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Abstract

Institutional policies, practices, and norms can impede the delivery of ethical standard-of-care
treatment for people with HIV in correctional settings. In this commentary, we focus on the
fundamental issues that must be addressed to create an ethical environment in which best medical
practices can be implemented when working with correctional populations. Thus, we consider
ethical issues related to access to services, patient privacy, confidentiality, informed consent for
testing and treatment, and issues related to the provision of services in an institutional setting in
which maintenance of security is the primary mission. Medical providers must understand and
navigate the dehumanization inherent in most correctional settings, competing life demands for
incarcerated individuals, power dynamics within the correctional system, and the needs of family
and significant others who remain in the community.
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The U.S. has the highest incarceration rate in the world and the number of people under U.S.
correctional jurisdiction continues to grow. At mid-year 2008, over 2.3 million adults were
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incarcerated in the U.S.1 and at mid-year 2007, more than 7.3 million adults were on
probation or parole and under criminal justice supervision in the community.2 The majority
of people under correctional jurisdiction in the U.S. are male and members of a racial or
ethnic minority.1-2 At mid-year 2008, African American and Hispanic males were 6.6 times
and 2.4 times, respectively, more likely than White males to be incarcerated.!

HIV infection and AIDS prevalence are higher among people who are incarcerated than
among individuals in the general population, with the highest rates among women who are
incarcerated and Hispanics and African Americans, regardless of gender.3 In addition,
research has documented elevated rates of hepatitis and other sexually transmitted infections
(STIs) in incarcerated populations.*-8 People entering correctional settings often report
behaviors that have placed them, and their partners, at considerable risk for HIV, hepatitis,
and other STIs; these risk behaviors include unprotected sex with multiple and high-risk sex
partners, co-occurrence of sex and substance use, and injection drug use with needle-
sharing.”-10 Thus, identifying and treating HIV in correctional populations should be a major
public health care priority in the U.S.

For incarcerated people who lack health insurance in the community, the correctional setting
may be a primary point of access to HIV testing and treatment. Because of the greater
prevalence of HIV and AIDS in correctional populations and the lack of access to care in the
community, the delivery of HIV-treatment has placed a high cost burden on correctional
health care systems. For providers who deliver HIV-treatment, information about best
medical practices are readily available.11-12 However, less attention has been given to
institutional policies, practices, and norms that interfere with the delivery of treatment for
HIV within the cultural context common to many correctional settings. In this commentary,
we focus on the fundamental issues that must be addressed in providing HIV testing and
treatment for people in the criminal justice system.

The provision of treatment to people with HIV in correctional settings encompasses special
considerations related to access to services, patient privacy, confidentiality, informed
consent for treatment, and the provision of services in an institutional setting whose primary
mission is not health but the maintenance of security. Providers also must understand and
navigate the dehumanization inherent in most correctional settings, power dynamics within
the correctional system, competing life demands of incarcerated individuals, and the needs
of family and significant others who remain in the community. Finally, although our
discussion of providing ethical HIV testing and treatment in correctional settings does not
specifically address racial and ethnic inequalities, we note that incarceration is
predominantly and disproportionately experienced by racial and ethnic minorities.> Thus,
any discussion of providing ethical medical care for incarcerated people must be sensitive to
these underlying structural and sociocultural contexts of correctional settings.

Structural challenges to the conduct of ethical HIV-related programs and

medical care in correctional settings

The correctional system encompasses a range of different systems, from federal
penitentiaries to state prisons, jails and other short-term detention facilities, halfway houses

J Health Care Poor Underserved. Author manuscript; available in PMC 2014 July 23.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyiny vd-HIN

Seal et al.

Page 3

and other re-entry housing, and community corrections, including diversion programs,
probation, parole, and electronic monitoring or house arrest. These different correctional
jurisdictions greatly affect circumstances and services for individuals with HIV, and may be
particularly salient for people with HIV as they move from one correctional entity or
institution to another (e.g., from jail to prison to parole). These transitions have the potential
to greatly disrupt HIV treatment and other programs for a given individual and present
serious challenges to coordinated care, standards of care, and treatment outcomes.3-15 |n
making the transition from one system (e.qg., jail to prison) or one facility to another, a
person with HIV who was receiving medical care in one setting may have to start all over in
the new setting with new tests, diagnoses, medication, and treatment plan. This duplication
of services is expensive and time-consuming and can lead to an interruption in treatment and
the development of resistance to treatment medications. It is important that non-correctional
personnel who provide services within a correctional setting recognize that transitions from
one correctional entity to another, or from one institution to another, do not always occur
seamlessly.

Correctional systems operate within a hierarchical chain of command that often is unfamiliar
to care providers from outside the correctional system and that can interfere with the ability
of providers to offer community standards of care within a correctional system. Providers
from outside the correctional system must learn how to work within the constraints of a
correctional system.18 For example, providers from outside the system may assume that
correctional staff members who give formal approval for programs or treatment are the same
staff members who control access to the movement of people within an incarceration
facility. However, having formal permission to provide treatment or services does not
necessarily translate into ready access to the people who require those services. Similarly,
personnel who conduct HIV testing in a correctional setting are often different from those
who provide HIV treatment or transitional planning services for people with HIV,17 creating
openings for miscommunication and failure to coordinate services. To work effectively
within a correctional system, providers from outside the system must learn how the system
operates, both formally and informally, and cultivate a flexible attitude that can adapt to
institutional “lockdowns,” movement constraints, and other environmental disturbances that
are daily occurrences in correctional settings. A provider’s patience and willingness to work
within the system greatly enhances his/her ability to provide community standards of care
and create sustainable programs. Providers must consider whether their goal is to change the
system within which they deliver services or to help incarcerated people navigate and
manage their lives and improve their health within that system.

Ethical challenges related to informed consent, confidentiality, and privacy

There has been considerable ethical and public health debate about whether HIV testing
should be mandatory in correctional settings.17-18 Currently, HIV testing practices in
correctional settings may be broadly grouped into (1) voluntary or by request only, (2)
voluntary but routine, and (3) mandated.1’-18 Recent guidelines!® advocate voluntary but
routine testing in all correctional settings. These guidelines further suggest that voluntary
testing be enacted through opt-out rather than opt-in procedures. Whichever way it is
administered, each of these testing practices raises questions about informed consent,
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confidentiality, and privacy. When HIV-testing is voluntary, providers must ensure that the
people who are incarcerated have the freedom and the capacity to give or withhold consent
for testing. In correctional settings in which HIV testing is “voluntary but routine,” people
who are incarcerated may not know that they are being tested or may not understand their
right to give or withhold consent.1’

Before consenting to HIV-testing, people who are incarcerated must understand the potential
consequences of a positive HIV test, both structural consequences (e.g., loss of privacy or
confidentiality, stigmatization, state-mandated reporting, being required to move to a new
housing unit or different institution, access to treatment and care, and potential for loss of
educational or training opportunities) and personal and emotional consequences (e.g., the
strain of coping emotionally with a positive HIV-diagnosis and/or exacerbation of mental
health or psychiatric problems faced by many incarcerated individuals). Before asking a
person who is incarcerated to provide consent for testing, providers must ensure that the
person comprehends information about testing to ensure that consent is truly informed.
Comprehension capacity among incarcerated populations is often diminished due to low
literacy, mental illness, substance abuse, and other factors.20 When HIV testing is
mandatory, treatment providers and correctional administrators have an ethical obligation to
provide information about the test process, test results, and the implications of a positive test
result to the person being tested.

Providers must ensure that participation in HI\-related programs, services, or research is
free from coercion. The potential for undue influence in correctional settings is pervasive
and subtle. In a setting where deprivation of key resources is the norm, the overwhelming
advantages of participation in HIV-related programs, services, or research may impair an
individual’s ability to make a free choice to participate or not participate. Compared with
people in the free world, people who are incarcerated may be more likely to volunteer to
participate in programs, services, or research for the opportunity to interact with different
staff, to break up the boredom of daily institutional life, or to get access to better medical
services, investigational drugs, or care and services that are otherwise not available.20-21
Consent to participate in HIV-related research may be particularly problematic, in that
compensation for participation (e.g., toiletries or small amounts of money) that seems
modest in the free world may be so enticing in correctional settings that people feel that they
cannot refuse to participate, even though they might otherwise refuse. In response to these
threats to freely given informed consent, correctional populations are often denied the
opportunity to participate in behavioral or biomedical research (e.g., HIV-related clinical
trials) and denied an opportunity available to people outside the correctional system, thereby
adding another layer of deprivation to the experience of incarceration.20

Ensuring that consent for testing, treatment, or research is freely given is difficult in
correctional institutions which are, by nature, coercive environments that constrain the
freedom of people who are incarcerated. There are few opportunities for people who are
incarcerated to refuse participation in correctional programs; most commonly, refusing to
participate in required programs results in disciplinary actions. Thus, people who are
incarcerated may feel coerced to participate in technically voluntary programs because they
have no experience in refusing participation without negative consequences. Giving people
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who are incarcerated the capacity to make a decision to participate or not participate in HIV-
related testing, treatment, and/or research programs can be an empowering experience for
people confined within a system that suppresses individual autonomy by design.20

Protecting confidentiality and privacy in correctional settings are major challenges that
involve adequate protection for medical records, personal disclosures in group settings, and
reports of behavior that violate security rules or threaten safety and security. In many
correctional settings, it is virtually impossible to protect privacy and confidentiality without
complex safeguards. Even when the confidentiality of medical or program records are
adequately secured, a person who is incarcerated can face disclosure and stigmatization by
virtue of the public nature of programs and services in correctional settings. In some
correctional systems, people with HIV are housed separately, relocated for treatment, or
have to wait in public pill-lines (also called med-lines) for medications. Unwanted disclosure
of participation in HIV-related programs or research can open an individual to
discrimination and the threat of violence from prison staff and other incarcerated individuals
due to homophobic fears, stigma about HIV, and misconceptions about HIV-transmission.
In addition to protection for their privacy and confidentiality of their medical and program
records, people who are incarcerated who are identified as being infected with HIVV may
require additional social support and protection from assault and discrimination.

Interpersonal challenges to providing ethical care

Providers who deliver HIV-related services in correctional settings may face an additional
challenge in providing services in a cultural context and environment that is designed to
objectify and dehumanize the individual. A practical approach to resisting this view of
people who are incarcerated is to avoid labels and derogatory terms that stigmatize,
objectify, or dehumanize, including terms such as inmates, convicts, prisoners, felons,
parolees, predators, offenders, and perpetrators. Rather, providers should use labels that
humanize people who are incarcerated while describing their current life situation, including
phrases such as people in prison, people recently released from prison, people on probation
or parole, people with a criminal conviction, or people with an incarceration history. These
terms denote that incarceration is a current life situation and not an inherent characteristic of
the person being receiving testing, treatment or other services. Dehumanizing and
objectifying people who are incarcerated can foster a belief that they don’t deserve access to
ethical care and treatment and a belief that people who are incarcerated are the all the same,
obscuring important differences in treatment needs and resources.

Discussion of the ethical provision of HIV-related care must be embedded in the multiple
life challenges that make it difficult for people who are incarcerated to prioritize distal life
goals, such as HIV-treatment and prevention, when faced with immediate and pressing
concerns.22-23 These challenges, which may particularly affect people immediately after
their release from prison or jail, include social barriers (e.g., limited education and
occupational skills and poverty), personal barriers (e.g., history of poor family and personal
relationships, alcohol and drug abuse, and mental health problems), and structural barriers
(e.g., racism, disparate arrest rates and sentencing policies, limited access to social services
and health care, lack of health insurance, and policies that prevent residency in publicly
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funded housing). For people with HIV who have been recently released from a correctional
setting, questions that might help in identifying priorities focus on: (1) Resource priorities:
Do | spend money on medication or food? (2) Criminal justice priorities: Do | worry about
medication adherence or parole adherence? and (3) Time priorities: Do | seek medical care
or look for a job? Choices and decisions that appear incomprehensible to providers often
reflect the realities of competing priorities for people who are incarcerated or have recently
been released.

Finally, when providing HIV-related care or programs for incarcerated people, the needs and
resources of family members and friends who remain in the community should be
considered. Incarceration is a social problem that indirectly affects millions of people in the
U.S. Nearly 1.5 million children under the age of 18 have a parent in federal or state
prisonZ4 and there are millions of adults—parents, spouses, partners, and friends—who are
affected by familial incarceration. Fortunately, there is a growing awareness of the social
impact of incarceration on individual, family, and community health.2> Family members and
friends in the community can be significant resources for people who are incarcerated or
who have been recently released from a correctional setting, especially for individuals with
HIV. Indeed, strong family and social support is a key predictor of successful community
reintegration among people after release from prison.22

More specific to HIV/STI transmission risk, incarceration can have a significant and
detrimental effect on sexual partnerships.22-23.26-29 Sexual and romantic partners in the
community may develop new sexual relationships during their significant other’s
incarceration, and incarcerated partners may incur HIV/STIs during incarceration. Further,
stressors associated with community reintegration can interfere with reestablishing
relationships following release from prison, thereby increasing risk for transmission of
infectious. Work conducted by our research group showed that 24% of young men engaged
in behavior that increased their own and their partner’s risk for HIV/STI exposure within
three months after release from prison.3° In a second study we conducted, approximately
one-fourth of young men tested positive for hepatitis or another STI six months after release
from prison.®

In sum, HIV treatment systems are likely to be enhanced when they address a person’s
broader interpersonal and psychosocial needs, including the needs of family members and
significant others in the community.22-23 HIV-related programs conducted in the vulnerable
transitional period immediately before and after release from prison can facilitate discussion
between sexual partners about the risks of infection and opportunities for treatment and risk
reduction.?2:30 These transitional programs might be successful in overcoming denial about
the potential for risk behavior when one partner is incarcerated and the other partner remains
in the community. Transitional interventions also have the potential to promote stable and
healthy intimate relationships which may support efforts to reduce infectious disease
transmission risk and promote successful community reintegration.
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Recommendations for HIV prevention, care, and treatment in correctional

settings

Delivering HIV prevention, care, and treatment in correctional settings is not a question of
simply determining the best medical practices for the treatment of HIV among incarcerated
people. Rather, ethical care encompasses the creation of an environment and an approach in
which best preventive and medical practices can be delivered safely and respectfully within
the culture of a correctional setting. Ethical HIV prevention, care, and treatment in
correctional settings requires that people who are infected with HIV or at risk for HIV
infection (a) have safe access to medical, testing, and preventive services; (b) understand
their treatment options and the potential benefits or side effects of testing and treatment; (c)
have the information and capacity to freely consent to or refuse testing and treatment; and
(d) have reasonable assurance that the confidentiality of their medical records and the
privacy of their medical treatment will be protected.

An ethical environment of care also ensures that people with HIV who are incarcerated
receive treatment (a) in a medical system designed to provide optimal care in a private and
confidential setting; (b) from a provider who views them as autonomous individuals, rather
than as prisoners without rights or individuality; (c) that addresses their interpersonal and
psychosocial needs; and (d) that includes continuity of treatment support and care as they
move from one correctional setting or institution into another or into the community after
release. The provision of ethical HIV-treatment and prevention services in a correctional
setting may be further enhanced when provided by individuals who are familiar with (a)
structural challenges inherent in correctional settings; (b) the hierarchical nature of
correctional settings; (c) constraints on voluntary informed consent to participate or not
participate in HIV-related testing, treatment and research; and (d) the needs of individual
incarcerated people and their partners, family members, and friends in the community.

We also support the guidelines recommended by Zack3! who advocated that HIV prevention
and treatment should be available to all people who are incarcerated and, when possible, be
integrated into existing educational programs throughout a person’s incarceration (i.e., upon
entry, in association with all institutional transfers, during the course of their incarceration).
Zack further advocated that HIV prevention and treatment be integrated with correctional
substance abuse and mental health treatment programs. Finally, Zack highlighted the
importance of providing comprehensive pre-post release transitional support for HIV
prevention and treatment as people re-enter the community, including (1) continuity of
current HIV treatment; (2) support with housing, employment, and education; (3) family and
social support; (4) facilitated links to community programs and providers; (5) and working
collaboratively with community law enforcement (e.g., parole and/or probation) to ensure
that referrals and programs are consistent with a person’s conditions of release.

Finally, structural changes are needed within correctional settings to support these
recommendations. At an operating level, technological advances in electronic medical
record storage and health information systems could be used to improve continuity of care
both within the correctional setting and during transition from incarceration to the
community. For example, with the permission of people who are living with HIV, effective
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use of health information systems could facilitate improved transition of care within the
correctional setting as people move from one facility to another. Similarly, these systems
could provide medical providers in the community easy access to a person’s treatment
records while incarcerated, improving continuity of care. In conjunction with these systemic
improvements, increased attention to education and training of staff across the correctional
setting about effective HIV prevention, care, and treatment is warranted.1731 Such training
could address strategies for integrating HIV care and treatment into other correctional
programs (e.g., substance abuse), and increase awareness of the ethical issues raised in this
manuscript.

In closing, the ethical provision of HIV prevention, care, and treatment within correctional
settings is essential. Adherence to the recommendations described above will greatly
enhance the capacity of health care providers to deliver medical services ethically to people
with HIV who are incarcerated.

Acknowledgments

Notes

This article was supported by NIMH center grant P30-MH52776 (J.A. Kelly, PI). The article is based on an invited
talk given by the lead author at the National Minority AIDS Education Training Center symposium, “HIV and
minorities: cultural competence and the quality of care,” in Washington D.C. (2008 March). Special thanks to Drs.
Jinger Hoop and Kate Morrow for their critical feedback.

1. West, HC.; Sabol, WJ. Prison inmates at midyear 2008: statistical tables (NCJ 225619).
Washington, DC: U.S. Department of Justice/Bureau of Justice Statistics Bulletin; 2009. Available
at: http://bjs.ojp.usdoj.gov/content/pub/pdf/pim08st.pdf

2. Bonczar, TP.; Glaze, LE. Probation and parole in the United States, 2007—statistical tables.
Washington, DC: U.S. Department of Justice/Bureau of Justice Statistics; 2008.

3. Maruschak, LM. HIV in prisons, 2006. Washington, DC: U.S. Department of Justice/ Bureau of
Justice Statistics Bulletin; 2008. Available at: http://bjs.ojp.usdoj.gov/content/pub/pdf/hivp06.pdf

4. Baillargeon J, Black SA, Pulvino J, et al. The disease profile of Texas prison inmates. Ann
Epidemiol. 2000 Feb; 10(2):74-80. [PubMed: 10691060]

5. Mertz KJ, Voigt RA, Hutchins K, et al. Findings from STD screening of adolescents and adults
entering corrections facilities: implications for STD control strategies. Sex Transm Dis. 2002;
29:834-9. [PubMed: 12466728]

6. Sosman JM, MacGowan RJ, Margolis AD, et al. Screening for sexually transmitted diseases and
hepatitis in 18-29 year-old men released from prison. Int J STD AIDS. 2005; 16(Feb)(2):117-22.
[PubMed: 15825246]

7. Braithwaite R, Stephens T. Use of protective barriers and unprotected sex among adult male prison
inmates prior to incarceration. Int J STD AIDS. 2005 Mar; 16(3):224-6. [PubMed: 15829022]

8. Clarke JG, Stein MD, Hanna L, et al. Active and former injection drug users report of HIV risk
behaviors during periods of incarceration. Subst Abus. 2001 Dec; 22(4):209-16. [PubMed:
12466681]

9. Conklin TJ, Lincoln T, Turnhill RW. Self-reported health and prior health behaviors of newly
admitted correctional inmates. Am J Public Health. 2000 Dec; 90(12):1939-41. [PubMed:
11111273]

10. Margolis AD, MacGowan RJ, Grinstead O, et al. Unprotected sex with multiple partners:
implications for HIV prevention among young men with a history of incarceration. Sex Transm
Dis. 2006 Mar; 33(3):175-80. [PubMed: 16505732]

11. Pontali E. Antiretroviral treatment in correctional facilities. HIV Clinical Trials. 2005 Jan-Feb;
6(1):25-37. [PubMed: 15765308]

J Health Care Poor Underserved. Author manuscript; available in PMC 2014 July 23.


http://bjs.ojp.usdoj.gov/content/pub/pdf/pim08st.pdf
http://bjs.ojp.usdoj.gov/content/pub/pdf/hivp06.pdf

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyiny vd-HIN

Seal et al.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

217.

28.

29.

30.

31.

Page 9

Springer SA, Altice FL. Managing HIV/AIDS in correctional settings. Curr HIV/AIDS Rep. 2005
Nov; 2(4):165-70. [PubMed: 16343373]

Flanagan NA. Transitional health care for offenders being released from United States prisons. Can
J Nurs Res. 2004 Jun; 36(2):38-58. [PubMed: 15369164]

Springer SA, Pesanti E, Hodges J, et al. Effectiveness of antiretroviral therapy among HIV infected
prisoners: reincarceration and the lack of sustained benefit after release to the community. Clini
Infect Dis. 2004 Jun; 38(12):754-60.

Stephenson BL, Wohl DA, Golin CE, et al. Effect of release from prison and re- incarceration on
the viral loads of HIV-infected individuals. Public Health Rep. 2005 Jan-Feb;120(1):84-88.
[PubMed: 15736336]

Zack, B. Project START: an effective transitional intervention for the correctional setting: research
to practice. Presented at: Young Offender Re-entry Program and Adult Criminal Justice
Treatment/Substance Abuse and Treatment Conference; Charlotte (NC). Sep 2009;

Grinstead O, Seal D, Wolitski R, et al. HIV and STD testing in prisons: perspectives of in-prison
service providers. AIDS Educ Prev. 2003 Dec; 15(6):547-60. [PubMed: 14711167]

Centers for Disease Control and Prevention. Advancing HIV prevention: new strategies for a
changing epidemic—United States. MMWR Morb Mortal Wkly Rep. 2003 Apr; 52(15):329-32.
[PubMed: 12733863]

Centers for Disease Control and Prevention. HIV testing implementation guidance for correctional
settings. Atlanta, GA: CDC; 2009. Available at: http://www.cdc.gov/hiv/topics/testing/resources/
guidelines/correctional-settings/pdf/Correctional_Settings_Guidelines.pdf

Institute of Medicine. Ethical considerations for research involving prisoners. Washington, DC:
Institute of Medicine; 2006. Available at: http://www.iom.edu/~/media/Files/Report%20Files/
2006/Ethical-Considerations-for-Research-Involving-Prisoners/Prisoners.ashx

Grinstead O, Zack B, Faigeles B. Reducing post release risk behavior among HIV seropositive
prison inmates: the health promotion program. AIDS Educ Prev. 2001 Apr; 13(2):109-19.
[PubMed: 11398956]

Seal DW, Eldridge GD, Kacanek D, et al. A longitudinal, qualitative analysis of the context of
substance use and sexual behavior among 18- to 29-year-old men after their release from prison.
Soc Sci Med. 2007 Dec; 65(11):2394-406. [PubMed: 17683839]

Seal DW, Margolis AD, Sosman J, et al. HIVV and STD risk behavior among 18-25 year old men
released from U.S. prisons: provider perspectives. AIDS Behav. 2003 Jun; 7(2):131-41. [PubMed:
14586198]

Mumola, J. Incarcerated parents and their children. Washington, DC: U.S. Department of Justice/
Bureau of Justice Statistics Bulletin; 2000. Available at: http://www.ncoff.gse.upenn.edu/
conference/documents/mumola-pres.pdf

Leh SK. HIV infection in U.S. correctional systems: its effect on the community. J Community
Health Nurs. 1999; 16(1):53-63. [PubMed: 10091476]

Comfort M, Grinstead O, McCartney K, et al. “You can’t do nothing in this damn place”: sex and
intimacy among couples with an incarcerated male partner. J Sex Res. 2005 Feb; 42(1):3-12.
[PubMed: 15795799]

Khan MR, Doherty IA, Schoenbach VJ, et al. Incarceration and high-risk sex partnerships among
men in the United States. J Urban Health. 2009; 86(4):584-601. [PubMed: 19459050]

Khan MR, Wohl DA, Weir SA, et al. Incarceration and risky sexual partnerships in a Southern
U.S. city. J Urban Health. 2008 Jan; 85(1):100-13. [PubMed: 18027088]

Wohl DA, Rosen D, Kaplan AH. HIV and incarceration: dual epidemics. AIDS Read. 2006 May;
16(5):247-50. 257-60. [PubMed: 16764066]

Grinstead O, Faigeles B, Comfort M, et al. HIV, STD, and hepatitis risk to primary female partners
of men being released from prison. Women Health. 2005; 41(2):63-80. [PubMed: 16219588]
Zack, B. HIV prevention in corrections. In: Greifinger, RB., editor. Public health behind bars: from
prisons to communities. New York, NY: Springer; 2007.

J Health Care Poor Underserved. Author manuscript; available in PMC 2014 July 23.


http://www.cdc.gov/hiv/topics/testing/resources/guidelines/correctional-settings/pdf/Correctional_Settings_Guidelines.pdf
http://www.cdc.gov/hiv/topics/testing/resources/guidelines/correctional-settings/pdf/Correctional_Settings_Guidelines.pdf
http://www.iom.edu/~/media/Files/Report%20Files/2006/Ethical-Considerations-for-Research-Involving-Prisoners/Prisoners.ashx
http://www.iom.edu/~/media/Files/Report%20Files/2006/Ethical-Considerations-for-Research-Involving-Prisoners/Prisoners.ashx
http://www.ncoff.gse.upenn.edu/conference/documents/mumola-pres.pdf
http://www.ncoff.gse.upenn.edu/conference/documents/mumola-pres.pdf

