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The United States has earned the ignominious status as the world’s largest incarcerator of its own
citizens. Few areas in the public domain so saliently highlight the paradoxes surfacing at the
intersection of health, human rights, and social justice as incarceration. But how did the United
States—a country which believes its ideological fabric to be equity, fair play, and equal access to
democratic institutions—obtain this dubious distinction and what are the social and health
consequences for the populations most severely impacted? In this article, we characterize the
repercussions of mass incarceration on community stability and infectious disease (HIV), then
present several critical interventions intended to promote a corrective public health trajectory.

Incarceration trends can not be reducible to changes in criminal behavior alone; they are also a
function of policy. Understanding the crisis in this framework enables us to investigate whether
mass incarceration is in fact magnifying the accumulation of health and social disadvantage for
already marginalized populations(1). From the public health vantage point, identifying and
characterizing the critical failures that have resulted in a social and public health crisis of
epidemic proportion is clear. They include: 1) twenty years of failed drug-related incarceration
policies; 2) the resistance by U.S. policy makers to infectious disease harm-reduction measures
widely accepted by international bodies; 3) fragmented and inconsistent infectious disease
testing and treatment policies for inmates; 4) critical and pervasive deficiency in comprehensive
discharge planning and community reentry programming; 5) the increasing numbers of ethnic
minorities incarcerated or on parole; 6) the near complete collapse of effective parole in
providing anything more than surveillance of technical violations; 7) the destabilizing effect of
“churning” individuals through of a cycle of incarceration, community release, re-incarceration.
Translating what is known about the critical failures over the last three decades into specific
evidence-based programming will require dramatic and sustained changes in policy and public
sentiment. Vigilantly avoiding polemic and ideological frameworks that are inconsistent with
harm reduction is essential. Only then will it be possible to begin mitigating unequally
distributed public health and social burdens and empowering the most affected communities so
that they have increasing agency over their health and social welfare.

Seven million U.S. citizens (3.2% or the population or 1 in every 32 adults) are held in local
jails, state prisons, federal prisons, or under correctional supervision (probation or parole)(2).
The growth of incarcerated populations in the U.S. over the last 3 decades is staggering. The
overall number of inmates in the custody of State and Federal prisons and local jails (excluding
probation or parole) exceeded 2.2 million in 2006(3). Between 1974 and 2001, the rate of
persons ever-incarcerated doubled from 1,251 to 2,673 per 100,000(4). By 2005, the national
average incarceration rate reached 491 per 100,000 for prisons, and if jails are included the
overall incarceration rate was 737 per 100,000(5), an incarceration rate 5 to 8 times higher than
other industrialized nations(6). One of every 15 persons will serve time in a State or Federal
prison during their lifetime based on the current rate of incarceration and the probability is
substantially higher for the African American and Latino population—their lifetime probability
of incarceration is almost 19% and 10% respectively. Of all groups, African American males
have the highest lifetime probability of incarceration estimated at a rate of 32% compared to
17% for Latino males and 3.4% for white males(7). If rates of first incarceration remain
unchanged, 6.6% of all persons born in the United States in 2001 will go to prison during their
lifetime, up from 1.9% in 1974(4).



More Incarcerations/More Releases

The obvious effect of more incarcerations is the need for higher capacities in existing detention
facilities and the construction of additional facilities, draining valuable resources that could be
used for evidence-based programs—and there are many—that address incarceration risks,
programs that reduce recidivism, and services that support successful community reentry. The
less obvious phenomenon, one that is critical to understanding the destabilizing community and
public health effects of mass incarceration is that more incarcerations mean more releases. 95%
of all State prisoners will eventually be released, 80% of whom will be released to parole. Some
600,000 former inmates will be returned to their communities and families annually. Although
the average state sentence is 4 Y2 years, the average inmate will serve <2 1/2 years prior to being
released. Jail sentences are typically much shorter, on the order of 3 months total. While some
inmates serve longer prison sentences, many, particularly those serving time for a technical
violation of parole, are released within a few months(8). The Bureau of Justice Statistics reports
that over forty percent of all State and 27% percent of Federal prisoners have less than one year
to serve. State and Federal prison admission are growing only slightly faster than releases. In the
2004 and 2005 calendar years admissions grew by 4.7% from 699,812 to 733,009, while releases
grew 3.9% from 672,202 to 698,459. Extensive evidence has demonstrated that inmates involved
in harm reduction, educational, and skills programming have a higher success rate upon release.
Yet more often than not, released individuals have received little or no programmatic services
that assist in community reentry and the ability to independently mange their health. They also
face the added stigma of being an ex-felon.

Collateral Consequences

Social stigmatization pales in comparison to the structural stigmas or *“collateral
consequences”—the more tangible losses of societal benefits and access to entitlement programs.
In fact the safety net on which many of the most vulnerable populations depend are no longer
available to ex-felons, who now find themselves in a precarious economic and health standing.
Martin Igochi and colleagues summarize several of the most hindering collateral consequences
in their discussion of the rise in felony drug convictions, noting ex-felons will face the following
decreases in: 1) Employment that provides sustainable income and the related health benefits ; 2)
access to public housing due to legislation passed in 1996; 3) access to food stamps due to
passage of the Personal Responsibility and Work Opportunity Reconciliation Act of 1996
(PRWORA); 4) PRWORA also restricts access to many jobs requiring special licenses or
permits as well as military service; 5) access to government financial support for higher
education; 6) the right to vote in many states which is temporarily or in some cases permanently
revoked(9). The PRWORA’s lifetime ban that prohibits those convicted of drug-related felonies
from receiving federally funded public assistance and food stamps dismantles the entitlement
safety net that so many of those released from prison who have difficulty obtaining work would
critically depend on. Furthermore, the provision is limited to those convicted of felony drug
convictions—those serving sentences for murder or property offences are still eligible(10). While
on the surface this appears to be a race-neutral policy, it has a disparate impact on African
Americans due to their high incarceration rates for drug related crimes. Although some privileges
like Medicaid and drivers licenses can be reinstated, in many cases the process is complicated
and difficult to navigate.



Considering the extensive hurdles ex-felons face upon release, the fact that most had serious
social and health needs prior to incarceration that were largely unaddressed in prison, most had
poor education, are unskilled, without familial support systems, and the added collateral
consequences of incarceration, it is becomes evident why community failure and recidivism rates
are so high. As more State resources are used to construct new detention facilities, fewer
resources are available for parole services which increasingly limit parole to supervision. Add
the unrealistic conditions imposed by many parole boards, like “no association with persons with
criminal records” or the requirement of “gainful employment”, social scientists have argued we
have created unrealistic conditions for success(8).

“Churning”

More than two-thirds of all those released from prison will be rearrested within 3 years, of which
more than half will be re-incarcerated for a new prison sentence or technical parole violation.
Among inmates released in 1994, within the first 6 months of release, 29.9% were rearrested for
a felony or serious misdemeanor, within the first year the cumulative total grew to 44.1%, and
within the first 2 years, 59.2%. By 3 years from their release, an estimated 67.5% were
rearrested(11). Being African American, male, and younger are all predictors of higher re-arrest
rates. Joan Petersilia explains that these high recidivism rates are one of the major factors
resulting in the growing prison population(8). Between 1971 and 1999, national recidivism due
to parole failures rose from 17% to 35% of new prison admissions. Petersilia notes that in some
states (e.g. California) parole violators account for as many as two-thirds of new admissions.
This effect of cycling through detention facilities, referred to as “churning”, has a less obvious
impact on community stability with resulting public health outcomes. For African American and
Latino communities shouldering the greatest burden of HIV, viral hepatitis, and sexually
transmitted infections, the relationship between general population health and inmate health is
complex and increasingly fluid.

Expanding Community

Perhaps in no other developed economy is the link between HIV infection, incarceration and
social inequities as salient as in the United States. Yet it is unclear whether correctional facilities
are amplifying HIV and other infectious diseases or the facilities are reservoirs of previously
infected people(12). Those populations that have been shown to benefit least from modern
antiretroviral (ARV) therapies and shoulder the greatest burden of preventable diseases in
community settings—racial minorities, homeless and marginally housed, injection drug users,
the mentally ill, persons with low education levels, those of lower socioeconomic status—
represent an overwhelming majority of the incarcerated population in the United States(13, 14).
What is clear is that mass incarceration and high recidivism rates are adding to the accumulation
of disadvantage by destabilizing communities, their sexual networks, and increasing infectious
disease risks.

Among the African American and Latino communities impacted by what are now tandem
epidemics of HIV and mass incarceration and the associated phenomena of *“churning”
individuals between the general and incarcerated populations expands the very notion of what
constitutes a “community.” Incarcerated populations can no longer be viewed in isolation.
Prison health is an inextricable component of community health for our most vulnerable
communities and the resulting public health planning must include incarcerated populations.



Epidemiology of HIV, HBV, HCV

An estimated one quarter of all HIV infected individuals(15, 16), 12-15% of those with chronic
hepatitis B virus (HBV) and 39% with chronic hepatitis C virus (HCV) in the United States pass
through or are released from State or Federal correctional facilities annually(17). As many as
35% of Americans with active tuberculosis spent time in a correctional facility(18). The
prevalence of confirmed AIDS among inmates is 4 times higher(19) and the estimated
prevalence of HIV among incarcerated populations is nearly 5 times higher than the general U.S
population(19). The overall HIV prevalence in state and federal prisons is approximately 1.8%,
but there are significant state and regional differences in prevalence rates. Jail and prison inmates
represent approximately 9% of all HIV infected people in the United States(19, 20).

The Northeast region has the highest overall state prison HIV prevalence at 4.0%, largely due to
New York which has a 7.0% prevalence rate. The U.S. South has the second highest state prison
prevalence at 2.1%, followed by the Midwest region (0.9%), then the West region (0.7%).
Although regional prevalence rates among inmates generally reflect prevalence among the
general population of that region, prevalence rates can be misleading insofar as many of the
States with low prevalence are due to high overall incarceration rates. California (West region),
for example has the forth highest overall inmate HIV cases in the United States (1,212 cases in
2004). The states with the highest proportion of HIV cases are New York (4,500), Florida
(3,250), Texas (2,405), California (1,212) and Georgia (1,109)(19).

Published evidence suggests that most HIV and HCV infections among inmates occur prior to
incarceration in community settings(21-23). However, significant speculation that prisons may
serve as an amplifying reservoir for infectious diseases exists. It is thought that high risk sexual
behavior, the lack of condoms, and drug use within prisons could result in high incidence rates.
Because of these concerns and the rapid cycling of community members through the cycle of
incarceration and release, former inmates returning to communities are thought to pose a
potential public health threat. Studying male inmates in Rhode Island, Grace Macalino and
colleagues demonstrated that while concerns over HIV and HCV infection amplification in
prisons may be overstated, HBV transmission was significantly higher than in the general
population (22). Nevertheless, HIV transmission does occur in prisons and a growing body of
recent evidence suggests intra-prison transmission is a significant public health factor, although
to a lesser extent than transmission in community settings. A study conducted among male
inmates in the Georgia Department of Corrections (GDC) found that 88 inmates with known
negative HIV status at admission seroconverted while incarcerated(24). The study positively
associated the following factors with seroconversion: male-male sex in prison, tattooing in
prison, black race, and having a body mass index (BMI) of <25.4 kg/m2 on entry into prison.
The investigators also conducted a case control study to identify demographic factors and risk
behaviors. Of 54 (GDC) inmates reporting male-male sex while in prison, consensual sex,
exchange sex (sex for money, food, or cigarettes), and rape were reported. Thirty percent of
those engaging in consensual sex reported using condoms or other improvised barriers, while
only 21% of those engaging in exchange sex reported utilizing barriers, and no barriers where
used among those reporting rape.

Coercive and Consensual Sex



Despite its prohibition in all U.S. States, both coercive and consensual sexual activity between
inmates occurs(25-27). Conservative estimates on inmates who engage in sexual intercourse
range from 2%-44%(25, 28-31). Periodic outbreaks of sexually transmitted diseases in
correctional facilities provide additional evidence of sexual activity(32, 33). For consensual sex
or exchange-sex (sex for valuables or protection), the threat of a felony conviction for
participating in sexual intercourse creates significant difficulties in documenting sex between
inmates and the nature of the interaction. Although a paucity of empirical studies exist, sexual
assault during incarceration is documented(26, 29-31, 34, 35) and supported by over 40 years of
credible evidence(36). The NGO, Stop Prisoner Rape asserts, “...prisoner rape is arguably the
most widespread and neglected form of human rights abuse in the U.S. today(37).” Until the
passage of the Prison Rape Elimination Act of 2003 which mandates the collection of national
data on incidence of prisoner rape, the lack of empirical data has hampered efforts to establish
effective prevention policies and gauge the prison health impact.

For over a decade, the World Health Organization (WHO) and the Joint United Nations Program
on HIV/AIDS (UNAIDS) have recommended that condoms be made available in prisons. In the
United States, few correctional facilities provide condoms, as they are considered contraband.
Limited distribution of condoms to some inmates exists in state prisons of Mississippi and
Vermont and jails in Los Angeles, New York, Philadelphia, San Francisco, and the District of
Columbia. These programs, along with recently available survey data, suggest wide acceptability
for condom distribution among inmates and correctional staff.

Testing/Surveillance

Surveillance of HIV transmission in correctional facilities is further complicated by inconsistent
testing policies, despite CDC recommendations and guidance for routine HIV testing in
correctional facilities. As of 2004, only 20 states test all inmates upon prison admission, the
Federal Bureau of Prisons (FBP) does not. Only three states test all inmates upon release. Forty-
eight states and the FBP test inmates if they have HIV-related symptoms or at the request of an
inmate. Forty-one states and FBP test inmates if they are involved in an exposure risk. Seventeen
states and the FBP test inmates that belong to “high-risk” groups(19). The inconsistent testing
policies severely limit surveillance of HIV transmission within the prison system as well as
hampering efforts to develop community reentry services that monitor and support positive
health for HIV infected former inmates. Routine voluntary opt-out testing and counseling in
compliance with the CDC’s recommendations for HIV screening as part of standard medical care
should be advocated and made consistent across both state and federal prisons and the local jail
systems. Due to the rapid turnover of jail inmates, voluntary opt-out rapid testing services should
be made available at all facilities. HIV screening using rapid testing and counseling has been
demonstrated to be feasible in jails and as effective as traditional HIV counseling and testing(38,
39). Early and routine HIV testing not only benefits inmates and correctional facilities by linking
positive HIV inmates to care early, reducing transmission risk among inmates and correctional
staff, and reducing medical costs associated with delayed care—testing of inmates has a direct
impact on the general population as most inmates will eventually be released. Furthermore, states
like Rhode Island that have had mandatory testing of all inmates upon admission since 1989
have identified one-third of the entire states HIV infected population in its prisons(40).



Upon admission inmates lose the right to most private health care and public health entitlement
programs (i.e., Medicaid) and the responsibility of health care for inmates is transferred to the
correctional facility or in some cases the local public health system. In 1976, the U.S. Supreme
Court affirmed an inmate's constitutional right to the same standard of care and medical services
as the general population. As the CDC promotes its recommendations for voluntary opt-out
testing as part of the general population’s standard medical care, these recommendations should
also be adopted as the minimum standard of care in all correctional facilities.

Core Communities

Prisoners are disproportionately selected from and released to a small number of “core”
counties(1, 41). In these communities the estimated one-day incarceration rate is significantly
higher than the general population, and even more pronounced for African American males. For
example, almost 3/4 of New York state prison population comes from seven New York City
neighborhoods. Both the sheer volume and concentration of persons returning from prison has
dramatically increased over the past three decades(41). Another study noted 11 percent of the
city blocks in Brooklyn, New York accounted for 20 percent of the Brooklyn population, but this
same area accounted for 50 percent of the cities parolees(8). These same core communities have
high numbers of persons that repeatedly churn back and forth between prison and the
community, frequently for technical parole violations. As the U.S. prison population grows,
more prisoners return to their communities after serving their sentences (>90%), most in under 2
1/2 years. The social character of these communities is heavily impacted by the churning of
inmates repeatedly between prison and their communities, by further destabilizing the social
forces that oppose this cycle. From a public health and HIV prevention perspective, these
communities require concerted attention since most HIV positive inmates were infected prior to
incarceration. For HIV positive individuals that were on stable ARV therapy while incarcerated,
in the absence of social and medical network of support, return to these communities is
predictive of disrupted treatment, virologic failure, higher morbidity, and poses a public health
threat. These communities are important areas for health-related, housing, and mental health
discharge services.

Race Neutral Policies/Disparate Impact

But why has the increase in overall incarceration overwhelmingly affected African Americans?
What are the social and health impacts on the communities and families to which they return?
Many social scientists and criminologists have noted that the rapid increase in the incarceration
rate, particularly for African Americans, is less a function of underlying behavioral changes that
are reflected in criminal offending patterns, than a result of policy changes(42-44). Beginning in
the 1970s and gaining momentum in the 1980s and 90s, policy makers enacted a series of
sentencing policies that incarcerate more people for longer periods of time and, more
importantly, extended their punitive reach to greatly expand collateral sanctions that impose
serious obstacles to community re-entry and success(45). Over the past two decades, persons
convicted of felony offenses are more likely to be sentenced to prison terms, mandatory
minimum sentencing, “truth in sentencing”, and the “three strikes and you’re out” laws have all
contributed to the rapid growth of the prison population. The most dramatic of these policies was
related to the federal government’s *“get tough on drug use” sentiment of the 1980’s.



In 1986, the Regan administration declared a war on drugs in response to a media-driven public
frenzy that crack cocaine was devastating communities after the drug related death of University
of Maryland basketball star Len Bias. The administration passed the “Anti-Drug Abuse Act of
1986” which although on the surface appeared to be race neutral, had a devastating disparate
impact on African Americans.
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its war by passing the Omnibus Anti-Drug
Abuse Act which stipulated that the mere possession of 5 grams of crack cocaine would result in
5 year minimum sentences(46).

The American Civil Liberties Union (ACLU) reports that African Americans comprise the vast
majority of convictions for crack cocaine while the majority of powder cocaine convictions are
white — this is true despite the fact that whites and Latinos make up the majority of crack
users(46). In 2003, African Americans accounted for 80% of those sentenced under crack
cocaine laws, while whites only accounted for 7.8%(47), despite the fact the more than 66% of
crack users are white or Latino(48).

The war on drugs has impacted minority women, particularly African American women, more
severely than men. Two thirds of women parolees are minorities and nearly half were convicted
of drug offences. Between 1986 and 1996 the number of women incarcerated for drug crimes
had risen by 888%(49).

Community Reentry — the acute period of risk

The period immediately following release from prison is a critical time for health and social
service interventions(50). Upon release to communities, relapse to high-risk behavior occurs
rapidly. The rapid progression presents both a general public health risk and a risk to inmates as
high prison recidivism rates shortly after release are well documented. Although many return to
prison for technical violations of parole, new crimes are also a factor. As time from release
increases, recidivism probability decreases—presumably requiring less monitoring and fewer
support services. The period immediately following release also has substantial health and
mortality risks. One study based on former inmates in Washington State demonstrated that



within the first two weeks after release, former inmates had a risk of death rate that was almost
13 times greater than the general population and that even after 9 weeks post-release mortality
rates did not return to the general population baseline(51).

When comparing HIV-related virologic outcomes between similar demographic groups of
incarcerated and general population, virologic outcomes among inmates have been demonstrated
to be better. Several studies among inmates living with HIV have reported 50%-60% of their
cohorts achieving undetectable viral loads (<400 copies/ml) (52, 53)—a rate that is at least as
good, if not better than, that achieved in many community clinic that serve similar populations.
The period immediately following release is associated with a rapid deleterious effect on viral
suppression, lower CD4+ T cell counts, and accelerated disease progression. Another study that
followed recidivist women reported very high HBV and HCV seroconversion rates of 12.2 and
18.2 per 100 person-years, respectively, indicating high-risk behavior upon return to
communities(21). Taken together, these data suggest a critical need for vigilant health
surveillance and services that ensure continuity of care in the period immediately following
release. Risk reduction interventions for sexually transmitted diseases and viral hepatitis should
begin in the prerelease period—months or weeks prior to release—and should continue through
the release date. Overall, in the weeks immediately following release from prison, discharge
services should provide comprehensive support services that not only connect former inmates to
housing, employment, and social services but also monitor their health status. This is particularly
important for former inmates living with HIV. In most cases, the current parole system does little
more than monitor adherence to parole and technical violations.

Although both Direct Observation Therapy (DOT) and to a lesser extent, inmate self
administered therapy (SAT) strategies are employed for the provision of ARV therapy to
inmates, DOT has been widely promoted and is the predominate ARV delivery strategy in many
prisons(54). Although DOT among inmates has been demonstrated to reduce viral loads to
undetectable levels, there is some debate of the strategy’s ability to promote greater than 90%
adherence(55), which is believed to be required to maintain durable viral suppression(56, 57).
Structured DOT programs in prisons may paradoxically influence poor ARV adherence in the
community setting as ex-inmates will be required to rapidly change to self administered therapy
(except in rare circumstances) once released. One study, conducted among HIV positive inmates
in the San Francisco Jail system randomized to either a Keep on Person (KOP) with self
administered ART arm or a DOT ART arm is finding that KOP is more popular among jail
participants and adherence while incarcerated appears as good if not better than the DOT arm
because doses are not missed when at court or in special hearings(58). Differences between the
types of adherence disruptions experienced by shorter term periods in jail as opposed to longer
prison terms may change SAT adherence profiles and similar results may not apply to prisons.
Additionally, those that successfully participated in SAT programs while in prison or jail may
not have continued positive befit during community reentry. Nevertheless, DOT programs are
expensive to maintain in community settings and may only have limited application for short
durations of time.

Community Tipping Points, Accumulation of Disadvantage, and HIV
The impact of nearly 600,000 people annually returning from prison to their communities and
families is far reaching. Most will return to core communities with the stigma of being an ex-



felon, poor employment prospects, little education, poor health, and many with untreated drug
and alcohol problems. Incarceration disrupts family relationships and social and sexual networks
which has been repeatedly demonstrated to be predictive of higher-risk behaviors and increased
probability of recidivism(59). The sheer volume of this population cycling through core
communities changes the social and public health character of the population in these areas.

For women, poor employment prospects and lack of income increase probability of participating
in higher-risk behavior and decreasing ability of negotiating condom use(60). The ability to
negotiate condom use is particularly important as low utilization rates by male inmates and their
primary partners before and after incarceration is well documented(12). Economic vulnerability
also increases probability of “exchange sex”—sex for personal or family support.

Lack of sustainable income whether through employment or public entitlements has been
demonstrated to decrease retention in drug treatment programs(61) and increase HIV-risk
behavior like needle sharing(62, 63). Ironically, the fear of violating probation or parole may be
a deterrent for accessing available community harm reduction programs like needle-
exchanges(64).

The impact of mass incarceration on the accumulation of labor market disadvantage and the
resulting relationship to recidivism and high risk behavior can not be understated. Removing
large numbers of young African American and Latino men during their 20’s and 30’s, typically
when other groups experience strong earning growth and employment networking, has a
punctuating effect on their transition to stable career employment(65). The added stigma of being
an ex-felon further diminishes prospects for entry-level positions and encourages participation in
criminal income generation.

High incarceration rates also have aggregate negative social consequences on the communities
from which inmates come. Clear et al, studying high incarceration neighborhoods in Tallahassee
Florida demonstrated that once a tipping point has been reached, the effects of mass
incarceration has a ubiquitous character and no longer reduces crime, but in fact increase it(66)
and the social disorganization of the community(67). In a similar way, the prevalence of sexually
transmitted diseases within these communities is influenced by the disruption of social and
sexual networks when large numbers of the population are intermittently removed.

Conclusion and Recommendations

Among the populations affected by the tandem epidemics of HIV and mass incarceration, the
public health distinction between community and incarcerated populations is increasingly
difficult to make and may be counterproductive. For these populations, community health
planning should encompass inmate health. Reentry planning and discharge services—
particularly health care—must be part of comprehensive public health planning that recognizes
inmates and ex-offenders as integral community members. It may be counterintuitive to many
that although prevalence of infectious disease is higher among incarcerated populations and HIV
and viral hepatitis transmission do occur in prisons, greater amplification of these diseases likely
occurs in the general population to which inmates return. Positive health outcomes for HIV
infected persons while incarcerated that are quickly lost upon release to the general population
represents a critical failure in reentry planning and care.
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Comprehensive overhaul of every aspect of the United States incarceration system and the
community reentry process is desperately needed. Extensive progress has been made in
identifying failures and outlining recommendations for reform by the Re-Entry Policy Council
http://www.reentrypolicy.org/ a public-private partnership (68). The recommendations we list
below are intended to highlight efforts specific to corrective HIV and public health trajectories.

Recommendation: Develop Comprehensive Prisoner Health Intake Strategy

Upon admission, each new inmate should have a comprehensive plan for health developed. This
intake process should be uniform across Jails and Prisons. The plan should include assessment
and planning for substance abuse, mental health, and infectious disease harm reduction. The
intake process should be coordinated with community-based health care providers that will
ultimately care for inmates as they reenter their communities. For HIV positive inmates,
monitoring viral suppression and immune reconstitution should comply with the current CDC
guidelines that recommend patients have their CD4+ T-cell counts measured every 3 to 6
months, and viral load levels measured every 3 to 4 months while on stable antiretroviral
therapy. For inmates living with HIV, extensive discharge counseling and a structured plan for
establishing routine access to healthcare, adherence to medications, and reinstatement of
entitlement programs (Medicaid) should began while incarcerated.

Recommendation: Establish National Standards for Routine Opt-Out HIV Testing

As of 2004, 18 states test all inmates at admission and to state prisons and 2 test at some time
during incarceration. Only 3 states test upon release. As of April 19, 2007 representative Maxine
Waters (D-CA) introduced the “Stop AIDS in Prison Act of 2007 (HR 1943) which calls on the
Federal Bureau of Prisons to enact policies that will provide routine opt-out counseling and
testing as part of comprehensive medical exam upon admission, upon request, and prior to
community re-entry (http://www.govtrack.us/congress/bill.xpd?bill=h110-1943). For states that
do not have mandatory testing, voluntary opt-out testing on admission and release should be
recommended. All states should incorporate annual voluntary opt-out testing for all inmates as
part of regular health monitoring.

Recommendation: Provide Support for Prison Health Programs and Higher Education in
Prison

In 1994, the Violent Crime Control and Law Enforcement Act barred all prisoners in the U.S.
from receiving Pell Grants — the need-based federal grant program which had been the primary
source of funding for prison higher education programs. Over 300 prison higher education
programs existed in the late 1980’s, but by 1996 only 10 programs continued. Higher education
in prison is strongly associated with reduced recidivism rates and improved probability of
successful re-entry into society. Although no direct evidence exist linking prison higher
education programs to improved health outcomes, higher education in the general population is
strongly correlated to better health and reduced risk of disease. In the absence of federal support,
prison higher education programs present a strong opportunity for philanthropic investment.

Recommendation: Special Programming Emphasis on “Core” Communities

A large percentage of prisoners are released to a small number of core communities. The social
and public health character of these communities is heavily impacted by the churning of inmates
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between prison and community that has the net effect of destabilizing the social forces that
oppose this cycle. From public health and HIV prevention prospective, these communities
require particularly concerted attention since most HIV positive inmates get infected prior to
incarceration. Furthermore, condom use prior to incarceration and upon release is known to be
low. Resources for HIV prevention should be directed at core communities.

Recommendation: Focus on the Acute Period Immediately Following Release

For HIV positive inmates, the period immediately following release should provide frequent,
comprehensive and integrated healthcare and social support services. The period immediately
following release from prison is a critical time for health and social service interventions. High
prison recidivism rates shortly after release are well documented. The period immediately
following release also has substantial health risks and mortality. It is associated with deleterious
effect on viral suppression, lower CD4+ T cell counts, and accelerated disease progression.
Taken together, these data suggest a critical need for vigilant health surveillance and services
that ensure continuity of care as former inmates re-enter their communities.

Recommendation: Programs That Make Condoms Readily Available In Prisons and Jails
Coercive and consensual sexual activity in prisons and jails occurs among inmates and between
inmates and guards despite being prohibited in all states. For over a decade, the World Health
Organization (WHO) and the Joint United Nations Program on HIV/AIDS (UNAIDS) have
recommended that condoms are made available in prisons. In the United States, few correctional
facilities provide condoms as they are considered contraband. Limited distribution of condoms
to some inmates exists in state prisons in Mississippi and Vermont and jails in Los Angeles, New
York, Philadelphia, San Francisco, and the District of Columbia. These programs, along with
recently available survey data, suggest wide acceptability for condom distribution among
inmates and correctional staff. Programs that make condoms widely available in correctional
facilities should be lobbied and developed. Jails in particular are in urgent need of condom
distribution and other harm reduction measures as rapid population turnover makes
identification, surveillance and care of STIs challenging.

Recommendation: Establish Standards so that Prisons and Jails are free of Sexual
Coercion and Rape

In accordance with the provisions of the Prison Rape Elimination Act of 2003, standards should
be established with the goal of elimination of rape and sexual coercions in detention facilities.
Mental and physical health services should be provided to victims. Protection for victims and
those at risk of victimization that does not impose additional punitive harm (e.g., solitary
confinement) should be provided. In cases of HIV and blood-borne pathogen exposure, post-
exposure prophylaxis should be provided.

Recommendation: Support Needle Exchange and other Harm Reduction Programming in
Communities with High Incarceration Rates

Injection drug use puts individuals at substantially greater risk of HIV infection. Needle
exchange programs have been repeatedly proven to reduce HIV transmission and are endorsed
by the WHO and UNAIDS. Although it is unlikely U.S. law makers will allow needle exchange
in detention facilities, several States are now supporting needle exchange programs among the
general population. Because, injection drug users represent a significant proportion of the U.S.
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incarcerated population and will likely be released after serving relatively short sentences,
community-based needle exchange programming reduces public health risk. ldeally substance
abuse programming would being during incarceration and persons known to be at-risk would be
connected to community based programs on release.

Recommendation: Specific Programming That Targets Incarceration and HIV among
African American Communities Should Be Developed

Mass incarceration and HIV are now tandem epidemics among African Americans. In the United
States, African Americans as compared to other groups, have the highest rates of incarceration
and recidivism as well as the highest lifetime probability of being incarcerated. HIV prevalence
is also considerably higher among African Americans than other racial or ethnic groups.
Evidence suggests that sexual networking patterns among some African American groups are
dense and unique; there is a higher likelihood among African Americans that there will be
dissortative mixing of groups with differing HIV risk profiles in sexual partner choice.
Combined with the evidence that most inmates living with HIV acquired the infection outside of
prison and most inmates return to core communities, the incarceration-release cycle presents
greater public health risks to some African American communities. Furthermore, differential
sentencing for non-violent drug offenses (particularly crack cocaine) has had devastating impact
on African Americans. Interventions that focus on African Americans should be tailored to: a)
geographic location and urban/rural setting; b) community setting; c) sexual orientation; d)
gender. Interventions must be integrated with discharge services for employment, housing,
family support, education, and mental health—all factors associated with both poor health
outcomes and recidivism. Organizations lobbing policymakers regarding the failed drug policy
and its public health and social impact on minority communities should be supported

Recommendation: Develop Comprehensive Service Initiative that Focuses on Health and
Social Impacts of Incarceration in the Southern United States

Although the highest overall prisoner populations are in California, Texas, Florida, and New
York, the 5 states with the highest incarceration rates per 100,000 residents are all in the
Southern United States—Louisiana, Texas, Mississippi, Oklahoma and Alabama. The Southern
United States also has some of the nation’s highest incidence HIV rates, and a rapidly growing
heterosexually transmitted epidemic that is increasingly concentrated among African Americans.
Furthermore, according to the National Health Foundation, 9 of the 10 states with the worst
overall health profiles are in the South. Low educational attainment and high poverty levels—
both strong predictors of higher incarceration probability—are pervasive throughout the South.
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