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Innovation in Correctional Healthcare
Frank J. Porporino, Ph.D., Editor ICPA Advancing Corrections
Welcome to the 12th Edition of Advancing Corrections on the theme of Innovation in Correctional
Healthcare. As human beings, we are all now sharing the lived experience of a life-threatening
pandemic. We have become acutely aware of how our healthcare
systems can save lives, while in equal measure, how any serious
strain on those systems can lead to tragic loss of lives. Counting
the number of people who have died due to Covid, almost 5 million
globally, has become a grim and heart-breaking reality. It seemed
appropriate to devote an Edition of this Journal to the rather
unique and very difficult challenges of providing quality healthcare
within correctional services.
Several of the articles in the Edition deal specifically with the
correctional response to Covid. There has been quick turnaround
innovation sparked by necessity in many correctional systems all
over the world. Corrections professionals have once again shown
resilience in the face of crisis, a characteristic of the profession which perhaps doesn’t get nearly the
credit it deserves. But in many ways, correctional systems, both the developed and the developing,
have had to become accustomed to dealing with crises; accommodating sudden budget cuts without
sacrificing quality of services, managing prisoner population surges without adequate infrastructure
and staffing resources, adjusting policies to satisfy public outcries after regrettable incidents,
and dealing with significant growth in prisoner populations that are not easily managed within
correctional environments such as the mentally disturbed and mentally ill, the elderly, the addicted,
self-harmers and those with predatory violent or extremist ideologies. As correctional systems are
stretched generally in dealing with these various crises, healthcare provision is perhaps particularly
stretched and strained. At the same time, it is interesting to speculate to what extent the quality of
healthcare is implicated in how well most of these correctional crises are managed. That certainly
has been true with Covid but it’s true as well in dealing with many other correctional circumstances.
This Edition of Advancing Corrections offers a mix of both research and practice discussions that
speak to how healthcare provision in corrections can be transformed and improved to meet both some
new and some longstanding correctional challenges. A theme that runs through many of the papers
is how corrections can excel when it purposefully nourishes ways of working in partnership … with
healthcare agencies, research organizations, NGOs and other stakeholders. Trying to do it alone is
no longer sensible, especially as some healthcare issues have become increasingly complicated and
interconnected.
The Edition begins with a few excellent papers on the correctional response to Covid. Much has been
written and many resources have been developed to share experience and practice models for dealing
with Covid in correctional settings1. The first paper by Allison Preobrajensky and her co-authors in
New South Wales describes what they appropriately refer to as “An Innovative, Multiagency, StateWide Correctional Healthcare Response to Minimise COVID-19 Associated Risks in New South Wales
1

For example, ICPA’s C19 Prisons Taskforce was established to quickly develop resources that could support correctional
colleagues facing possible outbreaks.

6

Foreword

Prisons.” In my estimation, this tells the story of not just an innovative but a clearly ‘model’ response
for corrections. Of note is that the response has proven ‘agile and sustainable over time’, even in the
face of a recent outbreak of the Delta variant into NSW correctional centers. And as a testament to
the fact that response to crisis can also present opportunity, the authors emphasize that “Multiple
innovative systems and processes were developed and piloted that will have wider implications for
ongoing correctional healthcare service delivery post pandemic.” This paper is a good example of
what corrections can do ‘at its best.’
Much less has been documented about the correctional response to Covid in community settings.
That gap is nicely filled by Danielle Kouri & Jocelyne Lemoine from the highly respected St. Leonard’s
Society of Canada in their paper examining “A Perspective from Community-based Residential
Facility Operators in Canada.” Building on a qualitative analysis of themes emerging from roundtable
discussions with Community-based Residential Facility Operators (CBRFs), the authors derive a farreaching set of recommendations that illustrate how practice-informed evidence can be as important
as research-evidence in guiding policy and procedures. As might be expected, justification is
presented for both greater intersectoral collaboration and financial resources to enhance community
capacity. Interestingly, however, the paper also points to how a solution for one part of the
correctional system can lead to challenges for another … for example, how the “use of decarceration
measures (i.e., release directly to the community rather than a residential facility) can conflict with
maintaining the financial stability and capacity of CBRFs to provide services.”
Though our third paper is a bit different and rather technical, it describes a very useful resource for
analyzing COVID-19 outbreaks in correctional facilities and the potential impact of various prevention
strategies. The COVID-19 Incarceration Model was developed in collaboration with Corrective Services
NSW and the NSW Justice Health and Forensic Medicine Health Network as a user-friendly MicrosoftExcel based mathematical model that “requires relatively limited input data and can be readily used by
those without modelling experience.” Dr. Amy Kwon and her co-authors describe the model in detail
and provide a case example for modelling the impact of a COVID-19 outbreak and various mitigation
strategies for a sample correctional setting. Importantly, the Model is non-proprietary and the authors
are pleased to share it with other correctional agencies.
Our fourth paper concerns a relatively small, often ignored sub-population of offenders that can
nonetheless consume significant forensic healthcare resources to manage … those offenders found
not guilty by reason of insanity after violent offenses (NGRI). The paper also returns us to the theme
of how a crisis can become an opportunity … in this instance how quarantine restrictions in response
to the COVID-19 pandemic required a departure from the standard plan of a slow stepwise process
of decreasing supervision to support reintegration of NGRI acquittees. Dr. Andrea Muschett and her
co-authors from the Forensic Program at the New Hampshire Hospital in the US explain how they
introduced an ‘accelerated plan’ with greater reliance on structured clinical judgment. The findings
were quite dramatic in showing that NGRI acquittees were able to step down at a rate 72.3% faster
than those treated under the standard plan. As the authors note, individuals who receive an NGRI
plea are typically confined longer than matched controls who are convicted of similar offenses and
sentenced to prison. The opportunity to challenge standard practice owing to Covid restrictions was
able to demonstrate that these offenders can be returned to the community under supervision sooner,
without undue risk, and thereby “promoting recovery, respecting autonomy and achieving cost7
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effectiveness.” We can wonder if this may not also be the case for many other types of offenders.
The next four papers are concerned with a different crisis that has been longstanding for corrections
… the steady growth in the number of mentally ill confined in correctional facilities. A previous
Edition of Advancing Corrections (Edition # 9) explored the theme of Management and Treatment
of the Mentally Ill and Mentally Unwell in Corrections. The papers in this Edition nicely extend that
discussion, beginning with an insightful overview paper by Dr. Dean Aufderheide, Chief of Mental
Health Services in the Florida Department of Corrections, who refers to this crisis quite appropriately
as an ‘Inconvenient Truth’ … unquestionably accepted by corrections professionals while conveniently
denied and/or ignored by the public, government officials and legislators, especially if facing the truth
demands an infusion of more resources. From both a practice-informed and evidence-based optic,
Aufderheide argues for a more sensible public safety/public health paradigm focused on “improving
the early identification of individuals who have mental health and co-occurring treatment needs;
ensuring a range of treatment and services are available and accessible to meet those assessed
needs before, during and after incarceration; increasing the efficiency and effectiveness of treatment
and services by adopting science-based strategies and; conducting co-research to inform policy and
funding sources.” Aufderheide offers some fine examples of positive developments, both in his own
jurisdiction and others. However, his main message is that we should accelerate in doing more of
what’s been shown to work in mitigating this crisis, and much less of what’s been proven to fail.
One consequence of the explosion in numbers of the mentally ill in corrections has been the
overuse and extended use of restrictive housing as a last-ditch effort to manage the seemingly
‘unmanageable’. Correctional jurisdictions have been severely critiqued for this practice that
violates even minimum standards of care. In response, more and more jurisdictions have attempted
to introduce more humane alternatives, referred typically as Therapeutic Diversion Units or
Structured Intervention Units. In the next paper, Charles Mautz and his colleagues from the North
Carolina Department of Public Safety, describe the ups and downs of one particularly successful
implementation, that was not just carefully planned, executed and evaluated but able to be sustained
even after the tragic murders of five correctional staff in the line of duty, between two separate
incidents. The paper speaks in detail regarding how the Units were established, developed, and refined
through experience, and it acknowledges the benefits of close collaboration with the University of
North Carolina at Chapel Hill’s Injury Prevention Research Center. Interestingly, the paper again
elaborates on the theme of ‘challenges becoming opportunities’ as it emphasizes lessons learned for
managing difficult offenders more generally and how the Units have contributed to broader culture
change within North Carolina prisons. The authors suggest encouragingly that the TDU experience
has awakened a determination in North Carolina to “approach safety, wellness, and rehabilitation in a
different way.”
The title of the next paper in this section is self-explanatory, authored by two distinguished
psychiatrists, Theodore Zarzar and Deanna L. Kelly … Clozapine for Self-Injurious and Aggressive
Behaviors in Correctional Settings. The authors point to an important fact that most of us nonmedically trained corrections professionals would not know. Clozapine, an antipsychotic medication
that is available generically at low cost, is a highly evidence-based medication for the management
of treatment-resistant psychosis, and self-harming and aggressive behaviors. However, for various
reasons related to the effort in monitoring its use and side-effects, it is significantly underused in
8
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correctional settings. The authors describe a unique “prison-academic partnership between the
North Carolina Department of Public Safety and the University of North Carolina School of Medicine
which has led to a nearly 400% increase in clozapine prescribing over five years.” Several analyses
of urgent care and emergency room visits related to self-harming and disciplinary infractions in the
period before and after treatment with clozapine showed an approximately 70% decrease, days on
suicide watch decreased by more than 3 times, assaults against custody staff decreased by nearly
half, payments to outside hospitals during the clozapine treatment period were $200,000 less than
the comparable pre-treatment period and the need to resort to restrictive housing was decreased
by almost one fourth the number of days. The authors conclude that clozapine was both feasible to
prescribe and reduced disruptive behavior and self-injury among individuals with severe, treatmentrefractory personality disorders … an important finding that should get attention.
We accept that environments can affect outcomes, including health outcomes, but in trying to design
more appropriate environments, corrections officials are often caught in a muddle of what standards
to follow and why. The next paper by David Redemske, an Architect and Health Planning Principal
at HDR, raises the issue of lack of clarity and consistency in available Correctional Health Space
Standards. Redemske writes to fill this gap by providing a detailed comparative review of relevant
international standards, discussing some of the many competing factors that can complicate space
requirements, and ending by giving us a number of real-world examples of how some correctional
facilities have approached their patient care effectively across the ‘sliding scale of Health and
Detention.’ This is a paper that can serve as a valuable resource.
Another significant ‘health’ crisis for corrections has been developing slowly and steadily, perhaps
catching many corrections jurisdictions by surprise, but now finally garnering some deserved
attention … the growth in the numbers of elderly men and women under confinement in our prisons
and jails. Having moved into my elder years myself, some time ago I argued for the spreading of
a sense of ‘urgency’ to find more humane ways of managing the elderly in prisons2. Research has
shown that ‘institutional thoughtlessness’ and neglect can otherwise easily set in. Encouragingly,
some progress has been made internationally in tackling the issue, and in Belgium at least, Diete
Humblet and her colleagues at the Odisee University of Applied Sciences have purposefully focused
on “Development of a Strategy to Raise Awareness of the Physical, Social, and Mental Needs of Older
Adults in Prison.” Once again highlighting the benefits of researcher-practitioner partnership, the
paper describes an integrated knowledge-to-action process model (KTA) to guide implementation
actions that would not just work but would be able to be sustained. An array of supportive materials
was developed including a tailored training syllabus, e-learning platform, train-the-trainer tools and
even ‘conversation cards’ to help staff in exploring and understanding the individual needs of the
elderly offender. It is noteworthy that all of these helpful materials are public domain and available
from the authors on request!
Tina Maschi, an activist academic at Fordham University in the US, has been advocating for the more
humane care of the elderly in prisons for much of her career. Her research has contributed immensely
in changing both attitudes and practice, and documenting the features of quality programs and
2

Porporino, F (2014). Managing the Elderly in Corrections. Invited Address to the participants of the 157th International
Training Course of the United Nations Asia and Far East Institute (UNAFEI), Resource Materials Series No. 94, UNAFEI:
Fuchu, Tokyo, Japan, December 2014. Chapter available on request by contacting fporporino@rogers.com.
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services for the elderly in the US and internationally. In their paper From Aging in Prison to Caring
Justice, she and her colleagues offer us an impassionate argument for why a more fundamental and
radical paradigm shift is needed for both the Criminal Justice System and our communities more
generally. Though there is certainly merit in changing aspects of correctional practice, the paper
argues that we need to go further in “visualizing and actualizing a kinder, balanced, and safer society
made up of caring justice communities and service systems.” Maschi et al. elaborate on the key
features of a Caring Justice Partnership Paradigm (CJPP) as an overarching approach that is infused
with the presence of care (e.g., compassion, kindness, nurturing) and its partnership with justice
(e.g., balance, harmony, equality, homeostasis, truth) in dealing more humanely with the elderly and
vulnerable in our prisons and our communities. Some might consider it naïve that we can change
mindsets so dramatically, but thinking it possible may be the first step to making it possible. Maschi
et al. end by providing a few examples of the CJPP in action.
The next section feautures several examples of recent healthcare research addressing some
very different issues. Rosemary Ricciardelli and her colleagues at the Memorial University of
Newfoundland in Canada have been doing some cutting-edge research in the last number of years
to understand the factors related to mental health and well-being of front-line correctional staff.
Ricciardelli was elected recently to the prestigious Royal Society of Canada at least in part because of
these correctional research contributions. In an in-depth qualitative piece of research with two of her
graduate students, Gillian Foley and Marcella Cassiano, Ricciardelli turns her attention to what might
be holding back or blocking prison officers from taking advantage of services to support their mental
and physical well-being. Corrections professionals will relate immediately to the nuanced analysis
of how ‘stigma’ can act as a powerful counter-force to help-seeking action … perpetuating a culture
that reinforces a traditional toughness perspective of just ‘sucking it up’ and moving on regardless of
the continued psychological pain that trauma and the accumulated stress that is bring experienced.
In recent years, correctional jurisdictions worldwide have increasingly embraced the importance of
supporting staff well-being. The authors suggest that many of these efforts will go for naught unless
something is done more deliberately to change embedded attitudes about the use of mental health
services and resources. Encouragingly, the authors also conclude that there are signs the culture in
correctional institutions is shifting “with the new generations of COs, who appear more amenable to
mental health initiatives.”
Conducting health research in prisons is ordinarily difficult, but conducting it under some of the
conditions found in poor and under-developed jurisdictions is a herculean challenge. The next paper
discusses the incredibly dedicated efforts of a non-governmental organization, Health through Walls
(HtW), and their colleagues from the Rollins School of Public Health in Atlanta, Georgia, in tackling
the spread of Tuberculosis in Haiti’s National Penitentiary. As the authors note, it is well known that
“TB spreads easily within correctional facilities, especially in low-resource settings where there is an
increased prevalence of HIV, overcrowding, insufficient ventilation, poor hygiene, malnutrition, and
diminished overall health of incarcerated persons.” In Haiti, this is happening in a country that has
endured repeated natural disasters and with the highest TB burden in the Western hemisphere. The
HtW team proceeded to institute a careful process for identifying and tracking TB cases, offering
appropriate treatment and monitoring treatment completion, including after release. Their efforts
raised the Tuberculosis treatment completion rate while in custody to 85.2% compared to Haiti’s
national average of 79%. The data showed that compared with uncomplicated TB, extra-pulmonary
10

Foreword

TB (EPTB) patients and patients living with HIV were both much less likely to complete treatment and
much more likely to die. The HtW is now implementing a TB-Reach funded project that is exploring
a digital Video Directly Observed Therapy (VDOT) model hoping to improve the prison’s targeted TB
treatment completion rate and help achieve the WHO’s suggested 90% target. This is an example
of ‘good’ prison research that capitalizes on partnership, addresses a key practice issue, turns a
challenge into an opportunity and makes an immediate difference.
The last paper in this section asks a relatively novel question … “Can physical health risk factors
and social characteristics of a community increase the likelihood of recidivism?” A common-sense
response might be ‘probably yes’ but it would be mostly speculation to suggest which factors and by
how much. Derrick Schofield and his co-authors offer us a concise review of the kinds of unhealthy
neighborhoods and the many barriers encountered by offenders returning to their communities.
However, they note interestingly that “there is a significant gap in research on the impact of
communities on re-offending.” Deploying a Geographic Information System (GIS) model to track where
offenders were being released from five large Florida prisons, the researchers examined the influence
of a large set of neighborhood health and social characteristics on recidivism. The results provided
evidence that both the prevalence of asthma and racial heterogeneity in a zip code was associated
significantly with an individual’s return to custody. The authors conclude that there is need for
“bridging the gap between post-release services, public health services, and communities to ensure
the quality of physical health and continuity of care for individuals returning to the community.”
A regular feature of Advancing Corrections is to profile an example of Practice Innovation in one
or more jurisdictions. This Edition’s example is from Hong Kong and three authors from the
Psychological Services Section of the Hong Kong Correctional Services, Dr. Yvonne KS Lee, Daisy
HM Yeung, and Edmund TT Lo. Gender responsive programming is now broadly recognized as best
practice in working with women, but the authors introduce us to a relatively new idea of creating
male-responsive programming that would also be sensitive to prevailing cultural definitions of
‘masculinity’ in Hong Kong. The paper describes the rationale for design of LIFE GYM: Positive Living
Centre for Men that pioneers a blend of four male-responsive treatment strategies to promote
well-being and reduce reoffending for male prisoners in Hong Kong: a focus on cultivating positive
masculinities, virtual reality training, therapeutic sports activities and activity-oriented treatment.
Imbedded in the approach is an emphasis on positive psychology theory that has identified at least
eight dimensions of ‘positive’ masculinity … worker-provider tradition, self-reliance, group orientation,
male courage and daring, rise to the challenge, eagerness to help, action-oriented way of caring and
use of humor. LIFE GYM aims to reinforce acceptance of these positive masculinities into becoming
a ‘good man’. Early evaluation data are encouraging for this well integrated and rather bold Practice
Innovation in Corrections.
I hope that readers of Advancing Corrections find practical value in one or more of the articles in
this Edition. Feedback is always welcomed, whether positive or negative. I want to give my usual
thanks to the reviewers on our Editorial Board who keep showing steadfast commitment to the vision
of Advancing Corrections. For this Edition, I also want to give a special thank you to three other
reviewers who I reached out to for their particular expertise: Dr. Jeffrey Metzner, Howard Sapers
and Dr. Marayca Lopez Ferrer. Finally, I need to thank Dr. John May, Chair of the ICPA Healthcare
Network, for his support as my Associate Editor in conceiving and developing this Edition.
11
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Stay safe and optimistic!

Frank J. Porporino, Ph.D.
Editor, ICPA Advancing Corrections Journal
E-mail: fporporino@icpa.ca; fporporino@rogers.com
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AN INNOVATIVE, MULTIAGENCY, STATE-WIDE CORRECTIONAL HEALTHCARE
RESPONSE TO MINIMISE COVID-19 ASSOCIATED RISKS IN NEW SOUTH WALES
PRISONS1
Allison Preobrajensky2, James Blogg2, Kylie Strong2, Colette McGrath2, Elizabeth
Sullivan2 3, Marc Remond3, Luke Grant4, Kevin Corcoran4, Wendy Hoey2 3

Abstract
Delivering correctional healthcare services during the global COVID-19 pandemic is particularly
challenging. Innovative systems and processes are required to deliver healthcare while minimising the
risk of COVID-19 transmission to people in correctional settings. This paper describes the COVID-19
public health response implemented in 37 correctional centres and 6 juvenile detention centres in the
state of New South Wales, Australia. This response effectively prevented COVID-19 transmission in
NSW prisons and has proved to be sustainable and adaptable during a recent resurgence in COVID-19
cases in 2021. This may provide other correctional healthcare providers with insights applicable to
their own settings.
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Article 1: An Innovative, Multiagency, State-Wide Correctional Healthcare Response
to Minimise COVID-19 Associated Risks in New South Wales Prisons
Introduction
Justice Health and the Forensic Mental Health Network (the Network) is a governmental health care
provider in New South Wales (NSW), Australia. It provides health care to adults and juvenile people
in 37 correctional centres and 6 juvenile detention centres throughout NSW. In addition, it provides
care to people in courts and police cells, and to individuals within the NSW forensic mental health
system and in the community. Each year, Network staff deliver multidisciplinary health care to over
30,000 patients. Services provided include primary care, population health1, Aboriginal health, youth
health, mental health, drug and alcohol care, women’s and midwifery care, oral health, and allied
health (Justice Health and the Forensic Mental Health Network, 2020). The Network works closely
with Corrective Services New South Wales (CSNSW) and Youth Justice NSW (YJNSW) which manage
the safety and security of adult correctional and youth justice facilities respectively, and provide
education, vocational training, programs to address offending behaviour, and employment experience
(Justice Health and the Forensic Mental Health Network, 2020).
The patients receiving care from the Network are a priority population and are significantly
disadvantaged compared to the general Australian population; many have complex health needs
including significantly higher rates of mental illness and lived experiences of trauma (Justice Health
and the Forensic Mental Health Network, 2020). Furthermore, these patients have elevated rates of
chronic physical disease, communicable disease, tobacco smoking, high-risk alcohol consumption, and
use of illicit drugs including injecting drug use (Australian Institute of Health and Welfare, 2020). The
risk-profile of this population is also increased as Aboriginal people are significantly over-represented
in custodial settings, accounting for one quarter of the NSW prison population despite representing
only 3.4% of the NSW population (Justice Health and the Forensic Mental Health Network, 2020).
In March 2021, the imprisonment rate for Aboriginal and Torres Strait Islander adults was almost
10 times higher than that of the general NSW adult population (1,983/100,000 vs. 206/100,000)
(Corrective Services Australia, 2021). Aboriginal people experience significant health disadvantage and
have increased vulnerabilities compared to the general Australian population (Australian Indigenous
HealthInfoNet, 2021; Follent et al., 2021).
In January 2020, the Network recognised the increasing risk of the COVID-19 pandemic entering the
prison environment and potentially having a catastrophic impact on an already vulnerable population.
Identified risks were similar to those facing prison systems internationally including the health
disadvantage of the imprisoned population, the barriers to maintaining social distancing in custodial
settings, the sharing of toilets, bathrooms, sinks and dining facilities, and the difficulties associated
with accessing health care in environments with strict security measures (Burki, 2020; Elbek, 2020).
This necessitated a review of systems and processes of healthcare delivery in order to continue the
provision of care while minimising the risk of transmission of the virus between prisoners/youth in
detention, prison staff, and healthcare workers.
In order to design and implement a coordinated public health response across all NSW custodial and
forensic settings, the Network recognised the need to establish a multiagency partnership. This was
1

Population health refers to health outcomes, and the distribution of these outcomes, of a group of individuals. In this
instance the group of individuals comprises prisoners in NSW correctional facilities. In this context, population health
relates to the health outcomes of this group as a whole as well as ensuring that minority groups within this setting are
not at risk of poorer health outcomes than the whole group.
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achieved through high-level communication and leadership between the three state-wide government
agencies primarily responsible for the protection and health of people in prison in NSW: Corrective
Services NSW (CSNSW), Youth Justice NSW (YJNSW), and the Network (Blogg, McGrath, Galouzis,
Grant, & Hoey, 2021). It was recognised that the ability to be agile and implement novel systems and
processes across multiple disparate correctional facilities would be a critical factor in preventing
the spread of COVID-19 infection in the prison system. In addition, the Network recognised that
any response to the pandemic required consultation with multiple government and private-sector
organisations and navigation of their respective approval processes.
The Network’s initial response to the pandemic commenced on 17 March 2020 (Day 1). It was overseen
by the Clinical Operations Directorate and implemented within correctional facilities by the Population
(Public) Health Team. On 18 March 2020 (Day 2), the Network’s Health Response Command Team was
convened to address heightening concerns about health security in the prison system as numbers
of confirmed COVID-19 cases in the community continued to grow. A critical strategy of the Network
Health Response Command Team was to include representatives from multiagency partners from
day one. A collaborative partnership was forged between the Network’s senior leaders and the
Commissioner CSNSW to ensure joint decision-making resulting in a strong, dynamic and influential
leadership (Blogg et al., 2021).
This article describes the Network’s initial organisational response to the pandemic which ensured
the safety and health of prison staff and persons in custody. It also details the sustainability and
agility of this initiative as, in June 2021, New South Wales faced a resurgence of the pandemic via
a community outbreak of the Delta variant of COVID-19. The Network’s core objective was health
protection: that is, to keep COVID-19 out of the prison system and the Forensic Hospital and to keep
patients safe whilst in custodial settings. As the pandemic continued, the Network aimed to embed
and adapt its newly developed public health prevention and control measures as COVID-19 became a
“business-as-usual” risk. This was operationalised through the development of a “pandemic response
plan” which included contingencies to manage a worst-case scenario in which the Network may have
to deal with a COVID-19 outbreak while local health services were overwhelmed with COVID-19 cases,
a situation seen internationally during the pandemic (Burki, 2020; Elbek, 2020; Okonkwo et al., 2020).
Implementation of the Network’s initial COVID-19 Pandemic Response Plan
Keeping COVID-19 out of prisons and the Forensic Hospital
Due to the nature of the prison environment with its close living quarters, and a high rate of inmate
transfers between prisons, there was potential for the virus to spread rapidly across the prison
population. Advice was sought from the NSW Ministry of Health on the status of prisons, which
confirmed that prisons should be classed as residential care facilities that required heightened
precautions. However, in the early stages of the pandemic, it was unknown to what extent the
community pandemic would impact on the local health districts’ capacity to provide healthcare for
COVID-19 positive patients in prison (Burki, 2020).
By 19 March 2020 (day 3), all visits were suspended in adult correctional centres, youth justice centres
and at the Forensic Hospital (Blogg et al., 2021). This initiative prevented people who were potentially
unwell or had returned from overseas (where COVID-19 was more prevalent) from coming into
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contact with anyone already in the custodial and Forensic Hospital environment. On the same day, the
Network saw its first staff member confirmed as COVID-19 positive, which resulted in 25 staff being
isolated due to being close contacts of the case.
By 25 March 2020 (day 9), the Network, CSNSW, YJNSW, and operators of private prisons in NSW
had commenced screening of all staff entering correctional and youth justice centres, health centres
in those facilities, and the Forensic Hospital. Staff screening included exclusion criteria for staff with
respiratory symptoms or fever, and those recently returned from overseas travel.
At this time, patients of concern in adult correctional centres were identified. This group included
patients with chronic health conditions, Aboriginal and Torres Strait Islander individuals over
the age of 45 years, all other inmates over 55 years of age, and patients with conditions causing
immunosuppression. Once identified, the Network shared this information with CSNSW to assist
them in their plans, if the need arose, to operationalise powers granted to the Commissioner CSNSW
under NSW law to conditionally release vulnerable, low-risk prisoners who had not been convicted of
a violent crime (COVID-19 Legislation Amendment (Emergency Measures) Act 2020 (NSW)) (Blogg et
al., 2021). The rationale behind this planning was that reducing the number of people in prisons would
increase the capacity of the system to isolate and manage suspected COVID-19 patients to reduce the
risk of COVID-19 transmission.
Patient screening also commenced, targeting all people in prison but particularly patients who
self-referred, who were identified with symptoms associated with COVID-19 infection, or who
were generally unwell. This resulted in 91 suspected COVID-19 patients, from a total NSW inmate
population of approximately 12,700 adults in custody and 200 young people in juvenile centres
(Justice Health and the Forensic Mental Health Network, 2020), being moved into isolation by 30
March 2020 (day 14).
This situation required the development of a system to monitor and approve the release of patients
from isolation. On 31 March 2020 (day 15), the Network implemented a Population Health Isolation
Management System (PHIMS) to manage, monitor and ensure a consistent and safe approach to
patient release from isolation. On the first day of implementation, 31 patients were successfully
cleared to return to the general correctional population.
During this time, planning commenced on prisoner flow and mapping of prisoners entering custody
as these individuals could potentially be positive for COVID-19 and pose a risk to others in the
correctional population. By 12 April 2020 (day 27), in partnership with CSNSW, isolation hubs with
dedicated cells were established at 13 adult correctional centres across the state. These hubs were
intended to accommodate positive COVID-19 patients in areas that were suitable and safe in terms of
accommodation and access to health services.
Quarantine procedures for new receptions into custody were implemented on 27 May 2020 (day 42).
New inmates were quarantined separately from other inmates for a 14-day period before being cleared
and housed with the general correctional population. Guidelines introduced on managing quarantined
and isolated patients included daily assessment of physical and mental health wellbeing. By day 60,
594 patients had been tested and managed with zero patients testing positive (see Figure 1).
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Figure 1: Number of inmates isolated, tested and positive for COVID-19 in the NSW prison system up to day 60

One further important system change implemented by the Network throughout the pandemic was
to increase the provision of telemedicine services (see Figure 2). Telemedicine refers to the use
of “telecommunication systems to deliver healthcare at a distance” (Flodgren, Rachas, Farmer,
Inzitari, & Shepperd, 2015). It is an innovative healthcare delivery model that has been applied in a
variety of health care delivery contexts (Flodgren et al., 2015; Wakefield et al., 2012; Wakefield et
al., 2014). Findings from a recent review of published literature relating to telemedicine services in
correctional settings suggest that telemedicine is equivalent or better than face-to-face care and can
be provided at an acceptable cost (Edge et al., 2019). In 2019, there were 475,240 episodes of primary
healthcare provided by the Network in NSW prisons. Of 2,782 GP clinics, 230 (8%) were delivered by
telemedicine. However, in response to the COVID-19 pandemic, the decision was made to increase the
proportion of GP clinics delivered by telemedicine to minimise both face-to-face interaction between
GPs and patients and transportation of patients to external health appointments. Soon after the
commencement of the pandemic, the proportion of GP clinics delivered by telehealth increased over
three-fold, to 30% (Blogg et al., 2021). This strategy enabled the Network to continue to deliver
healthcare services in a manner that minimised the risk of COVID-19 transmission to prisoners, prison
staff, and healthcare workers.
The Network recognised the likelihood of negative mental health consequences arising from prisoner
concerns about the pandemic and the increased isolation resulting from COVID-19 related restrictions.
To address these, the Network identified prisoners at increased risk of mental health complications
due to isolation and ensured they had regular telemedicine mental health reviews for assessment
and, if required, treatment by a psychiatrist (Blogg et al., 2021). The Network also introduced daily
reviews of all persons in COVID-19-related isolation or quarantine. These reviews included a daily
mental health screen, with additional support being provided to individuals as required. More broadly,
all prisoners and their families were able to access a mental health nurse and a trainee psychiatrist
via a 24 hour telephone helpline. Other initiatives implemented to address potential mental health
issues included: providing access to recreational activities to new receptions in quarantine; distributing
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Figure 2: Count of telehealth consultations provided by Network GPs to patients in NSW correctional centres.

mental health packs to young people in custody; and publishing a special edition of a prisoner
newsletter that provided advice about coping with COVID-19 restrictions (Blogg et al., 2021).
Work health safety planning and monitoring of personal protective equipment for staff
A major responsibility of the Network in managing the pandemic was staff safety. A core component
of the Network’s the response to the pandemic was having access to real-time data to monitor
custodial settings and inform agile, dynamic decision-making. The collection of COVID-19-specific
data commenced on 19 March 2020 (day 3). Data collected relating to staff captured whether
they worked in alternate workplaces, and the number of staff in isolation and /or with a positive
COVID-19 test. Patient data included the number of patients in isolation, number of patients cleared
from isolation, number of patients tested and number of patients positive for COVID-19. Personal
protective equipment was an essential public health response to the pandemic to ensure staff and
patient safety. To ensure adequate stock and supply across the Network, and to determine usage
patterns, data relating to personal protective equipment was collected and monitored on a daily basis.
A COVID-19 dashboard/app was created on 25 March 2020 (day 9), to provide real time access to all
this information (see Figure 3). This was accessible to multiple users who required such information
to inform their daily decision making. This dashboard has been essential in providing visibility with
respect to personal protective equipment, staffing and patients affected by COVID-19.
Develop a plan in place for response to ‘worst case scenario’ COVID-19 infection and transmission
On 26 March 2020 (day 10), planning began for a COVID-19 Field Hospital and a model of care for
deteriorating COVID-19 patients (Blogg et al., 2021). The aim of this initiative was to ensure that the
Network could provide care to deteriorating COVID-19 patients in the event that local hospitals did not
have capacity. The field hospital with a capacity of 33 beds was opened on 27 May 2020 (day 11) (See
Figure 4).
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Figure 3. The Qlikview COVID-19 Dashboard - staff measures, patient measures and personal protective equipment
measures (15 May 2020)

Outcomes
The Network’s agile response to the COVID-19 pandemic provides a case study of innovative
healthcare provision in a correctional setting, successfully implementing change in a short period of
time, while maintaining a consistent and high level of patient-centred care. This was achieved through
three main initiatives: formulating a clear communication strategy between Network teams, CSNSW
and other partner agencies that provided opportunities for regular discussions and the development
and dissemination of joint documents and consistent communications; setting an expectation of
success through leadership that promoted inter-agency collaboration and teamwork between
individual Network units to collectively address the challenge of COVID-19; and providing consistent
and regular information based on daily monitoring.
By day 60, through a coordinated public health response, the Network developed and implemented
over 40 procedures and guidelines (see Figure 5), strengthened its partnerships with partner
agencies, planned and established a Field Hospital and new model of care in partnership with CSNSW,
and kept the NSW prison and Forensic Hospital environment free of COVID-19. This result of no
COVID-19 cases among inmates in prisons or patients in the Forensic Hospital within the first 60 days
was achieved through a collaborative, multiagency response in health protection.
A particularly important component of the response to the pandemic was that health leaders in prison
settings across Australia began to meet on a regular basis. This allowed each state and territory to
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Figure 4: COVID-19 field hospital within an NSW Prison (May 2020)

Figure 5: The Network’s COVID-19 version tracker of clinical guidelines, procedures and tip sheets (May 2020)

share their planning and strategies for preventing the spread of COVID-19 so that each could learn
from the other. This group continued to meet and expand on its agenda.
An unintended consequence of the pandemic was a decrease in the supply of contraband drugs in the
prison environment due to the abrupt cessation of face-to-face visits. This left many inmates at risk of
substance withdrawal. Nonetheless, the lack of contraband also provided an opportunity to increase
the roll out of a new, long-acting opioid agonist treatment throughout NSW prisons (Blogg et al.,
2021). This represents a change from daily sublingual dosing to monthly injections, and has the added
advantage of eliminating any opportunity for diversion of doses.
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A further benefit arising from cessation of face-to-face visits was the innovative introduction of virtual
visits by CSNSW. This CSNSW innovation allowed inmates for the first time to have free virtual visits
from family living in other parts of the country or overseas, and enabled inmates to actually see,
rather than simply talk about, what their friends and families were doing in their daily life. Notably, for
some inmates this was the first visit they had had with overseas family members whilst in custody.
Lessons Learned Post 60 Days from the “Sprint” Response to the Pandemic
Course of the pandemic (2020 – June 2021)
The success of the initiatives described above in preventing the spread of COVID-19 into NSW prisons
should be noted within a context of successful prevention of widespread community transmission of
COVID-19 in NSW, and Australia more broadly, up until early June 2021. At that time, there were only
5,461 confirmed cases in NSW resulting in 56 deaths in a total population of approximately 8.2 million
people (Australian Bureau of Statistics, 2021; NSW Government, 2021).
Vaccination rollout 2021
One crucial public health initiative that commenced after the development of the Network’s initial
COVID-19 response was the introduction of a vaccination program. Network staff began receiving
vaccinations from NSW Health on 22 February 2021. Soon afterwards, on 15 March 2021, the Network
commenced the rollout of an AstraZeneca COVID-19 vaccination program. This program was funded
by government and particularly targeted at patients/inmates, Forensic Hospital patients, Corrective
Services staff, and other individuals who routinely entered secure environments (see Figure 6).
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Figure 6(a): Number of first and second doses of COVID-19 vaccine provided by the Network to inmates/patients in
NSW corrections centres since March 2021.

Resurgence of the pandemic via an outbreak of the Delta variant of COVID-19 - June 2021
Approximately 15 months after the development and implementation of the Network’s response to
the COVID-19 pandemic, a community outbreak of the highly infectious Delta variant of COVID-19
occurred in NSW. This outbreak began in Sydney, the most populous city in Australia, on 16 June
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Figure 6(b): Percentage of inmates/patients in NSW correctional centres who have received 1 or 2 doses of
COVID-19 vaccine since March 2021.

2021, when an individual who worked as a driver transporting international flight crew returned a
positive PCR test (NSW Health, 2021). By early August 2021, approximately 300 new cases were being
diagnosed in NSW per day. The vast majority of cases were in Sydney resulting in the Greater Sydney
region of NSW being forced into lockdown on 21 June 2021. These rates of community transmission
were the highest experienced in NSW since the start of the pandemic in 2020 and the Network’s
response to this new outbreak provided a real-world test of the systems and processes developed
and implemented during its initial response to the COVID-19 pandemic. In particular, this outbreak
encouraged reflection on what aspects of the initial response proved to be effective and sustainable
as business-as-usual over the long term.
Communication: Situational Report meetings with Corrective Services NSW, Youth Justice NSW, and
Private Operators of correctional facilities
Prior to the Delta outbreak, the Network had continued to engage in regular COVID-19 Situational
Report meetings with CSNSW, YJNSW, and Private Operators of correctional facilities in NSW. One
important ongoing output from these meetings was the dissemination of regular updates that
included information regarding the monitoring of patients in isolation and use/supply of personal
protective equipment. Between the initial outbreak of COVID-19 in March 2020 and the Delta outbreak
in June 2021, these meetings had been scaled back to occur on a weekly basis. Owing to the small
number of COVID-19 cases in the community during this period, the risk of transmission into the
correctional setting was deemed low. However, once the Delta outbreak occurred, the system
response was to scale up Situational Report meetings to enable partners to collaborate effectively
to respond to the rapidly changing COVID-19 risk profile and frequent health advice updates from
the NSW government. The learnings from the initial COVID-19 response about the importance of
communication and collaboration between partners in the NSW correctional setting were reinforced
by the new challenges that arose with the Delta outbreak.
Scaling up the vaccination program for Corrective Services and Network staff and inmates
The vaccine initiative was supplemented soon after the Delta variant outbreak when, on 30 June 2021,
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the Network commenced a Pfizer COVID-19 vaccination program for inmates, Corrective Services Staff
and Network staff. In line with a NSW Health directive, the Network implemented a policy whereby
non-vaccinated staff were prohibited from working in areas where they may have been required to
care for undifferentiated patients, or suspected or positive COVID-19 patients (e.g., court and police
cells, remand areas and COVID-19 isolation hubs).
The vaccination programs were implemented state-wide for all people in NSW correctional settings.
As of 30 July 2021, 11,538 vaccine doses had been provided by the Network to patients, custodial
staff and Network staff. At that date, 5184 (39%) patients had received Dose 1 COVID-19 vaccination
while 1344 (10%) patients had received Dose 2 COVID-19 vaccination (see Figure 6). Furthermore,
1227 (77%) Network staff had received Dose 1 COVID-19 vaccination while 1063 (66%) Network staff
had received Dose 2 COVID-19 vaccination (see Figure 7). In order to support the vaccine rollout, the
previously described COVID-19 dashboard/app was expanded to include the vaccination numbers of
both staff and patients.
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Figure 7(a): Number of first and second doses of COVID-19 vaccine received by Network staff in July 2021.*
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Figure 7(b): Percentage of Network staff who have received 1 or 2 doses of COVID-19 vaccine in July 2021.*
* Note: daily counts of vaccine doses received by Network staff were not available prior to July 2021.
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Suspension of face-face visiting and re-activation of virtual visiting and care delivery
Prior to the Delta outbreak, face-to-face visits for people in prison and inmate movements between
gaols had recommenced, almost returning to 2020 pre-pandemic levels. However, owing to the
effectiveness of these measures in curtailing the risk of COVID-19 transmission in correctional centres
during the first NSW outbreak, the decision was rapidly taken to resuspend face-to-face visits and to
minimize inmate movements between gaols.
Telehealth was a preferred model-of-care identified and implemented during the Network’s initial
response to the pandemic in 2020. Subsequently, the use of telehealth continued to expand with
staff increasingly requesting approval to use telehealth modes of health service delivery. While the
Network continued to provide face-to-face care in correctional facilities, the Delta outbreak led to
another rise in numbers of telehealth consultations (see Figure 2). This reflected the lesson learned
from the Network’s initial COVID-19 response regarding the need to develop the agility to rapidly
transfer healthcare delivery from a face-to-face to a telehealth model. The Network’s agile response
to the Delta outbreak demonstrates that this capacity to switch to a telehealth model of correctional
healthcare delivery was sustained following the initial COVID-19 response. Importantly, the Network
continued to provide all essential services and closely monitored waitlists to ensure that there was no
increase in the wait time for the delivery of Network services.
Measures to ensure pandemic surveillance, screening, detection and prevention
Subsequent to the initial COVID-19 response, the Network continued to work collaboratively with
CSNSW to maintain and adapt the policies, procedures and protocols that had been developed as
part of that response. A major focus was on ensuring compliance with these new initiatives and
safeguarding against any possible complacency in regard to screening, personal protective equipment,
and cleaning. For example, the Network and CSNSW implemented on-site COVID-19 safety compliance
audits at all NSW correctional centres. These were aimed at monitoring adherence to social distancing,
hand hygiene, and personal protective equipment usage protocols (including mask wearing) and
providing feedback to improve compliance by staff and patients/inmates. The Network and CSNSW
also collaborated to ensure that all any new directives from NSW Health were implemented, including,
for example, Public Health Orders that required increased staff testing. Other systems and processes
that were maintained from the initial pandemic response included screening of at-risk/symptomatic
inmates/patients and all new inmates (by August 2021, the Network has completed 15,679 COVID-19
tests; this number included sentinel testing of all new receptions (persons entering custody) since
March 2020 – see Figure 8), quarantining of new arrivals, and isolation of any patients perceived to be
at risk (between March 2020 and July 2021, 3410 inmates entered and then cleared isolation).
These systems and processes were regularly reviewed and, if necessary, updated to comply with
new Public Health orders from the NSW Health department (e.g., updating of Patient Screening
Forms and COVID-19 Staff/Visitor/Contractor Self-Screening Declarations; updating of the COVID-19
Patient Screening and Escalation Processes; implementation of a COVID-19 Process for Managing
Network Staff Affected by COVID-19). In addition, with the commencement of the Delta outbreak,
the Network reintroduced work-from-home policies resulting in the majority of administration staff
working from home. While some health staff continued to work in the correctional centres, additional
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Figure 8: Cumulative total of COVID-19 tests provided to patients/inmates of NSW correctional centres.

processes were introduced to manage staff who were unvaccinated and minimize potential risk. Thus,
a new procedure entitled “Process for Managing Non COVID-Vaccinated Staff” was implemented
that mandated strategies to reduce the possible transmission of COVID-19 by such staff, including
specific measures relating to personal protective equipment usage and social distancing, as well as an
assessment for redeployment or relocation if such was deemed necessary.
COVID-19 cases in NSW corrections
While there were no COVID-19 cases in the NSW correctional setting within 60 days of the Network’s
initial COVID-19 response, subsequently there was one confirmed COVID-19 patient case recorded in
a privately-operated correctional centre on 30 July 2020. This patient was managed in accordance
with the isolation procedures described previously and transferred to an isolation hub within the
prison system. Once the patient was well and confirmed to be clear of the virus, that individual was
transferred back to the privately-operated correctional centre.
In July 2021, a person who was isolating in quarantine after being received into custody recorded a
positive test result for the Delta variant of COVID-19. This patient was immediately transferred to an
isolation hub. However, two days later this test was deemed to have been a false positive and the
individual was returned to reception quarantine before moving into the general correctional setting.
How were lessons learned from the initial response to the COVID-19 pandemic applied to the threat
posed by the community outbreak of the Delta variant?
The Network’s response to the Delta outbreak has been informed by the lessons learned during
design and implementation of its initial “sprint” response to the pandemic. Of note, the novel
systems and processes introduced during the first response have proved to be sufficiently flexible
and sustainable to address the increased challenges posed by the highly infectious Delta COVID-19
strain. Indeed, 15 months after the Network developed its initial response, the flexible approach had
become “business-as-usual” such that the novel systems and processes previously introduced could
be scaled up or down in response to variability in the risk of COVID-19 transmission in the community
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and in correctional settings. The success of this approach in preventing an outbreak of COVID-19 in the
NSW correctional setting over a period of 17 months, particularly in the face of a community outbreak
of the highly infectious Delta variant of the virus, strongly argue in favour of its sustainability and
effectiveness. The novel model of correctional healthcare practice developed and implemented by
the Network and its partners in the NSW prison setting may now be considered best-practice in the
containment of COVID-19 risk in correctional settings.
Conclusion
In response to the COVID-19 pandemic, the Network and its corrections partners were required
to demonstrate agility in driving change to protect the health of its staff and patients. Multiple
innovative systems and processes were developed and piloted that will have wider implications
for ongoing correctional healthcare service delivery post pandemic. Important components of
the Network’s response included: strengthening communication and engagement with partners;
vaccinating staff and people in custody; ceasing social visits to correctional settings; implementing
COVID-19 screening; establishing isolation systems for suspected COVID-19 positive patients and
quarantine systems for new prisoners; improving data collection of, and online access systems to,
staff/patient and personal protective equipment COVID-specific data; increasing the proportion of GP
clinics delivered by telemedicine; and establishing a field hospital. The Network’s innovative model
of correctional healthcare practice in response to the COVID-19 pandemic has proved to be agile and
sustainable over time, successfully preventing incursion of a recent community outbreak of the Delta
variant of COVID-19 into NSW correctional centres. This model of care has become business-as-usual
for the Network and its partners, and the success of these initiatives may provide other correctional
healthcare providers with examples that can be applied to their own settings.
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CHALLENGES AND PROMISING PRACTICES IN CORRECTIONAL HEALTHCARE
DURING THE COVID-19 PANDEMIC: A PERSPECTIVE FROM COMMUNITY-BASED
RESIDENTIAL FACILITY OPERATORS IN CANADA
Danielle Kouri & Jocelyne Lemoine
St. Leonard’s Society of Canada, Ottawa, ON1

Abstract
The research explores challenges and promising practices related to the provision of quality
correctional healthcare to justice-involved people in Canada during the COVID-19 pandemic. Data was
collected from a roundtable comprised of Community-based Residential Facility (CBRF) operators
within St. Leonard’s Society of Canada’s membership. Themes related to challenges and promising
practice were identified through qualitative analysis. Based on the study’s findings and a review of
international literature, the article concludes by listing recommendations for standards of practice
within correctional healthcare during a wide-spread health crisis. Future research on correctional
healthcare should include greater emphasis on community corrections, particularly CBRF operations.
Keywords: community corrections, community-based residential facilities, correctional healthcare,
coronavirus, COVID-19, standards of practice
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Introduction
In March of 2020, the World Health Organization (WHO) characterized the COVID-19 virus a pandemic
(WHO, 2020a). The WHO advised countries, sectors, and individuals to employ emergency response
measures to collaboratively and comprehensively mitigate the risk of disease transmission and
minimize social and economic disruptions while respecting human rights (WHO, 2020b). This resulted
in significant impacts to institutional and community corrections as decision-makers and service
providers had to quickly adapt policies and practices to respond to evolving health and safety threats
posed by the virus (see, e.g., Desai et al, 2021; Kouri & Lemoine, 2021; Nowonty & Piquero, 2020;
Rapisarda et al., 2020; Viglione et al., 2020).
Since the onset of COVID-19, there has been an increasing amount of literature on healthcare and
service delivery in correctional institutions and community supervision, which provide insight for
evidence- and practice-informed recommendations within the ongoing response to COVID-19 (see,
e.g., Desai et al., 2021; Murdoch, 2020; Nowonty & Piquero, 2020; Rapisarda et al., 2020; Viglione et
al., 2020). Yet, there is limited literature on healthcare and service delivery related to supporting and
supervising justice-involved people in Community-based Residential Facilities (CBRFs) in the context
of the pandemic (Kouri & Lemoine, 2021; Viglione et al., 2020)1. The aim of this article is to examine
challenges and promising practices related to the provision of quality correctional healthcare for
justice-involved people residing in CBRFs while on conditional release. The article defines health care
broadly to include the promotion of good physical and mental health, in addition to managing physical
ailments and diseases, focusing primarily on the federal correctional system in Canada. It also offers
recommendations for standards of practice related to the prison health to public health continuum of
care during the context of a wide-spread health crisis.
The article presents data from a roundtable discussion with Executive Directors (EDs) of St. Leonard’s
Society of Canada (SLSC) member agencies. SLSC is a charitable organization whose mission is to
promote humane and informed justice policy and responsible leadership to foster safe communities2.
Its member agencies are comprised of 10 autonomously operated organizations that collectively
manage 16 CBRFs, each with unique admission criteria. The agencies are located in British Columbia
(North Vancouver), Alberta (Calgary), Ontario (London, Hamilton, Ottawa, Peterborough, Sudbury,
Trenton/Belleville, and Windsor), and Quebec (Montreal). They primarily serve federally-sentenced
men on conditional release (e.g. day parole, full parole, statutory release), with the exception of
two CBRFs (i.e., one houses women and another houses boys under the age of 18). The average
capacity of these CBRFs is 23 residents (min. = 8 residents, max. = 36 residents) and the length
of stay of residents varies based on release type (averages are between three and eight months),
however, these averages vary between agencies and fluctuated throughout the pandemic. Based
on pre-pandemic figures, the majority of clients within the membership are White (approx. 58%),
followed by Indigenous (approx. 18.5%), Middle Eastern (approx. 10%), and Black individuals (approx.
9%). Additionally, the largest cohorts of residents are between the ages of 26-35 (approx. 31%) and
36-49 (approx. 32%), followed by those aged 50+ (approx. 27%). Each agency offers a variety of
programs and services to both residential and non-residential clients, including urinalysis testing, peer
mentoring, and interpersonal/life skills as common examples. Some CBRFs also specialize in serving
1

For more information about CBRFs, see: https://stleonards.ca/wp-content/uploads/2021/09/Infographic-CBRFs-101-SLSCcopy.pdf.
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specific populations such as individuals that are elderly, serving a life sentence, or have a history of
problematic substance use.
The roundtable was conducted by SLSC as part of a larger initiative funded by Public Safety Canada,
in which five National Voluntary Organizations (including SLSC) were engaged to conduct independent
investigations. The objective of the initiative was to explore promising practices and innovative
mechanisms to support CBRF service delivery and improve integration outcomes for residents of
CBRFs within the federal correctional system in the context of a major public health crisis (see Kouri &
Lemoine (2021) for complete SLSC project findings)3.
Background
Canadian and international literature related to corrections consistently highlight that, in comparison
to the general public, people who experience incarceration are more likely to come from disadvantaged
communities and are more susceptible to the severe impacts of contracting a communicable disease,
including COVID-19 (see, e.g., Franco-Paredes et al., 2020; Murdoch, 2020; Nowonty & Piquero,
2020; Sapers, 2020; Viglione et al., 2020; World Health Organization Regional Office for Europe
[WHOROE], 2013). Justice-involved people also have a disproportionately high prevalence of poor
social determinants of health that are often chronic and/or untreated (e.g., history of abuse, comorbid
physical and/or mental health diseases and disorders), and which are also exacerbated for those who
are elderly (see, e.g., Franco-Paredes et al., 2020; Murdoch, 2020; Nowonty & Piquero, 2020; Sapers,
2020; Viglione et al., 2020). The need to better meet the rights of imprisoned people in relation
to health and ensure their inclusion in public health responses is a common international issue,
particularly given the significant impact health can have on multiple factors related to successful
community integration such as employment, housing, and family relationships (Centre for Addition
and Mental Health [CAMH], 2020; Desai et al., 2013; Link & Ward, 2019; WHOROE, 2013).
In Canada, federally-sentenced people are temporarily excluded from the Canada Health Act
while incarcerated (Office of the Correctional Investigator [OCI], 2019). Structural and operational
challenges related to the quality of Correctional Service of Canada’s (CSC) healthcare system have
been commonly raised among experts and incarcerated people (see, e.g., Kouyoumdjian et al., 2016;
OCI, 2014; Office of the Correctional Investigator and Canadian Human Rights Commission [OCI &
CHRC], 2019; Public Safety Canada, 2020; Watson et al., 2004). Additionally, concerns related to the
effects of certain health measures implemented by CSC throughout the pandemic have been raised,
such as increasingly restricted movement (e.g., minimal time allowed out of cells), limited ability to
socialize/congregate with peers or community members, prolonged suspensions of various programs
and services, challenges with timely access to health services, limited testing for COVID-19, and
inconsistent release practices (see, e.g., Kouri & Lemoine, 2021; Rapisarda et al., 2020; Ricciardelli et
al., 2021; Sapers, 2020; Zinger, 2021). Research also demonstrates that such measures can create and/
or exacerbate physical and mental health issues, further compounding the negative and long-lasting
impacts correctional environments can have on incarcerated people, as well as outcomes related to
their community integration (e.g., education, employment, and housing opportunities) (CAMH, 2020;
Ghram et al., 2021; Kouri & Lemoine, 2021; Langat et al., 2020; Lemieux et al., 2021; Link & Ward, 2019;
OCI & CHRC, 2019; Skolnik, 2020).

3

The final reports of the other projects were not available to the researchers at the time of writing.
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Within the first year of the pandemic, more than 10% of the federally incarcerated population tested
positive for COVID-19, in contrast to approximately 2% of the Canadian public (Zinger, 2021). According
to the most current figures available, approximately 23,500 federally-sentenced people are under the
responsibility of CSC (Public Safety Canada, 2020). Of these individuals, approximately 9,300 (i.e.,40%)
are being supervised in the community (Public Safety Canada, 2020). Community-based Residential
Facilities (CBRFs), commonly referred to as halfway houses, are structured facilities that provide
both residential and non-residential programs and services to people on conditional release (Kouri &
Lemoine, 2021). They are one of few locations to which federally-incarcerated people can be released.
Prior to the pandemic, research indicated that placing elderly and medically vulnerable parolees
into facilities, such as specialized CBRFs, supports human rights and substantial cost-saving and
health-related benefits (OCI & CHRC, 2019). However, there is a reported lack of investment into such
facilities, providing a significant barrier to enhancing the capacity of the community corrections sector
to better support the safe and gradual transition of a larger number of federally-sentenced people to
the community (Kouri & Lemoine, 2021; Murdoch, 2020; OCI & CHRC, 2019; Zinger, 2021). This became
a greater concern during the pandemic given the increased calls for correctional facilities to reduce
their populations through decarceration measures, the need for CBRF operators to adapt service
delivery, and the barriers to community integration for federally-sentenced people within the prison
health to public health continuum of care (see, e.g., Desai et al., 2021; Franco-Paredes et al., 2020;
Kouri & Lemoine, 2021; Ricciardelli et al., 2021). While many provincial and territorial correctional
systems in Canada significantly reduced their custodial populations by increasing release rates, the
reduction seen in the federal correctional population was largely attributed to the reduction in people
being admitted as opposed to an increase in the number of people being released (Sapers, 2020;
Zinger, 2021).
Literature Review
There is an overarching consensus that the pandemic presented an important opportunity to reflect
on the priorities, goals, and efficacy of operations within institutional and community corrections, as
well as to take meaningful steps to improve outcomes related to correctional health using a public
health approach (e.g., see, Franco-Paredes et al., 2020; Nowonty & Piquero, 2020; Ricciardelli et al.,
2021; Skolnik, 2020; Viglione et al., 2020). Articles such as Blair et al. (2021), Desai et al. (2021), and
Zinger (2021) address how congregate living settings, especially correctional facilities, are particularly
susceptible to the wide-spread transmission of infectious diseases, which further exacerbates the
medical vulnerability of incarcerated people. Lemieux et al. (2021) and Skolnik (2020) further highlight
the direct negative impacts COVID-19-related policies and procedures can have on the mental health,
recovery, and rights of incarcerated people, particularly in relation to the risk of extreme social
isolation within the security-oriented goal and design of correctional facilities.
Ensuring there are transparent protocols regarding frequent screening, accessible testing and
immunization, and appropriate spaces for quarantining/isolation are very important to reducing
disease transmission and avoiding high-risk people getting sick (Blair et al., 2021; Marcum, 2020;
Nowonty & Piquero, 2020; Pease, 2021; Rapisarda et al., 2020; WHOROE, 2013). Lemieux et al. (2021)
and Nowonty and Piquero (2020) support the need to update infrastructure and reorganize spaces
to mitigate the risk of transmission, as well as ensure people working and living in the community,
and those being released from custody, have the necessary information and supplies to implement
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hygiene measures and access personal protective equipment. Ghram et al. (2021) present the
medicinal and protective aspects of physical exercise in reducing the risk of infections, disability, and
negative effects of public health measures and sedentary lifestyles for incarcerated people and other
vulnerable populations. Desai et al. (2021) highlight the importance of providing opportunities for
meaningful community engagement through leisure, recreational, and pro-social activities for people
returning to the community after incarceration. Such activities contribute positively to integration
outcomes and the reduction of stress; however, pandemic-related restrictions have limited options for
such opportunities (Desai et al., 2021).
Barriers related to engaging with the community and accessing service providers has led to
exacerbated challenges with integration and a reduction in care, which is particularly detrimental to
the well-being of people with mental health challenges (Desai et al., 2021; Lemieux et al. 2021). Virtual
contact through technology for purposes such as correctional supervision and health treatment
has demonstrated to be a growing trend and promising practice when in-person service delivery
is restricted during a health crisis, as well as in removing more general impediments to access
such as transportation (Carr, 2020; Lemieux et al., 2021; Marcum, 2020; Schwalbe & Koetzle, 2021;
Viglione et al., 2020). However, literature also identified that increased reliance on technology can
also be a significant barrier as its efficacy is contingent on clients and practitioners reliably having
the equipment, confidential space, knowledge, and cognitive ability to participate (Desai et al., 2021;
Lemieux et al., 2021; Marcum, 2020).
The literature overwhelmingly recommends decarcerating correctional facilities, particularly of
elderly, medically vulnerable, and low-risk people, both in the short- and long-term (see, e.g., Carr,
2020; Franco-Paredes et al., 2020; Marcum, 2020; Rapisarda & Byrne, 2020; Rapisarda et al., 2020;
Ricciardelli et al., 2021; Zinger, 2021). Research highlights that increasing correctional release
rates do not correlate with increased crime rates and can support community safety and rebuilding
(Franco-Paredes et al., 2020; Nowonty & Piquero, 2020; Sapers, 2020; Viglione et al., 2020). Caution
is advised in relation to rapid discharge as it can pose clinical and ethical issues if there is a lack of
proactive planning for supporting justice-involved people in the community through individualized
and comprehensive release plans, or in ensuring community-based service providers have sufficient
resources and capacity to balance local public health and safety needs (Desai et al., 2021; Lemieux et
al., 2021; Marcum, 2020; Murdoch, 2020; Nowonty & Piquero, 2020; Pease, 2021; Viglione et al., 2020).
Desai et al. (2021), Murdoch (2020), and Viglione et al. (2020) contend that decarceration measures
from an evidence- and health-informed perspective (as opposed to solely justice-informed) enhance
outcomes for people working and living in correctional facilities and the general community.
Many researchers have emphasized the need for strong intersectoral collaboration and localized
support for coordinated responses, especially in supporting the development of guidelines for
decarceration and community integration (Franco-Paredes et al., 2020; Lemieux et al., 2021; Murdoch,
2020; Terebuh et al., 2020; Viglione et al., 2020; WHOROE, 2013). Promising practices suggest use
of frequent and transparent information sharing strategies and channels between government,
community-based service providers, clients, clients’ families, and the general public (Gostin et al.,
2020; Kouri & Lemoine, 2021; Langat et al., 2020; Lemieux et al., 2020). In particular, Pease (2021),
Lemieux et al. (2021), and Terebuh et al. (2020) have spoken to the efficacy of interdisciplinary teams
in supporting greater collaboration and understanding of policies and procedures between sectors,
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clients, and staff with respect to meeting local, organizational, and individualized needs.
Prior to the onset of the pandemic, there were calls to prioritize prison health within the Canadian
public health spectrum and address root causes of societal issues by increasing investment into
community-based service provision and alternatives to incarceration (see, e.g., Colibaba, 2019; Desai
et al., 2013; Griffiths et al., 2007; OCI, 2014; Standing Senate Committee on Human Rights, 2021).
These calls have been echoed internationally since the onset of the pandemic, reinforcing the need
for the provision of quality, targeted, and wrap-around support and services within the community
(see, e.g., Desai et al., 2021; Kouri & Lemoine, 2021; Langat et al., 2020; Nowonty & Piquero, 2020;
Ricciardelli et al., 2021; Sapers, 2020; Terebuh et al., 2020; Viglione et al., 2020). This includes the
need to address social and structural injustices and inequalities related to the marginalization of
communities that justice-involved people often come from and return to, as well as prioritize providing
care rather than incarceration, especially when the safety, security, and well-being of disadvantaged
communities are further compromised by a health crisis such as COVID-19 (see, e.g., Desai et al.,
2021; Franco-Paredes et al., 2020; Langat et al., 2020; Marcum, 2020; Nowonty & Piquero, 2020;
Sapers, 2020). The WHOROE (2013) also recommends that health ministries should be responsible
for the provision of correctional healthcare and that healthcare providers should act independently
of correctional authorities. Moreover, within the context of the pandemic, the literature has provided
frequent reminders that: resources should be allocated for the most vulnerable and high-needs
settings and populations; the impact of restrictions on justice-involved people should be considered
so as not to infringe on their rights and meet unique needs; least restrictive measures should be used
to ensure undue risk or punishment are not imposed; and, decision-makers should be transparent,
accountable, and involve impacted populations in the development policies and procedures (Desai et
al., 2021; European Committee for the Prevention of Torture and Inhuman or Degrading Treatment or
Punishment, 2020; Gostin et al., 2020; Lemieux et al., 2021; Marcum, 2020; Nowonty & Piquero, 2020;
Saper, 2020; Skolnik, 2020; Zinger, 2021).
Methods
For all research activities, the researchers followed the principles of the Tri-Council Policy Statement
on Ethical Conduct for Research Involving Humans (Canadian Institutes of Health Research et al., 2018).
Participants Recruitment
Purposive sampling was used to identify and recruit study participants for the roundtable. Invitations
to participate in the study were sent to all ten Executive Directors (EDs) of SLSC member agencies by
email. Those who consented to participate in the study returned a signed consent form and were given
event details including date, time, and the link to attend the virtual roundtable.
Procedures
In preparation for the roundtable, participants were sent a form of guiding questions approximately
one week prior to the event. The questions were meant to encourage participants to reflect on
promising practices and challenges in operating CBRFs since the onset of the COVID-19 pandemic,
as well as what would be needed for CBRFs to operate successfully moving forward (e.g., measures,
initiatives, government policies and practices). The form also enabled EDs who consented to
participate in the study but could not attend the roundtable to provide their input.
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The roundtable was held online on March 8, 2021. Participants attended via Zoom® video
conferencing technology, and the roundtable was led by a facilitator knowledgeable in Canadian
corrections. The roundtable was two hours in duration and covered the following objectives:
• share knowledge regarding promising practices, challenges, and recommendations related to
CBRF operations during the pandemic;
• discuss what is needed for CBRF operators to continue navigating the pandemic; and,
• identify key points that government partners should know to inform future policies and
practices related to the community corrections sector, particularly within the context of a widespread health crisis.
With the consent of the participants, the roundtable was recorded for transcription and analysis.
Data Analysis
The transcript of the roundtable recording underwent qualitative analysis by the researchers
utilizing the coding procedure outlined by Creswell (2009). To help demonstrate reliability, the
researchers coded the data independently and compared themes upon completion (Creswell, 2009).
The researchers reviewed the passages identified as relevant during coding and reached agreement
(i.e., intercoder agreement) on the same themes and sub-themes, as well as the definitions for each
(Creswell, 2009).
To help increase validity, the researchers engaged roundtable participants in member checking after
the coding scheme had been agreed upon. Participants were sent an email containing the themes and
sub-themes along with supporting passages, as well as questions related to member checking (see,
Birt et al., 2016). Two of the seven participants responded to the email and indicated that the themes
and sub-themes matched their experiences and that they did not want to change or add anything.
Method triangulation was also used to increase validity (Polit & Beck, 2012). The researchers
compared themes related to challenges and promising practices emerging from a survey to EDs on
this topic (as part of the larger initiative) as well as SLSC ED meeting minutes during the pandemic to
those of the roundtable transcript. The researchers noted significant overlap between themes from
the survey, meeting minutes, and transcript.
Results and Findings
A total of eight EDs representing agencies from Alberta, British Columbia, Ontario, and Quebec
completed the guiding questions form and/or attended the roundtable. More specifically, seven EDs
returned guiding question forms to the researchers, one of whom did not attend the roundtable, and
seven EDs attended the roundtable, one of whom did not complete a guiding questions form. The
sample of EDs had a combined total of more than 150 years of service in the community corrections
sector, and all had post-secondary education in related fields including substance use and addictions
counseling, sociology, health, and social work.
Themes relating to challenges and promising practices in correctional healthcare during the COVID-19
pandemic were identified by the researchers. The themes and their definitions are presented in Table 1
and Table 2, along with participant quotes which support the themes.
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Level of understanding:
Level of understanding of
the needs of CBRFs during
the pandemic

Level of responsivity: Level
of responsivity to requests
related to the needs of
CBRFs [Community-based
Residential Facilities]
during the pandemic

Communication challenges with the
federal government/CSC
[Correctional Service of Canada]:
EDs [Executive Directors]
expressed challenges related to
responsivity and understand which
was an obstacle to achieving
meaningful collaboration

Themes
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“So, one of the biggest challenges that we had, and a few of my colleagues have talked about sort of the challenges in
working with CSC, one of the big challenges that we had is that they simply – it really seemed difficult for them to
understand that people coming into a congregate setting need to isolate for 14 days when they come in. It was really
hard for us to figure out ways of doing that. We had a couple of isolation spaces that we could use, but with so many
shared spaces, to isolate everyone would mean that our occupancy would drop down to like 60%, which financially,
and again, because CSC, their ability to be creative with their funding was limited.” (P7)

“When the pandemic first hit, our biggest concern was getting guys out. And knowing that CSC guaranteed us at least at
80% occupancy, I felt OK to just let guys go because I knew that we would still have the income. And I understand
it wasn't sustainable and I know that they weren't going to continue to offer it. But when it's a lockdown and we are
being advised by Public Health to not accept people, they need to accommodate that. I'm not asking for it in red but
having to justify it. And when you give them the justification for and they say, ‘Well, we need to see in writing or
your health person is specifically saying you at [address] cannot take people.’ We're never going to get that. So, they
need to work with us, especially if we're all locked down.” (P3)

“So, anytime that there is a change in – like we've gone from yellow to orange, or from orange to red, whatever the case
may be, [provincial government agency] sent out something day-of saying, ‘This is what the new restrictions are.
These are the best practices for congregate care settings.’[...] So, [provincial government agency] have been really
good and that's pretty much been what our guidance has come from because CSC sends nada. Anytime I had a
question for them, it's ‘Well, just do whatever you think is best or talk to public health.’ (…)” (P7)

“We've been in two outbreaks, I've put proposals in for to top up bed rates, both which were approved, but months and
months and months later. They're reimbursing for COVID supplies, which normally is a three to three and a half month
recently time period to utilize those funds and you have to break down exactly how much you're going to use every
month and how much in each category, but they didn't even approve me for six weeks. And that's when I had to go to
the District Director about it. So, I just lost six weeks that I can't even reimburse for anything I had to buy. Things need
to be in a timely fashion, we need things in the moment to do our job safely and to financially survive (…).” (P2)
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The infrastructure of older CBRFs
is unsuitable for mitigating
risks during pandemics: EDs
assert the infrastructure of older
CBRFs is not conducive to
pandemic health and safety
protocols without funding and
renovations

Unsafe transportation to CBRFs:
EDs expressed concern over the
lack of low-risk options for the
transportation of residents from
federal penitentiaries to CBRFs

“And really overall, like what [name] just said, that's about facilities’ sustainability. If you want us to offer a facility that an
agency and a program that can house offenders for you as a partnership with CSC, then giving us bare minimum money,
and we don't have any extra money to do those upgrades and renovations when it gets time for those older buildings.
Well, how are we going to make those big-ticket upgrades to be able to continue sustainability for that facility? They
don't like to include things like that. But there's not many government programs or other non-profit agencies that are
funders, especially after COVID because we've discovered that, that want to just give you money for that sort of thing.
So, it's very difficult to where you're going to get that money from if CSC doesn't want to include it.” (P2)

“I think most of us are in old houses where they wouldn't meet hallway codes if we tried to knock out a few walls and
just spread out so, you're not sort of tripping over each other going to the intake office. I think that would be
something moving forward that not only would be good for the CRF [Community-based Residential Facility] during
a pandemic, but would be good overall. (…) I've got triples in my location in order to meet the occupancy
requirements. And if they can be hacked down into three single rooms, that's safer for everybody. But there's no
funding available, at least that I've been able to sort of track down. I've put a couple proposals into CSC. They paid
for barriers and the double rooms and all of that kind of stuff, but I'm talking actual physical rooms so people go into
single rooms would be much better.” (P1)

“(…) we used the private family visitation trailers [at institutions] as well. But then CSC was infamous for booking
public transportation before speaking to us because we weren't allowing public transportation because there's no
point in isolating somebody for 14 days and then putting them on a public train.” (P3)

“(…) we're looking for options for transit to our location, but it appears to being falling on deaf ears in terms of there's
guys that are waiting to go but they their only option is to put them on various forms of public transportation to get
them to us and that's challenging.” (P1)

“I think the challenge has always been if people are coming from the institutions getting a straight answer on whether
COVID-19 testing in institutions:
EDs expressed concerns about
they were tested or not tested, they came up with tests, and then they fire them on a bus.” (P1) a
irregular or inaccurate COVID-19
“And it's been difficult not having asymptomatic testing for so long now available in the community. So, we've really
testing at federal penitentiaries
tried to push, although they don't always do it for guys to get tested before coming to us. Now that it is more a bit
prior to releasing people to CBRFs
widespread in the community, we're finding a lot of them are the rapid test, which is better than nothing, but it's still
not a great accuracy rate. So, we've had even staff be rapid tested negative, and then the most recent outbreak, she
turned out to be positive. So, the false negatives on the rapid tests are a bit concerning. And like [name] said, just
like not being able to get them tested, when we don't really trust what CSC is telling us when they're coming out has
been a concern.” (P2)

Themes
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“So, one of the things that I wanted to bring up is that we're getting a lot of mixed messages over jurisdiction here in
[province] about vaccinations. So, because we're considered a correctional facility to some health authorities, you
[unintelligible 01:10:58] with CSC but that is not true. We are an independent contractor with a contract to CSC, and
subsequently, we are under provincial authority with a vaccination. So, my point is, I think what SLSC [St.
Leonard’s Society of Canada] can do is really help clear up a lot of these mixed messages, innuendo, these
bureaucratic jurisdictional related issues would be really, really helpful (…).” (P4)

“(…) But one of the things that I found is that Public Health, so our local health unit, for example, really doesn't
understand well what a community residential facility is, and kind of what some of their decisions mean for our
types of facilities. They understand what a congregate care setting is. But, (…) There's a whole supervision piece,
and there's a community safety piece, and all of those things. I found that the people in Public Health that I was
talking to, I mean, mostly they were willing to have that conversation and to be educated and to learn about what it
means to run a CRF, but the people also change. Like our health unit, I think that people have been cycling
through or they're being redeployed in other ways. And so, I'm having the same conversation several times (…)
So, perhaps there are conversations either at, I'm thinking like Public Health [province], or maybe a national
Public Health level to help them sort of remember that CRF and that the St. Leonard’s of the world exists, because
I do kind of get a bit concerned, even as vaccines are rolling out. (…) I don't think that the true understanding of
what it means to be a resident in a CRF and having been in a correctional facility, and what that does to
somebody's health – there are health effects of being in a correctional facility.” (P7)

Examples

“Those simple procedures and protocols should be top of the line importance for CSC to ensure that their wardens and
their management are enforcing it across the board because they already have a couple of lawsuits on their hands and
it's stuff like that that's not going to work in their favor. (…) But yeah, it's just those little things. I get that every
institution in each province is running off a different level of outbreak in that province or in that city or in that town.
But it's those small things that should be consistent across the board for safety that should always be followed that
it's so frustrating to hear they're not. And I think things like that, like yes, different wardens are going to approve
different things and be more creative and open than others, but there should be some form of level of standard.” (P2)

“I think it's a lot of internal inconsistency, though, because when we go on our district meetings, we hear you folks
Inconsistency of health and safety
down in [region] with PFV [private family visitation] releases or we’re quarantining them. In [other region], we
protocols and practices between
didn't hear a thing about that. If you look at testing across the board for guys coming out of institutions, one place
institutions: EDs highlight
will test them, one won't even tell you they tested them. One guy gets a vaccination, you don't even hear at another
instances where federal institutions
institution, or at least the guy doesn't tell you he's been vaccinated, but he has. It's almost like everyone's been
had inconsistent practices and
allowed to run their own program but there's no one overseeing what those programs are from institution to
protocols related COVID-19
institution and it's completely frustrating. Like absolutely, [name], like someplace, you pick up the phone and be
like, ‘Hey’, you get the information right away, and other people just stonewall you. Like it's crickets.” (P6)

Challenges with Public Health units
understanding how CBRFs
operate: EDs assert there were
instances when Public Health units
did not fully understand what
CBRFs do or the implications of
their decisions on CBRFs

Themes
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“We have four guys that are in the middle of UTAs [unescorted temporary absences] that cannot finish because [CSC]
will not do UTAs. These are lifers that have been in for 30 plus years. One is at 87 years old. He is not a risk. We
have said, ‘We will waive the UTA. We don't need the UTA. Put him on a train, we will deal with him.’ ‘No, we're
not going to do that. We're not doing UTAs.’ (…) They just send you the ones that legally have to get out there and
no hurry to help you with day parole situations.” (P3)

“At beginning of all of this, they couldn't push enough people on us. And like you said, it's like the individuals that turn
this house upside down when you have too many of them in it and then the normal stable day parolees or lifers or
whatever, were just not seeing (…). [T]hey're just isolating the day parolees, sending all the easy guys over [to
another facility] and expecting us to take all of the guys that take up like extreme, right on the borderline of safety
risk and take up all your time for high needs, high risk. But when we need things like ‘OK, can you fill us up? We're
so low’, it's like ‘I'm sorry I don't need you now.’ (P2)

Note. a P1 reported that concerns related to testing and vaccinations had largely been addressed since the roundtable.
CBRF/CRF = Community-based Residential Facility; CSC = Correctional Service of Canada; ED = Executive Director; PFV = private family visitation; SLSC =
St. Leonard’s Society of Canada; SR = statutory release; UTA = unescorted temporary absence

Decarceration favors certain
individuals for discharge
to CBRFs: Decarceration
increases the number of SRs
[statutory release] and highrisk/needs people discharged
to CBRFs and decreases the
number of UTAs and ‘lifers’
discharged to CBRFs

“It’s not politically correct, but I don’t like any alternative measures, I want them in my house. (…) From an advocacy
Decarceration has
standpoint, yes, I think they need to look at some of these alternative ideas, especially for the older population. I
consequences on the
don’t like to see the older population, and they’re dealing with COVID outbreaks and that sort of thing. From a
financial stability of
CBRFs: Decarceration
purely financial CRF standpoint, I don't like them, because it bites in my bottom line.” (P3)
negatively affects the bottom
line of CBRFs
“I just second on [name] because after our first outbreak in November [2020], we still cannot even get sustainable
numbers in this house. And CSC is like, “Well, we have nobody to give you. So sorry.” And it's very, very painful.
I've had to ask for to top up bed rates per diem rates from CSC and wait months for them to get approved but it still
doesn't do it justice. (…) But it is great for individuals, not as great for our bank account. But even when they're out,
our six-month day paroles are, “Oh, well, they're actually eligible for full parole after like, three, four months,
because they got it late. You thought they were going to be in your facility for six months.” (P2)

Challenges related to decarceration
for reducing the risk of disease
transmission in penitentiaries:
EDs describe the consequences of
decarceration on managing
CBRFs
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For social connection:
communication technology to
facilitate social connection for
residents while observing
physical distancing rules set
by the provincial government

For risk mitigation:
communication technology to
assist with risk mitigation at
CBRFs

For receiving healthcare:
communication technology to
facilitate healthcare-related
meetings for residents while
observing physical distancing
rules set by the provincial
government

Adequate communication technology for
CBRFs [Community-based Residential
Facilities]: EDs [Executive Directors]
endorse the use of communication
technology at CBRFs for promoting the
physical and/or emotional health of
residents during the pandemic

Themes

“Got a new resident laptop, because we're finding that one computer use really wasn't enough, especially because
we haven't been permitted to even have like one person in their bubbles since November. So, they're not even
allowed to see their family or friends, unless it's outside at a social distance. So, it's nice that it's not solely just
for employment or education purposes, they actually have that time to have that personal connection.” (P2)

“(…) I really think that a lot of the work that we're doing with this will be as needed, that we have the abilities now to
provide spaces for them to virtually connect, whether that's doctors, psychologists, family, that kind of stuff.” (P1)

“We got another laptop for staff, because we had some staff that could do their job from home, especially our
finance person, so she was able to access that.” (P3)

“So, I'll say how great it is, is that we have purchased a year ago last December a house next door, we share a
parking lot and what we've done is left it vacant. Should an outbreak happen in our facility, we can get
people off site. And the funding that we use for this is to do virtual checks with guys, if they should be
positive, they would go over into that location. We wouldn't send our staff into that location with gowns and
all of that kind of stuff, we would do it virtually.” (P1)

“We also got two Chromebooks for residents, especially ones that are just getting out from the institution. A lot of
them don't have a phone yet or their own technology. So, if they had to do that confidential, whether it was a
psych appointment, or if they wanted to talk to family, they're able to access that.” (P3)

“And I was able to put the computer that was purchased through this program to use today for one of our guys to
actually meet with a psychologist and trying to unpack some of that.” (P1)

Examples
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Use of tools for mitigating the risk of
transmission: EDs endorse additions
or modifications to the physical
environment at CBRFs to promote the
physical health of residents during the
pandemic

Good relationships with local Public
Health: EDs endorse establishing
supportive relationships with local
Public Health to promote the physical
health of residents during the pandemic

For isolating/quarantine:
Additional buildings/spaces
for isolating/quarantine of
residents

For weekend passes: Additional
buildings/spaces for
facilitating weekend passes in
the community while
observing physical distancing
rules set by provincial the
government

Strategic use of infrastructure: EDs
endorse the use of additional buildings
or spaces for promoting the physical
health of residents during the pandemic

Themes

“In our CRF, especially in one of them, we have a CRF [Community-based Residential Facilities] where there is a lot
of shared bedrooms and shared spaces. So, we used our funding more for ways to make those shared spaces to reduce
the possible risk of transmission within shared spaces. So, we put up barriers between beds, for example. But one of
the things that we did is that we purchased some their air filters that you would see in like dentist's office and doctor’s
offices that have – so there's a UV light filter, there's a charcoal filter, there's a HEPA filter in it and it recycles the air

“So, we've been gradually replacing all of our furniture to more of the metal style. So, we purchased one set of that. It's
way easier to clean, we can spray it down with the sanitizer, and it just makes our cleaning process a lot easier.” (P3)

“Relationship with Public Health was key for us making sure that we were on their radar, making sure that we were
following their practices.” (P3)

“(...)We have a great relationship with our local Public Health department. So, when we get the guy, we're usually
able to get him in for testing within 24 hours.” (P1)

“But yeah, other than that, we can't 100% isolate. So, utilizing in the province isolation hotels, like [name] just said, we
did have five asymptomatic residents out of the first outbreak that we ever had. So, we just line them up, OK,
medical leave, medical leave, medical leave, got it all approved from CSC [Correctional Service of Canada] and
away they went to the hotels.” (P2)

“We have two trailers, isolation trailers on in the backyard for people who are coming out with COVID-19, or they
have been exposed or traced back to COVID-19, within pre-trial facilities. And it also provides us with some
insurance that if one of our residents, or even a staff member for that matter, has tested positive for COVID-19,
we can isolate them immediately.” (P4)

“And in the meantime, because nobody seems to be able to take weekend passes anytime soon, since they're not
able to step foot in anybody else's house in [province], we're going to start utilizing it for weekend passes here
very, very soon. We were hoping to start this week.” (P2)

“Just a comment, [name], we have a satellite apartment that we use for our guys do exactly that. They'll do their
fives and twos, fours and threes over there as well as weekend passes.” (P1)

Examples
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Communication channels between
CBRFs and federal
penitentiaries/CSC: EDs describe
effective channels for communicating
information between CBRF and federal
penitentiaries/CSC

Access to exercise equipment: EDs
endorse the use of exercise equipment
at CBRFs for promoting the physical
and emotional health of residents
during the pandemic
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“I think the calls, one pat on the back for CSC, they did have regular calls that were updates for all the halfway
houses. Of course, they were an hour of one individual talking and then we had five minutes at the end to give
our feedback, but at least they were trying to appear transparent and give us information. That was helpful; they
did have the nursing staff or medical staff on one call that is something that probably should have been
increased.” (P3)

“But I think what's really been helpful for us is good communication with the offenders inside. So, we start
communicating with them early on working with their POs [Parole Officers]. And then when they're ready to
be released, we know what it is they need, we have everything set up, because we take our guys from not just
regular instant federal institutions. We work with provincial institutions, we work with pre-trial centers, we
work with CRF transfers everything because we run a treatment center as well. The other thing I found really
helpful is that we have our own Medical Director, and he works behind the scenes to help us working doctor to
doctor with the healthcare inside the institution, so we can get a good clear picture of what's going on. And
under Section 8 of the Privacy Act, one institutional head can communicate with another institutional head with
respect to privacy issues and it doesn't infringe on their confidentiality.” (P4)

“We were able to install two gyms. We (…) got a gym with elliptical bike, treadmill, a bunch of weights, some
exercise programs. [City] was in the grey zone and we've been in the red zone for a long time. So, a lot of gyms
have been closed. A lot of our fellows have a routine where they work out, helps alleviate stress and anxieties.
So, we found that was really beneficial. We're getting a lot of use out of the gyms. Right now, we're doing,
guys are in one at a time, they kind of sign out their time and then go down. But we have had some really good
feedback from our residents and some of our staff are actually using the gym. We've been encouraging
everyone to use it. So, those have been great.” (P6)

"So, we were able to get an elliptical and a treadmill. And our kids really have not been outside other than the
yard since last March. The ministry is very averse to any kind of problems that might be arising or any kind of
catching of COVID. So, they have been literally shuttered for over just about a year now. So, it has been a
blessing that they have somewhere to sort of get some of that frustration built up, pacing out and they've been
using it quite religiously.” (P5)

in the rooms on a frequent basis. So, we're thinking that since COVID is potentially airborne through droplets,
keeping the air clean is just another way of reducing the risk of transmission. And for longer term, when you know flu
season comes along, or other infectious diseases come along, that will also sort of go a little ways to helping keep the
residents safe.” (P7)
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Clear reimbursement criteria
and standards: clarifying
criteria and standards for
reimbursement of COVIDrelated expenses for CBRFs
from federal government/CSC

Better communication systems:
finding better ways for
CBRFs and the federal
penitentiaries/CSC to
communicate

Establishing consistent policies and
practices: EDs suggest ways CBRFs
can advocate for consistent policies
and practices within correctional
healthcare

Knowledge exchange with peers:
Frequent meetings between service
providers were beneficial for
exchanging practices and protocols for
promoting the emotional and physical
health of residents during the pandemic

Themes

“If there's one other thing from an advocating for consistent policies and practices, I do think a little bit about the
COVID funding that we can apply for. So, there's that $10,000 for COVID related things that we can apply for.
And it would be great to know whoever it is that makes those decisions about what would be covered – it would
be nice to know how those decisions are made. Because in some cases, I mean, the really simple ones like
alright, ‘We want to buy $2,000 masks, can that be covered?’, ‘Yeah, sure.’ But then if there are other requests,
sometimes it's just like, ‘Yeah, they’re not going to approve this.’ And I mean, at one point, I even asked what
information do they need to know to help them make their decision and they couldn't even really tell me sort of
like what they're basing their decision on. So, understanding how those decisions are made. I mean, that might
be from a consistent policy and some consistency on how that's done, that would be great.” (P7)

“I really like your idea of potentially having a communal person, even if CSC had a communal nurse across the
province that could answer COVID facility questions, that would be awesome. And I just second or probably
more than second what [name] said about just St. Leonard’s as an overall arching voice for all of us at that
stakeholders table with people that we don't personally have access to, has been huge.” (P2)

“I guess in terms of a promising practice, and what we did is we've built into our CAs [contribution agreements]
and our acceptance that they will be tested 24 hours upon arrival. So, the parole officer has to follow along,
so to speak.” (P1)

“Within this group, I think one of the things that I found the most beneficial is just hearing, quite frankly, what
other people are doing. So, like the monthly calls that we had, realizing that a) I'm not alone and in dealing with
this, but that I mean, we're all experiencing some of the same challenges. And sometimes, one of the other EDs
would say, ‘Well, this is what we've done.’ And that would be a suggestion that I would quickly take back to
my operational leadership and say, ‘Hey, you know what, in [city] or in [city], this is what they're doing, or this
is what they're seeing.’ And then that would give us some direction of things that we can try.” (P7)

“The support in the network, obviously, as [name] said, it allowed me to go back to staff and say, ‘Listen, every
other halfway house that I've talked to is doing it this way. This is what we need to do.’ So, it wasn't like, ‘OK,
[Executive Director] is being a hard ass. She wants us to do all this stuff.’ Well, that's because everybody's
doing it that way and there's a reason why we're doing it this way.” (P3)
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“So, they need to be timely and consistent like everybody has said here. If you're going to support consistently
across the board, what's the criteria for it? What are the guidelines? Don't just give us such general jargon of,
‘Oh, pat ourselves in the back, we look great. We're going to apply for your COVID reimbursement and
we're going to approve it.’ But what's included? You want us to think outside of the box to be able to take
people safely and help these guys mental health and help them reintegrate in a world that's not normal right
now, but you don't want to help us do it. And we don't even know what we can apply for? Or why should we
waste our time? I don't want to put a proposal together that's just going to be denied and go get quotes and
everything when it was never going to be approved in the beginning. But I have no idea what the criteria is.
So, I don't know what's going to be approved.” (P2)

Examples

Note. CBRF/CRF = Community-based Residential Facility; CA = contribution agreement; CSC = Correctional Service of Canada; ED = Executive Director; PO
= Parole Officer
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Article 2: Challenges and Promising Practices in Correctional Healthcare During the
COVID-19 Pandemic: A Perspective from Community-based Residential...
The ED that completed the guiding questions form but was unable to attend the roundtable also
spoke to many of the themes raised by the other participants. Of note, they emphasized the need for
EDs of CBRFs, as operators of autonomous agencies, to be more engaged by government with respect
to policy, procedure, and guideline development. The ED also highlighted concerns related to the
availability of safe living accommodations and the accessibility of necessary health and safety-related
information for residents following their discharge from the CBRF.
Discussion
The roundtable provided key insights into specific challenges and promising practices pertaining to
CBRF operations in Canada amidst the COVID-19 pandemic, many of which overlapped with what
is presented in related literature. The findings revealed many similarities among the experiences of
participants despite differences in local and organizational realities. They also identified significant
challenges faced by CBRF operators in safely, confidently, and effectively continuing service delivery
due to issues associated with communication and understanding between CBRFs and government
partners during the pandemic. Concerns related to inconsistencies regarding health and safety policies
and practices within and between correctional institutions, and in relation to discharge protocols,
compounded these challenges. Moreover, CBRF infrastructure and limited resources, as well as
inconsistent funding criteria, further exacerbated CBRF operators’ difficulties with mitigating the risk
of disease transmission and meeting local needs. Participants highlighted how without intersectoral
collaboration, the use of decarceration measures can conflict with maintaining the financial stability
and capacity of CBRFs to provide services. They also described the challenges associated with taking
on a greater proportion of individuals with high risks and needs within the current funding structure
as well as successfully advocating for the release of lower risk individuals. While the EDs generally
supported depopulating correctional facilities, there is a substantiated need to ensure there is
investment into other community-based resources (e.g., housing, programs and services) to ensure
the individuals being released are adequately supported.
In relation to promising practices, the EDs’ support for the use of communication technology was
commonly identified in the literature as an effective means to address challenges related to enhancing
outcomes related to health care, risk mitigation, supervision, and social connections (Carr, 2020;
Lemieux et al., 2021; Marcum, 2020; Schwalbe & Koetzle, 2021; Viglione et al., 2020). The benefits of
exercise equipment within CBRFs reported by participants in relation to mitigating negative impacts
of the pandemic are reinforced by Ghram et al.’s (2021) research. Investment into CBRF modifications,
isolation trailers, and secondary facilities were identified as beneficial innovative measures for health
promotion among staff and residents, particularly for accommodating isolation/quarantine, medical
leaves, and weekend passes. This aligned with recommendations within literature to ensure there
are appropriate locations to support the release and isolation/quarantine of justice-involved people
as they return to the community (see, e.g., Blair et al., 2021; Lemieux et al., 2021; Nowonty & Piquero,
2020; Sapers, 2020). Research regarding the high risk of disease transmission within congregate
living settings reinforces the EDs’ desire for regular and accurate COVID-19 testing within institutions
and the community.
The literature supports the identified need to invest more resources to enhance the capacity of
community-based services to contribute positively to public health and safety (see, e.g., Desai et
al., 2021; Desai et al., 2013; Kouri & Lemoine, 2021; Lemieux et al, 2021; Nowonty & Piquero, 2020;
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OCI, 2014; Standing Senate Committee on Human Rights, 2021; Viglione et al., 2020; Zinger, 2021).
Pease (2021), Lemieux et al. (2021), and Terebuh et al. (2020) provide examples of interdisciplinary
strategies for developing consistent, evidence- and practice-informed policies and procedures, as well
as for facilitating the communication, relationships, and quality of service delivery desired by CBRF
operators. These strategies also provide possible avenues to achieve the positive, long-term effects of
intergovernmental approaches to correctional health identified by WHOROE (2013).
Strengths and Limitations
Researcher bias is important to acknowledge when engaging in qualitative research
endeavors. Bias results from variation in researchers’ backgrounds (e.g., socioeconomic
status, gender, culture, etc.) and affects researchers’ interpretation of data (Creswell, 2009). Yet,
a qualitative approach to data collection, such as a roundtable (or a focus group-like forum), was
appropriate for addressing the present study’s research question. The open-ended questions posed
at the roundtable and in the guiding questions form provided EDs with the opportunity to report on
challenges and promising practices based on the local differences and realities of their agencies.
The research aimed to explore the experiences of CBRF operators within the SLSC membership only
(i.e., non-random sampling), and the sample consisted of limited number of participants (n = 8). While
the study’s sample is not representative of Canadian CBRF operators, and the generalizability of the
findings may not extend to other Canadian CBRF operators or those in other countries, the point of
qualitative inquiry is to develop themes within a specific context and population (particularity) rather
than generalize findings to other sites (Greene & Caracelli, 1997).
The perspective of CBRF staff and residents on the pandemic’s impact on correctional healthcare
was not included in the roundtable (only EDs participated in the roundtable).These perspectives may
have provided a more complete exploration and may have contributed to the formulation of possible
recommendations for standards of practice to enhance correctional healthcare. It should be noted that
the data was collected approximately one year after the onset of the pandemic in Canada and that
the experiences reported by the participants reflect the situation in healthcare provision to justiceinvolved people in the Canadian federal correctional system at that time. The quality of healthcare
provision evolved over time as the pandemic unfolded and improved in some cases. The authors
made an effort to document changes in the quality of healthcare provision if this was mentioned by
participants at the time of member checking.
Recommended Correctional Healthcare Standards of Practice
The following standards of practice are recommended for enhance the quality of institutional and
community correctional healthcare and outcomes within the prison health to public health continuum
during a wide-spread public health crisis (e.g., COVID-19) and beyond. The recommendations are based
on the reviewed international literature regarding healthcare within institutional and community
corrections during a pandemic, as well as the findings from the present research.
1. Consistent policies and practices developed through intersectoral collaboration: establishment
and use of reliable, transparent, and interdisciplinary strategies for stakeholders (e.g.,
government and community partners) to develop guidelines for correctional healthcare and
release protocols based on individual, organizational, and local needs (e.g., safe transportation,
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isolation/quarantine locations, access to programs and services).
2. Consistent communication among stakeholders: establishment and use of reliable channels
for transparent information sharing and to enhance relationships with incarcerated people/
residents, community-based service providers, government partners, and other stakeholders
(e.g., between CBRF operators; Institutional Parole Officers and CBRF staff; different levels
within and between government branches).
3. Financial support to enhance community capacity: accessible, standardized, and timely financial
support for community-based service providers to adapt to local needs to support justiceinvolved people in the community (e.g., adapting infrastructure, ensuring sufficient availability of
housing options, transmission mitigation measures). The financial support should be informed
by service operators in the community and have clear criteria and standards.
4. Comprehensive and reliable screening and testing: accessible and timely options and
information in correctional institutions and the community.
5. Prioritize decarceration efforts: establishment and use of strategies to minimize the number of
people being incarcerated, particularly those who are elderly, medically vulnerable (physically
or mentally), and/or low-risk (e.g., people with life sentences, near parole eligibility).
6. Available technological options: access to communication technology for government and
community-based service providers and justice-involved people as a strategy for reducing the
risk of disease transmission, an additional option for service delivery, and social connection/
community engagement, and entertainment.
7. Regular physical exercise: accessible opportunities for regular exercise to support physical and
mental health and as an option for leisure/recreational activities.
The researchers encourage practitioners to consider the suitability of these recommendations within
the context of their local realities prior to implementation. When available, readers may also choose
to review the research reports produced by the National Voluntary Organizations that received
Public Safety Canada funding (including Kouri & Lemoine (2021)) for discussion of broader policy and
operational reforms in community corrections during a public health crisis.
Conclusion
The onset of the COVID-19 pandemic had significant impacts on healthcare operations within
institutional and community corrections. The article examines challenges and promising practices
related to the provision of quality healthcare for justice-involved people from the perspective
of CBRF operators within the SLSC membership during the pandemic, contextualized within
international literature. The findings suggest key factors including communication, consistent policies
and practices, and community capacity to support justice-involved people could be enhanced to
improve outcomes related to correctional healthcare. The recommended standards of practice that
correctional healthcare should strive to meet, and that are evidence- and practice-informed, pertain
to: policies and practices; communication; financial support; screening and testing; decarceration
efforts; technological options; and, physical exercise. Future research on correctional healthcare
should include a special focus and nuanced investigation of community corrections, particularly CBRF
operations (e.g., impact of the pandemic on CBRF staff and residents from their own perspective),
given its critical role in the prison health to public health continuum of care.
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Abstract
Correctional facilities are at high risk of COVID-19 outbreaks due to the inevitable close contacts in
the environment. Such facilities are a high priority in the public health response to the pandemic. We
developed a user-friendly Microsoft Excel spreadsheet model building on the previously developed
Recidiviz model (Recidiviz 2020) to analyze COVID-19 outbreaks in correctional facilities and the
potential impact of prevention strategies - the COVID-19 Incarceration Model. The model requires
relatively limited input data and can be readily used by those without modelling experience such as
facility managers, correctional staff, policy makers, and other stakeholders. The impact of a COVID-19
outbreak and various mitigation strategies is illustrated for an example correctional setting.
Keywords: COVID-19, SARS-CoV-2, modelling, prisons, Australia
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Introduction
Substantial outbreaks of COVID-19 have occurred within correctional facilities including prisons,
jails, and detention centers across the world (Arkansas Department of Correction 2020; Saloner
et al. 2020). Such facilities, collectively termed here as “prisons”, are at particular risk of COVID-19
outbreaks due to the dynamic interactions with the wider community and the largely unavoidable
close contacts that occur within these settings. Inmates may also be particularly vulnerable
to COVID-19 disease, as well as to the accompanying morbidity and mortality, due to their high
prevalence of underlying health conditions. In the United States, correctional facilities in Ohio,
California, and Louisiana have reported infection rates between 74-98% of inmates (Lartey 2020).
Prisons are therefore a high priority setting in the public health response to the COVID-19 pandemic,
and appropriate prevention and mitigation strategies need to be developed by correctional
departments as part of the wider response (Saloner et al. 2020).
Mathematical models are useful tools for understanding infectious disease outbreaks, including
explaining transmission patterns, evaluating the population-level impact of public health control
programs, and forecasting epidemic trajectories (Adiga et al. 2020; Jewell, Lewnard, and Jewell 2020).
Models can also be used to guide organizational responses by evaluating the potential impact of
planned interventions to prevent or mitigate an outbreak of COVID-19 in prisons (Anastassopoulou et
al. 2020; Kraemer et al. 2020; Kucharski et al. 2020). We developed a simple modelling tool, called the
COVID-19 Incarceration Model, within Microsoft Excel (Redmond, WA) for simulation of outbreaks of
COVID-19 within prisons, and the potential impact of control interventions. Our model was originally
designed to simulate potential outbreaks within the correctional service in New South Wales (NSW),
Australia and to assess the impact of intervention programs, including personal protective equipment
(PPE), isolation, quarantine, thermal testing, reducing the inmate population, reducing visitors, and
vaccination. The model incorporates potential virus transmission between inmates, correctional staff,
healthcare staff, and visitors. It allows designation of the prevalence of vulnerabilities to severe
COVID-19 disease in the population, varied numbers of close contacts, and the daily intake and release
of inmates (Recidiviz 2020). It incorporates the latest international evidence on COVID-19 transmission
and disease progression (Table 1).
The Model ensures flexibility by allowing users including facility managers, correctional and health
staff, policy makers, and other stakeholders who are not modelers to define and assess different
outbreak scenarios and combinations of targeted control strategies to illustrate epidemic patterns
and the effect of prevention or mitigation programs. The model is easily adopted for application to
different prison settings and can be used to assess how well protected a particular facility is from
an outbreak, whether current policy settings and resources are sufficient, and how much time there
might be to respond to an outbreak or prepare for high COVID disease burden. In this manuscript,
we describe how the model works and its use for assessing the potential outcomes of a COVID-19
outbreak in a generic prison setting and the impact of associated interventions.
Method
Correctional facilities are a unique and challenging environment for public health responses to
COVID-19. Careful consideration of the security, logistical, and environmental constraints are required
when assessing the potential impact of a response to COVID-19. To track an outbreak of COVID-19 in
a prison setting we developed a simple compartmental deterministic model of COVID-19 transmission
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and disease progression within Microsoft Excel (Redmond, WA). The model was developed in
collaboration with Corrective Services NSW and the NSW Justice Health and Forensic Medicine Health
Network (the health care provider) to ensure it captured correctional and public health guidelines and
help inform the response. Our Excel model, the COVID-19 Incarceration Model, captures the specific
characteristics of correctional settings and the populations living and working in the prisons. It is
publicly available under an open-access license (GNU General Public License, Version 3) via an online
repository(where a user manual and an example spreadsheet are also provided) (Gray and Kwon
2021). The version used to generate the results in this manuscript can be provided upon request. This
study was approved by the Human Research Ethics Committee in the University of New South Wales,
Sydney, Australia (HC200780).
Model structure
The model splits the prison population into the following compartments representing the overall
number of inmates and staff who are: susceptible; exposed; infectious, with mild illness; with severe
illness; hospitalized; and recovered (see “Information” sheet in the COVID-19 Incarceration Model
spreadsheet (Gray and Kwon 2021)). It then tracks the number of people in each compartment over
time and calculates the number of new infections and deaths separately. Inmates are grouped by age
in the model along with the proportion in each age group ‘vulnerable’ to severe COVID-19. The inmate
population can be treated as a whole or split into seven-year age cohorts (0-19, 20-44, 45-54, 55-64,
65-74, 75-84, 85+). The model is implemented in a framework that updates the number of people in
each compartment each day over a 120-day period. For the infected population, COVID-19 disease
progression is given by daily rates with assumptions based on up-to-date data from international
settings of COVID-19 infection. This includes age-specific values for the development of symptoms,
severe disease, hospitalization, and death (Table 1).
The model can be tailored to individual prison settings with the daily number of inmates coming into
the prison (either from the community or via transfer from another prison setting), the daily number
of visitors, and staff working at the site described. As inmates enter the prison, they are allocated to
age groups based on the age distribution of current inmates. The number of inmates who are infected
when they are discharged is recorded (noting that within the model, inmates are not released while
they are symptomatic, and that the model does not track where they go). Staff are assumed to attend
the prison site every day, while family visitors only attend the site once.
The COVID-19 transmission from infected to susceptible people is via close contact (defined to be
less than 1.5 meters for longer than 15 minutes) with a base probability of transmission per contact
determining the number of contacts becoming infected (Davies et al. 2020). This transmission
probability is adjusted in the model to reflect susceptibility by age, the use of PPE (including mask
use, hand washing, and hygiene measures), and vaccination status. We also incorporated differences in
transmission risk by disease stage (Table 1) to reflect varied levels of viral shedding during the course
of infection (with infectiousness highest during the pre-clinical and early symptomatic stages) (He et
al. 2020). The base transmission probability can be changed to reflect the existence of new variants
of COVID-19. Hospitalized patients and healthcare workers are assumed to have access to sufficient
PPE in the model (Table 1). The number of contacts is specified by the user for each population group
with contacts between inmates and staff across the prison being completely random (known as
homogeneous mixing). The user can enter the number of people who enter the prison to initiate an
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outbreak. These infected people can be inmates, staff, or family visitors entering on a specific date,
see the example COVID-19 Incarceration Model spreadsheet in the online repository (Gray and Kwon
2021).
Interventions incorporated into the model
Several interventions to reduce the risk of COVID-19 transmission are incorporated into the model.
These interventions are specified by changing model inputs/parameters, the coverage or number/
proportion of people exposed to the intervention, and the time an intervention is introduced relative
to the start of an outbreak. By turning each intervention on and off and changing the parameters
to match policy settings users can assess how well protected the prison is from an outbreak. If an
outbreak has already occurred users can also assess which interventions might have the biggest
impact on slowing the growth or reducing the peak. The model can also estimate the number of staff
unable to work due to infection, and future clinical care needs for infected inmates with different
intervention strategies in place.
The specific interventions incorporated into the model are described below with an explanation of how
they are implemented in the model. Explanations of each intervention and their effects are provided in
the manual in the online repository (Gray and Kwon 2021) with further details available on request.
• Intervention 0 - Deferral/early release: where the number of inmates in the prison is reduced
over time to reduce the population at risk of COVID-19 infection. Such a reduction could reflect a
policy of deferral of sentencing and incarceration, or early release of low-risk inmates.
• Intervention 1 - Reduction in close contacts via social distancing: where the average number of
contacts where transmission can occur between inmates each day is reduced. This intervention
groups together the effects of measures that promote social distancing (e.g., reductions in time
out of cell, prevention of congregations, and cancelling of work, group counselling, or training).
• Intervention 2 - Quarantine at reception: where quarantine of all inmates entering prison from
the community is implemented to prevent spread from those who enter infected. In the model,
we assume quarantine lasts for 14 days, as per quarantine guidelines in Australia, but this can
be changed in the model to reflect what happens in other settings, with incoming inmates
quarantined by themselves within single cells or in groups (to reflect logistical constraints that
are likely to be present within a prison).
• Intervention 3 - Isolation of inmates: where inmates already in the general prison population
who are diagnosed or are suspected to be infected (due to symptoms or being a close contact of
an infected person) are isolated from the rest of the inmate population (assumed period is for 14
days as per quarantine but this can be changed as required).
• Intervention 4 – Provision of PPE to staff/inmates: where the effects of providing masks,
gloves and handwashing materials to inmates and facility staff are captured by a combined
relative reduction in the transmission probability (Chu et al. 2020; Rabie and Curtis 2006)
(Table 1). Healthcare workers are assumed to always have sufficient disposable PPE when
seeing patients. The model allows PPE to also be available to other correctional staff, and to all
inmates.
• Intervention 5 – Prevent infected staff attending site: where staff who are symptomatic isolate
themselves and do not attend the site while infectious. We assume staff still attend the prison
site when in the susceptible or exposed stages.
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• Intervention 6 - Thermal screening of non-essential staff and family visitors: where visitors are
screened for fever upon entry (with an assumed sensitivity of 70% (Gostic et al. 2020)).
• Intervention 7 - Reductions in the number of non-essential staff and family visitors: where a
percentage of visitors (either temporary workers or family visitors) are prevented from coming
to the prison.
• Intervention 8 – Vaccination of inmates/staff: where inmates and staff are vaccinated to reduce
the risk of transmission and severe disease requiring hospitalization. The model captures the
average effects of a one or two dose vaccine schedule for COVID-19 by considering the vaccine
coverage within inmates and staff as it increases over time.
Within the spreadsheet, the scenario input parameters can be entered by the user and turned on or off
via the ‘Inputs’ sheet to capture the effects of each intervention individually or in combination.
Model parameters
Key parameters describing the COVID-19 transmission probability, disease progression and recovery
rates, the probabilities of developing symptoms, the relative effectiveness of interventions on
transmission, the relative effects of age on hospitalization, need for intensive care, and mortality
are included in the model. These parameters are set at constant default values based on available
literature as described in Table 1. The values are stored on the ‘Variables’ sheet in the model
spreadsheet with notes and references providing justifications for these values, which can be updated
by the user if required, to better reflect the characteristics of the setting modelled or updated data.
For example, the transmission probability can be changed to reflect the presence of an emerging
COVID-19 variant of concern in the community, or reflect locally acquired data within the prison’s
jurisdiction.
Data requirements
To use the model, a minimal number of inputs are required, but more comprehensive input data will
improve the simulation of an outbreak. The minimum data required include: an estimate for the inmate
population size; the average number of contacts per inmate per day; and the number of correctional
staff, healthcare staff, non-essential staff, and family visitors. The inmate population can be split into
age groups to better reflect the risks of severe COVID-19 if there is sufficient data. In addition, the
percentage of inmates that are particularly vulnerable to severe COVID-19 can be entered, but this is
not a requirement for the model to run and produce outputs.
The number of contacts per day is a key input parameter as it affects the size and speed of the
outbreak and the relative effect of interventions. Information on the number of contacts per person
each day is not often available, but can be informed by: the average number of inmates in each cell,
area and pod in each prison; the size of work, training, or exercise groups; the number of patients
each healthcare staff see each day; the number of correctional staff members working each shift
and attending change-over meetings; and by surveys of staff and inmates. An alternative if contact
information is not available is to “calibrate” the number of contacts so that the model simulation
outputs match the expected growth rate and size of an outbreak based on data from similar prisons.
The model also allows exploring minimum and maximum plausible outbreaks.
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Table 1: Model inputs and parameter estimates
Parameters
Disease progression rates
Time to symptoms
Non-contagious incubation period

Value

Reference

5.1 days
3.1 days

Mild case recovery time

16 days

Severe case recovery time

31 days

Fatality from hospitalization

8.3 days

The relative increase in mortality for vulnerable

1.6

Transmission probability per contact
Relative transmission probability by disease stage and risk group
Exposure
Infectious
Moderate/severe
Hospitalized
Quarantined/Isolated
Healthcare staff
Effectiveness of interventions
Reduction in transmission due to handwashing
Reduction in transmission due to wearing masks

0.05

(Lauer et al., 2020)
(He et al., 2020)
(World Health
Organization, 2020)
(World Health
Organization, 2020)
(Linton et al., 2020)
Based on all-cause mortality
for Indigenous vs nonIndigenous from Australian
Bureau of Statistics
(Australian Bureau of
Statistics (ABS), 2018).
(Davies et al., 2020)

0
1.0
0.2
0.2
1.0
0.8

Assumption
Base value
Assumption
Assumption
Assumption
Assumption

14%
85%

The sensitivity of infrared thermal scanner for fever

70%

Duration of quarantine
Duration of isolation
Vaccination parameters*
Vaccination coverage of at least one dose at start of outbreak
Time until vaccine scale-up starts after outbreak initiated
Overall efficacy of one dose for preventing transmission
Overall efficacy of two doses for preventing transmission
Efficacy of vaccine in reducing hospitalization first dose
Efficacy of vaccine in reducing hospitalization second dose
Delay between first and second dose of vaccine
Age-dependent parameters
Age groups 0-19
20-44

14 days
14 days

(Rabie & Curtis, 2006)
(Chu et al., 2020)
(Gostic, Gomez, Mummah,
Kucharski, & Lloyd-Smith,
2020)
Assumption
Assumption

0%
7 days
56%
93%
70%
87%
21 days

Assumption
Assumption
(McVernon et al., 2021)
(McVernon et al., 2021)
(McVernon et al., 2021)
(McVernon et al., 2021)
Assumption
Reference

45-54

55-64

65-74

75-84

85+

Proportion symptomatic

18%

41.5%

59%

73%

78%

78%

78%

Proportion of symptomatic hospitalized

0.0%

2.9%

6.2%

10.0%

14.2%

17.5%

18.4%

Proportion of hospitalized admitted to
critical care (ICU)

5.0%

5.2%

9.3%

19.8%

35.3%

57%

70.8%

Infection fatality rate (IFR)

0.00%

0.09%

0.38%

1.26%

3.11%

6.04%

7.8%

(Davies et
al., 2020)
(Verity et al.,
2020)
(Ferguson et
al., 2020)
(Verity et al.,
2020)

* Vaccination parameters are entered by the user based on the vaccines available in the setting. The parameters
shown here are the ones used in the vaccination scenario in Figure 1. They are based on the Oxford-AstraZeneca
(Covishield/Vaxzevria) and Pfizer-BioTech (tozinameran/Comiraty) vaccines used in Australian prisons.

Outputs
Once all the inputs are entered, the model produces simulated outbreaks and records daily numbers of
new infections, the number of people living with COVID-19 while in each disease stage (asymptomatic,
mild illness, moderate-severe illness, in hospital, and recovered) for each inmate and staff population
group for 120 days. From these daily estimates, the model outputs the cumulative number of new
cases and deaths at 7, 30, 90, and 120 days for inmates, and for the staff populations. For staff, the
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model provides daily estimates for the number infected and requiring time off work. The number of
infected inmates (asymptomatic/pre-clinical) who leave the prison each day are tracked in the model
as they may lead to the spread of COVID-19 outbreaks into the community.
These outputs can be used to gauge how well protected a facility is from having an established
outbreak, or the consequences of an outbreak, by showing how the outbreak evolves under different
intervention strategies. By showing when the peak in cases and hospitalizations occur, the model
outputs can inform how much time there is available to introduce new interventions or increase
hospital bed availability. For example, by comparing the outputs from combinations of interventions
the user could find feasible strategies to slow the growth in an outbreak so there is time to scaleup vaccination. These outputs could also be used to communicate the effectiveness of current
restrictions to inmates, staff, and other stakeholders by showing what could happen if they were not
in place. More detailed information of structure and use of the spreadsheets is available upon request.
Demonstration model and example analyses
To demonstrate the use of the model and illustrate the potential impact of interventions to prevent
and/or mitigate an outbreak of COVID-19 within a prison setting, an example prison with 1,200
inmates, 100 correctional staff, 20 healthcare staff, and with no visitors allowed in, was modelled.
For this model, we assumed inmates and staff had 20 and 15 close contacts on average per day (see
example COVID-19 Incarceration Model in the online repository (Gray and Kwon 2021)).
In this model we ran two scenarios, a ‘No-response’ scenario (Scenario 1) where no interventions
were in place compared to a scenario where the following interventions were applied: a reduction
in population size (of net 20 inmates per day down to 67% of the initial population); PPE was used
by all staff and inmates; quarantine of new inmates on entry for 14 days individually up to a total
of 200 inmates; isolation of symptomatic and diagnosed inmates for 14 days individually up to a
total of 200 inmates; and intensive scale-up of vaccine coverage from 0% to 80% over 20 days from
within a week after an outbreak occurs (using a two dose vaccine with a 21 day gap between doses)
(see Table 1). These measures were either implemented one at a time or simultaneously. Under
these scenarios, we projected the potential epidemic of SARS-CoV-2 within inmates and staff if one
infected inmate entered the prison from the community on day zero. In this case we would see if the
interventions considered will be sufficient to effectively prevent an outbreak or if further policies need
to be developed. Conversely, we could find interventions that are relatively ineffective suggesting the
associated restrictions could be eased without compromising safety.
Results
The model showed that if no public health response were put in place (Scenario 1) in the example
prison then almost 100% of inmates would become infected over 120 days while in prison (assuming
entry and discharge of inmates continues) (Figure 1 (a)). Over this period, all staff could also become
infected. The peak prevalence of active infection could reach 71% within the inmate population on day
38. At the peak inmate prevalence, 68%% of correctional and 53% of healthcare staff would also be
infected and unable to attend work at the prison (Figure 1 (b)).
Each control intervention, when implemented separately, resulted in a reduced and delayed peak in
infection (Figure 1 (a)). PPE had the biggest impact in delaying the peak in inmate infections from day
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Figure 1(a)

Figure 1(b)

Figure 1: Change in the number of inmates infected, hospitalized, recovered and the number who have died during
an outbreak in the example reception prison (receiving new inmates from the community) under the no-response
and intervention scenarios for: (a) inmates; and (b) all staff (correctional and healthcare staff). Each intervention
is applied separately and in combination.

38 to day 61 with a 22% reduction in the cumulative number of infections, followed by quarantine
of inmates on entry (peak on day 44), isolation of inmates (peak on day 42), reducing the prison
population size (peak on day 42), and vaccination (peak on day 40). This means the use of PPE by staff
and inmates could provide time for other interventions to be introduced and scaled-up. In combination,
the interventions essentially prevent an outbreak of COVID-19 from occurring (Figure 1).
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If there is no response to a prison outbreak, then the model showed that an estimated 294 inmates
would require a hospital bed on day 47 of the outbreak with a peak of 50 ICU beds being used. Each
intervention, when implemented separately, could reduce the number of hospital and ICU beds
required with the vaccination intervention having the greatest impact with a 63% reduction in the
peak hospitalization rate compared to 41% for reducing the prison population size, 27% for PPE, 17%
for isolation, 15% for quarantine. In combination the interventions resulted in a 100% reduction of both
hospital and ICU beds needed by the facility.
Conclusions
We developed a simple and widely applicable Excel spreadsheet model of COVID-19 transmission
within correctional facilities. This user-friendly model was designed to be used by facility managers,
correctional and health staff, policy makers, and other stakeholders to estimate the potential
impact of COVID-19 on inmates and on staff, as well as the effects of prevention and mitigation
strategies. The results of applying the model in a demonstration prison illustrate the potential
impact of COVID-19 on inmates and staff and the clear effect of plausible interventions. Mathematical
modelling analyses using tools like the one described in our paper allow users to assess the impact
of interventions separately and in combination. The results from the modelling can then inform the
level of implementation or uptake needed to have an effect and which policies or strategies are less
effective, ensuring resources are not wasted or that additional burdens are not placed on resource
limited or stretched settings. The model outputs can also help inform the impact of easing restrictions
and which restrictions should be eased first. Finally, the model we describe provides estimates for the
level of resources and staff required in the event of an unmitigated or partially mitigated outbreak.
By using this tool users can get insight into how safe a prison is from COVID-19, the time available to
respond to an outbreak and implement interventions, and the staff and clinical resources that may be
needed in the future.
Our model showed that almost 100% of inmates and staff would become infected over 120 days
if there is no response to an outbreak in the example prison. The combination of all plausible
interventions (Figure 1 (a)) including widespread PPE use, isolation of inmates, quarantine of new
inmates on entry, reducing the prisoner population size, and the rapid scale-up of vaccination would
essentially prevent an outbreak from occurring. Our model highlights that to completely eliminate the
risk of an outbreak, it would require maximizing the number of individuals in quarantine and isolation
within the smallest cohorts possible (ideally at the individual level), to ensure hygiene practices
and mask usage is as close to outside health care facility level as possible, and to maximise social
distancing and vaccine coverage as much as possible.
It is important to note that the Excel spreadsheet model we have developed is a relatively simple
model and does not capture all the complexities of interactions within a prison, or the specific
interactions between individuals. This means it may overestimate the magnitude of an outbreak in
a prison where the internal structure includes multiple wings and yards that can be isolated from
each other in the event of an outbreak. Our model is deterministic with parameters that are fixed over
time (though time varying parameters can be incorporated into the calculations sheets by advanced
users), which means it does not capture probabilistic effects when the infection numbers are small,
nor the risk of an outbreak initiating due to the presence of an infected individual. Rather the model
assumes an outbreak will occur once an infected individual enters and shows the resulting trajectory
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of such an outbreak. The model describes the movement between quarantine and isolation and the
general inmate population as an average rate equal to the inverse of the quarantine/isolation period.
This means there can be a slow release of infected individuals from quarantine/isolation in the
model sparking off an outbreak earlier than what might be expected. Depending on the intervention
parameters this is shown as a delayed trajectory with a slightly lower peak. However, inmates
in quarantine/isolation can still have some interaction with staff and exposed individuals may be
released at the end of the quarantine/isolation period meaning this slow spread of infection from
quarantine/isolation is not unrealistic. The model also assumes simple and continuous vaccine roll-out
strategies for inmates and staff meaning the impact of interruptions to supply or a change in the rate
of roll-out cannot be investigated. Finally, this simple model does not describe the impact of varied
testing strategies for COVID-19.
Many of these limitations can be addressed by developing a more detailed and sophisticated model.
Nevertheless, this user-friendly model was specifically developed to provide an accessible tool to
guide prevention strategies to quickly assess the impact of interventions to mitigate outbreaks in a
prison setting. This model can be used by non-modelers and can be readily applied to other closed
population settings.
Until recently there had been no COVID-19 outbreaks within Australian prisons, with only one
substantial outbreak occurring in an NSW reception prison during August 2021 (Blogg et al. 2021). Our
COVID-19 Incarceration Model was developed in collaboration with Corrective Services NSW and the
NSW Justice Health and Forensic Medicine Health Network during the early stages of the pandemic
and has been used to assess the magnitude of outbreaks that could occur and the potential effect of
the interventions and policy settings put in place in response to the outbreak risks. This work was
presented to jurisdictional and national stakeholders and helped with the planning of public health
control measures, expectations of health resource utilization, and to explain to those in the sector the
restrictions put in place to prevent the substantial outbreaks that can occur in prisons.
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Abstract
The existing literature offers little in the way of best practices regarding the reintegration of those
found not guilty by reason of insanity (NGRI) after violent offenses. Unique to New Hampshire,
step-down from an inpatient setting for such patients is largely controlled by the Department of
Corrections (DOC) rather than the Department of Health and Human Services (DHHS). Quarantine
restrictions in response to the COVID-19 pandemic required a departure from the standard plan
involving a stepwise process of decreasing supervision. In its place the hospital initiated an
accelerated plan with greater reliance on structured clinical judgment (SCJ). Under the accelerated
plan, patients were recommended for discharge in less than 1/3 of the time required for patients
advanced under the standard plan. This observational study suggests that SCJ may be non-inferior to
a sequential step-down process in determining appropriateness for discharge of NGRI patients from a
state psychiatric hospital, in keeping with Foucha.
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Introduction
The legal concept of diminished responsibility for criminal acts committed as a result of mental
disease or defect has been recognized since ancient times (Walker, 1985). The U.S. legal tradition has
largely followed the tenets set forth in Queen v. M’Naughten 8 Eng. Rep. 718 (1842), although large
variation between the states exist (VanDercar & Resnick, 2018). Despite this long history, concepts
surrounding the insanity plea continue to be refined in both academia (Radovic et al., 2015) and case
law (Appelbaum, 2020).
Little in the way of evidence-based literature exists regarding the treatment and subsequent
reintegration of not guilty by reason of insanity (NGRI) acquittees, however. Baxstrom v. Herold
383 U.S. 107 (1966) entitles insanity acquittees to the same rights enjoyed by those who are civilly
committed, which has been interpreted to include being treated in the least restrictive environment
necessary to maintain safety (Foucha v. Louisiana 504 U.S. 71 (1992)). Legally, ongoing dangerousness
has often been assumed in cases of violent offenses (Jones v. United States 463 U.S. 354 (1983)),
consistent with public perception (Hans, 1986). As such, intensive monitoring post-discharge is a
prominent feature of outpatient treatment planning (Lamb et al., 1988). Management of the NGRI
patient, then, may occur amidst tension created by one agency having responsibility for clinical
treatment of the individual in the least restrictive setting and another with the chief responsibility of
ensuring public safety.
In New Hampshire, the Department of Corrections (DOC) has broad authority over treatment decisions
relative to supervision status for NGRI patients while at the state hospital. For decades, DOC has
followed a standard plan for decreasing supervision requirements, with specified periods of clinical
stability required for each increase in liberty. Measures undertaken to mitigate the risks associated
with the COVID-19 pandemic required a departure from the standard plan used in advancing NGRI
patients towards discharge and saw the acceptance of an accelerated plan with more reliance on
structured clinical judgment (SCJ). In this paper, we compare outcomes between the two plans.
By State of New Hampshire statute an insanity acquittee is committed for a period of five years, and
immediately remanded to the custody of the psychiatric unit within the state prison operated by
the DOC. Before stepping down to the civil state psychiatric hospital operated by DHHS, the DOC
treatment team makes a recommendation for transfer, an independent violence risk assessment (VRA)
is conducted, the DOC Commissioner approves the transfer, and final approval is given by the Superior
Court. Upon transfer to the state psychiatric hospital, the DOC continues to be responsible for
granting privileges for all off-ward activities (e.g. attending therapeutic groups), renewing committal,
and making the final recommendation to the Superior Court for discharge to the community for which
a second independent VRA is obtained. DOC performs ongoing monitoring when the acquittee is in the
community.
DHHS is responsible for direct clinical care at the state hospital: monitoring the patient’s daily
condition, making treatment recommendations, monitoring treatment response, and therapeutic
programming. Additionally, the treatment team periodically assesses the patient’s readiness for
discharge through both clinical judgment and a validated instrument, the Community Outpatient
Treatment Readiness Scale (COTREI). The COTREI measures the degree of readiness for discharge
along 15 parameters which consider severity of illness and self-control, patient awareness of and
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concern for the mental illness and its consequences, and current and future coping strategies. Each
item is scored 1 through 5, using descriptive anchors for guidance (Eisner, 1989). The treatment team
utilizes the results of the COTREI in conjunction with the progression through a supervision plan
within the hospital and in the community. These plans provide a structured approach in preparing
NGRI patients to step down to a less restrictive setting. Before the treatment team recommends
advancing an NGRI patient’s supervision status, a number of factors are considered: clinical and
behavioral stability, engagement in therapeutic interventions, communication with the treatment
team, change in and overall COTREI scores, and progress in meeting the recommendations contained
within the initial VRA. The treatment team’s findings are discussed with the DOC monthly through
formalized meetings. Any proposed change in supervision must receive approval from DOC leadership,
a process that ranges between 30 and 90 days to complete.
Under the standard plan (pre-COVID), ten discrete steps were prescribed beginning with escorted
privileges off the ward and gradually progressing through greater independence within and ultimately
outside the confines of the hospital (see Figure 1). From March 2020 until May 2021, movement off
the unit and within the hospital was restricted as a means of mitigating COVID contagion, limiting
community exposure and prompting the adoption of an accelerated plan for increasing independence
(see Figure 2). The standard plan progressed from escorted supervision within the building, to
gradually increased unescorted opportunities within the building, to escorted and finally unescorted
excursions off the hospital grounds. Under the accelerated plan patients were no longer afforded
independent exposure off the unit and advancement was no longer based on graded community
exposure. Instead, clinical judgment and COTREI scores were given more weight. In both the standard
and accelerated plans, DOC approval was required for advancement at each step.

Unit Restrict
for 2-4 weeks

Unsupervised on
Grounds 30 mins 1
x shift (1st & 2nd)

Escorted Community
Trips with Staff 2 x per
month, 1:5 (staff to
patient ratio)

For 30 days
Escorted in
Building to
Groups
for 30 days
Unsupervised
in Building
15 minutes 1 x shift
(first & 2nd shift)
For 30 days
Unsupervised
In Building
30 minutes 1 x shift
(first & 2nd shift)
For 30 days

Unsupervised on
Grounds 60 mins 2
x shift (1st & 2nd)
For 30 days

Unsupervised in
Building
60 mins 3 x shift
(1st & 2nd)
For 30 days

Unsupervised in
Building
60 mins 2 x shift (1st
& 2nd)
For 30 days

Escorted
Community Trips
with Staff weekly,
1:5 (staff to
patient ratio)

Unsupervised
In Building
60 minutes 1 x shift
(first & 2nd shift)
For 30 days

Unsupervised on
Grounds 60 mins 3 x
shift (1st & 2nd)
For 30 days

Figure 1: Standard Plan (Pre-COVID)
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Unit restriction for 2-4
weeks

Discharge to
Transitional/Specialized
Housing

Escorted in Building to
Groups

Figure 2: Accelerated Plan (Post-COVID)

Methods
This was a case series involving data gathered in the course of usual clinical care. We included
demographic data for NGRI patients treated under both the standard (pre-COVID) and accelerated
(post-COVID) plan. Because none of the patients treated under the accelerated plan have been
discharged as of this writing, a more proximate endpoint was used – time from admission to receiving
the second VRA. This endpoint was chosen not only because this data point was available in both
groups, but also because it most accurately represents the treatment team’s perception of the
patient’s readiness for discharge and is less susceptible to unforeseen courtroom scheduling delays
and community housing shortages.
In the MacArthur Risk Assessment Study, various factors were identified as predictors of future
violence (Monahan, 2002). These include male sex, a history of physical abuse in childhood, a
co-occurring diagnosis of substance abuse, non-delusional suspiciousness, anger at the time of
hospitalization, antisocial tendencies, a history of violence and criminality, experiencing violent
thoughts during hospitalization, experiencing violent command hallucinations, and the neighborhood
context to which the individual is discharged (Monahan, 2002). We identified the presence of these
risk factors for each patient within both samples in order to minimize predisposed risk of violence as a
confounding variable.
The clinical treatment team used the Community Outpatient Treatment Readiness Scale (COTREI) and
Structured Clinical Judgment (SCJ), which is a combination of actuarial tools and unstructured clinical
assessments (relying upon an expert’s ability to determine the risk of an individual based on personal
experience and knowledge) by providing a guide of empirically based items that are recommended for
a clinician to examine in-depth.
Results
Eleven NGRI patients progressed through the standard plan (see Table 1). There were four females
and seven males ranging from 36 to 63 years of age. Offenses included arson (2), attempted
kidnapping (1), assault (4) and murder or attempted murder (8). Time from admission to the hospital
to VRA ranged from 335 to 5,532 days, with an average of 1,639.2 days. The average number of
MacArthur risk factors for this group was 3.36.
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Table 1: Demographic Characteristics and Outcomes under Standard Plan (Pre-COVID)

Sex, Age
& Race
F
60 y/o
W
M
53 y/o
W
M
51 y/o
W
F
63 y/o
W
M
50 y/o
W
F
45 y/o
B
M
40 y/o
W
M
45 y/o
W
F
41 y/o
W
M
37 y/o
W
F
36 y/o
W

Diagnosis

Index Offense

Risk factors

Bipolar
PTSD

Arson of group home

VC, CPa, SUD, A

Schizophrenia, Paranoid Type

2nd Degree Murder

G, V/C, SUD, NDS, VT, A,
CoVH

3,104 days

Unspecified Psychotic Dx
Alcohol Use Dx
Cannabis Use Dx
Delusional Dx

2nd degree murder & Attempted
Murder

G, SUD, V/C, NDS

2,244 days

2nd Degree Murder

V/C, NDS

1,164 days

Schizoaffective, Depressive
Type

Criminal Threatening
Attempted Kidnapping
Simple Assault
2nd degree Murder

G, CPA, SUD, V/C, NDS

854 days

CoVH, V/C, SUD

714 days

Bipolar

1st Degree Assault

G, CPa, V/C

641 days

Bipolar

2nd Degree Murder

G

1,023 days

Bipolar

Attempted Murder x2, First Degree
Assault x4

SUD, V/C

770 days

Intellectual Disability
ASPD
Pyromania
Schizoaffective Disorder,
Depressive Type

First Degree Murder x 2, Attempted
Murder x 7, Arson

G, V/C, VT, ASPD

N/A

First Degree Assault
2nd Degree Murder

CPa, SUD

335 days

Schizoaffective Dx,
Depressive Dx

VRA
completion
5,543 days

Key
G-Gender (male)
CPa-Childhood physical abuse
SUD-Co-occurring-Substance Abuse
NDS-Non-delusional suspiciousness
A-Anger at time of hospitalization

ASPD- Antisocial Personality Disorder
V/C-Prior Violence/criminality
VT-Violent thoughts any time during hospitalization
CoVH-Command violent hallucinations (index)
N-Neighborhood context-where they d/c to

Eight NGRI patients were treated during the fourteen months of COVID restrictions, 7 males and
one female (see Table 2). Ages ranged from 20 to 60 years. Offenses included arson (1), assault (2),
and murder or attempted murder (7). Six of 8 had received a VRA at time of this writing. Time from
admission to VRA completion ranged from 300 to 689 days, averaging 456.8 days. The average
number of MacArthur risk factors for this group was 2.75.
All VRAs for both groups agreed with the treatment team’s recommendation for discharge. The
difference in average risk factors between groups is 0.61. A t-test for independent means found this
difference to be insignificant (p=.10). The difference in average number of days from admission to
VRA completion between groups was 1,182.37. A one-tailed t-test for independent means found this
result to be statistically significant (p=.05). Those patients treated under the accelerated plan received
VRAs 72.3% faster than those treated under the standard plan. There was no evidence that patients
treated under the accelerated plan were less clinically stable; no adverse behavioral events requiring
emergency intervention were reported within this group.
Discussion
NGRI remains a contentious concept. NGRI laws exist to protect those who are not responsible for
criminal acts due to a lack of mens rea. Acquittal requires that these patients receive treatment equal
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Table 2: Demographic Characteristics and Outcomes under Accelerated Plan (Pre-COVID)

Age, Sex
& Race

Diagnosis

Index Offense

Risk Factors

VRA

38 y/o
M
W
33 y/o
M
W
41 y/o
M
(Bi-racial)

Schizoaffective Disorder, Bipolar
Type

2nd Degree Murder

G, SUD

N/A

ASD
Schizophrenia

Arson
2nd Degree Murder

G, CPa, VT

689 days

Schizophrenia

G, SUD , V/C,
NDS

519 days

60 y/o
F
W
52 y/o
M
W
28 y/o
M
W
20 y/o
M
W
56 y/o
M
W

Schizoaffective, Bipolar Type
Alcohol, Cannabis, Opioid Abuse
in a controlled environment
Schizoaffective, Bipolar Type

Attempted First Degree Murder, Arson,
First Degree Assault, Reckless Conduct
Place Another in Danger, Criminal
Mischief
First Degree Assault

SUD, C/V, NDS

469 days

First Degree Murder,
2nd Degree Murder

G

300 days

Schizophrenia

Attempted First Degree Murder, Reckless
Conduct x 2

G, C/V, SUD, A

423 days

Bipolar

2nd Degree Murder

G, SUD

341 days

Schizophrenia

2nd degree Murder

G, CoVH, NDS

N/A

Key
G-Gender (male)
CPa-Childhood physical abuse
SUD-Co-occurring-Substance Abuse
NDS-Non-delusional suspiciousness
A-Anger at time of hospitalization

ASPD- Antisocial Personality Disorder
V/C-Prior Violence/criminality
VT-Violent thoughts any time during hospitalization
CoVH-Command violent hallucinations (index)
N-Neighborhood context-where they d/c to

Number of Days From Admission to VRA
1800
1600
1400

Days

1200
1000
800
600
400
200
0

Original

Accelerated

Figure 3: Number of Days from Admission to VRA
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to those confined under civil commitment statutes, consistent with equal protection under the law as
codified by the 14th Amendment and confirmed by the Baxstrom decision. Further, Foucha v. Louisiana
504 U.S. 71 (1992) requires that an NGRI acquittee be expeditiously discharged when no longer actively
mentally ill and dangerous. In practice, however, ongoing dangerousness is assumed based on the
index offense and diagnosis of mental illness (Wendzel, 2020). Individuals who receive the NGRI plea
are often confined longer than matched controls who were not charged with a crime and even those
who are convicted of similar offenses and sentenced to prison (Elliott et al.,1993). If the purpose of
confining NGRI acquittees is indeed rehabilitation and recovery rather than a punitive alternative for
imprisonment (Position Statement 57), more research is needed to determine how to best manage risk
of future violence in these patients.
In the present paper we presented procedural changes to NGRI community reintegration made
necessary by the COVID-19 pandemic. Restrictions against physical contact and intermingling of the
inpatient community and wider public required a shift from gradual community exposure as a means
to test readiness for discharge to a greater reliance on clinical determinations of risk. As a result, NGRI
acquittees were able to step down at a rate 72.3% faster than those treated under the standard plan.
To the best of our knowledge, this represents the first observational study comparing reintegration
strategies for NGRI acquittees.
The standard plan presented above assumed that ongoing dangerousness is adequately assessed by
graded community exposure. This assumption has no basis in empirical fact, however. By contrast,
risk of recidivism among mental health patients according to static and dynamic factors is established
in the literature (Monahan, 2002). The accelerated plan assessed changes among these risk factors
through structured clinical judgment, combining clinical assessment with actuarial instruments. This
shift not only resulted in less time to recommended discharge, but did so without any increase in
actual violence at time of discharge.
The present study is limited by small sample size and lack of community recidivism data for both
groups; therefore, the findings cannot be generalized to the NGRI population as a whole. However,
recidivism of any type for insanity acquittees who have transitioned into the community is low,
especially in comparison to non-mentally ill offenders (Skipworth, Brinded, Chaplow & Frampton,
2006) and violent reoffending is rare (Adjorlolo, Chan, & DeLisi, 2019).
NGRI acquittees treated under the accelerated plan have only progressed to the point that a formal
risk assessment has been recommended and, in most cases, completed. There has not yet been an
opportunity to examine clinical stability and recidivism rates among NGRI acquittees treated under
pandemic restrictions after community reintegration has been accomplished. This will, of course, be
the endpoint of greatest importance in comparing these treatment strategies. Given that treatment
adherence among NGRI acquittees is generally high (Stankowski, 2020), and recidivism rates of those
who are discharged to the community is low (Skipworth et al., 2006) no difference in rate of clinical
stability and future acts of dangerousness is expected between the two groups.
Conclusion
This case series represents the first observational study of NGRI community reintegration
strategies, and it suggests that structured clinical judgment is non-inferior in terms of patient
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safety while providing a more rapid transition to the community in keeping with legal and medicoethical obligations. These types of analyses are essential to determine how NGRI patients can be
returned to a community setting as soon as possible under supervision to promote recovery, respect
autonomy and achieve cost-effectiveness (Smith, Jennings & Cimino, 2010). Further research utilizing
quantitative measurements of violence risk are needed to develop a better understanding of which
treatment factors are most important in moving patients forward towards successful community
reintegration. Comparisons of the rates of violence risk reduction between these groups would
provide insight into the mechanisms of the differences observed. Long-term outcomes research
validating these findings among larger study populations is also essential.
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MENTAL ILLNESS IN AMERICA’S PRISONS: AN INCONVENIENT TRUTH
THE NEED FOR A PUBLIC SAFETY/PUBLIC HEALTH MODEL
Dean Aufderheide, Ph.D.
Chief of Mental Health Services, Florida Department of Corrections

Abstract
The trans-institutionalization of individuals with serious mental illness from America’s public mental
health hospitals to its correctional systems has created significant challenges to correctional leaders
and public health policy makers. Never designed, equipped or intended to be mental health facilities,
jails and prisons have struggled with costs, litigation, community linkage and care and custody issues
for individuals with mental illness. A paradigm shift is needed to change how stakeholders approach
the problem. Recognizing public safety and public health outcomes are inextricably linked, it is
opportune to adopt a public safety/public health model which creates an effective synergy between
the public health and criminal justice systems.
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Foreword
In some people’s presence, I feel like an intellectual Neanderthal; my father who authored sixty
books on theology was one, and Dr. Dean Aufderheide is certainly another. As Dr. Dean’s Secretary
of Corrections, there have been days when I can see his mind racing a mile a minute (oops, this
is an International journal…a kilometer every 37-seconds), figuring out just how to improve my
understanding and influence my decision-making. I routinely pose amateur questions out of both
ignorance and curiosity, perhaps difficult questions out of some inherent “healthy” level of skepticism,
and often unfair questions when I am vexed and just looking for immediate concrete solutions to
complex social and systemic problems in the delivery of mental health care in our Agency. As you
delve into this article, you will see the balance of a scholar and a practitioner, or better, the ordered
mind of a scholar communicating to a broader audience of not only his peers, but we practitioners and
leaders that do try to understand the complexity of mental illness within society and our institutions.
I hope you see an example of how to lay a foundation of understanding of a problem-set and then
how to posit logical conclusions to move the issue forward, to impact decision-makers. As a teaser,
what impacted me in this article? First, I am intrigued with this statement, “Successful treatment
and rehabilitation programs engage inmates in the restoration process by instilling a sense of hope
and anticipation of the possibility of something positive happening.” Hope as a metric or outcome,
not a typical approach, but potentially insightful and instructional. Second, I appreciate the call to
meld what some might view as the competing approaches of the public health professional and
public security professional. I need to think through whether we have done enough to assess and
adjust our organizational structure, policy and processes to establish a multidisciplinary approach to
address mental illness in our agency and institutional environment? Third, this article challenges me
to envision my personal engagements with fellow State agency heads and professional organizations
that are stakeholders in the broader issue, with a challenge to cause change in the “inconvenient
truth.” Perhaps we can change the facts of today, and find a new “truth.” In reading the article, I
appreciated Dr. Aufderheide’s courage to address an unpopular topic in public policy and offer an
understandable framing of the issue for leaders. What will leaders do with this understanding? Now
wouldn’t that be an exciting theme for a series of articles in perhaps another Edition of Advancing
Corrections.
Mark S. Inch
Secretary of Corrections
State of Florida U.S.A.
The Facts
Since the 1970s, the correctional population in the United States has grown by 700 percent
(Kyckelhahn, 2012). The public mental health system has had disparities in the availability of, and
access to, its services more than other areas of health and medicine (U.S. Department of Health and
Human Services, 1999). Because of “deinstitutionalization” and failure to adequately fund community
mental health programs, hundreds of thousands of individuals with serious mental illness have been
“trans-institutionalized” from America’s hospitals to its jail and prison systems (Aufderheide, 2005;
Harcourt, B., 2011). Today, about 10 times more individuals with serious mental illness are in jails and
state prisons than in the remaining state mental hospitals (Torrey, et al, 2014), Kaeble, et al, 2016).
Individuals with severe mental illness are three times more likely to be in a jail or prison than in a
mental health facility, and 40% of individuals with a severe mental illness will have spent some
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Figure 1: Trans-institutionalization of individuals with mental illness from mental health treatment facilities to
prisons

time in their lives in either jail, prison, or community corrections (Treatment Advocacy Center, 2009).
Consequently, the number of incarcerated individuals with mental illness has steadily increased.
Many state prison systems have experienced exponential growth in their mentally ill population
over the past two decades. The number of mentally ill inmates in the Oklahoma Department of
Corrections, for example, nearly doubled between 2008 and 2013 (Adcock, 2014). In the California
Department of Corrections and Rehabilitation, about 30 percent of the inmates currently receive
treatment for a serious mental disorder, an increase of 150 percent since 2000 (CDCR “Mental Health
Bed Study”, 2016).

Figure 2: Percent of CDCR population receiving mental health treatment, 2000-2016

Prison systems are now the nation’s major mental health facilities, serving a purpose for which they
were never designed, equipped or intended.

79

Advancing Corrections Journal: Edition #12-2021

The Consequences
As individuals suffering with mental illness poured into America’s prison systems, correctional
officials were confronted with a disconcerting reality: Mentally ill inmates were a square peg trying
to fit into a round hole in the criminal justice system, presenting extensive challenges to corrections
(Porporino, 2020):
The changing demographics and characteristics of offender populations, with a much
higher incidence of a variety of mental disturbance, cognitive deficits, addictions, proneness
to violence, poor education and chronic unemployment, and both community and familial
alienation, are posing serious challenges to modern corrections (p. 9).
Compared to inmates with no mental illness, mentally ill inmates have much more difficulty following
prison rules and adjusting to the incarceration environment. In the Florida Depatrment of Corrections,
for example, inmates with mental illness were 90% more likely to incur a major rule infraction and
about four times more likely to be involved in a use of force than inmates with no mental illness.

Disciplinary Reports Received by Mentally Ill Inmates

Disciplinary Reports per 1,000 Inmates/ Year

5,000
4,500

The Mentally Ill have about a 90% greater
likelihood of receiving a Disciplinary Report.

4,000
3,500
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2,000
1,500
1,000
500
0
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Serious

Gradations of Mental Ilness

Severe

Severe and
Persistent

Based on data on June 30, 2020.
Data provided by FDC Bureau of Research and Data Analysis

Figure 3: Disciplinary reports received by mentally ill inmates

These offenders often have multiple disorders, including substance abuse, and are stigmatized by
their illness. Some become overly passive, withdrawn and dependent during incarceration, while
others may become agitated, episodically violent, or engage in self-injurious behaviors. Often
80

Article 5: Mental Illness in America’s Prisons: An Inconvenient Truth …The Need for a
Public Safety/Public Health Model
sanctioned for dysfunctional behaviors, inmates with mental illness often have extensive disciplinary
histories (Human Rights Watch, 2009). In the state of Washington, for example, mentally ill inmates
accounted for 41% of infractions even though they constituted only 19% of the prison population
(Treatment Advocacy Center, 2016).

Use of Force

Uses of force per inmate per year
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0.34

The Mentally Ill are more than 4 times more
likely to be involved in a Use of Force
encounter than the Non-Mentally Ill.
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0.1

0.08

0.05
0
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6/30/2021 population data provided by the Bureau of Research and
Data Analysis
Figure 4: Mental illness and use of force

The Costs
It costs taxpayers an estimated $15 billion annually to treat individuals with mental disorders in jails
and prisons (Treatment Advocacy Center, 2003). In Texas, a study reported the average prisoner cost
the state about $22,000 a year, but prisoners with mental illness ranged from $30,000 to $50,000
a year (Bender, 2003). In Florida’s Broward County, one of the largest jail systems in the United
States, it cost $80 a day to house a regular inmate, but $130 a day for an inmate with mental illness
(Treatment Advocacy Center, 2016). In Washington, inmates with the most serious mental illness cost
the state more than $100,000 a year to confine, compared with $30,000 for others (Mencimer, 2014).
Incarcerating the mentally ill isn’t saving any money and settling or losing lawsuits only adds to the
costs. According to the White House Council of Economic Advisors (CEA), programs for inmate mental
health and substance abuse treatment needs can reduce the burden of crime on American taxpayers.
In a policy brief, the CEA (2018) concluded:
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Reviewing the evidence base, CEA finds that, on average, mental health treatment—specifically
cognitive behavioral therapies—and substance abuse treatments can generate net social
benefits…The reduction in crime constitutes a value of about $0.92 to $3.31 per taxpayer dollar
spent (p.5).
The Inconvenient Truth
With over half of all incarcerated individuals experiencing mental health problems (James & Glaze,
2006), these facts lead us to an inconvenient truth: America’s correctional institutions are not an
“either/or” prison-versus-treatment facility dichotomy, but rather have evolved into a “both/and”
reality.

Figure 5: Prison inmates with mental health problems

There is no doubt the trans-institutionalization of mentally ill individuals from America’s mental
health treatment facilities to its jails and prisons had unanticipated consequences. But it is an
inconvenient truth which must be acknowledged; it is a reality which must be confronted and; it is a
challenge which must be managed.
The Challenge
To confront the challenges associated with incarcerating hundreds of thousands mentally ill
individuals in our nation’s jails and prisons, it is apposite to conceptualize mental illness in prison
systems as a “public safety/public health” issue. This means recognizing access to treatment in
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the prison and the public mental health system is inextricably linked and, when care is inaccessible
or inadequate in one system, it has a reciprocating effect on the other system. In a study by the
Sentencing Project, for example, states were ranked based on the number of people incarcerated
in state prisons per 100,000 residents. The states with less access to mental health care had
more adults who were in the criminal justice system (Porter, 2015). Whereas safety is defined and
measured more by its absence than its presence (Reason, 2010), mental health is defined more by its
presence than by its absence.
Answering the Challenge
Unimpeded access to necessary mental health treatment is the starting point. There must be
sufficient resources to provide unimpeded access to care in both the correctional and public mental
health systems. In the correctional setting, timely and appropriate treatment improves adjustment to
incarceration, creates a safer prison environment and prepares mentally ill inmates for reintegration
into their communities. Conversely, inadequate access to mental health care in the community
adversely impacts the incarceration rate, so barriers impeding access in the community must be
removed.
In addition to mental health treatment, individualized rehabilitation and cognitive-behavioral
restructuring programs are propitious not only for prison adjustment, but also for successful
transition to the community after release. Behavioral strategies for survival in prison are not
always amenable to adaptive functioning in society, so mentally ill inmates need to be equipped
with competencies which can be translated into successful behavioral strategies for survival in the
community. From day one, and throughout incarceration, structured therapeutic programming should
be offered to improve decision-making, interpersonal awareness and emotional regulation. In addition
to continuity of care, pre-release planning should include “wrap-around” transition assistance by
agencies providing education, housing, job placement and other supportive services in the community.
The Importance of Individualization
Along with individualizing treatment, individualization of the operational management needs of
mentally ill inmates is critically important. From the leadership to the front lines, it is incumbent
on mental health and security staff to recognize that the “one size fits all” approach to managing
inmates suffering with mental illness is a strategy doomed to failure (Aufderheide, 2013). Throwing
everything at everybody, all the time, and in the same way doesn’t work. It is clinically inefficient
and operationally ineffective. With about 20% of prison inmates having a serious mental illness and
30%-60% having substance abuse problems (Fagan & Ax, 2011), the tactics for managing mentally ill
inmates must be individualized, reviewed, and revised in response to their changing clinical needs and
security requirements.
The Necessity of a Multidisciplinary Service Teams
Because the adversarial nature of the prison environment and security needs can affect
mental health care in a variety of ways (Pinta, 2009), employing a multidisciplinary team approach
to manage the care and custody needs of inmates with mental illness should be standard practice.
Effective treatment and capable inmate management have a reciprocating effect on each other
(Applebaum, et al, 2001), so security staff should be considered essential staff and fully participate in
the team’s deliberations:
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“Effective treatment of inmates who have mental disorders can alleviate the stress
experienced by the mentally ill patients and by the correctional staff who supervise them.
Such treatment often requires the involvement and skills of a multidisciplinary treatment
team.” (p. 1344).
The multidisciplinary team approach allows staff to hold inmates accountable for intentional
misconduct, while permitting measures for accountability to be individualized and take into
consideration the inmate’s mental illness. Using a multidisciplinary team decision-making process for
balancing sanctions with opportunities for treatment and structured rehabilitation programs creates
conditions for enduring behavioral change. For example, there appears to be a correlation between
participation in structured out-of-cell treatment, and reduction in inmate misconduct.

Figure 6: Mental health treatment and inmate misconduct

The Significance of Rehabilitation Programs
Although hundreds of millions of dollars are spent every year on an array of programs
intended to reduce recidivism for people involved in the criminal justice system, the efficacy of
rehabilitation in countering habitual offending remains problematic. Strikingly, about two-thirds of
state prisoners released in 2005 were re-arrested within three years, and over 75% were re-arrested
within five years of their release (Durose, Cooper & Snyder, 2014).
To improve outcomes, rehabilitation programs must adhere to the “what works” tenet. Rehabilitation
programs which have been shown to be effective include academic education, vocational education,
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Figure 7: Recidivism rates of prison inmates

cognitive restructuring, incarceration-based drug treatment and cognitive-behavioral therapy
(MacKenzie, 2006). Cognitive-behavioral programs rooted in social learning theory, for example, can
help mentally ill inmates who have committed crimes identify how their beliefs, values, attitudes
and thinking patterns influence their feelings and their actions. Moreover, most effective cognitive
behavioral programs are action-oriented and often include components for inmates to practice skills
with a trained instructor.
Effective programs follow the “who, what, how well” principle: They target suitable individuals most
likely to re-offend; they use evidence-based practices anchored in the latest research on what works
and; they recurrently review the quality and evaluate how well the program is working. But without
staff investment in their success, programs for equipping inmates with skills and knowledge won’t
work.
The Hope of Restoration
Successful treatment and rehabilitation programs engage inmates in the restoration process by
instilling a sense of hope and anticipation of the possibility of something positive happening.
Unsuccessful programs are characterized by the misguided belief the prison system should make
the inmate’s incarceration sufficiently insufferable so the experience itself becomes the deterrent to
recidivism. Unsuccessful programs take away hope.
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Human beings can live about thirty days without food, about three days without water, and about
three minutes without air. But we can’t live thirty seconds without hope. Hope is the power of
possibility and the anchor for restoration, which is especially critical for mentally ill inmates whose
disorders complicate their re-entry into the community (Council of State Governments, 2002). The
hope of restoration must be instilled on day one and continue throughout incarceration for treatment
and re-entry programs to be successful. Realized restoration results in a safer community for all its
citizens.
The Key to Success – Working Together Works
The security of the prison environment is paramount and purpose-driven collaboration is key to
success (Aufderheide & Baxter, 2011). Shared decision-making needs to replace silo decision-making
in the operational management of inmates with mental illness. With mental health and substance
use disorders as the leading causes of disease burden disability (Whiteford, Ferrari and Degenhardt,
2016), and over half of state and federal prisoners with a substance use disorder (Bronson, et al,
2017), programming for inmates with co-occurring mental and substance abuse disorders needs to be
implemented.

Figure 8: Percent of inmates with mental, substance use, and co-occurring disorders

Interdisciplinary collaboration is of principal importance in responding to the challenges of managing
mental illness (Porporino, 2020), and there are several collaboratives correctional jurisdictions can
incorporate to improve outcomes: Disciplinary sanctions can be adjusted based on the science for
determining the duration necessary to produce the desired behavioral change; valid psychological
assessment instruments can be used for high risk inmates to ascertain clinical needs, assess violence
risk, identify behavioral management needs and reduce the disproportionate discipline and uses of
force involving mentally ill inmates; the mental health leadership can be included in the selection
process for wardens in prisons housing inmates with the most severe mental illness; psychologists
can provide input into the disciplinary process, job and housing placement for mentally ill inmates;
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integrated care models with medical services can be strategically situated; partnerships with
universities and accredited internship and residency programs can be developed; specialized mental
health training for security and other interdisciplinary staff can be routinely provided and; metrics
measuring the efficacy of the collaborations can be implemented. When a diversity of perspectives is
brought to the decision-making table, transformative strategies can emerge to improve both custody
and care of individuals with mental illness (Aufderheide, 2014).
A Call to Action: The Public Safety/Public Health Model
Over the past forty years, the criminal justice system has expanded to such an extent incar-ceration
is now one of the major contributors to poor health in communities (Gaiter, et al, 2006); Kulkarni, et
al, 2010). There is, however, growing interest among public safety and public health officials to work
together (Cloud, 2014):
“In many states and localities, health and justice agencies are already working collaboratively
to enroll eligible people into health plans in different justice settings, bolster diversion
programs at the front door of the criminal justice system that aim to steer people away
from incarceration and into community-based services, and build the information-sharing
frameworks that are needed to promote conti¬nuity in care and improve health and public
safety outcomes (p. 5).”
To improve public safety and public mental health outcomes, an interlocking network of expertise
among public safety and public health officials who embrace a shared a vision and sponsor common
goals is needed. These interlocking networks can be used to create opportunities for more effective
and efficient strategies for managing mental illness in America’s prisons and communities. For
example, a web-based database of mentally ill individuals involved in America’s criminal justice
system could be developed for access by applicable public safety and public health stakeholders,
including the judiciary, law enforcement, correctional agencies, probation and the public mental health
system. Predictive analytics such as the Diversion Logic Model and the Sequential Intercept Model
(Comartin, et al, 2020) could be employed to produce “actionable intelligence” for synchronizing
services between the public safety and public health systems.

Figure 9: Sequential intercept model

A continuum of care adequate to meet the needs of individuals suffering with mental illness and
specialized residential facilities for those needing a protective therapeutic environment could be
created. Unquestionably, keeping individuals with mental illness from getting trapped in the criminal
justice system’s revolving door between incarceration and society can contribute to the safety and
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welfare of America’s communities.
An integrated and focused strategy is critical (Porporino, 2020):
“A focused and integrated strategy is needed to divert mentally ill offenders away from the
experience of imprisonment as much as possible, lessen the harm of the experience for those
who must be incarcerated, and ensure there is adequate after-care post-release to prevent
reoffending (p. 37).”
Accordingly, a public safety/public health model creates an integrated strategy at local, state and
federal levels with a focus on both the criminal justice and public health systems. Improving the
identification of individuals who have mental health and co-occurring treatment needs is the first step
in ensuring a range of treatment and services are available and accessible to meet assessed needs
before, during and after incarceration.
In search of solutions, prison officials and academics are increasingly looking to Norway’s approach
to incarceration, from changes to the environment (Adams, 2010) to re-defining the role of the
correctional officer (Waerum, 2019). Their dynamic security approach (Vollan, 2018) is based on
restorative justice with a focus on rehabilitation and has had success in significantly decreasing
recidivism (Kristoffersen, 2020).
Several jurisdictions in the United States, such as the Oregon Department of Corrections and the
North Dakota Department of Corrections and Rehabilitation, have adopted rudiments of Norway’s
approach (Slater, 2017; Ahalt, 2019). Other jurisdictions are recognizing the utility of a public safety/
public health model to positively influence staff and inmate well-being, while improving access to care
both inside and outside the walls. For example, the Florida Department of Corrections has developed
specialized residential mental health continuum of care units, incentivized prisons using contingency
response management principles and an inmate mentoring program. Other innovations that improve
well-being and access to mental health care during and after incarceration include the creation of
mental health ombudsman positions; doctoral level internship and residency training programs;
mental health informatics system for predictive analytics; partnership with the public mental health
system for a web-based digital referral system; specialized mental health training for correctional
officers and; construction (planning phase) of a 550-bed inpatient bed facility, which will be a center
of excellence, incorporating community resources, academic expertise and stakeholder collaboration.
Regardless of the jurisdiction, a public safety/public health model which incorporates the principles
of dynamic security with the psychological principles of response contingency management will
expand the range of ways for correctional systems to improve staff and inmate well-being, more
safely mange inmates with mental illness and improve their behavioral functioning, while coordinating
with the community for their successful re-integration into society.
Summary
A fragmented and under-funded public mental health system, coupled with stringent criminal justice
policies, resulted in hundreds of thousands of mentally ill individuals inadvertently caught in the net
cast to catch dangerous criminals. Consequently, America’s prisons became the nation’s major mental
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health treatment facilities, creating a crisis in corrections. The crisis culminated in a landmark federal
court ruling over twenty years ago, when the chief judge of the U.S. district Court for the Eastern
District of Texas wrote:
“It is deplorable and outrageous that this state’s prisons appear to have become a repository
for a great number of its mentally ill citizens. Persons, who, with psychiatric care, could fit
well into society, are instead locked away, to become wards of the state’s penal system. Then,
in a tragic ironic twist, they may be confined in conditions that nurture, rather than abate,
their psychoses.” (Judge William Wayne Justice, Ruiz v. Johnson, 37 F. Supp.2d 855 (S.D. Texas,
1999).
Today, the crisis in corrections continues. Although incarcerated individuals are more than three times
as likely to experience serious psychological distress as persons in the standardized U.S. general
population, only a third of the inmates with serious psychological distress are receiving treatment
(Bronson and Berofsky, 2017). Moreover, “Managing Mental Health Populations” was ranked among
the top issues facing corrections by the Association of State Correctional Administrators, now known
as the Correctional Leadership Association (ASCA, 2014). Underscoring the gravity of the predicament,
an expert in violence at prisons and jails opined:
“Right now, jails and prisons are grappling with a population they are not prepared to deal
with. It is not so much a fault on the part of the correction system. They are simply not
equipped...” (Schwirtz, 2014).
But where there is crisis, there is also opportunity. The Chinese use two brush strokes to write
the word “crisis.” One brush stroke stands for danger; the other for opportunity. The danger is to
continue the same failed strategies and expect different results. The opportunity is adopting a public
safety/public health model with an interlocking network of expertise among prison and mental health
officials who share a collective vision and support common goals. It is an opportunity to create a new
synergy between the public mental health and criminal justice systems.
Conclusion
We start by acknowledging the inconvenient truth about America’s prisons. We challenge our
assumptions about “what works” for dealing with mental illness in correctional settings. We finish
by implementing a public safety/public health model whereby public safety and public health officials
can collaborate in developing more effective and efficient strategies for managing mentally ill inmates
in America’s prisons and after release into their communities.
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Abstract
In 2015, the North Carolina Department of Public Safety, Division of Prisons began development of
an initiative to improve the treatment and management of offenders with mental illness at risk of or
in Restrictive Housing. The initiative involved the transformation of multiple Restrictive Housing units
into Therapeutic Diversion Units, locations in which a structured, behavior-intervention treatment
program would be provided to program participants. This article serves to highlight and discuss topics
of establishment, development, evaluation, and growth of the Therapeutic Diversion Units in North
Carolina Prisons.
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Foreword
In June, 2019 I had the honor of being appointed the Commissioner of Prisons for the North Carolina
Department of Public Safety, a privilege that has been challenging, rewarding, and fulfilling these
last two years. Spending over 29 years in my career as a correctional professional in the state of
Ohio, I learned our craft from my days as a Correctional Officer to those as a Warden, as a Regional
Director, as a Deputy Director, and multiple other posts in between. My years in Ohio gave me the
opportunity to see correctional work through a number of lenses, both in our own agency’s facilities
and in others across the country. Through all those years, I have been given the opportunity to
develop a perspective on our business formed not simply based on one or two incidents or seasons,
but by experiencing change, advancement, and improvement. I came to the state of North Carolina to
be a Commissioner ready and willing to lead a system to a brighter future of correctional impact – a
system with talented, dedicated, experienced professionals chasing the same passion.
Not long after my arrival, as I began familiarizing with North Carolina’s geography, prisons, staff,
and programs, I learned about the Therapeutic Diversion Units. I was no stranger to the increasingly
challenging realities of providing treatment to offenders with mental illness and of appropriately
enforcing accountability in a challenging population. However, as I learned about this new program
they called “TDU” I saw a program with an innovative and human-focused approach. I saw teamwork
and collaboration. I saw line staff and leaders alike challenging norms and I saw treatment rather than
isolation. This program had been in operation for over three years before I set foot in one of its units
but by the time I did, I saw a track record of improvements, challenges overcome, and positive impacts
on participants and staff. The TDU is only one program in North Carolina’s Prisons; however, it’s an
example of one that contributes to the safety of our system, to our ability to return citizens to their
community better able to manage their illness and behaviors, to our ability to provide a safer place for
our staff to work and offenders to live, and to the innovation we strive for in the prisons of the future.
I am proud to be a part of the North Carolina Division of Prisons and proud to help share the narrative
of our Therapeutic Diversion Units.
Todd Ishee
Commissioner of Prisons
North Carolina Department of Public Safety
Introduction
In recent years, North Carolina (NC) Prisons has faced multiple challenging realities. Similar to prison
systems across the United States, we have used Restrictive Housing (RH; American Correctional
Association, 2019) as a means of maintaining safety, responding to misconduct, or deterring future
problematic behavior. We’ve also seen substantial growth in the proportion of our population
presenting with mental illness, nearly doubling in the past decade. Offenders in NC with mental illness
are also overrepresented in RH, consistent with literature indicating that these individuals both incur
infractions and are placed in RH more frequently (Beck, 2015; Clark, 2018; Dellazizzo, 2020; Labrecque,
2015). Literature further details poor associations between RH and individual mental health, safety,
and negative post-release outcomes (Brinkley-Rubinstein et al., 2019; Brown, 2020; Chadick et al.,
2018; Labrecque & Smith, 2019; Smith, 2006; Steiner & Cane, 2016; Wooldredge & Steiner, 2015).
In NC Prisons, these challenging realities became an opportunity. Prison leadership, with the support
of state legislative officials, recognized the need to improve how offenders with mental illness were
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managed regarding RH. Leaders saw steadily increasing needs for behavioral health and psychiatric
staff in RH units, the benefits of crisis intervention training for correctional staff, and generally
the existence of restriction rather than treatment. Further, staff saw first-hand the need to reform;
during 2014, a specific and tragic incident served as a catalyst. An incarcerated individual lost their
life while in our custody, drawing attention to operational practices, treatment needs, and RH. To
make meaningful efforts to prevent this from happening again, changes were set in motion in NC
Prisons. These changes aligned with findings and recommendations from a multi-state collaborative
project termed “Rethinking Restrictive Housing,” completed by the Vera Institute of Justice (2018)
which noted the same trends of overrepresentation of offenders with mental illness in RH in several
correctional systems across the United States at the same time as it offered recommendations for
innovative diversionary programs. North Carolina was not alone in needing to address these concerns.
Specific changes in NC Prisons included policy revisions, staffing pattern adjustments, and enhanced
access to behavioral health clinical resources; however, this article will discuss one specific arm of
this effort: Therapeutic Diversion Units (TDU). North Carolina Prisons developed dedicated treatment
units to serve as diversionary programs for offenders with mental illness in replacement of RH
assignment, allowing participants the opportunity to receive high-quality, safe treatment rather than
remain ‘behind the door.’ These units have undergone growth, changes, and improvements while
providing an opportunity for a safe alternative to the confinement of RH through a tailored treatment
program. TDU remains an integral part of the North Carolina Division of Prisons Strategic Plan
2020-2024, which calls for innovation regarding RH (North Carolina Department of Public Safety,
2020). North Carolina Prisons administrative leadership, including Health and Wellness Services,
Rehabilitative Services, and the recently-introduced Innovation Institute, is committed to meet that
call (Mautz & Ishee, 2021).
In this article, we intend to accomplish three things. First, we will offer an abbreviated overview of
TDU goals, staffing, admission processes, and typical day-to-day operations. Second, we will highlight
several key areas of focus regarding TDU’s maturation. We’ll delve into topics including program
conceptualization, balancing consistency with individualized programming, infusing treatment with
safety and accountability, and maintaining focus on results. Finally, we’ll discuss the future of TDU in
NC Prisons.
What is a Therapeutic Diversion Unit?
In NC, the term TDU refers both to a treatment program and to a unit in which it is offered. The
program itself is conceptually simple: provide structured behavioral intervention to offenders focused
on mental health and on safe, healthy activities, rather than keep them in RH. The TDU offers a
process by which eligible offenders can be identified, screened, and admitted into a treatment program
that facilitates their gradual return to the least restrictive environment feasible. Division-wide Policy
and Procedure as well as the TDU Operational Manual define an offender as eligible if they are (a)
in RH and (b) receiving psychiatric and behavioral health treatment. Once eligible for TDU, offenders
are screened relative to defined priorities (e.g. severity of mental illness, length of time spent in RH,
length of time until release from prison, length of time since violent behavior, etc.) to determine the
most appropriate admissions at any given time. TDU admission is not determined on a first-come,
first-serve basis; rather, these priorities guide who is the most appropriate for TDU and guide facilitylevel decisions as the primary point of entry. There are no formal exclusion criteria; rather, individuals
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may be screened repeatedly over time, allowing dynamic factors to be assessed relative to program
priorities and admission of the most appropriate at a given time. Although TDU-specific behavioral
health staff are the primary screeners for program admission, multidisciplinary teams in each TDU
facility have input into prioritization of offenders and in many cases, actual program entry.
Once admitted to the program, participants experience a semi-structured intake process including
orientation to the unit, completion of an assessment battery, an individual intake interview with a
psychologist, and an individual meeting with the TDU treatment team (including custody, nursing,
and psychiatric providers). Although all TDU participants are offered common core treatment
programming as stipulated in the Operational Manual, each has an individualized treatment plan that
allows for need-specific therapy and programming. Participants then begin the first of three phases
of the TDU program, which is primarily geared toward introducing treatment concepts, building
relationships, and identifying problem areas in general. Core treatment concepts are built around a
cognitive-behavioral approach, focusing on rational thinking, healthy relationships, identifying and
addressing criminal tendencies, as well as the impacts of substance use and trauma. Furthermore,
treatment focuses on the importance of self-care, medication adherence (when necessary), and
development of overall wellness (e.g. mindfulness and meditation practices, physical exercise
opportunities, artistic expression space, etc.). Typical treatment opportunities are offered in small
group (4-8) settings, typically guided by semi-structured interactive journals, handouts, workbooks, or
video series and discussion.
Transition into the second phase of the TDU brings further exploration of treatment concepts, more
skill development and group programming, as well as more out-of-cell time. The TDU Operational
Manual provides a unique criterion for transition into the second phase: the participant must be
deemed appropriate to engage, unrestrained, in scheduled programming and unstructured outof-cell time. Participants begin to experience the program, their peers, and staff with significantly
more freedom of movement. The third and final phase furthers their treatment work and affords
participants an out-of-cell and unrestrained schedule for the majority of a typical day.
The TDU Operational Manual stipulates all participants shall be offered 10 hours per week of
structured treatment programming as well as 10 hours per week of unstructured out-of-cell time,
including recreation, leisure, and socialization opportunities. Completion of the three phases typically
occurs within six-to-12 months. As participants progress through the program, they are afforded
the opportunity to earn weekly incentives for positive engagement with the material, staff, and
their peers. Incentives typically include small items like hygiene materials or snacks, but often also
eligibility to participate in additional activities (e.g. movie and popcorn nights). Additionally, for the
duration of the program, participants meet routinely with an individual therapist, psychiatric provider,
and the treatment team to offer frequent support and individualized treatment. Frequency of these
contacts varies by clinical need but aligns with or exceeds typical outpatient services in NC Prison
settings.
Successful completion of the TDU curriculum indicates readiness to transition to population or
the community, the former requiring completion of all core assigned programming and the latter
dictated by sentence structure. Those completing the curriculum must do so within a phase-byphase time frame, summarized below that includes a required clinical case review conducted by a
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supervising psychologist should the participant remain in the program beyond anticipated time
frames. Completing participants experience a process mirrored to their intake including individual
meetings and completion of a second assessment battery. Following this transition, participants
return to the treatment modalities offered in typical outpatient behavioral health services, including
individual therapy, psychiatric medication management, and group treatment as appropriate. Similarly,
their return to regular population allows for access to available job, educational, or apprenticeship
assignments as well as numerous other opportunities that are substantially limited or unavailable
in RH. Unfortunately, whether becoming violent, victimizing peers, or otherwise creating an unsafe
environment for others, some participants are removed from TDU and returned to RH. Still, most
complete the program or are released from prison while in the TDU, which is generally considered
a positive result. Finally, no single participant is prohibited from return to TDU, whether having
successfully completed or been removed, as any individual may be deemed eligible and screened,
should they meet criteria. Select TDU admission and completion data are summarized in Table 1.
Table 1: Therapeutic Diversion Unit Offender Participant Data and Program Time Frames.

TDU Participant Data

TDU Program Time Frames

Total Admissions w/ Exit

813

Phase 1 Completion

6 – 12 Weeks

Total Successful Exit

520 (64%)

Phase 2 Completion

12 – 20 Weeks

Successful Exit - Completion

384 (47%)

Phase 3 Completion

6 – 12 Weeks

Successful Exit – Release

136 (17%)

Clinical Case Review

1 Year

Total Unsuccessful Exit

239 (29%)

Unsuccessful Exit – Refusal

46 (6%)

Successful Exit

195 Days

Unsuccessful Exit – Removal

193 (24%)

Unsuccessful Exit

111 Days

Exit to Inpatient MH Treatment

34 (4%)

Exit for Other Reason (e.g.

20 (2%)

Average TDU Treatment Exposure

Medical Treatment)

Introducing TDU to NC Prisons
Early conceptualizations of TDU involved determining its location(s), its treatment course, admission
criteria, staffing allocations, and general goals. Eight TDUs were planned, including 152 new
staff positions comprising behavioral health, nursing, and custody professionals. Locations were
determined by Prisons leadership considering facility missions, populations, and existing health
service resources. Concurrently, Behavioral Health leadership developed a conceptual framework
for the TDU treatment curriculum, its admission guidelines, its phased structure, and its behavioral
incentive elements. The TDU would soon be defined by its Manual that included these and other
program-defining features. In effect, TDU had become a program, a location, and a staff. To address
potential skepticism or apprehension about such a drastically different approach to managing
97

Advancing Corrections Journal: Edition #12-2021

individuals with mental illness, Prisons leadership organized group-based multi-day American
Correctional Association Correctional Behavioral Health Certification trainings for TDU staff, their
supervisory chains of command, and facility management. Training offered education on mental illness
in general, approaches to managing such individuals in prisons, and team-building opportunities
across behavioral health, custody, nursing, and administrative staff disciplines. Anecdotal accounts
following training confirmed the anticipated positive impact: numerous staff members described
increased efficacy in managing offenders and stronger team cohesion. As planned, seven units were
opened between early 2016 and mid-2017; and, within approximately a year the number of offenders
in RH with mental illness was nearly halved (Mautz & Junker, 2020). The TDU project was off to a
great start; however, events outside the confines of any TDU made a sudden and lasting impact on its
development.
In 2017, tragedy struck NC prisons with the murders of five correctional staff in the line of duty,
between two separate incidents. The loss of these fallen heroes was felt by all across NC prisons,
fellow corrections professionals across the United States, and the community at large. Their loss is
still felt today. While it is clearly difficult to quantify or gauge the impacts and reactions in those next
months and years, it’s easy to recall palpable emotions and strong opinions about topics like staff
safety, security protocols, offender assignments, and disciplinary procedures. Amidst the emergency
response, subsequent reviews and security enhancements, and the residual toll taken on prison
communities, the TDU was not unaffected. No additional TDUs were activated beyond this point and
within months, one existing unit was diverted entirely and absorbed, both staff and participants, by
other locations. Now, nearly four years later, the TDU remains in operation at reduced capacity with a
total of six units.
Reflecting on the early developments of TDU, several insights arise. One, developing a program
manual is one thing. It is another entirely to introduce and sustain a cultural shift away from RH
and toward treatment. Staff training and early anecdotal treatment successes supported this shift;
however, the impacts of the loss of life in 2017 were substantial. In retrospect, it has become apparent
that the ability to maintain focus on an innovation such as diversionary programming remains
necessary. Prisons staff soon found the population in RH with mental illness mirroring pre-TDU
numbers (Mautz & Junker, 2020). The questions and responses that followed speak to a culture
and to a system’s developmental process, rather than a document or a unit. Persevering through
these difficult times, addressing the necessity of responding to crises but maintaining focus on safe
advancement – that challenge has become evident in the years since. While we offer no singular
solution, it is clear that several concepts have been pivotal in our growth: visible and visionary
leadership that values staff input; continually prioritizing the safety and health of both our staff and
our offenders; transparency in operation reviews and quality improvement processes; focus on longterm goals as well as short-term needs; and, willingness to innovate and evolve.
Two, it soon became evident following TDU activation that program-specific TDU-only staff
complements could not be sustained. A TDU staff person only working in TDU ultimately wasn’t
feasible given the nature of corrections; specifically, NC Prisons often notes functional vacancy rates
above 30% and staff are assigned multiple responsibilities out of necessity. Specific staff and resource
allocations have been critical; but, flexibility over time has been equally so.
Three, hindsight offers a specific question to TDU: one location or several? Our consensus has
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been that six TDUs have allowed the mission and benefits to permeate broadly across a diverse
and sizeable division. More manageable unit sizes promote individual therapeutic attention and
consistency from various staff disciplines. Further, the level of diversity in experience, perspective,
and even location of staff across TDUs has cultivated ingenuity, creativity, and teamwork in
addressing schedules, problematic cases, and overall maturation. Inherent diversity contributes to
the overall advancement of TDU; however, in recognizing the benefits of flexibility, we consider its
balance with standardization.
Balancing Consistency with Flexibility
Implementation of TDU has focused on balancing flexibility with standardization. While using terms
like guidelines, parameters, or requirements, neither the TDU Policy and Procedure and Operational
Manual require identical, duplicated operations. Here we’ll discuss balance in administrative
structures, screening and admission processes, curriculum components, and TDU’s place among
overall Prison Policy and Procedure.
Administrative Structure
The initial implementation of the aforementioned 152 positions included supervisors for each
unit; however, it did not include a specific staff person at the system-wide level. This lack of
central coordination soon proved problematic; thus, in 2019, Prisons leadership created and filled
a management position to oversee the operations of all specialized unit-based behavioral health
programs in NC, including TDU. This staff person also provided a central point of contact and source
of support for all such programs, adding to the effort to cement TDU as a fixture in NC Prisons both
in Policy and in practice. A statewide Policy and Procedure was soon developed for TDU and its
then three-year-old Operational Manual was revised. These new documents allowed for the review
of, against Division-wide standards, utilization rates of treatment beds, screening rates of eligible
offenders, adherence to TDU-specific documentation time frames, and other useful metrics of program
utilization. Further, the Division-wide operational oversight not only developed these documents and
processes, it began to streamline communication, problem-solving, and internal data collection.
Screening and Admission
Early conceptualization of TDU involved a goal that those in longer-term RH assignments and closer
to release with coinciding serious mental illness would be prioritized for admission. However, systemwide practices and tools were not implemented immediately to facilitate direct offender identification
by these TDU-specific criteria; rather, clinicians could refer offenders to TDU. Early on, participants
were admitted primarily from these referrals, not necessarily considering other offenders. While
this system facilitated offender buy-in and provided a basic framework for who needed screening,
it had shortcomings. Referrals were neither cataloged in a broadly-accessible manner nor held to a
standard response time. They could be screened by multiple TDUs, perhaps even simultaneously.
No mechanism yet existed to ensure consistent priority- or criteria-based screening. Further, there
was no response requirement, often leaving referring clinicians unaware of their status. Perhaps
most importantly, there remained no mechanism to ensure systematic identification of all those
eligible. Thus, an improved approach was enacted in late 2019 to address these gaps, stressing
consistency, transparency, and communication while re-emphasizing much of the original intent of
TDU admissions.
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Under a comprehensive identification approach, all offenders in RH and receiving psychiatric and
behavioral health services are now identified and available for view in real-time through NC’s
electronic records system. Display of these individuals allows for sorting and filtering by factors
like facility, region, RH status, sex, and/or age. Operationally, each TDU is now assigned a defined
catchment area over which its supervising clinician maintains responsibility for the review and
screening of its offenders within manageable and appropriate geographical-, age-, and sex-defined
population subsets. Units may still accept referrals; however, whether referred or identified in the
catchment area, all potential participants are reviewed against the previously-described set of
priorities as articulated in the revised Operational Manual.
To improve communication, eligible offenders are now assigned a disposition code in the electronic
record which indicates their status following a screening, including a rationale code if not
recommended for admission. These codes can then be read by staff elsewhere, noting when it was
given and by whom, but absent any clinical information. Dispositions are also dynamic, allowing
multiple entries over time and/or updates if necessary. Altogether, this system provides further order
to identifying offenders with pre-defined eligibility criteria, a comprehensive strategy to allow equal
access to screening, and a pathway to communicate openly with our colleagues about not only who is
eligible but where they stand relative to the program.
Program Curriculum
All TDUs are expected to offer 10 hours each week of structured therapeutic programming, including
mandatory materials as well as ancillary opportunities (e.g. art, current event discussions, meditation,
etc.). Units may differ in the lengths of time spent on specific materials or frequency of structured
activities; and, individual contacts or additional material exposure may be utilized to individualize
treatment. All units are also required to offer 10 hours each week of unstructured out-of-cell time,
although most easily surpass this minimum. Similarly, units may decide how many and which hours
these are, as well as what types of activities are available, albeit generally recreational or literally
unstructured free-time. Further, while all units must employ an incentive program to encourage
positive engagement, specific items and procedures may differ. Common to these elements of the TDU
curriculum are simply boundaries and requirements rather than procedural mandates. Thus, from start
to finish, all TDU participants completing its curriculum receive individualized treatment but also the
same core elements of the program.
Policy and Procedure
TDU Policy and Procedure has been geared toward setting requirements and guidelines while
allowing reasonable flexibility. Rather than dictating identical procedures across all units, it names
responsible parties, broad parameters, and the mission of the program. Yet, it describes and
requires adherence to two separate documents, which, together provide the opportunity for more
individualized, unit-specific decisions. First, TDU Policy requires each facility to possess and utilize
a Standard Operating Procedure, a facility-specific document that details program location(s) and
certain staff responsibilities, among other topics. Second, it requires units to adhere to the TDU
Operational Manual, which provides a much further in-depth guide to treatment materials, admission
procedures, frequency of required contacts, parameters for response to misconduct, and completion
of programming. Between these three documents, units have statewide definitions and mission,
required adherence to treatment-specific elements, and facility-specific ability to tailor location(s) and
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procedures.
While TDU’s own defining documents guide staff in the administration of the program, it is also
important to consider TDU’s place among the array of related Policy and Procedure within NC Prisons.
In considering potential areas of infusion (e.g. disciplinary, RH, or assignment procedures) TDU does
not inherently supersede existing policy. Rather, its mission and purpose drive its incorporation into
them. For instance, TDU participants are not exempt from disciplinary proceedings; however, they
are required to receive an evaluation by a behavioral health professional prior to receiving sanctions.
Just as offenders in education, work programs, or other assignments earn sentence credits (i.e. days
credited toward their remaining sentence), so can TDU participants; however, their allotment is
awarded only upon successful completion of the program. Program completers may be assigned to
jobs, school programs, or other opportunities, but only after completion and transfer to an appropriate
location. These and other examples of effortful infusion into existing statewide operations highlight
TDU as a supported program within our system, but one with bounds and limits driven by its purpose.
Providing Treatment While Maintaining Safety
The TDU concept is very much an attempt to infuse change into a prison system, operating in a
conceptually different way but still from within the system. Thus, TDU incorporates not only its
treatment planning elements, or admission decisions, or therapy topics, but also its relation to
restraints, to disciplinary infractions, and to controlled movement. One of the most substantial areas
of discussion, then, is that of balancing treatment with safety and security. At this point, we’ll focus
on how these two constructs are conceived in TDU and offer further insights into two foundational
aspects of this balance: perceptions and practice.
Perceptions
For many of us who have provided programming to offenders in prison settings, there is often a
simple but meaningful recognition of the stark contrast between programming space and housing,
especially RH. Be it educational classes, vocational training, religious services, health-related
treatment, or other programming, the space, staff, and methods used to engage offenders in positive
programming experience often appears quite different than their typical day-to-day surroundings.
This is abundantly clear to anyone with experience in RH units, in which these types of programming
opportunities can be much fewer and further between than those in the regular population. Quite
literally, TDU is an example of such a program and space that just appears livelier. Simple and
obvious, this reality is neither unimportant nor unintentional. Its units often are decorated with
participants’ artwork, more heavily staffed, and even filled with music throughout portions of the day.
Other than general physical structure, TDUs generally look very little like RH units (see Images 1 - 3).
Of note, TDUs were placed in units that previously served as restrictive housing, making it quite clear
that less space was being dedicated to the prior mission of ‘lock-up’ and restriction. TDUs are steps
in the direction of offering more human-focused, psychologically-informed living spaces, supported
by prison architecture experts like Jewkes and Moran (2017), whose studies suggest the use of such
space as evidence-informed means of systemic justice reform.
While treatment providers, programming staff, correctional officers, nurses, or administration
themselves have anecdotally noted the benefits of the positive atmosphere in areas like TDU, it does
not come without a perceptual cost. Many conversations have involved the optics of removing an
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offender from RH and placing them into a unit in which they can watch TV, speak with treatment staff
daily, and get incentives for behaving appropriately. At times these conversations have addressed
the notion of whether or not TDU participants deserve such an environment – whether they have
earned it, a concept again highlighted as an underpinning of historical prison architecture and interior
design (Jewkes & Moran, 2017). However, a perceptual adjustment sheds light on the intent of TDU:
appropriateness, not deserving. We provide TDU as a program to support the care of individuals with
mental illness, to cultivate positive, healthy, prosocial behaviors, and to decrease negative outcomes
within our incarcerated population. Getting to TDU is not a reward for offenders who have earned
it by engaging in misconduct; rather, it is an assignment and an opportunity to respond to those
circumstances in an alternative fashion. We assign participants to TDU who are appropriate for it.
It’s not unreasonable for staff to want to see the ‘proof in the pudding’ to give merit to the
perspective of appropriateness. TDU’s development, design, and early impacts have often been
discussed at meetings, presented to multidisciplinary groups, or even shared at national conferences
(Mautz & Junker, 2020; Mautz and Junker, 2021; Mautz, Remch, & Naumann, 2021). These
presentations have highlighted the substantial reduction in violent or disruptive behavior noted while
individuals are housed in a TDU, as compared with their own prior behavior. The simplest level of
publicity, however, is staff voices. It has proven invaluable to hear staff discuss their experience within
the unit, its participants, or its impact on behaviors. Numerous staff have not only offered accounts
of individual offenders making positive strides but also insights into how to improve or better utilize
TDU. When these staff speak, they give a first-hand account of what occurs in the TDU, quite often
addressing the perception of TDU.
Similarly, reinforcement of appropriate verbiage has been useful. Referring to program participants
as such, deviating from inmate or offender, provides a treatment-focused and individual-focused
perspective. Participants assigned to TDU are active, involved people with individualized treatment
plans and responsibility to prove in a full-time, intensive program. Eligibility connotes a broad, systemwide approach to criterion-based qualification for the program. Outcomes maintain focus on the
impact TDU will have not only on individuals but on a facility and on our system overall. Therapeutic
emphasizes that this is a treatment-oriented program, a treatment-oriented unit, a treatment-oriented
staff, and a healthy, safe environment. Team, as-in a TDU treatment team or facility multidisciplinary
team, reinforces the concept that all TDU stakeholders have common goals of safety and health.
Finally, frequent and intentional multidisciplinary team-based decisions have not only reinforced
ownership but affected perceptions of program efficacy and safety. The repeated use of teams
making admission, disciplinary, or removal decisions has allowed for greater buy-in to TDU processes.
With buy-in has come numerous anecdotal accounts of greater comfort with the program and
confidence in its ability to safely operate. Multiple facility Wardens, Unit Managers, and TDU staff
alike have described to leadership the enjoyment of working with these high-acuity environments,
despite the deviation away from restraints and toward freedom of movement. Conversely, grounds
for improvement toward both teamwork and safety have been noted. For example, determinations
within single units to house non-TDU participants in excess beds, decisions made out of necessity
but without thorough consideration of participant treatment needs, led to increased reports of staff
safety concerns. Through multidisciplinary discussion and planning this and other similar issues
have been addressed and improved. While the team-based approach may lead to disagreement or
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difference in opinion, it has been clear that perceived safety within TDU is linked to its use.
Practice
Despite perceptual differences or verbiage changes, TDU participants remain bound by all other
applicable NC Prisons Policy and Procedure, as mentioned above. Their treatment status affords no
exemption from typical expectations. Similarly, when offenders transition from RH to the TDU, they
do so typically with continued use of restraints for their first program phase. Allowing a gradual
reduction in restraint use, tied both to program participation and general behavior, provides a steady
incentive to engage positively and safely.
Participants experience a similarly-intended gradual increase in day-to-day freedoms, like recreation
time, freedom to interact with peers, or even off-unit activities. Maintaining gradually-increasing
realizations of these freedoms provides a strong motivator to many within the TDU, adding natural
incentives to continue their effort and focus on growth and improvement. At the same time, all TDU
participants live in single-cell housing that allows for cool-downs, activity restrictions, or the use
of RH if deemed necessary. While out of their cells, however, TDU participants are supervised by
dedicated on-the-block officers, each having been trained in crisis intervention and de-escalation
techniques. If necessary, TDUs maintain the ability to temporarily or completely remove a participant
from the program, an option outlined in the Operational Manual for circumstances wherein the
participant essentially creates an unsafe environment for TDU programming. Such individuals
typically return to RH.
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Focusing on Results
Since its conceptualization and inception, the TDU has been bound by the inherent need to assess
its impact. Given the energy and resources it required, understanding its outcomes is naturally vital.
However, it has not been as simple to answer a yes/no question: does TDU work? Conceptualizations
of quality assurance, outcome measurement, and objective, data-driven program evaluation have
been present in the management of TDU since day one. While important to address staff perceptions,
participant experiences, as well as potential treatment improvements, initial formal study has focused
on objective data from which impacts and implications can be drawn. Here, we’d like to discuss our
processes relative to the objective outcome study of the TDU.
Putting Outcome Results into Practice
There are fundamentally two goals inherent to TDU evaluation study: one, informing our system
and other stakeholders about the program’s impacts and two, supporting the ability of leaders and
practitioners to improve its quality and delivery. To the first goal, many might consider this a question
of return on investment. The TDU program is costly, not only monetarily but in terms also of effort and
time. It has re-purposed RH units, deviated from typical protocols, required substantial staff training,
and involved countless hours of discussion, planning, and decision-making. Various stakeholders
both internal to our system and otherwise (e.g. legislative officials, criminal justice professionals,
the general public, etc.) would be reasonable to ask what it is doing to improve the system and the
individuals going through it. To the second, we have not viewed the TDU as a stagnant or perfected
product. From the start, leaders and practitioners alike recognized that TDU would improve and
adjust over time. Born in part from the recognition that our system could do better, TDU couldn’t
immediately be the singular solution to multi-faceted precipitating problems. Rather, the TDU was a
starting point for what would hopefully become a better and more sustainable option.
In collaboration with research professionals from the University of North Carolina at Chapel Hill’s
Injury Prevention Research Center (UNC), NC Prisons leadership welcomed rigorous study of targeted
TDU outcomes. This collaboration has worked since 2019 to develop and implement projects to
assess outcomes of individuals exposed to TDU programming and otherwise comparable individuals
exposed to RH, both during and following such exposure. Remch et al. (in-press) details the first
of these timelines: during exposure. An inverse probability of treatment weights method, adjusted
for confounding, was used to establish this comparable group of RH individuals to which TDU
participants could be compared. The model included such variables as sex, current mental health
grade (an indicator of treatment needs assigned by NC Prisons clinicians), proportion of incarceration
spent in RH, proportion of incarceration spent with a mental health grade requiring psychiatric
attention, highest substance use treatment recommendation noted, and more. Poisson regression
with generalized estimating equations were used to compare the TDU and RH groups and calculate
rate ratios specific to outcome variables. Results indicated that, compared to those in RH, offenders
in TDU are roughly three times less likely to commit an infraction, five times less likely to commit an
A-level (highest severity) infraction, three times less likely to be admitted to inpatient mental health
units, and over four times less likely to engage in self-injurious behavior. In brief, this study provides
resounding initial support that TDU offers its intended population a safe alternative housing and
programming option, as opposed to RH.
Applying results from Remch et al (in-press) to our practice has led to various considerations. One,
104

Article 6: North Carolina’s Therapeutic Diversion Units: Innovation in Correctional
Behavioral Health
initial study of the TDU has supported not only its continued existence, but expansion of diversionary
programming. This has sparked numerous discussions among leadership regarding additional
spaces, resources, or methods of offering diversionary program to larger groups of offenders.
While it is not necessarily feasible to divert all eligible offenders immediately into TDU, growing
this type of programming stands to benefit our system. Two, the evidence of improved outcomes
during time spent in TDU supports the argument for sustained contact with similar treatment or
program opportunities. Following completion of TDU, continued targeted programming would, we
suspect, further support treatment gains and healthy living for some more so than direct return to
general population. And three, these results have spurred similar evaluative work focusing on other
diversionary programs. A continued collaboration with UNC, Prisons Rehabilitative Services, and the
Prisons Innovation Institute has already begun studying a non-behavioral health oriented diversionary
program in terms of similar outcome variables. In short, our system is investing in evidence-informed
planning.
The Future of Therapeutic Diversion
The future of therapeutic diversion brings us back to the beginning of this story: challenges becoming
opportunity. As we’ve said, the TDU initiative is just one portion of this opportunity, which involves
numerous potential innovations for managing difficult offenders, responding to mental health
treatment needs, and addressing challenging behaviors in those with mental illness and without
such reliance on RH. So, as we consider the future, TDU is just one piece of that puzzle, but one with
multiple stories to tell.
One story of TDU is that of innovation born out of necessity, grown with experience and teamwork,
and matured through challenges and setbacks. TDU was started where a need arose, with full
awareness from staff and leaders alike that the future product would differ from the inaugural form.
Staffing changes, training opportunities, Policy and Procedure development, Operational Manual
modifications, increases in efficiency – all these domains of the growth of TDU helped form its current
footprint. Further, the unprecedented tragedies sustained within NC Prisons placed immense strain
on our staff and communities; but, a continued focus on advancement and treatment allowed TDU to
remain part of our arsenal.
Another story of TDU is that of culture change, as it represents one of many opportunities in North
Carolina, the United States, and perhaps the international corrections community to approach safety,
wellness, and rehabilitation in a different way. Dedicated staff in our system routinely discuss
needs for improvements to safety, to managing challenging populations, and to positively impacting
individuals while in our custody. This program is an example of an approach to these missions that
offers a new perspective. While it focuses on those with mental illness, its conceptual approach is
generalizable across other groups of incarcerated individuals in-need of opportunity, services, and
support.
Finally, a story of TDU is also one of rigorous, targeted evaluation and evidence. Rather than simply
a program that had promise, resources, and a direction, the TDU initiative included specific focus on
following evidence from the start. Taking advantage of collaborative research partnerships with local
university professionals, as well as internal subject matter experts, the TDU has been and continues
to be studied relative to potential impacts on its participants, facilities, and system at large. Again, this
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is just one example of an initiative that can both be the source of as well as follow evidence.
Looking to the future, we see a bright and robust road ahead for Therapeutic Diversion Units. We
see a program continually open to improvement, to streamlining where necessary, and to bolstering
efficacious and appropriate programming modalities. We see a community of participants and
professionals contributing their creativity and experiences to building a sustainable pathway rather
than simply a unit. Further, we see a lasting and fruitful effort to explore alternative and humanservices-oriented avenues that can improve safety, health, and overall wellness of our population,
facilities, and staff. Finally, we don’t just see one program and one evaluation, but a model of seeking,
understanding, and following evidence toward the future of corrections. In the years to come, we
look to expand this initiative, to grow its footprint on NC Prisons, and to reach more individuals with
opportunity rather than restriction. We look to continue the cultural change geared toward efficacious
programs, interactions, and wellness. We look to continue our efforts to understand the impacts of our
initiatives and remain open to modification and growth to meet the needs of our stakeholders.
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Abstract
Treatment-refractory psychosis and self-injurious and aggressive behaviors are prevalent problems
in American prisons. The antipsychotic medication clozapine, approved in the United States for
treatment-resistant schizophrenia and reduction in suicide risk for people with a psychotic illness, is
highly evidence-based but underused in correctional settings. This paper provides a brief overview of
mental illness and incarceration in the United States and reviews clozapine’s indications, benefits, and
risk monitoring. We review the use of clozapine in correctional settings and then provide an overview
of a prison-academic partnership between the North Carolina Department of Public Safety and the
University of North Carolina School of Medicine which has led to a nearly 400% increase in clozapine
prescribing over five years. Similar partnerships can be a model for other prison systems to expand
clozapine use and other evidence-based practices.
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Incarceration and Mental Illness
The United States has one of the highest rates of incarceration in the world. At year-end 2019,
there were 1.4 million people held in state and federal prisons, with approximately 600,000 prison
admissions and releases during the calendar year (Carson, 2020). In addition, over 10 million people
were admitted to local jails in 2019; the average daily population in U.S. jails was 741,900 (Zeng &
Minton, 2020).
The causes of American mass incarceration are beyond the scope of this article but include factors
such as mandatory minimum sentencing, longer sentences, “three strikes” laws, the war on drugs,
unaffordable bail, and the longer-term effects of probation and parole. The criminalization of
substance use disorders, in concert with deinstitutionalization and inadequate community mental
health care, has also led to a substantial increase in the number of people with mental illnesses who
need treatment in jails and prisons. The Bureau of Justice Statistics 2016 Survey of Prison Inmates
found that 41% of state and federal inmates interviewed reported a history of a mental health problem
while 13% met criteria for serious psychological distress in the 30 days prior to their interview
(Maruschak et al., 2021).
The high prevalence of incarcerated people with mental illness brings a host of challenges and
opportunities for correctional systems. The challenges are obvious – jails and prisons operate on
paradigms of control, security, and punishment, not of treatment or delivery of health care. Health
care providers who work in corrections are likely aware of the discord between these paradigms.
However, correctional systems also represent an opportunity for the development of innovative
health care practices and for the provision of treatment for individuals with serious physical and
mental illnesses. Incarcerated people have statutory and constitutional protections in the United
States affording them a right to health care, and correctional institutions can be positioned to
provide treatment of chronic illnesses based on these rights and the closed system and structure of
the institution. This article will focus on the antipsychotic medication clozapine, a highly evidencebased but underused treatment, and its use in correctional settings. As reviewed below, clozapine is
beneficial for people with treatment-resistant psychosis, suicidal and self-injurious behaviors, and
hostility and aggression in people with a psychotic illness.
The prevalence of schizophrenia in the community is around 1%, while in U.S. prisons it is estimated
to range from 2 to 6.5% (Prins, 2014). Approximately 30% of individuals with schizophrenia are
treatment resistant, meaning they do not respond adequately to two separate antipsychotic trials of
sufficient dose and duration (Kane et al., 2019). Furthermore, about half of people with schizophrenia
lack insight into their illness and often discontinue treatment because they perceive no benefit and
cannot comprehend the consequences of stopping medications (Lincoln et al., 2007). In prisons, people
with schizophrenia may be at risk of disciplinary infractions on account of their psychotic symptoms.
For example, a person with impaired attention or concentration or a disorganized thought process
may have difficulty following routine rules or commands. Others may suffer from hallucinations or
persecutory delusions and are at higher risk of aggression.
Self-injurious behavior (SIB), defined as “deliberate destruction or alteration of body tissue without
conscious suicidal intent,” is also a common and disruptive problem in U.S. correctional systems
(Favazza, 1989). SIB may take the form of cutting, burning, head banging, hitting, insertion or
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ingestion of foreign bodies, and reopening old wounds, among others. Risk factors for SIB include
white race, lower education level, a history of trauma, a history of violence, a history of mental
health diagnosis, and placement in restrictive housing (Favril et al., 2020). People diagnosed with
borderline personality disorder are at particularly high risk of self-injury - these individuals struggle
with severe and frequent mood swings, anger outbursts, impulsivity, unstable relationships, and
problems with abandonment. The motivation for SIB is predominantly that of emotion regulation,
but may also encompass factors such as self-punishment, control, to seek attention, to feel pain, to
obtain medication, or to change one’s environment. The prevalence of SIB in prisons is between 2 and
24% of incarcerated people (Appelbaum et al., 2011; Hawton et al., 2014). A 2011 survey found that
85% of American state prison systems experienced SIB occurrences on a weekly basis (Appelbaum
et al., 2011). For individuals, SIB increases the risk of completed suicide and aggression against others
(Olfson et al., 2017; Sahlin et al., 2017). For correctional systems, SIB is costly, disruptive, and diverts
already scarce resources.
The typical management of problematic behaviors associated with psychotic illnesses and
personality disorders in prisons may begin with various medications and psychotherapeutic offerings.
A variety of medication classes including antipsychotics, antidepressants, mood stabilizers, and
benzodiazepines are often employed with little evidence guiding practice. Depending on system
resources, individual or group therapies may be offered along with behavioral plans and contingency
management. In acute instances of self-injury or aggression, individuals are often moved to a secure
environment, and seclusion or restraint may be employed in more severe cases. Prisons often use
restrictive housing, also known as segregation or solitary confinement, as a consequence for rule
violations. Restrictive housing itself, however, has been shown to increase one’s risk for SIB and
violence (Kaba et al., 2014; Reiter et al., 2020).
Overview of Clozapine
The antipsychotic medication clozapine is a highly evidence-based but underused medication which
has demonstrated utility in the management of treatment-resistant psychosis, SIB, and aggressive
behavior. Clozapine has been available in the United States since 1990 and is currently available
generically and at low cost. Clozapine is more effective than other antipsychotics in reducing the
distressing symptoms of treatment-resistant schizophrenia and is the only U.S. Food and Drug
Administration (FDA)-approved medication for this debilitating illness (Kane et al., 1988; McEvoy et
al., 2006). Furthermore, clozapine is also the only medication with an FDA-approved indication for
suicide risk reduction in people with a psychotic illness. Multiple studies have confirmed its benefits
for suicidal behavior and its lower suicide mortality when compared to other antipsychotics (Meltzer
et al., 2003; Taipale et al., 2020; Wimberley et al., 2017).
Clozapine has been used off label for a variety of conditions, among them self-injurious and
aggressive behaviors. Several small case series in the community have shown that clozapine reduces
self-injurious behaviors in both psychotic and non-psychotic individuals with borderline personality
disorder (Benedetti et al., 1998; Chengappa et al., 1999; Zarzar & McEvoy, 2013). These individuals
typically have tried several other medications without success and are characterized by multiple
hospitalizations, long lengths of stay, a high level of emotion dysregulation, impulsivity, high
resource and staff utilization, and misery. With respect to aggression, several community studies
have documented clozapine’s anti-hostility and anti-aggressive effects in individuals with psychotic
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disorders (Bhavsar et al., 2020; Krakowski et al., 2006; Spivak et al., 2003; Volavka et al., 2004).
Clozapine in Correctional Settings
Studies on clozapine in correctional settings have been more limited. In an analysis of clozapine
versus other antipsychotics at a Canadian forensic psychiatric hospital, Balbuena et al. found reduced
offending and improved employability (measured by institutional pay levels) among clozapine-treated
individuals (Balbuena et al., 2010). Mela et al. reviewed crime records for patients released from a
Canadian Regional Psychiatric Center and found that patients who had been treated with clozapine
had a significantly longer time to first offense and greater crime-free time in the community compared
to those treated with other antipsychotics (Mela & Depiang, 2016). Other studies in forensic hospitals
have shown improved patient satisfaction and a reduction in hostility among clozapine-treated
individuals (Qurashi et al., 2015; Smith & White, 2004). A recent open label clinical trial of clozapine in
Black patients under involuntary commitment in forensic treatment settings (N=69) found a reduction
in hostility and as-needed medication use (Glassman et al., 2021).
The aforementioned studies were conducted in forensic psychiatric hospitals and not jails or prisons.
A search of the PubMed/Medline database for “clozapine” and “jail” yielded no studies on clozapine
use in jail settings. A survey of state prison health directors in 2018 found that one-third of responding
states (N=20) did not have clozapine on formulary (Sheitman et al., 2019). Among the 20 responding
states, a total of 191 individuals (a median of 8 per state) were being treated with clozapine at the
time of the survey. In 2016, a white paper by the National Association of State Mental Health Program
Directors (NASMHPD) issued three key recommendations for clozapine use in correctional systems: 1)
every system should provide access to clozapine or a referral for treatment; 2) systems should have
policies and procedures in place for safe use of clozapine; and 3) systems should provide appropriate
safety monitoring for patients taking clozapine (Kelly et al., 2017).
Clozapine Use in North Carolina Prisons
In 2016, the North Carolina Department of Public Safety (NC DPS) began an initiative to expand
clozapine prescribing within its network of state prisons. Policies and procedures regarding clozapine
use were established by a multidisciplinary group of providers along with senior administrators and
were based on policies used at the University of North Carolina School of Medicine (UNC SOM) and
a local state psychiatric hospital. The multidisciplinary group included members from psychiatry,
psychology, nursing, lab, pharmacy, internal medicine, and prison administration. In addition, NC
DPS had entered a partnership with the UNC SOM Department of Psychiatry the year prior and this
allowed for providers with interest in clozapine prescribing to assist with clozapine initiations and
consultations.
Clozapine prescribing began in earnest in July 2016 after adoption of the clozapine policy. After one
year we conducted a retrospective analysis of the first few patients prescribed clozapine with two
questions in mind – 1) is clozapine prescribing in a prison setting feasible and 2) is it effective (i.e.,
does it reduce self-injurious behavior)? This initial case series was comprised of ten individuals with
severe treatment-refractory personality disorders who had spent a median of 27 months in restrictive
housing in the 3 years prior to clozapine initiation (Zarzar et al., 2019). All had failed on multiple other
medications and psychotherapeutic interventions. An analysis of urgent care and emergency room
visits related to SIB and disciplinary infractions in the six months before and after treatment with
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clozapine showed an approximately 70% decrease in each during the clozapine treatment period.
Assaults against custody staff decreased by nearly half. Payments to outside hospitals during
the clozapine treatment period were $200,000 less than the comparable pre-treatment period. No
patients stopped medication due to missing a blood draw and the medication adherence rate was
calculated to be 95%. In sum, we concluded that clozapine was both feasible to prescribe and reduced
self-injury in this small cohort of individuals with severe, treatment-refractory personality disorders.
After a few more years of clozapine prescribing, a broader analysis of all clozapine-treated patients
(both psychotic and non-psychotic) was undertaken with the aim of assessing whether clozapine
affected time assigned to restrictive housing related to disciplinary infractions incurred (disciplinary
segregation) (Zarzar et al., 2021). Over a 3.5-year period, 84 patients were prescribed at least one
dose of clozapine and 59 patients took the medication for over 3 months. These 59 patients were on
clozapine for variable periods of time and we analyzed the clozapine treatment period, comparing
it to the same length of time pre-clozapine for each patient. Patients accumulated 13,500 days (37
years) of assigned time in disciplinary segregation pre-clozapine and 3,560 days (10 years) during the
treatment period. Both psychotic and non-psychotic patients showed similar declines, and a withinperson analysis showed significance at 3, 6, 9, and 12 months of therapy. We believe the persistence
of benefit at 12 months argues against the change being a primarily placebo response. Total
infractions and assaults decreased by roughly 60% each, similar to the initial pilot case series.
The same 3.5-year dataset was used to analyze clozapine’s effects on self-injurious and suicidal
behaviors in psychotic and non-psychotic treatment-refractory individuals (Zarzar et al., in press).
Outcomes in this case included emergent suicide risk assessments (completed when a patient selfinjures or verbalizes intent or plan to harm or kill himself), days on suicide watch, and emergency
room and inpatient hospitalizations related to SIB. In the 3 months before and after clozapine
treatment, emergent suicide assessments fell from 73 to 14, while total days on suicide watch
decreased from 104 to 32. There were 38 emergency room visits pre-clozapine and 7 following
treatment, and 8 inpatient admissions pre-clozapine and zero post-treatment. These results were also
similar to the initial case series presented above.
Broadening Clozapine Prescribing in Prisons
The results above show that clozapine is a feasible and effective treatment which benefits both
for patients with psychotic disorders and severe personality disorders. Despite these benefits and
the NASMHPD recommendations, clozapine remains unavailable or markedly underused in many,
if not most, U.S. correctional systems. The reasons for underuse are multifactorial. First, clozapine
is associated with several serious side effects and requires routine blood monitoring as a result.
Roughly 1% of people taking clozapine may experience neutropenia, a significant drop in absolute
neutrophil count, which can increase risk of infection and death. In addition, 1 in 500 to 1 in 1000 people
on clozapine are estimated to develop heart inflammation known as myocarditis. Other side effects
may include seizures, severe constipation, elevated heart rate, drooling, sedation, and orthostatic
hypotension. The U.S. FDA has mandated blood monitoring for neutropenia while patients are on
clozapine – weekly for six months then every two weeks for six months then monthly thereafter.
Myocarditis labs are also typically drawn in the first month of therapy. Some providers may have
hesitancy or fear of prescribing clozapine based on these side effects while others may lack the
training or experience in initiating the medication. These concerns are compounded by the limited
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availability of psychiatrists in U.S. correctional facilities.
Furthermore, the clozapine initiation process is typically more complex than that of other
antipsychotics. The prescriber generally must have the flexibility to see the patient at least twice
weekly and be familiar with clozapine titration and side effect monitoring. In addition, institutions must
have the means to check vital signs and labs routinely. In the U.S., lab values must be entered into
an online database per federal guidelines. These processes require additional time on the part of the
prescriber, and this time is often not reimbursed or otherwise protected.
The last three decades have demonstrated that education alone is insufficient to increase clozapine
use (Olfson et al., 2017). Educating providers is a necessary step but must be backed by administrative
and systems-based solutions. NC DPS has used a consultative system, a multidisciplinary team
approach, and a prison-academic partnership to increase clozapine prescribing by nearly 400% over
5 years. The system leverages the expertise of a handful of psychiatrists to assist with clozapine
initiations and consultations regarding maintenance therapy. The multidisciplinary team of nurses,
pharmacists, lab technicians, and medical providers helps ensure that clozapine prescribing and
monitoring protocols are followed, while prison psychologists provide ongoing support and
therapeutic interventions to help patients maintain progress.
Other systems such as the California Department of Corrections and Rehabilitation have designated
specific prisons or healthcare facilities for clozapine initiation and/or maintenance. This approach
ensures that staff working with patients on clozapine receive adequate training and continuing
education. NC DPS had set up a similar system though found that some patients began to request
clozapine not to alleviate mental health symptoms but rather to be housed at a specific prison in
the state. As such, North Carolina discontinued use of clozapine-specific maintenance prisons and
made the medication available at any prison with full-time nursing services available. All clozapine
initiations in North Carolina continue to take place at one of two prisons which offer inpatient
psychiatric services.
Partnerships with academic medical centers and consultative systems such as the Extension for
Community Healthcare Outcomes (ECHO) model may offer a unique opportunity for prison systems to
broaden clozapine use and achieve the quadruple aim of medicine – improving healthcare outcomes,
enhancing patient and staff experiences, and reducing costs (Arora et al., 2007; Bodenheimer &
Sinsky, 2014). Clozapine prescribing has typically fallen to psychiatric providers, but in resourcelimited correctional systems with few psychiatrists available, an ECHO-like model could allow a small
group of clozapine experts to disseminate knowledge, be available for consultations, and allow other
providers to prescribe clozapine to a greater number of patients. An ECHO clozapine model is currently
being tested in community settings in Maryland (ClinicalTrials.gov ID: NCT04325386).
The benefits of clozapine use clearly exceed the additional time and support necessary to safely
prescribe it. The North Carolina prison experience shows that, when monitored appropriately,
clozapine can be a safe, effective, and potentially lifesaving medication for some individuals with
a serious mental illness. Other prison systems should explore similar academic partnerships and
consultative models to broaden clozapine use.
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CORRECTIONAL HEALTH SPACE STANDARDS: BALANCING THE NEEDS OF BOTH
HEALTH AND SECURITY TO IMPROVE PATIENT OUTCOMES
David Redemske, CCHP, ACHA
Health Planning Principal, HDR

Abstract
While there are many standards on the provision of care within corrections, there is a lack of space
standards regarding healthcare facilities within corrections. This is especially critical as the inmate
population has been found to be older, sicker, and receiving longer sentences globally compared to 20
years ago. To improve patient outcomes and balance health needs with security needs, an assessment
of standards is imperative. This article will look at space needs, review current standards for both
health and correctional facilities, identify inconsistencies and gaps in information, and what must be
considered to improve conditions and provide better care.
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Introduction
Compared to 20 years ago, today’s U.S. inmates are older, sicker, and receiving longer sentences
(Graves, 2007). Many inmates come from underserved communities and have not had adequate access
to healthcare prior to incarceration. Besides health concerns, many inmates also require mental health
treatments. Among incarcerated adults, rates of mental illness and suicide are two to three times
higher and two to four times higher, respectively, than the general population (Abramsky, 2003).
In addition, over 50 percent of the incarcerated population suffers from symptoms of a psychiatric
disorder and between 10 percent and 25 percent suffer from a serious mental health problem such
as schizophrenia, as compared to an estimated 10 percent and five percent of the general population,
respectively (Abramsky, 2003).
Multiple studies and reviews have identified connections between healthcare environments and
patient and staff outcomes (Laursen, 2014; Chaudhury, 2009). While more and more healthcare
services are being provided within prisons, there is currently no space standard regarding healthcare
facilities within corrections. Though there are many standards on the provision of care, such as the
Mandela Rules, Bangkok Rules, the National Commission on Correctional Healthcare and the American
Corrections Association, more guidance is needed on the provision of space. There are several
community-based healthcare standards that can be referenced, but when is it appropriate to use
them?
This article will look at balancing the space needs of correctional facilities and health facilities within
correctional health. It will begin with a review of current standards of both health and correctional
facilities and describe where inconsistencies and gaps in information exist. The article will compare
the spatial requirements across the various government agencies and organizations that provide
existing standards. These will include, The United States Department of Justice, the European Prison
Rules from the Council of Europe, the Mandela Rules, the Bangkok Rules, the ACA, AJA, NCCHC, and
FGI. This analysis will determine if the current standards are related to design, space, or operations.
We will provide real world examples from the U.S. and globally to illustrate how different jurisdictions
have interpreted these standards. We will ask the reader to consider potential minimum space
standards for correctional health facilities. These potential minimum standards would incorporate
the best ideas from both the health and corrections arenas, as well as including many elements of
evidence-based design.
As healthcare within prisons continues to increase, accepted space standards to help prison officials
determine the size of their healthcare facilities becomes imperative. Space standards will not only
remove variation within the system, but they will also help reduce treatment times, limit hospital
admissions, and improve inmate-patient outcomes.
This study recognizes that certain cultural considerations can also drive the provision of space
for correctional health. The use of multi-bedded wards, religious and family connections, and meal
preparations can all influence space. However, due to the length and breadth of this study, those
considerations are not directly addressed, but should be included when embarking on the design
process.
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Results
In the U.S., there currently isn’t one code or standard that describes the provision of space for
correctional healthcare. There are codes and standards that mandate certain space requirements for
healthcare facilities, and there are codes and standards that mandate certain space requirements for
detention facilities. However, when and where each code or standard is applied is up to the agency
that runs the facility and the local authority having jurisdiction. This is complicated by the fact that
the local health authority very rarely licenses or has oversight over correctional health facilities. It is
then up to the detention facility authority to determine if the healthcare spaces are appropriate.
To make matters even more complex, jurisdictions are now starting to provide more health services
inside the detention facility to limit the number of patient transfers to local hospitals. This is to
increase the safety and security of the patients and staff, as well as to reduce the costs of care.
There are primarily two codes or standards that could be applied for correctional health spaces in the
U.S. In addition, there are state-specific codes or standards that may be applied. These include:
• American Correctional Association (ACA)
• Facilities Guidelines Institute (FGI)
• California’s Office of Statewide Health Planning and Development (OSHPD)
• Individual State Departments of Health
While the ACA standards cover detention facilities, the FGI standards, OSHPD, State Health
Departments cover the full range of health facilities. Along with those codes and standards, there are
several additional international and U.S. standards and advisories which can and should be consulted
when creating correctional health spaces. Though these may be advisory in nature, they do contain
valuable information regarding patient care and operations. They include:
• U.S. Department of Justice (DOJ)
• Council of Europe – European Prison Rules
• United Nations Standard Minimum Rules on the Treatment of Prisons - 2015 Rev (Mandela
Rules)
• United Nation Rules for the Treatment of Women Prisoners and Non-Custodial Measures for
Women Offenders with their Community-2011 (Bangkok Rules)
• American Public Health Association (APHA)
• National Commission on Correctional Health Care (NCCHC)
• Academy of Neuroscience for Architecture (ANFA)
• Advocacy agencies such as the Vera Institute for Justice
Table 1 illustrates whether the organizations listed above include provisions of space, functional
requirements, operational requirements, or position statements.
Which code or standard to use, and when to use it, would have to be determined with the local
authority having jurisdiction. It would also be determined based on who is certifying or licensing the
facility. There also needs to be discussion if the facility will act more as a health facility or more as a
detention facility and what treatments and services the facility will provide in-house, in lieu of sending
the patients to the local health facility. This can be described in a sliding scale shown in Illustration 1:
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Table 1: Code/Standards Content

ACA
FGI
OSHPD
State Health Departments
European Prison Rules
Mandela Rules
Bangkok Rules
NCCHC
ANFA
Advocacy Groups

Space
Functional
Operational
Requirements Requirement Requirements



















Position
Statement





Illustration 1: Sliding Scale

In reviewing the codes or standards that do in fact have a provision of space, there is a large difference
in the provision of space that is required. One of the most important areas to review in this regard is
the patient room. Per the European Prison Rules, the ACA and FGI, there is a large size difference in
what is required. This includes area around the bed, window size, and access to toileting.
In regard to patient room sizes, the following requirements apply:
Per the European Prison Rules:
Chapter 2, Rule 18: The European Committee for the Prevention of Torture and Inhuman or Degrading
Treatment or Punishment (CPT), “by commenting on conditions and space available in prisons in
various countries, has begun to indicate some minimum standards. These are considered to be 4
square meters (43square feet) for prisoners in shared accommodation and 6 square meters (64.5
square feet) for a prison cell. These minima are related, however, to wider analyses of specific prison
systems, including studies of how much time prisoners actually spend in their cells. These minima
should not be regarded as the norm. Although the CPT has never laid down such a norm directly,
indications are that it would consider 9 to 10 square meters (96.8 to 107.6 square feet) as a desirable
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size for a cell for one prisoner.”
Per the ACA:
ACA 4-4132: Cells/rooms used for housing inmates shall provide at a minimum, 25 square feet of
unencumbered space per occupant. At least one dimension of the unencumbered space is no less than
seven feet.
ACA 4-4133: Written policy, procedure, and practice provide that single-occupancy cells/rooms shall
be available, when indicated, for the following.
1. Inmates with severe medical disabilities
2. Inmates suffering from serious mental illness
When confinement exceeds 10 hours a day, there is at least 80-square feet of total floor space, of
which 35-square feet is unencumbered space.
Per the FGI2018:
FGI2018 2.2-2.2.2.2: Medical/Surgical Patient Room:
Area:
1. Single-patient rooms shall have a minimum clear floor area of 120 square feet (11.15 square
meters).
2. Multiple-patient rooms shall have a minimum clear floor area of 100 square feet (9.29 meters)
per bed.
Clearances:
1. The dimensions and arrangement of rooms shall provide a minimum clearance of 3 feet (91.44
centimeters) between the sides and foot of the bed and any wall or any other fixed obstruction.
2. In multiple-patient rooms, a minimum clearance of 4 feet (1.22 meters) shall be available at the
foot of each bed to permit the passage of equipment and beds.
FGI2018 2.5-2.2.2.2: Behavioral Health Patient Room:
1. Patient bedrooms shall have a minimum clear floor area of:
a. 100 square feet (9.29 square meters) for single-patient rooms
b. 80 square feet (7.43 square meters) per bed for multiple-patient rooms
Regarding natural light, the following requirements apply:
Per the European Prison Rules:
Rule 18.2(a): Though there is no specific window size requirement, the rule does state that “the
windows shall be large enough to enable the prisoners to read or work by natural light in normal
conditions and shall allow the entrance of fresh air except where there is an adequate air conditioning
system.”
Per the ACA:
ACA 4-4147-1: All inmate rooms/cells provide inmates with access to natural light by means of at
least 3 square feet of transparent glazing, plus 2 additional square feet of transparent glazing per
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inmate in rooms/cells with three or more inmates.
ACA 4-4147-2: Each dormitory provides inmates with access to natural light by means of at least 12
square feet, plus 2 additional square feet of transparent glazing per inmate in the dormitory.
Per the FGI2018:
2.1-7.2.2.5 Windows in patient rooms
*(1) Each patient room shall be provided with natural light by means of a window to the
outside.
a. A2.1-7.2.2.5 (1) A window in each patient room, the view from it, and the diurnal cycle of
natural light afforded by it are important for the psychological well-being of all patients.
b. A2.1-7.2.2.5 (2) When designed to open, a window in the patient room may be important
for continued use of the area in the event of mechanical ventilation system failure. The
window opening is limited to reduce the possibility of accidental falls, escape, or suicide.
(3) Window size in patient rooms
(a) The minimum net glazed area shall be no less than 8 percent of the required minimum
clear floor area of the room served.
Regarding patient toilets, the following requirements apply:
Per the European Prison Rules:
Rule 19.3: Prisoners shall have ready access to sanitary facilities that are hygienic and
respect privacy.
Per the ACA:
ACA 4-4137-1: Inmates have access to toilets and hand-washing facilities 24 hours per day and can
use toilet facilities without staff assistance when they are confined in their cells/sleeping areas.
Toilets are provided at a minimum ration of 1 for every 12 inmates in male facilities and 1 for every
8 inmates in female facilities. All housing units with 3 or more inmates have a minimum of 2 toilets.
These ratios apply unless any applicable building or health codes require additional fixtures.
Per the FGI2018:
1. Hand Washing in Patient Room
2.1-2.2.5 Hand-Washing Station in the Patient Room
2.1-2.2.5.1 Location. A hand-washing station shall be provided in the patient room in addition
to that in the toilet room.
(1) This hand-washing station shall be located at or adjacent to the entrance to the patient
room with unobstructed access for use by healthcare personnel and others entering and
leaving the room.
(2) When multi-patient rooms are permitted, this station shall be located outside the
patients’ cubicle curtains.
2. Patient Toilet
2.1-2.2.6 Patient Toilet Room
2.1-2.2.6.1 General. Where required by other sections of the Guidelines, each patient shall
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have access to a toilet room without having to enter a corridor.
2.1-2.2.6.2 In-patient care units, the patient toilet room shall serve no more than one patient
room.
2.1-2.2.6.3 Room features. The patient toilet room shall be equipped with the following:
(1) A toilet
(2) A hand-washing station
(3) A bedpan-rinsing device
As the research above shows, there can be a significant increase in patient room size, window size and
patient toilet requirements. In addition, though not discussed in this article, there could be additional
needs for medical gasses, physiological monitoring, or patient lifts depending on the patient types
that are being seen in the facility.
Another aspect of the codes and standards which can have a significant impact on the provision of
space is within the area of ancillary support services. Table 2 illustrates the support requirements for
both the ACA and FGI.
Table 2: Ancillary Support Space

ACA
Dayroom

FGI

Size Required
35sf per inmate

Tub Room
Airborne Infectious Isolation Room
Protective Environment Room
Nurse Station
Supervisor’s Office
Medication Room
Nourishment Area
Clean Workroom
Soiled Workroom
Equipment Supply
Environmental Services Room
Examination Room (can be omitted if all Private
Rooms)
Staff Lounge

120sf
Not Listed
Not Listed
Not Listed
Not Listed
10sf per bed
Not Listed
10sf per bed
Not Listed
120sf – 10ft
clear
100sf min

Discussion
There have been many ways in which facilities have applied these standards across the sliding
scale of Health and Detention. The following are real-world examples of how some facilities have
approached their patient care.
Middle East – Confidential Project:
The project encompasses the design of approximately five million square feet of space, which
includes:
1. A male prison with a 5,088-prisoner capacity that includes high, medium and low security
(266,911 square meters)
2. A female prison with a 932-prisoner low security capacity (79,831 square meters) rehabilitation
and vocational training areas
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3. A prison services center to accommodate areas for building services, maintenance, food services
catering and security
4. A central prison hospital with 128 beds comprised of separate wings for male and female
prisoners (37,851 square meters). The hospital is to provide a comprehensive medical, dental
and mental healthcare services environment. It will reduce the need for the transfer of the
patient population outside the facility to alternate care facilities to meet routine medical, dental
or mental healthcare needs.
Though located in the Middle East, the project followed the FGI Guidelines, as well as local Health
Ministry requirements. Components of the patient room include:
1. The patient room is sized for hospital bed clearances.
2. The room contains a separate caregiver sink
3. Secured medical gas column
4. Ability for physiological monitoring
5. Patient toilet/shower
6. Large exterior view window
In addition, every two rooms include a nursing substation just outside the patient room with a window
to view the patient. Each patient unit is also equipped with four infectious isolation rooms, including an
ante room for donning and doffing of PPE. Illustration 2 describes the patient room components.

Illustration 2: Middle East Patient Room
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Illinois Department of Corrections – In-Patient Treatment Facility
This is an 180,000 facility and consists of 200 medical and mental health beds. It was based on a
“hospital first” model and was designed to meet all the codes and standards from FGI and the Illinois
Department of Public Health. The infirmary beds include the following:
1. The patient room is sized for hospital bed clearances
2. Secured headwall
3. Ability for physiological monitoring
4. Patient toilet and shower
5. Exterior view window sized per FGI requirements
In addition, the design accommodates a front chase for plumbing access to the toilet and sink. The
design also accommodates both a single occupancy and double occupancy room. Illustration 3
describes the patient room components.

Illustration 3: IDOC Patient Room

A rendering of the patient room can be found in Illustration 4.
CDCR – California Health Care Facility
CHCF-Stockton is a 1.2 million SF, 1,722-bed intermediate medical and mental healthcare facility
for inmate-patients of the California Department of Corrections and Rehabilitation (CDCR) prison
system. It was designed and constructed to consolidate facilities for long-term medical and acute
and intermediate mental health inmate-patients into one central location for more efficient and costeffective delivery of services. Components of this patient room include:
1. The patient room is sized for hospital bed clearances
2. Exterior window
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Illustration 4: IDOC Patient Room Rendering

3.
4.
5.
6.
7.

Secured headwall
Patient shower
Sink/toilet combination unit
Front chase for plumbing access
Designed to meet OSHPD standards

The components of this room are described in Illustration 5.

Illustration 5: CDCR Patient Room
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Image 1: Infectious Isolation Patient Room

Image 1 is an image of the Infectious Isolation Patient Room.
Through the research, it is evident that there is a wide range of sizes, configurations, and equipment
that are being used for correctional healthcare. The question then becomes, what should the base
standard be? To answer that question, the following will first need to be determined:
1. Who is the authority having jurisdiction?
2. Who is licensing/certifying the facility?
3. Who is operating the facility?
4. What is the acuity level of the patients you will serve?
Once the treatment determinations are made, the specific details of the facility can then be discussed.
However, due to the high comorbidity of inmate patients, as well as the need to limit the spread
of infection, consideration should be given to following health codes (such as FGI) when feasible.
Correctional health programs should include the following:
1. Patient Rooms
• Sized to accommodate hospital beds, the required clearances, and additional medical equipment.
• Provide as many private patient rooms as possible. This would limit the ability for infection
spread. If multiple bedded rooms are provided, it should be limited to two patients. Each room
should have its own toilet/shower room. Room size should allow for a hospital bed as well
as required clearances for medical equipment. Consideration should also be given for dialysis
connections.
• Provide standard toilets and sinks in lieu of the corrections sink/toilet combination unit when
feasible.
• Provide a caregiver sink, independent of the sink in the patient toilet room.
• Provide an ample window with a direct view to the outside.
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• Either provide for telemetry monitoring, or wire the patient rooms for future monitoring
• Provide multiple infectious isolation rooms. The number would be determined by an infection
control risk assessment. The facility should consider both negative and positive pressured
rooms.
• Provide an “off-stage” corridor system for clinical staff.
• If there are many geriatric patients, consider either ceiling-mounted lift or mobile patient lifts.
• Provide ancillary support space in concert with what would be provided in a community
hospital.
Illustration 6 depicts the range of patient rooms that could meet the space requirements of most
health codes. All the rooms depicted below are to a relative scale to each other. They also list which
rooms meet accessibility requirements.

Illustration 6: Patient Room Types
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2. Diagnostic and Treatment Spaces
• Based on patient census, consideration should be given for additional diagnostic imaging
modalities. General radiography, fluoroscopy, and ultrasound testing are routinely being
provided within correctional health facilities. Many are now including CT scanning and MRI.
The modalities that are provided within the facility would be determined by patient volumes.
If current patient volumes do not support these modalities, consideration should be given for
flexible “soft spaces” that can be converted into diagnostic testing areas if/when the volumes
require it.
• Procedure/treatment spaces are also determined by patient volumes. Multi-use procedure
rooms are routinely being provided, along with clinical exam spaces. Consideration should be
given for “soft spaces” in this location as well, which can be converted into more advanced
procedure/treatment areas in the future.
• Laboratory and pharmacy spaces are typically being provided, but the scope of services vary.
• Dialysis, dental care, and rehab areas are routinely provided.
3. Ancillary Support Spaces
• The number and size of ancillary support spaces will be determined from the services listed
above. Such spaces to consider include:
i. Loading dock
ii. Medical gas storage
iii. Materials handling
iv. Food service
v. Environmental services
vi. Sterile processing
vii. Morgue
viii. Clean supply storage
ix. Biomedical engineering
Acute healthcare within corrections is being determined by clinical appetite for in-house procedures,
patient census, and available resources. Once those elements can be determined, the amount and
design of the acute care area can begin.
Conclusion
Research has shown that there are a few codes, standards, and advisory documents related to the
provision of healthcare within corrections. However, there is not one, clear standard that covers
the provision of space. In addition, there are many competing factors that can complicate the space
requirements:
1. The balance of custodial and clinical operations. Where does the facility fall on the sliding scale?
2. Cultural considerations
3. Providing a normalizing, therapeutic environment in a facility design for security and
supervision.
4. Balancing the need for durable spaces vs. more therapeutic spaces
5. Staff recruitment and retention
6. Providing an on-stage/off-stage corridor system for clinical staff
7. Providing flexible spaces for future expansion into other, more complex treatment types
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8. The inherent safety/security concerns of medical equipment
As the acuity level of the patient increases and more treatments/procedures are being provided
within the correctional setting, consideration should be given to following the provision of space from
health authorities. This will have the ability to provide the most flexibility for future treatment types,
increase infection prevention, and improve patient outcomes.
LIST OF REFERENCES
Abramsky, S. (2003). Ill-equipped: U.S. prisons and offenders with mental illness. New York, NY: Human
Rights Watch.
American Correctional Association, Commission on Accreditation for Corrections. (2016). 2016
Standards Supplement. Odenton, MD: American Correctional Association.
Anno, B. J. (2001). Correctional Health Care – Guidelines for the Management of an Adequate Delivery
System. Chicago, IL. National Commission on Correctional Health Care.
California’s Office of Statewide Health Planning and Development (2019). California Building Code –
2019 California Code of Regulations, Title 24. Sacramento, CA: International Code Council.
Chaudhury, H., Mahmood, A., Valente, M., (2009). The Effect of Environmental Design on Reducing
Nursing Errors and Increasing Efficiency in Acute Care Settings: A Review and Analysis of the
Literature. Environment and Behavior 2009. 41:755 originally published online 5 May 2009. DOI:
10.1177/0013916508330392
Council of Europe Publishing. European Prison Rules. Available at https://rm.coe.int/european-prisonrules-978-92-871-5982-3/16806ab9ae (accessed on: 9 September 2021).
Facility Guidelines Institute. (2018). Guidelines for Design and Construction of Hospitals. St. Louis, MO:
Facility Guidelines Institute.
Graves, K. E. (2007). Caring for the incarcerated in the intensive care unit. Dimensions of Critical Care
Nursing: DCCN, 26(3), 96-100. doi:10.1097/01. DCC.0000267802.57111.c7 [doi].
Laursen, J., Danielsen, A., Rosenberg, J. (2014). Effects of Environmental Design on Patient Outcome: A
Systematic Review. HERD: Health Environments Research and Design Journal. London Vol 7, Iss 4.
(Summer 2014): 108-19Møller, L., Stöver, H., Jürgens, R., Gatherer, A., & Nikogosian, H. (Eds.). (2007).
Health in Prisons – A WHO guide to the essentials in prison health. Copenhagen, Denmark: World
Health Organization
National Commission on Correctional Health Care. (2014). Standards for Health Services in Prisons.
Chicago, IL: National Commission on Correctional Health Care.
United Nations Office on Drugs and Crime. The United Nations Standard Minimum Rules for the
Treatment of Prisoners (the Nelson Mandela Rules) Available at: https://www.unodc.org/
documents/justice-and-prison-reform/GA-RESOLUTION/E_ebook.pdf (accessed on: 5 May 2021).
United Nations Office on Drugs and Crime. United Nations Rules for the Treatment of Women
Prisoners and Non-custodial Measures for Women Offenders with their Commentary (the
Bangkok Rules). Available at: https://www.unodc.org/documents/justice-and-prison-reform/
Bangkok_Rules_ENG_22032015.pdf (accessed on: 5 May 2021).

133

Advancing Corrections Journal: Edition #12-2021

About the Author
David Redemske is an Architect and Health Planning Principal at HDR, with over 27 years of industry
experience. He has designed facilities throughout the U.S., Canada and Middle East. An expert in the
design and planning of correctional health facilities, Mr. Redemske has designed health facilities for
many State Departments of Corrections, including Illinois, California, and Texas, as well as for the
country of Kuwait. He is also a Certified Correctional Health Professional (CCHP) from the National
Commission on Correctional Health Care (NCCHC). Mr. Redemske was the recipient of HDR’s first
Research Fellowship, and spent a year examining health care in the U.S. prison system. His research
focused on the complexity of the environments in which health care is delivered to U.S. prison inmates,
including the prison clinic or infirmary, regional correctional medical facilities, and community
hospitals. Health Planning Principal, Fellow HDR, 30 W. Monroe Street, Suite 700, Chicago, Ill. 60603;
Dave.redemske@hdrinc.com

134

Featured Articles:
Managing the Elderly

Advancing Corrections Journal: Edition #12-2021

DEVELOPMENT OF A STRATEGY TO RAISE AWARENESS OF THE PHYSICAL,
SOCIAL, AND MENTAL NEEDS OF OLDER ADULTS IN PRISON
Diete Humblet, Liesbeth Naessens, Hilde Lahaye, Wim Peersman, & Katrin Gillis1
Odisee University of Applied Sciences, Brussels, Belgium

Abstract
While an emerging body of knowledge has already shown that older people in prison have a complex
set of unaddressed needs and experiences, there is little research on how this knowledge can be
translated into action. Older adults are the fastest growing group in many prison populations and thus
it is timely to reflect on an awareness-raising strategy. Prisons should be dealing with this unique and
increasing prison population by adopting an evidence-informed approach. By using the knowledgeto-action process model (KTA) to integrate existing research on the needs of older adults in prison,
this paper examines the factors, implementation actions and processes in developing a strategy that
optimizes awareness of older adults in prison and their needs.
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Introduction
There is an increasing trend to become more concerned with meeting the needs of older adults in
custody as the fastest-growing group in many prison populations (see e.g. Kerbs & Jolley, 2014:
7–9). Mirroring worldwide trends (Stevens et al., 2018; Psick et al., 2017), the number of older people
in the Belgian prison population has also increased rapidly over recent years. Whilst they remain
outnumbered by their younger counterparts, the number of older adults in custody in the Belgian
prison system has nevertheless doubled over the past decade (Humblet, 2021)1. Dealing with an
incarcerated population that is ageing will become even more pressing in the future, in view of general
population ageing and increasing punitiveness (Humblet, 2021).
With the increase in older people in custody comes an increase in the prevalence of mental and
physical health issues (Wilkinson & Caulfield, 2020), which gives particular cause for concern.
Recently, Wilkinson and Caulfield (2020) undertook a systematic review of the needs of older people
in prison. They found that this group shows relatively high levels of need, linked to higher incidences
of cognitive impairment - particularly in certain sub-groups of older offenders -, greater physical
health issues, such as cardiovascular, musculoskeletal, and respiratory issues, and more easily
overlooked mental health concerns, such as psychiatric illness and depression. Although the needs of
an ageing prison population have been traditionally viewed through a biomedical lens (Codd, 2020),
more attention is now also being paid to their unique unmet, distressing sociopsychological needs,
including fear of deterioration, and dying in prison, victimization, estrangement from outside family
and friends, social isolation and loneliness, and institutionalization (ICRC, 2018: 14). Furthermore, it is
important to be aware of the complexity of needs of imprisoned older adults from minority groups,
such as female prisoners who tend to have greater mental health needs (Caulfield, 2016; Williams &
Rikard, 2005).
The research community is increasingly acknowledging the dire consequences of prisons failing
to recognize and address the specific health and social care needs of older adults in prison, which
has also been referred to institutional thoughtlessness (Crawley, 2005: 356; Mann, 2012; Humblet,
2021). In other words, prison environments are largely geared towards young, able-bodied and male
prisoners, both in terms of its physical set-up, prison regime, programs, and services, as well as its
workforce (Crawley, 2005). Despite growing scientific evidence, informed policies allowing prison staff
to recognize and respond adequately to the needs of older adults in prison remain underdeveloped
(House of Commons Justice Committee, 2013; 2020; Le Mesurier, 2011: 4; HMIP, 2018). As a result,
prison staff members have been found to resort to the ‘sameness’ principle (Crawley, 2005: 360),
which could be seen as a norm that regulates emotion and behavior, i.e. that every prisoner must
be seen as equal to one another and prison staff members attempt to retain consistency in their
treatment of all prisoners (Hayes et al., 2013; Crawley, 2005). It is not surprising that people who
find themselves in a more vulnerable situation lose out in the wake of applying this principle; in other
words, the needier, more dependent and more compliant the inmate, the more likely the staff are to
use the sameness principle for conferring or denying benefits and burdens arbitrarily as they assume
their approach is ‘working’ (see Crawley, 2005: 352). The principle of duty of care is difficult to
achieve in a setting where people have compromised autonomy by default, where there are competing
priorities (such as legal concerns or safety issues) and considerable healthcare needs that strain the
1
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resources available to treat them (Bedard et al., 2017). In responding to the special needs of older
people in prison, prison staff need advanced training to become thoughtful of the more complex
health and social needs that might come with ageing. This provides an important impetus for more
awareness of ageing in prisons and an informed and structural approach to this growing but still-toooften misunderstood group of older adults.
For prison staff, it is challenging to strike the right balance between the four goals of the prison:
external security, internal order, justice and care. According to a more traditional view, care is
considered as improving the physical and/or mental well-being of the prisoners (Morgan, 1997; 1994).
In more recent research, Tait (2008) found that whilst care was performed and interpreted in different
ways, many prison officers took a caring approach, whether they embraced the term or not. For
those in custody, a caring perspective rather equals respectful relationships with staff, and entails
the feeling that they are heard, understood, and that their needs are met (Tait, 2008). In our strategy,
the meaning of care follows the perspective of people in custody and thus refers to respectful and
sociable relationships with staff, who are attentive, approachable, and responsive to their needs (Tait.
2011: 449; Tait, 2009). Staff operating within these penitentiary institutions without any sort of special
training are inadequately prepared and equipped to provide this type of care for older adults (Bedard
et al., 2017).
The existing body of knowledge on the needs of imprisoned older people has not on its own led
to widespread implementation, which calls for the development of a comprehensive strategy to
understand and tackle challenges in introducing this knowledge into practice. To fill this gap, this
contribution aims to introduce and professionalize aged care - in a broad sense – in the prison setting.
We endeavor to realize the expansion of correctional aged care in co-creation with the professional
field, whereby we seek answers to the central question: ‘How can we develop a strategy that
optimizes awareness of the needs of older people in prison?’, to stimulate an equitable treatment of
older adults in prison rather than an equal treatment. In doing so, this paper responds to the call for a
better understanding of how aged care interventions can be developed, implemented, and effectively
evaluated in the prison setting (Stevens et al., 2018). At the same time, this paper provides support for
leaders, practitioners, and academics in the correctional field, who still lack the specific know-how and
resources to improve and further develop the knowledge and skills to meet the needs of older adults
in prison.
Conceptual Framework
By drawing on the knowledge-to-action process model (‘KTA’) of Graham et al. (2006), we introduce
here a staged strategy for promoting awareness of older adults in prison and their needs. According to
most interpretations, KTA entails a dynamic and iterative process (CIHR, 2016):
“that takes place within a complex system of interactions between researchers and knowledge
users which may vary in intensity, complexity and level of engagement depending on the
nature of the research and the findings as well as the needs of the particular knowledge user”
(Graham et al., 2009).
We know that implementation of research-based knowledge is already in itself complex and fraught
with challenges (Bond et al., 2009), let alone in a prison context, where safety and security are
prevailing standards. The proposed model is therefore used to guide our efforts and is adapted
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to promote evidence-informed actions on raising awareness of the needs of older adults in this
particular context. Prior to implementation, we synthesized and contextualized evidence on the needs
of older people in prison and practices on the implementation of aged care in prison. Subsequently,
interventions to introduce evidence-based knowledge in practice were tailored to overcome specific
barriers and meet conducive factors to aged care initiatives in the prison setting (Graham et al., 2006).
In this paper, we are primarily concerned with the first four steps in the action cycle of the model, as
shown by the left part of figure 1.

Figure 1: Applying the Knowledge-To-Action framework from Graham et al. (2006) to our strategy.

Overviewing the Different Steps in The Action Cycle: The Case of Flanders
We will draw upon the case of older adults in prison in Flanders, the Dutch speaking part of Belgium,
as a practical example to guide readers through the different steps of the model, with a focus on the
first four: 1) identify the problem and identify, review and select knowledge; 2) adapt knowledge to
local context; 3) assess influencing factors to knowledge use; and 4) select, tailor and implement
interventions.
Firstly, it is important to note that we installed an Advisory Board that was made up of academics,
key correctional officials and practitioners, educational practitioners, and members of the research
team. Members of the Advisory Board were involved in the entire KTA-cycle, both in a collective and
individual way, which was essential to facilitate the research. Their involvement was key to broaden
support for the project, share knowledge, and receive feedback.
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1) The Start: Identifying the Problem and Knowledge
Increasing Public Awareness
Although the rise in the ageing population has received some political scrutiny in Belgium in 2010 in
the form of a first parliamentary question2, it has remained insufficient to allow for the start of public
policy interventions at that time. Over the past few years, older people coming into contact with the
criminal justice system have received more media and coverage which, coupled with the will of the
Belgian prison administration to address the issue, has opened a small window of opportunity for
action. In 2016, it was announced that one of the Belgian prisons (in the Dutch-speaking part) will be
redeveloped as of 2023 into a unit for ‘older prisoners’ (which has not been specified any further).
This announcement was underpinned by scientific research and expertise that has been gathering
momentum since the beginning of the 21st century and has been brought together in the form of
a Belgian Think Tank on Older Prisoners (see unpublished White Paper). In December 2020, the
public grew more aware of the fact that some people are spending later life behind bars, because of
extensive media coverage of a case where an older adult (80+ yrs. old) was sentenced to four years
in prison. Meanwhile the Flemish public broadcast, VRT NWS, launched a podcast which unpacked
some of the barriers and issues that older people in prison face (Islamaj, 2021), again underpinned
by the Think Tank. In June 2021, media covered once again an extreme case of an older nursing home
resident (90+ yrs. old) who was held in custody in prison awaiting trial, which gave an urgency to the
discussion on tackling the challenges that an ageing population poses in prison. This makes it timely
to reflect on the concerns of imprisoning older adults, as we stand at the crossroads in Belgium today,
and together with us, many other countries.
Reviewing and Selecting Knowledge from Research and International Practices
The findings of a small number of Belgian prison studies on older people support evidence from
previous international research in terms of the relatively high levels of need in this group, both in
terms of physical health issues, as well as psychiatric and psychological health concerns (see for a
systematic review of international studies: Wilkinson and Caulfield, 2020; see for national studies:
unpublished White Paper). Older adults have been found at risk of being overlooked by prison staff
and are at increased risk for loneliness and social isolation, to the detriment of their health and wellbeing (Age UK, 2018; Cadet, 2020; Humblet, 2021). Consistent with other findings, the Belgian prison
system is mostly geared towards the needs of ‘young’ and ‘able-bodied’ people, and the mismatch
between the needs of ageing people and the prison environment poses serious challenges (Psick et
al., 2017).
In-prison initiatives for older people in prison have been found to be typically reactive, rather than
systematically planned and thoroughly grounded in an evidence-based understanding of the needs of
this group (Wilkinson & Caulfield, 2020; 2017).
We turn next to the most relevant international practices concerning the professionalization of
correctional aged care. Given that this knowledge was untraceable via academic databases, we started
2

A parliamentary question is a written or an oral question posed by a Member of the Parliament (regional or federal) to a
particular member of the Government. It is used to elicit information, press for action or raise attention for a specific issue
(Borghetto et al., 2018). See for more information under heading 6.4.2: https://www.senate.be/english/federal_parliament_
en.html#T.6.4.1
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from the limited information we obtained from the professional field. During the first gathering of
the Advisory Board and during one of the field visits in a Flemish prison, reference was made to the
project ‘Mental health, aging and palliative care in European prisons’ (MenACE, 2018) and a project
of the Mental Health Foundation (Moll, 2013). MenACE, i.e. an Erasmus+ project supported by the
European Union, was aimed to increase the competencies of prison staff with regard to mental health
and the specific needs of elderly people. There has already been some training material developed
in this project. Although there was some -albeit blurry- recollection of the project, neither the
practitioners nor research team in Belgium had easy access to the developed material. Although it
remains unclear what lies at the root of the limited impact of this project, this was considered as an
important learning moment for us to reflect on the sustainability of our own strategy. We noted that
only few Belgian practitioners participated in the MenACE project, that they had failed to install key
figures in prison, that the developed material was not incorporated in the training for staff and that
access to their material was restricted. To achieve a satisfactory goal and to generate long-term
impact, it is important to tackle these issues.
The MenACE project paper did however shed light on several other international practices on dealing
with elderly people in prison, largely arising out of the United Kingdom where they have begun to
document their research and experiences on websites and working papers (Cooney & Braggins, 2010;
Le Mesurier, 2011; Moll, 2013; Nacro, 2009; Recoop, 2019).
An important recommendation to implement awareness and adapt prisons to elderly people is staff
training and appointing a key figure, who could serve as a central point of contact for everything
concerning elderly people in detention (Department of Health, 2007; Cooney & Braggins, 2010). More
specifically, Cooney & Braggins (2010) recommend specialized training and support for those who
work with older people in prison; the establishment of a coordinator who monitors and coordinates
the entire domain of ageing in prison; the provision of adequate time and resources; the recruitment
of key figures such as specialized prison officers and other specialized staff members, and finally, the
development of policy and action plans that provide direction and the standard to achieve.
As this target group often does not express their needs, a proactive approach of staff is required (Le
Mesurier, 2011). In order to train staff in doing so, several charities in the UK developed manuals on
dealing with older people in detention; workshops and training for professionals provide concrete
information about policy; legislation; good practices (Recoop, 2019) and information about the target
group, such as: how many older people are in prison, the specific problems they face, which agerelated diseases and limitations affect this target group (Nacro, 2009). Training is made attractive
through case studies, discussions, individual exercises, a quiz, group work and exercises in small
groups (Nacro, 2009; Recoop, 2019). Furthermore, information sheets can be distributed among staff
and people in prison with advice and information (Le Mesurier, 2011).
It was not until fairly recently that we are beginning to see more and more specific training for
dealing with dementia in prison. However, we have chosen to focus here on programs that lay a
basic foundation for staff to gain a broad understanding of all ageing processes. In their research
on training needed for correctional workers in order to address the specific needs of older people
in prison, Cianciolo and Zupan (2004) found that the current method of training was not sufficient
in teaching staff how to care for older people in prison. As a result, they offered a 6-hour training
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program entitled “Issues in Aging for Correctional Workers” to a highly diverse group of correctional
workers. They especially stressed the value of using a collaborative and interdisciplinary team
approach in designing and delivering the training. More recently, Masters et al. (2016) identified a
similar need to educate staff, so consequently developed and implemented a modified 2-day training
program to introduce the ageing process to staff at all levels. In measuring the effectiveness of their
program, they asked participants to complete the Facts on Aging Quiz (Breytspraak et al., 2006). They
found no significant changes in participants’ knowledge and understanding of ageing (Masters et
al., 2016). Similar to the study of Cianciolo and Zupan (2004), they included an additional evaluation
instrument at the end of the training, to find out how satisfied participants were with the training.
Most participants (83.7%) found their training useful. Their results also suggest that future training
programs should provide suggestions for staff to take back to their workplace. Moreover, for the
training to be effective, it needs to be offered on a regular and frequent basis (Masters et al., 2016).
All these insights on, and methods for, creating awareness from research and international practices
were discussed on relevance and applicability. As we have only begun to take the first steps in raising
awareness of the needs of older adults in prison, it remains unclear if our strategy will have more
impact on the knowledge or awareness of those being educated. However, from interviews with
prison staff it became clear that learner satisfaction with educational tools, especially computerbased learning, is an important indicator for their successful learner experiences, their engagement,
and their appreciation of the quality of the learning. In addition, our strategy draws on the active and
favorable involvement of staff at all levels, such as training-the-trainers, working with key figures in
prison, incorporating the training in the basic training of staff, which should be more likely to lead to
a sustainable impact on their awareness. What makes our educational package unique is that it draws
on the already established framework of Nolan et al. (2006), and promotes care for older people in
custody through a relationship-centered approach.
Interviews with Medical and Care Staff in Prison
The members of the Advisory Board pointed out a possible need for additional training of prison
health care staff, alongside prison officers. In order to analyze this need, every coordinator of medical
and care staff team in a prison in Flanders or Brussels was interviewed (n=12) in June and July 2020.
The following major findings were identified in the data: medical and care staff lack knowledge
about ageing processes in the specific context of a prison; there is currently no training offer on
this topic; and further targeted training on very specific themes such as dementia, palliative care
and psychological frailty are also necessary for medical and care staff. Finally, these interviews
highlighted the need to have a key staff member who is responsible for aged care in prison.
2) Adapting Knowledge to The Prison Context in Flanders3
One of the team members, who is an expert in need-based care and dementia care in older adults
(health care provider) in residential health care settings, had neither theoretical nor practical
experience with the context of detention and conducted study visits in a prison with long-term
offenders, a prison with a special unit for older adults and a prison for people on remand to adapt
insights on ageing and need based care to older adults in prison. The expert translated evidence
and insights into impact of needs for older adults in prison and their officers based on the Senses
Framework of Nolan and colleagues (Nolan et al., 2006). According to this framework, six basic needs
must be fulfilled to achieve excellent care environments: security, continuity, belonging, purpose,
3

Flanders comprises the Northern part of Belgium and Flanders alone has 17 prisons.
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significance, and fulfilment. When older adults in prison experience an unfulfillment of these needs,
they can show altered behavior, such as symptoms of aggression, depression, or apathy. Therefore,
identifying which of these needs is unmet per older adult in prison indicates which intervention must
be taken. However, to date it remains unclear who can be appointed as the most appropriate key
person in prison to identify these needs. In their systematic review, Stevens et. al (2018) found some
evidence to suggest that including people in prison as well as staff in the development was more
relevant in terms of gaining awareness and acceptance of the program from both groups. Aged care
interventions with a strong evidence base in the aged care field increased acceptance by prison staff
(Stevens et. al, 2018). Consequently, the research team members adapted insights in need-based care
and well-established ‘Senses Framework’ to the context of both those in custody and staff and were
involved in ongoing negotiation with training providers.
3) Assessing Influencing Factors to Knowledge Use
The next step is to assess perceived factors that influence knowledge implementation and use, which
fall into both barriers and facilitators. We have drawn upon focus group interviews with a group of
prison officers (n=7) and a group of members of the consultative body of representatives of prisoners
(n=7) in one of the few Flemish prisons with a medical center.
Barriers to Knowledge Use (Figure 2)
In their systematic review of aged care interventions for older people in prison, Stevens and
colleagues (2018) already identified some of the cultural and physical implementation barriers
inherent to the prison environment, such as the relationship between staff and prisoners, the

Figure 2: Barriers to Knowledge Use about the Needs of Older Adults in Prison
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restrictions of the physical environment and budget restrictions. Our research revisits the barriers
that were encountered in the wake of the absence of a prison policy towards ageing in prison.
The absence of a clear policy requires an ability of prison staff – especially prison officers – to
improvise and pushes the older individual into a highly dependent position. People in prison who need
assistance are mainly dependent on individual and voluntary help. When they keep a low profile, their
specific needs and requirements go unnoticed.
The following major barriers to knowledge use were identified in the data: prison staff culture; the
fact that unmet needs of older adults in prison are not regarded as problematic or receive low priority;
infrastructural deficiencies; and an ambiguous relationship with other people in prison, such as
younger peers.
Facilitators to Knowledge Use (Figure 3)
Searching for opportunities to meet the needs of older people in prison calls for thoughtfulness,
and thus goes beyond mere segregation. An adapted infrastructure and prison regime; being able to
engage in daily meaningful activities; and being able to maintain relationships with the community and
people outside the prison walls are all mentioned as possibilities for better meeting the needs of older
adults in prison and are thus identified as facilitating factors.
Prison officers are the heart and soul of the prison and are crucial key figures in identifying and
reporting specific needs and requirements of the imprisoned older adult. Currently, there is no
systematic training for prison officers dealing with an increasingly aged population. Prison officers
search in an individual and limited way for opportunities for older people. In this search, they often find
themselves in a field of tension between two duties: custody and care. For prison officers, contact with
people in prison does not always have a positive outcome. Distrust, being wary of possible conflicts

Figure 3: Facilitators to Knowledge Use about the Needs of Older Adults in Prison
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and/or escalation, amplifies the tension between those two tasks. Bringing this field of tension and
these issues out into the open, providing support for staff, and developing the knowledge and skills of
every prison officer to become aware of the needs of older people in prison during their basic training
program, creates powerful opportunities for a proactive and caring approach of these individuals.
Additional helpful factors are: ensuring continuity of prison staff; focusing on the intrinsic motivation
of prison officers; and letting them participate in the decision-making and the design of programs.
Considering the needs of older people in prison is a shared responsibility, formally and informally
embedded in a larger whole in order to ensure that awareness of, and attention to, the needs of older
people in prison becomes part of the prison (staff) culture. In addition, there is an important role
here for other professionals, prison actors, and even peers. The most striking example of a key figure
pertained to the spiritual counselors, of which prison chaplains were most mentioned.
4) Selecting, Tailoring and Implementing Interventions
Awareness is important in creating knowledge and understanding, avoiding stigmatization and
discrimination, and limiting the risk of deterioration (WHO, 2018a; 2018b). Raising concern about, and
a well-informed interest in, ageing in prison does not only benefit people in prison, but also those
surrounding them. Unlike in the community, where one relies more on family and friends, it is prison
staff alongside some fellow inmates who are closest to older adults in the prison environment. Prison
staff members point out that there is little information from their next of kin that can give insight into
the mental state of a frail person, which hampers assessment and identification of their needs (Brooke
& Jackson, 2019). Maschi et al. (2012) therefore propose to rely more heavily on education, training and
support for staff. As a result, some training and awareness campaigns of the needs of older people in
prisons have already been introduced. However, Brooke & Rybacka (2020) found that these programs
failed to fully convey information on this matter in all its aspects. If we want prison staff catering
to the concerns and needs of all older adults behind bars, they must first find out what their needs
are. As a result, we have selected interventions that will enable staff themselves to recognize and
acknowledge the needs of this population.
Based on the results of these interviews and the expertise available within the research team, a
combination of interventions was planned, pertaining to the development, distribution, and evaluation
of the following awareness-raising tools and strategies4:
- A training syllabus about ageing and the universal basic needs of older people in prison, that
offers insight into:
• The normal human ageing processes, at a physical, an emotional and a social level
• The six human basic human needs, according to the Senses framework of Nolan et al. (2006).
• The specific needs of older people in prison
The syllabus is livened up with exercises, realistic cases, and tips for prison officers.
- Train the trainer tools and training strategy.
We developed a PowerPoint presentation and manual to guide potential trainers. A train the trainer
session was set up to learn potential in-prison trainers (correctional staff, care staff and members
4

All materials are available from the first author upon request. Please note that the training syllabus and e-learning are in
Dutch with a view to the local prison context in Flanders yet have potential to be translated into other languages. Both the
info-sheets and conversation cards are already available in three languages (English, Dutch and French).
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of the psycho-social services; n=5) to use the educational materials, which was followed by a pilot
session for prison staff (n=17). Both sessions lasted for two to three hours and provided a valuable
opportunity to share experiences and recommendations in terms of the educational materials
and ongoing training sessions for batches of prison officers. Participants’ suggestions during the
subsequent evaluation were welcomed to further develop and implement experiential learning in
the future. The training session is taught by in-prison trainers with experience and is foreseen to be
offered to prison officers as part of their official basic training.
- E-learning about ageing and the universal basic needs of older people in prison.
Based on the results of the interviews with care and medical staff and feedback from the Advisory
Board, the research team decided to make an e-learning course about elderly people in prison
accessible for every professional in prison. Preliminary evaluation of the e-learning amongst the
members of the Advisory Board and service providers (n=20) shows that participants are overall
satisfied with the e-learning. The e-learning is open access and designed in such a way that it can
be very widely used for anyone who interacts with, or is interested in, ageing individuals in custody.
Depending on the needs of the local (prison) context, it can be used for a wide range of (non-)
professionals, such as volunteers, people in custody, educators, students, prison governors, members
of prison psychosocial services, probation officers, healthcare staff, assistance and service workers,
judges and lawyers, and so on.
- Info sheets on recognizing and dealing with dementia in prison.
The interviews with care and medical staff and the Advisory Board revealed the need for hands-on
tools for staff to recognize and handle dementia, an area that we identified as being of most concern
to health care staff.
- Conversation cards to identify the basic needs of older people in prison.
Conversation cards were also developed as the Advisory Board, the training centre for service
providers, and the care and medical staff stressed the importance of developing practical tools for
staff to use the Senses Framework of Nolan et al. (2006). The conversation cards allow to find out the
needs of the conversation partner in a low threshold manner. We would like to refer particularly to
Appendix A for some example conversation cards questions.
- Identification of key persons in prison.
We targeted population(s) for the intervention at all levels of the organization as part of our strategy.
A key aspect in correctional aged care is that it is a shared responsibility and the success of the
strategy proposed will depend on the commitment of all stakeholders involved. This strategy should
be translated within penitentiary institutions into the consequences for external and internal security,
both on strategic and operational levels.
The Way Forward
The overall aim of this project was twofold: to increase awareness of the needs of older people in
prison and to professionalize staff on this specific topic. In this paper we presented our strategy in
doing so. In this section we discuss the most relevant findings and look forward at future steps to take.
Our research confirms the great need to professionalize staff in dealing with an older adult population.
In line with previous knowledge, this research has taught us that we must take a broad and holistic
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perspective on correctional aged care, in which all aspects must be addressed, and every prison actor
can take up an important role.
To raise awareness, basic knowledge on the human ageing processes was much needed for both
correctional and non-correctional workers. This strategy allowed us to develop insightful and practical
tools for professionals working in the field, such as info sheets and conversation cards, alongside
more traditional educational materials. In the same vein, in-prison trainers strongly advocated the
future development of experiential learning.
Based on the research, we could identify the lack of sustainable impact as a potential pitfall. We hope
to overcome this by setting up a train-the-trainer program; embedding the training structurally in the
curriculum for new staff; and maintaining an active Advisory Board even after the research project,
until the next steps from the KTA model have also been completed. In this paper, we have described
the first four steps of the KTA model that we have taken in co-creation with the field. Yet, the success
of aged care interventions in prison ultimately lies with those working in the field, who will need to
take the next steps to complete the entire cycle.
First steps in better addressing and meeting the needs of older adults in prison are: raising awareness
of the importance of an older population growth in prison, providing knowledge and promoting a
positive attitude towards ageing in prison. Some jurisdictions have already begun to introduce some
specialized programming for prison staff, but this paper shows that a step-by-step and structured
approach is necessary.
Irrespective of the benefits that our strategy can bring about, the need for a general improvement of
the prison conditions remains. The needs of this population and the difficulties of change that were
encountered during our research bear witness to the fact that such institutions are not suitable to
house people with challenges or issues in various life domains.
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Appendix A: Sample of Questions Used in Conversation Cards
A sense of being meaningful
• How would you like to be remembered?
• What makes you special?
• When do you feel heroic?
A sense of security
• Share/portray a situation in which you were afraid.
• What physical ailment would you like to be freed of?
• What makes you lose your sleep?
A sense of achievement
• What’s your dream?
• What are you proud of?
• What can we learn from you?
A sense of continuity
• Which activities that you like doing should never stop?
• Which habits are incredibly important to you?
• If you could pick any age to be, which would it be and tell us what you would do.
A sense of belonging
• Draw or talk about the 2 people who mean the most to you.
• Who would you like to get to know better?
• Take the telephone/a piece of paper and give/write a message to …
A sense of having a purpose
• Draw up a bucket list with 3 items.
• What would you or did you want to become?
• In which activities or values would you like to invest in the coming period?
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Abstract
This article explores the pathways of the social determinants of health and justice disparities that
have contributed to the rapid growth of the aging, sick, and dying in global prisons. Correctional
systems have been ill-prepared to adequately address older incarcerated adults’ specialized care
needs and their risks of institutional injustices, abuse, and neglect. Drawing from data from the
authors’ mixed methods research studies, this article explores the life course lived experiences of
incarcerated and formerly incarcerated regarding care and justice before, during, and after prison. Oneon-one interview data (N= 100) among incarcerated and formerly incarcerated older adults revealed
that they shared post-traumatic and stressful experiences and copious experiences of personal and
collective resilience. Such experiences were described as unconditional love and acceptance of self
and others, service to others (‘doing good’), and positive thinking and emotional states. The paper also
advances a caring justice (care and justice) perspective to shift a collective mindset from a problemfocused to a compassionate solution-focused societal framework. We argue there is need to visualize
and actualize a kinder, balanced, and safer society made up of caring justice communities and service
systems. The article concludes with select practices offered to aging people in prison with ‘caring
justice’ principles (e.g., compassionate care, equality, peace, prosperity), such as in Nordic Countries
and other select geographic locations and programs.
Keywords: compassion, justice, incarcerated older adults, corrections, caring justice, partnership,
corrections, correctional staff
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Article 10: From Aging in Prison to Caring Justice: A Solution Focused Approach for
Corrections and Communities
Introduction
Einstein said, “We cannot solve our problems with the same level of thinking that created them.” One
of the most looming and growing global crises in corrections includes aging people in prison. Evidence
suggests that incarcerated older adults’ health and mental health needs are often not adequately
addressed, especially in overcrowded and understaffed correctional facilities across the globe. In
fact, penal institutions have been shown to increase the risk of negatively impacting the health and
well-being of incarcerated people and correctional staff’s physical and mental health and accelerate
the aging process. Additionally, the much-needed services of health, mental health, and addiction are
significant concerns with incarcerated older adults that often are not readily available. The community
situation often is not much better. Many societies have no adequate community behavioral health
alternatives to prevent the proliferation of aging and dying people in prison. Oftentimes, those
individuals also belong to minoritized groups (e.g., race/ethnicity, class, gender, and sexual identities
(Maschi & Morgen, 2020).
Interestingly, in the 2020-2021 global lockdown, everyone has in some way been aging in
confinement. Additionally, as of 2020-2021, the COVID-19 pandemic has clearly exacerbated health
disparities, structural racism, and other oppressions, including within corrections. It is critical to
examine the problem of the same old “tragic” human failings and “societal ills” (e.g., historical
violence, health disparities) and the solutions that use data visualization of “faith in new possibilities”
and the “courage to realize them fully” (Maschi & Morgen, 2020). To shift us to a global perspective,
we propose a Caring Justice Partnership Paradigm (CJPP) as an overarching approach. The change
in mindset from ‘criminal’ to ‘caring’ justice opens up opportunities to try a different approach and
find workable solutions to address the aging prison crisis and perhaps even the social isolation and
the global lockdown. To this end, we have drawn from our mixed methods research on older adults
in prison to reexamine the pathways of trauma and resilience, care, and justice of the life course
experiences of justice-involved older adults. Directly following, we present the key aspects of the
CJPP and conclude with select examples of caring justice practices that can address the pathways to
prison that have created the crisis of aging, seriously ill, and dying people in prison across the globe.
Experience During and After Prison
“It starts at home, then the community, and if all else fails the criminal justice system.”
- U.S. Aging Prisoner
As this formerly incarcerated elder suggests, the crisis of aging in prison was proceeded by
breakdowns in community systems at home and throughout communities. In our 2010-2019 New York
and New Jersey (USA) Hartford Prison and Reintegration studies, the qualitative data from the study
included a subset of 200 justice-involved older adults in prison who agreed to share their stories
before, during, and after prison. This section focuses on select excerpts that focus on the sensitizing
concepts of ‘care’ and ‘justice.’ In these narratives, the participants often describe the types and
qualities of the caregivers from family to professionals across community and service settings
including the criminal justice system. We also highlight their experience of care ‘giving’ as well as
receiving.
Using a constant comparative qualitative data analysis strategy (Drisko & Maschi, 2015), it was clear
that the participants described variation in the quality of care they received across their life course.
153

Advancing Corrections Journal: Edition #12-2021

The participants commonly described the qualities of their caregivers as being either above or below
the good enough “care” standard of care. Many participants described not so ‘good enough’ care from
family members, professionals, organizations, or communities with descriptions that included cruelty,
verbal, physical, sexual abuse, neglect, unfairness, and inequality, and other violations. These negative
‘caring’ behaviors were typically characterized by a display that included power misuse, domination,
control, aggression and coercion, excessive use of force, intentional and unintentional neglect,
dishonesty, deception, bullying techniques, narcissistic self-centeredness, hubris, and recklessness.
Others also stated that professional and informal caregivers made them feel humiliated, oppressed,
guilty, powerless, afraid, and disgraced at times (Maschi & Morgen, 2020).
Participants also shared their experiences of quality care (e.g., kindness) and justice (e.g., fairness,
equality). On this good enough positive side, reports recognized characteristics of compassionate
caregivers who assisted them in turning their lives around, such as appreciating their dignity and life
potential (Maschi et al., 2013, Maschi & Morgen, 2020). Most of the participants clearly could tell the
difference between caregivers who provided above or below the standard of care. One participant
noted about a community corrections program: “The staff there gave me genuine love and caring and
respect. I walked out of there feeling at home and loved and worthy.” The older adults also noted that
they experienced compassionate caregivers during their lifetime and appreciated some key qualities:
authenticity, empathy, kindness, and unconditional love (Maschi et al., 2013; Maschi & Morgen, 2020).
Our findings also revealed an experiential and emotional connection arising from feeling
unconditionally loved and not judged. One participant with a serious mental illness noted: “I had a
compassionate psychiatrist who did not judge me and made me feel loved and safe even in prison.”
He described this as a critical turning point in his life, as he stopped fighting and began participating
in programs. Other attributes of these caregivers were their ability to communicate, provide
encouragement, guidance, and take concrete action on promises. To create relationships with elderly
persons, they used verbal and nonverbal activities (e.g., responding to them with dignity and respect,
using active listening) (Maschi et al., 2013; Maschi & Morgen, 2020). Other qualities of caregivers
included: realism, dependability, and a solution-oriented mindset where actions were pursued to
fruition and focused on being helpful. The good caregiver’s recommendations for medications,
programs, or resources ranged from personal growth and treatment to proposals for lobbying or
advocating for their release. The most common pattern participants described that made a difference
in transforming their lives was being in the presence of a ‘caring’ person (Maschi et al., 2013; Maschi
& Morgen, 2020). In the next section, we unpack these concepts of care and justice as two core
underlying principles in society and corrections.

PHOTOS: A Day in the Life of Aging People in Prison: This is Who We Are (Courtesy of Prisoners of Age)
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Visualizing and Actualizing Caring Justice
“A caring justice perspective shifts its focus from punishment to compassion, mercy,
transparency, and accountability.”
The collective experiences of incarcerated older adults points to factors that foster health and
relational well-being in the presence of ‘caring’ and ‘justice.’ We describe the CJPP as a conscious
shift away from an ego-driven mental model based on fear and competition (survival of the fittest).
In positive contrast, CJPP is fundamentally a heart-centered philosophy (McCraty & Al Abdulgader,
2021), way of life, and a transformational theory of positive change, primarily when it works in
harmony with the brain (McCraty & Al Abdulgader, 2021). According to the CJPP perspective, we
should follow the premise that all decisions (thoughts), actions (behaviors), and ways of being should
be driven by the heart in the form of ‘caring’ (e.g., dignity, respect, acceptance etc.). Justice shifts from
criminal justice to be conceptualized in the form and balance of other qualities such as harmony,
homeostasis, equality, order, truth, transparency, and accountability) (McCraty & Al Abdulgader, 2021,
Maschi & Morgen, 2020).

Figure 1: Select Left and Right Brain Attributes

Moving from Fear to Creative Solutions
Integrating care and justice helps shift individuals’ fear-based and survival-focused approaches to
trauma and stress in the modern world. A survival-focused way of thinking is similar to Einstein’s
insanity: trying to solve the problem with the same level of binary/separation thinking (left brain
focus … me vs. you, us vs. them) that created them. We can also embrace a compassionate, creative,
and solution-focused approach (creative right brain focus) that opens up opportunities to solve
problems in a relaxed, non-judgmental way. By the mere shift away from ego-driven and a binary/
separatist way of thinking, the change to a holistic unity thinking, a creative and positive solutionfocused approach to solving problems can get better and more sustainable results (Maschi & Morgen,
2020). This form of thinking also integrates the right and left brain (or instrumental/masculine and
expressive/feminine qualities or characteristics) (Stevens, 2002; McCraty & Al Abdulgader, 2021).
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Table 1: From Problem to Solution-Focused Thinking

Problem Focused; Fear-Based Thinking
(Survival Mode, Contractive)
Problem-focused
Trauma/Stressed/Crisis
Negative/Pessimistic/Stressed
Out of Balance
Dualistic/binary thinking
Linear thinking Only,
Deductive Thinking Predominant
Ego-driven and intellectual only focus
Self-preservation
Self-focused (ego-centric)
Self-centered or either-or
impulsive fear-based
decision-making
Closed minded
Irrational biased
Judgmental
Competitive
Power Over Vertical
Hierarchy/Domination
Control-focused
Criticizes/Discriminates
Cultural Arrogance
Top down partial decision-making
(Maschi & Morgen, 2020; Maschi, Kaye, Rios, 20

Solution Focused; Creative Thinking (Thriving
Mode, Creative and Expansive)
Solution-focused and mission-driven
Resilient; Crisis as Opportunity
Relaxed, Creative, Positive, Optimistic
Balanced, In Harmony
Unity/collective (I/We) systems thinking
Linear and Systems Thinking
Circular/Deductive and Inductive Thinking
Heart driven, emotional, compassionate
Group-focused
Open-minded
Collective centered decisionmaking (for the highest good of all;
sustainable)
Positive thoughts and emotions
Fair and non-judgmental,
compassionate caring
Horizontal power within/power
with model
Non-judgmental
Collaboration/partnerships
Honors Diversity and Difference
Grass roots participation; bottoms up
Cultural Humility
Horizontal/ Consensus Decision-Making

This allows for the circular creative process (expressive/ feminine) and rational/linear process
(instrumental/masculine) to move innovative ideas into the plan because there is the logic, will, and
motivation to make it a reality and take form (e.g., develop and launch a program) (Moore & Gillette,
1991; Stevens, 2002; Maschi & Morgen, 2020)
The presence of care (e.g., compassion and loving-kindness, nurturing) and its partnership with
justice (e.g., balance, harmony, equality, homeostasis, truth) are critical components for the healthy
functioning of a complex system. This system can be applied to describe a complex system of
a healthy human body or a local community, or the world. Embracing and valuing these core
ethical values of compassion and justice can form the foundation to renew ourselves, our families,
communities, and global society. We can move from the problem of power over control, violence, and
crime and deal as well with the corrections crisis (Moore& Gillette, 1991; Maschi & Morgen, 2020;
Maschi, Kaye, and Rios, 2020; (McCraty & Al Abdulgader, 2021).
We can visualize and then actualize a “power with” and “power within” the horizontal model of
partnership and collaboration. Unlike false power (e.g., domination and control), this organized
approach to truth would reflect genuine care and justice qualities. It would influence society and how
we conduct our collective business, whether service and policy or business program development.
Compassion and justice as core concepts carry unique strengths in this partnership and promote the
equilibrium of love, equality, and accountability across humans to global systems (Stevens, 2002;
Maschi & Morgen, 2020).
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The critical driver should be the presence of care that reaches a level of unconditionality in the form
of unconditional love that supersedes sympathy and empathy. It is ideal for engaging in creative
solution-focused thinking for reimagining new possibilities and motivate strategic and practical
thinking, and the motivation and free will to act upon them (see Figure 1). Caring justice also
integrates the collective unconscious and the archetypes of what we refer to as our ‘inner gender’
that are aspects of the right and left masculine and feminine principles that can be present in men or
women. These two aspects grounded in the balance of feminine in masculine principles form the basis
for the creation principle at its best (Moore& Gillette, 1991; Stevens, 2002; Maschi & Morge, 2020).
Conceptually connecting care with justice and applying it creates a powerful combination of left
and right brain integration (see Figure 1)—this balanced right brain expressive (feminine) and left
brain instrumental (masculine) qualities. Thus, when care and justice are connected in language, it
also invokes partnership and collaboration, which are vital to complex systems for surviving and
flourishing with diversity and difference and living in the right relationship with others and nature. In
balance, caring justice is true horizontal power as self-governance and leadership (power within and
power with) (Stevens, 2002; Maschi & Morgen, 2020).
Our current race-gender imbalanced society can be argued to have too much ‘left-brain’ ego and
mentalization and too few ‘right brain’ attributes (empathy, love/compassion), which can be a driver
for how and why crimes are committed. It also may explain our current system of hierarchical violence
of the dominant group (e.g., men over women) that continues to perpetuate violence against men
and women of all ages (Stevens, 2002; Maschi & Morgen, 2020). This critical aspect of ‘inner’ gender
balance can help both men and women of all ages and assist with the personal integration of the
whole and integrated self as well as facilitate a healthy aging process and more collective unity
thinking of feeling interconnected with others (Maschi, Kaye, and Rios, 2020).
The caring justice as a solution-focused approach suggests that health wellness and being in the
right relationship with self and others first begins at the individual level as noted in the Buddha quote,
“Peace comes from within. Do not seek it without.” This quote suggests that self-transformation and
personal responsibility are the foundation that facilitates institutional, community, and global-wide
change. From that perspective, if each individual in society and the prison system took ownership
of their right to inner peace, it would lead to outer peace and lighten the burden of the correctional
system and those who serve within it (Maschi & Morgen, 2020).
Self-responsibility for one’s behavior is a critical caring justice foundation for a solution-focused
and affirmative life practice, especially as noted earlier in the use of language. These types of
compassionate methods and community engagement models actively promote, facilitate, endorse,
and celebrate care for one another during life’s most testing moments and experiences. Community
engagement and development seek to connect, empower, and encourage ‘ordinary people to help
ordinary people.’ A growing component of the model also emerges from public discussions and
community engagement from grassroots contemplative activism (Maschi & Morgen, 2020).
This enables everyone to engage and foster that quality among people involved in the criminal justice
system as we transform larger systems. It can be done so by corrections engaging with communities
to address the rights and needs of older adults and their families impacted by the justice system. For
example, it is possible for cities, communities, and the world to foster the capacity by forming and
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Table 2: From Problem to Creative Solution Focus-Part 1: Example Identified Issues/Problems
Assessment
and
Intervention
Level
Cultural
Level:
Transmitted
through
cultural,
community,
and mass
media systems

Problem Focus

Suggested Solutions

Negative media messages about the issue focus
(e.g., showing continuous violence on T.V.; fearbased strategies about the spread of illnesses and
no focus on recovery)

Build a compassionate/caring justice partnership culture
using mass media; watch positive programming on T.V. or
no T.V.; support and frequent alternative mass media
programs

Lack of mediated and/or consensus building
interventions for all ages to harm

Truth, healing, and transformation discussions using
solution-focused approaches

Structural/Ins
titutional
Level:
Transmission
through social
policies and
institutions

Reactionary social action; engage policy
campaigns that focus on what we don’t want;
campaigns that use double negatives, such as end
community violence, gun violence, or end
starvation or poverty

Contemplative reflexive social action; engage in positive
policy campaigns of what we do want; revise campaigns
that use double negatives, such as end community violence
or gun violence, and positively reframe them to what we
do want (e.g., the compassionate and peaceful community
campaign;, caring justice worldwide)

Collective phraseology-how we discuss and
develop goals and indicators of change
Economic and business systems- competitive and
hierarchal
Hierarchical models

Personal
Level:
Transmitted
through
everyday
relationships

Uses negative phraseology and disrespectful
verbal and non-verbal behaviors; describe people
derogatorily, disrespectfully, or by a label; does
not use humanizing language or engage in abusive
behaviors in personal and professional settings

Partnership Models
United Nations SDGSs
Further develop collaborations and cooperative businesses;
also use barters and good exchange (food co-ops time
banks, microfinancing)
Use new phraseology and respectful verbal and non-verbal
behaviors
In personal life- tell loved ones you love them; learn
conflict resolutions
In practice- call people by their first names as opposed to
their diagnoses; if needed, rephrase the description: a
person in a recovery program
Promote self-directed wellness, self-empowerment, peerled individual and group support, community connections

Internal
Level:
Psychological,
emotional, and
overall wellbeing of
individuals

Person who engages in self-criticism and
internalized oppressive beliefs

Research and
Evaluation:
Mixed methods
research, and
diverse
perspectives

No research on the topic; research abuses- no
participatory research; findings not available for
public consumption
Rational focused science; lack of diverse
perspectives; control of research and funding by
outside parties and experts without the lived
experience or situation; all stakeholders not
involved

Research from diverse perspectives and ways of knowing
Use for self and public awareness, prevention, assessment,
intervention, advocacy, policy development, and reform
Use of qualitative, quantitative, mixed methods,
participatory, and emerging methods (evaluation of
assessment interventions at all levels)
Engage key stakeholders in research, especially as the
researchers and not just the ‘researched’

Rule of Law
and the
Environment

Use of Human Made Laws for the Rule of Law
for Peace, Justice, Health

Grassroots, community-based led research initiatives that
engage all key stakeholders in identifying the problem(s)
and solution
Living in accordance with natural law for human and
natural world sustainable peace, justice, and health

supporting hubs of social networks, including peer and community support, notably volunteers, with
and for people of all ages. Applying this approach to adult prisons, communities, and policy practices
at the local, national, and global levels will aid in the promotion of a more compassionate response to
correctional issues, particularly for the elderly, disabled, and those who are dying in prison. Compared
to the punitive and retributive strategies that we currently have a compassionate justice reaction is
more likely to prevent and alleviate the distress of those aging and dying in prison (Maschi & Morgen,
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The following sections illustrate how caring justice can be translated into practice for practice-based
wisdom, such as working with clients in corrections. We first describe a program we designed based
on the recommendations and practices of older adults in prison. We follow it with select diverse
global examples of interventions. We also provide an example of how practitioners can approach
interventions that move from problem to solution-focused choices and results from the micro to
macro policy levels of practice.
The Gift of Life
“To forgive is to set a prisoner free and discover that the prisoner was you.” - Lewis B. Smedes
The core principles of care and justice were also evident in the beliefs and practices of older adults
in prison. For example, many previously incarcerated people of a younger generation speak highly
of the positive mentoring from older adults while in prison. Peer support inmate volunteers have
also reported that caring for an older or dying person in incarceration had therapeutic and healing
outcomes in their lives (Maschi & Morgen, 2020). Through the evolved caring motivational processing
of compassion, such outcomes are based on the incarcerated volunteers’ and mentees’ abilities to
access their affiliative and drive systems, responsible for social connectedness, bonding, management
of distress, and resource seeking (Gilbert, 2009, 2015). In other words, as these incarcerated people
activate their sensitivity to suffering and become motivated to attend to distress and take a caring
action, they reap emotional benefits such as a sense of belonging and connectedness, bonding, and
emotional regulation. Such experiences are in striking contrast with the traditional punishment-based
criminal justice practices and rehabilitation programs, in which correctional staff and incarcerated
individuals have their threat protection and detection systems overly activated, resulting in
aggressive, avoidant, and submissive behavior and feelings of anxiety, disgust, shame, and anger
(Gilbert, 2009, 2015). To that end, participants expressed an interest in our studies to share their views
and experiences with others because they wanted to give the gift of life to others without expecting
anything in return. In quantitative and qualitative studies, we address self-care and empowerment
practices demonstrated to improve individual health, well-being, and healthy habits (Maschi &
Morgen, 2020).
Our body of research on trauma, coping, and well-being among older adults in prison support these
findings. Studies have shown that older people engaged in biopsychosocial structural/spiritual coping
activities significantly reduced stress-related symptoms while in prison and reported higher levels
of physical and mental well-being than those who did not. Older adults with a more positive view of
themselves and others were less likely to report a history of recurrence and disciplinary offenses
in prison than their counterparts who registered lower levels of coping skills. Such findings are
consistent with empirical evidence that coping resources can buffer the adverse effects of traumatic
life experiences on individuals’ well-being (Maschi, Viola, & Koskinen, 2015). For more information on
these findings, please see Maschi & Morgen (2020), Aging Behind Prison Walls, Chapter 7.
The narratives of older adults were adapted to create the “Accepting the Gift of Life Program,” a
self-love-empowerment program. It comprises the many activities that older persons described and
supported to effectively alleviate their suffering under stressful conditions of prison or after release.
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These daily practices included meditation, yoga, creative arts, and reiki self-treatment are examples
of contemplative practices. They also advocated for organizational and community-level initiatives.
Housing, health care, civic involvement, trauma, and community healing are examples of widespread
interventions (Maschi & Morgen, 2020). We also developed a response to the social determinants of
health for assessment, prevention, and intervention.
Table 3: Accepting the Gift of Life: Self-Help Empowerment Program
Accepting the Gift of Life: Self-Help Empowerment Program
Recommendations from Older Adults in Prison
Contemplative Practices in Prison and the Community
Mindfulness
Meditation
Yoga
Self-Compassion
Self-Forgiveness
Gratitude
Religious teachings and prayer
Physical Exercise and Sports
Creative Arts.
Peer Support and Mentoring (One-on-One and Group)
Personal and Collective Advocacy
Reiki Self Treatment
Social Determinants of Health Collective Practices: Positive Change in Organizations & Communities Catalysts
Housing, Healthcare, and Basic Rights/Needs
Systemic Reform
Learn from Other Countries Who 'See' and 'Do' it Differently
Education, Employment, and Vocational Training
Trauma Healing Programs Self, Organizations, and Communities
Seeking Safety Program
Sanctuary Model
Trauma and Community Healing
Civic Engagement and Education
Training Staff and Professionals
For more details, see Maschi, T., & Morgen, K. (in press). Aging behind prison walls: Studies in trauma and Resilience. New York:
Columbia University Press.

Select Global Examples of Caring Justice in Action
We end by offering a few select examples of countries, communities, organizations, groups, and
individuals that embody caring justice. These societies and programs are focused on caring
rehabilitation of incarcerated individuals and exhibit values and practices rooted in the care and justice
framework. For example, large cities have even “rewired” their service networks aligned with caring
justice principles to allow for collaborative connections designed with human rights and social justice
values in mind to address service dispersion (See Maschi & Morgen, 2020; Maschi & Kaye, 2019).
Following are examples of what we ‘dub’ as caring justice practices in Nordic Countries and select
programs in other global locations. For additional examples, please see Maschi & Morgen, 2020;
Maschi & Kaye, 2019.
Nordic Countries
Prison is about rehabilitation in Nordic countries like Sweden and Norway, where incarceration and
crime rates are far lower (68 per 100,000) than in the U.S. (639 per 100,000) (World Prison Brief,
(2020), and the correctional system is significantly more effective. Several factors contribute to
the effectiveness of Nordic countries’ prison systems compared to other Western countries (e.g.,
inclusive societies, shared prosperity, view of prisons from a rehabilitative ethos). Even in high160
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security prisons in Sweden, Denmark, Norway, and Finland, research has shown that common areas
in the correctional environment include table tennis, pool tables, steel darts, and aquariums. Art is
another vehicle of rehabilitation in the Nordic prison model, in which art ornamented walls painted in
mild greens, browns, and blues bring a sense of safeness to incarcerated people of all ages (Aleem,
2015).
Perhaps the most noteworthy feature of the prison system in Nordic countries that aligns with the
caring justice partnership approach is that their prison systems treat incarcerated individuals as
people with unique psychosocial needs. With that in mind, prison staff carry out rehabilitative (e.g.,
archetypal feminine of compassion and nurturance) and security (e.g., archetypal masculine of justice
and reasoning) roles which aim at balancing emotional and behavioral regulation with preparation for
re-entry in society through the formation of a relationship alliance. For example, each incarcerated
person has a “contact officer” who monitors and facilitates the inmate’s progress toward return to
society. Such practice helps correctional officers prevent the damage experienced by performing
purely punitive functions (Aleem, 2015).
The Gold Coats Program (California Men’s Colony)-Dementia Unit
Perhaps the most well-known U.S. prison dementia program is the California Men’s Colony. Aligned
with the Caring Justice Perspective Partnership, this solution-focused, rehabilitative caregiver
program offers the opportunity for healthy inmates to exercise empowerment (e.g., power within/
power with), compassion (e.g., towards others, self, and from others), as well as develop vital
employment skills, while meeting the needs of inmates suffering from cognitive impairment and who
may be terminally ill. The program represents a solution-focused balance between mature feminine
and masculine archetypal patterns through the integration of compassionate and nurturing care to
transform the hardships of prison into opportunities to learn, grow, and enhance life for self, others,
and society (Maschi & Morgen, 2020; Maschi & Kaye, 2019; Moore & Gillette, 1991).
For example, to qualify to receive training in dementia caregiving and become a volunteer, healthy
incarcerated people must have a 10-year-record of exemplary behavior to ensure the safety of all
involved stakeholders. These “peer supports,” also called “Gold Coats” –because they wear a gold
smock during their caregiving shifts – ensure that inmate patients who have dementia and other
cognitive disabilities receive adequate medical care. They also provide their clients with social support,
help them with daily tasks and protect them from being victimized while in prison. Many Gold Coats
volunteers develop dual roles, serving as caregivers for those with dementia and those terminally ill in
hospice. Their main goals are to treat clients with dignity and respect and no one dies alone (Maschi &
Kaye, 2019).
Prison Art Foundation (PAF) - Artist in Residence - U.S.
With a solution-focused and holistic approach, the Artist in Residence is a prison-based program
that enables the full spectrum of incarcerated individuals to engage in the arts and themselves.
The program offers opportunities for participants to develop reflexive, expressive, decisionmaking, interpersonal, and self-development skills. In alignment with the caring justice perspective
partnership model, the program encourages incarcerated adults’ compassion and accountability for
their families’ lives. As institutionalization frequently affects the inmate’s sense of responsibility, the
program proposes that the production of individual work of art falls into activities that help them
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exercise responsibility by lifting the spirit, encouraging a positive rather than negative outlook of life
(Maschi & Kaye, 2019; Maschi & Morgen, 2020).
The Reintegration Effort for Long-term Infirm and Elderly Federal Offenders’ (RELIEF)-Canada
The RELIEF program was developed to facilitate the transition of hospice-referred older and ill
incarcerated individuals into the community. Aligned with caring justice principles, the program
was designed with human worthiness and respect to the sick and dying in mind. The program also
offers formerly incarcerated healthy adults and caregivers the opportunity to be trained and provide
compassionate peer support to terminally ill patients. Through cooperation and holism, it gives a less
institutional-like setting for clients and caregivers. Through cooperation, clients’ needs are assessed
regularly to determine the level of intervention and support accurately. Based on the assessment,
they are assigned to one of three houses that offer “high,” “medium,” or “low” levels of attendant care
(Maschi & Kaye, 2019, Maschi & Morgen, 2020).
Conclusion
We learned from older adults in prison that while we are ‘waiting’ for the visible results of widescale
societal and local reform, we can start right now to transform or improve ourselves and our
immediate environments. Expressing caring justice might be telling a family member you love them.
If you are at the office, telling your staff, you appreciate them. It is also flexible enough to use with
clients to help them shift their perspectives, including criminogenic negative thinking. We also can
expand this version of a caring justice world by transforming ourselves into a global collective (see
Maschi & Morgen, 2020). Adapting a caring justice approach can guide a ‘criminal’ to caring justice
transformation and prevent human-caused public safety crises, such as our jail and prison systems.
It can also aid in providing emergency assistance to the elderly, crippled, and dying in prison and
members and groups of their relatives. A caring justice approach also advises conducting a “care”
- ful contemplative response whenever possible instead of one that is reactionary, fear-based and
knee jerk. A comprehensive research evaluation of these efforts would also encourage all relevant
stakeholders to identify problems, develop solutions, and monitor the results (Maschi & Morgen,
2020).
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Abstract
Correctional work includes dealing with a variety of occupational stressors and potentially
psychologically traumatic events that can compromise the well-being of prison employees. In the
current study, we unpack interpretations of stigma related to mental health and treatment seeking
among correctional officers working in Canada’s federal prison system. Drawing on in-depth
interviews with 70 correctional officers who had between one and two years of experience on the job,
results show that stigma, although remaining embedded in institutional culture, varies according to
occupational tenure; a space for change is emerging among officers with fewer years of service. Policy
implications and recommendations are discussed.
Keywords: Mental health; stigma; correctional officers; programs; EAP; CISM; debriefing; CO culture
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Introduction
Public safety personnel (PSP; e.g., firefighters, police officers, paramedics) experience increased risks
of developing mental health disorders, and correctional officers (COs) are no exception (Carleton et
al., 2020a; Carleton et al., 2018). COs are regularly exposed to workplace stressors (Carleton et al.,
2020a; Carleton et al., 2018) and potentially psychologically traumatic events (Correctional Service
Canada, 2015; Krakauer et al., 2020; Ricciardelli et al., 2018). Cognizant of the prevalence of mental
health needs among employees, correctional agencies promote health and wellness strategies to
help employees cope with their experiences, creating protocols for employee debriefing after critical
incidents, which usually appears under the rubric of Critical Incident Stress Management programs
(CISM) (Fix, 2001; Ruck et al., 2013). Correctional agencies also offer Employee Assistance Programs
(EAPs) to prison employees and, sometimes, their families (Lodewyk, 2011; Willemse, 2020). For
instance, Correctional Service Canada (CSC), the federal prison service in Canada, offers both CISM and
EAPs to its employees. Managed by officers trained in incident intervention and assisted by mental
health professionals, CISM is a program designed to respond to potentially psychologically traumatic
event exposures among staff by providing an opportunity for debriefing (Correctional Service Canada,
2008a). While CISM does not offer individual counselling or therapy onsite for their employees, COs
may avail of EAPs if they feel in need of mental health support due to personal or work-related
occurrences (Correctional Service Canada, 2008b). EAPs are confidential and provide prison staff
assistance in dealing with problems, personal and work-related, that can “impair” employee wellbeing and productivity (Correctional Service Canada, 2008b). When necessary, EAPs refer employees
to clinical mental health practitioners in the community, and such services are available for staff and
their families. Despite the availability of programs like CISM and EAPs, stigma still surrounds mental
health and treatment seeking within correctional services. Stigma also informs how programs are
interpreted, approached, and used by COs. In the current article, we extend the research on CO mental
health by exploring the stigma associated with the use of mental health supports through narratives
of COs working in federal prisons across Canada. Stigma refers to a discrediting attribute that creates
a stigma theory or lens through which the bearer of the stigma is interpreted (Goffman, 1963).
Mental Health Stigma
Although COs experience a disproportionate prevalence of mental disorders in comparison with
other PSP and the general Canadian population, stigma around mental health and treatment seeking
remains (Carleton et al., 2020b; Krakauer et al., 2020; Ricciardelli et al., 2020). Despite access to
resources provided by their organizations (e.g., EAPs, physicians, psychologists), PSP often rely on
non-professional support (e.g., family, friends, colleagues) to address their mental health (Carleton, et
al., 2020b). Factors dissuading PSP from directing attention to mental health include the belief that
employers lack concern for their well-being (Ricciardelli et al., 2018). COs, in particular, tend to feel
second to prisoners in terms of having their needs met. Systemic barriers, such as understaffing, also
can foster resentment toward PSP on leave over time (Jessiman-Perreault et al., 2021; Ricciardelli et
al., 2020). Stress resulting from systemic barriers can aggravate structural stigma, referring to stigma
imposed on spaces and processes such as leave (see Ricciardelli & Moir, 2013). Mental health stigma
is not then exclusively tied to feeling unwell; stigma is also embedded in accessing mental health
supports (Ricciardelli et al., 2018).
Concerned about bearing a discredited identity (see Goffman, 1963), PSP often dismiss mental health
support or promote negative views of it, thereby compromising their well-being and, inadvertently,
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supporting their own stigmatization (Karaffa & Koch, 2016). The promotion of educational mental
health training programs are key to mitigate and reduce stigma within correctional services (Tomar
et al., 2017). In this study, we respond to a gap in the literature by unpacking how COs in the CSC
interpret the stigma around mental health programs available in the workplace.
Methods
We interviewed 70 COs working in 19 of Canada’s 43 federal prisons as part of a multi-year, mixedmethod longitudinal study on their work routine, occupational view, and well-being. Participating
officers completed several interviews during their study enrollment, starting at training (i.e., baseline
measures), when they are still recruits, and annually thereafter (i.e., follow-up measures) throughout
their occupational tenure. The 70 interviews supporting this analysis comprise the first wave of the
follow-up measure, thus participant had between one and two years of CO work experience at CSC.
The interviews were originally scheduled sometime between October 2019 and May 2021, but our
data collection process was delayed by the COVID-19 pandemic, which led many interviews to occur
between January and May 2021. Lasting between 45-90 minutes, interviews conducted before the
pandemic happened in person or, sometimes if necessary, by phone, while those conducted during the
pandemic happened by phone. In-person interviews occurred in a private location at the prison during
work hours, while interviews by phone occurred at the participant’s choice of time and place, including
at work (i.e., office or boardroom with a direct phone line). The interviews covered various topics
related to mental health, including the officers’ views of the mental health support programs available
during training and at their institution. CSC facilitated the recruitment of participants and the interview
arrangement; however, employee participation was voluntary. CSC had no access to interview data,
which were recorded, transcribed verbatim, anonymized, and treated with confidentiality. All personal
information was removed from interview transcripts, including the participant’s name, which was
replaced with an ID number. Our research protocols received approval from the Research Ethics Board
of the Memorial University of Newfoundland (File No. 20190481).
Interviews were analysed in a two-phase coding process using a semi-grounded and constructionist
approach (Charmaz, 2006; Glaser & Strauss, 1967; Ricciardelli et al., 2010), which allowed the interview
topics to be organized thematically. Using NVivo, all interview excerpts discussing mental health
were first grouped under a broad code representing the theme of mental health; then, those excerpts
were re-coded in sub-themes. The sub-themes comprised mental health support programs available
during training and at their institutions; details about program availability and delivery; use of mental
health programs; managerial support of mental health; confidentiality issues involving mental health
programs; and—our study topic—stigma around mental health.
Participants identified themselves as males (52.9 percent) and females (47.1 percent). Their age was
reported as between 19-24 (27.2 percent), 25-34 (55.7 percent), 35-44 (11.4 percent), and 45-64 (5.7
percent). Approximately 90 percent of the sample was evenly split between individuals who had
never married (45.6 percent) and individuals in a marital relationship (marriage or common-law, 45.6).
Over three quarters of participants (75.4 percent) had a college or a university degree, while 18.8
percent had only a high-school certificate; the remaining had a technical diploma or a post-graduate
degree. A quarter of participants (24.6 percent) had correctional experience in Canada’s provincial/
territorial prison system. Although CSC does not publish the demographic information of its employee
population, our research experience and other studies (Samak, 2003) demonstrate our sample reflects
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the larger CO population in Canada’s federal prisons. COs usually join correctional work either in their
early twenties, after completing their education, or in their early thirties, aspiring a career change.
Regarding gender, our sample include a slightly higher percentage of females than what we usually
seen in prisons (i.e., 40-45 percent of COs). This may be a result of equity, diversion, and inclusion
efforts in hiring at CSC.
Stigma Surrounding Mental Health: Findings
Stigma is still a powerful force limiting the promotion of employee mental health in Canadian
correctional institutions. Although only a few officers elaborated on the stigma that surrounds mental
health, many touched on the subject, presenting it as an obstacle to well-being. In this section, we
examine the CO culture (Burdett et al., 2018) as an ambivalent social formation that signifies and
reproduces stigma in the correctional work environment, despite also shielding COs from occupational
risks, protecting their overall well-being, and providing them a safety net.
Every occupation has its own culture, for COs the culture can differ by institution, unit, or workspace.
Culture can create supports for COs struggling with mental health but also can alienate individuals,
leaving COs feeling they are perceived as weak, emasculated, and unfit for the job (Burdett et al., 2018).
The same culture that protects and mitigates vulnerabilities can also reproduce unwelcomed values
or behaviours. P154 elaborated on the CO culture by explaining that employees at her institution are
not comfortable talking to CISM representatives (i.e., representatives that promote debriefings after
critical incidents) because that can threaten their “officer” identity: “Some people aren’t comfortable
with that [talking to a CISM representative]; unfortunately, there’s still kind of a stigma in regard
of…. [mental health], okay?! You’re an officer.” By ending her comment with “you’re an officer,” P154
conflated feeling discomfort with the officer identity, which she presented as carrying a superior or
prestigious nature, revealing the mindset that superior beings do not suffer. She summarized the
culture that underpins correctional work, when mental health is concerned, as “It’s like ‘suck it up’.”
Complementing the inside view provided by P154, P430 said that the CO culture publicizes mental
health but does not “talk” about it:
They do have a lot of posters on the wall talking about it [mental health] ... ‘It’s ok to address
your mental health and blah, blah, blah….’ They send a lot of emails, but it’s not talked about in
the culture (P430).
P430’s comments suggested a distinction between awareness (e.g., publicity around the cause) and
action (e.g., meaningful and consequential activities to improve mental health).
P27’s comments provided insights into the reasons why COs, in general, still refrain from “talking”
about mental health in meaningful ways. “There’s still that old school mentality there,” stating that
mental health related strategies are encouraged “by the administration and correctional management
staff” but viewed as a “point of weakness” by his coworkers. P27’s comments confirmed the idea that
officers fear being viewed as “weak,” which was also explored by P21. Further, P21 exposed “taking
time off” as a signifier of weakness, that is, a signal of discredited identity: “Even if we have that
training uh, we still don’t want to be seen as weak, so some people won’t take the time they need
because they know, they hear conversation of ‘oh, that person’s off on stress.’” P21’s comments
are especially concerning, as they suggested that the training provided to officers is not effective in
dissipating mental health stigma.
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In an effort to combat mental health stigma, P97 suggested the use of “other tools” besides the
resources provided in the workplace: “I know the EAP is available, but [there are] other tools [that]
maybe take the stigma off you ….” Conversely, P97 did not clarify what those “other tools” were.
Instead, P97 suggested a dismissive approach to mental health: “Suck it up and, you know, your
mental health is fine.” As P97 continued, he revealed that he relies on regular days off, as opposed
to mental health leave, to address his mental health. P97 wrapped his comments on mental health
suggesting that mental health and well-being comes second to the need to work: “You still got
to come to work the day after you take off, right, so …” P97’s strategy to deal with mental health,
which we summarize as a combo of “suck it up” and “day off,” is common among the COs that were
interviewed. The CO culture often includes making light about mental health by joking. Humour is
known to deflect stigma, but, among the officers we interviewed, humour was also conducive to
stigma persisting. P430 explained that officers make jokes about those who struggle with mental
health problems, too often recognizing their limited capacity for managing such challenges. In most
cases, these jokes can be interpreted as dismissing the importance and seriousness of mental health
and thus downplaying or distracting from help seeking efforts. Officers also encourage negative
coping strategies such as drinking: “There’s a lot of jokes about [mental health], like ‘I need to go
home and have wine.’” To reduce the stigma, P430 suggested that someone who “has respect within
the culture” needs to validate the importance of keeping mentally healthy to make it “mainstream.”
Otherwise, according to her, mental health becomes “one of those things [that] the management puts
up [with]” because they are obliged to do so. She also mentioned that mental health strategies, when
imposed top-down in an environment that is “already” “polarized” between management and staff,
may be ineffective, despite best intentions.
Similarly, P8 mentioned that “a lot of people” joke about mental health. P8 explained those jokes
as resulting from officers who allegedly abused their right to stress leave: “There are people who
apparently have taken like advantage of those kind of like stress leave and stuff.” Giving a “prime
example” of a rumoured CO from another institution, P8 said that “everyone always makes fun”
of this officer for taking a stress leave after an incident in which he was not involved. Jokes and
humours about stress present a major source of stigma for two reasons: First, they are based on
anecdotal evidence and hearsay. Second, they are guided by misinformation and ignorance about
the development of occupational stress injuries and consequences of potentially psychologically
traumatic event exposures for CO mental health. Officers do not necessarily need to be directly
involved in an accident to develop injuries; like in the vicarious trauma experiences of psychologists,
clinicians, and counsellors, where hearing incidents and scarring stories can be enough to trigger
occupational stress injuries.
Despite joking about mental health, officers tend to agree about the importance of mental health
when asked. For instance, P12 reported that, some of her co-workers did not “encourage” mental
health practices, but most of them were “understanding” about mental health needs:
“People joke about them a little bit .… But, at the same time, people …. I don’t know if everybody
is encouraging it, but people are understanding if you’re not doing well…. [If] you needed a
break or you need whatever people are really good…Very supportive of each other” (P12).
P12’s comments suggested that co-workers understand the importance of mental health and taking
a break but think that the preventative strategies used at work were ineffective. Likewise, P157
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thought that Advanced Mental Strength (AMStrength), a mental health training program offered to
CSC officers during recruitment (Ricciardelli & Adorjan, 2021), “was very silly.” However, P157 reported
that AMStrength instructors also found the program silly, exposing a broader and more concerning
dimension of mental health stigma, that is, its institutional, thus structural, nature: “The people who
taught it to us um, thought that it was very silly and told us so basically. So, we didn’t really take
it very seriously.” Based on our correctional research experience, P157’s comments do not reflect
the average AMStrength instructor, but the possibility of having instructors, even if it is just one,
dismissing the importance of a tool that advances mental health is unacceptable in an environment
that is plagued with operational stress injuries. If the instructors themselves believe that what they
are teaching is ineffective then the recruits will as well. What is key here, is that stigma remains
despite efforts to combat the stigma.
P49 was rather blunt about her opinion on mental health strategies saying that her “honest opinion”
was that “Advanced Mental Strength was just kinda like a joke.” When asked if she and her colleagues
joke about it, she simply replied with a “yep.” P18 made similar comments about AMStrength saying:
“I think we may have joked about it a couple of times amongst my buddies and I, but that’s about it.”
When asked about using pulse checks, a technique learned in AMStrength, P18 replied using humour:
“Yeah, I—fuck, no one’s doing pulse checks. The only time I’ve even done a pulse check is when
an inmate was blue, I checked his pulse. Like I’ve never sat there and closed my eyes in a back
office with my finger on my throat trying to find my pulse like that doesn’t work… [Laughing]
It’s—like—that’s just hilarious and actually now that I’m thinking about that, they’re just
kinda funny. That they even training us on that.” (P18)
Despite presenting stigma as an obstacle to the advancement of mental health in correctional
institutions, participants also highlighted a “shift,” saying that “things are getting better.” For
instance, P49, after acknowledging the shift, explained, in generational terms, that: “There’s a little bit
of a shift. There’s a lot of uh, newer, younger officers getting into the CISM.” P49 also suggested that
the implementation of CISM and the injection of “new blood” into it contributed to reducing the stigma
that surrounds mental health:
“They’re really trying to get it [right]; when I first arrived [in 2018], CISM was nonexistent, but
just the last few weeks there’s been new CISM officers, and they’ve been coming in and talking
to people. I’ve seen a real improvement with that since we had new blood into the CISM office.
People are using it, especially now that there’s new people there.” (P49).
On a similar note, P21 also discussed stigma and the use of mental health supports in generational
terms, suggesting that training new officers counters the “old school” mentality that plague some of
the older officers, in the sense of having longer job tenure:
“I think it’s important that we have the training for new officers. It’s more natural to have
training and take something from it, but for the old officers…. There’s still officers that think
that you’re.…If you need to be on stress leave or whatever because something happened,
you’re just weak, so it’s a good training, but it would be better when all those officers are off
and most of the new officers think that it’s actually good.” (P21).
Acknowledging stigma, P13 showed a positive outlook for the future. P13 suggested that a “wider
societal shift to recognizing mental health” has influenced correctional services. Presenting himself
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against the stigma that prevents numerous officers from seeking help and equating seeking help to
being “a human being,” P13 argued that needing to talk to someone does not make people “crazy:”
“The fact that you have someone to talk to…. It’s not because you are crazy…. [Mental health] is a big
deal; not doing it is what will make you crazy.” Like P49 and P13, P154 also reported that the mindset
is changing within correctional services, suggesting CISM and leave of absence represent potential
triggers of change: “In other ways, I think it’s getting better in regards to our mental health…. Some
people use their leave, and that’s their mental health. Some people go, go talk to people or some
people use CISM.” She concluded saying that she could not think of anything that the “institution
itself could provide” regarding mental health strategies; like several other participants, P154 identified
EAP and CISM as a mental health strategy. When questioned about the potential role of CISM in
reducing stigma, P154 offered thoughtful critiques of CISM. Among them, P154 suggested that
debriefing right after the incident is ineffective because “not everybody’s gonna feel the full effects
of an incident right after the incident.” She also said that the “majority” of people do not want to open
up about their feelings in a workplace: “They don’t want to air that to everybody.” P97 made similar
comments about CISM at his old job saying that they were ineffective because: “I’ve been to them
before in my other job, so it was pretty much the same just to debrief and whatever have you no one
really talks in them.” Before wrapping up the mental health conversation, P154 suggested correctional
institutions need to facilitate psychological services through employee benefit programs.
Discussion and Conclusion
We explored interpretations of stigma and some of the challenges that stigma poses to the mental
health of COs. Our findings corroborate previous studies presenting mental health stigma as a major
factor hindering the officers’ ability to protect themselves and seek help when needed (Ricciardelli
et al., 2021; Tomar et al., 2017; White et al., 2015). Specifically, our findings advance the field of
mental health support in correctional services by highlighting the ambivalent role that professional
and organizational culture plays as a support-system and as a “fertile ground” for stigma. Echoing
previous research, our findings demonstrate that stigma still affects the implementation and use of
mental health support services and resources. COs in our study are aware of mental health supports
provided through work and demonstrated their knowledge of the importance of mental health.
However, jokes and the fear of being discredited hinder their ability to care for their mental health.
Essentially, stigma prevents COs from acting to protect their mental health before their conditions
become entirely dire. Preventative treatment would instead reduce the use of leave but is hampered
by mental health stigma and the implications it places on COs.
Stigma appears to be embedded in CO culture in select institutions. Male and female COs, like other
PSP, are often taught to take pride in attributes that underline traditional forms of masculinities
(Jessiman-Perreault et al., 2021). Such attributes emerged in our interviews in the form of comments
that exposed the CO culture for not including open discussion about mental health and mental health
treatment seeking, suggesting such discourse could be emasculating. The “old school mentality,”
which portrays mental health disorders as a sign of “weakness,” was visible in the workplace even
when managers demonstrated support for mental health.
Part of the CO culture, humour and jokes about mental health can present as another barrier
contributing to the persistence of stigma among COs (Ricciardelli et al., 2020). Jokes, however, can
present an upside; while they dismiss the importance of mental health, they also bring mental health
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to the fore in conversations. Nonetheless, most jokes, intentionally or not, perpetuate discrimination
and prejudice against those who care for their mental health, and even continue the spread of
misinformation about occupational stress injuries. For instance, jokes alluding to anecdotal stories
of COs abusing mental health supports suggest that many COs are oblivious to how occupational
stress injuries happen and evolve into a severe stage. Our findings demonstrate that trainers, during
recruitment and onboarding, shall continue to reinforce mental health knowledge and warnings about
the imperative need to observe and attend to mental health. Based on our findings, those in position
of leadership within correctional services need to remain alert about the message they convey to COs;
a leadership style that sets examples certainly will contribute to mitigate stigma within correctional
services.
Although our findings amplify the mental health stigma that mark correctional services, they also
point to an ongoing shift towards the advancement of mental health among newer and younger COs.
This suggests the culture in the institutions may also shift with the new generations of COs, who
appear more amenable to mental health initiatives. Thus, although all COs can benefit from continued
mental health awareness and training, knowledge dissemination activities that target seasoned
officers deserve special consideration and prioritization from correctional agencies.
Our study includes several limitations. We conducted interviews remotely, over the phone, which often
challenged our ability to build rapport with participants. Conversely, in some cases, phone interviews
led to a deeper and more genuine discussion of sensitive topics that may not have been disclosed
in a face-to-face interaction. Another limitation referred to using the workplace as a venue for the
phone interviews. Despite participants taking calls in a private interview room, being at work could
have left participants uncomfortable discussing sensitive topics due to, for example, fear of being
overheard by coworkers or managers. Moreover, we did not analyze data with a gendered lens, such
that we considered differences among participants that emerged in light of their gender. A study of
gender differences in attitudes toward mental health is a warranted area of future research. Finally,
our research was not meant or designed to discuss mental health stigma; instead, stigma emerged
in conversations about mental health. Thus, this study just outlines the presence of mental health
stigma in correctional services and explores some of its implications. An in-depth understanding of
how stigma happens and hinders mental health in correctional institutions remains necessary.
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WHO FAILS TO COMPLETE TUBERCULOSIS TREATMENT IN HAITI’S NATIONAL
PRISON, AND WHAT INNOVATIONS MIGHT IMPROVE SUCCESS?
Haley Kehus, Rollins School of Public Health, Epidemiology Atlanta, GA, USA
Dr. Margaret Bury, Health through Walls, Rue Marcadieu, Port-au-Prince, HT
Dr. Edwin Prophete, Health through Walls, Rue Marcadieu, Port-au-Prince, HT
Laura Dirks, Rollins School of Public Health, Epidemiology Atlanta, GA, USA
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Abstract
Background: This baseline study aims to characterize tuberculosis patients in Haiti’s National
Penitentiary facility who did not demonstrate timely treatment completion.
Methods: Data were collected for every person in Haiti’s flagship correctional facility identified with
tuberculosis disease from 2016-2018. Logistic regression was used to identify factors associated with
not completing tuberculosis treatment while in prison.
Results: From 2016-2018, the in-prison treatment completion rate was 556/661 (84.1%). Extrapulmonary TB (EPTB) patients were twice as likely to not complete treatment in prison as pulmonary
cases (aOR 1.96, 95% CI 1.08-3.52). Patients living with HIV were three times as likely to not complete
treatment as HIV-negative patients (aOR 3.31, 95% CI 1.82-6.02). A subsequent review of records from
a community transitional clinic showed that an additional 7 patients (1.1%) from the cohort completed
treatment after prison.
Conclusions: Tuberculosis treatment completion of 85.2% while in custody for the period 2016-2018
exceeds Haiti’s national average of 79%, but falls short of the World Health Organization’s target of
90% for correctional services. Targeting patients with HIV and/or EPTB for closer monitoring, plus
interventions to finish treatment after release, may push the overall TB treatment completion rate
towards the WHO’s target. To help improve TB treatment completion, this study justified a trial of
Video Direct Observed Therapy.
Keywords: Prison, epidemiology, Tuberculosis, drug treatment, VDOT
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Introduction
Tuberculosis in incarcerated settings
Tuberculosis (TB) leads all infectious diseases in mortality worldwide. In 2018, 1.5 million people died
from TB (WHO, 2019). Furthermore, 1.7 billion have latent TB infection (WHO, 2019). TB is associated
with poverty, both within countries and among nations. The TB incidence for Haiti, the country with
the highest TB burden in the Western hemisphere, was 176/100,000 people in 2018 (WHO, 2019). In
the poorest neighborhoods of Port-au-Prince, the nation’s capital and largest city, TB incidence was
measured as high as 1,165/100,000 people over the three years following the 2010 earthquake (Koenig
et al., 2015).
Within the country’s penitentiary system, TB is more concentrated in Haiti’s largest prison, the
National Penitentiary, compared to the surrounding community in Port-au-Prince. Incarceration,
in general, is associated with an increased risk of TB disease due to the congregate setting and
overlapping risk factors for incarceration and infection. TB spreads easily within correctional facilities,
especially in low-resource settings where there is an increased prevalence of HIV, overcrowding,
insufficient ventilation, poor hygiene, malnutrition, and diminished overall health of incarcerated
persons (Baussano et al., 2010; Gizachew Beza, Hunegnaw, & Tiruneh, 2017; Mabud et al., 2019; Parvez,
Lobato, & Greifinger, 2010; Sosa, Lobato, Condren, Williams, & Hadler, 2008). Additionally, there is
a bidirectional relationship between poor nutrition and TB disease, meaning that TB contributes to
malnutrition, and malnourished patients are more likely to develop severe TB disease and experience
more unfavorable outcomes. A further complication to TB management in corrections is that the
unpredictable nature of prison releases and transfers may interrupt treatment. Without information
on the length of stay, planning for treatment completion is difficult. Incarceration, in summary,
exacerbates the community’s TB burden (Baussano et al., 2010).
The National Penitentiary
The National Penitentiary, the flagship institution run by Haiti’s Directorate of Prison Administration,
is comprised of several buildings, most of which sustained extensive damage during the 2010
earthquake. The housing component consists of open dorms [Figure 1]. These dorms, originally
designed to house 20 men, often accommodate 80-100. This male-only prison, built with a total
capacity of 800 beds, is consistently overcrowded and, from 2016-2018, held an average daily
population of 4,200 men. Lock-downs can last 22 hours in a 24-hour period (BBC, 2017).
Overcrowding is aggravated by the bottlenecked judicial system. About 90% of the prison’s
population is comprised of persons awaiting trial, with prisons outside the country’s capital receiving
persons post-conviction. TB patients faring poorly in provincial prisons are often transferred to the
National Penitentiary facility in Port-au-Prince, where health resources are more accessible. While
in custody, individuals are fed two meals a day: typically, oatmeal in the morning; rice and beans, or
cornmeal in the afternoon. Chicken, beef, or fish may be used for flavoring the dinner, rather than
served as a discrete course. Inadequate nutrition has led to several cases of beriberi, caused by a
thiamine (vitamin B1) deficiency (May, Joseph, Pape, & Binswanger, 2010). Additionally, personal and
facility hygiene is compromised. As of 2019, only one out of three water pumps worked properly.
Access to soap is severely limited and defecation must be done in plastic bags during lockdown
periods. Since 2001, a non-governmental organization, Health through Walls (HtW), has sent staff and
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Housing buildings
1. Admission
2. Dispensair/Klinik
3. Greffe
4. Brick
5. Titanic
6. Bois Vena
7. Hall

Other buildings
A. Entrance
B. Administration
C. Kitchen
D. Medical buildings
E. TB treatment ward
F. Malnutrition ward

Housing Distribution of Men Incarcerated in
Haiti’s National Penitentiary on January 16, 2019
Housing Location
No.
%
Admission
973
24.0
Bois Vena
338
8.3
Brick
386
9.5
Dispensair
215
5.3
Greffe
131
3.2
Hall
451
11.1
Klinik
2
0.0
Titanic
1506
37.2
Isolation
51
1.3
Figure 1: Aerial View of the National Penitentiary and locations of prison buildings (Google Earth 2019)

volunteers into the prison to assist the prison’s healthcare staff (May et al., 2010).
HtW, in conjunction with the AIDS Healthcare Foundation, established a community clinic in Port-auPrince, Klinik Solidarite (Solidarity Clinic), for previously incarcerated individuals. This Clinic accepts
persons with HIV, incompletely treated TB or both after their release. Services at the clinic can help
released persons continue the treatment that they started while in prison. Persons who have not
completed TB treatment at the time of release are informed about how to connect with the clinic upon
discharge.
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Study purpose
In 2018, HtW recruited Emory researchers to assist with an evaluation of their TB program in the
National Penitentiary facility. As a part of a larger evaluation ongoing in Haitian prisons, HtW provided
data for this baseline analysis with the intention that this analysis may inform the next phase of a TB
intervention project. All authors have physically traveled to the National Penitentiary facility.
Methods
Retrospective collection of health data
HtW staff maintain a hand-written registry of all patients with active TB in the prison. Cases are
discovered through the routine screening of people conducted by HtW staff. Every presumptive and
confirmed TB case in the prison is tracked on the registry from the time the person is diagnosed until
they stop their treatment, are released/transferred, die, or are lost to follow-up. HtW staff sent the
registry pages from January 2016 to December 2018 to the Emory-based researchers, who led the
analysis of de-identified data.
The outcome of interest for this analysis is completing or failing to complete the WHO-recommended
TB treatment while in the prison: a) A six-month treatment course that includes isoniazid, rifampin,
ethambutol and pyrazinamide is standard for pulmonary or extrapulmonary TB (EPTB) if drug
resistance is not suspected (WHO, 2010), and b) An eight-month treatment for recurrent TB without
evidence of resistance (WHO, 2010).
Patients were classified as “treated” if they demonstrated a positive smear result prior to starting
treatment and tested negative after treatment. Patients who did not have smear-positive bacilli before
starting treatment, per WHO guidelines (WHO, 2010) were considered presumptive TB cases as they
were diagnosed based on clinical criteria alone. Since these patients could not show a change in
smear post-treatment, their treatment outcome was classified as “treatment terminated” instead of
“treated.” For the purposes of this analysis, both “treated” and “treatment terminated” patients were
considered successfully treated.
Patients who failed to complete treatment included treatment failures, deaths, prison releases, prison
transfers, and unknown/not evaluated outcomes. If a patient was transferred to another correctional
facility, a rare occurrence, or released before completing their regimen, the treatment outcome was
initially classified as unknown. These patients are typically lost to follow-up as there is no formal
mechanism to ensure continuity of care. The Haitian-based investigators, nonetheless, checked logs
of the Klinik Solidarite transition clinic to match the names of released TB patients. If still information
on treatment completion was not found, the names were then submitted to the national TB registry,
Program National de Lutte contre TB Haiti, for possible confirmation of treatment completion.
Possible covariates (i.e., factors influencing the outcome) were identified based on a literature review
but were limited to those available in the national TB registry. For each patient, the registry included:
age, pre-treatment housing location, treatment start date, TB case category (new or retreatment
case), TB type (pulmonary or EPTB), pre-treatment GeneXpert, pre-treatment weight, smear at 2, 3
and 5 months, weight at 2 months, smear post-treatment, weight post-treatment, HIV status, date of
HIV test, and treatment outcome.
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“Housing location” at the prison was deemed non-identifiable because as many as 100 individuals
may be in a multi-occupancy cell at any given time. Furthermore, pre-treatment housing assignments
were not fixed, so therefore, it would not be feasible to identify a patient based on a past housing
assignment.
Patients were categorized as new TB cases if they had no prior history of diagnosis/treatment, or as
retreatment cases if they had a prior history of TB disease treated for at least one month.
TB types included pulmonary, either laboratory-confirmed or clinically diagnosed, and EPTB cases.
All data entered into the database were reviewed for errors and inconsistencies by checking outof-range values for variables, inconsistent spelling of word strings, and cross tabulations to ensure
proper coding of variables.
Data analysis
Univariate logistic regression was used to determine which, if any, covariates were significantly
associated with incomplete treatment in prison. Odds ratios were considered significant using an
alpha level of 0.05. A final model was compiled using multivariate logistic regression and backwards
elimination to determine risk factors for failing to complete treatment in prison.
Based on the results of the univariate logistic regression, the following covariates were considered
for the full model: age, TB case category, TB type, and HIV status. These covariates were assessed for
collinearity, effect modification, and confounding. Evidence suggested that age was a confounder (i.e.,
age alone, and not TB category or type, or HIV status, could affect the outcomes), so age-adjusted and
crude estimates were found using the final multivariate logistic regression model.
A secondary analysis, using a McNemar chi-squared test, was conducted to explore if mortality rates
differed by TB type, TB case category, or HIV status. Cox regression analysis was used to determine if
any covariates significantly affected the time to complete treatment in prison.
Institutional Review Board
The Emory University Institutional Review Board reviewed and approved this study.
Results
Distribution of tuberculosis cases
Out of the 661 patients, 556 (84.1%) completed treatment while in prison and 105 (15.9%) did not.
New diagnoses comprised 536 out of 661 (81.0%) cases and 124 (18.8%) cases were determined as
retreatment [Table 1]. Eighteen out of 124 (14.5%) retreatment cases failed to complete treatment
in prison. Eighty-six out of 536 (16.0%) new cases failed to complete treatment in prison. For the
entire cohort, pre-treatment ages ranged from 18-71 years (mean 31 years [S.D. 8.0]). Pulmonary
TB accounted for 535 (85.9%) of the cases and EPTB for 88 (14.1%) of the cases. Additionally, 554
patients (89.1%) were HIV-negative and 68 (10.9%) were living with HIV; HIV status was missing for 39
(6.0%) cases.
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Out of the 105 patients who did not complete treatment in prison, 52 (49.5%) were released, 32
(30.5%) died, 2 (1.9%) were transferred, 3 (2.9%) had treatment failures, and 16 (15.2%) were lost to
follow-up [Table 2].
Table 1: Characteristics of Men Incarcerated in Haiti’s National Penitentiary and Diagnosed with Tuberculosis
from January 2016 to December 2018

Variable

No.

%

Age (years)
Missing
15-25
26-29
30-34
35+

18
173
163
151
156

26.9
25.4
23.5
24.3

Missing
New Case
Retreatment Case

1
536
124

81.2
18.8

Missing
Pulmonary
Extra-Pulmonary

38
535
88

85.9
14.1

Missing
Negative
Positive

39
554
68

89.1
10.9

HIV-Positive & Pulmonary
HIV-Positive & Extra-Pulmonary
HIV-Positive & New Case
HIV-Positive & Retreatment Case

51
12
53
15

Missing
Admission
Bois Vena
Brick
Dispensair
Greffe
Hall
Klinik
Titanic

403
15
10
52
77
2
11
8
83

5.8
3.9
20.1
29.8
0.8
4.3
3.1
32.2

Missing
38-49
50-54
55-60
60-83

163
130
137
115
116

26.1
27.5
23.1
23.3

TB Case Category

TB Type

HIV Status

Cell Block

Pre-treatment weight (kg)

180

Article 12: Who Fails to Complete Tuberculosis Treatment in Haiti’s National Prison,
and What Innovations Might Improve Success?
Table 2: Tuberculosis Treatment Outcomes of Men Incarcerated in Haiti’s National Penitentiary from January
2016 to December 2018

Treatment Outcome

No.

Completed Treatment

%

Treated
Treatment Terminated*

556
405
151

84.1
61.3
22.8

Did Not Complete Treatment
Released
Died
Transferred
Treatment Failure
Unknown

105
52
32
2
3
16

15.9
7.9
4.8
0.3
0.5
2.4

*In accordance with WHO guidelines, presumptive TB cases without a
positive smear prior to starting treatment are classified as treatment
terminated after 6 months of treatment

Univariate logistic regression
Failing to complete treatment was significantly associated with TB type and HIV status [Table 3].
EPTB cases were 1.76 times less likely to complete treatment than pulmonary TB cases (P=0.0424).
Individuals living with HIV were 3.19 times less likely to complete treatment than those who were HIVnegative (P<0.0001). The odds of failing to complete treatment increased with increased age at start of
treatment, however, this association was not significant. Retreatment cases were slightly more likely
to complete treatment than new cases, but this association was also not significant.
Multivariate logistic regression
EPTB patients and patients living with HIV were significantly less likely to complete treatment in
prison [Table 4]. EPTB cases were almost twice as likely to not complete treatment as pulmonary
cases (aOR 1.96, 95% CI 1.08-3.52).
Patients living with HIV were about three times as likely to not complete treatment as HIV-negative
patients (aOR 3.31, 95% CI 1.82-6.02). The confounding assessment presented evidence that age may
be a confounder of the relationship between TB type, HIV status, and not completing treatment in
prison, so estimates were adjusted for patient’s age at the start of treatment. The adjusted estimates
provided more precise estimates (narrower confidence intervals).
McNemar chi-squared test
An additional analysis explored mortality rates by TB type, TB case category, and HIV status using a
McNemar chi-squared test. The test found that mortality rates were significantly lower for pulmonary
versus EPTB cases, new versus retreatment cases, and persons without HIV infection versus those
living with HIV.
Cox regression analysis
Cox regression analysis was conducted to investigate who may take longer to complete treatment in
prison. Only TB case category (new cases versus retreatment cases) was significantly associated with
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Table 3: Univariate Regression Analysis of Not Completing Tuberculosis Treatment and Covariates among Men
Incarcerated in Haiti’s National Penitentiary and Diagnosed with Tuberculosis from January 2016 to December
2018

Completed
Treatment
No.
%

Variable
Age (years)
15-25**
26-29
30-34
35+
TB Case Category
New Case**
Retreatment Case
TB Type
Pulmonary**
Extra-Pulmonary
HIV Status
Negative**
Positive
Cell Block
Admission**
Bois Vena
Brick
Dispensair
Greffe
Hall
Klinik
Titanic
Pre-treatment weight, kg
60-83**
38-49
50-54
55-60

Did Not Complete
Treatment
No.
%

OR (95% CI)

148
140
130
126

27.2
25.7
23.9
23.2

25
23
21
30

25.3
23.2
21.2
30.3

1
1.11 (0.92, 1.35)
1.24 (0.85, 1.81)
1.38 (0.78, 2.43)

450
106

80.9
19.1

86
18

82.7
17.3

1
0.89 (0.51, 1.54)

454
67

87.1
12.9

81
21

79.4
20.6

1
1.76 (1.02, 3.02)

490
48

91.1
8.9

64
20

76.2
23.8

1
3.19 (1.78, 5.71)

14
9
48
57
2
9
7
79

6.2
4
21.3
25.3
0.9
4
3.1
35.1

1
1
4
20
0
2
1
4

3
3
12.1
60.6
0
6.1
3
12.1

1
1.56 (0.08, 28.15)
1.17 (0.12, 11.30)
4.91 (0.61, 39.78)
0
3.11 (0.24, 39.54)
2.00 (0.12, 36.95)
0.71 (0.07, 6.82)

104
110
115
103

24.1
25.5
26.6
23.8

12
20
22
12

18.2
30.3
33.3
18.2

1
1.01 (0.80, 1.28)
1.02 (0.63, 1.64)
1.03 (0.50, 2.11)

*Significant at alpha level 0.05
**Reference group

Table 4: Adjusted and Unadjusted Multivariate Models for Failing to Complete TB Treatment and Covariates
among Men Incarcerated in Haiti’s National Penitentiary and diagnosed with Tuberculosis from January 2016 to
December 2018

Exposure Classification
TB Type
Adjusted**
EPTB v. Pulmonary TB
Unadjusted
EPTB v. Pulmonary TB
HIV Status
Adjusted**
Positive v. Negative
Unadjusted
Positive v. Negative

Estimate

P-value

OR

(95% CI)

0.72

0.0179*

2.05

(1.13, 3.72)

0.67

0.0250*

1.96

(1.08, 3.52)

1.09

0.0006*

2.98

(1.60, 5.54)

1.2

<0.0001*

3.31

(1.82, 6.02)

**Adjusted for patient's age at start of treatment
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time to complete treatment (P<0.0001). Cox regression was then limited to newly diagnosed cases.
Age, TB type, HIV status, housing location, and pre-treatment weight were not significantly associated
with time to complete treatment in prison.
Treatment after prison
Of the 52 persons in the study cohort who were released before treatment completion, we identified
seven (1.1% of entire cohort) who finished TB treatment in the transition clinic. This brought the total
number of persons identified by HtW as treatment completers to 563 (85.2%) patients. No additional
treatment completers were found, in spite of efforts to submit names to the National TB Registry.
Discussion
From 2016-2018, the National Penitentiary facility achieved 84.1% treatment completion with the
assistance of HtW. This level of treatment completion is commendable, given Haiti’s national average
of 79% (WHO, 2019). Although impressive, we believe that there is room for improvement to reach the
WHO’s and TB target of successfully treating 90% of incarcerated people with TB (STP, 2015).
The results of the regression analysis indicate that the individuals who are less likely to complete
treatment in prison are EPTB cases and persons living with HIV. The statistically significant difference
in mortality rates by TB case category and HIV status indicates that these individuals are also more
likely to die due to the advanced disease, which explains much of their failure to complete treatment.
Retreatment cases are significantly likely to take longer to complete treatment than new cases, an
expected result since regimens have more doses; however, treatment completion rates do not differ
significantly based on retreatment status. Interventions targeting persons living with HIV and/or
EPTB cases may improve the prison’s TB treatment completion rate and help achieve the WHO’s 90%
target.
Possible interventions could involve additional patient education to improve treatment adherence
and ensure that interruptions in care are minimized (Basu, Stuckler, & McKee, 2011; CDC, 2006). As
noted above, treatment is often challenging in provincial prisons. Transporting TB patients faring
poorly to the National Penitentiary may improve regular access to care. Nonetheless, waiting until the
transfer before treatment is routinized may be an unnecessary delay if care in remote prisons could
be improved. Interventions to enhance monitoring of adherence if released from confinement prior to
treatment completion could also improve outcomes.
We recommend improving linkage systems to ensure continuity of care. Linkage systems would
ideally notify prison staff when a person undergoing treatment is transferred, therefore preventing
disruptions in their treatment. Another important facet of care continuity is discharge planning, which
is linking formed incarcerated people living with TB disease to health care upon release (CDC, 2006). In
this regard, the presence of Klinik Soliderite has ameliorated continuity of care issues, however, there
is still no record for a substantial number of released subjects.
After completion of this baseline study, HtW implemented a TB-Reach funded project that explored
a digital Directly Observed Therapy solution: Video Directly Observed Therapy (VDOT) for TB
patients who are incarcerated in the provincial prisons or who are about to be released from the
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National Penitentiary. VDOT permits healthcare workers to watch remotely and asynchronously
digital recordings of patients swallowing doses of TB medications. VDOT has been shown to improve
treatment adherence in low-resources settings as it requires fewer resources and provides more
flexibility for the monitoring of adherence (Garfein et al., 2015). VDOT, therefore, could improve
continuity of care for justice-involved Haitians as it will allow healthcare staff to intervene if doses are
missed.
We hypothesized that non-healthcare personnel, such as correctional officers in a prison, could make
the recordings using a tablet device, and send the recordings to a central healthcare office when an
internet connection is accessible. Based on our findings in this baseline study, patients with EPTB
and/or those living with HIV should be targeted for participation in the VDOT project and given
assistance with discharge planning.

Figure 2: Schematic of Video Direct Observed Therapy Program for TB Medications.
(Figure courtesy of Myrna del Mar González-Montalvo, MPH. Reviewed by Kelly Collins PhD.)
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Preliminary results of the VDOT project, presented at a scientific conference (Spaulding, 2021), are
promising. The VDOT project helped with documenting treatment completion when healthcare
workers were not on site at remote prisons. We found this to be the case not just when facilities
had insufficient staff assigned to oversee treatment, but also during times of political unrest, when
associated road closures led to assigned staff not able to travel to work. An analysis of final outcomes
is pending. Other tragedies have now unfolded in Haiti—the assassination of the president and
another devastating earthquake. These have led to continued challenges with transportation. Having
ways to monitor patient treatment remotely remains important.
The analysis of baseline data in this report demonstrates the impact of non-governmental
organizations, like HtW, that work with prisons to achieve the WHO’s end TB targets (WHO, 2010).
Since this analysis found that individuals living with HIV were less likely to complete treatment in
prison, these results emphasize the importance of HIV testing in prisons, an intervention that HtW has
sustained. With a higher treatment completion rate, the risk of TB transmission is lowered and the
potential for MDR TB is lessened, thereby improving the safety for all incarcerated individuals at this
facility and for the communities into which they are released.
Limitations
There are several limitations to this analysis and its findings. First, the data available for analysis
was limited to covariates collected in the national TB registry. Additionally, there was no baseline
assessment of knowledge, attitudes, or behavior of participants and, furthermore, there was no
available adherence data.
Patient outcomes may have been misclassified as the data were extracted from a hand-written
registry susceptible to human error. Patients who were released or lost to follow-up may also have
been misclassified if they completed their TB treatment, but the outcome could not be evaluated
by the investigators. The registry failed to list the year of entry for the patients, and thus time
since entry was unavailable for analysis, even though it could have been a predictor of treatment
completion. Without the date of prison entry, it is not possible to determine if TB cases were
diagnosed during entry or at some other time during their confinement. Most health assessment
occurs during entry procedures, so individuals with under-treated TB may pass through intake
screening but later develop active TB disease. Additionally, comorbidities such as HIV or malnutrition
may also lead to TB activation during a prison stay. A delay in diagnosis after TB activation could
explain why individuals with HIV were less likely to complete treatment in prison.
Conclusions
• The completion rate for TB treatment in the main prison of this low-resource nation exceeded
that in the community.
• This rate, nonetheless, falls short of the World Health Organization’s target of successfully
treating 90% of TB cases.
• Interventions such as VDOT could improve a prison’s TB treatment completion rate, especially if
targeted to those at higher likelihood of non-completion due to early release or death: persons
living with HIV and/or those with EPTB.
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CAN PHYSICAL HEALTH RISK FACTORS AND SOCIAL CHARACTERISTICS OF A
COMMUNITY INCREASE THE LIKELIHOOD OF RECIDIVISM? AN EXAMINATION OF
2018 RELEASES FROM 5 CONTRACTED FLORIDA PRISONS
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Jessica Rich, Florida State University

Abstract
The study examines how physical health risk factors and social characteristics predict recidivism
for individuals released from five contracted Florida prisons. The Geographic Information System
(GIS) model-assisted to identify hot spots of returning citizens, and a negative binomial regression
measured the impact of physical health risk factors and social characteristics, i.e., poverty and
race, on recidivism. The results reveal an association between physical health risk factors, social
characteristics, and recidivism. Our findings expand literature and contribute to advancing policies in
prisoner reentry that focus on an all-encompassing comprehensive plan for returning citizens.
Keywords: Communities, physical health risk factors, social characteristics, recidivism

188

Article 13: Can physical health risk factors and social characteristics of a community
increase the likelihood of recidivism? An examination of 2018 releases...
Introduction
In 2017, approximately 626,000 incarcerated individuals in the United States (US) were released from
prison and re-entered communities as returning citizens (Bronson & Carson, 2019). The transitional
challenges from incarceration back into the community presents countless impediments for
returning citizens. Some of the obstacles encountered include stable employment, housing, reliable
transportation, sobriety and substance abuse, mental health and physical wellness, and family
reunification barriers (Hammett, Roberts, & Kennedy, 2001; Lurigio, Rollins, & Fallon, 2004; Willis &
Grace, 2009). These challenges can have a lasting impact on recidivism rates in these populations.
In addition, many individuals return to communities characterized by high poverty rates, racial
disparities, and housing instability. Kubrin and Stewart (2006) found those who returned to
neighborhoods with higher poverty rates and racial disparities were more likely to recidivate
than those who returned to affluent communities. Additionally, returning citizens often re-enter
communities permeated with public health problems while facing individual health concerns, i.e.,
diabetes, asthma, cancer, adding another risk factor for recidivism (Kubrin and Stewart, 2006).
The accumulation of these acute challenges often leads to a failure in successful post-release
reintegration.
While many studies (Listwan, Sundt, Holsinger, & Latessa, 2003; Ulmer, 2001; MacKenzie, Browning,
Skroban, & Smith, 1999; Berghuis, M & Huff-Corzine, 1997; Irish, 1989; Clarke, Yuan-Huei, & Wallace,
1988) have sought to determine the individual characteristics that increase the risk of recidivism,
there is a significant gap in research on the impact of communities on re-offending. In fact, there is
a scarcity of studies that explicitly examine both the physical health risk factors, such as a lack of
health insurance and the socio-demographic makeup of a community.
Accordingly, the purpose of the present exploratory study was twofold: (1) to determine the
spatial distribution of recidivism for returning citizens of five contracted Florida (FL) prisons; (2) to
examine if social and physical health characteristics of a neighborhood have an effect on recidivism.
Understanding how the two determinants affect recidivism for released individuals can provide insight
to advancing public health.
Physical Health Risk Factors of a Community
Access to healthcare services shifts in accordance with socioeconomic and demographic factors in
communities. Returning citizens who re-enter the community are often susceptible to the influence of
their community; these environments are frequently composed of physical health risk factors, such as
chronic diseases and mortality (Sampson, Morenoff, & Gannon-Rowley, 2002). In fact, communities are
often characterized by individuals who lack the resources and access to health insurance resorting to
treatment outside of their communities.
In the US, seventy to ninety percent of individuals are released with no health insurance and resort to
costly emergency medical services (Young & Weinert, 2016). Although more than thirty states in the
US offer Medicaid healthcare benefits for inmates before their release, most bypass the opportunity
to enroll in the healthcare benefits given their lack of knowledge on the importance of these services
(Young & Weinert, 2016). In addition, individuals who take advantage of the healthcare benefits
encounter other challenges, such as suspension or termination of the benefits for failing to complete
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or submit documents on time (Young & Weinert, 2016).
The absence of health insurance can likely increase vulnerability for criminal behavior postincarceration (Young & Weinert, 2016). Yet, there is scant research on how community characteristics
can influence the ability to obtain health insurance, and in turn, the likelihood of a return to custody.
For instance, Freudenberg et al. (2005) found that having health insurance significantly reduces the
likelihood of recidivism for up to fifteen months after release (Freudenberg, Daniels, Crum, Perkins,
and Richie, 2005). Similarly, Fu et al. (2013) noted that individuals who had health insurance within
the first thirty days of release had a longer time to reincarceration and lower risk of recidivism (Fu,
Herme, Wickersham, Zelenev, Althoff, Zaller, Bazazi, Avery, Porterfield, Jordan, Simon-Levine, Lyman, &
Altice, 2013). Releasing individuals to disadvantaged communities can put them at risk to community
stressors and provide limited opportunities for employment which typically provide medical benefits.
Moreover, several studies have emphasized the impact of physical health effects on an individual’s
risk of recidivism. Wang and Green (2010) indicated that incarceration plays a vital role in aggravating
chronic diseases. Their findings suggested a meaningful relationship between incarceration history
and asthma prevalence (Wang & Green, 2010). In addition, Frank et al. (2013) examined the relationship
between asthma prevalence and neighborhood incarceration rates and found there was a spatial
clustering of asthma prevalence and incarceration in specific neighborhoods (Frank et al., 2010).
Though these studies reflect the use of individual physical factors, this study addresses how physical
health risk factors in a community increase the likelihood of recidivism.
Social Characteristics of a Community
Over several decades, there has been considerable attention on how specific neighborhood
characteristics affect recidivism. For instance, Sampson and Wilson (1995) found poverty combined
with factors such as family disruption, racial disparities, and residential mobility resulted in
neighborhood disruption. Further, they posited that these factors lead to higher rates of crime
and violence and further produce disintegration of the neighborhoods as residents move out of the
community (Sampson & Wilson, 1995).
Additionally, residents that are unable to move out become segregated and poverty becomes more
concentrated in these neighborhoods (Massey, 1990; Massey & Denton, 1993). Neighborhoods,
which are partially deserted (Wilson, 1987, 1996), contain remaining residents that struggle with
devalued and vacant properties, and lack of employment opportunities. Further, the communities fail
at attracting businesses, recruiting, and retaining employees and volunteers, which can adversely
affect an offender’s rehabilitation (Dickey, 2003; New York City Department of City Planning, 1993).
Consequently, the referenced factors contribute to the substantial challenges of re-entry in that they
limit available resources, including social and health services, to released citizens.
Minority groups are often disproportionately affected by the consequences of concentrated poverty
in communities (Sampson, Morenoff, & Raudenbush, 2005). The concentration of poverty, extremely
low employment rates, and low educational attainment can provide explanations for racial disparities
and the risk of recidivism in disadvantaged communities. Numerous studies (Sampson, Morenoff,
& Raudenbush, 2005; Massey & Denton, 1993; Akins, 2009) have assessed racial heterogeneity in
neighborhoods and found support that heterogenous communities have higher rates of recidivism.
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Racial differences in communities and the offending rates are often explained by having fewer social
ties among residents, thus, contributing to less informal social control. Thus, when informal social
control is absent, individuals residing in a specific community do not feel the responsibility for the
behavior of its other members (Sampson, Morenoff & Raudenbush, 2005).
Geographical Information System (GIS) in Reentry
Studies (Fogel et al., 2021; Berghuis, 2018; Gust, 2012; Morenoff & Hardingm 2014; Mellow et al, 2008)
have recently started to focus on the spatial influence of social characteristics on individuals who
are returning from prison. Tools such as GIS, have become an effective method to explore the social
characteristics of the communities where formerly incarcerated individuals are released and assist
in identifying resources available in the community. For example, building on the work of Mellow,
Schlager, and Caplan (2008), Fogel, Lersch, Ringhoff, and Grosholz (2021) utilized GIS to develop an
understanding of the neighborhoods where recently incarcerated individuals were released to, the
characteristics of the community and availability of resources.
First, they found that most individuals were released to the same disadvantaged neighborhoods
where they resided in before their incarceration period (Fogel et al., 2021). Second, the neighborhoods
the returning citizens released to had high levels of social and health disparities increasing the risk of
recidivism (Fogel et al., 2021). This study continues to expand on the work by Mellow et al., (2008) and
Fogel et al., (2021) by utilizing GIS to explore both the physical and social factors and their impact on
recidivism.
The Current Study
Individual factors such as employment, transportation, and housing are often measured in the
recidivism literature; outside factors that make up communities, such as physical risk factors
and social factors, are missing from the analysis. Given returning citizens re-enter the community
with individual issues, fragmented unhealthy communities can further lead to potential failure to
reintegrate into the community successfully (Kubrin and Stewart, 2006).
Therefore, in the present study, GIS was utilized to identify the spatial distribution of the citizens
returning to the community. Additionally, the physical health risk factors were examined, including
the prevalence of chronic diseases and a lack of health insurance, and how social characteristics of a
community, such as poverty rates and race, impact recidivism.
Study Site
In 2016 Florida released 28,155 individuals predominantly to a community within the state (Florida
Department of Corrections, 2020). Although Florida provides rehabilitative services within and outside
correctional facilities, some factors are out of the state’s control post-release. For instance, citizens
often return to disadvantaged geographic locations that lack resources and are infested with health
risk factors.
Additionally, some individuals are released with health-related challenges; for instance, in Florida,
there has been an increase in the number of offenders entering prisons over the age of 50 and later
released to the community with mild and chronic health conditions (Rose, Dawley, Wright, & Engel,
2017). Given that chronic conditions emerge in middle age from unhealthy lifestyles, lack of regular
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physical activity, and consumption of unhealthy foods, returning citizens face an even greater
risk when they return to communities permeated by health risk factors. Hence, a combination of
the community conditions and personal challenges make it difficult for individuals to successfully
reintegrate into society, affecting their ability to avoid re-offending. Considering these challenges
faced by returning citizens, the setting is quintessential for further study.
Data
Data for the current study was collected for adult males released in 2018 from five contracted Florida
prisons. The release address for each returning citizen utilized was from Florida’s Department of
Corrections public website. In 2018, 838 out of 2,131 individuals released that provided an address
were included in this study. The recidivism period examined was from January 1, 2019, to June 30, 2021,
providing a returning offender with at least two years and six months in the community.
Dependent Variable
The dependent variable is recidivism or a return to Florida state custody. Florida Department of
Corrections (DOC) defines recidivism as a return to prison resulting from either a new conviction or
a violation of post-prison supervision within two years six months of their prison release date. The
follow-up periods are calculated from prison release date to the date of readmission to prison (Florida
Department of Corrections, 2020).
Independent Variables
The physical health risk factors dataset was collected from the Centers for Disease Control and
Prevention (CDC), Division of Population Health, Epidemiology and Surveillance Branch (2020). The
dataset covered the entire US using zip code tabulation areas (ZCTA) levels. The original dataset
contained 28 variables for health outcomes, preventive services, and unhealthy behaviors. However,
the variables used in the study included asthma, diabetes, cancer, and lack of health insurance since
the other variables demonstrated association in the correlation matrix.
The study used 12 measures collected in Simply Analytics (2021) to empirically test the predictors
that contribute the most to the spatial patterning of recidivism for releases from five contracted FL
prisons. The following characteristics are categorized within the two main indexes: concentrated
disadvantage and racial and ethnic heterogeneity.
Concentrated Disadvantage included the percentage of families below the poverty line, female-headed
households, households receiving public assistance, residents ages 16 and older who are unemployed,
and residents ages twenty-five and older with bachelor’s degree or higher. The variable was
created by summing all the standardized z-scores and dividing the total by five. For racial and ethnic
heterogeneity, an index was created using Agresti and Agresti’s (1978) index of qualitative variation
(IQV). Six racial/ethnic groups were included in the index: non-Hispanic white; non-Hispanic black; nonHispanic other; Hispanic white; Hispanic black; and Hispanic other.
Control Variables
The study used population density as a control variable. Population density per square mile was
available in Simply Analytics (2020). Moreover, since recent research has produced evidence of the
interdependency of neighborhoods, particularly what occurs in one neighborhood affects what
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happens in neighboring communities (Peterson & Krivo, 2009; Tita & Greenbaum, 2009), it was critical
to add the spatial lag. In this study, the lag helps account for the observations, given they are not
independent of one another by reducing bias and inconstancy in the results (Anselin, 1995).
Spatial & Statistical Analysis
To examine the relationship between physical health and social characteristics and return to custody
rates, the data used include health risk factors for Florida in 2019. Given that this was an exploratory
study and individuals released from the prisons are released throughout Florida, the unit of analysis
used was zip codes instead of a smaller unit of analysis such as census tracts or blocks. In the US, zip
codes are organized by groups of residents into easily large accessible blocks for mail services (Curiel
& Steelman, 2018). Further, healthcare data is aggregated by zip codes to adhere to privacy protocol
and prevent unwanted disclosure of patient identity (Deka, 2020).
Hotspot mapping (Caplan & Moreto, 2012) was used to analyze the spatial distribution patterns of
high recidivism geographical areas. The kernel density estimation (KDE) tool within the ESRI ArcGIS
10.2 software generates a hotspot map illustrating how several zip codes have a large number of
recidivism incidents, i.e., hot spots, causing a significant concentration. Thus, as the density of the
recidivism incidents increases within a zip code, the mapping tool uses darker colors to illustrate the
concentration.

Figure 1: Releases and Recidivism Map
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Table 1: Descriptive Statistics of Recidivism, Physical Health Risk Factors and Social Characteristics
Mean

Dependent Variable
Count of Recidivism by Zip Code

.17

.660

0

11

Physical Health Risk Factors of a
Community
Lack of Health Insurance (%)
Asthma Prevalence (%)
Cancer Prevalence (%)
Diabetes (%)

21.70%
8.93%
7.55%
12.44%

6.36
1.00
2.29
2.94

8.4%
6.3%
.8%
1.4%

51.8%
13.3%
16.9%
25.3%

Social Disorganization
Concentrated Disadvantage
Racial/Ethnic Heterogeneity (%)

.010
46.84%

.458
.22

-1.11
00.00%

2.44
88.86%

Control Variables
Population
Population Density (Pop/Sq. Mi.)
Spatial Lag (Queen)

22,819
2,259
.19

SD

Florida
Min

Variable

16,501
3,050
.39

2
1
0

Max

78,184
42,140
4.00

Notes: The zip code is the unit of analysis for Florida (N=927); SD=standard deviation.

Additionally, a spatial autocorrelation tool in the GeoDa software was utilized to compute the
local Moran’s I (also referenced as LISA). Spatial autocorrelation examines the similarities between
neighbors (e.g., zip codes) and common features (e.g., income, education, etc.) at a geographical scale.
Also, as part of the spatial autocorrelation analysis, defining neighbors to each zip code must first be
determined. The queen weight matrix option was chosen since it is all-encompassing and includes all
neighbors with a common border or a point to each zip code.
Further, the LISA for each observation indicates the extent of significant spatial clustering of similar
values around the observation (Anselin, 1995). We found statistical significance was found for the 2018
Florida releases (LISA= 0.1524, z=7.3958, p< 0.001). Given the statistical significance of LISA, a spatial
lag was computed to address spatial correlation. Hence, the lag was added to the regression model to
help control and validate the model.
Lastly, to predict the significance of the clustering of recidivism and assess the influence of sociodemographic and environmental factors, a negative binomial regression model in the IBM® Statistical
Package for the Social Sciences (SPSS) was employed. The model was appropriate in this study since
it is designed to analyze over dispersed and count data. The analysis combined recidivism incidents by
zip code, i.e., the count of incidents per zip code.
Results
Descriptive Statistics
The descriptive statistics for all the variables are displayed in Table 1. The number of individuals that
returned to Florida state custody aggregated by zip code ranging from 0 to 11 with a mean of .17
incidents across 927 zip codes in Florida.
Figure 1 provides two choropleth maps that illustrate a comparison of releases and return to custody
rates by zip codes. The top three zip codes of releases include Pensacola, Daytona Beach, and Fort
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Table 2: Spearman correlations among the outcome and predictor variables (N=927 zip codes).

1. Recidivism
2. Population Density (square mile)
3. Concentrated Disadvantage
4. Racial Heterogeneity
5. Lack of Health Insurance
6. Asthma Prevalence
7. Cancer Prevalence
8. Diabetes Prevalence
9. Spatial Lag (queen)

1

2

3

4

5

0.034
.139**
.088**
.097**
.194**
-.103**
0.046
.317**

.287**
.302**
0.048
-.308**
-.224**
-.205**
-.083*

.455**
.524**
.383**
-.456**
.205**
.094**

.526**
.204**
-.589**
-.083*
0.053

6

.532**
-.513**
.446**
.068*

-.150**
.523**
.250**

7

.371**
-.096**

8

0.057

Lauderdale. Although Pensacola has the most sizable number of releases, Fort Lauderdale has the
highest return to custody rate (Returned to Custody: 5, Releases: 16, 31% returned to custody in 2
years, 6 months).
For lack of health insurance, the mean was 21.7% among adults aged 18-64 on average that lacked
access to health insurance in the state of Florida with a minimum of 8.4% and a maximum of 51.8%.
Moreover, the physical characteristics of the zip codes were among adults aged 18 years and older.
Table 3: Negative Binomial Regression Model of Count by Zip Codes for Recidivism

FL

B
-.048
.578 ***
-.122
.023
-.006
.968
0.00001
.905 ***

SE
.031
.164
.112
.072
.257
.571
.00004
.176

IRR
.953
1.783
.885
1.024
.994
2.632
1.000
2.473
123.487

Lack of Health Insurance
Asthma Prevalence
Cancer Prevalence
Diabetes Prevalence
Concentrated Disadvantage
Racial/Ethnic Heterogeneity
Population Density (Pop/Sq. Mi.)
Spatial Lag (Queen)
Likelihood Ratio X2(8)
Negative Binomial: (*) p < .05; (**) p < .01; (***) p < .001. The zip code is the
unit of analysis for Florida (N=927); SE=Standard Error; IRR=Incidence Rate Ratio
Asthma prevalence for all zip codes included a mean of 8.93% with a minimum of 6.3% and a maximum
of 13.3%. Further, the mean for cancer prevalence (excluding skin cancer) was 7.5% with a minimum of
.8% and a maximum of 16.9%. The mean prevalence of diagnosed diabetes was 12.4% with a minimum
of 1.4% and a maximum of 25.3%.
The concentrated disadvantage for Florida had a mean of .010. For racial and ethnic heterogeneity,
a mean of 46.8% is evident. Further, Figures 1a and 1b show a kernel density map displaying the hot
spots for concentrated disadvantage and racial heterogeneity. Kernel density explores the density
of recidivism occurrences on zip codes. For instance, recidivism occurrences do not appear to occur
often in highly concentrated disadvantaged zip codes. However, recidivism appears to be spatially
distributed in areas with higher heterogeneity, i.e., zip codes with higher diversity.
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Bivariate Analyses
The associations between recidivism and independent variables were weak or moderate (see Table 2).
Recidivism was positively associated with concentrated disadvantage, racial heterogeneity, lack of
health insurance, asthma prevalence, diabetes prevalence, spatial lag and negatively associated with
cancer prevalence.

Figure 2a: Concentrated Disadvantage (CD) and Recidivism

Multivariate Analyses
A negative binomial regression was employed to examine return to FL state custody incidents in
zip codes of Florida. In total, 108 zip codes experienced at least one incident of recidivism, and 819
zip codes experienced zero incidents, with a total of 927 zip codes. The results were statistically
significant with a likelihood ratio X2(8) = 123.487, p < .001 (see Table 3).
The findings indicate significant results for physical risk factors and marginal significance for social
characteristics. The first result that emerges from the regression analysis includes asthma as a
significant physical health risk factor. The model predicted, controlling for all other independent
variables included in the model, that each additional one-unit increase in asthma prevalence is
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Figure 2b: Racial Heterogeneity and Recidivism

associated with a 78.3% increase in the likelihood of recidivism in the zip code, all else being equal
(IRR=1.783; p < .001). This model did not find a significant association between lack of health insurance,
cancer, diabetes, and recidivism in a zip code.
Moreover, the regression model revealed the index for racial and ethnic heterogeneity, proved to have
significance. Controlling for all other independent variables included in the model, a unit increase in
racial and ethnic heterogeneity is associated with 163.2% greater odds of individuals returning to FL
state custody occurring in a that zip code (IRR=2.62; p < .10). This is a marginal significance given that
the p-value is ten percent (.10). Concentrated disadvantage did not prove to be a significant predictor
of the likelihood of recidivism.
As expected, the spatial lag variable was significant, indicating a positive spatial autocorrelation
(IRR=2.473, p < .001). The finding shows a positive dependency between the observations that are
close in geographical proximity, i.e., zip codes that share common borders with their neighbors share
similar factors (e.g., income, education, etc.). Thus, the finding validates the results found in the LISA
analysis.
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Discussion
Correctional facilities provide individuals with numerous services during their stay; yet, upon release,
the services available exponentially decrease, leaving many individuals overwhelmed with physical
health risk factors associated with chronic diseases. Whereas previous studies (Kubrin & Stewart,
2006) have examined individual characteristics that increase the risk of recidivism, little empirical
data exists regarding how specific aspects of communities impact re-offending. This study expands
on the community characteristics literature by applying spatial analysis to examine how the physical
health characteristics of a community, including the presence of chronic diseases and lack of health
insurance, in combination with social characteristics, increases the risk of re-offending and returning
to custody.
Using a multivariate regression model, we identified certain physical health risk factors in combination
with social characteristics that can accurately predict increases in return to custody rates. Notably,
we found evidence that the asthma prevalence as a physical health characteristic of communities
was positively associated with the return to custody rates in Florida zip codes, which aligns
with our hypothesis that physical health risk characteristics are associated with recidivism. One
plausible explanation regarding asthma prevalence being the only strong physical characteristic
of communities that correlated with recidivism may be that asthma is triggered by environmental
irritants that often develop through the urbanization of communities. For instance, the top three
areas identified in Florida where individuals primarily returned to custody included Pensacola, Fort
Lauderdale, and Daytona Beach; three cities that fall within the top ten urbanized cities in FL (Florida
Metropolitan Planning Organization Advisory Council, 2010).
Similar to our findings, Wang et al. (2010) noted that individuals released to high-risk neighborhoods
amplify stressors and exacerbate asthma symptoms. However, Frank et al. (2013) stated
neighborhood physical features do not provide a coherent explanation of asthma prevalence; thus, it
is vital to evaluate observed patterns of the social environment. The determinants of disadvantage
associated with asthma prevalence have been connected to individuals residing in more urban
and industrial neighborhoods because of poor air quality and pollution. These determinants of
disadvantage may trigger respiratory illnesses among individuals, thus making it a challenge to
attend school, work, and rehabilitation services.
Consequently, highly disorganized communities disproportionately maintain environments of
psychological stress and exposure to violence, therefore shaping the likelihood of asthma for these
populations. In addition, asthma prevalence in a specific zip code may be associated with returning
to custody by causing more strain on an individual to afford healthcare services, maintain long-term
employment, and attend post-release services. Therefore, it is pivotal to bridge healthcare services
provided within correctional settings post-release to reduce stressors associated with the risk of
recidivism for returning citizens.
A practical approach to delivering healthcare services includes community corrections agencies
and public health providers forming a partnership to offer satellite services at reentry locations,
making healthcare conveniently accessible for returning citizens. As an illustration, reentry centers
can provide follow-up with Medicaid application, in-house testing, and detection of potential chronic
illnesses. Offering satellite services within the center can also help decrease the main challenges
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returning citizens face, such as lack of transportation and stigmatization when seeking out community
resources. Additionally, offering a curriculum geared towards preventive healthcare and a healthy
lifestyle emphasizing the aging population re-entering the communities can assist individuals in
considering a healthy personal lifestyle and motivate them to educate their families and friends on the
importance of health. Of importance, evaluating the impact of the curriculum, services provided, and
partnership through outcome measures can help determine the benefits for returning citizens and the
community.
Although the present study found the p-value had marginal significance (p < .10) for an association
between racial and ethnic heterogeneity and recidivism in communities, it is worthy of exploration.
The p-values, i.e., statistical significance, are often arbitrary, and findings of p-values that are less
common are worthy of discussion1 (Pritschet, Powell, & Horne, 2016). Therefore, our results extend
previous implications of neighborhoods characterized by racial heterogeneity.
First, although the city of Pensacola had moderate correlation between racial heterogeneity and
return to custody, future exploration is needed to look at specific neighborhoods to better understand
the effects of concentrated disadvantage in this city. Additionally, Daytona Beach and Fort Lauderdale
were marked as a hotspot for return to custody. An explanation of this finding is Daytona Beach
and Fort Lauderdale are locations characterized by high rates of tourism. Thus, many individuals
are entering and exiting the zip code, which could potentially disrupt the informal social control of
communities.
In contrast to the other zip codes, compelling findings in Fort Lauderdale showed a variation in
race within that specific zip code. An interpretation of this finding is illustrated by Akins (2009), in
which they found that some minority neighborhoods have socially distinct characteristics and are
surrounded by predominately White communities. Thus, individuals in these communities have a
sense of isolation and tend to be retained to their communities. This type of social isolation results
in a lack of opportunities for employment, educational attainment, and social services, therefore
increasing the chance of recidivism in these minority populations.
Limitations & Conclusion
The present study was not without limitations. First, the dataset only included individuals who
provided an address when they were released into the community. Returning citizens often do not
provide an address since it is optional while others do not have stable housing. Also, regarding the
data, the study used zip codes rather than evaluating specific neighborhoods and using a smaller unit
such as census block group (CBG). Although the zip codes unit of analysis were appropriate for an
initial exploratory study, future research should focus on the smaller unit of analysis and examine the
cities that presented the highest spatial distribution of recidivism.
Nevertheless, the present study contributes to the literature by investigating the relationship
of physical health factors of a community on individuals’ likelihood of returning to custody. By
applying an exploratory approach using a spatial analysis, the current study provides evidence that
the prevalence of asthma and racial heterogeneity in a zip code is associated with an individual’s
1

The conventional p-values are often p < 0.05, p <.01, and p < 0.001. The p-value indicates how probable the results are due
to chance p=0.05 means that there is a 5% probability that the results are due to random chance. (McLeod, 2019).
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return to custody. For practitioners, this study’s findings provide a glance into the services that are
lacking from communities. Examination of various geographic areas throughout the US could provide
additional insight on the effect of locations and perceived differences of incarceration and reentry. It is
noteworthy that some service providers have started to move in the direction of offering a wider net
of services in the community. For instance, the Continuum of Care (CoC)® provides essential medical
health services within the institution and the post-release program follows-up with health services
assistance in the community (2021). Thus, this exploratory study is an initial step to bridging the
gap between post-release services, public health services, and communities to ensure the quality of
physical health and continuity of care for individuals returning to the community.
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Abstract
In Hong Kong, it has been observed that male prisoners exhibit significantly higher rates of substance
use disorders, antisocial personality behavior and suicide compared to females (Hong Kong
Correctional Services Department, 2020), not to mention some mental disorders underlying offending
behavior. Integrating our understanding of male psychology with what we know about correctional
psychology potentially opens up a new frontier for psychological programmes. LIFE GYM: Positive
Living Centre for Men has pioneered four male-responsive treatment strategies to promote well-being
and reduce reoffending of the male prisoners in Hong Kong, namely: cultivating positive masculinities,
virtual reality training, therapeutic sports activities and activity-oriented treatment. Preliminary
quantitative and qualitative data reveal positive treatment outcomes.
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Introduction
Mental and physical health are equally important components of overall health (Centers for Disease
Control and Prevention, 2018). Mental health encompasses emotional, psychological as well
as social well-being, affecting how people think, feel and act. Literature shows some offending
behavior is associated with underlying mental distress, which calls for concerted efforts to address
the well-being of prisoners for both mental health and public safety purposes. In 2018, the Hong
Kong Correctional Services Department set up its first specialized male treatment unit LIFE GYM:
Positive Living Centre for Men, embracing the forgotten ‘R’-responsivity in designing a pioneering
male-responsive psychological programme. This was a first attempt among Asian jurisdictions
in integrating male psychology with correctional psychological theory and research. LIFE GYM
psychological programmes move beyond only re-offending reduction and embrace as well a new
vision to cultivate masculine strengths for a positive life. As LIFE GYM is in its infancy, this paper
focuses on the theoretical and evidence base of our psychological programmes while highlighting the
innovative features as well as the preliminary treatment outcomes.
Mental health and male prisoners
The bulk of the extant male psychology literature finds boys and men to be overrepresented in a
variety of mental health problems, not to mention that most victims of child physical abuse and
violent crime are male (Wilkins, 2000). Similar to overseas studies, the landmark mental health
survey in Hong Kong yielded significant gender difference in lifetime prevalence of mental disorder
(Chen et al., 1993). The male-predominant disorders included alcohol abuse/dependence, pathological
gambling, antisocial personality and tobacco dependence while the female-predominant disorders
were generalized anxiety disorder, phobias, dysthymic disorder, major depressive disorder, obsessivecompulsive disorder and bereavement.
At first glance it appears that men are less often diagnosed with internalizing disorders like
depression. However, men were found to be twice as likely to die from suicide from a four-decade local
database (Hong Kong Jockey Club for Suicide Research and Prevention, 2021). Under the influence
of gender socialization and biological predisposition, depression can be ‘masked’ in men who act out
symptoms or cope with externalizing disorders such as antisocial behavior and violence, substance
use disorders in addition to the more alarming suicide rate (Lynch & Kilmartin, 2013). It is inarguable
that men show a distinctive mental health presentation with unique treatment needs.
More importantly, the prevalence of mental disorders among prisoners is considerably higher than
the general population worldwide (Fazel & Seewald, 2012). Compared to the general population
in Hong Kong, remand prisoners were found to be at two to seven times more likely to bear mood
disorders and psychotic disorders or had substance abuse history (Chow et al., 2018). Another study
conducted in the only forensic psychiatric hospital in Hong Kong revealed the association between
mental health challenges and criminal behavior, for example ‘theft and related offences’, was more
prevalent in those with mood disorders (Siu et al., 2018).
Synergy between Male Psychology and Correctional Psychology
To address the mental health problems in relation to offending behaviour in male prisoners, clinical
psychologists in the Hong Kong Correctional Services Department integrated cutting-edge male
psychology research with the conventional evidence-based risk-needs-responsivity offender
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rehabilitation model (Bonta & Andrews, 2017) in pioneering a holistic psychological programme in
LIFE GYM: Positive Living Centre for Men.
Consistent with the offenders overseas, local male prisoners presented significantly higher reoffending risk than the female counterparts, that is, 61.9% of the males with moderate to high reoffending risk but 27.8% in the females (Hong Kong Correctional Services Department, 2020). Besides,
12.7% of males were convicted of violent offences and 6.0% with life-sentenced murder conviction,
which was fourfold that for females. According to the risk principle of the risk-needs-responsivity
model which posits that intervention efforts should be made to those with moderate and high risk, a
majority of the male prisoners are potential targets for LIFE GYM.
Pertaining to the needs principle, criminogenic needs should be the targets of intervention. A local
study on 5014 prisoners demonstrated that males relative to females had significantly greater mental
health related criminogenic needs, namely criminal association, drug dependence, antisocial attitude
and personal/emotional needs (Hong Kong Correctional Services Department, 2020). Another study
on local male violent offenders found significantly higher level of anger, hostility, impulsivity, criminal
and violent attitude than the community sample (Hong Kong Correctional Services Department,
2005). The multi-modal LIFE GYM psychological programme therefore takes these criminogenic
needs as treatment targets to facilitate the participants gearing toward a pro-social lifestyle with
better psychological well-being. A groundbreaking step further taken by LIFE GYM is bringing in the
masculinity perspective to correctional programmes, expanding the range of treatment targets with
cultivation of positive masculinities and male strength to combat toxic masculinity characteristics like
aggression and dominance.
The responsivity principle refers to how the intervention should be delivered. While general
responsivity promotes the use of cognitive behavioral methods to induce positive change, specific
responsivity states that the mode of intervention should match an individual’s characteristics such
as gender, age and intelligence which affect one’s ability and motivation to learn. Of note, males are
known to have low treatment motivation, being half as likely as the females to seek help for mental
health concerns, a phenomenon that cuts across countries and ethnic groups as well as throughout
the lifespan (Seidler et al, 2016). Males are socialized to be tough, competent and self-reliant. They
see expressing and admitting mental health problems as a challenge to their strong male image,
thereby exhausting psychological resources to mask mental deterioration and remaining trapped in
delaying help-seeking.
Though the long forgotten ‘R’- responsivity remains under-researched (Polaschek, 2012), clinical
psychologists have made reference to the male psychology literature about what works in male
mental health interventions (American Psychological Association, 2018; Robertson et al., 2015; World
Health Organization, 2018) which may boost male prisoners’ motivation for LIFE GYM psychological
programmes. The key findings were a male-positive approach, activity-based group intervention for
social inclusion and enjoyment, technology-assisted interventions with online or virtual modalities,
solution-focused approach, language appealing to the male, and, interventions delivered in workplace,
sportsground or male-friendly settings where males feel at ease.
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Male-Specific Treatment Programmes
Unlike most treatment units in overseas jurisdictions tackling specific offending behaviour (e.g.,
Rimutaka Violence Prevention Unit in New Zealand which works with very high-risk offenders, or
those at high risk for interpersonal crimes), LIFE GYM recruits male prisoners regardless of the
offence type. LIFE GYM provides a range of systematic psychological assessment and treatment
programmes to address the male-specific treatment needs. The participants first join the Orientation
Programme for risk-needs assessment with the use of the empirically validated Level of Service
Inventory/Case Management Inventory (LS/CMI; Andrews, Bonta & Wormith, 2004) and/or Historical,
Clinical and Risk Management-20 Version 3 (HCR-20v3; Douglas et al., 2013). Those assessed with
moderate or high re-offending risk will be referred to the eight-to-ten-month Intensive Programme
under voluntary participation. After completing the Intensive Programme, some participants will
be discharged from prison and the remaining will attend the Maintenance Programme for about six
months to sustain the treatment gains.
The Intensive Programme is delivered in cognitive-behavioural group therapy with special emphasis
on skills-training. There is a weekly three-hour treatment group together with a two-hour homework
session every other week. The group run by two clinical psychologists holds no more than nine
participants to allow a more personal and dedicated environment for discussion and sharing. The
table below (see Table 1) lists the treatment modules designed to address the treatment needs
prominent in male prisoners. Each participant will be participating in three to four modules with each
module lasting for about two months depending on treatment progress1.
Table 1: Summary of the modules of LIFE GYM Intensive Programme

LIFE GYM Intensive Programme
Core Modules

Elective Modules

Cognitive Restructuring

Anger and Other
Problem Solving Training
Emotions Management

Relapse Prevention

Assertiveness
Communication

Handling Behavioural
Addictions

Promoting Family and
Social Relationships

Given the group orientation of males, LIFE GYM is specifically designed as a residential treatment unit.
The participants reside together in a discrete unit where the therapeutic atmosphere fosters mutual
support and personal growth through communal living. Around 40% of their time is spent on group
and individual psychological treatment, homework assignment and therapeutic activities like sport
program and game activities, with each ranging from two to three hours weekly. The participants
follow prison routine in the remaining daytime which includes general work assignment and a onehour exercise period. They practise the newly learned psychological skills in their daily life for the
ultimate goal of positive living. Also, taking a male-sensitive approach to decorate the treatment
facility, the male-friendly industrial design that gives a vibrant, modern and refreshing ambiance helps
signpost and create an optimal therapeutic environment for the male participants while reducing the
sense of institutionalization.
1

The Violence Prevention Programme will be arranged for the life-sentenced serious violent offenders who cannot be mixed
with other offenders for security reason (see Lee, Wong & Kung, 2017).
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Embracing the Forgotten ‘R’: Male-Responsive Treatment Strategies
To enhance treatment motivation of the male prisoners, LIFE GYM has initiated four innovative maleresponsive treatment strategies that tailor to their learning style.
Becoming Better Men: Cultivating Positive Masculinities
Possible reasons behind men who refrain from help-seeking include appearing less strong and
independent or contradicting masculinity (Rochlen et al, 2010). To side-step these hurdles, LIFE GYM
adds a new dimension in correctional psychological programmes by promoting positive masculinities
so that the male prisoners will feel that participating in the residential treatment unit is congruent to
their male identity.
Eight positive masculinities chosen with reference to the Positive Psychology-Positive Masculinities
framework (Kiselica & Englar-Carlson, 2010) are: worker-provider tradition, self-reliance, group
orientation, male courage and daring, rise to the challenge, eagerness to help, action-oriented way of
caring and use of humor. These positive masculinities are integrated in various aspects in LIFE GYM.
In the relapse prevention treatment module, prisoners are asked to highlight the positive masculinities
they had in the autobiography exercise. Recognizing one’s positive masculinities, such as the breadwinning hard work as a worker-provider, is often an empowering process that makes prisoners ready
for further self-reflection and exploration on how to become a ‘good man’ in different areas of life.
In subsequent treatment modules, clinical psychologists discuss with prisoners the undesirable
consequences brought by underuse and overuse of positive masculinities, similar to strength-based
positive psychology intervention (Niemiec, 2019). Prisoners come to learn the need to turn their
positive masculinities into becoming a ‘good man’, such as not to let male courage and daring override
a rational consequential thinking. Under the light of positive masculinities, recognizing problem
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areas and improving them over SMART goal setting is not a sign of weakness but a rise to existing
challenges as a man.
Prisoners are encouraged to further develop their positive masculinities in institutional activities. For
example, they develop a group orientation when teaming up in therapeutic sports activities (see the
later relevant section). They also practice caring-in-action by assisting in a psychological programme
for elderly prisoners, in which they interview elderly prisoners and produce life review booklets to
help them reflect their lives in a more positive light. Last but not least, the positive masculinities are
colorfully illustrated in posters visible in the treatment facility and communal living area for them to
better familiarize with the concepts.
From psychological treatment, activity-based learning and modeling from others inside a supportive
therapeutic community, prisoners’ masculinities become more fluid. They embrace learnt
psychological skills and adaptive behaviours into their masculinities – for example, some participants
put it, “my presence and emotional support for my partner are as important as financially supporting
my family”, “I am brave and daring to tackle the problems that troubled me.”
Using Technology as Treatment: Virtual Reality (VR) Training
Men are socialized to appreciate technology, and indeed many men are attracted to smart gadgets and
innovative technology. In view of this, McDermott, Smith and Tsan (2014) put forward that the use of
technology could be a tremendously promising means to deliver therapy to men, who are known for
their reluctance to seek help.
In line with Hong Kong Correctional Services Department’s latest initiative to expand the use of
technology in prison (Hong Kong Correctional Services Department, 2019), LIFE GYM has been
pioneering VR-assisted psychological treatment since its establishment. VR is a technology that
generates a simulated, virtual environment incorporating three-dimensional visualization that allows
user interaction through transmission devices (Ticknor & Tillinghast, 2011). Research conducted over
the past decade has demonstrated that VR technology allows users to practice target psychological
skills in a safe, controlled, and immersive environment. More importantly, treatment with VR has
been shown to be effective with psychological issues commonly found in offenders, such as anxiety
(Maples-Keller et al., 2017), anger (Miyahara et al., 2010), and substance abuse (Segawa et al., 2020),
etc.
Given that anger problems are prevalent in male prisoners, a set of VR stimuli with anger-provoking
scenarios common in the local workplace have been specially developed by Hong Kong Correctional
Services Department for anger management skills training and put into use in LIFE GYM. The VR
system, which comprises the VR training software and a database that records training data, is
installed in a standalone computer without Internet connection to minimize security risk. To ensure
data confidentiality and proper delivery of VR training, the VR system is password-protected and can
only be accessed by trained psychological staff.
It should be pointed out that the VR training, which typically lasts for a session, is an enrichment to
our Anger Management Treatment module rather than a replacement of any pre-existing treatment
components. Before undergoing VR training, participants have been taught anger management
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skills such as de-escalation strategies, cognitive restructuring, and assertiveness expression by
clinical psychologists. Considering that many participants (especially those who are older) may not
be familiar with VR technology, they are given a short briefing by clinical psychologist prior to VR
training to help them understand what to expect in the training and familiarize themselves with
the use of VR headset. During the VR training session, the participant is exposed to provocative VR
scenarios, such as being criticized heavily on job performance by a virtual supervisor. He is instructed
to apply learnt anger management skills to the scenario in order to respond to the provocation
skillfully. The clinical psychologist varies the response of the virtual supervisor according to the
participant’s responses, with the goal of facilitating skill practice. The participant’s heart rate is
measured throughout the training with a smart wristband, so that the clinical psychologist can
monitor the participant’s level of anger arousal. After the VR training, the clinical psychologist reviews
the training experience with the participant and provides him with immediate feedback, so that he
can have a better understanding of his strengths and weaknesses in terms of mastery of skills.
Thereafter, individualized, face-to-face role-play(s) will be arranged for him to further polish his anger
management skills.

Treatment on the Move: Therapeutic Sports Activities
Men tend to enjoy sports activities more than women do (Tsai et al., 2015). Exercising is an effective
emotion regulation strategy through regulation of hormones such as adrenaline, cortisol and
endorphin (Yeung, 1996). Sports also serve as a context for socialization among men. With continued
sports practices that improve physique, stamina and skills, one also improves their self-esteem
(Bowker, 2006). In general, sports was seen to be associated with better mental health (White et al.,
2017), possibly via improved social support and self-esteem (Babiss & Gangwisch, 2009).
While Meek (2014) has been actively advocating the role of sports in prison, LIFE GYM has taken
a ground-breaking step to integrate sports activities into psychological treatment. It is the first
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time that clinical psychologists collaborate with triathlon and body-weight training coaches from a
community sports organization to provide systematic sports training to the male prisoners weekly.
The prisoners are trained to run on an individual basis and also team up with other runners for relay
running. Various sports equipment, for example smart bikes, rope-less skipping rope and medicine
ball were introduced to arouse the interests of participation. Leveraging new technology, smart bikes
allow the participants to ‘virtually’ ride in simulated tracks outside prison.
In LIFE GYM, sports activities are more than pleasurable activities. They are meant to be therapeutic
by multiple avenues. First, a habit in exercising is beneficial for better physical and mental health.
Second, the institution-based training paves ways for prosocial activities and engagements upon
discharge through our partnership with coaches from the non-government sports organization
which operate sports courses in the community, providing throughcare from custody to community.
It is hoped that the participants could replace maladaptive habits and peers that brought negative
influence they had before incarceration.
Another new initiative is developing “Sports+” that aims to make sports therapeutic. “Sports+” is a
manualized series of modularized psychological skill practices embedded in sports training. With
guidance from clinical psychologists and trained officers, the participants make use of what they
learnt in SMART goal setting, strength-spotting and appropriate social skills during their sports
training. As an example, prisoners exercise their positive masculinity of male courage and daring in
learning new sports activities by braving novelty. Specifically, with SMART goal setting, prisoners
break down initially unachievable goals, for example 10-minute uphill biking, into several smaller
realistic goals, ultimately building enough strength and stamina for the original goal. “Sports+” is
expected to facilitate the participants capturing the benefits of sports training and consolidating their
learning from psychological treatment.
Beyond Talk Therapy: Activity-Oriented Treatment
When providing men with treatment, it is recommended to adopt a treatment approach that conforms
to the masculine norm of being action-oriented, with the aim of “promoting an experience of doing
over talking” (Seidler et al., 2018). Based on this recommendation, LIFE GYM has incorporated group
activities including educational video games and board games into the treatment regime, so as to
provide participants with opportunities of active experiential learning and continuous skills practice
beyond regular treatment sessions. The introduction of games into treatment is also supported
by a growing body of literature which shows that games (whether digital or analog in nature) not
only increase participants’ engagement in treatment (Eichenberg & Schott, 2018), but also offer an
alternative learning environment that potentially facilitate players’ cognitive and behavioural changes
(Bayeck, 2020; Granic, Lobel, & Engels, 2013).
At LIFE GYM, activity sessions are scheduled weekly. The activity sessions, during which the
participants tend to be more relaxed, are excellent chances to observe their behaviours and treatment
gains. Treatment targets such as problem-solving skills, impulse control, rule compliance, social
and communication skills, can be readily observed through gameplay. At the same time, since these
skills are often required to play the games, participants have the chance to apply and practice them
during the activity sessions. Trained officers are responsible for leading the activities; under guidance
and supervision of clinical psychologists, the officers also provide participants with in-session skill
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coaching, as well as post-activity group debriefing. During debriefing, the skills involved in gameplay
will be highlighted, and participants are engaged in discussions on topics such as how the skills
have helped them in gameplay, how they can better utilize the skills in daily life, etc. Debriefing is
deemed essential as it transforms the game experience into learning through sharing and reflection
(Crookall, 2014). After each session, officers will report key observations to clinical psychologists so
that the latter can have a good idea of participants’ performance, including but not limited to social
behaviours, ability to follow rules and instructions, skill level, etc. Such information is very helpful to
psychologists in treatment planning and evaluation.
Preliminary Programme Effectiveness
Though the LIFE GYM psychological programme is still in its infancy, a multi-method evaluation
framework has been developed as we continuously strive for an evidence base to measure programme
effectiveness and guide future development.
Pre-post comparison of quantitative findings from psychological measures administered to the
fifteen participants and the 7-point Behavioural Observation Scale rated by frontline staff, all point
to significant treatment progress upon completion of the Intensive Programme for the period of
2018-2020, with effect size ranging from medium to large (see Table 2). The participants showed
improvement on emotion regulation, impulse control, interpersonal relationships, relapse prevention
knowledge and a self-improvement orientation with less hostility, criminal attitude and physical
aggressive behaviour. Consistently, prison behaviour records indicate substantial reduction in
institutional misconduct and violent behaviour. Of the nine participants released to the community
for a period of one to thirty-three months, two of them gained early release from the Pre-Release
Employment Scheme due to the satisfactory rehabilitation progress, and none have re-offended.
Despite encouraging quantitative outcomes, qualitative feedback from the participants is salient
Table 2: Pre-post comparison on psychological measures and staff observation

Criminal Sentiments Scale (CCS-M)
Law, Court, Police
Tolerance of Law Violations
Identification with Criminal Others
Aggression Questionnaire (AQ)
Physical Aggression
Verbal Aggression
Anger
Hostility
Social Problem-Solving Inventory (SPSI)
Barratt Impulsivity Scale (BIS-11)
Relapse Prevention Questionnaire (RPQ)
Staff Observation Survey
Emotion regulation
Interpersonal relationships
Self-improvement

Pre-Test

Post-Test

Mean (SD)
28.93 (19.66)
19.80 (13.01)
5.53 (4.91)
3.60 (2.41)
74.13(27.04)
20.07 (9.40)
14.60 (4.63)
16.47 (7.18)
23.00 (8.69)
182.40 (48.43)
35.73 (15.08)
12.60 (6.66)

Mean (SD)
13.93 (13.04)
10.20 (9.03)
2.53 (3.07)
1.33 (2.09)
61.07 (18.59)
15.80 (5.23)
14.47 (4.56)
12.93 (4.54)
17.87 (6.70)
206.07 (46.08)
37.66 (19.19)
18.73 (5.57)

t-value
3.29**
2.87*
2.62*
5.31***
2.63*
2.89*
0.14
1.88
4.04**
1.89
2.10*
4.52***

Cohen's d
0.85
0.74
0.68
1.33
0.68
0.75
0.04
0.48
1.04
0.49
0.54
1.21

5.37 (0.72)
15.80 (1.68)
21.33 (2.30)

6.13 (0.58)
18.23 (1.71)
24.73 (1.89)

3.83***
5.09***
5.97***

0.99
1.32
1.54

*p <.05; **p < .005; ***p < .001 (two-tailed)
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to evaluating LIFE GYM programmes as the small number of participants makes quantitative and
empirical analysis difficult at this early stage.
As cultivation of positive masculinities constitutes an approach goal, LIFE GYM participants were
motivated in generating new ways to practise in the therapeutic unit. One participant said in the
treatment group, “I plan to use humour more when chatting with others in the workshop. I just
don’t want people to feel stressful when seeing my stern look at work”. He then set a SMART goal
to engage in humorous talk with others three times a week while working in the workshop in the
coming three months. In a subsequent review session, other participants reported that he had indeed
achieved the goal that was set, appearing more relaxed with a social smile in the workshop. One even
said, “Quite often, others gathered around his work table for a chat”.
Regardless of age, participants who had received the VR training perceived the training as easy to
understand and follow. Almost all of them found it appealing due to its novel nature, and a significant
portion of them shared that the ‘immersiveness’ of the training had increased their engagement in the
training. Many of them agreed that the VR scenarios were helpful to enriching their skills practice as
well as their preparation for community reintegration. One of the participants told us, “I am grateful
for the chance to receive VR training. I may encounter high-risk situations similar to the VR scenarios
after release, so it is good that I can practice how to deal with them when I am still in prison.” Another
participant echoed the above comment and added, “Workplace scenarios are difficult to act out in role
play practice with fellow prisoners. VR has given us a chance to role-play in a realistic setting”.
Regarding the therapeutic sports activities, participants reported ‘doing exercise freed me up from
a lot of worries and negative thoughts, leading a more positive and happier life’ and ‘a brand new
experience that shows sports activities are important for physical health as well as reducing stress
… learning the proper techniques of running and undergoing strenuous training brings a sense of
satisfaction in addition to fostering never-give-up spirit’.
Staff who ran the activity-based treatment remarked that LIFE GYM participants were clearly
attracted to activity-based learning due to its competitive and stimulating nature. Through coaching
and debriefing, many LIFE GYM participants were observed to progress from a more haphazard,
self-focused gaming approach to a more systematic, collaborative team approach that involves joint
discussion and group decision-making. They also learnt to cope with negative emotions arising from
the games (e.g. frustration and disappointment) and attempt game tasks with more flexible strategies.
One participant mentioned, ‘I have learnt how to work as a team and to solve problems by looking
at issues from different perspectives. Never be unduly elated by victory or depressed by defeat.
Never give up. Failure is success if we learn from it. The most important thing is to have fun with
teammates’.
Overall, the participants gave an average rating of 87.5 out of 100 to LIFE GYM programmes. They
reported unanimously that they would recommend the programme to other prisoners. They
expressed a wish to recruit more participants to foster more enriching discussion and sharing.
Way Forward
The initial positive treatment outcomes show promise for the innovative approach to integrating male
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and correctional psychology in LIFE GYM. To further enhance the evidence base of male-responsive
psychological programmes, an empirical study using a mixed-method quantitative and qualitative
design to investigate culture-specific, culture-free masculinities in the Hong Kong penal population
as well as its relationship with criminogenic factors and offending behavior is now underway. The
resulting findings will have strong implications on how to redefine masculinities in Chinese male
prisoners for promoting a pro-social lifestyle and more positive well-being.
Entering the digital era, technology-delivered correctional programmes which are particularly
appealing to the males is an emerging trend. The new customized VR treatment platform together
with digitalized psychological programmes will roll out to allow psychological skills learned in an
interactive, multi-media and self-paced mode. The Positive Living e-Programming in tablet computer
will be advanced with enriched content and more extensive use of the smart bike will be explored.
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