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Executive Summary

A history of high-risk behavior is common among individuals entering the Oregon prison system. Many contracted communicable diseases prior to incarceration from their high-risk activities in the community; diseases can spread in the prison system even though the incidence of these behaviors is low among DOC inmates. The spread of hepatitis and HIV in the prison system are evidence that some high-risk behaviors continue following incarceration. Since 95 percent of inmates are eventually released, the spread of disease while incarcerated can adversely impact the prevalence of disease in the communities.

This research reveals that a limited number of inmates are engaged in high-risk behaviors; limiting these behaviors decreases the potential that these communicable diseases will be transmitted among DOC inmates.

This research is intended to

· Estimate the incidence of high-risk inmate behaviors.

· Estimate the incidence of sexual assaults in DOC institutions.

High-risk behaviors include:

· Receiving a tattoo

· Giving a tattoo

· Receiving a body piercing

· Using IV drugs

· Being involved with sexual activity

· Consensual and non-consensual

Number of inmates sampled: 236 males and 97 females.

· Response rate was excellent (~95 percent for those arriving for the survey).

Estimates of high-risk behaviors in Oregon prisons based on extrapolating data to the male and female prison populations

Male inmates:
· ~800 inmates receive tattoos

· ~300 inmates provide tattoos

· 350-400 inmates had a body piercing

· ~250 inmates use IV drugs

· 400-550 inmates were sexually involved

· of these ~ 150 were non-consensual

Most activities occur in the medium/maximum prisons:

· At least 75 percent of the tattooing

· ~70 percent of body piercing

· 80-85 percent of the IV drug use

· ~95 percent of the sexual activity

Female Inmates:
· ~35 inmates receive tattoos

· 5-30 inmates receive body piercing

· 10 or fewer inmates use IV drugs

· 50-70 inmates are sexually involved

· Virtually all female sexual activity is consensual

Most high-risk inmate behaviors occur in the medium/maximum facilities; inmates report sexual activity is less pervasive in the minimum-custody facilities.

Gender Comparisons:
· Tattooing tends to be more prevalent with the male inmate population (7.3 percent vs. 4.1 percent).

· IV drug use tends to be more prevalent with the male population (2.5 percent vs. 1.1 percent).

· Body piercing is equally prevalent with male and female inmates (~3.25 percent).

· Sexual activity tends to be more common with the female population (6.2 percent vs. 4.7 percent).

· Approximately one-quarter of the male sexual activity is considered non-consensual; virtually all female inmate sexual activity is considered consensual.

Inmate Statements and Suggestions:

· Eliminating high-risk inmate behaviors would be very difficult or impossible.

· Allow tattooing in the institutions; use sterile needles, have a formal inmate payment process for tattoos, and have inmates/community professionals provide the tattoos.

· Have non-DOC personnel provide inmate education programs on hepatitis and HIV.

· Sell condoms in the canteen.

· Conjugal visits.

Federal Legislation

· The “Prison Rape Elimination Act of 2003” estimates that 13 percent of inmates in U.S. prisons have been sexually assaulted while incarcerated; in Oregon, the upper estimate approximates 1.6 percent.

Recommendations

· Allow inmates to request and receive treatment for sexual assault without reporting the crime or identifying the perpetrator.

· Consolidate policies and procedures into a single document that addresses sexual assault. A single group of procedures will encourage more consistency among prisons.

· Request the Health Department’s participation in educating inmates about high-risk behaviors and disease.

· Consult with the state health officer about strategies to minimize high-risk behaviors and reduce the transmission of disease from prison to community.

Introduction


Individuals engaged in high-risk behaviors are more likely to have hepatitis or HIV than those who do not engage in high-risk behaviors or those who use precautions. If incarcerated, these same individuals do not have access to sterilized needles and condoms, yet are likely to continue high-risk behaviors while behind bars. Furthermore they are not likely to use adequate precautions after returning to their communities. Therefore, minimizing behaviors that spread contagious disease within Oregon’s prison system most likely provides long-term benefits to communities and Oregon taxpayers. 

DOC disciplines inmates involved with any high-risk behaviors and actively monitors drug usage through random and for-cause urinanalysis testing. Additionally, the department uses other strategies to control high-risk behaviors including actively searching for contraband, active perimeter control, visiting and mail monitoring, and drug detection dogs. Because of these efforts, the incidence of high-risk behaviors is considerably lower for people while incarcerated than during the period prior to incarceration. 

Most prisoners will eventually return to their communities. In Oregon about half of the prison population will be released within 24 months, and approximately 95 percent will eventually be released. If diseases are transmitted among prisoners through high-risk behaviors, reducing these behaviors would help limit the spread of disease in prison and the communities upon release.  

The Oregon Department of Corrections (DOC) conducted a study within the prison system to determine the incidence of high-risk behaviors known to contribute to the spread of hepatitis and HIV. Both hepatitis and HIV are incurable but treatable. The pharmaceutical cost for treatment is expensive; treating hepatitis or HIV approximates $100,000 per inmate per year. At the time of the study, Oregon’s prison system had approximately 12,000 inmates; it is estimated that 20-30 percent have hepatitis and .37 percent have HIV (US Department of Justice; Bureau of Justice). The potential financial impact of treating approximately 3,000 inmates with hepatitis or HIV is estimated to be $300 million per year.  

Recent federal legislation (SB1435), known as the “Prison Rape Elimination Act of 2003,” calls for the development and implementation of national standards that detect, prevent, and reduce the incidence of rape in prison. The legislation also “standardizes definitions and increases the accountability of prison officials,” and punishes perpetrators of rape in prison.  The message is clear: DOC should determine the prevalence of sexual assaults in DOC prisons, develop a standard policy to address sexual assault victims' issues, and implement measures to reduce the likelihood of rape in prison.   

The pervasiveness of high-risk inmate behaviors should be a key consideration in developing policy, procedures and appropriate preventative activities.  The department has policies and procedures in place to detect, control and sanction inmates engaged in high- risk behaviors that spread hepatitis and HIV. For instance, DOC catalogs inmates' tattoos and body piercings; inmates who provide or receive tattoos and/or body piercings are discovered and disciplined. Similarly, predatory inmates are separated from others as are inmates who might be easy prey. If a rape is suspected, the prison conducts an investigation and disciplines those found guilty through DOC's administrative hearings process. Additionally, if a criminal act is suspected, the Oregon State Police become involved. Different policies and procedures may be necessary to satisfy the requirements of federal legislation pertaining to rape in prison. 

The federal legislation and efforts by DOC to estimate the prevalence of high-risk inmate behaviors will provide information for administrators and will encourage policy discussions that eventually may lead to actions that minimize the transmission of contagious diseases in prison, and reduce the likelihood of rape in prison.  
Methodology

This research is intended to:

i) Estimate the incidence of high-risk inmate behaviors.

ii) Estimate the incidence of rape in DOC prisons.

Estimating the incidence of high-risk inmate behaviors may lead to more accurate predictions about the spread of hepatitis and HIV within DOC prisons. High-risk inmate behaviors include tattooing, body piercing, IV drug use, and sexual activity. 

Inmates surveyed were randomly sampled from each participating DOC prison (all except South Fork Forest Camp ). Thirty inmates were selected from the larger male institutions, (i.e. Eastern Oregon, Snake River, Two Rivers, Oregon State Correctional Institution, and Oregon State Penitentiary). Twenty male inmates were selected from the smaller prisons (Santiam, Mill Creek, Columbia River, Shutter Creek, and Powder River). 

Female inmates are all housed in one DOC facility. Approximately 60 female inmates were randomly sampled from both the minimum and medium/maximum populations. 

Researchers developed a one-page questionnaire to estimate the incidence of each high-risk inmate behavior. The questionnaire included two sets of questions. The first set asked the randomly selected inmates about their involvement with high-risk behaviors (i.e. tattooing, body piercing, IV drug use and sexual activity).  The questions were designed to differentiate between those providing tattoos and those receiving tattoos; they also differentiated those involved with consensual sex and those involved with non-consensual sex. Inmates were instructed to restrict their responses to reflect high-risk behaviors they engaged in over the last year. The second set of questions asked the same inmate about the proportion of inmates in his/her housing unit(s) who were engaged in any of these high-risk behaviors. The second set of questions did not differentiate those giving tattoos and those receiving tattoos. 

Potential response rates to the survey concerned researchers. To maximize the response rate, a non-DOC contractor administered the survey, and questionnaires were considered anonymous and confidential. Additionally, the researchers promised inmates that data would not be broken out by prison. Inmates were consulted during development of the questionnaire and asked about the methods proposed to administer the survey. These inmates suggested that incentives such as coffee and doughnuts would improve the response rate. 

In each prison the entire random sample of inmates was gathered in a room, provided refreshments, and offered the choice of participating or not participating. Those opting to participate were called individually into another room, provided more detail, and allowed to complete the survey without distraction. Upon completion of the questionnaire, the inmate was taken to a different room and offered additional refreshments. This methodology produced an extremely high response rate and minimized the effects of selection bias. After all inmates had completed the questionnaire, there were discussions between the non-DOC contractor and the inmates. They discussed the issues and potential solutions for reducing the transmission of disease within the prison. 

Another concern of the researchers was contamination between those who had completed the survey and those awaiting their turn. The incentives and use of three rooms resolved these concerns.  An additional factor the researchers had to consider involved inmates in different prisons. If inmates who had completed the survey contacted inmates on the sample list from a different prison, some inmates may not have participated or the validity of the survey may have been compromised. Completing the entire survey process within two weeks alleviated this concern. A supplemental sample was necessary at Santiam Correctional Institution because many selected inmates were transferred to other prisons in the seven days between sample selection and administration of the survey. 

For each prison, profiles were generated for both sets of questions. Each prison estimate was “weighted” to acknowledge the inmate population differences in the number of inmates at each prison. The weighted analyses were generated separately for male and female inmates in minimum and medium/maximum facilities. The institutional weights enable researchers to provide statewide estimates.

In response to the federal legislation, the department asked each prison to forward their procedures for handling incidents of rape or sexual assault to DOC’s central office. The responses were summarized. A consistent set of policies and procedures should be established to satisfy the requirements of the federal legislation. The addendum to this report contains the summary of the prisons’ responses and recommendations to meet the federal guidelines. 
Results
The total number of male respondents was 236; this includes 106 minimum custody respondents and 130 medium/maximum respondents. The total number of female respondents was 97; this includes 55 minimum custody inmates and 42 medium/maximum custody inmates.  

Male Inmates 

Either 20 or 30 inmates were requested to participate in each male prison. Not all were available. Some sampled inmates had transferred to another facility, some were in segregation, and some did not respond to the “call out.” For those who were available, nearly all participated in the survey. The response rate was more than 95 percent. 

Table 1 provides estimates based on the first set of questions, those addressing the respondent’s personal behavior in the last year. High-risk inmate behaviors - tattooing, body piercing, IV drug use and sexual activity – tend to be more prevalent in the medium/maximum prisons than in the minimum prisons.  Differences between prisons of different custody levels are statistically significant for consensual sexual activity (P=.05) and providing tattoos (P=.10).  Nearly twice the percentage of medium/maximum custody inmates reported receiving a tattoo during the past year (4.4 percent versus 7.8 percent). 

Extrapolating the data to the total male prison population, approximately 800 inmates (plus or minus 100) are estimated to receive a tattoo each year.  Approximately 300 inmates provided tattoos (plus or minus 50), approximately 350-400 had a body piercing, approximately 250 have used IV drugs, and 400-550 were sexually involved; about 75 percent of the sexual activity is considered consensual. This implies that 125-175 inmates are sexually assaulted annually. With the exception of receiving a tattoo and body piercing, the vast majority of high-risk activity occurs in medium/maximum facilities.

	TABLE 1.  Proportion of Males Engaged in High-Risk Behaviors


	Estimates derived from personal experience.

	
	
	Custody Level

	
	Behavior
	Min
	
	Med/Max
	Overall

	
	Received Tattoo
	4.425 %
	
	7.799 %
	7.294 %

	
	Gave Tattoo
	0.846
	*
	3.279
	2.915

	
	Body Piercing
	2.671
	
	3.361
	3.258

	
	IV Drugs
	0.846
	
	2.765
	2.478

	
	Sexual activity
	0.000
	***
	5.577
	4.742

	
	  Non-consensual
	0.000
	
	1.687
	1.435

	
	  Consensual
	0.000
	**
	3.889
	3.307


Note: * P=.10, ** P=.05, *** P=.01

	TABLE 2.  Proportion of Males Engaged in High-Risk Behaviors


	Estimates consider other inmates living in their same housing unit.

	
	
	Custody Level

	
	Behavior
	Min
	
	Med/Max
	Overall

	
	Received Tattoo
	0.298 %
	**
	5.361 %
	4.603 %

	
	Gave Tattoo
	0.135
	*
	3.279
	2.915

	
	Body Piercing
	0.135
	**
	3.369
	2.885

	
	IV Drugs
	1.008
	
	2.219
	2.038

	
	Sexual activity
	0.408
	**
	5.319
	4.584

	
	  Non-consensual
	0.000
	
	0.780
	0.663

	
	
	
	
	
	


Note: * P=.10, ** P=.05, *** P=.01

Most estimates derived from personal involvement exceed the same estimates derived from inmates living in the respondent’s housing unit. Interestingly, this implies that individuals engaged in high-risk behaviors often believe few, if any, other inmates are involved in the same activity. The difference between personal and housing unit estimates could suggest a covert shroud masks these activities. Inmates receiving a tattoo, or involved in non-consensual sexual activity, do not advertise their activities, thus reducing the risk of being discovered by staff or other inmates. 

Body piercing, IV drug usage, and consensual sexual activity generate similar estimates with both personal and housing unit measures. The agreement between individual and housing unit estimates might suggest these activities are known among the inmate population.  Most body piercing occurs in the medium/maximum facilities (at least 69 percent), most IV drug use occurs in the medium/maximum facilities (80-85 percent), and most consensual sexual activity occurs in the medium/maximum facilities (95 percent).

This study attempts to differentiate between consensual and non-consensual sexual activity. The estimates derived from both personal and the housing units suggest a similar level of sexual activity, however, the proportion of sexual activity attributable to consensual and non-consensual sexual activity differs between the two estimates.  Non-consensual sexual activity is more pervasive with the individual inmate estimates. Although the differences could be attributable to statistical error, other reasons could contribute to this difference.  The reason for some sexual activity in the prison could have multiple interpretations. Those perpetuating the sexual assault may believe the sexual activity is consensual. The perpetrator often provides protection, is owed a debt, or can influence the victim.   

Female Inmates
High-risk behaviors for male inmates are more prevalent in the medium/maximum facilities than in the minimum facilities (Tables 3 and 4). The same pattern exists for female inmates when evaluating estimates derived from their personal experiences. Both receiving a tattoo and consensual sexual activity are more prevalent in medium/maximum facilities than minimum custody facilities. Only IV drug use is estimated to be more prevalent with minimum custody female inmates; the difference (1.9 percent versus 0.00) is not statistically significant. 

Estimates derived from the housing units are considerably lower with one exception. Female inmate sexual activity is estimated between 7-10 percent; other high-risk behaviors are estimated by the inmates to be 2 percent or less for minimum and medium/maximum facilities. 

Extrapolating the data to all female inmates, the number of female inmates estimated to receive tattoos is less than 35. The total number involved with body piercing ranges between 5 and 30, and the number involved with IV drug usage is less than 10. Females involved with sexual activity are estimated to range from 50-70; virtually all female sexual activity is considered consensual.

There are 800-850 female inmates in Oregon’s prison system; slightly more than half are considered minimum custody. The small sample size (N<50) limits the researcher’s ability to detect statistical significance. 

There were no statistical differences between estimates derived from personal experience (Table 3) versus those derived from housing units (table 4). Estimates derived from an inmate’s personal experience tend to be higher than estimates involving the housing unit. Female inmates involved with high-risk behaviors tend to believe very few others are involved. A similar situation was apparent with male inmates although the differences were proportionally smaller.

	TABLE 3.  Proportion of Females Engaged in High-Risk Behaviors

	Estimates derived from personal experience.

	
	
	Custody Level

	
	Behavior
	Min
	
	Med/Max
	Overall

	
	Received Tattoo
	0.000 %
	**
	9.500 %
	4.085 %

	
	Gave Tattoo
	0.000
	
	4.800
	2.064

	
	Body Piercing
	1.900
	
	4.800
	3.147

	
	IV Drugs
	1.900
	
	0.000
	1.083

	
	Sexual activity
	1.900
	*
	11.900
	6.200

	
	  Non-consensual
	0.000
	
	0.000
	0.000

	
	  Consensual
	1.900
	*
	11.900
	6.200


Note: * P=.10, ** P=.05, *** P=.01

	TABLE 4.  Proportion of Females Engaged in High-Risk Behaviors

	Estimates consider other inmates living in their same housing unit.

	
	
	Custody Level

	
	Behavior
	Min
	
	Med/Max
	Overall

	
	Received Tattoo
	2.000 %
	
	1.300 %
	1.699 %

	
	Gave Tattoo
	0.000
	
	4.800
	2.064

	
	Body Piercing
	1.000
	
	0.300
	0.699

	
	IV Drugs
	0.400
	
	0.200
	0.314

	
	Sexual activity
	7.300
	
	9.800
	8.375

	
	  Non-consensual
	0.000
	
	0.300
	0.000

	
	  Consensual
	7.300
	
	9.800
	8.375


Note: * P=.10, ** P=.05, *** P=.01

Discussion

Many inmates were engaged in high-risk behaviors prior to being incarcerated. These high-risk behaviors increase the likelihood of contracting contagious diseases and infecting others involved in similar activities. Prisons contain a population of individuals involved in high-risk behaviors and also contain a concentrated population of individuals with hepatitis and other diseases. If many of these high-risk behaviors continue while the inmate is incarcerated, the likelihood of other individuals contracting contagious diseases increases dramatically.  

The Oregon Department of Corrections commissioned a survey to help estimate the incidence of high-risk behaviors in its twelve prisons. The two-part survey asked inmates about their personal behavior and their perception of the behavior of others in their housing units. The extremely high response rate and congruence between two estimation methods makes these results particularly useful. Knowing the number of inmates involved in each high-risk activity is the first step in recognizing the role prisons have in the spread of contagious diseases and acknowledging their responsibility to mitigate the risks. 

Inmates do not have access to needles or sterilization paraphernalia while in DOC prisons. Tattooing, body piercing and IV drug usage require needles. Resourceful inmates locate needles or modify other devices; these needles are rarely, if ever, sterilized or cleaned. The needles or other devices are often used on multiple inmates without considering the spread of disease. 

Similarly, inmates are not allowed to possess condoms; inmates do not have the same access to prophylactic protections as non-incarcerated individuals. However, it is known that inmates have a low likelihood of transmitting and/or contracting contagious diseases while in prison. 

Knowing the prevalence of high-risk behaviors is necessary to determine if prisons contribute to the spread of contagious diseases. Since 95 percent of inmates will ultimately be released, the consequences of high-risk behavior could have health ramifications in all communities. 

The pervasiveness of high-risk behaviors for male inmates is greatest for tattoos followed by sexual activity, body piercing and IV drug use. For female inmates the most common high-risk behaviors include sexual activity, tattooing, body piercing and IV drug usage. For estimates derived from personal experiences, both receiving a tattoo (7.3 percent vs. 4.1 percent) and IV drug use (2.5 percent vs. 1.1 percent) tend to be more common with male inmates. Body piercing is equally pervasive (~ 3.25 percent) with male and female inmates. Sexual activity tends to be more common (6.2 percent vs. 4.7 percent) with female inmates than male inmates. Non-consensual sexual activity is rare with female inmates but is more common with male inmates (~25 percent of all sexual activity is considered non-consensual).

Most high-risk behavior occurs in the medium/maximum facilities. The most common behaviors in the male  medium-custody facilities include tattooing, sexual activity, body piercing and IV drug use; all estimates range between 2.8 percent and 7.9 percent of the population in the previous year. For male minimum-custody prisons, tattooing and body piercing are the most common behaviors; inmate sexual activity and drug use is rare.

Female estimates for the minimum and medium/maximum are less reliable than estimates for the male population. Clearly sexual activity and tattooing are more pervasive in the medium/maximum facility. 

Comparisons between minimum and medium/maximum custody classifications recognize differences in the inmate criminal history, inmate behavior while incarcerated and the facilities themselves. Most medium/maximum facilities have cells containing 1-4 inmates. Most minimum facilities have dormitories with bunk beds and large living areas. Controlling the higher custody inmates by placing them in discrete housing (cells) ironically allows more opportunity for them to be involved without detection in these high- risk behaviors. The open dormitory environment at the minimum facilities makes involvement in these activities more difficult. 

Inmates completing the survey also discussed these high-risk behaviors. Tattoos, body piercings and/or IV drugs can be obtained if the inmate knows a supplier and that supplier trusts the inmate. Trust includes keeping quiet and having the ability to pay by transferring money to the supplier’s trust account. The payment transaction can originate from those receiving the service/product or an outside source. Inmates commonly use an outside source to transfer money to pay for a product or service. 

Tattooing, drugs, sexual activity and body piercing are not permitted in DOC; increased custody, loss of a job, time in segregation, and other forms of discipline may result. 

Most inmates do not engage in high-risk behaviors, however, pressure does exist to get a tattoo or be involved in other activities. When these activities are occurring, only a few inmates are aware of the activity. The more inmates who know, the greater the chance of being discovered.

What can DOC do to stop or curb these activities and reduce the spread of hepatitis and HIV? Inmate suggestions varied widely; only the “reasonable” suggestions are mentioned here.

Tattooing: open tattoo parlors within the prisons. Train inmates in the skill of tattooing or provide a tattoo artist from the community. Inmates believe trained inmates are preferred; they would receive training and develop a marketable skill. All tattooing would involve trained professionals; needles would be sterile and safeguards would prevent needles from being used elsewhere in the prison.

Education: The department should develop an inmate education program that teaches the dangers of hepatitis and HIV. These incurable diseases require medication for the remainder of a person’s life. The department could enlist help from the Health Department or other credible organizations to educate inmates.

Sexual activity: Two suggestions that came from inmates:


Sell condoms at the canteen. These will be used for consensual sexual activity, which accounts for about 3/4 of the sexual activity between incarcerated men.

Conjugal visits. Inmates believe conjugal visits would decrease the inappropriate sexual activity between men and be a tremendous incentive for good behavior. The security problems associated with conjugal visits could be resolved.  Inmates felt conjugal visits would ensure good behavior before and after visits.

Conclusions
The spread of disease is a serious concern for prisons and communities. Most inmates in DOC prisons have not been involved with IV drug use, unprotected sexual activity and other high-risk behaviors that increase the likelihood of contracting and/or spreading hepatitis and/or HIV. Prevalence estimates range between 20-30 percent of the inmates who have contracted hepatitis in most prison systems; the current number of inmates with hepatitis in the Oregon system is unknown. The proportion of inmates with hepatitis is probably similar to estimates from other states or federal facilities. The number of inmates estimated with HIV is less than one-half of one percent in Oregon. 

Many inmates enter the prison system with diseases. No formal screening process identifies and isolates inmates entering DOC with particular diseases. For security reasons, Oregon and most other prison systems prohibit the use of condoms and needle sterilization products.

Discussions with inmates completing the survey suggest that stopping high-risk behaviors would be very difficult or impossible. If an inmate wants a tattoo or to be involved in sexual activity, DOC cannot prevent the activity with the current staffing ratio. The number of disciplinary reports attributed to tattooing suggests only one in every six tattoos is discovered; the actual number could be substantially less. The number of consensual sexual acts discovered by DOC is even lower. 

Most high-risk inmate behavior involves tattooing, body piercing, IV drug use and consensual sexual activity. With 95 percent of inmates returning to the community, the effect of prison on disease prevalence in the community must be considered.  This is particularly important when disease is common, groups have been involved in high-risk behaviors before incarceration and when protection is not considered. If the prevalence of high-risk behaviors is considered (Tables 1-4), most individuals leaving DOC facilities have not been involved in high-risk behaviors and have not contracted hepatitis while incarcerated. Using these estimates, a vast majority of the individuals leaving DOC prisons did not contract the diseases while incarcerated. 

The population of inmates contracting diseases while incarcerated is influenced by many variables including: 

· the proportion of individuals with hepatitis

· the number of inmates using the same needle

· the frequency of high-risk behaviors

· exposure to other inmates engaged in high-risk behavior in DOC

· the concentration of infected inmates in minimum versus medium/maximum facilities and other variables. 

This study has quantified the pervasiveness of high-risk behaviors. These behaviors are not common within DOC. However, more high-risk activity occurs in the higher custody prisons. 

The DOC’s current sanctions and security measures are effective in limiting participation in high-risk activities; however, inmates engaged in these activities pose a risk to other inmates and the community after release. 

The estimates associated with the transmission of hepatitis and HIV can encourage policy reviews, development of new procedures, and promote discussions that may reduce the spread of hepatitis and HIV. Community agencies such as the Health Department, and HIV support organizations can aid the Department of Corrections as it develops and implements new protocols. 

The National Sexual Violence Resource Center (NSVRC) reports that about 70 percent of all sexual assaults in the community go unreported. In the DOC, roughly 95 percent of the estimated sexual assaults go unreported. Most inmates do not want to report the crime yet do want protection from the perpetrator who is often a cellmate. To accomplish this, often inmates refuse to return to their cells, they are placed in segregation, and subsequently are assigned to new cells upon release from segregation. 

New federal legislation, SB 1435, the “Prison Rape Elimination Act of 2003,” estimates that 13 percent of inmates in the U.S. prison system have been victims of sexual assault. In Oregon roughly six to eight prison rapes are reported each year; this is less than one-tenth of one percent of the inmate population. The Oregon survey estimates that five percent of inmates have engaged in sexual activity during the last year; three-fourths of these are consensual and approximately one-fourth are assaults. If up to 175 sexual assaults occur each year in Oregon prisons, they represent 1.6 percent of the inmate population. This percentage is significantly lower than the national estimates, albeit still an alarming number. 

Addendum: 

Institutional Response to Federal Legislation 
“Prison Rape Elimination Act of 2003”
Recent federal legislation on inmate sexual assault has encouraged DOC to evaluate policies, recognize procedural differences among prisons, and improve DOC systems. In response, DOC administration provided a seven-question survey to all prisons. The survey requested information on prison policies and procedures for handling the sexual assault of an inmate. This addendum will summarize each question and provide recommendations. Copies of the prisons’ responses are available by contacting Randy Geer at the Oregon Department of Corrections.

1)
Does your prison or functional unit have written policy or procedure regarding prison rape? 

Most prisons cite Health Services policy and procedure #P-G-09, which documents the process for handling inmate victims of sexual assault. Columbia River Correctional Institution is developing an institutional proposal that combines DOC policy, administrative rule, Health Division policy, and procedure #G-70. The CRCI proposal will be completed in February 2004. Most prisons also believe there is as yet no single policy or procedure that clearly articulates the necessary steps to protect the victim, collect evidence, and complete other procedures.

2)
When an inmate alleges they have been raped, are the inmates sent to Health Services?

Most prisons report the inmate victims are sent to DOC Health Services. At Oregon State Penitentiary, the inmate is escorted to Salem Hospital for medical services. Shutter Creek reports a sexual assault has not occurred at their facility.

a.
Under all circumstances?

All prisons said inmates always receive medical attention either at DOC medical or a community hospital.

b.
What are the conditions that might cause an inmate to be sent to an outside hospital when he/she alleges rape?

Most of the prisons follow the DOC medical policy; sexual assaults occurring within the last 48 hours prompt a trip to an outside hospital for treatment and testing.

c.
Are rape kits available at the prisons?

The prisons do not have rape kits. If an inmate is sent to a community hospital, rape kits are available.

d.
Is a rape kit done as a matter of course?

If the rape or sexual assault happened within 48 hours of disclosure, the community hospital staff will administer the rape kit.

e.
If not, under what circumstances is a rape kit done?

All prisons responded in the same manner: if the victim disclosed within 48 hours, the community hospital would administer the rape kit. If the disclosure is more than 48 hours since the rape, no rape kit would be administered.

f.
Does an inmate who alleges rape have access to sexually transmitted diseases (STD) tests (HIV or other) and/or prophylactic drugs?

All prisons responded the same: inmates receive STD tests according to medical procedure policy and/or hospital protocol.

3)
When an inmate alleges rape, are the State Police contacted?

All prisons have procedures in place. There is an investigation by DOC staff to determine if enough evidence exists; if so, the State Police are notified and the prisons use the “Criminal Evidence Handling” procedure in DOC policy.

a.
Who initiates the contact and under what conditions?

It is ODOC policy, and enforced at all prisons, that the officer in charge initiates contact with the Oregon State Police.

b.
Are the State Police the sole investigators of the alleged rape in all circumstances?

With the exception of Snake River Correctional Institution, all prisons reported the State Police are authorized to investigate crimes on DOC property. At SRCI, the circumstances may dictate who investigates an alleged rape. Sometimes the officer in charge or the Special Investigations unit may investigate the charges.

4)
Does the inmate who alleges rape have expanded access to mental health counselors?

All prisons report that mental health services are available on a priority basis for sexual abuse victims.

a.
Who refers the inmate and what is the time frame for referral?

Most prisons stated Health Services staff. SRCI states the victim’s demeanor can influence who refers inmates.  If Health Services staff determine the victim needs immediate counseling, an on-call counselor is called; otherwise the victim decides if a mental health counselor becomes involved.

5)
What steps are taken at your prison to ensure that sexually predatory inmates are not housed with vulnerable inmates who are young or mentally ill?

All the prisons have procedures to screen inmates and make cell assignments that do not endanger inmates. In addition to the AS400 data (i.e., age, crime, size, listed conflicts and many other characteristics), additional screening is performed at all prisons. Two Rivers Correctional Institution has an intake counselor review each incoming inmate. OSP has cell assignments reviewed by a correctional corporal and reviewed by the Group Living lieutenant to ensure appropriate cell assignments. SRCI sends any young, mentally ill or other vulnerable inmates to a Special Needs Inmate Evaluation Committee to assess risk and make recommendations. All prisons have procedures to make safe cell assignments and minimize the likelihood of sexual assault. Several prisons place young or vulnerable inmates near the officers’ station.

a.
What written policy or procedure governs cell assignments? 

Snake River Correctional Institution, Columbia River Correctional Institution, Mill Creek Correctional Facility and Oregon State Penitentiary reported no written policy was available for specific cell assignments; other prisons quoted DOC Procedure #10: “Operation of Assignment Office”; DOC Rule #201: “Inmate Assignment Management”; DOC Rule #77: “Performance Recognition and Award System:; and DOC Rule #69: “Security Threat Group Management.” These policies, procedures and rules address different types of inmates and reasons for assignment. There are no definitive policies outlining the cell assignment of vulnerable inmates.

6)
Other than self-reporting, are there other means that prison rape is discovered?

The prisons named many different ways other than self-report including observing the act by officers, information from inmates, evidence discovered during unclothed searches, and reports from counselors Health Services staff.

7)
Are all allegations of prison rape investigated?

According to all institutional reports, all allegations are investigated and criminal evidence handling policy is followed.

Conclusions and recommendations

All prisons, with the exception of Shutter Creek (which has never reported a sexual assault incident) follow procedures when a sexual assault is reported. Although there is no clearly delineated policy, individual prison sexual assault procedures, rules and standards are followed after a report.  Sexual assault victims are provided medical treatment, referred to Mental Health counseling, and are provided a safe environment following disclosure.

The department has systems that ensure the safest possible cell assignment possible. The AS400 computer system provides adequate demographic information. Inmates are screened at most prisons, cell assignments are reviewed by supervisory staff and security threat group information is acknowledged. 

DOC policy should acknowledge victims’ needs a) when the sexual assault is not officially reported, and b) when the sexual assault is reported and prosecution may occur. The estimate of inmate victims not reporting the assault is estimated to be 95 percent. Many victims need treatment but do not want to report the sexual assault. The ramifications of reporting a sexual assault while incarcerated can be extensive. DOC policy should enable victims to receive treatment without pressure to report and without pressure to be involved with the prosecution.

None of these issues regarding sexual assault are new for the department. Prison procedures determine cell assignments and minimize the likelihood of sexual assaults. 

Clear written policy needs to be developed and standardized which would add consistency among prisons for handling sexual assaults. Most prison practices would not change substantially. Policy would simply provide every prison with similar guidelines for handling sexual assaults and ensure departmental compliance with federal law. 
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