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Incarceration is a crisis among African Americans, and the
prevalence of HIV/AIDS in incarcerated men and women
is 3-5 times that of the general population. We explore the
potential implications of the widespread incarceration of
African Americans on HIV risk and HIV outcomes in: 1) the
current and formerly incarcerated, 2) their sexual partners,
and 3) the communities impacted by incarceration. We set
forth a research agenda for understanding and ameliorat-
ing the negative impacts incarceration and conclude that
the African-American population’s ability to successfully
address the HIV/AIDS epidemic requires a coordinated and
evidence-based response to the challenge of effectively
preventing, managing and treating HIV in populations
affected by incarceration.
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IMPORTANCE

‘ ’ J idespread incarceration is a growing crisis in
the African-American community. It results
from the cumulative effects of poverty and

undereducation, the loss of the manufacturing job base

in urban centers, the breakdown of black families, the
war on drugs, disparate sentencing laws and discrimi-
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nation within the criminal justice system. These factors
contribute to numerous racial/ethnic health disparities,
including HIV/AIDS. Given that the levels of HIV/
AIDS in incarcerated men and women are 3—5 times
that of the general population,' that significant gaps in
HIV treatment and prevention exist in incarcerated set-
tings (Sylla M, “HIV treatment in U.S. jails and pris-
ons,” Bulletin of Experimental Treatments for AIDS,
in press, www.sfaf.org/beta/) and that concern about
African-American men being infected with HIV during
incarceration is prevalent among African Americans,’
we focus this article on pertinent research and related
issues surrounding the epidemics of HIV/AIDS and
incarceration. HIV transmission does occur in custody;
however, many experts conclude from the available data
that most HIV-infected inmates are likely infected prior
to entering jail or prison.”® Nevertheless, incarceration
contributes to HIV risk in African-American commu-
nities in myriad other ways (discussed below) and has
the potential to affect treatment outcomes. These factors
warrant increased intervention and focused study to bet-
ter understand and address the impact of incarceration
on the African-American HIV/AIDS epidemic.

Current Trends

Incarceration rates in the United States have sky-
rocketed since 1970 and now directly or indirectly
affect a substantial portion of African-American fami-
lies. Approximately, 2.2 million Americans are incarcer-
ated, a nearly 400% increase since 1980.” An additional
5 million people are on parole or probation." In just the
12-year period from 1986-1997, incarceration rates for
African Americans nearly doubled." One in 21 Afti-
can-American men and one in 279 African-American
women are currently incarcerated,” and it is estimated
that almost one in three African-American men will be
imprisoned at some point during their lives.” Rates of
imprisonment for African-American men are 6.6 times
higher than for white men and 2.6 times higher than for
Hispanic men. Rates for African-American women are
3.8 times higher than for white women and 2.4 times
higher than for Hispanic women.'"> Perhaps most telling
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of the community-level impact of these trends are data
indicating that approximately 7% of African-American
children have one or more parents who are currently in
jail or prison."

Associated Risk Factors

Persons at risk for incarceration are more likely than
others to be at high risk for HIV infection. This is par-
ticularly true for females, as prisons are the only set-
ting in the United States where HIV prevalence is higher
in females than in males, with approximately 2.6% of
female and 1.8% of male state prison inmates known to
be HIV infected.! Incarcerated populations have a high
prevalence of characteristics that are often related to
risky behavioral practices and HIV infection. These risk
characteristics include drug use,"' low socioeconomic
status,'” exchange of sex for money or drugs,'® multiple
sex partners,” a high prevalence of bacterial sexually
transmitted infections (STIs),”* mental illness,” and
histories of sexual abuse and assault.”” In addition, incar-
cerated individuals are more likely to be African Amer-
ican and, compared to other racial/ethnic groups, non-
Hispanic blacks experience higher rates of HIV infection
in every behavioral risk group.” African Americans con-
stitute just 13% of the American population® but make
up 44% of all prison and jail inmates" and half of all
newly reported HIV infections.” Further, African-Amer-
ican females make up two-thirds of newly reported HIV
cases in females and 34% of all female inmates.” Finally,
research has shown that HIV-infected people are fre-
quently incarcerated during the course of their disease,
with an estimated 20-26% of all Americans living with
HIV/AIDS incarcerated at some point in each year.*

WHAT IS KNOWN

Impacts of Incarceration

High incarceration and reincarceration rates nega-
tively impact African-American communities by reduc-
ing opportunities for economic and educational advance-
ment; diminishing political participation; decreasing
the numbers of available sexual and marriage partners
for African-American women; disrupting existing sex-
ual relationships and family lives; and changing norms
related to sex, monogamy, violence and drug use.””'
These patterns are particularly evident in urban areas
with very high incarceration rates. One researcher esti-
mated that three-quarters of African-American males
in Washington, D.C. could expect to be incarcerated in
their lifetimes and that in neighborhoods with the high-
est incarceration rates, the male:female gender ratio is
just 62:100.° Incarceration can, however, also provide
a window of opportunity for reaching at-risk individu-
als with generally low healthcare access for HIV-related
prevention, testing and care services.***>” For example,
one study indicated that 75% of HIV-infected inmates
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initiated their first antiretroviral treatment while incar-
cerated.” Unfortunately, for those receiving HIV-related
care, incarceration and/or release can sometimes disrupt
HIV treatment regimens and lead to a loss of access to
vital ancillary services.”®*'** Given the complex and inter-
related ways in which incarceration impacts inmates,
their personal networks and the contexts in which sex-
ual relationships occur in African-American communi-
ties, research, resources and interventions are needed to
reduce the dramatic black/white disparities in incarcera-
tion rates; ameliorate the negative consequences of high
incarceration rates; and document the impact of various
incarceration-related policies on HIV treatment, adher-
ence and care utilization.

In-Custody HIV Transmission

In-custody HIV transmission can occur through sex-
ual activity, needle-sharing for drug injection, tattooing
with unsterilized equipment, and contact with blood or
mucous membranes through violence. A number of pub-
lished case studies and a smaller number of retrospective
cohort studies have described cases of HIV transmission
in U.S. inmates that occurred during incarceration.’**
More recently, the Centers for Disease Control and Pre-
vention (CDC) examined HIV seroconversion in 68 of
88 prison inmates known to have seroconverted between
1992 and 2005 in the majority (63%) African-Ameri-
can, Georgia-state prison inmate population. It should
be noted that the known seroconverters represented a
small percentage (9%) of HIV-infected prisoners housed
in October 2005.* Three other retrospective U.S.-based
studies estimated HIV incidence rates in incarcerated
men that ranged from 0-0.41% per year.”***! In three
studies involving a total of almost 6,000 prison inmates
who had been continuously incarcerated since 1977 or
1978, 52 identified HIV cases were likely to have sero-
converted during incarceration periods of >15 years
each (Coe and Schumann, unpublished data, 1995).4+
Other data indicate that incarcerated individuals report
higher participation in risky behaviors outside rather
than inside of prison and jail settings.”*® For example,
a Los Angeles-based case-control study to examine the
impact of incarceration on HIV risk in African-Ameri-
can men did not find that incarceration was a risk fac-
tor for infection and found that those men who reported
anal sex with other men were more likely to report this
activity prior to and after, rather than during, periods of
incarceration.® Finally, the large number of studies find-
ing high HIV prevalence in inmates at jail or prison
entry (Harawa NT, Bingham TA, Butler QR, et al.,
unpublished data),””** and in female inmates who are
unlikely to be infected through in-custody sexual trans-
mission**## further indicates that the elevated HIV
prevalences seen in inmates compared with the general
population may result largely from transmission occur-
ring prior to, rather than during, incarceration.
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HIV testing at entry is mandatory in 20 state prison
systems; however, testing prior to release is required in
just three. With such inconsistent testing policies, no
system-wide data exist on the rates of intraprison HIV
transmission. Although testing is made available in all
other correctional settings and is generally required in
cases of sex-related crime charges and potential exposure
of infectious body fluids to personnel or other inmates,'
recommendations for universal offerings of HIV testing
in correctional institutions™ are a long way from being
met. Other HIV-prevention services are available in an
inconsistent or incomplete fashion throughout the sys-
tem. They include provision of audiovisual or written
educational materials, instructor-led educational mod-
ules, peer-education programs, prevention case manage-
ment and access to condoms;’'** however, the latter is
limited to only two prison and five jail systems in the
United States (<1% of the incarcerated population).>*
Bleach, for the cleaning of injection equipment, is dis-
tributed in just one facility.”’ Although in-custody needle
exchange programs have been successfully implemented
in a number of international settings® and community-
based exchange programs exist in many U.S. cities, no
U.S. prison or jail facilities provide needle exchange.”
This is true despite estimates that significant portions of
incarcerated populations are injection-drug users.*

Treatment for HIV infection is made available
throughout the correctional system as part of the medi-
cal care constitutionally required for inmates. Neverthe-
less, limitations to this care include insufficient provider
expertise, nursing shortages and inadequate access to
HIV pharmaceuticals (Sylla M, “HIV Treatment in U.S.
Jails and Prisons,” Bulletin of Experimental Treatments
for AIDS, in press. www.sfaf.org/beta/).”” For example,
only 43% of correctional care providers recently sur-
veyed stated that an HIV specialist was “often” avail-
able to see patients at the facility where they worked,
and 38% reported that a specialist was never available.
Conversely, 93% of respondents involved with com-
munity HIV care reported that an HIV specialist was
“often” available to see patients at the clinic/hospital
where they worked, and none reported that a special-
ist was “never” available.”® Further, delays in HIV treat-
ment and care of new inmates and treatment interrup-
tions resulting from transfers or disciplinary action can
lead to missed medications and the possible emergence
of drug-resistant HIV strains, particularly in jail set-
tings (Sylla, 7bid.). Finally, HIV stigma, the lack of pri-
vacy and provider distrust may also reduce utilization of
HIV treatment in many jail and prison settings.*”” For
example, inmates often lack any type of real confidenti-
ality to prevent information about their HIV status from
reaching guards or other inmates, disclosure can lead to
ostracism or abuse, and known HIV-infected prisoners
are sometimes segregated or prevented access to cer-
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tain programs and privileges available to other prison-
ers (Sylla, 7bid.).

WHAT IS NOT KNOWN

Impacts of Incarceration

Research is needed to determine how both incarcer-
ation itself and the high rates of incarceration within
African-American communities affect HIV risk behav-
iors and HIV incidence among: 1) those incarcerated, 2)
the sexual partners and personal networks of those left
behind, and 3) the community at large. A small number
of cross-sectional studies have examined HIV-related
behaviors in incarcerated persons**** and their part-
ners,”>*"* and qualitative and contextual research has
documented the negative influences of incarceration
on the expectations of sexual partners.””*?' In addition,
>1 ecologic study has associated changes in AIDS inci-
dence in African-American communities with increases
in incarceration rates of African-American men.” These
studies provide a template for moving forward with
research that more comprehensively examines the com-
plex influences of incarceration on HIV risk over time.
Addressing these questions will require cross-sectional
and longitudinal studies to examine individual-level risk
behaviors during periods of incarceration and release,
HIV antibody status at entry and release from jail or
prison, and population-level changes in infection rates
and risk behaviors over periods in which incarceration
rates rise or fall.

In-Custody HIV Transmission

Given the widespread concern about the contribu-
tion of HIV transmission during incarceration to high
HIV rates in African-American men, research is needed
to estimate the percentage of all HIV infections in Afti-
can-American men that are directly attributable to trans-
mission during incarceration. The benefit of such infor-
mation is that it will help to both garner resources for
in-custody HIV prevention efforts and properly direct
community concerns regarding the role of incarcera-
tion in the HIV epidemic. The commonly held belief
that HIV transmission through male-to-male sex dur-
ing incarceration is a principal reason for elevated rates
of HIV in African-American communities may inadver-
tently stigmatize incarcerated African-American men
and distract attention and political will from addressing
the other effects of incarceration outlined here® and the
other factors that contribute to the high HIV prevalence
in African-American communities. These other factors
include unprotected consensual sex between men out-
side of jails and prisons; sharing of needles and injec-
tion equipment; concurrent sexual partnerships and
other sexual mixing patterns; lack of access to health-
care, effective prevention education and other resources;
racism; gender inequalities; and homophobia.
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In-Custody and Postrelease HIV
Treatment and Care

Much of the information on deficits in access to

appropriate medical care for HIV infection during incar-
ceration is based on anecdotal evidence or legal actions
that took place in certain jail or prison systems.** Sys-
tematic state-by-state data are needed on inmates’ lev-
els of access to appropriate medical care for HIV infec-
tion in federal, state and local jurisdictions. More than
95% of prison inmates will be released at some point
during their lifetime,” and many will face competing
needs and comorbid conditions (e.g., mental illness and
substance dependence) that may hinder HIV care utili-
zation and treatment adherence on release. The imme-
diate postrelease period has been identified as involv-
ing very high risk for mortality," and few services are
currently in place to ensure continuity of medical care
on release.®*? Hence, more transitional HIV case-man-
agement programs, which have been successfully imple-
mented in a number of facilities,™*” are urgently needed.
To most effectively broaden transitional HIV case man-
agement services, more data are needed on the current
penetration of these programs and the best practices for
their implementation.

RECOMMENDATIONS

To better assess how high incarceration rates affect

HIV risk behaviors and rates among each group, we sug-
gest the following types of research in each potentially
affected segment of the African-American community:

Those incarcerated:

Voluntary cross-sectional studies with incarcerated
individuals using anonymous, self-administered
interview techniques to examine risk behaviors,
treatment access, and adherence during and prior
to incarceration

Voluntary longitudinal studies among newly
incarcerated individuals, involving HIV testing at
both entry and prior to release, to estimate the in-
custody incidence of HIV infection

Those left behind:

National HIV-related surveys and those addressing
other potentially health jeopardizing conditions (e.g.,
Behavioral Risk Factor Surveillance, the National
Survey of Family Growth, the CDC HIV Behavioral
Surveillance and the National Survey on Drug

Use and Health) should include questions related

to partners’ incarceration status. Similar studies of
youth should examine parents’ incarceration status
(e.g., Youth Risk Behavioral Surveillance).

Studies examining sexual concurrency and
multiple partnerships are helping to elucidate the
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reasons behind the wide black/white disparities

in HIV/AIDS and other STIs.””* These should
routinely assess histories of incarceration in the
respondent and his or her sexual partner(s) to
better understand the contribution of incarceration
to patterns of concurrency.

The African-American community at large:

Studies of HIV-related risk behaviors should
routinely include questions related to the impact of
incarceration on: 1) participants’ expectations of
themselves and their potential partners regarding
fidelity and 2) families’/partners’ access to quality
healthcare, benefits, employment opportunities
and housing.

Ecological studies should examine associations
between incarceration rates and reported HIV/
AIDS and STI cases and HIV risk behaviors.

To determine the impact of incarceration on HIV infec-
tion in African-American men:

Available data on the rates of HIV transmission
during incarceration, rates of incarceration, and
reported HIV cases in African-American men
should be summarized to estimate the proportion
of HIV infections in African-American males
that are likely attributable to transmission during
incarceration.

In addition to allowing for the development of
effective discharge and re-entry services for HIV-
positive persons, the implementation of routine
voluntary HIV testing prior to release in states
with routine or mandatory testing at entry would
allow for additional direct estimates of the rate of
HIV transmission in these custody settings.

To identify and address gaps in HIV treatment and care
in custody:

Specific barriers to the implementation and
utilization of routine, voluntary HIV testing
services should be examined and effective
strategies for overcoming them identified.

A comprehensive audit of average time to HIV
treatment, access to appropriate HIV medical care
(e.g., levels of access to antiretroviral medications;
HIV specialist physicians; and resources for
serving inmates with comorbid conditions,
particularly mental illness), and transitional case
management services for HIV-infected inmates
throughout federal and state prison systems and
local jail facilities should be established.
Minimum standards for HIV-/AIDS-related care
and treatment services in correctional facilities
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should be established and maintained in concert
with the National Commission on Correctional
Health Care.

Such research will focus much-needed attention on
a population and a problem that is frequently ignored or
marginalized. Further, by illustrating the ways in which
incarceration impacts not just those who are detained but
their partners, families and communities, the research
has the potential to marshal political will for programs
and policies that reduce the damaging impact of wide-
spread incarceration on African-American populations’
ability to successfully address the HIV/AIDS epidemic.
Although this manuscript’s goal was to suggest ways to
advance research on the impact of incarceration on the
African-American HIV/AIDS epidemic, we also wish to
underscore the urgency of implementing policy changes
that will lower overall incarceration rates, reduce racial/
ethnic inequities in sentencing, improve in-custody med-
ical treatment, enhance continuity of care on release and
otherwise facilitate the successful re-entry and reinte-
gration into society of former prisoners.

ACKNOWLEDGEMENTS

We acknowledge the following people for their com-
ments and suggestions on early drafts: Olga Grinstead,
Rhondee Benjamin-Johnson, Vincent Jones, Sharif Sawires
and Mary Sylla. We would also like to thank Sangeeta Fer-
nandes and Faith Muhlenburg for their support.

REFERENCES

1. Maruschak LM. HIV in Prisons—2004. Washington, DC: U.S. Bureau of
Justice Statistics. November 2006. NCJ Publications no. 213897. www.ojp.
usdoj.gov/bjs/. Accessed 12/31/07.

2. Braithwaite RL, Arriola KR. Male prisoners and HIV prevention: a call for
actionignored. Am J Public Health. 2003;93:759-763.

3. Moseley K, Tewksbury R. Prevalence and predictors of HIV risk behaviors
among male prison inmates. J Correct Health Care. 2006;12:132-144.

4. Weinbaum CM, Sabin KM, Santibanez SS. Hepatitis B, hepatitis C, and
HIV in correctional populations: a review of epidemiology and prevention.
Acquir Immune Defic Syndr. 2005;19:541-S46.

5. Seal DW, Margolis AD, Morrow KM, et al. Substance use and sexual
behavior during incarceration among 18- fo 29-year old men: Prevalence
and correlates. AIDS Behav. 2007;Mar 8 (E-pub ahead of print).

6. Wohl AR, Johnson D, Jordan W, et al. High-risk behaviors during incarcer-
ation in African-American men freated for HIV at three Los Angeles public
medical centers. J Acquir Immune Defic Syndr. 2000;24:386-392.

7. Boutwell A, Rich JD. HIV infection behind bars. Clin Infect Dis. 2004;38:
1761-1763.

8. Hammett TM. HIV/AIDS and other infectious diseases among correc-
tional inmates: fransmission, burden, and an appropriate response. Am J
Public Health. 2006;96:974-978.

9. Bureau of Justice Statistics. Key Crime & Justice Facts at a Glance:
Correctional populations. www.ojp.usdoj.gov/bjs/glance/corr2.htm.
Accessed 10/09/07.

10. Glaze LE, Bonczar, TP. Probation and Parole in the United States, 2005.
Washington, DC: U.S. Bureau of Justice Statistics. 2006. NCJ Publications no.
215091. www.ojp.usdoj.gov/bjs/. Accessed 10/08/2007.

11. Bureau of Justice Statistics. Additional Corrections Facts at a Glance:
Correctional populations by race, 1986-1997. www.ojp.usdoj.gov/bjs/
gcorpop.htm. Accessed 10/09/07.

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

INCARCERATION AND HIV

12. Sabol WJ, Minton TD, Harrison PM. Prison and Jail Inmates at Midyear
2006. Washington, DC: U.S. Bureau of Justice Statistics. 2007. NCJ Publica-
tions no. 217675. www.ojp.usdoj.gov/bjs/. Accessed 07/17/2007.

13. Bonczar TP, Beck AJ. Lifetime Likelihood of Going to State or Federal
Prison. Washington, DC: Bureau of Justice Statistics.1997. NCJ Publications
no. 160092. www.ojp.usdoj.gov/bjs/. Accessed 09/04/2007.

14. Mumola CJ. Incarcerated Parents and Their Children. Washington, DC:
U.S. Bureau of Justice Statistics. 2000. NCJ Publications no. 182335. www.
ojp.usdoj.gov/bjs/. Accessed 09/04/2007.

15. Mumola CJ and Karberg JC. Drug Use and Dependence, State and
Federal Prisoners, 2004. Washington, DC: U.S. Bureau of Justice Statistics.
2006. NCJ Publications no. 213530. www.ojp.usdoj.gov/bjs/. Accessed
10/08/2007.

16. Wilson DJ. Drug Use, Testing, Treatment in Jails. Washington, DC: U.S.
Bureau of Justice Statistics. 2000. NCJ Publications no. 179999. www.ojp.
usdoj.gov/bjs/. Accessed 10/08/2007.

17. James DJ. Profile of Jail Inmates, 2002. Washington, DC: U.S. Bureau of
Justice Statistics. 2004. NCJ Publications no. 213600. www.ojp.usdoj.gov/
bjs/. Accessed 08/17/2007.

18. McClelland, et al. HIV and AIDS risk behaviors among female jail detain-
ees: Implications for public health policy. Am J Public Health. 2002;92:818-
825.

19. 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;33:175-180.

20. Blank S, Sterberg M, Neylans LL, et al. Incident syphilis among women with
multiple admissions to jailin New York City. J Infect Dis. 1999;180:1159-1163.

21. BickellNA, Vermund SH, Holmes M, et al. Human papilloma virus, gonor-
rhea, syphilis, and cervical dysplasia in jailed women. Am J Public Health.
1991:81:1318-1320.

22. Holmes MD, Safyer SM, Bickell NA, et al. Chlamydial cervical infection in
jailed women. Am J Public Health. 1993;83:551-555.

23. Bernstein KT, Chow JM, Ruiz J, et al. Chlamydia trachomatis and Neis-
seria gonorrhoeae infections among men and women entering Califomnia
prisons. Am J Public Health. 2006;96:1862-1866.

24. James DJ, Glaze LE. Mental Health Problems of Prison and Jail Inmates.
Washington, DC: U.S. Bureau of Justice Statistics. September 2006. NCJ
Publications no. 213600.

25. Centers for Disease Control and Prevention. HIV/AIDS Surveillance
Report, 2005. Vol. 17. Rev ed. Atflanta: U.S. Department of Health and
Human Services, Centers for Disease Control and Prevention; 2007:[inclu-
sive page numbers]. www.cdc.gov/hiv/topics/surveillance/resources/
reports/. Accessed 10/08/2007.

26. Hammett TM, Harmon P, Rhodes W. The burden of infectious disease
among inmates of and releases from US correctional facilities, 1997. Am J
Public Health. 2002;92:1789-1794.

27. Adimora AA, Schoenbach VJ. Social context, sexual networks, and
racial disparities in rates of sexually fransmitted infections. J Infect Dis.
2005;291:5115-5122.

28. Freudenberg N. Jails, prisons, and the health of urban populations: a
review of the impact of the correctional system on community health. J
Urban Health. 2001;78:214-235.

29. Wiliams, N. Where Are The Men? The Impact of Incarceration and Reen-
try on African-American Men and Their Children and Families. Community
Voices Policy Brief; 2006. www.communityvoices.org/Article.aspx?2ID=396.
Accessed 07/17/2007.

30. Braman D. Families and incarceration. In Mauer, M. & Chesney-Lind M.,
eds. Invisible Punishment: The Collateral Consequences of Mass Imprison-
ment. New York, NY: The New Press; 2002:117-135.

31. Western B. Punishment and Inequality in America. New York, NY: Russell
Sage Foundation; 2006.

32. Freudenberg N. Community health services for returning jail and prison
inmates. J Correct Health Care. 2004;10:369-397.

33. Glaser JB, Greifinger RB. Correctional health care: a public health
opportunity. Ann Int Med. 1993;118:139-145.

34. Altice FL, Mostashari F, Friedland GH. Trust and the acceptance of
and adherence to antiretroviral therapy. J Acquir Inmune Defic Syndr.
2001;28:47-58.

VOL. 100, NO. 1, JANUARY 2008 61



INCARCERATION AND HIV

35. Springer SA, Pesanti E, Hodges J, et al. Effectiveness of antiretroviral thera-
py among HIV-infected prisoners: reincarceration and the lack of sustained
benefit after release to the community. Clin Infect Dis. 2004;38:1754-1760.

36. Macher A, Kibble D, Wheeler D. HIV transmission in correctional facility.
Emerg Infect Dis. 2006;12:669-671.

37. Macalino GE, Vlahov D, Sanford-Colby §, et al. Prevalence and inci-
dence of HIV, hepatitis B virus, and hepatitis C virus infections among males
in Rhode Island prisons. Am J Public Health. 2004;94:1218-1223.

38. Krebs CP, Simmons M. Infraprison HIV transmission: an assessment
of whether it occurs, how it occurs, and who is at risk. AIDS Educ Prev.
2002;14(5 Suppl B):53-64.

39. Horsburgh CR Jr, Jarvis JQ, McArther T, et al. Seroconversion to human
immunodeficiency virus in prison inmates. Am J Public Health. 1990;80:209-
210.

40. Castro K, Shansky R, Scardino V, et al. HIV transmission in correctional
facilities. In: Program and abstracts of the VIl International Conference on
AIDS; June 16-21, 1991; Florence, ltaly. Abstract M.C. 3067.

41, Brewer, T.F., Vlahov, D. Taylor, et al. Transmission of HIV-1 within a state-
wide prison system. Acquir Immune Defic Syndr. 1988;2:363-367.

42. Mutter RC, Grimes RM, Labarthe D. Evidence of infraprison spread of
HIV infection. Arch Intern Med. 1994;154:793-795.

43. Centers for Disease Confrol and Prevention (CDC) (2006). HIV fransmis-
sion among male inmates in a state prison system—Georgia, 1992-2005.
MMWR Morb Mortal Wkly Rep. 2006;55:421-426.

44, Rich JD, Dickinson BP, Macalino G, et al. Prevalence and incidence of
HIV among incarcerated and reincarcerated women in Rhode Island. J
Acquir Immune Defic Syndr. 1999;22:161-166.

45. de Ravello L, Brantley MD, Lamarre M, et al. Sexually fransmitted infec-
tions and other health conditions of women entering prison in Georgia,
1998-1999. Sex Transm Dis. 2005;32:247-251.

46. Hoxie NJ, Vergeront JM, Frisby HR, et al. HIV seroprevalence and the
acceptance of voluntary HIV testing among newly incarcerated male
prison inmates in Wisconsin. Am J Public Health. 1990;80:1129-1131.

47. Kassira EN, Bauserman RL, Tomoyasu N, et al. HIV and AIDS surveillance
among inmates in Maryland prisons. J Urban Health. 2001;78:256-263.

48. Solomon L, Flynn C, Muck K, et al. Prevalence of HIV, syphilis, hepatitis B,
and hepatitis C among entrants to Maryland correctional facilities. J Urban
Health. 2004;81:25-37.

49. Wu ZH, Baillargeon J, Grady JJ, et al. HIV seroprevalence among newly
incarcerated inmates in the Texas correctional system. Ann Epidemiol.
2001;11:342-346.

50. Branson BM, Handsfield HH, Lampe MA, et al. Revised recommendao-
tions for HIV testing of adults, adolescents, and pregnant women in health-
care settings. MMWR Recomm Rep. 2006;55(RR-14):1-17.

51. Centers for Disease Control and Prevention (CDC). HIV/AIDS educao-
tion and prevention programs for adults in prisons and jails and juveniles in
confinement facilities—United States, 1994. MMWR Morb Mortal Wkly Rep.
1996;45:268-271.

52. Grinstead OA, Zack B, Faigeles B. Collaborative research to prevent HIV
among male prison inmates and their female partners. Health Educ Behav.
1999;26:225-238.

53. Myers J, Zack B, Kramer K, et al. Get Connected: an HIV prevention
case management program for men and women leaving California pris-
ons. Am J Public Health. 2005;95:1682-1684.

We Welcome Your Comments

The Journal of the National Medical Association
welcomes your Letters to the Editor about
articles that appear in the JNMA or issues

relevant to minority healthcare. Address
correspondence to EditorINMA@nmanet.org.

54. Wolitski RJ. Relative efficacy of a multisession sexual risk-reduction inter-
vention for young men released from prisons in 4 states. Am J Public Health.
2006;96:1854-1861.

55. Collica K. The prevalence of HIV peer programming in American pris-
ons: an opportunity wasted. J Corr Health Care. 2007;13:278-288.

56. Jurgens RE, Lines R, Kerr T, et al. Prison needle exchange: a review of
international evidence and expertise. Int Conf on AIDS. 2004 July 11-16: no.
ThPeC7472.

57.Spaulding A, Stephenson B, Macalino G, et al. Human immunodeficien-
cy virus in correctional facilities: a review. Clin Infect Dis. 2002;35:305-312.

58. Bernard K, Sueker JJ, et al. Provider perspectives about the standard of
HIV care in correctional settings and comparison to the community stan-
dard of care: How do we measure up? Infectious Diseases in Corrections
Report. 2006;9:1-5.

59. Mostashari F, Riley E, Selwyn PA, et al. Acceptance and adherence with
antiretroviral therapy among HIV-infected women in a correctional facility.
J AcquirImmune Defic Syndr Hum Retrovirol. 1998;18:341-348.

60. Kang SY, Deren S, Andia J, et al. HIV fransmission behaviors in jail/pris-
on among puerto rican drug injectors in New York and Puerto Rico. AIDS
Behav. 2005; 9:377-386.

61. Grinstead OA, Faigeles B, Comfort M, et al. HIV, STD, and hepatitis risk
to primary female partners of men being released from prison. Women
Health. 2005;41:63-80.

62. Kim A, Page-Shafer K, Ruiz J, et al. Vulnerability to HIV among women
formerly incarcerated and women with incarcerated sexual partners. AIDS
Behav. 2002;6:331-338.

63. Khan MR, Wohl DA, Weir SS, et al. Incarceration and risky sexual partner-
ships in a Southern U.S. city. J Urban Health. 2007; Nov 20 (E-pub ahead of
print).

64. Johnson RC, Raphael S. The effects of male incarceration dynamics
on AIDS infection rates in African American women and men. July 2006.
http://ist-socrates.berkeley.edu/~ruckerj/johnson_raphael_prison-AlIDSpa-
peré-06.pdf. Accessed 1/22/2007.

65. Von Zielbauer PA. Company's froubled answer for prisoners with H.L.V.
NY Times. August 1, 2005. www.nytimes.com/2005/08/01/national/01prison.
html2ex=1280548800&en=6e2a1f080982d0a0&ei=50888&partner=rssnyt&e
mc=rss. Accessed 9/16/07.

66. Hughes T and Wilson DJ. Reentry Trends in the United States. Bureau
of Justice Statistics. August 2003. www.ojp.usdoj.gov/bjs/pub/pdf/reentry.
pdf. Accessed 09/04/2007.

67. Binswanger IA, Stern MF, Deyo RA, et al. Release from prison—high risk
of death for formerinmates. N Engl J Med. 2007;356:157-165.

68.Rich JD, Holmes L, Salas C, et al. Successful linkage of medical care and
community services for HIV-positive offenders being released from prison. J
Urban Health. 2001,78:279-289.

69. Laumann EO, Youm Y. Racial/ethnic group differences in the preva-
lence of sexually fransmitted diseases in the United States: a network expla-
nation. Sex Transm Dis. 1999;26:250-261. 1

REUSE THIS
CONTENT

To photocopy, e-mail, post on Internet or
distribute this or any part of INMA, please
visit www.copyright.com.

62 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

VOL. 100, NO. 1, JANUARY 2008





