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Foreword 
 
The knowledge of Sexual and Reproductive Health and Rights (SRHR) and Gender Based Violence 
(GBV) -related problems in prisons is of utmost importance not only for medical but also for non-
medical staff. In women prisons, the needs of women have often been overseen and neglected. 
Their requirements and necessities are often not only of a medical nature. The experience of 
women having to cope with an environment lacking in sufficient hygiene; the lack of awareness 
for sexual and reproductive health problems; non-awareness of women's rights: and the 
widespread experience of gender-based violence from early childhood on, needs to be tackled 
by all, including the security staff. It is often a matter of knowledge, awareness, and attitude that 
needs to be addressed, especially among non-medical staff, in order to adequately support 
women in very sensitive situations that pose a health threat that include the challenging living 
conditions of incarceration.  
 
Human rights issues need to be understood, in order to find and apply a women-specific approach 
in prisons. Often women's prisons are overly security conscious in operations as well as in 
structural design – an analogue to the situation applicable to men's prisons (fences, walls etc.). 
However, 80-85% of incarcerated women are convicted for non-violent crimes, the majority of 
women do not need such high security conditions - as stated in the Bangkok Rules (as mentioned 
in this study material). 
 
We hope that this study material and training linked to it will provide you with the basis of a fresh 
approach to women prisoners and will pave the way to adherence to national, regional and 
international trends in putting the health and well-being of women prisoners high on the agenda.  
 
 
Zhuldyz Akisheva 
Regional Representative,  
UNODC Regional Office for Southern Africa. 
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How to use this study material 
 
Each unit has a number of objectives to provide an outline for study as well as various features, 

illustrated by the following icons: 

 

 

 Reflection Point 
 
 

 Activity 
 
 

 Definition 
 
 

 Group discussion 
 
 

 Reminder/Previous knowledge 
 
 
 

 At a glance 
 
 

 Note 
 
 

 Key Points 
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Sexual and Reproductive Health and Rights, HIV in Women's 

Prisons 
 

     Learning Outcomes 

At the end of this learning experience you should be able to: 

• Recognise that women prisoners constitute a minority within all prison systems worldwide. 

• Sensitise staff to the special health care needs of women prisoners, which are frequently 

neglected. 

• Understand the different psycho-social and economic backgrounds of women committing 

crime, e.g. to a very high degree non-violent crime. 

• Understand the different needs of women regarding security, sanitation, sexual and 

reproductive health and rights of women (SRHR), as well as HIV and TB. 

• Be able to identify gender differences in the prison population and the specific needs of 

each prison sub-population, e.g. young and older women, girls and juveniles. 

• Recognise shortcomings in the provision of health care to imprisoned women compared to 

international standards and recommendations.  

• Appreciate the low recognition of women’s health needs, especially additional needs that 

stem from their frequent status as a mother and usually the primary care giver for their 

children. 

• Comprehend the urgent need to link HIV with SRHR services in order to optimise the quality 

of care. 

• Recognise the obligations for supporting human rights for women prisoners resulting from 

international standards and recommendations.  

• Explain the lack of gender sensitivity in policies and practices in prisons, violations of 

women’s human rights and failure to accept that imprisoned women have more and 

different health-care needs compared with male prisoners, often related to reproductive 

health issues, mental health problems, sex work, drug dependencies and histories of 

violence and abuse.  

• Identify immediate steps which could be taken to deal with public health neglect, abuses of 

human rights and failures in gender sensitivity. 

• Understand the role, responsibilities and opportunities for prison staff to support health 

needs of women. 
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    Reflection Point/Icebreaker: 

What comes to your mind when you think of women prisoners? Here are 

some examples from our last training on SRHR, and HIV in women's prisons: 
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1 Introduction to women in prisons and their specific needs 
 

     Key Points 

• “One of the key challenges to meeting the international and regional targets is the continued 

high levels of HIV prevalence and vulnerability to HIV among specific populations, namely sex 

workers, Men who have Sex with Men (MSM), People Who Use Drugs (PWUD), transgender 

persons and people in prisons. These groups are often referred to as key populations due to 

the fact that they experience an increased impact from HIV and a decreased access to 

services, due in part to their marginalisation and/or criminalization.” (SADC 2018). 

• HIV prevalence rates for people living in prison go up to 27.4% in Zambia, 28% in Zimbabwe, 

and 34.9% in Swaziland (SADC 2018). Women are generally more affected than men. 

• The public health importance of imprisonment, especially for women prisoners, is 

insufficiently recognised. This is despite the disproportionate numbers of prisoners with 

serious health problems in many parts of the world. Worldwide, around 10 million people are 

held in penal institutions.  

• In recent decades, there has been a marked rise in the numbers of female prisoners in many 

countries. The rise in prison populations in many countries has resulted in considerable 

overcrowding. The main reasons for this development are stricter sentencing policies; despite 

the simultaneous introduction of new restorative justice approaches. 

• Prison health is an inevitable part of public health; there is an intensive interaction between 

prisons and society. Addressing health in prisons is essential in any public health initiative that 

aims to improve overall public health.  

• Prisoners do not represent a homogeneous segment of society. Many have lived at the 

margins of society, are poorly educated and come from socio-economically disadvantaged 

groups. They often have unhealthy lifestyles and addictions such as alcoholism, smoking and 

drug use, that contributes to poor general health and puts them at risk of disease.  

• The prevalence of mental health problems is very high: some prisoners are seriously mentally 

ill and should be in a psychiatric facility, not prison. Moreover, communicable diseases such 

as HIV, hepatitis and tuberculosis are more prevalent in prisons than in the community, and 

also more in female than in male prisoners (Dolan et al. 2016). Many prisoners have had no 

or very limited contact with health services in the community before they were detained in 

prison. Access to, as well as quality of, health services in prison is therefore of vital 

importance. 

• While progress has been made in several Sub-Saharan African (SSA) countries to improve the 

health conditions in prisons, little has been done to specifically address the health rights and 

needs of women and juveniles in prison. With respect to sexual and reproductive health and 

rights (SRHR), few prisons in SSA promote access to “the highest attainable standard of 

physical and mental health” and adhere to a "minimum standard" of SRHR requirements as 
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international conventions and instruments require. Many prison systems continue to struggle 

to provide even the most basic health care services for people in prisons.  

• Most prisoners return to the community, sometimes after relatively short periods of time in 

prison. The high numbers of imprisoned people, their vulnerability and the prevalence of 

serious health conditions creates a situation requiring attention.  

• A close look at the needs of women in prisons and related health aspects, especially of the 

linkage of SRHR and HIV, raises issues of gender inequity and insensitivity, of human rights 

neglect and shows a general lack of public health concern. 

• Often the specific situation of women in prisons is overlooked, even in the discussion about 

gender equality in sexual, reproductive, maternal, newborn, child and adolescent health. 

 

2 Profile of women's prisons – their psycho-social and 

economic background 
 

     Reminder/Previous knowledge 

Most offences for which women are imprisoned are non-violent, sex work, property or drug-

related, and many women serve a short sentence, which means that the turnover rate is high. 

 

Worldwide, more than 700 000 women and girls are held in penitentiary institutions, either as 

pre-trial detainees/remand prisoners or having been convicted and sentenced (World Female 

Imprisonment List 2015). Although women only constitute 6.8% of the world’s prisoners, the 

female prison population has increased by 50% since 2000, while the equivalent figure for the 

male prison population is 18% (World Prison Population List). The proportion of women and girls 

within the total prison population is lowest in African countries, where the median level is 2.8% 

(World Female Imprisonment List 2015).  

 

     Note 

Since their foundation, prisons have been built and run to cope with the needs of the male 

majority. Until recent times, in many countries the small numbers of women prisoners were 

simply admitted to the same prisons and were expected to cope with the same routines and 

facilities as men. Lack of attention to the very different and often more complex needs of women 

have resulted in the neglect of their human rights, disregard to international recommendations 

and many instances of social injustice. In a world where there are widespread and persistent 

inequities between women and men, societies continue to fail to meet the health needs of 

women at key moments of their lives. A review of gender equity in health states that the present 

position is “unequal, unfair, ineffective and inefficient”.  
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Until recent times the small proportion of women prisoners have been required to cope with 

similar provisions and routines as male prisoners. This situation has culminated in a disregard for 

the distinct and complex needs of women prisoners and neglect of their human rights. Women 

prisoners constitute a minority of the prison population, and their special health needs relating 

to gender sensitivity, sexual and reproductive health and rights, their children and particularly 

the treatment of infectious diseases such as HIV, TB and hepatitis are often neglected. These 

needs are unmet by prison health services and compromised by the dominant "male" prison 

environment.  

 

Generally, women have more specific health needs and conditions than male prisoners. They 

subsequently incur a greater draw on health provisions in prison-based health services compared 

to males. Research shows that women prisoners also experience greater levels of physical and 

sexual abuse, and greater levels of physical and mental disease than non-incarcerated women. 

 

Rule 13.4 of the so-called Beijing Rules (United Nations Standard Minimum Rules for the 

Administration of Juvenile Justice [the Beijing Rules]) states that juveniles under detention 

pending trial shall be kept separate from adults and shall be detained in a separate institution or 

in a separate part of an institution also holding adults. However, due to a lack of support, juveniles 

in detention are also at an increased risk of acquiring HIV, STIs and other reproductive health 

issues. If detained with adults, they may easily fall victim to sexual abuse and exploitation by 

prison staff and other prisoners (Topp et al. 2016). 

 

Women who enter prison usually come from marginalised and disadvantaged backgrounds and 

are often characterised by histories of violence, physical and sexual abuse – and are also 

vulnerable to sexual abuse and exploitation in the prison environment (UNODC, UNAIDS 2008). 

The combination of gender inequality, stigma and discrimination increases imprisoned women’s 

vulnerability to HIV infection (e.g. sexual abuse). Early and unwanted pregnancies that women 

might have been exposed to, will require a different set of psychological, social and health care 

approaches than those needed by men. 

 

Gender inequalities, lack of education and employment, and poverty force many women into 

commercial sex work in order to feed their families or just to survive. These women are 

particularly at risk of HIV infection, as their clients, sometimes with offers of extra payment, often 

want unprotected sex. 

 

Disadvantaged ethnic minorities, foreign nationals and indigenous people constitute a larger 

proportion of the female prison population relative to their proportion within the general 

community, often due to the specific problems these vulnerable groups face in society. 

 

In Africa, women prisoners form a small minority of the total prison population; female prisoners 

make up an average of 3.4% in Sub-Saharan African countries. However, there has been a 



Page |  8  Sexual and Reproductive Health and Rights, HIV in Women's Prisons 
 
 
noticeable rise in women’s imprisonment in recent years. In some countries the rate of this 

increase has been higher than that of male prisoners.  

 

 
 

3 Consequences of imprisonment 
 

The small number of imprisoned women mean that there are fewer prisons for them, resulting 

in women often being imprisoned further away from their homes. This causes difficulties for the 

woman in maintaining her family ties and is especially a problem if she has dependent children. 

Many imprisoned women are mothers and usually primary or sole care givers for their children. 

Imprisonment far from home also complicates a woman's resettlement after release. 

Furthermore, the small number of women's prisons results in the collective accommodation of 

women convicted of a wide range of offences in a prison with a high level of security, that is 

needed only for very few women. In fact, by far most offences for which women are imprisoned 

are non-violent, property, drug and/or sex work-related or there are several reasons for which 

they serve short sentences. A high security level is disproportionate to the risk they pose.  

 

 
 

When a mother is imprisoned, her family will often break up, resulting in many children ending 

up in state care institutions or alternative care. Often marriages and relationships are split up. 

Due to the stigma associated with an incarcerated wife, there is a higher degree of divorce rates 

between partners than the other way around, when it is the woman whose male partner is 

incarcerated . 

 

Due to the small number of female prisoners, prison rehabilitation and re-integration 

programmes are often not provided. This is the reason why women in prisons do not receive 
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adequate rehabilitation resources or guidance preparing them for release and life after 

imprisonment. They are commonly burdened with low social and economic status in society and 

within their own families, and therefore face more difficult conditions upon release than men. 

Many female prisoners are not equipped with vocational skills and have not been afforded 

educational opportunities prior to or in prison, posing further barriers to rehabilitation and 

successful re-entry into society.  

 

 
 

3.2.1 Overcrowding and lack of sanitation 

 

Several studies described physical conditions for women in prisons as inhumane, filthy, 

overcrowded, poorly ventilated, and with inadequate hygiene and sanitation. The African Union 

Special Rapporteur on Prisons, Conditions of Detention in Africa (from which most of the 

following examples have been taken) also observed similar poor conditions in seven SSA 

countries. In this report poor toilet facilities and lack of hygiene for women was reported in 

prisons located in several countries. Supply of cleaning materials and soap was described as 

inadequate in several prisons. The unavailability of soap for women prisoners and reliance on 

family support for basic sanitation was observed. In addition, regular water shortages in prisons 

affected women prisoners’ hygiene in several countries. 

 

3.2.2 Dealing with menstruation 

 

A lack of prison-based support for women’s needs around menstruation was reported in prisons 

located in SSA countries. Women prisoners described getting ad hoc supplies of disposable 

sanitary pads through family, friends or churches, and used newspapers, tissues, pieces of 

blankets, and sometimes prison uniforms in the place of sanitary pads. In some reports female 

prisoners washed and reused a prison provided piece of cloth for menstruation but were not 

provided with soap. Unhygienic disposal of used sanitary pads was reported. 

 

3.2.3 Poor nutrition 

 

Poor quality nutrition and inadequate daily provision for women prisoners (and their children) 

was described in several SSA countries. This was especially the case for those who were pregnant, 

those breastfeeding and those with young children – often women’s dietary needs were not 

considered in prisons. In contrast, South African women prisoners with health conditions 

(pregnancy, lactating, diabetes, Acquired Immune Deficiency Syndrome [AIDS]) and those of 

certain religions could make requests for special and better-quality diets and these were 

generally granted. The poor nutritional status of prisoners in general and of women in particular 

can, in some countries, become a delaying factor for providing adequate treatment to HIV 

positive prisoners.  
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3.2.4 Physical and sexual abuse by prison staff and prisoners 

 

Within the prison regime, the threat of physical and sexual gender violence is common for women 

prisoners. Women prisoners in SSA are at extreme risk of physical abuse by other female inmates, 

by police (e.g. during transport) and prison officials. Physical and sexual abuse perpetrated by 

police and prison officers has been reported, as well as vulnerability to sexual abuse and sexual 

exploitation in some countries. One female prisoner described the risk for transacted sex in 

exchange for release.  

 

However, these reports can be taken as examples, of what happened in the past and what is still 

happening to women prisoners. This could have changed over the years. Yet, overcrowding, 

sanitary problems and vulnerability to sexual abuse by other prisoners, police officers, and prison 

guards might still be the reality. 

 

4 Health problems of women in prisons: SRHR, HIV, other 

STIs, TB 
 

     Reminder/Previous knowledge 

Women in prison generally have more, and more specific, health problems than male prisoners 

and tend to place a greater demand on the prison health service than men. This is the case right 

from the start of their imprisonment, as so many women prisoners have had no contact with 

health services during the period before admission to prison. Consequently, most women in 

prison have little idea of their own health status and may be less aware than most people of 

healthy lifestyles. 

 

     Definition 

Sexual and reproductive health and rights (SRHR) programming encompasses efforts to 

eliminate preventable maternal and neonatal mortality and morbidity, ensure quality SRHR 

services (including contraceptive services), and address sexually transmitted infections (STIs) and 

cervical cancer, violence against women and girls, and SRHR needs of adolescents. 

 

Women prisoners frequently suffer from mental health problems, among which post-traumatic 

stress disorder, depression and self-harming are regularly reported. They suffer from mental 

health problems to a higher degree than both male prisoners and the general population, with 

rates as high as 90%. Evidence shows that women prisoners are more likely to self-harm and 

commit suicide than male prisoners, while this is the opposite in the community. In many parts 
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of the world female prisoners are much more likely than male prisoners to report having 

experienced physical or sexual abuse before their imprisonment, often resulting in poor physical 

and mental health. A high proportion of women prisoners suffer from substance use disorders 

and problematic drug use rates are much higher among incarcerated women than men.  

 

"There is a high prevalence of non-HIV STIs in Africa. Though there is little data on the specific 

prevalence of STIs among key populations, data from 2012 shows Africa had 10% of the world’s 

Chlamydia cases; 18% of the world’s gonorrhoea cases; 26% of the world’s trichomoniasis cases; 

and 42% of the world’s syphilis cases. In addition, cervical cancer is one of the leading causes of 

cancer deaths among women in Southern Africa” (SADC 2018). Thus the proportion of women in 

prisons with a STI is relatively very high. 

 

Women have a particular physical vulnerability to HIV. Studies have shown that women are at 

least twice as likely as men to contract HIV through sex (European Study Group 1992). The pre-

existence of sexually transmitted infections (STI) can greatly increase the risk of contracting HIV. 

Women are at greater risk than men of entering prison with sexually transmitted infections such 

as Chlamydia, gonorrhoea, syphilis, hepatitis and HIV/AIDS, often as a result of past high-risk 

sexual behaviours including sex work and being a victim of sexual abuse. A lowered immunity 

associated with sexually transmitted infections, combined with the presence of genital ulcers, 

creates the additional likelihood of HIV infection if exposure takes place. Moreover, women 

prisoners have specific health issues; the most prominent are related to reproductive health such 

as menstruation, menopause, pregnancy and breastfeeding (for more information on HIV and TB 

see resp. modules). 

 

     Reflection point             Group discussions 

Discuss in a group if the following reproductive health services are available and accessible in 

your prison, and if not, how could they be introduced: 

• Pregnancy, pre-and postnatal care. 

• Regular screening for breast cancer.  

• Regular screening for cervical cancer.  

• Care during pregnancy and delivery in appropriate settings.  

• Antiretroviral therapy for HIV-positive pregnant women to prevent mother-to-child 

transmission. 

• Post-exposure prophylaxis for women who have been exposed to a risk.  

• Can women receive examination, treatment and care only from female doctors and nurses, 

if they prefer this or, if this is not possible, is there a chaperone approach?  

• Can women who are about to deliver be referred promptly to public hospitals for delivery? 

• Services for children in prison, including a paediatrician. 

• Health care for children staying with their mothers in prison. 
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5 Limited access to health care for women in prisons 
 

National governments are responsible for the provision of adequate health care to prisoners. Its 

quality and access should be broadly equivalent to the services provided in the community. 

However, in most countries worldwide, responsibility for prison health lies with the Ministry of 

Justice or Interior, instead of the Ministry of Health. This can contribute to isolation of prison 

health services from public health services, leading to difficulties in staff recruitment and quality 

assurance. Several countries have transferred the responsibility for prison health to the Ministry 

of Health and there are some others considering the move.  

 

Because of the short sentences that women often serve, in many parts of Africa there is a high 

turnover rate in women’s prisons which means that there is an intensive interaction between the 

prison, the community and wider society. Added to the distance that often exists between 

women prisoners and their home, this exacerbates the problems which can arise if prison health 

is isolated from other health services and in which there is little or no link between services in 

prisons and the community. Continuity of care is important in ensuring post-release services for 

any health problems identified during imprisonment. The rate of post-release overdose mortality 

among female ex-prisoners, especially in the first weeks after release, is unacceptably high and 

more could be done to reduce it.  

 

There are substantial differences between countries regarding health-care provision to women 

prisoners. Services designed specifically for women, helping them to feel safe and supported and 

considering gender-specific issues, are seldom provided. There are differences in the ways that 

mental health issues are addressed. In some systems, mental health screening is not part of the 

normal procedure on entrance and women prisoners are not differentiated based on their mental 

health status. Mental health programmes are either non-existent or inadequate to address 

women’s specific needs, which may result in severe damage to their mental health (see Module 

on "Mental Health"). 

 

The way in which prison services meet the sexual, reproductive health needs of women prisoners 

varies considerably. Unfortunately, in too many prison services, women’s physiology, including 

menstruation and reproduction are still medicalised. Access to regular showers, free provision of 

hygiene products and sanitary napkins and possibility of regular exercise are not standard 

services. Furthermore, healthcare for pregnant women in prison is often far from equivalent to 

that available in the community. Women in prison seldom have access to any maternal education 

during pregnancy to help prepare them for the birth. The nutrition offered in prisons often fails 

to meet pregnant women’s needs. After giving birth, women in prisons are frequently 

discouraged from breastfeeding as it is perceived as interfering with prison routines, even while 

it is widely recognised that breastfeeding is the best method of infant feeding. Furthermore, 
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there is often a lack of support for women who have been victims of sexual or physical violence 

before their imprisonment (van den Bergh et al. 2011). 

 

 
 

 
 

Health facilities are established within the prison system in all countries but are largely 

inadequate to provide medical care due to substandard infrastructures and/or not being available 

in all prisons. Healthcare facilities are reported to be adequate for basic needs and for HIV and 

SRH care in South Africa.  

 

However, current provision of prison-based healthcare for incarcerated women in SSA is 

inadequate, fails to meet their distinct sexual and reproductive needs, and falls far short of what 

is required and mandated by human rights and international recommendations. Many SSA 

countries report on inadequate prison-based health services for women. Sub-standard and ill 

equipped health and clinical services provision was characterised by: essential medicines stock 

outs; lack of trained health personnel (or limited to restricted opening hours for women); lack of 

routine medical check-ups for women; limited availability of equipment or lack of basic 

investigation equipment (for example functioning sphygmomanometers, thermometers, poor 

coverage of gynaecological care (cervical smears, breast examinations); and absent or gender 

insensitive prison healthcare policies and standard operating procedures (SOPS) for women. In 

some countries, women prisoners were reportedly treated without any available medication and 

not according to SOPs. Isolation cells for active TB patients do not exist in every women prison in 
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the SADC region. The same accounts for in-house laboratories and infrastructure allowing privacy 

and confidentiality. 

 

With regards to supplies and logistics, sufficient medical and laboratory supplies for HIV, 

sufficient medical supplies for SRH, and sufficient commodities for menstrual hygiene are missing 

in several SSA countries. 

 

The health service environment needs to be adjusted to international standards. Privacy during 

examinations or interventions, clinical independence of healthcare staff has largely not been 

introduced yet. 

 

For services not provided in prison, such as further treatment or specialised services, patients 

might be referred to outside health facilities. In Tanzania, patients with HIV and SRH needs are 

referred to outside health facilities. In Malawi, specialised services are provided in an outreach 

mode from the nearest outside facility: for example, patients with drug-resistant TB are released 

for treatment in the community. In Angola and Lesotho, patients may request consultations with 

private doctors at their own expense.  

 

Transfer of patients to outside facilities, however, may be delayed or stuck by a lack of staff to 

escort patients, security concerns (Malawi, Namibia), or a lack of appropriate transportation 

and/or of fuel (Mozambique, Zimbabwe) (UNODC Baseline Assessment, p. 30). 

 

Several other problems have been raised: 

• Female prisoners were reported to be disadvantaged clinically, in comparison to males who 

were medically prioritised and treated.  

• Women prisoners self-medicated with left over medication.  

• Lack of adequate medicines, with the doctor reportedly treating every ailment with 

paracetamol, and not adhering to clinical SOPs for the different diseases. 

• Provision of minimal mental health services for women prisoners has been described, as well 

as non-provision of adequate female mental health support, despite high rates and 

occurrence of post-traumatic stress disorder, depression and self-harming among 

incarcerated women. 

 

 
 

The majority of SSA countries report limited prison-based health services for women, and poor 

access for women to prison-based clinics. Other problems reported were: 

• Under-resourcing of prisons by governments which affected provision and access to 

healthcare by female prisoners.  

• Pooling of resources across prisons resulted in the systematic de-prioritisation of women’s 

health care.  



Sexual and Reproductive Health and Rights, HIV in Women's Prisons Page |  15 
 
 

• Inadequate food and availability of gender specific health services, attributed to insufficient 

funding from the fiscus. 

• In some SSA countries restricted prison-based health facility operational hours for women 

impacted on their ability to access care when needed (with priority and majority of days 

allocated for males). 

• Restricted operational hours for women, partly with reports about long working hours for 

prisoners that frequently prevented women prisoners from accessing necessary medical care. 

• Lack of privacy and confidentiality during consultations included negative staff attitudes that 

were described as additional barriers to women’s attempts to access prison-based health 

services in some SSA countries. 

• The general low level of awareness of SRHR and negative staff attitudes towards women 

and/or incarcerated children also causes delays in access to treatment or transport to outside 

health facilities. 

 

 
 

Provision of specific sexual and reproductive health services for women prisoners in the SSA 

region were reported as poor, ill-equipped and not meeting recommended international 

standards. Ante-Natal Care (ANC) and Post-Natal Care (PNC) were reported to be non-existent in 

prisons in six SSA countries or were dependant on the type of sentences. In one country limited 

access to basic reproductive and preventive health services was provided; and where it was 

possible pregnant mothers gave birth outside of the facility, either at a public health centre or 

hospital. In other countries it was reported that women were delivering in cells. 

Again, this illustrates the necessity to raise attention to, sensitise for and improve the sexual and 

reproductive health services for women in prison. 

 

 
 

Despite all efforts, HIV Prevention, Treatment, Care and Support (PTC&S) and treatment for 

opportunistic infections such as TB is not adequately implemented within prison-based health 

services in some SSA countries. HIV testing, TB screening and treatment coverage in these SSA 

prisons is weak, with limited provision of HIV prophylaxis for prevention of mother-to-child 

transmission (PMTCT), and further compounded by equally limited access to highly active 

antiretroviral treatment (ART). In some countries medical care in prisons was reportedly 

administered to women prisoners, once the AIDS condition had deteriorated and was generally 

treated as medical emergency. A programming gap in service provision and accessibility of HIV, 

PTC&S for women and their children has been observed in some countries. Other studies describe 

access depending on prison staff, with prison warden’s negative attitudes impacting on access to 

ARVs.  
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Another problem was the initiation and adherence to ARVs which was impacted by legislation 

that prohibited nurses from prescribing medication without authorisation, and which was 

described as contributing to delays in commencing therapy and chronic-disease management. 

 

Additionally, prevention efforts were observed to be weak with nurses lacking in training of 

preventative medicine and insufficient clinical staff in prisons in several countries. Other studies 

described lack of national resource allocation to prisons as a barrier to HIV/TB management. 

Some prisoners reported HIV Counselling and Testing (HCT) not routinely provided and female 

prisoners cited lack of confidentiality by health providers, stigma and awareness of low ARV 

availability as barriers to uptake of VCT.  

 

 
 

Typically, women in prison are young and many are mothers whose children either live in prison 

with them or are cared for by others outside. They may also be pregnant or in rare circumstances 

even become pregnant during imprisonment; additionally some give birth while in prison. Often, 

very limited reproductive and pre-and-post-natal care services are available for women in 

prisons. Children born and living in prison (usually between the age of 2-5 years), especially to 

HIV-positive mothers, need particular care and attention. Prison diets often fail to provide the 

level of nutrition required by pregnant or breastfeeding mothers. 

 

 
 
Bureaucracy in administrative procedures, requirements to procure resources for transport and 

fuel for medically referred prisoners, lack of adequate trained health personnel and prison staff 

for the transfer of sick inmates, inadequate vehicles for transportation and fuel, and security fears 

were described by prisoners and prison officers as delaying clinical care (in some instances for 

several weeks after falling ill) outside of prisons in several SSA countries. 

 

Accessing emergency and chronic care outside of the prison 

 

In some prisons access to outside healthcare was reported to be controlled by medically 

unqualified and untrained prison officers. Negative staff attitudes were also observed to have 

serious implications for women prisoners’ access to emergency care, as well as for continuity of 

care for those with chronic conditions such as TB and HIV/AIDS. Issues relating to lack of 

confidentiality and privacy for women when accessing outside clinical care were described, 

particularly in relation to prison security protocols that required prison officers to sit in with 

patients during primary care and hospital consultations. Additionally it was reported that there 

was no proper follow up of prisoners along the continuum of clinical care due to lack of transport 

to attend routine appointments. 
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     At a glance 

“Compliance with international, regional and national standards and guidelines for HIV 

prevention, treatment and care is better for SRH care for prison populations, as incarcerated 

women’s (and their children’s) specific health needs remain largely neglected by governments, 

prison management and staff, and community and donor support” (UNODC Baseline Assessment, 

p. 10). 

 

6 Why is it so important to link SRHR to HIV/AIDS services? 
 

     Definition 

HIV/SRHR integration is based on the recognition that most HIV infections are sexually 

transmitted or associated with pregnancy, childbirth and breastfeeding. Also, HIV and many 

illnesses associated with SRHR have the same root causes, including poverty, limited access to 

appropriate information, gender inequality, harmful cultural norms and social marginalization of 

the most vulnerable populations. HIV/SRHR integration is important in ensuring universal access 

to SRHR and HIV information and services. 

 

Generally frameworks on SRHR and HIV service integration already exist. However, these have to 

be adapted to prison settings in more detail, like the framework of the WHO (2017): 
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     At a glance 

Support for SRHR and SRHR/HIV integration, especially for women and juveniles, is lagging for 

the general population, and thus also for women living in prison.  

 

HIV and SRHR service availability and access for people in prison in 10 SSA countries - Health 

service environment – Results from a Baseline Assessment in 20191 

• “Most prisons cover basic health care, such as communicable diseases.  

• Health screening upon admission mostly includes HIV, TB and STIs, with screening for viral 

hepatitis, reproductive cancers and pregnancy to be upscaled in the future.  

• For services not covered in prison, patients might be referred to outside health facilities.  

• In some countries, challenges related to transportation may prevent patients from 

beingtransferred to outside health facilities.  

• Privacy and thus confidentiality of health care services is reported only for two countries. 

• HIV and SRH services are voluntary in all 10 countries.  

• Informed consent for HIV and SRH interventions is required in at least 8/10 countries.  

• Clinical independence of health care staff is largely not ensured.  

 

Services for SRH care:  

• Antenatal care/labour and delivery/postnatal care services are mostly provided in outside 

health facilities; Angola and Namibia have in-house maternal, newborn and child health care.  

• Prevention (via IEC) and treatment of STIs is available in all 10 countries.  

• Over half (6-7/10) countries provide IEC on sexuality and reproductive health, screening for 

reproductive cancers and measures to prevent and monitor violence.  

• At least 9/10 countries make appropriate referral to outside health facilities.  

• Abortion prevention and management is reported in South Africa, Zanzibar and Zimbabwe,  

• Peer-led SRH programmes appear to be lacking in Angola and eSwatini. 

• Several challenges affect the provision of comprehensive and quality SRH care.” (p. 9-10).  

 

However, HIV and SRHR linkage between prison and the community is reported only for Angola 

(no formal policy), Lesotho and Zimbabwe (p. 22). Challenges in providing all SRH interventions 

in prisons include: limited funding for SRHR; inadequate infrastructure; resources and supplies; 

lack of pregnancy testing; staff shortages; lack of training for service providers; lack of 

standardised guidelines for SRHR; lack of policies or practices for prevention and management of 

SGBV; limited access to health care for women and children and negative staff attitudes; and 

shortage of security staff to escort women to outside services (p. 34). 

 
1

BASELINE ASSESSMENT on regional and beneficiary country HIV/AIDS and SRHR minimum standard compliance for prison populations Angola, 

eSwatini, Lesotho, Malawi, Mozambique, Namibia, Tanzania (including Zanzibar), South Africa, Zambia, Zimbabwe 20 August 2019 
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Most HIV infections in Sub-Saharan Africa and in the prisons are sexually transmitted or 

associated with pregnancy, childbirth and breastfeeding. The interactions between sexual and 

reproductive health and HIV/AIDS are now widely recognised. In addition, sexual and 

reproductive ill-health and HIV/AIDS share root causes, including poverty, gender inequality, 

gender-based violence and social marginalisation of the most vulnerable populations, and 

especially women prisoners. The Millennium Development Goals will not be achieved without 

ensuring access to SRHR services and strengthening rights for women and to link HIV with SRHR 

services in prisons. 

 

These linkages work in both directions, by integrating HIV/AIDS issues into ongoing SRHR services 

and/or programmes, and conversely, SRHR issues into HIV/AIDS programmes. This should 

enhance SRHR, contribute to the reversal of the HIV epidemic and mitigate its impact. 

 

     Note 

“Gender inequality remains pervasive. It is fuelled by gender norms and belief systems that 

relegate women and girls to an inferior status and perpetuate constructions of gender that are 

destructive for all. Gender inequality underpins a range of negative SRHR outcomes, including 

high-levels of maternal and infant mortality, the disproportionate number of young women being 

infected with HIV, high-levels of early marriage, high-levels of adolescent pregnancies and unsafe 

abortion, low levels of contraceptive use and high-levels of gender-based violence” (SADC). 

 

Having a look at gender and age-specific services in the 10 SSA countries, gender and age-specific 

services, equal access to health care for women, children and juveniles, sufficient provision of 

supplies and health care services (immunisation), adequate food provision for pregnant women, 

mothers and infants need to be up-scaled in several countries (Baseline Assessment, p. 35). 
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Source: WHO/HIV/2005.05 • UNFPA /2005 • IPPF-HIV/AIDS2005 • UNAIDS 2005  

(http://srhhivlinkages.org/wp-

content/uploads/2013/04/frameworkforprioritylinkages_2005_en.pdf) 

 

Several strategies for sexual and 

reproductive health and rights (SRHR) in 

Sub-Saharan Africa have been 

developed, but not all of them are 

addressing the situation of women 

prisoners specifically. However, the 

SADC “Strategy for Sexual and 

Reproductive Health and Rights in the 

SADC Region” can be taken as a 

blueprint to develop prison-specific 

frameworks, especially chapter 5. 

"Framework to Fast Track the SRHR 

Outcomes” (p. 29ff).  
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     At a Glance 

Stronger linkages between SRHR and HIV/AIDS programs in prisons should lead to a number of 

important health benefits for women prisoners. The following benefits could be expected: 

• Improved access to, and uptake of key HIV and SRHR services.  

• Better access of women living with HIV (PLWH) to SRHR services tailored to their needs. 

• Reduced HIV/AIDS-related stigma and discrimination.  

• Improved coverage of underserved and marginalised populations, such as women in prison 

with SRHR services.  

• Greater support for dual protection against unintended pregnancy and sexually transmitted 

infections (STIs), including HIV, syphilis, gonorrhoea or the herpes simplex virus. The presence 

of STIs greatly increases the risk of acquiring or transmitting HIV. 

• Improved quality of care. 

• Enhanced programme effectiveness and efficiency. 

 

The contribution of more stakeholders including community services in the provision of SRH 

services in the prisons needs to be ensured, including continuity of care of such services.  
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As in the community linkages are already been made, however, these should be transferred to 

the prison setting.  

 

     Key Points 

Being gender-responsive, human rights-based and comprehensive includes access to:  

• Contraception. 

• Pregnancy testing. 

• Support for Termination of Pregnancy (TOP) according to and where the country legislation 

allows).  

• HIV testing, treatment and care. 

• Prevention and treatment of HBV, HCV, STIs, HPV and cervical cancer. 

• Sexual and reproductive health education. 

• Appropriate diet and nutrition. 

• Be situated within prisons, ensuring referral between prison facilities and with linkages to 

community health care.  

 

On admission and regularly during imprisonment: 

• Screen for HIV, TB, HBV, HCV, syphilis and other STIs, and for cervical and breast cancer.  

• Screen for pregnancy.  

• Inform, educate and empower women in prison, also regarding health promotion and 

confidentiality. 

• Inform and educate all people in prison on measures to prevent pregnancy and infection. 

• Provide easy and discreet access to condoms and other prevention interventions. 

• Empower women and girls to negotiate safer sex and to access SRHR and HIV/AIDS services. 

 

In those countries where termination of pregnancy (TOP) is legal, services should also be made 

accessible for women in prison. Three-quarters of the estimated 6.9 million annual abortions in 

Africa were classified as unsafe (SADC 2018). In 2008, the latest year with estimates, Africa had 

the highest rate (22%) of unsafe abortions among adolescents (15-19 years of age) in the world. 

In Botswana 23% of maternal deaths were attributed to unsafe abortions.  

 

“Unsafe abortions are often the result of the policy and legal barriers that women and girls in the 

region face when they require safe abortion services, which is a significant contributory factor 

towards the high-levels of maternal mortality in the region. Engaging with the need for safe 

abortion services as a human right for women and exploring ways in which the policy and legal 

environment can protect the health, lives, and rights of women and girls is an important area, 

while ensuring that policies facilitate the provision of comprehensive post-abortion care in all 

contexts.” (SADC 2018). 
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     Reflection point             Group discussions      

“All persons, including key populations, have a right to equitable health services, which includes 

access to adequate HIV prevention, treatment and care, support services and SRH. They further 

have the following relevant rights guaranteed under international, regional and national laws: 

right to be free from discrimination; right to equality; right to be free from torture and cruel, 

inhuman and degrading treatment; right to dignity; right to security of the person; and right to 

information.” (SADC 2018). 

 

     Reflection point         

What needs to be done in your country, especially in  your prison facility in order comply to with 

these standards, e.g.: 

Supportive and enabling laws, policies and practices regarding HIV and SRH in prisons. 

• Adequate infrastructure, staffing and resources regarding HIV and SRH needs of prisoners.  

• HIV and SRHR service availability and access by people in prison. 

 

7 Human rights and global commitments on HIV and health 

in prisons 
 

     Key Points 

• Like all persons, prisoners are entitled to enjoy the highest attainable standard of health.  

• Adequate health services for women in prisons remain mandated under the Sustainable 

Development Goal’s (SDG) 3, 5, and 16, the United Nations Standard Minimum Rules for the 

Treatment of Prisoners (Nelson Mandela Rules — A/RES/70/175, Rules 2, 24, 26 and 32), the 

Bangkok Rules for Female Prisoners (A/RES/65/229), the United Nations Convention against 

All Forms of Discrimination Against Women (Article 12), the Basic Principles for the Treatment 

of Prisoners (Principle 9) the Body of Principles for the Protection of All Persons under Any 

Form of Detention or Imprisonment (Principle 5), the International Covenant on Economic, 

Social and Cultural Rights (Article 10) and the Bangkok Rules for Female Prisoners 

(A/RES/65/229).  

• Rule 2 of the Nelson Mandela Rules states that in applying the principle of non-discrimination, 

prison authorities shall consider the individual needs of prisoners, particularly the most 

vulnerable.  

• Rule 24 of the Nelson Mandela Rules mandates that provision of health care for prisoners is 

a state responsibility, ensuring that prisoners should enjoy the same standards of health care 

as those available in the community.  
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• The Bangkok Rules specifically stipulate required standards for management of incarcerated 

women’s specific health needs and state that women prisoners must be comprehensively 

screened for health problems and their unique health needs identified on arrival in prison, 

However, complexities lie in the responsibilities for provision of adequate health care to 

women prisoners, in terms of equitable quality and access.  

• These complexities can contribute to operation of prison health care services in isolation from 

public health services, and compromised service delivery, quality and access for women 

prisoners (van Hout; Mhlanga-Gunda 2018). 

 

     Note 

General recommendations according to WHO/WHO Regional Office for Europe (2011, p.4-5): 

 

“The important principles to follow in deciding on measures to improve current practice should 

include the following: 

• Pre-trial detention and imprisonment should be used as a last resort in the cases of women who 

have committed non-violent offences and who do not pose a risk to society. The imprisonment of 

pregnant women and women with young children should be reduced to a minimum and only 

considered when all other alternatives are unavailable or unsuitable.  

• All policies affecting women in the criminal justice system must recognise the gender-specific 

needs of women and the significant variations in needs that can exist between different groups of 

women. 

• Health service provision and programming should specifically address mental illness, in 

particular disorders relating to substance use and post-traumatic stress disorder. This is essential 

in any prison health care system. 

• If children are involved, the best interests of the children should be the main and determining 

factor in decisions regarding women’s imprisonment, including putting the needs of the children 

first when considering whether and for how long they should stay with their mothers in prison. 

• Health service provision in prison should recognize women’s gender-specific health care needs 

and should be individualized, framed and delivered in a holistic and humane manner.  

 

Key services to be provided should include the following:  

• Comprehensive and detailed screening for women on first admission to prison and regularly 

throughout their stay, covering their socio-economic and educational background, health and 

trauma histories, current health status and an assessment of skills held or required. 

• An individualised care, treatment and development plan, to be prepared jointly by the 

different healthcare providers and all other staff likely to be involved in a woman’s care and 

custody, and in consultation with the women themselves.  

• Primary health care services provided in the prison, which are outlined to the woman during 

the important induction period; her rights to access, including emergency access, to 

https://bmcinthealthhumrights.biomedcentral.com/articles/10.1186/s12914-018-0170-6#auth-1
https://bmcinthealthhumrights.biomedcentral.com/articles/10.1186/s12914-018-0170-6#auth-2
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confidentiality, to privacy and to health information and promotion activities should be made 

clear, preferably in an easily understandable pamphlet.  

• Specialist health care, which is readily provided and adjusted to meet the needs of women, 

such as for mental health, including help with a legacy of abuse and post-traumatic stress 

disorder; chronic health conditions, HIV and AIDS (including counselling and support), 

hepatitis, tuberculosis (TB) and other infectious diseases; drug and alcohol dependence; 

learning disabilities; and reproductive health, with access to specialist health care being 

explained to the woman in prison when discussing her individual care plan.  

• Pre-release preparations that are adequately planned and provided so as to ensure continuity 

of care and access to health and other services after release: health and social care cannot be 

provided in isolation from community services – just as health and nursing staff must maintain 

professional contacts with their peer groups, so must all services within prisons have good 

links to the equivalent services in the community. The services and approaches described 

above are likely to succeed only if the roles of governments, policy-makers and senior 

management are understood, accepted and applied. In broad terms, this requires that:  

o The criminal justice system is seen to serve the interests of women in its care, so that 

gender-specific health and other needs are readily met and services can be easily accessed;  

o Every prison that is required to house women prisoners has a written policy showing that: 

− the practices in that prison are sensitive to the special needs of women and that staff 

have undergone gender-specific training; − whenever children are involved, their needs 

and best interests are clearly seen as the first and main consideration in the provisions 

made for them”.  
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Adequate health services for women in prisons remain mandated under the Sustainable 

Development Goal’s (SDG) 3, 5, 10, and 16. 
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Sexual and Reproductive Health and Rights, HIV in Women's Prisons Page |  31 
 
 
 

       Note 

United Nations Standard Minimum Rules for the Treatment of Prisoners (the Nelson Mandela 

Rules)  

• All prisoners shall be treated with the respect due to their inherent dignity and value as human 

beings.  

• Prison administrations shall take account of the individual needs of prisoners, in particular the 

most vulnerable categories in prison settings.  

• Prisoners should enjoy the same standards of health care that are available in the community 

and should have access to necessary health-care services free of charge.  

• Health-care services should be organised in close relationship to the general public health 

administration and in a way that ensures continuity of treatment and care, including for HIV, 

tuberculosis and other infectious diseases.  

• A physician or other qualified health-care professionals shall see, talk with and examine every 

prisoner as soon as possible following his or her admission and thereafter as necessary.  

• All medical examinations shall be undertaken in full confidentiality.  

• The relationship between the physician or other health-care professionals and the prisoners 

shall be governed by the same ethical and professional standards as those applicable to 

patients in the community.  

 

 
 

In May 2010, the 19th Session of the 

Commission on Crime Prevention and Criminal 

Justice, held in Vienna, adopted a set of draft 

United Nations Rules for the Treatment of 

Women Prisoners and Non-custodial 

Measures for Women Offenders (Bangkok 

Rules), which includes 70 rules developed to 

address the specific needs of, and realities 

faced by women in the criminal justice system, 

including their gender-specific health care 

needs. The Bangkok Rules were endorsed by 

resolution 2010/16 of the Economic and Social 

Council on 22 July 2010 and approved by the 

United Nations General Assembly in 

September 2010. They include important 

rules relating to the gender-specific health 

care needs of women prisoners, reflecting 

concerns and recommendations included in 
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the Declaration on women’s health in prison, and are applicable worldwide. The 

recommendations included in the Declaration are clear and unambiguous. There is, however, a 

well-recognised need for a way to assess the current situation and detect those areas of service 

which could be improved, even in the current economic situation. 

 

The Bangkok Rules specifically stipulate required standards for management of incarcerated 

women’s specific health needs and state that women prisoners must be comprehensively 

screened for health problems and their unique health needs identified on arrival in prison. 

However, complexities lie in the responsibilities for provision of adequate health care to women 

prisoners, in terms of equitable quality and access. These complexities can contribute to 

operation of prison health care services in isolation from public health services, and compromised 

service delivery, quality and access for women prisoners. 

 

     Note          Previous Knowledge  

 

Excerpts:  

• Women prisoners shall be allocated, to the extent possible, to prisons close to their home or 

place of social rehabilitation, taking account of their caretaking responsibilities, as well as the 

individual woman’s preference and the availability of appropriate programmes and services. 

• The accommodation of women prisoners shall have facilities and materials required to meet 

women’s specific hygiene needs, including sanitary towels provided free of charge and a 

regular supply of water to be made available for the personal care of children and women, in 

particular women who are pregnant, breastfeeding or menstruating.  

• The health screening of women prisoners shall include comprehensive screening to determine 

primary health-care needs, and also shall determine: (a) the presence of sexually transmitted 

diseases or blood-borne diseases; and, depending on risk factors, women prisoners may also 

be offered testing for HIV, with pre- and post-test counselling; (b) mental health-care needs, 

including post-traumatic stress disorder and risk of suicide and self-harm; (c) the reproductive 

health history of the woman prisoner, including current or recent pregnancies, childbirth and 

any related reproductive health issues; (d) The existence of drug dependency; (e) sexual abuse 

and other forms of violence that may have been suffered prior to admission.  

• If the woman prisoner is accompanied by a child, that child shall also undergo health 

screening.  

• Gender-specific health-care services at least equivalent to those available in the community 

shall be provided to women prisoners.  

• HIV/AIDS programmes and services shall be responsive to the specific needs of women, 

including prevention of mother-to-child transmission.  

• Preventive health-care measures of particular relevance to women, such as Papanicolaou 

tests and screening for breast and gynaecological cancer, shall be offered to women prisoners 

on an equal basis with women of the same age in the community.  
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Southern African Development Community (SADC) minimum standards for HIV and AIDS, TB, 

Hepatitis B and C, and sexually transmitted infections prevention, treatment, care and support in 

prisons.  

 

     Note 

Excerpts:  

• Member States must provide services that reach all members of society, including individuals 

in prisons and other places of detention.  

• The principle of confidentiality regarding the medical status of individuals in prisons or other 

places of detention must be upheld.  

• Member States must uphold the human rights of individuals in prisons and other places of 

detention. Prisoners and detainees (…) should be treated with respect at all times.  

• Member States need to ensure that evidence-based, comprehensive policies on prison health 

are in place and that these outline procedures for infection control, treatment, care and 

support. Prison health policies should facilitate the provision of health services of a standard 

equal to those provided to the general population.  

• A comprehensive health assessment must be conducted for all persons admitted to prison and 

other places of detention to provide a baseline of their general health status and particularly 

in relation to HIV and AIDS, TB, Hepatitis B and C and STIs.  

• All prisoners who already are on treatment or who have been identified as requiring treatment 

for communicable and other diseases should be offered such treatment in accordance with 

Member States’ national guidelines.  

• Prison authorities must constantly cooperate and communicate with health service providers 

outside the prison system, as well as with other prisons, to ensure continuity of treatment 

after release or transfer.  

• Prison authorities should establish sustainable cooperation and communication links between 

custodial and community health services to ensure continuity of care.  

• Women prisoners must have access to health services that take into account their special 

health care needs. Prison health services must have confidential complaints mechanisms, 

especially for women who have been victims of violence and/or sexual abuse. Information on 

how to use those mechanisms should be provided to all women upon entry into the prison or 

place of detention.  

• Prison staff members must be adequately and routinely trained with respect to HIV and AIDS, 

TB, Hepatitis B and C, STIs and nutrition.  
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• PEP should be provided to employees who have been exposed to HIV infection during the 

performance of their duties within 72 hours of such exposure and in accordance with national 

guidelines.  

• HIV testing and counselling must be offered in accordance with both the national guidelines 

and the approved Regional Minimum Standards for HIV Testing and Counselling.  

• A comprehensive and simple medical register should be kept for all prisoners to facilitate 

follow-up and to provide necessary data (for disease surveillance etc.).  

• Successful implementation of the Minimum Standards should be supported by a monitoring 

and evaluation (M&E) plan. Such plans should link with and reinforce existing M&E systems 

for HIV and AIDS, TB, Hepatitis B and C, and STIs.  

 

Furthermore, other documents can be used as guidance for the implementation of effective HIV 

prevention, treatment, care and support, e.g. the Comprehensive Package of 15 key interventions 

considered essential are offering guidance to implement evidence-based health strategies and 

services for people living in prisons (UNODC et al. 2019): 

 

1.   Information, education and communication. 

2.   HIV testing and counselling. 

3.   Treatment, care and support. 

4.   Prevention, diagnosis and treatment of tuberculosis. 

5.   Prevention of mother-to-child transmission of HIV. 

6.   Condom programmes. 

7.   Prevention and treatment of sexually transmitted infections. 

8.   Prevention of sexual violence. 

9.   Drug dependence treatment => Opioid Substitution Treatment. 

10. Needle and syringe programmes. 

11. Vaccination, diagnosis and treatment of viral hepatitis. 

12. Post-exposure prophylaxis. 

13. Prevention of transmission through medical or dental services. 

14. Prevention of transmission through tattooing, piercing and other forms of skin penetration. 

15. Protecting staff from occupational hazards. 

 

This accounts also for the "Reproductive Rights and Sexual and Reproductive Health Framework", 

i.e. the reproductive health care elements defined by the International Conference on Population 

and Development Programme of Action (Para 7.6; UNFPA 2008). 
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8 Political commitment and enabling environment 
 

With regards to the policy environment in some countries, guidelines on the promotion of the 

integration of SRHR and HIV services are existing in the SADC region. However, prisons and 

custodial settings are not mentioned in the two Kenyan guidelines for RH-HIV service integration 

policy published by the Ministry of Health documents “National Reproductive Health and HIV and 

AIDS Integration Strategy - 2009”; "Minimum Package for Reproductive Health (RH) & HIV 

Integrated Services-2012” – Ministry of Health 2016). An update to the SRHR policies, strategies 

and guidelines to include prison populations is therefore needed. 

 

• Supportive and enabling laws, policies and practices. 

• Alternatives to punishment for HIV-related risk behaviours e.g.  sex work, same sex relations 

and drug use.  

• Suitable non-custodial measures for women and for minor offenses. 

• Equivalence of care policies and practices. 

• Collaboration between ministries, national health and prison authorities, prison 

administrations, community services and CSOs. 

• Joint strategic approach to place prison health on a par with public health. 

• Prison health reform that responds to the needs of women. 

• Capacity-building and empowerment.  

• Evidence-based and accessible health service delivery based on comprehensive SRHR and 

maternal and child health care. 

• Linkages for continuity of care. 

• Involvement of people in prison and prison staff in information and in combating stigma and 

discrimination. 

• Cross-sectoral partnerships for increased resources, 

• Regional sharing of experience and dialogue, and collaboration between governments and 

CSOs. 

 

9 Creating awareness, limiting harm 
 

A recent scoping review gathered mapping available literature on women prisoners’ health 

experiences, unique prison health care needs and health care outcomes in SSA found out that 

the healthcare needs and experiences of female prisoners in the SSA region remain de-prioritised 

and inequitable in prison health policies, prison-based health services, and SOPs, and yet are also 

poorly understood and rarely studied. This, and the scarcity of gender disaggregated and 

empirical information available on women prisoners’ health, particularly regarding sexual and 

reproductive health, and infectious disease prevalence is deeply concerning and occurs within 

the context of human rights violations of incarcerated women in SSA prison environments.  
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Despite global commitments to end HIV and TB in the SSA region, most SSA countries in 2017 still 

do not collect or report comprehensive information about the incidence, prevalence, or clinical 

outcomes of HIV infection, TB and AIDS in incarcerated populations. 

 

The review underscores how SSA prison environments remain contra not only to international 

mandates, but also regional agreements in the SADC Minimum Standards for HIV in Prisons; the 

Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in Africa; 

and the SADC Protocol on Gender and Development.  

 

Human rights violations, abuses and substandard prison conditions, along with the invisible 

nature of women and that of their health are deeply concerning. In terms of health care, the 

current situation in SSA prisons for incarcerated women is contra to all available guidelines for 

women in prisons, which mandates provision of safe and appropriate health services (including 

sexual and reproductive, gynaecological and dental clinics); the presence of skilled health 

personnel trained to follow universal precaution guidelines in prevention of HIV transmission 

through medical practices (injections, procedures or examinations); and the provision of 

equivalent health services to those available in the community.  

 

SSA countries are encouraged to enhance provision of internal prison based health services and 

trained health personnel in prisons specialized in women’s health, and at the very minimum 

provide equivalence of care to that provided outside of incarceration, in line with international 

mandate United Nations Rules for the Treatment of Women Prisoners and Non-Custodial Means 

for Women Offenders (the Bangkok Rules).  

 

Of note are the various very useful UNODC, UNAIDS, WHO and ICRC technical guidance and 

checklist documents available such as "Fast Track to end AIDS by 2030: For People in Prisons", 

UNODC; "Women and HIV in Prison Settings", UNODC/UNAIDS; "Women’s Health in Prisons", 

WHO/UNODC; and "Health Systems and Needs Assessment in Prisons - Practical Guide and 

Toolkit", ICRC. 

 

Despite the proportion of women prisoners in SSA prisons being lower than that of their male 

counterparts, they are distinctly and negatively affected by prison environmental factors, which 

impact severely on their specific female health needs and wellbeing. The appalling SSA prison 

environments and regimes all serve to exacerbate poor women’s physical and mental health and 

the transmission of communicable diseases (such as HIV and TB). Women prisoners in SSA 

experience unique gender specific health challenges relating to menstruation and lack of 

appropriate sanitary towels, pregnancy and childbirth. WHO currently recommends that disposal 

possibilities for used sanitary towels are freely available and easily accessible to women in prison 

at all times. This is not the case in the SSA prisons. Internal prison health infrastructures in the 

SSA region are characterised by weak responsiveness by female officers to prisoner requests for 

healthcare, untrained health personnel and lack of medication.  
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Accessing of outside community health for women prisoners (and their children) are hindered by 

prison procurement policies, low resources, prisoner hierarchies, lack of suitable medical 

transport, fuel and prison staff to accompany medical referrals, and general lack of access to 

sexual and reproductive health and child health services. 

 

The issue of HIV/AIDS in SSA prisons is both a human rights and public health issue, which requires 

a strategic approach with shared public health and human rights goals in policies, to prevent HIV 

transmission and improve health for all, whilst at the same time ensuring equivalence of care to 

that provided outside of prison, with the respect of human rights and dignity of those infected 

and requiring treatment. It underscores the imperative that women prisoners are advocated for 

as a priority risk population and SSA prisons must continue to contribute positively to broader 

efforts to control communicable diseases in the general population. This is vitally important given 

prison release and the return of women and their children to their communities, and one that is 

cognisant of their distinct vulnerabilities as HIV/TB risk population and the continuing 

disproportionate level of HIV/AIDS affecting women and girls in the SSA region. 

 

It is paramount that SSA governments, national prison and health policy makers, international 

organisations, donor and NGOs collaborate and advocate for prison health policy reform and 

women’s health guideline development to ensure women prisoners and their health needs are 

not neglected. This is consistent with the UN Sustainable Development (SD) agenda of "no-one 

left behind". Health citizenship of women prisoners must be fostered along with a sense of 

belonging to a community of people whose citizenship has been devalued at two levels, namely 

that of gender, and that of incarceration. Such prison health policy reform activities sit within the 

global aim of leveraging the end of AIDS (Fast Track Approach to end AIDS, (UNAIDS 2016–2021) 

through working and collaborating in an interdisciplinary and multi-sectoral partnerships (SDG 

17) (General Assembly Resolution, 2015) to challenge and address health inequalities of women 

prisoners. 

 

At the time of writing this review, the Twenty-Sixth session of the Commission on Crime 

Prevention and Criminal Justice (CCPCJ), May 2017, adopted the resolution 

E/CN.15/2017/L.5/Rev.1, “Ensuring access to measures for the prevention of mother-to-child 

transmission of HIV in prisons”. This resolution requests Member States in close cooperation with 

UNODC and other relevant United Nations entities and other relevant stakeholders, to increase 

their capacity to eliminate mother-to-child transmission of HIV within sexual and reproductive 

health, and support HIV prevention and treatment programming in prisons. Given the connection 

between prison health and public health, it is vitally important for prison services in all countries 

particularly high-burden TB/HIV co-infected countries in the SSA region, to provide uninterrupted 

services for prevention of mother-to-child transmission of HIV to all women in prisons, and to 

achieve the goal of ending AIDS as public health threat by 2030, “no-one left behind”. 
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10 The way forward 
 

 
 

     At a Glance   

Women prisoners are entitled, without discrimination, to health care, both within and accessing 

community care including preventive measures, of a standard equivalent to that available in the 

outside community. The review has highlighted the environmental conditions, violation of human 

rights protection for women (and their children), and substandard health care provision for 

women incarcerated in SSA prisons. It underscores the lack of information, and the urgent need 

for donor support, national governmental resource allocation, prison and health services policy 

reform, overall health systems strengthening and the requirement for gender and context 

specific guidance to better address women’s health needs in SSA prisons.  

 

The African HIV in Prisons Partnership Network which was set up as an outcome of the 2009 

African Declaration of Commitment for HIV and AIDS PTC&S in Prisons across the region could 

offer a renewed partnership focus on women prisoners health and health needs, and bring 

together prison and correctional services, prison health systems, public health systems, national 

AIDS committees, international and national civil society organizations. Efforts to support this 

network with a gender mainstreaming dimension are warranted given that its current visibility 

among SSA Member States is weak. Surveillance and investment in research on women prisoner’s 

health experiences and needs in SSA, as well as political commitment and advocacy at higher 

policy level is warranted in order to respect women’s rights to adequate prison conditions and 
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access to health care while incarcerated, and ensuring that interventions motivated by public 

health considerations are respectful of women’s rights at all times. 

 

The evidence is systematic and consistent; women’s specific needs are often unmet by prison 

services and by the prison environment. Moreover, there are considerable gaps between prison 

health and public health services. Politicians and the general public still seem to be unaware of 

these evident and unacceptable inequities. 

 

Human rights and, in some cases, even basic standards of decency are unmet; prison systems not 

only fail to meet the sexual and reproductive health needs of imprisoned women, but also the 

standards of humane care called for by international bodies, such as the Bangkok Rules. 

 

To improve the situation will require awareness, thought and action at all levels of the policy-

making chain: politicians, prison management, health advocates and prison staff. The following 

should be considered: 

 

First, the principles that should define a healthcare system for women in prison were defined in 

the Bangkok Rules and in many other international declarations. The first of these is that 

imprisonment of women should be considered only when all other alternatives are unavailable 

or unsuitable (UNODC 2018). Prisons can be responsible for major damages and disruption to the 

lives of vulnerable women and their families. Most of them are in prison for non-violent offences 

and pose no risk to the public. Therefore, consideration should be given to the development and 

implementation of non-custodial strategies for women, particularly during pregnancy, or when 

they have young children. Its importance becomes very clear when the personal and social costs 

of imprisonment of women are considered, in the context of their pathways to crime and their 

roles in their social, family and community context. 

 

To prevent imprisonment in the first place, community-based services need to be strengthened 

and more widely used, especially for substance use, sexual and reproductive health and mental 

health. These should also provide adequate care on release from prison. 

 

With regard to the situation in Sub-Saharan Africa, the Baseline Assessment (p. 23) found out that 

although non-custodial measures such as community sentencing for petty, non-violent offenses 

and for women are possible, these are hardly used. This is partly due to a lack of 

supervision/monitoring and fines being too high, but also due to the cultural mindset that 

offenders must be punished.  

 

Evidence concerning community-based residential parenting programmes has led to the 

recommendation that, whenever possible, custodial parents and pregnant women within the 

criminal justice system should be housed in community-based settings.  
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Second, important gaps remain in staff training. The determinants of criminal behaviour in 

women and the long-lasting effects of histories of violence and abuse should be known and 

understood by those providing supervision and care for women prisoners. All staff working with 

women prisoners should have followed gender-sensitivity training to raise awareness of and 

improve response to these gender-related issues.  

 

Third, international standards are of vital importance and contain regulations specifically directed 

to prisoners or women, but they are necessarily general in their terms and do not always 

sufficiently guarantee the provision of services to meet women prisoners’ specific needs.  

 

Fourth, an important part of gender equity is acceptance of women’s preferences with regard to 

healthcare. Health services for women in prison should be individualized as far as possible to 

meet the specific expressed needs of the women; this would include access to a female 

practitioner or the rigorous use of chaperones where this is not possible. 

 

There are encouraging signs that new approaches and plans are being produced in various parts 

of Africa, e.g. the newly built women’s prison in Windhoek, Namibia. There are changes planned 

in several of the relevant public services such as the police, probation services and community 

facilities, and reflected in initiatives of non-governmental organizations. The trend is towards 

more emphasis on alternatives to custody, with more effort towards assessing and supporting 

women in their own place of residence in cases where they have committed a non-violent or 

minor offence. The legal and criminal justice systems are also changing, with new restorative 

justice approaches.  

 

During recent years, prison systems in many countries have developed initiatives such as mother-

and-baby units for imprisoned mothers; in most countries in Sub-Saharan Africa it is possible for 

babies and small children to stay with their mother in prison, up to a range from 2-5 years. 

Nonetheless, this option raises difficult problems and dilemmas. 

 

Ideas relating to health promotion in prisons, especially in women’s prisons, are developing. 

These include a more participatory approach, using community development methods, which 

could help considerably in making women prisoners more health literate and more confident to 

look after their own health and the health of their children. 

 

The WHO Regional Office for Europe and UNODC (2011) have developed practical checklists and 

guidance notes. The checklists are important tools in ensuring greater safety and better quality 

medical care for women in prison, and are designed to assist a review of current policies and 

practices relating to women’s health in prisons. The checklists aim at three levels: (i) Decision- 

and policy-makers; (ii) Senior prison manager; and (iii) prison health staff. The aim is to support 

countries with practical means to assess their current situation regarding women prisoners’ 

health and the health services provided.  
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The checklists are vital in (self-) assessment of the current situation and in identifying areas for 

improvement. Although some of the issues reflected in the checklists are also applicable to men 

in prison, it is important to stress their particular relevance for women in their specific 

circumstances, especially due to their close links with other concerns that apply to women. 

Checks are a valuable way to ensure a review is undertaken in a planned and systematic manner 

to draw attention to deficiencies in health care provision for women in prison and to take steps 

to address any shortcomings. 

 

     “The high cost of imprisonment of women, in financial, social and health terms, makes 

crime and punishment a challenging political problem. When the degree of social disadvantage 

and the amount of serious disease in prison populations is considered, imprisonment becomes an 

important public health challenge, especially as most prisoners will be released into the 

community. An appeal to human rights and internationally agreed recommendations should be 

enough to correct many of the present difficulties; when combined with strong public health 

reasons, the case for priority and action is overwhelming. The case for women is even stronger. 

Considerable review, policy development and change are required. While there may have been 

increased awareness of the problems and perhaps of willingness to change, the overall current 

position remains unacceptable. Radical change in criminal justice systems would take 

considerable time, but there are immediate steps that could be taken to deal with the more gross 

examples of public health neglect, abuses of human rights and failures in gender sensitivity.” (van 

den Bergh et al. 2011, p.6) 

 

     Reflection point             Group discussions      

a) What are your fundamental problems with regard to women in prisons generally, and HIV 

and SRHR specifically? 

b) Where do you see possibilities to improve access to better health care for women (especially 

with regard to HIV and SRHR) => flipchart, 45 min., presentation 

 

 
 

     Definition  

Comprehensive Sexuality Education is defined as “an age-appropriate, culturally relevant 

approach to teaching about sex and relationships by providing scientifically accurate, realistic, 

non-judgmental information”. The objectives of sexuality education programs may include “to 

increase knowledge and understanding; to explain and clarify feelings, values and attitudes; to 

develop or strengthen skills; to promote and sustain risk-reducing behaviour.” (UNESCO et al. 

2009) 
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Sexual and reproductive health requires a positive and respectful approach to sexuality and 

sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, 

free of coercion, discrimination and violence. Reproductive rights relate to the basic rights of all 

couples and individuals to decide freely and responsibly the number, spacing and timing of their 

children and to have the information and means to do so. 

 

Adolescent girls and young women experience converging social, cultural, economic, and political 

factors that undermine their sexual and reproductive health and rights (SRHR), which makes them 

vulnerable to HIV infection. In South Africa alone, about 102,000 new HIV infections occur among 

these age groups each year. Innovative and country-specific approaches that holistically address 

the risk factors of these populations are critical for effective HIV prevention. In order to empower 

girls and young women in prisons comprehensive sexuality education (CSE) could be introduced 

in females prisons. CSE is a life-skills and evidence-based education, with a thorough curriculum 

that covers all aspects of sexuality. CSE provides information on the full breadth of available 

sexual and reproductive health care options. CSE uptake in HIV prevention strategies may be 

challenging because of its sensitive nature and heavy politicization. Topics covered include 

condom promotion and provision; HIV testing and counselling (HTC); pre-exposure prophylaxis 

(PrEP) counselling and provision for high risk populations; contraceptive mix, factual information 

on abortion; post-violence care; and abstinence as one of many methods for prevention of STIs 

and unintended pregnancy (Change 2018). 

 

 
 

Prison authorities are responsible for combating gender-based sexual violence, the exploitation 

of vulnerable prisoners and all forms of prisoner victimization. They must therefore take all 

measures necessary to protect women from sexual violence; including training personnel to 

identify and stamp out such abuses; by ensuring adequate staffing levels; training, effective 

surveillance and disciplinary sanctions (see more detailed module on GBV). 

 

 
 

Regular capacity-building programs of prison staff are essential to build knowledge on HIV 

prevention, treatment, care and support and SRHR issues for girls and women in prison. This 

training should not be limited to general prison staff but also to the medical service providers 

(medical doctors, nurses, lab technicians and pharmacists, etc.), drug dependence counsellors, 

social workers and other professionals who may contribute to HIV programs in prisons. These 

programs should also be included as part of the regular training curricula for prison staff. In 

addition to HIV, issues such as gender specific needs, human rights with a particular focus on its 

link to HIV and stigma and discrimination should also be part of the curriculum.  
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Because security staff’s knowledge of transmission of disease and awareness of the health rights 

of people in prison, including SRHR, is crucial in facilitating access to health care, these also 

require relevant awareness and education. For most countries, security staff is reported to 

receive training on health care matters; however, a low level of awareness of SRHR and negative 

attitudes towards women remain, in some countries hindering women and their children from 

access to necessary health care (van Hout et al. 2018). 

 

Therefore prison policies and guidelines for HIV and SRHR care need to be developed that provide 

for an equal standard of care as in the community, as well the other way round SRHR policies, 

strategies and guidelines need to be updated to include prison populations. SRH care and needs 

of juveniles, (pregnant) women, mothers and children need to be prioritized. 

 

There are often deficiencies in the provision of training provided to prison staff. Gender-sensitive 

training and training on the specific health needs of women in prison should be widely available 

in all systems. 

 

All prison staff and health care providers as well as anyone in regular contact with prisoners, 

should be given timely access to relevant information and educational material on HIV, universal 

precautions and post-exposure prophylaxis (PEP). In addition, prison staff and their families 

should be provided with the information on modes of transmission and prevention of HIV, 

services available for STI treatment, condom distribution and also on voluntary counselling and 

testing. 

 

As women in prison are frequently victims of physical and sexual abuse, prison authorities and 

custodial staff should promote their dignity and safety and protect women in prison from bullying 

and abuse of any type. Male custodial officers should not be responsible for the direct supervision 

of women. They should never have routine physical contact with them, or have access to living 

and bathroom areas (WHO Euro/UNODC 2009). 

 

The Baseline Assessment (2019) found out training and/or sensitisation of prison staff on 

international and regional/national standards for health and human rights varies, and nowhere 

does either appear to be adequate or sufficiently frequent. Basic/recruitment training is not 

followed up with refresher courses, and workshops provided by CSOs are either too seldom to be 

effective or not cascaded. 
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Health services, including gynaecological and dental clinics, should be appropriately equipped, 

supplied and maintained. Sexual and reproductive health care services should be available for 

women in prison. Health care service providers should be trained to follow the guidelines of 

universal precautions to prevent the transmission of HIV through medical practices (injections, 

procedures or examinations). Providing It is important to recognize that people in prison are 

entitled, without discrimination, to health care, including preventive measures, of a standard 

equivalent to that available in the outside community (WHO, 1993). This is important, both for 

prisoners and for the community outside prisons, as the vast majority of people who enter prisons 

will eventually return to the community. 

 

 
 

It is essential that the correctional administrative system in any given country works and 

collaborates very closely with other relevant government ministries and national AIDS 

programmes for addressing the health, social and other special needs of prisoners in general, and 

in particular, for the women in prisons.  

 

Gender-sensitive legislative frameworks, penal policies and prison rules are necessary to ensure 

that the needs of women in prisons are addressed in a systematic and sustainable way. A 

comprehensive framework should also address their psychological, social and physical welfare — 

all crucial in managing and minimizing HIV transmission in prisons. Tailored programs addressing 

gender-specific issues need to be formulated to respond to the challenges of women in prisons 

— in particular programmes targeted at women who face multiple vulnerabilities and who are 

living with HIV. Every effort should be made to involve women prisoners and non-governmental 

organizations in the development of HIV prevention, treatment, care and support programs in 

prison, as well as to create links between prison programs and community HIV prevention and 

treatment services. 

 

 
 

The involvement of women prisoners in developing and providing health services increases the 

capacity of prisons to respond to HIV and AIDS. Therefore, women prisoners should be trained as 

peer educators to provide information, prevention commodities, care and support to other 

people living in prisons. For example, health authorities in prison should encourage and support 

the development of peer-based education initiatives and educational materials designed and 

delivered by prisoners themselves. Prison authorities should also encourage the development 
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and support of self-help and peer-support groups that raise the issues of HIV and AIDS from the 

perspective of the women themselves. 

 

Peer-led programmes by design have many of the important programme characteristics found to 

be effective for women, particularly building self-esteem, building supportive relationships 

among participants, providing role models to whom participants can relate, and using a 

nonaggressive program style. 

 

The main lesson learned from many strategies “is the importance of community engagement and 

the key leadership role that women living with HIV have to play in tailoring the HIV and linked 

SRHR response to their needs. When HIV and sexual and reproductive health and rights providers 

come together to empower affected communities to take the lead, enabling environments are 

created that help to open discussion, improve knowledge of the issues affecting women living with 

HIV, and ultimately improve access to comprehensive and holistic services that advance women’s 

and girls’ health and rights. Effective initiatives include training members of the community as 

advocates, providing safe arenas for open discussion and engaging men as co-drivers of social 

change.“ (UNAIDS/The Athena Network 2011). 

 

     Reflection point             Group discussions: What can be done in your facility? 

“The international community has identified a number of programmatic interventions that have 

been deemed effective for increasing key populations’ access to HIV and SRH services. These 

programmatic interventions are as follows: 

• Addressing legal, policy, structural and socio-cultural barriers.  

• Ensuring financial commitments. 

• Empowering both the general community and key populations. 

• Addressing stigma, discrimination and vulnerability to violence. 

• Ensuring the availability and access to comprehensive health services.” (SADC 2018). 

 

11 Continuity of care 
 

Continuity of care (throughcare) upon release is of utmost importance and should be the 

responsibility of prison staff, health care staff and social care authorities in the community 

together, but this continuity of care is often not guaranteed. 

 

Pre-release preparations that are adequately planned and provided in order to ensure continuity 

of care and access to health and other services after release; health and social care cannot be 

provided in isolation from community services; just as health and nursing staff must maintain 

professional contacts with their peer groups, so must all services within prisons have good links 

to the equivalent services in the community.  
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       Note 

• Medical records or prescriptions from clinical care that women have been receiving prior to 

detention.  

• Support from clinical and psychological specialists, health-care providers, cultural mediators 

and nurses coming into the prison. 

• Linkage to care within the prison environment. 

• Referral pathway charts to ensure emergency medical assistance and continuity of care. 

• Referral mechanisms for all health interventions not available in prison. 

• Security protocols in place 24 hours. 

• Cooperation with maternity units and links to HIV or specialized services in the community.  

• Support of linkage with health services, CSOs and community leaders. 

• Continuity of ART for women living with HIV in prisons. 

• Sufficient supply of ART until linkage is made. 

• Support from social workers, peer programmes, formerly incarcerated people as mentors. 

mobile outreach and village health workers.  

• Linking prisons with sustainability.  

 

           Activity:  

 

Preparing Women for their release 

 

Is there a written procedure concerning staff meetings to discuss preparations for release and 

agree necessary action to ensure both continuity of care and assistance in resettlement after 

release? 

 

Is (a copy of) their medical files given to women released from the prison? 

Are arrangements for the continuation of treatment being made for the following: 

• Mental health care needs. 

• Substance use problems. 

• Non-communicable diseases, in particular diabetes, respiratory diseases, cancer and other 

chronic diseases. 

• Communicable diseases, in particular HIV/AIDS, hepatitis, sexually transmitted diseases and 

TB. 

• SRHR and integrated HIV services. 
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12 Quality assurance and monitoring and evaluation activities 

within the prison setting 
 

Reviews have emphasised the scarcity of gender specific strategic information on women 

prisoners in the SSA region, appalling environmental conditions and prison health care provision, 

and violation of human rights for those incarcerated. Enhanced donor support, resource 

allocation, prison health and population health policy reform, health systems surveillance and 

gender sensitive prison health service provision is warranted. This will help address women 

prisoners’ conditions and their specific health needs in SSA prisons, and ultimately bridge the gap 

between prison and population health in the region. 

 

HIV risks for women in prison and responses provided should be monitored and evaluated on a 

regular basis. Research on HIV and women in prisons should be encouraged and conducted to fill 

the evidence gap on these issues. 

 

Monitoring and evaluation: 

• Integrate prisons into national systems.  

• Develop M&E plans for PMTCT service oversight. 

• Determine disease burden among women in prison. 

• Link core indicators to existing M&E systems. 

• Ensure confidentiality of patient records. 

• Conduct situation and needs assessments.  

• Increase coordination and collaboration with key stakeholders.  

 

Indicators 

• Female prison population /number of women in prison.  

• Number of pregnant women in prison.  

• HIV prevalence rate of women in prison. 

• Number of women living with HIV who know their HIV status. 

• Number of women who inject drugs in prison.  

• Number and % of pregnant women tested for HIV/syphilis/HBV (target 100 %).  

• Number and % of pregnant women retested for HIV after a further 12 weeks (or as per 

country-specific guidelines).  

• Number and % of pregnant women living with HIV in prison enrolled for PMTCT.  

• Number and % of pregnant women living with HIV in prison starting or retained on 

antiretroviral therapy.  

• Number of infants born in prison.  

• Number and % of HIV-exposed infants tested for HIV according to national guidelines.  

• Number and % of infants tested positive for HIV.  
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• Number and % of exposed infants that received antiretrovirals at birth for prophylaxis 

according to national guidelines.  

• Number and % of infants tested positive for HIV and started on antiretroviral therapy (target 

100%). 

• Number and % of HIV-exposed infants that receive cotrimoxazole at six weeks.  

 

Finally, the score card with its 20 indicators could be adapted to the prison context.  

 

“The score card is a high-level strategic tool to track progress at a political level across the SADC 

region in the implementation of the Strategy for SRHR in the SADC Region 2019– 2030 against 

core indicators. The annual updating of the score card will not only track progress made, facilitate 

comparative inquiry, inspire the emergence of good practices, seek to achieve stronger results for 

individuals and communities, facilitate the exchange of lessons learnt and promote 

accountability” (The Civil Society Organizations Supporting the SADC SRHR Strategy).  

 

13 Additional technical guidance and tools 
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Further guidelines and tools 

• WHO (2016) Consolidated guidelines on HIV prevention, diagnosis, treatment and care for 

key populations. 

• WHO (2017) Global guidance on criteria and processes for validation: Elimination of mother 

to child transmission of HIV and syphilis.  

• WHO (2017) Key considerations for differentiated antiretroviral therapy delivery for specific 

populations: children, adolescents, pregnant and breastfeeding women and key populations.  

• WHO (2016) Consolidated guidelines on the use of antiretroviral drugs for treating and 

preventing HIV infection. Recommendations for a public health approach.  

• WHO (2017) Serving the needs of key populations: Case examples of innovation and good 

practice In HIV prevention, diagnosis, treatment and care. Key populations. 

• WHO (2012) Programmatic update. Use of antiretroviral drugs for treating pregnant women 

and preventing HIV infection in infants.  

• UNODC (2016) Addressing the needs of women who inject drugs. Practical guide for service 

providers on gender-responsive HIV services.  

• WHO; UNAIDS (2016): A tool for strengthening gender-sensitive national HIV and Sexual and 

Reproductive Health (SRH) monitoring and evaluation systems. 

• Ministry of Health, Kenya (2016): INTEGRATING REPRODUCTIVE HEALTH AND HIV CARE AND 

TREATMENT SERVICES. A TOOLKIT FOR SERVICE PROVIDERS 

• WHO et al. (2017): Consolidated guideline on sexual and reproductive health and rights of 

women living with HIV. 

https://www.who.int/reproductivehealth/publications/gender_rights/Ex-Summ-srhr-

women-hiv/en/ (accessed 25.10.2019). 

https://www.who.int/reproductivehealth/publications/gender_rights/Ex-Summ-srhr-women-hiv/en/
https://www.who.int/reproductivehealth/publications/gender_rights/Ex-Summ-srhr-women-hiv/en/
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HIV/AIDS and Sexually Transmitted Infections 
 

Learning Outcomes 
 
At the end of this learning experience you should be able to: 
• Understand the rights of prisoners and especially women prisoners within your scope of 

work.  
• Identify measures that can be taken to protect prisoners from acquiring HIV.  
• Provide optimal care and treatment within the confines of the facility and within 

correctional services. 
• Define the terms HIV and AIDS. 
• Explain the possible routes of HIV transmission.  
• Understand and be able to explain how transmission can be prevented. 
• Understand the basic functioning of the immune system and how the HIV acts and 

progresses to advanced disease. 
• Be able to discuss the different HIV tests that are available and the importance of pre- and 

post-test counselling. 
• Discuss the stages in the progression of HIV infection to AIDS. 
• Define and describe stigma and discrimination and translate it into the prison setting 
• Recognise symptoms of Sexually transmitted infections (STIs), list the different STIs and be 

able to explain why it is important to treat them. 
• Describe hepatitis and how it relates to sexually transmitted diseases. 
• Understand the importance of condomising and how to explain its use and benefit to 

others. 
• Discuss the specific circumstances that women in prisons have to deal with. 
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1 Rights and Responsibilities of Correctional Services and 
Prison Staff in the Prevention and Treatment of HIV in 
Prisons 

 
• Societies, government, inclusive of correctional authorities, have the responsibility to provide 

healthcare services. To respect confidentiality to all, and to protect all people against stigma 
and discrimination that result from their health status.  Each of us has a right to these services 
and protection, notwithstanding being incarcerated or not. 

• Within everybody’s sexual relationship and orientation, each of us has the right and 
responsibility to protect ourselves and our partners from harmful consequences of sexual 
activity, including infection with STIs and HIV.  

• HIV/AIDS is a serious health threat for the prison populations in many countries and presents 
significant challenges for prison, public health authorities, and national governments. The 
prison community remains a part of the broader community and thus the health threat of 
HIV/AIDS within prison and the health threat outside prisons are inextricably linked.  

• Worldwide, the levels of HIV infection among prison populations tend to be much higher than 
in the population outside prisons. This situation is often accompanied and exacerbated by the 
high rates of hepatitis C (HCV), tuberculosis (TB), sexually transmitted infections (STIs), drug 
dependence and mental health problems in prison populations.  

• Substandard conditions in prisons can complicate or undermine the implementation of an 
effective response to HIV/AIDS by prison staff (Unodc.org, 2006). 

• There needs to be a focus on women prisoners and what works for them. Education in 
prevention programmes is vital to equip them not only for the time spent in prison but also 
when facing the world outside. Prison programmes for women (as in the outside world)  
should include comprehensive sex education and protective sexual behaviour including 
condom use, access to counselling and testing services, peer educators and support, 
prevention of mother to child transmission services (PMTCT) (Gay, J., Croce-Galis, M., Hardee, 
K.) It should also include education on how to manage and respond to gender-based violence 
and acts of discrimination against women. 

• Every staff member (albeit indirectly) is involved in women prisoners’ time spent in prison 
and should understand and integrate their contribution within the wider context of care and 
support provided to inmates. 
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2 Introduction 
 

Key Points 
• HIV is the virus that causes the HIV infection. AIDS is the most advanced stage of the HIV 

infection. 
• HIV is spread through contact with the blood, semen, pre-seminal fluid, rectal fluids, vaginal 

fluids, or breast milk of a person with HIV.  HIV is spread mainly by having anal or vaginal sex 
or sharing injection drug equipment, such as needles, with a person who has HIV. 

• Antiretroviral therapy (ART) is the use of HIV medication to treat HIV infection. People on 
ART take a combination of HIV medication every day for the rest of their life.  

• ART is recommended for everyone who has HIV. ART cannot cure HIV infection, but HIV 
medication helps people with HIV live longer, healthier lives. HIV medication can also reduce 
the risk of HIV transmission. 

• HIV stands for human immunodeficiency virus, which is the virus that causes HIV infection. 
The abbreviation “HIV” can refer to the virus or to HIV infection (AIDSinfo, 2019).  

 
HIV is therefore the virus that causes AIDS. When the virus weakens the immune system to such 
an extent that it loses the ability to fight infections and other illnesses, the person has AIDS. 
People who have AIDS often become terminally ill with so called opportunistic infections that 
could otherwise have been cured, such as tuberculosis, or some type of malignancies. 
 
The virus itself attacks the immune system, which is our body’s natural ability to fight infections.  
The virus specifically attacks certain cells in the immune system, called the CD4 cells that help the 
body fight disease. 
 
A virus is a very small organism that cannot exist on its own and can only be seen through an 
electron microscope. It is the HI virus that causes AIDS. HIV targets CD4 cells primarily and they 
sit on the cell surface of the T-lymphocytes that help to fight off infection. This is the reason why 
people living with HIV will often have their CD4 count done to aid healthcare workers to stage 
their severity of the disease progression. HIV is a retrovirus (Genus Lentivirus, family retroviridae) 
and it means that the virus does the reverse of what other viruses do. Genetic information is 
normally stored in the DNA, the protein building blocks of all cells but the genetic information of 
HIV is contained in the RNA. All retroviruses contain a unique enzyme called reverse transcriptase 
which the virus uses to transform its viral RNA to a viral DNA utilising the infected cells DNA in 
order to provide more viruses.  
 
There are two types of HI virus, Type 1 (causing the global epidemic) and Type 2 mostly found in 
West Africa. HIV is a rapidly evolving virus due to the error-prone nature of reverse transcriptase 

https://aidsinfo.nih.gov/understanding-hiv-aids/glossary/3/acquired-immunodeficiency-syndrome
https://aidsinfo.nih.gov/understanding-hiv-aids/glossary/4605/transmission
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(it has no proof-reading function) and the high viral turnover.  The implications of rapid viral 
adaptation and diversifications is that: 
• It enables rapid development of drug resistance. 
• It enables the virus to escape detection by the immune system. 
• It may affect vaccine efficiency. 
• It may affect accurate diagnosis (Wilson, et al. 2008). 
• The HI virus is vulnerable and cannot exist outside the human body for long compared with, 

for example, the Hepatitis B virus.  
 
In AIDS, the person’s immune system is so damaged that it can no longer fight infections 
effectively. The fighting mechanism of the body is weakened, and micro-organism can now enter 
the body easily and cause disease. If the opportunistic infections (as these are called) are not 
treated adequately and effectively, AIDS can progress to an advanced stage where death is 
inevitable.  
 
If we look at the term AIDS we can make the following deductions: It is “Acquired” meaning it is 
not inherited, it is an “Immune deficiency” indicating that the immune system of the body can no 
longer act effectively to protect the body against micro-organism invasion, and “Syndrome” is a 
medical term for a collection of specific signs and symptoms that occur and are characteristic of 
that particular condition. 
 

3 HIV Transmission 
 
For HIV transmission to occur there must be: 
• Infected body fluid and an entry point: 

o Body fluid, i.e. blood, semen, vaginal discharge and vomit to name a few; and 
o Entry points such as skin cuts, bruises, vaginal passage, anal passage and any abrasions 

and breakage of the mucosa of the mouth during oral sex, splashes in the eye, etc. 
• The risk of infection is increased by: 

o High viral load (both after initial infection and untreated late disease); 
o Untreated Sexually transmitted diseases; and 
o Circumcision halves the risk of transmission (after healing). 

 
You can get infected with the HI virus by:  
• Exchanging blood, semen, and vaginal secretions through vaginal, oral or anal intercourse 

with someone who has HIV.  With vaginal intercourse the risk of becoming infected with HIV 
is higher for women than men.  It is thought that the reason is that the skin of the vagina 
becomes easily broken during sex. It is also thought, and research has confirmed it, that 
circumcised men are less vulnerable to HIV transmission and infection as this procedure 
eliminates minor often undetectable infections in the moist mucosa of an uncircumcised 
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penis, this leads to mild inflammation around the area and makes it easier for the HIV to 
penetrate the outer layers of the skin. 

• Sharing needles or syringes that are infected from someone who has HIV, such as injecting 
drugs or medicine, tattooing or body piercing. 

• Being born to a mother who has the virus, HIV can be passed to a foetus through the umbilical 
cord while it is still inside the mother, also through contact with vaginal fluids and blood 
during birth or through breast milk.   

• By handling blood spills without wearing protective wear or gloves, such as at an accident 
scene, or an injury in the workplace or home. 

 
You cannot get by the HI Virus by: 
• Touching, talking hugging, sharing hands or sharing a home with someone who is HIV positive 

or has AIDS. 
• Sharing utensils such as forks, and spoons used by someone who is HIV positive or has AIDS. 
• Using swimming pools, drinking fountains, toilet seats, doorknobs, gym equipment, 

telephones or computer keyboards used by people who are HIV positive or has AIDS. 
• Being bitten by mosquitoes or ticks. 
• Donating blood - a new needle is used for every blood donor to protect the donor from 

contamination with somebody else’s blood. Donated blood is always screened for HIV 1 and 
2 so that risk of infection from a blood transfusion can be eliminated as much as is possible. 
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Figure 1: Ways that HIV cannot be transmitted  

 
(AIDSinfo, 2019) 
 

Reflection Point: 
1. Reflect on how transmission can occur in a prison setting? How can inmates be protected?   
2. Are women prisoners more vulnerable to transmission of HIV? Why? Does it differ from 

women in general outside prisons? 
3. If the roles are reversed and you are the inmate, (male/female) how would you protect 

yourself from getting infected?  Do you think it is a human right to insist on protection from 
the prison management? 
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The main objective in prevention is to educate people to practise safe sex. A combination of 
pharmaceutical and social interventions needs to be considered, such as: 
• Condoms and lubrication: the correct use of condoms is a universally proven method for 

preventing the spread of HIV during intercourse. It is important that condoms are made 
available in a prison setting and are made easily accessible by inmates. The condom container 
should be placed in such a way that it protects inmates should they not wish to be seen to 
collect a condom. We know that stigma and other factors play a role in the use of condoms 
in settings such as prisons. With the use of condoms, lubrication should also be given. 
Adequate lubrication during sexual intercourse decreases the risk of tears occurring that can 
be an entry point for infections (HIV and STI organisms). Female condoms should be as readily 
available as male condoms.  

• PrEP and PEP – Both of these methods are indicated for HIV negative persons. Pre-Exposure 
Prophylaxis (PrEP) refers to the treatment provided as a single PrEP pill daily to HIV negative 
persons before they have sex with an HIV positive person. This is universally recommended 
now for discordant couples (where one is HIV positive and one is HIV negative) and for key 
populations, i.e. MSM, Commercial sex workers, LGBT, and People Who Inject Drugs (PWIDs) 
and prisoners. PrEP requires that a person adheres to the treatment as it takes 20 days before 
therapeutic levels of the medication reaches vaginal tissue. People that initiate treatment on 
PrEP need to be willing to adhere to the medication and understand that it will prevent HIV 
but not STI’s or unplanned pregnancies. Post Exposure Prophylaxis (PEP) is when treatment 
is given after an injury or unintentional sex, i.e. a needlestick injury for a health care worker, 
or in the case of a rape victim. PEP is given for 28 days after the potential exposure and has 
to be started as soon as possible after the potential exposure, but within 72-hours after the 
exposure. Both PrEP and PEP are proven to be extremely successful, >90% if they are taken 
as prescribed.  
NB! It is important to note that HIV prevention strategies are meant to be used together and 
not as standalone options. Ideally patients should make use of more than one prevention 
strategy, i.e. Condoms and PrEP.  
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Figure 2: Differences between PrEP and PEP 

 

 
(AIDSinfo, 2019) 
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• Behaviour changes – this requires education around culturally acceptable norms and 

practices regarding sex, sexual abstinence, peer education, HIV counselling and testing 
practices (know your status) and the education of persons who inject drugs (PWID). 

 

4 Progression of HIV Infection to HIV Disease (AIDS) 
 
HIV affects the body in two ways:  

• It weakens the immune system so other infections can easily attack it. 
• It directly affects some parts of the body. 

 
HIV can directly infect and damage the cells in parts of the body such as the brain and the nervous 
system. Damage to the brain cells affects the way people think, they become confused and 
forgetful. Damage to the nervous system causes weakness, pain or numbness in the arms and 
legs. The HI virus is very “clever” as it crosses the blood-brain barrier and in this way is able to 
survive some of the body’s natural “killer” mechanisms.  
 
Although HIV will eventually make people ill, not everyone with HIV feels ill at first, this is because 
HIV infection goes through different stages. It begins when a person is first infected. This causes 
a flu-like illness with a huge increase in viral replication. After that the body’s defence 
mechanisms kick in and the number of virus particles subside, with minimal symptoms of disease. 
This is called the ”window” period and can last anything form 34 days to 3 months (I-base.info, 
2019). Then symptoms gradually appear and end with the advanced HIV disease known as AIDS. 
 

 

 
HIV is a round, ball-shaped virus with two single strands of RNA for its genome. The RNA is used 
to carry the genetic information that is passed on when new HIV particles are produced.  This is 
different than a normal cell, which uses DNA to carry it genetic information. 
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Figure 3: HIV virion  
 

(AIDSinfo, 2019) 
 

 

 
CD4 cells are white blood cells that play an important role in the immune system. CD4 cells 
protect the body from invasion by certain micro-organisms, such as viruses, bacteria, fungi and 
parasites, and they also destroy certain cancer cells. If the number of CD4 cells becomes radically 
depleted, organisms that would normally not have been able to cause disease use this 
opportunity to attack and infect the body.  
 
The CD4 count of the body gives an indication of the health of the immune system, the body’s 
natural defence system against pathogens, infections and illnesses. CD4 cells are sometimes also 
called T-Cells, T-Lymphocytes or helper cells. The CD4 cells do not directly aid in eliminating 
harmful organisms that can cause infections but rather trigger the body’s response system to 
activate the cells that are responsible for eradicating the organisms. As HIV targets the CD4 cells 
and their count starts to drop, the body becomes less effective in responding to infections as the 
very cell that should begin this chain event is absent or there are too few of them. In simple terms 
the higher the CD4 count in the blood, the stronger the body’s immune response and the lower 
the CD4 count the weaker the immune response will be (Circhocki, 2019). 
 
By targeting the CD4 cells, HIV is effectively deactivating the immune response. HIV gradually 
destroys the immune system by attacking and killing CD4 cells. HIV uses the machinery of the CD4 
cells to multiply (make copies of itself) and spread throughout the body (AVERT, 2019). 
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Figure 4: HIV Life Cycle  
 

 
(AIDSinfo, 2019) 
 

 

 
“For over twenty years, the human immunodeficiency virus (HIV) infection and acquired 
immunodeficiency syndrome (AIDS) have been significant public health concerns, and the 
epidemic continues to challenge humanity. The majority of the world’s new HIV infections occur 
in low- and middle-income countries, with two-thirds of the world’s HIV-infected population living 
in Africa. Many complex factors contribute to the disproportionate impact of HIV in resource-poor 
settings: poverty; disease stigma; cultural and social barriers to testing and treatment; insufficient 
health care infrastructure to support the large patient pool; lack of health literacy; limited 
provider training; inadequate medical equipment; scarce manpower to distribute health care 
throughout the region; and few qualified laboratory facilities.  
 
In areas with adequate resources, laboratory measurements of CD4+ T-cells and plasma HIV viral 
load are commonly used to establish a patient’s degree of immunosuppression and the rate of 
destruction of the immune system. These tools are used to ascertain a patient’s eligibility for 
treatment and to monitor disease progression. With insufficient resources to test CD4+ T-cell 
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counts and plasma HIV viral load in many resource-limited settings, including many of the regions 
hardest hit by the HIV/AIDS epidemic, clinicians must rely on clinical parameters when assessing 
a patient’s disease status. The World Health Organization (WHO) has developed case definitions 
for HIV surveillance and clinical staging and immunological classification of HIV-related disease in 
adults and children. This system uses standardised clinical parameters to direct medical decision 
making for patients with HIV/AIDS and can be used based solely on patient clinical features, thus 
accommodating facilities with no or limited access to laboratory testing” (Weinberg and Kovarik, 
2019). 
 
Whilst HIV is divided into different stages, these stages are not separate and distinct. HIV positive 
individuals do not move in a specific order from stage 1 to stage 4.  The development of HIV 
related symptoms and opportunistic diseases will depend on the health of the immune system of 
the individual.  
 
4.3.1 Stage 1 Primary HIV Infection (Acute Seroconversion) 
 
The first few weeks after infection, when some people have symptoms that seem like those of a 
bad cold or flu.  It may also be accompanied by a sore throat, fever, fatigue and muscle and joint 
pains. 
 
4.3.2 Stage 2 The Asymptomatic Stage (Silent, Latent) 
 
In this stage there are few or no signs or symptoms of HIV. The HIV positive person can remain 
healthy for a long time, show no symptoms, and has no side effects whatsoever of the infection.  
The length of this stage depends on the individual person’s immune system. Some can stay for a 
long time in the asymptomatic stage, but others deteriorate rapidly to the full-blown AIDS stage. 
Some clinical manifestations may be skin rashes or herpes infections and some weight loss 
(<10%). 
 
4.3.3 Stage 3 Symptomatic Stage (Minor and Major Stages) 
 
Minor 
 
Early symptoms begin to show and the immune system becomes weaker. Some of the following 
symptoms begin showing: 
• Mild swelling of the lymph nodes in the neck, below the jaw, groin and armpits. 
• Occasional fevers especially at night. 
• Herpes Zoster/shingles. 
• Skin rashes/dermatitis. 
• Fungal nail infections. 
• Recurrent oral ulcerations. 
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• Recurrent upper respiratory tract infections (cold symptoms). 
• Weight loss. 
• Fatigue and lethargy. 
 
The individual in this stage is able to still carry on with his/her normal daily activities.  
 
Major: 
 
Major symptoms and opportunistic diseases begin to appear because the immune system 
continues to become weaker.  Some of the following symptoms begin showing: 
• Persistent and recurrent oral and vaginal Candida. 
• Recurrent herpes cold sores. 
• Skin infections and rashes. 
• Intermittent/constant fever lasting more than a month. 
• Night sweats. 
• Persistent diarrhoea lasting more than a month. 
• Unexplained weight loss. 
• Oral, hairy leukoplakia (oral thrush). 
• Persistent cough, pulmonary TB. 
• Opportunistic infections (PCP pneumonia, CMV iritis, CNS toxoplasmosis, etc.) 
 
4.3.4 Stage 4 Advanced HIV Disease (AIDS) When a Person is Very Ill 
 
When a patient enters the last stage of HIV infection it can be said that they have AIDS. In the 
final stage of AIDS, the symptoms of HIV become more acute, the immune system deteriorates 
rapidly, opportunistic infections (OIs) and cancers manifest themselves. 
 
During the AIDS stage, a person’s viral load is very high, sever immune deficiencies set in with 
CD4 cell count below 200 cells/mm3. 
Some of the following symptoms may occur: 
• Patient appears thin and emaciated due to continuous diarrhoea, nausea and vomiting. 
• Thrush in the mouth, throat or oesophagus is painful, hence the patient cannot swallow or 

eat properly. 
• Recurrent vaginal Candida infection. 
• Recurrent skin infections. 
• Respiratory infections. 
• PCP pneumonia (caused by Pneumocystis jiroveci). 
• Severe weight loss/wasting. 
• Severe herpes zoster/shingles. 
• Peripheral neuropathy (pins and needles in feet and hands). 
• Extra-pulmonary TB. 
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Reflection point: Signs and symptoms of HIV 
There are no clear signs to tell that someone is infected with HIV. As part of the prison 
management it is always responsible to be alert and helpful if somebody reports feeling unwell 
to you. You should refer the person for a medical consultation if anybody complains of: 
• Unintentional loss of weight. 
• Persistent cough. 
• Persistent diarrhoea. 
• Flu that does not want to go away. 
• Fever, especially at night. 
• Any skin rashes. 
 

5 UNAIDS 90-90-90 Strategy 
 
The UNAIDS 90-90-90 goals are aimed at setting a treatment target with the hope of ending the 
AIDS epidemic. The programme was launched in 2014 with the end focus in sight for 2020 
(Unaids.org 2019). It called for a global response to end the epidemic that has claimed 39 million 
lives by treating all individuals that are HIV reactive and to prevent new infections with multiple 
preventative measures (National Center for Biotechnology Information, 2019). The thought is 
that by giving a global target, it sets an achievable, measurable way forward to eradicate HIV. In 
reaching this goal, it lays the foundation for a healthier future and equitable allocation of 
resources in handling other epidemics within the various healthcare sector (Unaids.org, 2019). 
 
Figure 5: UNAIDS Target  

 
(AVERT, 2019) 
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6 HIV Treatment and Care 
 
Antiretroviral therapy (ART) is the use of HIV medication to treat HIV infection. People on ART 
take a combination of HIV medication (called an HIV regimen) every day. HIV medication 
protects the immune system by blocking HIV at different stages of the HIV life cycle. 
 
HIV medications are grouped into different drug classes according to how they fight HIV. Each 
class of drugs is designed to target a specific step in the HIV life cycle. 
 
Because an HIV regimen includes HIV medication from at least two different HIV drug classes, 
ART is very effective at preventing HIV from multiplying. Having less HIV in the body protects 
the immune system and prevents HIV from advancing to AIDS. The aim of ART is to get people 
living with HIV to a point where we say that their viral load is lower than detectable. The viral 
load is a measure of how many copies of the virus is there. An undetectable viral load does not 
mean that the patient is cured as the virus can stay dormant for a very long time. When a 
patient has reached viral suppression the chances of them transmitting the virus is virtually 
impossible.  
 
ART cannot cure HIV, but HIV medication helps people with HIV live longer, healthier lives. HIV 
medication also reduces the risk of HIV transmission (the spread of HIV to others) (AIDSinfo, 
2019). 
 

Activity 
Each country has their own accepted guidelines to treat HIV/AIDS.  Compare your country’s 
guidelines with the South African National Department of Health guidelines (see Annexure) (or 
WHO Guidelines, Apps.who.int, 2018) and identify how they differ and what is the same. 
 

7 HIV Counselling and Testing 
 

 

 

 Counselling is the act or process of giving counsel. This involves assisting and guiding 
clients on personal, social and psychological problems and difficulties.  
 
HIV is a potential life-threatening disease it is important to provide the health care user with 
adequate counselling before the test is done and to provide him/her with options regarding his 
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life and how to proceed with the management of the disease and its progression. In this way 
the stress of the test can be deflected. There are different counselling settings within the HIV 
space, i.e. 
 
Figure 6: Counselling pyrimid  
 

 
 
With the considerable knowledge gained over time around HIV and as the treatment and 
management of HIV has evolved, the need for counselling has also changed into a need for 
ongoing lifelong counselling. HIV post-test counselling does not stop once a person is known to 
be infected with HIV but continues. It is therefore important to discuss further treatment options 
during follow-up sessions and prevention of re-infection with other strains of HIV.  
 

 

 
An HIV test shows whether a person has a HIV infection or not. It cannot tell how long a person 
has been infected with the HI virus or if that person has AIDS, the most advanced stage of the 
disease. When HIV infection occurs, the body develops antibodies to the virus. For people who 
think they may have been exposed to HIV, having a test and receiving a negative result can put 
their mind at rest. It is usually necessary to do a retest in 3 months if the person engages in 
activities that predispose them to the acquisition of HIV. If the HIV test is positive, there are 
several things that can be done to help a person cope with the result and lead a healthy life.  A 
person who tests positive will be eligible to take antiretroviral treatment (ARTs) to slow down the 
virus replication and maintain a healthy immune system. ARTs cannot cure the disease but will 
allow the infected person to live a long and healthy life.  
 
It is important to know what your HIV status is for several reasons:  It will allow you to seek help 
on treatment and prevent the progression of the disease; It will also give you the opportunity to 
take steps to prevent the transmission of the virus to those in an intimate relationship with you.  
You should exercise safe sex practices at all times.  
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Who should be tested?  The following factors increase the risk of HIV and persons should ideally 
be tested if they report any of the following: 
• Having vaginal or anal sex with someone who is HIV positive or whose HIV status you do 

not know. 
• Exchanging drugs and sharing needles or syringes with others. 
• Exchanging sex for money or drugs. 
• Presented with a sexually transmitted disease, tuberculosis (because of the high co-infection 

rate) and hepatitis. 
 
Confidentiality should be maintained by whoever does the testing. Ideally testing should be 
offered as part of the health screening when somebody is admitted to the prison. 
 
HIV testing is provided at several locations including: 
• Hospitals, clinics and GP practices. 
• Specialist HIV clinics or voluntary testing sites, NGOs might provide special testing stations. 
 

Reflection points 
• Where and when in your setting can persons be tested?   
• Does it guarantee confidentiality?  
• How and when is counselling done? Do you have skilled counsellors? 
• Is testing done at the medical rooms in the prison or perhaps outside in a small tent?   
• Who does the testing and how important is it to get people to volunteer to have them 

tested? 
• How does it affect stigma when testing takes place in a tent where everybody can see who 

approaches the testing site?  
• Is HIV testing part of health education at your facility? Do you have support groups and peer 

educators? 
 

 

 
There are several tests that are used to find out whether a person is infected with HIV. They are: 
• Antibody tests – the body produces antibodies as a disease fighting response. This test checks 

for antibodies in blood or oral fluid. Most rapid tests and home kits test for antibodies. 
• Antibody/antigen tests can detect antibodies and can detect antigens (viral particles) in 

blood. 
• Nucleic Acid tests (NATs). NATs are very expensive and are not routinely used for screening. 
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How soon each test can detect HIV infections differs, because each test has a different window 
period. The window period is the time after exposure to HIV and when a test will positively detect 
HIV infection. If a HIV test is inconclusive, a second test should be done to confirm the diagnosis. 
With HIV self-testing, a confirmatory test should always be done if it is positive prior to the start 
of treatment. If the second test is positive, the person has HIV. The HIV rapid test, that is now 
used, is called the 4th generation test. It can test for both antigens and antibodies and can detect 
HIV 1 and HIV 2. The window period associated with rapid tests is also between 34-days and 3 
months. The HIV self-test is a simplified version of the rapid test that can be used by users alone. 
The self-test must always be followed by a confirmatory test. Two types of self-tests exist, the 
finger prick test and the oral fluid test.  
 
There are other laboratory tests that are required once one has been tested positive to determine 
the stage of the disease and monitor the progress when treatment is initiated.  These tests are 
the CD4 and viral load tests. 
 

Group discussion 
Scenario: You are an HIV clinician running a family practice. A 32-year old male presents to your 
practice and asks to be tested for HIV. He tests positive. His wife has consulted you on various 
occasions before. She is HIV negative. They have a one-year old baby girl. He asks you not to 
divulge to his wife that he is positive as he is involved in an extra-marital affair. What are your 
options and what is your obligation towards the wife? What is the ethical dilemma if the baby 
presents to your practice in the next week with extensive oral thrush? 
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8 Stigma and Discrimination 
 

Reminder/Previous knowledge 
HIV related stigma is a real or perceived negative response to a person or persons by 
individuals, communities or society. It is characterised by rejection, denial, discrediting, 
disregarding, underrating, and social distance. It frequently leads to discrimination and violation 
of human rights (Data.unaids.org, 2001). 
 
Discrimination:  
Discrimination is the practice of treating one person or group of people less fairly or less well 
than other people or groups. (Collinsdictionary.com, 2019) 
 
In simple words we could say that discrimination happens when someone is treated unfairly or 
differently. Discrimination is when a person is treated unfairly or badly because the person is 
part of a particular group, i.e. it could be on the basis of race, sex, religion, sexual orientation, 
age, or disability. 
 

Reflection point          Group discussions 
• Do you think that discrimination is a reality in your facility? Discuss how you could address 

this and what measures and influence you yourself could take to minimise discriminative 
practices? 

• How does it affect human rights? Does it affect women more than men? How common is 
discrimination in the world, especially against women? Are women with HIV more 
discriminated against? Justify your stance. Discuss examples.  

• Reflect on a situation where you may have been the victim of discrimination and share your 
feelings with the group? 

• What support measures can/should be/have been implemented in your facility to support 
HIV positive persons, both men and women? 

 
There are two major forms of stigma relating to HIV: 
• Felt or known stigma – when the HIV positive person feels isolated because of his/her 

status, also when the person is asked awkward questions concerning his/her health and 
appearance. Felt stigma can be characterized as feelings of fear and shame stemming from 
real, potential, or imaginary attitudes or discriminatory acts directed toward an HIV-positive 
individual and engendered by that individual’s HIV status. In addition, felt stigma is 
associated with feelings of humiliation, guilt, fear, anger, and self-loathing. Furthermore, 
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individuals who feel stigmatized by their disease often attempt to conceal it, with the hope 
of protecting themselves against potential discriminatory acts. Felt stigma has the ability to 
impact a person living with HIV’s adherence to treatment and their willingness to seek 
healthcare (Julio Jiménez, 2019). 

• Internalised/self-stigma – when the negative attitude is felt towards the self, due to the HIV 
status. The HIV positive person accepts the negative views of others and internalises these, 
resulting in feelings of worthlessness, leading to discrimination and unwillingness to seek 
medical assistance. There could also be other reasons why HIV positive persons do not want 
to seek medical assistance, this usually relates to a phase of denial.  

 
The impact of stigma and discrimination in general include: 
• Fear of discrimination discourages people from seeking treatment or disclosing their HIV 

status. This again can lead to anxiety and depression as persons feel isolated and alone in 
their suffering. 

• AIDS-related stigma and discrimination remains one of the biggest barriers of effectively 
managing the AIDS epidemic. 

• Strategies to address stigma are critical for HIV prevention, education programmes must 
extend to communities to be effective. 

• Ignorance or insufficient knowledge as well as misbeliefs and fears about HIV and AIDS will 
prevent us from ever controlling and eliminating the epidemic. 

• Moral judgements about people and assumptions about their sexual behaviour or cultural 
bias. 

• Fear of death and disease, HIV is a serious life-threatening illness that needs to be treated. 
• Stigma leads to people not being treated with dignity and respect. 
 

9 Living with HIV/AIDS 
 
Noteworthy points in support of people living with HIV include: 
1. All people have a right to know their own HIV status and to obtain confidential testing and 

counselling services, people also have a right not to be tested. 
2. HIV is no longer a death sentence. People living with HIV can live a long life and can 

maintain a relatively normal life, including having safe sex and being in a supportive 
relationship. 

3. People living with HIV need counselling and support to be comfortable speaking with others 
about their HIV status. Support can include: 

a. Group meetings with other people living with HIV (support groups). 
b. Help informing and protecting their sexual partners, including current as well as past 

partners. 
c. Emotional support, including assistance in talking with family members. 
d. Help with ensuring that they have proper nutrition, take their medication and have 

access to care. 
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4. Some people suffer as a result of disclosing their status to family members or partners. 

Many may or may not find understanding and supportive partners/family members 
5. Any person who is HIV positive has the right to obtain needed services and treatment such 

as:  
a. Care which includes access to medical attention and medication during pregnancy or 

illness and access to social services. 
b. Medical treatment and care for those with HIV can be costly. Support from 

government and prison authorities is essential for services to be maintained at all 
times. If services are interrupted and care and treatment is affected, it can lead to 
viral resistance and progress to full-blown AIDS. 

6. People living with HIV have the right to live free of stigma and discrimination. 
Unfortunately, it is not always respected.   

a. Women are particularly victims of unfair discrimination in terms of finding 
employment. 

b. Reproductive care services that are not always accessible. 
c. Living in circumstances that are not conducive to health and good hygiene, i.e. 

running water, sanitation and access to adequate sanitary pads during menstruation. 
d. In some settings women are not allowed to inherit property or receive state benefits 

when their husbands die. 
e. Often women have to survive and take care of their children with the meagre 

income of state supported child-care grants. 
7. Millions of children have been orphaned because of the death of their parents from AIDS. 

Often, they have to run households themselves or are supported by ageing grandparents. 
8. Worldwide groups are working to protect the rights of people living with HIV to support 

communities coping with the epidemic, and to advance prevention efforts. Some of their 
activities include: 

a. Assisting children who are orphans. 
b. Increasing awareness of HIV and ways to prevent transmission of the infection. 
c. Advocating for research and testing other means of protection against the virus. 

 

Reflection point Group discussion 
How does your facility make provision for the care of women and children? Are children 
allowed to stay with their mothers?  How are children from HIV positive mothers treated?  Is 
medical care readily available?   
Amongst fellow prisoners, does discrimination play a role or are they bound together by mutual 
hardship?  
Do you think that we have progressed in the treatment of women and children from the 
practice 10 years ago? How and in what way? 
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10 Condom Use 
 
Condom use has proven effective in protecting individuals against HIV, STI’s and unplanned 
pregnancy when used correctly. It is known as a barrier protection method. Both female and male 
condoms are currently available on the market and both are effective. Male condoms have 
proven 98% effective to prevent pregnancy when used correctly and 85% when used incorrectly, 
Female condoms are a bit less protective with 95% percent effective when used correctly and 
only 79% effective when used incorrectly. There are only 2 sexually transmitted infections that 
are not prevented through the use of condoms, these are herpes and genital warts as they are 
transmitted through skin-to-skin contact. Male condoms should only be used with a water-based 
lubricant as an oil-based lubricant can damage the material of the male condom. Female 
condoms in contrast can be used with any lubricant as the materials differ. It is important to know 
how to use a condom and to understand that there is no 100% guarantee with any of the 
protective measures and therefore it is advised to use more than one, i.e. PrEP and condoms 
(Fletcher, 2019). 
 
Figure 6: Male condom use  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(AVERT, 2018) 
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Figure7: Female condom use  

 
(AVERT, 2018) 
 

11 Sexually Transmitted Infections 
 
Sexually transmitted infections (STIs) are infections that are passed on through unprotected 
sexual intercourse with an infected individual. STI’s can be transmitted through unprotected 
vaginal, oral, or anal sexual intercourse. People with STI’s can often be without symptoms initially 
and will only start showing symptoms as the infection progresses. STI’s are caused by various 
bacteria, viruses and fungi. Many of the STI’s can be transmitted from mother to child during the 
pregnancy or birth process. STI’s can have a detrimental effect on the health of patients. Certain 
STI’s (such as Herpes and Syphilis) can make a person 3 times more likely to acquire HIV. In 
women infection with the Human Papilloma Virus (HPV) can lead to cervical cancer. STIs can also 
cause stillbirths, premature labour, birth defects and eye infections (conjunctivitis) in pregnant 
women. Condoms are the most effective way to protect against STI’s 
(http://www.nichd.nih.gov/, 2019). 
 
STI Risk Factors (Mayo Clinic, 2019):  
• Engaging in unprotected sex. 
• Previous history of having a STI. 
• Drug use. 
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• Multiple partners. 
• Being young (age 15-24). 
• Gender based violence. 
 
Common STI Symptoms (Mayo Clinic, 2019):  
• Unusual discharge from the penis or vagina. 
• Sores or warts on the genital area. 
• Painful or frequent urination. 
• Itching and redness in the genital area. 
• Blisters or sores in or around the mouth. 
• Abnormal vaginal odour. 
• Anal itching, soreness, or bleeding. 
• Abdominal pain. 
• Fever. 
 
Types of Sexually transmitted infections (Avert, 2019):  
• Chlamydia. 
• Genital Herpes. 
• Genital warts. 
• Gonorrhoea. 
• Hepatitis (A, B and C).  
• Syphilis.  
• Trichomoniasis.   
• Pubic Lice.  
• Human Papilloma Virus (HPV). 
 
STI’s are often clustered into syndromes and treated accordingly. The treatment mostly includes 
between two to three different antibiotics. The duration of treatment differs depending on the 
syndrome being treated. It is important to try and find partners of the infected individuals as they 
will need to be tested and treated. People that present with STI’s should be encouraged to test 
for HIV as well so that early treatment, where indicated, can be initiated. STI’s that are left 
untreated have the ability to cause systemic infections and infertility.   
 
Hepatitis B  
 
Hepatitis B (Hep B) is a viral infection that targets the liver. It Is transmitted through body fluids 
such as blood, semen and vaginal secretions. In Africa 60 million individuals are affected by Hep 
B. It is a 10 times larger epidemic than HIV and daily more than 3600 people die from viral 
hepatitis globally. Hepatitis is preventable with the HBV vaccine that provides a 95% efficacy in 
preventing Hep B (Who.int, 2019).  
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Hep B infection can result in acute or chronic infection. When a person is initially infected it is an 
acute infection. If the person is not able to fight of the acute infection and it is present for >6 
months they have a chronic infection. Acute infection can present with symptoms or without. In 
severe infections, acute Hep B can cause liver failure. If the person that had acute Hep B still tests 
positive 6 months afterwards, they have chronic Hep B. The progression to chronic Hep B is due 
to the fact that the patient’s immune system could not fight off the virus. The virus then remains 
in the blood and targets the liver (Hepb.org, 2019). Chronic Hep B cannot be cured but it can be 
managed in an attempt to limit liver damage. Similar to HIV, a Hep B viral load gives information 
regarding the number of virions in the blood, the aim of treatment is to limit the amount. One of 
the medications that is used to treat HIV also treats HBV, called Tenofovir. Hep B is diagnosed 
with a blood test. Patients that are on treatment for chronic Hep B must remain on treatment 
lifelong as leaving the treatment can result in a flare up of the virus that will cause liver failure. 
People with Hep B are at risk of developing liver cancer or liver cirrhosis which both lead to liver 
failure. 
 
Hep B Symptoms (Nettleman, 2019):  
• Loss of appetite.  
• Fatigue.  
• Nausea and vomiting. 
• Itching all over the body.  
• Right sided abdominal pain.  
• Yellow eyes and skin.  
• Dark urine.  
• Pale stool.  
 
Hepatitis C 
 
Hepatitis C (Hep C) is very similar to Hep B and it also has an acute and chronic infection, it is 
caused by the Hep C virus. It is transmitted through small quantities of blood. It is commonly 
transmitted through injecting drugs by the sharing of needles and unsafe sexual practices that 
lead to blood exposure. 30% of individuals with acute Hep C will clear the virus by 6-months 
without treatment but 70% will acquire chronic Hep C. There is no vaccination against Hep C 
(Who.int, 2019). The prognosis of Hep C depends on how advanced the illness is before it is 
diagnosed. The more advanced, the poorer the prognosis. Hep C can be cured but access to the 
antiviral agents used is limited and treatment is expensive and therefore middle- and lower-
income countries often do not have treatment or have limited access to the treatment.  There 
are an estimated 10 million individuals living with chronic Hep C in Africa according to the WHO.  
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Figure 8 Hepatitis C Fact Sheet  
 

 
(Midwaycare.org, 2018) 
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Reflection point Group discussions 
• Are new admissions to the facility screened and tested for STIs and Hepatitis?  With the 

knowledge you have gained, do you think it is important? Explain. 
• Do inmates have access to medication to treat STIs and Hepatitis?  
• Is there ever a problem with drug supply and if so, how can it be addressed?   
• Are both male and female condoms readily available? 
• Do you think there is a stigma attached to STIs and Hepatitis as with HIV? 
 

12 Women in Prisons 
 
Statistics show that there have been 50% more women than men imprisoned since 2000. Prisons 
are overcrowded and access to quality healthcare is minimal. Drug use and violence rates in 
prisons are high. HIV and STI rates are high with limited access to condoms and treatment. Uptake 
of condoms when available are also limited due to confidentiality not being maintained in prison 
settings. Rape and sexual abuse rates are high within prison, with it being used to establish 
dominance within the prison. Due to the overcrowding, other communicable diseases such as TB 
is also common. In prison women have a higher HIV prevalence than men (Avert, 2019).   
 
A study in the UK showed that women in prison are 5 times more likely to suffer from mental 
illness. Almost half of female prisoners have attempted suicide. Women have higher rates of Hep 
C, HIV and STI infections. 49% of female prisoners have had a drug addiction prior to their 
incarceration. Most woman in prison have suffered from domestic violence and within prison also 
are victims to gender-based violence. 60% of women in prison have children that depend on 
them. The above is statistics from a first world country, how much more will it be in our African 
prison settings?  
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Figure 10: Women in the UK prison setting statistics  

 
(O’Moore and Peden, 2018) 
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Prevention of Mother to Child Transmission 
 

     Learning Outcomes 
At the end of this learning experience you should be able to: 
• Define and analyse the services that should be available to women prisoners in general and 

in your prison specifically. 
• Learn about the elements required for an effective Prevention of Mother to Child 

Transmission (PMTCT) programme in prisons. 
• Share experiences, policies and practices related to HIV and women in particular in prison 

with the focus on pregnant women. 
• Explore ways of assisting in the development and implementation of measures to ensure 

adequate PMTCT services in prison. 
• Be able to define the bigger picture in HIV prevention and care of women in prisons within 

the broader HIV community inside and outside of prisons. 
• Identify avenues that can aid prisoners to adhere to the PMTCT programme.  
 

1 Rights and Responsibilities of Correctional Services and 
Prison Staff in the Prevention and Treatment of HIV in 
Women Prisoners 

 
• Access to and provision of healthcare services in prisons is uniquely characterised by the 

security and risk environments, prison culture, often limited resources and restricted range 
of options for health service provision. 

• It is estimated that there are at least 700,000 women prisoners worldwide. While general 
guiding documents exist for HIV and PMTCT services, these have to be tailored to the 
specific needs of women prisoners in every facility, especially for pregnant women 
prisoners, to protect not only her health but also that of her unborn child.  

• Societies, government, inclusive of correctional authorities, have the responsibility to 
provide health services, respect, confidentiality to all, and to protect all people against 
stigma and discrimination that result from their health status. Every Person has a right to 
these services and protection, notwithstanding being incarcerated or not. 

• Prison authorities should seek specific solutions to address inequalities in services to 
women, to provide solutions for prison specific barriers and challenges to ensure access to 
health services are equivalent in prisons to those provided in the community. 

• Early access to antenatal care is an essential stepping-stone to reducing Mother to Child 
Transmission (MTCT) of HIV. Prison health and admin staff can prevent late presentation to 
the medical services by ensuring timely health education of all women prisoners and by 
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offering pregnancy tests to all women of child-bearing age entering a prison (Apps.who.int, 
2016).  

• Prison authorities should aim to prevent shortages of staff attending to women, should 
prevent interruptions in medical supplies and equipment and should provide adequate and 
confidential settings for counselling and testing services for all prisoners but especially for 
women prisoners.   

• Alternatives for imprisonment for women should be considered for less serious offences 
and minor transgressions based on the Bangkok rules. 

 

2 Sexual and Reproductive Health Care Services in Prisons 
 
• These services should be gender-responsive and human rights based.  
• The services should be comprehensive and should include amongst others: 

o Mental health services. 
o Screening and treatment of chronic conditions. 
o HIV, TB, HBV, HCV, syphilis and other infections. 
o Substance dependence and management, if applicable. 
o Free and voluntary contraception. 
o Screening for pregnancy on admission. 
o Pregnancy termination care. 
o HIV testing services. 
o Antiretroviral treatment. 
o HIV viral load testing. 
o Health education, sexual education. 
o Appropriate diet and nutrition. 

• Should be situated within prisons, with established linkages to other facilities and 
communities. 

 

     Reflection point 
Do you think the above services are reasonable to offer in a prison setting? 
What services would you include/not include and why/why not? 
Justify your stance.  
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3 Introduction to PMTCT Services in Prisons 
 

     Key Points 
• Approximately 7 per cent of the world’s prison population are women. While they are a minority 

among the prison population, more than 714,000 women and girls are held in prisons and other 
closed settings, either sentenced or in pre-trial detention. This number has increased by about 
53% since the year 2000 compared with 20% for the male population and is rising on all 
continents. High turnover of incarcerated women is observed due to shorter sentences and a 
high number of women held in pre-trial detention (PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION OF HIV IN PRISONS, 2019).  

• Women in prisons are at higher risk of acquiring HIV, TB and other infections than men in prison. 
Consequently, they have a higher prevalence of HIV than men in prison, and an even higher 
prevalence than women living in the community. This may result in a higher proportion of 
children born in prison being at risk of HIV infection than children born in the community. In West 
and Central Africa, HIV prevalence among women in prison is almost double that of men (13.1% 
vs 7.1%); in Eastern Europe and Central Asia, it is almost three times higher (22.1% vs 8.5%); 
(PREVENTION OF MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019).  

• The same challenges that lead to women becoming incarcerated are often those that lead to 
their increased HIV infection risk, including punitive laws such as those which criminalise sex 
work and drug use, prolonged detention and high rates of pre-trial detention. Their situation is 
exacerbated by stigma, gender-based violence and inequality, discrimination and HIV risk 
behaviours (PREVENTION OF MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019). HIV-
related stigma and discrimination may affect a pregnant woman’s decision to enrol in PMTCT 
and may also play a role in her adherence to treatment and care.   

• Not only is HIV prevention, diagnosis, treatment and care often poor in prisons, but women’s 
specific health-care needs, including access to sexual and reproductive health, treatment of 
infectious diseases including sexually transmitted infections, as well as nutrition and hygiene 
requirements, are neglected. The limited access for women (and their children) to antenatal and 
postnatal care, labour and delivery services and antiretroviral therapy poses a serious challenge 
to the prevention of mother-to-child transmission of HIV. This leads to infants born in prisons 
being at high risk of contracting HIV during pregnancy, delivery or breastfeeding (PREVENTION 
OF MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019).  

• The psychological impact of incarceration on women is massive, encompassing damage to family 
structures, feelings of depression and loss, and guilt around unmet obligations to provide for 
their children. Unlike male prisoners, women are often isolated while in prisons. Many have to 
care for the children alone or are single mothers.  

• Typically, women in prison are young and many are mothers whose children either live in prison 
with them or are cared for by others outside. They may be pregnant, and some give birth whilst 
in prison. 
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• Women in general, but also pregnant women in prisons, are especially vulnerable to sexual 

abuse, including rape. The risks of gender-based violence are particularly high when women are 
detained in facilities adjacent to or within male prisons, or when women’s quarters are 
supervised by male prison staff. Women are also susceptible to sexual exploitation and may 
engage in sex in exchange for goods, such as food, cigarettes, drugs and toiletries (PREVENTION 
OF MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019). 

• Health care providers, prison officers and prisoners should be aware of the effects of stigma and 
discrimination upon every aspect of pregnancy and childbirth, including the handling of the 
delivery of babies born to HIV positive mothers. 

• Prenatal and/or antenatal Care (ANC) must reflect the substantial dilemmas that women in 
prisons face when deciding on whether or not to share their HIV status with their sexual partners, 
family members and others. ART requires life-long adherence and is unlikely to be sustained in 
an unsupportive relationship. Hence PMTCT programmes should not be limited to testing and 
treatment but must also include ongoing counselling and other supportive initiatives prior to, 
during and after disclosure to help women address negative events whenever these occur.  
Women should also be counselled thoroughly on how to manage expectation and potential 
negative reactions in the event of partners testing positive (PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION OF HIV IN PRISONS, 2019).  

• For adequate PMTCT and protection against HIV transmission to the baby, it is vital that women 
present to health care providers as early as possible in their pregnancy so that ART can be 
initiated, and the viral load monitored. Women in prisons often present late or may first present 
when in labour, without any ANC. Additionally, women in prisons often face specific challenges 
for follow-up interventions during the post-partum time. Separation from community maternity 
and generic health care services, breaks in continuity of care related to transfers between prisons 
or between prison and the community hampers access to appropriate post-partum care. The 
break in the continuity of care can have detrimental effects on their own health and that of their 
new infant.  

• An estimated 77% of women of reproductive age who are married, or in-union have their family 
planning needs met with a modern contraceptive method ¬ leaving nearly 208 million women 
with unmet needs. Latest estimates indicate that that there are 12.8 million births among 
adolescent girls aged 15¬19 years every year, representing 44 births per 1,000 adolescent girls 
in this age group. Early childbearing can increase risks for new-borns as well as for the young 
mothers (World health statistics 2018 p5). In those countries where termination of pregnancy (TOP) 
is legal, services should also be made accessible for women in prison. 

• An even bigger gap in ART provision exists for children living with HIV. In 2015 only 49% of under 
15-year olds living with HIV received ART (Unaids.org, 2016), less than half of the children living 
with HIV.   

• The Sustainable Development Goals have now been replaced by the 90-90-90 strategy of 
UNAIDS, 90% of all PLWH knowing their status, 90% of HIV -positive people should be on ART 
and 90% of those on treatment should be virologically suppressed (UNAIDS, (2015) Fast-track 
targets).  
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Figure 1: HIV transmission rates  
 

 
(Avert, 2016) 
 

4 Definition and Scope 
 
Mother to Child Transmission (MTCT) of HIV refers to the transmission of HIV from an HIV 
positive woman to her child during pregnancy, labour, delivery or breastfeeding.  MTCT is 
by far the most common way in which children become infected with HIV (AIDSinfo, 2019). 
 
Pregnant women with HIV receive HIV medicines during pregnancy and childbirth to prevent 
mother-to-child transmission of HIV. When successful, it suppresses the HIV viral load of the 



Page |  122  Prevention of Mother to Child Transmission 
 
 

mother to undetectable ranges and in those situations normal vaginal delivery is preferred.  
In some situations, when the viral load is not suppressed, the women may have a 
scheduled caesarean delivery (sometimes called a C-section)  to prevent or limit mother-to-
child transmission of HIV during delivery (AIDSinfo, 2019). It is important to identify pregnant 
HIV positive patients early, as the sooner they start treatment in pregnancy the faster they 
will reach viral suppression and therefore decrease the risk of MTCT.  
 
Babies born to women with HIV (we call them HIV exposed babies) receive a special test 
(PCR) at birth to determine if they are HIV positive and depending on the result might go 
onto full ART treatment or for a period of time on one or two ART drugs if the mother is 
breastfeeding. The management of the baby will greatly depend on the status and HIV viral 
load of the mother. The clinician that is looking after the pregnancy will determine what 
route to follow.  
 
It is important for all administrative staff to be aware of the different options that could be 
prescribed by the doctor or nurse. These instructions should be adhered to fully to safeguard 
the baby — if HIV negative at birth, the baby should remain negative and if not, correct 
treatment should be initiated. (If the special PCR test is not available in your country, the 
standard of care guidelines for infant testing appropriate for your country should be 
followed).  
 
Taking the correct ART drugs during pregnancy and childbirth has lowered the MTCT 
transmission rate to less than 1% which is what everybody involved in the management of 
pregnant women should aim for. South Africa is representative of the success that can be 
achieved through the operation of an effective PMTCT programme. MTCT rates have 
dropped from approximately 12% in 2008 (Who.int, 2013) to less than 1.5% currently (Avert, 
2018). 
 
The risk of transmission is low when: 
• HIV is detected as early as possible during pregnancy (or before a woman gets pregnant). 
• Women with HIV receive ART medicines during pregnancy and childbirth to suppress the 

viral load. They can opt for a normal vaginal delivery, but if not virally suppressed should, 
in certain situations, have a scheduled C-section to reduce the risk of transmission.  

• Exposed babies testing negative for HIV after birth, receive HIV medicines for the time 
the mother is breastfeeding. 

 
  

https://aidsinfo.nih.gov/understanding-hiv-aids/glossary/3011/cesarean-delivery
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5 A comprehensive Approach to PMTCT 
 

 

 
The WHO promotes a comprehensive approach to PMTCT programmes which includes: 

• Prevention of new HIV infections among women of child-bearing age. 
• Preventing unintended pregnancies among women living with HIV. 
• Preventing HIV transmission from a woman living with HIV to her baby. 
• Providing appropriate treatment, care and support to mothers living with HIV and their 

children and families.  
 
Thus, comprehensive sexual and reproductive health care services should be offered to all 
women prisoners, i.e.  
• Health Screening. 
• Vaccination and treatment for human papilloma virus (HPV). 
• Screening, treatment and follow-up for cervical cancer, syphilis, Hep. B and Hep C virus and 

other sexually transmitted infections and co-infections. 
• Condoms and lubricant utilisation. 
• Birth control and pregnancy tests, and in those countries where termination of pregnancy (TOP) 

is legal. 
• Antenatal and postnatal care. 
• Prevention, diagnosis and treatment of co-morbidities (PREVENTION OF MOTHER-TO-CHILD 

TRANSMISSION OF HIV IN PRISONS, 2019). 
 
Effective PMTCT programmes require women and their infants to receive a cascade of 
interventions including among others: 
• Early testing for HIV and pregnancy screening.  
• Uptake of antenatal services.  
• Entry to antiretroviral therapy (ART) by pregnant women living with HIV.   
• Adherence to ART treatment throughout pregnancy, birth and when appropriate 

breastfeeding.  
• Safer childbirth practices.  
• Uptake of infant HIV testing. 
• Appropriate infant feeding. 
• Other post-natal health care services.  
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Figure 2: PMTCT Continuum of care  

(Childrenandaids.org, 2015) 
 

     Reflection Point               Group exercises 
Discuss in groups what services are available to women prisoners in your facility.  
• What are the current challenges in your facility in providing effective PMTCT?  
• How can access to services be improved?  Do you think that confidentiality is maintained? 

How can it be improved? 
• Put yourself in the shoes of a woman prisoner. What are the activities of normal living that 

you will find unbearable to give up?   
• What do you think you can do to improve the life of women prisoners where you work? 
• Are there any information leaflets and brochures available on HIV and PMTCT services in 

your facility?  If not do you think they are essential for the education fo prisoners? Why/why 
not?  Can you play a role in ensuring relevant information leaflets are available? What is 
important to consider in drafting an information leaflet?  

• In your group please draft an information brochure for new women prisoners to be handed 
to them on admission, make sure it addresses all important information.  

• What is your role in the referral network?  What can you do to improve continuity of care 
for prisoners? 
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6 In General 
 
The following activities should be incorporated in your facility standard operating practices: 
• Ensure continuity of care and treatment in HIV, PMTCT, HBV, HCV, TB and other STIs.   

The continuity of ART treatment for HIV positive female prisoners within PMTCT is crucial to 
the health of the patient and to reduction of the risk of them developing resistance and the 
baby being infected with the HI virus. 
Continuity of care can be a major challenge particularly when an individual enters the prison 
system, when they are transferred within the system and when they are  released from 
prison.   

• Specific systems for effective communication and coordination between services should be 
established. 

• Initial counselling services should focus on the risks involved in the pregnancy, both clinical 
and otherwise (e.g. social, depression, support systems etc.). 

• Treat the mother-baby pair as a unit. The well-being of both mother and baby should be the 
primary objective of any services offered to women prisoners. 

• The support of the male partner in antenatal care and the birth itself where possible even in 
a prison environment should (subject to the requisite consent) be targeted as a supportive 
resource, although this support might be difficult to organise in a prison setting.  

• Feeding, birth and after birth plans should be discussed early in pregnancy to allow for 
enough time for the mother to make an informed consent (PREVENTION OF MOTHER-TO-
CHILD TRANSMISSION OF HIV IN PRISONS, 2019).  

• Offer individualised care, discuss and attempt to address prison-specific barriers, e.g. 
possible stock-outs of medication; poor access to health services due to human resources or 
security control issues; lack of counselling services; threats to confidentiality and issues 
related to stigma and discrimination. It is critical to focus on the individual prisoner with her 
individual needs her social and health background and all available supportive resources 
that may be mobilised. 

• The prevention of HIV transmission from mother to baby is the primary objective of all 
PMTCT services, whether in prison or outside. It is essential that all HIV positive pregnant 
women should receive ART with appropriate counselling as soon as their status is confirmed 
regardless of gestational age. The country specific guidelines should be followed.  

• Furthermore, ensure that all pregnant women receive TB symptom screening at every 
health visit and if positive, ensure that a sputum is sent for further investigations. TB 
screening should be a cross-cutting issue for all HIV and PMTCT related services in view of 
the high co-infection rates of TB in HIV positive individuals. 
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     Note    
A few years ago, the B+ option was introduced to pregnant females where they would receive 
ART treatment for life after their pregnancy. This regimen is now further refined in the 
introduction of a new potent drug in a new group called integrase inhibitors - Dolutegravir (DTG) 
– that is being introduced into all HIV ART programmes worldwide. There has been some concern, 
of this new drug causing neural tube (the foundation of the spinal cord, brain and the bone tissue 
surrounding it) deformities in the baby if and when introduced during the first trimester (first 12 
weeks) of pregnancy. Due to this, authorities generally do not start DTG during the first 12 weeks 
of pregnancy, but rather use one of the older and widely tested drugs e.g. Efavirenz.  Women 
should be informed about the benefits and risks regarding DTG to make an informed choice. Also 
note that the dose of DTG should be adjusted in case a patient is also on anti-TB treatment. Once 
again at this stage an Efavirenz-based regimen is preferred if TB treatment is initiated. 
 

 

 
Woman-centred health services: 
Involve an approach to health care that consciously adopts the perspectives of women and their 
families and communities. This means that health services see women as active participants in 
and beneficiaries of trusted health systems that respond to women’s needs, rights and 
preferences in humane and holistic ways (with no coercion). Care is provided in ways that respect 
a woman’s autonomy in decision-making about her health, and services must provide 
information and options to enable women to make informed choices. The needs and perspectives 
of women and their families and communities are central to providing care and to designing and 
implementing programmes and services. A woman-centred approach is underpinned by two 
guiding principles: promoting human rights and gender equality.  
 
A human rights-based approach to ART  
All ART should be prescribed using a human rights-based approach. This means that women of 
childbearing potential or any pregnant or breastfeeding woman receives full information about 
risks and benefits of ART and medical guidance that is appropriate to her situation and is 
supported in making voluntary choices around medical therapy initiation, continuation and 
adherence/retention in care, as applicable. Health workers must help women to appropriately 
address their health-care needs and those of their children. 
(Sahivsoc.org, 2019) 
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Figure 3 Women living with HIV approach  
 

  
(de Pokomandy, 2013) 
 

7 On Admission to Prisons 
 
• Ensure ready access to PMTCT services – this implies that PMTCT services for pregnant 

prisoners should be available (including allied services and referral options). These options 
need to be regarded as fundamental components of the infrastructure of female prisons.   

• Screen for HIV, TB, HCV, HBV, syphilis and other STIS as well as for cervical and breast 
cancer. 

• Screen for pregnancy. 
• Inform, educate and empower women in prison, also regarding health promotion and 

confidentiality issues. 
• Provide easy and discreet access to condoms and other prevention interventions. 
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8 Antenatal (ANC) and ART Services 
 
• Health screening of women prisoners should be comprehensive in range to determine 

primary health care needs. The same standards that apply in the community should apply 
equally in prisons. The prison setting offers an opportunity for the delivery of a 
comprehensive health screening. It is especially important to screen the pregnant women 
for other sexually transmitted infections, e.g. syphilis. 

• All pregnant women prisoners should be offered routine antenatal care, e.g. identify 
nutritional needs, anaemia, weight gain monitoring, baby wellness, etc.  

• In addition, all pregnant women should be sent for HIV counselling and testing as soon as 
possible to establish her status. If she refuses the test, she should be offered a counselling 
session at every following ANC visit to stress the importance for her and her baby of 
knowing her status. 

• Other parameters should be monitored closely as well after a careful history is taken, e.g. 
previous obstetric history, physical examination to exclude other risk indicators, nutritional 
status, mental health screening, hypertension or early bleeding episodes during pregnancy.  
If a potential complication in pregnancy or potential labour complication is identified (e.g. a 
breech delivery) a referral should be made to a specialist.  

• If HIV positive, an early risk assessment should be done, to identify possible risks and 
options available. The benefit of early or prophylactic interventions and planning should be 
explained to the mother. 

• If HIV negative, a HIV re-test should be done at every following ANC visit and after 3-months 
to allow for the window-period. If negative, counselling at every ANC visit should be done 
on how to stay negative. This might not necessarily apply to the prison setting. However, 
women prisoners are not treated in isolation, the continuum of care should be taken into 
account and life, once released, must be adequately cared for in all education and 
information sessions. 

• Same day ART initiation should be offered (triple therapy) to all newly diagnosed HIV 
positive women prisoners. For those already on treatment, adherence to treatment should 
continue pending on their viral load result (refer to country-specific guidelines). Switching to 
DTG can be considered if the women is out of her first trimester with the necessary 
counselling. 

• Ongoing counselling to ensure adherence to ART should be done and regular follow-up visits 
should be booked well in advance. 

• Planning for regular viral load testing should be done, but at least 3-monthly. 
• Birthing plans during antenatal care consultations should be discussed – a birth plan is a way 

for a pregnant woman to communicate her wishes either in written or oral form to health 
care workers or even to the midwives and doctors who will care for her in labour.  It should 
be communicated that a birth plan cannot be set in stone, it needs to be flexible, 
acknowledging that things may not go according to plan.  



Prevention of Mother to Child Transmission Page |  129 
 
 
 

 

 
To provide the women with information about the risks and benefits of various infant feeding 
options. 
 
During every ANC visit, feeding options should be discussed and how to keep the baby negative. 
It has now been established that feeding options and adherence to them are vital to keeping 
the baby HIV negative. These include the following:   
 
8.1.1 Breastfeeding 
 
• For any women exclusive breastfeeding is recommended for the first 4.5-6 months of life. 

Thereafter breastfeeding should ideally continue for two years or longer, with the 
introduction of nutritionally adequate solid foods. 

• Breastfeeding should be promoted as it improves survival outcomes and promotes better 
growth and neurodevelopment. The WHO promotes breastfeeding in all HIV positive 
mothers regardless of their socio-economic stance and HIV viral load. The baby should be on 
prophylactic treatment (nevirapine and zidovudine if there is a high risk of transmission) 
while breastfeeding even if the viral load of the mother is controlled. (Please check your 
country specific guidelines as in South Africa all HIV exposed infants are initiated on 
prophylactic treatment regardless of the maternal viral load. The maternal viral load only 
determines if the infant is put onto one or two drugs). Cotrimoxazole should also be given to 
all HIV Exposed Babies according to your country specific guidelines. HIV positive mothers 
need to be counselled on exclusive breastfeeding as mixed feeding (formula and breastmilk) 
increases the risk of HIV transmission. Babies remain on HIV prophylactic treatment until 
one week after the mother has stopped breastfeeding.  

• If the mother’s viral load is not controlled or if the viral load is unknown at birth, the baby 
should be on more than one drug (Nevirapine and Zidovudine) prophylactic anti-retroviral 
therapy – again check your country-specific guidelines.  

• A baby is deemed at high risk of acquiring HIV if:  
o the mother’s viral load is more than 1000 c/ml; 
o if the mother started ART treatment late in the pregnancy (3 months and less before 

delivery) or; 
o if the mother’s viral load is unknown at delivery.  
These high-risk infants need to go onto 2 antiretroviral drugs and may require longer 
prophylactic treatment (6 Weeks Zidovudine and 12 weeks Nevirapine) if the mother is 
not breastfeeding. If the mother is breastfeeding the Zidovudine is stopped at 6-weeks 
and the Nevirapine is continued until one week after the mother stopped breastfeeding.  

• Although exclusive breastfeeding is recommended, practising mixed feeding with formula 
milk is not a reason to stop breastfeeding in the presence of ARV drugs. Mothers should 
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however be aware that mixed feeding increases the risk of HIV transmission (South African 
National Department of Health, 2019). 

• Mothers living with HIV should not stop breastfeeding abruptly but phase it out over one 
month if possible. Infants who have been receiving ART prophylaxis should continue until 
one week after breastfeeding has stopped. 

 
Figure 3- Infant Feeding chart  
 

 
(Templatedb.me, 2019) 
 
8.1.2 Replacement Feeding – Formula feeding 
 
• Formula feeding should only be introduced if the mother can ensure a continuous supply of 

formula feeds during the period that the baby will be dependent on milk for nutrition. 
• No mixed feeding options should be supported. 
• If the baby will be formula fed exclusively from birth, NVP prophylaxis should still be 

introduced for a period of 6 weeks (see country-specific guidelines).  
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• An exclusively formula fed baby that is deemed high risk as discussed above will need to go 

onto 12-weeks of Nevirapine and 6-weeks of Zidovudine (South African National 
Department of Health, 2019). 

 

9 Labour and Delivery 
 
• Administrative and medical staff should jointly prepare a country- or-prison-specific 

standard operating protocol to provide instructions for prison staff and women in labour 
and delivery. Close relationship with a nearby labour and delivery unit must be established 
by prison staff.  

• Usually pregnant women are admitted in a nearby facility for their labour and delivery. A 
transfer note must be prepared to accompany the women in labour to the labour unit 
outside. If possible, involve the partner as family engagement may be of the utmost 
importance for future support of the woman and her baby. 

• In an HIV-exposed infant (HEI) a special test (PCR) should be performed immediately after 
birth and if positive the baby should be started on ART straight away.  In some countries a 
confirmatory test is required before starting on lifelong ART treatment. In some cases, the 
test is indeterminate – the country specific guidelines should then also be followed to 
manage this.     

• Test the viral load at delivery. 
 

     Please always check your country-specific guidelines to establish exactly what is 
required! 

 

10 Post-Natal Care 
 
• It is recommended that the mother-baby pair continue to receive integrated care within the 

prison setting until the baby is at least 2 years old or no longer breastfeeding – and 
depending on the country specific guidelines on the co-habitation of babies with their 
mothers in prisons.  

• Regular counselling should be done with the mother to ensure that she will understand the 
importance of remaining HIV negative once discharged from prison or to ensure viral load 
suppression and adherence to ART treatment and monitoring if HIV positive. 

• Nurturing and bonding with her baby remain very important for the well-being and 
development of the babies and the well-being of the mothers. 

• Information of PrEP, condom use, reduction of sexual partners, partner ART and viral 
suppression should form part of post-natal counselling sessions. 

• Ensure TB screening, prophylaxis (TPT) and PCP pneumonia (CTMX) prophylaxis is prescribed 
according to country-specific guidelines.   
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• Immediate after birth skin to skin contact between mother and baby should be encouraged. 

 
Figure 4: WHO 10-steps to successful breastfeeding  
 

 
(Baby milk action, 2018) 
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• Make sure that the required post-natal clinical visit has been booked, either with the labour 

unit or within the prison maternity care services.  
• Always try and involve the father of the baby, any other sexual partner, a peer, friend or 

family member. This will assist in the integration of an HIV-infected mother into normal life. 
 

11 Baby Infant Care 
 
• If an HIV exposed infant tests negative after birth, all efforts should be made to ensure that 

its status remains negative.  This implies that he/she should receive prophylactic treatment 
if breastfed but also should be retested at regular intervals according to the country-specific 
guidelines.  

• If the PCR is positive ideally the baby should be started immediately on ART treatment. A 
repeat PCR test can be done as confirmation. A PCR test at 10 weeks and 6 months should 
be repeated for all PCR negative babies. In South Africa a universal rapid HIV enzyme linked 
immunosorbent assay (ELISA) test is done at 18 months after the breastfeeding period to 
ensure that no baby remains undiagnosed. (Check your country-specific guidelines for 
guidance on this). 

• All other vaccinations should be given according to country specific guidelines, e.g. BCG, 
polio etc.  

• It is important to monitor the mothers viral load during breastfeeding to limit the chances of 
transmission during this period.  

• All routine monitoring of the baby should take place according to country-specific 
guidelines, i.e. weight monitoring, vaccinations, supplementations (e.g. Vit A). 

 

12 Quality Assurance 
 
Quality PMTCT of HIV services requires prison-based health services to adhere to the following 
minimum standards in order to improve women’s health and well-being while incarcerated: 
• Suitable non-custodial measures should be made available for women as appropriate. 
• All medical screening or examinations should be undertaken on a voluntary basis in a 

manner that safeguards privacy, dignity and full confidentiality. 
• Health screening on admission should be comprehensive, covering general health, mental 

health, TB, reproductive health including pregnancy and sexually transmitted infections 
(HIV, HBV, HPV, syphilis), sexual abuse and other forms of violence experienced prior to 
admission, drug dependence and other related health issues. 

• Gender-responsive health-care services, comprehensive mental healthcare and 
rehabilitation programmes should be at least equivalent to those available in the 
community. 

• Children accompanying their mothers in prison should also undergo health screening and 
receive health care at least equivalent to that in the community. 
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• Programmes to prevent HIV infection and treat AIDS-related conditions including 

comprehensive PMTCT services should be responsive to the specific needs of all women. 
• Women in prison should receive information and education about all preventive measures 

(PREVENTION OF MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019).  
 

 

 
Monitoring and evaluation activities are essential for a coherent and functioning service 
delivery system at all levels. They help to ensure that needs and expectations of prisoners and 
the institution are met.  Quality assurance is an ongoing process that provides permanent 
feedback on how well PMTCT programmes are established and functioning.  
• HIV is a fast-evolving field with many new scientific developments being discovered and 

implemented yearly. Guidelines and protocols in HIV care and treatment have to be 
adapted regularly. It is a basic requirement that all persons providing PMTCT and HIV 
related services are trained and updated regularly according to their own country guidelines 
and health regulatory and prison authority protocols. 

• A reliable referral system should be in place in every prison for the continuity of care and 
support for HIV and other sexually transmitted diseases inclusive of other communicable 
diseases such as TB. Every person in the prison facility should be aware of such referral 
options. Awareness is best promoted by clearly visible charts and referral pathways.  

• Every health care provider must be familiar with the country-specific ART guidelines and 
procurement pathways to ensure a reliable and continuous drug supply. 

• Continuity of care is of utmost importance. Thus, it is essential that active links are 
established with outside facilities and/or NGOs. These links should be clear and dependable, 
and exchange of information, cooperation and communication between different units 
(prisons, other facilities, NGOS) should be monitored on a regular basis PREVENTION OF 
MOTHER-TO-CHILD TRANSMISSION OF HIV IN PRISONS, 2019). 

• PMTCT services in prisons should be monitored regularly with a known set of indicators that 
will give an indication of the functionality of the service as well as if there is adherence to 
international and national guidelines both in terms of prison regulatory systems as well as 
health indicators. The following indicators could be considered in this regard: 

o Percentage of females/pregnant females tested for HIV on admission. This gives an 
indication of the accessibility and efficiency of health care services and the 
adherence to admission criteria. 

o Percentage of females/pregnant females tested HIV positive. This figure indicates 
the size of the problem and the need for HIV counselling, testing and treatment 
services. 

o Percentage of females/pregnant females retested for HIV after 12 weeks. Adhering 
to the policy of re-testing after the window period is an indication of the consistency 
and quality of the HIV testing services. 
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o Percentage of females/pregnant females retested and HIV positive.  This figure 
indicates the necessity for continuing HIV services and the need for HIV counselling 
services. 

o Percentage of pregnant females enrolled for PMTCT. This figure indicates the 
accessibility and efficacy of PMTCT services in prison. 

o Percentage of HIV exposed infants tested for HIV (PCR) at birth or according to the 
country guidelines at 6 weeks/10 weeks etc. This indicates the HIV-related problem 
for infants and women in prisons and the responsiveness of testing services. 

o Percentage of HIV positive infants. This figure gives an impression of how HIV 
services need to be scaled up in order to treat infants adequately. 

o Percentage of HIV positive infants started on ART. Again, this figure is indicative of 
the size and nature of the problem of infants born in prisons and the adequacy of 
the treatment response.  

 

     Activity: 
• How would you plan a programme to make prison staff more aware of the need of 

comprehensive care for women, specifically focussing on PMTCT services? 
• What options do you have available to involve communities in activities in prisons?  Do you 

make special provision for women prisoners?  
• What skills development activities do women prisoners have access to in your facility and 

can you play a role in making more options available?  
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Tuberculosis Care and Treatment 
 

Learning Outcomes 
At the end of this learning experience you should be able to: 

• Describe why TB has become a worldwide epidemic. 

• Identify the drivers of the TB epidemic. 

• Analyse the link between TB and HIV and how it impacts services and management of these  

diseases  in prisons. 

• Describe the signs and symptoms of TB. 

• Understand the treatment principles of TB and Drug Resistant (DR) TB. 

• List the stages in the Progression of the disease. 

• Be able to list interventions that can assist in minimising the spread of TB in prisons. 

 

1 Rights and Responsibilities of Correctional Services and 

Prison Staff in the Prevention and Treatment of TB in 

Prisons 
 
• Societies, governments (inclusive of correctional authorities) have the responsibility to 

provide health services, respect, confidentiality to all, and to protect all people against 

stigma and discrimination that result from their health status.  Each of us has a right to 

these services and protection, notwithstanding being incarcerated or not. 

• TB is transmitted via airborne inhalation, which means it can happen any place anywhere as 

long as an infective person coughs or sneezes and the small infective particles are then 

suspended in the air for somebody else to inhale them. It is important that the design of 

correctional services’ buildings take the basic principles of infection control into account. 

Adequate ventilation to remove infective particles from the air is essential especially when 

overcrowding is a risk. 

• TB is a serious health threat for prison populations in many developing countries and 

presents significant challenges for prison and public health authorities and national 

governments. The prison community remains part of the broader community and thus the 

health threat of TB within prisons and the health threat outside prisons is inextricably 

linked.  

• Worldwide TB rates in prison is 30 times higher than the general population 

(Programme.aids2018.org, 2019). This situation is often accompanied and exacerbated by 

the high rates of HIV, often referred to as the terrible twins as HIV weakens the body’s 

immune system to fight off infections such as TB.  
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• Historically TB carries a stigma associated with poverty and neglect. This has been 

exacerbated by co-infection with HIV. Prison staff should adopt a sympathetic attitude in 

providing care, treatment and support to inmates suffering from TB and TB/HIV. 

• TB affects everybody, men and women. It is every staff member’s responsibility (albeit 

indirectly) to assist in providing an environment that is conducive in providing quality  

health care for all prisoners. 

 

2 Introduction 
 

Key Points 

• The world Health Organization declared TB a “global emergency” in 1993. On 26 September 

2018 the United Nations (UN) held a high-level meeting on TB in New York with the theme 

“United to end TB”. This follows the endorsement by WHO and UN on both the WHO End TB 

(2014) strategy and the Sustainable Millennial Goals (2015).  Specific targets set in the End 

TB Strategy are a 90% reduction in TB deaths and 80% reduction of TB incidences by 2030 

compared with 2015. 

• It is estimated that more than 10 million people were infected by TB in 2017 with many not 

accessing treatment and care. TB is one of the top 10 causes of death in the world. More 

than 1.3 million HIV negative people died of TB in 2017 with an additional 300,000 deaths 

caused in association with HIV. Global treatment success rate is at 82% (World Health 

Organization, 2018). 

• Of the 30 high burden countries most (>20) are from Africa with Mozambique and South 

Africa ranking among the highest incident rates in the world. The global number of deaths 

due to TB fell by 42% from 2000 to 2017. Since 2000 the number of new TB cases has 

decreased dramatically, but it is still the world’s biggest single cause of morbidity (disease) 

and mortality (death).  

• Health care workers are particularly at risk of TB transmission and the high number of 

infected children is an indication that TB is still rife in communities. 

• Drug Resistant TB (DR TB) remains one of the world’s greatest threats to eliminating the TB 

epidemic and is a public health crisis.  

• An estimated 1.7 billion people have latent TB (23% of world population) and are at risk of 

developing the TB disease during their lifetime.  
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Countries in the three high-burden country lists for TB, TB/HIV and MDR-TB being used by 

WHO during the period 2016–2020, and their areas of overlap 

 

Figure 1 : TB High burden countries  

 
(Interlabservice.ru, 2019) 

 

At a Glance 

Social protection, poverty alleviation and actions on other determinants of TB 
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Figure 2: TB strategy  

 
(World Health Organization, 2018) 

 

2.1 Background and Global Perspective 

 

On the 24th March 1882 Dr Robert Koch announced in Berlin, that he had discovered the 

organism that caused TB, Mycobacterium tuberculosis. Since then 24 March is commemorated 

every year as World TB Day. TB is one of the diseases from the ancient world that is still a major 

public health concern today. It was identified in the remains and bones of Egyptian mummies. 

After Dr Koch identified the organism under the microscope, a series of developments took 

place that contributed to the documentation, scientific progress, and development of the BCG 

vaccine; this coupled with the various culture methods allowing for the growth of the bacillus in 

a laboratory environment that allows for the testing of various drug effects. All this combined 

with the discovery of antibiotics that proved effective against the bacterium in the late 1950’s.   
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The goal towards living a healthy life and the elimination of TB is embraced in Goal 3 of the 

WHO Sustainable Development Goals: 

 

Figure 3: Sustainable developmental goals  

 

 
(World Health Organization, 2018) 

 

At a Glance 

Sustainable Development Goal 3 and its 13 targets 
SDG 3: Ensure healthy lives and promote well-being for all at all ages 

Targets 

• By 2030, reduce the global maternal mortality ratio to less than 70 per 100 000 live births. 

• By 2030, end preventable deaths of newborns and children under 5 years of age, with all 

countries aiming to reduce neonatal mortality to at least as low as 12 per 1000 live births 

and under-5 mortality to at least as low as 25 per 1000 live births. 

• By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases, 

and combat hepatitis, water-borne diseases and other communicable diseases. 

• By 2030, reduce by one third premature mortality from non-communicable diseases 

through prevention and treatment and promote mental health and well-being. 

• Strengthen the prevention and treatment of substance abuse, including narcotic drug abuse 

and harmful alcohol use. 

• By 2020, halve the number of global deaths and injuries from road traffic accidents. 

• By 2030, ensure universal access to sexual and reproductive health-care services, including 

for family planning, information and education, and the integration of reproductive health 

into national strategies and programmes. 
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• Achieve universal health coverage, including financial risk protection, access to quality 

essential.health-care services and access to safe, effective, quality and affordable essential 

medicines and vaccines for all. 

• By 2030, substantially reduce the number of deaths and illnesses from hazardous chemicals 

and air, water and soil pollution and contamination. 

• Strengthen the implementation of the World Health Organization Framework Convention 

on Tobacco Control in all countries, as appropriate. 

• Support the research and development of vaccines and medications for the communicable 

and non–communicable diseases that primarily affect developing countries, provide access 

to affordable essential medications and vaccines, in accordance with the Doha Declaration 

on the TRIPS Agreement and Public Health, which affirms the right of developing countries 

to use to the full the provisions in the Agreement on Trade-Related Aspects of Intellectual 

Property Rights regarding flexibilities to protect public health, and, in particular, provide 

access to medication for all. 

• Substantially increase health financing and the recruitment, development, training and 

retention of the health workforce in developing countries, especially in least developed 

countries and small island developing States. 

• Strengthen the capacity of all countries, in particular developing countries, for early 

warning, risk reduction and management of national and global health risks. 

• TRIPS (Trade-Related Aspects of Intellectual Property Rights).   

(World Health Organization, 2018) 

 

3 Reasons why TB has Become an Epidemic 
 

The major reasons why TB has spread so widely are: 

• TB is an airborne infectious disease 

An infectious disease is a disease that is caused by an organism invading or infecting the 

body. The common cold, flu malaria, TB and HIV infection are some examples. TB bacilli 

(rod-like organisms) are transmitted via the airborne route. There are very few effective 

measures that will protect individuals from exposure. The large pool of infectious TB cases 

leads to a high risk of exposure and thus infection.  

An infectious case is someone with TB on the lungs and who is coughing up the TB bacilli. 

Small droplets containing TB bacilli are coughed up by infectious pulmonary TB cases, and 

these droplets remain suspended in the air for long periods and may be inhaled by those in 

close contact who then may develop the disease.  

 

• HIV infection 

HIV has put TB on the fast track – that means that HIV has greatly accelerated the 

progression of TB infection to active TB disease. HIV is the most powerful risk factor for TB 

reactivation. Moreover, HIV attacks the immune system and makes the individual more 
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vulnerable to new TB infections 

 

• Social and economic trends 

Poverty in the world has increased. In both urban and rural populations in developing 

countries there is overcrowding, unemployment and poor nutrition. In addition, wars and 

natural disasters have contributed to the increase in TB. 

Increased mobility, migration and urbanisation have increased the risk of infection by 

presenting opportunities of coming into contact with infectious, untreated pulmonary 

tuberculosis (PTB) patients. 

Economic recession and political disturbances have caused problems in health and social 

services. In some cases, a breakdown of these services has led to interrupted TB treatment 

with serious consequences. 

Poverty and overcrowding has always been closely linked with TB, however any healthy 

person can also become infected.  

 

• Poorly managed TB Control programmes  

The poor implementation of TB programmes in some countries has led to incomplete and 

inappropriate TB treatment. This has resulted in an increase in the infectious TB pool.  

Incomplete treatment is also contributing to the development of drug resistant TB (DR TB) 

and Extensively Resistant (XDR) TB with selection of  resistant bacteria. While TB is 

theoretically curable by relatively simple and inexpensive means, it can turn into expensive 

and potentially incurable XDR TB which has a far lesser chance of being cured than treating 

TB the first time round. 

Due to its specific bacterial features and morphology, the TB bacillus requires that a 

combination of drugs must be given at the same time to address all aspects of its defence 

mechanism. It is always important to ensure that a person on TB treatment takes the 

correct drugs, in the correct dosage, does not interrupt treatment and is monitored closely 

for adherence.  

 

Reflection Point 

• What makes a prison the ideal setting for the transmission of TB?   

• Can you think of anything you could do to improve the management of TB and limit the 

transmission of TB  in prisons in your country?   

• Do you think your country has a good TB Control programme?  Why/why not? 

• Do you think everybody has got equal access to TB treatment in your country; men, women, 

children, the elderly, prisoners? Do you think TB is managed correctly in your facility? 

Why/why not? Discuss what group, in your opinion, is more vulnerable to TB infection? 
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4 The development of TB Disease 
 

There are 3 distinct stages in the development of TB disease: 

 

Figure 4: TB progression  

 
 

Exposure and transmission 

Transmission of the TB bacillus occurs by the airborne spread of infectious droplets. The source 

of the infection is a person that coughs up the bacilli. One cough can produce up to 3000 

infectious droplets. Transmission generally occurs indoors where infected droplets can stay 

suspended in the air for a long time and can then be inhaled by others and cause infection. An 

infected person does not necessarily have the TB disease. Ventilation removes infected droplets 

and direct sunlight quickly kills TB bacilli. They can survive for several hours in dark, cool places.  

 

Progression of infection to disease 

Once infected with the TB bacillus, a person stays infected for many years but the vast majority 

(90%) of people who are infected do not develop the disease. The body’s defence system - 

immune system takes care of the infection in most cases. The only evidence of infection may be 

a positive skin test. Infected persons can develop the disease at any time. It all depends on the 

effectiveness of the immune system which can be affected by: 

• HIV or other infections such as measles, bronchitis, mumps etc. 

• Malnutrition, poor diet – e.g. alcohol abuse. 

• Diabetes. 

• Cancer treatment or persons on ongoing cortisone treatment, e.g. asthmatics. 

Exposure

Infection

Disease
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• Age – the very young and the very old. 

• Emotional or physical stress. 

 

After infection the following may happen: 

1. No disease progression: In most cases the immune response stops the multiplication of 

bacilli. A positive tuberculin skin test would be the only evidence of infection. 

2. Reactivation of an earlier primary lesion – a few dormant bacilli may persist and form 

metastatic foci in places like: 

a. The lungs; 

b. The meninges (membranes that cover the brain); 

c. Kidneys; 

d. Bones or vertebrae of the back; and/or 

e. In glandular tissue. 

 

 NOTE: If the disease develops in any site other than the lungs, we refer to it as extra-

pulmonary TB. If the disease is widespread throughout the body, it is called miliary TB. 

 

3. Progression (in +/-10% of patients) to primary lung infection (this usually happens in 

children within weeks to months after the first exposure). 

 

Latent TB 

People with latent TB infection have the TB bacilli dormant in their bodies, but they are not sick 

as the bacilli are not active. This is one way for the TB bacillus to survive for many years in a 

body. These people do not have symptoms of the TB disease, and they cannot spread the 

disease to others. However, they may develop the disease in the future.   

 

In HIV positive people, the chances of re-activation of an old TB infection that has become 

dormant for many years is higher than in a HIV negative person (10% chance per year vs. 10% 

chance in a lifetime). That is why many governments are now treating latent TB, as it will 

hopefully eradicate the infective pool of TB worldwide (World Health Organization, 2018).   

 

In developing countries, it is important to first treat active TB and make sure that the treatment 

success rate is at least over 80%, before tackling latent TB treatment. But in HIV positive 

persons, one should not delay in providing them with TB prophylaxis (TB Preventive Therapy -

TPT). There are two possibilities to take TPT – (i) a combination of one of the TB drugs (INH) 

with Rifapentine for 3 months or (ii) only INH for a period of 12 months. 

 

People with active TB disease are most likely to spread the bacilli to people they spend time 

with every day. In a prison setting it is very important to diagnose TB as soon as possible to 

prevent the disease from spreading uncontrollably, especially if one shares a small room with 
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somebody with the active disease. Overcrowding and poor ventilation are other important 

factors to consider in a prison setting.  

 

5 Symptoms and Signs of TB 
 

The general symptoms of TB disease include: 

• Feeling weak and without energy. 

• Weight loss, fever and night sweats. 

• Coughing for more than 2 weeks or coughing up blood. 

• Chest pains. 

• Swelling of lymph nodes in the neck (important sign in children). 

• Shortness of breath and a fast pulse. 

 

Many of the above signs and symptoms are non-specific. One has to have a high index of 

suspicion to investigate if a person complains of one or more of the above symptoms. 

 

6 Diagnosis of TB 
 

Since the discovery of the TB bacillus by Robert Koch in 1882, TB has been diagnosed either by 

sputum smear microscopy or by culture methods. Whereas TB microscopy is relatively cheap 

with a fast turn-around time, it is dependent on laboratory services and technicians to be 

available. Usually it takes a few days for the results to get back to the facility, and the practice is 

to ask the patient to come back for the result in one week’s time. For culture diagnosis, one 

needs anything from 10 days to 6 weeks to have a result available. Once again it depends 

heavily on laboratory availability and technicians. In addition, it is important that sputum 

samples are not left out in the sun or are delayed in being sent to the laboratory as this will 

compromise the diagnosis of TB bacilli in the sample. 

 

Since the above methods takes time, the WHO now recommends any of the rapid diagnostic 

tests for TB (WRDs). The most frequently used method by countries worldwide is the Xpert 

MTB/RR®. The Xpert is able to detect TB and resistance to Rifampicin simultaneously. The Xpert 

is able to process a sputum within 2-3 hours. The obstacle here is that the Xpert machine is 

expensive, relies on electricity and a knowledgeable operator to run the machine. It has assisted 

tremendously in diagnosing Rifampicin resistance in patients at an early stage. 
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7 Treatment of TB 
 

As the TB bacillus is quite complex in terms of its own defence mechanisms to escape the action 

of medication, one has to take several drugs at the same time to ensure that the bacillus does 

not survive. Antibiotic drugs act against dividing cells but in many cases the TB bacillus is 

dormant, we call it a “persister”, and only divides or replicates from time to time. For this 

reason the effective treatment consists of a combination of 4 drugs (Isoniazid [INH/H], 

Pyrazinamide [PZA/Z], Rifampicin [RMB/R] and Ethambutol ]EMB/E]) to be taken for 2 months 

and in the continuation phase that lasts for 4 months, a combination of the two most potent 

drugs, INH and Rifampicin, is taken for two months. By taking the combination of drugs it acts 

against all possible populations of TB – those that are growing and dividing actively, the 

“persisters” and those that are dormant with growth spurts here and there (World Health 

Organization, 2017). 

 

Like any other medicine that we take, these drugs have adverse effects. This can range from 

mild nausea and vomiting to mild to severe skin rashes and more serious side effects such as 

affecting the liver and causing jaundice. In such cases the drugs might have to be stopped for a 

week or two.  

 

Adherence, as in HIV treatment, is of high importance to ensure that no drug resistance 

develops and that patients are treated successfully. In view of this, every TB patient should be 

counselled extensively to explain the importance of adherence and inform them of all possible 

side effects that they might experience and what to do about it should it occur.   

 

Previously a strategy to assist patients in taking their medication was introduced to TB – the so-

called DOTS (Directly Observed Treatment Short course) where patients are actually watched 

while swallowing their tablets by a supporter who could be a family member, colleague, friend 

etc. This intervention was very successful in many countries but lately has had less favourable 

results. It is argued that the independence and autonomy of the patient to take responsibility 

for his/her own health is undermined through this strategy.  

 

Drug Resistant TB  

 

When we treat TB with the incorrect drugs or for the incorrect period of time, the TB bacillus 

becomes resistant to the drugs. We call this type of TB Drug Resistant TB (DR TB). If the bacillus 

is resistant to the two most potent drugs, i.e. INH and Rifampicin, we call it Multi-drug resistant 

TB (M)DR TB), but in the case of resistance to additional TB drugs, we call it Extensively Drug 

Resistant TB, (X)DR TB). In 2017, of the 6,7 million new and previously treated TB cases notified 

globally, 30% (20 million) was reported to have been tested for resistance to Rifampicin. 

Globally 160,684 cases of multidrug-resistant TB and Rifampicin-resistant TB (M)DR TB/RR TB) 
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were notified in 2017 and 139,114 were enrolled in treatment (WHO Global TB Report 2018). 

Whereas previously DR TB was largely due to programmatic failure of the country’s TB 

programme and poor adherence, more and more cases are being diagnosed with primary DR TB  

i.e. patients that have never been treated for TB before and that must have inhaled a resistant 

organism from an infected person. 

 

TABLE 4.1: Notifications of TB, HIV-positive TB and MDR/RR-TB cases, globally and for WHO 

regions, 2017 

 
(World Health Organization, 2018) 

 

The treatment of DR TB differs dramatically from that of drug sensitive TB. Different drugs  with 

more side effects must be taken for longer periods of time and the success rate differs — drops 

from more than 80% success in drug sensitive TB to less than 50% and in some cases even less 

than that. In South Africa, with the introduction of a new drug for DR TB, Bedaquiline, as part of 

the regimen, the success rate of DR TB has almost doubled. 

 

8 TB and HIV Integration 
 

As we have discussed in the HIV module, the HIV virus attacks the immune system and makes 

the person more vulnerable for new TB infections or reactivation of dormant bacilli. The TB and 

HIV epidemic should be tackled together. At least 50% of all TB patients are HIV positive and a 

high percentage of HIV positive patients will develop TB. The considerable drop in new TB cases 

over the last few years has been attributed to the initiation of ARTs and the strengthening of 

the immune system through this intervention.  

 

It is essential that HIV counselling services are available at all facilities to assist the drive to 

know one’s status. Knowing one’s HIV status can assist in many ways in protecting your health 

and those close to you but also to be able to seek help in time should you start feeling ill. It is 

very important to access ART treatment as soon as possible after being diagnosed with HIV and 

the CD4 count starts to drop.  

  



Tuberculosis Care and Treatment  Page  |  195 
 
 
 

There are many points of overlap in the management of the TB and HIV disease, such as: 

• Both are infectious diseases caused by an infective organism and requiring strict infection 

control measures. 

• Both diseases require intensive education for effective prevention and treatment. 

• Stigmatisation is common to both diseases. 

• Cultural beliefs can be a hindrance to accessing treatment services. 

• Both diseases require long term commitment to taking medication. 

• The development of side effects can be an obstacle to taking the medication. 

• Both diseases require adherence counselling and follow-up. 

• Community involvement is an essential element of the disease management. 

• Nutrition plays an important role in getting better and maintaining health. 

• Laboratory services are needed for diagnosis as well as continuous monitoring of the 

disease, therefore laboratory services must be reliable, and results must be distributed 

speedily and efficiently.  

• A continuous drug supply is needed to prevent resistance from developing. 

 

Reflection point Group discussions 

Discuss in a group how you would address the following to limit transmission of TB in your 

facility. 

• Overcrowding. 

• Identification of all inmates that are coughing for longer than 2 weeks. 

• How would you ensure adequate airflow to remove infective particles? During the day? At 

night? 

• How long does it take for a potential infectious patient (i.e. a TB suspect) to be diagnosed 

and put on treatment in your facility? Can it be done faster? 

• How are patients assisted to complete their treatment in your facility? Do you think the 

argument against DOTS is valid? Why? Why not? 

• Do you think stigma still plays a role in the diagnosis and treatment of TB? How? Can you 

play a role in diminishing stigma? 

• Both HIV and TB require long term commitment to taking medication. What is the continuity 

of care plan of your facility on the discharging of inmates back into the community? 
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Human Rights, HIV, and Sexual and Gender Based Violence 

(SGBV) in Women Prisoners 
 

Learning Outcomes 
At the end of this learning experience you should be able to: 

• Recognise that women prisoners constitute a minority within all prison systems worldwide. 

• Sensitise staff for special health care needs of women prisoners, which are frequently 

neglected. 

• Understand the term sexual and gender-based violence (SGBV), the magnitude, types, 

consequences and impact of violence against women. 

• Identify the drivers and determinants of violence, especially the characteristics of intimate 

partner violence. 

• Understand the exposition of women also in women prisons and understand their 

vulnerable position. 

• Be aware of the linkage between SGBV and HIV. 

• Understand the responsibilities of Correctional Services and Prison Staff in addressing issues 

of Human Rights and gender-based violence in prisons. 

• Recognise SGBV in women prisons. 

• Appreciate the difficulties in reporting SGBV cases in women prisons. 

• Know the basics of violence prevention. 

• Monitor SGBV incidents in women prisons. 

• Create supportive care and health services without stigma and discrimination. 

• Generate political commitment for an enabling environment. 

 

     Reflection Point/Icebreaker: 

To speak about gender-based violence is a challenge, as many women and many men in the 

room will have their own experiences either as victims or perpetrators, or both! Therefore, try 

to collect some emotions anonymously: e.g. "Just one word, one thought on gender-based 

violence". Put the cards on the flip chart, try to group them and come back to the emotions 

throughout the training. 
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1 Introduction to SGBV against women and HIV worldwide 
 

 
 

     Domestic violence is the most prevalent form of SGBV against women worldwide and in 

Africa. It mainly takes place in the home and arises from deeply held patriarchal belief systems 

and norms which perpetuate the idea of women having an inferior social status, driven by toxic 

constructions of masculinity that engender notions of superiority and sanction violence within 

relationships and families. The home of women becomes the most dangerous place to 

experience violence! 

 

 

     REMEMBER:  

SGBV includes the burden of random restrictions on or deprivation of fundamental freedoms in 

private or public life, in peacetime and during situations of armed or other forms of conflict. 

 

     REFLECTION POINT: 

The majority of women are imprisoned for economic, non-violent offences, often linked to their 

financial situation or experience of violence. Poverty, discriminatory laws, lack of enjoyment of 

economic, social and cultural rights and related obstacles in accessing justice increase the 

likelihood of women being detained. For example, women offenders often lack the financial 

means to pay for legal representation or alternatives to custodial sentences, such as fines or 

obtaining bail. 
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     Key Points 

• Violence against women – particularly intimate partner violence and sexual violence – is a 

major public health problem and a violation of women's human rights. 

• Global estimates published by WHO indicate that about 1 in 3 (35%) of women worldwide 

have experienced either physical and/or sexual intimate partner violence or non-partner 

sexual violence in their lifetime. 

• Almost one third (30%) of all women who have been in a relationship have experienced 

physical and/or sexual violence by their intimate partner. 

• Globally, as many as 38% of murders of women are committed by a male intimate partner. 

• Violence can negatively affect women’s physical, mental, sexual, and reproductive health, and 

may increase the risk of acquiring HIV in some settings (like in prisons). 

• Women living with HIV globally experience high levels of sexual and gender-based violence 

(SGBV), human rights (HR) abuses, and sexual and reproductive health(SRH) problems, 

including structural violence. 

• Women are more likely to experience intimate partner violence (IPV) if they have low 

education, exposure to mothers being abused by a partner, abuse during childhood, and 

attitudes accepting violence, male privilege, and women’s subordinate status. 

• Women living with HIV (WLWH) are vulnerable to sexual and gender-based violence (SGBV) 

before and after diagnosis, in multiple, private as well as public settings – also in prisons. 

Many WLWH are experiencing SGBV continuously and this affects their sexual and 

reproductive health (SRH) and human rights (HR) substantially. 

• Intimate partner violence (IPV), and violence against women, as well as stigma and 

discrimination, can be viewed as overlapping sub-sets of SGBV. 

• A study undertaken in six SADC Member States indicates that the prevalence of SGBV ranges 

from 50% to 86% over the course of a woman’s lifetime, and intimate partner violence from 

49% – 69% in five of the six countries (SADC). 

• All key populations (KPs) experience high vulnerability to violence. MSM, female sex workers, 

women living in prisons, and transgender persons are likely to face gender-based violence 

because either they defy gender norms or are women. 

• In women prisons members of the five so-called key populations are overrepresented. Many 

of the female prisoners have experiences in sex work, problematic drug use, and have 

experienced violence, problems in SRHR and adequate women-specific health care in prisons 

• Transgender persons face harassment and abuse not only from police but from private 

individuals. Indeed, trans people have been subjected to harassment, physical violence and 

even murder. Due to their vulnerability and experiences of police abuse, trans people are less 

likely to approach law enforcement or health services for necessary assistance (SADC 2018). 

• In a recent study, GBV reporting was higher after HIV diagnosis (intimate partner, 

family/neighbours, community and health settings) and across the life cycle. Women 
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described a complex and iterative relationship between GBV and HIV occurring throughout 

their lives, including breaches of confidentiality and lack of SRH choice in healthcare settings, 

forced/coerced treatments, HR abuses, moralistic and judgmental attitudes (including 

towards women from key populations), and fear of losing child custody. 

• Violence against women is not an anecdotal phenomenon in women prisons. There are many 

reports that women in prison are raped by prisoners and guards, forced into prostitution etc. 

• Generally, there are low levels of reporting, especially in prisons and other closed settings, 

simply because there is no escape for the victim of experienced violence in prisons if there is 

no confidential or anonymous reporting or management of the case possible. 

• Reporting procedures on gender-based-violence in women prisons need to be introduced, 

which also contributes to a permanent awareness. 

• Violence awareness and violence prevention in women prisons can be done by various means, 

including working with intimate partners, but also with more structural means of protection. 

• It is important to address stigma and discrimination, training, awareness-raising, and HR 

abuses in healthcare settings with healthcare practitioners and policymakers. There is a 

comprehensive range of recommendations to achieve women’s SRH and HR goals. Global 

guidance documents and policies have been developed. 

• Measures against SGBV in women prisons must be sought and monitored, particularly within 

healthcare settings that should always create a safe and secure therapeutic environment. 

 

1.1 Definitions of key terms: GBV, SV, SGBV 

 

     Definition “Gender-based Violence(GBV)” 

Refers to all acts perpetrated against women, men, girls, and boys based on their sex that cause 

or could cause them physical, sexual, psychological, emotional or economic harm, including the 

threat to carry out such acts (SADC). 

“Violence against positive women is any act, structure or process in which power is exerted in such 

a way as to cause physical, sexual, psychological, financial or legal harm to women living with 

HIV” (Orza et al. 2015). 

 

These definitions include sexual abuse of children, rape, IPV, sexual assault and harassment, 

trafficking and harmful traditional practices. 
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     Definition “Sexual violence (SV)” 

Sexual violence is "any sexual act, attempt to obtain a sexual act, or other act directed against a 

person’s sexuality using coercion, by any person regardless of their relationship to the victim, in 

any setting. It includes rape, defined as the physically forced or otherwise coerced penetration of 

the vulva or anus with a penis, other body part or object." (WHO 2017). 

 

     Definition “Sexual and gender-based violence (SGBV)” 

The term SGBV is important because it acknowledges the dual aspect of the violence as both 

sexual and a form of discrimination on the grounds of gender, sexual orientation or identity. 

 

Sexual and gender-based violence, may consist of the following types of violence and abuse: 

including rape and attempted rape, sexual threats, sexual harassment, exploitation, humiliation, 

assault, molestation, sexual bartering, torture and unwanted or noxious insertion of objects into 

genital openings. It can also encompass forced pregnancy, forced sterilisation, forced abortion, 

trafficking for sexual exploitation, sexual enslavement, forced circumcision, castration and forced 

nudity. 

 

How an act of SGBV is defined depends on its treatment under domestic law. For instance, some 

states define rape in a gender-neutral manner, and penetration does not have to take place for 

abuse to be classified as sexual violence. In other countries, domestic criminal law limits rape to 

acts of penetration committed by males against females. 

 

1.2 Magnitude and types of violence against women 

 

Female, male and transgender sex workers face high levels of violence, stigma, discrimination 

and other human-rights violations. Violence against sex workers is associated with inconsistent 

condom use or lack of condom use, and with increased risks of STI and HIV infection. Violence 

also prevents sex workers from accessing HIV information and services.  

 

Male, female and transgender sex workers may face violence because of the stigma associated 

with sex work, which in most settings is criminalized, or due to discrimination based on gender, 

race, HIV status, drug use or other factors. Most violence against sex workers is a manifestation 

of gender inequality and discrimination directed at women, or at men and transgender 

individuals who do not conform to gender and heterosexual norms, either because of their 

feminine appearance or the way they express their sexuality (WHO et al. 2013, page 22). 
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There seems to be a close relationship between experienced violence and committed violence. 

Many of the women imprisoned for killing someone close to them, had been abused by the victim 

of their crime. Often women reporting as being “physically aggressive” towards their partners 

were women acting in self-defence, and a certain proportion were acting out of fear for their 

safety (Special Rapporteur 2013). 

 

Violence in relationships or marriages can lead to coercion to commit crimes such as shoplifting, 

cheque fraud, robbery, fencing of shoplifted items, prostitution, drug sales or murder. Some of 

the women interviewed said that they had been forced, by physical attacks or death threats, or 

in response to more subtle pressure or provocation, to commit criminal acts. This included being 

manipulated or “talked into” committing the crime, confessing to an abuser’s crime due to fear 

of the abuser, or committing physical assaults in response to psychological victimisation.  

 

Women are often caught up in the offences of their significant other by participating minimally, 

or unknowingly, in crimes, often drug-related crimes.  

 

The causes women are incarcerated for are: 

• Termination of pregnancy (where it is illegal). 

• Moral crimes (adultery or extramarital sex). 

• Running away (leaving home without permission). 

• Anti-drug policies (police violence against female drug users is common). 

• Political activities (Special Rapporteur 2013). 

 

The likelihood of post-release victimisation and abandonment by their families because of the 

experience of SGBV should also be taken into consideration. Women victims of so-called crimes 

of honour, domestic violence or human trafficking and prostitution can be administratively 

detained, supposedly for their own protection or rehabilitation. 

 

These examples show that women may have experienced violence prior to incarceration or as 

part of the process that led them to be incarcerated. Experiences of SGBV in situations of 

deprivation of liberty can thus further exacerbate their physical and psychological harm and/or 

contribute to them developing coping mechanisms that further increase their risk of repeated 

abuse and violence. An experience of SGBV in deprivation of liberty may cause long-term mental-

health problems, depression, anxiety, post-traumatic stress disorder, self-harm and other serious 

medical conditions. 

 

Many female prisoners continue their existing drug and alcohol addictions, or develop such 

addictions during incarceration, due to the availability of illicit drugs. Drug use in prisons can be 

seen as a coping strategy with partly severe health and social consequences.  
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     Definition “Intimate Partner Violence (IPV)” 

“Actual or threatened physical or sexual violence, or psychological and emotional abuse directed 

towards a spouse, ex-spouse, current or former boyfriend or girlfriend, or current or former dating 

partner” (Alabama Public Health). 

Examples include: slapping, kicking, burning, strangulation (physical); coerced sex through force, 

threats, intimidation, etc. (sexual); isolation, verbal aggression, humiliation, stalking, economic 

violence, controlling victim’s access to health care or employment (psychological). 

 

GBV before HIV diagnosis 

IPV is already recognised to increase during the period of pregnancy for some women regardless 

of their HIV status: this also increases risks of poor pregnancy outcomes. The World Health 

Organization (WHO) and others document how IPV can increase women's vulnerability to 

acquiring HIV. For example, forced sex, limited or compromised negotiation about safer sex and 

consequent increased sexual risk-taking can all result in women acquiring HIV. Violence-related 

mental health problems can also result in HIV acquisition and progression. 

 

GBV after HIV diagnosis 

Global HIV policies regarding women with HIV have remained largely silent on GBV experienced 

after HIV diagnosis. Yet IPV can affect women's ability to initiate or adhere to treatment. This may 

have policy implications on when best to start. Moreover, other GBV consequences, including 

poor mental health, poverty and lack of a widow's property and inheritance rights can particularly 

affect capacity for women to cope with HIV, with subsequent health consequences for their 

children also. 

 

Healthcare in general, and in prisons particularly, is recognised as a setting where professionals 

can support women experiencing GBV. However, HR abuses against women living with HIV in 

healthcare settings and in prisons, such as forced and coerced sterilisation and related 

psychological violence, have been documented and represent manifestations of structural GBV 

(Orza et al. 2015). 

 

1.3 Risk factors for intimate partner violence (IPV) and sexual violence 

 

Factors associated with intimate partner and sexual violence occur at individual, family, 

community and wider society levels. Some are associated with being a perpetrator of violence, 

some are associated with experiencing violence and some are associated with both. 

 

Risk factors for both intimate partner and sexual violence include: 

• Lower levels of education (perpetration of sexual violence and experience of sexual violence). 

• A history of exposure to child maltreatment (perpetration and experience). 
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• Witnessing family violence (perpetration and experience). 

• Antisocial personality disorder (perpetration). 

• Harmful use of alcohol (perpetration and experience). 

• Having multiple partners or suspected by their partners of infidelity (perpetration). 

• Attitudes that condone violence (perpetration). 

• Community norms that privilege or ascribe higher status to men and lower status to women. 

• Low levels of women’s access to paid employment. 

 

Factors specifically associated with intimate partner violence include: 

• Past history of violence. 

• Marital discord and dissatisfaction. 

• Difficulties in communicating between partners and. 

• Male controlling behaviours towards their partners. 

 

Factors specifically associated with sexual violence perpetration include: 

• Beliefs in family honour and sexual purity. 

• Ideologies of male sexual entitlement. 

• Weak legal sanctions for sexual violence (WHO 2013). 

 

Gender inequality, SGBV and the acceptability of violence against women are a root cause of 

violence against women. 

 

1.4 Health consequences of violence against women 

 

Intimate partner (physical, sexual and emotional) and sexual violence cause serious short- and 

long-term physical, mental, sexual and reproductive health problems for women. They also affect 

their children, and lead to high social and economic costs for women, their families and societies. 

Such violence can: 

• Have fatal outcomes like homicide or suicide. 

• Lead to injuries, with 42% of women who experience intimate partner violence reporting an 

injury as a consequence of this violence. 

• Lead to unintended pregnancies, induced abortions, gynaecological problems, and sexually 

transmitted infections, including HIV. The 2013 analysis found that women who had been 

physically or sexually abused were 1.5 times more likely to have a sexually transmitted 

infection and, in some regions, HIV, compared to women who had not experienced partner 

violence. They are also twice as likely to have an abortion. 

• Intimate partner violence in pregnancy also increases the likelihood of miscarriage, stillbirth, 

pre-term delivery and low birth weight babies. The same 2013 study showed that women 

who experienced intimate partner violence were 16% more likely to suffer a miscarriage and 

41% more likely to have a pre-term birth. 
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• These forms of violence can lead to depression, post-traumatic stress and other anxiety 

disorders, sleep difficulties, eating disorders, and suicide attempts. The 2013 analysis found 

that women who have experienced intimate partner violence were almost twice as likely to 

experience depression and problem-drinking. 

• Health effects can also include headaches, back pain, abdominal pain, gastrointestinal 

disorders, limited mobility and poor overall health. 

• Sexual violence, particularly during childhood, can lead to increased smoking, drug and 

alcohol misuse, and risky sexual behaviours in later life. It is also associated with perpetration 

of violence (for males) and being a victim of violence (for females) (WHO 2017). 

 

Impact on children 

• Children who grow up in families where there is violence may suffer a range of behavioural 

and emotional disturbances. These can also be associated with perpetrating or experiencing 

violence later in life. 

• Intimate partner violence has also been associated with higher rates of infant and child 

mortality and morbidity (through, for example diarrhoeal disease or malnutrition). 

 

Social and economic costs 

• The social and economic costs of intimate partner and sexual violence are enormous and have 

ripple effects throughout society. Women may suffer isolation, inability to work, loss of 

wages, lack of participation in regular activities and limited ability to care for themselves and 

their children.(WHO 2013). 

 

Many women in prisons have experiences of SGBV (including within SRH services), gender 

inequality, harmful traditional/cultural practices, and violence from intimate partners/family 

members/community. Intimate partner violence (IPV), and violence against women, as well as 

stigma and discrimination, can be viewed as overlapping sub-sets of SGBV. 

 

1.5 Vulnerability of, and SGBV in, women prisoners 

 

The key populations are defined as groups who, due to specific higher-risk behaviours, are at 

increased risk of HIV irrespective of the epidemic type or local context. Also, they often have legal 

and social issues related to their behaviours that increase their vulnerability to HIV. The following 

five key populations are recognised (WHO 2014):  

1. Men who have sex with men. 

2. People who inject drugs. 

3. People in prisons and other closed settings. 

4. Sex workers. 

5. Transgender people. 
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In prisons these key populations are overrepresented, and vulnerabilities are overlapping both in 

men and in women prisons. People who are living in prisons might have experiences with 

injecting drug use and/or sex work to finance the substance use disorder and might have same-

sex-experiences as well. These people, as well as transgender people, are within the hierarchy of 

prison subculture at a low end and are subject to violence from other prisoners and/or prison 

staff. 

 

Women prisoners have varied needs, ranging from the provision of hygiene supplies to increasing 

the availability of vocational training, but they also have different physical, mental and emotional 

needs from those of male prisoners, such as coping with histories of abuse. Women may also 

“respond" differently to security regimes and require less harsh forms of physical restraint. 

 

In the closed environment of prisons, women are especially vulnerable to sexual abuse, including 

rape, by both staff and other prisoners. In many countries, women prisoners are held in small 

facilities immediately adjacent to or located in male prisons (UNODC/UNAIDS/World Bank). 

 

In rarer instances, as mentioned above, women and young girls may not be separated from the 

male prison population at all. Female prisoners may be supervised exclusively or mainly by male 

staff. Women in prison are also susceptible to sexual exploitation and may trade or be forced to 

trade sex for food, goods or drugs with other prisoners or staff. 

 

With respect to lesbians in women’s prisons, the expectation of many guards is that the prisoners 

should behave in a passive and submissive manner, with the assumption that since non-feminine 

behaviour landed them in prison, incarceration should “restore them to it”. Those prisoners who 

guards view as masculine or “butch” are subjected to increased levels of threats, harassment and 

physical abuse.  

 

In other cases, guards may respond with confrontation or retaliation when they interpret a 

female prisoner’s masculinity as insubordinate and challenging to their authority. Due to strict 

requirements relating to dress, hair length, style and appearance, prisoners that are non-gender-

conforming are subject to “forced feminisation”. 

 

According to many debaters, despite the lack of studies with a conclusive causal link, the presence 

of violence is often a central one in the experience of incarcerated women.  

 

A gendered approach to women and incarceration requires acknowledging that gender 

stereotyping can have disproportionate negative effects on women, including increased 

sentencing patterns and specific forms of violence, as compared to male prisoners.  

 

Women belonging to ethnic and racial minorities face a disproportionate rate of incarceration, as 

structural factors affect the causes, consequences and conditions of, and vulnerability to, arrest 

and incarceration (Special Rapporteur 2013). 
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In some cases, women in prison are raped by prisoners and guards, forced into prostitution, 

touched in a sexual manner during frisks and required to wear revealing prison uniforms. In some 

contexts, women and men are housed together in the same facility or even the same jail cell, 

which increases the risks of abuse and is contrary to international standards.  

 

Multiple forms of sexual violence exist, including sexual harassment, threats of rape, 

inappropriate touching and being forced into prostitution. 

 

Female prisoners in many countries are subjected to invasive and degrading searches. Some 

searches require women to undress and lift their breasts or bend over at the waist and spread 

their cheeks.  

 

Female prisoners are also subject to vaginal searches and in some countries, male guards search 

female prisoners. In many countries subjecting women prisoners to strip searches is routine. 

 

     NOTE:  Authorities must be aware of how the backgrounds and specific needs of 

individuals deprived of their liberty can increase their vulnerability and act diligently to provide 

appropriate protection for such individuals. Failing to address such vulnerability factors 

(described in further detail below) may, in certain cases, amount to ill-treatment. 

 

Dynamic and intersecting vulnerabilities 

 

So-called “dynamic vulnerabilities” exist in particular circumstances or locations rather than 

explicitly due to an individual’s personal identity. A study of violence in German prisons, for 

example, revealed that most physical and sexual assaults took place in holding cells and showers. 

When inmates were in these locations, they were more vulnerable. Dynamic vulnerability may 

be heightened at the time of arrest, during interrogation, during transit and transfer, during 

medical examinations or at night. Vulnerabilities may also be multiple or intersecting. For 

instance, vulnerabilities based on gender, ethnicity or foreign-national status could intersect with 

other factors, such as the nature of an inmate’s offence, previous history of incarceration or 

dependency on drugs. The level of vulnerability faced by an inmate may also depend on who that 

individual shares their cell with. Authorities must evaluate a range of factors when determining 

the risk assessment and protection needs of inmates, taking into account their intersecting 

vulnerabilities and profiles. 

 

Sexual activity between or among individuals in places of deprivation of liberty is often prohibited 

and remains a taboo subject. Most facilities impose clear prohibitions on both consensual and 

non-consensual physical contact and sexual behaviour, which can extend to masturbation. 
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Detainees or prisoners may, therefore, be reprimanded or disciplined for partaking in consensual 

sexual acts (OSCE 2019). 

 

     At a glance…From around the world 

• Torture and ill-treatment of “politically sensitive” prisoners have been reported, usually 

involving activists and human rights defenders. 

• Guards at one prison deliberately prevented women inmates from taking baths and changing 

clothes for months or using sanitary pads during their period. 

• It is argued that women who have a history of behavioural problems are often grouped 

together on purpose, under inadequate supervision, leading to violence among the female 

inmates. 

• In Yemen, a study found that guards were impregnating female prisoners and marrying them 

to men who paid bribes to the guards. 

 

The list can be long – physical, sexual, and psychological violence. All the examples have the below 

in common: 

• A lack of public awareness and witnessing. 

• Abusing power relationships. 

• Pushing violence by forcing women against women. 

 

2 Understanding the linkage between SGBV and HIV 
 

     At a glance 

• Global studies demonstrate that women living with HIV are more likely to have experienced 

violence and that women who have experienced violence are more likely to have HIV. 

• Violence (or the threat of violence) can increase women and girls’ vulnerability to HIV. 

• Violence can also be a barrier in accessing HIV prevention, care and treatment services. 

• Poverty is a major factor: Disempowerment of women makes it more difficult for them to 

protect themselves from being infected by their partners, exposes them to sexual abuse and 

rape, limits their access to knowledge about how to protect themselves, and increases the 

incidence of other STIs that raise susceptibility to HIV infection. 

• Such a scenario gets exacerbated in conflict, post-conflict and humanitarian settings” (Devi 

2013).  
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Figure 1:Higher Rates of HIV/AIDS fuelled by Violence and Gender Inequality   – A Vicious 

Cycle (Devi 2013): 

 

 
 

Figure 2: The following infographic is giving an overview of the connection of SGBV and HIV. 

 
Source: WHO & IPPF (2016) 
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The rights and needs of lesbian, gay, bisexual, transgender and intersex persons are violated 

worldwide, with many prison systems subjecting them to increased discrimination and not 

affording them equal standards of health care and protection from sexual violence, humiliation, 

intolerance and abuse. 

 

Studies have consistently shown that those with a non-heterosexual orientation, or whose 

gender expression does not fall into exact categories of female and male, are vulnerable to 

targeted abuse by both staff and other prisoners. 

 

Programming has to keep in mind that especially with young key populations, including young 

sex workers, adolescent transgender women, adolescent women who have sex with women, 

adolescent women who use drugs, and adolescent women in prisons and other closed settings 

have specific vulnerabilities to HIV. These vulnerabilities must be addressed with a human rights-

based approach when designing programs. Young key populations face additional vulnerabilities 

compared to older key populations because of their age, power imbalances in relationships and 

their vulnerability to exploitation or violence (The Global Fund 2017). A global study (Orza et al. 

2015) found out: 

• GBV among WLWH reported having experienced or feared violence, either before, since 

and/or because of their HIV diagnosis. 

• GBV reporting was higher after HIV diagnosis (intimate partner, family/neighbours, 

community and health settings and. 

• Strong relationship between GBV and HIV occurring throughout their lives, including breaches 

of confidentiality and lack of SRHR choice in healthcare settings, forced/coerced treatments, 

HR abuses, moralistic and judgemental attitudes (including towards women from key 

populations), and fear of losing child custody. 

 

     REMEMBER:  

“…there is a strong link between violence against women and women’s incarceration, whether 

prior to, during or after incarceration…the undeniable link between violence and incarceration, 

and also the continuum of violence during and after incarceration, is a reality for many women 

globally.” 

 (Special Rapporteur on violence against women, its causes and consequences). 
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     Reminder 

Key structural drivers of HIV (Devi 2013): 

• Gender inequality, violence and gender roles encourage male promiscuity, make women 

vulnerable to violence and restrict their ability to discuss or negotiate sex. 

• Poverty and limited livelihood opportunities, along with migration, shape patterns of sexual 

mixing, deplete hope and hinders HIV prevention and treatment efforts. 

• Stigma and criminalization prevent people from getting HIV testing and hinder the efforts of 

MSM, sex workers and other marginalized groups to access services. 

• Unrestricted alcohol availability and drinking norms exacerbate sexual risk-taking and gender-

based violence. 

Empirical evidence strongly links each factor with HIV infection. 

 

3 Addressing issues of Human Rights and Sexual and Gender-

based violence in prisons 
 

     Key Points 

• Like all persons, prisoners are entitled to enjoy the highest attainable standard of health. 

• Adequate health services for women in prisons remain mandated under the Sustainable 

Development Goal’s (SDG) 3, 5, and 16; the United Nations Standard Minimum Rules for the 

Treatment of Prisoners (Nelson Mandela Rules — A/RES/70/175, Rules 2, 24, 26 and 32); the 

Bangkok Rules for Female Prisoners (A/RES/65/229); the United Nations Convention against 

All Forms of Discrimination Against Women (Article 12); the Basic Principles for the Treatment 

of Prisoners (Principle 9); the Body of Principles for the Protection of All Persons under Any 

Form of Detention or Imprisonment (Principle 5); the International Covenant on Economic, 

Social and Cultural Rights (Article 10); and the Bangkok Rules for Female Prisoners 

(A/RES/65/229). 

• Rule 2 of the Nelson Mandela Rules states that in applying the principle of non-discrimination, 

prison authorities shall consider the individual needs of prisoners, particularly the most 

vulnerable. 

• Rule 24 of the Nelson Mandela Rules mandates that provision of health care for prisoners is 

a state responsibility, ensuring that prisoners should enjoy the same standards of health care 

as those available in the community. 

• The Bangkok Rules specifically stipulate required standards for management of incarcerated 

women’s specific health needs and state that women prisoners must be comprehensively 

screened for health problems and their unique health needs identified on arrival in prison. 

However, complexities lie in the responsibilities for provision of adequate health care to 

http://strive.lshtm.ac.uk/drivers/gender-inequality-and-violence
http://strive.lshtm.ac.uk/drivers/gender-inequality-and-violence
http://strive.lshtm.ac.uk/drivers/gender-inequality-and-violence
http://strive.lshtm.ac.uk/drivers/poverty-and-livelihood-options
http://strive.lshtm.ac.uk/drivers/poverty-and-livelihood-options
http://strive.lshtm.ac.uk/drivers/stigma-and-criminalization
http://strive.lshtm.ac.uk/drivers/alcohol
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women prisoners, in terms of equitable quality and access. These complexities can contribute 

to the operation of prison health care services in isolation from public health services, and 

compromised service delivery, quality and access for women prisoners (van Hout; Mhlanga-

Gunda 2018). 

 

SGBV is conceptualized not only as a human rights violation in its own right, but it is also an 

extreme form of discrimination covered within the Convention on the Elimination of All Forms of 

Discrimination Against Women (CEDAW). It impairs or nullifies the enjoyment of other human 

rights and fundamental freedoms, including the rights not to be subjected to torture or cruel, 

inhuman or degrading treatment or punishment, to uphold the security of the person and to 

equal protection under the law (UN Women, para 7). 

 

Due to the heightened vulnerability of key populations, and especially women prisoners, it is 

critical to focus on addressing the barriers they face in accessing HIV and SRHR services. 

Addressing the barriers identified above across all key populations will not only increase their use 

of HIV and SRHR and result in fewer members of key populations being left behind, but will also 

aid countries in meeting commitments made at the national, regional, continental and global 

level; ensure countries’ compliance with international and regional legal obligations; and provide 

economic benefits. 

 

Member states of the SADC (South African Development Community)have made numerous 

commitments at national, regional, continental and international level, such as national HIV and 

sexual and reproductive health and rights (SRHR) strategic plans, the Catalytic Framework and 

the Sustainable Development Goals (SDGs) to address the health needs of key populations 

recognising that they are most at risk of being left behind. Addressing the barriers key populations 

face can be a significant step forward in meeting these commitments. 

 

     NOTE: International and Regional Legal Obligations:  

 

Removing obstacles key populations face in accessing HIV and SRHR can also ensure compliance 

with international and regional legal obligations. The African Charter on Human and Peoples’ 

Rights (1986) guarantees individuals the right to health and requires Member States to “take the 

necessary measures to protect the health of their people and to ensure that they receive medical 

attention when they are sick”. It further guarantees the right to be free from discrimination; right 

to equality; right to dignity; right to be free from torture and cruel, inhumane and degrading 

treatment; and right to information. Similarly, at the global level, the International Covenant on 

Civil and Political Rights, the International Covenant on Economic, Social and Cultural Rights, the 

Convention on the Elimination of All Forms of Discrimination against Women, among others, also 

guarantee individuals the same rights.  

 

https://bmcinthealthhumrights.biomedcentral.com/articles/10.1186/s12914-018-0170-6#auth-1
https://bmcinthealthhumrights.biomedcentral.com/articles/10.1186/s12914-018-0170-6#auth-2
https://bmcinthealthhumrights.biomedcentral.com/articles/10.1186/s12914-018-0170-6#auth-2
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The Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in 

Africa specifically guarantees women the right to SRHR and requires Member States to “provide 

adequate, affordable and accessible health services, including information, education and 

communication programmes to women,” amongst others. 

 

The African Commission on Human and Peoples’ Right’s resolution 275 further specifically 

protects the rights of persons to be free from violence due to their real or assigned sexual 

orientation or gender identity. Increasing access to services for key populations meets many of 

the legal obligations required under these rights. 

 

Removing the barriers identified above also makes sound economic sense. In both concentrated 

and generalised epidemics, greater investment in a country’s key populations is likely to improve 

the cost effectiveness of the response to HIV. Further the integration of HIV and SRHR is likely to 

lower the cost of health care services. Finally, criminalisation of key populations and attempts at 

enforcing these laws, uses funds and resources that could be more gainfully invested elsewhere 

(SADC 2018). 

 

     REMEMBER: Policy and lawmakers should ensure there are written guidelines in place 

that detail how a detainee/prisoner can complain and the steps to be taken when a complaint of 

SGBV is received. Procedures should set out timelines for response and an investigation, as well 

as measures that can be taken to protect the safety and maintain the confidentiality of the victim 

and any witnesses. Police and prison administrations should inform all detainees/prisoners and 

staff about complaints mechanisms and ensure that they can make complaints about SGBV in full 

confidentiality and without fear of retaliation or other negative consequences. Staff should 

inform detainees/prisoners upon admission about zero-tolerance policies against SGBV in the 

facility. 

 

4 Reporting SGBV in women prisons 
 

       Note 

• SGBV is a latent problem in places of deprivation of liberty and is broadly under-reported. 

Studies of SGBV in the general community demonstrate that victims under-report for a 

number of reasons, all of which are likely to be magnified in closed incarceration settings. 

Additionally, there can be specific barriers to reporting such crimes in prisons and detention 

facilities. 

• Societal norms and gender stereotypes play a role in making victims of SGBV, especially of 

sexual violence, feel ashamed and humiliated.  
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• Places of deprivation of liberty should create appropriate conditions and safeguards for 

survivors to report incidents of SGBV. Detainees and prisoners who know of incidents of SGBV 

should be provided the opportunity to report in a safe and confidential manner. All survivors 

of SGBV should be provided with appropriate and professional support and medical 

treatment, in co-operation, where possible, with specialist services in the community and 

NGOs. 

• Misconceptions about the dynamics of SGBV and victim-blaming attitudes also contribute to 

survivors’ feelings of guilt or feelings that they have played a role in their own victimisation. 

Within the community at large, women might not report incidents of sexual violence because 

they feel they are at fault. Detainees/prisoners might also feel that because they are deprived 

of their liberty, they should accept abuse as part of their punishment (self-stigmatisation). 

• Staff in places of deprivation of liberty should make detainees/prisoners aware from 

admission to release that SGBV is not part of the culture of the facility and that incidents will 

be investigated and prosecuted. Policy and lawmakers should support and participate in 

public discussions about SGBV in places of detention and identify the barriers to 

reporting/investigating abuse. Prison administrations should encourage staff, prisoners, 

family members, service providers and relevant experts to participate in surveys, discussions 

and action groups focusing on the prevention of and response to SGBV in places of detention. 

They should also provide safe spaces for them to do so. 

• All facilities should have written guidelines detailing how a detainee/prisoner can complain 

and the steps to be taken when a complaint of SGBV is received. 

• Clear measures should be established in relation to prison managers or staff members who 

are aware of incidents of SGBV but fail to take action to prevent or respond appropriately. If 

such measures are already in place, their effectiveness should be reviewed. When a complaint 

is made, but before an investigation is launched, those who are allegedly involved in SGBV 

should be suspended from any position of power. 

• All survivors of SGBV should be provided with appropriate and professional support and 

medical treatment in co-operation, where possible, with specialist services in the community 

and NGOs. Such services should be in line with the quality of care available in the community. 

• The administration of places of detention should conduct full assessments of the risks of SGBV 

that each detainee/prisoner may present to themselves, staff, other detainees/prisoners and 

visitors, and allocate them accordingly. Assessment teams should be gender-balanced and 

include experts on SGBV if possible. 

• Existing interrogation methods and practices should be reviewed in order to prevent SGBV, 

including the assurance that there are clear procedures on interrogation methods. Protection 

against SGBV should be applied during the transfer of detainees/prisoners, including when 

non-state agencies are responsible for transportation. The staff of these agencies should 

receive appropriate training and must be held equally accountable for acts of SGBV that they 

commit. Full records of all interrogations should be maintained, including information about 

the identity of all those present. All officials involved in interrogations should receive proper 

training on interviewing suspects, including in relation to the prohibition of SGBV. 
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• Prison administrations should inform all detainees/prisoners and staff about complaint 

mechanisms and ensure they can make complaints about SGBV in full confidentiality and 

without fear of retaliation or other negative consequences. 

• Ensure that measures to protect detainees/prisoners from violence do not lead to 

discrimination, stigmatization or a reduction in access to services and programmes. Protective 

segregation should only be instituted with the agreement of the prisoner/detainee concerned 

and should be subject to safe-guards and regular review (OSCE 2019). 

• In many prison systems complaints by lesbian, gay, bisexual, transgender and intersex 

prisoners about sexual abuse and rape are less likely to receive a response from prison 

administrations, leading to impunity and continued abuse. 

• Police and prison administrations should facilitate the work of monitoring bodies, including 

by granting them confidential and unhindered access to all detainees and/or prisoners. 

 

     Reflection Point: 

Research should be conducted on risk of SGBV in places of detention. In addition, any existing 

information on the occurrence of SGBV in places of detention should be analysed in order to 

develop appropriate policies and safeguards. Discussions about the problem of SGBV should 

involve all relevant ministries, practitioners at places of detention, prisoners’ associations and 

human rights and gender experts. Those discussions can provide useful information for the 

development of action plans.  

• Discuss in groups how you would go about to establish a discussion forum to monitor any acts 

of violence against women in prisons. Discuss in detail who should be involved and how you 

would go about getting buy-in from all relevant parties.  

• Explain how you would identify those women who are potentially at risk of SGBV, including 

victims of prior abuse. How would you introduce immediate protection measures? 

 

     REMEMBER: Public officials, including policy- and lawmakers, should support and take 

part in public discussions about barriers to reporting SGBV in places of detention and 

investigating abuse. Clear measures should be established for prison managers or staff members 

who are aware of incidents of SGBV but fail to take action to prevent or respond appropriately. 

If such measures are already in place, their effectiveness should be reviewed. 
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4.1 Medical screening and health services 

 

Places of detention should ensure that anyone who is arrested and detained has access to a 

doctor, if requested. Where SGBV is detected, detainees/prisoners should be provided with 

specialized medical assistance, psychological support and counselling. If a facility is unable to 

have such specialists on staff, it should ensure that all medical staff have received some training 

in identifying signs of SGBV and responding appropriately. All detainees/prisoners should receive 

a medical examination on arrival conducted by a doctor or other qualified healthcare professional 

in full privacy. Healthcare professionals should also look for possible signs of SGBV. Women must 

have the option to be examined by a female doctor and the right to refuse vaginal examinations 

or to provide information on their reproductive health history. Healthcare staff should play an 

active role in preventing SGBV. Medical appointments should involve a conversation with 

detainees/prisoners to identify signs of SGBV that are not visible and to provide them with an 

opportunity to report abuse. 

 

The development of SGBV self-help and peer-support groups in prison should be encouraged and 

supported. (OSCE 2019). 

 

5 Monitoring SGBV in women prisons 
 

Written guidelines should be put in place detailing how a prisoner can complain and the steps to 

be taken when a complaint of SGBV is received, and supervision procedures should be introduced 

for individuals who have complained of abuse or those deemed to be at risk. 

 

Gender-sensitive management policies and a staff code of conduct should be introduced at places 

of detention that address SGBV and that have a zero-tolerance approach to violence and 

discrimination. 

 

Places of deprivation of liberty should make all efforts to collect, analyse and process data on the 

incidence of SGBV. Data should be disaggregated, including by number of complaints received, 

patterns of abuse against particular groups and types of injuries observed. Follow-up action taken 

should be recorded. 

 

Often, female prisoners’ histories of victimization are overlooked or ignored by authorities. The 

complex needs of survivors, especially those who have associated problems, are not always given 

the support they need. This is because female prisoners are a minority in prisons and because 

awareness of gender-based violence is only slowly informing the way prisons and detention 

facilities operate. 
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Healthcare staff should document all signs of SGBV that they become aware of and report them 

to the competent authorities, with the consent of the detainee/prisoner where possible. 

 

Heads of detention facilities should ensure zero-tolerance to-wards discrimination against LGBTI 

persons by staff and detainees/inmates; and Protective segregation should only be instituted 

with the agreement of the prisoner/detainee concerned and should be subject to safeguards and 

regular review (OSCE, 2019). 

 

Policy and lawmakers should review the terms and scope of internal oversight mechanisms to 

ensure that they include the issue of SGBV, where it is safe and appropriate to do so, and 

members of such bodies receive training on the prevention of SGBV. Internal monitoring bodies 

should be provided with adequate technical and financial resources and should be able to involve 

specialists in dealing with survivors of SGBV.  

 

Protocols for responding to and investigating allegations of SGBV should be reviewed, including 

in terms of maintaining accurate and confidential documentation and the protection of evidence. 

Crimes occurring in places of detention should be investigated and prosecuted as they would be 

if they had occurred in the community. Police custodies and prison administrations should ensure 

that that all complaints of SGBV are investigated according to established procedures. Police 

custodies and prison administration should follow up on the findings and recommendations of all 

investigations and conduct internal reviews into the factors that led to the abuse, including the 

specific internal factors, in order to prevent its recurrence. 

 

Ensure that anyone found responsible for acts of abuse is disciplined and co-operate with judicial 

authorities if formal investigations are launched. Legal and judicial professional should carefully 

consider whether serious incidents of SGBV, including rape cases, should be prosecuted as sexual 

violence or as forms of torture and other ill-treatment. Such decisions should be made on a case-

by-case basis and according to the wishes of the victim (OSCE, 2019). 

 

6 Violence prevention and responses 
 

Women deprived of their liberty are at risk of SGBV not only because of gender inequality, power 

imbalances and discrimination in society more generally but because places of deprivation of 

liberty are usually spaces that do not take into account different life circumstances and needs 

(PRI 2012). The circumstances in which women come into contact with the criminal justice system 

often underscore discrimination and inequality suffered by women in the society. Thus, they need 

to be analysed to understand how to effectively step up the prevention of SGBV which may occur 

in deprivation of liberty settings. 

 

The specifics of women’s pathways to incarceration unpins the UN Rules for the Treatment of 

Women Prisoners and Non-custodial Measures for Women Offenders (the Bangkok Rules; 
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UNODC 2011), the first comprehensive international guidance on women in places of deprivation 

of liberty. 

 

Figure 3: The Bangkok Rules 

 
 

Prison administrations should introduce in-prison support programs on violence reduction for 

potential perpetrators of violence and specialised programs for sex offenders, in co-operation, 

where possible, with specialist services in the community and NGOs. 

 

6.1 Prevention and responses: Integration of Services 

 

While utilizing the different entry-points, such as family planning, HIV testing and counselling, 

and care services, as well as child health care, special attention must be given to women 

potentially more at risk of violence, such as young women and pregnant women, as well as those 

with history of risk factors (The Global Coalition on Women and AIDS). 

 

Maximise coordination between HIV and violence prevention and mitigation services, particularly 

in countries highly affected by these intertwined epidemics, and remove barriers to integrating 

these essential services on the ground. Ensure that services are available to women and girls in 
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all key affected populations. The particular needs of women who use drugs, women in prison and 

lesbian, bisexual and transgender women and girls who are often not able to access services due 

to multiple layers of stigma need also to be considered. Services should also be available to all 

women and girls vulnerable to and living with HIV, whether in these key affected populations or 

not. 

 

There are a growing number of well-designed studies looking at the effectiveness of prevention 

and response programmes. More resources are needed to strengthen the prevention of and 

response to intimate partner and sexual violence, including primary prevention – stopping it from 

happening in the first place. 

 

There is some evidence from high-income countries that advocacy and counselling interventions 

to improve access to services for survivors of intimate partner violence are effective in reducing 

such violence. Home visitation programmes involving health worker outreach by trained nurses 

also show promise in reducing intimate partner violence. However, these have yet to be assessed 

for use in resource-poor settings. 

 

In low resource settings, prevention strategies that have been shown to be promising include: 

those that empower women economically and socially through a combination of microfinance 

and skills training related to gender equality; that promote communication and relationship skills 

within couples and communities; that reduce access to, and harmful use of alcohol; transform 

harmful gender and social norms through community mobilization and group-based participatory 

education with women and men to generate critical reflections about unequal gender and power 

relationships. 

 

To achieve lasting change, it is important to enact and enforce legislation and develop and 

implement policies that promote gender equality by: 

• Ending discrimination against women in marriage, divorce and custody laws. 

• Ending discrimination in inheritance laws and ownership of assets. 

• Improving women’s access to paid employment. 

• Developing and resourcing national plans and policies to address violence against women. 

 

While preventing and responding to violence against women requires a multi-sectoral approach, 

the health sector has an important role to play.  
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     NOTE:  The Role of the Health Sector:  

• Advocate to make violence against women unacceptable and for such violence to be 

addressed as a public health problem. 

• Provide comprehensive services, sensitise and train health care providers in responding to 

the needs of survivors holistically and empathetically. 

• Prevent recurrence of violence through early identification of women and children who are 

experiencing violence and providing appropriate referral and support. 

• Promote egalitarian gender norms as part of life skills and comprehensive sexuality education 

curricula taught to young people. 

• Generate evidence on what works and on the magnitude of the problem by carrying out 

population-based surveys, or including violence against women in population-based 

demographic and health surveys, as well as in surveillance and health information systems. 

 

Figure 4: WHO: Responses to Intimate Partner Violence 

 
(WHO 2013)                                                                    (WHO 2010) 

 

Key populations face harassment, violence, and coercion which directly affect their condom 

negotiation power and their ability to practice health-seeking behaviours. Stigma and 

discrimination are causative and compounding factors that also affect their ability to seek help. 

Violence prevention efforts help to build a supportive and safer environment, leading to 
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vulnerability reduction and safer sex practices among key populations by providing crisis support 

within the shortest possible time.  

 

Tool number 12 of the Crisis Management Register in the WHO document (2013, p 56), can be 

used to record any violence or crisis that has happened within the area. This data can help 

program managers plan advocacy and sensitization activities with various stakeholders to reduce 

violence and track trends in violence within the community WHO (2013). Working with faith 

communities and leaders is also vital. 

 

There is evidence that advocacy and empowerment counselling interventions, as well as home 

visitation are promising in preventing or reducing intimate partner violence against women (WHO 

2017). 

 

Figure 5:  Other responses to GBV: 

 
 

     NOTE: Going forward, PEPFAR supported partners in South Africa will be actively involved 

in sensitising and creating awareness and providing training opportunities for increased 

awareness among all in view of the high GBV rates in South Africa. 
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      Group Discussion: Adolescents, Girls and Young Women: Reducing Gender-based 

Violence:  

GBV is a driver of HIV risk for adult girls and young women (AGYW). Globally, one in three 

women experiences GBV in her lifetime. Girls aged 9-14 are at a high risk of sexual violence and 

GBV, which makes them three times more likely to get an STI or HIV. Addressing intimate 

partner violence (IPV) and sexual violence to curb HIV infection, includes programmes that 

address partner violence, and gender-equitable community-based interventions and attitudes. 

Prevention for AGYW in prisons can benefit community-based programmes. 

• Discuss in groups how you would design a programme targeting young adolescent girls to 

create a safe environment for them to disclose issues around HIV, IPV and GBV. 

 

     Reminder/Previous knowledge 

Importance of addressing gender norms: 

• To promote gender-equitable attitudes and behaviours (Gender norms put men in a position 

of sexual dominance). 

• Limits women's ability to control their own reproductive and sexual health  

• Influence on women's health, including women's ability to protect themselves from infection 

with HIV. 

• To promote gender-equitable relationships between men and women, and reach men with 

information and services 

• To change behaviours that place men and their sexual partners at risk of various negative 

health outcomes. 

• Examples of such norms for men include: 

Initiating sexual activity early in life; 

Having multiple sexual partners; 

 Representing themselves as knowledgeable about sexual matters and disease prevention 

even when they are not; and 

 Belief that it is the man's responsibility to acquire condoms, as a young woman who has her 

own condoms might be seen as promiscuous. 
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6.2 Gender-responsive tools 

 

Figure 6: Gender Responsive tools 

  
Assessing a gender-responsive         Addressing violence against women  

response     in HIV programme                                  

 

Figure 7:  Other Tools: 

  
Adolescent Girls and young women  A tool for strengthening the gender 

in High-HIV Burden Settings   sensitive national HIV and SRHR M&E Systems 

http://www.unaids.org/sites/default/files/media_asset/JC2543_gender-assessment_en.pdf
https://www.theglobalfund.org/media/4576/core_adolescentgirlsandyoungwomen_technicalbrief_en.pdf
http://apps.who.int/iris/bitstream/10665/251903/1/9789241510370-eng.pdf?ua=1
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Implementation tools for key population prevention packages: a combination prevention 

approach as depicted in the following:  

 

Figure 8:PRACTICAL APPROACHES FROM COLLABORATIVE INTERVENTIONS (WHO et al.2013): 

 

 
 

7 Creating supportive care and health services without 

stigma and discrimination 
 

Resources should be dedicated to conducting research and analysing existing information on the 

occurrence of SGBV in places of detention, including police stations, pre-trial detention facilities 

and correctional facilities. Efforts should include a focus on the vulnerability of particular groups, 

vulnerability as a consequence of detention and locations where SGBV is most likely to occur. 

Specific strategies should be introduced to mitigate the risk of SGBV for particular at-risk groups 

and individuals. Experts, specialist organizations and survivors of SGBV should be consulted when 

designing such strategies. 

 

Prisons are ordinarily modelled on men’s needs, with little or no attention paid to gender-specific 

issues such as menses, menopause, gynaecological facilities, adequate nutrition for pregnant 

women, and other basic sexual and reproductive needs(=> see Module 1 SRHR). 
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Prison authorities and staff do not foster a supportive environment for women prisoners’ timely 

access to medical services, failing to attend to complaints of ill-health with urgency and 

sometimes disregarding prisoners’ ailments altogether (Special Rapporteur 2013). 

 

As women in prison are frequently victims of physical and sexual abuse, prison authorities and 

custodial staff should promote their dignity and safety and protect women in prison from bullying 

and abuse of any type. Male custodial officers should not be responsible for the direct supervision 

of women. They should never have routine physical contact with them, or have access to living 

and bathroom areas (UNODC/WHO2009). 

 

7.1 Addressing violence in HIV risk-reduction counselling 

 

• Risk-reduction education and counselling with individuals, couples or groups is a core part of 

HIV prevention strategies. 

• Violence against women can be integrated into HIV risk-reduction counselling by including 

specific messages about equitable decision making with partners and regarding violence 

against women and its links to HIV. 

• Supporting women in developing skills to negotiate safer sex in the context of violence and 

unequal power relationships. 

• Providing referrals to support services (e.g. shelters, legal services). 

• Supporting women with safety management when exposed to violence.  

 

Also, the links between harmful substance use (e.g. alcohol and other drugs), violence and HIV 

risk need to be addressed. Such efforts are based on models of social and behavioural change 

(e.g. social learning theory) and/or theories of gender relations (e.g. theory of gender and power). 

 

     REMEMBER: Entry points for integrating violence prevention activities can include any 

HIV prevention programme where risk-reduction education and counselling is offered to women; 

couples; key populations (e.g. sex workers, women who use drugs, women in prisons, partners 

of men who use alcohol or drugs); clients of antenatal services, STI and family planning services; 

adolescents; and people living with HIV. 

  

https://www.unodc.org/documents/hiv-aids/WHO_EURO_UNODC_2009_Womens_health_in_prison_correcting_gender_inequity-EN.pdf
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7.2 Addressing violence in HIV testing and counselling, PMTCT, treatment and care 

services 

 

Women accessing HIV services must make decisions related to HIV testing, disclosure of status, 

infant feeding, treatment for themselves and their child(ren), and contraceptive use. HIV testing 

and counselling, PMTCT, and treatment and care services can address violence by: 

• Training providers to recognise signs of violence against women; assess women’s risk of 

violence; and provide women-centred care (e.g. being non-judgmental, empathetic listening, 

ensuring confidentiality, helping women access information and resources). 

• Identifying women with signs and symptoms indicative of partner violence (i.e. clinical 

inquiry) and providing them appropriate clinical care and referrals to support services. 

• Advocating to women, their partners, family members and the wider community about 

gender equality in sexual, health and HIV-related decision-making. 

• Helping women who are in fear or are experiencing violence, increase their safety and to 

access support services (e.g. for legal services, shelters, women’s nongovernmental 

organizations, support groups). 

• Teaching women partner communication and negotiation skills, considering unequal power 

in decision-making and fears or experience of violence. 

• Monitoring and supporting women living with HIV for subsequent violence. 

• Ensuring that the male partner is not present when the woman is asked about or discloses 

violence, as she may be subjected to further abuse by her partner consequently. 

 

     Reflection Point           Group discussion 

Reflect/discuss in a group: What do you think, at which stages and on which occasions can sexual 

and gender-based violence (SGBV) be addressed in your prison? How can the service be 

improved? 

 

7.3 Working with men and boys to promote gender equitable attitudes and behaviours 

 

Depending on the prison context, work with partners, men and boys to promote gender equity is 

possible. 

 

Sexual violence committed by men is to a large extent rooted in ideologies of male sexual 

entitlement. These belief systems grant women extremely few legitimate options to refuse sexual 

advances. Many men thus simply exclude the possibility that their sexual advances towards a 

woman might be rejected or that a woman has the right to make an autonomous decision about 

participating in sex. In many cultures, women, as well as men, regard marriage as entailing an 
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obligation on women to be sexually available virtually without limit, though sex may be culturally 

proscribed at certain times, such as after childbirth or during menstruation.  

 

Societal norms around the use of violence as a means to achieve objectives have been strongly 

associated with the prevalence of rape. In societies where the ideology of male superiority is 

strong – emphasizing dominance, physical strength and male honour – rape is more common. 

Countries with a culture of violence, or where violent conflict is taking place, experience an 

increase in other forms of violence, including sexual violence (Jewkes, Sen & Garcia-Moreno, 

2002). 

 

Interventions to change norms and promote gender equality at the individual level through:   

• Group participatory education. 

• Peer-based support. 

• Communication campaigns.  

 

They are aimed at boys and men including, youth leaders, fathers and sports coaches.  

 

Such efforts:  

• Encourage participants to critically reflect (e.g. through role playing, story-telling and other 

interactive exercises) about masculinity and how it affects their lives, their relationships with 

women, and how it generates unequal power dynamics. 

• Develop skills in expressing feelings without being violent, conflict resolution, promoting 

equity in couple relationships, and condom use. 

• Provide safe spaces for men and boys. 

• Through peer-based support groups to ask questions about masculinity, their health and 

other concerns affecting their lives. 

• Incorporate communication campaigns that emphasize what can be gained by men changing 

their behaviour as well as offer male role models (e.g. celebrities, sports coaches) for positive 

behaviour change. 

• Provide basic knowledge about HIV prevention, treatment, care and support, sexual and 

reproductive health and violence against women. 
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     Activity: 

Figure: 9: African novel 

 
https://www.bookdepository.com/Things-Fall-Apart-Chinua-Achebe/9780141186887 

 

In “Things Fall Apart”, the famous first and most read African novel by  the Nigerian novelist, 

Chinua Achebe, the main character, a strong man in the tradition of the time, Okonkwo, has to 

deal with a changing world after the colonisation of Nigeria in the late 1800s and the 

introduction of Christian missionaries. He has to deal with his own masculinity within this 

changing world. The role of women within the context of Okonkwo’s world is clearly described. 

• Do you know of other novels in literature where the role of the man is so clearly defined 

and where the women play a subservient role within the cultural norms of the setting in 

the novel?  

• What role do you think literature and art can play in breaking down existing prejudices 

and in supporting equitable behaviour and treatment of men and women? 

• Who maintains cultural activities in society and who is responsible for perpetuating 

discrimination against women? Explore in detail. 

  

https://www.bookdepository.com/Things-Fall-Apart-Chinua-Achebe/9780141186887
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7.4 Staff training to identify SGBV 

 

A lack of a clear policy for responding to SGBV and inadequate staff training to identify SGBV can 

lead to situations in which the line between the expression of sexuality and abuse is blurred. 

 

The workforce should be diverse at all levels, including in senior and management posts and 

among policymakers. Those in senior management positions and members of the judiciary should 

be trained in responding to SGBV and committed to its prevention in all its forms. Staff at places 

of detention should receive gender mainstreaming training and opportunities should be provided 

for training without discrimination. Places of deprivation of liberty should mainstream equality 

and reflect diversity among staff, including increased representation of staff with experience 

working with minority groups or from a minority background themselves. The careful selection 

and proper training of law enforcement and penitentiary staff at all levels is essential for creating 

an environment in which SGBV is not perpetrated, condoned or tolerated.  

 

Staff not only need to be properly recruited and trained, they must also be well-supervised and 

supported. Increasing the proportion of women staff in prisons is critical to addressing SGBV. 

Gender-sensitive recruitment methods should be used to increase the number of women staff 

members. Such methods include the use of quotas or targets removing barriers to female 

candidates and gender-sensitive interview or review panels. 

 

The UN Nelson Mandela Rules require that female prisoners only be attended and supervised by 

female staff members. This does not, however, preclude the possibility that male staff members 

may still carry out their professional duties in prisons or parts of prisons that are set aside for 

women. Staff training manuals should be reviewed and revised to include modules on SGBV, 

including its definition, as well as the prevention of, and response to, incidents and complaints of 

abuse. 

 

     Remember: Policy and lawmakers should ensure that there are written guidelines that 

detail how a detainee/prisoner can complain and the steps to be taken when a complaint of SGBV 

is received. Procedures should set out timelines for response/investigation, as well as measures 

to be taken to protect the safety and maintain confidentiality of the victim and any witnesses. 

Clear measures should be established against prison managers or staff members who are aware 

of incidents of SGBV but fail to take action to prevent or respond appropriately. Prison 

administrations should inform all detainees/prisoners and staff about complaints mechanisms 

and ensure that they can make complaints about SGBV in full confidentiality and without fear of 

retaliation or other negative consequences. Systems should be introduced whereby third parties 

can make complaints on behalf of prisoners (OSCE 2019). 
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      Activity 

 

• How would you design staff training on SGBV?  

• Would it be different for male and female staff?  

• Would it be different for different levels of staff member (security guards, medical, and 

administrative professions)? Please come up with 10 points you would like to stress in a 

training and sensitisation on SGBV. 

 

7.5 Body searches and transfer 

 

Policy and lawmakers should establish a regulatory framework on the conduct of body searches 

in accordance with human rights standards, including the principles of legality, necessity and 

proportionality. The development and use of alternative screening methods should be 

encouraged. Staff of places of deprivation of liberty should consistently implement the provisions 

of the Bangkok Rules for searches of women. Specific policies should be developed regarding 

body searches of LGBTI individuals in consultation with LGBTI detainees/prisoners and relevant 

expert groups where possible. All staff in places of detention should be properly trained regarding 

the criteria and procedures for conducting body searches, including in terms of gender sensitivity. 

Protections against SGBV should also be applied during the transfer of detainees/prisoners, 

including when non-state agencies are responsible for transportation. The staff of these agencies 

should receive appropriate training and must be held equally accountable for acts of SGBV that 

they commit (OSCE 2019). 

 

Group discussion 

Discuss in a group: “How are body searches conducted? Is the procedure in accordance with 

human rights standards, including the principles of legality, necessity and proportionality?” 
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8 Creating political commitment and an enabling 

environment 
 

WHO formulated essential strategies for an enabling environment for HIV PREVENTION, 

DIAGNOSIS, TREATMENT AND CARE FOR KEY POPULATIONS, which underline the importance and 

necessity to include prevention of gender-based violence in all settings, and also in women 

prisons: 

1. Supportive legislation, policy and financial commitment, including decriminalization of certain 

behaviours of key populations. 

2. Addressing stigma and discrimination, including by making health services available, 

accessible and acceptable. 

3. Community empowerment. 

4. Addressing violence against people from key populations (WHO 2014b, p. 3). 

 

Mistreatment of HIV-positive women in prisons and experiences of SGBV can be reduced by 

several means: 

 

Introduce of an independent inspection process. Visits from independent inspectors should be 

facilitated to monitor the treatment of inmates and to permit a confidential complaint system. 

• Offer to educate prison staff and prisoners about SRHR, HIV/AIDS care and treatment issues 

to reduce stigma and discrimination. 

• Include PLWH in prisons in lobbying governments for services. 

• Advocate for PLWH in prisons to be included in National HIV and STI strategies. 

 

Policy and lawmakers should dedicate resources to conducting research and analysing existing 

information on the occurrence of SGBV in places of detention, including police stations, pre-trial 

detention facilities and correctional facilities. The work of monitoring bodies should be facilitated, 

including by granting them confidential, unhindered access to all detainees/prisoners. 

 

Existing methods of preventing and responding to SGBV should be regularly evaluated, including 

by external organizations, in order to determine their effectiveness. 

 

Law- and policymakers should ensure that domestic legislation clearly defines and prohibits SGBV 

in places of detention. They should also review existing laws, policies and procedures to identify 

areas where SGBV prevention and protection can be strengthened, including provisions on 

alternatives to detention. Laws should regulate investigation and prosecution procedures with 

regard to SGBV in places of detention, with a view to ensuring that acts of violence are prosecuted 

in the same manner they would be if perpetrated in the community. 
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Gender-sensitive management policies should be introduced in places of deprivation of liberty, 

along with a staff code of con-duct that addresses SGBV and takes a zero-tolerance approach to 

violence and discrimination. Policy frameworks should include a broad regulatory scope on SGBV 

that covers such topics as data collection and assessment, training and funding, as well as 

recognition that both women and men may be victims, while also allowing for specialized 

procedures or remedies that are gender-based. Specialist organizations should be consulted on 

how to formulate policies and guidelines to best support the needs of vulnerable groups (OSCE 

2019). 
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Managing Mental Health Issues in Prisons 
 

Learning Outcomes 

At the end of this learning experience you should be able to: 

• Recognise and be able to respond to mental health issues in prisoners according to standard 

operating procedures. 

• Discuss the global perspective of mental health issues in prison and explain the specific 

predicament of women in prison settings. 

• Explain how culture and stigma issues can play a role in accessing services.  

• Describe the elements of depression and be able to identify risk in general and specifically 

relating to suicidal ideation. 

• Understand the dangers in post-natal depression. 

• Distinguish the difference between psychosis, split personality and understand how 

substance abuse relates to this. 

• Understand the principles of psycho-social counselling services within the scope of medical 

and social services and explain the different types of psycho-social counselling. 

• Discuss the importance of preparation for re-integration into the community post release 

and establish continuity of care and referral networks. 

 

1 Rights and Responsibilities of Correctional Services and 

Prison Staff in the Care and Treatment of Mental Health 

Issues in Prisons 
 
• Enabling environment - The evidence is systematic and consistent; women's specific needs 

are often unmet by prison services and by the prison environment. Moreover, there are 
considerable gaps between prison health and public health services. Politicians and the 
general public still seem to be unaware of these evident and unacceptable inequities (van 
den Bergh et al., 2011). 

• Mental health issues are often ignored. Recognising and responding to mental health issues 
whilst in prison are the first important steps towards providing equitable care to women 
prisoners.  

• Societies and governments inclusive of correctional authorities have the responsibility to 
provide health services, respect, confidentiality to all, and to protect all people against 
stigma and discrimination that result from their health status. Each of us has a right to these 
services and protection, notwithstanding being incarcerated or not. 

• Psycho-social skills should be part of the induction process for all members of correctional 
staff that have interactions with prisoners.   

• The WHO Mental Health Assessment tool should be made available for use by health care 
workers dealing with prisoners, (Hiv.uw.edu, 2019) In addition, all persons doing counselling 
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should have regular refresher training for ongoing authorisation by their respective national 
health service or professional regulatory body for counselling services.   

• All counselling sessions should be documented in the country-specific registers and patient 
records.  

• Counselling in various forms and on various topics is a key element of support for prisoners. 
The importance of counselling therefore needs to be emphasised right from the beginning 
of the careers of all prison staff.  

• Prison administrative staff should be aware of the fast-evolving field of HIV/AIDs and 
tuberculosis and other infectious diseases and should ensure that all health care workers 
dealing with clinical services are sent regularly on refresher courses.  

• A system should be in place for the referral of complicated cases - either from the 
counsellor/NGO to the prison medical staff or even to outside referral networks.  

• Confidentiality of all services provided should be guaranteed at all times.  

• Most counsellors benefit from mentorship themselves. Prison staff should take this aspect 
into account when planning services and training activities. 

• Staff members are not only exposed to overcrowded and often unhygienic working 
environment due to structural limitations of prison buildings, but are often subject to 
threats of violence, have to face stigma and may have to adapt to a military style prison 
service and barracks accommodation away from home and family. This puts additional 
psychological stress on prison staff which thereby increases their vulnerability to infectious 
airborne diseases such as TB. In view of this, psycho-social counselling services should be 
made available for both prisoners and prison staff.  

 

2 Introduction 
 

Key Points 

• Like all people, prisoners are entitled to receive the highest attainable standard of health 
care. This right is guaranteed under the international regulation: access to healthcare should 
at least be equivalent to that provided in the community, in accordance with the United 
Nations Standard Minimum Rules which state that: "Prisoners shall have access to the 
health services available in the country without discrimination on the grounds of their legal 
situation" (Ohchr.org, 1990).  

• The provision of high-quality medical care, coupled with decent living conditions, facilitates 
the well-being of both prisoners and prison staff. It should be the objective of prison 
management that prisoners leave prison in a similar or better state of health than on the 
day they entered the prison.  

• Consideration must be given to the increasingly complex social and psychological demands 
that prisons place on staff. Amongst the problems people who work in prisons currently 
face are: overcrowding, intercultural conflicts, within-prison gang crime, language issues, 
drug use, poor environments, frequent instance of staff shortages and inadequate 
professional training. Often women prisoners, due to their small numbers, are more at risk 
of receiving poor services and of being neglected as far as comprehensive services are 
concerned.  



Managing Mental Health Issues in Prisons Page |  241 
 
 

• Both prisoners and prison staff benefit from good prison health, sound health care and 
preventative and curative services. 

• The advance of social media and lack of daily communication with family and friends 
augments the isolation and feeling of hopelessness in prisons where communication (such 
as via cell phone) in most cases is not allowed, at least not at the start of serving the prison 
sentence. This increases the suicide risk.  

• Country-specific referral forms and information leaflets should be utilised and should be 
available. This could be distributed to all new prison admissions to draw attention to 
available services. Leaflets should be easy to read and should take into account aspects such 
as the levels of literacy, impaired vision etc.  

• It is imperative that health services in the prisons and the provision of services in the 
communities outside the prison are coordinated and orchestrated in such a way that the 
continuity of care is not interrupted despite often being provided by different government 
departments.  

• Prison administrative staff play an important role in ensuring that the referral networks are 
seamlessly enforced and adhered to without exception. Joint strategic planning for the 
implementation of services are required involving all stakeholders, both in government and 
in civil society/CBOs, NGOs. 

• Pre-trial detention should be minimised and custodial sentences for young people should be 
avoided if at all possible.  

 

3 Epidemiology of Mental Health Globally and in a Prison 

Setting 
 

“Worldwide, more than 500 000 women and girls are held in penitentiary institutions, either as 

pre-trial detainees or sentenced prisoners. They constitute a small proportion of the total prison 

population; in about 80% of prison systems worldwide, the proportion of women varies between 

2% and 9% with a median of 4.3% in 2006.  

 

Women who enter prison usually come from marginalized and disadvantaged backgrounds and 

are often characterized by histories of violence, physical and sexual abuse. Disadvantaged ethnic 

minorities, foreign nationals and indigenous people constitute a larger proportion of the female 

prison population relative to their proportion within the general community, often due to the 

specific problems these vulnerable groups face in society. 

 

The small numbers of imprisoned women mean that there are fewer prisons for them, resulting 

in women often being imprisoned further away from their homes. This causes difficulties for the 

woman in maintaining her family ties and is especially a problem if she has dependent children. 

 

Women prisoners frequently suffer from mental health problems, among which post-traumatic 

stress disorder, depression and self-harming are regularly reported. They suffer from mental 

health problems to a higher degree than for both male prisoners and the general population, 

with rates as high as 90%. Evidence shows that women prisoners are more likely to self-harm 
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and commit suicide than male prisoners, while this is the opposite in the community" (van den 

Bergh et al., 2011). 

 

In the United States of America, 33% of the overall population of incarcerated women have a 

mental illness, whereas 14% of men do. “We know this because trauma has a significant 

aetiologic role. One of the worse statistics you’ll hear is that 92% of women in jails and prisons 

in the United States with serious mental illnesses were sexually abused as children.” (MD 

Magazine, 2018).  

 

At a Glance 

Figure 1: Women in the UK prison setting statistics  

 

(O’Moore and Peden, 2018) 
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 Group discussions Activity 

Study the infographic above and discuss in groups:  

1. In your opinion, what is the reason for women prisoners having mental health issues? What 

are the common crimes that women in your facility are incarcerated for? Do they suffering 

more from depression than men as depicted in the infographic?   

2. How many women in your prison have suffered from domestic violence? Is that the reason 

why they are in prison? What role does cultural factors play in this? 

3. How do women prisoners and your facility/country deal with dependent children? What is 

in place to make sure that these children are not neglected? 

4. What role does substance abuse play in the incarceration of women prisoners in your 

country? Explain. 

5. How would you plan continuity of care in your setting? Discuss in detail who should be 

involved and what must be put in place for this to be implemented. 

 

4 Culture, Stigma and Mental Health 
 

      Stigma is when someone views you in a negative way because you have a 

distinguishing characteristic or personal trait that is thought to be, or actually is, a disadvantage 

(a negative stereotype). Unfortunately, negative attitudes and beliefs toward people who have 

a mental health condition are common. 

 

Stigma can lead to discrimination. Discrimination may be obvious and direct, such as someone 

making a negative remark about your mental illness or your treatment. Or it may be 

unintentional or subtle, such as someone avoiding you because the person assumes you could 

be unstable, violent or dangerous due to your mental illness. You may even judge yourself. 

 

Some of the harmful effects of stigma can include:  

• Reluctance to seek help or treatment. 

• Lack of understanding by family, friends, co-workers or others. 

• Fewer opportunities for work, school or social activities or trouble finding housing. 

• Bullying, physical violence or harassment. 

• Health insurance that doesn't adequately cover your mental illness treatment. 

• The belief that you will never succeed at certain challenges or that you cannot improve your 

situation (Mayo Clinic, 2017). 

 

1. The pervasive and detrimental influence of gender discrimination and gender-based 

violence within penal systems must be recognised and addressed by all prison programmes. 
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2. Instances of stigma and discrimination pose a substantial challenge to the delivery of 

prisoner-friendly health services. In addition, together with gender-based violence, sexual 

assault and rape (to which women and young people in prisons and other closed settings 

are particularly vulnerable to) these instances contribute to the spread and poor adherence 

to treatment of both HIV and TB. 

3. It needs to be made clear that people both in the community and in prisons are in the main 

poorly informed about HIV/AIDS, and simply deal with it on a moralistic level, rather than 

avoiding blaming the sufferer for having HIV and looking at how best to tackle the disease. 

4. Stigma and discrimination are not "natural" processes, but distorted constructs that appear 

in many parts of society. People may regard the virus as a well-deserved punishment for 

certain risky behaviours, but the goal of psycho-social support should be to strengthen and 

empower prisoners to cope better with prejudices leading to stigma and discrimination.  

5. There are other legal barriers for women that prevent effective HIV and mental health 

programme implementation in prisons. Interventions should address both structural and 

behavioural aspects of the conditions in prisons.  

6. It is important to take cultural and family matters into account on admission to prison. 

Prison staff should always be culturally sensitive and non-judgemental when addressing 

any issue relating to specific cultural practices and procedures and also gender specific 

issues.  

7. Mental health screening should be done for all prisoners, especially women on admission. 

Effective counselling services should be available to all prisoners to deal with issues such as 

stigma and discrimination. 

8. Ensure that prisoners as well as prison staff are knowledgeable regarding the means of HIV, 

TB and sexually transmitted infections (STIs) within the broader context of society as 

opposed to the prison setting.  

9. Support systems within the prison setting (e.g. peer educators, prison cell team leaders, 

security staff and doctors, nurses and assistants to the medical team) and how all of these 

can assist in addressing stigma and discrimination. This should be part of the induction of 

new prisoners. All these groups are potentially well informed about the negative impact of 

stigma and discrimination. Their attitudes, knowledge and practical techniques to address 

and to overcome stigma and discrimination should be used. Prisoners benefit therefore 

from an awareness of the current in-prison networks they can utilise. 

 

5 Psycho-Social Counselling 
 

During their term of incarceration, there are likely to be various occasions and circumstances 

where a prisoner would benefit from or need counselling for psycho-social support. Prisoners 

might be subject to a variety of stressful situations during their sentence (e.g. knowledge of a 

positive HIV test result, disclosure of this news to family members or partner, receiving a 

lengthy sentence of imprisonment, loss of a partner, rape, physical or sexual assaults, gender-

based violence, depression, isolation and/or suicidal thoughts) where they might need psycho-
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social support (e.g. emotional support or support for adherence to HIV treatment) from 

medical/social staff, other prisoners or support from family members or other outside agencies.  

 

Psycho-social support might be understood as the emotional support and empathetic assistance 

to people in crisis, with particular considerations to their social context (family/outside 

world/community, the prison culture and environment, and the attendant dangers of disease 

transmission).  

 

Empowering individuals to manage their own well-being requires specialist skills and 

knowledge. The prison authorities should ensure that psycho-social support is available at any 

time for those requiring it (Unodc.org, 2016). 

 

Additional psycho-social support may be required by victims of gender-based violence (GBV), 

rape, discrimination and mental illness.  

 

Psycho-social support may include among others the following: 

1. Dealing with the shock of a positive HIV test, the extreme importance of which is 

compounded for the prisoner and any partner or family member when he/she receives the 

HIV positive result in a closed setting.  

2. Dealing with separation anxiety (from partner, children, wider family and life outside of 

prisons) and the demands and restrictions of incarceration. Separation from partner, 

children and other family members is often experienced as a massive burden during prison 

life and requires extra attention. Loss of freedom and the attendant pressures and 

privations of the prison world are often perceived as a fundamental impact on life. The 

counsellor needs to make clear that this is an extraordinary stage in the life of the prisoner 

which comes to an end with release. 

3. Dealing with stigma and discrimination – prisoners often have to deal with feelings of guilt 

due to an offence committed against others in the community, and the pain of 

stigmatisation and discrimination (by the partner, children, family, friends or neighbours). 

Stigmatisation and discrimination need to be depicted as cultural concepts, which might 

serve the function of stabilising the mainstream of society by blaming and scapegoating 

others.  

4. Adherence counselling and re-integration into the community — to safeguard continuity of 

care, especially for PLWH, counsellors must build bridges with the community at the earliest 

points of imprisonment. Connections to doctors, nurses, HIV clinics and other health and 

social services need to be established or maintained. On the first day of imprisonment 

planning should begin for the first day of release. In addition to health and social services 

there are many other issues to be addressed prior to release (conflict with children, family, 

work, probation officer etc).  

5. Identifying and dealing with depression, the psychological state experienced by most 

prisoners during the early weeks of their incarceration (see section on depression for more 
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in-depth discussions). Depression and despair are the major threats to the psychological 

well-being of prisoners, especially during this phase of custody, but also later on, and even 

following release (Pratt et al., 2006; Snow et al., 2002). 

 

5.1 Principles of Psycho-social Support and Counselling: Important Guidelines for the 

Counsellor 

 

While most counselling guidelines outline a structured approach within a therapeutic setting, 

counselling in prisons often lack this clear structure of well-defined roles and a therapeutic 

setting. One has to create the setting for a confidential talk (finding an appropriate place, etc.) 

In a very crowded environment this task is highly dependent on spontaneous opportunity. 

There are, however, some prerequisites for the discussion of health and other personal issues.  

 

        Note: Prison administrative staff must be aware of the prerequisites and must assist 

relevant staff to find a suitable space for counselling (see Annexure 1). 

 

The counsellor should respect the prisoner’s rights and dignity as well as his/her mental and 

psychological state. This involves the counsellor acting sensitively in organising psycho-social 

support, always keeping in mind the prisoner’s views, needs and resources. 

 

Counsellors should integrate and utilise external and internal support systems. People 

delivering psycho-social support need to retain an overview of the available support services 

inside and outside prisons to meet prisoners’ needs for ongoing support. It is essential that 

those responsible for providing psycho-social support collaborate confidentially, consistently 

and transparently with other service providers. 

 

Counsellors must endeavour to mitigate immediate and long-term risks of incarceration, pay 

attention to possible suicidal thoughts and make an urgent referral in circumstances where 

these are expressed or suspected. Imprisonment is associated with a higher rate of suicide than 

in the community. This risk is particularly high during the first month of confinement, but it 

remains a danger to prisoners throughout their incarceration. Symptoms are often not visible in 

the beginning: hopelessness and the desire not to carry on living might be a subjective process 

and is often under the radar. Therefore, the risks and negative impact of incarceration need to 

be addressed properly. The prison should have a policy for the management on suicide risk. At 

the very least this should involve frequent observation of the prisoner. The PHQ-9 (see 

Annexure) depression assessment tool, as an example, can be utilised for screening purposes, 

but the counsellor should ask the prisoner directly if he or she has ever attempted suicide in the 

past and whether or not they have had any recent thoughts of taking their own life.  
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         Note: Prison staff need to be trained on suicide prevention, and this training should 

include awareness of the high suicide risks during incarceration and knowledge of the prison’s 

suicide prevention policy. 

 

To facilitate the early detection of problems, all prisoners must be screened at least twice a year 

for mental and physical health conditions. This is inline with recommendations for general 

health screening worldwide. It is not sufficient to examine the health of prisoners just once, 

upon admission. The negative effects of (long-term) incarceration on the mental and physical 

health of prisoners have been proven by many studies. Hence the necessity to screen the health 

status of prisoners at least twice a year. These intervals can be shorter if there is suspicion for 

the acquisition of certain (infectious) diseases. 

 

The link between mental illness and acute infections leading to various symptoms such as fever, 

rigors, pain, insomnia, and even diarrhoea and vomiting cannot be stressed enough. Very often 

the acute illness acts as a trigger for the manifestations of mental illness symptoms. It is 

therefore very important to always rule out any acute illness before making a diagnosis of a 

mental illness.  

 

Psycho-social support can be provided in groups or individually. Group counselling sessions are 

intended to enable sharing of experiences between people with similar conditions/experiences, 

in order to engender self-help. Individual counselling is indicated when the problems are 

personal, dealing with sensitive information or confidential affairs. Individual counselling is 

generally more in-depth and can cope with individual problems and conflicts. A personal 

disclosure in a group might lead to exposure of that prisoner to discrimination or even violence, 

or at least a fear of discrimination and/or hostility.  

 

The disclosure of sensitive detail might also lead to an exploitation of information, directed 

against the prisoner. Furthermore, stigma also played a role in accessing health services. The 

stigma felt as a result of being in chains during hospital visits dissuaded some inmates from 

reporting cases of ill health to the prison authorities (Abgoola, 2016). 

  



Page |  248 Managing Mental Health Issues in Prisons 
 
 
 

6 Specific Areas of Psycho-Social Support 
 

Group Discussion  

• What reactions are possible after hearing shocking news, especially when receiving a 

positive result after an HIV test? 

 

6.1 Dealing with the Shock of a Positive HIV Test 

 

In supporting a prisoner to deal with the shock of a positive HIV test, the following steps should 

be adhered to: 

• Inform the client (the prisoner) clearly and directly in an appropriate setting. 

• Set enough time aside for the process, it should not be rushed. 

• All questions must be answered as honestly and informatively as possible, the positive 

aspects of HIV treatment should be emphasised, ART offers the possibility of a long and 

healthy life. If more sessions for counselling are required these should be scheduled.  

NOTE: All prison staff should echo the same message of hope regarding a positive HIV result. 

• The following are possible reactions to dealing with a positive HIV test: 

a) Anger and hatred – anger perceived towards the person who might have caused the 

infection, towards society as a whole, to the “unfairness” of life; 

b) Hopelessness: this could be accompanied with suicidal ideations; 

c) Depression: compounding the feeling of hopelessness and “feeling out of control”; 

d) Denial: some people bluntly refuse to accept the diagnosis, insist on a re-test, have 

disbelief in the equipment, medical science etc. A re-test should be offered; 

e) Fear and anxiety for the future – fear of stigma, the fear of dying, being abandoned by 

partner, family etc.; 

f) Self-blame: or blaming the partner, threaten to act against the partner; 

g) Shame and guilt: fear of isolation, being abandoned, discriminated against, and seeking 

self-punishment for behaviour; and 

h) Acceptance. 

 

Prison administration could play a positive role in implementing programmes to emphasise 

positive living, inclusive of prevention activities, e.g. the use of condoms, exercise and good 

nutrition. A positive attitude towards life, sports in any form and good nutrition are important 

stabilising factors when HIV-positive. However, all of these aspects are difficult to achieve in the 

prison setting. Counsellors, together with prison staff, should try to help prisoners identify ways 

of meeting these requirements. The importance of smoking cessation and avoidance of drug 

use and abuse should also be emphasised. 
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Prison staff should encourage the identification and training of peer educators that can also act 

as counsellors as part of a psycho-social support system for prisoners. The medical team should 

be involved in the management of all HIV positive patients and important aspects of 

prevention, adherence and HIV education should be part of the training of all support staff. 

 

6.2 Dealing with Separation Anxiety 

 

Definition: leaving family and life outside of prisons and dealing with the demands and 
restrictions of incarceration.  

 

This is almost an inevitable reaction for all new prison admissions. Prison staff as well as 

counsellors and medical staff should take extra caution with prisoners that are newly admitted 

in view of the danger of suicide. Prisoners should be oriented to life after release, preparation 

for which should begin on the very first day of incarceration. This is especially true for women 

prisoners as they are often incarcerated for shorter periods of time and their feelings of anxiety 

might be augmented if they are breadwinners and are worried about the well-being of their 

children or dependants. All prisoners should be introduced to the understanding of prison life 

and the processes involved (e.g. how to gain privileges etc.). This should be part of the 

responsibility of all prison staff, inclusive of administrators, medical staff, counsellors, peer 

educators etc. 

 

Discussion of activities that can contribute to personal development (e.g. further studies, skills 

development, physical exercise, meditation techniques etc.) could be part of this orientation.  

The need for risk reduction activities should be included in the discussions. This needs to be 

discussed individually as well as in groups. Although the evidence base for group-based harm 

reduction education is not good, the group setting is useful for assessing attitudes and 

knowledge: the group dynamic is helpful for correcting “wrong answers”. Support structures 

within the prison setting (e.g. peer-educators, support buddies, team leaders, medical team and 

family support) must be emphasised. In addition to counselling services, there are usually other 

support services available to prisoners. This very much depends on the prison. Because they 

share the same situation with the prisoner, peer educators and peer groups are a particularly 

effective means for the delivery of preventative messages and measures.  

 

Group discussion 

• Discuss in groups what support structures are available in your facility and how prisoners 

are inducted into prison life. 
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6.3 Re-Integration into the Community. 

 

Preparation for re-integration should start on, or soon after admission, especially in cases of 

minor transgressions with short prison sentences. The continuity of care in terms of medication 

supply chain should be prioritised by all medical staff. Referral networks and linkages with the 

communities outside the prison where re-integration must take place, is both the responsibility 

of administrative as well as medical staff. How to access the local health care service as a 

matter of high priority following either transfer or discharge must be emphasised. Continuity of 

care (especially ART/TB) should be organised well in advance of the day of transfer or release. 

There are occasions when this date is unknown, especially for people in remand and who are 

released immediately after a specific court decision. In these circumstances the prisoner will 

need to be given contact details in advance for health services in his/her home area. 

Administrative staff can act as a go-between, prompting prison medical units to communicate 

details of the ex-prisoner’s prescribed treatment to the community health care service. 

Sentenced prisoners should work together with the responsible prison health professional to 

organise the point of release and aftercare. Members of NGOs can also play an important role 

in throughcare, as they are aware of all relevant institutions and services in the towns and cities 

where they are based and may even provide ART or other chronic care-related services. Health 

should be looked after, a universal message to be relayed by all prison staff. It is important to 

ensure that a follow-up appointment has been arranged prior to release to provide a sense of 

ongoing care and support to the released prisoner 

 

6.4 Social Support 

 

Provision of a social support in prisons must focus on the core humanitarian domains (see 

below). The legal framework of the specific country is the binding background. However, there 

are also relevant international UN documents and guidelines which should underlie counselling 

practices (Un.org, 1948; Un.org, 2015). 

 

1.  Human rights within the legal framework of the country. If there have been incidents of 

violation of human rights they have to be addressed and efforts should be made to 

establish and defend human rights. 

2.  General health: 

Adherence to general principles of healthy living e.g. sufficient nutrition, personal hygiene 

(regular showers), clothing, bedding, healthcare when required. Prisoners should be 

allowed at least one hour of suitable exercise in the open air daily whenever weather 

permits. 

3.  Education: 

The responsible staff (e.g. counsellors) should establish the prisoner’s level of education 

and further qualification and skills building objectives (formal and informal training). As 
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far as possible, the education of prisoners shall be integrated with the educational system 

in the community of the country so that after their release, former prisoners may 

continue their education without problems.  

4.  Water and sanitation: 

Adherence to basic needs for clean water, sanitation and toilet accessories that are 

necessary for health, cleanliness and the prevention of disease. Drinking water shall be 

available to every prisoner at all times. 

5.  Right to food and nutrition: 

Adherence to nutritional requirements e.g. provision of at least two meals per day. The 

nutritional value should be adequate for health and strength, of wholesome quality and 

hygienically prepared and served. 

6.  Shelter and security: 

Any negation of the need for a safe and secure environment should be addressed by 

relevant prison staff.  

7.  Equitable access to healthcare and treatment  

Access to healthcare and treatment should be available at all times to all prisoners. 

Medical services should be organised in close relation to the general health 

administration of the community or nation. They shall include a psychiatric service for the 

diagnosis and, where indicated, the treatment of states of mental disorder. 

8.  Medical isolation practices in prisons:  

Medical isolation should only be considered for the purposes of infection control, to 

prevent the spread of communicable diseases, e.g. TB. Appropriate airborne precautions 

that should be taken include airborne infection isolation, environmental controls, and 

respiratory protection. 

 

7 Specific Conditions 
 

7.1 Depression in General 

 
7.1.1 Introduction: 

 

Depression is probably one of the most common medical conditions encountered in a prison 

setting.  

 

The proportion of the global population with depression in 2015 is estimated to be 4.4%. 

Depression is more common among females (5.1%) than males (3.6%). Prevalence varies by 

WHO Region, from a low of 2.6% among males in the Western Pacific Region to 5.9% among 

females in the African Region (Apps.who.int, 2017).  
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Figure 2: Prevalence of depressive disorders (% per population)  

 
(Apps.who.int, 2017). 

 

Common mental disorders lead to considerable losses in health and functioning. These losses 

can be quantified at the population level by multiplying the prevalence of these disorders by 

the average level of disability associated with them, to give estimates of Years Lived with 

Disability (YLD). Global and WHO Regional YLD results from WHO’s Global Health Estimates for 

the year 2015 are shown below: 

 

Figure 3: WHO estimates of YLD  

(Apps.who.int, 2017). 

 

Evidence shows that women prisoners are more likely to suffer from mental illness, and are 

more likely to self-harm and commit suicide than male prisoners (van den Bergh et al., 2011). 
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Note 

Depression can mask itself as various complaints, such as insomnia, fatigue, unexplained aches 

and pains, headaches etc. all to secure a visit to the medical office. Depression is a common 

human experience and may result from loss, stress or significant changes in the environment. 

However, a Depressive disorder occurs when a low mood persists, when activities are 

hampered, and it interferes with a person’s functioning. (See Annexure 2 for a tool to use to 

assess for depression.) 

 

7.1.2 Identifying and dealing with depression 

 

The following symptoms and signs may be associated with a major depressive disorder. It is 

important that all prison staff are familiar with these and will be able to assist medical staff with 

observations that could be linked and are cognisant of the syndrome. 

• Low depressed mood.  

• Disturbed sleep. 

• Loss of appetite and energy, listlessness. 

• Complaints of pain that are non-specific. 

• Expression of feelings of hopelessness and low self-esteem. 

• Impaired concentration, poor memory. 

• Agitation and/or irritability. 

• Social withdrawal. 

• Self-neglect, poor hygiene. 

• Poor eye contact. 

• Speech that is slow and monotonous. 

  



Page |  254 Managing Mental Health Issues in Prisons 
 
 
 

Figure 4: Depression symptoms  

 
(VectorStock, 2019) 

 

A large number of medical conditions may be associated with depression. The link between 

mental illness and acute infections leading to various symptoms such as insomnia, fever, pain, 

headaches, nausea and vomiting cannot be stressed enough. Very often the acute illness acts as 

a trigger for the manifestations of mental illness. It is therefore very important to always rule 

out any acute illness before making a diagnosis of mental illness. Other illnesses that could 

mimic mental illness are, amongst others: 

• Epilepsy. 

• Stroke of various origin. 

• Thyroid disease or other endocrine abnormalities. 

• HIV/AIDs/TB/STIs. 

• Cancer.  

• Advanced respiratory disease, e.g. emphysema from severe smoking etc. 

 

Depression is often associated with substance abuse, inclusive of alcohol and other substances. 

Opioid and cannabis abuse is a well-known risk factor for depression and other mental illness, 

but other pharmacological agents might also trigger this, e.g. anti-inflammatories, taking 

medication for contraception, corticosteroid therapy or cancer treatment.  
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Every new prisoner should be questioned about suicidal thoughts (ideation) on admission. This 

will not increase the risk of suicide, but it has to be documented if affirmative, so that additional 

precautions can be taken by prison staff to safeguard against it. Medical staff will then be able 

to do a series of laboratory investigations to determine if a physiological cause can be attached 

to the depression.  

 

The expression of distress across cultures and regions may reflect important differences in the 

way particular groups view mental health, the concept of the body and the self, and the 

expression of emotion.  

 

In some languages there is no translation for the word “depression”, but somatic 

manifestations are preferred, e.g. “heavy spirit”, “difficulties in breathing” or feelings of being 

“bewitched” by others (Grobler, Port Elizabeth). 

 

Sometimes the depressed mood can be preceded or followed by an episode of mania and 

hyperactivity. In such cases a diagnosis of bi-polar disorder should be considered.  

 

The association between depression and loss is well-documented. Loss could be the death of a 

person close to someone or also the loss of freedom in the case of incarceration. Unless the 

depressive mood continues beyond reason (usually resolves within a few months) major 

depressive disorder should not be considered.  

 

Effective treatment is available for major depression. Prisoners should be referred to the 

appropriate medical department for further management. In identifying a major depression 

with the risk of suicide and/or self-harm, the counsellor or peer-educator can play an important 

role in identifying and quantifying the problem for medical staff. In a severe depressive episode, 

transfer and admission to a suitable hospital for specialist treatment might be considered.  

 

Medical recordkeeping remains the backbone of providing evidence-based quality medical care. 

All staff in the medical services department of prisons should adhere to international standards 

of medical recordkeeping and in accordance with their country-specific rules and regulations.  

Effective support both within the prison and in the community following release, should be 

organised by the medical and/or counselling prison staff. An individual risk assessment is 

necessary to discuss risk behaviour in prisons, and what alternatives exist.  

  



Page |  256 Managing Mental Health Issues in Prisons 
 
 
 
7.1.3 Post-natal Depression 

 

Post-natal depression occurs after the birth of an infant and is often attributed to dramatic 

hormonal adaptations after the birthing process. All women prisoners, having given birth should 

be assessed for suicidal risk and this should include: 

• Medical interview and examination with special investigations if indicated. 

• Family history and personal history of depression and previous obstetric history with 

complications/depression. 

• Social and family support for the new-born. 

• Any suicidal thoughts or hallucinations (thoughts that are removed from reality). 

• Any feelings of hopelessness and plans of killing herself and her baby. 

 

It is best to organise a counselling session for all women prisoners that have given birth whilst in 

prison as the circumstances in prison might contribute to suicidal intentions. Ensure that the 

protocol for the prevention of mother-to-child transmission (PMTCT) is followed strictly to 

protect the baby against HIV transmission (if tested negative); should the baby have tested 

positive,  it has to be initiated on prophylactic and ART treatment as soon as possible (see 

Module on PMTCT).  
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Figure 5: Postnatal depressions signs and symptoms  

 
(Kidspot.com.au, 2015) 

 

7.1.4 Mitigation of Risk in Depression and other Mental Illnesses 

 

There are generally two types of risk to consider:  

 (a) Risk of contraction/transmission of HIV/AIDs or other infectious disease. 

 (b) Risk of suicide or serious self-harm as a consequence of mental/emotional distress.  

 

Prisoners are often unaware of risks involved in certain behaviours, which are considered (sub-) 

culturally to be relatively safe or risk-free. However, many of the sexual or drug use risks taken 

by a prisoner might result in significant harm to self and others, especially those that involve the 

transmission of virus infections, such as hepatitis B, C, and/or other infectious diseases. 
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During counselling sessions, it is important to start with the beliefs of the prisoner, how they 

assess risks within their sexual or drug use practices. This might reveal myths and unrecognised 

risks, which can be deeply embedded in sub-cultural perceptions of danger and safety. These 

beliefs and concepts should form the starting point for information and education. 

 

Based on the results of the risk assessment, the following therapeutic and service options 

should be made available: 

a. Accessing essential services. This guidance needs to inform the prisoner of the services, 

units and key persons where support can be accessed. This guidance should include the 

services of NGOs/CBOs. 

b. Counselling and disclosure. Disclosure by the prisoner of his/her HIV status might be a 

prerequisite for securing optimal help or further support. However, the risks as well as 

advantages of disclosure should be discussed sensitively with the prisoner. 

c. Treatment and adherence support. If on ART, it needs to be discussed frankly, exploring the 

benefits, but also giving consideration to the side effects that might occur. The discussion 

also needs to take account of the prisoner’s capacity to organise adherence support within 

the institution and from outside. This capacity needs to be checked thoroughly, so as to 

optimise treatment. 

d. Emotional support. To be provided, for instance, by a support group. This is most important 

as group support makes the prisoner feel that he/she is not alone in a difficult life situation 

of life and provides positive examples of tackling the specific challenges. 

e. Support and assistance with social re-integration. Counselling can emphasise the 

perspective of life after incarceration. The counsellor can build a bridge from prison into the 

community by linking the prisoner with his/her surrounding world outside. This could 

involve family sessions, meetings with the partner and/or children etc.  

f. Training and capacity building. This relates to signs and symptoms of mental illness. Guards, 

nurses, other prison staff and particularly fellow prisoners generally spend far more time 

with the prisoner and should be informed about signs and symptoms of depression, anxiety, 

and other mental illnesses. They should also be informed about who to contact if they have 

a real concern about the mental well-being and safety of a prisoner. 

g. Lifestyle advice. Guidance on how to prevent future imprisonment. A true appraisal by the 

prisoner of his/her life leads to insight into the reasons for incarceration. The counsellor and 

prisoner should discuss alternative life choices. This could be at a behavioural or a structural 

level. One approach is to imagine the first day/week out in the community after release. 

What challenges does the prisoner face, what coping strategies should he/she develop, 

what are the most tempting issues that might result in re-conviction? What are the 

supportive environmental factors and social networks, what are the resources that keep 

people away from risky behaviour? 

h. Referral to a psychiatrist. In cases of known or suspected serious mental illness, the referral 

for specialist assessment and help should be made. In prisons mental illnesses can 

exacerbate into stages that need further professional help. Prison medical staff should be 
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aware of the key persons and institutions to refer prisoners to, or at least seek advice from 

these specialists on how best to help a prisoner manage certain symptoms and behaviours. 

 

7.2 Schizophrenia and Other Psychotic Disorders 

 

Psychosis is an ill-defined, generic term and refers to a spectrum of severe psychiatric disorders 

that lead to disorganised behaviour, impaired function and a lack of insight - thought and 

emotions are so impaired that contact is lost with external reality. Delusions and hallucinations 

are usually present. It is not equivalent to a split or multiple personality as it is erroneously 

commonly referred to. Most people with schizophrenia are not dangerous or violent (Parekh, 

2017). 

 

There are very specific criteria (called DSM V Diagnostic Criteria for Schizophrenia) for a 

diagnosis of schizophrenia to be made. As it is a serious psychiatric disorder it needs to be 

attended to by a professional in psychiatric care and treatment. The prevalence of 

schizophrenia is approximately 1% in the general population which translates to 1 in 100 

persons that will develop schizophrenia during their lifetime. This is important to note in view of 

the high incidence of substance abuse in the context of prisons and prison populations. 

Furthermore, in Sub-Saharan Africa cultural context requires culture-specific assessment of the 

extent of this disorder. 

 

Treatment of psychosis requires a comprehensive approach and adherence to treatment 

regimens with support groups and family and community involvement to ensure precipitating 

factors are limited, and the focus is on protective interventions and ongoing support. Overall 

assessment of the reasons for incarceration in a confirmed case of schizophrenia should be 

investigated as a principle within the country specific legal framework.  
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Figure 6: Schizophrenia Signs and Symptoms  

 
(Clarke, 2019) 

 

7.2.1 The violent and aggressive prisoner 

It is important to establish the following to assist in the management of an aggressive prisoners: 

• Is there a history of substance abuse or dependence: alcohol, cannabis, methamphetamine 

("tik"), Mandrax etc.  

• Is there a history of previous mental illness? Personality disorders? 

• What is the medical condition that the prisoner might be diagnosed with (e.g. HIV/ TB, 

epilepsy) any possibility of intracerebral or sub-dural haemorrhages (violent behaviour prior 

to aggression)? Head wounds? 

 

Prison staff should assist the medical staff in gathering the information and controlling the 

aggressive patient/prisoner. Prison staff should not get agitated but should appear calm and in 

control of the situation and manage the situation according to existing standard operating 

procedures for the prison in compliance with country-specific processes. 
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7.3 Substance Abuse 

How to manage substance abuse within correctional services remains the responsibility of the 

prison staff within the framework of the country-specific prison regulations.  

 

            It is worth noting that the disturbances associated with schizophrenia, i.e. 

psychosis, are not directly attributable to the physiological effects of a substance, however, 

substances may either induce non-specific psychoses or precipitate schizophrenia in vulnerable 

persons. A number of agents can cause psychotic symptoms, in particular amphetamine-related 

substances including methamphetamine or "tik" and cannabis.  

 

7.4 Suicide and Suicidal ideation 

 

(See above under Depressive disorder) 

 

Reflection point Group discussions 

Sharing of experiences 

• Discuss in groups how your facility provides psycho-social support to prisoners. 

Case studies 

• Discuss how to provide PMTCT and psycho-social support services to a 27-year-old 

female prisoner that is 27 weeks pregnant with a history of a previous full term still 

birth. 

 

8 Monitoring and Evaluation Activities 
 

The following indicators can be used to monitor the mental health related services in your 

prisons: 

• Number of counsellors/service providers trained in psycho-social support. The goal should 

be that over time 100% of the counsellors/service providers are trained in methods, 

standards and strategies of psycho-social support, networking and referral in prisons and 

the community. 

• Number of counsellors being mentored as a proportion of total number of counsellors 

trained. A substantial number of counsellors benefit from mentoring. It both reflects their 

own counselling process, facilitating insight and development, and provides a source of 

support (>80%). 

• Number of psycho-social sessions delivered per month/total number of counselling 

sessions. This number gives an approximation of the impact of psycho-social support has in 

the prison and of its growth and development over time. This rate is also an indicator of the 
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accessibility and acceptability of the psycho-social support service, and measures how many 

prisoners are being given support. Additionally, this number shows the potential for the 

dissemination of prevention messages to the wider community of prisoners. 

• Number of World Health Organization (WHO) assessments undertaken (or Prison authority 

visits). This number is an indicator of both professional work being done in the prison and of 

the active management of suicide risks. 

• Number/percentage of psycho-social cases referred for further assessment and/or 

treatment. This rate shows the capacity of the service to build bridges to other services, 

either in the community or within prisons. It also illustrates the support network available to 

prisoners. 

• Number of psycho-social support groups established and facilitated. This is an important 

indicator as psycho-social support groups within prisons are a major source of self-help. For 

example, the number of non-HIV-positive persons attending psycho-social support gives an 

impression of how the support service is perceived and at the same time demonstrates the 

potential demand for preventive measures. The number of psycho-social support group 

sessions delivered is of value as a measure the work of the psycho-social support services 

and as an indicator of impact on the psycho-social needs of prisoners. 
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10 Annexure 1 
 
10.1 Principles of Psycho-social Support and Counselling: Important Guidelines for the 

Counsellor 

 

While most counselling guidelines outline a structured approach within a therapeutic setting, 

counselling in prisons often lacks this clear structure of well-defined roles and a therapeutic 

setting. One has to create the setting for a confidential talk (finding an appropriate place, etc.) 

In a very crowded environment this task is highly dependent on spontaneous opportunity. 

There are, however, some prerequisites for the discussion of health and other personal issues.  

 

Prison administrative staff must be aware of the prerequisites and must assist relevant staff to 

find a suitable space for counselling. 

1. The environment for the counselling session must be safe and suitable for counselling. The 

counsellor should endeavour to find a quiet, private area for an undisturbed conversation, 

e.g. a quiet room where both counsellor and prisoner can sit, an empty cell, a remote 

corner, or a place in the prison yard. This is important for the maintenance of 

confidentiality.  

2. To facilitate an undisturbed and focussed conversation, any distractions and interruptions 

from colleagues/prison staff, the counsellor’s phone and other prisoners should be 

avoided. The counsellor should communicate to colleagues and other professionals that 

once the door is closed or other signs are displayed, they do not wish to be disturbed.  

3. To promote their full involvement, facilitate honesty and to ensure that they participate 

out of genuine personal interest, prisoners should enter counselling voluntarily. The 

prisoner must give informed consent to entry into a counselling relationship. Consent may 

be written or verbal, but in circumstances where legal implications might arise, it is highly 

recommended that written consent is given. Prisoners must receive sufficient information 

and should be helped to attain an adequate understanding of the counselling process and 

its possible consequences.  

4. Confidentiality should be guaranteed. However, the legal parameters for consent (e.g. 

limitations) may differ between countries. While taking full account of such limitations, the 

content of conversations between the counsellor and the prisoners should not be disclosed 

without permission from the prisoner. Issues that should be highlighted to prisoners 

include: 

▪ Shared confidentiality, i.e. the possibility that staff can share confidential 

information. One prerequisite is that the sharing is restricted to where it is 

necessary for the prisoners’ interests and that there is a clear agreement between 

counsellor and prisoner on the persons with whom the information may be 

shared. The prisoner should be informed when such information has actually been 

shared. 
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▪ An appropriate space to safeguard privacy need to be chosen for all future 

communications between the prisoner and the counsellor.  

▪ The duration of storage and criteria for disposal of prisoner records must be in 

agreement with existing standards of confidentiality and country specific 

regulations. Details of this policy should be shared with the prisoner. 

5. Counsellors should demonstrate respect by, for example, thanking people for giving 

their time and sharing their personal information, or apologising for having bothered 

someone unintentionally, or by inviting somebody for a cup of coffee, etc. 

Being respectful includes enquiring if someone has the time and feels like talking. 

Generally, a counsellor will become aware if someone is in a hurry, feels restless, etc. If 

the counsellor intends to have a longer conversation, he/she should ask explicitly if 

someone has enough time.  

6. Counsellors should be non-judgemental, not asking "why" questions relating to 

behaviours or related justifications provided by the prisoner. Simply judging risk 

behaviour as for instance "reckless" will not change someone’s behaviour. The 

question "why" often communicates an absence of understanding of the reason "why". 

The question may therefore be experienced by the prisoner as judgemental or 

indicative of a lack of empathy.  

7. Counsellors should build rapport, using openness to facilitate honesty. The counsellor 

can achieve this by explaining him or herself, their own role, function interests and 

position in the system. A counsellor can establish credibility and a trusted relationship 

with a member of the target group(s) by: 

▪ Proving their intention is to assist improvement in the prisoner’s situation; 

▪ Always being honest (about who he/she is, and what he/she can and cannot offer); 

▪ Demonstrating care for the person he/she is talking to; and 

▪ Offering support in dealing with problems, being careful to offer only that which 

he/she can actually deliver. 

8. Counsellors should not patronise. They should be careful to avoid giving advice on 

personal issues, such as whether or not someone should take an HIV test, or how they 

should behave in a given situation ("If I were you I would ..."). Instead, a counsellor 

should offer relevant, comprehensive information, and discuss options available to the 

prisoner. Making one’s own decision is ultimately more effective than adopting 

someone else’s view. However, in impersonal or objective matters advice can be very 

useful ("In this case you will need legal representation. You can refer to ...;" "To request 

an HIV test, you first have to make an appointment"; etc.). The counsellor should always 

respect a prisoner’s ability to make decisions. The counsellor should not take 

responsibility for someone else’s problems but try instead to motivate and support 

them to solve their problems themselves. This enhances their sense of confidence and 

self-efficacy. 

9. Counselling should involve the use of open-ended questions (questions to which there 

are not just “yes” or “no” answers). Open-ended questions invite people to tell their 

story, to elaborate on issues they find important. The prisoner is encouraged to explain 
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and elaborate on the meaning of his/her answers, which can generate helpful 

information.  

10. It is important that empathy and compassion are shown towards the prisoner’s 

circumstances. Counsellors should show that they understand and care, and 

demonstrate interest by asking people how they are, how things are going, what has 

been happening since they last met. If the counsellor has not been able to locate 

someone for some time, they should ask their fellow prisoners where he/she is, what 

had happened to him/her. When his/her whereabouts are established, the counsellor 

should visit that person in their cell, the hospital wing, etc. 

11. Counsellors should avoid self-disclosure and the sharing of personal experiences that 

might interfere with the counselling session. It is important that the counsellor does not 

confuse counselling with psychotherapy: although careful listening and paying close 

attention are important, the counsellor has to avoid adopting the role of a therapist. 

Questions like ‘Tell me, how does it feel?’, ‘What does this mean to you?’ can raise 

feelings of aversion, especially when given as a response to a request for advice or help. 

Prisoners may have negative associations with therapy, or simply find questions about 

their personal feelings and values to be too intrusive.  

Most of the above rules are closely linked to the counsellor’s personality and attitudes 

towards the target group. Merely observing these rules while simulating empathy, 

interest or compassion is not enough; the counsellor has to genuinely care. It is not 

advisable that the counsellor uses slang or behavioural codes of the target group (such 

as a high-five or fist-pumping) unless he/she feels natural doing so. The counsellor has to 

develop his/her own personal style of behaviour.  

Regular feedback is necessary for a counsellor to understand the extent to which he/she 

has developed a personal style of working. This can be done via supervision provided by 

a colleague or - preferably - an external specialist. As supervision is not based on direct 

observation of someone operating within a counselling session, immediate feedback is 

not possible. 

12. Counselling involves the use of listening skills. The counsellor should listen attentively to 

the prisoner’s needs. Listening is a process of “understanding” the prisoner’s situation, 

background, feelings and needs. The counsellor should maintain eye contact but be 

mindful that at times direct and continuous eye contact can make people feel 

uncomfortable, and in some cases sustained eye contact is culturally inappropriate. 

Listening involves the counsellor resisting the temptation to talk too much and avoiding 

the imposition of his or her interpretation of what the prisoner is saying. The counsellor 

should only employ Interpretation to ensure that he or she has understood all that the 

prisoner is endeavouring to communicate as a means of verification see 16 below). 

13. The counsellor should take note of verbal and non-verbal communication (body 

language, tone of voice and eye contact), paying attention to the emotion conveyed. 

Attentiveness can give a counsellor added insight into the state a prisoner is in, and why 

he/she behaves in a certain way. 
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14. The counsellor should adapt his/her style of communication when needed, use plain 

language, and be authentic. The counsellor should also be attentive to the prisoner and 

his/her communication style. 

15. Counsellors should use the local language (or interpreter if required). Speech content 

and vocabulary should be appropriate, readily understood and accepted. It is important 

for the counsellor to know or learn the slang, the sub-cultural code of a target group. 

16. Counselling involves the use of reflection technique as a response to prisoners’ 

thoughts and feelings. Reflection is the echoing back to the prisoner of some significant 

thing that he or she has just communicated. Reflection is a verbal response to the 

prisoner’s thoughts, emotions and feelings. Reflection can also help people to feel 

understood.  

It is preferable for the counsellor to stick with the "here and now": what does the 

prisoner feel or think now, what do events as emotions mean to them now? This is 

generally more relevant to a prisoner’s issues at hand than a discussion of the past. 

Assisting the prisoner via the use of reflection techniques might be the ultimate goal of 

counselling in prisons. These techniques should be employed for the practical purpose 

of enhancing understanding, rather than for any deeper therapeutic work. 

17. In using reflection, a counsellor may rephrase or simplify what the prisoner has said. 

This use of paraphrasing, followed by a question to the prisoner if the rephrasing is an 

accurate summation of what he/she has intended to communicate, assists full 

understanding. The use of paraphrase or verbatim reflection can encourage people to 

share more and avoids repetitive patterns of questions and answers.  

18. Counsellors may use interpretation to provide new meaning, reason, or explanation for 

behaviour, thoughts or feelings. The interpretation is offered to the prisoner to see if it 

has validity. If so, the interpretation may be of use to the prisoner, as a means to focus 

on a specific aspect of a problem.  

19. Interpretation should be short, concrete and offered with empathy, to avoid any 

overruling of the prisoner’s perception. 

20. Summarising (rephrasing) is a useful method for linking elements of a counselling 

session together, and for reviewing progress. Summaries can be made both during and 

at the end of a session. 

21. All information provided should be correct, consistent, complete and unbiased, 

facilitating a well-informed, balanced decision. Informing people involves listening as 

well as speaking. When asking a personal question, the counsellor should state clearly 

that the person does not have to answer. The counsellor should also emphasise that no 

offence is intended in asking the question, explaining the reason for asking it, e.g. to 

gain an understanding of what information that person might require. The need for 

additional information can be identified via a formal assessment, which should be 

designed to establish levels of: 

• Knowledge (what people know about routes of transmission of HIV/AIDS, hepatitis, 

exposure to GBV, etc.). 



Managing Mental Health Issues in Prisons Page |  269 
 
 

• Attitude (e.g. how people view condom use). 

• Risk behaviour of target group members. 

22.  The counsellor should respect the prisoner’s rights and dignity as well as his/her mental 

and psychological state. This involves the counsellor acting sensitively in organising 

psycho-social support, always keeping in mind the prisoner’s views, needs and 

resources. 

23. Counsellors should integrate and utilise external and internal support systems. People 

delivering psycho-social support need to retain an overview of the available support 

services inside and outside prisons to meet prisoners’ needs for ongoing support. It is 

essential that those responsible for providing psycho-social support collaborate 

confidentially, consistently and transparently with other service providers. 

24. Counsellors must endeavour to mitigate immediate and long-term risks of incarceration, 

paying attention to possible suicidal thoughts and making an urgent referral in 

circumstances where these are expressed or suspected. As stated earlier, imprisonment 

is associated with a higher rate of suicides than in the community. This risk is particularly 

high during the first month of custody, but it remains a danger to prisoners throughout 

their incarceration. Symptoms are often not visible at once: hopelessness and the desire 

not to carry on living might be a creeping process. The risks and negative impact of 

incarceration need therefore to be addressed properly. The prison should have a policy 

for the management of suicide risk. At the very least this should involve frequent 

observation of the prisoner. The PHQ-9 depression assessment tool can be utilised for 

screening purposes, but the counsellor should ask the prisoner directly if he or she has 

ever attempted suicide in the past and whether or not they have had any recent 

thoughts of taking their own life. Prison staff needs to be trained on suicide prevention, 

and this training should include awareness of the high suicide risks during incarceration 

and knowledge of the prison’s suicide prevention policy. 

 

10.2 Counselling Procedure: 

 

1. The prisoner should be welcomed to the session by, for example, thanking him/her for 

making time for a talk and being prepared to share information, or by inviting somebody for 

a cup of coffee, etc. When a prisoner takes the first step and approaches a counsellor, they 

have already overcome certain barriers; this deserves to be acknowledged. 

2. In order to be transparent, the counsellor should introduce him/herself to the prisoner and 

allow that person to do the same. Introduction should include: 

• Explaining the counsellor’s task or aim. 

• Stating the organisation/group the counsellor works for (leaving a business card if 

desired). 

• Outlining the organisation/group’s values. 

• Explaining what the counsellor can do for the target group, and where the limits lie. 
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3. At the start of the counselling an agreement must be made on the preferred language to be 

used. The counsellor should make sure that the prisoner understands certain key concepts 

(e.g. ‘psycho-social’, informed consent etc.). 

4. To establish rapport, the counsellor should initiate a brief social talk (e.g. about sport, prison 

life and news, etc.). This chat creates a basis for further talk about more serious issues and 

will often develop into a more personal conversation. 

5. The counsellor should explain their role. This allows the prisoner to locate the counsellor’s 

position within the prison system, understand the boundaries for the assistance being 

offered, and form some appreciation of the experience and skills the counsellor has 

acquired.  

6. The counsellor should take the earliest opportunity to explain confidentiality and its 

limitations within the prison setting. Confidentiality is crucial to the counselling process. It is 

the basis for talking securely about personal issues such as risk behaviour, illegal activities 

and other private affairs. Professional counsellors must therefore make explicit their 

commitment to confidentiality. They should also explain clearly the implications of 

disclosure by the prisoner of sensitive information about self or others. 

7. To help the prisoner form a realistic expectation of the nature and extent of support 

available, the counsellor should set out the objectives and limitations of the counselling 

session. The session should have a clear structure, beginning with the explanation of 

objectives and limitations, and concluding with a summary of content and results, followed 

by agreement on next steps to be taken. This approach enables both the prisoner and the 

counsellor to adequately address the issues to be tackled.  

8. The counsellor should state how long the session/s will take and indicate when the 

concluding minutes have been reached. A clear time frame assists appreciation that the 

counselling sessions are, of necessity, limited in duration and finite in number. 

9. Notes can be taken to formalise agreements, record important points and describe results. 

Where the counselling method involves note-taking, the counselling service should develop 

a policy for written records. This policy should be explained to the prisoner. To prevent a 

breach of confidentiality, all notes need to be stored securely in date order. Where they are 

no longer needed by the counselling service and by prisoner/client, notes are to be 

destroyed, or deleted if held electronically, in accordance with the above-mentioned policy 

for written records. The prisoner is entitled to see these notes. 

10. The counsellor should explore why a prisoner has chosen to come to the counselling session 

or discuss the reasons why he or she has been invited to attend. 

11. Together with the prisoner, the counsellor should explore all the available optional actions 

that the prisoner might take in response to the problem they have decided to discuss. 

Counselling and support is a participatory process that relies on the resources of the 

prisoner and the input of the counsellor. Potential decisions need to be explored, and 

among them it is likely that the best option will be identified. The counsellor should never 

direct the client, but merely assist him/her to make a personal informed decision.  

12. To facilitate objective decision-making, the counsellor needs to offer factually correct 

information. The role of the counsellor is to enable the identification and discussion of the 
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pros and cons of each potential decision. This gives the prisoner an overview of a spectrum 

of possibilities for action. 

The prisoner should be encouraged to make his or her own decision, keeping in mind 

limitations that the prison setting imposes. The counsellor might offer his/her experience in 

coping with a similar problem. However, after every option has been discussed, it is 

important the prisoner is sufficiently informed to make his/her own completely 

independent decision.  

13. At the end of the session the counsellor will summarise comprehensibly the issues that have 

been discussed, the decisions made, and the actions decided. A plan of action might include 

a further counselling session to assess the result of steps being taken and to determine if 

any additional support or adjustments to the plan are required. 

14. The counsellor should refer a prisoner for medical or psychiatric evaluation if he/she 

demonstrates signs or symptoms of physical or psychiatric illness. 

15. The counsellor should prepare the person being counselled for the conclusion of the session 

and if needed, make a next appointment. 

16. The counsellor should keep within the allocated time frame of the session. This is likely to 

help the prisoner concentrate on the key issues. 
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11 ANNEXURE 2 
 
Annexure 1: WHO mental health assessment tool* 

 

 

A1. The next questions are about how you have been feeling during the last two weeks. 

About how often during the last two weeks did you feel so afraid that nothing could calm 

you down — would you say all of the time, most of the time, some of the time, a little of 

the time, or none of the time?  

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 

A2. About how often during the last two weeks did you feel so angry that you felt out of 

control — Would you say all of the time, most of the time, some of the time, a little of the 

time, or none of the time?  

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 

A3. During the last two weeks, about how often did you feel so uninterested in things that 

you used to like, that you did not want to do anything at all? (IF NEC: all of the time, most 

of the time, some of the time, a little of the time, or none of the time?) 

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 

Part A - Questions to and about the respondent. It is assumed that essential information 

about the person (for example, sex, age and so on) is established earlier in the interview. 

(*See below for How to Use Tool)  
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A4. During the last two weeks, about how often did you feel so hopeless that you did not 

want to carry on living? (IF NEC: all of the time, most of the time, some of the time, a little 

of the time, or none of the time?) 

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 

A5. You may have experienced one or more events that have been intensely upsetting to 

you, such as a recent emergency/disaster/war. During the last two weeks, about how 

often did you feel so severely upset about an emergency/disaster/war or another event in 

your life, that you tried to avoid places, people, conversations or activities that reminded 

you of such event? (IF NEC: all of the time, most of the time, some of the time, a little of 

the time, or none of the time?) 

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 

A6. The next question is about how these feelings of fear, anger, fatigue, disinterest, 

hopelessness or upset may have affected you during the last two weeks. During the last 

two weeks, about how often were you unable to carry out essential activities for daily 

living because of these feelings? (IF NEC: all of the time, most of the time, some of the 

time, a little of the time, or none of the time?) 

1.  All of the time 

2.  Most of the time  

3.  Some of the time 

4.  A little of the time 

5.  None of the time 

6.  (IF VOL) Don’t know 

7.  (IF VOL) Refused 
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HOW TO USE TOOL: ’IF NEC’ means ’if necessary’. You should PROMPT the respondent with 

the response categories, using the truncated wording when specified, until the respondent 

has learned them well enough to respond without prompting. ’IF VOL’ means ’if 

volunteered’. You should NOT read these responses out. If the respondent volunteers one of 

the specified responses, you should record it without additional probing.  

ANALYSIS and REPORTING: As mentioned above, the questions in this tool assess the 

existence of symptoms of mental distress and functional impairment. Accordingly, you 

should report on symptoms and NOT levels of disorders. The easiest way to do this is by 

reporting percentages of people who responded above a pre-specified threshold on each of 

the questions. All people that answer ‘some of the time’, ‘most of the time’, and ‘all of the 

time’ may be grouped into a ‘positive (1)’ category and other responses as a ‘negative (0)’ 

category: 

The resulting report would state that: 

•     1: X% of respondents felt so afraid that nothing could calm them down most or all of 

the time in the last 2 weeks; 

•     2: X% of respondents felt so angry that they felt out of control most or all of the time in 

the last 2 weeks; 

•     3: X% of respondents felt so uninterested in things that they used to like that they did 

not want to do anything at all most or all of the time in the last 2 weeks; 

•     4: X% of respondents felt so hopeless that they did not want to carry on living most or 

all of the time in the last 2 weeks; 

•     5:X% of respondents felt so severely upset about the emergency/disaster/war or 

another event in their life, that they tried to avoid places, people, conversations or 

activities that reminded them of such event most or all of the time in the last 2 weeks; 

•     6: X% of respondents felt unable to carry out essential activities for daily living because 

of feelings of fear, anger, fatigue, disinterest, hopelessness or upset most or all of the 

time in the last 2 weeks. 

 
1World Health Organization & United Nations High Commissioner for Refugees. Assessing 

Mental Health and Psychosocial Needs and Resources: Toolkit for Humanitarian Settings. 

Geneva: WHO, 2012. (p 40). 
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