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Abstract
A concept analysis is an endeavor in social sciences to ensure proper usage of the term among researchers, theorists, and practitioners. The concept of engagement has recently been touted as the
term describing HIV-infected individuals who are compliant with their highly active antiretroviral
therapy (HAART) medications. Accordingly, engagement has also come to mean that the full compliance with not just HAART, but also compliance with lab tests, medical visits, and counseling
services. Post-release incarcerated male inmates that are HIV-infected (IMIHIV) are an especially
vulnerable population in regard to access to care and compliance with HAART medications and
services. Therefore, full understanding of the meaning and context of the term engagement is imperative to begin a conversation about these individuals. Thus, engagement in personal HIV management will be stressed.
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1. Introduction
This concept analysis will be discussing the term engagement in personal HIV management. This engagement
has a very narrow focus that includes engaging in taking highly active antiretroviral therapy (HAART) and adherence with medical appointments. The purpose of this concept analysis is to fully understand the meaning of
this phrase and its new context in HIV care. The secondary goal is to have this engagement compliance with all
incarcerated male inmates who are HIV-infected (IMIHIV). Keeping all post-release IMIHIV engaged in all aspects of the HIV care and the HIV-infected paradigm is paramount for a healthy society and to remedy pain and
suffering.
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cifically address issues relating to IMIHIV and how healthcare measures may be able to prevent untoward
healthcare outcomes. Moreover, when IMIHIV’s issues are addressed, it reveals high rates of recidivisms, high
rates of mental health issues, high risk of sexual behaviors, and low rates of engagement with the most prominent HIV therapy, which is HAART [1]-[3]. The significance is that 135,000 men are released into society each
year, with approximately 1.5% of them being HIV-infected, many of which have a tendency to not sustain
HAART therapy [4].
Engagement is the process in which individuals who are HIV-infected remain compliant with their administration of the HAART regimen [5]. Keeping a person that is HIV-infected engaged in HAART keeps the viral
level low to undetectable levels [6], and halts the spread of HIV from person to person and to the community
about 96% of the time [7]. Incarcerated populations’ propensity toward engagement is low as shown by the relatively few studies in which the 30-day compliance after release is between 18% - 23% and no higher than 30%
for 60 day refills [3].

2. Method of Analysis
The methodology used will be Walker & Avant’s simplified view of the Wilsonion method that focuses on eight
steps instead of eleven. As concept analysis “is the process of examining the basic elements of a concept [8], pg.
158. The eight steps are to select the concept, determine the aims and purposes of the analysis, identify all uses
of the concept, determine the defining attributes, construct a model case, construct a borderline, contrary, and
related case, identify antecedents and consequences, and define empirical referents [8]. Being able to extract a
clear and concise definition on what engagement is and what it is not is imperative. For this endeavor, the following search engines were used: Medline, PubMed, Proquest, Sociologic, EBSCO Psychology, and Behavior
health, EBSCO Education Full Text, and Academic Search Complete.
After an exhaustive search and narrowing the criteria of “engagement,” mutually with “HIV infection,” 353
results were accrued. Of those, 53 met the criteria of referring to engagement in the sense of the HIV-infected
person, the overall community, or with the provider. Further narrowing to 14, led to the most relevant and germane references to the term engagement.

3. Definition of Engagement
The term engagement has a convoluted path to current definition; interestingly it has many idiosyncratic meanings, though these meanings have a similar underlining essence of being “in something,” whether figuratively or
literally. The history of the word is from the 1550’s from the Latin stipulari to “exact a promise.” In the 1600’s,
the meaning was a “formal promise,” to a “battle” or “fight.” The inference to marriage came about in 1742,
while the premise of an “appointment,” came around 1806. Per the Merriam-Webster dictionary (2012):
1) An arrangement to meet or be present at a specified time and place.
2) A job or period of employment especially as a performer.
3) Emotional involvement or commitment.
4) A pledge or obligation.
5) Betrothal (engagement to get married).
6) The state of being in gear.
7) A hostile encounter between military forces.
The definition of engagement seems to also have a connotation of being not just “in something,” but it needs
two things (or more) to be complete. As in a war, you need two parties; at least, the “state of being in gear,” requires a gear stick and gear wheel, or again, two items. Emotional involvement needs two persons, or one person
and another item of desire. Moreover, an arrangement to meet requires one person and at least another item of
involvement.

4. Review of the Literature
The Outreach Initiative funded by the Health Resources and Services Administration in 2001 determined, that it
was imperative to engage people in HIV care, turn sporadic users of care into regular users, and promote retention in care [9]. This was the first mention of the term engagement in the context of HIV care or dealing with individuals that are HIV-infected. In 2005, the Department of Health and Human Services considered engagement
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in the context of HIV, to be the full amalgamation of case management, medical care, mental health, oral health,
substance abuse outpatient and residential care, home health care, rehabilitation services, food services, client
advocacy, health education/risk reduction, transportation services, treatment adherence counseling, psychosocial
support services, emergency financial assistance, nutrition services, outreach services and companion services
[10].
Up until this time, though engagement was inferred, the aspect of the HIV-infection paradigm focused either
on medication compliance or adherence to medical visits. It was not inferred to be at least both of these two aspects until 2006. An intriguing study of Hispanic individuals showed through structured equation modeling, a
high degree of engagement if the parent of the patient and the provider had a conducive relationship [11]. In this
sense, it was mentioned that engagement included both medication and medical involvement. Initially, it was
research that stipulated the term, engagement, without ambiguity [11].
Social support from a series of ancillary sources, providers, nurses, and peer support, are crucial for hard-toreach clientele to stay engaged in current HIV treatments [12]. If a client had nine contacts or more (social supports) from medical or ancillary sources, there was a substantial reduction in non-compliance for primary care
visits in a 12-month time frame [13]. One year follow up studies showing baseline engagement at certain levels,
showed 60% full engagement by years end by stipulating discontinued drug use, decreased unmet needs, and
structural barriers were significantly associated with engagement in care [14]. This display of coping was tantamount to success if the factors of drug use, unmet needs, structural barriers, and belief barriers were met [15].
Others used a five-type dichotomous scale level of engagement by measuring if patients visited not just medical services, but also ancillary services such as dentist, case management, treatment education and substance
abuse treatment [16]. Social supports are crucial to this population of interest.
Per the Health Resources and Services Administration, there are denominators or measures of engagement in
care. Engagement in continuous care comprised of two or more physician visits three or months apart per year
[17]. Maintaining contact with social workers and primary care physicians to preclude a concise definition of
engagement in her study of young Hispanic and African American men who have sex with men [18]. The most
overt descriptor is one researcher who describe the cascade beyond adherence to HAART and compliance to
clinical visits; this jointly is openly stated as engagement in HIV care [19]. The author goes further in discussing
a trifecta approach of engagement that entails linkage, retention, and re-engagement [19]. Stepping back one
year, he stated that engagement was the linkage and retention of care and its interrelatedness.
Failure to engage with the procedure paradigm will render poorer health outcomes for individual that are
HIV-infected and the overall community [20]. Specifically, viralogic failure, delayed HAART initiation, and
mortality. HIV Medicine Association’s current guidelines discussed adherence to care of the individuals rather
than focusing on medication compliance [21]. Barriers to engagement are being HIV diagnosis acceptance, coping with stigma, mental health issues, substance usage, poor health care provider relationships, poor external
support systems, and navigating outside practical barriers to care [15]. Though rarely touched upon in the literature, these factors are personalized hindrances to engagement. True, there are physical and exterior hindrances to
engagement, but actual psychological descriptions of intent are scarce. Attitude, beliefs, emotions, denial, lack
of self-assessment, lack of self-positive reinforcement was deemed overwhelmingly the most important when it
came to lack of engagement in HAART and physician follow-up [22].
Measurement of linkage of care is quite dichotomous, though measuring retention in care is quite another.
Researchers had posited five potential ways on measuring engagement vis-à-vis physician visits rather than the
linkage component [23]. They are: missed visits (visits missed per quarter), appointment adherence (proportion
of seen visits versus scheduled), visit consistency (time intervals between visits), gaps in care, and a Clinic Visit
Measurement Performance (quantitative, administrative tracking tool). (This will be discussed in Empirical Referents). Heretofore, retention measures were commonly ascertained by total visits to any healthcare practitioner
in a 30, 60, or 90 day period [16]. HIV care engagement to encompass self-care which includes access to care
and also, critically, active self-involvement in care by the patient [24].
Currently, the US National HIV/AIDS Strategy stipulates approaches to HIV prevention include that individuals that are HIV-infected be diagnosed as soon as possible after they acquire HIV [25]. Additionally, these individuals should become linked to medical care and to be on HAART in concert with national guidelines.
Figure 1 provides an excellent and current description of engagement in our current society. Although it is
not considered ubiquitous in the literature, it is the most relevant, cogent, and descriptive visual that could be
ascertained. The figure denotes a six-option statement that would pertain to an individual. As you can see,
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Figure 1. Health Resources and Services Administration (HRSA) continuum of HIV
care, describing the spectrum of engagement in HIV care (Elred & Malitz, 2007).

engagement is on a continuum that states the two extremes, unaware of HIV infection and fully engaged in HIV
care are the most definitive case of “Not in HIV Care,” and “Engaged in HIV Care.” The middle four statements
give us a guide of the continuum than many others can be classified as such (Elred & Malitz, 2007).

5. Working Definition
The term engagement is the amalgamation of the interwoven process of linkages to HIV care, retention is this
care, and re-engagement in care if need be [19] [26]. Additionally, this engagement includes medication compliance and all medical appointment utilization. The inference of engagement is longitudinally based, and is focused on outpatient medical utilization of all medical, psychosocial, and other healthcare services while dealing
with total body health, but the focus is on the HIV-infection.

6. Defining Attributes
Engagement is an attitude and manifestation of substance that leads one to believe that the HIV-infected patient
is compliant with his or her HAART and adherent with other health care appointments and procedures. Adherence and compliance are related terms with each other and engagement. The aspect of compliance with medication regimen is crucial and is one of the defining attributes to engagement. Moreover, compliance with scheduled visits to healthcare providers is equally as important. Additional attributes to engagement is coping and
social supports. To attain compliance and engagement in this paradigm, the patient needs to cope with his or her
health status along with the exterior barriers to care [27]. Social supports are necessary from the time an inmate
is about to be discharged from prison, being released from prison and the next 60-day after release [5]. Social
supports are not only pivotal to the exterior barriers such as insurance red-tape, transportation barriers, employment barriers, etc., but also in the support of the mental health aspect of the patient with denial of the disease,
self-control of undesired behaviors, self-acceptance, and dealing with the interpreted stigma of the disease. In
fact, social support is considered an enabling factor of engagement [24] [28].
Successful coping and coping behaviors is paramount for a successful interlude into society for incarcerated
males. Recidivism rates for incarcerated males are between 66% - 75% and one of the most accurate harbingers
for success in the community upon release are strong social support structures and their own knowledge about
services for the disenfranchised in the community [29] [30]. Moreover, strong social support structures will include adept mental health services that promote teaching coping skills that may lead to healthy coping behaviors.
To recap, the defining attributes are compliance, social supports, and coping.

7. Antecedents
The antecedents to engagement are HIV infection, desire to succeed, and readiness. As I made clear in the
opening, the focus of engagement will be just the recently used terminology of the word that refers to the HIVinfected person and their disease process.
The individual obviously needs to be HIV-infected in order to possibly be engaged in treatment for the disease. The desire to succeed is imperative for the individual to not only succeed into the continuum of engagement, but also even to begin the process.
What I call desire to succeed may be discerned to include the term resilience. The Patient Self-Advocacy
Scale was utilized in one study to describe the necessity to succeed in the intervention, along with other scale
measures that describe whether patients will seek knowledge to which they do not fully understand [31]. A
modicum of this desire to succeed must be present for engagement to be possible. This discussion may be interOALibJ | DOI:10.4236/oalib.1101608
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preted individually or under the guise of social supports, individuals may be swayed or instructed to be more
willing to want to succeed.
A similar term for the desire to succeed is readiness. The construct of readiness is an interpretation by others
of the individual who is HIV-infected person. Whereas the desire to succeed is truly internalized and may be
measured by efforts put forth by the individual. Readiness would be considered a “diagnosis” of sorts that medical professionals, peers, and other support groups would give to the individual. These individuals will have had
to attempt to ascertain services that would help their situations [31]. Such services would be case management,
medical services, dental services, mental health treatments, housing, mental health treatments, etc. These measures can be measured by the HIV Cost and Services Utilization Tool [31]. This readiness has to be evident if
engagement is to take place.

8. Consequences
The consequences to engagement are undetected viral load, increased CD4 count, optimal health in the individual, and improved community health, globally. All these descriptors have a positive inclination due to the multiple studies that propel this argument [5] [19] [22] [24] [26] [32]. Lack of individual engagement in the
HIV-infection paradigm may lead to poorer health care outcomes, earlier recidivism, and death of the individual
[26].

9. Cases
All of the four cases will be drawn from the following vignette: A 35-year-old African American male was released from a Level IV correctional facility in California four hours ago. We will call him James. James has
been HIV-infected for three years and has been incarcerated the entire time upon knowing his positive status. He
was given $75 upon release from prison, along with two weeks’ worth of ART medications, a bus voucher for
two weeks, paperwork regarding his current medical condition, his next physician’s visit, and information on
how to contact his parole officer. His brother has just picked him upon outside the walls of the prison and asks
James where he wants to go next.

9.1. Model Case
James tells his brother to take him to their mom’s house. James and his mom talk many hours about his current
condition and she states he can live there indefinitely as long as he follows the physician’s orders and keeps his
old lifestyle away from the house. Later that afternoon, James checks in with his parole officer who gives him a
list of potential jobs that he states he will call tomorrow. James then goes down to the County Mental Health and
Rehabilitation Center for assistance. The clerk at the center states they are all booked up for the next two days,
but to come back in three business days. James sets up an appointment with a caseworker for the next available
appointment. The next day, he goes to a series of job interviews for positions that specially request work from
new parolees. From this, he is able to get a job. Later that week, James goes to the Center and with the help of
the caseworker, fills out all the forms for the State Assistance program for his ART medication and verifies his
first medical appointment with an HIV-specialist physician for next week. James purposely ignores his old
“friends” (the ones he used to get high and have sex with) while spending time with his mother and brother at
home every night of the week. The post-release RN calls to check on James, and he states everything is “a-ok.”
Because of his diligence and planning, James was able to ascertain employment, housing, continuous ART medication without lapse in coverage, State assistance for these medication, and his first physician visit.

9.2. Borderline Case
James tells his brother to take him to their mom’s house. James and his talk many hours about his current condition and states he can live there indefinitely as long as he follows the physician’s orders and keeps his old lifestyle away from the house. Later that afternoon, James checks in with his parole officer who gives him a list of
potential jobs that he states he will call tomorrow. James then goes down to the County Mental Health and Rehabilitation Center for assistance. The clerk at the center states they are all booked up for the next two days, but
to come back in three business days. James does not make an appointment and states he will be back “when he
gets time.” The next day, he goes to a series of job interviews for positions that specially request work from new
OALibJ | DOI:10.4236/oalib.1101608
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parolees. From this, he is able to get a job. James purposely ignores his old “friends” (the ones he used to get
high and have sex with) while spending time with his mother and brother at home every night of the week. The
post-release RN calls to check on James, he states what he had accomplished but was unsure about his next physician visit or when his renew medication will be coming. The RN inquires about the referral to the County
Mental Health and Rehabilitation Center for assistance. James states that they were busy and he was unable to
complete this task. The RN sets up the appointment with the physician, but beseeches James to try again at the
Center. The next morning the Center is able to accommodate James and he is set up with his paperwork. Because of his planning, and the help of the post-release RN, James was able to ascertain employment, housing,
continuous ART medication without lapse in coverage (he came within one day of noncompliance), State assistance for these medication, and his first physician visit.

9.3. Contrary Case
James tells his brother to take him to his friend’s house in the next county. James states that he was tired of being in prison for so long and wanted to “have some fun,” because he “never got to do a damn thing while I was
in there.” James’ brother reluctantly drops him off at the old dilapidated house that James used to party at years
ago, one county over. Although James received copious instructions about the risks of illegal drug use with his
diagnosis of HIV, he does anyways. Upon entering the house he has unprotected sex with one of his “exgirlfriends” while later in the evening they drink Vodka, smoke pot, and shoot up black tar heroin. A day later he
takes a taxi to his mom’s house where she summarily throws him out because he did not follow the rules of
“non-intoxication,” that they spoke about a week before he was released from prison. He loudly tells his mom to
“go f*** herself” as he goes back to the party house from which he came. In the next three weeks, he parties like
there is no tomorrow; having unprotected sex with women and men, sharing intravenous needles with strangers,
drinking alcohol heavily and now starting to abuse benzodiazepines and other pill form narcotics. He currently
has no money, out of his ART medication, and no follow up with any physician or ancillary provider. He has
repeatedly ignored phone calls from his brother and his parole officer. Later that night he gets in a fight with a
friend at the house and goes into the next room. There he sees some cocaine and does a couple of lines. After a
few minutes he gets nervous that he is too jittery, so he shoots up more heroin, and ingests large doses of Valium.
James goes to sleep 10 minutes later and never wakes up again.

9.4. Related Case
James tells his brother to take him to their mom’s house. James and his mother come to an agreement about the
living arrangements where James will do work around the house in lieu of paying rent each month. Over time,
James acquires new friends that do not abuse drugs but they are on disability because of mental health issues.
Though there is a new sense of drama with these new friends, they are somewhat supportive of James’ attitude
toward making a better life of himself, being HIV-infected and a former inmate. James continues to take his medication and go to his physician visits. He has sought out resources such as the pharmacy technician at the local
Rite-Aid to help him understand the paperwork involved and co-pays if the State does not pay.

10. Empirical Referents
An empirical referent is a measure of an outcome. Walker & Avant [8] proclaim that this section refers to recognizing or measuring the defining attributes of engagement, not necessary the concept of engagement. In my
opinion this can be one in the same, ergo, we will be “measuring” compliance, social supports, and coping. This
is much more abstract, so I will aim for recognition versus measurement. If we do look quantitatively, we can
look at low viral load, high CD4 count, and lack of unexpected hospital or emergency room visits, as a quantitatively clear measurement of engagement or the attribute of engagement. Engagement is just not an activity, but a
mindset that individuals must partake in to have optimal laboratory values, decreased exposure to other individuals in the community, and having the benefit of sustainability while being HIV-infected [17] [26] [27].
Compliance can easily be measured by a number of dichotomous results from a self-inventory from the client
but that may not be entirely reliable [33]. Ergo, we must look at CD4 count and HIV RNA (viral load) to determine if one has been compliant with their medication regimen alone with primary care and ancillary care engagement [17] [26].
OALibJ | DOI:10.4236/oalib.1101608
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Social support can be broken down to formal and informal networks; the former being physicians and nurses,
the latter being patient’s families, friends, and peers [34]. Friends and peers provide social engagement that is
necessarily for individuals to garner this social support [28]. This means that more social supports will lead to
social engagement in the community (and also a reciprocal relationship) that also leads to less risky sexual behaviors. Social supports may be measured by Cohen [35] Interpersonal Support Evaluation List (ISEL), which
measures perceived availability of potential social supports. ISEL is a Likert-type answering system, 40-item
self-report that is broken into subgroups of belonging, self-esteem, appraisal, and tangible support. “Items were
developed on theoretical grounds to cover the domains of social support resources that could potentially facilitate coping with stressful events” ([36], p. 80).
Upon reviewing instruments for measuring coping, there is a measure that focuses on gay men and their coping relationship to their HIV-infection. The Coping with Stress Self-Efficacy Scale (CSSES) is an eight-item
Likert-type instruments that measures the person’s perceived self-efficacy for coping [37].

11. Discussion
The term engagement is the amalgamation of interwoven processes of linkages to HIV care, retention is this care,
and re-engagement in care if need be [19] [26]. The defining attributes and empirical referents of engagement
are coping, social supports, and compliance. To fully engage in the process of the HIV-infection paradigm, one
must fully subscribe to these tenants. The consequences to engagement are undetected viral load, optimal health,
and improved community health. The lack of engagement leads to higher load virology, poor health, and poor
community health projections [5] [17] [31] [32].
The engagement of IMIHIV to a HIV-infection treatment paradigm is not only crucial for public health, but
also significant to nursing and research. The focus of nursing encompasses health, person, environment, and
nursing, which we call the metaparadigm [38]. If we think of this on a very large scale, all four attributes keep
balance with each other and are needed to work in concert for positive well-being of man, planet, and the universe [39]. Basically, positive interactions by nurses in the treatment of individuals bring a greater good to society. Moreover, the “discipline of nursing is concerned with the patterning of human health experiences within
the context of the environment” ([38], p. 6). In essence, the discipline of nursing interacting in the environment
provides the perfect context of research methodology to ensue. It is the responsibility of nurses to interact in this
manner to balance out the health, person, and environment paradigm.

12. Recommendations
Obviously there is much room to grow in regard to the usage of the term engagement. As I have noted, it is relative a new term vis-à-vis the HIV-infection paradigm which deals specifically with adherence to medication,
linkage to community resources, and compliance with medical and ancillary appointments. We have seen that
increased engagement has led to lower viral loads, higher CD4 counts, and greater life expectancy of HIVinfected individuals, but most substantially in IMIHIV [23] [40]. There are potential questions that must be
answered in the near future:
1) Can engagement be sustained without social supports?
2) We know that familial social supports are more successful than medical social supports [20]; can we introduce more familiar social supports into the prison system before release? Like a peer led program?
3) Can engagement in the HIV-infection paradigm transfer over to reduced recidivism for this population?
Finally, a stronger definition of engagement needs to be published that encompasses the linkage, medication
compliance, and retention adherence to this paradigm.

13. Conclusion
It is crucial that IMIHIV and all HIV-infected individuals remain engaged in the HIV-infection paradigm that
includes linkage to appropriate HIV care, compliance with HAART medications along with timely refills, adhering to all medical and ancillary visits prescribed, and retention in the HIV-infection paradigm. As I have
stated, there is copious evidence to show that engagement in this process has shown decreased viral loads, increased CD4 counts, and decreased mortality. Moreover, as nurses, it is imperative for us to play a role in these
endeavors as a vital link to a disenfranchised part of our community to the rest of the environment.
OALibJ | DOI:10.4236/oalib.1101608
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