Care Coach Collaborative Model
Bridging Gap of Medical Linkage for HIV Positive Inmates —
“Go home, kiss your Mother, and come into our offices.”
(Patsy Fitzgerald)
93% of participants in the Care Coach
program were linked to care

Background
The stages of HIV care, also known as the HIV care continuum, demonstrate significant gaps in HIV
services, and efforts are underway at the federal, state, and local levels to develop and implement
strategies to improve health outcomes for people living with HIV (PLWH). The HIV care continuum
can be described by the following sequential steps: (1) diagnosis of HIV infection, (2) linkage to
care, (3) retention in care, (4) receipt of antiretroviral therapy (ART), and (5) achievement of viral
suppression (a very low level of HIV in the body). In the United States, there are 1.2 million people
living with HIV, and according to the Centers for Disease Control and Prevention (CDC), 66% have been linked to HIV-specific
medical care.1 Engagement in care is a critical step in ensuring access to highly effective HIV treatment, which can ultimately
lead to viral suppression. Viral suppression results in significantly improved health outcomes as well as dramatically
decreased likelihood of HIV transmission (96% reduced risk of transmission).2 According to the CDC, 30% of people living
with HIV had achieved viral suppression, which means that only 3 out of 10 people living with HIV had the virus under
control. Barriers to engagement in care include lack of stable housing, poverty, mental health and substance use issues, lack
of access to culturally competent care, transportation, and other competing needs; interventions to engage people in HIV
care must address these needs at the point of engagement in care as well as in subsequent support for retention in care.
Improvements along the HIV continuum of care hold great promise for both treatment as well as prevention.

What Are We Doing?
Thanks to private-public partnerships, the Philadelphia
Linkage Program has expanded its prison programming
with the development and implementation of the
Care Coach Collaborative Model. This model targets
people living with HIV who are incarcerated and are
identified as being most at-risk for becoming lost to
HIV care and disengaged from vital care services. Our
model provides case management and discharge
planning services to incarcerated individuals living with
HIV through their transition back into independent
living, minimizing the likelihood that they will become
lost to medical care, all while providing continuity of
care. Interrelated factors that increase this likelihood
have been associated with untreated mental health
diagnosis, drug and alcohol dependency, and substandard housing and homelessness. Our intervention
integrates collaboration with a provider organization
designated in each of these specialized areas.
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unique features of the care coach program
uu

The Care Coach Program has increased the time period
post-release in which we are able to work with each enrolled
individual. This allows us to better retain them in HIV medical
care, decreasing the number of individuals falling out of medical
services between HIV diagnosis, linkage and medical retention.
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Our Care Outreach Specialist works in tandem with Care
Coaches to ensure each enrolled individual receives a level of
support and access to HIV medical care and social services,
which leads to improved health outcomes.

uu

At enrollment, individuals reported their greatest need as
housing/shelter (88%), and their largest barrier to care as
drug use (35%). The relationship we have established with
our collaborative partners, allows for the expedited access
to mental health, recovery services and housing services. The
integration of these partner services has allowed for us to
reduce, and in some cases, eliminate these external stressors,
allowing for greater engagement in medical care services as well
as increased access and adherence to ART.
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Client Story
“Melissa,”* a 49 year old African American heterosexual
female with a 30+ year history of addiction, is chronically
homeless, and was diagnosed with a mental health
disorder that has gone untreated. Diagnosed with HIV
in 1990, she declined antiretroviral therapy (ART) for 24

Initial Trends of the Care Coach
Program
Within the first two years of program implementation,
84% of enrolled clients have been retained in HIV
care services. We have seen an increase in viral load
suppression between enrollment and 6- and 12-month
follow-up appointments with clients.

years until enrolled in the Care Coach Program while
incarcerated in May 2014. Melissa had been out of
general medical care for over 12 months at the time of
incarceration and enrollment into ActionAIDS’s program.

Agency Overview

Upon enrollment into the intervention, her lab work

ActionAIDS is a Philadelphia-based organization, which works

showed a relatively high viral load and a low CD4 count,

in partnership with people living with or affected by HIV/AIDS,

indicating that her health was in decline and that she

to sustain and enhance their quality of life. We provide a range

was in need of being reconnected to medical care and
started on antiretroviral therapy. Since her enrollment,
Melissa has been released from prison and remains
engaged in services under her Care Coach and Care
Outreach Specialist. She has been retained in medical
care, having attended all but one of her five scheduled
medical appointments and has been adherent to ART.

of services and take an active and professional approach to
leadership in service, education, and advocacy. Our mission
statement is simple: “ActionAIDS believes that no one should
face AIDS alone.” Since 1986, ActionAIDS has grown to become
Pennsylvania’s largest AIDS Service organization and our services
are relationship-focused, client-centered, and individualized to best
provide each client with meaningful care services.

Melissa’s current viral load has been greatly reduced and
is now undetectable, and her CD4 count has increased to
507, both indicating noteworthy health improvement and
consistent engagement in medical care services. She was
accepted to and remains a resident at a personal care
home for PLWH and continues to work hard to maintain
her recovery and outpatient mental health treatment.
*Melissa is a pseudonym for a client at ActionAIDS.
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