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Abstract: The purpose of this article is to provide a theoretical overview
of characteristics of successful HIV harm reduction programs that target
behavior, and a description of an existing program, AIDS Counseling and
Education (ACE) at Bedford Hills Correctional Facility, New York, that
promotes HIV harm reduction among incarcerated women through peer
education. Successful harm reduction programs are: grounded in theory
and past research, tailored for the target group, designed for evaluation,
and supported with sufficient resources. Inmate-initiated and facilitated,
ACE exemplifies many of these tenets. In addition to providing
knowledge about HIV and harm reduction strategies, ACE empowers
incarcerated women by cultivating skills critical for utilizing this
information to protect themselves from HIV or to care for their illness.
Formal evaluation of programs such as ACE would enable its replication,
and contribute to the development of theories on which to ground future
harm reduction programs for incarcerated women.
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Introduction

This article combines a theoretical overview of critical
components of successful HIV harm reduction programs that target
behavior with a description of an existing program, AIDS
Counseling and Education (ACE) at Bedford Hills Correctional
Facility, New York, that rigorously and creatively promotes HIV
harm reduction among incarcerated women through peer education.

Designing Successful Behavioral HIV Harm Reduction
Programs for Incarcerated Women

To design harm reduction programs for women in prison, it is
helpful first to identify characteristics of successful harm reduction
programs in general, as well as programs that have proven
successful for women. Successful harm reduction programs are:
grounded in theory and past research, tailored for the target group,
designed for evaluation, and supported with sufficient resources
(Holtgrave et al., 1995).

Past research on behavioral prevention of HIV has identified a
range of conditions that are conducive to reducing one’s risk for
contracting HIV: one’s intention to engage in safer behavior, a
belief that any barriers to practicing the behavior are surmountable,
having the skills needed to engage in the behavior, a belief that the
benefits outweigh the drawbacks, having peers who encourage the
behavior, the behavior’s consistency with one’s self-image, positive
reinforcement, and a belief that one is able to perform the behavior
(National Commission on AIDS, 1993). Most early behavioral
research used theories, such as the health belief model (Janz &
Becker, 1984; Rosenstock, Strecher & Becker, 1988) and the theory
of reasoned action (Ajzen & Fishbein, 1980; Fishbein & Ajzen,
1975), that assume that behavior is the manifestation of individual
intention. More recently, the applicability of early theories and
research for women has been questioned because much of the
research studied only gay men, and individualistic assumptions are
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less true for women, who grow up learning to be oriented toward
others.

Tailoring a program for the intended participants, then, calls
for a theory that is relevant for women. Social psychological
m?dels have proven particularly useful for women (Wingood &
DiClemente, 1996), and have led to the inclusion of several
elements that are especially effective for women: training in
technical skills necessary for condom application, training in
relational skills for sexual communication and negotiation, and
developing social support for safer behavior. The newer theory of
gender and power (Wingood & DiClemente, 1995), and the
interpersonal model of heterosexual risk (Morrill & Ickovics, in
press) are being developed now as frameworks for looking at
women’s HIV risk behavior in the context of their life situations.
These developments provide additional rationale for tailoring
program content for women by explicitly taking into account and
emphasizing gender-related influences - for example, the particular
stressors that women face, gender-based power imbalance within
relationships, and women’s need for greater sexual autonomy and
assertiveness.

Programs for incarcerated women, in particular, need to
recognize the realities of the women'’s lives. Most have struggled
under conditions that put basic physical, sexual, and mental health
in jeopardy, and increase their exposure to HIV. Viadro and Earp
(1991) found that 44 percent of incarcerated women were concerned
about having been exposed to HIV. Many women in prison are
battling addictions that have led them to crime, and simultaneously
exposed them to multiple risks. A woman who injects drugs may
be at risk from sharing equipment. If her intimate partner injects
drugs, she will be at risk if they engage in unprotected intercourse.
Addiction also may lead a woman to exchange sex for drugs,
money, shelter, or food. Moreover, many incarcerated women
have experienced violent victimization; in particular, sexual abuse
during childhood. Rates of childhood sexual abuse in the general
population have been estimated at 24 percent. A study of women
in prison found that 58 percent had experienced sexual abuse
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(including rape as an adult) (Zierler et al., 1991). Abuse by an
intimate partner also may be especially prevalent. El-Bassel and
colleagues (1996) found that 31 percent of women in a New York
City jail had been abused by their spouse or sexual partner. Not
only do conditions such as addiction and abuse increase women’s
risk, but also, when combined with the socioeconomic and gender
discrimination that sustain them, they operate to limit women's
ability to protect themselves from HIV.

The harm reduction approach is particularly apposite for
incarcerated women. In the past, HIV prevention and education
efforts have sought to eliminate altogether HIV risk behaviors such
as unprotected sexual intercourse and injection drug use. By
comparison, the harm reduction approach recognizes that
individuals operate under unique life circumstances that may limit
the choices available to them. Consequently, harm reduction
strategies can encompass a broad spectrum of options for reducing
the likelihood of transmission of HIV. They may include, for
instance: drug treatment programs; development of safer sex
negotiation skills; physical and sexual abuse recovery workshops;
distribution of condoms, bleach kits and clean syringes; vaccine and
microbicide development; and peer-led HIV education (Jurgens,
1996). Harm reduction does not condone or encourage high-risk
behaviors, but rather, by recognizing the context in which HIV risk
exposure occurs, offers realistic approaches to reducing the risk of
HIV transmission.

A third level of tailoring is to involve members of the intended
participants. Inmate involvement in planning can be accomplished
in varying degrees by conducting focus groups, having intended
participants serve on an advisory board, pilot testing the
intervention, and eliciting feedback from participants. Interventions
with groups of women have proven more successful than individual
counseling (Ickovics & Yoshikawa, 1998). Using peer leadership
is another excellent way to tailor a program for women - especially
for incarcerated women, since they are likely to lack sufficient
social support (El-Bassel et al., 1995). Peer leadership offers a
number of important advantages: the leaders will have greater
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credibility for the participants; their language will be more easily
understood; and peer leaders can serve as role models, and thus,
perhaps help to dispel the myth that most women engage in high-
risk behavior (Raj, Mukherjee, & Leviton, 1997).

Fourth, a program that is tailored for the participants will have
a curriculum that is "culturally competent.” This means that the
content and format must be sensitive to the participants’ age,
ethnicity, and education, and it must be linguistically specific
(Holtgrave et al., 1995). It is important also that programs for
incarcerated women acknowledge the likelihood that participants
may have female sex partners. Viadro and Earp (1991) found that
81 percent wanted to know about risks of homosexual activity.

Often overlooked is the value of designing a program so that it
may be evaluated. Developing a design with evaluation in mind
will improve a program even when there may be no current plan or
funding for evaluation. In order to evaluate a program, it is
essential to define clearly the target group (e.g., people living with
HIV, drug injectors, sex workers, heterosexuals), the objectives and
how they will be measured, and the content of the program. Next,
the program needs to be documented; for example, by developing
and updating a written curriculum and manual, not only for the
program itself, but also for training the facilitators. The progress
of the program should be monitored to ensure that it is following
the plan, to maintain quality, and to make mid-course corrections.
The most successful programs reviewed by Wingood and
DiClemente (1996) were evaluated using a randomized controlled
design. Although randomization may not be feasible or acceptable
in this context, other methods are possible; for instance, making
before-and-after comparisons to measure individual change.

Finally, even the best designed program can fail unless
sufficient resources are allocated - not only financial resources, but
also human resources, materials, and time. Successful interventions
involved three or more sessions (Ehrhardt, Exner, & Seal, 1995),
and were eight to ten hours in duration (Wingood & DiClemente,
1996). Certain facets of the prison setting pose special challenges
in the design of harm reduction programs. Participants will be
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