuum, HIV prevalence and issues

among offenders, and evidence-based HIV services in institutional and community corrections for

HIV prevention, testing, and linkage to care (O’Connell, Swan, Kramer, et al., 2013).

In Delaware, the primary focus of the baseline training was secure linkage to HIV care in the

community for individuals returning home from incarceration in prerelease facilities2 because of the

priority given to this component of the HIV services continuum by the criminal justice partner.

Accordingly, the training’s interactive exercises and didactic presentations focused on best practices

and existing models of linkage to HIV care for individuals leaving incarceration, as well as local

practices, issues, and concerns around this service. The training also included brief presentations and

interactive discussions on evidence-based HIV prevention and testing practices and concluded with

a training review and ‘‘next steps,’’ which included the directive from the criminal justice partner for

staff to improve linkage to HIV care at their own sites. This training and a follow-up e-mail directive

from the criminal justice partner were the only intervention that the control sites received.

The training was well received by participants from the experimental and control conditions

alike. At the end of the study, a member of the change team from the HIV community organization

noted:

The very first meeting that we had when the control group and the testing group got together and

exchanged ideas, got to meet people, and just talked about things back and forth, I definitely know that

some people were made aware of what was available in the community, how we offered services, [how]
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we worked, the staff that we had. A lot of the care providers in the prison system weren’t aware of exactly

what the patients could get or do get when they get outside.

Likewise, a nurse from one of the control sites who participated in the baseline training noted:

‘‘I thought [the baseline training] was very informative because it allowed me to get different

resources, put names with faces who I needed to contact, what they did, what each individual’s

job are.’’

Thus, even though the control sites did not receive the experimental intervention, they did

qualitatively benefit from the training in the form of knowledge and resources gained.

Change Team Process and Procedures

After the baseline training, the research staff met with the criminal justice partner (hereafter referred

to as the Executive Sponsor), a facility sponsor (typically a DOC administrator at the facility level),

the head nurse for the contracted DOC medical provider, and the NIATx coach to select the change

team leader (CTL) and the other change team members. It was agreed that the head nurse present at

the meeting was the best candidate for the CTL position. In addition to being the medical supervisor

at each of the participating study sites in Delaware, she met the suggested qualities and credentials of

the HIV-STIC protocol, including the ability to interact with all levels of management; leadership,

communication, and delegation skills; experience making changes; energy and enthusiasm for the

task; the ability to instill optimism in order to motivate others and overcome setbacks; and a

goal-oriented and systematic approach. Other change team members were counselors and directors

from the contracted substance abuse treatment provider who were responsible for discharge plan-

ning, nurses from the correctional medical contractor, and a representative from the community HIV

provider.

Once the change team was developed, a kickoff meeting was held where the team was informed

about the executive sponsor’s directive to improve linkage to HIV care using the change team

model. At this meeting, the research team also presented the research study and the external coach

presented the NIATx model (see www.niatx.net) to the change team members.

A key element to the NIATx approach to process improvement is a ‘‘walk-through’’ of the service

that the change team is seeking to improve (McCarty et al., 2007). The purpose of the walk-through

is for change leaders to improve their understanding of what the client experiences when trying to

access and participate in particular services, including how services are accessed, how the client

might feel while trying to access these services, what processes or steps are involved in obtaining

services, how long it takes to receive services, and so on. This type of information can then be used

to develop strategies for improving the quality and efficiency of service delivery.

In the case of Delaware, the CTL, the community HIV provider representative, and one of the

correctional nurses participated in two walk-throughs. First, the participants ‘‘walked through’’ the

medical intake and discharge processes in the correctional facility. The community HIV provider

representative acted as if she were a new intake who was living with HIV and went through both

the intake and discharge process with the correctional nurse. For the second walk-through, the CTL

acted as the HIV-positive individual leaving custody and ‘‘walked through’’ the process of finding

the community HIV program and going through the intake process.

The walk-through participants then presented their findings at a meeting with the rest of the

change team and the coach. The team used these findings to inform the goals and strategies to meet

those goals that the team would focus on to improve HIV treatment linkages. Using a rapid cycle

testing approach from the NIATx process improvement model (McCarty et al., 2007), the change

team held meetings once a month to discuss the changes that were being made and any barriers they

were facing in implementing changes, and to present successful changes to the group. Rapid cycle
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testing refers to the ‘‘Plan-Do-Study-Act’’ concept, which means that a group brainstorms ideas for a

strategy to improve a process or service (Plan). They next take those ideas to action and work on

implementing the change (Do). The progress of that implementation strategy, including barriers and

facilitators to success, is tracked and the data are presented to the group (Study). Depending on the

results, the changes are ‘‘adopted,’’ ‘‘adapted,’’ or ‘‘abandoned’’ by the team (Act). The notion of

this process being ‘‘rapid’’ is to engage in discrete, short-term process goals to help dispel the idea

that change is too difficult and to achieve short-term goals in less time and burden to the staff (see

Belenko et al., 2013, for a more detailed discussion of this process). Once progress was being made

and goals were being accomplished, the meetings were reduced to once every other month with a

final close-out meeting and celebration that was held about a year after the initial meeting (the

close-out meeting is discussed in more detail later in this article).

Outcomes

Although the focus of the change team efforts was on linkage to HIV care in the community for indi-

viduals leaving incarceration, the change team process, particularly the walk-through, led to

improvements in each of the areas of the HIV continuum (i.e., linkage to HIV care in the community,

HIV prevention, and HIV testing). The improvements to the linkage to care process will be discussed

first, followed by improvements made to HIV prevention education services and finally HIV testing

improvements.

Linkage to HIV Care

During the time that the project was in place, only five HIV-positive individuals were released from

the correctional facilities in the experimental condition, making it difficult to measure improvement

in linkage to care at the client level. However, the change team was successful at improving the

process for linking people to HIV care upon release at the level of the staff members of the organi-

zations involved. The change team process led to improvements in the process for linking individ-

uals to HIV care in the community in two ways: using the walk-through to identify parts of the

process that could use improvement and bringing the community and DOC medical providers

together to work through the issues uncovered during the walk-through. One finding from the

walk-through was that the paperwork that the DOC medical provider completed for people being

referred to the community HIV program was redundant to the paperwork that the community HIV

program staff completed during the intake process. The change team process brought the community

and DOC medical providers together to address this issue. Ultimately, the CTL and the community

HIV provider worked together to streamline the DOC discharge planning and paperwork in a way

that met the needs of both the DOC and the community provider organizations.

The two key outcomes of this exercise were increased communication between the DOC medical

provider and the community HIV provider and significantly reduced discharge paperwork. In the

following quote, the CTL describes how they reduced the discharge paperwork and how that

improved linkage to HIV care:

There was a six page form that DOC had, they wanted us to do on linkage to care and . . . it mimicked

exactly what [community HIV provider] already had. So we got together and we condensed it into a one-

page [form] on what they specifically needed. And the one-pager also helped the inmates . . . better

understand . . . what our goal is, what we’re trying to do . . . they weren’t going to read the six pages.

The six page to one page, it helped with linkage of care in the fact that [the inmates] were able to see what

we were doing, why we were doing [it], the importance of it, and also with hooking up with [community

HIV provider].
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The community HIV provider representative on the change team also discussed how this process

improved communication between the DOC medical provider and the community HIV provider:

We started with paperwork and just getting information in the hands of the nurses there on who to con-

tact, how to make the contact with our facilities so that they could schedule appointments for the patients

to get information. We talked about what type information [the DOC nurses] would need to collect on

their end, to be able to share that information with us in preparation of the patient transitioning [back to

the community]. [This information was] as specific as what medicines they were on, what physical his-

tory, psychosocial history . . . data collection to share with us. So, communication.

The change team also worked to break down communication barriers by developing a one-page

communication form to be faxed between the DOC medical provider and the community HIV pro-

vider that included information on individuals being discharged with HIV, their appointments in the

community, whether or not they made their appointments in the community, and whether they were

reincarcerated.

The community HIV provider described another way that the walk-through helped improve the

process of linking people to HIV care when they are released from a correctional facility:

I think one of the most helpful things was what we did in the very beginning by walking through the other

person’s environment. I think that was huge. I know that the DOC nurses said that they appreciated being

able to go and see what goes on [at the community clinic] also because then that gives them a perspective

on what they can talk to the patient about and prepare the patient for what to expect. Because I think that

not knowing what to expect when you’re going into a new environment that you’ve never been into is a

barrier to someone’s [treatment] compliance. It’s a barrier to them showing up [for care] and if you have

someone telling you ‘look I’ve met the people, I’ve been to the clinic or I’ve been to that facility, I met

some of the people there, they do a good job’. Or, ‘you’re going to be taken through this process—let me

tell you a little bit about the process’. [It] takes away a little bit of the fear or apprehension. I think that

that was probably the biggest plus in doing [the walk-through].

The CTL said she was so impressed by this outcome of the walk-through that she had the nurses she

supervises who were not involved in this study participate in walk-throughs of the community HIV

provider facility and processes:

[The DOC nurses] did a walkthrough at the [community HIV provider] building, they got to see that

whole process, meet with other staff members out there, sit in and listen to their whole [intake] process,

how the patients are treated out there, and they absolutely gained a whole new insight on when the

inmates leave the [correctional] institutions and go out to the outside community provider. And then also,

[the DOC nurses] go back . . . one other time, maybe even twice, they’ve been asked to come back [to the

community provider facility]. And I think what the community [provider]’s trying to do is integrate the

prison systems . . . Any education that comes up, any community events that occur that have to do with

HIV, they’re bringing our chronic care nurses in. Just for the education. And so it’s teaching our nurses

from the inside what’s going on on the outside so they can bring that in and continue . . . so that we’re not

on two different pages. The inmates are being taught what they’re going to be taught on the outside. So

what they’re hearing from us is what they’re going hear when they get to the community. So it’s awe-

some. And it’s working.

In sum, as a result of the walk-through and of the change team process putting the community HIV

provider and the DOC medical provider in direct contact with a shared goal, the DOC developed a

standardized HIV discharge protocol, a community HIV provider contact information sheet, a psy-

chosocial assessment form that went from six pages to one page, and an appointment communication
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form designed to ensure continuity of communication and documentation between all sites (i.e.,

DOC and the community HIV providers’ sites). This work led to instructions for the discharge

nurses that were easier to interpret and resources for the DOC nurses regarding who to call with

questions and reiterated to everyone involved that linking patients directly to care positively impacts

treatment compliance and improves patient outcomes. In addition, the walk-through and the break-

down of communication barriers between the DOC and community health providers streamlined the

knowledge, education, and training of the nurses and the patients,3 an outcome that the change team

members thought would improve linkage to and retention in HIV care.

HIV Prevention Education

Results from the walk-through also indicated that improvements in HIV prevention education could

be made at other points during an individual’s incarceration. Specifically, walk-through participants

found that the educational packet given to individuals at their medical intake to the correctional

facility was outdated and written at too advanced of a reading level. To address this issue, the CTL

and the community HIV provider representative on the change team worked together to update the

material in the educational packet and to change the material’s language and format to be appropri-

ate for a fifth-grade reading level. This packet was approved by the DOC, and the CTL had the

packet translated to Spanish to maximize its reach within the correctional population.

The CTL also ordered a variety of educational DVDs that are presented at a fifth-grade reading

level and deal with HIV, hepatitis, and other infectious diseases as well as healthy lifestyles and

behaviors in general. At one study site, these DVDs are played weekly at a scheduled time in a multi-

purpose room for anyone who is interested. Unfortunately, data were not collected on how many

people viewed these DVDs or how often there was an ‘‘audience.’’ At the other study site, the DVDs

could not be used because TVs and DVD players are contraband due to security issues.

HIV Testing

Finally, the change team addressed issues related to the third component of the HIV services con-

tinuum: HIV testing. The team members discussed the value of learning the HIV status of more

inmates and agreed that HIV testing could be improved at the sites. The rapid cycle ‘‘Plan-Do-

Study-Act’’ approach was used to add an ‘‘opt-out’’ question and a signed refusal form to the med-

ical intake packet. Now, new inmates going through medical intake were asked whether they wanted

an HIV test. If they refused, they were required to sign a refusal form (if they consented, they signed

a consent form). The CTL documented the number of HIV tests conducted. Compared to the number

of tests conducted previously, the requests for testing jumped dramatically (see Figure 1). Although

there was some backlog in entering the lab data into the state system, the number of HIV tests dra-

matically increased as a result of this change.

At one site, the percentage of inmates tested for HIV doubled in the period after the opt-out ques-

tion was added. At the second site, the percentage of inmates tested went from only 3% prior to the

study to 26% after implementation of the opt-out HIV testing question. It is important to note that the

first experimental site (E Site 1) is a larger facility, with an average of 200 intakes per month com-

pared to an average of 50 at the second site (E Site 2). This difference in population size likely

affected the higher percentage of tests conducted at Site 2.

Study Close-Out

At the end of the study, the change team held a celebratory close-out meeting. Participants included

the CTL and members, the executive sponsor, the coach, DOC and community HIV provider
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administration, nurses, and doctors, as well as DOC mental health and drug abuse treatment staff and

the research team. Participants were from both the experimental and control conditions, and

although the study took place at the pre-release facilities, representatives from administration and

medical care at the state prisons were also present. The meeting opened with remarks from the exec-

utive sponsor on the priority of the project for DOC and some of the general changes made as a result

of the study. The coach then presented a general overview of project goals and the change team

process. The CTL and the community HIV provider representative on the change team gave a pre-

sentation on the specific processes, data, and improvements that were made to all three components

of the HIV continuum. The executive sponsor closed the meeting with remarks on sustainability and

roll-out of the changes that were made (discussed in the next section).

Sustainability and System wide Roll-Out of Implemented Practices

HIV Services: Linkage to Care

The changes that were made to improve linkages of care were approved by DOC administration to

be implemented as policy statewide. In particular, the updated and streamlined discharge planning

paperwork, including the one-page communication form, were written into DOC policy and all sites

are required to follow the procedure for using this paperwork as established by the change team. This

policy change affects the experimental facilities, the control facilities, and the prison facilities that

were not part of the study.

It is important to note that there were no changes in HIV services at the control sites until the

changes made in the experimental sites were instituted into policy. When staff members at the con-

trol sites were asked about their experiences with this project and whether any changes were made,

the most common response was ‘‘no changes were made because our process for linking individuals

with HIV to care in the community works fine.’’ Interestingly, this was also the sentiment of many of

the change team members before the study began. It was not until after the walk-through that staff

members of the experimental site realized where the process could be improved. Having not gone

through the walk-through, it follows that staff members at the control sites were not made aware

of potential areas of improvement at their facilities. Also, as mentioned previously, the number

of individuals living with HIV who were released from the correctional facilities during the project

period was small. Therefore, staff members at the control sites were not faced with the process

of linking individuals to community HIV providers very often during the study. However, the

4% 3%

8%

26%

0%

10%

20%

30%

E Site 1 E Site 2

Pre-"Opt-Out":
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Post-"Opt-
Out":
Dec. 2011-
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Figure 1. Percentage of intakes/transfers tested for HIV in experimental sites.
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structured activities of the change team around the linkage process forced the staff members in the

experimental condition to confront the process in a more active way, even if HIV-positive individ-

uals were not frequently being discharged.

At the end of the study period, the CTL received a promotion and now oversees health care

procedures at the prison facilities in one of Delaware’s counties. In this role, she has taken it upon

herself to train her staff in the processes and improvements that were used and made at the study

facilities, including conducting a walk-through of the community HIV provider’s organization to

assist in linkage to HIV care for individuals leaving prison. The CTL also described how the

improved communication that was established between the DOC and community medical providers

as a result of this study has led to collaborative efforts in education and training of nurses in HIV

care–related issues.

HIV Services: HIV Testing

Unlike the discharge planning and paperwork, the improved HIV testing procedures that were imple-

mented by the change team (i.e., asking everyone at intake whether they want an HIV test and

documenting the response) were not put into DOC policy. Therefore, sustainability of these proce-

dures has to rely on staff training and buy-in of the new procedure. At two of the experimental sites,

the practice has been sustained because the medical staff has been trained in the practice and realizes

the importance of HIV testing as a result of participating in this project. However, the staff at the

other experimental site completely turned over after the CTL was promoted. As a result, no one was

trained in the new HIV testing procedure and the testing has dropped off at that site since the end of

the project. This drop-off illustrates an important barrier to sustaining organizational change, espe-

cially in correctional settings: staff turnover. When staff turnover is at a high frequency, training of

the new staff in current practices is critical in order for those changes to be sustained. That said, it is

also important to realize that, in correctional settings especially, policy has a stronger influence than

practice. In other words, if the testing procedures had been institutionalized as policy, the practices

would be required of all staff and would be less affected by staff turnover.

With respect to facilities that were not included in this study, the CTL has trained her new staff at

the prisons to follow the intake testing procedure that was developed by the change team. Again, this

procedure has yet to be institutionalized into policy and so its occurrence is dependent on the CTL

training her staff and holding them responsible for carrying out the process.

It is important to note that since the completion of the study, the state of Delaware has passed an

opt-out testing law that is effective statewide. It is not clear at the time of this writing how the new

law will affect the HIV testing in the correctional facilities, but the law could influence DOC policy

that would then facilitate the sustainability of improved HIV testing in correctional settings in

Delaware.

HIV Services: HIV Prevention Education

Finally, with respect to the improvements made to HIV education as a result of this study, the

updated educational packets have been added to the required medical intake packets at each facility.

Also, at the facilities where the educational DVDs were able to be used, they have become part of the

practice at that facility. Both of these changes have been instituted at the prisons as a result of the

CTL’s promotion.

The DOC administration has also initiated an HIV education training seminar at all DOC sites,

including the project sites. This practice change was not a direct result of the change team’s activ-

ities, but it did stem from the increased awareness of the need for HIV education created by the work

of the change team.
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Moving Forward

Several of the participants in this study, and particularly DOC administration, have expressed enthu-

siasm for the use of the change team model to make improvements in both policy and practice in

Delaware’s correctional facilities. As a result, the administration has begun using this model for

other issues, such as improving linkage to care for all chronic care individuals returning to the com-

munity and implementing procedures for other policy issues such as the Prison Rape Elimination

Act. On the community side, the HIV community provider administration has adopted some of the

strategies, such as the use of walk-throughs of their own clinic, to help decide how to implement new

practices into their organizational structure.

Conclusion

Approximately 7 years ago, DOC administration met with the community HIV provider administra-

tion to discuss ways to improve communication between the two organizations and link HIV-

positive patients to care upon release from a DOC facility. The administrators also discussed ways

to improve the communication in reverse, specifically, how DOC medical staff could get important

information from the community provider about an inmate (e.g., medication, health problems, lab

results) so the staff could better care for that individual during incarceration. As a result of these

discussions, the administrators developed a contact list of personnel at the community HIV pro-

gram’s statewide locations and a designated contact person (usually the infection control nurse)

at each DOC site. The community HIV provider also shared forms used for charting (i.e., CD4/viral

load flow sheet, psychosocial assessment form, problem list) to aid the DOC clinicians if they

wanted to adapt these for their own use.

Although there was administrative interest and effort in making these improvements, the individ-

uals involved were unable to implement and sustain the new practices and procedures. However, as

this study demonstrates, the change team model led to (1) improvements in communication between

the DOC medical and community HIV provider staff, (2) new forms and planning processes that

improved linkages to care being implemented into DOC statewide policy, and (3) changes to other

components of the HIV services continuum, including HIV testing and education. What made the

work of the CJ-DATS project’s change team successful compared to 7 years ago?

To start, past attempts to improve linkage to care did not have a formal process for implementing

the new forms and procedures, no administration mandate or policy change, and no process for eval-

uating change. The administrators and the community providers did not meet face-to-face with the

clinicians doing the work at each of the DOC facilities. Also, there was a lack of understanding

between the two organizations about how each system worked and what communication barriers

existed, and the community providers have admitted to a lack of appreciation for the workload and

volume of paperwork of DOC medical staff. The paperwork on the DOC side was extreme and, in

many cases, outdated and/or incomplete. There was no substantial buy-in by the DOC medical staff;

some completed the paperwork and followed the process while others did not. In addition, DOC

medical staff turnover was such that often the new nurse was not aware of the process or had not

been oriented to the process, and forms for the process were either not available (disappeared) or

were ‘‘just a bunch of papers in a notebook and no one told them how they were to be used.’’ In many

cases, it was not the fault of the medical staff; rather, the process was not set up to stand alone or to

withstand changes in personnel.

In contrast, the modified NIATx model for implementing change as developed by the HIV-STIC

protocol provided participants with a process to implement and a method to evaluate changes from

the start. Moreover, by meeting with all key players involved in the practice that the team sought to

improve, and by walking through the process at each other’s facilities, staff on each side of the
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correctional wall gained an appreciation of system-level barriers and workload challenges experi-

enced by the other. Through this process, communication between the organizations was established

and continues. The collaborative work and involvement of staff at all levels of the institution in the

process of identifying, improving, and implementing change provided buy-in at each level and con-

tributed to the successful outcomes.

Importantly, the change team also had a ‘‘champion’’ as their CTL: someone who was invested

and passionate about the changes being made and who took the changes to other facilities after her

promotion, despite those changes not being institutionalized as policy. Finally, another factor that

contributed to the success of the change team was the accountability and visibility that came from

being involved in a major national research collaborative with the University of Delaware. The

HIV-STIC protocol provided the structure for implementing change, and the prestige of the research

study and the university, along with the visibility of success through publications such as this, pro-

vided an incentive to succeed.

While both of these factors (i.e., the champion CTL and her promotion and the visibility of the

change team through its involvement in this national study) contributed to the change team’s success

in Delaware, both have implications for the generalizability of this success. In other words, while

these factors were facilitators to success in Delaware, other institutions interested in implementing

a similar process may not have a champion CTL or be involved in a national research study, and thus

may not experience success with a similar strategy.

In sum, the experiences of the change team in Delaware have illustrated that HIV services are

indeed a continuum and improving one area of the continuum can and often does lead to improve-

ments in the other areas. The team started with the goal of making improvements to linkage to HIV

care and, as a result, realized that linking individuals to HIV care requires knowledge of individuals’

HIV status. Therefore, the team decided to work on improving HIV testing as well. Also, as a result

of the walk-through and improved communication with the community HIV provider, it became

clear that improvements were needed in the HIV education that inmates were receiving. Although

there were barriers to complete implementation of the improvements the change team wanted to

make to the HIV services continuum, several factors related to the change team process contributed

to the overall success of this project in Delaware. These include selecting a CTL who was a cham-

pion for the changes being made, multilevel staff involvement and buy-in, a breakdown of commu-

nication silos, accountability from DOC administration, and visibility through participation in a

research project.
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Notes

1. The training was conducted by The Bridging Group, Oakland, CA; see http://thebridginggroup.com for more

information.

2. Prerelease facilities in Delaware include traditional work release, substance abuse treatment, and intensive

community supervision programs. The length of stay for individuals in these facilities is typically less than

1 year, with an average of 4 to 6 months.

3. The impact of this project on inmates’ perceptions and knowledge of HIV services in correctional facilities

is currently under review elsewhere. Contact the corresponding author for more information.

References

Adams, J., Nowels, C., Corsi, K., Long, J., Steiner, J. F., & Binswanger, I. A. (2011). HIV risk after release from

prison: A qualitative study of former inmates. Journal of Acquired Immune Deficiency Syndromes, 57,

429–434.

Baillargeon, J. G., Giordano, T. P., Harzke, A. J., Baillargeon, G., Rich, J. D., & Paar, D. P. (2010). Enrollment

in outpatient care among newly released prison inmates with HIV infection. Public Health Reports, 125,

64–71.

Baillargeon, J., Giordano, T. P., Rich, J. D., Wu, Z. H., Wells, K., Pollock, B. H., & Paar, D. P. (2009). Acces-

sing antiretroviral therapy following release from prison. Journal of the American Medical Association, 301,

848–857.

Belenko, S., Visher, C., Copenhaver, M., Hiller, M., Melnick, G., & O’Connell, D., . . . The HIV-STIC

workgroup of CJDATS. (2013). A cluster randomized trial of utilizing a local change team approach to

improve the delivery of HIV services in correctional settings: Study protocol. Health and Justice, 1, 8.

doi:10.1186/2194-7899-1-8

Braithwaite, R. L., & Arriola, K. R. J. (2003). Male prisoners and HIV prevention: A call for action ignored.

American Journal of Public Health, 93, 759–763.

Delaware Department of Correction. (2012, August 27). Personal communication with social service adminis-

trator, Delaware Department of Correction, Bureau of Correctional Healthcare Services.

Ducharme, L. J., Chandler, R. K., & Wiley, T. R. A. (2013). Implementing drug abuse treatment services in

criminal justice settings: Introduction to the CJ-DATS study protocol series. Health and Justice, 1, 5.

doi:10.1186/2194-7899-1-5

Harzke, A. J., Ross, M. W., & Scott, D. P. (2006). Predictors of post-release primary care utilization among

HIV-positive prison inmates: A pilot study. AIDS Care, 18, 290–301.

Inciardi, J. A., Surratt, H. L., Martin, S. S., O’Connell, D. J., Salandy, A. D., & Beard, R. (2007). Developing

a multimedia HIV and hepatitis intervention for drug-involved offenders reentering the community.

The Prison Journal, 87, 111–142.

MacGowan, R. J., Margolis, A. D., Gaiter, J., Marrow, K., Zack, B., & Askew, J., . . . The Project START

Study Group. (2003). Predictors of risky sex of young men after release from prison. International Journal

of STD and AIDS, 14, 519–523.

Malta, M., Strathdee, S. A., Magnanini, M. M. F., & Bastos, F. I. (2008). Adherence to antiretroviral therapy for

human immunodeficiency virus/acquired immune deficiency syndrome among drug users: A systematic

review. Addiction, 103, 1242–1257.

Maruschak, L. M. (2012). HIV in prisons, 2001–2010 (NCJ 238877). Bureau of Justice Statistics. Retrieved

from http://www.bjs.gov/index.cfm?ty¼pbdetail&iid¼4452

Swan et al. 175

 at US DEPT OF VETERAN AFFAIRS on March 18, 2015jcx.sagepub.comDownloaded from 

http://www.bjs.gov/index.cfm?ty=pbdetail&iid=4452
http://www.bjs.gov/index.cfm?ty=pbdetail&iid=4452
http://www.bjs.gov/index.cfm?ty=pbdetail&iid=4452
http://jcx.sagepub.com/


McCarty, D., Gustafson, D., Wisdom, J., Ford, J., Choi, D., Molfenter, T., . . . Cotter, F. (2007). The Network for

the Improvement of Addiction Treatment (NIATx): Enhancing access and retention. Drug and Alcohol

Dependence, 88, 138–145.

Moir, S., Buckner, C. M., Ho, J., Wang, W., Chen, J., Waldner, A. J., . . . Fauci, A. S. (2010). B cells in early

and chronic HIV infection: Evidence for preservation of immune function associated with early initiation

of antiretroviral therapy. Blood, 116, 5571–5579.

O’Connell, D. J., Swan, H., Kramer, K., Zack, B., Visher, C., Pankow, J., & Dembo, R. (2013, March).

CJ-DATS HIV services continuum model training. Paper presented at the 6th Academic and Health Policy

Conference on Correctional Health, Chicago, IL.

O’Connell, D. J., Swan, H., Martin, S. S., Surratt, H. L., Visher, C. A., Leukefeld, C., . . . Rhodes, A. (2013).

A continuum of care model for HIV in correctional settings. In B. Sanders, Y. Thomas, & B. Deeds

(Eds.), Crime, HIV and health: Intersections of criminal justice and public health concerns (pp.

255–274). New York, NY: Springer Press.

Ratnayake, H. (2011, June 18). New map shows HIV/AIDS rates increasing along I-95. Delawareonline.

Retrieved from http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-

spread-HIV-AIDS-along-95?odyssey¼tab%7Ctopnews%7Ctext%7CHome

Volkow, N. D., & Montaner, J. (2010). Enhanced HIV testing, treatment, and support for HIV-infected sub-

stance users. Journal of the American Medical Association, 303, 1423–1424.

Weeks, B. S., & Alcamo, I. E. (2010). AIDS: The biological basis (5th ed.). Sudbury, MA: Jones and Bartlett.

176 Journal of Correctional Health Care 21(2)

 at US DEPT OF VETERAN AFFAIRS on March 18, 2015jcx.sagepub.comDownloaded from 

http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://www.delawareonline.com/article/20110618/HEALTH/106180361/New-map-shows-spread-HIV-AIDS-along-95?odyssey=tab%7Ctopnews%7Ctext%7CHome
http://jcx.sagepub.com/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


