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Foreword

HIV/AIDS, sexually transmitted diseases, and tuberculosisand TB in correctional facilities and to collection and
as well as a range of other health problems disproportiordissemination of information that will foster comprehensive
ately found among inmates and ex-offenders, pose serioasid cooperative responses in policy and practice. This
challenges for corrections administrators, health servicEpdate, for the first time, combines in one volume the latest
providers, and public health officials. These problems alsatatistics on the extent of HIV infection and AIDS among
present opportunities to intervene with effective preventiorinmates from BJS surveys with the findings on policy and
and treatment, thereby benefiting inmates and those closepoactice from the ongoing series of national surveys spon-
them as well as the larger community. sored by NIJ and CDC.

To meet these challenges corrections and public healtWe hope that the expanding collaboration in research and
agencies must work closely together with community-basedissemination represented by this report presages further
organizations. increases in operational collaborations for the development
and implementation of model HIV/AIDS, STD, and TB
The findings presented in this 1996-1997 Update repogrevention and treatment programs in correctional settings.
suggest that there have been substantial improvements in
many aspects of the policy response to HIV/AIDS, STDs, and
TB in correctional facilities. Much work is still needed in Jeremy Travis
comprehensive prevention programs, discharge plannin@irector
community linkages, and continuity of treatment. The studyNational Institute of Justice
also shows increasing collaboration among correctional,
public health, and community-based agencies, but far moidelene D. Gayle, M.D., M.P.H.
is needed. Director
National Center for HIV, STD, and TB Prevention
The three agencies that have sponsored and conducted @enters for Disease Control and Prevention
research presented in this Update—the National Institute
of Justice (N1J), the Centers for Disease Control and Prevedan M. Chaiken, Ph.D.
tion (CDC), and the Bureau of Justice Statistics (BJS)—arBirector
committed to collaboration in research on HIV/AIDS, STDs,Bureau of Justice Statistics
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Executive Summary

At midyear 1998, more than 1.8 million people were ine  There have been some declines in AIDS deaths among
prisons and jails in the United States, and 6 million were  inmates since 1995.
under some form of criminal justice supervision. Inmates
have disproportionately high rates of infectious disease, Nevertheless, HIV infection and AIDS continue to be
substance abuse, high-risk sexual activity, and other health far more prevalent among inmates than in the total U.S.
problems. Thousands of former correctional inmates return  population.
to the community each month. Because prisoners are part
of the community and because correctional health and The Northeast region has the largest number and per-
public health are increasingly intertwined, health care and centage of inmates with HIV infection and AIDS.
disease prevention in correctional facilities should be based
on the collaborative efforts of correctional, public health,  The prevalence of HIV and AIDS is higher among
and community-based health care and social service organi- Hispanic and black inmates than among white inmates.
zations.

e The prevalence of HIV and AIDS is higher among
This 1996—-1997 Update reports on the extent of HIV/AIDS,  female inmates than among male ones.
STDs, and TB among correctional inmates and on the
policies and practices being implemented to prevent and

control these diseases in correctional settings. In this repoGexually Transmitted Diseases and

statistics on the prevalence of HIV infection and AIDS in e .
correctional populations are derived primarily from surveyyepatms' Burden of Disease Among

conducted by the Bureau of Justice Statistics (BJS) in 19d1mates
and 1997. Findings regarding policies and practices and
legal and legislative issues are based primarily on the ninth
national survey of HIV/AIDS, STDs, and TB in correctional
facilities, sponsored by the National Institute of Justice (NIJ)
and the Centers for Disease Control and Prevention (CDC)
and conducted between December 1996 and August 1997. However, behavioral profiles and anecdotal evidence
suggest that inmates are disproportionately affected by
Findings on HIV-testing policies presented in chapter 5 of  STDs and hepatitis.
this report are from BJS’ 1996 National Prisoner Statistics
and the 1997 NIJ/CDC survey. Statistics on other policies

are based primarily on the NIJ/CDC ninth national surveyH|\/ and STD Education and

and associated site visits. Although the report focuses . :
adult correctional systems, several examples of HIV preve(r]'ngel‘]a‘vIOraI Interventions

tion programs in chapter 3 were drawn from site visits tQ v and STD education programs are becoming more
juvenile facilities. Key findings presented in this report are widespread in correctional facilities.
summarized below.

Available data on STDs and hepatitis B and C among
inmates are very incomplete, reflecting the relative
rarity of routine screening for these conditions in cor-
rectional facilities.

e However, few correctional systems have implemented
comprehensive and intensive HIV prevention programs

HIV/AIDS: Burden of Disease in all of their facilities.

Among Inmates e Peer-based education and prevention programs offer
+  The overall prevalence of HIV infection and AIDS important advantages, such as cost-effectiveness, cred-
among inmates has been quite stable since 1991, but Pility, flexibility, and benefits to peers themselves.
some systems have experienced declines in HIV

seroprevalence.

Executive Summary Xiii



Although few HIV/STD prevention programs in cor- e
rectional settings have been rigorously evaluated, anec-

dotal evidence suggests that programs can be successful

in reaching this extremely high-risk population with

practical risk-reduction messages. .
HIV Transmission and Risk Factors, y
Precautionary and Preventive
Measures

L]

Xiv

High-risk behaviors for HIV transmission—sex, drug
use, sharing of injection materials, and tattooing—
occur in correctional facilities.

HIV transmission among correctional inmates has been
shown to occur.

Seventeen State correctional systems and the Federal
Bureau of Prisons had policies for mandatory HIV-
antibody testing of inmates at intake and/or release.

Few correctional systems have mandatory or routine
pregnancy testing of female inmates.

Ongoing assessment of HIV-antibody and pregnancy-
testing policies is warranted in light of changing com-
munity standards for treatment of HIV/AIDS.

Very few correctional systems have policies for notifi-
cation of correctional officers regarding inmates’ HIV
status.

Few correctional systems routinely screen inmates for
STDs.

Comprehensive and intensive education and preverHousing and Correctional

tion programs represent the best response to these fa
although the precise content of such programs is contr
versial. .

Rape and coerced sexual activity also occur in correc-
tional facilities but require a different response, one
based on inmate classification, housing, and supervi-
sion. .

The implementation of “universal precautions” repre-
sents the heart of a correctional infection-control pro-
gram and the first line of defense against the occupa-
tional transmission of HIV.

Condom distribution and other harm-reduction strate
gies have not been widely adopted in American correc-
tional systems.

Experience with harm reduction in correctional facili-
ties in Europe and elsewhere may warrant the attention
of U.S. correctional administrators.

j\_ﬂanagement

Only a small number of correctional systems segregate
inmates with HIV disease, and the number of systems
with segregation policies has declined sharply since the
late 1980s.

Some correctional systems still limit the work assign-
ments for which inmates with HIV are eligible.

Few correctional systems permit conjugal visits for any
inmates, and even fewer allow such visits for inmates
with HIV.

Policies for the early or compassionate release of in-
mates with terminal illness, including end-stage AIDS,
are quite common, but relatively few inmates are actu-
ally being released under such policies.

Medical Treatment and a

Continuum of Care

Counseling and Testing, .
Confidentiality, and Disclosure

Most correctional systems provide HIV antibody test-
ing, although testing policies differ widely.

Protease inhibitors and combination therapies have
brought dramatic improvements in the medical condi-
tion and survival of people with HIV, at least over the
relatively short term that has been available for study to
date.

1996-1997 Update: HIV/AIDS, STDs, and TB in Correctional Facilities



The new therapeutic combinations pose challenges for
patient adherence, and failure to adhere consistently to
the regimens may have serious public health conse-
guences if drug-resistant strains are transmitted to oth-
ers.

New drugs and reduced dosing currently under study
offer hope of more “patient-friendly regimens.”

Clinicians must work closely with patients to make thee
best therapeutic decisions.

A continuum of services including early identification,
timely and effective treatment, case management, dis-

Most State/Federal prison systems appear to be follow-
ing CDC guidelines regarding TB screening, isolation
and treatment, and preventive therapy, whereas adher-
ence is lower among city/county jail systems.

Better collection and reporting of screening data would
help to document the burden of TB infection and
disease among inmates.

Improvements are also needed in the use of directly
observed therapy, as well as in postrelease adherence to
treatment for TB disease and TB infection.

charge planning, and communitylinkageswillmakeforLega| and Legis|ative Issues

optimal clinical and psychosocial outcomes forinmates
with HIV disease. °

Continuity of care and bridging to community services
also contribute to positive patient outcomes.

Existing program models have not been rigorously
evaluated but probably warrant replication based on
anecdotal evidence.

Tuberculosis (TB) .

In recent years the incidence of TB has declined both in
the overall U.S. population and among correctional
inmates, although it remains much higher among in-
mates.

The U.S. Supreme Court has ruled that HIV and HIV-
related discrimination are covered under the Americans
With Disabilities Act.

There were few other major legal developments affect-
ing HIV/AIDS in correctional facilities during the pe-
riod covered by this Update report, although courts
generally continued to uphold correctional systems’
policy responses to HIV/AIDS.

Some State legislatures have attempted to expand the
requirements for HIV antibody testing of inmates and
disclosure of inmates’ HIV status, but these efforts
generally have been unsuccessful.
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Introduction

In 1996 the Joint United Nations Programme on HIV/AIDSTable 1, adapted from CDC'Mlorbidity and Mortality
(UNAIDS) cogently summarized the importance of healthWeekly Repoyteveals the dramatic changesin the epidemic
care and disease prevention in correctional facilities: “Pristhat occurred between 1995 and 1996. Calendar year 1996
oners are the community. They come from the communitywas the first year in which the incidence of AIDS-opportu-
they return to it. Protection of prisoners is protection of ounistic illnesses (AIDS-OIs) actually declined in the United
communities.? In the United States, the case is madeStates. AIDS-Ols is a measure designed to adjust for the
particularly compelling by the following facts: the continu- 1993 change in the AIDS case definition, thus permitting
ing surge in incarceration, with more than 1.8 million peoplevalid comparisons in incidence over that time. It is calcu-
in prisons and jails and 6 million under some form of criminalated from the sum of cases reported with an AIDS-OI and
justice supervision at midyear 1998; the continuing disproeases with estimated dates of diagnosis of an AIDS-OI that
portionate rates of infectious disease, substance abuse, higtere reported based only on the immunologic criteria added
risk sexual activity, and other health problems among corin the 1993 revised case definition. (Inthisreport, the AIDS-
rectional inmates; and the return of thousands of forme®l measure is used only with regard to the total U.S. popu-
correctional inmates to the community each month. Théation and not with regard to the situation in correctional
1996 UNAIDS statement also declared that “failure to profacilities.)

vide [prisoners] the basic measures, such as information,

education, and the means of [HIV] prevention available oi\lthough the incidence of AIDS-Ols continues to be high—
the outside, violates [their] rights to health, security ofan estimated 56,730 cases were reported in 1996—
person, and equality before the law.” Because prisoners airecidence declined in all geographic regions of the country,
part of the community and because correctional health arall 5-year age groups, and many other sectors of the popula-
public health are increasingly intertwined, health care antlon (table 1). Incidence declined between 1995 and 1996
disease prevention in correctional facilities should be basemmong men (by 8 percent), non-Hispanic whites (by 13
on the collaborative efforts of correctional, public health percent), men who have sex with men (by 11 percent), and
and community-based health care and social service orgamijection drug users (by 5 percent). Moreover, although
zations. A public health model of correctional health cardHIV/AIDS remains a leading cause of death among Ameri-
is needed. Such an approach is particularly urgent given tlians between 25 and 44 years of age, AIDS deaths actually
recent dramatic advances in antiretroviral therapy and theeclined for the first time between 1995 and 1996. The
attendant importance of continuity of treatment, adherencéecline was substantial—23 percent. Itwas largestinthe last
to regimens, and minimizing the potential for developmenthree quarters of 1996 and affected all geographic regions,
of drug resistance. racial and ethnic groups, and exposure categories.

These temporal declines in AIDS-Ol incidence are attribut-
HIVV/AIDS in the U.S. Population able to reductions in rates of new infection—due in turn to
prevention efforts—a slowing in progression from infection
As context for the main contents of this Update, it is importo active disease, and AIDS-Ol diagnosis. Reductionsinthe
tant to understand the overall trends and patterns of HIfumber of deaths are based on increased survival with AIDS-
disease in the U.S. population. Ols, in turn the result of newly available antiretroviral
therapies and prophylaxis for Gldncreased survival and
Between 1995 and 1996, the HIV/AIDS epidemic in thethe relatively stable incidence of new HIV infections, how-
United States appeared to be lessening in intensity, at leaster, have resulted in anincreased prevalence of AIDS inthe
in some sectors of the population. However, the face of theopulation: from 1995 to 1996 the number of people living
epidemic continued to change, with increasing concentrawith AIDS in the United Statesincreased by 11 percent, from
tion among the poor and people of color, the population211,000 to 235,000. This increasing AIDS prevalence indi-
from which the majority of inmates are drawn. cates the need for more resources and services to treat and
care for those who are ill.
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Table 1. Estimated incidence of AIDS-Opportunistic llinesses (AIDS-OIls) and AIDS-
related deaths, 1995-96—United States 2

AIDS-Ols® Deaths®
% Change % Change
1995 1996 From 1995 1996 From

Characteristics n n 1995t0 1996 n n 199510 1996
Sex

Men 49,360 45,240 -8 42,000 31,440 -25

Women 11,260 11,490 2 8,140 7,340 -10
Race/Ethnicity®

White, non-Hispanic 24,370 21,130 -13 21,700 14,670 -32

Black, non-Hispanic 24,090 24,030 0 18,840 16,460 -13

Hispanic 11,410 10,800 -5 9,010 7,220 -20
Exposure Category

Msmd 28,640 25,530 -11 24,880 17,310 -30

MSM-IDU® 3,580 3,030 -15 3,310 2,490 -25

Male—IDU 12,880 12,140 -6 10,790 8,970 -17

Female-IDU 4,950 4,750 -4 3,830 3,440 -10
Heterosexual Contact

Male 3,420 3,790 11 2,300 2,120 -8

Female 5,900 6,320 7 3,980 3,640 -8

Totalf 60,620 56,730 -6 50,140 38,780 -23

g stimates are presented rounded to the nearest 10 because they do not represent exact counts of persons with AIDSiQEtbs
that are approximately + 3% of the true value.

bFigures are for peopke13 years old.

®Numbers for races other than black and white were too small for meaningful analysis. Persons of Hispanic origin masalee.d
dMen who have sex with men.

€njection-drug user.

fincludes persons aged 13 years with hemophilia/coagulation disorders, transfusion recipients, or persons with other
reported.

SourceCenters for Disease Control and Prevention, “Update: Trends in AIDS Incidence—United State®)@896ity and Mortality
Weekly Report6 (September 19, 1997): 863.

aree

fany

Dr NO risks

The incidence of AIDS-Ols did not decline among all segAn examination of trends in the proportional distribution of

ments of the U.S. population between 1995 and 1996. hew AIDS-Ol cases across racial/ethnic groups, gende

rs,and

remained stable among non-Hispanic blacks, and actualxposure categories reinforces the conclusions that the
increased among women (by 2 percent) and persons wiepidemic is becoming increasingly concentrated among
were infected through heterosexual contact (by 8 percenfpeople of color and that women are increasingly affected.
In the United States, heterosexually transmitted HIV infecBetween 1992 and 1996, the proportion of new cases of AIDS
tion results primarily from sexual relations with drug usersthat occurred among non-Hispanic whites declined from 48
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percent to 38 percent, whereas it remained stable amorigne survey was supplemented by site visits to the States of
Hispanics (18 percent to 19 percent), and increased from Z3alifornia and Louisiana and to New York City and San
percent to 41 percent among non-Hispanic blacks. IndeeBrancisco to observe HIV prevention programs and dis-
for the first time in 1996, the number of new cases of AIDSharge planning/transitional programs. Site visits were also
among blacks exceeded the number among whites. Thenducted to observe HIV/STD prevention programs in the
proportion of new AIDS cases among women also increasgdvenile systems of Massachusetts and Los Angeles County,
from 14 percent in 1992 to 20 percent in 1996. California.

Although the report focuses on adult correctional systems,
The 1996-1997 Update: several examples of HIV prevention programs in chapter 3

Contents and Sources were drawn from site visits to juvenile facilities.

This Update reports on the extent of HIV/AIDS, STDs, and10w widespread are comprehensive and collaborative ap-
TB among correctional inmates and on the policies an@roaches to correctional and community health services? In
practices being implemented to prevent and control thesgeneral, the results of the 1997 NIJ/CDC survey suggest that
diseases in correctional settings. Statistics on the prevalengéV/AIDS education and prevention programs are on the
of HIV infection and AIDS in correctional populations iNCréase inprisons and jails but, aswas al§o dem_onstrated by
presented in this report are primarily from the Bureau of€ Previous survey and by an extensive review of the
Justice Statistics (BJS) 1997 Survey of State and Feder§frature, still fail to take full advantage of this important
Correctional Facilities, 1996 National Prisoner StatisticsPuPlic health opportunity. A separate report based on the
and 1996 Survey of Inmates in Local Jails. Statistics on tht997 Survey shows that public health-corrections collabo-
prevalence of STDs and TB among correctional inmate&ations are mcreasmgly common but still rarely rise to the
come primarily from the ninth national survey of HIV/AIDS, '€vel of a comprehensive public health mddel.

STDs, and TB in correctional facilities, sponsored by the

National Institute of Justice (N1J) and the Centers for Disease

Control and Prevention conducted between December 19d8Ndnotes

and August 1997 and the CDC'’s TB surveillance system. . . ) )
1. “HIV/AIDS in Prisons,” Statement by the Joint United

Findings on HIV-testing policies presented in chapter 5 of  Nations Programme on HIV/AIDS (UNAIDS), April 1996.
this report are from BJS’ 1996 National Prisoner Statistics

and the 1997 NIJ/CDC survey. Statistics and discussion id. Centers for Disease Control and Prevention, “Update:
all other chapters on policies and practices, as well as the Trends in AIDS Incidence—United States, 1998¢r-
chapter on legal and legislative issues, are based primarily bidity and Mortality Weekly Repo#t (September 19,
on the NIJ/CDC ninth national survey. 1997): 861-867.

As in all of the previous national surveys in this series3. F.J.Palella, Jr., etal., “Declining Morbidity and Mortal-

responses were received from all 50 State departments of ity Among Patients With Advanced HIV InfectiomNew

correction and the Federal Bureau of Prisons. The sample England Journal of Medicin838 (March 26, 1998):

selection for the city/county jail systems was modified in  853-860.

1996-97 to target the 50 largest city/county jail systems by

average daily inmate population. Responses were receivédd Centers for Disease Control and Prevention, “Update:

from 41 of these, or 82 percent. Again in 199697, avalida- Trends in AIDS Incidence, Deaths, and Prevalence—

tion survey was conducted. An abbreviated version of the United States, 1996Morbidity and Mortality Weekly

guestionnaire was sent to 50 individual facilities in 15 State Report46 (February 28, 1997): 165-173.

correctional systems and the Federal Bureau of Prisons. The

objective of the validation study was to compare responsés T.M. Hammett and R. Widom, “HIV/AIDS Education

on key policy issues from individual facilities and the  and Prevention Programs for Adults in Prisons and Jails

central offices of their departments of corrections. and Juveniles in Confinement Facilities—United States,
1994,"Morbidity and Mortality Weekly Repatb (April
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5, 1996): 268-271; T.M. Hammett, R. Widom, and S.6.
Kerr, “HIV Prevention in Prisons and Juvenile Facilities:

A Missed ‘Public Health Opportunity,” ” oral abstract
We.D.351, presented at the 11th International Confer-
ence on AIDS, Vancouver, Canada, July 10, 1996; and
T.M.Hammett, J.L. Gaiter, and C. Crawford, “Reaching
Seriously At-Risk Populations: Health Interventions in
Criminal Justice SettingsMealth Education and Be-
havior 25 (February 1998): 99-120.

T.M. Hammett,Public Health/Corrections Collabora-
tions: Prevention and Treatment of HIV/AIDS, STDs,
and TB,Research in Brief, Washington, DC: U.S. De-
partment of Justice, National Institute of Justice, 1998
(NCJ 169590).
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Chapter 1
HIV in Prisons and Jails, 1996

Laura M. Maruschak—Bureau of Justice Statistics

Key Findings

e The overall rate of confimed AIDS among

HIV-positive State and Federal prison inmates the Nation's prison population (0.54 percent)

Eigctsoeg;of was about six times the rate in the US.
Year Number Sopulation population (0.09 percent).
1991 17,551 2.0% e Inmates in State prisons and local jails who
1992 20.651 2.5 have been tested for HIV self-report similar
1993 21,475 2.4 HIV-infection rates:
1994 22,747 2.4
1995 24,256 2.3 Percent HIV positive among—
1996 24,881 2.3 Jailinmates  Prison inmates

® At year-end 1996, 3.5 percent of all female

State prison inmates were HIV positive, MAlllmmores ;12:7% ig‘?
ale 17 2/o
gﬁsrgﬁgrrsed to 2.3 percent of male State Female 54 34
HIV-positive prison inmates E\{Qgg ;2% ;‘81%
E)?rccues?gdy Hispanic 3.2 2.5
Jurisdiction Number population Age 24 or
New York 9,500 13.6% Jounger 2-{% Q-g%
Florida 2,152 3.4 35_44 3'8 3']
Texas 1.876 14 450rolder 3.0 2.7
California 1,136 8 : ’

From the 1996 Survey of Inmates in Local Jails and
the 1997 Survey of Inmates in State Correctional
Facilities.

Based on jurisdictions with more than 1,000
HIV-positive inmates.
e New York held more than a third of all

inmates (9,500 inmates) known fo be HIV ¢ 4 officials in the last national Census of Jails

positive at year-end 1996.

Of all HIV-positive prison inmates, 24 percent
were confirmed AIDS cases. In State prisons,
23 percent of HIV-positive inmates had AIDS;

(conducted in 1993) reported that 6,711
inmates were known to be HIV positive and
1,888 had confirmed AIDS. The infection rate
was highest in the largest jail jurisdictions.

in Federal prisons, 37 percent.

At year-end 1996, 2.3 percent of all State and Fedetlabse known to be HIV positive in all U.S. prisons, 5,874
prison inmates were known to be infected with the humarere confirmed AIDS cases, while the remaining 17,656
immunodeficiency virus (HIV). A total of 24,881 prisoneither showed symptoms of HIV infection or were
inmates were HIV positive (947 Federal and 23,934 Statajymptomatic.

HIV-positive inmates made up 1.0 percent of Federal

prison inmates and 2.4 percent of State prison inmates. Of

HIV in Prisons and Jails, 1996 5



In 1996, there were a total of 907 AIDS-related deathsam about the same rate as the overall prison population

State prisons, down from 1,010 in 1995. For every 100,0(ibth increased by about 42 percent).

State prison inmates in 1996, 90 died of AIDS-related

causes. Between 1991 and 1996, about 1 in 3 State prisidvi-positive inmates comprised 2.3 percent of the State

inmate deaths were attributed to AIDS-related causes. prison population in 1991 and 2.4 percent in 1996. In
Federal prisons, HIV-positive inmates comprised 1.0

Data based on personal interviews from the 1997 Survyasrcent in 1996, unchanged from 1991

of Inmates in State Correctional Facilities show that

percent of State inmates were ever tested for HIV. Percent of custody population
those who were ever tested and reported results, known to be HIV positive
percent were HIV positive2.2 percent of males and 3.4/ State Federal
percent of females. As reported level of involvement 77 2.3% 1.0%

prior drug use increased, so did the percent 1992 2.6 1.2
HIV-positive inmates-2.3 percent of those who said the}]q93 2.6 1.2

had ever used drugs, 2.7 percent of those who used 1994 2.5 1.1

in the month before the current offense, 4.6 percent 1995 2.4 0.9

those who injected drugs, and 7.7 percent of those w'”~° 2.4 1.0

ever shared a needle were HIV positive. Source: BJS, National Prisoner Statistics.

Data on HIV/AIDS in jails have been collected in the 1998IV-infected inmates were concentrated in a small number
Census of Jails and the 1996 Survey of Inmates in Locdl States. New York and Florida housed the largest
Jails. According to the 1993 Census of Jails, 1.8 percemimber of HIV-positive inmates (9,500 and 2,152,
of local jail inmates were known to be HIV positive. Theespectively). In 1996, these two States housed nearly half
larger the size of the jail jurisdiction, the greater thef all HIV-infected inmates in State prisons.
percentage of inmates with HIV/AIDS.
More than half of the State prison inmates known to be
Based on personal interviews conducted from OctobidlV positive were found in the Northeast. Within the
1995 thraigh March1996 in the Survey of Inmates inNortheast, 7.5 percent of the prison population were HIV
Local Jails, almost 6 in 10 inmates reported ever beipgsitive, followed by 2.0 percent in the South, 1.1 percent
tested for HIV. Of those who were tested and reportédthe Midwest, and 0.8 percent in the West. New York
results, 2.2 percent reported being HIV positive. Amoritad the highest percentage of inmates known to be HIV
female inmates, 2.4 percent said they were HIV positivyeositive (13.6 percent), followed by Connecticut (4.6
among male inmates, 2.1 percent. An estimated Z8rcent), and Rhode Island (3.9 percent). These three
percent of tested jail inmates who said they had ever u&dtes had the highest percentage of HIV-positive inmates
drugs were HIV positive, as were 2.9 percent who usafter 1994.
drugs in the month before arrest, 4.0 percent who used a
needle to inject drugs, and 6.3 percent who ever sha@fdthe 48 States that reported information on the number
needles. of HIV-positive inmates in 1996, each reported having at
least one. Eight States (Alaska, Maine, Montana, North
Trends in HIV Infection in U.S. Prisons Dakota, South Dakota, Vermont, West Virginia, and
Wyoming) reported 10 or fewer cases of HIV-positive
At year-end 1996, 24,881 inmates in State and Feddrahates in their prisons. Eleven States reported that fewer
prisons were known to be infected with the humahan 0.5 percent of their inmate population were HIV
immunodeficiency virus (HIV), up from 24,256 at yearpositive. Between 1995 and 1996 the largest growth of
end 1995 (table 2). In State prisons, 23,934 inmates weti&/-positive inmates was reported in Virgiri€883 in
known to be HIV positive, and in Federal prisons, 947996, up from 134 in 1995. Other notable increases
inmates were HIV positive. Although the number of H\during 1996 were reported in Michigan (up 149) and
cases increased after 1991, the percent of the total custbdyyland (up 108).
population with HIV remained relatively stable. Between
1991 and 1996 the number of HIV-positive inmates grew
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Table 2. Inmates in custody of State or Federal prison authorities and
known to be positive for the human immunodeficiency virus, 1994-96

HIV/AIDS cases as a percent of

Total known to be HIV positive

total custody population®

Jurisdiction 1994 1995 1996 1994 1995 1996
U.S. total ® 22,747 24,256 24,881 2.4% 2.3% 2.3%
Federal 964 822 947 1.1 0.9 1.0
State 21,783 23,434 23,934 2.5 2.4 2.4
Northeast 11,001 12,262 12,090 7.4% 7.8% 7.5%
Connecticut 940 755 690 6.6 5.1 4.6
Maine 8 4 4 0.5 0.3 0.3
Massachusetts 388 409 393 3.4 3.9 3.6
New Hampshire 26 31 18 1.3 15 0.9
New Jersey 770 847 705 3.6 3.7 3.0
New York 8,295 9,500 9,500 12.4 13.9 13.6
Pennsylvania 461 590 652 1.6 1.8 1.9
Rhode Island 113 126 125 3.8 4.4 3.9
Vermont 0 0 3 0 0 0.3
Midwest 1,750 1,667 1,874 1.1% 0.9% 1.0%
lllinois 600 583 634 1.6 15 1.6
Indiana -- -- - - - -
lowa 25 20 24 0.5 0.3 0.4
Kansas 20 24 16 0.3 0.3 0.2
Michigan 384 379 528 0.9 0.9 1.2
Minnesota 35 46 24 0.8 1.0 0.5
Missouri 146 173 190 0.8 0.9 0.9
Nebraska 16 19 17 0.6 0.6 0.5
North Dakota 3 2 3 0.5 0.3 0.4
Ohio 454 346 343 1.1 0.8 0.7
South Dakota 2 3 4 0.1 0.2 0.2
Wisconsin 65 72 91 0.6 0.6 0.7
South 7,440 7,870 8,162 2.0% 1.9% 1.9%
Alabama 210 222 234 1.1 1.1 1.1
Arkansas 81 83 77 1.0 1.0 0.9
Delaware 34 122 -- 0.8 2.5 --
District of Columbia - - - - - -
Florida 1,986 2,193 2,152 3.5 3.4 3.4
Georgia 884 858 814 2.6 2.5 2.3
Kentucky 44 41 55 0.5 0.4 0.5
Louisiana 285 314 347 1.8 1.8 2.0
Maryland 774 724 832 3.7 3.4 3.8
Mississippi 119 138 135 1.2 1.4 1.3
North Carolina 521 526 589 2.2 1.9 2.0
Oklahoma 102 115 108 0.8 0.8 0.7
South Carolina 434 380 422 2.5 2.0 2.1
Tennessee 89 120 131 0.7 0.9 1.0
Texas 1,584 1,890 1,876 1.6 15 1.4
Virginia 285 134 383 1.4 0.6 15
West Virginia 8 10 7 0.4 0.4 0.3
West 1,592 1,635 1,808 0.8% 0.8% 0.8%
Alaska -- 5 10 -- 0.2 0.3
Arizona 143 140 205 0.7 0.7 0.9
California 1,055 1,042 1,136 0.8 0.8 0.8
Colorado 79 93 94 0.9 1.0 0.9
Hawaii 14 12 23 0.5 0.4 0.7
Idaho 20 11 17 0.8 0.4 0.5
Montana 7 4 6 0.4 0.2 0.4
Nevada 122 147 133 1.8 1.9 1.6
New Mexico 19 24 11 0.5 0.6 0.2
Oregon 24 29 39 0.3 0.4 0.5
Utah 48 31 31 15 0.8 0.7
Washington 55 92 99 0.5 0.8 0.8
Wyoming 6 5 4 0.6 0.4 0.3

--Not reported.

*The custody population includes only those inmates housed in a jurisdiction's facilities.
"Totals exclude those inmates in jurisdictions that did not report data on HIV/AIDS.

Counts may differ from previous reports. Percentages for all years are based

on year-end custody counts.
Source: BJS, National Prisoner Statistics.
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Table 3. Inmates in custody of State or Federal prison authorities, by type of HIV infection
or confirmed AIDS, year-end 1996

Cases of HIV or confirmed AIDS Confirmed AIDS cases as a percent of —
Jurisdiction Total* Asymptomatic® Symptomatic® Confirmed AIDS Total HIV cases Custody population
U.S. total 24,881 15,697 1,959 5,874 23.6% 0.5%
Federal 947 549 45 353 37.3 0.4
State 23,934 15,148 1,914 5,621 23.1 0.6
Northeast 12,090 9,109 846 2,135 17.7% 1.3%
Connecticut 690 199 252 239 34.6 1.6
Maine 4 4 0 0 ** 0
Massachusetts 393 79 148 166 42.2 1.5
New Hampshire 18 0 18 0 0 0
New Jersey 705 445 - 260 36.9 11
New York 9,500 8,005 287 1,208 12.7 17
Pennsylvania 652 318 112 222 34 0.6
Rhode Island 125 56 29 40 32 1.2
Vermont 3 3 0 0 b 0
Midwest 1,874 1,017 83 584 31.2% 0.3%
lllinois 634 394 42 198 31.2 0.5
Indiana - - - - - -
lowa 24 16 - 8 33.3 0.1
Kansas 16 9 -- 7 43.8 0.1
Michigan 528 255 - 273 51.7 0.6
Minnesota 24 9 7 8 33.3 0.2
Missouri 190 -- -- - -- -
Nebraska 17 9 4 4 235 0.1
North Dakota 3 3 0 0 *x 0
Ohio 343 279 - 64 18.7 0.1
South Dakota 4 0 0 4 *x 0.2
Wisconsin 91 43 30 18 19.8 0.1
South 8,162 3,960 820 2,221 27.2% 0.5%
Alabama 234 176 0 58 24.8 0.3
Arkansas 77 20 37 20 26 0.2
Delaware - - - - - -
District of Columbia -- -- -- -- -- --
Florida 2,152 1,279 - 873 40.6 14
Georgia 814 - - -- -- --
Kentucky 55 36 13 6 10.9 0.1
Louisiana 347 - - -- -- --
Maryland 832 521 37 274 32.9 1.3
Mississippi 135 111 - 24 17.8 0.2
North Carolina 589 - 390 199 33.8 0.7
Oklahoma 108 99 - 9 8.3 0.1
South Carolina 422 309 - 113 26.8 0.6
Tennessee 131 -- 94 37 28.2 0.3
Texas 1,876 1,128 249 499 26.6 0.4
Virginia 383 275 0 108 28.2 0.4
West Virginia 7 6 0 1 * ¥
West 1,808 1,062 165 581 32.1% 0.3%
Alaska 10 4 6 - o -
Arizona 205 171 - 34 16.6 0.2
California 1,136 585 122 429 37.8 0.3
Colorado 94 77 -- 17 18.1 0.2
Hawaii 23 17 4 2 8.7 0.1
Idaho 17 13 0 4 235 0.1
Montana 6 2 0 4 ** 0.3
Nevada 133 94 - 39 29.3 0.5
New Mexico 11 9 0 2 18.2 ¥
Oregon 39 23 12 4 10.3 ¥
Utah 31 17 0 14 45.2 0.3
Washington 99 46 21 32 32.3 0.3
Wyoming 4 4 0 0 ke 0

Note: Totals and percentages exclude inmates in jurisdictions that did not report data on type

of HIV/AIDS infection. The custody population includes only inmates housed at the end of 1996.
**Not calculated for 10 or fewer cases.

--Not reported.

fLess than .05%.

2Georgia, Louisiana, and Missouri reported the total of HIV-positive cases but not the type of HIV.
®Includes all inmates who had tested positive for the HIV antibody but had no HIV-related symptoms.
°Includes inmates with symptoms of HIV infection but without a confirmed AIDS diagnosis.

Source: BJS, National Prisoner Statistics.
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Confirmed AIDS Cases in U.S. The highest percentage of the State prison population
Prisons having confirmed AIDS was in New York (1.7 percent),

followed by Connecticut (1.6 percent), Massachusetts (1.5

At the end of 1996, 5,874 inmates in U.S. prisons h&§rcent), Florida (1.4 percent), and Maryland (1.3
confirmed AIDS: 5,521 were State inmates and 353 wepgrcent). In 17 States confirmed AIDS cases comprised
Federal inmates (table 3). Of the remaining HIV-positi&1 percent or fewer of State inmates.

inmates, 1,959 showed symptoms of AIDS (symptomatic),

while 15,697 were HIV positive but showed no sympton€omparison to the U.S. Resident

of AIDS (asymptomatic). Popu|qﬁon

Confirmed AIDS cases made up 0.5 percent of all inmatésthe end of 1996, the rate of confirmed AIDS in State
in State and Federal prisons. Of those inmates knownatod Federal prisons was six times higher than in the total
be HIV positive, nearly a quarter had confirmed AIDS. U.S. population. About 54 in 10,000 prison inmates had
confirmed AIDS, compared to 9 in 10,000 persons in the
During 1996 the number of confirmed AIDS cased.S. population.
increased by 748. Overall, after 1991 the number of
confirmed AIDS cases increased by 46t average In every year from 1991 to 1996, the rate of confirmed
annual increase of 28.3 percent. The number of inmafd®S was higher among prison inmates than in the general
with lesser or no symptoms of HIV infection actuallypopulation. In 1992 the rate of AIDS was 11 times higher
decreased in 1996, and the number was below the numiergrisoners than the general population. In 1993, follow-
reported in every year from 1992 to 1995. ing a revision of the HIV classification system and an
expansion of the case definition for AIDS, the rate of
confirmed AIDS increased'4 times among prisoners and

HIV-positive State and Federal inmates doubled in the general population. After the adoption of

Confirmed Other than confirmed S

Year  AIDS cases AIDS Cases these new measures, the |nC|dence. of AIDS grew
1991 1,682 15797 somewhat faster in the general population. At year-end
1992 2 644 18,087 1996 the rate of confirmed AIDS was six times higher in
1993 3,765 17,773 prisons than in the general population
1994 4,849 17,864
1995 5099 18,165 Percent of population
1996 5,847 17,656 with confirmed AIDS

Note: Care should be exercised when comparing the U.S.general  Inmates in State and

number of reported cases over time. In January 1993 the  Year population Federal prisons

Centers for Disease Control and Prevention revised the 1991 0.03% 0.21%

HIV classification system and expanded the surveillance 1992 0.03 0.33

case definition for AIDS to include specific CD4+ 1993 0.06 0.50

T-lymphocyte criteria and three additional clinical condi- 1994 0.07 0.52

tions—pulmonary tuberculosis, recurrent pneumonia, and 1995 0.08 0.51

invasive _cer_vical cancer. This expansion resulted in a 1996 0.09 0.54

substantial increase in the number of reported AIDS Note: The percent of the general population with confirmed

cases during 1993. Shtethodology pp. 17-19. AIDS in each year may be overestimated due to delays in

The States with the largest number of confirmed AlD:death reports. Care should be exercised when comparing
N York (1,208), Florida (873), Texas (499percents over time, because of changes in the case definition

cases vv.ere' ew Yo 1O ’ for AIDS. SeeVethodologypp. 17-19

and California (429). Combined, these States made up oo

percent of all confirmed AIDS cases in State prisons.

Eighteen States reported having fewer than 10 confirmed

AIDS cases in their prisons.
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Table 4. State prison inmates known to be positive for the
human immunodeficiency virus, by sex, year-end 1996

Male HIV cases

Female HIV cases

Percent of

Percent of

Jurisdiction Number population Number population
Total 21,799 2.3% 2,135 3.5%
Northeast 10,985 7.2% 1,105 13.0%
Connecticut 581 4.2 109 9.7
Maine 4 0.3 0 0
Massachusetts 327 3.2 66 9.1
New Hampshire 15 0.8 3 2.1
New Jersey 614 2.8 91 9.0
New York 8,736 13.2 764 205
Pennsylvania 605 1.8 47 3.2
Rhode Island 100 3.3 25 117
Vermont 3 0.3 0 0
Midwest 1,741 1.0% 133 1.3%
lllinois 583 1.6 51 2.3
Indiana - - - -
lowa 21 0.4 3 0.6
Kansas 15 0.2 1 0.2
Michigan 498 1.2 30 1.6
Minnesota 23 0.5 1 0.4
Missouri 178 0.9 12 0.8
Nebraska 17 0.6 0 0
North Dakota 2 0.3 1 1.8
Ohio 317 0.7 26 0.9
South Dakota 4 0.2 0 0
Wisconsin 83 0.7 8 1.3
South 7,375 1.8% 787 3.0%
Alabama 217 1.1 17 1.3
Arkansas 72 0.9 5 0.9
Delaware -- - - --
District of Columbia -- -- -- --
Florida 1,929 3.2 223 6.8
Georgia 734 2.2 80 3.6
Kentucky 52 0.5 3 0.6
Louisiana 329 1.9 18 2.3
Maryland 763 3.7 69 6.6
Mississippi 130 14 5 0.7
North Carolina 517 1.9 72 4.0
Oklahoma 98 0.7 10 0.8
South Carolina 398 2.1 24 2.1
Tennessee 129 1.0 2 0.5
Texas 1,645 1.3 231 2.3
Virginia 355 15 28 2.1
West Virginia 7 0.3 0 0
West 1,698 0.8% 110 0.7%
Alaska 8 0.3 2 1.1
Arizona 200 1.0 5 0.3
California 1,096 0.8 40 0.4
Colorado 86 0.9 8 1.0
Hawaii 23 0.8 0 0
Idaho 15 0.5 2 0.9
Montana 6 0.4 0 0
Nevada 103 1.4 30 5.2
New Mexico 10 0.2 1 0.3
Oregon 35 0.4 4 0.7
Utah 28 0.7 3 11
Washington 85 0.7 14 15
Wyoming 3 0.2 1 1.1

--Not reported.

Source: BJS, National Prisoner Statistics.

HIV Infection of Male and
Female State Prison Inmates

At year-end 1996 there were 21,799 male inmates
and 2,135 female inmates known to be HIV positive
(table 4). Overall, 2.3 percent of male inmates and
3.5 percent of all female inmates were known to be
HIV positive. The rate of HIV infection in females
was higher than male infection rates in all regions
except the West and in most States.

Between 1995 and 1996 the number of infected

female inmates decreased 2.2 percent from 2,182 to
2,135; the number of infected male inmates

increased 5.4 percent from 20,690 in 1995 to 21,799
in 1996. Overall, among State prisoners, the number
of males infected with HIV increased 35 percent,

and the number of females infected increased 84
percent between 1991 and 1996.

State prison inmates

Number of Percent HIV positive
HIV-positive  in custody population
Year inmates of reporting States
Males
1991 16,150 2.2%
1992 18,266 2.6
1993 18,218 2.5
1994 19,762 2.4
1995 20,690 2.3
1996 21,799 2.3
Average annual
change, 1991-96*  6.2%
Females
1991 1,159 3.0%
1992 1,598 4.0
1993 1,796 4.2
1994 1,953 3.9
1995 2,182 4.0
1996 2,135 3.5
Average annual
change, 1991-96* 13.0%

*In 1991 North Carolina, South Dakota, and the District

of Columbia did not report data by gender. In 1995 Delaware,
Indiana, South Carolina, and the District of Columbia did not report
data by gender.

Source: BJS, National Prisoner Statistics.
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States in the Northeast reported the largest numberl@fl996, for every 100,000 inmates, 90 died from AIDS-
HIV-positive male and female inmates (10,985 and 1,10&Jated causes. Between 1991 and 1995, the number of
respectively). In eight States, more than 5 percent of AlDS-related deaths in State prisons increased 94 percent;
female inmates were known to be HIV positive. In twhowever, in 1996 the number decreased 10 percent from
States over 10 percent of all female inmates were knownl@95. With the introduction of protease inhibitors and
be HIV positive-New York (20.5 percent) and Rhodecombination antiretroviral therapies, there was appreciable
Island (11.7 percent). New York (13.2 percent) was timprovement in the effectiveness of HIV/AIDS care.

only State in which more than 10 percent of all male . )
inmates were HIV positive. The rate of death because of AIDS is about three times

higher in the prison population than in the total U.S.
Among all States, New York reported the largest number pdpulation age +%54. Between 1991 and 1996, about 1 in
male and female HIV-positive inmates (8,736 and 76dyery 3 prisoner deaths were attributable to AIDS-related
respectively). The second largest number of HIV-positieauses, compared to about 1 in 10 deaths in the general
male inmates were in Florida (1,929), followed by Texgmwpulation.
(1,645). The second largest number of HIV-positive female
inmates were in Texas (231), followed by Florida (223pIDS-related deaths accounted for more than half of all
Seven States reported no female HIV-positive inmates, anthate deaths in Connecticut (65 percent), New York (55
every State reported at least one male HIV-positive inmate.percent), New Jersey (52 percent), and Florida (50
percent) (table 6). Seventeen States reported having no
AIDS-Related Deaths in State Prisons AiDS-related deaths, and five States reported one AIDS-

The number of State inmates who died of Pneumocysrt‘?slated death.

carinii pneumonia, Kaposi's sarcoma, or other AIDS-

related diseases decreased from 1,010 in 1995 to 907 AlDS-related deaths as a percent of all deaths
1996 (table 5). These AIDS deaths accounted for 2 U.S. general popu- State prison
percent of all deaths among State prisoners, down from zYear_lation age 15-54* inmates
percent in 1995. Beginning in 1991 AIDS-related cause 77! 10.4% 28.0%
were the second leading cause of death in State prisor]992 .z 35.2
behind natural causes other than AIDS 1993 1. 33.2
) 1994 12.7 35.1
1995 12.4 34.2
1996 - 29.3

-- Not available.
* SeeMethodologyp. 18,for source of data.

Table 5. Number of inmate deaths in State prisons, by cause, 1994 -96

1994 1995 1996
Rate of death per Rate of death per Rate of death per
Cause of death Number 100,000 inmates Number 100,000 inmates Number 100,000 inmates
Total 2,878 314 3,133 311 3,095 308
Natural causes other
than AIDS 1,393 152 1,569 156 1,715 170
AIDS 955 104 1,010 100 907 90
Suicide 155 17 160 16 154 15
Accident 33 4 48 5 43 4
Execution 30 3 56 6 45 4
By another person 68 7 86 9 65 6
Other/unspecified 244 27 204 20 166 16

Note: In 1994 some States did not report complete data on cause of death. To calculate the rate of death, the
number of inmates under State jurisdiction on June 30 of each year was used as an approximation of the average
population exposed to the risk of death during the year. Inmates in States that did not report data on inmate deaths
were excluded in 1994. All States reported data on inmate deaths in 1995 and 1996.

Source: BJS, National Prisoner Statistics.
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Table 6. AIDS-related deaths of sentenced prisoners under State jurisdiction, 1996

Deaths from all causes

in State prisons AIDS-related deaths
Rate per 100,000 Rate per 100,000 As a percent of
Jurisdiction Total inmates® Total inmates® all deaths®
Total 3,095 308 907 20 29.3%
Northeast 691 437 329 208 47.6%
Connecticut 49 327 32 213 65.3
Maine 3 206 0 0 *x
Massachusetts 30 262 7 61 23.3
New Hampshire 2 97 0 0 ki
New Jersey 142 554 74 289 52.1
New York 330 482 182 266 55.2
Pennsylvania 128 429 33 111 25.8
Rhode Island 7 223 1 32 *x
Vermont 0 0 0 0 *k
Midwest 480 252 61 41 12.7%
Illinois 96 254 32 85 33.3
Indiana 39 248 2 13 5.1
lowa 10 176 0 0 ki
Kansas 20 289 2 29 10.0
Michigan 125 302 - - -
Minnesota 10 210 1 21 *x
Missouri 37 195 0 0 0
Nebraska 8 286 0 0 *x
North Dakota 0 0 0 0 *x
Ohio 117 269 20 46 17.1
South Dakota 4 220 0 0 *x
Wisconsin 14 132 4 38 28.6
South 1,461 327 447 109 30.6%
Alabama 89 443 13 65 14.6
Arkansas 23 253 2 22 8.7
Delaware 20 430 0 0 0
District of Columbia 29 277 -- -- --
Florida 247 398 124 200 50.2
Georgia 114 334 48 141 42.1
Kentucky 30 251 1 8 3.3
Louisiana 86 346 20 81 23.3
Maryland 48 224 16 75 33.3
Mississippi 32 257 5 40 15.6
North Carolina 74 276 26 97 35.1
Oklahoma 66 375 4 23 6.1
South Carolina 76 390 27 139 35.5
Tennessee 60 402 8 54 13.3
Texas 377 297 122 96 32.4
Virginia 84 308 31 114 36.9
West Virginia 6 246 0 0 *x
West 463 220 70 33 15.1%
Alaska 3 93 0 0 *x
Arizona 61 292 0 0 0
California 253 192 49 37 194
Colorado 22 205 0 0 0
Hawaii 4 112 0 0 *x
Idaho 3 93 1 31 *x
Montana 5 264 0 0 *x
Nevada 35 467 8 107 22.9
New Mexico 4 97 0 0 *x
Oregon 25 333 2 27 8.0
Utah 7 214 1 31 ki
Washington 33 289 9 79 27.3
Wyoming 8 612 0 0 ki

--Not reported.

**Not calculated for 10 or fewer deaths.

2Based on the number of inmates under State jurisdiction on June 30, 1996.
"National and regional totals exclude inmates in jurisdictions that did not report
data on cause of death.

Source: BJS, National Prisoner Statistics.
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HIV Prevalence Rates and Testing suggest that official data underestimate the HIV prevalence

Policies rate.
Data on HIV prevalence rates are reported in the Natior(1?':1]clfICIaI data from New York in 1994 and 1995, however,

Prisoners Statistics series (NPS) by prison officials. T \ge4a_lleggg'gnﬁée|;I\S{tu%reva_:%lcﬁli:%teei st?uadn 2?3\/3;?1;:
quality of the information reported varied by the testin Y: Y

policies that a particular State implemented. Testi ilze;?f?ggloéaﬂ é?\%%vrggah;nﬁtﬁ ivr\:rfwr;tegl\i; Eﬁz'tg\:je’
policies ranged from testing all inmates to testing on Y,

upon inmate request. Although 19 States tested either %Ié}_percent in 1994 E.md 13.9 percent in 1995 were HIV
inmates in custody or a random selection, and 27 t &smve. Similarly, National Prisoner Statistics (NPS) data

targeted groups (high-risk individuals or upon indicatio om Arkansas (1992) and Washington (1990jgest a

or incidence), 5 tested solely upon inmate request. Offic ?nr:jeer d F;rti\é?éesnfoe grateercsmocr:)gmlr;r:weadtetz éhg n e?i;itfrgr%
data represent the minimum number of individuals kno ~ P P P '

to be HIV positive within a prison facility. -5 percent compared to 0.2 percent).

Percent HIV positive

Testing policy Number of jurisdictions

States NPS Blinded studies®

All inmates Massachusetts (1995) 3.9% 6.8%

(incoming or in custody) 16 Maryland (1991) 2.5 8.5
Random 3 California (1994) 0.8 2.5
High-risk groups/upon incident/ lllinois (1991) 1.0 4.9
indication of need 7 New Jersey (1991) 40 9.5

qu Y _ New York (1994-95)° 13.2 10.0

Note: Categories are mutually exclusive; therefore total adds to 51. Arkansas (1992) 0.9 0.6
Delaware did not report data on testing policies. . . ’ ’
See chapter 5 for more detailed data on testing policies. Washington (1991) 0.5 0.2
Source: BJS, National Prisoner Statistics. *Data from lllinois, New Jersey, Arkansas, and Washington came from

the1994 Update: HIV/AIDS and STDs in Correctional Faciliti€3ata

. - " . for Massachusetts, Maryland, California, and New York came from other
Blinded or “unlinked” studies have been conducted agces. (Serlethodologyp. 19, for further detail.)

another means of determining the HIV prevalence in Statee New York blinded study covered both 1994 and 1995. The NPS

prisons. These studies are blinded in that the identity @fe for New York represents an average of the reporting years.

the inmate is not linked to the result of the HIV test. ApNewomen were tested in the blinded study.

inmate’s ploqd that has bee_n drawn _d_urmg a routine phle/Ale Repor’red in Personal

cal examination upon entering a facility is tested for HI\;. .

The sample is sent to a lab with no information regardirhj'ier\"ews

the inmate. Additional information on the prevalence of HIV/AIDS
may also be obtained through personal interviews of

Blinded studies may not accurately account for the prevarisoners. Though some inmates may be reluctant to

lence rate of HIV in prisons. Often these studies areport that they are HIV positive and others may not know,

conducted in only a few facilities, and are snapshotrveys provide a means to track HIV infection among

examined over one period solely on admission cohortiemographic and “high-risk” groups not identified in

Because of this, blinded studies are limited in that thefficial records or blinded studies.

may not be generalized to the overall prison population,

Discrepancies are apparent between HIV prevalence rat@§ 1997 Surveys of State and Federal Correctional Facili-
reported in official records and those produced frolies asked inmates if they had ever been tested, if they had
blinded studies. been tested since admission, and whether they were HIV

positive. Similar questions were asked in the 1996 Survey

Data from a blinded study conducted in Massachusettsgininmates in Local Jails. (Sedethodologyfor further
1995 siggest that 6.8 percent of incoming inmates are Hiyetail.)

positive, while official data from 1995 indicate 3.9 percent
of all inmates in custody were HIV positive. Similarly,

data from blinded studies conducted in Maryland (1991),
California (1994), lllinois (1991), and New Jersey (1991)
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Table 7. Inmates ever tested or tested since
admission for the human immunodeficiency
virus and test results

Percent of inmates

Local State Federal

Characteristic jails prisons prisons
All inmates

HIV positive 1.2% 1.7% 0.5%
Ever tested 57.2% 74.6% 79.6%

HIV positive 2.2 2.2 0.6
Tested since admission 17.7% 59.1% 69.7%

HIV positive 3.9 2.6 0.7

Note: Data are from the 1996 Survey of Inmates in Local Jails
and the 1997 Surveys of Inmates in State and Federal
Correctional Facilities.

In 1997, 17,674 (1.7 percent) State prison inmates and 428
(0.5 percent) Federal prison inmates were known to be
HIV positive (table 7). Of those inmates who reported
being tested since admission to State prison, or to Federal
prison, 2.6 percent and 0.7 percent, respectively, reported
being HIV positive.

Among State prisoners, female inmates (3.4 percent) were
more likely than male inmates (2.2 percent) to be HIV
positive (table 8). Black non-Hispanic inmates (2.8
percent) were twice as likely as white non-Hispanic
inmates (1.4 percent) to report being HIV positive.

Among male inmates, blacks (2.7 percent) were nearly
twice as likely as whites to be HIV positive. The rates of

Table 8. Inmates ever tested for the human immunodeficiency virus and results,
by selected characteristics
Inmates ever tested
Local jails State prisons Federal prisons
Percent Percent Percent
Characteristic Number HIV positive Number HIV positive  Number HIV positive
All inmates 289,991 2.2% 790,128 2.2% 70,902 0.6%
Sex
Male 258,019 2.1% 734,327 2.2% 65,723 0.6%
Female 31,972 2.4 55,800 3.4 5,179 0.6
Race/Hispanic origin
White non-Hispanic 110,023 1.4% 257,919 1.4% 21,128 0.3%
Male 98,745 1.3 239,687 1.4 19,565 0.3
Female 11,278 2.1 18,232 2.3 1,563 0.3
Black non-Hispanic 125,259 2.6 384,870 2.8 28,178 0.8
Male 110,453 2.5 357,736 2.7 26,387 0.8
Female 14,806 3.2 27,135 3.9 1,791 1.3
Hispanic 45,759 3.2 123,725 2.5 18,466 0.7
Male 40,985 3.5 115,344 2.4 16,892 0.7
Female 4,774 1.3 8,382 4.2 1,573 0
Age
17-24 81,228 0.7% 154,181 0.5% 5,528 0.1%
25-34 116,532 2.1 310,161 2.3 26,262 0.5
35-44 70,776 3.8 232,835 3.1 22,228 0.4
45 or older 21,455 3.0 92,168 2.7 16,884 1.2
Marital status
Married 45,890 1.4% 128,834 1.7% 21,545 0.5%
Widowed/divorced 48,695 3.0 161,468 2.0 16,331 0.4
Separated 25,929 2.1 45,435 2.9 3,884 0
Never married 169,270 2.1 453,664 2.4 29,045 0.8
Education
Less than high school 121,589 2.3% 302,437 2.7% 17,226 0.8%
GED 45,431 1.3 231,714 1.4 16,389 0.6
High school or more 122,597 2.3 254,975 2.4 37,237 0.5
Note: Data are from the 1996 Survey of Inmates in Local Jails and the 1997 Surveys of Inmates
in State and Federal Correctional Facilities.

14 1996-1997 Update: HIV/AIDS, STDs, and TB in Correctional Facilities



Table 9. Inmates ever tested for the human immunodeficiency virus and results,
by offense and prior drug use
Inmates ever tested
Local jails State prisons Federal prisons
Percent Percent Percent
Characteristic Number HIV positive  Number HIV positive  Number HIV positive
Current offense
Violent 72,846 1.5% 360,370 1.9% 10,681 1.0%
Property 79,936 2.2 178,601 2.4 4,660 1.0
Drug 65,780 3.3 164,256 29 43,815 0.4
Public-order 64,820 1.7 77,049 1.9 10,029 1.0
Prior drug use
Never 42,242 1.6% 123,049 1.7% 18,917 0.3%
Ever 247,233 2.3 665,977 2.3 51,847 0.7
In the month before
offense 106,907 2.9 460,685 2.7 32,113 0.3
Used needle to
inject drugs 61,862 4.0 168,446 4.6 9,443 1.3
Ever shared a 25,476 6.3 74,393 7.7 4,022 21
needle
Note: Data are from the 1996 Survey of Inmates in Local Jails and the 1997 Surveys of Inmates
in State and Federal Correctional Facilities.

HIV infection among female inmates were not signifiThe percentage of State and Federal prison inmates report-
cantly different among whites (2.3 percent), blacks (3i8g that they were HIV positive varied by level of prior
percent), and Hispanics (4.2 percent). drug use. By type of drug use practice, the following
percentages of State prison inmates reported being HIV
In Federal prisons 0.6 percent of males and of femalessitive: never using drugs, 1.7 percent HIV positive; ever
reported HIV infection. Non-Hispanic white inmatesised drugs, 2.3 percent; used drugs in the month before
reported the lowest HIV-positive rates (0.3 percent). their current offense, 2.7 percent; used a needle to inject
both State and Federal prisons, inmates age 17 to dtdgs, 4.6 percent; and shared a needle, 7.7 percent HIV
reported the lowest rate of being HIV positive (0.5 percepbsitive. Like State inmates, Federal inmates who used a
and 0.1 percent, respectively). In State prisons, inmateedle and shared a needle had a higher rate of HIV infec-
age 35 to 44 reported the highest HIV-positive rate (3tibn than those inmates who reported ever using drugs or
percent). Those State inmates in each age category ausng drugs in the month before their current offense (1.3
24 were more likely to be HIV positive than those whpercent and 2.1 percent compared to 0.7 percent and 0.3
were 24 or younger. In Federal prisons, inmates age 45ercent). Unlike State inmates, Federal inmates using
older reported the highest rate of HIV infection (1.Arugs in the month prior to their current offense reported a
percent). lower rate of HIV infection (0.3 percent) than inmates who
reported ever using drugs (0.7 percent).

HIV-Positive Prison Inmates,
by Offense and Prior Drug Use

Those inmates being held on a drug offense in State
prisons reported the highest HIV positive rate (2.9 percent)
(table 9). Of property offenders, 2.4 percent reported
being HIV positive. Violent and public-order offenders
reported slightly lower rates (1.9 percent each). Among
Federal prison inmates, 1.0 percent of violent offenders,
property offenders, and public-order offenders reported
being HIV positive as did 0.4 percent of drug offenders.

HIV in Prisons and Jails, 1996 15



HIV Infection of Local Jail Inmates Among jail inmates, 2.1 percent of males and 2.4 percent
of females said they were HIV positive (table 8). An

At midyear 1993, when the last national census of loadtimated 2.6 percent of black inmates, compared to 1.4
jails was conducted, 1.8 percent of the inmates wegrercent of white inmates, said they tested HIV positive.

known to be HIV positive. Among jails reporting data, Among male inmates, blacks (2.5 percent) were nearly
total of 6,711 inmates were HIV positive, and 1,888 hadice as likely as whites (1.3 percent) to report being HIV

confirmed AIDS. The infection rate was highest in thepositive. Hispanic males had the highest HIV-positive rate

largest jail jurisdictions. Almost 3 percent of the inmatg8.5 percent). Among female inmates, although the

in the Nation's largest jurisdictions were reported HIYercentage who reported they were HIV positive was

positive. Among the remaining jurisdictions, the larger thagher among blacks (3.2 percent) than whites (2.1

size, the greater the percentage of inmates with HIV/AIDBercent) and Hispanics (1.3 percent,) the differences were
In jurisdictions with 500 or more inmates, 1.6 percent of tim®t statistically significant.

inmates were infected; in jurisdictions with 250 to 499

inmates, 1.2 percent; and in jurisdictions holding fewer thémmates age 24 or younger had the lowest HIV-positive

250 inmates, 1 percent or less. rates (0.7 percent), while those 35 to 44 had the highest
rates (3.8 percent). Inmates-38 and 45 or older fell in

1993 Census of Jails the middle (2.1 percent and 3.0 percent, respectively).

isdigd?cf:ﬁonc’ I;lggpﬂl\o/:LHIV Eg/n/f‘ é?isoﬁsin?n%?gs Inmates who had completed high school were as likely as
Total 6711 1.8% those who had not completed high school to say they
50 largest 3,926 2.9 tested HIV positive (2.3 percent).

500 or more 1,374 1.6

250-495 490 12 Percent HIV Positive among Jail
A P o Inmates, by Offense and Prior

®Based on the average daily population between July 1, 199Qrug Use
and June 30, 1993.

bExcludes inmates in facilities that did not report data. Among jail inmates who said they had been tested for

Source: HIV in Prisons and Jails, 1993 HIV/AIDS, those held for drug offenses were the most
likely to be HIV positive (3.3 percent) (table 9). Drug

HIV Test Results for Local Jail offenders were twice as likely as violent offenders (1.5

percent) to report that they tested positive for HIV.
Property and public-order offenders reported somewhat
I%\yer rates—2.2 percent and 1.7 percent, respectively.

Inmates, by Inmate Characteristic

Detailed data, based on interviews of a national sample

inmates in local jails, are available from the 1996 Surve L )
of Inmates in Local Jails. Conducted between Octobk!® Percent of jail inmates reporting that they were HIV

1995 and March 1996, the survey provides nation@psitive varied b'y level of prior drug use. An estimated
estimates of the number of jail inmates tested fér3 Percent of inmates who had ever used drugs, 2.9
HIV/AIDS and the percent HIV positive. percent of inmates who used drugs in the month before

their current offense, 4.0 percent of inmates who said they
In 1996, 6,289 local jail inmates (1.2 percent of affdd used needles to inject drugs, and 6.3 percent of those
inmates) were known to be HIV positive (table 7). AWhO had shared a needle with someone else reported being
estimated 57 percent of all respondents in the survey sty Positive.
they had ever been tested for HIV. Of those who had been
tested for HIV, 2.2 percent said they were HIV positive.
Since admission, about 18 percent of inmates had been
tested for HIV, and 3.9 percent reported HIV positive
results.
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Meihodology Excluded from the census were temporary holding facili-
ties, such as drunk tanks and police lockupat do not

National Prisoner Statistics hold persons after being formally charged in court (usually
with in 72 hours of arrest). Also excludeckre State-

The National Prisoner Statistics series (NPS) includes ¢pgrated facilities in - Alaska, Connecticut, Delaware,
annual year-end count of prisoners by jurisdiction, seiiawaii, Rhode Island, and Vermont, which have combined

race, Hispanic origin, and admissions and releases dudjPrison systems.
the year. The series consists of yearly reports to the _ )
Bureau of Justice Statistics from the departments offvey of Inmates in Local Jails, 1996

corrections of the 50 States and the District of Columbia _ )
and from the Federal Bureau of Prisons. The 1996 Survey of Inmates in Local Jails was conducted

for BJS by the U.S. Bureau of the Census. Through

Since 1991 respondents have been asked to indicate tRg[Sonal interviews conducted from October 1995 through
policies for testing for HIV and to provide the number oMarch 1996, data were collected on individual characteris-

HIV-infected inmates in their custody on the last day of tfiigS Of jail inmates, current offenses, sentences and time
calendar year. served, criminal histories, jail activities, conditions and
programs, prior drug and alcohol use and treatment, and
Surveys of Inmates in State and Federal Correctional health care services provided while in ja_il. The sample _fqr
Facilities, 1997 the 1996 survey was selected from a universe of 3,328 jails
that were enumerated from the 1993 Census of Jails. The

The 1997 Surveys of Inmates in State and Federal Corr{@l nonresponse was 13.7 percent. Similar surveys of jail
tional Facilities were conducted for the Bureau of Justiddmates were conducted in 1972, 1978, 1983, and 1989.
Statistics by the U.S. Bureau of the Census. The Federal )

Bureau of Prisons co-sponsored the Survey of InmatedfFuracy of the Survey Estimates

Federal Correctional Facilities. Personal interviews were )

conducted from June 1997 tigh October1997. Infor- The accuracy of th_e estimates from the 1996 Survey c_>f
mation was collected about individual characteristics gimates in Local Jails and the 1997 Surveys of Inmates in
prison inmates, current and prior offenses and sentenceéte and Federal Correctional Facilities depends on two
criminal histories, characteristics of tlwarrent offense, YP€s of error: sampling and nonsampling. Sampling error

family background, prior drug and alcohol use and tred®- Varation that may occur by chance because a sample
ment. and conditions of confinement. rather than a complete enumeration of the population was

conducted. Nonsampling error can be attributed to many

The sample for the Federal inmates survey was select@4TCes, such as nonresponse, differences in the interpreta-
from a universe of 135 Federal prisons holding sentendi@? Of questions among inmates, recall difficulties, and
inmates. For State inmates the sample came from 1,458C€ssing errors. In any survey the full extent of the
State prisons counted in the 1995 Census of State Corf2Sampling error is never known

tional Facilities performed on June 30, 1995, with prisons ) )

opening between the census and June 30, 1996, addd® sampllng error, as measured _by an eshmated_ standard
The overall response rate in the State survey was 9870T, varies by the size of the estimate and the size of the
percent. Similar surveys of State prison inmates wdrase population. Estimates for the percentage of inmates
conducted in 1974. 1979. 1986 and 1991. The fi€yer tested for HIV and the percentage who tested HIV

survey of Federal inmates was done in 1991. positive have been calculated (see table 10). These
standard errors may be used to construct confidence inter-
Census of Jails. 1993 vals around percentages. For example, the 95-percent

confidence interval around the percentage of males in local

The 1993 Census of Jails included all locally administeré!S who were HIV positive is approximately 2.1 percent
confinement facilities (3,287) that held inmates beyorRfus or minus 1.96 times 0.33 percent (or 1.5 percent to
arraignment and were staffed by municipal or coungy’ Percent).

employees. The census also included 17 jails that were

privately operated under contract for local governments.
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These standard errors may also be used to test the stafisti- _
| sianificance of the difference between two sampl Table 10. Standard error estimates for the 1996 Survey
ca 9 P&t Inmates in Local Jails and the 1997 Surveys of State

estimates by pooling the standard errorghef estimates | and Federal Correctional Facilities

(that is, by taking the square root of the sum of the squared Local State  Federal

standard errors for each sample estimate). All comparicharacteristics jails prisons _ prisons
sons discussed in this report were statistically significant|agex
the 95-percent confidence level. Male 0.33%  0.20% 0.19%
Female 0.44 0.44 0.35
Race/Hispanic origin
AIDS in the U.S. Resident Population Wn;]glinon-Hlspanlc 8:431?% 323?% 32%%
Female 0.68 0.80 0.63
The number of persons with confirmed AIDS in the U.S$. Black non-Hispanic 0.47 037 048
general population (age 13 and over) was derived from the 'I\:A;‘rfale 8'?2 8'33 (1)%
Centers for Disease Control and Prevention (CDQ), pispanic 098 058 052
HIV/AIDS Surveillance Repgrt year-end editions Male 1.09 0.61 0.6
1991-1996. For each year the number of active AIDS Female 0.76 1.67  0.00
cases in the United States was calculated by subtracting|thee
number of cumulative AIDS deaths for people age 15 a1dggfj§ 24 8'22% 8'28% 8'23%
older at year-end from the cumulative number of total 35_44 085 040 026
AIDS cases for people age 13 and older at year-end|ags5 or older 113 0.60 0.52
listed in theHIV/AIDS Surveillance Report Marital Status
Married 0.58%  0.40% 0.30%
The data for the U.S. general population, excluding \é\gﬁg‘:‘;‘iggj“’orwd 8'33 8'22 8'83
persons under age 13, from 1991 to 1996 were taken froNyever married 038 025 033
the U.S. Population Estimates, by Age, Sex, Race, anlgducation
Hispanic Origin: 1990 to 1995, PPL-41, and the update for ess than high school 0.47%  0.33% 0.42%
1996. GED 0.46 0.27 0.38

High school graduate or more 0.49 0.34 0.23
The rate of confirmed AIDS cases in the U.S. residen€urrent Offense

population was calculated by dividing thenaal totals for \P/'rg'sgrtty 8';‘2% 8'23% 8'8(1)%

individuals with AIDS by the population estimates for the pr,q 079 046 019

U.S. resident population of individuals 13 and older. Public-order 0.66 0.55 0.62
Prior drug use

The classification system for HIV infection and the case Never used 0.62% 0.41% 0.25%
_ Ever used 0.33 021 0.23

d_ef|n_|t|on for AIDS_ were expanded in 1993. This expar "~ “Used month before offense 0,58 027 019

sion improved estimates of the number and the characteris-ysed needie to inject drugs ~ 0.85 057 073

tics of persons with HIV disease, but complicated interprg- Shared a needle 1.71 1.09 1.41

tation of AIDS trends. The increase in reported AID

cases in 1993 was largely the consequence of the added

surveillance criteria. (See CD®lorbidity and Mortality AlDS-related deaths as a percentage of all deaths in the

Weekly Reportvol. 43, No. 45, November 18,1994.) U.S. population were calculated by dividing the national
estimate of AIDS deaths of persons age5#5by the

AIDS-Related Deaths in the United States national mortality estimates of persons age5¥5in a
given year.

The number of AIDS-related deaths for persons agb4l5

was derived from the CDCHIV/AIDS Surveillance

Report year-end editions. Deaths in the U.S. population

for persons age 154 were taken from the CD®jonthly

Vital Statistics Reportvol. 42, No. 2(S); Vol. 43, No. 12;

Vol. 43, No. 6(S); Vol. 45, No. 3(S); and Vol. 45, No.

11(S).
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HIV Prevalence Rates from Blinded Studies

Data from blinded studies on HIV prevalence rates in
Massachusetts, Maryland, California, and New York were
gathered from several sources:

B. Werner et al., “Drop in HIV Seroprevalence among
Men and Women Entering Massachusetts Prisons,”
Abstract No. 115, presented at the Third Conference on
Retroviruses and Opportunistic Infections, Washington,
D.C., January 2g-ebruary 1, 1996.

C. Behrendt et al., “Voluntary Testing for HIV in a Prison
Population with a High Prevalence of HIVAmerican
Journal of Epidemiology]l 39 (1994) pp. 918-26.

J. Ruiz and J. Mikand&eroprevalence of HIV, Hepatitis
B, Hepatitis C, and Risk Behaviors among Inmates Enter-
ing the California Correctional SystertSacramento:
California Department of Health Services, Office of AIDS,
HIV/AIDS Epidemiology Branch, March 1996).

J. Mikl et al., “Trends in HIV Infection Rates among New
York State Prison Inmates, 198097,” Poster abstract
Number 23516, presented at the 12th World Congress on
AIDS, Geneva, June 30, 1997.

HIV in Prisons and Jails, 1996
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Chapter 2
Sexually Transmitted Diseases
and Hepatitis:

Burden of Disease

Theodore M. Hammett and Patrici

Among Inmates

a Harmon—ADbt Associates Inc.

STDs and hepatitis.

Key Findings

e Available data on STDs and hepatitis B and C among inmates are very incomplete, reflecting the relative rarity
of routine screening for these conditions in correctional facilities.

«  However, behavioral profiles and anecdotal evidence suggest that inmates are disproportionately affected by

STDs Among Inmates

According to the 1997 NI1J/CDC survey, 88 percent of State
Federal prison systems and 41 percent of city/county jal

systems have policies for mandatory or routine syphilis

screening of incoming inmates (table 11). However, 64

percent of State/Federal systems and 29 percent of city/

Table 11. Results of mandatory and routine
;| inmate syphilis screening, 1997

~

I State/Federal City/County
1% Positive Prison Systems Prison Systems

y n % n %

county systems with mandatory or routine syphilis screen
ing did not report or were unable to report the results of sug
screening on the survey. Of those systems that did repo
most had syphilis positivity rates of less than 5 percent (tab
11), but these are very incomplete data. Even fewer corre
tional systems have mandatory or routine screening fg
gonorrhea or chlamydia, and the few systems reportin
results had positivity rates of less than 5 percent forincomin
inmates (tables 12-13). Indeed, the most striking poin
about these survey findings is the rarity of screening and th
paucity of screening data. Since gonorrhea is likely to b

hes 13 25 5 12
M5-9.99 1 2 4 10
€10-20 2 4 3 7
C>20 0 — 0 —
I'Did not report 29 57 5 12
9No mandatory or

? routine screening 6 12 24 59
€ Total 51 100 41 100

symptomatic among men, however, it is probable that mo

Slsource  NIJICDC survey.

cases will be detected without mass screening programs
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Table 12. Results of mandatory and routine
gonorrhea screening, 1997

State/Federal City/County

% Positive Prison Systems  Prison Systems
n % n %
<5 3 6 2 5
>5 0 — 0 —
Did not report 11 22 1 2

No mandatory or

routine screening 37 73 38 93
Total 51 101* 41 100

*Due to rounding.
Source NIJ/CDC survey.

Table 13. Results of mandatory and routine
chlamydia screening, 1997

State/Federal City/County

% Positive Prison Systems  Prison Systems
n % n %
<5 5 4 1 2
>5 0 — 0 —
Did not report 5 16 1 2

No mandatory or

routine screening 41 80 39 95
Total 51 100 41 99*

*Due to rounding.
Source NIJ/CDC survey.

Hepatitis Among Inmates

Hepatitis B vaccine is increasingly available to correctional
inmates and staff, and thus this infection, which is transmit-
ted by the same routes as HIV, can and should be brought
under better control in correctional facilities. The Occupa-
tional Safety and Health Administration (OSHA) requires
that correctional staff who have direct contact with inmates
be offered hepatitis B vaccination.

By contrast, there is not yet a vaccine or proven effective
treatment for hepatitis C, and this disease is an increasingly
serious problem, particularly among injection-drug users
(IDUs) and persons infected with HV.In a 1994 blinded
study, 41 percent of incoming California inmates (39 per-
cent of men and 55 percent of women) were antibody
positive for hepatitis C virus (HCV). In the same study, 61
percent of HIV-seropositive men and 85 percent of HIV-
seropositive women were also HCV positivé study of
female entrants to the Connecticut prison system found
adjusted odds ratios for HCV infection of 10 and 7, respec-
tively, among HIV-positive women and IDU women. More
than 70 percent of IDU women in the study were HCV
positive, and 36 percent of sexual partners of IDUs were HCV
positive® A voluntary study of 192 inmates at a medium-
security facility in Springhill, Nova Scotia, found that 28
percentwere HCV positive, but the rates were sharply higher
among IDUs (52 percent) than among non-IDUs (3 peréent).
A pilot study of 108 incoming male and female inmates at
the Hampden County, Massachusetts, Correctional Center
(Springfield area) in 1998 found that 22 percent were in-
fected with HC\?

Conclusion

Although available data are very incomplete, it appears that
rates of STDs and hepatitis B and C are higheramong inmates
than in the overall population. Hepatitis C positivity rates

Most available behavioral profiles of correctional inmatesare particularly high among HIV-positive inmates and those
suggest that they are at high risk for, and disproportionatehyith histories of injection-drug use. More widespread imple-
infected with, STDs. Anecdotal reports confirm this—formentation of hepatitis B immunization and screening for
example, 24 percent of all of Chicago’s incident syphilishepatitis C in correctional facilities seem warranted.
cases in 1996 were diagnosed in Cook County Jail, and 13

percent of Florida's syphilis morbidity was identified in

correctional facilities (site visit interviews, Chicago andEndnotes

Florida, March—April 1997). Better estimates of the burden

of STD morbidity among inmates may help support in-1. Centers for Disease Control and Prevention, “The Epide-
creased resources for STD prevention and treatment pro- miology of Viral Hepatitis in the United State#Jorbid-

grams in correctional facilities.

ity and Mortality Weekly Repo#3 (1994): 437-455.

22 1996-1997 Update: HIV/AIDS, STDs, and TB in Correctional Facilities



2. J.D.RuizandJ. Mikand&eroprevalence of HIV, Hepa- 4.
titis B, Hepatitis C and Risk Behaviors Among Inmates
Entering the California Correctional Syster8acra-
mento: California Department of Health Services, Office
of AIDS, HIV/AIDS Epidemiology Branch (March 1996):
1,9, 12.

5.

3. K.P.Fennieetal., “Hepatitis C Virus Seroprevalence and
Seroincidence in a Cohort of HIV+ and HIV- Female
Inmates,” poster abstract no. Tu.C.2655, presented at the
11th International Conference on AIDS, Vancouver,
July 9, 1996.

L.Y.Lioretal.,“ALook Behind Closed Doors: Injection
and Sexual Risk Behaviour and HIV, HBV and HCV
Inside a Canadian Prison,” poster abstract no. 23528,
presented at the 12th World AIDS Conference, Geneva,
June 30, 1998.

Thomas Conklin, Hampden County Correctional Cen-
ter, unpublished data.
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Chapter 3
HIV and STD Education and
Behavioral Interventions

Theodore M. Hammett and Patricia Harmon—Abt Associates Inc.

Key Findings

e HIV and STD prevention programs are becoming more widespread in correctional facilities.

« However, few correctional systems have implemented comprehensive and intensive HIV prevention
programs in all of their facilities.

e Peer-based education and prevention programs offer important advantages, including cost-
effectiveness, credibility, flexibility, and benefits to peers themselves.

e Although few HIV/STD prevention programs in correctional settings have been rigorously evaluated,
anecdotal evidence suggests that they can be successful in reaching this extremely high-risk population
with practical risk-reduction messages.

Periods of incarceration offer important opportunities toTypes of HIV/STD Education and
provide HIV and STD education and behavioral interven

tion programs for populations that are at extremely high rile.DreVentlon Programs Provided

Taking advantage of these opportunities, moreover, standgpje 14 summarizes the types of HIV/STD education and
to benefit not only inmates themselves but also the health gfevention programs that correctional systems provided to
the communities to which the vast majority of inmatesinmates in at least one of their facilities, according to the
return. A wide range of HIV and STD prevention programs| 992 1994, and 1997 NIJ/CDC surveys. This shows thatthe
have been offered in correctional facilities, but most havgercentage of State and Federal systems offering instructor-
been and continue to be basic education rather than Mgy education rebounded to 94 percent in 1997 after drop-
intensive behavioral interventions. In any case, very feV}bing to 75 percent in 1994. The percentage of city/county

education and prevention programs in correctional facilitiegystemS providing instructor-led education also increased in
have been subjected to a rigorous evaluation that includ@®g7 to 73 percent.

conducting interviews with former inmates in the commuinity.
Peer-led programs are in place in an increasing percentage

Data from the 1997 NIJ/CDC survey presented in thiof State/Federal systems, but still in fewer than half. Only 7
chapter show that HIV/STD education and prevention propercent of city/county jail systems have peer programs, in
grams are becoming more widespread in correctional facilpart because inmates’ short jail stays make it more difficult
ties. Nevertheless, the important public health opportunityo institute such programs.

to provide comprehensive HIV prevention programs for

correctional inmates has by no means been fully utilized.

HIV and STD Education and Behavioral Interventions 25



Table 14.

Percentage of State/Federal
Prison Systems Providing
in at Least One Facility

HIV/ISTD education and prevention programs for inmates, 1992—-97

Percentage of City/County
Jail Systems Providing
in at Least One Facility

1992 1994 1997 1992 1994 1997
Programs (n=51) (n=51) (n=51) (n=31) (n=29) (n=41)
Instructor-led education 86 75 94 58 62 73
Peer-led programs 33 35 41 10 7 7
Pre-/posttest counseling N/A N/A 96 N/A N/A 93
Multisession prevention counseling N/A N/A 59 N/A N/A 41
Audiovisual materials 96 88 84 90 66 78
Written materials 96 94 96 71 72 90

Source NIJ/CDC surveys.

In the 1997 NIJ/CDC survey, the category “multisessiorregarding education and prevention programs but a few
prevention counseling” was added to gauge the extent wiscrepancies aswell (table 16). In particular, in systems that
which correctional systems are moving beyond simple edueported providing multisession prevention counseling in
cation and toward more intensive programs designed to hefl of their facilities, only 59 percent of the facilities actually

inmates make and sustain the difficult behavioral changesffered such programs.
needed to reduce their risks of acquiring or transmitting HIV

and STDs. Almost 60 percent of State/Federal systems a
41 percent of city/county jail systems reported offering suc
programs. Pre- and posttest HIV counseling is offered i
virtually all prison and jail systems, almost all systems
provide written materials on HIV and STDs, and large
majorities of systems employ audiovisuals.

The above figures reflect only the percentages of systen
that reported providing these types of education and preve
tion programs in at least one of their facilities. The percent

el

Table 15. HIV/STD education and
"prevention programs in adult correctional
facilities, 1995-97

Percentage of Percentage of

ages of facilities (as opposed to systems) that provide tt
same types of education and prevention programs (table 1
are, in most cases, substantially lower. For example, le
than two-thirds of facilities provide instructor-led educa-
tion, about one-third provide multisession prevention coun
seling, and only 13 percent of State/Federal prisons and

percent of city/county jails offer peer-led programs. Pret

and posttest counseling was offered in the vast majority ¢
facilities.

State/Federal City/County

S Facilities Providing _ Facilities Providing
n- 1994 1997 1997
-Programs (n=1,207) (n=1,486) (n=152)
[S]
Shstructor-led
5Seducation 48 61 66
Peer-led
- programs 7 13 3
Bre-/posttest

counseling N/A 86 84
Multisession

prevention

counseling N/A 31 33

The validation study, in which reported policies in indi-
vidual facilities were compared with those reported by

Source NIJ/CDC surveys.

systems’ central offices, revealed a fairly general agreeme

t
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Table 16. HIV/STD education and prevention programs for inmates, 1997 results of the
validation study (VS)
Systems in VS Facilities From These Percentage in

Central Office Policy With This Policy Systems in VS Agreement
Instructor-led education in all facilities 7 20 75
Mandatory intake education 11 30 57
Mandatory prerelease education 7 25 60
Peer-led education in all facilities 1 1 100
Pre-/posttest counseling in all facilities 10 28 100
Multisession prevention counseling in

all facilities 5 17 59
Videos/audiovisual materials in all facilities 11 29 76
Written materials in all facilities 12 31 97
Source NIJ/CDC surveys.

The Importance of Comprehensive care and case management, and aftercare/transitional plan-

. . ning. The HIV/AIDS prevention and education component
HIV/STD Education and Prevention must include “most or all” of the following elements:
Programs

. . . e Orientation.
Comprehensive HIV/STD education and prevention pro-

grams should be provided for correctional inmates, given
the prevalence of high-risk behaviors among them, the
opportunity for interventions afforded during periods of
incarceration, and the potential public health benefits of
such programs. Given the existing knowledge of preventiop
and of the particular circumstances and needs of the correc-
tional setting, a comprehensive program may reasonably be
said to include instructor-led education, peer-led programs,
pre- and posttest counseling, and multisession preventign
counseling. The results of the 1997 NIJ/CDC survey reveal
that only 10 percent of State/Federal prison systems and 5
percent of city/county jail systems offer comprehensive,
programs meeting this definition in all of their facilities.
Clearly, then, there remains much room for improvementin
the depth and coverage of HIV/STD education and preven-
tion programs in correctional facilities. A promising ap-
proach in this realm is occurring in Massachusetts, wherg
the Department of Public Health is funding comprehensive
HIV/AIDS programs in the State’s county jails. To be

eligible for this funding, the counties must propose a proy, addition, each county program must commit to funding

gram including HIV/AIDS prevention and education for 5 nercent of a full-time HIV/AIDS coordinator for the jail,
inmates and staff, HIV counseling and testing, HIV primary,ith the State funding the other 50 percent.

Peer education.
Community-based prevention and education.
Individual prevention and education, on request.

Written and audiovisual materials.

Prevention and education in prerelease, day reporting,
and pretrial populations.

Gender-specific programs at facilities housing women.

Expansion of HIV curriculums to cover other commu-
nicable diseases.

Programs and materials available in Spanish and En-
glish.
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Instructor-Led Education and percentages of facilities in systems with “mandatory” HIV/
Educational Materials STD education at intake or release reported that these

sessions were notin fact mandatory for allinmates (table16).

Seventy-one percent of State/Federal prison systems and 5 ) ] .
percent of city/county jail systems reported that HIv/STDTable 17 shows the topics covered in HIV/STD education
education was mandatory for all incoming inmates; 2¢°rograms, according to the 1997 NIJ/CDC survey results.
percent of State/Federal but no city/county systems reportd?Sic information on the diseases and the meaning of test
mandatory HIV/STD education at release. Fifty-one per_results tend to be covered in almost all systems’ education
cent of State/Federal systems and 44 percent of city/counBfo9rams. - However, topics pertinent to behavioral-risk
systems reported voluntary HIV/STD education at releasd@duction—including safer sex practices, negotiating safer
The lllinois Departments of Corrections and Public HealtiS€X, Safer injection practices, and triggers for behavioral
jointly planned a prerelease HIV education and referrai€lapsé—are less commonly included. These are the types
program being presented by existing prerelease counseld?§ topics that are likely to be intensively covered in
and inmate peer educators who were specially trained {§ultisession prevention programs.

provide these services in prerelease centers. o S o ]
Similarly, validation study results indicate that discrepan-

The smaller percentages of city/county systems with margies between central office and facility responses are most
datory education programs no doubt relate to the shortérequent on topics relating to behavioral-risk reduction (see
lengths of stay and more rapid turnover of inmates in jails asble 18). This may be because these topics are more
compared with those in prisons. controversial. The left side of table 18 shows the extent of
agreement in systems reporting that the listed topic is cov-
The validation study revealed some discrepancies regardiraged in their education programs. For example, in seven
whether educational sessions were mandatory. Substantglstems reporting that negotiation skills for safer sex were

Table 17. Topics covered in HIV/STD education for inmates, 1997
Covered in Education Sessions
U.S. State/Federal Prison Systems U.S. City/County Jail Systems
(n=51) (n=41)
Topics No. of Systems % No. of Systems %
Basic HIV information 51 100 35 85
Basic STD information 46 90 32 78
Meaning of HIV test results 51 100 38 93
Meaning of STD test results 48 94 36 88
Safer sex practices 34 67 29 71
Negotiation skills for safer sex 21 41 19 46
Safer injection practices 23 45 20 49
Tattooing risks 42 82 22 54
Alcohol/drug risks 41 80 30 73
Self-perception of risk 30 59 27 66
Identifying barriers to behavioral change 28 55 23 56
Triggers for behavior relapse 29 57 22 54
Referral to other services 49 96 36 88
Planning for positive test 40 78 26 63
Source NIJ/CDC survey.
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validation study (VS)

Systems in Facilities From

Systems in

VS That Do

Table 18. Topics covered in HIV/STD education for inmates, 1997 results of the

Facilities From

VS That These Systems % in Not Cover These Systems % in

Central Office Policy Cover Topic in VS Agreement  Topics in VS Agreement
Basic HIV information 16 40 98 0 — —
Basic STD information 15 38 89 1 2 0
Meaning of HIV test results 16 40 95 0 — —
Meaning of STD test results 14 34 91 1 2 0
Safer sex practices 12 28 68 3 4 50
Negotiation skills for safer sex 7 20 45 8 16 50
Safer injection practices 9 23 35 6 12 67
Tattooing risks 13 32 78 2 4 25
Alcohol/drug risks 14 33 82 1 2 0
Self-perception of risk 11 28 68 4 8 38
Identifying barriers to

behavioral change 10 23 56 5 12 67
Triggers for behavior relapse 9 22 45 6 14 71
Referral to other services 16 40 98 0 — —

Source NIJ/CDC survey.

=H

included in their education, fewer than half (45 percent) o

facilities reported that this topic was in fact covered. Con} Table 19. Providers of HIV/STD education

versely, in eight systems reporting that this topic was ngtand prevention services, 1997

covered in HIV/STD education, half of the facilities re-
ported that it was included. Thus, some individual facilities
are going beyond the educational topics ostensibly pre
scribed by their central offices.

Percentage of

Percentage of

Table 19 shows the categories of providers of HIV/ST

education and prevention programs in correctional systems

Very few systems are using security staff to conduct HIV
AIDS education, whereas the involvement of public health
departments, AIDS service organizations, and other
community-based organizations is widespread. This indj-
cates an increasing willingness on the part of correction

systems to permit outside organizations to offer programs jnCommunity-

their facilities.

Accessibility and understandability of educational programs
and materials are critical to their effectiveness with inmates.

State/Federal City/County
) Systems Using Systems Using
Categories Category Category
of Providers (n=51) (n=41)
Security staff 8 0
Correctional
medical staff 100 71
Public health
al department 67 78
based org./
AIDS service org. 69 56
Inmate peer
educators 41 7

In this regard, issues of language, literacy, and cultural

competence are pertinent. Thirty-nine percent of State/Source NIJ/CDC surveys

Federal prison systems and 49 percent of city/county jait
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systems report offering HIV/STD educational sessions imeported in 1994. More attention should probably be paid to
Spanish. These percentages remain virtually unchangehkle development and distribution of culturally appropriate

from the 1994 survey (39 percent and 41 percent, respeeHV/STD educational materials. The mean grade level of
tively). Fifty-five percent of State/Federal systems and 6611\V/STD materials used by reporting correctional systems
percent of city/county systems reported having HIV/STDwas 6.4 (SD = 1.8), which seems appropriate.

educational materials for Latinos. Forty-one percent of

State/Federal systems and 58 percent of city/county systeribiree examples of instructor-led HIV/STD education and

said they had materials especially for African-Americansprevention programs observed as part of site visits con-
and 84 percentand 70 percent, respectively, reported havidgcted for the NIJ/CDC survey are presented in the follow-
materials especially for women. Similar percentages werig text boxes.

Forensic AIDS Project,
San Francisco Department
of Public Health

Forensic AIDS Project (FAP) staff offer “risk reduction groups” in all San Francisco jail facilities.® About 15-20
sessions are held each week according to a master schedule, ensuring that all facilities are covered. These group
meetings are voluntary, normal attendance is between 10 and 20 inmates (with as many as 60 participants at
sessions in structured program settings such as substance abuse treatment programs), and the sessions last 1
to 2 hours, depending on the facility’s schedule and flexibility and the cooperativeness of custody staff.

Deputies vary widely in their degree of cooperativeness, FAP staff report. Some are extremely helpful and
supportive, and others appear to go out of their way to obstruct FAP’s efforts. For example, one deputy confiscated
a dildo used for a condom demonstration.

Topics covered in these sessions include general health; nutrition; practical risk-reduction strategies (condom use
and cleaning of injection material); information on HIV/AIDS, STDs, and TB; HIV testing; and early intervention.
The session format includes a lecture, a discussion, videos, and guest speakers. The educators also use games
with prizes to involve the inmates in the sessions. Condom distribution occurs in the context of regular risk-
reduction groups. The risk-reduction groups originally were planned with the assumption that each inmate would
attend one session. However, with varying lengths of stay, the same inmates may attend multiple sessions, so
educators vary their plans to avoid duplicating material.

Different educators have different approaches and concerns. For example, one educator reported that she does
not do condom demonstrations in all-male classes because she feels it would undermine her authority. Therefore,
she asks a male inmate to do the demonstration in these classes. In an effortto achieve greater consistency across
educators, FAP has developed standard lesson plans for the sessions, synthesizing the ideas, strategies, and
games/exercises used by the different educators.

FAP offers enhanced counseling to inmates who are identified as high risk by self-report or staff observation. This
is multiple-session individual counseling designed to help inmates adopt and maintain risk-reducing behaviors.
Special counseling is provided on the importance of partner notification. When possible, FAP facilitates
postrelease counseling with partners.
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Corrections AIDS Prevention Program,
New York City Department of Health

The Corrections AIDS Prevention Program (CAPP) at the Rikers Island jail complex is operated by the Division
of Special Populations of the New York City Department of Health, with funding from the Centers for Disease
Control and Prevention.* In collaboration with the Department of Corrections, CAPP has established “an
aggressive approach . . . to HIV/AIDS prevention education,” which includes HIV/STD orientation for incoming
inmates and ongoing prevention groups. Condoms are also made available to inmates.

Orientation sessions on HIV/AIDS and STDs are mandatory for all incoming inmates at Rikers Island. CAPP
educators present basic information on transmission and prevention, as well as on counseling and testing, and
ways to access additional information and assistance. During a site visit for the NIJ/CDC survey, an orientation
session with about 60 men at the C—76 men’s facility was observed. The educator presented HIV/AIDS and STD
risks in a direct, simple, and explicit manner. She spoke very directly about the risks of anal intercourse and the
prevalence of this behavior in jail.

Ongoing prevention groups are held in several Rikers Island facilities. A health educator conducts a series of
meetings with inmates who have longer sentences or are in drug-treatment programs. These meetings provide
opportunities to build rapport and to explore topics in greater depth than can be done in an orientation session.

During a group meeting with about 15 men in a drug-treatment unit of the C—73 men’s facility, the educator engaged
the men directly by asking questions. She effectively prevented anyone from getting distracted or losing attention
by involving them in the discussion. She did a condom demonstration, discussed issues of sexual risk and the
role of drug use in sexual risk, openly asked the men to consider what “your women are doing while you’re in jail,”
and discussed the precautions they should take when they rejoin their women on the outside. The educator asked
the inmates about the definitions of man and boy, emphasizing that a real man takes real responsibility for himself
and his loved ones. She also asked how many of the inmates “always” use condoms; most raised their hand, but
one said “A lot of people are lying here.” The educator spent a good deal of time on STDs. She passed around
enlarged color photographs of the conditions that can result from various STDs. The inmates seemed quite
affected by these photographs.

HIV and STD Education and Behavioral Interventions
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Massachusetts Department of Youth Services

In 1989 the Massachusetts Department of Youth Services (DYS) and the Massachusetts Department of Public Health
(DPH) entered into an interagency agreement to provide an HIV/AIDS prevention program with CDC funding for two
full-time bilingual (Spanish) and bicultural health/AIDS educators. One educator covers the Boston area and North and
South Shore suburbs, and the other covers the rest of the State from her base in Worcester. An important program
component is a small group of well-trained HIV-positive speakers who participate in varying formats, including youth-
controlled question-and-answer sessions and presentation of personal stories with questions during and at the
conclusion of each session.

The educators primarily provide HIV and STD prevention education to youths in DYS facilities and programs, group
care, assessment programs, day reporting centers, shelter care programs, secure detention programs, and secure
treatment programs. In addition, the educators train DYS frontline child care and casework staff so that they understand
and support, rather than contradict or undermine, the education and prevention messages presented to the youths.
Although increased knowledge has helped reduce concern about occupational HIV infection, educators still emphasize
the importance of universal precautions in their staff education.

Two full-time educators alone cannot reach the entire DYS population on a regular basis or conduct the intensive
interventions probably needed to produce significant behavioral changes. Possible methods of increasing coverage
of HIV/AIDS and STD issues include hiring additional educators, increasing staff training and “weaving” these topics
into the overall activities and programs of the various facilities, and using community-based resources as well as print
and audiovisual materials.

The DYS education sessions primarily emphasize teaching the basic facts about HIV and STDs in a comprehensible
and engaging manner. For example, in a session observed at St. Mary’s/Cornerstones, DYS educator Eduardo Tautiva
effectively used games and understandable images to present complicated HIV facts, including a game demonstrating
the potentially quick transmission of HIV among people with interconnected sexual relations and extended Pac-Man
imagery showing the action of HIV in infecting cells and multiplying infected cells.

The DYS educators also work to dispel myths and misinformation by eliciting the youths’ active involvement in the
discussions and then answering their questions with care and respect. In the session we observed, Tautiva
demonstrated that he was at ease with the youths and the subject matter, which in turn helped participants feel more
comfortable, safe, and open about sharing experiences and expressing concerns. The ability to connect and to
establish trust and rapport with a youthful audience is essential in developing a two-way process in which DYS staff both
learn from youths and teach them. It is always important to be sensitive to the youths’ mental and emotional state, their
level of literacy and cultural identification, and their mingled senses of invulnerability and fear.

The DYS educators try to show program participants that they can succeed in learning something and that they can
change their lives, if given clear goals and objectives and a realistic definition of success. The educators focus on
practical risk-reduction strategies, such as condom use and proper cleaning of drug-injection material. However, since
relatively few of the DYS youths are injection-drug users, the greater emphasis is properly placed on how use of
marijuana, alcohol, and other drugs can lead to poor decisionmaking and high-risk sexual activity. While DYS does not
object to frank and open discussion of risk-reduction strategies, condoms are not distributed for use within facilities;
youths being released or going out on passes are given condoms.

An HIV-positive speaker observed at Connolly Secure Treatment gave an extremely powerful presentation that strongly
affected her audience. She hopes that the story of her life can at least “plant the seed” in kids’ minds that things can
be different, that a better life is possible. The speaker says that she is “living proof” that things can change for the better,
even if one is HIV infected.
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Peer-Based Programs The only substantial costs of peer programs are likely to be

for training the peers. It is advantageous to have regular
Inmate peer-based programs have four key advantagdamate work slots designated for peer educators (as at the
credibility, range of services, cost-effectiveness, and bemlbion women’s facility in New York State and at several
efits to peer educators themselves. Peer educators probal@jlifornia prisons), but inmate wages are very low and in
have more inherent credibility with inmates than represenmany systems are negligible, so this should not represent a
tatives of “the system.” They speak the language of inmatdarge expense, particularly in comparison with the cost of
and have had similar life experiences. To be effectivegpther models of delivering education and prevention pro-
however, it is important and challenging for peer educatorgrams. The Oklahoma Department of Health developed a
to avoid being seen as allies of or spokespersons for thpgeer program for women inmates in that State for $4,000 in
system, particularly in programs in which correctional offi- outside grant funds.
cials play evident roles in their selection.

Finally, inmate peer educators commonly report tremen-
Peers can offer a range of services, including orientatiodous improvements in self-esteem, knowledge, and com-
(“AIDS 101"); individual and group risk-reduction counsel- mitment to the community based on their experiences in
ing; and informal interaction with inmates in the yard,these programs. Many go on to paid positions in HIV
during programs, and at other times and places apart froprevention following their release from prison. Kathy
structured meetings and presentations. Peer educators oftdnGrath became a peer educator at Massachusetts Correc-
go on to work with inmates with HIV disease, explainingtional Institution—Framingham and now works as an HIV
drug regimens and improving adherence, serving as “buckducator for Great Brook Valley Health Center in Worces-
dies” and offering other supportive services, and providinger. McGrath reported that “becoming a peer educator was
hospice care forterminally ill patients. Elizabeth Mastroienithe start of my life” after years of drug addiction and
Coordinator of AIDS Counseling and Education (ACE) atrepeated incarceration. Moreover, she stated, “There are so
New York’s Bedford Hills women’s facility, one of the first many women like me who have everything it takes inside,
and best established HIV peer inmate programs, describdait no outlet for it.” Miguel Cruz was the first HIV peer

some of ACE’s tangible and intangible benefits. educator at Hampden County (Massachusetts) Correctional
Center and is employed as an HIV outreach worker at
| witness miracles here every day. | see women. .. Holyoke Health Center. Cruz spent 18 years of his life as a

sharing their commissary and sharing their experi-  heroin addict and dealer. According to a coworker:
ences. | withess women volunteering their time to

nurse women back to health, to educate them about Miguel is a man at peace with himself, and he is
their health and cry with them about the experience enjoying what life has to offer him for the first time
of loss. | have been filled by the bittersweet in two decades—going to the movies, playing
memorial services where a woman'’s life is cel- sports, doing a job he loves and doing it well,
ebrated as her memory fills the room and enlivens owning a car and nice clothes. These are the
the spirit. rewards of a new life and he is not about to give that
up. His old friends from the street, he says, were at
For three years | have witnessed the energy of first skeptical just waiting for him to do that first
brainstorming, creating, planning, and physically bag. This hasn’t happened and that skepticism is
walking to raise money for children they do not being replaced with unmistakable respect and ad-
know but care for because of their emotions as miration. Miguel, their old compatriot, who was
wife, mother, lover, aunt, sister, and friend . . . . every bit one of them, now has turned his life
around and is back to the same old streets, trying to
There is laughter. There is community. There is a help his buddies in any way he can to do the same.

sense that | can do for others and they can and want
to do for me. There is support. . .. There are many
miracles here at Bedfofd. Miguel's 18-year training program for his present
job gives him the ability to accomplish things on
Peer programs can be highly cost effective. Peers can the street that I, for example, simply never could.
provide formal and informal services almost around the  His mere presence on the street, as living proof to
clock. They are often available when regular staff are not.  all his old neighbors that the evil power of addiction
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can be beaten, has more life-changing potential e+ Ensuring that peer educators reflect the linguistic, ra-

than 10 doctors trying to patch these people up and cial, and cultural profile of the inmate population.
to keep them alive. . . . Miguel is not a doctor, but
he is a healef. e Giving peer educators specific goals and incentives,

such as academic credit, prison job slots, or “good
Although HIV/AIDS peer programs are finding increasing time.”
acceptance among correctional administrators, there may
still be resistance. Opposition is most often based on Developing a peer-driven curriculum rather than one
suspicion of initiatives that seek to “empower” inmates.  thatis driven primarily by the goals of the correctional
Some administrators may view any empowerment of in-  system.
mates as an ultimate threat to discipline and order in their
facility. Atone Federal facility, a new warden discontinuede  Being sensitive to the stigma still associated with HIV/
HIV/AIDS orientation presented by peer educators because AIDS in many correctional facilities that may adversely
he considered this an “inappropriate” role for inmates. affect the recruitment of peers and attendance at pro-

grams.
Inmates themselves may have to address and overcome
stigma that may result from their involvement. It may bes  Providing counseling and support for peer educators as
assumed, for example, that anyone volunteering to be an necessary:
HIV peer educator must be HIV infected.

The advantages of peer programs and the factors facilitating

Inmate peer programs are easiest to implement in prisadhe success of such programs are well illustrated by case
systems in which inmates stay long enough to have a staldeudies of programs in the adult correctional systems of
group of educators. However, peer programs have beemuisiana and California and the Los Angeles County juve-
successfully established in jail systems as well. Injails, peerile system, observed during site visits for the survey.
educators are generally drawn from sentenced inmates. As
of the end of 1995, nine county jails in Massachusetts hadouisiana
established HIV peer education programs with funding from
the State’s Department of Public Health (DPH)ll of the ~ Between 1992 and 1997, under the leadership of the late
Massachusetts county jails were expected to implement peWilliam Crawford, HIV/AIDS Services Education and Train-

education in 1998 as part of Comprehensive H|V/A|Ds|ng Coordinator at the Louisiana Office of Public Health,
programs funded by DPH. peer education and counseling programs were established at

six Louisiana State prisons—Angola, Avoyelles, Dixon,
Factors in successful peer-based programs include the fditunt, and Washington (men's facilities), and the Louisiana
lowing: Correctional Institution for Women, St. Gabriel. More than
150 inmates were trained as peer educators/counselors. In
«  Working closely with correctional officials in planning addition, about 400 correctional staff in health services,
the program. To address common objections an@nental health, and security received 2-day training sessions
overcome resistance, a written proposal should be suh HIV/AIDS and STDs.
mitted describing the program and its benefits.
The inmate peer educators/counselors provided HIV/AIDS
¢ Involving outside organizations, such as public healttand STD orientation sessions to all inmates at intake and
agencies or AIDS service organizations, in leading oprerelease. They also offered one-on-one counseling for
otherwise key roles to demonstrate the program’s indeénmates considering HIV antibody testing and others with
pendence from the correctional system and thereby tooncerns about HIV/AIDS and STDs, provided educational
build credibility with the inmates. sessions to inmate clubs and organizations, gave support to
inmates living with HIV or AIDS and those with loved ones
e Carefully screening peer educator candidates for motiiving with HIV or AIDS outside, and acted as liaisons for
vation, sincerity, commitment, and absence of emoinmates hospitalized with HIV disease.
tional problems and inappropriate personal “agendas.”
Candidates’ length of time left to serve should belntheir educational presentations and individual prevention
sufficient to allow them to contribute significantly to counseling, the peers were permitted to discuss practical risk
the program before they are released.
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reduction—for example, condom use and cleaning proceraining, each trainee was required to prepare and deliver an
dures for drug-injection material—in frank and open termsprientation presentation chosen from a list of possible topics
but they were not permitted to distribute condoms or bleacfistributed to the class. At Avoyelles, one inmate asked to
In informal conversations, however, inmates from severgbrepare a presentation on a topic of his own choice that was
prisons stated that condoms and bleach were fairly readilyot on the list. This involved conducting and presenting the
available—condoms “on the walk” (in the exercise yard) inresults of a survey of inmates on risk behaviors for HIV and
exchange for cigarettes, and bleach from dorm-cleaninigvels of perceived risk. Peer programs at the Louisiana
crews. State Penitentiary at Angola and the Avoyelles Correctional
Center are described in the text boxes on the following
Crawford emphasized the importance to the success of tipages.
peer programs of gaining and keeping the trust and support
of the correctional system and its staff. It is necessary t& major issue for the Louisiana peer educators was over-
understand and be sensitive to the “gargantuan” task theabming stigmatization and stereotyping by other inmates.
prison administrators face and to accept the ground rules ti@ne of the peers reported that his attendance at the training
correctional system sets for a peer program. Within theseaused him to be “diagnosed with AIDS by my peers.”
ground rules, Crawford stated, much can be accomplishednother peer educator described this as a “powerful learning
However, it is counterproductive to “press an agenda” foexperience” regarding attitudes toward people with HIV/
condom distribution or other controversial measures. InAIDS that “could have been taught no other way.” How-
stead, it is better to reach agreement on what can and caneoer, the peers were quite successful in winning the trust and
be done. Crawford noted that “you can get a lot more witlsupport of the inmate population. Almost 50 inmates
a smile than with a frown.” attended the first session offered by the peer educator who
reported being initially stigmatized. He stated that there is
To succeed, the program needs the full support of thewuch concernabout HIV/AIDS amonginmates, even though
administration at central office and facility levels. An many will not speak openly about it.
advocate within the system is critical to overcoming the
suspicion that inevitably greets suggestions for establishing primary objective of any education/prevention program is
inmate peer programs and to obtaining initial agreemento bring about positive change in the attitudes and behaviors
Once agreement is reached on scope and ground rules of tifehe target population. However, with efforts such as the
program, peers’ specific responsibilities can be negotiated.ouisiana inmate peer education/counseling program, ex-
tremely important benefits can be achieved among peer
Inmate peer educators/counselors in Louisiana were reducators themselves. They develop positive focus and
cruited and selected by nominations from other peers anglrpose in their lives, become empowered, and perceive
from the mental health and health services staff of théheir own ability to influence others in ways they never
facility. Inmates interested in being peer educators/counséelieved they could do. The presentations by Louisiana peer
lors could also apply. The existing peers did the initialeducators during the site visit demonstrated the poise, con-
screening and recommended 12—-15 inmates. At Avoyellefidence, and commitment the program has helped these
the mental health director and peer program coordinatdnmates to develop. Andrew Joseph, an Angola inmate, has
made final selections based on conviction offense, sentenaghanged his attitudes regarding HIV/AIDS dramatically. In
prison disciplinary record, and any handicaps. A criticall987, Joseph wrote ifihe Angolitethe inmate magazine,
criterion for selection was the inmate’s agreement to be that he wanted nothing to do with inmates with AIDS.
role model in terms of personal behavior. In particular, thisVithin a few years, Joseph had become a leader of the peer
meant that the inmate would have to commit himself oeducation/counseling program at the prison and was master
herself to abstaining from all sexual activity and drug use imf ceremonies at the 1996 HIV/AIDS education conference.
prison. Final selections of peers had to be approved by the
facility’s warden. Greg Lehtonen, a peer educator at Avoyelles, wrote about
the way his HIV-positive status and his involvement in the
State Public Health Office staff conducted the training fopeer program had changed his life:
the peer educators/counselors. The class consisted of a
minimum of 12 inmates. Three or four classes were trained My attitude is much different now. My life herein
at each participating facility each year to ensure continuity  prison isn’t about being tough and playing games.
and effective performance of responsibilities. As part ofthe | find myself caring much more about others, and
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Peer Program at Angola

The first facility in Louisiana to establish an inmate HIV/STD peer education and counseling program was the
Louisiana State Penitentiary, Angola, an extremely large (approximately 5,000 inmates) maximum-security prison.
The peer program at Angola was established in September 1993, when William Crawford trained 42 inmates. Four
of these inmates became Angola’s first HIV/AIDS Peer Education Team.

Between 1993 and 1996, peer educators provided HIV/AIDS and STD education sessions to more than 1,200
incoming inmates at Angola. Peer Education Team members divided the topics included in the orientation: technical
information on HIV/AIDS and STDs; strategies for surviving prison “games” and avoiding high-risk behaviors and
situations; overcoming myths about HIV/AIDS; and modeling hope with a view to engendering it in others. The inmate
peer educators counseled new inmates to get involved in positive activities such as educational and self-
improvement programs. The peers also provided informal one-on-one counseling to inmates. Several members of
the Peer Education Team were enrolled in a Baptist seminary through Angola and were authorized to provide pastoral
counseling to inmates with HIV disease. The peer educators also provided education and training to orderlies and
members of numerous prison organizations, including the CPR T.E.A.M., Drama Club, Latin American Cultural
Brotherhood, and Amateur Boxing Association. The CPR T.E.A.M. presented HIV/AIDS education sessions at
various locations throughout the sprawling prison, the Camp D Social Orientation Club conducted classes in the
Camp D area, and the Angola Jaycees offered HIV/AIDS awareness sessions in the main prison. Members of the
Latin American Cultural Brotherhood were trained as peer educators and offered HIV/AIDS education and
counseling services in Spanish. They distributed Spanish-language fliers on HIV and STDs and presented a series
of three weekly HIV/STD seminars on Friday evenings. More than 400 inmates signed up for the first series.

Several other features of the Angola program are noteworthy. First, with the collaboration and cosponsorship of the
prison administration, the State Office of Public Health—AIDS Services Program, and the Delta Region AIDS
Education and Training Center, the peer program presented three annual HIV/AIDS education conferences at
Angola. The conference held in November 1996 attracted more than 400 health professionals, educators,
correctional staff, and others from Louisiana, Arkansas, Mississippi, and Texas. The attendees were eligible for
continuing education credits and heard a variety of presentations on HIV/STD peer education and counseling and
related subjects.

A second feature of the Angola program is the work of the Drama Club. This group travels to other prisons and
settings in the State to present its dramas and skits on HIV/AIDS, STDs, and other themes. These are written,
produced, and acted entirely by the inmates.

Third, the Angola Peer Education Team established mechanisms for networking with peer programs in other prisons
and jails. It published a newsletter to share information across the programs. The peer educators also attended and
spoke at conferences and meetings of organizations throughout the State as well as at juvenile confinement facilities.
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AIDS Counseling and Trust—Avoyelles Correctional Center

The Avoyelles Correctional Center is a medium-security men'’s facility with about 1,475 inmates. The AIDS Counseling
and Trust (ACT) program was established at Avoyelles in 1994 with the training of 12 peer educators/counselors. At
the time of our visit, a total of 60 had been trained, and 40 peer educators were active in the program. According to
Shirley Washington, ACT Coordinator, the basis of the program is the belief that the best person to provide education
and counseling to inmates is “one of their own.”

ACT member Bobby Weatherton designed and wrote a brochure entitled Johnny’s Home from Prison, and . . . He Has
AIDS. This brochure tells the story of a man who has engaged in homosexual intercourse while in prison but does not
know that he is HIV infected. Unwittingly, he infects his female lover soon after he is released. The brochure describes
the “hidden” culture of homosexuality in prison in which men who play the dominant role in homosexual relations (that
is the insertive partners in anal intercourse) often do not consider themselves homosexual or do not believe that they
can become infected. Only the receptive partner is at risk of infection, many of these “straight men” believe. On the
back of the brochure is a piece of advice to the potential sexual partners of men coming out of prison: “Do not assume
a man is disease free because he has been in prison. Do not rely on his denial of risky behavior. DEMAND THAT HE
BE TESTED!!” The brochure is printed and distributed by the Louisiana Office of Public Health’s HIV/AIDS Services
unit.

The ACT educators at Avoyelles were responsible for providing orientation sessions on HIV/AIDS and STDs for all new
inmates. They used a video produced by inmates in a New Mexico State prison and followed this with an extensive
question-and-answer session. During a “staged” question-and-answer session observed at a site visit to Avoyelles,
ACT peers presented explicit information on practical risk-reduction measures.

ACT also provided HIV/STD prevention sessions for all inmates 30 days prior to their release. Inmates were referred
to community-based providers. The ACT peer counselors prepared nine regional directories listing all types of health
care and mental health services, substance abuse programs, benefit programs, and housing and employment services,
with addresses and telephone numbers. Each inmate being released was provided with a copy of the directory for the
region to which he or she was being released. The ACT peers also went through the directory with all inmates before
they were released to make sure they understood what was available to them. Released inmates were also provided
with “health care packages” that included condoms and bleach kits.

Individual counseling was available on request through the mental health department or informally in the prison yard
and housing units at Avoyelles. One-on-one counseling was provided in a private room with no correctional officers
or other staff present and was kept strictly confidential. The following issues were commonly addressed in individual
counseling: Should you get tested? What do the results mean, and how would you deal with them? What should you
do/not do if you are positive? What should you do/not do if you are negative?

Other ACT activities included educational sessions for sports clubs, self-help and religious groups, and other
organizations at the prison; periodic Friday evening videos on HIV/AIDS and STDs; a drama group, patterned after the
Angola Drama Club, presenting skits on HIV/AIDS written and performed by inmates (during the visit, the group
presented an excellent skit on using knowledge and understanding to combat the stigmatization of and discrimination
against persons with HIV and AIDS); a weekly support group consisting of about 15 inmates with HIV disease that
encouraged inmates to “live healthy with HIV” and dealt with medications, side effects, and a range of psychosocial
issues; and a Street Outreach Program in which members made presentations and provided services at parish jails,
where inmate turnover is too rapid to permit effective peer programs.
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my mind is on more serious matters.. ..l constantly = Theinmate peer education program is the centerpiece of San
pray and hope that | will see my family again, Quentin’s HIV prevention initiatives. It began in 1986 with
whom | have not seen in so many years, due tomy prerelease sessions facilitated by program staff and has since
lifestyle! | always knew that | was a good person expanded to include comprehensive peer education train-
inside, and | want my family to see and know that  ing. Peers may facilitate most educational interventions,
side of me—instead of remembering the monster  including new inmate orientation and other health-related
who did all those bad things. | used to not care  services. San Quentin has five paid HIV peer educator
about dying. Now | want to live and let people see  prison work positions. The average tenure as a peer educator
the good Greg! is 6 months, although many educators have served substan-
tially longer.

Two former ACT counselors from Avoyelles are now work-

ing for AIDS service organizations in the community. OtherPeer educators receive 5 days of comprehensive training.

peer educators currently in prison are also interested i@enterforce staff and community experts present 2 of these

continuing this work when they are released. Many of thertraining courses per year to 25-30 inmates. Graduates

have shown an ability to overcome stigmatization and hogeceive certificates as peer educators. The graduates receive

tility and to become effective educators, counselors, andn additional day of special training to present orientations,

supporters of positive change among inmates. one of the key duties of the peer educators. The goals of this
training are to create a pool of inmate peer educators, to
California introduce participants to public speaking techniques, to

increase their awareness of the relationship between sub-
The Public Health Section of the California Department oktance use and high-risk behaviors, to increase multicultural
Corrections’ Health Services Division is working closely awareness, and to provide a broad perspective on the impact
with facility administrators and the custody and healthof H\v/AIDS on U.S. society and worldwide. Besides the
services staff to implement standardized HIV peer educasya| attention to the basics of HIV/AIDS, antibody testing,
tion programs at all State prisofis.The Public Health an( the related issues of STDs and TB, the training includes
Section is preparing a video on the peer programs in seveigssions on the real meaning of HIV/AIDS statistics, family
State prisons. When completed, this video will be used fassyes; racial/ethnic diversity, gay sensitivity, and grief and
educational purposes as well as to help recruit new pegiss. All participants also prepare and deliver timed talks to
educators. The peer programs at San Quentin, Frontera, gidctice public speaking techniques. These talks are cri-

Vacaville are described below. tiqued by the instructors and the class. Some classes have
made videotaped public service announcements that have
California State Prison, San Quentin been broadcast on the prison’s closed-circuit television

. . o station.
The average daily population of San Quentin is 5,500 to

6,000 men. About 60 percent of the population of thi
medium-security facility are reception center inmates wh
are processed within 45 days and sent off to their assign

facilities in the system. The rest of the inmates are enfmagined doing this work, but now he was committed to

dor_sed”. to San Quentin. Betyveen 1986 anq 1997, thegiving something back” and felt very rewarded for the
California Department of Corrections and the Marln(County)eﬁort_ Another peer educator said he originally signed up

AIDS Project (MAP) collaborated on HIV education andthinking that it would be an easy “kick back” job. Quickly,

prevention prgggamcs at S?n Quentln.h In 1997 MAP’sbroIel:] wever, he realized that it was an intense, demanding job
was assumed by Centerforce, another community- ase d accepted the challenge. Prison is the “perfect place” to

service .organlzz.;\tlon. Since 1991, the C_enter fo_r AII;)Sdo HIV education and prevention with this population, one
Prevention Studies (CAPS) at the University of Callfornla,Of the peers noted, because the inmates are off drugs and
San Francisco, has been conducting collaborative evalu%ve “clear heads "

tions with the staff of the San Quentin programs. The

programs have evolved over the years with !nput fron_1 PEefhe program staff have to play a difficult balancing act to
educators and strong support across the prison admlmstrgE

$Peer educators observed during a site visit to San Quentin
% peared to be highly dedicated and committed to their
rk. One of them noted that a year earlier he could not have

tion. fromth d d t " ain and keep the trust of both the inmates and the prison
lon, from the warden and Upper managementto Correctiongy yinistration. If they are seen with inmates too much, they
counselors and officers.

run the risk of having the officers and administration suspect
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them of joining “the enemy.” Conversely, if they work too In addition to making the presentations, the peer educators
closely with the administration, they may cause suspicioprepare paperwork for inmates interested in HIV testing
among the inmates. The programs tend to emphasize “hafisubstantial numbers of inmates take advantage of voluntary
reduction” over strict abstinence, in part because this helgslV testing, but the precise rates are in dispute), document
to overcome the resistance of the inmates, who otherwisdtendance, distribute and collect evaluations, and maintain
might feel that “we’re just telling them what to do.” By the classroom. Bilingual educators are available to meet the
succeeding in maintaining this balance, the program staffeeds of monolingual Spanish-speaking inmates. The peers
are able to educate both the inmates and the administraticaso participate in training sessions for new educators.
They report that officers often ask them questions about
HIV. Centerforce staff provide ongoing supervision, education,
and other support to the peer educators, spending approxi-
The peer educators are a diverse group, including Africamately 10 hours per week on site for these purposes. There
Americans, Latinos, and whites, and gay and straight ins a weekly supervision meeting involving the peer educa-
mates with various drug and alcohol histories. Most of theéors, Centerforce staff, a prison counselor, and/or program
peer educators are HIV positive, but about half of a recergponsor.
group of trainees were HIV negative. Peer educators appear
to be very supportive of one another. Several said the@APS and Centerforce conducted a collaborative study of
hoped to continue doing this work in the community aftetthe orientation component. In a randomized design, a total
their release. One had already written to several commuwf 2,295 incoming inmates were assigned to orientation by
nity-based organizations (CBOs) asking about possible enan inmate peer educator, to orientation by a professional
ployment. educator, or no intervention. All participants completed a
survey of knowledge and behavioral intentions. The two
Orientation sessions.Inmate peer educators present re-intervention groups had similar outcomes, both outperform-
quired HIV orientation sessions for approximately 18,000ng the no-intervention group in intention to use condoms
new inmates at San Quentin each year. This program wasd seek HIV-antibody testing. The intervention groups
mandated in 1991 after focus groups with soon-to-bealso had significantly higher se