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About Project UNSHACKLE  
 
The Community HIV/AIDS Mobilization Project (CHAMP) launched Project UNSHACKLE in 
May 2008. Project UNSHACKLE (Uniting a Network on Sentencing and HIV/AIDS with 
Community Knowledge Leading our Efforts) is a groundbreaking effort, linking across 
movements to develop campaigns at the intersection of HIV/AIDS and mass imprisonment in the 
United States. 
 
Project UNSHACKLE includes formerly incarcerated people, grassroots leaders, researchers, 
HIV policy advocates, prison reform and social justice organizers, coalition-building veterans 
and other allies working together to bridge the nexus between HIV and mass imprisonment. It's 
no coincidence that the communities most impacted by mass imprisonment (especially in urban 
areas and the Southern states) also have the highest rates of HIV infection in the country. HIV 
prevention strategies must include a focus on reducing the scope and impact of sentencing, 
imprisonment, parole and probation. 
 
In May 2008, CHAMP brought together HIV/AIDS and prison/jail activists and organizers 
(including activists who have experienced imprisonment), researchers, strategists, and foundation 
staff from across the country for a strategy planning conference. The discussion papers included 
here were commissioned to frame some of the most pressing issues related to the twin epidemics 
of HIV/AIDS and mass imprisonment.  
 
The goal of Project UNSHACKLE is to develop grassroots campaigns aimed at reducing new 
HIV infections tied to imprisonment in the United States. CHAMP and our allies are 
collaborating to kickstart an ongoing national movement, building on and expanding existing 
networks for HIV prevention justice in and about the criminal justice system.  
 
Project UNSHACKLE will provide practical guidance and tools to initiate or expand HIV 
prevention advocacy campaigns on imprisonment issues that will result in concrete programs and 
policy changes. We’re exploring strategies to: 

• Increase access to comprehensive HIV prevention in prisons, jails and re-entry programs; 
• Eliminate harmful post-incarceration burdens and; 
• Reduce the number of prisoners and time served per person through measures like 

sentencing reform. 
 
Our Project UNSHACKLE organizing toolkit will be available later this year. 
 
We thank the John M. Lloyd Foundation, the Steering Committee, and all Project UNSHACKLE 
participants for their help and efforts. We look forward to continuing to work together and 
building alliances with other individuals and organizations across the country that are engaged in 
efforts to push back against policies that fuel the HIV epidemic in communities heavily impacted 
by imprisonment. 
 
Please contact James Learned at CHAMP with questions, suggestions, and to get involved as the 
project moves forward — jlearned@champnetwork.org or (212) 937-7955 Ext. 60. 
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Opportunities for Movement Building between the 

HI V Prevention and Prison and Criminal Justice Communities 
 
 

Discussion Paper for Project UNSHACKLE Meeting 
The John M. Lloyd AIDS Project at Stony Point Center, May 16-18, 2008 

 
By Rose Braz 

 
Question: Which of the following groups were members of the Coalition opposing construction 
of the Delano II prison? Center on Race, Poverty and the Environment, Rainforest Action 
Network, NAACP, National Association of Social Workers, Catholic Conference of Bishops, 
Southern San Joaquin Municipal Utility District, Filipinos for Affirmative Action, The Audubon 
Society of Kern County. 
 
Answer: All of the Above 

 
At first glance it may seem strange that any coalition would include both the Catholic 

Conference of Bishops and the Southern San Joaquin Municipal Utility District, but in short, 

coalition – and ultimately movement building – are fundamentally about getting partners and 

ourselves to understand “our” issue as “their” issue and vice versa. Put another way, why should 

you, as an environmentalist, bishop, Utility District Manager, birdwatcher, or HIV prevention 

activist be concerned about the ever-increasing number of prisons? Why should you as prison 

reformer or prison abolitionist be concerned about HIV? 

The wide range of negative effects of prisons and HIV, easily documented due to the 

phenomenal growth of HIV and the prison industrial complex (PIC)1, provides multiple points of 

entry. The work is to translate the specific negative effects of HIV and the PIC for potential 

allies, and to persuade them that fighting HIV and the PIC is not something separate or 

additional to their already packed agendas, but part of their mission. From there, successful 

coalitions function when there is a clear structure and decision-making process, people have 

many different ways to participate, and partner organizations are given credit, press attention, 

                                                
1 I use the term prison industrial complex (PIC) to refer to the use of prisons and policing as a "solution" to what are 
social, political, and economic problems. The term relates back to "military industrial complex" which in short 
explained the rise of the arms industry unrelated to national security needs. Fighting the PIC means challenging 
traditional ideas of public safety – that police, prisons, and the court system make people who are not in power safer. 
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etc. These components can work to develop long-term relationships that can build a movement 

against HIV and the PIC and for a different world.2  

 

I.  The Fundamental Intersection: Prisons and HIV are Killing People Ð The Same People 

Prisons and HIV have much in common. The fundamental intersection to me is that prisons and 

HIV are killing people – the same people. Donna Willmott, Family Advocacy Coordinator at 

Legal Services for Prisoners with Children, who also spent many years in prison put it this way: 

“Even though we are acculturated to see prisons as places that keep us safe; prisons are 

pathogenic – prisons are places that make people and communities ill.” Charles Stephens, an 

organizer with AID Atlanta said, “Prisons and HIV are places where racism, heterosexism, 

classism all converge. HIV and the prison industrial complex meet at the intersections of 

oppression.” 

As we all know, prisons and HIV are killing certain people more than others. A recent 

report by the Pew Center on the States found that for the first time more than one in every 100 

adults in the U.S. are in prison or jail. The Pew report did not stop there. The authors went on to 

write: this fact “significantly impacts state budgets without delivering a clear return on public 

safety… [P]rison growth and higher incarceration rates do not reflect a parallel increase in crime, 

or a corresponding surge in the nation’s population at large.”3 

The Pew Report used U.S. Department of Justice data to illustrate that like HIV, prisons 

impact some of our community members more than others. “[W]hile one in 30 men between the 

ages of 20 and 34 is behind bars, the figure is one in nine for black males in that age group.” For 

young men, the figure is one in every 53 adults in their 20s.4 Similarly, AIDS is now the leading 

cause of death among black women aged 25 to 34. Nearly half of black men who have sex with 

men (MSM) are HIV positive.5  

                                                
2 Much of this section relies on Craig Gilmore and Rose Braz, “Joining Forces: Prisons and Environmental Justice in 
Recent Californian Organizing” published in the Radical History Review 2006(96):95-111.  
3 Pew Center on the States, Press Release, “Pew Report Finds More than One in 100 Adults are Behind Bars”, 
February 28, 2008.  
4 Pew Center Press Release. Id.  
5 Suzy Subways, “Open Letter to the Left and AIDS Movement: Two ships passing on our winding way to anew 
dawn.” Written in response to the US Social Forum.  
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HIV is magnified by skyrocketing incarceration rates.6 Although African-Americans 

account for just 13% of the nation’s population, they represent nearly half of all new U.S. HIV 

diagnoses, and researchers at the University of California, Berkeley, opine that one theory is 

closely linked to the fact that African-American men are incarcerated at significantly higher rates 

than other racial groups. Using census information and federal data on about 850,000 U.S. HIV 

patients collected between 1982 and 1996, researchers at the Goldman School of Public Policy 

determined that as the number of African-American prisoners increased, so did the HIV rate in 

Black communities. They argued that incarceration substantially disrupts the “sexual relationship 

markets” of the communities from which imprisoned people come and to which they return, by 

increasing the average lifetime number of sexual partners of people at risk for HIV and 

increasing the level of “concurrency,” or of having multiple, sexual relationships. These factors 

have been shown to significantly increase the spread of HIV and other infections in a 

community.7 Johnson and Raphael said their study data linking race, prison, and HIV is so strong 

that they believe it almost completely explains HIV’s disproportionate impact on African-

Americans.8  

While it is true that people do get infected inside, it is also important not to label prisoners 

as vectors of HIV but rather to place the phenomenon of high HIV rates in a larger social and 

political analysis: The same inequalities of health care and lack of access to health care and 

prevention – based on race, class and gender – that occur outside are exacerbated in prisons.9 

Moreover, the people who go to prison tend to be sicker because of a lack of access to health 

care outside, and the stress of the environment, along with extreme overcrowding and lack of 

adequate care inside makes people sicker.10 In some ways, establishing the intersections is easy 

                                                
6 Willmont Interview; Nat Smith of Critical Resistance and the Trans/Gender Variant in Prison Committee (TIP) 
pointed to another way HIV is killing people inside, a way that illustrates how HIV is part and parcel of the Prison 
Industrial Complex. Nat noted that people use HIV as an oppression tool inside – it’s the nature of the system. 
Guards use the threat of placing someone in a cell with someone who is HIV positive and people reaching for some 
sense of power inside use HIV as a threat. See also, Relationship Between Incarceration And Race Disparities In US 
HIV Rates Explored, USA; J. of Health Care for the Poor and Underserved, Vol. 16 (November 2005). 
http://www.medicalnewstoday.com/articles/34866.php 
7 Health News, 03/11/06-03/13/06, “HIV’s spread among blacks may be linked with incarceration rate” The 
Advocate.com http://www.advocate.com/news_detail_ektid27824.asp 
8 Id.  
9 Donna Willmott, Family Advocacy Coordinator at Legal Services for Prisoners with Children.  
10 Willmont Interview.  
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while strategizing the best opportunities to end HIV and the Prison Industrial Complex presents 

more challenges.11  

 

II. An  Opportunity: A Health Reinvestment Strategy 

While there are many opportunities for movement building that will arise below and even more 

that are not covered here, this piece places those opportunities within the framework of what I 

call a “health reinvestment” strategy. It is estimated that nationwide, every year we invest over 

$40 billion in locking people up. In short, one key intersection and organizing opportunity arises 

because prisons deplete community resources, resources that could go into HIV prevention and 

resources in the form of leaders and potential leaders who are removed from our communities by 

imprisonment.12 This intersection is particularly relevant today as states and the national budget 

face monumental budget gaps that should compel additional scrutiny of how we invest in the 

future.  

One of the problems most mentioned by interviewees is the system’s refusal to provide 

prevention tools inside.13 People inside can’t get bleach, clean needles, condoms or dental dams 

which leads to unsafe practices, a flourishing epidemic and ultimately genocide.14 And again, 

some people are being impacted more than others, particularly transgendered prisoners.15 

Exacerbating the risk from lack of prevention tools, people go untreated inside because of 

inadequate screening. People who do receive treatment receive substandard medical care inside, 

and when they are released people are given very little discharge planning or after care. As an 

                                                
11 I purposefully use the goal of ending the prison industrial and HIV because to me no level of HIV is acceptable 
and no level of imprisonment is acceptable.  
12 Ariel Clemenzi is the Manager of Training Department for Health Initiatives for Youth Interview.  
13 Many connected the system’s refusal to provide prevention tools inside to the system’s denial that sex or IV drug 
use is going on inside and to disempowerment and oppressions.  
14 Willmont Interview; Smith Interview. 
15 Miss Major, Organizing Director of the Trans/Gender Variant in Prison Committee (TIP), pointed out the extremely high 
HIV and AIDS rates among transgender women inside and out: A lot of people inside won’t get tested; have sex, infection 
spreads inside and out. The Prison system won’t give out condoms because no one is having sex but prisoners and guards are 
having sex and there is no protection for people inside. We need programs specifically for transgender women. 

Nat Smith noted that so many Transpeople are locked up, so many are subject to sexual assault, and pointed to the need 
to work with the trans community for access to basic health care inside and that the need of the trans community to include 
the fight for prison healthcare in fight for health care. 

Charles Stevens simply stated, we need to decriminalize sexuality. See also, Stevens Interview. 
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example, people routinely leave prison without adequate meds or copies of their medical 

records.16  

Substandard medical care inside also comes in the form of interruptions in meds, which 

routinely occurs inside prisons and jails. Many interviewees spoke of the damage to individuals 

and to the community outside created by interruptions in meds caused by imprisonment, which 

can then create new strains of HIV, potentially untreatable by current medications.17  

There is no debate that healthcare inside prisons is horrific and is worse when it comes to 

HIV given the denial that sex or drug use occur inside. Fundamentally, while we must fight for 

care inside, we also must acknowledge that the prison system, at its core, is not about providing 

people healthcare. The system is about punishment, warehousing and control. Prisons 

systematically undermine the very values and things we need to be healthy.18 Simply put, the 

best way to improve the healthcare of people inside is to get them out. 

As Ariel Clemenzi of Health Initiatives for Youth (HIFY) put it: “If people are trying to 

prevent the spread of HIV, there is no way to do that in the current prison industrial complex – 

no condoms, no education, little testing – [the prison system] doesn’t want to test and treat. 

That’s not what prisons are for.” Similarly, Nat Smith, a trans anti-prison activist, challenged the 

prison abolitionist movement to include an analysis of health care which supports abolition. For 

Smith, we need to abolish the PIC is because there is no health care inside.  

On a very significant cautionary note, we have seen of late our call for better healthcare and 

better conditions inside twisted into proposals for expanding the system, particularly through 

what are sometimes called “boutique prisons.” California now has a $10 billion-per-year prison 

system that is overcrowded, provides horrendous health and mental health care, underfunds and 

cuts programming and services, and consistently fails to deliver on its promise of public safety. 

California’s answer to this disaster is to build up to 40 new prisons dubbed “community 

correctional facilities,” specifically for women. What’s new and perhaps more insidious about 

this expansion is that it has not been couched in ‘tough on crime’ rhetoric that politicians usually 

employ to justify such projects, Rather, in response to growing anti-prison public sentiment, the 
                                                
16 Willmont Interview. 
17 Willmont, Smith, Clemenzi interviews. Miss Major of TIP pointed out it is a big problem when people don’t get 
meds at specified times. Moreover, if you refuse your meds because the timing is off, then you’re labeled as 
‘refusing your meds’ and then they deny them to you. “If they are going to take custody of your being, then they 
need to take responsibility for your meds.” 
18 Gilbert Letter. 
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plan is grounded on the rhetoric of "prison reform" and in regard to people in women’s prisons: 

"gender responsiveness." In short, we are told that the Department of Corrections has identified 

4,500 women that, by its own criteria, do not need to be in state prison. But, rather than release 

them, the Governor, Corrections, feminist scholars and some advocates have proposed building a 

whole new system of smaller prisons throughout the state for people they concede do not need to 

be in prison.  

Those advocating gender responsive prisons seek to create “an environment that reflects an 

understanding of the realities of women’s lives and addresses the issues of the women.” The 

underlying presumption of advocating for gender responsive prisons is that such an environment 

can be created in a prison, that imprisonment can effectively address the “realities of women’s 

lives” and the “issues of the women” – a presumption that I do not find valid. The biggest pitfall 

of gender responsiveness rhetoric is that it fails to challenge the notion of prison as an institution 

that can effectively “address the issues of women.”19 

Increasingly, the state’s only and ubiquitous answer to any problem within the prison 

system – whether it be the need for more and better programming, disastrous medical and mental 

health care or the fact that there are too many people in prison – is more bricks and mortar. In 

seeking humane treatment for people inside with HIV or prevention resources for all prisoners, I 

believe we also need to fundamentally challenge the institution of the prison as an answer to 

these and other problems. As Clemanzi argued, “We need to funnel resources used to send 

people to prison into keeping people from going in and peer education inside to keep people 

strong and healthy.”20 

People sometimes speak of this goal and strategy as “justice reinvestment” – a strategy that 

seeks to reduce resources going into locking people up by reducing the number of people in 

prison, closing prisons and invest those resources in things that would be truly build safe and 

healthy communities. A related opportunity for HIV prevention and anti-prison organizers could 

be a “health reinvestment strategy” that specifically seeks to move resources from locking people 

up and into prevention, treatment and harm reduction inside and out.21  

                                                
19 For cites and further analysis see, Braz, “Kinder, Gentler, Gender Responsive Cages: Prison Expansion is not 
Prison Reform,” Women, Girls and Criminal Justice, October / November 2006 
20 Clemenzi Interview. 
21 Charles Stevens spoke of structural prevention tools such as micro-grants, similar to those given in other countries, to 
empower people to make the optimal sexual choices as an option.  
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III. Strategies: Allying with Progressive Forces in Public Health Toward Empowerment of 

Our Communities 

Even as there is an emerging discourse challenging the assumptions of the “imprisonment 

society,” notable forces in the public health movement are struggling to counter or balance the 

“medicalization” and “individual behavior change” models that have become increasingly 

dominant. In HIV prevention, this has meant first a focus primarily on the individual who must 

change her/his risk behaviors through educational/behavioral intervention and, more recently, a 

focus on HIV testing and treatment in the medical care system as the main prevention strategy.  

However, history clearly reveals that the most impressive gains in the public’s health, and 

individual longevity and well being, have not come through innovations and improvements in 

medical care or through behavior change efforts focused on the individual, but rather on social 

and structural changes to remove blatant causes of ill health and shortened life (like child labor in 

factories 12 hours a day or highly dangerous working conditions in factories and mines) or to 

provide living conditions and policies that allow healthier living (like clean water and sanitation, 

universal education and increased political rights for women).  

The best analyses of the prolonged HIV/AIDS epidemic clearly highlight root causes in 

social burdens and social oppression simultaneously affecting communities most highly 

impacted by HIV/AIDS, including specifically the role of high levels of imprisonment that 

disproportionately affect, disrupt and weaken communities of color. These same analyses point 

to the need for “structural and social interventions” (in public health prevention lingo) to 

eliminate or mitigate these root causes of HIV persistence and spread. Yet governmental policies 

and ingrained ideological or methodological blinders have thus far prevented the development 

and implementation of most structural interventions.  

There are many in public health who wish to change this state of affairs. One strategy that 

is both a possible means of changing the prevention paradigm toward a much greater social focus 

and a powerful means of changing lives in itself is community mobilization, organizing and 

empowerment. This is an area that is valued by segments of both the public health and prison 

reform/abolition communities and can provide the grounds for building joint work. 

                                                                                                                                                       
Miss Major of TIP built on this theme, stating we need to get our elders out, to train people for jobs so we don’t end 
up in prison in the first place.    
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Alex Lee felt: “We need to move our community from being patients to change 

makers.”22 Lee believes the public health approach to HIV is disempowering and condescending 

diffusing a lot of community organizing efforts not viewing transgendered clients and patients as 

change agents.23 Changing that relationship is a big challenge because of the public health 

structure and co-dependency: “We depend on them for services; they depend on us for money.”24  

Lee believes that public health is tied into politics and the “evidence based” intervention 

craze which stands in opposition to what the community knows works; the rejection of 

community based solutions and peer education is a symptom of being part of a marginalized 

population, the general invisibility of populations more at risk for HIV, and political 

invisibility.25  

Lee stated that too many organizations don’t spend resources on leadership development. 

They don’t have a real commitment to the community and have strong, rigid hierarchies. People 

who believe in social justice need to understand where the public health nonprofit industrial 

complex came from –pacifying people who were angry.26  

 Lee suggested identifying where we can work with the public health world to build a 

public health agenda that uses a community empowerment model. One proposal from Nat Smith 

was to challenge the prevention communities to support struggles of people inside to get basic 

STI prevention tools and to support struggles of former prisoners who are HIV positive; making 

sure clinics provide health care including HIV care and prevention education.  

In an open letter following the US Social Forum, AIDS activist Suzy Subways offered a 

similar critique: “In the AIDS movement, we know how the move from street action to 

institution building means not just that we had the capacity to provide lifesaving services to our 

communities but that it took us off the streets and cooled off our activism Small HIV prevention 

and support organizations that Black, Latino, gay and other communities started 20 years ago are 

closing their doors all over the country because the federal money is being cut back to just cover 

                                                
22 Lee Interview. 
23 Lee Interview; Related to these points, health workers too often label prisoners as vectors of diseases, blaming the 
victim. 
24 Lee Interview. 
25 Alexander Lee is an Attorney at The Transgender, Gender Variant, and Intersex Justice Project's (TGIJP) whose 
mission is to challenge and end the human rights abuses committed against transgender, gender variant/gender queer 
and intersex (TGI) people in California prisons and beyond. 
26 Lee interview. 
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medical care and HIV testing, not vital programs like condom distribution, street outreach, 

counseling, buddy programs, language interpretation and housing.”27 She cited Philadelphia’s 

TEACH Outside program which offers a class for people living with HIV who are newly 

released from prison as one of the most inspiring programs that has faced funding cutbacks 

because of their approach. She reiterated Lee’s thoughts: “we can’t afford to compromise on 

taking the time to build new leadership among people directly affected by the issues.”28 

In a letter, David Gilbert, long time political prisoner and one of the founders of HIV peer 

education inside, wrote: “when we initiated the first prisoners’ peer education project in the 

country…the local community AIDS org…wasn’t taking the prison seriously, even though our 

HIV prevalence was way higher than any other place in their region… [they were] key to selling 

us out. They agreed with the administration that prisoners should have no input in the curriculum 

for this ‘peer’ project.”29 

 

IV. Building a Movement 

Several interviewees put forth a movement analysis that called upon the HIV prevention 

communities and prison/criminal justice communities not to see their issues separately.30 As 

David Gilbert wrote, “Contempt for any oppressed group hurts us all.”31 Suzy Subways 

challenges us: “However we do it, finding new ways to protect each other from violence is an 

urgent need for the AIDS community, because the police do not protect people who are most at 

risk for HIV, like transgender people, sex workers and drug users. And the link between HIV and 

violence –which messes with people’s ability to protect themselves from HIV – means that 

protecting our communities from violence is HIV prevention work… The AIDS movement at its 

best links together some of the most pressing issues of our time: homelessness, prison, the war 

on drugs, gender, sexuality, immigration and displacement.”32 

As an example of movement building, I want to close with at least a brief discussion of 

“Transforming Justice.” In April 2006, the Sylvia Rivera Law Project contacted LGBT, prisoner 

rights, and human rights activists and attorneys across the country to create a national 
                                                
27 Subways, Suzy, Open Letter citing http://www.poz.com/articles/401_11463.shtml. 
28 Subways Open Letter 
29 Gilbert, Letter, 3/29/08. 
30 Lee, Smith interviews. 
31 Gilbert, Letter, 3/29/08. 
32 Subways Open Letter 
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conversation about transgender imprisonment issues.33 Over the next year and a half, a coalition 

of local and national organizations came together to plan Transforming Justice, the first-ever 

national gathering of LGBTIQQ former prisoners, activists, attorneys, and community members 

to develop national priorities towards ending the criminalization and imprisonment of 

transgender communities. The goals of the gathering were to:  

• build a shared conversation and analysis among the LGBT, anti-prison, and prisoner 

rights movements about the root causes of imprisonment, poverty, and criminalization in 

transgender communities;  

• prioritize and build the leadership of transgender and gender non-conforming people 

most impacted by prisons, poverty, and policing; and  

• create space to share and develop strategies to end the cycles of imprisonment, 

criminalization, and poverty in our communities. 

 

Over 250 people from 14 states attended the Transforming Justice Conference in 2007. 

Approximately 60% percent of attendees were transgender and gender non-conforming people 

who had at some point in their lives been in prison, jail, or juvenile or immigration detention. 

The first day was dedicated to building a shared understanding of the cycles of imprisonment, 

poverty, and criminalization in our communities. The second day was dedicated to envisioning 

together ways to stop the cycles of imprisonment and criminalization in transgender 

communities. Finally, facilitators led a session with the goal of building points of unity that 

participants could bring back to their organizations and communities for further discussion. The 

following are the five points of unity that we explored in this conversation:  

1. We recognize cycles of poverty, criminalization and imprisonment as urgent human 

rights issues for transgender and gender non-conforming people.  

2. We agree to promote, centralize, and support the leadership of transgender and gender 

non-conforming people most impacted by prisons, policing, and poverty in this work.  

3. We plan to organize to build on and expand a national movement to liberate our 

communities and specifically transgender and gender non-conforming people from 

                                                
33 This is an abbreviated and edited version of the report put out by the TJ Coalition summarizing their work thus far. For the 
full report and more information visit http://www.transformingjustice.org/site_map.html 
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poverty, homelessness, drug addiction, racism, ageism, transphobia, classism, sexism, 

ableism, immigration discrimination, violence and the brutality of the prison industrial 

complex.  

4. We commit to ending the abuse and discrimination against transgender and gender non-

conforming people in all aspects of society, with the long-term goal of ending the prison 

industrial complex.  

5. We agree to continue discussing with each other what it means to work towards ending 

the prison industrial complex while addressing immediate human rights crises.  

 

Conference attendees agreed to continue discussions, particularly focusing on point #4 as 

an exciting and fertile place to begin building solutions to the prison-poverty crisis. Additionally, 

participants voted on concrete next steps:  

1. Develop a national platform on transgender immigrant rights issues & ask others to sign 

on to it;  

2. Foster local conversations about responding to anti-LGBTQQ and interpersonal violence 

without relying on the prison industrial complex;  

3. Create and strengthen local resources for transgender and gender non-conforming people 

coming out of prison and jail;  

4. Create a national coalition that can support local transgender organizing to end the cycles 

of poverty, criminalization, and imprisonment.  

 

I put forth the discussion of Transforming Justice, not because it is a perfect example of 

movement building, but rather because it is powerful example of our movement building 

potential.  

 

V.  Conclusion 

To summarize, the main opportunities for movement building between the HIV prevention and 

prison/criminal justice community I see lie in: 

• Recognizing and acknowledging the links between the genocidal nature and impact of 

mass incarceration and HIV. Both illustrate whose lives have value in this society and 

whose lives are disposable and both need to be challenged. Similarly, we need to 
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challenge the wall between prisons and communities, to understand how what goes on 

inside matters outside and vice versa. 

• In terms of a goal, I offer a “Health Reinvestment” goal that fights the horrific conditions 

inside with an overarching goal of reducing the number of people locked up and 

providing treatment and prevention inside that does not expand the use of imprisonment.  

• Finally, in our organizing, whether it be HIV prevention organizing and/or 

prison/criminal justice organizing we need to use an empowerment, leadership 

development model that recognizes the leadership of communities directly impacted by 

these crisis, and challenges public health workers to value the leadership of clients and 

the role of prisons in society. 

 

Rose Braz is the National Campaign Director for Critical Resistance, a national grassroots 

organization working to end society's use of prisons and policing as an "answer" to social 

problems. Prior to coming to CR, Rose worked as a criminal defense attorney and also has 

experience working on police misconduct and prisoner civil rights litigation. She was a member 

of the original organizing committee for the 1998 Critical Resistance Conference and has been 

active in prison and criminal justice issues since graduating from U.C. Berkeley's Boalt Hall 

School of Law in 1992. Rose is on the board of Justice Now and the advisory board of the 

California Coalition for Women Prisoners. Rose also comes to this work from personal 

experience supporting family members directly impacted by imprisonment. 
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Working to Reform Policy While Building Community Support:  
A Description of Concrete Measures that Could Reduce the Number of People Imprisoned  

and Mitigate the Effects of Imprisonment on Our Communities 
 

Discussion Paper for Project UNSHACKLE Meeting 
The John M. Lloyd AIDS Project at Stony Point Center, May 16-18, 2008 

 
By Laura McTighe 

No One Told Me 

No one told me that one day I’d be saving the grains of salt that accumulated in the 
bottom of a pretzel bag to season my food. No one told me. No one told me I’d be using 
industrial strength floor wax as nail enamel, applied to my breaking nails with q-tips that I 
obtained by trading off some other valued necessity. No one told me. No one told me that I’d 
have crayons soaking in baby oil to use for rouge, lipstick or eyeliner.  

I was never told that instead of good old Elmer’s Glue, I’d be using toothpaste as an 
adhesive. Applied to the back of my precious family photos, the toothpaste made the pictures 
stick to the corkboard near my bed provided by the county. I was never told that one day I’d 
be adapting a pair of county panties into a county “sports bra.”  

I certainly never thought I’d see the day when I’d make a solution of sugar, water, and 
deodorant to spray on my freshly curled hair; in a feeble attempt to replicate spritz, mousse, 
or holding spray. 

I wasn’t given a hint that my Dear Mother would die during my six months incarceration. 
Then, when I volunteered to take a free HIV test administered by the prison health system, 

no one told me that I’d test positive for the virus. No one told me what or what not to do 
about it. No one told me how or how not to live. In fact, no one told me that I could continue 
to live. 

In actuality, I had willed myself to die. But, day after day I kept waking up, ALIVE! 
There was no literature provided for me, and no one told me to exercise more, increase my 

water or even to order extra vitamins on my commissary. I wasn’t advised to increase my 
prayer efforts, meditate or keep positive thoughts or hope. 

No one told me and in return I told no one. It was my very own dark secret and I dared not 
tell anyone for fear of being shunned, rejected, stigmatized and left alone. 

So one day I was compelled to tell myself that living was more important than dying and 
that if I must live with HIV, then so be it. No one told me, but today I am prepared to tell you, 
DON’T PANIC! Life is Good. Grasp it. Claim it. Embrace it. Caress it. Salute it. And most of 
all Assert It. 

― Waheedah El-Shabazz 
 

Waheedah writes of the pain that so many people endure at the intersection of HIV and 
imprisonment – where fears of dying and fears of rejection intertwine in a grim reality of 
hopelessness. Where is God in this pain? Where is support? Where is life? Waheedah was 
diagnosed in a room in the Philadelphia county jails with no curtains. She was crying and 
everyone was walking by. She told me many times that she felt like killing herself. This is still 
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where Waheedah’s head was most days when I first met her. I have often wondered what would 
have happened to Waheedah if she had been diagnosed on the streets, still close to her addiction. 
Would she have fallen back into using, physically willing herself to die? As it happened, she 
only had her thoughts. And in the midst of these thoughts, she met my colleague, John Bell, and 
found a community of activists. Shortly after her release, Waheedah joined our TEACH 
(Treatment Education Activists Combating HIV) Outside program to learn about living healthy 
with HIV, accessing the services she needed, and becoming active in local struggles around 
prison health care.1 Over the five-week course, John Bell and I were able to walk alongside 
Waheedah as she grappled with her most distressing moments. We earned not just her respect as 
professionals, but also her trust as friends. Through this closeness, TEACH Outside became a 
new beginning for Waheedah. After graduating, she started doing activist work to change the 
health care in the Philadelphia jails. She found hope in this struggle for justice and found her 
voice beyond the threads of HIV and imprisonment that had once entwined her. 
 
Identifying HIV Prevention Justice Issues through the Stories of Our Communities 

My task in this discussion paper is to explore how imprisonment promotes people’s 
vulnerability to HIV, and what concrete measures would reduce the number of people 
imprisoned and mitigate the effects of imprisonment on our communities. Addressing these 
concerns requires stepping close to the people most marginalized in this epidemic, and listening 
in their stories for which structural injustices are to be prioritized as HIV prevention justice 
issues. As such, Waheedah and her fellow TEACH Outside classmates will be my guides as I try 
to navigate this nexus of HIV and imprisonment. Each of their stories has impressed upon me 
that vulnerability to HIV infection is rooted not in the behaviors that can transmit HIV, but rather 
in people’s entrapment in structures of socio-economic injustice that make it difficult, if not 
impossible, for them to protect their health. If work to end the AIDS epidemic is to be successful, 
this work must address these root causes fueling the AIDS epidemic in our communities.  

In my years working alongside people with HIV who are currently/formerly imprisoned, I 
have met countless numbers of people wading through the post-imprisonment policies that 
restrict their access to services, benefits and jobs, people who are often suffering these struggles 
in silence without the support of community. From their vivid memories of loved ones dying, to 
their negative experiences with service providers, to their fruitless attempts at fighting for their 
needs, to their stories of family and friends abandoning them in the wake of their HIV diagnoses 
– every step they have taken to fight back and carve out a different path for their lives has been 
crushed. The cumulative impact of these experiences has left many convinced that things cannot 
change. Lifting the hold that HIV and imprisonment have had on their lives requires more than 
urgings not to fall prey to the despair that engulfs them most days. People need to be able to 
imagine a life beyond HIV and imprisonment; people need proof that things can change.  

Responding to this demand for real change necessarily brings us to questions of how to 
reduce the number of people imprisoned and how to mitigate the effects of imprisonment on our 
communities. Waheedah’s story and those of her fellow TEACH Outside classmates are thick 
with the desire to create the lives they want to live and with the need for genuine community 
support. This desire and this need have been created, in large part by policies and laws ushered 

                                                
1 TEACH Outside was founded in 2000; Waheedah was a graduate of the Fall 2003 class. 
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in under the guise of the ‘war on drugs,’ revealing that HIV and imprisonment are not isolated 
crises that happen to overlap in some people’s lives, but rather interdependent crises that are 
together accelerating the destruction of our communities. Thus, it is absolutely critical that HIV 
prevention justice work incorporates a focus on: 

(1) What sentencing laws need to be repealed;  
(2) What reentry policies need to be revoked; and  
(3) How community support can be rebuilt.  

While this three-pronged focus is critical for identifying potential campaigns, it is just as 
important to remember that these distinctions are quite meaningless in the lives of people who 
are currently/formerly imprisoned. People are wading through legal, policy and support crises 
simultaneously; they are wading through these crises at this very moment. Thus, as we move 
forward with identifying concrete campaigns to reduce the number of people imprisoned and 
mitigate the effects of imprisonment on our communities, we should not and cannot separate the 
campaign goals from the process of campaign organizing. As my work in TEACH Outside has 
shown me, and Waheedah’s own struggle is testament to, campaigns to address sentencing 
reforms and post-imprisonment burdens are means of building community support; and 
community support projects provide the direction and nuance necessary to win changes in 
sentencing laws and reentry policies. As such, this discussion paper seeks not only to identify 
potential campaigns to address the toll that imprisonment has taken on our communities, but also 
to underscore the importance of wedding work to reform sentencing laws and reentry policy with 
work to build community support.  
 
The Toll of the ÔWar on DrugsÕ on Our Communities 

Under the auspices of the ‘war on drugs’, drug policy in the 1980s began by pushing mass 
imprisonment over drug treatment, and bringing in a slew of laws and regulations designed to 
restrict the rights of people once they were released from prison. Currently more than 1 out of 
every 100 adults is confined in an American jail or prison, with the daily jail/prison census 
exceeding 2.3 million.2 This four-fold jump in prison population since 1980 is the direct result of 
increased policing, prosecution, and sentencing for drug-related crimes.3 These policies have 
formed a multidimensional process of exclusion from participation in social activities, further 
institutionalizing the structures of racism and classism already woven into the fabric of United 
States society and history, and paving the way for the criminalization of poverty and 
homelessness that has characterized the urban renewal projects in many United States cities.4  

The hallmarks of drug-related sentencing ‘reforms’ have been:  
⇒ Mandatory Minimum Sentencing Laws.  The Anti-Drug Abuse Acts of 1986 and 1988 

included provisions for severe mandatory minimum drug sentences, which removed the 
sentencing judge’s discretion to consider factors about the individual and the offense that 
would normally have been integral to the sentencing process. Mandatory minimums 

                                                
2 Pew Center on the States, Public Safety Performance Project. ÒOne in 100: Behind Bars in America 2008.Ó 
http://www.pewcenteronthestates.org/uploadedFiles/8015PCTS_Prison08_FINAL_2-1-1_FORWEB.pdf (accessed April 17, 2008): 
5. 
3 Marc Mauer.  Race to Incarcerate, revised and updated.  New York: The New Press (2006): 91. 
4 Toby Seddon. ÒDrugs, crime and social exclusion: Social context and social theory in British drugs- Crime research.Ó British Journal of 
Criminology 46 (2006): 82. 
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dictate a person’s sentence solely based on the weight of the drug; severity of a sentence 
is increased if a person is also in possession of a firearm. Within the federal system, there 
is no possibility of parole at any point during a person’s Mandatory minimum sentence.5 
While these federal laws generally served as models for state-level sentencing laws, New 
York’s Rockefeller Drug Laws of 1973 were quite influential in the formulation of 
federal mandatory minimum laws. 

⇒ Mandatory Sentencing Guidelines.  With the passage of the Sentencing Reform Act of 
1984, Congress established the United States Sentencing Commission in an attempt to 
regulate sentencing disparities among judges. The United States Sentencing Commission 
wrote guidelines that included sentencing ranges for all convictions. Under these 
guidelines, the circumstances of a case could be considered at sentencing, allowing 
judges the discretion to hand down a sentence at the high or low end of the range. 
Effective in 1987, the drug sentencing guidelines were quickly increased to match the 
sentences required under federal mandatory minimums, removing judicial discretion at 
sentencing.6  

⇒ 3-Strikes Laws. A further outgrowth of the mandatory minimum sentencing were ‘3-
Strikes Laws,’ mandating life in prison for a third felony conviction, without eligibility 
for parole until a considerable time into a person’s sentence, generally twenty-five years. 
Beginning in California, twenty-six states and the federal government now have ‘3-
Strikes Laws’ on the books. Additional state-initiated provisions include severe 
mandatory sentences for people selling drugs near specific locations like schools.7 

The effect: more people are serving longer sentences for mostly nonviolent crimes that could 
arguably be better addressed through drug treatment programs. At present, about 80% of people 
in U.S. prisons report histories of addiction, and only about 15% of them are receiving drug 
treatment.8  

The ‘war on drugs’ has always primarily affected poor people of color. While drug use is 
equal across race lines, people of color are arrested, convicted and sentenced at dramatically 
higher rates than white people. Black people represent 14% of all illicit drug users but account 
for 37% of the people arrested for drug offenses and 56% of those imprisoned for drug offenses.9 
Sentencing ‘reform’ has also increased these racial disparities. One of the most widely-cited 
sentencing reforms is that five grams of crack carries the same mandatory five-year sentence as 
five-kilograms of powder cocaine; black people have consistently represented 80-85% of those 
charged with crack offenses.10 With 35% of black men between the ages of 25 and 34 currently 

                                                
5 Marc Mauer and Ryan S. King.  2007.  “A 25-Year Quagmire:  The ‘War on Drugs’ and Its Impact on American Society.” 
http://www.sentencingproject.org/Admin/Documents/publications/dp_25yearquagmire.pdf (accessed April 27, 2008). 
6 (Families Against Mandatory Minimums, ÒThe case against mandatory sentences.Ó 
http://www.famm.org/Repository/Files/PrimerFinal.pdf (accessed April 28, 2008): 11-2. 
7 Ibid. 
8 Rachel Maddow, Pushing for Progress:  HIV/AIDS in Prisons.  (Washington, DC:  National Minority AIDS Council, 2002) 25.  Marc 
Mauer and Ryan S. King.  2007.  ÒA 25-Year Quagmire:  The ÔWar on DrugsÕ and Its Impact on American Society.Ó 
http://www.sentencingproject.org/Admin/Documents/publications/dp_25yearquagmire.pdf (accessed April 27, 2008). 
9 Marc Mauer and Ryan S. King.  2007.  ÒA 25-Year Quagmire:  The ÔWar on DrugsÕ and Its Impact on American Society.Ó 
http://www.sentencingproject.org/Admin/Documents/publications/dp_25yearquagmire.pdf (accessed April 27, 2008). 
10 Marc Mauer, Race to Incarcerate, revised and updated.  New York:  The New Press (2006): 171. 
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incarcerated, on probation or on parole,11 it is hardly an overstatement to say that an entire 
generation is behind bars. The impact of these racial disparities on communities has been further 
intensified by the disproportionate toll that the ‘war on drugs’ has taken on women. Since 1980, 
eight times as many women are incarcerated (compared to the four-fold increase for men), most 
of them for petty drug crimes or theft, and self-defense against abuse. 75% of these women are 
mothers, two-thirds with children under the age of eighteen. Looking at this impact on family 
structures from the other direction, an estimated 1.5 million children have at least one parent in 
prison.12 These racial and gender statistics overlap seamlessly with class statistics.13 

Alarming as these statistics might be, they cannot provide a picture of the lived experience of 
communities who are rapidly losing their fathers and mothers, their caregivers and providers. 
Families are left to cope with financial stress, childcare issues, and diminishing support 
structures in the wake of their loved ones’ imprisonments. The loss of a loved one’s income is 
compounded by prison collect call fees, expenses for prison visits, and lawyer fees, creating an 
often impossible financial situation for family members. This financial stress makes it more 
difficult for incarcerated parents to stay connected with their children, undermining family 
formation and leading to a gradual dissolution of family bonds over the five, ten, twenty years of 
a parent’s imprisonment. The social stigma of having a loved one in prison often serves to 
further disconnect these families from desperately needed communities of support, whether this 
disconnection happens because of outright community hostility or self-imposed silence to avoid 
that hostility.14 Finally, the sheer need for companionship may mean that those imprisoned and 
those left behind take new partners, relationships that often remain shrouded in silence out of a 
desire to honor one’s commitment to the pre-imprisonment relationship.15 

When loved ones are released from prison, family and community infrastructure is seldom 
improved. Loved ones face a series of “invisible punishments,”16 those laws and regulations that 
diminish the rights of people who are formerly imprisoned, including restrictions on:  

⇒ Voting Rights. 48 states have some restriction on voting rights for people with felony 
convictions, with seven states having a lifetime ban resulting in the permanent 
disenfranchisement of 5.3 million Americans. An estimated 13% of black men are 
currently unable to vote because of these restrictions, as compared with a 2% rate in the 
general American population.17 

⇒ Employment. As the restrictions placed on hiring teachers, child care workers, and 
medical professionals with criminal records have increased, so, too, has the ease for 
conducting background checks in professions without such restrictions. The increasingly 

                                                
11 Ernest Drucker, ÒDrug prohibition and public health: 25 years of evidence.Ó Public Health Reports 114 (1999): 21.  Black males born 
in 2001 or later have a 32% likelihood of imprisonment at some point in their lifetime (Marc Mauer, Race to Incarcerate, revised and 
updated.  New York:  The New Press (2006): 138). 
12 Marc Mauer, Race to Incarcerate, revised and updated.  New York:  The New Press (2006): 204-5. 
13 Ibid., 177. 
14 Donald Braman.  ÒFamilies and Incarceration.Ó  Invisible Punishment: The Collateral Consequences of Mass Imprisonment.  Eds. 
Mauer, Marc and Meda Chesney-Lind.  New York: The New Press (2002): 117-8, 121-2, 122-3, 131. 
15 amfAR.  “HIV in Correctional Settings:  Implications for Prevention and Treatment Policy.”  http://www.amfar.org/binary-
data/AMFAR_PDF/pdf/000/000/185-1.pdf (accessed April 27, 2008): 2. 
16 Jeremy Travis, ÒInvisible Punishment: An Instrument of Social Exclusion,Ó in Invisible Punishment:  The Collateral Consequences of Mass 
Imprisonment, Mauer, Marc and Meda Chesney-Lind, eds.  New York:  The New Press (2002): 15-36. 
17 Marc Mauer. ÒMass Imprisonment and the Disappearing Voters.Ó  Invisible Punishment: The Collateral Consequences of Mass 
Imprisonment.  Eds. Mauer, Marc and Meda Chesney-Lind.  New York: The New Press (2002): 50-1.  



McTighe 

 
Working to Reform Policy While Building Community Support    May 2008 

 

Community HIV/AIDS Mobilization Project (CHAMP) 
19 

public nature of criminal records, facilitated both by new technologies for tracking 
arrests, convictions and time served and expanded access to this information, has created 
severe barriers for people trying to find work after imprisonment.  

⇒ Educational Loans. The Higher Education Act of 1998 suspended eligibility for student 
loans and other educational assistance for anyone convicted of a drug-related offense.  

⇒ Public Housing. Statutes enacted in the 1990s enable public housing agencies and 
Section 8 providers to deny housing to individuals who have engaged in ‘any drug-
related criminal activity or other criminal activity which would adversely affect the 
health, safety, or right to peaceful enjoyment of the premises [by others].’ 

⇒ Welfare Assistance. Among the many changes ushered in through the welfare reform law 
of 1996 was the requirement that states permanently ban individuals with felony drug 
convictions from receiving cash assistance and food stamps. Under the law, violations of 
parole or probation also result in a temporary ineligibility for benefits.18  

These punishments operate totally independently of the criminal justice system; are not 
proportional to a person’s crime; and are generally indefinite restrictions for which people who 
are formerly imprisoned have no course of redress. As such, these “invisible punishments” make 
it nearly impossible for loved ones to secure jobs, find housing, receive financial assistance, and 
support their families once released from prison. Excluded from society’s traditional means of 
sustaining oneself, the imprisonment cycle almost inevitably continues. According to a June 
2002 study by the Bureau of Justice, two-thirds of loved ones will be rearrested within three 
years of their release, further eroding their family and community infrastructures.  
 
The Intersection of the AIDS Crisis and the ÔWar on DrugsÕ in Our Communities 

It was in the midst of this full-spectrum attack on communities through the racially biased 
sentencing laws and reentry policies that the AIDS crisis broke in the 1980s. While AIDS is still 
largely tracked by risk behaviors associated with the bodily fluids that can transmit HIV (blood, 
semen, vaginal fluids, breast milk), there is now a growing body of research documenting the 
reality that people in communities hardest hit by the policies of the ‘war on drugs’ knew from the 
start of the AIDS epidemic: HIV risk and vulnerability are far more accurately assessed by 
markers like poverty and socio-economic injustices that impinge upon people’s abilities to 
protect their health.19  

The ‘war on drugs’ has been a war on relationships, a war on people’s parents, spouses, 
partners and caretakers. These are precisely the relationships that form the basis of strong and 
vibrant communities; these are the relationships people depend on for assistance and support in 
times of need. In the wake of a partner’s imprisonment, a mother may suddenly be saddled with 
the impossible burden of making ends meet to keep a roof over her children’s heads and food in 
their bellies. If sex work feels like her only viable source of income, immediate needs like 
feeding her children and having a safe place to sleep are likely to take priority; long-term health 

                                                
18 Jeremy Travis, ÒInvisible Punishment: An Instrument of Social Exclusion,Ó in Invisible Punishment:  The Collateral Consequences of Mass 
Imprisonment, Mauer, Marc and Meda Chesney-Lind, eds.  New York:  The New Press (2002): 22-4. 
19 Arthur M. Fournier and Cynthia Carmichael, ÒSocioeconomic influences on the transmission of human immunodeficiency virus 
infection - The hidden risk.Ó Archives of Family Medicine 7 (1998): 214-217; Merrill Singer ÒAIDS and the Health Crisis of the United 
States Urban Poor Ð The Perspective of Critical Medical Anthropology.Ó  Social Science and Medicine 39 (1995):  931-948. 
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consequences like risk for HIV infection might not even register in the midst of such pressing 
crises. Moreover, the sudden imprisonment of a partner poses a threat to what might have 
otherwise been a committed relationship, particularly if a partner will be imprisoned for a 
lengthy sentence, as is common under the ‘war on drugs’ sentencing reforms. The beginning of 
concurrent relationships, whether by the imprisoned partner or the partner remaining on the 
outside, can increase a couple’s risk for exposure to HIV infection.20 

As the ‘war on drugs’ has progressed, more and more people have been put in the position of 
making such impossible decisions. And because of the racial bias that has infused the increased 
policing, prosecution, and sentencing of the last twenty-five years, the health crises created by 
the ‘war on drugs’ have most impacted communities of color, particularly black communities. As 
such, the new sentencing laws and post-imprisonment punishments ushered in by the ‘war on 
drugs’ have become primary forces fueling the black AIDS epidemic in the United States. And 
their impact has been profound. By every measure, black people are being infected, getting sick 
and dying from AIDS at much greater numbers than any other racial/ethnic group. According to 
Centers for Disease Control and Prevention statistics, 49% of all new HIV infections and 50% of 
new AIDS diagnoses are in black people. Black women account for 66% of new HIV/AIDS 
cases among women in the United States, and AIDS is the leading cause of death among black 
women ages 25 to 34. 

Furthermore, by targeting people at highest risk for HIV, the ‘war on drugs’ has also 
dramatically increased the number of people with HIV behind bars. Each year, as many as one in 
four people with HIV pass through a correctional facility.21 Because of drug use in prison and 
because of sex – whether by choice or by coercion – HIV transmission risk in prison is real. This 
risk is not being addressed, as access to condoms, clean needles, anti-rape interventions and 
other harm reduction tools remain scarce in jails and prisons throughout the country.  

The magnitude of the overlapping HIV and prison crises is only further exacerbated by the 
devastating combination of inadequate health care and HIV stigma people face while 
imprisoned. The hallmarks of for-profit prison health care are frequent lapses in medications, 
poor access to emergency care, and fees for medical visits/prescriptions, all of which 
compromise people’s abilities to take care of themselves. Moreover, nearly every step people 
with HIV take to access health services runs the risk of breaking their confidentiality.22 The 
impacts of inadequate health care and HIV stigma are only intensified by the lack of 
comprehensive HIV education and support in prison. In prison systems without HIV education 
and support programs, people are left saddled with the understanding that HIV is a death 
sentence, both physically and socially. And in the current system, they are often correct. Whether 
people decide to seek medical care or refuse it, their lives are on the line – from the HIV or from 
the discrimination they face in their facilities. Thus, once released, people with HIV are 
generally sicker than when they entered prison. And they rarely have the referrals for medical 
care, housing, or drug treatment they need, problems only compounded by the series of post-
imprisonment punishments they face. Delay in receiving HIV treatment can mean a swift 
                                                
20 amfAR.  ÒHIV in Correctional Settings:  Implications for Prevention and Treatment Policy.Ó  http://www.amfar.org/binary-
data/AMFAR_PDF/pdf/000/000/185-1.pdf (accessed April 27, 2008): 2. 
21 Theodore M. Hammett, Mary Patricia Harmon and William Rhodes, ÒThe Burden of Infectious Disease Among Inmates of and 
Releases From US Correctional Facilities, 1997.Ó American Journal of Public Health 92 (2002): 1791. 
22 For example, correctional officers may find out protected health care information like someoneÕs HIV status when a person puts in 
a Ôsick call slipÕ to see the prison medical staff, and people frequently have their HIV meds called out by name in medication lines. 
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deterioration of the immune system; lack of housing means living in a shelter or on the streets; 
and lack of drug treatment leads to high rates of relapse and can hasten the road back to prison.  
 

Possible Directions for Sentencing Reform and Reentry Policy Reform  

Prioritizing the lives of people who are living with/at risk for HIV means stepping into the 
nexus of HIV and imprisonment. In states across the country, individuals and organizations are 
responding to the treatment, care and support needs of people with HIV who are imprisoned, and 
their needs upon release. Their struggles to combat health care inadequacies and HIV stigma in 
prison are far from over, but they remain ongoing. Thus, as the discussion papers prepared by 
Barry Zack and Mary Sylla describe, a major next step in addressing the immediacy of the AIDS 
crisis inside prisons is the widespread institutionalization of HIV prevention programs, including 
work to address rape in prison.23 Without ready access to harm reduction tools and anti-rape 
interventions, it will be impossible for people who are imprisoned to protect themselves against 
HIV infection.  

But comprehensively addressing the AIDS crisis in prisons requires not only work to 
mitigate people’s risk for HIV transmission, but also work to challenge those systems and 
structures that have put people at risk for HIV in the first place. As such, two critical HIV 
prevention concerns are:  

(1) How to reduce the number of people imprisoned; and  
(2) How to mitigate the effects of imprisonment on communities.  

As discussed above, the AIDS crisis for people who are currently or formerly incarcerated 
has been created. The drug-related sentencing reforms of the ‘war on drugs’ have dramatically 
increased the number of people currently imprisoned, disrupting the relationships and institutions 
that once held their communities together in times of need. Post-imprisonment punishments 
further disrupt community infrastructure by making it nearly impossible for people who are 
formerly incarcerated to access the care and support they need even when they return to their 
communities. People are wading through decades of tough on crime legislation designed to limit 
their access to social services and prevent them from getting much needed support. These 
experiences have left many convinced that services simply do not exist. And they are often right. 
Thus, sentencing reform and reentry policy reform is necessary if one is to take seriously the 
depth and intricacies of how grief has subsumed hope, how people can imagine no future, how 
even the present is difficult to live through.  

Effectively reducing the number of people imprisoned and mitigating the effects of 
imprisonment on communities necessitates a multidimensional approach, including legislative 
work to repeal unjust sentencing laws and restrictions placed on people with criminal records; 
advocacy to funnel money allocated for policing and prisons into community-restoration projects 
like addiction programs, education, jobs, and housing; and comprehensive education focused on 
building people’s skills to access these services once released. Individuals and organizations in 
communities across the country have long-since stepped forward to fill some of these service 
gaps and training needs; this difficult work has recently received much needed financial support 

                                                
23 For more information on ongoing work to address rape in prison, please see Stop Prisoner Rape at 
(http://www.spr.org/en/contact.asp). 
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with the passage of the Second Chance Bill, which will increase funding for mentoring 
programs, drug treatment, job training, and services for children of imprisoned parents.24 But 
even with this infusion of support for constructive, community-centered approaches, ‘war on 
drugs’ sentencing laws and post-imprisonment punishments have remained largely intractable 
barriers. As such, reforming these policies is among the most pressing HIV prevention justice 
concerns.  

Sentencing Reform. By the mid-1990s, drug policy in the United States had begun to shift 
somewhat from an imprisonment to a treatment model of addressing drug use and addiction. The 
last decade has seen the rise of drug courts and alternative sentencing options like diversion-to-
treatment for people with low-level sentences. But these strategies remain both insufficient and 
incomplete. Rarely do they include the a comprehensive plan to address the multitude of post-
imprisonment restrictions people will face in building new lives, which present significant 
triggers for future drug relapses.25 Moreover, none of these strategies have lifted the stringent 
mandatory minimum sentencing laws instituted in the 1980s. As such, the United States has 
continued to see ever-rising arrests, convictions and prison sentences for drug-related offenses.26 
The national coalition Families Against Mandatory Minimums (FAMM) has identified three 
strategies for comprehensively reforming the ‘war on drugs’ sentencing policies that easily map 
onto HIV prevention justice concerns. 

⇒ Restore Judges’ Discretion to Fit the Punishment to the Individual.  As discussed above, 
mandatory minimum sentences have removed judges’ discretion in considering 
circumstances specific to a case at sentencing. Abolishing mandatory minimum 
sentencing laws and restoring judicial discretion at sentencing would provide for 
flexibility in sentencing, as well as the possibility of defendants to appeal the decision if 
deemed too harsh (and for prosecutors to appeal if deemed too lenient). The goal of 
restoring judicial discretion is not only so that this discretion is possible in future cases, 
but also so that prior mandatory minimum sentences can be reviewed retroactively.  

⇒ Support Sentencing Guidelines.  In 2005, the U.S. Supreme Court made the United States 
Sentencing Commission’s guidelines advisory, not mandatory. As such, judges are now 
able to exercise discretion above or below the suggested sentence range based on 
circumstances in a case. These now advisory guidelines, however, do not trump federal-
level drug offenses for which a mandatory minimum is triggered, nor do these guidelines 
trump state-level mandatory minimums. And this change to sentencing guidelines was 
not made retroactive, so there is currently no means for reviewing prior drug sentences 
unless battles are waged to reform the guidelines for specific drug-related sentences, like 
the recent victory around crack cocaine sentencing guidelines (see below).  

                                                
24 For more information on the Second Chance Act, including how the campaign was built, what successes it entails, and what 
compromises had to be made to pass the bill, see: (http://www.sentencingproject.org/NewsDetails.aspx?NewsID=591). 
25 Analyzing the inadequacies of current drug diversion programs is critical, since some ongoing evaluations of these strategies show 
discouraging results (i.e. re-imprisonment, despite drug treatment).  Unless these negative evaluations are contextualized within the 
multitude of forces that can fuel addictions, it is likely that we will see a slowing or even defunding of diversion-to-treatment 
strategies. 
26 Marc Mauer and Ryan S. King.  2007.  ÒA 25-Year Quagmire:  The ÔWar on DrugsÕ and Its Impact on American Society.Ó 
http://www.sentencingproject.org/Admin/Documents/publications/dp_25yearquagmire.pdf (accessed April 27, 2008). 
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⇒ Use ‘Smart-on-Crime’ Approaches.  One of the most devastating effects of the ‘war on 
drugs’ has been the criminalization of what is a medical and social issue. As such, 
positive changes to drug policy are necessary if the logic of the ‘war on drugs’ is to be 
reversed. This requires not only the institution/expansion of diversion to treatment 
options, but also the redirection of funds to expand supportive services. Programs that 
provide housing, drug treatment, education and employment offer a vital and currently 
missing safety net for people struggling in the communities hardest hit by HIV and 
imprisonment. Recognizing that addiction, like HIV vulnerability, is often fueled by 
socio-economic injustices, such ‘smart-on-crime’ approaches offer the possibility of 
addressing the root causes of addiction.27 

Currently, FAMM’s work is focused on repealing the crack cocaine federal mandatory 
minimum. Effective November 1, 2007, the US Sentencing Commission amended the federal 
sentencing guidelines to reduce the severity of crack cocaine offenses; this decision is being 
applied retroactively, allowing for all those sentenced under the previous federal guidelines to 
file motions to have their sentences reduced in accordance with the new guidelines. As 
tremendous as this victory is, this change has no impact on the federal mandatory minimum for 
crack cocaine (5 grams=5 years, 50 grams=10 years), nor on state-level mandatory 
minimum/drug sentencing laws. Thus, the struggle around mandatory minimum sentences for 
crack cocaine and other drugs continues. 

As we consider how to best move forward with concrete campaign work around sentencing 
reform to address the root causes of HIV vulnerability, FAMM and the Drug Policy Alliance 
(DPA) are important allies. Both have ongoing national-level campaigns, as well as several 
active state-level coalitions. Moreover, both offer state-by-state assessments of mandatory 
minimum/drug sentencing laws that could guide campaigns implemented by HIV and prison 
advocates at the local level:  

⇒ DPA: http://www.drugpolicy.org/statebystate/; and 
⇒ FAMM: http://www.famm.org/Repository/Files/82751_Positive%20Trends.pdf. 

In the interest of providing ease of entry for new Project UNSHACKLE coalition members 
who may feel passionate about sentencing reform but lack organizing experience, the ability to 
connect with FAMM and DPA campaigns seems invaluable. Thus, a suggested next step would 
be to approach FAMM and DPA about the logistics of such an alliance, including identifying 
people at FAMM and DPA who would be able to direct Project UNSHACKLE coalition 
members to campaigns in their region, as well as suggested background information we should 
incorporate into the Project UNSHACKLE toolkits.  

Reentry Policy Reform.  Post-imprisonment restrictions remain some of the most insidious 
outgrowths from the ‘war on drugs’ logic to criminalize the drug use of a few. Often added 
haphazardly as ‘riders’ to various bills, post-imprisonment restrictions show little consideration 
for the merit of permanently disenfranchising someone, for instance, based on a single drug 
possession charge. Moreover, the impact of most of these post-imprisonment restrictions is 
difficult, if not impossible, to measure, because the process of enforcing the restrictions is often 
left to the discretion of employers, housing counselors or welfare caseworkers. What is certain, 
                                                
27 For more information on Families Against Mandatory MinimumsÕ strategies for reforming the Ôwar on drugs,Õ please see 
http://www.famm.org/ExploreSentencing/TheIssue.aspx  
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though, is that people’s social exclusion does not cease at the conclusion of their mandatory 
minimum sentences; post-imprisonment restrictions have ensured that people are often 
permanently excluded from the political and social dimensions of American society. It is 
precisely this comprehensive process of social exclusion that is at the root of HIV vulnerability 
in communities most heavily impacted by imprisonment.  

Because of the haphazard enactment and subjective enforcement of post-imprisonment 
restrictions, the process for policy reform often requires tackling these restrictions one by one. 
Legislative reform must be combined with comprehensive education and monitoring of service 
gatekeepers at each stage if policy reforms are to have a meaningful impact on the discretion 
currently exercised in approving or denying access to services. Considering some of the most 
devastating post-imprisonment restrictions, there are several next steps to consider in advancing 
reentry policy reform as an HIV prevention justice concern. These include: 

⇒ Lifting the Ban on Public Housing.  Through the Housing Opportunity Program 
Extension Act of 1996, the federal government authorized public housing authorities to 
obtain criminal record information and drug treatment records for all housing applicants. 
In what is called the ‘one-strike initiative,’ housing authorities were granted the ability to 
deny admission to public housing and immediately evict housing tenants (without any 
grievance procedure) on the basis of past or current drug use. Most legal challenges to 
these housing policies have failed, and because of this, advocates have begun to focus on 
local community-organizing campaigns aimed at getting public housing authorities to use 
what little discretion they have in housing admissions and lease development. But a 
national campaign focused on modifying federal public housing laws remains a critical 
issue to be explored.28  

⇒ Lifting the Ban on Benefits.  The ban on cash benefits and food stamps enacted through 
the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 has been 
more successfully challenged across the country. States are able to pass laws to either opt 
out or narrow the lifetime ban on benefits; over half of the states have already been called 
to do so through the legal and legislative organizing work of local activists. The passage 
of such laws is most effective when combined with community-organizing work that 
ensures that letters announcing the modifications to the benefits law are mailed to all state 
residents who have ever applied for public assistance, and education is conducted with 
staff at local welfare offices to ensure fair and consistent application of the new law.29 

⇒ Eliminate Barriers to Employment After Release.  Most states allow employers to 
disqualify potential job applicants on the basis of any criminal record, regardless of the 
seriousness of imprisonment history and how much time has passed since a person was 
last imprisoned. Moreover, such disqualifications based on criminal record absolve 
potential employers from having to consider applicants on the basis of their work 
histories or qualifications for the job being sought. Legal and legislative action is needed 
to address this discretion in hiring practices, including laws to prevent employers from 
seeing arrests that did not lead to convictions, and laws requiring employers to assess 
applicants’ qualifications and abilities to perform a job regardless of criminal record. But, 

                                                
28 Drug Policy Alliance.  ÒCollateral Consequences: Denial of Basic Social Services Based Upon Drug Use.Ó  
http://www.drugpolicy.org/docUploads/Postincarceration_abuses_memo.pdf (accessed April 28, 2008): 2-3. 
29 Ibid., 4-6.  
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again, community-organizing work must accompany these legal and legislative strategies 
if such reforms are to be enforced.30  

⇒ Restore Voting Rights to People with Felony Convictions.  Given the variation among 
voting restrictions state-by-state, restoring voting rights for people with felony 
convictions involves local legislative and legal organizing work. But as with all of the 
above post-imprisonment barriers, local community-organizing work must accompany 
any legislative changes if protection of voting rights is to be ensured. Moreover, targeted 
voter registration, including in county jail systems where people might be charged but not 
sentenced, is an equally important component of this work.31 

The Legal Action Center has recently completed a two-year study on the legal obstacles that 
formerly incarcerated people face when they attempt to reenter society. Their ‘After Prison: 
Roadblocks to Reentry’ includes state-by-state report cards, as well as advocacy toolkits for 
taking on concrete campaign work to address post-imprisonment restrictions.32 The Legal Action 
Center also provides resources for mounting campaigns around specific restrictions, including: 

⇒ Housing: http://www.lac.org/toolkits/housing/housing.htm;  
⇒ Benefits: http://www.lac.org/toolkits/TANF/TANF.htm; and  
⇒ Employment: http://www.lac.org/toolkits/standards/standards.htm. 
Given the challenges around achieving changes to these post-imprisonment restrictions, these 

resources are, at minimum, guides for mapping out the direction of potential HIV prevention 
justice campaigns to address reentry policy. As with work around sentencing reform, building an 
alliance with the Legal Action Center to facilitate ease of entry for new Project UNSHACKLE 
coalition members who lack organizing experience seems an important option to consider. 

The Right to Vote Campaign33 is a national collaboration of the American Civil Liberties 
Union, the Brennan Center for Justice at NYU School of Law, and the Sentencing Project. 
Working closely with state and local partners, the Right to Vote Campaign is committed to 
lifting voting barriers for people with felony convictions through policy reform, litigation, public 
education, and voter registration. If Project UNSHACKLE decides to focus HIV prevention 
justice campaign work on voting rights for people with felony convictions, the Right to Vote 
Campaign seems an invaluable resource. Given the Right to Vote Campaign’s already 
collaborative structure, again, a logical first step would be to approach the Campaign about the 
possibility of building an alliance at a national level and through state and local partners. 

Towards a New Vision for Criminal Justice Policy.  Sentencing laws and post-imprisonment 
restrictions are not isolated policies, but are, rather, symptoms of the deeper logic of racism and 
classism underlying United States society. Thus, it is critical to ensure that Project 
UNSHACKLE campaign work always remains attentive to and in conversation about these 
broader systems of injustice that promote HIV vulnerability and, as such, are the fundamental 

                                                
30 Legal Action Center.  ÒStandards for Hiring People with Criminal Records.Ó  http://www.lac.org/toolkits/standards/standards.htm 
(accessed April 28, 2008). 
31 The Sentencing Project.  ÒFelony Disenfranchisement.Ó http://www.sentencingproject.org/IssueAreaHome.aspx?IssueID=4 
(accessed April 28, 2008). 
32 Legal Action Center.  ÒAfter Prison: Roadblocks to Reentry. A State-by-State Report Card.Ó 
http://lac.pmhclients.com/index.php/lac/126 (accessed April 28, 2008). 
33 For more information on the Right to Vote campaign, please see http://www.sentencingproject.org/RightToVote.aspx 
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targets of HIV prevention justice work. The vision of ‘smart-on-crime’ strategies advanced in 
FAMM’s framing of drug policy reform depends upon a quite radical shift of criminal justice 
policy away from punishing individuals towards healing our communities. The challenges that 
have been faced thus far in reforming post-imprisonment restrictions highlight the obstacles to be 
anticipated if such a shift toward community healing is not actively incorporated in Project 
UNSHACKLE campaign development. And while a 2002 Open Society Institute national study 
on attitudes towards the criminal justice system demonstrated that the current approaches to 
crime and punishment are in fact not supported by the majority of people in the United States,34 
the task of eradicating the roots of stigmatizing approaches to currently/formerly imprisoned 
people who are at risk for HIV remains an ever-pressing challenge.  

Working with Critical Resistance, both at the national level and in its local coalitions, seems 
an important next step for developing the resources and strategies Project UNSHACKLE 
coalition members will need to ground HIV prevention justice work in a vision of healing rather 
than punishment. Critical Resistance positions itself as a national grassroots coalition struggling 
for “the creation of genuinely safe, healthy communities that respond to harm without relying on 
prisons and punishment.”35 Similarly, Project UNSHACKLE campaign development should 
actively seek out alliances with coalitions working at the local, regional and state-levels, like 
California’s Justice Now,36 which may provide Project UNSHACKLE coalition members 
additional means for becoming involved in campaigns to address not only the legacy of drug-
related policy reform, but also to advance a restorative approach to criminal justice policy in the 
communities in which they live. In our work, we can also seek out and publicize concrete stories 
of community successes at the grass roots in promoting neighborhood safety and health with 
creative, non-punitive strategies and programs. Success in “decarcerating” our society will need 
to be built on new narratives and story lines replacing the failed ones of “lock ‘em up and throw 
away the key.” 
 
Working to Reform Policy while Building Community Support 

Realizing this new vision for criminal justice policy requires that we wed policy reform work 
and work to build community support in Project UNSHACKLE. Even if campaigns to reform 
sentencing laws and reentry policies are successful, even if these campaigns are accompanied by 
comprehensive community-organizing work to ensure that gatekeepers comply with the reforms, 
these new laws on their own cannot undo all of the damage that the ‘war on drugs’ has caused. 
Communities have endured a crippling 25-year assault, leaving them totally fractured if not 
almost dissolved. Funds, laws, and education will not solve the problem if there is no community 
for these funds, laws, and education to reach. Thus, HIV prevention justice work to counter the 
lasting impact of ‘war on drugs’ policies also requires a comprehensive project of community-
building.  

A critical first step in this project is the creation of supportive spaces for people who are just 
coming home. This approach may seem too incremental to people not immersed in the crises 
created by the ‘war on drugs,’ but this step is necessary because people are all too often starting 
                                                
34 Peter D. Hart Research Associates, Inc. for the Open Society Institute.  “Changing Public Attitudes toward 
the Criminal Justice System.Ó http://www.soros.org/initiatives/justice/articles_publications/publications/hartpoll_20020201/Hart-
Poll.pdf (accessed April 28, 2008). 
35 For more information on Critical Resistance, please visit http://www.criticalresistance.org/article.php?id=51  
36 For more information on Justice Now, please visit http://www.jnow.org/contact.html  
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with nothing. These smaller networks of people form the building blocks of vibrant community 
infrastructure. As such, effort must be invested in providing Project UNSHACKLE coalition 
members with the resources for advancing community-building work as part of an HIV 
prevention justice agenda to address sentencing laws and reentry policy. These resources should 
include linkages to local organizations working towards community restoration, including 
support projects run by people who are formerly imprisoned and faith-based mentoring 
programs. 

As this community-building work progresses in the various efforts pursued by Project 
UNSHACKLE coalition members, it is important to emphasize that community-building work is 
not and cannot be seen as separate from policy-reform work. Just as these communities will be 
centers for reflecting on the trauma of imprisonment, so, too, must they be centers for devising 
strategies to challenge the mechanisms of structural oppression. To position community-building 
as detached from policy-reform would just introduce more divisiveness, more hierarchy, into an 
already dehumanizing system. Moreover, without the direction of people who are formerly 
incarcerated, legislative work, advocacy and education will all lack the nuanced approach 
necessary to be truly transformative HIV prevention justice campaigns. As the paper presented 
by Rose Braz discusses, only with people who are currently/formerly incarcerated can this work 
unravel the layers of oppression and dehumanization in the criminal justice system that promote 
HIV vulnerability. Thus, effort must be invested in developing materials on building 
relationships with people who are currently/formerly imprisoned and supporting their leadership 
in Project UNSHACKLE campaigns. 
 
Focusing HIV Prevention Justice Campaigns through the Stories of Our Communities 

My experiences with Waheedah and her fellow TEACH Outside classmates has 
demonstrated to me time and time again that working within the community and by fostering 
hope, the promise of a future beyond imprisonment can become real to people here and now. As 
such, I see the process of campaign organizing as important not only for ensuring victory in 
reforming these root causes of HIV vulnerability, but also for what might be gained in working 
towards these victories. The policies ushered in by the ‘war on drugs’ have created a logic that 
focuses on problems, with resolutions only being possible ten, twenty, thirty years down the 
road. Countering this logic requires not only focusing on the feasibility of solutions to the HIV 
and imprisonment crises, but also demanding that these solutions are possible now. 

Like others in the one-third of people who are not rearrested within three years of their 
release from prison, Waheedah has not seen the total reformation of sentencing laws or reentry 
policies. But by being part of a movement working towards these changes, she has gained the 
community support and hope desperately needed in the midst of the HIV and imprisonment 
crises. Through her involvement in this work, she has become a leader in struggles that are 
actively working to mitigate the effects of imprisonment on their members in the course of 
broader campaign work to reduce the number of people imprisoned. As such, I believe one of the 
greatest insights that Project UNSHACKLE can provide new coalition members is that the 
process of reforming the policies that promote HIV vulnerability can itself be a means of 
reducing the number of people imprisoned and a means of mitigating the effects of imprisonment 
on individuals, families and communities. 
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Laura McTighe began work at the intersection of HIV, imprisonment, addiction and faith over 
ten years ago in the Philadelphia restorative justice and AIDS activist movements.  As founding 
Director of Prison Services for Philadelphia FIGHT, Laura spent five years living and working 
alongside people with HIV who were formerly imprisoned. In collaboration with John Bell and 
Jeanette Moody, she developed TEACH Outside, a community organizing program supporting 
people through the difficult transition home and building their leadership in movements to end 
the AIDS epidemic and transform the criminal justice system. She has had the privilege of 
mentoring and collaborating with TEACH Outside graduates in addressing prison health care 
policies, post-imprisonment restrictions, and threats to community support networks. 
 
In her research and organizing, Laura continues to focus on building community-led responses to 
address the HIV and imprisonment crises. During her Masters of Theological Studies, she has 
combined work in liberation theology and storytelling to speak to the vigor and imagination that 
persist in the midst of suffering. Soon to be finishing her graduate studies, Laura will be joining 
CHAMP to launch Project UNSHACKLE. She is also completing a manuscript exploring 
HIV/AIDS, gender justice and economic justice through the stories of Muslim women living 
with HIV.  
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ACT-UP Philadelphia Condoms in Philadelphia Jails  
Campaign (Overview)  

 
Discussion Paper for Project UNSHACKLE Meeting 

The John M. Lloyd AIDS Project at Stony Point Center, May 16-18, 2008 
 

By Waheedah Shabazz-El 
 

Good prison health, put very simply, is an essential component of good public health. In 2006, 
ACT-UP Philadelphia and the Philadelphia Prison System (PPS) met to explore ways to make 
health resource tools, i.e. condoms, more accessible and widely available to inmates in the PPS.  
 
ACT-UP negotiated and collaborated in good faith with the PPS through Commissioner Leon 
King and his staff on ways of fully implementing its condom access in prison statute, which had 
been in existence since September of 1988.  
 
ACT-UP Philadelphia chose to focus its efforts on HIV prevention on the inside with the 
assistance of the Community HIV AIDS Mobilization Project (CHAMP). We were affiliate 
members of CHAMP’s Prevention Justice Partnership pilot program early in 2006. ACT-UP 
Philadelphia was one of six groups across the United States that participated in this pilot project. 
For an entire year, the Prevention Justice Partnership offered technical assistance, campaign 
planning, skills sharing, weekly coordinator conference calls, and quarterly face-to-face two-day 
trainings to ACT-UP Philadelphia.  
 
Rationale for the Condoms in Jails Campaign 

Men and women who are incarcerated have been identified by the Centers for Disease Control 
and Prevention (CDC) as one of the highest risk groups for contracting and transmitting 
HIV/AIDS. 
 
The PPS and the Philadelphia Health Department made a judicious decision two decades ago to 
include availability of condoms as an intervention to increasing rates of HIV/AIDS in 
Philadelphia County Jails. However, following months of research, ACT-UP discovered that 
inmates in PPS had little or limited access to condoms. In many cases, inmates were not being 
advised that there were condoms available. In addition, we found that condoms were treated as 
contraband by many correctional officers.  
 
In addition to CDC reports verifying HIV transmission in correctional facilities, what prompted 
ACT-UP to meet with the PPS were taped interviews with correctional officers and formerly 
incarcerated individuals at the 4th Annual Beyond the Walls Prison Summit. The target audience 
for this event was ex-offenders and their supporters. At the event, ACT-UP members conducted 
taped interviews with numerous former inmates and PPS Correctional Officers who were in 
attendance.  
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While the PPS has been commended throughout the U.S. as a model for its progressive HIV 
prevention programs, we found that inmates were being punished for being in possession of 
these health resource tools (condoms).  

• ACT-UP was able to obtain a prison issued memorandum (dated September 7, 1988; 
attached) giving notice to their nursing staff that condoms would be distributed as part of 
their AIDS Prevention Program. 

• ACT-UP conducted extensive research and gathered data about the rates of HIV and 
STD’s in the city of Philadelphia (where most of these prisoners resided before their 
incarceration). We compiled a summary of our finding including data on the rise of HIV 
amongst men and women behind bars. 

• ACT-UP attended prison-related seminars where we conducted taped interviews with 
former inmates of the PPS and recently-released inmates from PPS. We asked them about 
their access to condoms while they were on the inside. 

1. Most were not aware that there even was such a program and were under the 
impression that condoms were a contraband item. 

2. The ones who knew that they could get condoms from the medical staff, lived in 
fear of being caught with them in their possession. If the correctional officers did 
a random search (also known as a “shake-down”) and discovered an inmate with 
condoms, the inmate was subjected to a disciplinary process. 

 
• ACT-UP discovered that despite the fact that the PPS Condom Program had been highly 

praised throughout the country as a “model” for other correctional facilities that have 
condom programs or are considering initiating them, the PPS condom program was a 
program in name only. Instead of protecting inmates’ health, the correctional officers had 
been allowed to treat this health issue as a moral issue and in fact were punishing inmates 
who were found to be in possession of “safer sex health resource tools = condoms.” 

 
First Meeting With ACT -UP Philadelphia and PPS Commissioner Leon King, July 31, 
2006. 

• ACT-UP shared our research summary on statistical data and transcripts from 
conversations to Commissioner King and his staff. 

• ACT-UP presented “Essential Baseline Goals” of a revised HIV prevention program that 
would get health resource tools into inmates’ hands without fear of retribution. 

• Commissioner King and staff said that they were unaware that inmates didn’t know that 
condoms were available, that correctional officers and medical staff were not in 
compliance with the condom distribution policy, or that inmates were being punished for 
being in possession of condoms. They assured us that inmate health and the prevention of 
the spread of HIV were top priorities for them. 
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PPS agreed to the following: 

1. Update and amend the current condom Prison Policy E.3.4.1. to reinforce to the 
correctional officers that condoms are not contraband and assured us that the policy 
would be fully updated and implemented within three weeks. 

2. Update inmate handbook to include the revised policy. 
3. Display posters in English and Spanish (created by ACT-UP Philadelphia) to make 

inmates aware that a prevention program is available. 
4. Allow wider access to condoms beyond the medical unit: 

• Social worker confidential areas 
• Inmate hygiene packages at intake 
• Inmate indigent packages for those with less than $5 on their books 
• Add condoms to the Commissary lists (which, in doing so, would send a crystal 

clear message to correctional officers that condoms were not contraband) 
• Free condoms would still be made available at the medical unit and put onto the 

medical carts that dispense medication on the blocks/units 
• Distribute female condoms and dental dams as well as male condoms, and these 

items would be available to all inmates. 
 
ACT-UP agreed to: 

1. Draft a script to be used in an inmate-specific educational video about safer sex and the 
use of condoms. 

2. Draft an inmate feedback survey to be used as an aid in evaluating the program. 
3. At the request of Commissioner, “get some positive press for the PP,” to counter the 

huge amounts of negative press the PPS had been receiving because of the prison 
overcrowding issues. 

 
PPS met with ACT-UP again on August 28, 2006; however Commissioner King was not 
present and the PPS had not complied with any of the above agreements. 

Our next meeting with the PPS was scheduled for Thursday October 19. But before that 
scheduled meeting, ACT-UP spent the interim time doing more work to keep the issue in the 
media as a way to apply pressure.  
 
 ACT-UP drafted two embargoed press releases  

1. One Positive. “Philadelphia Prison System Comes Up to Code on Inmate Health: ACT 
UP Applauds Commissioner King for Improving Condom Distribution Program” 

2. One Negative: “AIDS Activist Denounce Philadelphia Prison Commissioner’s Continued 
Failure to Stop HIV Spread in County Jails.”  

 
 ACT-UP prepared to call a press conference informing the public about our negotiations and 

advocacy on behalf of community health. 
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 ACT-UP members were interviewed by local Metro Daily Papers and The Philadelphia Gay 

News, and “Condoms in Jails” was featured as the “Question of the Day” in the public 
opinion section of the Metro 

 
 A Call to Action! December 12, 2006 sparked activist and allies from across the country to 

participate in and ultimately dominate an online survey poll conducted by NBC TV: “Should 
inmates receive condoms in jail” 

  
 The results of the NBC poll as to "should inmates receive condoms while in jail: 

• 1,267 or 93% voted YES 
• 96 or 7% voted NO 

 
ACT-UP met with PPS and staff members of the City’s AIDS Activity Coordinating Office 
(AACO), as scheduled, on October 19, 2006 during which Commissioner Leon King announced 
that he would agree to sign an updated, revised version of Prison Policy E.3.4.1. He would do 
this as a measure to promote good health within the Philadelphia County jails. Commissioner 
King would send the revised policy to his board for review and approval. 
 
The revised version of Policy E.4.3.1 included “suggested wording” from ACT-UP Philadelphia 
including: 

1. Access to both male and female condoms 
2. Access to condoms at medical intake 
3. Access to condoms at medication windows 
4. Access to condoms at physician sick call rooms 
5. Access to condoms at AACO health educator offices 
6. Access to condoms in indigent packages 
7. Access to condoms through prison commissary 
8. Access to condoms upon discharge 
9. Social Workers would advise inmates where condoms could be accessed 
10. Revision of Inmate Handbook to include area of condom access 
11. Posters in inmate common areas informing inmates about condom access 
12. Updated (inmate targeted) sex education video that would illustrate proper use of 

condoms 
 
October 24, 2006: ACT-UP Philadelphia released embargoed press release to KYW News.  
 
The next two to three month were a period of processing the revised policy. There were several 
interviews with local papers. We also replied to blogs that ridiculed our intentions. 
Most reporters and community members were eager to learn the outcome of the PPS decision on 
this major health issue. Initiating condom distribution programs targeted at inmates in 
correctional facilities remains to be an enormous undertaking 



Shabazz-El 

 
ACT-UP Philadelphia Condoms in Philadelphia Jails Campaign     May 2008 

 

Community HIV/AIDS Mobilization Project (CHAMP) 

34 

 
Many individuals would argue that giving condoms to inmates is promoting sex. The Center for 
Disease Control and Prevention (CDC) has concluded from a study on HIV transmission in the 
Georgia Department of Corrections that the vast majority of sex (which included sex between 
prisoners and correctional officers) was consensual. 
 
From this study, we all gain the undisputable awareness that sex is, in fact, occurring in 
correctional facilities and that the sex in prison isn’t only and always due to rape. 
 
In an address delivered by Bill and Melinda Gates to the 16th International Conference on AIDS 
on August 13, 2006 in Toronto, Canada, Melinda Gates said, “Some people believe condoms 
encourage sexual activity, so they want to make them less available. But withholding condoms 
does not mean fewer people have sex; it means fewer people have safe sex, and more people die. 
This is a serious obstacle to ending AIDS. In the fight against AIDS, condoms save lives. If you 
oppose the distribution of condoms, something is more important to you than saving lives.” 
 
Finally, after several months of anticipation, skepticism, and controversy, the revised HIV 
Prevention Policy E.3.4.1 was officially signed by Commissioner Leon King on January 31, 
2007. I recall a private conversation with Commissioner King during which I asked him why he 
was wiling to make such a controversial decision. He replied, “Ms Shabazz, because it was the 
right thing to do.” 
 
The Policy signing was announced by ACT-UP in a press conference on February 9, 2007. The 
timing of the press conference coincided with another historical event known as African 
American HIV Awareness Day, also February 7. CDC data clearly point out that African 
Americans are disproportionately affected by HIV/AIDS and that communities of color are over 
represented in the criminal justice system, where the prevalence of HIV is said to be higher than 
in the general population. This was clearly a major victory that would improve the quality of life 
for those individuals who are incarcerated and considered as high-risk groups for contracting and 
transmitting HIV/AIDS. 
 
The revised Condom Policy would officially include: 

1. Real access to both male and female condoms for free 
2. Condom access at Medical Intake 
3. Condom access on Medication Carts and at Medication Windows 
4. Condom access at Treatment/Triage Areas 
5. Condom access at Physician Sick Call Areas 
6. Condom access at AACO Health Educator Offices 
7. Condom access for sale through Prison Commissary (attachments # 16 & 17) 
8. Inmates would be permitted to be in possession of up to 6 unopened condoms in their 

personal living quarters. 
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Evaluation Measures and Next Steps: 
• The Chief Implementation Officer is responsible for policy enforcement 
• AIDS Program Service Manager issues a quarterly report on the number of condoms 

given out system wide 
• Commissary vendor will ensure that male and female condoms are available as approved 

commissary items  
• ACT-UP Philadelphia will provide inmate-targeted video script for updated sex education 

video 
• ACT-UP Philadelphia will conduct an independent anonymous inmate survey using pre-

addressed, pre–stamped postal cards in English and Spanish 
• ACT-UP Philadelphia will design a poster to raise awareness of HIV prevention services 

in PPS in English and Spanish. 
 
Summary: 
ACT-UP Philadelphia as a Prevention Justice Partner to CHAMP was successful after a year 
long campaign that was able to convince the Philadelphia Health Department and the 
Philadelphia Prison System that condoms should be made available to both men and women in 
Philadelphia County jails. 
 
Our primary goal of this campaign was for inmates to gain better access to condoms during their 
incarceration, thus implementing a great policy that offered a practical and scientifically proven 
intervention for stopping the spread of HIV.  
 
Our secondary goal was to explore ways of getting the message to correctional officers that 
possession of condoms was not contraband but in actuality a responsible measure toward dealing 
with the reality of the escalating rates of HIV infections behind bars.  
 
Commissioner King’s decision to add condoms to the prison’s commissary provided the precise 
communication that would resound to his entire staff at PPS that condoms were not contraband 
and that inmates should not fear punishment or retribution for being in possession of condoms.  
 
Currently, ACT-UP Philadelphia continues to meet with PPS and serve as a watchdog group to 
this controversial policy revision that ultimately saves lives. In addition, we intend to keep 
pressure on the new PPS administration to extend condoms as health resource tools to the 
juveniles who are also housed in the Philadelphia Jails. 
  
  
Some news articles about the campaign: 

http://www.kyw1060.com/pages/112796.php?contentType=4&contentId=228561 
http://www.citypaper.net/articles/2006/12/21/rubbers-stomped 

http://www.nbc10.com/news/10512028/detail.html 
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Waheedah Shabazz-El is a 53-year-old African American Muslim female who was diagnosed 
with AIDS in 2003. She is a retired Postal Worker with 20 years of service to the United States 
Government. Waheedah is a Peer Educator/Consultant for Philadelphia Fight, is certified by the 
Philadelphia Department of Health in HIV Prevention, serves as an organizer for the 
Philadelphia County Coalition for Prison Health-Care and is a member of the PRHCN (Prison 
Re-Entry Health-Care Network). She also works with ACT-UP Philadelphia, works as Co-
coordinator Prevention Justice Partnership with CHAMP Network (Community HIV/AIDS 
Mobilization Project, based in New York) and sits on the Positive Committee for The Office of 
HIV Planning in Philadelphia. 
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Prisoner Access to Condoms in the United States Ð The Challenge of 
Introducing Harm Reduction into a Law and Order Environment 1 

 
 Discussion Paper for Project UNSHACKLE Meeting 

The John M. Lloyd AIDS Project at Stony Point Center, May 16-18, 2008 
 

By Mary Sylla, MPH 

Review of the Literature 

Calls for Prisoner Access to Condoms in the United States 
The combination of high HIV prevalence, documented risk behavior among prisoners and the 
high incarceration rates in the US have resulted in many calls for prisoner access to condoms in 
U.S. jails and prisons. The World Health Organization says, “[s]ince penetrative anal sex occurs, 
even when prohibited, in prisons, condoms should be made available to prisoners throughout 
their period of detention.” (WHO, 2004). The United Nations Joint Programme on AIDS 
concurs: “UNAIDS believes it is vital that condoms, together with lubricant, should be readily 
available to prisoners.” (UNAIDS). And the National Minority AIDS Council recommends that 
nonprofit organizations, government and public health agencies be allowed to distribute condoms 
in prison facilities, pointing out that “[e]nsuring access to condoms in prisons would not only 
protect prisoners, but also the health and lives of the people in the communities to which they 
will return.” (NMAC) In many other countries, including Canada, Australia, Costa Rica, and 
Brazil, South Africa and throughout Europe, prisoners have access to condoms (Hellard & 
Aitken, 2004; World Health Organization (WHO), 2001). International agencies consistently 
report that the in-custody condom distributions programs throughout Europe, Canada, and 
Australia encounter few problems and are well-accepted by both inmates and custody personnel 
(Hellard & Aitken, 2004; WHO, 2001). But in just two prisons and five jail systems in the U.S. 
(Braithwaite & Arriola, 2003; Hammett, Harmon, & Rhodes, 2002) 
 

Research on Prisoner Condom Access Programs 
Published research on programs providing prisoners access to condoms have focused primarily 
on acceptability of condom access to prisoners and staff, security issues associated with, 
frequency of condom access, and barriers to obtaining condoms from these programs (Dolan et 
al., 2004; May & Williams, 2002; Yap et al., 2007). Research has also examined staff attitudes 
regarding the implementation of HIV harm-reduction programs (including condom distribution), 
barriers to implementing such programs, and the use of makeshift barriers by inmates in the 
absence of condom distribution (Godin, Alary, Morissette, & Noel, 2001; Godin, Gagnon, Alary, 
Noel & Morissette, 2001; Mahon, 1996; Schaller & Harding, 1995; Seal et al., 2004). These 
studies have found that, once implemented, condom distribution programs tend to be accepted by 
both inmates and correctional staff (Dolan et al., 2004; May & Williams, 2002), do not appear to 
result in increased consensual or coercive sex (Yap et al., 2007), and do not lead to major 
                                                
1 Mary Sylla, JD, MPH, Director of Policy & Advocacy Center for Health Justice. The author wishes to 
acknowledge the assistance of research partner Nina Harawa, Ph.D. with the literature review section of this paper, 
Kate Monico Klein and Leon King for descriptions of the programs in San Francisco and Philadelphia, respectively, 
and the work of Dr. Harawa and Olga Grinstead, Ph.D. in evaluating condom access programs for prisoners with the 
Center for Health Justice. 
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security infractions, but have been associated with minor security violations such as using them 
as water balloons (Yap et al., 2007).  
 
Additional evaluations of condom access programs for prisoners are underway in two California 
jails – Los Angeles and San Francisco – and an upcoming pilot project in the California State 
Prison system. Preliminary data from the jail-based evaluations are consistent with the findings 
of other studies: that condom access programs for prisoners do not cause security/custody issues, 
and that prisoners take and use condoms when they are made available.  
 

Common Concerns About Providing Prisoners Access to Condoms 

Correctional administrators and staff have serious concerns about providing prisoners with 
condoms and prisoner condom access is opposed by correctional officials and staff in many 
settings. Studies of staff attitude towards prisoner condom access indicate general staff 
disagreement with condom distribution due to security concerns, based on the concept that 
introducing anything new into the security environment provides prisoners with an additional 
potential tool for conducting illegal activities including secreting contraband and assaulting staff 
with bodily fluids or excrement. (Godin, Alary et al., 2001) Further, in a rule-based environment, 
it is considered hypocritical to tell prisoners it’s illegal to engage in sexual activity and then 
provide the means to “safely” engage in that activity. Correctional administrators are loathe to 
send a message that they argue conflicts with official custody regulations regarding sexual 
activity in custody, and could be used by assailants to prevent evidence of sexual assault from 
remaining. They also express concerns about peer norms against distribution and personal 
principles against sexual activity between men. (Godin, Gagnon et al., 2001) Research 
documents that custody administrators and officers have these concerns, but research does not 
support the assertion that providing prisoners access to condoms will increase security 
infractions or result in custody problems. 
 

Conclusion from Research 

From the research, it appears that condom access programs for prisoners are acceptable and 
viable, and that concerns about the negative consequences are not supported by evidence. This 
implies that the barriers to advocating for increased prisoner access to condoms are not 
operational, but political. 
 
Existing Condom Access Programs for Prisoners: Case Studies of Successful Advocacy to 
Overcome Political Barriers to Prisoner Condom Access 

Prisoners have access to condoms in the U.S. in the following county jail systems: Los Angeles, 
San Francisco, Philadelphia, Washington, D.C. and New York. Prisoners have access to 
condoms in the state prisons in Vermont and Mississippi.2 This section examines three programs 
as case studies of successful advocacy for initiation, and in two cases, recent expansion of 
condom access for prisoners in correctional systems. The programs and their history and the 
political environment in they were initiated are described. It concludes with a discussion of the  

                                                
2 According to an Associated Press reporter, Mississippi provides prisoners access to condoms only for the purpose 
of family/conjugal visits. It does not provide prisoners access to condoms in custody on a regular basis. 
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events that have led to the development of a pilot project to provide prisoners access to condoms 
in one California prison facility. The purpose of examining the genesis and expansion of multiple 
condom access programs for prisoners is to try to understand what common elements exist, to 
help inform advocacy to further expand prisoner condom access.  
 
Case Study 1: San Francisco 
 
 Program Description 

San Francisco’s Forensic AIDS Project (FAP) provides prisoners access to condoms in the San 
Francisco County Jails. FAP is a division of the County Department of Public Health and is also 
a considered part of “Jail Medical Services.” FAP distributes condoms upon request through its 
public health nurses in one-on-one health counseling sessions, one per person, per request, and 
upon release to prisoners involved in their transitional planning programs for HIV positive 
individuals. In 2007, FAP, in collaboration with the Center for Health Justice and the UCSF 
Center for AIDS Prevention Studies (CAPS), expanded the means by which prisoners in San 
Francisco can access condoms; through a research study, a condom dispensing machine – a 
vending machine set to require no payment – was installed in a gym to which 800 prisoners have 
access once per week. Prisoners are allowed to take one condom from the machine per visit to 
the gym. During the study period (April through August 2007), about 70 condoms per week are 
taken from the machine.  
 
 History and Political Evolution of the Program 

In San Francisco, prisoners have had access to condoms through FAP’s health educators since 
1989. San Francisco was the first county jail system in California to distribute condoms. 
Nationwide, San Francisco was 5th in the country to implement condom distribution. At that 
time the Sheriff of San Francisco, Michael Hennessy – a progressive lawyer who was first 
elected in 1978 and remains Sheriff today announced that he would allow condom access for the 
county’s prisoners. Michael Hennessey is an example of an unusual law enforcement executive. 
For example, in the 1980s he was known, and criticized in the local press, for conducting deputy 
recruitment efforts in San Francisco bars catering to gay men. He argued that his staff should 
reflect the diversity of San Francisco’s population.  
 
At the time he announced that prisoners in San Francisco jails would have access to condoms, 
Sheriff Hennessey made the following statement in a press release:  
 

The historic struggle against A.I.D.S. (sic) has created responsibilities for jail and prison 
administrators far beyond the traditional mandates to run humane facilities and prevent 
escapes. The spectre of A.I.D.S. also makes us accountable to public health issues 
involving life and death for millions of Americans. 

— Sheriff Michael Hennessey, July 13, 1989 
 
A protocol was developed at that time, which applies to the one-on-one provision of condoms 
through the FAP health educators. It includes that: (1) every condom distributed required AIDS  
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education, (2) every condom distributed required counseling and (3) counseling includes the 
reminder that having sex in jail can be charged as a felony. 
 

Expansion of the Program 

In the fall of 2006, the Center for Health Justice, Dr. Grinstead and the FAP approached the 
Sheriff of San Francisco about installing a condom-dispensing machine, in part because of 
reports from FAP staff that the demographic characteristics of the health educator seemed to 
influence whether a prisoner being counseled took a condom. The Center for Health Justice 
sought to evaluate a more anonymous method of providing prisoners access to condoms, as well 
as less staff-intensive. The Director of FAP, a long-time friend of Sheriff Hennessey introduced 
Mary Sylla from the Center for Health Justice and Olga Grinstead of UCSF’s Center for AIDS 
Prevention Studies (CAPS) to the Sheriff. We asked for permission and a letter of support to 
apply for funding to conduct a study to determine whether it was feasible to install a condom-
dispensing machine in a prison. He seemed hesitant, but granted us permission to apply for the 
grant, and said, jocularly, to Ms. Kate Monico Klein, “What are you getting me into this time?” 
He appeared to warm to the idea even during the meeting, and was the one who suggested the 
location of the machine, the gymnasium. 
 
The dispensing machine program and its pilot feasibility were conducted by the Center for 
Health Justice in collaboration with the Forensic AIDS Project. The machine was installed in 
April 2007 in a gym to which 800 prisoners have access every week for their three hours of 
recreation. Prior to the installation of the machine Ms. Sylla attended briefings of all deputies 
who would be affected by the machine on the purpose of the programs and the associated rules. 
The day before the machine was installed she went, accompanied by the facility Captain and a 
deputy, to each housing unit of prisoners who would have access to the machine to explain the 
purpose of the program, and its rules. 
 
Just over a year since its installation, the condom-dispensing machine remains on the wall of the 
jail gym, is regularly restocked by FAP staff, and has resulted in no reported custody incidents or 
increased rule violations. Kate Monico Klein reports that among the “lessons learned” during the 
many years prisoners have been provided access to condoms in San Francisco are that none of 
the concerns originally articulated by custody about providing prisoners access to condoms were 
borne out, and that the relationship between custody and healthcare staff – those who provide the 
condoms and stock the machine – was significant to the ongoing success of these programs.  
 
Case Study 2: Philadelphia  
  
 Description of the Program 

In Philadelphia, the County correctional facility is called a “prison” – in most of the rest of the 
county, jails are the county facilities and “prisons” are state and federal correctional facilities. 
Prisoners in Philadelphia Prison have access to condoms both through nurses at sick call through 
the prisoner commissary – the prisoner “store” through which prisoners can generally buy food 
and hygiene items, stamps, envelopes, etc., using personal funds. The first method of condom 
access began in 1989; the commissary-based method is much more recent. Condoms are 
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available to all prisoners in the jail system, and under the current policy, a prisoner may have six 
condoms in his possession at one time.  
 
History and Political Evolution of the Program 

In 1988, advocates in Philadelphia approached Mayor Wilson Goode with the idea of providing 
prisoners in the Philadelphia Prison access to condoms, and, in response, he ordered the city's 
Public Health Department to begin providing condoms to prisoners. The city’s health 
commissioner agreed with this action, but the prison board did not. Condoms were provided 
through nurses at sick call. That method of prisoner condom access continues today. 
 
In 2000 prisoner and HIV advocates approached correctional administrators again, now Leon 
King, saying that although prisoners had access to condoms, correctional officers working in the 
jails regularly confiscated condoms from prisoners, apparently unaware of the formal policy that 
condoms are not contraband in the jails.  
 
Correctional administrators brought in community advocates to provide education to the 
correctional staff at roll calls. The purpose of this education was to provide basic HIV/AIDS 
information. At that time, a revised policy on condom access was announced: prisoners could 
have six unused condoms in their possession. 
 
 Expansion of the Program 
In 2006, according to press reports, prisoners who had recently been incarcerated were 
interviewed by community advocates and reported many barriers to receiving and keeping 
condoms. Correctional administrators decided to make condoms available for purchase through 
the commissary The purpose of this additional method of providing prisoners access to condoms 
was, according for former Prison Commissioner King, more to emphasize and publicize the 
policy that condoms were not contraband to correctional officers. According to anecdotal 
information, to date, very few condoms have been purchased through the commissary. 
 
Case Study 3: Los Angeles 
 
 Description of the Program 

In Los Angeles, the Center for Health Justice distributes free condoms to a segregated gay male 
population only, one condom per week per inmate, a limit imposed by the Los Angeles Sheriff’s 
Department. Each week, a Center for Health Justice staff member enters each of the three dorms, 
housing self-identified gay men segregated for their protection, gives a brief educational 
prevention presentation, consisting of the rules of the program and the jail and an HIV 
educational message, asks the inmates who would like a condom to form a line, and passes out 
one condom per inmate. Included in the health education message is a statement of California 
law regarding the illegality of sex while in custody. Since the program’s inception over 14,000 
condoms have been distributed, an average of 65 per week. 
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 History and Political Evolution of the Program 
The Los Angeles condom access program was the result of an unusual set of circumstances: in 
2002 a new Custody Chief, Taylor Moorehead – who at that time had recently been promoted 
from Medical Services – approached the Center for Health Justice about the possibility of 
designing a program that could provide gay male prisoners in dormitory-style housing units with 
access to condoms without involving custody staff or time. Chief Moorehead had worked closely 
with Health Justice’s Founder, Mary Sylla, for the previous three years on HIV issues in the jails. 
The two developed a working relationship of trust and respect and as she went from positions at 
other organizations (the HIV/AIDS Legal Services Alliance and the ACLU of Southern 
California) to an independent non-profit. Health Justice was asked to design and implement a 
program that would provide segregated gay male prisoner access to condoms without cost to the 
correctional administration or involvement of custody personnel in any way. The program began 
in late 2001 and has operated consistently and without incident since then. 
 

California State Prison Pilot – Case Study in Progress 
 
 Description of the Proposed Program 
If all goes as planned, in September 2008 ten condom dispensing machines will be installed five 
housing units in the California State Prison at Solano, one of two state prisons in the city of 
Vacaville, about 50 miles northeast of San Francisco. The machines will be provided by the 
Center for Health Justice and installed by the prison facility staff. HIV educational programs will 
support the provision of condoms through the existing Peer Education Program with assistance 
from Health Justice staff. The condom machines will be stocked and re-filled by Health Justice. 
The precise rules of the program have not yet been developed, but from discussions thus far, it 
seems likely that prison regulations will make condoms non-contraband in the specific housing 
areas where the machines are installed, but contraband elsewhere, including shared educational 
areas to discourage transportation of the condoms.  
 
The program will be rigorously evaluation by epidemiologist and researchers from the California 
State Office of AIDS. The planned evaluation will include in-depth pre-implementation 
interviews and surveys of staff and prisoners, with follow-up interviews during the one-year pilot 
period to determine effect of the program and to assess any negative impact on custody 
operations. 
 
 History and Political Evolution of the Program 
For the past two years, the California legislature has delivered to Governor Schwarzenegger’s 
desk a bill that would require the CDCR to allow non-profit or public health entities who wish to 
distribute condoms to prisoners to do so in California’s prisons. Twice the Governor vetoed the 
bill, but last year in his veto message, he recognized that the Los Angeles and San Francisco jails 
have projects that provide prisoners with access to condoms, and directed the CDCR to develop a 
pilot project to “determine the risk and viability of such a program by identifying one state prison 
facility for the purpose of allowing non-profit and health agencies to distribute sexual barrier 
devices.”  
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The CDCR moved relatively quickly to comply with the Governor’s veto message, and began 
convening the “Sexual Barrier Device Stakeholders’ Group” several months after the veto. 
CDCR staff visited the Los Angeles and San Francisco jail facilities and chose the dispensing 
machine model as the most feasible for the prison environment. The Center for Health Justice 
has been chosen as the provider of the services under the program, although there is currently no 
funding allocated by the CDCR or other state agency to pay for the services. 
 
Conclusion  

A review of these admittedly California-heavy case studies reveals common themes and help 
address the question of what successful prisoner condoms advocacy campaigns and programs 
have in common that might be adopted and replicated by advocates elsewhere to increase 
prisoner access to condoms in the United States. Common elements immediately apparent (and 
there and undoubtedly others) are: 

1) Active local HIV/prisoner advocates; 
2) A willing (if reluctant) executive; and 
3) A strong consistent relationship between public health service providers and corrections. 

 
1) Active local HIV/prisoner advocates 
In each case study, there were HIV advocates in the community specifically focused on prisoner 
populations when condom access for prisoners was successfully advanced. This means that in 
order to successfully advocate for prisoner access to condoms, a level of focus on the specific 
issue of HIV prevention for prisoners is required.  
 
2) A willing (if reluctant) executive 
In each case, a correctional or higher level governmental executive ordered correctional 
authorities to allow prisoners access to condoms. In most, formal protocols, or at least 
operational procedures were developed. There is not instance of such an activity beginning in an 
informal way, as a matter of practice, before being formally adopted as policy. This means that 
executive buy in is key to advocating for prisoner access to condoms. Since we might presume 
executive reluctance, education and advocacy are likely the keys to moving executives to 
willingness to increase prisoner access to condoms. 
 
3) A strong consistent relationship between public health service providers and 

corrections 
As something of a corollary to the previous point, where a strong relationship between public 
health service providers and corrections exists, it is not only easier to advocate for prisoner 
access to condoms, but easier to implement a program to provide them. “Public health service 
providers” may include jail medical services, departments of public health and also community-
based service providers who have developed relationships with a correctional administration that 
takes them out of the realm of “advocates” in the minds of correctional administrators. 
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In increasing prisoner access to condoms, the challenge we face is political, not practical. As 
Robert Fullilove has said, 

Any reservoir of infection as large as a prison would warrant, by simple public health 
logic, that we do our best to reduce the risk of transmission. The issue has never been “Do 
we understand what has to happen to reduce the risks? It’s always been, “Do we have the 
political will necessary to put what we know is effective into operation?” (Okie, 2007)  

A political challenge demands a political response. The Toolkits for Advocates and grassroots 
organizing activities that will ideally flow from UNSHACKLE and our weekend at Stony Point 
will be a step towards enlightened public health responses to the HIV epidemic among our most 
at-risk community members. 
 
 
 
Mary Sylla, JD, MPH, is the Policy & Advocacy Director of the Center for Health Justice. She 
founded the organization as CorrectHELP in 2000, having worked as a staff attorney at AIDS 
Project Los Angeles, and the ACLU of Southern California. She became interested in the issues 
of HIV+ prisoners, and HIV prevention in jails and prisons and founded Center for Health 
Justice to address the unmet needs of this population in Los Angeles. 
 
She now serves as Director of Policy & Advocacy, focusing on policy opportunities to improve 
HIV treatment and prevention for California's prisoners, and leading the organization's research. 
She has been instrumental in drafting legislation advocating condom distribution in the state's 
prisons, educating legislative and gubernatorial staff about HIV corrections issues, and 
influencing correctional policy decisions of HIV advocates throughout the state. 
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HIV Prevention Education In Correctional Settings 
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The John M. Lloyd AIDS Project at Stony Point Center, May 16-18, 2008 

 
Barry Zack, MPH and Katie Kramer, MPH/MSW  

 
This brief is adapted from: Zack, B., HIV Prevention in Corrections, in Greifinger, RB (editor). Public 
Health Behind Bars: From Prisons to Communities. Springer. New York 2007. 
 
The appalling health status of those in the correctional setting is a serious statement of the 
breakdown of our community health and social service systems. The medical, health and social 
issues that are not addressed in the community often find their way into the criminal justice 
system. HIV is but one of these issues. If we do not confront the lack of community mental 
health centers, barriers to substance abuse treatment, and lack of safe and affordable housing in 
our communities, then it is just a matter of time before those impacted by these disparities will be 
involved in the correctional system. 
 
There is a strong association between mental health and substance use; there is a strong 
association between homelessness and lack of medical care; there is a strong association between 
mental health and self-medication. All of these issues can be prevented, especially before the 
criminal justice system gets involved. We need to prioritize prevention…this is what Prevention 
Justice is all about. 
 
The following brief will give an overview of evidence-based HIV prevention education programs 
for correctional settings, core components of effective prevention programs, and a list of 
recommendations toward a comprehensive approach to HIV prevention in correctional settings. 
 
The Link Between Community and Correctional Health 
There are too many people incarcerated in the United States today, the highest rate in the world. 
The burden of disease among people who are incarcerated is many times greater than the 
community. But people on the inside today were on the outside not too long ago. The health 
status of people who are incarcerated is more of an indicator of community health than 
correctional health. People are far more likely to have brought a disease from the community into 
the correctional system when they arrive, than they are to have picked something up while 
incarcerated that they are taking back out to the community when they are released.  
 
Incarcerated men have been blamed for increasing rates of HIV and STI in the community. A 
recent editorial (Fullilove, et al. 2008) articulated how imprisonment does impact HIV and STI 
rates in the community. It is a result however, of how incarceration decreases the number of men 
in the community (i.e. it changes the male-female ratio) and that impacts sexual concurrent 
partnerships within the community. It is not from men getting HIV on the inside and bringing it 
out to their female sexual partners once they are released. 
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We cannot expect corrections to tackle these major public health issues on their own. Nor can we 
expect public health to take on the issues of public safety and correctional custody issues. We 
have to work together to collaborate. The authors have been working within this collaborative 
structure for over 30 years, and can attest that though it is not easy, it is both doable and feasible. 
The worlds of public health and corrections have different cultures and priorities. But the 
mutually beneficial goals of public health and public safety can and should bring these worlds 
together.  
 
Overview of Evidence-Based Prevention Programs 
Despite the long-standing recognized need for both primary and secondary HIV prevention 
within the correctional system, there have been few quantitative evaluations of HIV prevention 
interventions with incarcerated populations. In 2006, Bryan and colleagues reviewed this 
literature and found seven total studies published since 1991, only five of which were found to 
be effective (El-Bassel, Ivanoff et al. 1995; Grinstead, Faigeles et al. 1997; St Lawrence, 
Eldridge et al. 1997; Grinstead, Zack et al. 2001, Bryan, et. al, 2006). There are at least four 
additional published prevention interventions that have shown significant effects (Grinstead, et 
al. 1999; Bauserman, et al. 2003; Ross, et al. 2006; Wolitski, 2006) resulting in a total of nine 
known effective HIV prevention interventions involving people in the correctional setting. Only 
one of these interventions was limited to HIV+ participants (Grinstead, Zack, and Faigeles, 2001; 
Zack, Grinstead et al. 2004).  
 
It is important to note that the two individual level interventions that showed reductions in risk 
behavior were not exclusively disease or health focused, but instead emphasized individualized 
planning for housing, employment and education within the context of disease prevention 
(Grinstead, Zack et al. 1999; Wolitski R 2006). Most recently, Wolitski (2006) showed a 
significant difference in risk behavior at 6 months post-release as a result of a program (Project 
START) based on prevention case management and risk reduction counseling, in which the 
participant and program staff created an individualized prevention plan for the post-release 
period. Myers and colleagues (2005) also documented that pre- and post-release case 
management support can facilitate healthy behaviors.  
 
Despite the variety of approaches, the evidence suggests that both HIV-related risk behavior and 
factors known to be related to these risk behaviors can be reduced as a result of prevention 
programs in these populations. Furthermore, though far from conclusive, there is evidence that 
prevention programs should not be “disease specific,” but rather, should focus on multiple health 
issues and the factors that directly impact an individual’s ability to enact prevention behaviors. In 
other words, comprehensiveness increases effectiveness.  
 
Other than the published data, there are numerous community-based organizations, departments 
of corrections and county jails who are implementing programs that address these issues. Since 
most of these programs are not evaluated and/or published in the public health or criminal justice 
literature, we remain at a disadvantage in neither being able to summarize their methodologies 
nor being able to identify their potential effective outcomes. 
 
With only nine studies which show evidence of effectiveness in the past 20 years, we need to 
simultaneously replicate evidence-based interventions in the field while at the same time 
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incorporate innovative community-based intervention strategies that show great promise but 
which have not yet been tested or evaluated.  
 
Core Components of Behavioral Interventions 
The following set of core components is an attempt to combine both lessons from the literature 
and from the field. HIV prevention program development and implementation in the correctional 
setting require that four distinct components to be taken into consideration: 1) the type of 
intervention; 2) the timing of the program; 3) the content; and 4) the messenger. 
 
Type of Intervention 
There are multiple vehicles to intervene with this community. Some correctional facilities put up 
posters or distribute brochures and call it, “education,” when in reality it is solely “information 
sharing.” To be effective, education goes beyond simply sharing of information. Education 
should be initiated through both individual and group programming. Peer facilitated, multi-
session group or individual sessions that are comprehensive and client-centered are most 
effective. Different learning and literacy capacities should be taken into consideration, as should 
cultural issues, so that the content and delivery is intellectually appropriate for those receiving it.  
 

Additionally, the more that HIV prevention can be integrated into other health and related 
programs, the more effective it will be. HIV-specific programming can be counter-productive, as 
attendance and engagement are affected by stigma, perception of risk, and competing life 
priorities of the incarcerated population. Often times, staff are identified by their program 
involvement, the HIV program coordinator becomes the “AIDS person” and everyone interacting 
with him or her becomes suspect. This association has been shown to prevent individuals from 
approaching program staff with questions or concerns. By expanding the scope of the program, 
the staff could be identified as the “health person.” This wider association can increase the 
degree of accessibility and effectiveness of the prevention program. 
 
Timing 
Optimally, prevention education should be initiated at the onset of incarceration, be reinforced 
during incarceration, strongly emphasized during pre-release planning, and continued upon 
release. Prevention education must occur upon entry into the correctional facility to inform those 
coming into the system of ‘risks inside,’ as well as including the department policies about both 
behavior risks and screening or testing procedures. Education and skills building programs 
should be made available to the general incarcerated population to reinforce messages given at 
entry. Programs should also give access to resources and information for individuals to practice 
risk reduction strategies while incarcerated as best as they are able. Equally, if not more 
important, is the pre-release period. It is well documented that high-risk behavior occurs at the 
time period immediately following release (Zack, Flanigan et al. 2000). Thus, there is a strong 
need for pre-release programs that continue after release, such as transitional case management 
or risk reduction counseling programs.  
  
Content 
Just as the HIV epidemic is not equally distributed throughout the country, neither is the basic 
knowledge or skills necessary to prevent HIV. For some, basic HIV information is (still) required 
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before a more in-depth program can be initiated. If the basic information is not there, the 
perception of risk is non-existent and the program itself is less likely to be approved or accepted 
by the facility or by those who are incarcerated.  
 
Once there is a common knowledge base, the next phase of education includes increasing one’s 
perception of risk and skills specifically around risk behaviors (sexual, injection drug and other 
blood to blood risk behaviors). Increased perception of risk is achieved by the participant 
examining his or her own behaviors and understanding the risks involved. Skill development 
usually focuses on the proper use of condoms, strategies for encouraging condom use with 
partners, understanding and practicing syringe hygiene, increasing awareness of needle exchange 
programs, and other methods of prevention activities (including not sharing tattooing 
equipment).  
 
The Messenger 
The “messenger” of the HIV prevention message is critical in this environment. Examples of 
messengers include staff from correctional medical departments, local health departments or 
community agencies. Mistrust is pervasive in many correctional facilities. This mistrust is rooted 
in differing priorities between those doing time, correctional custody staff, and other correctional 
support staff. Therefore, a messenger who is viewed as neutral and trustworthy is critical.  
 
Over the past ten years, peer education has increased in both acceptability and effectiveness. By 
using a peer educator, the language is more relevant, trustworthiness is increased, and, as a 
result, the messages are more easily communicated and more likely to be considered. There are 
varying working definitions of “peers.” Some programs are staffed with currently incarcerated 
individuals while others utilize staff or volunteers from local community groups who have a 
history of incarceration. There are many current peer education curricula that were developed 
specifically for correctional-based programs. Examples of these curricula include: Bedford Hills 
Women’s Prison, ACE: AIDS Counseling and Education, (Boudin K, et. al. 1999), Canadian 
Federal Penitentiary Model, CAN: Con AIDS Network (Ploem C, Toepell A. 1996), Centerforce, 
Reach One Teach One, (Kramer, K., Zack, B., Heft, L., 2000) and the AIDS Foundation 
Houston, Wall Talk (Ross, et. al., 2006). 
 
Other Important Opportunities for HIV Prevention  
The focus of this brief is on educational prevention programs as a method of HIV Prevention. 
Other opportunities are presented below. Each one of these options is also a documented and 
important form of HIV prevention.  
 
Counseling and Testing: 
Counseling and testing works. When people learn of their HIV status, their behavior changes. If 
people test negative, we need to support their efforts to stay negative. If people test positive, we 
need to provide comprehensive prevention and treatment services that will support their efforts 
to live productive lives and reduce their risk of transmitting HIV to others. 
 
HIV testing within a correctional setting may have many implications for the individual. For 
example, if someone tests positive, he or she may be housed in a different location in the facility 
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or be transferred to an entirely different facility. This new correctional facility may be further 
away from friends and family and thus may affect the number of visits someone receives while 
incarcerated. Additionally, receiving a positive result while incarcerated may alienate someone 
from other incarcerated individuals due to stigma and fear. This isolation can exacerbate feelings 
of depression and anxiety for a newly diagnosed individual. On the other hand, if some one tests 
positive, he or she may have access to treatment opportunities while incarcerated as well as be 
linked to support and other community resources upon release that he or she may not otherwise 
have known about. 
 
Thus, it is very important for any correctional facility that is conducting HIV testing to have a 
strong pre- and post-test counseling program that: 1) clearly educates individuals on the facility’s 
testing policy (routine, mandatory, voluntary, opt-out); 2) delineates the implication of having an 
HIV+ diagnosis within the correctional system (i.e. housing policies, medical access and 
utilization procedures); 3) provides support for newly diagnosed individuals; and 4) links HIV+ 
individuals to a system of care and community resources both during incarceration and after 
release.  
 
Condom distribution and/or availability 
It is well documented that with consistent and proper condom use, HIV transmission can be 
prevented (National Institute of Health 2001; Hearst 2004; Holmes 2004). Yet, as of February 
2007, condoms are banned or unavailable in over 99% percent of U.S. prisons and jails. This ban 
is based on security concerns of misuse and strict interpretations of policies that prohibit sexual 
behaviors inside correctional facilities. But, no correctional system that has implemented a 
condom availability program (in either the United States or in the world) has been required to 
discontinue the program as a result of a security or custody issue (Dolan K 2003). Thus, denying 
condoms to people who are incarcerated cannot be justified on public safety grounds.  
 
There have been legislative efforts to pass condom availability programs for correctional 
settings. Many in the public and correctional health communities have advocated for such 
distribution programs. The WHO and UNAIDS have recommended for more than a decade that 
condoms be made available to people who are incarcerated. Currently, the state prisons in 
Mississippi and Vermont make condoms available, as do county jails in New York City, 
Philadelphia, Washington, D.C., San Francisco and Los Angeles. In both Los Angeles and San 
Francisco County Jails, the Center for Health Justice (CHJ) is evaluating their condom 
availability programs. The California Department of Corrections and Rehabilitation in 
collaboration with the California Department of Public Health and CHJ will soon start a pilot 
condom distribution project in one California prison. 
  
Access to clean injection equipment  
Though there are no sanctioned in-prison/jail syringe exchange programs in the United States, it 
is well documented that 1) injection drug use occurs in the correctional setting; 2) sterile IDU 
paraphernalia is extremely difficult to obtain; and 3) as with sexual activity, the risk is greater on 
the inside as a result of higher prevalence of HIV. An evaluation of correctional-based programs 
in Switzerland, Spain, and Germany that provide sterile needles and syringes found “no increase 
in drug use, a dramatic decrease in needle sharing, no new cases of infection of HIV or Hep B or 
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C, and no reported instances of needles being used as weapons.” (Dolan K 2003; Okie 2007). 
Thus, we need to be discussing how to make this work in the United States. 

  
If a safe syringe/needle exchange program is not legal or feasible, both the World Health 
Organization and the U.S. Centers for Disease Control and Prevention are on record as stating 
that other measures should be made available to prevent further transmission. WHO states that 
the provision of other cleaning techniques (e.g. bleach) should be used “where there is 
implacable opposition to NSP (Needle Syringe Programs).” The Centers for Disease Control and 
Prevention states that bleach should be made available “where no other safer options are 
available.” The WHO and UNAIDS also recommend that drug-dependence treatment and 
methadone maintenance programs be offered in correctional settings if they are provided in the 
community, and that needle-exchange programs be considered (Okie 2007). 
 
HIV and STI Treatment as Prevention  
Treatment of STIs can be a method of HIV prevention (Fleming and Wasserheit 1999). The 
presence of an STI can increase susceptibility of HIV infection. Thus, by treating these STIs, the 
risk of HIV infection is decreased. The same can be said about HIV treatment. By suppressing 
viral load, HIV treatment helps reduce the risk of HIV transmission (Porco 2004).  
 
Treatment of Substance Use 
There is a strong relationship between substance use and sexual risk behavior. Given the high 
percent of substance use of those in the criminal justice system (Bureau of Justice Statistics 
1997), substance abuse treatment is HIV prevention (Rich, Holmes et al. 2001; Fiscella K. et al. 
2004; World Health Organization 2005; Okie 2007).  

 
Mental Health Treatment 
A 2006 Bureau of Justice Statistics report documented the quadrupling of the number of 
mentally ill who are incarcerated in the past six years. Mental health disorders among those in 
state prison are five times higher than the community rates (Bureau of Justice Statistics 2006). 
People with undiagnosed or non - managed mental health disorders are less apt to have the 
cognitive capacity to enact traditional HIV prevention methods such as negotiating safer sex 
practices and cleaning syringes. Thus, increasing mental health treatment increases the success of 
HIV prevention. 
 
Expanded Prevention Outcome Measurements 
Different educational HIV prevention efforts have measured their successes with different 
outcomes. Though the bottom line outcome is not getting infected, there are a myriad of other 
outcomes that indirectly impact HIV incidence. Other outcomes that should be considered for 
evaluation of programs include: 

• Condom use both inside and after release 
• Use of sterile injection equipment both inside and after release  
• Decreased alcohol/drug use with sexual activity 
• Use of needle exchange programs (if available) 



Zack & Kramer 

 
HIV Prevention Education in Correctional Settings      May 2008 

 

Community HIV/AIDS Mobilization Project (CHAMP) 
52 

• Access and utilization of substance abuse and mental health treatment 
• Access and utilization of community health services  
• Access and utilization of community case management programs 
• Complying with parole and probation conditions  
• Staying out of the criminal justice system (and/or staying out for longer periods of time) 
• Family/support system involvement both during incarceration and after release  

 
Conclusion and Recommendations 
To have the greatest impact on the HIV/STI/hepatitis rates of the incarcerated, those formerly 
incarcerated, and the communities to which they are released, we should strive to make our 
prevention programs as comprehensive as possible. To stem the tide of this epidemic, prevention 
programs, whether focused on HIV, STIs, hepatitis, or any other health issues, must address the 
issues of housing, employment, health care access (including access to substance abuse and 
mental health treatment), and education. Without intervening upon the contextual factors that 
directly impact HIV risk behavior, we cannot hope to have a long-term impact on the incidence 
of this disease.  
 
Most HIV prevention programs focus on encouraging the individual to make behavior changes 
(i.e., the person engaging in high risk behavior). This is but one strategy for prevention. Other 
strategies include structural interventions (e.g., a comprehensive community health system), 
environmental interventions (condom and syringe availability), and policy level (sentencing 
reform) interventions. It will take a multi-strategy approach to truly impact HIV rates in our 
communities. Effective prevention programs for individuals in the correctional setting are multi-
strategy approaches with results that are felt not only by the individual program participant or 
client, but also by other incarcerated individuals (through diffusion), by correctional staff (either 
through observing the program for security reasons or through osmosis), by family visitors, and 
by community volunteers.  
  
Within the context of a multi-strategy approach, the following recommendations are based on the 
aforementioned review of the literature, current prevention research efforts, and the authors’ 
many years of program experience and behavioral research in the correctional setting: 

1. Comprehensive prevention education should be available to all those incarcerated, 
whenever and wherever possible. This education should be integrated into existing 
educational programs throughout the entire time of ones’ incarceration (e.g. upon entry, 
at correctional facility transfer, during the course of incarceration and - with an added 
emphasis- in the immediate pre-release period. 

2. Counseling (both pre- and post-test) and testing should be voluntary only, requiring opt-
in consent with an additional component to allow the individual to understand the 
ramifications of testing (either positive or negative) in the correctional setting. 

3. Policies should be adopted that will allow for preventive practices and disease prevention 
for individuals while they are incarcerated (condom availability, syringe exchange and 
tattoo cleaning).  
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4. Comprehensive treatment for HIV and STIs should be available that includes ongoing 
monitoring of health status including medication adherence. 

5. Substance abuse, alcohol and mental health treatment must be primary, secondary and 
tertiary prevention effort priorities.  

6. Comprehensive pre- and post-release transitional support must be offered to all those 
getting out that includes: a) continuity of any and all treatment; b) support with housing, 
employment and education; c) family and social support; d) ‘plugging’ into the 
community service network; and e) working with community law enforcement (e.g. 
parole and/or probation) to understand conditions of one’s release.  
 

It is clear that providing effective disease prevention programs to those who are incarcerated 
would not only help protect them, but also would likely have a synergistic impact on HIV rates 
in our communities. If departments of corrections were to adopt evidence-based prevention 
measures, people in the correctional settings would be returning from incarceration equipped 
with the knowledge and skills necessary to play an important role in reversing the current 
epidemic trends. When public health becomes a priority, both the correctional and community 
populations will benefit with healthier outcomes. 
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