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ABSTRACT

This is a report of a study on drug use and sexual behaviours of inmates, conducted in
Greek prisons. Initially, the study took place at a national level and used a
representative sample of 861 inmates from ten correctional institutions. The study
recorded drug use and sexual behaviour of inmates and identified the correlates of
these behaviours. 290 inmates (33.6%) reported injecting drugs, of whom 174 (60%)
had injected while in prison, and 146 (50.3%) had shared injecting equipment
sometime while in prison. Injectors were predominately aged 25 to 34 years; they were
incarcerated mostly due to drug offences and offences against property; they were
characterised by a multiplicity of previous sentences and a long duration of total time in
prison. Most of the injectors had been convicted for drug offences in the past.
Regarding their sexual behaviour one year prior to imprisonment, injectors were more
likely to have multiple casual female sexual partners. Logistic regression analysis
suggested that total time in prison, previous drug conviction, being a convict and
having multiple female sexual partners one year before incarceration were significant
HIV risk behaviour correlates.

Then, a sample of 242 inmates from the biggest institution of Greece was
investigated. Questionnaires comprised knowledge, attitudes and perceived
risk/concern scales, as well as measures from the Health Belief Model, Health Locus of
Control theory, Health Value and the Theory of Planned Behaviour. Inmates were
highly knowledgeable on the basic facts of HIV transmission and prevention, but also
had significant gaps. They generally held liberal attitudes towards AIDS-related issues.
They worried about general health and AIDS and perceived themselves as at risk for
getting AIDS. Inmates had engaged in high risk sexual and drug use behaviours and

adopted prevention measures of limited effectiveness prior to incarceration and

expected to do the same when released. The most significant predictors of inmates’




intentions to practice safe sexual behaviour and drug use behaviour when released
was their behaviour prior to incarceration and social cognition beliefs, mostly derived
from the HBM. Susceptibility to AIDS and intentions to avoid injecting in prison were
the most significant factors predicting drug injection while in prison. Results of this
study were discussed theoretically in relation to previous research on drug use in

prisons. Specific suggestions are made for drug use policy in Greek prisons, in light of

the results and conclusions of this study.
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PREFACE

In every piece of research there seems to exist ideological and emotional
relationships between the researcher and the subjects, even if these relationships are
ignored or suppressed (Navridis, 1988).

When | firstly decided to conduct research in prisons, | couldn’t imagine what an
adventure | was about to be involved in. It was not only because | had never entered a
Greek prison before (| had only once visited a prison in Scotland, during my M.Sc. course),
but also because | was thinking that this piece of research would be a relatively easy job. |
had specific reasons to believe this. My supervisor was an expert in research in prisons, |
had already decided on the methodology (questionnaires, and the study design), | had an
easy access to the literature and | could easily get a permission to conduct the research in
Greek prisons. Even the last issue (the most ambiguous) had proven to be a relatively
easy job.

When my research tools were ready, | visited the prison of Corfu for the
"familiarisation phase". If everything seemed OK, what was that feeling | was experiencing
while entering the big black out-door of the institution? It was only later that | recognised...
the fear. | had heard a lot of things about this particular prison, legends and facts. That the
person who designed it committed suicide when he realised what a cruel construction he
had made; that nobody had ever escaped from that prison; that my wife (who is from
Corfu) used to see “those people in the cell windows” when she was a student (her school
was opposite to the prison). All these thoughts followed me during my visits to this prison
and they were always present when | interviewed the inmates. At that time, during the
‘familiarisation phase", | didn't enter the main building of the prison, as the interviews took

place in the governor's office. So | couldn'’t realise that things could be worse for me.
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Some months later, | started the main data collection phase from the Judicial
prison of Korydallos, in Athens. It took me about a month to gather the data during this
phase. | came back to this institution sixteen months later, for three months, during the
whole second phase of the main study. Korydallos is the biggest institution in the country
and the institution that attracts most media attention (due to its very famous inmates). |
remember my first time | entered the main building in order to negotiate with the chief
officer my presence there. | was asked to register in the guest’s book, | gave my identity
card to be kept for all the time | was present there and | had to accept the guards, who
looked at me as if saying “who is this crazy scientist? (I was neither a doctor, nor a
prisoner, nor a member of the staff). What is he doing here? What is this research?” Then
they offered me a small room to conduct the research and...left me alone. This procedure
was always the same and repeated every time | visited this institution. Even the very last
day of the second phase (when | had already been there hundreds of days), they again
asked me to register in the guest’s book, and give my identity card. Additionally, during all
that period | had to follow strictly the rules of the institution. | could not move beyond the
small room provided, | could not talk to other inmates who moved around in the area and |
had to sit in the room when an entrance of a new inmate or a departure of inmate took
place (in this case, the research was being interrupted). Even if | wanted to go to the
toilette, | had to wait until suitable conditions met (the guard being available to open the
gate and allow me to walk towards the toilette.

| selected randomly the inmates (according to cell distribution in the building) and
started inviting them. In order that the inmates knew how, when and where to come, | had
to call them (by their names) through a megaphone. That meant that in the first place | had
to see the names of all inmates listed in the “cell book”. | recognised a lot of names.
People whom | had seen on the T.V. or | had read about their crimes in the press. At such

times | felt a strong need to call such inmates, although he may not have been included in
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the selection procedure. It was in these moments that my objectivity as a researcher was
potentially compromised. | resisted. But | recognised this potential bias and - most
importantly -admit it now.

When inmates came to the place where | was conducting the study, | asked them
to sit, | told them who | was and what | wanted from them. | could easily recognise their
feelings: First, surprise mixed with wonder (“who is he and what does he want from me?”).
Then concentration, listening to me asking numerous questions. Then...either a warm
willingness to participate (what happiness for the researcher!) or, on a very few occasions,
a sudden, sometimes angry denial and departure from the place saying: ‘I thought it was
something important! (What a disappointment and frustration for the researcher!).
Following such an occasion, | remember myself lowering my voice when | gave
instructions to the next inmate and trying to be more focused.

When a famous inmate came, | remember myself being “an objective researcher”
and “a TV watcher” at the same time. This became more obvious when | visited the closed
prison of Tripolis, where inmates who had committed sexual crimes were kept. | remember
myself trying to be objective (does this mean without feeling?) to a very “famous” inmate
who some weeks ago had raped and killed his five year old son, but in front of me he was
very polite and found my research interesting. | feel the need to mention another
dimension of publicity here. A lot of my friends and relatives knew about my research in
prisons. They used to ask me (even now they do so) on many occasions if | had met a
“famous” prisoner and if he had “talked” to me (about his crime or about the issues that |
was researching?). | sometimes felt angry with them, as | thought that they were not
interested in my work, but in a gossip, instead.

During the course of the study, there was an increase in the number of inmates
incarcerated, resulting in overcrowding. This in turn resulted in considerable unrest and in

Some cases rioting in a number of institutions. By a strange piece of luck the rioting usually
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happened in institutions that | had previously visited for the research. This made me think
that | was the person who caused the rioting! But this situation had also an implication for
the methodology. In one institution — in Larisa — the governor could not guarantee my
safety, so the questionnaires were distributed by the social workers of the institution. The
fact was that | had to accept a methodological bias and | did this with some pleasure.

| spent a lot of time in prisons. While | was in, | saw the outside world from behind
bars. | didn't appreciate this perspective until | had experienced it. At the beginning it was
the feeling that could be described as a knot in the stomach. | often felt this just before
entering the institutions. As a psychological defence, | was thinking that | would be in
prison temporarily and that after a few hours, “I will be free again”. But this couldn’t prevent
the real feeling, the one that followed. Being behind bars for so long a period (especially
during the second phase) | started feeling depressed, | could not enjoy the fun of life, |
could not invest in playing with my son (who had been born one year before), | could not
enjoy the weekends. This lasted for a long period after the data collection phase. | needed
to repress it, and then | needed to talk with my wife (who is a psychologist) about it. | think
I have left this feeling behind me, but it will remain an unforgettable experience.

I had thoughts such as “how do prisoners feel, realising that they are going to stay
behind bars for such a long period?” And | realised that | had started feeling sympathy for
these people. | started perceiving them as “one of us”, as “normal”, even inmates who had
committed the worst crimes. Additionally, viewing the living conditions in some prisons
strengthened this perception of the inmates. | had definitely concluded that whatever they
had done, they didn’t deserve such a treatment. The fact was that | couldn’t distinguish
whether | had become a part of the prison life, or prison life had invaded my personal
(outside) life. What | could definitely say was that my perception of crime and of those who

commit it had changed completely, after this research.
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Almost all inmates | met expressed their need to talk to me, not only to participate
in the study. Although this was beyond the objectives of this study and beyond my role in
the prison, | perceived this need so strong that | gave many of them the opportunity to talk.
They talked mostly about their crimes and the penalties they had received. They stressed
the injustice of the penal system and of course they complained about their living
conditions. Some of them gave me letters, where they had written their views and
complaints and one gave me a sealed enveloped for Professor Agrafiotis (he had seen this
name on the covering letter of the questionnaire). Some asked me for money. | have to
say that | experienced a big conflict being in this situation. On the one hand, | realised that
my role as a researcher did not allow me to move beyond the scope of the study | was
conducting. On the other hand, as a psychologist and a human being, | could understand
the need of these people to communicate with a person who (it seemed) they trusted.
Additionally | felt that | was receiving a burden, which | couldn'’t raise or | did not want to do
so. It was during these moments that | felt uncomfortable (at least) or guilt (in some cases)
and | didn’t know what to do.

All the above constitute the background of this research. This is information that
none of the tools | used ever recorded, or no statistical method is going to ever analyse.
This is “lost information”, according to the methodology and the scope of this particular
research. Nevertheless | am sure that such information definitely constitute a significant
part of this research, they it belongs to the material of this research and - in some cases -
it affected the course (and probably, the results?) of this research.

| didn’t know what to do with such information. Some days ago | discussed with an
ethnologist and an anthropologist — both colleagues in the Department where | work — and
they invited me to write about this experience somewhere in the text of my Ph.D. | thought
that here is the right place. In any case | feel relieved that | can make this material

available to all readers of my Ph.D.
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Chapter 1: Greek Prison Service

1.1 Historical Perspective

Towards the end of the 18" century prisons appear in Europe, having a strictly
penal task, following the disappearance of exile and banishment. During the 19"
century, the convicted person’s restriction of freedom was established as a major
penalty, while at the same time it crystallised (both theoretically and in written Law) the
idea that the task of prisons was only the improvement (correction) of inmates
(Kalogeratos, 1994). It is easily understandable that this idea included the notion of
inmates’ behaviour change, in order these people might re-enter the society, and in so
doing achieve the broader target — social cohesion. Thus prisons, together with
psychiatric hospitals and the army became a mechanism of a “secondary socialisation”
(Kalogeratos, 1994). Following this rationale, the Article 1 of the Greek Law 1861/1989
states that “the aim of imposition of penalties that deprive freedom” is “the upbringing
of the inmates and their social re-entering” and that “their treatment should target the
achievement of this aim”.

Prison, as an institution, tried to bring together the most contradictory aims: on
the one hand, to protect society from “criminals”; on the other hand, to change convicts
behaviour in order they re-enter society. Furthermore, on the one hand, to be always in
order and function safely; on the other hand, to develop inmates’ personal
responsibility, and to offer humane living conditions (Tsilimingaki, 1994). Nevertheless,
there has been a great deal of criticism, mostly by people who work in the penal
system or those who are near to it, regarding the degree that prison is able to achieve
these aims. Ex-prisoners talk about the inhumane living conditions, staff operates
without appropriate training, social services are minimal in relation to the number of

inmates, plus regimes may be restrictive and authoritarian. All these conditions have




contributed to serious uprisings of inmates throughout the western world. Some
examples are the uprising in JEGEL prison of W. Berlin in 1969, in SANTA FU prison
in Hamburg, in 1971 and the uprising in ATTICA prisons in the USA in 1972 and 1985.
In Greece, since 1979, there have been a lot of uprisings in different institutions. For
example, in the rural prison of Tiryntha in 1981; in the Closed prisons of Volos, Trikala
and Corfu in 1981; in Corfu again in 1987; and in the female prison of Korydallos, in
1989. The latest and the most violent uprising (two inmates were killed) took place in
Korydallos prison on November 1995 and expanded to 5 more prisons across the
whole country. In all these uprisings, inmates protested mostly about the inhumane
living conditions and the strict penalties applied to them for their offences.

Additionally, numerous international studies on the effectiveness of penal
systems and the data on recidivism have confirmed the lay experience that prison in
the 200 years or so of existence, have failed both in terms of the improvement of the
“criminals” and their social rehabilitation (Papadopoulou, 1994).

Social research in Greek prisons started in the 1970’s. In 1975 researchers
from the National Centre for Social Research (NCSR) started designing a large-scale
national survey titled “The institution of prison in Greece”. In 1978 the Ministry of
Justice revoked permission to enter prisons and the study was interrupted. Permission
was granted again in 1982 and the study started again. Its basic assumption was that
prison as a place of social rejection excludes a priori the possibility to function as a
means of social re-integration (Papadopoulou, 1994). This was actually the first study
conducted in Greek prisons. It was mostly of sociological orientation and it recorded
aspects and characteristics of Greek correctional institutions, the living conditions in
prison, inmates’ perceptions of prisons and penalties, values and roles within prisons,
inmates’ perception of their future. All these issues were seen in the broader
perspective of how well the Greek correctional and penal system works. The results of

that study have been published (NCSR, 1988) and - although not very up to date - are




considered a classical perspective of the Greek correctional system. | realised in my
research in 1995 that some things still remained the same twenty years later.

A broad group of studies in Greek prisons have been conducted in the area of
Criminology. Results of these studies can be found published either in scientific
volumes (i.e. Daskalaki et al., 2000) or the local press. For example, in 1995-1996
University of Athens conducted research among female prisoners, aiming to record the
profile of female inmates, to assess aspects of feminine criminality and to look at the
causes of overcrowding in a female institution (Newspaper “TO VIMA” {“The Step’},
2000).

Another group of studies, mostly related to drug use, addressed prison-related
issues only indirectly (Papaevangelou et al., 1991; Kokkevi, et al., 1992; 1993). These
studies investigated drug-related issues and used mainly drug users in the community
and small samples of inmates or ex-inmate IDUs. These studies had a primarily
epidemiological orientation, and did not investigate prison as a factor associating with
drug use.

Only in the 1990’'s did Greek research incorporate inmates as primary research
participants (Malliori, 1994; 1998a; 1998b). These studies were mainly epidemiological
and took place in the era of heightened HIV/AIDS concern. They did not have any
psychological perspective, nor were they explanatory in nature. Nevertheless, they
gave for a first time an epidemiological profile of prisons in relation to blood born
viruses.

Two closing remarks: Firstly, it seems that although there is a body of research
around Greek prisons, there is a paucity of research within prisons. This could be
easily explained by difficulties in gaining access to prisons. Secondly, a lot of
information regarding prison issues is appears in the local and national press,
especially when there are uprisings. Consequently, prisons in Greece are presented as

a place that is always there but is only sporadically visible.




1.2 Type of prisons and location of prisons

Sources of Information

In Greece, statistics on Political and Criminal Justice, as well as the
Correctional Policy are published by the Greek National Statistical Service (GNSS), in
a form of a Bulletin. The data composing the Tables of Reformatory Statistics for
convicts and remands are gathered through Individual Statistical Cards (APPENDIX 1).
Prisons’ governors complete these Cards. For each prisoner leaving the prison a Card
is filled; the Card contains the identification card number, the age, the profession, the
educational level, the family status, the type of sentence served, the crime and the
date and the reason for leaving prison. These data are sent every three months to the
Ministry of Justice and are printed in a Bulletin for each year, which is available from

the GNSS.

The present state regarding prisons in Greece

According to the Greek Correctional Code, the following prison categories,
juveniles’ reformative institutions, and Institutions for Treatment and Guard exist in
Greece (GNSS, 1996):
1) Prisons
a) Judicial (Correctional Institutions): These establishments keep remand prisoners
and convicts with sentences of up to one year. In different sections of these prisons
are housed: i) prisoners awaiting trial for crimes or indictable offences; ii) those
detained for non payment of debts: iii) sentenced convicts, iv) foreigners who are to be
extradited. Furthermore, in these prisons are kept: recidivists, those convicted of
crimes of negligence, those convicted for the first time with sentences of up to one

year, remands aged under 21, female remands and female convicts. At the time of the




study (beginning of 1995") there were 12 correctional institutions in Greece, namely in
Volos, Thessaloniki, loannina, Komotini, Korydallos, Kos, Larisa, Nafplio, Neapolis,
Tripolis, Chania, and Chios (Figure 1.1).

b) Reformatory Institutions: In this category belong:

i. Closed (Criminal): These establishments house convicts serving sentences

ranging from more than one year up to Life. At the beginning of 1995 there were 5
Closed institutions in Greece, namely Alikarnasos, Corfu, Patra, Trikala and Chalkida.
Additionally, in this category also belongs one institution for female prisoners, located
in Korydallos, Athens (Figure 1.1).

ii. Rural: These establishments keep only convicts who are eligible for
agricultural tasks, after having already served a specific proportion of their sentence
either in Judicial or Closed prisons. For example, having already served the following
proportion of sentences: a) three months, (for those serving up to three years); b) six
months, (for those serving 3 - 5 years); c) 1.5 years, (for those serving 5-10 years); 5)
fifteen years, (for those sentenced to Life imprisonment). At the beginning of 1995
there were 3 Rural prisons in Greece, namely in Agia, Kassandra, Tiryntha (Figure

1.1).

2) Juveniles’ reformative and Educative institutions

a) Juveniles’ reformatory institutions; These institutions keep juveniles convicts up to
21 years old. There are two institutions of this type, one in Athens (in 1995, it was
located in Korydallos, but in 1999 it was transferred in Avlona) which houses both

convicts and remand juveniles, and another in Kassabetia, which is of rural type.

b) Juveniles Educative institutions; These institutions house juveniles from 7 to 17

years old, who commit crimes or seem to morally deviate. They are for both boys and

| use this particular date as a reference, because that year | started the research




girls and offer primary and vocational education. There are two institutions of this kind

for boys (one in Athens, one in Volos) and one for girls (in Athens).

3) Institutions for Treatment and Guard

These institutions keep those inmates suffering from mental or physical illness and
need special treatment. They also keep those IDUs who are considered “dangerous’
and need special care. There are two institutions of this kind. One is the Inmates’

Mental Hospital of Korydallos, in Athens and the other is the Prevantorio, in Amfissa.

1.3 Location of prisons

All Greek adult Prisons, by category (Judicial, Closed, and Rural) are

graphically presented in the Figure 1.1. Marked in different colour, are also seen the

selected institutions for this study.




Figure 1.1 Location of Greek Rural, Closed and Judicial institutions
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1.4 Characteristics of prison population

Following approval of the study design by the Ethics Committee of the
Department of Psychology, University of Stirling, in June 1994 a letter explaining the
purpose, the rationale and the methodology of the study was sent to the Greek Ministry
of Justice, asking for permission to enter a number of selected institutions and conduct
the study. Permission was granted on July 1994, on condition that | would first
communicate with the prisons’ governors to arrange the details so that the survey did
not disturb the prisons’ daily routine. Then, a letter was sent to every prison’s governor
(November, December 1994 - January 1995), by which they were informed about the
study and asked to provide information regarding the number of remand and convicted
inmates incarcerated, by offence categories. At the same time a letter was sent to the
Federation of Prison Officers of Greece, informing them of the proposed study.
Furthermore, | informed the person in charge of all Social Workers working in prisons
about the survey. Young offenders’ institutions as well as Institutions for Treatment
and Guard (for adults) were excluded from the study design, thus no data were
gathered.

According to the information provided by prison governors, in March 1995, in
total there were 5,034 male and 199 female inmates (total: 5,233) (both Greeks and
foreigners) kept in prisons. The equivalent data provided by the Statistical Service of
the Ministry of Justice showed that in total, there were 5,022 inmates incarcerated. The
slight difference in the figures could be attributed to the difference over the time period
the data was gathered and the mobility of inmates. At the same time, according to the
Ministry of Justice, the capacity of all Greek Prisons was 3,409 inmates. Based on
these figures, it was estimated that Greek prisons were overcrowded by 53.5% when

the study started.




The Ministry of Justice also provided us with the number of foreign inmates, but
only for December 1995. According to the figures, there were 1.539 foreign inmates in
Greek prisons, representing 22.4% of the total prisons’ population.

Table 1.1 presents the number of male adult inmates by type of prison and by

prisoners’ categories.

Table 1.1: Number of male adult prisoners, by type of prison and by prisoners’

categories®.
T_yrfc}f prisoh‘ " Type of prisoners M S Tt (%)
Convicts (%) Those awaiting trial (%)
Closed 1099 (86.06) 178 (13.94) 1277 (25.36)
Judicial 1899 (58.64) 1339 (41.36) 3238 (64.32)
Rural 519 (100.0) 0 519 (10.32)
Total 3517 (69.86) 1517 (30.14) 5034

* Data based on priédn governors’ reports

As can be seen in Table 1.1, Closed prisons kept 1,277 adult male prisoners
(both convicts and prisoners awaiting trial), representing 25.3% of the total number of
male prisoners in Greece. Judicial prisons kept 3,238 adult male prisoners (both
convicts and those on remand), representing 64.3% of the total number of male
prisoners. Finally, Rural prisons kept 519 adult male prisoners (all convicts), who
represented 10.3% of the total number of male prisoners.

Table 1.2a shows the numbers of female prisoners. As can be seen, the sole
female institution kept 199 adult prisoners (both convicts and prisoners awaiting trial).
Female prisoners represented the 3.8% of the total number of prisoners in Greece

(Table 1.2b),




Table 1.2a: Number of female adult prisoners, by prisoners’ categories (N=199)

Type of female prisoners Total
Convicts (%) Those awaiting trial (%) L
135 (67.83) 64 (32.17) 199 (100.0)

Table 1.2b: Total number of adult prisoners, by sex (N=5233)

Sex of prisoners Total (%)
Male (%) Female (%)
5,034 (96.2) 199 (3.8) 5,233 (100.0)

1.5 Staff/Inmates Ratio

Tables 1.3 (a & b), 1.4 (a & b) 1.5 and 1.6 present the number of adult male
and female inmates (convicts and those on remand) by each institution and by offence
category, for the Closed, Judicial and Rural Prisons respectively. At the bottom of each
Table, the number of prison staff by institution is also presented.

Looking at the data of the above Tables, one can draw some conclusions

regarding the human geography of Greek prisons:

v

Those charged or convicted for Transgression of Drug Law were over-represented

in relation to other offence categories (see Figure 1.2)

» The Closed Prison of Patra is not only the biggest of all Closed institutions, but also
keeps the vast majority of convicts and remand inmates imprisoned for drug
related offences.

» The Judicial Prison of Tripolis keeps the biggest number of inmates charged with
sexual crimes.

» The Judicial Prisons of Larisa and Korydallos keep together a significant majority of

inmates imprisoned for property crimes.
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» The Judicial Prison of Korydallos is the biggest institution in the country and keeps
by far the vast majority of all remand prisoners.

> In total, there were 1.324 prison officers to cover the four shifts of the prisons and
to guard 5.233 inmates, thus giving a ratio 1/5 between staff and inmates.

More recently, the situation in Greek prisons has worsened. According to the
very latest statistics from the Ministry of Justice, on October 1% 2000, the capacity of all
Greek correctional Institutions was 4.825 places; at the same time there were 8.150
inmates incarcerated (overcrowding rate: 68.9%). The proportion of foreigners
incarcerated has increased and ranges from 45% to 47%, while the proportion of
female prisoners remains roughly the same of 3.5-4%. The number of guards has
slightly increased (1500) but the ratio between staff and inmates remains the same
(1/5) (Ministry of Justice, 2000, as publicised in the newspaper “TA NEA" {*THE

NEWS"}, 6/11/2000).
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Figure 1.2 Offences committed by Greek inmates as reported by prisons’

administrators on March 1995
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~ _OFFENCE  Corfu Patra  Chalkida  Alikarnasos ~ Trikala’ TOTAL
Wilful murder 53 26 28 73 - 180
Fatal bodily harm 1 2 0 1 - 4
Attempted homicide 4 11 2 6 - 23
Transgression of Drug Law 15 425 14 44 - 498
Grand larceny 17 42 13 39 - 111
Theft 0 0 10 0 - 10
Robbery 10 16 12 14 - 52
Rape/ Incest 2 1 1 3 - 7
Attempted rape 1 0 0 0 -
lllegal entrance in Greece i 5 4 2 - 18
Deceit 2 8 13 4 - 27
Pimping 0 1 0 0 - 1
Circulation of forged money 0 0 0 0 - 0
lllegal gun possession 0 0 0 0 - 0
Complicity to homicide 0 5 0 0 - 5
Seduction of a minor 0 1 0 0 - 1
Dangerous bodily harm 0 3 0 0 - 3
Other offences 0 8 0 0 - 8
Defalcation 1 1 1 1 - 4
TOTAL 113 555 98 187 146 1099~

* The authorities of this institution did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals of each institution
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LS | OFFENGE: ~_ Corfu Patra  Chalkida  Alikarnasos  Trikala  TOTAL
Wilful murder 3 2 4 0 - 9
Attempted homicide 1 9 1 0 - 11
Transgression of Drug Law 8 69 7 4 - 88
Theft 2 16 4 7 - 29
Robbery 0 5 2 0 - v
Rape 1 0 1 0 - 2
Attempted rape 1 3 2 0 - 6
Seduction of a minor 1 0 0 0 - 1
Circulation of forged money 4 0 0 0 - 4
Other offences 0 6 1 0 - 7
Deceit 0 2 1 0 - 3
Forgery 1 0 1 0 - 2

_ TOTAL 22 112 24 11 9 178"
GRAND TOTAL (1.3a + 1.3b) 135 667 122 198 155 1277
PRISON STAFF 81 127 54 44 60 366

* The authorities of this institution did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals by each institution

14




st pita i B S e e s ¢ 1 —_—————— _

io Neapolis TOTAL

OFFENCE Volos l_o_annina— Komotini’ Korﬂ_‘a_thos“-ios ﬂi_g's_s'afon_iiii:_ Larisa N

lafpl

Wilful murder 0 1 - 0 0 - 70 3 B 79
Fatal bodily harm 3 2 - 0 0 - 7 0 2 14
Dangerous bodily harm 2 0 - 3 0 E 0 2 0 7
Attempted homicide 0 2 - 0 3 - 10 4 4 23
Transgression of Drug Law 5 9 - 10 11 . 99 22 7 163
Pimping 0 0 - 0 0 - 0 1 0 1
Grand larceny 22 27 - 13 6 - 168 20 4 260
Theft 0 0 - 0 0 - 0 15 3 18
Robbery 3 6 - 1 1 - 56 8 1 76
Rape/ Incest 0 4 - 1 2 - 10 1 0 18
Attempted rape 0 1 E 0 1 - 2 0 0 4
lllegal entrance in Greece 9 11 - 2 2 - 24 4 0 52
Deceit 1 5 - 8 1 - 19 7 0 41
Forgery 1 0 - 0 0 - 0 0 0 1
Circulation forged money 0 0 - 0 0 - 0 0 0 0
lllegal gun possession 0 0 - 0 0 - 0 1 0 1
Defalcation 1 2 - 1 1 - 10 2 0 17
Other offences 5 0 - 1 1 - 13 11 13 44

TOTAL 52 70 130 40 29 219 488 101 39 1168~

* The authorities of these institutions did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals by each institution
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____ OFFENCE  Chania_Tripolis _ Chios _ Amphissa __ Korydallos  TOTAL
Wilful murder 2 3 2 - 20 27
Fatal bodily harm 1 0 0 - 3 4
Attempted homicide 4 1 2 - 12 19
Transgression of Drug Law 12 2 3 - 188 205
Grand larceny 15 3 8 - 160 186
Theft 0 0 0 - 0 0
Robbery 6 3 0 - 11 20
Pimping 0 0 0 - 0 0
Rape/ Incest 0 38 0 - 8 46
Attempted rape 1 8 0 - = 13
lllegal entrance in Greece 2 0 1 - 11 14
Deceit 1 2 2 - 82 87
Circulation forged money 0 0 0 - 0 0
lllegal gun possession 0 0 0 - 0 0
Defalcation 1 0 0 - 68 69
Other offences 0 0 4 - 0 4
TOTAL 45 60 22 37 567 3t
TOTAL (Convicts) 1899

* The authorities of these institutions did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals by each institution
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Table 1.4b: Number of remand inmates, by prison and by offence, and prison Starf by priaon  Tor i Ty L ay Prisons

~ OFFENCE ____Volos loannina Komotini _Korinthos Kos Thessaloniki Larisa Nafplio Neapolis TOTAL
Wilful murder 2 0 - 1 0 - 1 3 2 9
Attempted homicide 0 0 - 0 1 - 5 3 3 12
Transgression of Drug Law 11 29 - 10 13 - 60 16 20 159
Theft 21 13 - 1 12 - 20 = 5 76
Robbery 5 0 - 0 0 - 7 6 5 23
Rape 0 1 - 1 0 - 1 1 1 5
Attempted rape 0 0 - 0 0 - 0 1 1 2
Seduction of a minor 1 0 - 0 0 - 0 0 0 1
Circulation forged money 0 0 - 0 0 - 0 1 0 1
Forgery 2 1 - 0 1 B 0 0 2 6
Other offences 4 0 - 0 7 - 0 1 20 32
TOTAL 46 44 70 13 34 198 94 36 59 594"
PRISON STAFF 30 35 47 19 15 87 114 25 20 392

* The authorities of these institutions did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals by each institution
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Table 1.4b (cont.): Number of remand inmates by prison and by offence, prison staff by prison, total number of inmates and staff, for the twelve
Judicial Prisons

) OFFENCE Chania _ Tripolis Chios Amphissa _ Korydallos TOTAL
Wilful murder 6 2 0 - 30 38
Attempted homicide 2 0 0 - 26 28
Transgression of Drug Law 16 0 1 - 300 317
Theft 12 0 1 - 263 276
Robbery 5 0 0 - 0 5
Rape 2 3 1 - 23 29
Attempted rape 1 0 0 - 2 3
Seduction of a minor 0 0 1 - 6 7
Circulation forged money 0 0 0 - <4 4
Grand larceny 0 0 0 - 0 0
lllegal entrance in Greece 0 0 0 - 0 0
Deceit 0 0 0 - 0 0
Defalcation 0 0 0 - 0 0
Simple Complicity 0 0 0 - 0 0
Instigator 0 0 0 - 0 0
Other offences 0 1 0 - 0 1
Forgery 0 0 0 - 32 32

TOTAL 44 6 4 6 686 745"

PRISON STAFF 29 21 13 42 154 259
TOTAL (Remands) 1339
GRAND TOTAL (Inmates) 3238
GRAND TOTAL (Prison Staff) 651

* The authorities of this institution did not provide detailed figures; they just provided a total figure. ** This figure is the sum of the Totals by each institution
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Table 1.5: Number of convict prisoners, and prison staff by prison and by offence, for the three Rural Prisons

OFFENCE Kassandra Tiryntha  Agia TOTAL

Wilful murder 18 17 22 Sif
Fatal bodily harm 1 3 0 4
Attempted homicide 2 6 0 8
Transgression of Drug Law 18 59 23 100
Grand larceny 16 9 17 42
Theft 0 30 0 30
Robbery 15 16 16 47
Rape/ Incest 0 1 6 7
Attempted rape 0 1 0 1
lllegal entrance in Greece 0 8 15 23
Deceit 0 6 0 6
Pimping 0 0 0 0
Jehovah'’s witnesses* 80 24 26 130
Circulation of forged money 3 3 0 6
lllegal gun possession 0 0 0 0
Complicity to homicide 0 0 0 0
Seduction of a minor 4 5 0 9
Dangerous bodily harm 3 4 0 7
Other offences 21 20 0 41
Defalcation 0 1 0 1

TOTAL 181 213 125 519
PRISON OFFICERS 76 78 73 2201

* In Greece, as Jehovah's witnesses refuse to join the army (which is obligatory for all men), they are incarcerated in Rural prisons
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Table 1.6: Number of convicts and remand female prisoners by offence, and number
of prison staff

OFFENCE Convicts Remands TOTAL
Wilful murder 17 5 22
Fatal bodily harm 1 0 1
Attempted homicide 4 1 B

Transgression of Drug Law

N
I
W
S
(9]
(09}

Theft 19 3 22
Robbery 4 3 74
Pimping 3 0 3
Circulation forged money 0 2 2
Grand larceny 8 4 12
lllegal entrance in Greece 7 1 8
Deceit 5 2 7
Defalcation 3 3 6
Simple Complicity 0 4 4
Instigator 0 1 1
Other offences 39 1 40
lllegal gun possession 1 0 1

TOTAL 135 64 199

PRISON STAFF 80

1.6 Problems of research in Greek prisons

It is worth mentioning at this point some things about the existing atmosphere
in Greek prisons during the period immediately prior to study commencement (in
March 1995). During the 18 months prior to March 1995 there existed unrest in most of
the prisons. There were complaints regarding the living conditions within prisons, while
it was a common secret that illicit drugs were brought and taken within prisons. It was
also known that a racket of officers and prisoners brought and dealt drugs and guns in

prisons (especially in the biggest Greek prison, in Korydallos, Athens) and a chief
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officer of this prison had been arrested. In addition, the ex-president of the Federation
of Prison Officers of Greece was then in jail, awaiting trial, being accused of "helping"
a lifer to be early released, by "offering" him false extra working hours. The peak of the
situation was the resignation of the Minister of Justice, who, it was said, could not
guash these rackets.

Based on the figures mentioned on the previous paragraph (1.5) and “the
atmosphere” described just above, one could conclude that Greek prisons — at the
time of the study - were characterised by three important features: a) they were
overcrowded; b) they kept a large number of foreign prisoners, mainly from Albania
and Romania; c) finally, mostly because of a) and b), there had been considerable
unrest and in some cases rioting. These features had a direct impact on the
methodology of this study and had to be accommodated especially during the data

collection phase.
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Summary

In this introductory Chapter, | have tried to describe the historical role of prison
within Greek society, emphasising that prison was/is basically functioning as a place of
social rejection with contradictory aims: to protect society from criminals, while
preparing offenders to re-enter society. This basic feature characterises Greek
prisons. These contradictory aims have contributed to serious uprisings both in Greek
prisons and in other prison systems outside Greece.

| have also tried to show in this Chapter the geography of Greek prisons and
the basic characteristics of inmates. When this study started in March 1995, there
were 20 Institutions for adults in Greece classified according to Judicial, Closed and
Rural penal regimes, according to the type of inmates they kept. The total number of
incarcerated inmates was 5,233 (both males and females). Prisons housed
predominantly males (female inmates represented only 3.8%), they were overcrowded
by 53.5%, they kept a significant number of foreign inmates (22.4% in December
1995), they were run by 1,324 prison officers (1 officer / 5 inmates) and the most
common offence for which inmates were incarcerated was titled “Transgression of

Drug Law” (30.3%).
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CHAPTER 2: Literature Review

2.1 Drug use in prison settings

2.1.1 Introduction — Drug use in the community

Drug injecting is a worldwide phenomenon and goes beyond any religious, cultural
and political obstacles. It has been found in countries of all religious persuasions, all
stages of economic development and all political systems (Stimson and Choopanya,
1998).

lllegal drug use first emerged in Western European countries as a significant social
phenomenon among the young population in the late 1960s and early 1970s - mainly on
the wave of the protest movements. During this period, "addicts"' acquired a special social
role in society: they were held up as examples of abnormal and deviant behaviour in a
"normal” society (Groterath, 1999). The course of diffusion of drug injecting is different
among various European countries. For example, in Sweden, by 1960s drug injecting in
Stockholm was substantially established with peak incidence occurring between 1963 and
1968. In West Berlin, heroin injecting developed in the late 1960s and spread in the 1970s.
In Scotland, drug injecting was established in Glasgow in the late 1970s, but did not
escalate to significant levels until 1983. Nevertheless, the history of drug injecting in

Western Europe shows that trends in the spread of drug use often transcend state

' There are many debates on the appropriateness of this term in accurately describing a person
who is involved in taking psychoactive substances. This particular term is used in order to describe
those using mainly illicit substances. The reasons for separating drug users (those using legally
sold drugs) from "addicts" have little to do with the pharmacology, potency and ‘dangerousness' of
the substance itself. Rather, the reasons seem to have a great deal to do with "accidents of history,
geography and politics" (Davies and Shewan, 2000, p. 233).
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boundaries. Subregional diffusion of injecting was probably linked to the cultural
homogenisation that occurred in Europe in the period following the Second World War.
Also significant were the increasing opportunities for mobility and migration, the
proliferation of, and the lessening state control over drugs, media sources and the rise of
youth subcultures distinguished by fashion and style (including choice of drugs) (Stimson
and Choopanya, 1998).
Drug injecting is a major factor in the spread of HIV-1 and other blood-born
diseases, like Hepatitis B and C and malaria (Stimson and Choopanya, 1998), while it can
be associated with adverse effects on health through a number of ways (World Health
Organisation, 1998). For example:
¢ Dosage and drug combination, such as overdose.
¢ Direct mental effects, as in acute intoxication, or chronic effects.
¢ Harmful effects from drug preparation, when contaminants are introduced by injection.
¢ Manner of administration, including physical damage or bacterial infections at injection
sites.

¢ Living conditions, which increase vulnerability to infections such as pneumonia and
tuberculosis.

¢ Lifestyle conditions, when injectors are victims of violence and accidents, or at risk
from sexually transmitted diseases

According to the 2000 Annual Report of the European Monitoring Centre for Drugs
and Drug Addiction (EMCDDA), the overall picture of illicit drug use in the European Union
(EU) is as follows. Cannabis remains the most widely available and commonly used drug
across the EU, with substantial increases in use over the 1990s. Figures indicate that at
least 45 million Europeans (18% of those aged 15 to 64) have tried cannabis at least once,

while around 15 million (about 6% of those aged 15 to 64) have used cannabis in the past
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12 months. Use is higher among younger age groups, with about 25% of those aged 15 to
16 and those aged 18 have tried cannabis. Amphetamines and ecstasy are the second
most commonly used drugs in Europe. Following increases in the 1990s, ecstasy use
appears to be stabilising or even falling, while amphetamine use is stable or rising. It is
estimated that between 1 and 5% of those aged 16 to 34 have taken amphetamine and/or
ecstasy and that rates are higher in narrower age groups. While cocaine is less commonly
used than amphetamine and ecstasy, its use is rising - particularly among socially active
groups - and spreading to a broader population. Figures show that between 1 and 6% of
those aged 16 to 34 and 1 to 2% of school children have tried cocaine at least once,
although some surveys show levels of up to 4% among 15 to 16-year-olds. Finally heroin
dependence remains broadly stable. Known users are a largely ageing population with
serious health, social and psychiatric problems, although indicators of heroin use amongst
some younger groups are noted. Figures show that heroine experience overall remains
low (1 to 2% in young adults) and school surveys show pupils being highly cautious about
using heroin. It is noted that heroin use is reported amongst young, heavy, "recreational"
users of amphetamines, ecstasy and other drugs. Other high-risk groups include
marginalised minorities, homeless young people, institutionalised youth and young
offenders, prisoners (mostly women) and sex workers.

In the U.S.A., the country with one of the longest histories of self-injection of drugs,
the prevalence rate for substance abuse/dependence among the general population is
7.6% (Peters and Steinberg, 2000). On the other hand, the limited references regarding
the situation in Sub-Saharan Africa indicate only general patterns of drug use in the
region’s general population. It is estimated that the absolute use of psychoactive products
such as codeine, ephedrine and benzodiazepines is increasing (Ohaeri, 2000), while the

heroine and cocaine use is not yet manifest as a serious problem. On the other hand, in
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North African countries like Egypt, heroin injecting has being present since at least the
beginning of 1980s, with an estimated 40,000 users, of whom an estimated one-third inject

(Stimson and Choopanya, 1998).

2.1.2 Historical Development of drug use in Greece - Drug use in Greek general
population

Until the 70s, illicit drug use in Greece was quite limited and mainly confined to
certain sections of the working-class population in large cities. The majority of users
derived from immigrants from Asia Minor and smoked cannabis as part of an eastern
cultural tradition. A significant increase in illicit drug use from the mid-70s was noted
empirically and also supported by law enforcement data. The phenomenon spread widely
and appeared in a form quite different from the past socio-cultural context, breaking the
long-existing barriers of socio-economic class, sex and age. From 1977-78 the use of illicit
drugs - and more specifically of opiates as well as of licit psychotropics - seemed to spread
among young people (15 to 25 years old) as evidenced by indirect indicators (police and
treatment demand indicator) (Greek REITOX Focal point, 1997). In Greece, the drug
abuse epidemic appeared less widespread than in the USA and Western Europe (Kokkevi,
1987; Kokkevi and Stefanis, 1991). Although it is difficult to provide accurate estimates of
the total number of ‘drug addicts’ in Greece, indications from epidemiological studies, as
well as data from the prosecution agencies and the Ministry of Health converged to a
number of about 40,000 persons in the beginning of 90s (Kokkevi et al., 1990).
Nevertheless, with a time lag of 10 years behind the rest of Europe, Greece seems to have
followed the same course of the drug epidemic as soon as historical and cultural changes
permitted it while, as time goes by, the gap between Greece and the rest of Europe seems

to have narrowing (Kokkevi et al., 2000).
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The first epidemiological surveys to assess the magnitude and nature of the drug
use phenomenon in Greece were carried out in 1984. There were two nation-wide
surveys, one of the general population aged 12 to 65 (N = 4,297) and another of the
school population aged 14 to 18 (N = 11,058). The subsequent replication of these
surveys, in 1993 and in 1998, provided data on trends in drug use in the country. Data
from the 1998 nation-wide survey of the Greek general population aged 12 to 64
(N=3,759), conducted by the University Mental Health Research Institute indicated that the
reported lifetime use of any illicit drug, i.e. marijuana, hallucinogens, cocaine, crack and

heroin, rose to 12.2% in 1998 from 4% in 1984 (Figure 2.1). Among younger adults aged

18 to 35, the reported lifetime prevalence was around 22%. Last 12 month use prevalence
was 4% in the total sample, while among younger adults (aged 18 to 24) the rate was

three times as high (12.9%) (Kokkevi et al., 2000).

Figure 2.1 Trends in the drug use in the general population
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Males had about three times the lifetime prevalence of any illicit drug compared to
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females. Cannabis was not only the most popular illicit drug, but also the drug that
determined lifetime and last 12 months prevalence rates of the category “any illicit drug”,
as much among all adults as among younger ones. All other illicit drugs had a much lower
prevalence in the total sample, of no more than 1.1% each. It can be inferred that anyone
who had used some illicit drug had most probably used cannabis. The second most
popular illicit drug, albeit at much lower levels than cannabis, was cocaine, lifetime use of
which was reported by 2.7% of those aged 18 to 25 and by 1.1% of the total sample.
Overall unprescribed use of illicit psychoactive substances had decreased markedly since
1984. From 13.5% in 1984, lifetime prevalence of use of illicit psychoactive substances fell

to 9.2% in 1998 (Kokkevi et al., 2000).

2.1.3 Drug use and imprisonment

It is highly probable that a large proportion of IDUs are incarcerated during their
drug-using careers. Generally speaking, the drug-using part of a prison population falls
into one of the three broad groups. First, there are those who actually use drugs or are
involved in the possession of drugs with intent to supply them to others. Second, there are
those who are incarcerated for offences other than drug use, but who happen to be
involved in drug use at the same time. Finally, there are those who acquired their drug
habit whilst in gaol (Shewan and Davies, 2000). Evidence exists that there are more IDUs
in correctional facilities than in drug treatment centres (Brewer and Derrickson, 1992).

Two types of sources provide evidence on the relationship between drug use and

imprisonment. First, those studies which estimate those who have been incarcerated for a

drug related offence. Dolan (1993) provides data from English and Welsh prisons
suggesting that in 1988, approximately 3,500 people received custodial sentences for drug

offences. Nevertheless, this author estimates that this figure perhaps underestimates the




actual number of IDUs in prisons, as many drug injectors are probably sentenced for non-
drug offences, such as property theft. Riley (1992) reports that in 1992 there were 1,200
inmates serving time for drug related offences in Canadian federal prisons.

A second type of source are those studies which data are based on estimates of
inmates (or ex inmates) that report any type of drug use outside or inside prison. Research
data from France, Holland, Switzerland, Italy and Spain indicate that 20-30% of prisoners
had injected drugs at least once a week, during the three months prior to their
imprisonment (Harding, 1990). Very recent data of IDUs currently incarcerated or with a
history of imprisonment indicate that in Germany every third to sixth inmate is or has until
recently consumed illegal drugs, particularly injection drugs (Jacob and Stéver, 2000). In
Brazil, 56% of a sample of 294 cocaine users had been arrested at some stage in their life
(Dunn et al., 2000). In the U.S.A., the prevalence rate for substance abuse/dependence
among the prison population was 56% in 1993 (Peters and Hills, 1993, cited in Peters and
Steinberg, 2000). In Scotland, 27.5% of 559 prisoners were injecting prior to their
imprisonment (Power et al. 1992a), while other studies in Scottish prisons have reported
even higher percentages of injection prior to imprisonment (Dye and Isaacs, 1991;
Shewan et al., 1994). In a series of studies in Scotland, the Willing Anonymous Salivary
HIV (WASH) surveillance methodology was used (Gore and Bird, 2000). The methodology
comprised advanced publicity and explanation of the study rationale to all prisoners,
reception of a saliva sample and self-completion of an anonymous risk-factor
questionnaire from the participants, as well as a procedure of linking the saliva sample and
the questionnaire by a sealed number and enveloped pair chosen at random, by the
prisoner. WASH surveillance delivered "democratic anonymity", as prisoners themselves
linked saliva sample and questionnaire and then physically separated them, thus achieving

the maximum level of anonymity (Gore and Bird, 2000). Results of these studies showed
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that 32% of adult male inmates and 46% of female inmates reported a history of injecting
drug use (Gore and Bird, 2000). In the Netherlands, it is estimated that one-third of the
annual intake of detainees used hard drugs such as heroin and cocaine before being
detained. In raw numbers, this means that (for 1995), about 10,000 drug users entered the
Dutch prison system (Van Doorninck and de Jong, 2000).

These figures indicate that drug use and incarceration are the two sides of the
same coin and that prisons throughout the world have the potential to act as settings of
high-risk behaviours (Shewan and Davies, 2000), resulting in HIV (and other blood born

viruses) transmission both among inmates and the general population.

2.1.4 Drug use and imprisonment in Greece

In Greece also, the rates of arrests and convictions are used as one of the
indicators of the relationship between drug use and imprisonment. In Greece, the various
prosecuting authorities are Police, Custom Service, the Body of Prosecuting the Financial
Crimes and Port Authorities. It is estimated that of all arrests in the country, Police does
95%. A person is considered "arrested" when kept by any prosecuting authority as a
suspect for violation of the Drug Law. A person is "charged" when a charge for violation of
the Drug Law - usually made by an attorney - is pending, although in some cases, the
person may have not been arrested.

Recent data on arrests and charges for violation of the Drug Law, collected by the
Central Anti-Drug Co-ordinating Unit, show a strong increase during the last 5 years
(University Mental Health Research Institute, 2000). There has been a strongly increasing
trend in drug-related arrests and charges mainly after 1993 (see Figure 2.2). The number
of charges by all prosecuting authorities in 1995 (N = 4,887) increased by 30% over 1994

(N = 3,762) after a decrease observed between 1991 and 1993. During 1998 the number
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of charges was 10,973 (94.4% males and 5.6% females). There was an increase of 12.8%

in 1998 in the number of arrests compared to 1997 (N = 9,729).

The latest data (released in 1999) on convictions under drug laws from the

Statistical Service of the Ministry of Justice refer to 1996. Drug related offences have

increased steadily, reaching 1,484 in 1996, nearly a three-fold increase (307%) over 1986

(see Figure 2.3). Compared to 1995 (N = 1,265) there was an increase of 17.5% in the

number of convictions in 1996, while compared to 1994 (N = 1,026) there was an increase

of 44% in 1996. In 1996, 58.4% of convictions were for use, 31.6% for trafficking and 10%

for drug cultivation.

Figure 2.2: Drug related arrests and charges by the Hellenic Police and charges by all
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Figure 2.3: Convicted drug law offenders: 1985-1996
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2.1.5 Prison studies re Drug use

The extent of drug use within prison is obviously a contentious issue. An increasing
number of scientific studies have provided evidence of the existence and extent of
injection and other drug use in prison (Jlurgens, 2000). Two major groups of studies have
been undertaken.

First, there are those studies that investigated solely drug use among prisoners, as
a risk factor for HIV and other blood born viruses’ transmission. Many of these studies
were conducted in the early 1990s, and took place mostly in the UK, but also in Australia
and in the US. Studies which were conducted among non-imprisoned samples, for
example ex prisoners and current IDUs at liberty showed high percentages (44-94%) of
IDUs who had ever injected drugs within prison and high frequencies of drug use in
prisons (Wodak et al., 1990; Carvell and Hart, 1990; Kennedy et al., 1991). Nevertheless,

these studies suffered from serious recruitment biases and modest sample sizes (Gore
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and Bird, 2000) while the fact that their samples were constituted mostly by IDUs at liberty
posed serious validity issues (McKee and Power 1992).

A rather different picture emerged, during this early period of research, with regard
to studies that had actually involved currently incarcerated inmates. These studies
reported lower percentages (2-24%) of drug use while in prison, although inmates who
participated reported high levels of drug use (8-92%) prior to their incarceration (Potter and
Conolly, 1990; Dye and Isaacs, 1991; Maden et al., 1991; Magura et al., 1991; Turnbull et
al., 1991; Power et al., 1992a).

Secondly, there are studies, which have mostly investigated HIV seroprevalence
rates in prisons and the related risk factors. Again, these studies recruited both IDUs at
liberty and currently incarcerated inmates and confirmed the above-mentioned pattern of
drug use within prisons. Muller et al., (1995) studied 612 IDUs in Berlin and showed that of
IDUs ever imprisoned, 48% reported intravenous drug use during incarceration. During the
last 8 months 149 IDUs (42%) reported having been in prison. Out of those, 42% reported
intravenous drug use during incarceration. Of those who injected drugs during a period of
incarceration, (n = 202), 29% stated a frequency of less than five times, 6% injected less
than 10 times, 21% injected 10-50 times, and 53% used intravenous drugs more than 50
times in prison. Korte et al. (1998) distributed questionnaires on drug use in 354 prisoners
in Finland. Approximately 30% of the prisoners had used illegal drugs during their current
imprisonment, while 10% revealed that they had injected them. Gore and Bird (2000)
reported that in six separate studies conducted in male Scottish prisons and one in
Cornton Vale female prison, using the WASH methodology, 58% (411/714) and 57%
(32/56) of male and female injectors inmates respectively, had ever injected in prison. On
the other hand, studies in Brazil (Lorenco, 1992; Marins, 1995; Kallas, 1996) reported very

low levels of injecting drugs (1.5 - 2%) while in prison. Similarly low levels of injecting
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behaviour (1%-2%) among inmates (N = 3,200) were reported in the Prison Psychiatric
Morbidity Survey (Singleton et al., 1998) in the UK. Although the above group of studies
were characterised by strict and carefully designed methodology — especially Scottish
studies by Gore and Bird (2000) - as can be seen there is again considerable diversity
between their results on the extent of drug use in prison. This could partly be attributed to
the different samples recruited and the different circumstances under which the surveys
took place.

In any case, the figures of all the above studies indicate that there is a relatively
high prevalence of drug use in prison. Nevertheless, although voluntary anonymous prison
studies have provided indirect evidence that a population repeatedly imprisoned or having
injected drugs in prison has higher HIV prevalence (Bird and Gore, 1994), the above
figures are misleading, unless they are considered in relation to what IDUs did before their
incarceration and whether or not risky practices (i.e. sharing) and precaution measures
(i.e. sterilisation) were taking place within prison. Only this way of viewing the situation
would really show the role of prison as mediating risk factor for the transmission of HIV.
Dolan (1997) mentioned that «being in prison doesn't necessary mean that IDUs will
engage in risk behaviour» (pp. 11) and «injecting in prison is not a risk for HIV unless
syringes are shared» (pp.12). For this reason, assessing the extent of sharing is crucial to
understanding the potential for HIV spread in prison (Dolan, 1997). Different studies
throughout Europe, the USA and Australia have attempted to investigate these issues.
Different individual studies as well as relevant reviews (McKee & Power, 1992; Crofts et
al., 1996; Dolan, 1997) suggest that HIV high risk behaviours are primarily associated with
incarceration and confirm the fact that IDUs inject less but share more when they are in
prison than in the community (Power et al., 1992a; Turnbull et al, 1992; Shewan et al.,

1994a; 1994b; 1995; Marins, 1995; Muller et al., 1995; Taylor et al., 1995; Singleton et al.,
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1998). In other words, despite most IDUs stopping injecting on entry to prison, among
those who continue to inject, levels of sharing are considerably higher than that reported
by such individuals whilst in the community. That means that prison actually acts as a
modifier of HIV risk behaviour, but towards a direction of heightening HIV-risk.

With regard to precautionary measures adopted by inmates, there is some
evidence that some form of HIV risk reduction strategies (i.e. use of new needles, less
sharing, sterilisation of works before sharing) are practised by the majority of IDUs prior to
imprisonment, during imprisonment and were expected to continue after release (Power et
al., 1992a). Nevertheless, results from an Australian study (Dolan et al., 1994) that
monitored a bleach distribution programme for inmates, showed that three years after the
distribution of bleach begun, 62% of inmates still found it difficult to gain access to it.

In reviewing the literature concerning the extent of HIV high-risk behaviours among
penal populations a significant limitation is that many reports have focused on single
institutions and thereby prevented generalisability to the larger prison population.
Additionally, the diversity of prison samples within any one country might be as great as
that when comparing prison populations between countries. Another limitation of the above
studies is that they were primarily surveys that examined the extent of drug use and
sharing practices while failing to examine the correlates and determinants of such
practices. One of the few studies that have investigated the dynamics of drug using
behaviour among prisoners is reported by Shewan et al. (1994a). In this study, a purposive
sample of 234 prisoners from four Scottish adult male prisons was interviewed. Factors
most closely identified with sharing behaviour within prison were: having injected a wider

range of drugs in prison; frequency of Temgesic use; being prescribed methadone in the

community, then having that prescription discontinued on entry to prison.
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2.1.6 Prison studies re sexual behaviour (re risk behaviours of inmates)

It seems that homosexual activity occurs inside prisons, as it does outside, as a
consequence of preferred sexual orientation (Jurgens, 2000). The prevalence of sexual
activity in prison is difficult to estimate, while studies have shown «inmate’s involvement to
vary greatly» (Saum, 1995). The relationship between drug use and unsafe sexual
behaviour has been documented (Schafer et al., 1994) and a significant number of mainly
epidemiological studies on IDUs’ sexual behaviour have been conducted (Crisp et al.,
1993; Myers et al., 1995; Rhodes et al., 1998). Summarising the results of these studies, it
becomes clear that the vast majority of IDUs are sexually active, with primarily
heterosexual orientation and a primary partner. A significant majority of IDUs never use
condoms with their primary partner, while one third of them follow the same unsafe
practice with a casual partner. Many IDUs report having non-injecting or non-using sexual
partners. Up to one forth of female IDUs work as sex workers. Finally, and most
importantly, the limited follow-up studies of sexual behaviour change among IDUs have
shown little or no marked change over time either in the number of reported sexual
partners or in condom use with casual or primary partners.

On the other hand, a limited number of surveys have investigated sexual
behaviours and practices among IDUs within prisons. The very early relevant research
mostly relied on information obtained from prisoners when at liberty (McKee & Power,
1992), although there were some data derived from inmates in custody (Magura, 1991)
which revealed relatively low levels of sexual activity within prisons. The first detailed
survey that used a representative sample of inmates was conducted in Scotland (Power et
al., 1991; 1992b). Data from this study showed that prior to imprisonment, 465 out of 480
male inmates (96,9%) and 78 out of 79 female inmates (98.7%) had had a sexual

relationship. The vast majority of that sample had an exclusive heterosexual orientation.
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Prior to imprisonment, 81.9% of males and 71.8% of females had never used condoms.
Sexual behaviour during imprisonment, as reported by inmates, was almost negligible for
both males and females. Only one male inmate reported having had participated in anal
intercourse during a period of incarceration, but he used condoms. Three female inmates
also reported being sexually active while imprisoned. Expected sexual behaviour after
imprisonment differed little from that before imprisonment. Although these figures might
underestimate the level of sexual activity within prison — as inmates might hide sexual
activities fearing stigmatisation - they were confirmed by subsequent studies in Scotland.
Gore and Bird (2000) showed that less than 0.5% (10 out of 2,410) of their samples of
adult male prisoners who participated in cross-sectional WASH surveillance, reported
having had anal sex with another man in prison. Nevertheless, in a New York study,
inmates and ex inmates reported frequent instances of unprotected sex behind bars
(Mahon, 1996). In Canada, 6% of federal inmates self-reported having had sex with
another inmate, with one third of them reporting condom use (CSC, 1996).

Other studies have been conducted among inmates, but refer to HIV-risk practices
before incarceration. Rotily et al. (1994; 1995; 1997) reported that from their sample of 432
inmates from two remand and short-stay prisons in south-eastern France, 13% (47% for
IDUs) reported sexual intercourse with an IDU during the last five years; 23.1% (19% for
IDUs) reported more than two sexual partners over the last 12 months and 30% had never
used condoms. Kall (1994) analysed the risk for sexual transmission of HIV to non-
injecting partners of IDUs in the course of their drug-using career in a study of sexual
behaviour of 200 detained Swedish IDUs. Results of this study showed that amphetamine
injectors reported a higher frequency of intercourse with regular partners than did the
heroin users, while the reported frequency of condom use was very low among the

seronegative injectors. Based on the results, Kall (1994) confirmed the fact that HIV risk
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for non-injecting sexual partners is shared along the course of the drug career of their
injecting partners. The above figures indicate that although sexual behaviour is a
significant HIV risk factor for IDUs at liberty, it is almost non-existent in prisons. Injecting is
by far the major risk factor for HIV and other blood-born virus transmission inside prisons

rather than sexual risk (Bird and Gore, 2000).

2.1.7 Relevant Greek research

Until recently the pattern of social research on AIDS in Greece had been to study
the social perception of AIDS threat in the general population (Agrafiotis et al., 1991;
Gnardellis and Agrafiotis, 1991), while marginalized groups such as prisoners have largely
been ignored. In Greece, the few published studies on HIV risk behaviours of IDUs while in
prison have been mainly descriptive and based on relatively small samples derived either
from IDUs treatment services and AIDS Reference Centres, or from inmates from one or
two specific institutions, which mostly hold IDUs inmates. Within the Greek context there is
a limited amount of information available regarding the extent of IDU among inmates and
the relationship between offending behaviour and drug use. Kokkevi et al. (1993) reported
that of 264 heroin users recruited from treatment services and prison, 77.6% had been
arrested while 57.1% had been convicted at least once for a variety of crimes.

Recently, a comparative cross-sectional study of changes in intravenous injecting
drug use during the past six years, regarding common use of needles and sexual
behaviour was conducted between two samples of IDUs who visited the AIDS Reference
Centre, at the National School of Public Health, in Athens, in 1993 (N; = 200 {61% history
of incarceration}), and in 1998 (N, = 243 {22% history of incarceration}) (Kornarou et al.,
1999). According to the results of this study, the frequency of shared-needle-use during

the past six months differed little between the two study periods: 39.4% in 1993 and 38.6%
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in 1998. However, the frequency of effective sterilisation increased from 10% to 18.9%.
Many more |IDUs stated that they used condoms particularly with occasional partners (from
22.1% to 64.5%). In general, the authors concluded that IDUs continue to follow high-risk
practices related to the use of needles, although they appear to be more careful in their
sexual behaviour.

With regard to drug use and sharing practices in prison, relevant data confirmed
that Greek IDUs in custody reported high-risk drug using practices such as sharing of
syringes and needles (Malliori et al., 1994, 1998a), although earlier Greek studies with
| IDUs also reported high risk behaviour patterns among this group while at liberty (Kokkevi
| et al., 1992). To the best of our knowledge, the only published Greek study among inmates
was conducted by Malliori et al. (1998a). In order to determine HIV and hepatitis
prevalence and risk behaviours, they interviewed 544 inmates who had been imprisoned

for drug related offences, in two of the biggest prisons in Greece. From this sample, 375

inmates had injected drugs at some time; a significant minority of them (N = 132, 35.2%)
continued injecting whilst in prison. Nevertheless, the vast majority of those injectors (N =
119, 91.5%) resorted to more risky behaviour by sharing injecting equipment.

As far as the sexual behaviour of IDUs, either at liberty or in prison, the relevant
Greek data are scarce. Kokkevi et al., (1992) reported that of 142 IDUs investigated while
at liberty, three-fourths mentioned heterosexual and one-fourth mentioned homosexual
contacts. Of this sample, 78.6% had not used condoms during sexual intercourse, while
only 5.7% reported regular condom use. Finally, almost one-third of the sample admitted
frequent change of sexual partners. To the best of our knowledge, no study until now has
I'| investigated the sexual behaviour of Greek inmates in detail. The above results seem to
confirm the European pattern on drug use (Dolan, 1997) and sexual behaviour, but such

data is of limited use regarding generalisability to all Greek inmates, as these latter studies
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were based mostly on purposive samples.

Summary

A significant proportion of the general population throughout the world has some
kind of relationship with illicit drugs. It seems that drug injecting is a worldwide
phenomenon and goes beyond any religious, cultural and political obstacles. It has been
found in countries of all religious persuasions, all stages of economic development and all
political systems. It is highly probable that a large proportion of IDUs will spend a
significant period of their drug-using careers incarcerated, either due to drug related
offences (drug possession and use, or drug trade), or other offences, which might be
related to drug use (i.e. theft in order to obtain syringes). There are also those who acquire
their drug habit whilst in gaol. Relevant research throughout the world has shown that a
significant proportion of IDUs use illicit drugs while in prison. Nevertheless, when research
compares drug use pattern before incarceration versus while imprisoned, it seems that
despite most IDUs having stopped injecting on entry to prison, among those who continue
to inject, levels of sharing are considerably higher than that reported by such individuals
whilst in the community. Additionally it seems that IDUs don’t adopt precautionary
measures (i.e. use of new needles, sterilisation of the works) while in prison. Sexual
activities in prisons, although present, are limited and they don’t seem to constitute a
significant risk factor for HIV infection among inmates. Based on prevalence rates of the
two risk behaviours (drug use and sexual activity), it seems that injecting is by far the
major risk factor for HIV and other blood-born virus transmission inside prisons rather than

sexual risk.
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2.2 HIV/AIDS in Prison settings

2.2.1 Introduction

Within Europe, the biggest concentrations of AIDS are found in the "IDUs" group,
with 40.1% of the cumulative total (227,351) of reported adult and adolescents AIDS cases
until 30/6/2000. This is more than the proportion of cases attributed to transmission
through homosexual/bisexual activities, reported as 33.5%, and compares with 17.3% for
heterosexual contact, 3.1% for those infected through blood products, 4.5% for those
infected through other/undetermined route and 1.5% for homo/bisexual IDUs (European
Centre for the Epidemiological Monitoring of AIDS, 2000). However, the comparative
representation of the different categories varies enormously within the EU, with some
countries exhibiting the largest concentrations of cases attributed to homosexual contact
(i.e. France: 31,5%; Germany: 16.7%; UK: 15.6%), while other countries showing by far
the largest proportions of cases attributed to IDU (i.e. Spain: 42.9%; Italy: 32.5%)
(European Centre for the Epidemiological Monitoring of AIDS, 2000).

With regard to inmate populations, world-wide, rates of HIV infection are much
higher than in the general population (Jirgens, 2000). These rates are closely related to
the proportion of prisoners who inject drugs prior to their incarceration and the rate of HIV

infection among IDUs in the community (Harding and Schaller, 1992a).

2.2.2 Historical Perspective

The issue of HIV/AIDS in prison was first addressed in 1983 when a study in New
York State’s prison (Wormser et al, 1983) alerted public health authorities to the
importance of injecting drugs in the transmission of the HIV virus. At the time, little

attention had been given to the practical problems concerning AIDS prevention in prisons,
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to the dangers of discrimination against HIV infected inmates and to the issues raised by
people with AIDS who were dying while incarcerated. In 1985, panic reactions among both
staff and inmates about the risk of contracting AIDS resulted in prison disturbances in both
Europe and North America. The initial response of prison authorities to this situation was
the development of educational programmes for staff and inmates, but also mandatory
HIV-antibody testing, separate housing of HIV infected inmates and restriction of access to
work and other leisure activities (Harding, 1987; Harding and Schaller, 1992a; 1992b).

The first response at an international level came from the Council of Europe, which
commissioned a study on AIDS prevention and control measures in 17 European countries
in 1986. Results of this study were publicised one year later (Harding, 1987). Reviewing
the prevalence of HIV seropositive cases among inmates in 17 European countries
Harding (1987) reported extremely high rates of HIV infection, especially in countries from
southern Europe (i.e. Spain: 26%; Italy: 17%). At the same time, in the same report, these
two countries also reported significant numbers of prisoners with AIDS (10 patients in Italy
and 22 patients in Spain). In general, the study confirmed the expectation that in prisons
there were higher rates of infected persons than in the general population. Based on these
findings, the Council of Europe adopted clear recommendations to end discriminatory
actions and to make preventive measures available. In November 1987, World Health
Organisation organised a meeting on AIDS and prisons. In the resulting consensus
statement from the meeting, it was stressed the need for environmental hygiene and
medical care in prisons. It was also recommended the principle of equivalence of
preventive measures between prisoners and the outside community. It stressed the need
to re-examine criminal policies regarding IDUs. Nevertheless, five years later, it was
showed that the effects of these recommendations had been limited (Harding and

Schaller, 1992a).
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2.2.3 Prison studies re HIV...

2.2.3.1_..Prevalence

Harding’s (1987) report raised more questions than answers. If seroprevalence
was so high, why were case rates so low? What were the rates of risk factors in those
same populations? Were these high rates reported from prisons specialising in the
incarceration and treatment of IDUs? (Brewer and Derrickson, 1992). In the years
following that first review on HIV prevalence in prisons (Harding, 1987), many
seroprevalence studies amongst prisoners were carried out both in Europe and the USA
(see McKee & Power, 1992; Brewer & Derrickson, 1992, Dolan, 1997, for review).
Seroprevalence rates reported in the studies in Europe were significantly lower than of
those reported by Harding and ranged from 0% to 10.9% among prisoners (Turnball et al.,
1992; Bird et al., 1992, 1993a, 1993b; 1997; Gore and Bird, 2000; Rotily et al., 1994; 1997:
Pont et al., 1994; Curtis, and Edwards, 1995;). In 1993 the first closely monitored outbreak
of HIV transmission occurring within prison took place at HM Prison Glenochil, Scotland
(Gore et al., 1995; Taylor et al., 1995; Yirrell et al., 1997), confirming the role of injecting
behaviour as a major risk factor for blood-borne virus transmission inside prison.

Regarding the situation in the U.S.A. a series of early reports (Hammet, 1989)
prepared for the U.S. National Institute of Justice, as well as studies in individual prison
systems mapped the highly variable prevalence rates in North America. (i.e. Nevada:
2.4%; Rhode Island: 4%; Florida: 21%; Maryland: 8.5%) (Horsburgh et al., 1990; Dixon et
al., 1993; Mutter et al., 1994; Behrendt et al, 1994). More recent reports confirmed early
results and indicated that in the United States, many systems continue to have rates under
one per cent, while in a few places rates approach or exceed 20 per cent (Jirgens, 2000).
In Canada, rates ranged between one and 7.7 per cent (Correctional Service Canada,

1994a; 1994b). For example, the prevalence of HIV infection was two per cent among the
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participant inmates (n = 618) at the Quebec Detention Centre (Dufour et al., 1996). In
Australia, the low levels of HIV in the community were reflected in prisons (Crofts et al.,
1995; Dolan and Crofts, 2000). For example, the prevalence of HIV infection was less than
one percent among prison entrants in Australia (Feachem, 1999). On the other hand,
reports from developing countries, like Brazil, (Lorengo et al., 1992) indicated that in a
sample of 1,692 new entrants of Sdo Paulo’s largest prison, 21.6% were already infected
on entry into prison. Nevertheless, the prevalence of HIV among drug users in the
community was much higher in Brazil (in Santos: 60%; in Rio de Janeiro: 40%) as shown
in the WHO Multi-city study of HIV prevalence among IDUs (Malliori et al., 1998b).

All the above studies have used a range of methodologies in order to assess HIV
prevalence rates in prisons. Significant lessons have been learned regarding the
advantages and disadvantages of each method, their validity, and their implications for the
selection of samples, and the willingness of inmates to participate (Bird and Gore, 1994).
On the other hand, the diversity of methods used across the studies and the specific
pattern of drug use identified within prisons (i.e. less injection, but more sharing, mainly
due to the limitations prison geography places upon sharing networks) may have
contributed to relatively low seroconversion rates among prisoners (McKee and Power
1992: Gill et al.,, 1995). In any case, the above mentioned seroprevalence rates stress the
importance of ongoing surveillance of incarcerated populations for blood-borne
transmissible virus infections and associated risk factors, as well as the urgency of
educational and prevention activities (Bird and Gore, 1994).

Nevertheless, it has been stressed that among prisoners, seropositivity levels per
se do not say anything about the method of HIV transmission, as infection may have
occurred due to HIV risk behaviours enacted prior to imprisonment, and transmission in

prison is only likely to occur if high risk behaviours are carried out while in prison (McKee
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and Power, 1992). Furthermore, agencies like the Centre for Disease Control, the Council
of Europe and the World Health Organisation have highlighted the key aspects of the
problem of HIV in prisons: the relevance of the proportion of IDUs among AIDS cases, the
high prevalence of HIV-1 infection among some populations of IDUs, and the high and
increasing proportion of IDUs in prison populations (Abeni et al., 1998). It therefore seems
crucial to focus on the study of risk behaviours among injector inmates, both prior to

imprisonment and while incarcerated, as well as the correlates of such behaviour.

As shown in the first section (2.1) of this Chapter, it was widely recognised that HIV
risk behaviours, such as sharing injecting equipment, unprotected sexual practices and
tattooing, occur within prison settings (Dolan, 1997; Jurgens, 2000) and that in order for
prisoners to protect themselves from contracting AIDS, they should reduce these
behaviours (Power et al, 1993). However, during imprisonment, only drug related
behaviour was considered by far the major risk factor for HIV infection (Gore and Bird,
2000). Although the relevant reports have indicated an overall reduction in injecting during
imprisonment, compared with outside (Power et al., 1992; Shewan et al., 1994; Malliori et
al., 1998a; Jurgens, 2000), it was also confirmed that those who continue injecting while in
prison seemed to take more risks, by sharing injecting equipment more frequently (Jacob
and Stover, 2000). From this perspective, it seems that prisons act as a modifier of drug
using behaviour both in a positive direction (i.e. by reducing the number of injections) and
also in a negative direction (i.e. by increasing the rate of sharing among those who
continue to inject) (Shewan and Davies, 2000). In the context of a realistic harm reduction
policy applied in the prison environment, inmate's appropriate knowledge of the dangers

associated with HIV risk behaviours is thought to be an essential requirement for
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behavioural change (Power et al., 1993, Davies and Shewan 2000). Nevertheless,
compared with the amount of research on HIV/AIDS-related knowledge conducted in the
general population (see Peruga and Celentano, 1993 for review; Roberts et al., 1994) or
among IDUs at liberty (Longshore et al., 1992; Soskolne and Maayan, 1998) — indicating
high levels of knowledge, but also confusion in specific topics - there are relatively few
published studies addressing this issue in adult prison populations (O' Mahony, 1989;
Conolly, 1989; Turnbull et al., 1991; Zimmerman et al., 1991; O' Mahony and Barry, 1992;
Power et al., 1993; 1996; Delorne et al., 1999) or in juvenile offenders (Slonim-Nevo,
1992/93; Robertson and Levin, 1999). In a study of 38 HIV positive prisoners in Ireland, O'
Mahony and Barry (1992) used the Knowledge of AIDS at Risk Behaviour Scale (Kelly et
al., 1989) in order to test inmate knowledge of the type of behaviours that can put people
at risk of HIV infection. Based on their results, these authors concluded that considering
the status of their sample, the knowledge of at risk behaviours was unsatisfactory. Slonim-
Nevo (1992/93) interviewed fifty-six Israeli adolescents under the care of probation officers
and found that a substantial proportion of the sample demonstrated a lack of knowledge
on issues relevant for AIDS prevention. On the other hand, in a comprehensive study of a
representative sample of 559 inmates in Scottish prisons — perhaps the only one of its type
in prisons - Power et al., (1993; 1996) showed that inmates were very knowledgeable on
specific topics. They were aware of basic high risk sexual and drug behaviour, and of most
methods of reducing the risk of transmission. Nevertheless, a considerable proportion of
Scottish prisoners showed less understanding about issues concerning the HIV antibody
test, while many of them thought that sharing items of injecting equipment, like cooking-up
spoons, as a safe practice. Additionally, in the same study it was shown that high levels of
knowledge were associated with a history of drug offences, having had an HIV test,

knowing someone who had had the HIV test, knowing someone who was HIV
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seropositive, a history of injecting drug use and having sexual partner who was also an
injecting drug user (Power et al., 1996).

What stems from the results of the above studies are contradictory conclusions
regarding the level of HIV/AIDS knowledge among the inmate populations studied. The
differences found could be attributed: a) to different sample size and inmates’ serostatus;
b) to the measures used to assess HIV/AIDS knowledge i.e. Power et al. (1993, 1996)
used a large sample of inmates (mostly sero-negative) and a questionnaire with unknown
validity and reliability. On the other hand, O' Mahony and Barry, (1992) used a small
sample of known HIV-positive prisoners and a standardised Scale, in order to assess
knowledge level; c¢) to different cultural backgrounds of the population studied.
Nevertheless, one consistent finding, which has been reported, refers to a high level of
knowledge of the basic facts of AIDS (e.g. AIDS is transmitted through unprotected sex
and needle sharing). This fact is also confirmed by other — mostly American studies -
(Gaughwin et al., 1990; Lurigio et al., 1992). On the other hand, significant levels of
ignorance or confusion on other issues (e.g. HIV antibody test, HIV transmission through
casual contact) are also consistently presented in the literature.

Comparing the inmates’ and the general public’'s knowledge, in an early American
study, juvenile offenders showed high levels of knowledge, similar to school students
(DiClemente et al., 1991). On the other hand, in a study among adult inmates (n = 370) in
France (Delorne et al., 1999) average knowledge score was lower among inmates than in
the general population. At the same study, there was no difference in knowledge scores
between IDUs and non-IDUs inmates. Research also has indicated that HIV/AIDS
knowledge increased after the implementation of an education programme, targeted either
for IDUs at liberty (Dengeleri et al., 1990) or for inmates (Lurigio et al., 1992; Vaz et al.,

1996).
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2.2.3.3 . _Attitudes

Discrimination against people with HIV/AIDS has been registered widely in all parts
of the world. During the first decade of the epidemic - the so-called period of moral panic,
people’s attitudes could be characterised as “hysterical” (Weeks, 1989). HIV infected
persons lost their jobs and homes, children with AIDS were denied access to public
schools, and lesbians and gay men were not served in restaurants (Fineberg, 1988;
Weeks, 1989). Subsequently, while earlier fears had diminished, prejudice and
discrimination against people with HIV/AIDS continued to be widespread (Weeks, 1989).

The above are confirmed by empirical research. loannidi and Haeder (1998) report
cross-national comparisons of discriminatory attitudes in Europe in relation to four topics:
a) segregation, b) AIDS transmission and medical professionals, ¢) management of
information about seropositivity, and d) prosecution of infected persons for not warning
their partners. The relevant data derived from people aged 18-49 years old, in the context
of four European surveys, namely Athens-Knowledge, Attitudes, Beliefs and Practices
(KABP) (1989) (N = 952), Belgium (1993) (N = 2,789), France-KABP (1992) (N = 1,320)
and East Germany (1990) (N = 822). Results from this comparison study showed that
there was a greater tolerance of, and less negativeness towards infected persons, than
reported in the first years of epidemic. On the other hand, Europeans from these countries
preferred to keep a distance between them and infected medical professionals.
Additionally Europeans did not recognise the right of people with HIV/AIDS to keep their
serostatus secret. Researchers identified two factors influencing the degree of tolerance
for infected persons. First, was the nature of the relationship between the interviewee and
the infected person: the closer the relationship, the more discriminatory attitudes were
expressed. Secondly, was the educational level, with the less educated being more likely

to have discriminatory attitudes. The researchers concluded that “although people
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currently appear to be tolerant and liberal in their attitudes towards people with HIV/AIDS,
discriminatory attitudes still exist” (loannidi and Haeder, 1998, p. 373).

The study of people's attitudes towards AIDS and those living with HIV/AIDS has
received increasing attention among researchers worldwide. Valimaki et al. (1998), in their
review of the relevant research (111 papers) noted that research interest had increased
rapidly during the 1990s, and that most of the work in the field had been based on
empirical research and carried out in the U.S.A. According to this review, the focus of
attention had been on students and their attitudes to HIV/AIDS and sexual behaviour,
while at the same time, the attitudes of health care personnel and students had received
more and more attention. These authors also point out that fear, misconceptions and
negative attitude to people with HIV/AIDS remained common among the general public,
students and health care professionals. Gender, educational level, age and level of AIDS-
related knowledge were identified as the factors associated with HIV/AIDS attitudes of the
general public and students. Finally, Valimaki et al., (1998) stressed the fact that these
attitudes have been highly resistant to change. Among IDUs, research has focused on
their attitudes towards HIV/AIDS prevention measures e.g. education and information
campaigns (Richardson, et al., 1994), or towards safer sex (Orlandi, 1991).

As mentioned above (section 2.2.2), in 1985, panic reactions and violence among
both prison staff and inmates resulted in serious disruption in correctional facilities in both
Europe and North America (Harding, 1987; Harding and Schaller, 1992a). Although these
phenomena might be partly attributable to overcrowded conditions within prisons,
insufficient staff and lack of programs and activities (Harding and Schaller, 1992a),
inmates' and staff's negative attitudes towards AIDS and the people infected with the HIV
were thought to be major contributors to such adverse reactions. Nevertheless, the

amount of published research of prisoners' attitudes is minimal, compared to the amount of
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published literature regarding the attitudes of other population groups. Some of the
relevant research done in prisons has focused on young offenders. O' Mahoney (1989)
found that a group of 43 Irish young offenders tended to stigmatise AIDS patients
significantly more than did comparison groups of police recruits, drug users and university
students. DiClemente et al (1991) identified differences in attitudes towards people with
AIDS among 113 incarcerated youth and a public school sample of 802 students in San
Francisco, with students being more liberal than incarcerated youth. Slonim-Nevo
(1992/93) in his study of fifty-six Israeli adolescents under the care of probation officers,
found that respondents demonstrated confused beliefs and attitudes in areas that were
conducive to prevention. Nevertheless, O’ Mahoney’s (1989) and DiClemente’s (1991)
studies are of limited value as the investigators used only two attitude items, while in the
study in Israel the focus was primarily to investigate attitudes towards prevention. In a
reported evaluation of the AIDS education programme for prisoners in New South Wales,
Australia, Conolly (1989) mentioned that 77% of 193 prisoners supported the segregation
of HIV seropositive prisoners, and the compulsory blood testing for HIV in prison. In
another Australian study, Close (1990) interviewed 461 prisoners, officers and staff from
seven prisons within the Perth metropolitan area and reported similar results. The vast
majority of people in all groups (at least 84%) in Close's study claimed that AIDS prisoners
should be separated from other prisoners. Delorne et al. (1999) evaluated attitudes of
adult inmates toward HIV infection (N = 370) in one institution in France and compared
them with the attitudes of the general population (ACSF? 1994). They found that the
average score of tolerance towards HIV infected people was lower among inmates than in
the general population. Furthermore, non-IDU inmates of the sample were less tolerant

toward HIV infected people than were IDU inmates. Nevertheless, this study took place in
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only one correctional institution, and therefore has limited value as far as the
generalisability of the results to the wider French inmate population.

To the best of my knowledge, the only detailed survey on attitudes in prison to date
is reported by McKee et al. (1994; 1995). They investigated attitudes towards various
issues of HIV/AIDS in a representative sample of 559 inmates and 591 prison staff
sampled from eight Scottish prisons. Researchers found that both prisoners and staff held
liberal attitudes regarding personal and social contact with people with HIV/AIDS, while
both groups expressed conservative attitudes in relation to screening of individuals for
HIV. Among prisoners, McKee et al. (1994) showed - in line with the above mentioned
French study (Delorne et al., 1999) that IDUs, compared to non-IDUs were more positive
toward personal and social contact with people with HIV/AIDS and more supportive of
social measures to combat HIV/AIDS, such as the provision of free medical care and

condoms, and the supply of free needles to drug users.

2.2.3.4_..Perceived risk

From an epidemiological point of view, the risk for acquiring a disease is the
probability that a subject belonging to a specific group (i.e. IDUs) may develop a certain
disease (i.e. AIDS) over a certain period of time (Magnus, 1998). Nevertheless, in real
world, there are differences on how people estimate this probability. Being unrealistically
optimistic (Weinstein, 1980, 1984), individuals may think that their personal probability of
getting a disease is smaller than the probability of other people getting the same disease
(i.e. Nader et al., 1989; Herlitz and Brorsson, 1990). Individuals may also think that they
themselves are more vulnerable to a specific disease and not to another, although,

objectively, the probability of getting one disease of the two is similar. It seems that

individuals' values, their appraisal of costs and gains, and the manner in which they
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attribute blame are co-determinants of how people perceive the risk of particular events
(Douglas, 1992). It has also been argued that lay people, unlike the professional risk
analyst, use more intuitive tools and heuristics, rather than prevalence rates, in order to
estimate risk (Henson et al., 1998). The above are indicators that risk perception is socio-
culturally established (Markova et al., 1997).

Perceived risk was considered a necessary but not sufficient prerequisite for
behaviour change (Henson et al., 1998) and a huge amount of research has provided
support to this effect (Kowalewski et al., 1997). Generally speaking, the basic idea is that if
people perceive themselves as at great risk for getting a disease, they will adopt
precautionary actions in order to protect themselves. This idea has implicitly subsumed
risk perception under the cognitively and rationally based perception process (Markova et
al., 1997) and has been operationalised as ‘perceived susceptibility’ in the Health Belief
Model (Becker, 1974) and ‘perceived vulnerability’ in the Protection Motivation Theory
(Prentice-Dune and Rogers, 1986). These social cognition models adopt a staged
understanding of behavioural change, that is knowledge leads to risk perception, which
leads to behavioural change. Nevertheless, the opposite may also be the case. A person
with a heightened risk perception may lack the motivation of adopting protective actions,
as they may have the belief that they will become ill, no matter she does (Mondanaro,
1987).

Since AIDS appeared, researchers and educators have focused their attention on
attempts to influence people risk perceptions. Initially, following the above rationale, AIDS
intervention programmes targeted at-risk populations (i.e. adolescents), assuming that
making people more knowledgeable on AIDS transmission would lead to heightened
perceptions of risk and eventually to the adoption of protective behaviours (e.g. condom

use) (Henson et al, 1998). Nevertheless, these expectations were not confirmed by
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empirical research (Strunin, 1991). A significant amount of research has also targeted
IDUs. Early research among male IDUs and their partners (Coleman et al., 1988; Corby et
al., 1991) indicated that members of these groups were able to apply their understanding
of the risk factors of HIV infection, but their perception of risk had no influence in either
drug related or sexual behaviour. This was confirmed by later studies (Crisp et al., 1993;
Kelaher and Ross, 1992). The results of the above surveys showed that the sense of
personal risk for HIV infection was discordant with actual behaviour. Nevertheless, in total,
empirical research on the role of perceived risk in the adoption of health protective
behaviours (risk as predictor variable) has produced mixed and inconclusive results
(Gerrard et al., 1996), reflecting methodological and theoretical deficiencies in the body of
literature (Kowalewski et al., 1997). In any case it seems that the role that risk perception
plays in promoting or maintaing protective behaviour change is still not well understood
(Henson et al., 1998). Especially for IDUs, the above findings revealed that although they
are people at objectively high risk for HIV infection, they seem to underestimate their own
personal risk.

A further enormous body of research has followed another direction. It has focused
on perceived risk as an outcome (i.e. what factors could predict perceived risk?) (Henson,
et al.,, 1996). In an early but quite comprehensive study of this type in a sample of the
general population (N = 1,540 adults aged 18 to 60 years), Prohaska et al. (1990) showed
that the following five heuristic factors predicted perception of risk for AIDS: AIDS sexual
risk practices; moral evaluations of people with AIDS; emotional response to AIDS, that is
worry about one's health and fear, protective actions in response to AIDS; and
demographic characteristics. On the other hand, results of this study showed that neither

the knowledge of AIDS facts, nor knowing someone with AIDS influenced people’s

perception of risk.
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However, Prohaska’s study was based on a general population sample. This
posed a limitation, as the rates of high-risk behaviours (i.e. needle sharing, or unprotected
sexual intercourse) in the general population may be low for statistical inference (Henson
et al., 1998). In an effort to fill this gap, Henson et al. (1998) examined the determinants of
perceived risk for getting HIV by interviewing 958 adult Los Angeles arrestees who
reported any lifetime injection drug use. They used a single item to measure perceived
self-risk: this was in reference with others risk of getting AIDS. Results of the regression
analysis showed that being celibate during the last year, having an IDU sexual partner,
having more than 20 sexual partners and engaging in sex while under the influence of
drugs were positively related to a greater perceived risk. Condom use was also associated
with perceived risk although not at a significant level. From the drug use measures, none
was significantly associated with perceived risk. Among psychosocial measures
considered, those who knew someone with AIDS and those who had been tested for HIV
antibodies perceived themselves more at risk. Based on these findings, the authors
concluded that many IDUs from their sample were underestimating their risk for getting
AIDS, by using intuitive tools in order to assess self-risk. Additionally, it seemed that
perceived risk in some cases appeared discordant with actual behaviour, suggesting that
optimistic biases might affect estimates of risk.

Another direction on risk perception research investigated perceived risk as a
predictor variable. In two studies of this type with University students, Otten and Van der
Pligt (1992) investigated the mediating role of risk appraisal in the relation between past
and future behaviours. More specifically, they explored 1) the relationship between past
behaviour and risk appraisal; 2) the relationship between risk appraisal and future
behaviour; 3) the effect of both past behaviour and risk appraisal on future behaviour. The

basic hypothesis tested was that previous risky behaviour would result in a heightened risk
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appraisal, which in turn would stimulate protective future behaviours. Results of both tests
showed: i) past behaviour was strongly related to future behaviour. Those who behaved in
a dangerous manner in the past, intended to do the same in the future. ii) Past behaviour
was generally associated with risk appraisal. More risky behaviours in the past resulted in
higher risk appraisals. iii) Future behaviour was predicted by risk appraisals, but in a
positive direction. A higher risk appraisal corresponded with higher expectations to engage
in risky behaviours. Nevertheless, this effect disappeared when past behaviour was
introduced in the analyses. This final result indicated that the mediation hypothesis (risk
mediates between past and future behaviour) was not supported in these studies, as the
effect of risk appraisal on future behaviour reflected only the effect of past behaviour on
both variables.

Finally, reported findings suggested that from a psychological point of view, within
risk perception, two kinds of evaluation may occur, one predominantly cognitive and one
predominantly emotional (McKee et al, 1995). For example, Prohaska et al. (1990)
identified ‘worry/concern’ as one of the predictors of risk perception. An individual may
cognitively comprehend that he or she is at risk for an illness, and yet be emotionally
unconcerned (Markova et al., 1997). The opposite may also happen. Someone may worry
about a health threat, but feel not at all at risk from that threat. It has been stressed that
clarification of the exact relationship between these two elements of evaluation would
promote risk perception research (McKee, et al., 1995). To the best of my knowledge, the
most comprehensive study regarding the relationship between the emotional and cognitive
elements of HIV risk perception among prisoners was conducted in Scotland. Power et al.
(1994) interviewed 559 inmates from eight Scottish prisons to assess their self perceived
risk of HIV infection prior to imprisonment and during imprisonment. Results showed that a

larger proportion of inmates (20%) thought of themselves as being at high risk of becoming
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infected with HIV prior to imprisonment, compared with 7% of those who thought
themselves at high risk during imprisonment. Results also revealed a number of factors
associated with inmates’ perceptions of high risk prior to imprisonment: previously being
charged and sentenced with a drug offence, having used injected drugs and shared
needles in and out of prison, having had an HIV test, knowing someone with HIV infection,
having had an injecting drug user as a sexual partner, and having had more than 2 sexual
partners one month prior to imprisonment. Regarding high-risk perceptions during
imprisonment, results of this study identified only one factor: having had two or more
sexual partners, one month prior to imprisonment. Additionally, results showed no
relationship between risk perceptions and adoption of safe practices (i.e. condom use and
sterilisation of equipment), both prior to imprisonment and during imprisonment. Based on
these findings, the authors concluded that the majority of Scottish inmates were able to
apply their understanding of the risk factors for HIV infection to themselves, although this
awareness did not influence the adoption of safe practices.

In another report from the same study (McKee et al., 1995) it was mentioned that
the inmates perceived the outside world as a higher-risk environment than prison.
Additionally, prisoners’ concern towards HIV/AIDS was greater than perceived risk of
HIV/AIDS, and concern was associated with a number of demographic variables, like age
(negative association) and penal variables, like sentence length, time served of current
sentence and total time served in prison (negative association). Finally, a high level of

concern with HIV/AIDS was associated with having injected drugs.

2 2 4 Relevant Greek Research re HIV ...

From an epidemiological perspective, the pattern of AIDS transmission in Greece
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varies considerably from the "Mediterranean Model' (Agrafiotis 1991), which also differs
significantly from that which appears in Europe as a whole. Whereas the majority of HIV
seropositive cases in Italy and Spain are associated with IDU, the majority of cases in
Greece are associated with homosexual activity with an increasing trend towards spread
among the heterosexual community and a low percentage among IDUs (Agrafiotis, 1991;
Hellenic Centre for Infectious Diseases Control, 2000). The cumulative number of HIV+
adult persons (including AIDS cases), reported in Greece to 30 June 2000 comes up to
5,120. A total of 2,062 persons (40.3%) were infected through homosexual intercourse,
while only 172 individuals (3.4%) acquired the virus via injecting drug use (Hellenic Centre
for Infectious Diseases Control, 2000).

The prevalence of injecting drug use appears lower in Greece then in many other
European countries (Malliori et al., 1994). Although according to Greek research data, the
large majority of IDUs have previously engaged in high risk behaviours such as needle
sharing and unprotected sex (Kokkevi et al., 1990; Malliori et al., 1994; Kokkevi et al.,
1992: Kornarou et al., 1999) the prevalence of HIV seropositivity and AIDS within this
group are relatively low (below 3%) (Papaevangelou, et al., 1991; Malliori et al., 1994
1998b). According to the aggregated data sent to the Greek Focal Point by the
Epidemiology Department of the Centre for the Control of AIDS and STD's, from 1985 up
to 1998, there had been 1,870 AIDS cases, of whom 72 (3.9%) were intravenous drug
users. The yearly distribution of new AIDS cases among drug users presented an
increasing trend from 1986 (N = 1) to 1991 (N = 11), followed by a decrease since then
(Figure 2.4). During 1998 there were 93 AIDS cases reported, of whom 3.2% (3 people)

were IDUs (all males), with an average age of 34 years.
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Figure 2.4: AIDS cases in intravenous drug users (1985-1998)
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Source: Centre for the Control of AIDS and STD's, 1999.

Based on information coming from Athens and Thessaloniki Substitution Programs
of Organisation against Drugs (OKANA), from the total of 980 users who started treatment
between 1996 and 1998, 2.6% were HIV seropositive.

Regarding HIV prevalence among Greek prisoners, the latest research among
IDUs in two correctional institutions (Malliori et al. 1998a) reported a prevalence rate of
0.19% among the group studied, thus confirming the previously identified low HIV
prevalence rate among Greek IDUs (Papaevangelou et al., 1991). Nevertheless, there is
evidence that imprisonment may be a particular risk factor for Greek IDUs as has been
shown for IDUs in other European penal populations (Muller et al., 1995; Dufour et al.,

1996, Taylor et al., 1995).

As mentioned in Section 2.1.7, until recently, the pattern of social research on

AIDS in Greece had been to study knowledge levels and social perception of AIDS threat
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in the general population through ‘Knowledge, Attitudes, Behaviours and Practices’
(KABP) studies (Agrafiotis et al., 1991; Gnardellis and Agrafiotis, 1992; Chliaoutakis et al.,
1993). In such a study conducted in a representative sample of 1,200 Athenians (Agrafiotis
et al., 1991) it was found that the knowledge of the population regarding the evolution and
the dynamics of AIDS was relatively satisfactory. Nevertheless, a number of contradictions
and inaccuracies were also apparent. For instance, with regard to the question “What
causes AIDS?" Athenians seemed to confuse the nature of the disease with the means of
transmission. Only 23.4% of the sample answered correctly, that AIDS is caused by a
virus, while they mentioned sexual contact (4.7%) and homosexuals (2.7%) as causes of
AIDS. Gender of the respondents, their age and social class, appeared to define the
differences in answers. For instance, among those who answered the above question
correctly, there was a statistically significant difference in the proportion of correct
responses between men (37.1%) and women (15.7%); between age groups 23-30 (32.5%)
and 51-64 (4.4%); and between higher and lower socio-economic status (28% and 19.4%
respectively). With regard to high-risk modes of transmission, 26.3% of the whole sample
thought that there was a great deal of danger when a man has sexual contact with a
woman. Significantly more women (36.3%) than men (15.9%) thought this specific
behaviour as of very high risk.

In a prospective study on health education regarding AIDS in the Greater Athens
area, Chliaoutakis et al. (1993) collected information concerning knowledge and attitudes
about AIDS from a sample of 1,552 residents of the greater Athens area. The results
indicated that, in general, the population was moderately well informed about AIDS. The
population groups who were best informed were females, those with a higher level of
education and a longer period of urban residence, and those in the occupational category

‘merchants/sales personnel’.
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In a comparative KABP study among 153 Greek and 113 British first year
University students (Koulierakis et al., 1994) it was found that both groups showed high
levels of HIV/AIDS knowledge, with British students being significantly more
knowledgeable than Greeks. Nevertheless, some misconceptions, mainly regarding the
methods of HIV transmission and the interpretation of an HIV antibody test persisted,
especially among Greek students.

In the context of a WHO Multi-City Study on Drug Injecting and Risk of HIV
infection, Malliori et al. (1994; 1998b) studied 400 Greek IDUs (47.8% of them were
recruited from two correctional institutions), using a standardised protocol. Results showed
that 76% of the Greek sample of injectors knew that persons with HIV-1 could look well,
while almost 90% of them answered correctly on questions regarding the basic methods of
HIV transmission.

As can be seen, until now, no detailed study on AIDS related knowledge has been
conducted exclusively in the prison environment in Greece. Additionally, in the first two of
the above-mentioned Greek studies (Agrafiotis et al., 1991; Chliaoutakis et al. 1993),
although a detailed questionnaire was used in order to investigate different areas of
knowledge, only the general population was studied. In Malliori's (1994; 1998b) studies,
although it included a reasonable percentage of incarcerated IDUs, the researchers used a
very limited number of HIV/AIDS knowledge questions (e.g. 3 questions), thus this issue
was investigated only superficially. Furthermore, the sample of Malliori's study consisted
only of IDUs, excluding non-IDU Greek inmates. In Koulierakis's et al. (1994) comparative
study, only seven knowledge items were used, thus a detailed investigation of HIV/AIDS
knowledge did not occur.

Given the cultural differences in the ways in which HIV has been transmitted and

the apparent differences among prison populations in HIV/AIDS related knowledge, it is
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important to have an accurate representation of AIDS knowledge among Greek prisoners.
This is especially important if HIV/AIDS education programmes are to be appropriately
targeted to meet the needs of this potential high-risk population. In addition, up to date
assessments of knowledge levels among target groups is necessary as the amount of

knowledge regarding HIV/AIDS may alter as the pattern of the epidemic changes.

2.24.3_ .. Attitudes

Within the context of AlDS-related Knowledge, Attitudes, Beliefs and Practices
(KABP) studies conducted in Greece (Agrafiotis et al, 1991; Gnardellis and Agrafiotis,
1992: loannidi and Haeder, 1998; Chliaoutakis et al., 1993; Koulierakis et al., 1994),
attitudes of the general population and of specific parts of the population were
investigated. In Athens KABP study (Agrafiotis et al, 1991; Gnardellis and Agrafiotis,
1992; loannidi and Haeder, 1998) (N = 1,200) it was found that Athenians expressed, in
general, liberal and tolerant views regarding people with AIDS, while they didn't accept that
one can battle AIDS by adopting restrictive measures. Nevertheless, less positive attitudes
were also expressed. For example, in the case of a doctor who treats AIDS patients or in
the case of an HIV-infected doctor/dentist, respondents preferred to keep a distance
between themselves and medical professionals (i.e. 60% said that they would not continue
visiting a doctor who accepted AIDS patients, 69.4% would not continue visiting an HIV-
infected doctor). Compared with other Europeans, Athenians appeared less positive (i.e.
the equivalent percentages for French were 4.6% and 18.7%, respectively) (loannidi and
Haeder, 1998). Additionally, among this sample of Athenians, the most educated persons
expressed the most liberal attitudes. In a prospective study on health education about
AIDS in the Greater Athens area, Chliaoutakis et al. (1993) collected information

concerning the knowledge and attitudes about AIDS from a sample of 1,552 residents. The
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results identified three attitudinal categories, which could be characterised as
discrimination, stigmatisation, and fear of those affected by AIDS. These factors were
linked to (1) approval of the enforcement of special measures, (2) stigmatizing of persons,
behaviours and districts and (3) fear that AIDS comprises a major social threat. Results of
this research also revealed that stigmatisation attitudes were associated with a low level of
knowledge. In a comparative KABP study among Greek and British University students
(Koulierakis et al., 1994) it was found that British students were more liberal and tolerant in
their attitudes than Greeks, who, in general, presented rather confused and contradictory
opinions towards AIDS patients.

In the above mentioned three Greek studies, although attitudes were investigated
through multiple items, samples were recruited only from the general population and
University students. Until now, no detailed study on attitudes towards AIDS and HIV
infected people has been conducted in Greece, among a prison population. Nevertheless,
prisoners — as part of the general population - may have heard about AIDS before their
entrance to prison and may hold particular attitudes towards the disease itself and people
with HIV/AIDS. Furthermore, due to the structure of the Greek penal institutions and to
overcrowding, inmates may need to share cells, toileting and eating facilities, with other
inmates. Additionally, research in Greece and worldwide has shown that the closer people
perceive a person with AIDS and the more they are forced to share space with him/her,
the more restrictive attitudes they tend to hold towards that person (Chliacutakis et al.,
1990; Herlitz and Brosson, 1990; loannidi and Haeder, 1998). Given this situation, it is
important to study inmates’ attitudes towards different aspects of the AIDS epidemic (i.e.
towards the disease itself, people infected with the virus, etc.). This may (1) identify
stigmatising and ostracising trends among inmates, and (2) lead to specific measures in

order to facilitate the management of the penal institutions. Furthermore, although
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literature has shown that the attitudes held by people do not always lead to behaviour
change, it is still crucial to be aware what inmates believe about specific measures of HIV
prevention (i.e. condom use, needle cleaning), as these beliefs may to some extent

determine their sexual and drug use practices.

Studies on risk perception are scarce in Greece. HIV risk perception among Greek
University students (N = 153) in comparison with British students' perceptions (N=113)
was investigated by Koulierakis et al. (1994). In this study, an overwhelming majority of
students (88.4%) were concerned about AIDS, but almost 85% of the sample thought it
unlikely they could be infected by HIV within the next five years. On average, students
thought their HIV self-risk as significantly lower that the risk of peers, while the majority
seemed to underestimate the seriousness of AIDS (almost 70% considered AIDS a
similarly serious disease to cancer and cardiovascular disease). Compared with British
students, Greeks were significantly more concerned about their general health and
perceived themselves as more at risk for AIDS.

Kokkevi et al. (1992) investigated 140 IDUs’ risk taking behaviour in order to
identify possible factors accounting for the low HIV prevalence rate among Greek IDUs.
Regarding risk awareness, results of this study showed that less than half of IDUs
estimated as high the likelihood of their being infected with HIV. Additionally, only 25% of
them admitted to being quite or very concerned about the possibility of being infected by
HIV. On the other hand, almost one third of IDUs were highly concerned about AIDS
infection in members from their social environment, another third was moderately
concerned, while the remaining 40% reported no concern at all. Nevertheless, risky sexual

(not using condoms) and drug use (high rates of sharing) practices accompanied this low
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sense of personal risk.

Until now, no study on Greek inmates’ risk perceptions has been conducted.
Studying inmates’ risk perceptions and levels of AIDS concern constitutes a crucial step in
the design of effective educational interventions within prisons. It is important to identify
whether inmates are concerned about AIDS, or think themselves in danger of HIV
transmission while in prison. Additionally, it seems important to know whether this sense of

risk is related to potential high-risk behaviour adopted while incarcerated.

Summary

In this section | dealt with HIV prevalence in prisons and reviewed studies which
investigated inmates’ HIV/AIDS related knowledge, their attitudes to different aspects of
AIDS, as well as their HIV risk perceptions and concerns about AIDS, both at a European
and a Greek level.

There is evidence that in certain parts of Europe, the biggest concentrations of
AIDS are found in the IDUs' group, although the comparative representation of the
different categories varies enormously, with some European countries exhibiting the
largest concentrations of cases attributed to homosexual contact while others show by far
the largest proportion of cases attributed to injecting drug use.

With regard to rates of HIV infection among inmates worldwide, they appear to be
much higher than in the general population and closely related to a) the proportion of
prisoners who inject drugs prior to their incarceration and b) the rates of HIV infection
among IDUs in the community. Early reports on HIV prevalence in European prisons
(Harding, 1987) confirmed this hypothesis, showing extremely high rates of HIV infection

and significant numbers of prisoners with AIDS, especially in countries from southern
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Europe, for example, Spain and Italy. Nevertheless, in the years following that first review
on HIV prevalence in prisons, many seroprevalence studies amongst prisoners were
carried out both in Europe and the USA reporting significantly lower seroprevalence rates
than of those reported by Harding (1987). As far as Greece is concerned, the pattern of
AIDS transmission varies considerably from the "Mediterranean Model’ (Agrafiotis 1991),
which also differs significantly from that which appears in Europe as a whole. Whereas the
majority of HIV seropositive cases in Italy and Spain are associated with IDU, the majority
of cases in Greece are associated with homosexual activity with an increasing trend
towards spread among the heterosexual community and a low percentage among IDUs.
The same pattern applies to the Greek prison population. Early and recent studies
(Papaevangelou et al.,, 1991; Malliori et al. 1998a) confirm the low (below 1%) HIV
seroprevalence rate among inmates in Greek prisons.

A significant body of research has dealt with the investigation of inmates’ HIV/AIDS
related knowledge. Generally speaking, the results of these studies seemed to confirm the
fact that inmates — internationally and in Greece — were well aware of the very basic facts
of HIV transmission and prevention, while at the same time consistent knowledge gaps
and misconceptions on specific issues exist (i.e. the HIV antibody test). Additionally, a
consistent finding was the lack of association between levels of knowledge and adoption of
safe practices.

Inmates’ attitudes towards specific AIDS themes have also been investigated.
Although to a lesser extent compared with the research conducted among segments of the
general population. Generally, inmates held restrictive attitudes, at least when compared
with groups of the “free” population. Nevertheless, in one of the most detailed surveys on
attitudes among prisoners (McKee et al., 1994; 1995), it was found that prisoners held

liberal attitudes regarding personal and social contact with people with HIVV/AIDS, although
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conservative attitudes in relation to screening of individuals for HIV were also expressed.
Perceived risk has been considered a necessary but not sufficient prerequisite for
behaviour change. Risk has been investigated both as a predictor and criterion variable. In
the first case, empirical research on the role of perceived risk in the adoption of health
protective behaviours (risk as predictor variable) has produced mixed and inconclusive
results (Gerrard et al., 1996), reflecting methodological and theoretical deficiencies in the
literature (Kowalewski et al., 1997). In some cases, research among specific groups at risk
(i.e. IDUs) showed that members of these groups were able to apply their understanding of
the risk factors of HIV infection, but their perception of risk had no influence in either drug
related or sexual behaviour. In general, it seems that the role risk perception plays in
promoting or maintaing protective behaviour change is still not well understood. Regarding
the focus on perceived risk as an outcome (i.e. what factors could predict perceived risk?),
research among IDUs (Henson et al., 1998) showed that risk was underestimated by the
subjects. Additionally, it seemed that perceived risk in some cases appeared discordant
with actual behaviour, suggesting that optimistic biases might affect estimates of risk.
Finally, research specifically targeted on inmates’ risk perceptions (McKee et al.,, 1995)
has showed that inmates perceived the outside world as a higher-risk environment than
prison. Their concern about HIV/AIDS was greater than perceived risk of HIV/AIDS.
Concern about AIDS was associated with a number of demographic variables, (i.e. age,
negative association) and penal variables (i.e. sentence length, time served of current
sentence and total time served in prison (negative association). Furthermore, a high level
of concern about HIV/AIDS was associated with having injected drugs.
In Greece, almost no study has addressed the issue of HIV/AIDS related
knowledge, attitudes towards AIDS issues and perceptions of HIV risk among inmates.

Until recently, the pattern of social research on AIDS in Greece had been to study
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knowledge levels and social perception of AIDS threat in the general population through
‘Knowledge, Attitudes, Behaviours and Practices’ (KABP) studies (Agrafiotis et al., 1991;
| Gnardellis and Agrafiotis, 1992; Chliaoutakis et al., 1993). Within this context, the present

study constitutes the first detailed effort to fill this gap in the Greek research field of

HIV/AIDS.
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2.3 Social Cognition Models of Health Behaviours

2.3.1 Introduction

It has been suggested that a pre-requisite to attempts at behaviour change is an in-

depth understanding of people’s existing behaviour, their knowledge and attitudes

(Hastings et al, (1987). Nevertheless, although knowledge and attitudes may be

necessary conditions for behaviour change, they are not sufficient (Basen-Engquist, 1992).

The results of the AIDS research mentioned in the previous sections, mostly KABP

(Knowledge-Attitudes-Beliefs-Practices) studies, indicate that although adequate

knowledge and liberal attitudes might exist among the populations studied, this does not

assure behaviour change. In fact, the results of most of the KABP studies revealed a

disappointing lack of casual links between either popular beliefs or informed knowledge

and attitudes on the one hand and people’s reported behaviour on the other hand (Moatti

et al., (1997). In other words, despite the satisfactory level of HIV/AIDS knowledge

achieved and the potential liberal attitudes held by individuals (inmates included), it is still

unknown why some of these individuals are ready to change their sexual habits or drug-

use-related behaviour and others are not. In such a situation, systematic theory-based

models of health behaviours could be applied in order to understand the influence of

variables such knowledge and attitudes on HIV preventive practices. The value of

theoretical approaches in the fields of drug use and unsafe sexual behaviour (as means of

HIV transmission) is that they provide a means to understand how decisions regarding

these behaviours are taken (Finnigan, 1995). Additionally, in conducting theory-driven

research in the area of AIDS, it may be possible to “...identify psychological constructs that

are highly general determinants of AIDS-preventive acts across behaviors and populations

of interest and that may be modified in applied interventions to promote such preventive




behavior” (Fisher et al., 1995, p. 2595).

During the last few decades there has been a gradual development of Social
Cognition Models (SCMs). The models, describing what are the important cognitions and
their interrelationships in the regulation of behaviour, have been widely applied to the
understanding of health behaviours (Conner and Norman, 1996). These models reflect a
confluence of learning theories derived from two major sources: the “Stimulus Response
(S-R) theory, and the “Cognitive Theory” (Rosenstock et al., 1988). The SCMs provide a
basis for understanding the determinants of behaviour and behaviour change, while at the
same time they indicate a list of important targets which interventions designed to change
behaviour might focus upon if they are to be successful (Conner and Norman, 1996). Two
broad types of SCMs have been described: (a) the attribution models, which are
concerned with individuals causal explanations of health related events, and (b) those
models, which examine aspects of people’'s cognitions in an effort to predict health
behaviours and outcomes. Within the second group of models, belong the Health Belief
Model (i.e. Rosenstock, 1966; 1974); the Health Locus of Control (i.e. Wallston et al.,
1978); the Theory of Reasoned Action / Theory of Planned Behaviour (i.e. Ajzen, 1991);
the Protection Motivation Theory (i.e. Maddux and Rogers, 1983); and the Self-efficacy
theory (i.e. Bandura, 1982). Four of the models, namely the Health Belief Model, the
Health Locus of Control, the Health Value and the Theory of Planned Behaviour to be

used in the present study will be described in detail in section 2.3.2, 2.3.3, 2.3.4, and 2.3.5

respectively. | will firstly present the theoretical basis of the models and then present a

critical review of the relevant studies that have used the models in question, focusing on

those studies among inmates’ populations.
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2.3.2 The Health Belief Model - Origins and description

The Health Belief Model (HBM) (Rosenstock, 1966; 1974; Becker and Maiman,
1975: Becker et al., 1977) is perhaps the most frequently cited and researched of the
psychosocial models of health related behaviour (Harrison et al., 1992). It has been
applied to a broader range of health behaviours and subject populations than other SCMs
(Sheeran and Abraham, 1996). For more than four decades, the HBM has been used to
explain change and maintenance of health behaviour and to guide health behaviour
interventions (Strecher and Rosenstock, 1997).

The origins of the HBM go back to the 1950s, when a group of social psychologists
in the U.S. Public Health Services were trying to explain the widespread failure of people
to participate in disease detection or prevention programmes (Hochbaum, 1958;
Rosenstock, 1966). Indeed, the first HBM application is attributed to Hochbaum (1958)
who studied the uptake of tuberculosis X-ray screening (Rosenstock, 1974). Hochbaum
(1958) showed precisely enough that a particular action to screen for a disease was
strongly associated with perceived susceptibility to the disease and perceived benefits
from that action (Strecher and Rosenstock, 1997). Following the initial application of the
HBM to preventive behaviours, the model was then extended to identify the correlates of
people’s responses to symptoms (Kirscht, 1974) and their compliance with medical
regimes (Becker et al., 1977).

The HBM is a value-expectancy theory. Formulations of this type originated by
cognitive theories (Lewin et al, 1944; Lewin, 1951) that emphasised the role of the
subjective expectations held by people to the behaviour. In this perspective, and in general
terms, it is believed that behaviour is a function of (a) a person’s subjective (positive or
negative) evaluation of an outcome (value) and (b) his/her expectations that a particular

action will lead to that outcome (expectancy). If this idea is put to the context of health,
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then, it is assumed that a person's health behaviour is a function of (a) his/her desire to
avoid illness or get well (value), and (b) his/her belief that a specific health action would
prevent (or ameliorate) illness (expectancy). As originally proposed, the HBM postulated
that the following four factors accounted for variation in health behaviour:
¢ Perceived susceptibility to iliness: It refers to an individual's subjective perception of
his/ her risk of contracting the iliness. This factor includes the individual's acceptance
of the diagnosis, and personal estimates of re-susceptibility (for cases of medically
established illness) and susceptibility to illness in general (Strecher and Rosenstock,
1997).
Perceived severity of the illness: This factor refers to one’s subjective feelings
concerning the seriousness of contracting an illness. It includes both the clinical
consequences of the iliness (i.e. death, pain) as well as the social consequences (i.e.
disturbance of family life, work and social relations).
Perceived benefits: Even if an individual feels susceptible to a disease and also
considers it as serious, he/she may not take any preventive actions, yet. The particular
health action chosen will be depended on individual's beliefs concerning the benefits or
the effectiveness of the action in reducing the iliness threat.
Perceived barriers: This factor refers to one's beliefs on the potential negative aspects
of a particular health action, that is, its costs.
It is assumed that a kind of a nonconscious cost — benefit analysis occurs, wherein

the individual weights the action’s pros (i.e. expected effectiveness) and cons (i.e. the

action might be unpleasant, expensive, time consuming, e.t.c)

Perceived susceptibility and severity constitute one of the two aspects of
individual’'s representations of health and health behaviour, the threat perception; while

perceived benefits and costs constitute the second aspect, the behavioural evaluation,




(Sheeran and Abraham, 1996). According to the model, behaviour change is more likely

when one’s perceived susceptibility is high, when perceived severity is greater, and when

the expected benefits are more than the expected barriers (Rimberg and Lewis, 1994).

In addition to the above four factors, the HBM includes the concept of cues to

action, which are supposed to trigger health behaviour when appropriate beliefs are held.

Cues to action may include individual's perceptions of symptoms, social influence or

campaign messages. Furthermore, diverse demographic, socio-psychological and

structural variables act as indirect mediators of self-protective behaviours through their

influence on one or more of model's components (Brown et al, 1991). Finally, an

individual's general health motivation was included in a later version of the HBM (Becker et

al., 1977b). The Health Belief Model is graphically presented in Figure 2.5.

2.3.3 The Health Locus of Control - Origins

For many years psychologists have been interested in people’s underlying beliefs

regarding their health behaviour, placing special interest in individuals' perceptions of

control over health (Norman and Bennett, 1996). As individuals’ voluntary behaviours

determine many health actions (both facilitative and deleterious), and many health

education programs are predicted on an assumption of controllability, expectancies about

control are important to be considered (Carlisle-Frank, 1991). It is generally assumed that

those people who believe that they have control over their health, will be more likely to

perform a range of health promoting behaviours (Wallston and Wallston, 1981).

Additionally, it is believed that health control beliefs are determinants of not only health

behaviours, but also of individuals’ health status (Wallston, 1992). In the field of health

promotion, people are encouraged to take responsibility for their health through the

adoption of “healthy” behaviours (Norman and Bennett, 1996).




Most of the work in perceived control over health has been on beliefs about the
locus, that is, the place of that control (Wallston, 1992). The Health Locus of Control (HLC)
construct as a generalized expectancy that one’'s actions are instrumental to goal
attainment was initially based on Rotter's (1954) social learning theory (SLT) (cf. Norman
and Bennett, 1996). Being a value-expectancy theory, SLT proposed that behaviour will
occur as a result of (1) an individual's expectancy that a particular behaviour will lead to a
particular outcome and (2) the extent to which the outcome will be valued by the individual.
Rotter, in his theory, identified two sets of locus of control beliefs, internal and external:
¢ ‘Internals’ were thought to believe that positive or negative events are a consequence
of their own actions and thereby under personal control

¢ ‘Externals’ were thought to believe that positive or negative events are unrelated to
their actions or behaviour, and thereby determined by factors beyond their personal
control (Carlisle-Frank, 1991; Norman and Bennett, 1996).

Nevertheless, there has been evidence that the internal-external locus of control
construct may predict an individual’s behaviour in general, but is a poor predictor of
specific behaviours (Carlisle-Frank, 1991). For this reason, specific scales have been
developed in order to measure internality and externality on specific situations and
environments. For example, the Prison Locus of Control scale (Pugh, 1992; 1994) was
developed in order to investigate the potential relationship between locus of control and
prisoners’ adjustment. Applying the locus of control construct in health-related situations,
Wallston et al., (1976) developed the Health Locus of Control scale, as a measurement of
the I-E dimensions specifically referred to the health domain. This shift of application of the

theory to a specific domain (i.e. health) resulted from the fact that according to Rotter

(1954), the locus of control construct could function on a general as well as a situation-

specific level. Additionally Rotter (1975) argued that when an individual is experienced in a




given situation, situationally specific expectancies would be more powerful predictors of

behaviours specific to that situation (cf. Norman and Bennett, 1996). Health locus of
control beliefs (and the subsequent development of the relevant measurements [Wallston
et al., 1976; 1978]) was therefore “...thought of as a disposition to act in a certain manner
in health related situations” (Wallston, 1992, pp. 185).

The instrument that was initially used to measure locus of control was Rotter's
(1966) I-E (Internal-External) scale. Ten years later, Wallston et al. (1976) developed the
original Health Locus of Control (HLC) scale as a unidimensional measure of people's
beliefs that their health is or is not determined by their behaviour. On the one end of the
dimension were those who believed that their health was determined by factors over which
they had little or no control (health externals). On the other end, were those who believed
that their health was determined by their behaviour (health internals). Early applications of
the scales to research on health behaviours were successful, but in a later stage the scale
was criticized on the grounds of the low variance explained, and also criticized for
conceptualizing locus of control as a unidimensional construct (Levenson, 1974, cf.
Norman and Bennett, 1996). These criticisms led Wallston et al. (1978) to develop the
Multidimensional Health Locus of Control (MHLC) scale, perhaps the most popular locus

of control measure in research on health behaviour (Wallston, 1992).




Figure 2.5 The Health Belief Model
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Since the 1970s it has been shown that not only were internal locus of control
beliefs opposite to external beliefs, but external beliefs were made up of at least two
dimensions, chance and powerful others (Wallston et al., 1978; Wallston, 1992). Thus, the
MHLC scale measured generalized expectancy beliefs regarding health along these three
dimensions:

1. The first measured the extent to which individuals believe their health is the result of
their actions (/nternal HLC).

2. The second dimension measured the extent to which individuals feel their health is
under the control of powerful others (Powerful others HLC).

3. Finally, the third dimension measured the extent to which individuals believe their
health is owing to chance or fate (Chance HLC).

The main prediction resulting from the HLC theory was that those people who were
internals on the MHLC scale would take a more active responsibility for their health and,
as a result, should be more likely to engage in health promoting activities (Norman and
Bennett, 1996). Nevertheless, health locus of control beliefs are not specific to any given
health-behaviour (Wallston, 1992) — in other words, the construct focuses on generalized
expectancy beliefs about health. It is therefore expected that a stronger positive correlation
exists between Internal HLC and the performance of preventive health behaviours on a
general level rather than between Internal HLC and specific behaviours (Norman and
Bennett, 1996).

Although all the three LOC dimensions could — in specific situations — be
advantageous, there is an implicit assumption in the LOC literature that internality is good
(Norman and Bennett, 1996). This is reflected in the relevant research, which has primarily

focused on the relationship between Internal HLC beliefs and its ability to predict health

76




behaviours. The creators of the LOC construct (Wallston, 1992) have provided three
reasons for that: (1) most people think of the Internal dimension when they have in mind to
investigate the relationship between locus of control beliefs and health behaviour. (2) The
Powerful others dimension rarely correlates significantly with health behaviour when
samples of healthy people are investigated. (3) Chance HLC beliefs are conceived of as
indicators of a lack of perceived control rather than an external LOC dimension. The

MHLC scale and its psychometric characteristics are presented in detail on Chapter 6.

2.3.4 The Health Value

The potential relationship between locus of control beliefs and health behaviour
makes sense only for people who value their health. Why should believing one can control
one's health be associated with actually taking steps to maintain good health, if health is
not particularly valued? (Lau et al., 1986). From a methodological point of view, many tests
of the HLC construct have failed to show its ability in explaining much variance of health
behaviours because, inter allia, they did not pay attention to the Health Value variable (Lau
et al., 1986; Weiss and Larsen, 1990; Wallston, 1992). From a theoretical point of view,
inclusion of Health Value construct is in line with the Social Learning Theory, which
postulates that behaviour is a function of expectancy beliefs (i.e. HLC) and the value
attached to certain goals (i.e. health). In this perspective, health value is considered a
moderator of the relationship between locus of control beliefs and health behaviours
(Wallston, 1991; 1992). As the Wallstons stated “There is no theoretical reason to expect
health locus of control to predict to health behaviour, unless it is used in combination with

a measure of health value” (Wallston and Wallston, 1981, p. 211). In the light of the above,

it is predicted that internals who value their health should be the most likely to perform a

range of health-related behaviours (Norman and Bennett, 1996).




Nevertheless, the majority of research on the HLC construct has not considered
the value placed on health, because (1) Researchers have not understood the complexity
of SLT. (2) They have assumed that all people uniformly place a very high value on health

(health is considered as an overwhelmingly important value), despite the evidence that the

value placed on health is not uniformly high among relatively healthy respondents (Ware

and Young (1979, cf. Lau et al.,, 1986). (3) They consider that there is not a reliable and
valid method of measuring Health Value (Lau et al., 1986; Wallston, 1991).

Two measures of Health Value (Rokeach, 1973; Lau et al. 1986) have been
particularly prominent, each of which takes a different approach to the measurement of
health value (Norman and Bennett, 1996). The first approach is a variant of the Rokeach
(1973) terminal values ranking task (Lau et al., 1986). Respondents are asked to rank in
order of importance to them a series of terminal values (i.e. an exciting life; equality;
freedom), one of which is health. The advantage of this approach is that health is ranked
against other potentially desirable outcomes, in other words, health is measured as a
relative dimension (Norman and Bennett, 1996). The second approach measures value
placed on health as an absolute value (Lau et al., 1986). Respondents are asked to rate
their importance placed on health, without comparing health with any other factor. The
Health Value scale developed by Lau et al. (1986) was used in the present study. The

Scale and its psychometric characteristics are presented in detail in Chapter 6.
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2.3.5 The Theory of Planned Behaviour

The Theory of Planned Behaviour (TPB) (Ajzen, 1988; 1991) constitutes an
extension of the earlier Theory of Reasoned Action (TRA) (Aizen and Fishbein, 1980).
Both refer to individual motivational factors as determinants of the likelihood of performing
a specific behaviour (Montafio et al, 1997), while they appear to imply that individuals
make behavioural decisions based upon a careful consideration of available information
(Conner and Sparks, 1996). Based on early work of Fishbein on the relationship between
attitudes and behaviour and the failure of general attitudes to predict behaviours in specific
situations (Fishbein, 1967 c.f. Conner and Sparks, 1996; Ajzen, 1991), initially a new
variable - behavioural intentions - was interposed; then an explanatory model was
developed which explained when strong relationships between attitudes and behaviours
might be expected (Conner and Sparks, 1996). This later point refers to the principle of
compatibility (Ajzen, 1988), the basis of both TRA and TPB. According to this principle,
attitudes and behaviour relationship will be greater when both are measured at the same
level of specificity (either very general or very specific) in terms of action, target, context
and time. General attitudes should predict general classes of behaviour and when
attempting to predict specific behaviours, there is a need to study specific attitudes
(Conner and Sparks, 1996).

Description of the theory

Similarly to the original TRA, the TPB asserts that the most important determinant
of behaviour is an individual's intention to engage in that behaviour. Intention represents a
person’s motivation in the sense of her conscious plan to try to perform the behaviour and

explain and mediate attitudes and behaviours. In other words, attitudes affect the

performance of a specific behaviour via their impact upon intentions (Conner and Sparks,

1996). As a general rule, the stronger the intention to engage in a behaviour, the more




likely should be its performance (Ajzen, 1991). Nevertheless, not all behaviours are under

volitional control, nor are they easily performed - there are behaviours, which require skills,

resources {i.e. money, time, e.t.c.} or opportunities in order to be undertaken. These

factors represent a person’s actual control over the behaviour (Ajzen, 1991). It seemed

therefore that an extra element to the theory was required in order to enhance its

predictive ability. Thus, Ajzen (1988) added perceptions of control over performance of the

behaviour and created the TPB. The notion of perceived behavioural control resembles

that of self-efficacy (Bandura, 1982), and in the TPB it is placed within a more general

framework of the relations among beliefs, attitudes, intentions and behaviour (Ajzen,

1991). The extension from the TRA to the TPB was based on the idea that the

performance of a behaviour is determined jointly by motivation (intention) and ability

(behavioural control) (Montafio et al., 1997).

¢ Determinants of Behaviour

The Theory of Planned Behaviour describes behaviour as a linear regression

function of behavioural intentions and perceived behavioural control. These two elements

can be used directly to predict behavioural achievement, under three conditions: The

measures of intention and control should be compatible with the behaviour to be predicted.

The intention and behavioural control must remain stable from the time they are measured

and the observation of the behaviour. Finally, measures of perceived behavioural control

should realistically reflect actual control (Ajzen, 1991).

¢ Determinants of Intention

Intention is determined by three conceptually independent factors (Ajzen 1991).

Attitude towards the behaviour is the first factor. Attitude refers to how an individual

evaluates the behaviour in question (how favourable or unfavourable is the behaviour).

According to the principle of compatibility, attitude should be assessed at the same level of



specificity, as the behaviour. Subjective norm is the second determinant of intention. This
social factor consists of a person’s beliefs about whether significant others think he/she
should perform the behaviour in question. Subjective norms represent the social pressure
posed to the individual to engage or not the behaviour (Ajzen, 1991). Finally, intention is
determined by perceived behavioural control, which refers to the individual’'s perception of
how easy or difficult is the performance of the behaviour. Behavioural control is assumed
to reflect past experience, as well as anticipated obstacles for performing the behaviour.
As seen from the theory, the perceived behavioural control component is related with both
the intention and the actual behaviour. Generally, it is assumed that “...the more
favourable the attitude and subjective norm with respect to a behavior, and the greater the
perceived behavioral control, the stronger should be an individual’s intention to perform the
behavior under consideration" (Ajzen, 1991, p.188).

¢ Determinants of attitude, subjective norm and perceived behavioural control

As with intention, attitude, subjective norm and perceived behavioural control are in
turn determined by other factors. These factors are in reality salient beliefs that are
considered to be the prevailing determinants of an individual's intentions and actions
(Ajzen, 1991). The attitude component is a function of an individual's behavioural beliefs,
which link the behaviour in question with a specific outcome (the perceived consequences
of the behaviour), weighted by evaluations of those outcomes. It is supposed that if an
individual holds a strong belief that a positively valued outcome will result from performing
a specific behaviour, he/she will have a positive attitude towards that behaviour.
Subjective norm is determined by normative beliefs, which represent individual's

perceptions of whether specific significant others would approve or disapprove his/her

performing the behaviour, weighted by individual's motivation to comply with the wishes of

the significant others. It is assumed that if an individual believes that certain (significant to




him/her) persons think he/she should perform a behaviour, and is motivated to follow
others’ expectations, he/she will hold a positive subjective norm. Finally, perceived
behavioural control is determined by control beliefs, which refer to whether one has
access to the resources and opportunities needed to perform the behaviour, weighted by

the perceived power of each resource. Thus, the more resources and opportunities a

person believes he/she has, and the fewer obstacles he/she anticipates, the greater

should be his/her perceived control over the behaviour (Ajzen, 1991).

Within TPB, the influence on behaviour of other variables (demographics,
personality traits), is supposed to be indirect, as these variables impact on any of the
components of the model. For this reason, TPB is considered a complete theory of
behaviour (Conner and Sparks, 1996). The Theory of Planned Behaviour is graphically

presented in Figure 2.6.

2.3.6 Theoretical comparisons between the Social Cognition Models

Norman and Conner (1996) provided a review of the literature on the similarities
between the social cognition models at a conceptual level. Based on this review, these
authors concluded that there is a significant overlap between the constructs of the
theories, as most of them focus on the consequences of performing a behaviour (i.e. HBM:
costs and benefits; TPB: behavioural beliefs). Additionally, there seems to be the case that
some models could be expanded to consider normative influences (i.e. HBM, in which
norms are listed as one of the cues to action) and perceptions of threat (i.e. TPB, in which
the notion of threat is indirectly tapped by behavioural beliefs <susceptibility> and
behavioural evaluation <severity>). Furthermore, there seems to be a strong case for the
notion of self-efficacy (Bandura, 1977) to be included in models of health behaviour (i.e. in

the HBM). Finally, the behavioural intention construct could act as a mediating variable




between other social cognitive variables and behaviour. From the models presented in this
section, Health Locus of Control constitutes a generalised expectancy of the relationship
between one's action and health outcomes. As such, it seems to be rather far from the
other models that include similar constructs (i.e. perceived behavioural control in the TPB

is situation-specific and differs significantly from the Locus of Control notion).
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2.4 Studies re Social Cognition Models and behaviours in the context of HIV/AIDS

There is an argument that the research on behaviour and behaviour change in the
area of HIV/AIDS and its psychosocial predictors has been exploratory (Basen-Engquist,
1992). Very few studies have used variables drawn from existing theories of health
behaviours. In the following sections, | will consider this literature and | will put my focus on

the very limited research conducted within prisons.

2.4.1 Studies with the Health Belief Model

2.4.1.1 General health-behaviours

The six HBM components have been tested individually and in combination as
predictors of a great range of behaviours. These behaviours could be grouped in three
broad areas (Sheeran and Abraham, 1996):

a. Preventive health behaviours (i.e. diet, exercise, vaccination)
b. Sick-role behaviours (i.e. compliance with medical regimens)
c. Clinic use (i.e. physician visits).

On these broad areas of behaviours studied using the HBM, two quantitative reviews
have been published (Janz and Becker, 1984; Harrison et al., 1992). In their review of 46
studies [24, on preventive behaviour (i.e. vaccination); 19, on sick role behaviours; 3, on
clinic use] Janz and Becker (1984) used a vote count procedure calculating a significance
ratio which showed the percentage of times each HBM construct was statistically
significant in the predicted direction. Results showed that across all studies, the
significance ratios were very supportive of HBM predictions. Barriers were the most

reliable predictor of behaviour (89%), followed by susceptibility (81%), benefits (78%), and

finally severity (65%). The authors concluded, “...investigations provide very substantial
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empirical evidence supporting HBM dimensions as important contributors to the
explanation and prediction of individuals’ health-related behaviour” (Janz and Becker,
1984. p. 41). Nevertheless, this early review suffered from serious difficulties. Significant
ratios explained only how often HBM components were significantly associated with
behaviour and not how big an effect these components had. In the method adopted
findings from studies with large and small numbers were equally weighted. Finally, the
analysis conducted did not strictly considered multiple measures of the same component
or multiple behavioural outcomes (Sheeran and Abraham, 1996).

Harrison et al., (1992) conducted a meta-analysis of the relationships between the
four major HBM components and health behaviour. Using very strict inclusion criteria, they
ended with 16 studies that measured all four dimensions, had a behavioural dependent
variable and included reliability checks. The meta-analysis involved converting results for
HBM components for each study into a common effect size (Pearson’s r, indicating the
magnitude of the relationship). Reviewers computed 24 mean effect sizes: for all studies;
separately for screening, risk reduction and adherence to medical regimen studies; and for
retrospective and retrospective study designs. Results indicated 22 out of the 24 mean
effect sizes to be positive and statistically significant, but any one dimension could account
for at best less than 10% of the variance. Homogeneity was rejected for 15 of the 22 effect
sizes, indicating that studies possibly measured different constructs. Furthermore, unlike
Janz and Becker’s (1984) review, results showed the retrospective/cross-sectional studies
to have significantly higher effect sizes for benefits and costs and lower effect size for
severity than the prospective studies.

Overall, one could conclude that the above tests of the HBM components support their
predictive utility (although their effects on behaviour might be weak). Nevertheless, poor

operationalizations of the model and failure to check both the reliability and validity of the

86







education. The most important finding in this review was that information on its own,
without modification of attitudes or perception of AIDS as a personal concern that one can
do something about (the HBM idea), had no effect on knowledge or behaviour. Overall, the
review advocated the use of SCMs to guide intervention design.

Carmel (1990/91) reviewed 7 studies on sexual behaviours among homosexuals and
adolescents that used elements of the HBM. In general, it was shown that when social
norms were operationalised as “barriers” or “benefits”, these two HBM components were
the best predictors of AIDS-related recommended behavioural change, with “susceptibility”
being the second important component across studies. Nevertheless, significant
methodological and constructional issues (i.e. lack of operationalisation of HBM
components) were identified, resulting in major limitations regarding the predictive ability of
the model.

In two more recent and aggregate reviews, Abraham and Sheeran (1994), Sheeran
and Abraham (1996) critically evaluated studies on applications of the HBM to HIV-
preventive behaviours in different groups. In these reviews, studies among homosexual
men (Emmons et al., 1986; Joseph et al., 1987; McCuskar et al., 1989a; 1989b; Siegel et
al., 1989; Aspinwall et al., 1991) showed that increased levels of perceived susceptibility
led to denial of those men already aware of their HIV risk, indicating that the HBM was not
a good model of the determinants of gay men’s sexual behaviour in prospective studies.
More significantly, these studies revealed the importance of past behaviour as a
determinant of HIV-preventive behaviour while other measures (i.e. descriptive norms,
self-efficacy) and contextual factors (i.e. drug use) were more important predictors of HIV-
preventive behaviour than HBM variables.

This pattern of safer sexual behaviour being predicted by previous behaviour and not

by health beliefs was further confirmed by research on adolescents. A review conducted
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by Abraham et al. (1996) of cross-sectional studies among young heterosexuals (i.e.
Hingson et al, 1990; Rosenthal et al, 1992) produced mixed results with regard to
associations between HBM measures and preventive behaviour. Additionally, it was
shown that gender affected intention-behaviour relationship, with men being more
consistent on their intentions and their behaviours (Abraham et al., 1995, cited in Sheeran
and Abraham, 1996; Petosa and Jackson, 1991; Holland ef al., 1990). Overall, evidence
from research on adolescents suggests that there are differences between men and
women’s HIV preventive behaviour and that other than HBM-cognitions would be required
in order to promote safer sexual practices (Sheeran and Abraham, 1996).

Gerrard et al. (1996) used qualitative and meta-analytic procedures in order to
examine the literature (32 studies) on the relation between perceived vulnerability to HIV
and precautionary sexual behaviour among a diverse set of populations (i.e. students,
IDUs, gay men etc.). They analysed 4 prospective, 26 cross-sectional and 5 retrospective
studies. The review concluded that both positive and negative correlations, as well as no
correlations were found between perceived risk of contracting HIV and AIDS-preventive
behaviour. These conflicting results reflect a weak support for the hypothesis that risk and
precautionary behaviours influence perceptions of HIV vulnerability, but at the same time
fail to provide support of the opposite, that vulnerability estimates are sufficient enough to
motivate subsequent precautionary behaviour, with the latter conclusion being particularly
true for high-risk groups (i.e. prostitutes, gay men).

The above mentioned works have reviewed studies, which had investigated
exclusively HIV-preventive sexual behaviour, merely condom use, and were based on
samples of homosexual men and adolescents. Generally, these reviews provided little
support on the ability of the Health Belief Model to predict HIV preventive behaviours. On

the contrary they were more focused on identifying the shortcomings and the restrictions of
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the Health Belief Model. A general conclusion of these reviews one could draw is that
although some components of the HBM like susceptibility and barriers, proved to be
predictors of HIV-preventive behaviours, the HBM alone seems to be an insufficient tool to

predict such a complicated behaviour as sexual behaviour in relation to AIDS.

2.4.1.2.2 Sexual behaviour (individual studies)

Individual studies, not included in the above-mentioned reviews, have also been
conducted among different populations, again focusing on HIV-preventive sexual
behaviours. Populations studied include teenagers / adolescents from different cultural
backgrounds (Abraham et al., 1992; Wilson and Lavelle, 1992); high school students
(Walter et al., 1992); university students (Basen-Engquist, 1992; Yep, 1993; Zimmerman
and Olson, 1994; Rimberg and Lewis, 1994); women (Carlson Gielen et al, 1994); and
male prostitutes (Bloor ef al., 1992). Overall, these individual studies confirm the pattern as
presented in the above reviews, and provide partial support to the ability of the HBM to
predict either safe sexual behaviours — mainly condom use — or behaviour change over
time, or behavioural intentions among the individuals studied. Associations between HBM
components and HIV-preventive behaviours were shown in almost all studies, but there
was a difficulty in establishing a “cause — effect” relationship, mainly due to the cross-
sectional design of the studies. Perceived personal HIV susceptibility and — most
consistently - perceived barriers in practising safer sex (i.e. condom use) remained the two
HBM components with the highest predictive power. At the same time, variables already
highlighted in the previous reviews like social norms, values, and self-efficacy emerged
once again as important predictors.

In a recent study, Buunk et al., (1998) confirmed the above pattern of results (that is

partial support of the HBM predictive ability) examining the predictors of the intention to
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use condoms with new sexual partners in a sample of heterosexual adults. HBM
components (barriers to condom use and cues to action), were examined among other
psychosocial variables with regard to their relationship with the dependent variable
(intention to use condom with a new partner), separately for men and women at risk for
HIV infection. Results clearly indicated that all three psychosocial potential predictors
(barriers, self-efficacy and social norms) were independently related to the intention to use
condoms. Nevertheless, when all relevant predictors were included in the analysis, the
effect of perceived barriers was diminished. Instead, self-efficacy, anticipated regret (when
a person is engaged in a behaviour that puts her/him at risk and that could easily had been
prevented {cf. Loomes and Sugden, 1982}) and descriptive social norms (what others are
perceived to do themselves {cf. Buunk and Bakker, 1995}) were independent predictors of

intention to use condoms among both sexes.

2.4.1.2.3 Studies on drug use

As seen in the above paragraphs, the vast majority of the research with the HBM
conducted in the context of HIV/AIDS concerned either preventive (i.e. condom use) or
risky sexual behaviour (i.e. multiple sexual partners). There is a scarcity of relevant
research related to the other set of behaviours that are dangerous for HIV infection, the
behaviours related to IDU (Huang et al.,, 1989; Gibson et al., 1993). Each of these studies
tested some of the components of the HBM, showing that in one case, barriers was a
weak predictor for needle cleaning (Huang et al., 1989) while in the other case (Gibson et
al., 1993), self-efficacy was significant in predicting lower levels of needle sharing. To the
best of my knowledge, only one study (Falck et al., 1995) has until now directly tested the
ability of all HBM components in order to predict HIV preventive practices among IDUs. In

this study, Falck et al., (1995) collected data on injection practices and health beliefs from
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118 active IDUs in two American counties. Logistic regression analysis revealed that

perceived self-efficacy was positively related to safer injection practices, while perceived

| susceptibility was negatively related to safer injection practices. Commenting on this latter ‘

association, Falck et al., (1995) mention that “... the perceived susceptibility variable may

actually function as a risk-assessment measure. Those IDUs who employed safer needle-

use practices.... perhaps believed that their injection practices did not make them

susceptible to the HIV disease” (p. 531). Nevertheless, this seemingly paradoxical finding,

was confirmed by later findings (i.e. Gerrard et al, 1996) in that, for IDUs also,

susceptibility to AIDS was in fact the effect of their safer injecting practices rather than the

predictor.

Limited HBM related research has been conducted in prison settings. The two

studies of this type | am aware of have been conducted among young offenders. Wilson et

al. (1990) examined the associations between AIDS knowledge, components of the HBM,

| alcohol/drug use and intended condom use among 196 Zimbabwean adolescents in

J probation/remand homes. Results showed that AIDS knowledge, perceived condom

| effectiveness, social support and perceived barriers to condom use were all independently
i
significantly associated with definite intention to use condoms upon release. Nevertheless,

| when during regression analysis all variables entered simultaneously into the model,

beliefs in the effectiveness of preventive behaviour was the only significant predictor of

intended condom use.

In a more recent study, Lux and Petosa (1994) tested HBM components in

predicting 452 juvenile delinquents’ safer sex intentions. Results found perceived

susceptibility and barriers (two of the four mainstays of the HBM) to condom use as




significant. Also significant were found, perceived social norms and self-efficacy,
components that were added to the model at a later stage. Overall, this study, contrary to
previous research (Wilson et al., 1990; Petosa and Jackson, 1991; Walter et al., 1992)
clearly supported the use of the HBM (the extended version) as a means to investigate

safer sex intentions among juvenile delinquents.

As seen above, the HBM has been used in studying a wide range of behaviours,
among a diverse set of populations. Nevertheless, as a general pattern, the HBM has
failed to explain much of the behaviour practised by individuals, especially in a disease like
AIDS. In the best case, only specific components of the initial version of the model (i.e.
perceived susceptibility and perceived barriers) were associated with preventive actions.
This rather poor performance of the model could be attributed to two main reasons: 1) to
constructional problems of the HBM itself, its conceptual ambiguity and the methodological
constraints on the use of the model through different studies, and 2) to the specific

characteristics of AIDS as a disease. These two aspects are discussed below.

2.4.1.4.1 Constructural and Methodological problems with the HBM

Obvious, even from the schematic presentation of the HBM (Figure 2.5) it is the
fact that there are not operationalisation instructions on how the different components of
the model are linked with the health behaviour or action. Thus, the HBM appears as a
series of six separate independent variables, which potentially account for variance in

observed or reported health behaviours (Sheeran and Abraham, 1996). Additionally, the

components are left open to debate, resulting in variations on definitions of the constructs

by researchers (Champion, 1984; Harrison et al., 1992). Especially on the early studies,




specific methodological problems related with the use of the HBM, have been identified
(Champion, 1984). a) Tools were not tested for validity or reliability; b) operational
definitions varied greatly from one study to another; c) one or two items were used in
measuring HBM components; d) concepts were operationalised in a nominal level, not
allowing deep statistical analysis.

What has also been questioned was the way each of the HBM components was
conceptualised (i.e. the relationships between HBM components and behaviour are fixed
and linear or the components themselves are unidimensional) (see Sheeran and Abraham,
19986, for a short review). Gerrard et al., (1996) showed in her review the complex nature
of perceived susceptibility in relation to AIDS, and pointed out the difficulties in interpreting
the correlations between susceptibility and HIV preventive behaviour. This tautological
aspect of the model has been pointed out also by other authors (Moatti et al., 1997), who
have showed that health beliefs and perceptions could be taken a posteriori to be either
causes or consequences of an individual's behaviour. In other words cognitive elements
are often considered prerequisites for actions, although they may just as well serve to
legitimate actions (Bastard and Cardia-Vonéche, 1997).

The HBM does not suggest a mechanism by which beliefs about a behaviour and
perceived threat are translated into behaviour (Abraham and Sheeran, 1994; Sheeran et
al., 1999), as does — for instance - the Theory of Planned Behaviour (Ajzen, 1991), which
proposes that intention precedes and predicts behaviour.

By 1980 two notions — that of “locus of control” (Rotter, 1966; Wallston et al., 1978)
and “self-efficacy” (Bandura, 1977) had been elaborated and established perceived control
as an important determinant of health behaviour. This notion of perceived control is

missing from the original formulation of the HBM. In their review, Janz and Becker (1984)

recognised the importance of perceived control, but considered it as part of the “barriers”




component and not as an independent variable. The addition of perceived control to the
HBM was proposed by Rosenstock et al, (1988), after Ajzen and Maden (1986) had
already incorporated in the Theory of Planned Behaviour. Subsequent studies on the
HBM, which used measures of perceived control proved its importance in predicting health
behaviours.

Finally, a critique posed to the HBM as a school of thought, mainly by sociologists, is
that it has some difficulty in taking into account the impact of collective and normative

influences at work in the social environment on “individual perceptions” (Moatti et al,

1997).

2.4.1.4.2 "HIV-prevention”-related problems with the use of HBM

Relevant research has highlighted the complexity of HIV-preventive behaviour and the
limitations of the HBM. Generally speaking, the HBM is characterised by its focus on
intraindividual cognitions and perceptions and does not pay attention to the influence of
the social environment on AlIDS-preventive behaviours (Buunk et al., 1998). Nevertheless
in the case of AIDS, specific characteristics of the disease itself, and the preventive
actions required, plus the social context within which these actions take place pose
problems in the usefulness of the model in prediction of such actions.

More specifically, compared with other health conditions and health practices
successfully predicted by the HBM in the early studies, AIDS has significant differences
(Brown et al., 1991; Abraham and Sheeran, 1994; Gerrard et al., 1996). a) There is a low
probability for {1/1,000 — 1/10,000, from an unprotected sexual contact with a member of a
high-risk group (Hearst and Hulley, 1988)} and uncertainty of HIV infection. There is
evidence that among |DUs the consequences of developing AIDS (perceived severity) are

not always enough to warrant behaviour change (Hayes, 1991). Even when infected, the

95




fatal consequences (sometimes delayed due to prolonged incubation), may lead in a
"recognition” of the AIDS severity, but not in an "acknowledgement" of susceptibility. In
other words, as the chances of contracting the virus while engaging in any one at-risk
behaviour are small, individuals tend to minimise their perceived susceptibility (Hayes,
1991). b) Unlike other diseases, effective AIDS prevention requires a long-term
maintenance of precautionary behaviours, as single incidence of recidivism can result in
HIV infection (Yep, 1993; Buunk et al., 1998). This need for continuity may be defined by a
process different from that, which motivated the initial change. c) HIV-preventive
behaviours — especially safe sexual behaviour - is very complex, as it involves complicated
and habitual behaviours, (i.e. condom use), which require a cognitive process to be
undertaken. There is evidence that sexuality is age, status and gender graded (Holland et
al., 1992), resulting in questioning the process of comparing individual scores on rating
scales, and putting the issue that behaviours are under individual volitional control under a
strong challenge (Ingham and van Zessen, 1997). As a practice, it requires negotiation
with the partner. It is fundamentally interactive and has high emotional and arousal
content, thus rendering social skills better predictors than beliefs specified by the model.
Evidence also exists that young adults prefer simpler preventive tactics like monogamy,
instead of condom use (Yep, 1993). Additionally safe drug use related-behaviours require
specific means and resources in order to be practised (i.e. money to buy syringes,
availability of the “works” in specific places, like prisons). Finally, d) especially among
adolescents, there seems to be maturational, developmental and perceptual constructs,
which the HBM has not taken into account.

Concluding, it seems that the HBM conceives HIV-preventive and risky sexual
behaviour as a volitional and individualistic activity, a de-contextualised orientation to be

carried across a range of encounters (Bloor et al., 1992). It seems that the HBM doesn't
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appear to be valid in analysing sexuality, as sexuality is not a personal health problem
(Bastard and Cardia-Voneche, 1997). It is therefore too distant from this process to offer a
productive theoretical framework for this work (Brown et al., 1991; Sheeran and Abraham,

1996).

2.4.2 Studies with the Health Locus of Control / Health Value

Psychologists have used the HLC construct mainly as a predictor of preventive
behaviour. They have mainly focused on the correlation between Internal HLC and
preventive actions. Furthermore, research has focused on the relationship between HLC
beliefs and specific behaviors, like participation in physical activity, alcohol consumption,
breast self-examination, smoking cessation, weight loss and cancer-screening behaviours
(see Norman and Bennett, 1996 for a brief review; Murray and McMillan, 1993). Generally,
the results of research on these topics were in line with expectations derived from the
theory. Internals were found to be more likely to take more responsibility for their health
and well being. Nevertheless, the correlations found were weak, yet in many cases,
contradictory results have also been emerged, especially when one referred to health-
damaging behaviours. For example, Carlisle-Frank (1991) in her theoretical review on
substance abuse provides research evidence that drug abusers and alcoholics have been

found more internals than control groups. One possible explanation for these contradictory

findings and the weak associations between HLC beliefs and health behaviours is that

individuals may be internals in some domains or life areas, and externals in the domain of
health-related behaviours (Carlisle-Frank, 1991). Additionally, another explanation may be
that the MHLC scale measures generalized behaviour expectancy beliefs (Norman and
Bennett, 1996). That is, while HLC is specific to a goal (i.e. health) it cuts across a lot of

situations, like exercise, diet, smoking, and e.t.c. Corresponding to this criticism, a number




of behaviour-specific HLC scales have been developed.

Additionally, a serious methodological constraint was detected. Very few of the
studies have used a measure of health value in conjunction with the HLC construct, as
required by the original SLT, upon which the locus of control construct is based (see
Wallston, 1991 for reasoning). Early studies addressing the point have produced
inconsistent findings. A study conducted in the beginning of 90s (Weiss and Larsen, 1990)
investigated the effects of health locus of control and value placed in participation in health
protective behaviours, by interviewing 213 undergraduate students. Using an index of
health protective behaviour rather than a single behaviour, Weiss and Larsen (1990) found
that health value was a stronger predictor than health locus of control. Additionally, Internal
HLC increased participation in health protective behaviours, only for those who valued
their health highly. Finally, the researchers found that respondents with high health value
and Internal HLC appeared most likely to engage in health protective behaviours. The
results of this study supported fully the interaction of HLC and the HV in predicting health-
related behaviours.

Few studies have examined locus of control beliefs in relation to AIDS knowledge,
attitudes and HIV-related behaviour. Based on theory, a positive relationship between
internality and the performance of safe sex practices is expected. Conversely, a negative
relationship between External HLC (luck, chance) and the performance of safe sex
practices is expected. Studies that have examined the relationships between HLC beliefs

and AlDS-related behaviour have produced results, which are generally in line with

expectations (Norman and Bennett, 1996; Schilling et al., 1993).

Haven et al. (1992) examined the relationship between health locus of control
beliefs and attitudes towards people with AIDS, in a sample of 539 Australian adults.

Results showed that — in line with the theory - negative attitudes were associated with




powerful others and chance locus of control beliefs. Also, Internal HLC beliefs were related
to positive attitudes towards people with AIDS, but this relation was significant only among
men.

Aruffo et al. (1993) investigated the contribution of HLC construct to knowledge of
AIDS transmission and prevention in a low socio-economic status minority sample of 587
subjects from the Community Health Centres of Texas. The authors used the MHLC scale
(Wallston et al, 1978) and found that HLC construct was — together with other
demographic variables - a strong predictor of AIDS knowledge. Higher internal orientation
and higher educational level were associated with greater AIDS knowledge. This
relationship was found to be consistent across all levels of age and sex and it was
independent of the level of education.

Three studies have addressed the issue of altering the locus of control beliefs
through educational interventions. St Lawrence et al. (1994) developed and evaluated a
cognitive-behavioural intervention intended to equip 19 substance-dependent adolescents
with interpersonal and technical skills to modify their risk-producing activities. Pre- and
post-intervention data on knowledge, attitudes, locus of control beliefs, social support and
self-efficacy was collected from all participants. Results showed that post-intervention, the
youths exhibited greater knowledge, higher scores on the Internal HLC subscale and lower
scores on the External HLC subscale, and more favourable attitudes toward HIV
prevention and condom use. Similarly, Nurco et al. (1995) studied the effects of a clinically
guided self-help programme on a sample of 38 IDUs, clients of a methadone maintenance
clinic. A 15-items drug use-related locus of control scale regarding both the past (causes
of IDU) and the future (methods to deal with) was used. Results showed that all subjects

were strongly internally oriented, as far as the future LOC, both at baseline and follow-up.

Regarding past LOC, a statistically significant shift (from baseline to follow-up) from




external to internal orientation emerged only for members of group A (those who received
the guided self-help programme). On the other hand, Murphy (1990) studied the effect of
teaching decision-making on locus of control among 19 adult male inmates. He used the |-
E scale (Rotter, 1966) and contrary to the above two studies, he showed that training in
decision-making skills had no effect on inmates’ locus of control beliefs.

With regard to AIDS-related behaviours, the number of relevant studies is also
limited. Considering the AIDS-related behaviour of gay men, Price-Greathouse and Trice
(1986) found that those men who held strong Chance HLC believes were less likely to
attend AIDS education sessions, although no relationship was found with Internal HLC
beliefs. Similarly, St Lawrence (1993) used the MHLC scale in order to examine condom
use during the past 6 months, in a sample of 195 African-American adolescents. By only
finding a negative relationship between External HLC beliefs and frequency of condom
use, but no relationship between Internal HLC beliefs and condom use, she partially
supported the HLC theory. In another study among gay men, Kelly et al. (1990) addressed
the issue of specificity on the HLC construct and developed an AIDS-specific HLC scale in

order to investigate the relations between AIDS-risk sexual practices and health locus of

control beliefs, in a sample of 526 men who patronised gay bars. The researchers found

that those men who did not engage in unprotected anal intercourse were more likely to
attribute safety in their own precautionary behaviour (were more internals) and less likely
to attribute AIDS risk to external factors like chance, fate or luck. On the other hand, those
gay men who reported having unprotected anal intercourse were less likely to have
internal AlDS-related HLC beliefs and more likely to believe that the likelihood of infection
with HIV was owing to chance factors.

As can be seen, the above mentioned studies conducted in the context of AIDS

have a diverse set of research aims and adopted different methodologies and measures.




The results produced are generally in the direction posed by the theory. Nevertheless, the
same criticism mentioned in the above paragraphs — lack of use health value measures -
could also be applied to many of these studies.

To the best of my knowledge, only one study using the health locus of control
construct has ever been conducted within a prison setting. Robertson and Levin (1999)
examined AIDS knowledge, condom attitudes and sexual behaviour in a sample of 193
substance-abusing juvenile offenders. Locus of control was examined as a potential
predictor of juveniles' condom use during the previous six months, together with other
variables. Results indicated that external locus of control was negatively associated with
reported condom use, yet the association was not statistically significant. Additionally, only
attitudes towards condoms and use of a condom during first intercourse were the most
significant predictors of condom use.

Overall, it seems that the health locus of control construct is a weak predictor, even
when one considers its interaction with health value. Wallston (1992), discussing this
pattern of results, asserted that Internal HLC and health value still remain generalised
measures (although specific to health), being able to predict global indices of health rather
than specific behaviours. He also proposed behaviourally specific expectancies to join
locus of control and health value in order specific behaviours to be predicted. Introducing
the notion of perceived control, he argues that “People must value health as an outcome,
believe that their health actions influence their health status, and concurrently believe that
they are capable of carrying out the necessary behaviours in order to have a high

likelihood of engaging in a health directed action” (Wallston, 1992, p.195).

2.4.3 Studies with the Theory of Planned Behaviour

A large number of studies have been conducted using the TRA in order to predict a
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number of health-related behaviours, indicating varying degrees of success (Conner and
Sparks, 1996). With regard to the TPB, an early review (Ajzen, 1991) indicated that
intentions to perform behaviours of different kinds could be predicted with high accuracy
by attitudes toward the behaviour, subjective norms and perceived behavioural control.
Additionally, Ajzen (1991) in his review showed that intention, together with perceptions of
behavioural control accounted for considerable variance in actual behaviour. Nevertheless,
only a limited number of studies reviewed by Ajzen (1991) referred to behaviours that had
health as the primary motive (e.g. weight loss). Studies of more complex health-related
behaviours like drug use and/or condom use were not mentioned at all.

In a more recent review of more than fifty studies using the TPB and the TRA to
predict primarily health-related behaviours (e.g. smoking, alcohol consumption, condom
use among heterosexuals and homosexuals, health screening attendance, exercise, food
choice, breast/testicle self-examination) (Conner and Sparks, 1996), results seemed to be
mixed, albeit generally supportive of the theories. For behaviours with low volitional control
(i.e. smoking, alcohol consumption and condom use, breast/testicle self-examination) the
addition of the PBC component did improve the predictive power of the initial model (TRA)
mainly on the intentions but not always on the actual behaviour. For behaviours like health
screening attendance, exercise, and food choice, PBC added no predictive power, yet
intentions remained the strongest predictor of the actual behaviour. Nevertheless, due to
the high diversity of behaviours mentioned in the review, and the relatively limited number
of studies that have used the TPB, no definite conclusions could be drawn.

Sutton (1998) evaluated the performance of both TRA and TPB in predicting and
explaining intention and behaviour, by reviewing findings from previous meta-analyses and
quantitative reviews of the two models. These findings showed that the two theories

explained on average between 40% and 50% of the variance in intention and a lower
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percentage (between 19% and 38%) of the variance in actual behaviour. Although not
concluding whether these percentages should be considered impressive or disappointing,
Sutton (1998) offered nine potential explanations for the rather poor performance of the
two theories (in the sense that the percentages of explained variance reported are not as
high as one might expect). Some were basically theoretical, like the possibility of intention
to change over time, or to be provisional, or not to be a sufficient cause of behaviour, and
the violation of the principle of compatibility (Ajzen, 1988) and scale correspondence
(Courneya, 1994, cf. in Sutton, 1998). Others were methodological, like the usage of
unequal number of response categories for intention and behaviour, the random
measurement error in and the unequal marginal distributions of the measures of intention
and behaviour, and the restriction of range/variance in intention and behaviour.

Overall, the above mentioned reviews seem to be supportive of the predictive
ability of the TPB, regarding both the intention to perform specific behaviours and the

behaviour itself.

2.4.3.1 Sexual behaviour

Published individual studies — not included in the above reviews - have also
investigated the utility and the predictive ability of either the TRA, or the TPB in relation to
sexual behaviour, particularly the use of condoms, in the context of AIDS. Overall, studies
conducted among adults (Albarracin et al., 1998), IDUs (Corby et al., 1996; Montafio et al.,
1997), adolescents and university students from different social and cultural backgrounds,
like Australia (Barling and Moore, 1990; Boldero et al., 1992; Terry et al., 1993), U.S.A.
(Jemmott, J.B. lil et al., 1992; Fisher et al., 1995), Africa (Wilson et al., 1992) and Europe

(Richard et al., 1995; Sutton et al, 1999) have produced mixed results. Some studies

(Jemmott, J.B. lll et al., 1992; Corby et al., 1996; Montafio et al., 1997; Albarracin et al.,
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1998, for the TPB; Terry et al., 1993; Fisher et al., 1995, for the TRA) fully support the
theories in terms of prediction of both the intention (it was predicted by attitudes, subjective
norms and perceived behavioural control) and the actual behaviour (it was predicted by
intention). Especially, work conducted with adults (Albarracin et al.,, 1998) confirmed the
need for using traditional measures of the theory’s construct in order to produce positive
results. Nevertheless, this study showed that past condom use influenced intention to use
condoms and that this influence was partially mediated by attitudes and norms. In line with
the results of these studies, Abraham et al. (1998) keenly argued in favour of the TPB'’s
capacity to predict HIV-preventive sexual behaviours. Based on reviews of relevant
research, they concluded that models like TRA/TPB are able to explain 20-45 percent of
variance in sexual behaviour. This percentage could lead to a change of condom use rates
between 20-30% and 70-80%, if effective cognition-change interventions based on the
TPB were applied. They also pointed out that recent evaluations of intervention
programmes based on the theories have produced significant increases in HIV-preventive
behaviours, compared to controls. Nevertheless, other studies (Boldero et al., 1992;
Wilson et al.,, 1992; Richard et al, 1995, for the TPB: Sutton et al, 1999, for both
TRA/TPB) provided only limited support for the theories. The first of these studies (Boldero
et al., 1992) indicated intention to use condoms as a direct predictor of condom use, but
also revealed contextual variables of the sexual encounter (i.e. sexual arousal,
communication about condom use and condom availability) to influence condom use. The
second (Wilson et al, 1992) identified attitude as the only independent predictor of
intention, while inclusion of perceived behavioural control added little to the prediction of
intended condom use. The third study (Richard et al, 1995) identified the role of
anticipated affective reactions like worry and regret in predicting behavioural expectations,

over and above the components of the TPB. The last study (Sutton et al., 1999), which
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compared TRA and TPB as predictors of condom use intentions in a national sample of
youths, showed that TPB did not perform significantly better than TRA. At the same time,
the study found that measures of past behaviour were the best predictors of intentions, in
line with previous findings (Albarracin et al.,, 1998). Finally, only one study demonstrated
the link between attitudes to condom use and intention to use them (Barling and Moore,
1990).

This diversity of the results on the above mentioned studies is in line with previous
reports on the predictive power of TPB in the context of sexual behaviour (Sutton et al.,
1999) and is mainly explained by the differences in the methodology applied, the
measures used and the research questions posed throughout different studies. In any
case, the important issue emerged was that when we talk about the prediction of such a
complex behaviour like sexual behaviour, even a detailed model like TPB (which is a
general model of social behaviour) has a limited power, as other characteristics of the
behaviour in question (i.e. emotions) or contextual factors, or past sexual behaviour

emerge as significant predictors.

Two studies have investigated condom use intentions among youths in detention.
In an early study, DiClemente (1991) collected data from 112 incarcerated adolescents in
order to identify predictors of consistent condom use (defined as "always’ using condoms)
during sexual intercourse. Results showed that perceiving peer norms as supporting
condom use (an indicative component of the TPB), together with race (being non-Black)
and the communication with the sexual partner about AIDS were the three most important
independent predicting factors of consisted use of condoms. In a more recent study,

Gilmore et al. (1994) investigated 201 incarcerated youths’ beliefs about condom use and
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their association with youths’ intention to use condoms. Results identified five beliefs
(protection against STDs, condoms reduce pleasure, they are artificial, unromantic and
interrupt sex) associated with intention to use condoms with a steady partner and only one
belief (condoms prevent pregnancy) associated with intention to use condoms with casual
partners.

Nevertheless, these two studies suffered from serious methodological limitations.
None of them was an exclusively theory-based study designed to test the influence of TPB
components on sexual behaviour. The first (DiClemente, 1991) was an epidemiological
study trying to identify factors associated with condom use and one of the factors identified
was similar to a TPB component (subjective norm). The second study (Gilmore et al.,
1994) had a closer theoretical orientation. An elicitation procedure to identify beliefs about
condom was followed, according to the theory of TPB. Nevertheless, these beliefs
(resembling the behavioural belief component of the TPB) were the only theory-based
factors used but were tested separately (not as a unified component) for predicting
intentions. Additionally, data of both studies were derived from an incarcerated adolescent
population. To the best of my knowledge, no systematic theory-based study has been

conducted among adult inmates, regarding their sexual behaviour.

In contrary with the amount of TRA/TPB research conducted in the area of sexual
behaviour, only a handful of studies have been conducted using either of the two theories
as a framework to explore drug use behaviour. In the context of TRA, Finnigan (1995)
used qualitative methods (interviews) in order to elicitate the salient behavioural and
subjective norm beliefs underlying heroin using behaviour in a small sample of 15 heroin

users. Regarding the behavioural beliefs (the consequences of drug use), results showed
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that IDUs greatly perceived the negative health and social outcomes resulting by their drug Ii
use. At the same time, drug use was associated with some very positive attributes (i.e.
reducing boredom). With regard to normative beliefs (the identification of significant ‘
others), parents and partners were perceived as the most important salient referents in |
imposing pressure to take or not take drugs. Hawkins et al. (1999) investigated the role of “
. peer influences (norms and behaviours) (they are represented by the subjective norm |
| component of the TPB) in predicting the frequency of needle sharing and cleaning, among
a sample of 642 IDUs. They found that subjects who reported observing more peer
| protective HIV-related behaviour were also more likely to report lower frequencies of HIV-
risk behaviour and increased frequencies of HIV protective behaviour. Additionally, results
f| indicated that peer norm variables were not associated with decreased HIV-risk behaviour.
| These findings indicated that peer behaviour rather than verbal persuasion appeared to
' influence injection practices. Conner and McMillan (1999) employed the TPB to investigate
| the factors underlying intentions and frequency of cannabis use among 249 students in
‘ U.K. In line with the theory, their results showed that both intentions predicted well actual
l‘ use of cannabis and components of TPB (attitude, injunctive norms and perceived
‘ behavioural control) significantly predicted intentions. Additionally, habit strength and self- |
‘ identity explained significant additional portions of the variance in intentions.
Overall, all of the three above-mentioned studies seem to be supportive of the
\ theories. At the same time they ventilate significant predictors of behaviour over and above ‘
the theories’ components. Nevertheless, they have serious limitations. The first study
(Finnigan, 1995) describes a preliminary work necessary if the TRA is to be applied. It has
not further examined either IDUs’ evaluations of the outcomes or their motivation to ‘
{ comply with referent’s pressure. Most importantly, it was not an actual test of the theory in

the area of drug use. The second study (Hawkins ef al., 1999) investigated the role of only
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variable selection using several theoretical models (Basen-Engquist, 1992). Norman and
Conner (1996) have provided a short review of work, which has sought to compare the
predictive power of various models. The major comparisons reported are between HBM
and TPB, as well as between HBM and Social Learning Theory (Bandura, 1992). Based
on these studies, Norman and Conner concluded that models compared seemed to
perform to a similar level, “...suggesting that there may be little to choose between them”
(Norman and Conner, 1996, p.199). It is obvious that this conclusion is rather of limited as
it was based on comparisons of only two models and of course does not cover the range
of health behaviours covered by all social cognition models. Additionally, based on their
review, Norman and Conner (1996) drew the conclusion that self-efficacy construct
seemed to be a key predictor of health behaviour and could be included in social cognition
models of health behaviours. For example, Carmel, (1990/91) has suggested the inclusion
of a systematic set of potential determinants of behaviour, (i.e. the HBM together with
constructs, such as “efficacy” and “social norms”), in order to enhance the predictive ability
of the HBM.

Specific issues have emerged by the use of social cognition models. Firstly, issues
related to the measurement of specific variables of the models. For example, the
importance of measuring attitudes and behaviour at the same level of specificity has been
stressed, in order to enhance the correlation between them (Ajzen and Fishbein, 1974, cf.
to Norman and Conner, 1996). Lack of such a prerequisite, like in the case of the Health
Locus of Control, may explain its poor predictive power. Other significant measurement
issues reported are the way and the time behaviour is measured (there seems to be a
need to measure behaviour as closely as possible to the time measuring cognitive

variables and to use multiple items); the operationalisation of the models’ constructs (i.e.

this criticism is specifically relevant to the HBM); and the measurement of beliefs,










used a SCM in order to investigate a health-related behaviour.

Summary

In the last part of this Chapter, | described four Social Cognition Models — the

Health Belief Model (Rosenstock, 1966; 1974); the Health Locus of Control (i.e. Wallston

et al., 1978); the Health Value (Lau et al., 1986) and the Theory of Reasoned Action /

Theory of Planned Behaviour (i.e. Ajzen, 1991). | additionally reviewed the relevant

research focusing mainly on studies conducted in the era of HIV/AIDS.

The HBM is the most widely used psychosocial model of health behaviour. In the

area of HIV/AIDS, the vast majority of studies, which have tested it, have dealt with the

sexual behaviour of different groups (e.g. homosexuals, young adolescents) and the

prediction of condom use among these populations, as a means of HIV prevention.

Results in this area have showed that although some components of the HBM like

susceptibility and barriers, proved to be predictors of HIV-preventive behaviours, the HBM

alone seems to be an insufficient tool to predict such a complicated behaviour as sexual

behaviour. On the other hand, a scarcity of studies has used the HBM in predicting HIV

needle risk practices among IDUs, identifying barriers as the only (but weak) predictor of

these practices. This rather poor performance of the model was attributed: a) to specific

constructional problems of the model itself (i.e. lack of a link between the HBM

components and health behaviours); b) its conceptual ambiguity; ¢) the methodological

constraints on the use of the model through different studies (i.e. lack of reliability and

validity tests); and d) the complexity of HIV/AIDS related behaviours (i.e. they are more

than a volitional and individualistic activity).

The HLC construct has been used as a predictor of preventive behaviour, primarily






investigated to a great extent, within a theoretical perspective. Nevertheless, there is a
lack of application of the SCMs in relation to IDU, especially in prison settings. Despite the
fact that a) prison is perceived a high-risk environment, b) drug use constitutes the major
risk factor for the transmission of HIV within prison, and c) prisoners constitute a captive
audience who hold a potential for behaviour change, this lack of SCMs-driven studies

identified in the literature could be considered remarkable and worthy of further attention.
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sharing injecting equipment and HIV risk sexual practices, before and during
imprisonment. The questionnaire was completed by the participant inmates on a

voluntary basis.

3.3 Aims - Research questions (Phase 2)

The main aim of the second phase of the study was twofold. First, to record
prisoners' level of HIV/AIDS-related knowledge, attitudes and perceived risk. Then to
investigate the associations of these variables with the HIV risk behaviours practised
by inmates during their incarceration and as intended after their release. Additionally, to
use some of the components of certain Social Cognition Models in an exploratory way
in order to investigate whether these components could help to understanding inmates'
HIV risk behaviours from a theoretical perspective. More specifically, the following
research questions were posed during the second phase of the study:

1. What was the prevalence of inmates’ sexual practices and relevant HIV risk
precautions taken, before their incarceration, while in prison and (intentions) when
released?

For those with a history of drug use (IDUs), what was the prevalence of relevant
HIV risk precautions, before their incarceration, while in prison and (intentions)
when released?

What was the level of HIV/AIDS related knowledge of Greek inmates? Were there
any differences in knowledge between |IDUs and non-IDUs inmates? What were the
determinants of inmates’ HIV/AIDS related knowledge?

What kind of attitude inmates held towards AlDS-related issues? Were there any
differences in attitudes between IDUs and non-IDUs inmates? What were the
underlying factors of inmates’ attitudes? Was there any association between
inmates’ HIV/AIDS related knowledge and their attitudes?

What was the level of inmates’ perceived risk and concern in relation to HIVV/AIDS?




10.

1.

Were there any differences in risk and concern levels between IDUs and non-IDUs
inmates? Among members of each group (i.e. IDUs and non-IDUs), was there any
relationship between perceived risk of HIV/AIDS or general health concern? How
were inmates’ perceptions of risk, concern, knowledge and attitudes associated?
Based on HBM theory, the following research questions were asked. How
susceptible did inmates believe they were in relation to AIDS? How serious they
thought, AIDS was? What were the benefits of adopting HIV/AIDS precautionary
measures, both within prison and when released? What were the costs of adopting
HIV/AIDS precautionary measures?

What were the inmates’ beliefs in relation to each of the three locus of control
dimensions (internality, powerful others, chance)?

How much did Greek inmates value their health? Was there any difference in locus
of control perceptions between those inmates who placed high value on their health
and those who placed low value?

For IDUs inmates only, what were their beliefs in relation to avoiding drug use while
in prison as described by the elements of the Theory of Planned Behaviour? (i.e.
their intention, attitudes, subjective norm, perceived behavioural control,
behavioural beliefs, outcome evaluation, normative beliefs and motivation to
comply)?

To what extent inmates’ age, educational level, drug use status, their knowledge,
attitudes, perceived risk, concern, HBM elements, MHLC elements, the value they
place on their health and their behaviour before incarceration could predict their
reported intentions to practice safe sexual practices when released? To what extent
these independent variables could predict inmates’ intentions to take specific
precautions (i.e. regular condom use) in order to protect them from acquiring AIDS?
For IDUs inmates only, to what extent could the Theory of Planned Behaviour be
applied? More specifically: a) Was their drug use behaviour within prison predicted

by their intention to avoid injecting drugs inside? b) Were their intentions predicted
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by their attitudes, subjective norms (TRA) and perceived behavioural control
(TPB)? c) Was inmates’ previous (before incarceration) drug use behaviour an
independent predictor of their behaviour inside prison, over and above the
elements of the TPB?

12. To what extent, demographic variables, HIV/AIDS-related knowledge, general
attitudes towards HIV/AIDS, perceived risk, HIV/AIDS and health concern, HBM
elements, MHLC elements, Health Value, and TPB elements could predict drug use
while in prison?

13. For inmate injectors, to what extent knowledge, attitudes, perceived risk, concern,
HBM elements, MHLC elements, Health Value, TPB elements and past behaviour
(precautions before and during incarceration) could predict reported intentions to

take precautions in relation to drug use in order to protect themselves from

HIV/AIDS, when released?

3.4 Subjects and method

In the second phase of the study, a representative sample (N = 436) of the
native Greek male population of the Judicial prison of Korydallos (the biggest in
Greece) was invited to participate. After permission was granted, the selected were
seen in privacy and offered a body of questionnaires (on knowledge, attitudes,
perceived risk, components of the HBM, the MHLOC scale, the Health Value Scale,
and components of the TPB) to fill in, together with an open envelope. All inmates were
previously informed about the overall procedure of the study, they were offered
assurances of anonymity and confidentiality, while the voluntary character of
participation was particularly stressed. Those who did not want to take part were free to
do so. As the questionnaires required time to be completed, inmates were asked to
take them to their cells, to fill them in, and return the sealed envelop with the
questionnaires to the researcher on his next visit to the prison (in two days). From the

436 invited inmates, 254 completed and returned the questionnaires (response rate
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58.2%). Of the returned questionnaires, 12 were excluded from the analyses, because
' they contained logical errors or they hadn't been completed in the main, thus leaving

| 242 questionnaires to be analysed.
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CHAPTER 4: Phase 1: Injecting drug use amongst inmates in Greek

prisons

4.1 Introduction

A considerable body of international studies indicates that there is relatively
high prevalence of drug use in prison (see § 2.1.5 in Chapter 2, for an extended
literature review). There is also evidence that prison may act as a modifier of drug use
behaviour, in the sense that IDUs inject less but share more when they are in prison
than in the community (Power et al., 1992; Turnbull et al., 1992; Shewan et al., 1994a;
1994b; 1995; Marins, 1995; Muller et al., 1995; Taylor et al., 1995; Singleton et al,
1998). Relevant Greek data confirm that Greek IDUs in custody report high-risk drug
using practices such as sharing of syringes and needles (Malliori et al., 1994, 1998a),
in line with earlier Greek studies with IDUs that also report high risk behaviour patterns
among this group while at liberty (Kokkevi et al., 1992).

Nevertheless, these few published studies on HIV risk behaviours of Greek
IDUs while in prison have been mainly descriptive and based on relatively small
samples derived either from IDUs treatment services and AIDS Reference Centres, or
from inmates from one or two specific institutions, which mostly hold IDU inmates. No
detailed study has been conducted until now on a national level. Given the limited data
available concerning the relationship between criminal activity and patterns of IDU
among inmates in Greek prisons, the present study attempts to rectify these
shortcomings by conducting a survey of the penal population in Greece. In so doing
this study aims to address the issues raised by similar studies conducted in other
European and North American centres and in addition attempts to do so on a national
basis. In this section is presented the data of the familiarisation phase, which was

conducted before the onset of the main study, and the data from the main study
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regarding the extent of injecting drug use amongst inmates in Greek prisons. Also
presented is comparative data between IDUs and non-IDUs on a number of
demographic and penal variables. Finally, data is presented on the evolution of drug

use over time, among injector inmates.

4.2 The familiarisation phase

4.2.1 Procedure

Following approval of all sectors of the study by the Ethics Committee of the
Department of Psychology, University of Stirling and after the permission for
conducting the study in Greek prisons was granted by the Greek Ministry of Justice, in
April 1994, a "familiarisation visit" to one institution was planned and paid, before the
onset of the main study. This visit aimed to explore a number of issues in relation to the
broader subject of HIV risk behaviours in prisons. It was thought this might be achieved
by interviewing a number of prisoners on issues related to HIV/AIDS and prison life.

A visit was paid to the Closed Prison of Corfu. The selection of this particular
prison was made for three reasons: a) Its governor was the first to reply to my letter
which informed about the research and he was very positive to help in the study. b)
There was a personal acquaintance with the governor. ¢) The particular prison had the
highest security category of prisoners and was considered the “hardest” prison in
Greece. Under these circumstances, the pilot interviews could be undertaken within the
most appropriate context (privacy, unlimited time available, plus all the personnel of the
prison available to facilitate the procedure).

As this was a familiarisation phase, no strict criteria of selecting prisoners for

the interview were defined. Prisoners were selected from two broad categories: those

working and those not working. The procedure was as following: Prison officers

announced one day before the beginning of the interviews that volunteers were

requested to talk to a psychologist about HIV/AIDS. Then a volunteer from each
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section was escorted to the interview office. In total eight prisoners were interviewed.
Six of them were lifers and had been convicted for homicide. One was an [DU,
convicted for 3 years of imprisonment and he was to be released in one month. The
last was convicted for robbery. Their mean age was 40.5 years. Four of them had only
Primary education, two had Secondary education and two were of Higher education.

The interviews were not tape-recorded.

4.2.2 Analysis
Presented below is a content analysis of the interviews, divided into the
following categories:

AIDS within prisons - Knowledge of HIV/AIDS

It seemed that the AIDS problem ‘did not exist' in the context of prison.
Prisoners interviewed knew only that AIDS was a disease contracted by sexual contact
and sharing injecting drug equipment. There were no leaflets, books or a magazine
about AIDS available in the prison’s library and the only sources of information about
AIDS for prisoners were T.V. and newspapers. Those interviewed mentioned that the
presence of an HIV/AIDS researcher in the prison did not cause any interest and that
was a reason for the limited number of volunteers. None of them knew personally a
person infected by HIV. Only one inmate reported that he had heard that an IDU
inmate, whom he knew personally, had died because of AIDS. Nevertheless, the
inmates' limited personal acquaintance with people with AIDS is understandable, as
the Greek Law defines that if an HIV+ prisoner is identified, he/she is sent to the
prisons’ hospital. Greek Law also releases all prisoners who are AIDS patients.

Additionally, HIV testing is not compulsory for any inmate on entrance to prison.

AIDS worry - Risk of HIV infection

AIDS was not considered a serious enough problem to disturb inmates and

make them worry. It seemed very “distant” to them. The everyday life within the prison,
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the (perceived) injustice reflected in the strict penalties imposed on them, the
management of their time (for lifers) and their future after release were the most
important and urgent problems and put as their first priority. For those interviewed, the
“outside world’ was more dangerous for HIV infection than the prison, as outside there
were much more situations in which one could be exposed to HIV (i.e. one had more
opportunities to have sex). In prison the danger was only in relation to injecting drug
use. The limited threat from sexual activities were considered as an abnormality and

not approved.

AIDS and Drugs

Drugs seemed to be the core problem for the whole prison system. According to
those interviewed, drugs were easily available in prisons, even in the highest security
prison. The biggest problem seemed to exist in Korydallos prison, in Athens, which was
considered as the centre of drug distribution and use within the Greek prison system.
According to reports, any prisoner who wanted access to drugs and couldn't find drugs
in his current institution, arranged to be called as a witness in Athens, where he stayed
for some days in Korydallos prison, where he acquired access to drugs and then went
back again to his previous prison.

Within Greek prisons, it is illegal to possess injecting equipment, while no
needle exchange programme has ever been applied. Sharing was therefore considered
as a common practice among those injecting. One interviewee reported a case of
sharing of one syringe with 350 IDUs. Although this claim was most probably
exaggerated, it was indicative of inmates' perceptions of the drug use problem in
prison. According to interviewees' reports, IDUs used to clean their equipment using
the following ways: They rinsed the works with tap water (the commonest way because
it is easy and quick). They cleaned them with spirit or disinfectant liquid (not always

available, because prisoners had to provide the prison doctors with a good reason for

requiring spirit or disinfectant). They boiled the works in water. They left the works for 5
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minutes 'in the air’, as there was the belief that the viruses will die when exposed to the
air.

All prisoners interviewed were in favour of separating IDUs from other
offenders. They believed that given the current situation (where all offenders were
housed together) it was very easy for someone who was not a drug user to start
injecting drugs. This could happen because prison life was very difficult and drugs
offered a (false) escape, especially for those with a weak personality. Furthermore
IDUs were perceived as ‘dirty’ and ‘weak’ and regarded as lowly by other inmates. |
should mention here that the separation of prisoners seemed to be the political will of
the government and procedures had already started to put segregation into practice.
Within the Greek penal system, there is a tendency, for those charged or convicted for
violation of the Drug Law to be consider for transfer to the Judicial Prison of Patras,

although not all IDUs are housed in this institution.

AIDS and Sexuality

All prisoners interviewed were not in favour of sexual relations within prisons.
They did not deny the existence of such relationships but they claimed that they were
practised rarely and only among particular groups of inmates. First of all, among
homosexuals (“sissies”), who are usually housed in the Closed prison of Larisa, in the
context of an unofficial "protection” policy. Then, among young offenders - not
necessarily homosexuals - who were not considered as "strong" enough to face prison
life and -on entrance to prison -are subjected to a type of protection, paid with sex. To a
lesser extent, IDUs practised homosexual activities in order to obtain drugs. A last
category of offenders who might practice homosexual activities were those who had
committed sexual crimes, who were also housed in the Closed prison of Tripolis.

Overall, it seemed that HIV infection through the “sexual route’ is not considered as

highly probable within prison, especially when compared with the "drug route’.




4.3 Sample selection / Descriptives (the main study)

Following this familiarisation phase, | then proceeded to Phase 1 of the main
study design. This was conducted from October 1995 to June 1996. Using "prison’ as
the initial sampling frame, the ten male institutions from all prison types with the largest
number of prisoners were selected and offered participation in the self-report study of
all Greek inmates. At the same time, special attention was paid in order to select
prisons with specific types of inmates (i.e. the Judicial Prison of Tripolis, where inmates
who have committed sexual offences are overrepresented). The sample was therefore
representative of the total male inmate population in terms of the type of prison
(‘Closed’, "Judicial’, "Rural’) and the type of inmate ("Remand’, ‘Convict’). As regards
the representativeness of the sample in relation to the entire Greek male population,
Table 4.1 illustrates the number ‘N’ and percentage of prisoners in the study sample
(%) by type of prison category, in comparison to the percentage of prisoners by prison
category for the entire male population [%]. The small differences in study sample (%)
versus prison population percentages by study category [%] are due to the fact that
participation of inmates in the study was voluntary, so it was difficult to achieve the

exact population quotas in the sample.




Table 4.1: Number ‘N’ and percentage of prisoners in the study sample (%) by type of il
prison category in comparison to the percentage of prisoners by prison category for the
|

entire male population [%]

Type of prison Type of prisoners Total |

Convict Remand

N %), [l ~ N- (Qe) el N (%) %] |

Closed 143 (166) [21.8] 23 (@2.7) I[[35] 166i. (19.3) [254] |
Judicial 348 (40.4) [37.8] 230 (26.7) [26.6] 578 (67.1) [64.3]
Rural 117 (13.6) [10:3] 0 (0) [0] 117 (13.6) [10.3]
Total 608 (70.6) [69.8] 253 (29.4) [30.1] 861 (100) [100]

In total, 1,000 Greek male inmates were asked to participate. A total of 861
completed questionnaires were gathered and included in the analysis (response rate
86.1%). Females, who represented 3.8% of the total number of Greek inmates, were
not included in this study, as the primary researcher was not allowed to enter the main
female institution due to unspecified bureaucratic reasons.

Table 4.2 shows inmates’ distribution in relation to demographic (age) and
penal variables (onset and duration of current sentence, number of previous sentences
the total time spent in prison and type of crime committed).

The mean age of the sample was 37.3 years (SD = 10.9 years). 299 of the 861
inmates (34.7%) were currently in prison due to drug offences, while 226 (26.2%) were
imprisoned due to property offences (thefts, robberies etc.). More than half of all
inmates (468, 54.3%) were in prison for their first time, while 78 inmates (9.0%) had
been sentenced more than 5 times in the past, besides the current sentence. Almost
one-third of the inmates (256, 29.7%) had in total spent 1-3 years in prison, while
almost one-fourth (210, 24.4%) had been in prison for 4-7 years. Finally, excluding the

298 remand inmates, 434 out of 534 convicts (81.3%) were serving a current sentence

of more than 3 years.
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Table 4.2: Inmates’ (N=861) distribution on demographic and penal variables

N (%)

<24 74 (8.6)
25-34 310 (36.0)
35-44 262 (30.4)
45-54 129 (15.0)

55+ 69 (8.0)

Duration of current sentence
Remand
< 3 months
3-6 months
7-11 months
1-3 years
3+ years

Beginning of current sentence
Remand
Before 1983
1983-1986
1987-1990
After 1991

Against life
Against property
Financial

Drug related
Sexual

Specific laws
Other

* Mean: 37.3 years; SD = 10.9 years




Table 4.2 (cont.): Inmates’ (N=861) distribution on demographic and penal variables

N (%)
Sentences in the past
| None 468 (54.4)
' One 170 (19.7)
2-4 136 (15.8)
more than 5 78 (9.1)
Total time in prison
< 3 months 7| (8.2)
3-6 months Tr (8.9)
7-11 months 112 (13.0)
1-3 years 256 (29.7)
4-7 years 210 (24.4)
8-12 years 93 (10.8)
more than 12 years 36 (42.0.)

4.4 Measures (Adaptation in the Greek prison setting / Problems)

A two pages self-completed questionnaire was used. The questionnaire
construction was based on previous research in the area conducted in Scottish prisons
(Power et al., 1992: Bird et al., 1992). The questionnaire included demographic
variables (inmates’ age); penal variables (onset and duration of current sentence,
number of previous imprisonments, total time spent in prison, type of crime committed);
drug use variables (inmates’ drug injecting and sharing behaviour prior to and during
imprisonment); sexual behaviour variables (number of sexual partners prior to and
during imprisonment, paid sexual intercourse); finally, there were two questions
regarding HIV testing outside prison and hospitalisation for STDs. The questionnaire

was translated in Greek and piloted in a group of 100 inmates in the Correctional
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Prison of Korydallos, in Athens. The pilot study allowed me to verify the procedure of
conducting the research and to adjust the wording of some questions to the prison
language, in order to ensure that the questions were understandable for inmates. Both
the Greek and English (translated) version of the questionnaire is presented in the

APPENDIX 2.

4.5 Procedure

The procedure of recruiting was not the same in all selected prisons because of
their different structure, type and security level. In six prisons (Korydallos, Patra,
Kerkyra, Halkida, Larisa and Thessaloniki) where inmates were kept in clearly separate
sections, according to the crime committed, a sampling by section took place, selecting
inmates randomly within each section. In the remaining four institutions, inmates were
selected from the total of the individual prison population, as inmates were not
segregated in separate sections. In the Correctional Prison of Larisa, inmates were
recruited by social workers of the institution, as the researcher was not allowed to enter
the prison at that particular period because of security reasons. Nevertheless, the
researcher was able to meet with the social workers in question in order to explain in
detail the methodology and the procedure required distributing and gathering the
questionnaires.

Inmates were seen in privacy either individually or in some institutions in
groups. Prior to their participation all inmates were informed about the purpose of the
study, the type of information that they would be asked to provide and the overall
procedure of the study. Assurances of anonymity and confidentiality were also given.
The voluntary character of participation in the study was particularly stressed. Those
inmates who didn’'t want to take part were free to leave. Then the researcher gave

inmates the questionnaire together with an open envelope and asked them to complete

it, put it in the envelope, seal it and give it back to the researcher. The researcher was
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available throughout the period of questionnaire completion in order to provide
clarifications whenever this was necessary. The time required for the completion of the
research in each institution ranged from one day to three months according to the size

of the prison.

4.6 Analyses

The statistical analysis in this phase of the study was undertaken by univariate

(Chi-squared) analysis and modelling the data through multiple logistic regression

(Hosmer and Lemeshow, 1989) using SPSS statistical package (version 8.0, SPSS

Inc., Chicago).

4.7 Results

Chi square test (x?) were used to compare the two groups of inmates (those

inmates who had ever injected drugs vs. those who had never injected) in relation to

the variables included in the questionnaire.

Drug use

The pattern of injecting drug use behaviour of all inmates and the pattern of

drug use and sharing behaviour within prison - not necessarily during their current

sentence, but during any past or present sentence - is shown in Figure 4.1.




Figure 4.1: Injecting drug use behaviour of 861 inmates during periods of

imprisonment

n= 861 (%)
|
l | |

Ever injected drugs Yes No Missing
290 (33.7) 556 (64.6) 1 (1L.7)

| |

while in prison TEs No Missing
174 (20.2) 193 33:1) 3(0.3)

Ever injected drugs

| |

while in prison Yes No Missing
145 (16.8) 27 (3.1) 2(0.2)

Ever shared needles

As can be seen in Figure 4.1, from the 861 inmates, 290 (33.7%) reported that
they had injected drugs sometime in their lives. 174 inmates (20.2%) reported having
injected drugs, sometime during their past or current imprisonment, while 145 (16.8%)
reported that they had shared injecting equipment while past or current imprisonment.

Table 4.3 reports the prevalence of ever having injected drugs by inmates’ age,
current offence, number of past sentences, total time in prison, injecting and sharing in
prison, drug conviction in the past, taking the HIV blood test and sexual behaviour prior
to imprisonment. As Table 4.3 shows, drug use is more common among younger

inmates: 163 out of 283 (57.6%) of IDUs are younger than 35 years, compared with

215 out of 548 (39.2%) non-IDUs (Chi? = 51.9; df = 4; p < 10®°). Of the 532 non-IDUs

who were willing to divulge their current offence, 140 (26.3%) were in prison charged
with a drug-related offence and 135 (25.4%) charged with an offence ‘Against
property’; however, this proportion rose to 54.7% (156/285) and 30.5% (87/285)

respectively among IDUs. Conversely, 19.2% of non-IDUs (102/532) compared with
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only 6.3% of IDUs (18/285) had been charged with offence Against life (Chi? = 104.5; df

=6 p<10%).

Table 4.3: Reported prevalence of ever having injected drugs by age, current offence,

number of past sentences, total time in prison, injecting and sharing in prison, drug

conviction in the past, taking the HIV blood test and sexual behaviour prior to

imprisonment.

Ever (%)

Injected

Never (%)

Injected

Current Offence
Against life
Against property
Financial
Drug related
Sexual
Specific laws
Other
Total

Sentences in the past
None
One
2-4
more than 5
Total

25 (8.8)
138 (48.8)
90 (31.8)

26 (9.2)

4 (1.4)
283 (100.0)

18 (6.3)
87 (30.5)
5 (1.8)
156 (54.7)
8 (2.8)

7 (2.5)

4 (1.4)
285 (100.0)

75 (26.3)
76 (26.7)

81 (28.4)
53 (18.6)
285 (100)

9 (8.9)
166 (30.3)
168 (30.7)
101 (18.4)

64 (11.7)
548 (100.0)

102 (19.2)
135 (25.4)
78 (14.7)
140 (26.3)

37 (7.0)

29 (5.5)

11 (2.1)
532 (100.0)

385 (69.5)
1(16.4)
53 (9.6)
25 (4.5)

554 (100.0)




Table 4.3 (cont.): Reported prevalence of ever having injected drugs by age, current

offence, number of past sentences, total time in prison, injecting and sharing in prison,

drug conviction in the past, taking the HIV blood test and sexual behaviour prior to

imprisonment.
Ever (%) Never (%) Chi? p<
Injected Injected
Total time in prison 38.6 10 °
< 3 months 10 (3.5) 61 (11)
3-6 months 13 (4.5) 63 (11.4)
7-11 months 34 (11.8) 75 (13.6)
1-3 years 85 (29.6) 166 (30)
4-7 years 84 (29.3) 124 (22.4)
8-12 years 45 (15.7) 45 (8.1)
more than 12 years 16 (5.6) 19 (3.4)
Total 287 (100) 553 (100.0)
Injection in prison 4222 10:°
YES 174 (60.6) 0 (0.0)
NO 113 (39.4) 552 (100.0)
Total 287 (100.0) 552 (100.0)
Sharing in prison 340.1 1057
YES 146 (51.0) 0 (0.0)
NO 140 (49.0) 550 (100.0)
Total 286 (100.0) 550 (100.0)
Drug conviction in the past 279.0 10°°
YES 169 (58.7) 36 (6.5)
NO 119 (41.3) 516 (93.5)
Total 288 (100.0) 552 (100.0)
Taking the HIV blood test 21.8 10
YES 105 (42.9) 128 (25.9)
NO 140 (57.1) 366 (74.1)
Total 245 (100.0) 494 (100.0)
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Table 4.3 (cont.): Reported prevalence of ever having injected drugs by age, current
offence, number of past sentences, total time in prison, injecting and sharing in prison,
drug conviction in the past, taking the HIV blood test and sexual behaviour prior to

imprisonment.

Ever (%) Never (%) Chi?
Injected Injected

Sex with women prior to
imprisonment
NONE 82 (28.9) 241 (43.7)
ONE (1) 54 (19.0) 102 (18.5)
2-5 82 (28.9) 133 (24.1)
6-10 27 (9.5) 28 (5.1)
More than 11 39 (13.7) 47 (8.5)
Total 284 (100.0) 551 (100.0)

A striking characteristic of IDUs is the multiplicity of previous sentences and the
length of total time imprisoned. Of the 285 IDUs who took part, 53 (18.6%) had been in
prison five or more times before their current sentence and 81 (28.4%) had previously
been in prison 2-4 times; these proportions fall dramatically among non-IDUs: only
4.5% of the non-IDUs (25/554) were previously in prison five or more times and 9.6%
of them (n=53) 2-4 times (Chi® = 15656.9; df = 3; p < 10°). Regarding the total time spent
in prison, more than half of IDUs (145/287, 50.6%) have spent 4 or more years in
prison, compared with 33.9% (188/553) of the non-IDUs (Chi? = 38.6; df = 6; p < 10°).
As can also be seen in Table 4.3, from the sub-sample of 287 injectors 174 (60.6%)
(20.2% of the total sample) had injected sometime while in prison and 146 (51.0%)
(16.9% of the total sample) had shared injecting equipment sometime while in prison.
Only 36 of the 552 non-IDUs (6.5%) had been convicted for drug related offences in

the past, excluding current conviction; this proportion rising dramatically to 58.7% (169

out of 288) among IDUs (Chi? = 279.0; df = 1; p < 107°). There were thirty-six inmates

who had never injected, but previously had been convicted for drugs.




Regarding the issue of having requested an HIV blood test prior to
imprisonment, the first 100 inmates of the sample were excluded from this question;
this happened because some of these 100 inmates had participated in a health
screening project, in which a voluntary HIV test was offered to all inmates within a
specific prison. Thus, in total, 233 inmates out of the 739 who provided information
(31.5%) had taken an HIV blood test outside prison. Nevertheless, no data regarding
the actual rates of HIV positive prisoners within the sample are available in this phase,
since inmates were not asked about the result of the HIV test as this was deemed to be
ethically unacceptable in the present study. The percentage of those inmates who took
an HIV blood test was significantly higher among IDUs (105/245, 42.9%) than non-
IDUs (128/494, 25.9%) (Chi?=21.8;df =1, p < 10°).

Regarding sexual behaviour one year prior to their incarceration, of the 284
IDUs, 66 (23.2%) had sex with more than five women other than their wives or regular

partners; the comparative figure was 13.6% (75/551) for non-IDUs. (Chiz = 22.8; df = 4

p<107).

Drug use over time

Questions 8 and 9 of the questionnaire ('In which year did you first inject?’ and
‘In which year did you last inject?’) when combined provided two sub-groups of
inmates: The first group (old users) included 74 inmates who reported that they had
first injected before 1982 and continued to inject after 1992; that is, they were regular
injectors for at least ten years. The second group (new users) included 46 inmates who
reported that they had first injected after 1992 and continued to do so thereafter; that is,
they were regular injectors for a maximum period of four years at the time of the study.
The study attempted to examine whether there were any differences between these
two groups in terms of demographic, penal, drug use and sexual behaviour variables.

As Table 4.4 shows, the two groups expectedly differ in terms of age; 68% (49

out of 72) of the ‘old users’ are aged more than 35 years, compared with 31.1% (14/45)
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of ‘new users’ (Chi2 = 18.7; df = 4; p < .005). Of the 74 ‘old users’, 15 (20.3%) were in
prison due to offences "Against property’ and 51 of them (68.9%) for drug related
offences. On the contrary, almost half of the ‘new users’ (21 out of 46, 45.7%) were in
prison for offences 'Against property’ and 37% (17/46) for drug related offences (Chi? =
14.2: df = 6: p < .05). As might be expected, a characteristic of ‘old users’ is the
multiplicity of previous imprisonments. Of the 72 ‘old users’, 49 (68%) had served

between two and five sentences in the past. This proportion falls to 34.8% among ‘new

users’ (16/46) (Chi? = 15.2; df = 3; p <.005).

Table 4.4: Drug use over time by age, current offence and previous imprisonments.

Old users (%)

New users (%) Chi?

Age

Current Offence
Against life
Against property
Financial
Drug related
Sexual
Specific laws
Other
Total

Sentences in the past
None

One

2-4

more than 5

Total

2 (2.8)
21 (29.2)
32 (44.4)
15 (20.8)

2 (2.8)
72 (100.0)

5 (6.8)
15 (20.3)
1 (1.4)
51 (68.9)
1(1.4)
1(1.4)
0 (0.0)
74 (100.0)

10 (13.9)
13 (18.1)
25 (34.7)
24 (33.3)
72 (100.0)

18.7
8 (17.8)
23 (51)
11 (24.4)
3(6.7)
0 (0.0)
45 (100.0)

5 (10.9)
21 (45.7)
1(2.2)
17 (37.0)
1(2.2)
0 (0.0)
1(22)
46 (100.0)

18 (39.1)
12 (26.1)
11 (23.9)
5 (10.9)

46 (100.0)

As can be seen in Table 4.5, 55 out of 73 ‘old users’ (75.3%) had previously

been accused of drug related offences and 50 out of 73 (68.5%) had been convicted of
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such offences. The proportion falls to 37% (17/46 accused) and 34.8% (16/46

convicted) respectively among ‘ new users’ (Chi* =17.4;df =1 p < 10°°%; Chi? = 12.9; df

=p=107).

Almost three-quarters of ‘old users’ (53/73, 72.6%) admitted that they had
injected while in prison and 62.5% (45/72) that they had shared while in prison. On the
other hand, half of the ‘new users’ (23/46, 50%) admitted injection in prison and 39.1%
(18/46) admitted sharing in prison respectively (Chi? = 6.2; df = 1 p < .05; Chi* = 6.1; df
=1; p<.05).

Once again, | should mention here the exclusion of first 100 inmates of the
sample from this question due to their participation in a health-screening project, in
which a voluntary HIV test was offered to all inmates within a specific prison. Thus, less
than half (29 out of 63, 46%) of ‘old users’ had taken a blood test for HIV, compared

with almost one quarter (11 out of 43, 25.6%) of ‘new users’ (Chi* = 4.5; df =1 p < .05).




Table 4.5: Drug use over time by injecting and sharing in prison, drug conviction in the

past and taking the HIV blood test

Old users (%)

New users (%)

Chi?

Injection in prison

Sharing in prison
YES
NO
Total

Drug accusation in the past
YES

NO

Total

Drug conviction in the past
YES

NO

Total

Taking the HIV blood test
YES
NO
Total

53 (72.6)
20 (27.4)
73 (100.0)

45 (62.5)
27 (37.5)
72 (100.0)

55 (75.3)
18 24.7)
73 (100.0)

50 (68.5)
23 (31.5)
73

29 (46.0)
34 (54.0)
63 (100.0)

23 (50.0)
23 (50.0)
46 (100.0)

18 (39.1)
28 (60.9)
46 (100.0)

17 (37.0)
29 (63.0)
46 (100.0)

16 (34.8)
30 (65.2)
46 (100.0)

11 (25.6)
32 (74.4)
43 (100.0)

6.2

4.8 Discussion

Interpreting these results and putting them in direct comparison with similar
previous European research and the limited Greek data available requires caution,

given the diversity of prison samples and the different methods used in many studies.

Especially with regard to Greece, the published research to date has used samples of

injecting drug users either from treatment services in Athens and/or from only two

prisons situated in Athens and Patras.




Drug users seem to constitute a substantial part of the penal population in
Greece. In this study inmates were asked to specify during which year they had first
injected, if ever. The data suggest that more than one-third (33.6%) of inmates in
Greek prisons reported having injected drugs sometime in their lives. Despite the fact
that this question was general; in that information was not required the place of onset
(i.,e. within or outside prison) of injecting behaviour, and/or whether the injecting
behaviour was continuous since its onset; the overall percentage of IDU among
inmates of Greek prisons is roughly at the same level of those other European
countries that have known high rates of IDU in prisons (Harding 1990; Shewan et al.,
1994). However, other European countries that have high levels of IDU in prison are
also characterised by high rates of IDU in the wider community. This does not appear
to be a feature associated with IDU in the wider Greek community, where IDU is
considerably lower than in many other European countries (Malliori et al., 1994).

Drug users in the current study were characterised by multiple previous
sentences as well as long periods of imprisonment. These results confirm a previous
Greek study (Kokkevi et al., 1993) on the association between drug abuse and
criminality. Furthermore, the fact that the "old drug users’ group in our study (those who
were_regular injectors for at least ten years) also report multiple sentences in the past
indicates that this association is continuous and well established.

High levels of HIV risk behaviours among injecting drug users are indicated in
the current study. Sixty (60) per cent of the sub-sample of drug injectors in Greek
prisons - almost 20% of all inmates - reported that they have sometime injected while
in prison; additionally, 50 per cent of them - almost 17% of all inmates - reported that
they have shared injected equipment while in prison. Even if the IDUs group was split
in ‘old’ and ‘new’ users, these high levels of risk behaviour are also apparent in both
sub - groups. These rates of HIV risk behaviours are certainly comparable with those
reported by Bird et al. (1997) and Rotily et al., (1994), although far higher than those

reported by Power et al. (1992a) for Scotland. Nevertheless, being in prison does not
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necessarily mean that IDUs will engage in risk behaviour (Dolan, 1997). A number of
surveys suggest that IDUs in general are more likely to stop injecting than continue
while in prison (Power et al., 1992a; Shewan et al.,, 1994). However, for those who
continue to inject in prison, the majority will indulge in sharing equipment (Jurgens,
2000; Jacob and Stoéver, 2000). These changes in the drug use pattern are easily
identified when a study is designed in such a way that investigates high risk drug use
behaviour on a continuum, for example, how an IDU behaves in the community and
then while imprisoned. This was not the aim of the present study, thus | am not able to
determine whether the level of equipment sharing among IDUs is higher during
imprisonment than when these individuals are at liberty. Nevertheless, recent Greek
data show that there is a clear effect of imprisonment on the behaviour of drug users.
Malliori et al. (1998a) found that Greek IDUs inject less but share more when they are
within prison than when they are outside. In the current study, the period ‘within prison’
did not necessarily refer to the current period of imprisonment, in order to avoid the
reluctance of inmates to provide this piece of information for fear of disciplinary action
or prosecution. Nevertheless, the fact that the sub - group of injecting drug users in this
study is characterised by a multiplicity of previous sentences and a long duration of
total time in prison, makes the reported rates important in the Greek context. This is
because Greece is presently regarded as having lower HIV prevalence rates both
among drug users in the community and within prison setting (Papaevangelou et al.,
1991; Malliori et al., 1994). However, if the prevalence rate among IDUs in prison were
to rise marginally the high risk injecting behaviour associated with this group, this would
provide fertile ground for the spread of the virus. The disastrous impact of having one
HIV seropositive IDU among a group of injectors who share injecting equipment has
already been highlighted in Scottish prisons (Taylor ef al., 1995).
Although the present study didn’t show any significant level of sexual activity
within prison, it indicated high levels of risky sexual behaviour prior to imprisonment

among drug users; a substantial proportion of them (52.1%, {42.7% for all inmates})
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reported more than two sexual contacts with women other than their wives or regular
partner in the one year prior to their current incarceration. These rates are considerably
higher than those reported for drug users in other European countries (Carvell and
Hart, 1990; Rotily et al., 1994). Furthermore, a significant proportion of IDUs in Greek
prisons appear to be especially at risk of HIV sexual transmission as 23% had sexual
intercourse with more than five partners in the year prior to imprisonment. This level of
HIV sexual risk behaviour is much higher than has hither to been reported in the
literature regarding sexual behaviour prior to incarceration.

Despite being characterised by high risk sexual behaviour prior to imprisonment
and high risk injecting behaviour prior to and especially during imprisonment, our
results indicate (at least indirectly) that IDUs are concerned about HIV transmission, as
a substantial proportion of them had taken a blood test for HIV. The extent of HIV
testing is particularly high among the ‘old users” group, (46%) in the present sample.
The total rate of requesting an HIV blood test (31.6%) among all inmates this sample is
much higher than that reported by Power et al. (1996) for Scotland, while previous
Greek studies (Papaevangelou et al., 1991) have also shown that large proportions of
IDUs in the wider community request HIV testing, especially when it is accompanied by
counselling. Thus among IDUs in Greece, high levels of injecting and sexual risk
behaviour are associated with high levels of concern regarding HIV as shown by rates
of HIV testing. Unfortunately, among ‘old’ and ‘new’ imprisoned IDUs, concern
regarding HIV does not appear to be associated with a reduction in HIV risk behaviour.

Nevertheless, the fact is that at present in Greece there is a low prevalence of
HIV infection among drug users. Previous interpretation of this paradox suggests that
this is not due to «...the safe behaviour and the high level of awareness of the dangers
that IDUs are in, but to the fact that HIV virus has not entered the group yet» (Kokkevi
et al., 1990, pp. 49). Perhaps the confirmation of a negative result, plus the knowledge
of the low HIV prevalence among peers creates a ‘false’ sense of security towards

AIDS among drug users. Particularly in prisons, this sense of security may be
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reinforced by the fact that all HIV infected inmates are transferred immediately and kept
separately in the main prison hospital. In addition, during the course of collecting data
for this study many inmates mentioned greater concern for Hepatitis than HIV. The high
rate of both Hepatitis B and C among IDUs is now regarded as a major problem in its
own right and has been shown to be prevalent among |IDUs in prison samples, even
when HIV seropositivity is low (Crofts et al., 1995). Unfortunately, the investigation of
Hepatitis B and C among inmates was not included in this study design.

In summary, the present study illustrated for the first time at a national level, the
high level of risk behaviour among imprisoned IDUs in Greece. This is attributable to
high-risk sexual behaviour prior to imprisonment and high risk injecting behaviour prior
to and during imprisonment. |IDUs appear to be aware of the potential risk to their
health, hence the high level of HIV testing. However, self-perceived risk among these
groups does not appear to be accompanied with modification of behaviour in order to
reduce risk. The exact reasons as to why this happens are at present speculative.
Further exploration of the attitudes and cognitions of incarcerated IDUs in relation to
risk behaviour and self-perceived vulnerability to HIV transmission is required. The use
of Social Cognition Models may help to explain this paradox and enhance our
understanding of why IDUs continue risk practices. In doing so, attempts to identify the
determinants of risk behaviour might allow more specific intervention strategies to be
devised, especially within the prison context.

At present there is no national policy as regards HIV harm reduction in relation
to IDU amongst Greek prisoners. Some penal systems have advocated the introduction
of syringe exchange programmes in prison (e.g. Switzerland, Germany), others have
not introduced such measures but have accepted the need to make freely available
sterilising facilities as part of general health care improvements (Scotland). Before
deciding on the most appropriate HIV risk reduction health care penal policy there is a

need for accurate and detailed information as regards the true extent of the problem. It
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is hoped that the present study provides a starting point for such work in the Greek

prison context.

Summary

In this Chapter is presented data from a national cross-sectional comparative

study of injecting drug use amongst male inmates in Greek prisons in relation to

demographic and penal variables. A representative sample of 1,000 inmates was

randomly selected from ten correctional institutions. 861 questionnaires were included

in the analysis. 290 inmates (33.6%) reported injecting drugs, of whom 174 (60%) had

injected while in prison, and 146 (50.3%) had shared sometime while in prison. Inmate

injectors were predominately aged 25 to 34 years; they were incarcerated mostly due

to drug offences (54.7%) and offences against property (30.5%); they were

characterised by a multiplicity of previous sentences and a long duration of total time in

prison. Most of the injectors had been convicted for drug offences in the past. Injectors,

compared to non-injectors, were more likely to have had an HIV blood test. Regarding

their sexual behaviour during the twelve months prior to imprisonment, injectors were

more likely to have multiple female sexual partners - other than their wives or regular

partners. Results were discussed, in the European context in particular, in relation to

the apparent relatively low level of injecting drug use among the Greek population in

general yet similar rates of injecting drug use among inmates as in other European

countries.



CHAPTER 5: Phase 1: HIV risk behaviour correlates among injecting

drug users in Greek prisons

5.1 Introduction

As mentioned in Chapter 2 (see § 2.1.5, p. 32, for an extended literature review),
studies concerning the extent of HIV high-risk behaviours among penal populations suffer
from significant limitations. Many of the studies have focused on single institutions and
thereby prevent generalisability to the larger prison population. Additionally, much of the
published literature has been limited to surveys that have examined the extent of drug use
and sharing practices, while failing to examine the correlates and determinants of such
practices. Obviously, the same applies in Greek research field. Until recently the pattern of
social research on AIDS in Greece had been to study the social perception of AIDS threat
in the general population (Agrafiotis et al., 1991; Gnardellis and Agrafiotis, 1991), while
marginalised groups such as prisoners have largely been ignored. The few published
studies on HIV risk behaviours of IDUs while in prison (i.e. Malliori et al., 1998a) have
been mainly descriptive and based on relatively small samples derived either from
treatment services or from one or two institutions. Given these limitations in the research
field in Greece, the present study attempts to fill this gap by conducting an assessment of
the penal population on a national basis. Furthermore, within Greece, this study was a first
attempt to examine in depth the injecting and sharing behaviour among prisoners and to

identify the correlates of such risk practices.

Following the previous Chapter in which was presented a general pattern of drug
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use among inmates, in this Chapter | focus on IDUs inmates and present comparative data
between those injectors who had ever injected while in prison and those who had never
done so. Additionally data is presented on sharing injecting equipment while in prison
among |IDUs. Finally, using a more sophisticated analysis, we identify the correlates of

injecting behaviours while in prison.

5.2 Methods and subjects / Measures

The methodology of Phase 1 of this study was presented in detail in Chapter 4.
Briefly, a representative sample of 1,000 Greek male inmates from ten male adult
institutions was asked to participate. 861 questionnaires were completed and used in the
analyses (response rate 86.1%). Data were gathered in a form of a self-report anonymous
questionnaire for demographic data, penal history, drug use, sharing injecting equipment

and HIV risk sexual practices, which inmates completed on a voluntary basis.

5.3 Results

Non-parametric tests (Chi sgare {x*} and Mann-Whitney U) were used where
appropriate to compare injectors who had ever injected while imprisoned versus those
injectors who had never injected while imprisoned. Then a core model was developed
using as explanatory variables the age of inmates (years), the type of inmate (remand,
convict), the total time in prison (years) and the conviction for drugs in the past (yes, no).

The dependent variable used in the model was injection while in prison (yes, no). That

model was fitted to data only from inmates who reported a history of injection drug use




sometime in their lives (N = 290). Reasonably, all the explanatory variables in this model
were related to the prison career of inmates and could represent a “crime-prison”
component. Additionally, a second model was developed that controlled for core variables
and evaluated the association of injection while in prison with “sexual risk behaviour before
and during imprisonment”. This was done by introducing into the core model four new
variables: the number of male and female sexual partners during the year before
imprisonment; paid sexual intercourse (yes, no); sexual intercourse with inmates (yes, no).
This distinction of explanatory variables would allow us to identify the potential effect of the
different types of variables in the dependent variable. All p-values reported in statistical
procedures are two-tailed.

As already shown in the previous Chapter (Figure 4.1, pp. 132), from the 861
inmates, 290 (33.7%) reported that they had injected drugs sometime in their lives. 174
inmates (20.2%) reported having injected drugs, sometime during their past or current
imprisonment, while 145 (16.8%) reported that they had shared injecting equipment while
past or current imprisonment.

Table 5.1 presents the distribution of inmate injectors (ever injected while

imprisoned versus never injected while imprisoned) according to all variables included in

the logistic regression model.




Table 5.1. Among 290 IDUs, reported prevalence of having 'Ever' or ‘Never' injected drugs
while imprisoned by age, type of inmate, offence, number of past sentences total time in
prison, drug conviction, previous HIV blood test and number of female and male sexual

partners.

Ever injected (%)

Never injected (%)

Type of inmate
Remand
Convict
Total

Offence

Against life
Against property
Financial
Drug related
Sexual
Violation of specific laws®
Other
Total

14 (8.3)
77 (45.5)
62 (36.7)
14 (8.3)
2 (1.2)
169 (100)

60 (34.9)
112 (65.1)
172 (100)

13 (7.6)
48 (28.1)
931.2)
98 (57.3)
5 (2.9)
4 (2.3)
1 (0.6)
171 (100)

11 (9.9)
60 (54.1)
26 (23.4)
12 (10.8)
2 (18
111 (100)

50 (44.2)
63 (55.8)
113 (100)

5 (4.5)
38 (34.2)
3 @27)
56 (50.5)
3 2.7)
3 (27)
3 (2.7)
111 (100)

~ ? This category includes offences like illegal entrance in the country, circulation of forged money,

Jehovah's witness, escape from prison, etc




Table 5.1 (cont.) Among 290 IDUs, reported prevalence of having 'Ever or ‘Never injected

drugs while imprisoned by age, type of inmate, offence, number of past sentences total

time in prison, drug conviction, previous HIV blood test and number of female and male

sexual partners.

Ever injected (%) Never injected (%) Chiz? p
Sentences in the past 14.3 0.002
None 2 (18.9) 3(38.0)
One 46 (27.0) 9 (25.7)
2-4 {31 8) 6 (23.0)
more than 5 8 (22.3) 5(13.3)
Total 170 (100) 113 (100)
Total time in prison 34.0 10°
< 3 months 0(0.0) 10 (8.9)
3-6 months 4 (2.3) 8 (7.1)
7-11 months 14 (8.2) 19 (16.9)
1-3 years 52 (30.2) 33 (29.95)
4-7 years 53 (30.8) 30 (26.8)
8-12 years 36 (20.9) 9 (8.1)
More than 12 years 13 (7.6) 324
Total 172 (100) 112 (100)
Drug conviction 12.9 10°
YES 116 (67.4) 52 (46.0)
NO 56 (32.6) 61 (54.0)
Total 172 (100) 113 (100)
Taken the HIV blood test 2.64 ns
YES 89 (51.7) 46 (41.8)
NO 83 (48.3) 64 (58.2)
Total 172 (100) 110 (100)
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Table 5.1 (cont.) Among 290 IDUs, reported prevalence of having 'Ever' or 'Never' injected

drugs while imprisoned by age, type of inmate, offence, number of past sentences total
time in prison, drug conviction, previous HIV blood test and number of female and male

sexual partners.

i Ever injected (%) Never injected (%) Chiz p
Female sexual partners, 1
. year prior to imprisonment*
l NONE (25 4) 39 (34.5)
ONE (1) 0(17.8) 23 (20.3)
2-5 47 (27.8) 34 (30.1)
| 6-10 8 (10.7) 9 (8.0)
| More than 11 31 (18.3) 8 (7.1)
Total 169 (100) 113 (100)
| Male sexual partners, 1 3.9 ns
year prior to imprisonment
NONE 148 (92.5) 105 (93.7)
ONE (1) 3 (1 9) 4 (3.6)
| 2-5 .9) 0 (0)
! 6-10 ( 2) 2 (1.8)
‘ More than 11 4 (2.5) 1(0.9)
' Total 160 (100) 112 (100)

*M-W test: z=-3.58; p < 10 Sores in this variable were ranked as follows: "None" = 1; "One" = 2;
"D_5"=3:"6-10" = 4; "More than 5" =5

' As seen in Table 5.1, there were no significant differences between those who
injected in prison and those who did not as regards their age and offence categories.
Additionally, the two groups of inmates did not differ significantly as regards having

previously taken an HIV blood test outside prison and the number of male sexual partners,

150




other than regular partners, during the one-year period before imprisonment.

On the other hand, the two groups seemed to differ significantly in terms of
inmates' status: 112 (65.1%) of those who reported injecting sometime while imprisoned
being convicts, in comparison with 63 (55.8%) of those who reported never injected while
imprisoned being convicts (Chi* = 6.04; df = 2; p < 0.05). Additionally, the two groups
differed in terms of the number of previous sentences and the duration of total
imprisonment. Of those who had injected while imprisoned, 92 (54.1%) had been
sentenced for 2 to 5 or more times before their current sentence, compared with 41
(36.3%) of those who never injected while imprisoned. On the other hand, significantly less
of those who had injected in prison, (32/170, 18.9%), than those who had not (43/113,
38.0%) had not previously been sentenced (Chi*=14.3; df = 3; p < 0.005). Regarding the
total time spent in prison, 59.3% of injectors in prison (n = 102) had spent from 4 up to
more than 12 years; this proportion falls to 37.6% (n = 42) for those inmates who had
never injected in prison (Chi® = 34.0; df = 6; p < 10°). The majority of inmates who had
injected sometime while imprisoned (67.4%; n = 116) had been convicted for drug related
offences in the past, compared with 46.0% (n = 52) of the non-injectors in prison who had
been convicted (Chi?= 12.9; df = 1; p < 107%). Finally, the number of female sexual partners
other than their wives or regular sexual partner, was significantly greater in injectors who
had injected while imprisoned than those who never injected while imprisoned (M-W test: z
=-3.58; p < 10°).

Nevertheless, data presented in Table 5.1 were inherently confounded and
therefore not directly interpretable. The corresponding associations among the variables of
the “crime-prison risk” and the “sexual risk behaviour before and during imprisonment”

components, with the '‘injection while in prison’ variable, after controlling for mutual
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confounding, are shown in Tables 5.2 and 5.3.

Table 5.2 Logistic regression-derived odds ratios and 95% confidence intervals for the

:I core model
| Variables Odds ratio 95% CI P value
| Age (years) 0.99 0.95-1.02 0.49
Inmate type
Convict 1.58 0.92-2.73 0.010
| Remand Baseline
Total time in prison (years) (17 1.07-1.27 0.0003
Conviction for drugs in the past
Yes 1.97 1.16-3.33 0.011
No Baseline

| Table 5.2 provides the logistic regression-derived odds ratios for the core model.
‘ Results from this model suggested that total time in prison was a highly significant
' predictor of injection while imprisonment. For every year of being in prison, the risk of
injection increases by about 17% (OR = 1.17, [95% ClI: 1.07 - 1.27]) after adjusting for the
other explanatory variables. Possible conviction for drugs in the past also appeared to
have a significant influence on the probability that an IDU injects in prison. Inmates with a
previous drug related conviction were about twice as likely to inject within prison compared
| to others IDU (OR = 1.97, [95% ClI: 1.16 — 3.33]). Finally, convicted inmates were

marginally significantly more prone to inject in prison compared to remands (OR = 1.58,

' [95% CI: 0.92 — 2.74]).

|'
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Table 5.3: Logistic regression-derived odd ratios and 95% confidence intervals for the

| model including core variables and sexual risk behaviour variables

i Variables Odds ratio 95% ClI P value
| Age (years) 0.99 0.96-1.03 0.66
Inmate type

H Convict 1.68 0.95-2.97 0.07
Remand Baseline
Total time in prison (years) 1.15 1.06-1.26 0.0013

| Conviction for drugs in the past
‘ Yes 187 1.08-3.22 0.02
|

No Baseline
Number of women having sex 1.08 1.00-1.16 0.06
Number of men having sex 0.91 0.74-1.12 0.39

Paid sexual intercourse
Yes 0.97 0.54-1.74 0.91

No Baseline

Sexual intercourse with inmates
Yes 2.29 0.43-12.05 0.41

No Baseline

|' Table 5.3 shows the associations of the "sexual risk behaviour before and during
' imprisonment" variables with injection while in prison, controlling for the variables of the
| core model. In this model. the associations of core variables with the risk of injection while
in prison remained substantially unchanging. From the variables of the "sexual risk
behaviour" component, was the number of female sexual partners during the one-year

period prior to imprisonment was marginally significantly related to increased risk for prison

injection (OR = 1.08, [95% Cl: 1.00 — 1.16]).
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Sharing equipment during imprisonment

The results of the study showed that of those IDUs, who reported injection while in
prison, the vast majority (145 out of 174, 83%) reported sharing behaviour inside prison. It
had been hoped to further explore the pattern of this sharing behaviour and look for
potential associations between it and other variables. Unfortunately the numbers of those

reported sharing while in prison and those who did not were highly unequal, thus no further

analysis was undertaken.

5.4 Discussion

As shown in the previous Chapter, drug use seems to constitute a salient part of
prison life in Greece. In this study, almost sixty percent of drug users in the sample
admitted having injected drugs sometime while in prison and the vast majority (more than
80%) of those injectors in prison reported that they had shared equipment during the
injecting procedure. The main research objective of the present study was to identify the
correlates of HIV risk behaviour within prison among injecting drug users. Logistic
regression analysis suggested that variables related with prison career and criminality
outside prison — those included in the so-called “crime-prison” component - appeared to
have a strong influence on the probability that a drug user injects in prison. As a general
pattern of results, the findings of our study are different from those reported by Shewan et
al. (1994) who investigated the factors mostly related with sharing behaviour within prison
and concluded that prison variables were poor predictors of sharing injecting equipment
while in prison. This apparent difference may be attributed to the different research

questions asked (we looked for correlates of injection in prison, while Shewan et al. looked
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more specifically for factors related with sharing practices within prison), as well as to
different statistical methods applied in order to explore data.
The present study found that convicts were significantly more prone to inject in
prison, compared with remands. This finding is in the opposite direction from that of Dye
and Issacs (1991), who concluded that drug injecting in prison was more common among
short term and remand inmates. However there are considerable methodological
differences between the two studies, which might explain the contradictory findings. For
example, the Dye and Issacs' study was limited to one adult prison (HMP Edinburgh,
which keeps short term convicts and remand prisoners). As such the authors of the
Scottish study acknowledge the unrepresentativeness of their sample. On the other hand,
the present study was conducted on a national basis using a representative sample of
inmates.
It was apparent that for IDUs, the percentage of those who reported injection while
in prison increased with cumulative time spent inside prison. Thus, 33% of injectors inside
had spent less than 1 year imprisoned; 61% had spent 1-3 years; and 71% had spent

more than 3 years inside. This finding is in line with relevant data from Scottish prisons

(Bird, et al., 1992). Additionally, logistic regression analysis showed that a convicted

inmate is significantly more prone to inject in prison compared with a remand inmate. This

is probably explained only in conjunction with the rest of the variables that are also found

to be important in predicting injecting behaviour in prison. Total time in prison and

conviction for drugs in the past additionally increased the probability that a person already

involved with drugs continues injecting behaviour when enters prison. All these variables

identify and confirm the stable relation between drug use and prison career. A relationship

that has already been shown by previous Greek research among drug users in the




community (Kokkevi et al., 1993). According to the Greek Penal Code, a person is
incarcerated if she/he is guilty for the violation of the Law related to Drugs. This Law
includes both possession of drugs for personal use and trade of drugs. Until the latest
revision (1987), laws were severe even for possession for personal use. Currently, under
the revised law, a distinction is made between the non-dependent and the dependent user.
The latter is given the opportunity, when arrested for possession for personal use, to follow
a therapeutic detoxification programme instead of being incarcerated. Heavy penalties are
applied to those involved in drug trade (Kokkevi et al, 1993). Furthermore, previous
research in Greece has shown that a higher level of criminality is associated with a greater
propensity to high - risk drug practices (needle sharing) in relation to the transmission of
HIV infection (Kokkevi et al., 1992). Thus, the pattern is perhaps as follows: A drug user
who has previous drug related convictions, is more prone to be in prison again for a drug-
related offence. The greater the length of time spent in prison (which is of course a natural
consequence of repeated conviction), the higher the probability of continuing injecting in
prison. The effect of the “crime-prison” variables seems to be strong enough, as their
power in explaining injecting behaviour in prison remain stable when other different kind of
variables are tested as explanatory factors. Nevertheless, the effect of a completely
different type of variable - the number of female sexual partners, other than one's wife, in
the one-year period prior to imprisonment — was also identified. That means that drug
users, tend to generalise their risk behaviours in different areas of life, and during the
period before their imprisonment are exposed to additional risk through their sexual
practices (Power et al. 1992b). There are also some other elements that may contribute to
enhanced risk of drug taking in prison, but not studied in this survey, i.e. the existence of a

methadone programme only in the community. The methadone programme started in
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Greece in January 1996. There are two methadone maintenance units in Athens and two
in Thessaloniki. IDUs who are eligible for entrance in such programmes must be older than
22 years and have used heroin use on a daily basis. The lack of such programmes in
Greek prisons perhaps represents — for some IDUs — a cessation of methadone scripts on
entry to prison, a factor already identified by Shewan et al. (1994) to be highly associated
with sharing in prison.

The vast majority of injectors in prison in the present sample (83%) reported that
they shared needles while in prison. Nevertheless, although in this study factors
associated with sharing behaviour were not investigated in depth, the high rates of sharing
behaviour were further confirmed by anecdotal reports of prisoners during the course of
the survey. They reported that in big institutions, where security levels were high more
than eighty injectors might use one syringe. It is obvious that these figures and reports are
by themselves alarming, not only for potential risk for HIV but also for hepatitis. Indeed,
high prevalence rates of hepatitis C (80.6%) and B (62.7%) have been identified by
previous research in Greek prisons (Malliori et al., 1998a).

The present study identified for the first time at a national level, the correlates of
HIV risk behaviour among imprisoned IDUs in Greece. These correlates are primarily
associated with the prison career of an injecting drug user. Nevertheless, interpretation of
the results of this study should be treated with caution due to a number of limitations.
Firstly, this study focused upon the correlates of injecting behaviour, not sharing
behaviour, while in custody. Injecting drugs is not by itself a risk for HIV, unless syringes
are shared (Dolan, 1997). However, within the present sample the overwhelming majority
of those who injected in prison shared equipment. Secondly, this study failed to access

drug use behaviour on a continuum, from the community to prison, thus it was not able to
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identify whether the reported drug use practices actually constitute a change to a general
drug use pattern adopted by Greek IDUs. Finally, in this study information was not
collected from those inmates who refused to participate, thus it is possible that some

selection bias may have occurred.

In conclusion, what seems to emerge from the findings of this study is a high level
of high risk injecting behaviour among imprisoned IDUs who continue to inject while
incarcerated. Such behaviour being associated with frequency and length of imprisonment
and other high risk activities such as sexual promiscuity prior to imprisonment. There is
therefor a need to assist these individuals in reducing the likelihood of such high-risk
behaviours. It would seem that this could be achieved by considering a number of factors,
in particular frequency of incarceration, length of time incarcerated and availability of
detoxification programmes within prison. Only recently (1987) in Greece has the law
regarding the possession of drugs changed and those people who possess small
quantities of drugs for personal use do not receive heavy sentences, while at the same
time they have the opportunity to enter a detoxification programme while incarcerated.
Further measures of an HIV harm reduction policy are required, to identify those factors

responsible for high risk drug use practices, both in the community and in prison.
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Summary

In this Chapter is presented data regarding the correlates of injecting drug use
within prison from a national cross-sectional study among Greek inmates. From an initial
sample of 861 inmates, a sub-sample of 290 inmates (33.7%) reported injecting drugs at
some time in their lives, of whom 174 (60%) had injected while imprisoned. Among those
who had injected while imprisoned, 145 (83%) had shared equipment while incarcerated.
Logistic regression analysis suggested that total time in prison, previous drug conviction,
being a convict (as opposed to on remand) and having multiple female sexual partners
one year before incarceration were significant HIV risk behaviour correlates. For every
year of imprisonment, the risk of injection in prison increased by about 17% (OR = 1.17,
[95% ClI: 1.07-1.27]). Inmates with a previous drug related conviction were about twice as
likely to inject within prison (OR = 1.97, [95% CI: 1.16 — 3.33]). Finally, convicted inmates
were marginally significantly more prone to inject in prison (OR = 1.58, [95% Cl: 0.92 -
2.74]). In conclusion, variables related to the inmates’ prison career influence HIV risk
behaviours within prison. There seemed to be a need to assist IDUs in reducing the
likelihood of high-risk behaviour by considering factors such as frequency of incarceration,

length of time incarcerated and availability of detoxification programmes within prison.
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CHAPTER 6: Phase 2: Attitudes towards AIDS and perceived risk of

HIV infection amongst inmates in Greek prisons

6.1 Introduction

Research has shown that the closer people perceive a person with AIDS and the
more they are forced to share space with him/her, the more restrictive attitudes they tend
to hold towards that person (Chliaoutakis et al., 1993; Herlitz and Brosson, 1990; loannidi
and Haeder, 1998). Prisoners as part of the general population are likely to be aware of
AIDS and hold specific attitudes towards AIDS related issues. Furthermore, the structure

of many penal institutions (Greek's including) results in sharing cell space, toileting and

| eating facilities between inmates. Compared with the amount of attitudes-related research

conducted in the general population (Valimaki et al, 1998; Agrafiotis et al, 1991;

Gnardellis and Agrafiotis, 1992; loannidi and Haeder, 1998; Chliaoutakis et al., 1993;
Koulierakis et al., 1994), studies that have investigated prisoners' attitudes towards
HIV/AIDS are limited. A recent study on knowledge, beliefs and attitudes of French

inmates towards HIV/AIDS (Delorme et al., 1999), although explanatory, it was conducted

in only one institution. The only detailed study on inmates' attitudes towards HIV/AIDS

conducted in Scotland (McKee et al., 1994; 1995), used a representative sample, yet it

was rather descriptive and a-theoretical. Given this situation, as well as the lack of any
detailed study of inmates' attitudes in Greek prisons, it seems important to study Greek
inmates’ attitudes towards different aspects of the AIDS epidemic (i.e. towards the disease
itself, people infected with the virus, etc.). This may (1) identify stigmatising and

ostracising trends among inmates, (2) identify specific issues that might facilitate the
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management of HIV/AIDS within the penal institutions. Furthermore, although the literature

has shown that the attitudes held by people do not always lead to behaviour change, it is

still crucial to be aware what inmates believe about specific measures of HIV prevention

(i.e. condom use, needle cleaning), as these beliefs may to some extent determine their

sexual and drug use practices.

The literature on perceived risk is enormous and covers many different aspects. In

the context of HIV/AIDS, perceived risk has been considered a necessary but not sufficient

prerequisite for behaviour change (Henson et al., 1998) and this relationship has been

greatly tested by empirical research (Kowalewski et al., 1997). The basic idea is that if

persons perceive themselves as at considerable risk of contracting a disease, they will be ‘

more likely to adopt precautionary actions in order to protect themselves. Nevertheless,

studies on the role of perceived risk in the adoption of health protective behaviours has

' produced mixed and inconclusive results (Gerrard et al., 1996), reflecting methodological

and theoretical deficiencies in the body of literature (Kowalewski et al., 1997). In any case

it seems that the role that risk perception plays in promoting or maintaing protective

behaviour change is still not well-understood (Henson et al., 1998). Additionally, studies

have explored variables that predict perceived risk, in the general population (Prohaska et

al., 1990) and among IDUs (Henson et al., 1998), while others have studied the mediating

role of risk appraisal in the relation between past and future behaviours (Otten and Van

der Pligt, 1992). Finally, a small number of studies have addressed the issue of the

relationship between the emotional and cognitive elements of HIV risk perception

(Prohaska et al., 1990; Power et al., 1994; McKee et al., 1995). Nevertheless, although the

above studies have addressed a number of issues in relation to risk perception, all but one

has been conducted among non-incarcerated populations. The only study conducted

among inmates in Scotland (Power et al., 1994; McKee et al., 1995), was descriptive and

161



explored only the associations between perceived risk, knowledge and attitudes.
Furthermore, studies on risk perception are scarce in Greece. Perceived risk has
been investigated among Greek university students and IDUs at liberty (Koulierakis et al.,
1994: Kokkevi et al., 1992), only in relation to knowledge and attitudes. Until now, no
detailed study among Greek inmates has ever addressed any of the above mentioned risk-

related issues and the present study constitutes an effort to fill this gap.

6.2 Sample selection / Descriptives

Phase 2 of the current study in Greek prisons was conducted from February to May
1997, in the adult male section of the judicial prison of Korydallos, in Athens. This
institution was the biggest in Greece and kept mostly short-term convicts and remand
inmates. According to the data obtained from all institutions before the onset of the study,
in March 1995, there were 1,253 adult male inmates kept in Korydallos prison. This figure
represented 24.9% of male inmates in all Greek prisons and 38.6% of male inmates kept
in judicial prisons of the country. Furthermore, because of its location, it was an institution
where a great majority of inmates spend some time incarcerated, as a large amount of
criminal activity, arrests and trials take place in Athens area. Inmates in Korydallos prison
were kept in separate sections, according to the crime committed. There was one section
for financial offenders, two sections for drug-related offenders and one section for
offenders who have committed property crimes. A purposive sampling procedure was
used in order to recruit approximately equal number of IDUs and non-IDUs inmates, while
the inmates' selection procedure was the same as in Phase 1 of the study. Briefly, as

inmates in Korydallos prison were kept in clearly separate sections, according to the crime
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committed, a sampling by section took place, selecting inmates randomly within each
section. From the 436 invited Greek inmates, 254 completed and returned the body of the
questionnaires (response rate 58.2%). As | did not collect information on those inmates
who did not want to participate in the study, | am not able to state whether any selection
bias occurred. Of the returned questionnaires, 12 were excluded from the analyses,
because they contained logical errors or they hadn't been completed in the main thus
leaving 242 questionnaires to be analysed.

The basic demographic and penal characteristics of the sample are presented in
Table 6.1. As can be seen in Table 6.1, the mean age of prisoners was 37.2 years (SD =
9.9 years). More than one third of inmates (88/242, 36.4%) were married, while slightly
less were unmarried (84/242, 34.7%). The majority of inmates (145/242, 59.9%) had
finished primary and secondary school. The average length of time currently spent
imprisoned was 16.7 months (range: a few days - 12 years). 101 out of the 242 inmates
(41.7%) were currently sentenced for drug offences, while an almost equal number of
inmates were sentenced for offences against property (50/242, 20.7%) and financial
crimes (46/242, 19%). Almost half of the inmates (118/242, 48.8%) were in prison for their
first time, while there were 29 inmates (12%) who had been sentenced more than 5 times
in the past, except the current sentence. 81 inmates (33.5%) reported a previous
conviction for drugs. A significant number of inmates (100/242, 41.3%) were remands,
which reflects the remand and convicted status of this institution. Excluding these 100
remands, 111 out of 141 remaining convicts (78.7%) were serving a current sentence of
more than 3 years. Half of the inmates (123, 50.8%) reported that they had taken a blood
test for HIV, outside prison. Of these tested, 3 (1.2%) reported that they were aware of the
positive result. Finally, 103 inmates (42.6%) reported that they had sometime in their lives

injected drugs intravenously.
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Table 6.1. Basic demographic and penal characteristics of sample of 242 inmates

Age
mean (SD)

Current time in prison
mean (SD)

Marital status
Married
Unmarried
Cohabit
Divorced
Separated
Widower

Educational level
llliterate
Primary school
Secondary school
High school
Higher school
University

Duration of current sentence
Remand
< 3 months
3-6 months
7-11 months
1-3 years
3+ years

37.2 years (9.9 years)

16.7 months (20.6 months)

N %
88 (36.4)
84 (34.7)
25 (10.3)
23 (9.5)
19 (7.9)
2 (0.8)
6 (2.5)
67 (27.7)
78 (32.2)
62 (25.6)
9 (3.7)
20 (8.3)
100 (41.3)
3 (1.2)
3 (1.2)
10 (4.1)
14 (5.8)
111 (45.9)
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Table 6.1 (cont.). Basic demographic and penal characteristics of sample of 242 inmates

Offence
Against life 26 (10.7)
Against property 50 (20.7)
Financial 46 (19.0)
Drug related 101 (41.7)
Sexual 5 (2.1)
Specific laws 3 (1.2)

Sentences in the past

None 118 (48.8)

One 51 (21.1)

2-4 44 (18.2)

more than 5 29 (12.0)

Drug conviction in the past
YES 81 (33.5)
NO 158 (65.3)

HIV blood test outside prison

YES 123 (50.8)
NO 114 (47.1)
Result (of those tested)
Positive 3 (2.4)
| Negative 111 (90.2)
| Do not know 6 (4.8)
| Not answer 1 (0.8)
Ever injected drugs
YES 103 (42.6)
NO 139 (57.4)
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6.3 Measures (Adaptation in the Greek prison setting / Problems)

In the absence of measures with established psychometric properties for the Greek
population of inmates, measures of established reliability and validity with other
populations, as well as measures previously used in other prison settings were adapted for

use in the current study. All measures were used in the Greek context for the first time.

6.3.1 The Attitude Scale

Data regarding inmates’ attitudes were gathered by means of a self-completed
HIV/AIDS attitudes' questionnaire for prisoners. The questionnaire was based on a similar
measure used in a study in Scottish prisons (McKee et al., 1994, 1995) and contained 16
attitude items. Each item was rated on a 5 point Likert scale, from “strongly agree” to
“strongly disagree” in such a way than higher scores represented more positive sentiments
towards people with HIV/AIDS, or more liberal attitudes concerning AIDS. The internal
consistency of the scale was established by computing reliability coefficients. Cronbach's

alpha value for the scale was .76 (IDUs: a =. 71; non-IDUs: a =. 77).

6.3.2 The Perceived risk and concern Scale

Data regarding inmates AIDS concern and perceived risk for HIV infection were
gathered by means of a self-completed questionnaire for prisoners. The questionnaire was
based on a similar measure used in a study in Scottish prisons (Power et al., 1994; McKee
et al, 1995) and contained 4 perceived risk and 3 concern items. More specifically,
inmates were asked to estimate their personal risk of HIV/AIDS outside prison, and the risk
of an average member of the general public. They were also asked to estimate their

personal risk inside prison and the risk of an average inmate. Finally, inmates were asked
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to rate their concern about AIDS both inside and outside prison, and their concern about
their general health. For the four risk questions, answers were rated in a five-point Likert
type scale, from 1 = “Not at all risk” to 5 = “A great deal risk”. For the three concern
questions, answers were also rated in a five-point scale, from 1= “not at all concerned” to 5
= “extremely concerned’. For both concern and perceived risk questions, higher scores
represent higher level of AIDS concern and higher perceived risk. The internal consistency
of the scale was established by computing reliability coefficients. Cronbach's alpha value
for the entire scale (7 items) was .76 (IDUs: a = .76; non-IDUs: a =.76). Cronbach's alpha
value for the concern scale (3 items) was .63 (IDUs: a =.73; non-IDUs: a =.56). Cronbach's
alpha value for the perceived risk scale (4 items) was .67 (IDUs: a = .67; non-IDUs: a =

67).

6.3.3 The Health Belief Model Scale

Data on HBM elements were gathered by means of a self-completed questionnaire
for prisoners. The questionnaire was constructed for the needs of the present study,
following the instructions given by Sheeran and Abraham (1996). Measures of only the
four initial components of the HBM (susceptibility, severity, benefits, and costs) were used.
The perceived susceptibility consisted of three items, measuring perceived likelihood of
getting AIDS (“The chances of my being infected with AIDS are many”), ("My behaviour
enhances the chances of being infected with AIDS") and perceived worry of getting AIDS
(“I worry a lot about the chance of being infected with AIDS"). The perceived seriousness
of AIDS (the “severity” element) was represented by four questions, measuring the
likelihood of ruining one’s life due to AIDS (“If | am infected with AIDS, my life will be
ruined”); the seriousness of AIDS compared with any other disease (‘Being infected with

AIDS is more serious than being ill due to another disease”); the terror of thinking AIDS
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(“The thought of AIDS terrifies me"); and the worthless of life if one is infected with AIDS
(*If I am infected with AIDS, it wont’ be worth living"). Perceived benefits from adopting
HIV-precautionary behaviours consisted of three items. Two of them measured the
reduced likelihood of HIV infection if the person avoided injecting (“Avoiding injecting
drugs, is a good way of preventing AIDS") or used sterilised works (“Sterilisation of works
before each use consists a necessary protection in order that the chances of being
infected with AIDS is reduced”) and one, if the person used condoms during sexual
contacts (“Condom use during sexual contact is an effective way of avoiding infection with
AIDS"). Finally, three items were used to assess perceived costs of HIV-precautionary
behaviour. Costs referred to the annoyance of condom use (“It is annoying to use a
condom during sexual contact’), the inability of the subject to resist drug use (“/ am afraid |
couldn’t resist an injection, if | had the chance”) and the difficulty of an injector to avoid
using non-sterilised works (“/t is difficult for me to avoid using non-sterilised works, if |
inject drugs”) All items were rated in a 5 point Likert scale, from 5 = “strongly agree” to 1 =
“strongly disagree”. Higher scores represented higher perceived susceptibility to AIDS,
higher sense of severity of AIDS and stronger beliefs regarding the benefits and the costs
of adopting the HIV-protective behaviour. The psychometric properties of the HBM scale,

regarding the whole sample and separately for IDUs and non-IDUs are presented in Table

6.2.
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Table 6.2 Cronbach's alpha of the HBM scale for IDUs (n = 103) and non-IDUs (n = 139)

inmates

ltems All sample IDUs non-IDUs

13 .64 .67 .56

Susceptibility .62 A2 52

Severity .66 .65 .66
Benefits > .24 -*
Costs 3 =¥ i =¥

* Alphas are missing because specific items of these components were irrelevant to this sub-group

As can be seen in the Table 6.2, alphas ranged from .51 to .72, justifying the use of
the Scales in the analyses. An exception regards the 3-items Benefits Scale for IDUs
(alpha =. 24). Looking at the scale more carefully, one can realise that none of the items
was strongly correlated with any other. Because each item appeared to be measuring
something different, the decision was made to use all of them individually, in separate
analyses, as indicators of the perceived benefits among IDUs. Additionally, when a
specific analysis applied to the whole sample, only the individual items related to benefits

and costs from using condoms during sexual contacts were used.

6.3.4 The Health Locus of Control Scale and the Health Value Scale

The Form A of the 18-item Multidimensional Health locus of Control (MHLC) scale

developed by Wallston et al. (1978) was used, after being translated into Greek. In this

scale, each of the three locus of control dimensions (internal, powerful others, chance)
comprised six items measuring the strength of differing control beliefs, using a six-point
Likert scale, ranging from 1 = “Strongly disagree” to 6 = “Strongly agree”. Wallston et al.

(1978) reported high alpha reliabilities (range from .67 to .76). Inmates indicated the extent

' The reliability coefficient for this scale is clearly unacceptable. But without other evidence about this
construct, we decided to use the scale instead of either of the individual items. 169




to which they agreed with a series of statements referring to the three locus of control
dimensions. Higher scores represented stronger beliefs on the role of each of the locus of

control dimensions. The MHLC scale is presented in Table 6.3

Table 6.3 The Multidimensional Health Locus of Control (MHLC) scale (Wallston et al.,
1978)

Internal Health Locus of Control (IHLC)

1. If | get sick, it is my own behaviour, which determines how soon | get well again.
6. | am in control of my health.

8. When | get sick | am 1o blame.

12. The main thing that affects my health is what | myself do.

13. If | take care of myself, | can avoid illness.

17. If | take the right actions, | can stay healthy.

Powerful Others Health Locus of Control (PHLC)

3. Having regular contact with my physician is the best way for me to avoid iliness.

5. Whenever | don't feel well, | should consult a medically trained professional.

7. My family has a lot to do with my becoming sick or staying healthy.

10. Health professionals control my health.

14. When | recover from an illness, it's usually because other people (for example, doctors,
nurses, family, friends) have been taking good care of me.

18. Regarding my health, | can only do what my doctor tells me to do.

Chance Health Locus of Control (CHLC)

2. No matter what | do, if | am going to get sick, | will get sick.

4. Most things that affect my health happen to me by accident.

9. Luck plays a big part in determining how soon | will recover from an iliness.

11. My good health is largely a matter of good fortune.
15. No matter what | do, I'm likely To get sick.

16. If it's meant to be, | will stay healthy.

The numbering of the items is what Wallston et al. (1978) had proposed




Additionally the four-item Health Value Scale developed by Lau et al. (1986) was
used. Inmates were asked to indicate in a seven point Likert scale ranging from 1 =
“Strongly agree” to 7 = “Strongly disagree”, the value they placed on health. Due to the
negative wording of two items, the first and the fourth items were reverse coded according
to the instructions (Norman and Bennett, 1996), so that higher scores indicating higher
value attached to health. The sum of the four scores provided an overall measure of health
value, with scores ranging from 4 to 28. The four items of the Health Value scale are

shown in Table 6.4.

Table 6.4 The Health Value scale (Lau et al., 1986)

1) There is nothing more important than good health.
2) Good health is of only minor importance in a happy life.
3) If you don't have your health, you don't have anything.

4) There are many things | care about more than my health.

In Table 6.5, below, | show the estimates of internal consistency (coefficient

alphas) for the MHLC and HV scales en bloc, as well as for the three sub-scales of the

HLC construct, separately for IDUs and non-IDUs inmates. At the right column of the

Table, we present the alphas pertained by Wallston et al. (1978) and Lau et al. (1986) at

their initial scaling studies.




Table 6.5 Reliability estimates for the MHLC and HV scales for IDUs (n=103) and non-

IDUs (n=139) inmates

Scale Iltems Total sample IDUs Non-IDUs  Original Scales
Alphas
Health Locus of Control 18 72 .76 .69
Internal HLC 6 .67 743 o7
Powerful others HLC 6 .61 .63 .61
Chance HLC 6 73 74 72
Health Value 4 46 .34 53 .63-.72

As can be seen, the MHLC scale and its sub-scales had high levels of internal
consistency. More specifically, alpha coefficients for all HLC sub-scales (Internal,
Powerful others and Chance) are approaching those reported by Wallston et al. (1978).
Regarding the Health Value scale, our alphas are considerably lower to those reported by

Lau et al. (1986).

6.3.5 Demographic variables

Specific demographic variables were also used. For the purposes of the analyses
presented in this section, some of these variables were re-coded. More specifically, the
following variables were used: Age (in years). Family status {Initially: ["'married" and
"cohabit"] = 1 ("In a stable relationship”); ["'unmarried", "divorced", separated", widower"] =

0 (“Not in an stable relationship”)}. Educational level {Initially ["illiterate", "primary"] = 1 ("Up

to primary education”); ["secondary", "high school"] = 2 ("Secondary education”); ["higher",

"university"] = 3 ("Higher education”)}. Being an IDU (1 = "yes", 0 = "no"). All measures

described in this section are presented in APPENDIX 3.




6.4 Procedure

A letter explaining the purpose, the rationale and the methodology of the study was
sent to the governor of Korydallos prison, asking for his permission to enter and distribute
questionnaires among the inmates. Permission was granted, a specific place was offered
to the researcher and the selected inmates were invited to attend there. Inmates were
seen in privacy. Prior to their participation all inmates were informed about the purpose of
the study, the type of information that they would be asked to provide and the overall
procedure of the study. Assurances of anonymity and confidentiality were given and the
voluntary character of participation in the study was particularly stressed. Those inmates
who did not want to take part were free to do so. The researcher then gave inmates the
body of the questionnaires together with an open envelope. As the questionnaires required
time to be completed, inmates were asked to take them to their cells, to fill them in, and
return the sealed envelop with the questionnaires to the researcher on his next visit to the

prison (in two days).

6.5 Analyses

The statistical analysis in this phase of the study was undertaken by univariate (t
tests) analysis and modelling the data through regression models (Hosmer and
Lemeshow, 1989) using SPSS statistical package (version 8.0, SPSS Inc., Chicago). Due
to the multiple comparisons made, the Bonferonni correction was applied, by multiplying

the level of significance in each comparison with the total number of comparisons.




6.6 Results

6.6.1 IDUs prisoners' and non-IDUs prisoners' response to attitude items

The pattern of responses of the IDUs and non-IDUs prisoners to the 16 attitude
items is presented in Table 6.6. The percentage of inmates' scoring in each answer
category for each item is shown, as are the mean scores for each attitude item. The mean
scores were ranked from the most positive to the most negative score, and this rank
ordering is also presented in Table 6.6.

A substantial majority of IDUs expressed liberal responses to issues related to
HIV/AIDS for 13 out of the 16 attitude items. The most liberal attitudes of IDUs were
expressed on items related to the provision of free needles, syringes and condoms to
IDUs, the willingness to be treated by a doctor who regularly treats HIV infected persons,
the treatment of people with HIV/AIDS who were infected through IDU, and the provision
of free condoms to homosexuals (items 8, 12, 5, 7, and 11). On the other hand, items
related to introduction of compulsory blood tests, for both Greeks and foreigners (items 3
and 14) produced a clear majority of responses among IDUs in favour of conservative
approaches to HIV/AIDS control. Additionally, a significant majority of IDUs (almost 73%)
expressed the view in favour of an inmate's right to refuse to share a cell with an HIV/AIDS
infected inmate (item 13).

The responses of non-IDUs inmates were slightly different from that of IDUs
inmates. Although the majority of non-IDUs expressed liberal views to 10 out of the 16

attitude items, in many cases this majority was just above the 50% (items 1, 2, 10, 16). As

did IDUs, non-IDU prisoners expressed their most liberal attitudes on the items related to

the provision of free needles, syringes and condoms to IDUs (items 8, and 11), and the




sharing of personal and social space with HIV infected persons (items 4 and 5).

Additionally, there were three items (items 6, 15 and 16) related to sharing of public places

(restaurant, school) and the work place with an HIV infected person in which high

percentages of non-IDUs inmates (more than 30%) expressed their uncertainty. On the

other hand, similarly to IDUs, non-IDUs responded in a repressive manner in items related

to introduction of compulsory blood tests, for both the locals and the foreigners (items 3

and 14) and the right of an inmate to refuse to share a cell with an HIV/AIDS infected

inmate (item 13), although in the latter item, the percentage of non-IDU inmates who

agreed with the statement (85.5%) was greater that that of IDUs (73%).

Table 6.6 IDU (N = 103) and non-IDU (N = 139) inmates' responses to 16 attitude items

Inmates responses (%)

Mean values

HIV/AIDS.

Question IDUs IDUs (rank)
non-IDUs Non-IDUs (rank) t P
SA A U D SD

1. All people who are HIV/AIDS 12.7 10.8 10.8 22.5 43.1 3. L3 (01 23 ns
infected should be segregated, 194 122 180 22.3 28.1 3.27 (13)
until a way of protecting people
without the virus is found.
2. If a friend of mine were 416 327 149 59 50 4.00 (10) 2.7 ns
HIV/AIDS infected, | would have 339 do7 o979 g5 415 3.55 (10)
no fear of continuing day-to-day
contact with him/her as usual.
3. Compulsory blood tests 796 10.7 68 19 1.0 1.34 (16) -.93 ns
introduced for all is a way of T2 a0 50 @7 929 1.44 (15)
controling the spread  of
4. | would be quite happy iffan " 57:3 155 13.6¢f 87 49 4.12 (7) -1.0 ns
HIV/AIDS treatment center was 551 254 138 29 29 4.27 (2)

_established in my neighborhood.

Key: SA=Strongly Agree; A=Agree

. U=Unsure; D=Disagree; SD=Strongly Disagree
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Table 6.6 (cont.) IDU (N = 103) and non-IDU (N = 139) inmates' responses to the 16

attitude items

Inmates responses (%) Mean values

Question

IDUs
Non-IDUs

IDUs (rank)
non-IDUs (rank)

t

5. | would have no objections to
being treated by a doctor who

were HIV/AIDS infected.

6. People who are HIV/AIDS
infected should be discouraged
from eating in restaurants and
from using public toilets.

7. People who have contracted
HIV/AIDS
drug use do not deserve medical

10. The only way to control

homosexual activity illegal.

11. IDUs should be provided with
free condoms

Homosexuals
provided with free condoms.

SA A U D SD

62.7 19.6
514 26.1

139 1.0 2.9
1591 4.8 2.2

4.38 (3)

4.20 (3)
treated patients who

8.8
16.7

6.9
5.1

23.5 284 324
319 21.0 2564

3.69 (12)
3.33 (12)

13.6
10.1

1.0 -
43 6.5

5.8 796
15.9 63.0

4.37 (4)

intravenous 4.17 (4)

through

8. IDUs should be provided with 93.2 1.9 1.9 = 29 4.83 (1)
free needles and syringes 625 184 96 3.7 59 4.28 (1)
9. People who have contracted
through homosexual 417 39 1.9 107 71.8 4.27 (6)
activity do not deserve medical
124 58 58 19.0 56.9 4.02 (6)

6.8
il

3.9 14.6 30.1 447
7.3 241 21.9 35.0

4.02 (9)

is fto

60.2
50.7

252
25.0

6.8 68 1.0
132 74 37

4.37 (5)
4.12 (5)

63.1
47.4

25.2
21.5

4.9 2:9 319
104 8.1126

4.41(2)
3.83 (7)

should be

1.3

2.0

1.0

4.2

1.3

2.4

1.8

3.5

.000

.016

ns

ns

ns

ns

ns

ns

Key: SA=Strongly Agree; A=Agree; U=Unsure; D=Disagree; SD=Strongly Disagree




Table 6.6 (cont.) IDU (N = 103) and non-IDU (N = 139) inmates' responses to the 16
attitude items

Inmates responses (%) Mean values

Question
IDUs IDUs (rank)
Non-IDUs non-IDUs (rank)

A U D SD

13. Inmates should have the right 117 9.7 58 1.90 (14)
to refuse to be in the same cell 58 36 51 1.60 (14)
with an HIVV/AIDS infected inmate.

14. Anyone from one of the
countries where HIV/AIDS is 50 40 1.55 (15)
more common should have to

take a compulsory blood test for 3.7 3.0 1.44 (16)
HIV before they enter Greece.

15. Children known to be infected 17.8 30.7'9.9 89 3.55 (13)
to attend school with uninfected
children.

16. If | found out that one of my
work-mates  was  HIV/AIDS 390 360 16.0 6.0 3.0 4.02 (8)

infected, | would have no
objection to using shared facilities 833 20.7 304 5.9 96 S0 E)

at work.
Key: SA=Strongly Agree; A=Agree; U=Unsure; D=Disagree; SD=Strongly Disagree

The middle column of Table 6.6 shows mean scores higher for the IDUs inmates

than for non-IDUs, on the vast majority of attitudes items. Multiple independent t tests were

performed in order to compare the two groups on their attitudes. After the Bonferonni
correction applied (the significance level of each test was multiplied by 16, which was the
total number of test performed), results showed that the two groups differed significantly in

2 out of the 16 items (8 and 12) with IDUs being significantly more liberal than non-IDUs in

all of these items (item 8: meanpy = 4.83; mean,on.py = 4.28; 1(237) = 4.2; p = .000; item

T




12: meanpy = 4.41; mean,o..pu = 3.83; 1(236) = 3.5; p = .016).

| also calculated a total attitude score for IDUs and non-IDUs, by adding the scores
of each inmate in every attitude item and then dividing it by the number of attitude items.
Comparison of the mean total attitude scores for the two groups of inmates showed that
IDUs were in total more liberal than non-IDUs (Total mean ooy = 3.33; Total meanpy =

3.63; t(240) = 3.8; p =. 000).

6.6.2 Factors associated with inmates' attitudes

In order to understand the relationships among the attitude items, a principal
components analysis of the 16 attitudes items was conducted in the whole sample of
inmates (n = 242). The factor analysis programme available in SPSS was used, employing
the principal Component method of extraction using varimax orthogonal rotation after
Kaiser normalisation. The choice of loading cut-off for inclusion of an item in the
interpretation of a factor was 0.50, set to reduce the number of complex variables. Table
6.7 presents the five factors solution with the attitude items loadings in each factor and
communalities. VVariables are ordered and grouped by size of loadings in order to facilitate

interpretation.
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Table 6.7 Factor loadings, communalities (h?) for principal components extraction and
varimax rotation for inmates (N = 242) on 16 attitude items.

(o L7 ol g s ot i _Factors h?
1 2 3 4 5
1. Isolation 0.82 0.70
15. Attend school 0.81 0.67
16. Share work facilities 0.70 0.61
6. Eating in restaurants 0.67 0.65
2. Contact with a friend 0.51 0.37
9. Medical care for homosexuals 0.89 0.83
7. Medical care for IDUs 0.85 0.77
11. Free condoms for IDUs 0.91 0.84
12. Free condoms for homosexuals 0.87 0.76
8. Free needles/syringes for IDUs 0.52 0.37
4. Neighborhood treatment center 0.75 0.65
5. Treated by doctor 0.83 0.73
3. Compulsory blood tests for all 0.76 0.65
14. Compulsory blood test for entering Greece. 0.68 0.54

Attitude items 10 (All homosexual activities illegal) and 13 (Inmates refuse to share cell) did not load
sufficiently highly to any factor to be represented in the above Table.

As can be seen in Table 6.7, Factor One (26.3% of variance) was characterised by
items addressing the issue of sharing social space with a person with HIV/AIDS (i.e.
isolating all people with AIDS, eating in a restaurant, sharing work facilities, attending
school, having a friend with AIDS). This factor was therefore named “Objection towards
social isolation of people with HIV/AIDS". High scores on items loading on this Factor
indicate high tolerance for interacting with people with HIV/AIDS. Factor two (11.9% of
variance) consisted of items addressing the issue of providing free medical care to

homosexuals and IDUs, thus this factor was named “Medical care provision”. High scores
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on items loading on this Factor indicate greater support for free medical care to
homosexuals and IDUs. Factor three (8.9% of variance) was characterised by 3 items
reflecting the issue of providing free condoms to IDUs and homosexuals and free
needles/syringes to IDUs. Thus, this factor was named “Measures of prevention for high-
risk groups”. High scores on items loading on this Factor indicate greater support for
preventing HIV/AIDS through free provision of condoms and needles. Factor four (8.3% of
variance) consisted of 2 items addressing the issue of being close to the treatment
environment for people with HIV. This factor was therefore named “Being close to HIV
treatment places”. High scores on items loading on this Factor indicate greater acceptance
of being close to HIV treatment places. Finally, factor five (6.3% of variance) contained two
items addressing the issue of compulsory testing for all and those entering Greece in order
to control HIV. This factor was named “Restrictive practices”. High scores on items loading

on this Factor indicate greater support for the adoption of restrictive practices.

6.6.3 Associations between attitudes factors and demographic variables

The associations of each of the five attitude factors with selected demographic,
penal and theory-based variables are presented in Table 6.8. Due to the multiple
comparisons made, the Bonferonni correction was applied, by multiplying the level of

significance in each comparison with the total number of comparisons (5*16=80).
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Table 6.8: Associations between inmates’ demographic characteristics, prison and
psychosocial variables and attitude factors (N = 242)

Factor 1 Factor2  Factor3 Factor4 Factor 5

Age ns ns ns ns ns

Total time in prison ns ns ns ns ns

Family status ns ns ns ns ns

Educational level ns ns ns ns ns

HBM

Susceptibility ns ns ns ns ns

Severity =-35* ns ns ns ns

Benefit (sexual) ns ns ns ns ns

Benefit (drug use)? ns ns ns ns ns

Benefit (drug use) ® ns ns ns ns ns

Cost (sexual) ns ns ns ns ns

Cost (drug use)? ns ns ns ns ns

Cost (drug use)? ns ns ns ns ns

Health Value ns ns ns ns ns
MHLC

IHLC ns ns ns ns ns

POHLC ns ns ns ns ns

CHHLC =-23* ns ns ns ns

a = only for IDUs (N=103); * p <.0001;

As can be seen in Table 6.8, after the Bonferroni correction was applied, Factor
One, only, was associated with two of the independent variables. More specifically, a
stronger objection towards social isolation of people with AIDS was found among inmates

with lower sense of AIDS severity (r = -.35) and with weaker belief that chance is the locus

of one’s health control (r = -.23).
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6.6.4 IDUs prisoners' and non-IDUs prisoners' responses to perceived risk and

concern items

The patterns of responses of the IDUs and non-IDUs prisoners to the seven
concern and perceived risk items are presented in Table 6.9, by showing the percentage
of inmates' scoring in each answer category for each item. Due to the multiple
comparisons made, the Bonferonni correction was applied, by multiplying the level of

significance in each comparison with the total number of comparisons.
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Table 6.9 IDUs (N = 103) and non-IDUs (N = 139) responses to perceived risk and

concern guestions

Response (%)

Notat Alittle Medium Alot Agreat x? p
all deal
Perceived risk questions
Considering an average
member of the general public, IDUs 3.9 19.4 29.1 252 223 32 ns
how do you' rate their Sk Of o ipiis o i7s L 6E. w093 S50 98 1
becoming infected with AIDS?
Thinking of your lifestyle
BEFORE  IMPRISONMENT IDUs 33.0 282 12.6 146 11.7 15 ns
how much at risk were you of . inijs 394 283 123 109 94
becoming infected with AIDS?
How much risk does the
average inmate have of IDUs M7 455 14.6 194 388 43 s
becoming infected with AIDS o ipys 484 217 130 167 304
while in prison?
Thinking of your lifestyle IN
PRISON, how much risk do IDUs 223 TaeF 15:5 20.4 30.1 10.2 ns
you feel you have of becoming o\ inys 353 194 115 137  20.1
infected with AIDS?
Concern questions
HOW Concerned are you about IDUS 58 49 214 204 476 41 ns
your general health? non-IDUs 5.8 2.9 15.1 302 46.0
Thinking of your lifestyle
BEFORE IMPRISONMENT, IDUs 14.6 18.4 20.4 252 21.4
how concerned were you . o.ipys 201 129 180 223 266 32 ns
about AIDS as a problem to
your health?
Thinking of your lifestyle IN
PRISON, how concerned are IDUs fulieT 12.6 8.7 2213 447 10.2 ns
you about AIDS as a problem . ibys 273 115 101 144 367

_to your health?
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As can be seen in Table 6.9, IDUs and non-IDUs do not differ significantly (p < .05) |

| from each other on Bonferroni tests, regarding their responses in any of the items related H:-'-

| with their own self-perceived risk and AIDS concern within prison.

6.6.5 Differences between IDUs and non-IDUs and differences within each inmate Il

category on concern and perceived risk items

In order to further explore the differences between IDUs and non-IDUs, | run t-tests ‘ ||

on the inmates mean scores on each item. Due to the multiple comparisons made, the ‘

Bonferonni correction was applied, by multiplying the level of significance in each

comparison with the total number of comparisons (7). The results of these analyses are p

presented in Table 6.10.

Table 6.10 IDUs (N = 103) and non-IDUs (N = 139) perceived risk and concern towards
HIV/AIDS in self and others, inside and outside prison

IDUs Non-IDUs t p
Mean (SD) Mean (SD)
Risk
Outside (self) 2.44 (1.38) 2.23 (1.33) 1) ns
Outside (other) ~ 3.43(1.15) 3.51 (1.26) -.05 ns
Inside (self) 3.24 (1.54) 2.64 (1.56) 2.9 .021
Inside (other)  3.58 (1.43) 3.20 (1.52) 2.0 ns
Concern
General health 3.99 (1.19) 4.08 (1.12) -.58 ns
Outside 3.20 (1.36) 3.22 (1.48) -.10 ns |
lheida ~ | 2.76/(1.43) 3.22 (1.67) 26 ns ‘

Mean scores presented are the responses on five-point scales measuring perceived risk and i
perceived concern. Response range for Risk: 1 = "Not at all Risk" to 5 = "A great deal Risk". ‘
"Not at all concerned" to 5 = Extremely concerned".

| Response range for Concern: 1
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As can be seen in Table 6.10, outside prison, IDUs, compared with non-IDUs,
perceived their own risk of HIV/AIDS as similar, but perceived a member's of the general
public risk of HIV/AIDS as slightly lower (these differences were not significant). On the
other hand, inside prison, IDUs, compared with non-IDUs, perceived their own risk of
HIV/AIDS as significantly higher (1(240) =2.9, p < .05), as did the risk of an average inmate
(t(239) = 2.0, n.s.). Regarding their level of concern outside prison, both IDUs and non-
IDUs were similarly concerned about their general health and AIDS, both inside and
outside prison.

Also explored were the differences within IDUs and non-IDUs across concern and
perceived risk questions. Thus, t-tests were performed on their mean scores on selected
concern and perceived risk questions (they are not presented in the Table). IDUs were
more concerned about their general health than AIDS outside prison (t(102) = - 6.0, p <
.001) and more concerned about AIDS inside than outside prison (t(102) = - 3.9, p < .001).
Their concern about AIDS was greater than their self-perceived risk both outside prison
(t(102) = 4.3, p < .001) and inside prison (t(102) = 3.4, p < .005). IDUs' self-perceived risk
of AIDS inside prison was higher than self-perceived risk outside prison (1(103) = 5.0, p <
.001). Finally, IDUs perceived themselves to be at lower risk of AIDS than the average
number of the general public (t(102) = 6.4, p < .001).

Non-IDUs, were more concerned about their general health than AIDS both outside
prison (1(138) = -6.5, p<.001) and inside prison (t(138) = -5.8, p<.001), while they were
equally concerned about AIDS inside and outside prison. Their concern about AIDS was
greater than their self-perceived risk both outside prison (1(137) = 7.4, p<.001) and inside
prison (t(138) = 4.8, p<.001). Non-IDUs' self-perceived risk of AIDS inside prison was
higher than self-perceived risk outside prison (t(137) = 2.7, p<.01). Additionally, they

perceived an average member of the general public to be at higher risk of AIDS than an
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average inmate (t(137) = -2.1, p<.09) Finally, non-IDUs perceived themselves to be at
lower risk of AIDS than the average number of the general public (t(137) = 9.2, p<.001)

and the average prisoner (t(137) = 6.5, p<.001).

6.6.6 Associations between concern and perceived risk towards HIV/AIDS and

attitude factors, demographic, penal and psychosocial variables

Several demographic, penal and theory based variables were chosen and
examined in their relationship with AIDS concern and perceived risk of HIV infection. Due
to the multiple comparisons made, the Bonferonni correction was applied, by multiplying
the level of significance in each comparison with the total number of comparisons (5*21 =
105). The results of these analyses are presented in Table 6.11. As can be seen in Table
6.11, after the Bonferroni correction was applied, concern and perceived HIV risk variables
were significantly associated only with specific HBM components. More specifically,
greater AIDS concern before incarceration was associated with more personal
susceptibility to AIDS (r = .32). Greater concern for AIDS while in prison was associated
with more personal susceptibility to AIDS (r = .51) and greater sense of AIDS severity (r=

.31). Perception of self-risk of AIDS outside prison was significantly higher among inmates

feeling highly susceptible to AIDS (r = .35). Finally, perception of self-risk of AIDS inside

prison was associated with more personal susceptibility to AIDS (r = .68) and greater

sense of AIDS severity (r = .32).




Table 6.11: Associations between inmates’ HIV/AIDS risk and concern and attitude factor

scores, demographic characteristics, penal and psychosocial variables (N = 242)

General Concern Concern Own risk Own risk
health AIDS AIDS outside inside
concern outside inside
Age ns ns ns ns ns
Total time in prison ns ns ns ns ns
Family status ns ns ns ns ns
Educational level ns ns ns ns ns
1. Objection towards social ns ns ns ns ns
isolation of people with
HIV/AIDS
2. Medical care provision ns ns ns ns ns
3. Measures of prevention ns ns ns ns ns
4. Being close to HIV treatment ns ns ns ns ns
places
5. Restrictive practices ns ns ns ns ns
HBM
Susceptibility ns r=.32% r=.51* r=.35" r=.68*
Severity ns ns r=.31* ns r=.32*
Benefit (sexual) ns ns ns ns ns
Benefit (drug use)? ns ns ns ns ns
Benefit (drug use)* ns ns ns ns ns
Cost (sexual) ns ns ns ns ns
Cost (drug use)® ns ns ns ns ns
Health Value ns ns ns ns ns
MHLC
IHLC ns ns ns ns ns
POHLC ns ns ns ns ns
CHHLC ns ns ns ns ns

a = only for IDUs (N=103); *p < .0001
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6.6.7 Factors predicting HIV self-risk inside prison

In order to assess the independent predictors of inmates’ reported HIV perceived
risk inside prison, a linear regression model was run. In this model, the standardised beta
weights derived from the regression equation described the relations between the selected
demographic, penal and psychosocial variables, while controlling for mutual confounding.
The model was applied to those inmates who valued their health high (above the median:
22), as the relevant theory requires (Lau et al. 1986; Wallston, 1992). The analysis
involved only one step, in which all potential predictors entered into the model

simultaneously. The results of this analysis are presented in Table 6.12.
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Table 6.12: Regression of inmates’ HIV perceived risk inside prison on demographic,
penal and psychosocial variables

R? (adjusted)
013

Age
Total time in prison
Family status
In a stable relationship
In an unstable relationship (baseline)
Educational level
Secondary education -.083
Higher education -114
Objection towards social isolation of -119
people with HIV/AIDS
Medical care provision -,059
Measures of prevention -,048
Being close to HIV treatment places .053
Restrictive practices 143"
General Health concern .006
AIDS concern before incarceration -.037
AIDS concern inside prison 414**
HIV perceived risk outside prison ,078
Susceptibility oo e
Severity -, 163*
Benefit (sexual) -.058
Cost (sexual) .061
IHLC -.052
POHLC 433
CHHLC -.091
Being an IDU
YES -,031
NO (baseline)

* p= 0 *p< .001; ** p <. 0001




As can be seen, together the factors accounted for 67% of the variance of HIV
perceived risk F(23, 91) = 11.20, p < .0001). The most significant predictors were
perceived AIDS susceptibility and inmates concern inside prison. More specifically, those
inmates with less time in prison, those being more in favour of adopting restrictive
practices, those more believing that powerful others control own health, and those being
concerned of AIDS inside prison were significantly more prone to perceive themselves at a
higher HIV risk inside prison.

When measures of sexual behaviour prior to incarceration (vaginal and anal
intercourse, number of female and male sexual partners — other than their stable partner —
one year prior to imprisonment, sex with a prostitute, failure to adopt sexual precautionary
measures) were entered into the model, the effect of the previously significant predictors

disappeared, while the new measures were not at all associated with HIV perceived self

risk.

6.7 Discussion

Results of the current study revealed for the first time in some detail that a sample
of Greek inmates from the largest penal institution of the country held — in general - liberal
and favourable attitudes towards a number of HIV/AIDS related issues. At the same time,
inmates expressed uncertainty and conservative attitudes on a number of issues, like the
compulsory blood testing. Since the current research derived from an earlier Scottish
study, which assessed inmates' attitudes (McKee et al., 1994), it would be of interest to
directly compare Greek inmates’ attitudes with the attitudes held by Scottish inmates and -

where feasible — with the attitudes held by the Greek general population, as they were
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tapped at the beginning of 1990s (Agrafiotis et al. 1991; 1997) and ten years later®
(loannidi et al., 2001; loannidi and Agrafiotis, 2000, personal communication). For
example, 28.1% of Greek inmates agreed that all people with AIDS should be isolated,
until a way of protecting people without the virus is found. This compares with 34.5% of
Scottish inmates and 13.4% of the Greek general population sample (loannidi et al., 2001).
78.9% of Greek prisoners had no objection to being treated by a doctor who regularly
treated AIDS patients. This compares with 83.5% of the sample of Scottish inmates but is
contrasted with 26.7% of the Athenians’ sample (Agrafiotis et al. 1991; 1997). In terms of
attitude toward work colleagues, 12.4% of Greek inmates, compared with 19% of Scottish
inmates and 13.6% of the general population (loannidi et al., 2001) would object to sharing
working facilities with a person with AIDS. With regard to the continuation of contact with
an HIV infected friend, 16.1% of prisoners would be afraid to continue to do so. This figure
compares with 14% of the Scottish inmates’ sample and with 16.8% of the Athenians’
sample (nevertheless, the relevant question in that survey referred to their partner). 86% of
Greek inmates agreed with the provision of IDUs with free needles and syringes. The
relevant figure for Scottish inmates was 85.9%. 81.4% of Greek inmates, compared with
90.0% of Scottish inmates, disagreed with the notion that those who contracted AIDS
through injecting drugs, do not deserve any medical care. With regard to restaurants and
public toilets, 19% of Greek inmates, compared with 9% of Scottish inmates, were in
favour of restricting people with AIDS from being in such places. On the issue of whether
children infected with AIDS should be allowed to attend school with uninfected children,

20.2% of Greek inmates, compared with 15% of Scottish, disagreed. Finally, compulsory

? This study is actually a replication of the 1990 Athens KABP study. It was conducted within the

European Project “Europe against AIDS”. DG V on a national representative sample of 2,000

Greeks. Data are currently being elaborated. 191




blood testing for all Greeks and foreigners was supported by 90.9% of Greek inmates, but
only by 58% of Scottish prisoners.

The above comparisons indicate that Greek inmates seemed to be more
conservative than Scottish inmates on the majority of HIV/AIDS issues investigated and
confirmed a previous comparative study of attitudes between Greek and Scottish
University students (Koulierakis et al.,, 1994). On the other hand, Greek inmates seemed
be more liberal than were Athenians at the beginning of 1990's, at least on the issues
regarding the visit of a doctor who regularly treats people with AIDS. The difference with
Athenians could be attributed to the different time the two surveys were conducted. The
study among Athenians was conducted at the beginning of 1990's, the first period of the
AIDS epidemic, where people’s attitudes could be characterised as “hysterical” (Weeks,
1989). There is evidence that world-wide, HIV infected persons were loosing their jobs and
homes, children with AIDS had being denied access to public schools, and lesbians and
gay men were not being served in the restaurants (Fineberg, 1988; Weeks, 1989). In
Greece the phenomena of social ostracism of people with HIV/AIDS has also been
reported, during the first period of appearance of AIDS (Chliaoutakis et al., 1993). On the
other hand, the current study was conducted in a period where AIDS has been
“normalised” in Greek society and the moral judgements towards people infected by the
HIV virus have lessened. Nevertheless, when compared with the Greek general population
at the end of 1990s’, Greek inmates seemed to be more conservative in their opinions and

more in favour of segregating people with AIDS. This is possibly explained by the fact that

although early "hysteria" seems to have diminished, prejudice and discrimination against

people with HIV/AIDS may be more resistant to change (Valiméaki et al, 1998). At the
same time, Greek inmates have less access than the (free) general population to

HIV/AIDS-related health education messages, as the relevant material (e.g. leaflets) is

192




scarce within Greek penal institutions.

Inmates with a history of drug use (IDUs) were to a greater extent more liberal in
their attitudes than non-IDU inmates. This trend was also identified in the Scottish study
among inmates (McKee et al., 1994) and was also confirmed by a recent French study
among inmates (Delorme et al, 1999). As surveys on attitudes among injectors are
scarce, an explanation of this trend may exist with regard to how members of this group
perceive themselves and the others. A recent series of studies on the psychosocial identity
of Greek drug users (Riga, 1997) indicated that injectors’ social representations of the self
are fatalistic (“sentenced”, “dead”, “without future”), characteristics which may also apply to
people with AIDS. At the same time, IDUs were represented by other non-injecting drug
users as a group of low esteem (Riga, 1997) and by the general population as one of the
main groups infected with HIV/AIDS (Chliaoutakis et al, 1993), despite the completely
different epidemiological pattern of AIDS in Greece (which indicates drug use as the least
cause of AIDS). From this perspective, IDUs, as members of a group already stigmatised
for their behaviour, may empathise with the members of another socially stigmatised group
(people with HIV/AIDS), irrespective of the way the infected people contracted HIV/AIDS
(McKee et al., 1994). On the other hand, non-IDUs inmates, although people in prison
(thus potentially “deviants”), may not perceive themselves as socially deviant, in
comparison to people with HIV/AIDS, and therefore are more likely to discriminate
individuals with HIV/AIDS. The above explanation may reflect the broader phenomenon of
the derogation of perceived members of “out-groups”, in comparison to members of “in-
groups” (Levin and Chapman, 1990; Chliaoutakis et al., 1993).

Both IDU and non-IDU inmates expressed similar attitudes on two prison-related
issues: both were in favour of provision of free needles, syringes and condoms to IDUs. In

Greece, anyone (including an IDU) at liberty is able to buy clean syringes from a
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pharmacy, without a prescription, or any other obstacle. It is therefore reasonable to
assume that the attitudes of the two inmate groups referred to the possibility of providing
free needles and syringes in prison. This is a major issue worldwide. Although the
provision of free injecting equipment within prisons has been successfully implemented in
the Swiss prison system (Nelles et al., 2000) there still remains a reluctance to accept this
policy in almost all prison systems worldwide, including of course Greece. Both IDUs and
non-IDUs, perhaps realising the positive consequences of such a measure in reducing the
potential harm from drug use, expressed their agreement for such a policy. On the other
hand, both groups of inmates expressed a conservative attitude towards an issue related
to their life in prison: Their right to refuse to share a cell with an HIV/AIDS infected inmate.
The Greek Law orders that inmates with AIDS are removed from the institutions and either
kept in the prison hospital, or released at the latest stages of the disease. It is therefore
almost impossible for an inmate to knowingly share a cell with a person diagnosed with
HIV/AIDS. By strongly holding this particular attitude, Greek inmates might express their
worry and perhaps their protest against the overcrowding conditions of that particular
institution and the potential dangers on their health due to that situation.

Both groups expressed their most restrictive attitudes on the issues of applying
compulsory blood testing for all those living in the country, as well as for those coming
from countries where HIV/AIDS rates are high. Not only are such measures inexpedient,
they are also likely to be ineffective in controlling AIDS. Thus, this suppressive attitude
may reflect a more general suppressive attitude towards the presence of foreigners per se
and an attitude in favour of stricter controls on foreigners’ entering the country. Indications
of such a “phobia of foreigners” have been common in Greece during the last decade,
targeted mostly at the Albanians. This also applies to the prison environment, as one of

the characteristics of Greek prisons in general and the Judicial prison of Korydallos, in
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particular, is the large number of foreign inmates.

In the present Greek study, factor analysis revealed five factors, some of which are
similar to those identified in the Scottish study among inmates (McKee et al., 1995).
Nevertheless, the factors identified among the Greek inmate sample are completely
different from the three factors (discrimination, stigmatisation and fear) identified by
Chliaoutakis et al. (1993) in their study of the Athenian population. This difference may be
attributed to different attitude items used in the two Greek studies and the different type of
population investigated.

Some associations between attitude factors and specific demographic and
psychosocial variables, although not all of them statistically significant, could be
interpreted here. Greater objection towards social isolation of people with AIDS (Factor
One) was associated with perceiving self as less susceptible to AIDS, perceiving AIDS as
less severe and believing to a lesser extent that chance was the locus of health control.
Combined with the identified high levels of HIV/AIDS related knowledge among inmates
(presented in the following Chapter), these associations indicate that Greek inmates were
able to apply their knowledge in rationally estimating the (minimal) risk associated with
social contact with people with AIDS. Greater support for providing free condoms to IDUs
and homosexuals and free needles/syringes to |IDUs (Factor Three) was found among
those IDUs inmates who couldn't resist in injecting drugs if they had the opportunity (the
“cost” component of the HBM). Inmates in this study were highly aware of the basic modes
of HIV protection (condom use and clean needles). On the other hand, IDUs inmates
seemed to realise that they were vulnerable to their urgent need for drugs and the
potential harms stemming from sharing injecting equipment. Thus, Greek IDUs inmates
seemed to perceive provision of free needles as crucial for their safety as a means of

AIDS prevention. A more favourable attitude toward being close to HIV treatment places
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(Factor Four) was associated with lower sense of AIDS severity and greater perception of
powerful others controlling ones own health. In Greece, AlDS-specialised doctors treat
people with AIDS in hospital units for infectious disease. These doctors are considered as
having absolute power for combating the disease and control over an infected person’s
health and people with AIDS trust them most (Tselepi et al, 2000). On the other hand,
when inmates face a serious medical situation, they are transferred to one of these
hospitals, or when at liberty they may live near to such a hospital. Under these
circumstances. inmates seem to be familiar with "AIDS treatment places”, as they might
have already been treated in such places.

Inmates’ answers on perceived HIV self-risk and AIDS concern items showed that
Greek inmates perceived themselves at a higher risk for getting AIDS and concerned for
AIDS as a problem to their health more, inside than outside prison. These results are in
the opposite direction of the results in Scottish prisons (Power et al., 1994), where HIV risk
was perceived as considerably higher prior to than during incarceration. A potential
explanation of this pattern among Greek inmates might be the public and prisoners’
representations of prison as generally negative, a place full of “criminals”, “junkies’,
“rapers” and “‘murderers” (National Centre of Social Research, 1988; Riga, 1997).
Nevertheless, in the present study, inmates were asked about their own lifestyle in and out
of prison. Although the levels of high risk sexual activity inside Greek prisons is apparently
negligible (see Chapter 9), relevant research in Greece and internationally (Dolan, 1997,
Malliori et al., 1998a; 1998b; Jurgens, 2000; Jacob and Stéver, 2000) has confirmed that
while in prison, IDUs share injecting equipment significantly more than outside, thus
placing themselves at a high risk for HIV transmission. At the same time, Greek prisons
are overcrowded with poor hygiene and inmates are forced to share cells and other

facilities. Given the identified gaps on Greek inmates' knowledge of risk of HIV
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transmission in the prison environment (see § 7.5.3 on Chapter 7), it seemed logical that
Greek inmates were able to understand that while in prison they were more at risk - IDUs,
due to their own lifestyle and non-IDUs, due to the living conditions in prisons.

When inmates’ own HIV perceived risk inside and outside prison was examined in
relation to an average inmate’s and an average member’s of the general public HIV risk, it
was found that groups of Greek inmates underestimated their own risk and thought that
they were less at risk both inside and outside prison. At the same time, inmates reported
higher levels of concern about their general health, than levels of concern about AIDS and
they valued their health very high. | am not aware of what inmates perceive as an “average
inmate” or an “average member of the general public’. In any case, these results
confirmed the existence of optimistic bias (Weinstein, 1980; 1984) and are in line with
previous research in Scottish prisons (Markova et al., 1997) and other studies among IDUs
(Kelaher and Ross, 1992; Crisp et al., 1993; Henson et al., 1998). It is expected that
optimistic bias is likely to appear when risk for a negative event is compared between
oneself and a general other (Weinstein, 1982). There is also evidence that Greek IDUs at
liberty deny any potential risk for AIDS (Kokkevi et al., 1992). Given the fact that Greek
IDUs are continuing to engage in high risk behaviours, both inside prison (Malliori et al.,
1998a) and while at liberty (Kornarou et al., 1999), combined with the fact that Greek
inmates reported unprotected vaginal and anal intercourse prior to their incarceration (see
Chapter 9) and that significant misconceptions on the methods of preventing HIV
transmission were identified (see § 7.5.2 on the following Chapter), the existence of
optimistic bias may represent an adaptive mechanism (Douglas, 1986; Markova et al.,
1997) to cope with prison and outside life.

This study also explored whether inmates distinguished between personal concern

about HIV/AIDS and perceived risk, as international previous research (Prohaska et al.,

197




1990; McKee et al., 1995; Markova et al., 1997) has indicated. In line with this research,
results of the current study showed that Greek inmates evaluate the notion of “perceived
risk” separately, in both a cognitive and an emotional level. Indeed, levels of AIDS concern
were significantly greater than the sense of HIV self-risk outside and inside prison for both
IDU and non-IDU inmates. Nevertheless, such a superficial type of comparison between
the two risk evaluations may be just one indicator of the different meaning risk had for
Greek inmates. The enhanced level of AIDS worry may just represent the inmates’
emotional response to the “AlDS presence” in Greece. Although AIDS “is presented” in the
Greek society only once a year (on the World AIDS Day, December the 1rst) and
whenever an AlDS-related incident takes places (i.e. cases where “innocent” people may
be infected, by let's say blood products), these “appearances” give rise to so much
publicity by the media that the disease is far from being perceived as “normal”. The
present study took place in February, a time period that was close to “the World AIDS Day”
and inmates’ worry as tapped in the survey may just be the echo of that day. Additionally,
only the cognitive estimates of HIV risk were significantly associated with specific
demographic variables. Those inmates involved in an unstable relationship prior to
incarceration perceived themselves significantly more at risk than those with a stable
relationship, while the less educated inmates thought they were at risk inside prison more
than those with higher education. Being in an unstable relationship outside prison actually
enhances the chances to get infected with the HIV, while being less educated one might
have limited access to the available AIDS-related information in prison. As a consequence,
the levels of perceived risk are enhanced. Both cognitive and emotional estimates were
associated with the susceptibility and severity components of the Health Belief Model. As
the susceptibility component of the HBM actually represents the concept of perceived risk,

the positive association identified in this survey is rather self-evident. On the other hand,
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an enhanced sense that AIDS is a serious disease was associated with enhanced levels of
worry about AIDS and increased levels of perceived risk, both outside and inside prison.

As with previous research in the area (McKee et al., 1995), the direction of
associations between perceived risk/concern items and the attitude factors found in the
present study - although not statistically significant - confirmed that lower levels of
perceived risk and concern are associated with more liberal attitudes towards people with
AIDS. Such an attitude seems to be the logical consequence of the optimistic bias
characteristic of Greek inmates' assessments regarding the HIV-risk of self in relation to
others. Since inmates believe that “others” are at greater danger than themselves, they
believe that health authorities should equip them with the necessary means to protect
themselves and other people.

When | examined the determinants of perceived self-risk inside prison, | identified
specific penal and psychological variables as independent predictors. In the current study,
total time in prison was one of these predictors. The less time an inmate had spent in
prison, the more he perceived himself to be at HIV risk. Being in prison for a short period
means that an inmate is not able to realise that AIDS is not a real problem in Greek prison,
despite the high-risk behaviours practised by some inmates. As already mentioned, the
chances for a Greek inmate knowingly to be in contact with a person diagnosed with AIDS
is minimal, as the Greek penal Code requires these people to be transferred into the
prison hospital. Those inmates who were in favour of adopting restrictive practices
(compulsory blood tests for all and for the foreigners entering Greece) were also more
prone to perceive themselves at HIV risk. Given the irrationality of such an attitude, as
regards the effectiveness of these measures in combating AIDS, it seems that a kind of
“AIDS phobia” is still present among Greek inmates, despite the “normalisation” of AIDS.

This argument perhaps also explains the rather peculiar finding that those inmates, who
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perceived AIDS as more severe, thought themselves at a lower HIV-risk. Otherwise, this
latter finding could be attributed to the optimistic bias, in the sense that inmates may think
that although AIDS is a severe disease, it concerns others and not themselves. AIDS
concern inside prison was also found to be an independent predictor of HIV perceived risk
inside prison, confirming previous findings from the general population (Prohaska et al.,
1990). This finding could to some extent justify an AIDS intervention programme for
prisoners triggering their emotional reactions, which in turn might increase their
perceptions of HIV risk. Nevertheless, such an intervention needs to take into account
whether a potential increase in risk perception will actually lead to an actual behaviour
change. Data from the relevant research, presented by Henson et al. (1998) are
nevertheless far from confirming this association. Finally, the belief that powerful others
control own health emerged as an independent predictor of perceived self-risk inside
prison. There is evidence that high levels of personal vulnerability to an iliness are linked
to a decreased sense of personal control over one’s health (Taylor, 1983, cited in Markova
et al., 1997). The present findings seem to confirm this notion. By believing that others
(and not themselves) control their health, Greek inmates seemed to be more vulnerable to
a certified health threat, such as AIDS.

The factors | identified as independent predictors of inmates’ perceived self-risk
inside prison were different — with only one exception - from those identified in previous
research (Kowalewski et al., 1997; Henson et al., 1998). For instance, in the present study
the measures of sexual behaviour prior to incarceration were not at all associated with
perceived risk, unlike previous findings (Henson et al., 1998) that identified such
associations, This discrepancy may be due to the different orientation of the two studies,
the different sample sizes and the different research questions posed.

The above results on attitudes and perceptions of HIV risk among Greek inmates
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showed two important characteristics of the group studied: 1) Greek inmates held in
general, liberal attitudes towards a number of HIV/AIDS related issues, although less
liberal than the Greek general population. This finding calls for AIDS education
interventions specifically targeted to inmates. The reported differences on attitudes
between the Greek general population and the inmate population indicate that the
messages addressed for the public have not reached inmates. Additionally, the
interventions should be group oriented, as IDUs and non-IDUs inmates expressed different
types of attitudes. 2) Greek inmates perceived prison as a generally risky place, at least
riskier than the outside world. IDUs inmates were in favour of providing free needles and
syringes to all IDUs. Both IDU and non-IDU inmates called for the right of an inmate to
refuse to share a cell with an infected person. Inmates were in favour of adopting
restrictive protection measures (compulsory blood test for all and the foreigners) in order to
control AIDS. Given the fact that Greek prisons are unhygienic and overcrowded, with a
high proportion of foreigners and with a very low prevalence of HIV among the
incarcerated population (Malliori et al., 1998a), Greek inmates seem to perceive prison as

a high risk place, irrespectively to the presence of AIDS.
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Summary

In this Chapter | examined for the first time in Greek prisons, inmates’ attitudes and
perceptions of self and others’ HIV risk and AIDS concern. Synthesising the findings, it is
suggested that Greek inmates held generally positive attitudes towards AIDS related
issues, although indications of conservativism were also apparent, especially among non-
IDUs and the less educated inmates. | also identified five attitude factors, namely
“Objection towards social isolation of people with HIV/AIDS", “Medical care provision”,
“Measures of prevention for high-risk groups”, “Being close to HIV treatment places’, and
“Restrictive practices”. Inmates perceived themselves as at higher HIV risk and worried
more about AIDS inside prison than outside. At the same time they worried much about
their general health. In comparison to an average member of the public and an average
inmate, they thought that they were less at risk for HIV. I’-;actors predicting inmates’ self
perceived HIV-risk inside prison included total time in prison, attitudes in favour towards
adopting restrictive practices, AIDS concern inside prison, beliefs on AIDS severity and
beliefs on the role of powerful others in controlling health. Results were discussed in
relation to other patterns of HIV-related attitudes and HIV-risk perceptions from previous

European studies among prison populations and findings from the Greek general

population.
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CHAPTER 7: Phase 2: HIV/AIDS related knowledge of inmates in

Greek prisons

7.1 Introduction

Data presented in the previous Chapters (4 and 5) showed that at a national level, a
significant proportion of Greek inmates (more than 33%) reported a lifetime prevalence of
drug injection. A significant majority of them (60%) reported injection sometime while in
prison, while the overwhelming majority of injectors in prison (146/174, 83.9%) reported
sharing injecting equipment while incarcerated. Additionally, the study identified that the
correlates of HIV risk behaviour among imprisoned IDUs in Greece were primarily
associated with the prison career of an IDU. More specifically, total time in prison, previous
drug conviction, being a convict (as opposed to on remand) and having multiple female
sexual partners one year before incarceration were significant HIV risk behaviour
correlates.

Phase 1 of the study, although conducted at a national level, addressed a rather
limited number of issues, while on a primarily a-theoretical basis. Following Phase 1, it was
decided to focus on a smaller sample of inmates and elaborate in greater detail additional
HIV-related issues, like inmates’ HIV/AIDS related knowledge, their attitudes and
perceptions of HIV risk, with an emphasis on inmates’ HIV-related behaviour from a
theoretical perspective.

In this Chapter is again presented data from Phase 2 of the study among Greek
prisoners. In particular, this Chapter focuses upon inmates' HIV/AIDS-related knowledge.
Previous international and Greek research on inmates' knowledge suffers from serious

methodological problems and has produced contradictory results. Such research has been
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primarily descriptive. It has used samples of different sizes, and HIV/AIDS-related
knowledge measures of unknown validity and reliability. Finally, it has been conducted on
different socio-cultural backgrounds, thus making direct comparisons between inmate
populations difficult (O' Mahony, 1989; Conolly, 1989; Turnbull et al., 1991; Zimmerman et
al., 1991; O' Mahony and Barry, 1992; Power et al., 1993; 1996; Delorne et al., 1999,
Slonim-Nevo, 1992/93; Robertson and Levin, 1999; Gnardellis and Agrafiotis, 1992;
Chliaoutakis et al., 1993; Koulierakis et al., 1994; Malliori et al., 1994; 1998b).

The current study tries to rectify some of these gaps. Given the reported differences
among prison populations in levels of HIV/AIDS related knowledge, plus the lack of any
systematic and rigorous research on this topic within the Greek penal system, it was
thought appropriate to attempt an assessment of the levels of HIV/AIDS knowledge among
Greek prisoners, by using for the first time in Greece a detailed validated measure.
Additionally, as this measure was based on previous similar research among Scottish
inmates (Power et al., 1993; 1996), it allows direct cross-cultural comparisons. Finally, the
current study tries to associate HIV/AIDS levels of knowledge with psychosocial variables
from the SCMs, thus adding a theoretical perspective. This is especially important if
HIV/AIDS education programmes are to be appropriately targeted to meet the needs of this
potential high-risk population. In addition, up to date estimation of knowledge levels among

target groups is necessary as the amount of knowledge regarding HIV/AIDS may alter as

the pattern of the epidemic changes.
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7.2 Subjects and procedure

As mentioned in the previous Chapter, in the second phase of the study among
Greek inmates, a representative sample of Greek male population of the judicial prison of
Korydallos - the biggest in Greece (N = 242) was invited and participated. After permission
was granted, the selected inmates were seen in privacy and offered a body of
questionnaires together with an open envelope. All inmates were previously informed about
the overall procedure of the study, they were offered assurances of anonymity and
confidentiality, while the voluntary character of participation was particularly stressed. Those
who did not want to take part were free to do so. As the questionnaires required time to be
completed, inmates were asked to take them to their cells, to fill them in, and return the
sealed envelop with the questionnaires to the researcher on his next visit to the prison (in
two days). The response rate was 58 2%. The basic demographic and penal characteristics

of the sample, as well as the methodology of the study are presented in detail in Chapter 6

(pp. 160).

7.3 Measures

Data regarding inmates' HIV/AIDS knowledge were gathered by means of a self-
completed HIV/AIDS knowledge questionnaire for prisoners. The questionnaire was based
on a similar measure used in a series of studies in Scottish prisons (Power et al., 1993,

1996). The knowledge scale used in the current study consisted of 19 items, each with a

choice of three responses — ‘true’, ‘false’ or ‘do not know’. The 19 items were combined into

3 sub-scales, each of which tapped inmates' knowledge about specific content areas of
HIV/AIDS. The three content areas were as follows: knowledge of (a) high-risk modes of

transmission, which comprised 5 items (items B.2, B.10, B.11, B.14, and B.19); (b) methods
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of preventing transmission, which comprised 7 items (items B.3, B.5, B.7, B.12, B.13, B.15,

and B.17); and (c) of risk of HIV transmission in prison environment, which comprised 7
items (items B.4, B.6, B.8, B.9, B.16, B.18, B.20). In all items of the Greek questionnaire,
we used the term 'AIDS!, instead of its Greek translation to refer to both HIV and AIDS. This
occurred because the term "AIDS" has prevailed in Greek society, (Agrafiotis, 1988). Prior
to the list of the 19 knowledge questions, inmates were asked to assess their perceived
knowledge in a 5-point scale, from 1 = “Hardly anything” to 5 = “A great deal’. The
knowledge questionnaire showed a high reliability coefficient (Cronbach, 1951), for both the
whole sample (Crombach’s Qista=. 67) and for the subsamples of IDUs (ajpus=. 65) and non-
IDUs inmates (Qnon-pus=- 69).
Also used in the analyses presented in this sections are some scales (i.e. the
attitude scale, the HBM, the MHLOC and the Health Value scale), which were described in
detail in the "Measures" section (§ 6.3.1, 6.3.2, 6.3.3, 6.3.4, 6.3.5) of the previous Chapter.

All measures described in this section are presented in APPENDIX 3.

7.4 Analyses

The statistical analysis in this phase of the study was undertaken by univariate (Chi-

square) analysis and modelling the data through regression models (Hosmer and

Lemeshow, 1989) using SPSS statistical package (version 8.0, SPSS Inc., Chicago).
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7.5 Results

7.5.1 Knowledge of high risk modes of transmission

The pattern of correct, incorrect and "do not know' answers among |DUs and non-
IDUs on the items of this knowledge sub-scale are presented in Table 7.1. As shown in the
Table, both IDUs and non-IDUs were very well informed about the basic high-risk modes of
HIV transmission, that is heterosexual vaginal intercourse (item B.11), homosexual anal
intercourse (item B.10) and occasional sharing of needles/syringes (item B.19).
Nevertheless, 44.5% of IDUs and 43.4% of the non-IDUs were ignorant about the risk
associated with heterosexual anal intercourse (item B.14). Additionally, a very high
percentage of inmates in both groups -77.7% among |DUs and 79.6% among non-IDUs -
erroneously believed that if IDUs avoided sharing needles, they could share other items of
injecting equipment with no risk of becoming infected with HIV (item B.2). The two groups
differed significantly in only one item of this knowledge sub-scale. In particular, 25% of non-
IDUs did not know that HIV/AIDS could be transmitted between people who only share

needles / syringes occasionally, compared with only 5% of IDUs who did not know this fact

(Chi2=18.2;df =2; p < 10).




Table 7.1 Knowledge of high risk modes of HIV transmission amongst IDUs (N = 103) and
non-IDUs (N = 139) inmates

Item IDUs non-IDUs
3 Correct Incorrect DIN Correct Incorrect D/N Xe p
% % % % % %

B.11 A man can become
infected with HIV/AIDS by 95.0 1.0 4.0 92.8 0.7 6.5 | 0.78 ns
having vaginal intercourse with
an infected woman (T)

B.10 HIV/AIDS <can be
transmitted between men who 87.3 - 127 89.1 125 95 | 2.08 ns

have anal intercourse (T)

B.19 HIV/AIDS cannot be
transmitted between people 74.3 20.8 5.0 63.2 11.8 250 [ 182 10°
who only share needles /
syringes occasionally (F)

B.14 A man cannot be infected
with HIV/AIDS by having anal 55.4 28.7 15.8 56.6 23.5 Joiga(sdi 43 NS

intercourse with a woman (F)

B.2 IDUs are at risk of
becoming infected with HIV if
they share needles / syringes,
but they aie notaifitheVishale BEEHRRNS 777 Moy | V51 796 153 | 415 ns
other items of injecting
equipment (e.g. cooking—up
spoons. (F)

Key: (T) = Item scored as true, (F) = Item scored as false
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Table 7.2 Knowledge of methods of preventing HIV transmission amongst IDUs (N = 103)
and non-IDUs (N = 139) inmates

Iltem

IDUs

non-IDUs

Correct

Incorrect

D/N Correct

Incorrect

D/N

B.17 By keeping a complete set of
works for their own exclusive use,
IDUs can protect themselves from
HIV/AIDS. (T)

B.3 You can reduce the risk of
contracting HIV/AIDS by using a
condom every time you have
sexual intercourse (T)

B.15 Having sexual intercourse
only with partners of the opposite
sex in an effective way by which
people can protect them selves
from HIV/AIDS (F)

B.13 You can reduce your chance
of contracting AIDS by reducing
your number of sexual partners (T)

B.12 IDUs can reduce their
chances of contracting AIDS by
soaking previously shared works in
a solution of bleach before re-using
them (T)

B.5 People can effectively protect
them-selves from AIDS by only
having sex with people who look fit
and healthy (F)

%

93.1

92.2

70.0

66.7

65.7

53.4

%

6.9

1.0

17.0

22.5

14.7

21.4

%

6.8

13.0

10.8

19.6

25.2

%

73.9

92.8

58.7

73.7

33.8

48.2

%

3.6

2.2

28.3

19.0

25.0

33.1

%

22.5

5.0

13.0

7.3

41.2

18.7

26.5

0.82

4.29

1.58

23.9

4.39

10

ns

ns

ns

10

ns

Key: (T) = item scored as true; (F) = item scored as false
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Table 7.2 (cont.) Knowledge of methods of preventing HIV transmission amongst IDUs (N
=103) and non-IDUs (N = 139) inmates

IDUs non-IDUs

Correct Incorrect DI/N Correct Incorrect D/N Xe

% % % % % %
B.7 Having vaginal rather than
anal sexual intercourse is an
effective way of preventing
transmission of AIDS (F)

Key: (F) = item scored as false

7.5.3 Knowledge of risk of HIV transmission in prison environment.

The responses of inmates on the sub-scale regarding knowledge of risk of
transmission in the prison environment are presented in Table 7.3. As can be seen, a
significant majority of both groups (66.3% of IDUs and 58.8% of non-IDUs) were aware of
the fact that HIV is not transmitted if one eats food prepared by a person with AIDS (item
B.18). Nevertheless, significant knowledge gaps appeared among inmates from both
groups. Significantly large majorities of both IDUs (40.2% - 72.5%) and non-IDUs (41.8% -
68.4%) were uncertain or believed that they were at risk of HIV transmission via spit or
vomit (item B.6); breathing in air in which someone with AIDS has sneezed or coughed
(item B.16); kissing in the mouth (item 9); urine and faeces (item 8); and biting (item B.4).
Furthermore, a significant majority of IDUs (62.3%) and a marginal majority of non-IDUs

(52.2%) did not know or erroneously believed that one is at risk of HIV transmission during

a fight with an HIV/AIDS infected person (item B.20). There were no significant differences

in the answers to the questions of this knowledge section between the two groups of

inmates.







7.5.4 Perceived knowledge of AIDS
When inmates were asked to self-assess their level of AIDS knowledge, members
from both groups thought that they knew ‘a medium amount’ about AIDS (meanpys = 3.0;

meanonious =3.1), with no significant difference between groups.

7.5.5 The "correct knowledge" index

In order to assess and compare the level of knowledge among inmates for each of
the sections of the questionnaire, an index of "correct knowledge" among IDUs and non-
IDUs inmates was calculated, by adding the number of correct answers and then dividing
this number with the total number of questions in each section. It was assumed that this
index expressed both the quality and the quantity of knowledge possessed by an inmate.
The mean scores of "correct knowledge" of IDUs and non-IDUs in the three knowledge
sub-scales are presented in Table 7.4. As can be seen in Table 7.4, both groups
presented a relatively high level of “correct knowledge" in both the high-risk modes of HIV
transmission section and the section regarding the methods of preventing HIV
transmission. IDUs presented a statistically significantly higher index of "correct
knowledge" of methods of preventing HIV transmission than non-IDUs (1(216) = 3.1, p <
.005). On the other hand, for both groups, the level of inmates' "correct knowledge" of risk

of HIV/AIDS transmission in the prison environment was relatively low.
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Table 7.4 Mean "correct knowledge" scores in the three knowledge sections, amongst
IDUs (N = 103) and non-IDUs (N = 139)

Section "Correct knowledge"  t p<

IDUs Non-IDUs

Knowledge of high risk modes of transmission .64 61
Knowledge of methods of preventing HIV .70 61 3.1 .005
transmission

43 49

Knowledge of risk of HIV transmission in prison

environment

7.5.6 Correlates of inmates’ correct knowledge

In order to establish whether inmates’ correct knowledge was associated with their
demographic characteristics, prison career and specific beliefs arisen by the psychosocial
models, specific analyses were conducted. Results are presented in Table 7.5. Again, for

the purposes of the analyses presented in this section, some of the demographic variables

were re-coded: Family status {lnitially: ['married" and "cohabit'] = 1 (In a stable

relationship”); ["unmarried"”, "divorced", separated”, widower"] = 0 (“Not in an stable

relationship”)}. Educational level {Initially [iliterate", "primary"] = 1 ("Up to primary

education”); ['secondary"”, "high school'l = 2 ("Secondary education’); ["higher",

"university"] = 3 ("Higher education”)}.
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' Table 7.5 Associations between inmates’ demographic characteristics, prison and
psychosocial variables and HIV/AIDS-related correct knowledge (N = 242)

| Correct knowledge p <
_Age ns
Total time in prison ns
Marital status ns
Educational level F=13.69 10
Attitude factors
1. Objection towards social isolation of people with HIV/AIDS r=.48 10°
2. Medical care provision =20 10°
3. Measures of prevention ns
4. Being close to HIV treatment places ns
5. Restrictive practices r=.15 .05
General Health concern r=-18 .01
AIDS concern before incarceration ns
AIDS concern inside prison r=-30 107
| HIV perceived risk outside prison ns
| HIV perceived risk inside prison =31 107
Il HBM
. Susceptibility =-,33 107
! Severity r=-27 10"
Benefit (sexual) ns
Benefit (drug use)® ns
Benefit (drug use) ® ns
Cost (sexual) ns
Cost (drug use)? ns
| Cost (drug use)® ns
| Health Value ns
‘ MHLC
f IHLC ns
POHLC =-.19 .005

|
‘ CHHLC r=-.30 10°
|

| a = only for IDUs (N=103)
As can be seen in the Table 7.5, from the demographic and penal variables, there
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was no significant relationship between age, total time in prison, or family status and
inmates’ correct knowledge. Nevertheless, inmates with higher education obtained a
higher correct knowledge score than inmates of up to primary or secondary educational
level (means: ‘higher education’ = .72; ‘secondary education’ = .59; ‘up to primary
education’ = .49, post-hoc Scheffe, p < 107°). With regard to attitude factors (see § 6.6.2,
in Chapter 6), higher levels of correct HIV/AIDS-related knowledge were associated with
greater tolerance for interacting with people with HIV/AIDS (Factor One) (r = .48) and with
more favourable response to the provision of medical care (Factor Two) (r = .20).
Nevertheless, it was also associated with more favourable response to adoption of
restrictive practices (Factor Five) (r = .15). With regard to concern and risk items, higher
correct knowledge was associated with lower general health concern (r = -. 18), lower
AIDS concern inside prison (r = -. 30) and lower HIV perceived risk inside prison (r = -.31).
From the psychosocial variables, inmates’ correct knowledge was associated with lower
HIV susceptibility (r = -. 33) and lower perceived AIDS severity (r = -. 27). Finally, inmates
with higher knowledge believed less that powerful others (r = -. 19) or chance (r = -. 30)
controlled their health.

In order to assess the potential predictors of inmates’ total correct knowledge, a
linear regression model was computed. In the model, the standardised beta weights
derived from the regression equation described the relations between the above-
mentioned demographic, penal and psychosocial variables, while controlling for mutual
confounding. The model was applied to those inmates who valued their health high (above
the median: 22), as the relevant theory requires (Lau et al. 1986; Wallston, 1992). The
analysis involved only one step, in which all potential predictors entered into the model

simultaneously. The results of this analysis are presented in the Table 7.6.
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‘.
|
|
Table 7.6: Regression of inmates’ correct knowledge on demographic, penal and (!'
I
|

psychosocial variables |il'

'| R? (adjusted) Beta ;l’f
| 464 :.|||
| A0S sanclom -178* i\'.
Total time in prison ,029 |
Family status |:
In a stable relationship ,038 |
In an unstable relationship (baseline) 'II
Educational level ‘
Secondary education ,244*** i
Higher education DI5EE ‘”
Interaction with people with HIV/AIDS ,349**** '
Medical care provision ,028 |h
Measures of prevention ,004
Being close to HIV treatment places -,037 \
Restrictive practices LOTT J
General Health concern - 127
AIDS concern before incarceration 106
AIDS concern inside prison -,282**
HIV perceived risk outside prison 014 |
HIV perceived risk inside prison 133 '|'
Susceptibility -151 |
Severity -,035 |
Benefit (sexual) PP s |
Cost (sexual) 157* |
IHLC 126 i:l
POHLC -,136 ‘
CHHLC - 115
Being an |IDU
YES -,016

NO (Baseline)
i < (057 SEp e Ui pi 1005 p< 001

As can be seen, together the factors accounted for 46% of the variance of correct

knowledge (F(23, 91) = 528, p < .0001). The most significant predictor was the attitude
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factor one (Objection towards social isolation of people with HIV/AIDS). More specifically,
younger and more educated inmates, those being more tolerant for interacting with people
with HIV/AIDS, less concerned of AIDS inside prison and those perceiving more benefits

and costs from condom use were significantly more prone to possess higher levels of

correct HIV/AIDS knowledge.

7.6 Discussion

The results presented in this chapter should be treated with caution regarding their
generalisation to the whole population of Greek inmates. This occurs because of the
methodological weaknesses related to the recruitment of the sample and the construction
of the questionnaire. More specifically, the sample of this study was recruited from only
one correctional institution, which — although being the biggest in the country - it could
hardly be considered representative of all Greek penal institutions. However, the
questionnaire used in this study, unlike all other knowledge questionnaires applied in
prison settings, was subjected to reliability test procedures, indicating a satisfactory
coefficient for group comparisons.

The above data illustrated that as a group, Greek inmates appeared to be highly
knowledgeable, at least regarding some of the basic high-risk modes of transmission via
sexual route (homosexual anal intercourse and heterosexual vaginal intercourse) and the
basic modes of reducing risk during sexual intercourse (use of condom and reduction of
sexual partners). This pattern of results is in line with the findings of Power's et al. (1993)
study conducted in Scottish prisons and confirms the results of previous research both
internationally (Gaughwin et al., 1990; DiClemente et al.,, 1991, Lurigio et al., 1992) and in
Greece (Agrafiotis et al, 1991; Chliaoutakis et al, 1993). Indeed, the figures reported by

Power et al. (1993) were 95.5% correct responses for the risk of homosexual anal
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intercourse, 94.9% for heterosexual vaginal intercourse, 94.2% for the use of condom and
96.8% for the reduction of sexual partners.

Nevertheless, an alarmingly high level of misconception regarding certain sexual
practices (especially heterosexual anal intercourse) and the role of these practices in HIV
transmission was also apparent. This pattern may be due to the fact that AIDS campaigns
- targeted mainly at the general population - have not addressed in detail the potential
danger of specific sexual practices. Although doubt exists as to the frequency and type of
sexual behaviour practised by inmates, while imprisoned. (Power et al., 1992), data
regarding inmates’ sexual practices obtained in the context of the present study indicated
that unprotected or occasionally protected anal intercourse was practised by almost 70%
of inmates prior to incarceration and intended to be practised by 40% of inmates after their
release. In the light of these reports, the above mentioned misconceptions call for an
urgent health education programme addressing directly the issue of sexual practices in
relation to HIV/AIDS. It seems that such ideas of false safety may lead a significant
proportion of inmates to continue with this particular sexual practice when released as an
ill-conceived risk reduction strategy.

With regard to risk of HIV transmission from injecting drug use, Greek inmates as a
group, similar to Scottish inmates (Power et al., 1993), showed high levels of knowledge
on the very basic facts (i.e. no risk if one keeps a complete set of works for his own use),
but alarmingly high levels of misconception and knowledge gaps, especially in procedural
issues of drug use (i.e. sharing of specific works, frequency of sharing, sterilisation
methods). These findings are alarming, despite the fact that they have a different weight
for the two groups of inmates — IDUs and non-IDUs. Although it would be reasonable for
someone to expect low levels of injecting-related knowledge among non-IDUs, the lack of
such knowledge is of special concern, when it applies to IDUs. IDU inmates constitute a

significant group in Greek prisons and the relevant research has indicated high levels of
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sharing behaviour while incarcerated (Malliori et al, 1998a; Dolan, 1997; Jacob and
Stoéver, 2000), mainly due to inmates' limited opportunities to own new injecting equipment
while in prison. These findings suggest the need for a more individualised drug-related
educational approach for members of this group while in prison, rather than a general
information campaign targeted at inmates as a whole. Additionally, such results call for a
realistic harm reduction policy within the Greek prison system (Davies and Shewan, 2000).
The paradigm of policy on bleach provision, applied successfully in Australian prisons
(Dolan and Crofts, 2000), or other projects, like distribution of syringes, applied in
Switzerland (Nelles et al., 2000) could guide relevant initiatives in Greek prisons.

Regarding inmates' knowledge on risk of HIV transmission in prison environment,
significant gaps were apparent. A significant minority of inmates perceived fighting related
behaviours (e.g. biting, spitting) as highly risky for HIV transmission. Furthermore, even
behaviours like sneezing, coughing and eating food prepared by someone who is HIV
infected were perceived as possible routes of infection. A similar pattern of findings is also
reported by Power et al. (1993), for Scottish inmates. Such findings are of particular
relevance in relation to two issues. Firstly, the fact that Greek prisons are overcrowded.
Secondly that episodes of violence occur very often, especially involving foreign inmates in
Greek prisons. These two facts, together with the reported low levels of hygiene may
create a climate of insecurity among inmates, regarding their general health. The Greek
Ministry of Health has produced and distributed in prisons an HIV information leaflet
specially designed for inmates. Nevertheless, it seems that inmates have not assimilated
information related to the low level of HIV risk associated with social transmission. More
systematic efforts are required in order that AIDS related information is guaranteed to
reach inmates.

The comparison of the two groups of inmates showed that there were few

significant differences between IDUs and non-IDUs as regards their knowledge in all
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content areas. There were only three items in which IDUs were differentiated from non-
IDUs. All these three items related to the procedure of drug using and in all three items
non-IDUs were less knowledgeable than IDUs. This difference is understandable, as non-
IDUs might be expected to have less interest in drug using procedures and therefore not
necessarily know details of this procedure. This suggests that inmates should not be
regarded as a homogeneous entity in relation to HIV/AIDS knowledge. With regard to such
topics, the two groups (IDUs and non-IDUs) definitely have separate information needs,
thus different approaches, targeted to each group are required.

Inmates’ self-perceived HIV/AIDS knowledge and their "real" knowledge, as
expressed by their answers to all items were relatively compatible. Inmates, in total,
thought of themselves as persons who knew a “medium” amount about AIDS. Answers on
knowledge items revealed that although inmates knew the basic facts about AIDS, they
were still ignorant or had misconceptions in significant areas. This means that inmates
were aware of their AIDS knowledge status. They neither overestimated nor
underestimated themselves. The above pattern of knowledge is further confirmed by the
"correct knowledge" index. IDUs seem to know more regarding the methods of preventing
HIV transmission, perhaps because they perceive themselves at enhanced risk for
infection by HIV. Chliaoutakis et al. (1993) reported a similar result in their study of the
general population: respondents in their study identified IDUs as one of the main groups
infected by AIDS. However, this explanation requires further exploration, as it does not
correspond to the epidemiological pattern of AIDS in Greece. According to that pattern, the
percentage of AIDS cases attributed to injecting drug use is very low. From the cumulative
HIV infected adults (including AIDS cases), reported in Greece to 30 June 2000 (total:
5,120), 2,062 cases (40.3%) were attributed to homosexual contact, while only 172 cases

(3.4%) were attributed to injecting drug use (Hellenic Centre for Infectious Diseases

Control, 2000).
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The present study identified that specific demographic variables and beliefs were
the most significant correlates of inmates’ knowledge. More specifically, younger and more
educated inmates, those being more tolerant of interacting with people with HIV/AIDS,
those concerned less about AIDS inside prison and those perceiving more benefits and
more costs associated with condom use were significantly more prone to possess higher
levels of correct HIV/AIDS knowledge. Regarding the demographic correlates, these
findings confirm a consistent positive association between age and educational status and
levels of HIV/AIDS related knowledge, found in early research in the Greek general
population (Agrafiotis et al., 1991; Gnardellis and Agrafiotis, 1992; Chliaoutakis et al.,
1993), albeit not found in previous research among incarcerated populations (Power et al.,
1996). Being young and more educated, an inmate is capable to take advantage of any
available opportunity for education, both outside and inside prison. Nevertheless, it seems
that HIV/AIDS related knowledge has been obtained outside prison, as in Greek prisons
the relevant material is scarce. Potential future interventions need to target older and less
educated inmates and take into account their abilities to incorporate the relevant
information provided.

The more tolerant towards interacting with people with HIV/AIDS an inmate was,
the higher the level of his HIV/AIDS knowledge he had. This association confirms a similar
previous finding among Greek general population (Chliaoutakis et al., 1993). It reflects the
fact that inmates are able to realistically estimate that interacting with people with AIDS at
schools, working places, restaurants and at a social level (i.e. friendship) has no danger in
relation to HIV transmission. Additionally, inmates who were less concerned about AIDS
inside prison and those who perceived more benefits from using condoms as a means of
preventing AIDS were also more knowledgeable. It seems that their increased levels of
knowledge reduced their anxiety within prison, at least at the level of the possibility of

getting AIDS behind bars. At the same time, inmates seem to put HIV prevention in its real

222




dimensions, as the consistent use of condoms is in fact the most effective way of
preventing AIDS, given the active involvement in sexual contacts.

A seemingly paradoxical finding was that the greater the annoyance inmates
perceived from using a condom (cost), the more knowledgeable on AIDS issues they
were. This may reflect the fact that use of condoms constitutes a rather complicated act, in
the sense that its practice (or not) is fundamentally interactive in nature, it has high
emotional and arousal content, thus requiring social skills, while at the same time it may be
affected by other more powerful psychosocial reasons (i.e. negotiation with the partner,
specific representations, e.t.c.) (Ingham and van Zessen, 1997; Buunk et al., 1998) rather
than a purely cognitive procedure (i.e. “it reduces the danger of AIDS). From this
perspective, it seems reasonable to assume that a person (an inmate) may rationally know
that a condom could protect him from AIDS, but at the same time to perceive that a
condom may reduce the pleasure of making love. Indeed, this pattern has been identified
by the relevant Greek research on the general population (Agrafiotis et al., 1991; 1997).

Results of the present study revealed for the first time, that inmates in Greek prison
were knowledgeable at least regarding the basic modes of HIV transmission and the basic
methods of HIV protection. At the same time, Greek inmates showed significant gaps in
their knowledge concerning certain details of modes of transmission and methods of
protection, as well as gaps in their knowledge on risks of HIV transmission in prison
environment. It seems that despite the limited interventions designed for prisoners, the
relevant information is not incorporated in prisoners' cognition. Within the prison context
there is a need for greater emphasis to be given to individualised interventions and
techniques other than the single distribution of leaflets. Greek penal institutions, with their
specific characteristics, and inmate populations need to be more receptive to these
interventions, so that the identified educational gaps and misconceptions are rectified.

Without improvements in HIV/AIDS knowledge it is likely that high risk modes of
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behaviours will proliferate. | W‘

Summary i

| In this Chapter | presented data regarding Greek prisoners' knowledge of high-risk H:‘
modes of HIV transmission, methods of preventing HIV transmission and risks of HIV '|:-
transmission in the prison environment. A randomly selected sample of 242 inmates from
the largest prison in Greece participated in the study. Inmates appeared highly !;
knowledgeable regarding the basic high-risk modes of transmission via sexual route and H

the basic modes of reducing risk during sexual intercourse. Nevertheless, high levels of |

! misconception regarding certain sexual practices were also apparent. Regarding injecting H
drug use, inmates showed alarmingly high levels of misconception. Significant gaps were
apparent on inmates' knowledge of risk of HIV transmission in prison environment. There ‘

were no significant differences between IDUs and non-IDUs regarding their knowledge in '
all but three items. These items were related to procedural aspects of drug using where

non-IDUs were less knowledgeable than IDUs. Inmates perceived themselves as knowing

‘a medium’ amount of information about AIDS. Specific demographic (e.g. age and
educational level) and psychological (e.g. AIDS worry, beliefs about the benefits and costs

from using condoms) characteristics of inmates were associated with their level of

HIV/AIDS related knowledge. Younger and more educated inmates, those being more |
tolerant of interacting with people with HIV/AIDS, those concerned less about AIDS inside |
prison and those perceiving more benefits and more costs associated with condom use
were significantly more likely to be more knowledgeable about HIV/AIDS. The pattern of
knowledge emerged was that although inmates knew the basic facts about AIDS, they
were still ignorant or had misconceptions in significant areas. Results were discussed in

relation to similar patterns of knowledge and misconception in other European studies in

prison populations and in Greek studies of the general population.
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CHAPTER 8: Phase 2: Injecting drug use among Greek inmates prior
to imprisonment, during incarceration and intention of drug use after

release. Use of the Social Cognition Models

8.1 Introduction

There seems to be a close relationship between use of drugs and imprisonment
(Dolan, 1997) and the relevant research has proved that injecting is by far the major risk
factor for HIV and other blood-born viruses transmission inside prisons rather than sexual
risk (Bird and Gore, 2000). There are numerous studies addressing the prevalence of
drug-related HIV-risk behaviours, both among IDUs at liberty and in prisons (i.e. see
section 2.1 of Chapter 2, also, the books of Stimson et al. (Eds), 1998; Shewan and
Davies (Eds.), 2000). Additionally, at least one study among inmates has investigated drug
use behaviour "in a continuum®, that is, prior to and during incarceration, and (intentions)
after release (Power et al, 1992a). Nevertheless, the vast majority of these studies,
although detailed, well designed and well conducted, were purely descriptive and a-
theoretical. Compared with these studies, very few studies have addressed the issue of
drug-related HIV-risk behaviour from a theoretical perspective (Wilson et al., 1990; Lux
and Petosa, 1994; Falck et al., 1995; Finnigan, 1995; Hawkins et al., 1999; Conner and
McMillan, 1999). Each of these studies has used only a single model in order to examine
the associations of drug-related behaviour with the components of the theory, while two
studies conducted in a prison setting (Wilson et al., 1990; Lux and Petosa, 1994) have
used samples of young offenders. Until now no theory-based study in the area of
HIV/AIDS has been conducted among adult prisoners, using the components from multiple

Social Cognition Models. The current study comes to rectify these gaps, by investigating -
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from a theoretical perspective - the pattern of drug use in a sample of IDU inmates, prior to
and during imprisonment, as well as their intentions to use drugs after their release.

The pattern of drug use within prison among Greek inmates at a national level
(Phase 1) has been described in detail in Chapters 4 and 5 of this volume. Phase 1 was
descriptive and a-theoretical. In this Chapter, | present data from Phase 2 of the study in
Greek prisons, which was conducted in only one correctional institution. During this phase,
| asked inmates detailed questions regarding their involvement with drug use, as well as
the precautions taken, before their incarceration, within prison and (intentions) after
release. Then | tried to identify potential significant predictors of drug use related
behaviours, among a number of demographic, penal, psychosocial and theory-based

variables.

8.2 Subjects and procedure

As mentioned in Chapter 6, in the second phase of the study among Greek
inmates, a representative sample of male population of the judicial prison of Korydallos -
the biggest in Greece - (N = 242) was invited and participated. After permission was
granted, the selected inmates were seen in privacy and offered a body of questionnaires
together with an open envelope. All inmates were previously informed about the overall
procedure of the study, they were offered assurances of anonymity and confidentiality,
while the voluntary character of participation was particularly stressed. Those who did not
want to take part were free to do so. As the questionnaires required time to be completed,
inmates were asked to take them to their cells, to fill them in, and return the sealed
envelop with the questionnaires to the researcher on his next visit to the prison (in two

days). The basic demographic and penal characteristics of the sample, as well as the

methodology of the study are presented in detail in Chapter 6 (pp. 160).




8.3 Measures

8.3.1 Injecting behaviour and precautions

Detailed data of inmates’ injecting behaviour and the relevant precautions, before
incarceration, while in prison and intentions after release, were gathered by means a self-
report questionnaire that was constructed for the purposed of the current study. The
questionnaire was based on previous similar research among Scottish inmates (Power et
al, 1992a). In addition, inmates were asked for the calendar year when they first time
injected, whether first time of injection happened inside or outside prison and whether they
were still injecting. They were also asked when had they last injected and whether this had
happened inside or outside prison. The same questions applied for sharing behaviour.
Questions were then asked for precautionary measures taken before incarceration and
inside prison. Specific options were offered to inmates to choose: “Used sterilised works”,
“Used new syringes”, "Reduced sharing works", “Stopped sharing works”, “Stopped using
drugs” (YES — NO - Not Applicable). Finally, precautionary measures intended to be taken
when released were offered as options for inmates: "Reduce sharing works", “Use new
syringes/needles”, “Use sterilised works" (Definitely YES — Definitely NO — Not Applicable).

Also used in the analyses presented in this sections are some scales (i.e. the
perceived risk and concern scale, the HBM scale, the MHLC scale and the Health Value
scale), which were described in detail in the "Measures" section (§ 6.3.1, 6.3.2, 6.3.3,
6.3.4, 6.3.5) of Chapter 6. Especially for the HBM scale, | have to mention here that the 6-
items Benefits and Costs Sub-scale included four items regarding drug use behaviours

(they were more relevant to IDUs) and two items regarding sexual behaviour (they

potentially were relevant to all subjects). As a result, for non-IDUs | used only the benefits




and costs items referring to sexual behaviour, while for IDUs | used all the six benefits and

costs items.

8.3.2 The Theory of Planned Behaviour Scale

The central components of the TPB were assessed by a self-reported
questionnaire. The behaviour in question was avoiding drug use within prison. Only
IDUs inmates completed this questionnaire. No measure of actual behaviour was used, yet
one question of the drug use section (“Are you still injecting”) could be used as an index of
the behaviour in question. The construction of the TPB scale was based on directions
provided for the development of adequate measures of TPB components (Conner and
Sparks, 1996), a previous paper in the area of healthy food choices and dietary change
(Cannon, 1992, c.f. Conner and Sparks, 1996), as well as on papers reported on a TPB
review (Ajzen, 1991).

Behavioural intention. Three measures were used. They represented intention (“As long
as | am still going to be in prison, | intend to avoid drug use”) (1 = “Definitely No” - 7 =
“Definitely Yes"), desire (“/ would like to avoid drug use, as long as | am still going to be in
prison”) (1 = “Strongly disagree” — 7 = “Strongly agree”) and expectation (“How likely do
you think it is to be able to avoid drug use, as long as you are going to be in prison?”") (1 =
“Unlikely” — 7 = “Likely”). The scores on these items were then summed to give an overall
intention score (scale range 3-21). Higher scores represented higher IDUs intention to
avoid drug use while in prison. The reliability estimate (Crombach's alpha) for these items
was .76.

Attitude. A global measure of attitude was obtained. This component was measured by

the sum of scoring on five items (scale range 5-35): "My using drugs while in prison is..."

(bad - good, beneficial - harmful, unpleasant — pleasant, enjoyable - torturous, foolish -




wise). Lower score represented less favourable attitude to drug use while in prison.
Crombach’s alpha for these items was .75.

Behavioural beliefs. Three beliefs regarding the consequences of avoiding drug use
while in prison were assessed: (i) “Avoiding drug use while in prison would make me feel
healthier’. (ii) “Avoiding drug use while in prison would help me to cope easier with life in
prison”. (iii) “Avoiding drug use while in prison would make me feel «high»” (1 = “Unlikely”
— 7 = “Likely"). During the analyses, for every item, the scores obtained initially in a
unipolar seven point scale (from 1 to 7) were transformed to scores on a bipolar scale
ranging from =3 to +3, following Ajzen’s (1991) arguments. This type of scoring captures
the psychology of double negatives, that is, a belief that behaviour will not result in a
negative outcome contributes positively to the person’s attitude (Montafio et al., 1997).
Crombach'’s alpha for these items was .70. Inmates were then asked to evaluate each
outcome identified in the behavioural belief questions. Questions had the form: “Being
healthy is...", “My easy coping with life in prison is...", “Feeling high is..." and the response
scale was of the type (Bad-good, Useful-harmful, Unpleasant-pleasant). Evaluation
scales were similarly transformed from unipolar (1 to 7) to bipolar (-3 to +3). Crombach's
alpha for these evaluation items was .74. Scoring procedure was as follows: Firstly, for
each of the evaluation questions a mean score was produced (ranged from -3 to +3).
Then, each bhehavioural belief score was multiplied by the corresponding outcome
evaluation mean score and these products were summed (scale range —27 to +27). The
sum constituted the belief-based measure of attitude (Ajzen, 1991) and was moderately
correlated with the global measure of attitude described above (r = -.38; p <. 001). The
negative correlation reflects the contrary meaning between the global measure of attitude,
which was referred to drug use, and the belief-based measure of attitude, which was

referred to avoidance of drug use.
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Subjective norm (SN). A global measure of this component was obtained by asking IDUs
to rate the extent to which two groups of significant others (friends/relatives, other IDUs
inmates) thought they should use drugs while in prisons. The selection of these two
particular groups arose intuitively, without previous work with inmates [i.e. interviews
(Montafio et al.,, 1997)], in order to identify that these groups were really the referents for
IDUs. The questions had the following format: (i) “People who are important to me (i.e.
friends, relatives) think |: Should not — Should use drugs while in prison”. (i) “Other
inmates injectors who are important to me think I: Should not — Should use drugs while in
prison”. A summed score was calculated (scale range 2-14). Higher scores indicated
higher perceived social pressure for drug use while in prison. Crombach’s alpha for these
two items was low (.28), perhaps due to the small number of items.

Normative beliefs and motivation to comply. A belief-based measure of subjective norms
was also obtained by asking IDUs to rate the extent to which the same two groups of
referents would approve their drug use while in prison. Questions were asked in the
following format. (i) “People who are important to me (i.e. friends, relatives) would approve
— would disapprove my using drugs while in prison”. (ii) “Other inmates injectors who are
important to me would approve — would disapprove my using drugs while in prison”. During
the analysis, for every item, the scores obtained in the unipolar seven point scale (from 1
to 7) were transformed to scores on a bipolar scale ranging from -3 to +3, following
Ajzen’s (1991) instructions. IDUs were then asked two questions regarding their motivation
to comply with significant others’ opinion. Questions were as follows: (i) “With regard to
your drug use while in prison, how much do you want to do what your friends/relatives
think you should?” (ii) “With regard to your drug use while in prison, how much do you
want to do what inmates injectors think you should?" (1 = “Not at all” — 7 = “Very much”).
Higher sores represented higher motivation to comply. Crombach's alpha for the two

comply items was .41. A belief-based measure of subjective norm for each IDU was
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subsequently calculated by multiplying normative belief summed score by his motivation to
comply score and adding the two products (range —42 to +42). The global and the belief-
based measures of subjective norm were correlated rather well (r = . 54, p <. 001).

Perceived Behavioural Control (PBC). This component was measured using the
following four items: (i) “Whether | do or do not use drugs while in prison is entirely up to
me”. (ii) “I don't know if | can avoid using drugs while in prison”. (iii) “/ am confident that |
am not going to use drugs while in prison from now on" (1 = “Strongly disagree” — 7 =
“Strongly agree”) (iv) “For me to avoid drug use while in prison is..." (1 = “Difficult” - 7 =
“Easy”). The alpha coefficient for these four items was .71, and the items were
subsequently summed in order to form a measure for PBC (scale range 4 to 28). A higher
PBC score represented higher control over avoidance of drug use while in prison. No
measures for control beliefs and perceived power were used.

All measures described in this section are presented in APPENDIX 3.

8.4 Results

From the 242 inmates who participated in the second phase of the study, 103
(42.6%) reported that they had sometime in their lives injected drugs. The following

sections apply to this sub-group of IDUs inmates.

8.4.1 Prevalence of injecting drug use among inmates

The pattern of injecting drug use and sharing behaviour is presented in Table 8.1.
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Table 8.1 Pattern of drug use among Greek IDUs inmates (N = 103)

Question N (%)
Year of first injection
Before 1970 2 (2.0)
1971 - 1975 v (7.1)
1976 — 1980 26 (26.3)
1981 — 1985 22 (22.2)
1986- 1990 21 (21.2)
1991 — 1995 18 (18.2)
After 1995 3 (3.0)
Place of first injection
In prison 12 (11.7)
Out of prison 91 (88.3
Still inject?
YES 70 (68.0)
NO 26 (25.2)
Not answer 7 (6.8)
Time of the last injection’
0 — 7 days ago 51 (75.0)
8 - 29 days ago 3 (4.4)
1 — 4 months ago 8 (11.8)
5 — 11 months ago 4 (5.9)
1 -2 years ago 1 (1.5)
More than 2 years ago 1 (1.5)
Place of last injection™
In prison 63 (91.3)
Out of prison 6 (8.7)
Year of first sharing
Before 1970 2 @2:1)
1971 - 1975 1 (1.0)
1976 — 1980 11 (11.5)
1981 — 1985 13 (13.5)
1986- 1990 15 (15.6)
1991 - 1995 138 (13.5)
After 1996 19 (19.8)
Not applicable 22 (22.9)
Place of first sharing™
In prison 45 (58.4
Out of prison 32 (41.6)

* Only for those who still inject (n=70) ** Only for sharers (n = 81)




Table 8.1 (cont.) Pattern of drug use among Greek |IDUs inmates (N=103)

Question N (%)
Still share?**
YES 54 (68.4)
NO 25 (31.6)
Time of the last sharing™*
0 -7 days 45 (83.3)
8 - 29 days 4 (7.4)
1 — 4 months 2 (3.7)
5 — 11 months 2 (3.7)
1 -2 years - =
More than 2 years 1 (1.9)
Place of last sharing™**
In prison 52 (96.3)
Out of prison 2 (3.7)

** Only for sharers (n = 81) *** Only for those still sharing (n = 54)

As can be seen in Table 8.1, the vast majority of IDUs (87.9%) had started their
injecting behaviour sometime between 1976 and 1995. Only 3 IDUs (3%) were new users
— they had started the usage after 1995 - while an even smaller percentage (2%) were old
users, they had started the usage before 1970. The vast majority of the group (88.3%)
stated that they had injected for the first time in a place outside prison, while a significant
majority, 70 out of 103 IDUs (68%) were still active users (they continued to inject until the
period of the study). 51 IDUs from this latter group (75%) stated that they had their last
injection within the previous week. 63 active IDUs (91.3%) stated that their last injection
took place within prison.

A similar pattern as with the first year of injecting applied to the sharing behaviour.
A significant majority of IDUs (52/96, 54.1%) stated that they had started sharing injecting
equipment sometime between 1976 and 1995. At this point | combine the figures regarding
the first year of injection and the first year of sharing. | notice that from those who start

injecting within a five years period (i.e. 1976-1980), almost 40% started sharing at the
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same period. That is, a significant proportion of IDUs at the start of their injecting career,
also commence sharing injecting equipment.

Nearly 20% of IDUs were new sharers, they had started sharing after 1996, while a
very small percentage (2.1%) were old sharers, they had started sharing before 1970.
Finally, a fifth of the IDUs (22.9%) reported that they had never shared. The majority of
sharer IDUs (45/77, 58.4%), who provided the information, reported that they shared for
their first time within prison, while a significant majority (54/79, 68.4%) stated that they
were still sharing at the period of the study. From those who still shared, the vast majority
(45/54, 83.3%) stated that they had shared within the previous week. 52 out of the 54

“active” sharers (96.3%) stated that their last sharing practice took place within prison.

8.4.2 Precautionary measures adopted by IDUs, prior to incarceration, while in
prison and (intentions) after release

All IDUs inmates were asked whether they had taken any precautions regarding
their injecting behaviour, in order to reduce the risk for HIV infection. Inmates’ responses
to a number of available options on precautions, before imprisonment, during

imprisonment and that expected after release are presented in Tables 8.2a and 8.2b.

Table 8.2a Precautions related to drug use taken by still active IDUs inmates (n=70)

before imprisonment and during imprisonment

Before During
Imprisonment imprisonment

Precautions YES NO YES NO

n (%) n (%) n (%) n (%)
Use sterilized works 38 (55.1) 31 (44.9) 32 (47.1) 36 (52.9)
Use new syringes 60 (87.0) 9 (13.0) 7 (10.3) 61 (89.7)
Reduced sharing 40 (59.7) 27 (40.3) 25 (37.3) 42 (62.7)
Stop sharing 38 (56.7) 29 (43.3) 14 (20.9) 53 (79.1)
Stop using drugs 7 (10.1) 62 (89.9) 11 (15.7) 59 (84.3)
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Table 8.2b Precautions related to drug use expected to be taken by active IDUs inmates

(n=70) after their release

After release

Precautions Definitely NO Very unlikely  Unsure  Very likely Definitely YES
n (%) n (%) n (%) n (%) n (%)
Reduced sharing 3(4.8) 1(1.6) 2(3.2) 2(3.2) 54 (87.1)
Use new syringes 2(3.2) 1(1.4) 1(1.4) - 59 (93.7)
Use sterilized works 10 (16.9) 2(3.4) 1(1.4) 3(5.1) 43 (72.9)

As can be seen in Table 8.2a, prior to their imprisonment, the vast majority of IDUs
(87%) preferred to use new syringes in order to reduce the possibilities of HIV infection. A
significant majority (56.7%) stated that they stopped sharing, while sterilisation of injecting
works was a preference for the 55.1% of the users. When imprisoned, the pattern of
protection changes. New syringes are used by only 10.3% of IDUs, but 79% stated that
they have not stopped sharing. Additionally, sterilised works are used by less than half
(47.1%) of active IDUs. With regard to their precautionary measures after release (Table
8.2b), the overwhelming majority of IDUs (93.7%) stated they would definitely use new
syringes, while significant percentages of IDUs stated that they are going to reduce
sharing (87.1%) or use sterilised works (72.9%). Nevertheless, it is important to note that a
total of 25% of IDUs stated that they would never use any of the available precautions

after their release.

8.4.3 HIV testing and drug use

It was beyond the scope of this study to explore the HIV seropositivity status
among Greek inmates. However, at the Introduction section of the questionnaire all
inmates were asked whether they had taken an HIV blood test outside prison, as well as
what was the result of this test. 59.4% of IDUs and 46.3% of non-IDUs had taken an HIV
blood test when they were outside prison. This is a different pattern of that reported in

Chapter 4, with regard to the national sample of Greek inmates. In the national sample, the
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percentage of IDU inmates who had taken an HIV blood test was 42,9%, which is lower,
compared with the corresponding percentage in the current sample. Similarly, the
percentage of non-IDU inmates in the national sample, who had taken an HIV blood test
was 25.9%, which again is lower, compared with the corresponding percentage in the
current sample. In the current sample, from those who had taken the test, the vast majority
of both groups (more than 90%) had received a negative result. A total of 3 inmates (2.5%)
stated that the result of the test was positive. One of them was an IDU and 2 were non-

IDUs.

8.4.4 Predictors of drug use related precautions

In order to identify potential independent predictors of drug use-related
precautionary measures adopted by those IDUs who continue to inject while in prison (N =
70), as well as IDU inmates’ intention to take drug-related precautions when released, a
number of separate regression models were used. Due to the small number of inmates the

analyses were restricted to a small number of independent variables.

8.4.4.1 Predictors of drug use related precautions taken while in prison

As described in the above sections, inmates were presented with a number of
options — potential precautionary measures — and asked to indicate whether or not had
adopted any of these measures while in prison. For the purposes of the regression
analyses the reported (actual) “Stop sharing while in prison” option was selected to be the
dependent variable on the grounds that this behaviour represented the safest practice for
an IDU who injected while in prison. This variable was expressed in a dichotomous way (0
= "no", 1 = "yes"). Then, it was regressed on a number of selected demographic, penal
and theory-based variables. More specifically, the following variables were used as

independent predictors: 1) Demographic: age (in years); 2) Penal: current time in prison (in
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months). 3) Risk: Perceived personal AIDS risk inside prison (1 = "Not at all' — 5 = "A great
deal"). 4) HBM: AIDS severity (score, deriving from the scale: 1 = "Strongly Disagree - 5 =
"Strongly Agree"; higher scores represent higher sense of AIDS severity); 5) Past
precautionary behaviour: Stop sharing before incarceration (0 = "no", 1 = "yes"). The
model was applied for all injectors who reported that they still injected while in prison
(N=70). In the Table 8.3, below, are presented the characteristics of those who reported
that they have stopped sharing versus those who reported that they haven't stopped

sharing while in prison, as a means of protection against AIDS.

Table 8.3: Injectors’ reported "stop sharing while in prison" as a means of protection
against AIDS (N = 70).

Variables Non-sharers (N=13) Sharers (N=51)
Mean S.D. mean S.D.
Age 343 6.7 35.1 8.1
Time in prison 17.1 19:7 2.7 12.8
HBM
Severity 3.8 .54 3.8 .90
TPB
Perceived behavioural control 20.07 6.1 14.00 6.4
YES NO
% %
AIDS concern outside
Not at all - 100.0
Little 33.3 66.7
Medium - 100.0
A lot 20.0 80.0

A great deal 25,2 78.8




Table 8.3 (cont.) Injectors’ reported "stop sharing while in prison" as a means of
protection against AIDS (N = 70).

Variables Non-sharers (N=13) Sharers (N=51)
YES NO
% %
HIV perceived risk inside
Not at all 20.0 80.0
Little - 100.0
Medium 27.3 2
A lot 41.2 58.8
A great deal 11,5 88.5
Stop sharing before incarceration
YES 30.6 69.4
NO 10.3 89.7

As can be seen in the above Table, there was no difference between sharers and
non-sharers with regard to age, current length of time imprisoned, their perceptions of
AIDS severity, their concern about AIDS outside prison and their perceptions of risk for
HIV inside prison. However, compared to sharers, non-sharers perceived themselves as
having significantly more control over avoiding drug use while in prison (t(21) =-3.2, p <
.005), while significantly fewer of non-sharers than sharers had stopped sharing before
imprisonment as a means of protecting themselves from AIDS (Chi? = 3.8; df = 1; p < .05).

Nevertheless, the data presented in Table 8.3 were inherently confounded and
therefore not directly interpretable. To assess the independent predictors of IDU inmates'
reported "stop sharing" behaviour inside prison, while controlling for mutual confounding,
we calculated the odds ratios for each of the above independent variables in a logistic

regression model. The procedure involved only one step in which all independent variables

were entered simultaneously into the model. All p-values reported in statistical procedure




are two-tailed. The logistic regression-derived odd ratios and the 95% Confidence Intervals

are shown in Table 8.4.

Table 8.4: Logistic regression-derived odd ratios and 95% CI of reported "stop sharing"
behaviour inside prison on past behaviour and selected demographic, penal and theory- H
based variables |

Variables Odds ratio 95% ClI P H

Age (years) 0.95 0.86-1.05 0.38 ‘I
Time in prison (months) 1.02 0.97-1.07 0.40
Severity 1.47 0.45-4.83 0.51 |.
AIDS concern outside 1.12 0.57-2.19 0.72 |'
HIV perceived risk inside _ 1.00 0.46-2.15 0.99
Perceived behavioural control AT 1.02-1.34 0.01 I
Stop sharing before incarceration

Yes 5.70 1.02-35.20 0.06

No Baseline

As can be seen in Table 8.4, only the measure referring to perceived behavioural
control and marginally the measure referring to past behaviour (stopped sharing before
incarceration) were the most significant predictors of IDU inmates’ reported "stop sharing"
behaviour inside prison. More specifically, inmates who believed that they had control over
avoiding injecting drugs while in prison were more prone to stop sharing by 17% [OR=1.17
(95% CI: 1.02-1.34)]. Additionally, although only marginally significant, those inmates who
reported having stopped sharing equipment prior to their incarceration were at about 6
times more likely to adopt the same practice while in prison [OR=5.70 (95% CI: 1.02-
35.20)]. When any additional variable was included in the model, the results remained

unchanged. Perceived behavioural control still remained the most significant predictor of

stopping sharing inside as a means of protection against AIDS.




8.4.4.2 Predictors of IDUs’' intentions to take drug use related precautions after
their release

As with precautions inside prison, inmates were also presented with a number of
options — potential precautionary measures — and asked to indicate whether or not they
intended to practice any of these measures when they released. A second regression
model was again used, in order to identify predictors of IDUs reported intentions to adopt
specific precautions regarding drug use after their release. Due to the small number of
inmates included, the analysis was restricted to a small number of independent variables.
For the purposes of the second logistic regression analysis the “Use new syringes” option
was selected to be the dependent variable on the grounds that this behaviour represented
the safest practice for an IDU at liberty. This variable was expressed in a dichotomous way
(0 ="no", 1 ="yes"). Then, it was regressed on a number of selected demographic, penal
and theory-based variables. More specifically, the following variables were used as
independent predictors: 1) Demographic: age (in years); 2) Penal: current time in prison (in
months). 3) HBM: perceived personal susceptibility to AIDS; AIDS severity (scores,
deriving from the scale: 1 = "Strongly Disagree - 5 = "Strongly Agree"; higher scores
represent higher perceived susceptibility and higher sense of AIDS severity). 4) Health
value (the Lau's et al., 1986 scale; higher scores indicating higher value attached to
health). 5) Past precautionary behaviour: Stop sharing before incarceration (0 = "no", 1 =
"yes"). The model was applied for all IDUs (N = 103). In the Table 8.5, below, are

presented the characteristics of those who reported use of new syringes when released

and those who did not report use of new syringes, as a means of protection against AIDS.




Table 8.5 Injectors’ reported intention to use new syringes after their release, as a means

of protection against AIDS (N = 103).

" Variables Intend to use new syringes | Do not intend to use new
(N=73) syringes (N = 13)
2 Mean S.D. mean S.D.
Age 34.2 7.6 36.4 8.2
Time in prison 13.0 14.9 24.3 15.9
HBM
Susceptibility 3.6 .97 2.5 1.1
Severity 3.7 .84 3.6 1.0
Health value 20.6 812 17 7.0
Stop sharing before incarceration
YES 88.9 11
NO 79.5 20.5

As can be seen in the above Table, there was no difference between those who
intented to use new suringes when relaeased and those who did not, with regard to age,
their perceptions of AIDS severity and their reports on stop sharing before imprisonment
as a means of protecting themselves from AIDS. However, those who intented to use new
syringes were currently in prison for a significantly less time (1(82) = 2.4; p < .05); they
perceived themselves as significantly more susceptible to AIDS (t(84) = -3.5; p < .005);
and they valued their health significantly more (t(83) = -2.1; p < .05).

Nevertheless, the data presented in Table 8.5 were inherently confounded and
therefore not directly interpretable. To assess the independent predictors of intention to
use new syringes after release, while controlling for mutual confounding, the odds ratios

for each of the above independent variables was calculated in a logistic regression model.
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The procedure involved only one step in which all independent variables were entered
simultaneously into the model. All p-values reported in statistical procedure are two-tailed.
The logistic regression-derived odd ratios and the 95% Confidence Intervals are shown in

Table 8.6.

Table 8.6: Logistic regression-derived odd ratios and 95% CI of reported intention to use
new syringes when released on past behaviour and selected demographic, penal and

theory-based variables

Variables Odds ratio 95% ClI p
Age (years) 1.06 0.93-1.21 0.34
Time in prison (months) 0.94 0.89-0.98 0.01
Susceptibility 523 1.89-1448 0.0014
Severity 0.97 0.39-2.37 0.94
Health Value 1.26 1.06-1.50 0.0071
Stop sharing before incarceration

Yes 6.64 1.06-41.48 0.04

No Baseline

As can be seen in Table 8.6, susceptibility, value placed on health, total time in
prison and the variable referring to past behaviour (stopped sharing before incarceration)
were the most significant predictors of inmates’ reported intention to use new syringes
when released. More specifically, inmates who thought themselves as susceptible to AIDS
were 5 times more prone to use new syringes [OR=5.23 (95% CIl: 1.89-14.48)].
Additionally, for every increasing unit in the Health Value scale, the possibility of using new
syringes when released increased by more than 100% [OR=1.26 (95% CI: 1.06-1.50)].
Furthermore, for every extra month in prison, the possibility of using new syringes after

release decreased by about 6% [OR=0.94 (95% CI: 0.89-0.98)]. Finally, those inmates

who reported that they had stopped sharing equipment prior to their incarceration were at




about 7 times more likely to use new syringes when released from prison [OR=6.64 (95%

Cl: 1.06-41.48)].

8 4.5 Predictors of inmates' intention to avoid drug use while in prison. The utility of

the Theory of Planned Behaviour (TPB)

8.4.5.1 TPB scale Descriptives and Intercorrelations

As mentioned in § 8.3.4 of the current Chapter, the TPB measure was completed

only by IDU inmates and "intention to avoid drug use while in prison" was defined as the

criterion variable. In Table 8.7 are presented the descriptive data on the key variables of

the TPB measure.

Table 8.7 Mean scores and Standard Deviations on the variables of the Theory of Planned

Behaviour for IDUs inmates (n = 103)

Variable ltems Mean (SD) Range
Intention 3 14.07 3.21 3-21
Attitudes 5 13.29 8.34 5-35
Subjective norm 2 4.55 3.05 2-14
Perceived behavioural Control = 16.98 7.18 4-28
Behavioural beliefs x Evaluation 16.95 12.99  -27 -+27
Normative beliefs x Motivation to comply -13.38 15.06 -41 - +42

As can be seen on the above Table, IDU inmates reported high enough intention to

avoid drug use while in prison and less favourable attitude towards drug use while in
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prison. Additionally, they perceived significant others as being on the opinion they

shouldn’t inject while in prison and they thought themselves as having enough control to
avoid drug use while in prison. Finally, they expressed rather positive beliefs regarding the
avoidance of drug use while in prison weighted by outcome expectancy, and perceptions
of significant others’ low approval of drug use while in prison, weighted by their motivation
to comply.

The correlations among the TPB components were then calculated. These are

presented in Table 8.8.

Table 8.8 Correlations among TPB components for IDU inmates (N = 103)

ATT SN PBC BE NB
Behavioural Intention (BI) -.318*  -.005 591** .360* -A177
Attitudes (ATT) .348** .007 e el I T
Subjective norm (SN) .064 -244%" 5207
Perceived behavioural control (PBC) .186 .064
Beliefs x Evaluation (BE) =211

Normative beliefs x motivation to

comply (NB)

As can be seen in Table 8.8, the strongest correlation was between behavioural
intention to avoid drug use in prison and the inmates’ perceived control over this
behaviour. Global and belief-based measures of attitudes and subjective norm also

correlated well. The negative indicator on attitudes correlation is because the global

attitudes item referred to injection while in prison and not to avoidance of injection.




8 4.5.2 Predictors of inmates’ intention to avoid drug use while in prison

Based on the above correlations, a linear regression model of injectors’
behavioural intention to avoid drug use while in prison on to their attitudes towards drug
use while in prison, their subjective norm and their perceived behavioural control was !||i

‘ computed. All predictors were entered to the model simultaneously. Results are presented

| in Table 8.9. |

Table 8.9 Regression of behavioural intention to avoid drug use while in prison on \

|
‘ attitudes, subjective norm and perceived behavioural control

‘ R? (adjusted) Beta
| 44

Attitudes -,319*

Subjective norm -,012

,598*

Perceived behavioural control

I * p< 0.001

As can be seen in Table 8.9, the three predictors accounted for 44% of the
variance (F(3, 96) = 27.6, p < 0.001). Of the factors, attitudes towards injection while in

prison and perceived behavioural control over not injecting in prison were independent

predictors of injectors’ intentions to avoid drug use while in prison. More specifically, those

who held negative attitudes towards injecting in prison and those who perceived

themselves as having more control over not injecting in prison were more likely to hold a

strong intention to avoid injecting drugs while incarcerated.
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8.4.6 Theory-based predictors of continuing injecting while in prison

A significant proportion of IDUs (68%) that participated in the current study
reported that they continue injecting drugs while in prison. In order to identify the potential
predictors of this behaviour, while controlling for mutual confounding, mainly among the
components of the SCMs used in the present study, | calculated the odds ratios for each of
selected theory-based variables in a logistic regression model. The “still inject” variable
was defined as dependent. The variable was expressed in a dichotomous way (0 = "no", 1
= "yes"). Then, it was regressed on a number of selected demographic and theory-based
variables. More specifically, the following variables were used as independent predictors:
1) Demographic: age (in years); 2) HBM: perceived personal susceptibility to AIDS; AIDS
severity (scores, deriving from the scale: 1 = "Strongly Disagree - 5 = "Strongly Agree’;
higher scores represent higher perceived susceptibility and higher sense of AIDS severity).
3) Health value (the Lau's et al., 1986 scale; higher scores indicating higher value attached
to health). 4) TPB: inmates’ behavioural intention to avoid drug injection while in prison;
inmates’ perceived behavioural control over not injecting while in prison (higher scores
indicated higher intention and greater control). 5) The 18-item Multidimensional Health
locus of Control (MHLC) scale (Wallston et al., 1978) was used. Each of the three locus of
control dimensions (internal, powerful others, chance) comprised six items measuring the
strength of differing control beliefs, using a six-point Likert scale, ranging from 1=
“Strongly disagree” to 6 = “Strongly agree”. Higher scores represented stronger beliefs on
the role of each of the locus of control dimensions. 8) Concern: inmates’ concern about
general health and about AIDS concern inside prison prison (1 = "Not at all' — 5 = "A great
deal", higher sores indicating greater concern). The procedure involved only one step in
which all independent variables were entered simultaneously into the model. The model

was applied for all IDUs (N = 103). All p-values reported in statistical procedure are two-
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tailed. In the Table 8.10 are presented the characteristics of those IDUs who reported that

continue injecting insisde prison versus those who reported that they don't continue.

Table 8.10 IDU inmates’ reported continuing injection inside prison (N = 103).

Variables YES (N=70) NO (N=26)
Mean S.D. mean S.D.
Age 34.79 7.9 35.08 8.7
HBM
Susceptibility 3.7 0.9 2.6 1:2
Severity 3.8 0.8 3.5 0.9
Health Value 20.4 54 19.4 6.3
MHLC
Internal 27.5 6.6 27.6 6.7
Powerful others 26.8 6.7 24.9 6.9
Chance 21.1 7.3 17.8 8.3
TPB
Intention 12.0 5:3 18.7 4.7
Perceived behavioural control 15.3 6.7 21.1 6.8
YES NO
% %
General health concern
Not at all 50.0 50.0
Little 80.0 20.0
| Medium 84.2 15.8
A lot 63.2 36.8
A great deal 74.5 25.5
AIDS concern inside
Not at all 30.0 70.0
Little 92.3 T
Medium 71.4 28.6
A lot 69.6 30.4
A great deal 79.1 20.9
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As shown in the Table 8.10, there was no difference between those who reported
continuing injection inside prison and those who did not, with regard to age, their
perceptions of AIDS severity, the value placed on health, all components of the HLC and
their general health concern. However, compared to those who reported stopping injection
insisde, those who reported continuing injection inside prison perceived themselves as
significantly more susceptible to AIDS (t(94) = -4.8; p < .001), they intended significantly
less to avoid injecting while in prison (1(94) = 5.6; p < .001) and they perceived significantly
less control over not injecting while in prison (t(94) = 3.7, p < .001). Finally, significantly
more injectors who continued injecting in prison than those not continued concerned very
much about AIDS inside prison (Chi? = 12.7; df = 4; p < .05).

The logistic regression-derived odd ratios of continuing injection inside prison, for
each of selected demographic and theory-based variables, as well as the 95% Confidence

Intervals are shown in Table 8.11.

Table 8.11 Logistic regression-derived odd ratios and 95% CI of reported continuing

injecting while in prison on selected demographic and theory-based variables (N = 103)

Variables Odds ratio 95% ClI p
Age (years) 1.01 0.92-1.10 0.80
General health concern 1.48 0.71-3.05 0.28
AIDS concern inside 0.60 0.30-1.21 0.15
Susceptibility 3.69 1.63-8.37 0.0017
Severity 1.18 0.42-3.27 0.74
IHLC 1.04 0.91-1.19 0.48
POHLC 0.98 0.86-1.11 0.78
CHHLC 1.02 0.92-1.14 0.42
HV 1.20 1.04-1.40 0.01
BI 0.71 0.56-0.90 0.0063

PBC 0.96 0.85-1.09 0.62




As can be seen in Table 8.11, inmates’ perceived susceptibility, their behavioural
intention to avoid drug injection in prison and the value placed on health were shown to be
the most significant predictors of their reported continuing injecting while in prison, with
susceptibility being the most significant predictor. More specifically, those |IDUs who felt
more susceptible to AIDS were more than 3 times likely to continue injecting while in
prison, after controlling for effects of the other variables [OR=3.69, 95%CI (1.63-8.37)].
Additionally, IDUs who expressed lower intention to avoid drug injection in prison were
more prone to continue injecting inside by about 30% [OR=0.71, 95%CI (0.56-0.90)].
Finally, those injectors placing higher value to their health were more than once more
prone to continue injecting drugs while in prison [OR=1.20, 95%CI (1.04-1.40)].

When | tried to repeat the analysis only for those with high health value (Lau et al.
1986; Wallston, 1992), this was not feasible due to the small sample size. Then | chose an
indirect measure of valuing health, the item referring to general health concern (>=4, n =

70), as a selection basis. The results are presented in the Table 8.12.

Table 8.12 Logistic regression-derived odd ratios and 95% ClI of reported continuing
injecting while in prison on selected demographic and theory-based variables, among

those greatly concerned for their general health

Variables Odds ratio 95% CI p
Age (years) 0.98 0.90-1.06 0.71
AIDS concern inside 0.49 0.22-1.11 0.08
Susceptibility 3.50 1.49-8.19 0.0039
Severity 0.79 0.26-2.40 0.68
IHLC 1.02 0.89-1.16 0.71
POHLC 0.94 0.81-1.08 0.41
CHHLC 1.03 0.92-1.15 0.52
Bl 0.83 0.68-1.02 0.08

PBC 1.00 0.88-1.13 0.96




As can be seen in Table 8.12, for those who are greatly concerned for their general
health, the susceptibility component remained the only significant predictor of inmates
continuing injecting while in prison, while the effect of behavioural intention variable was
diminished. More specifically, those IDUs who were greatly concerned for their general
health and felt more susceptible to AIDS were more than 3 times likely to continue
injecting while in prison, after controlling for effects of the other variables [OR=3.50, 95%ClI

(1.49-8.19)].

8.5 Discussion

In the first phase of this nation-wide study in Greek prisons (Chapters 4 and 5) it
was shown that drug use constituted a significant characteristic of Greek prison life.
Results presented in this section confirmed that Greek inmates had start their drug use
career before their current incarceration. The pattern that emerged was that most IDU
inmates were involved with drugs for over twenty years and that the majority of them
continued injecting up until the time this study took place. This pattern seems to be in line
with the estimations that in Greece, it was not until the late 1970s that illicit drug use
expanded to epidemic dimensions from the previous sporadic use (Kokkevi et al., 2000).
Additionally, the results indicate that a significant minority of IDUs (40%) started their drug
use career in the most risky way, by sharing. This finding confirms previous reports
(Friedman et al., 1998), which estimates the prevalence of injection with used syringes
among new injectors at the same levels (43%, for the low seroprevalence cities, among
which was Athens).

It appears that Greek prisons act as a modifier of drug using behaviour. Indeed,

while the vast majority of IDUs (88%) had started their drug using careers outside prison, a




smaller percentage of them (61%) had their most recent injection while in prison. On the
other had, the vast majority of the active injectors in prison in our sample (54/70, 77%)
reported that they were sharing while in prison. This is a consistent finding over the
surveys worldwide (Power et al., 1992a; Shewan et al., 1994; Dolan, 1997; Malliori et al.,
1998a; Jurgens, 2000), indicating that although an overall reduction in injecting while in
prison takes place compared with outside (Jurgens, 2000), those who continue injecting
while in prison seem to take more risks (Jacob and Stéver, 2000), by sharing injecting
equipment more frequently (Shewan et al., 1994). The above is further confirmed by our
finding that the majority of inmates indicated prison as the place in which they started
sharing.

When inmates were asked for precautions taken prior to incarceration, the vast
majority of them reported that they used new syringes. This was also the precaution of
preference for the vast majority of inmates, when released. In Greece, everyone (and IDUs
of course) can easily buy new syringes from the pharmacies or drug stores without
prescription, given that they can afford the relatively low cost. In other words, outside,
IDUs have unlimited opportunities to adopt a safe drug use-related practice if they want to.
On the other hand, during incarceration, the precaution of preference was the sterilisation
of the injecting equipment and the reduction of sharing. In Greek prisons, there is not an
officially approved policy on bleach provision, like in Australia (Dolan and Crofts, 2000),
nor a policy for providing clean syringes, either free, or on exchange. Nevertheless,
anecdotal reports from inmates and personal communication of the researcher with the
person in charge in the Greek Ministry of Justice indicated that inmates might have a
limited access to some kind of disinfectants (spirit, iodine) on request from prison
pharmacy. Nevertheless, it is open to discussion whether these methods and the degree
they are used by inmates could really protect them from HIV and other transmissible

diseases, like Hepatitis. Indeed, despite the very low HIV prevalence rate (0.19%), very
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high prevalence rates of Hepatitis B (62.7%) and hepatitis C (80.6%) have been reported
in Greek prisons (Malliori et al., 1998a). On the other hand, reduction of sharing reported
by 37.3% of IDUs seems to be a more realistic approach of the prevention issue inn
prisons. Given this situation in Greek prisons, there is an immediate need to reconsider
our drug-related policy within penal institutions. It is rather unrealistic to have drug free
prisons. Greek inmates in the current sample have already expressed their positive
attitudes towards the provision of free syringes and needles to all IDUs. It is up to the
prisons’ health and administration authorities to consider a realistic harm reduction policy
within the functions of the Greek prison system (Davies and Shewan, 2000). Small pilot
syringe exchange projects in individual prisons could be started, as in Switzerland (Nelles
et al., 2000) and evaluated.

An almost equally high percentage of IDUs (48.8%) and non-IDU inmates (51.2%)
in the current study (58.6% on the total sample) reported that they had taken a blood test
for HIV prior to their incarceration. This figure is different from that reported in Chapter 4,
with regard to the national sample of Greek inmates, where 36% of all inmates had taken
an HIV test. Additionally, in the national sample, the percentage of IDUs who had taken an
HIV blood test was significantly higher than that of non-IDUs. This difference might be
attributed to the different sample sizes used in the two phases of the study. Given the
small number of inmates who participated in the second phase and the nature of the
sample (purposive) used in the second phase, it is still important that more than half of the
inmates asked for an HIV blood test. Thus, it is confirmed that Greek inmates are highly
aware of the potential risks to their health outside prison, despite the fact that they feel
more at HIV risk inside than outside prison. Nevertheless, outside they have more
opportunities to take a test. Furthermore the high levels of concern about their general

health and AIDS, which were identified in this study, justify their choice to ask for an HIV

testing.




In the present study | looked for potential independent predictors of the reported
precautionary measures taken by inmates while in prison, as well as of their precautionary
intentions when released. Although a number of options were available, the dependent
variables | chose to analyse (‘stop sharing while in prison” and “use new syringes when
released) represented the most realistic precaution for HIV prevention. For the first
criterion variable, which was referred to inside prison, the only predictor identified was the
measure of perceived behavioural control, of the Theory of Planned Behaviour, while a
marginally significant contribution of past precautionary behaviour (‘stopped sharing
before incarceration”) was also evident. IDU inmates, who believed that they had control
over avoiding drug use while incarcerated, were by 17% more likely to have stopped
sharing. Those who, before their current incarceration had stopped sharing were six times
more likely to do the same while in prison. The role of past behaviour in determining
current behaviour is an issue that has attracted a great deal of attention in the literature
(Norman and Conner, 1996). A lot of studies (among drug users included) have showed
that past behaviour is the best predictor of future behaviour (see Norman and Conner,
1996 for a discussion). At a first glance, results of the present study seem to confirm the
above-mentioned reports. Nevertheless, as Ajzen (1991) has argued, past behaviour is
only important to the extent to which it influences social cognitive variables, which in turn
determine future behaviour. Actually, in our case, it seems that this is the case. Due to
methodological limitations of this study (a small sample), only two key social cognitive
variables were considered: the “severity” component of the Health Belief Model and the
perceived behavioural control (PBC) of the Theory of Planned Behaviour. Results
confirmed Ajzen’s (1991) argument, by marking out the PBC component as the most
important predictor of inmates reported stopping sharing while in prison. A potential

explanation of this finding might be that inmates’ past behaviour (having stopped sharing
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prior to incarceration) enhanced their necessary sense of control, so that they were able to
practice a similar protective behaviour while incarcerated.

Regarding inmates’ intentions to use new syringes when released, as a means of
HIV protection, the most significant predictors were related with social cognitive measures
and past behaviour. In line with the hypotheses posed by the theory of the Health Belief
Model (Rosenstock, 1966; Becker et al., 1977), IDUs inmates feeling more susceptible to
AIDS and perceived it as a severe disease were more likely to adopt a drug-related
precautionary behaviour when released. The relevant research on the ability of the HBM to
predict drug use-related safe practices is scarce. Our findings are in the opposite direction
of that reported by Falck et al, (1995), who found a negative association between
susceptibility and safe injection practices among a sample of IDUs at liberty. At the same
time, within the present sample, those inmates who valued their health high and had
already adopted a safe drug-related preventive behaviour prior to their incarceration were
more likely to continue the same safe pattern after their release. These finding are properly
interpreted when seen together. Being aware of the risks posed to their health by their
injecting behaviour, inmates feel more vulnerable to AIDS. At the same time health is
assessed as an important value in IDUs’ life and AIDS is perceived a serious threat for
health. Precautionary behaviour prior to incarceration might have given to them the
necessary reinforcement that this value could be protected, given that specific practices
are adopted. Thus, when inmates are released they will probably take advantage of the
opportunities offered by the outside world (an easy access to new syringes) and practice a
safe behaviour. The longer their stay in prison (the last significant predictor) may act as a
motivator to adopt safe practices on release. in the sense that it prolongs the time they are
exposed to risks (low opportunities for safe practices while in prison, potential peer
pressure for adopting risk behaviours like sharing), thus enhancing their sense of

vulnerability to AIDS. Unfortunately, recent findings on changes in IDU behaviour during
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the past six years, among two samples of IDUs at liberty (N; (1998) = 243, N, (1993) =
200) regarding sharing of needles (Kornarou et al., 1999) indicate that what Greek IDUs
do is different from what IDU inmates in the current sample report as intentions. According
to the results of Kornarou et al.'s (1999) study, the frequency of sharing during the past six
years occurred approximately at the same levels (39.4% in 1993 and 38.6% in 1998),
although the frequency of effective sterilisation increased from 10% to 18.9%. Further
research, using larger samples of incarcerated IDUs is required to assess the patterns of
behavioural change among inmates over time and especially why intentions do not seem
to be “translated” in behaviour. Such research would also allow the inclusion of extra
psychosocial variables (i.e. locus of control, or self-efficacy), which have been proposed as
significant predictors of health protective behaviours (Norman and Bennett, 1996;
Schwarzer and Fuchs, 1996) and clarify these discrepancies in IDUs' intended and actual
behaviour.

Also examined in the present study were the predictors of IDUs' reported injecting
behaviour inside prison, both indirectly (in terms of intentions to avoid drug injection while
in prison) and directly (injection inside prison), from a theoretical perspective. | have to
mention here that, to the best of my knowledge, this is the first time that such theory-based
research has been conducted in Greece. Results of the present study showed that Greek
inmates who perceived greater behavioural control over avoiding injecting while in prison,
as well as those who held a negative attitude towards injecting in prison were more likely
to intend to avoid injection inside. These results are in line with expectations derived from
the TPB (Ajzen, 1991) and provide strong support for the utility of the Theory of Planned
Behaviour in predicting drug injecting avoidance intentions. Indeed, there seemed a direct
link between measures of perceived control and attitudes and intentions, although not
between subjective norms and intentions. Reviews of the studies on TPB are generally

supportive to the theory (Ajzen, 1991; Conner and Sparks, 1996; Abraham et al., 1998).
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Nevertheless, the theory has not been tested to a great extent on drug use practices.
Compared with the results of the limited studies in the area, findings of the present study
regarding the prediction of intentions are on the one hand consistent with the findings of
Conner and McMillan (1999), who found that attitudes and perceived behavioural control
predicted students’ intentions to use cannabis. On the other hand, findings of the current
study contradict the findings of Hawkins' et al., (1999), who found that subjective norms
predicted needle sharing and cleaning among IDUs. These comparisons, nonetheless,
should be considered with caution, as significant methodological differences among the
three studies existed. More specifically, Conner and McMillan' (1999) studied intentions of
a sample of students towards cannabis use, a drug-related behaviour which is not
connected with the HIV. Hawkins et al., (1999) used a sample of IDUs at liberty, they
tested only one component of the TPB (subjective norms) and used a different measure of
actual behaviour - namely needle sharing and cleaning - as the criterion variable. On the
other hand, the present study used a sample of incarcerated IDUs and used measures of
intentions and actual behaviour referring to injecting drugs inside prison.

Additionally, when a measure of actual drug-related behaviour was used, it was
found that the intention component of the Theory of Planned Behaviour, the susceptibility
component of the Health Belief Model, and Health Value appear to be the most significant
predictors of IDUs’ reported continuing injection while in prison. However, when controlling
for the value inmates placed on their health (by using an indirect measure of health value),
only the susceptibility component remained the most significant predictor. Thus, findings of
the present study seemed to favour HBM as a superior model in predicting actual drug-
related behaviour in prison. Different studies have used the HBM and the TPB/TRA
together in an effort to predict mainly sexual practices (see Norman and Conner, 1996 for
a review: also Wilson et al., 1990; Basen-Engquist, 1992; Zimmerman and Olson, 1994),

producing mixed results. At the same time, | was not able to detect any study using the
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HLOC construct simultaneously with other models, despite the relevant suggestions about
the need to include multiple constructs (i.e. health locus of control beliefs, health value and
specific behavioural beliefs) (Wallston, 1991). In the present study, when components of
the Health Locus of Control were put together with other models, they had no predictive
power. Actually this was the case when HLOC was used as a predictor variable of specific
drug-related practices adopted by inmates inside prison. As a generalised expectancy
health model, the HLOC construct was not anyway expected to be a powerful predictor of
specific health behaviours (Wallston, 1992; Norman and Bennett, 1996). The present
study did not have any measure of self-efficacy (Bandura, 1977) as a predictor of drug-
related behaviour of inmates. Self-efficacy construct appears to be a key predictor of
health behaviour (Norman and Conner, 1996). The lack of such an important variable from
a theory-based survey definitely restricts our ability to accurately identify all the potential
intervening factors of drug use behaviour of inmates.

In the first phase of this study (Chapter 5), | identified that imprisonment-related
variables (total time in prison, being a convict), criminality outside prison (previous drug
conviction) and risk sexual behaviour prior to imprisonment appeared to have a strong
influence on the probability that a drug user injects in prison. Additionally, in the second
phase of the study, | identified specific beliefs (susceptibility and intentions) to predict
IDUSs' injecting in prison. Taken together these two sets of predictors of injecting in prison,
give a clearer picture of the factors influencing inmates' injectors’ decisions to continue
injecting when incarcerated. These factors are both situational and individual. They
provide a significant knowledge base for prison authorities and health educators to design
health education interventions. Given the complexity of intervening at a situational level
(i.e. this would require changes in the Greek Penal Code, which defines the legth of
imprisonment for each offence), | would suggest that priority should be given to the

individual factors. HIV and AIDS education should be tailored to IDUs by means of
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personalised risk assessment, risk profile and other methods (Henson et al., 1998),
enhancing their personal susceptibility to AIDS. At the same time, programmes running on
entrance to prison could provide inmates with skills that could improve their sense of
personal control over injecting in prison.

The present study examined for the first time in Greek prisons potential
determinants of IDU inmates' intentions to avoid practicing drug-related behaviours inside
prison, of their actual drug-related behaviour inside prison, and of the adoption of
precautionary drug-related behaviours among inmates, while imprisoned and after release,
placing emphasis on social cognitive measures derived from specific Social Cognition
Models. This constitutes a step beyond the previous descriptive and “epidemiological” type
of research hitherto conducted in Greece. Significant social cognitive predictors were
identified. These findings could provide grounds for health interventions in Greek prisons,
deriving from scientific theory-based research. Such interventions, targeted at inmates
who are to be released, should be designed to enable IDUs to: 1) see themselves as
susceptible to AIDS; 2) to understand the severity of AIDS; 3) and reinforce the use of
precautions. Finally, these interventions should empower IDUs by providing them with the
necessary skills in order to choose the most appropriate and efficient precautionary drug-

related practice.




Summary

In this Chapter were examined the prevalence of drug use prior to and during
incarceration, as well as the reported precautionary drug-related measures adopted prior
to and while in prison and the intentions after release, in a sub-sample of Greek IDUs
inmates. Additionally, was tested the ability of specific Social Cognition Models (HBM,
MHLC, Health value, TPB) to predict inmates’ reported cessation of sharing while in
prison, their (intention to) use new syringes after release, as a means of protection for HIV
infection, as well as the intended and actual injecting behaviour while in prison. Results
showed that compared to outside, inside prison, inmates tended to inject less, but share
more, confirming previous findings in Greece and internationally. Use of new syringes was
the precaution of preference prior to incarceration and intended to be also after release.
This was interpreted in the light that in Greece everyone has easy access to new syringes.
On the other hand, during imprisonment, the use of sterilised works and a reduction in
sharing were the two mostly reported preventive measures. Results of the regression
analyses showed that perceived behavioural control (component of the TPB), past
behaviour (having stopped sharing prior to imprisonment) and (marginally) AIDS severity
(component of the HBM) were the most significant predictors of inmates’ reported
cessation of sharing while in prison. On the other hand, susceptibility to AIDS, severity of
AIDS (components of the HBM), the value placed on health, total time in prison and past
behaviour (having stopped sharing prior to imprisonment) were the most significant
predictors of inmates' reported intention to use new syringes after their release, as a
means of protecting themselves from getting AIDS. Finally, inmates’ intention to avoid drug
injecting while in prison was predicted by their attitudes towards injecting inside and their
perceived personal control over injecting inside. When variables from all the four models

were analysed simultaneously, injectors’ susceptibility to AIDS, the value placed on their
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health and their intentions to avoid injecting inside were the most significant predictors.
Nevertheless, when controlled for the value placed on health, perceived susceptibility
remained the only significant predictor. Results were discussed, from a theoretical
perspective, in relation to similar patterns of drug use behaviour inside prison, identified in

previous Greek and international research and on implications on health interventions for

Greek injectors inmates.
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CHAPTER 9: Phase 2: Sexual behaviour of Greek inmates prior to

imprisonment, and intended sexual practices after release

9.1 Introduction

Although research suggests that sexual behaviour is not a major risk factor for HIV
and other blood-born virus transmission inside prisons — compared to injecting behaviours
(Bird and Gore, 2000), numerous studies have stressed the importance of focusing on
individuals’ safe sexual practices in order to minimise further the risk of HIV transmission,
especially after release (i.e. Hubert et al., 1998; van Campenhoudt et al, 1997). Prisons
are not a static reservoir of persons. Inmates are sexually active before their incarceration,
adopting to a greater or lesser extent precautionary measures, they might be involved in
(homo)sexual activities while in prison and intend to continue their sexual life when
released (Jurgens, 2000). This continuum in sexual life needs to be systematically studied,
as previous (before incarceration) patterns of behaviour or other psychosocial variables
may be significant determinants of future (after release) actions. At the same time,
studying sexual behaviour is not an easy task. If researchers wish to go beyond a
descriptive approach and seek to describe the determinants of behaviour, they have to
face a complex phenomenon, characterized to a great extent by impulsivity and affection
rather than rational decision-making (Ferrand and Snijders, 1997). This requires the use of
sensitive measures and approaches.

To the best of my knowledge, no theory-based study untii now - either

internationally or in Greece - has studied sexual behaviour of inmates as a continuum,
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although significant descriptive studies have been published (Power et al.,, 1992b). The
present study attempts to fill this gap by first, describing the pattern of sexual behaviour
and the relevant precautionary measures taken by inmates, prior to their incarceration,
during imprisonment and (intentions) after release. Then the present study attempts to
identify specific significant predictors of future (after release) sexual behaviour among a

number of demographic, penal, psychosocial and theory-based variables.

9.2 Subjects and procedure

As mentioned in Chapter 6, in the second phase of the study among Greek
inmates, a representative sample of the male population of the judicial prison of Korydallos
- the biggest in Greece - (N = 242) was invited and participated. After permission was
granted, the selected inmates were seen in privacy and offered a body of questionnaires
together with an open envelope. All inmates were previously informed about the overall
procedure of the study, they were offered assurances of anonymity and confidentiality,
while the voluntary character of participation was particularly stressed. Those who did not
want to take part were free to do so. As the questionnaires required time to be completed,
inmates were asked to take them to their cells, to fill them in, and return the sealed
envelop with the questionnaires to the researcher on his next visit to the prison (in two
days). The response rate was 58.2%. The basic demographic and penal characteristics of

the sample, as well as the methodology of the study are presented in detail in Chapter 6

(pp. 160).
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9.3 Measures

Sexual practices and precautions

Detailed data of inmates’ sexual behaviour, and precautions during sexual
intercourse, before incarceration, while in prison and intentions after release, were
gathered by means a self-report questionnaire that was constructed for the purpose of the
current study. The questionnaire was based on previous similar research among Scottish
inmates (Power et al.,, 1992b).

Before incarceration. Inmates were asked whether they were sexually active (“Did you
have sexual relationships?” (YES — NO). If they were, they were asked about specific
practices: “Did you practice vaginal / anal sex? (Always protected — Occasionally
protected — Always unprotected — Not Applicable). They were also asked for the number
of female and male sexual partners, other than their wife or regular partner, during the last
12 months before their current incarceration. Additionally, they were asked whether they
had paid for sexual intercourse from a sexual worker during the last 10 years. With regard
to precautions, inmates were given specific options to indicate: “Regular condom use’,
“Select sexual partners more carefully’, “Reduce the number of sexual partners”, “Stop
having sex with a particular partner’ (YES — NO). Finally, inmates were asked to indicate
how often they thought of their sexual behaviour in relation to AIDS (Never — Rarely —
Occasionally — Often — Very often). In the above questions, inmates were also offered the
option "No reply".

Inside prison. Inmates were asked whether they ever had penetrative sexual contact
with another inmate (YES — NO). If they had, they were asked to indicate the number of
sexual partners, whether they were receptive or insertive and whether they had sex with or

without protection. Finally, inmates were again given specific precautionary options to
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choose: “Regular condom use”, “Careful selection of sexual partners”, “Reduction of
sexual partners” (YES — NO). Again, in the above questions, inmates were also offered
the option " No reply".

When released. Inmates were asked for the estimated number of sexual partners they
were likely to have one-year after their release, as well as the gender of these partners.
Then inmates were asked whether they intended to have vaginal and anal intercourse
without protection (Definitely YES - Definitely NO — Not applicable). Regarding the
precautions they intended to take, inmates were given specific options to choose: “Choose
not to have sex with a particular partner”, “Reduce the number of sexual partners”, “Select
sexual partners more carefully’, “Change sexual practices with my partner’, “Regular
condom use” (Definitely YES — Definitely NO — Not Applicable). Similarly to questions on
sexual behaviour prior to and during incarceration, in the above questions, inmates were
also offered the option "No reply".

Additionally, the following measures were used in the analyses presented in this
Chapter: 1) Knowledge of HIV prevention means, 2) attitudes towards HIV/AIDS and HIV
infected persons, 3) perceived risk for HIV/AIDS inside and outside prison and concern
regarding general health and AIDS, inside and outside prison, 4) the Health Belief Model
(HBM) scale, the Multidimensional Health Locus of Control (MHLC) scale, the Health
Value scale (see Chapters 6 and 7 for a detailed description), and 5) the Theory of

Planned Behaviour (TPB) scale (see Chapter 8 for a detailed description).

9.4 Results

From the total of 238 inmates who participated, the vast majority (235, 98.7%) had

sexual relationships prior to their incarceration. The remaining 3 inmates (1.3%) had no
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sexual relationships. These three inmates were all IDUs. | have no additional information
on why they were sexually inactive. For the 235 inmates who were sexually active prior to
imprisonment, 99 (42.1%) had injected drugs sometime prior to imprisonment and 136

(57.9%) had no history of drug use.

9.4.1 Sexual behaviour prior to imprisonment

All sexually active inmates were asked whether or not they had vaginal or anal
intercourse prior to imprisonment and whether they had adopted any precautions with
these practices. The information provided by inmates on these issues is presented in

Table 9.1.

Table 9.1 Sexual behaviour and precautions of sexually active IDUs (n = 99) and non-

IDUs (n = 136) prior to imprisonment

Vaginal intercourse Anal intercourse*
Prior to imprisonment did IDUs non-IDUs IDUs non-IDUs
you have? n (%) n (%) n (%) n (%)
Always protected (18 8) 4 (27.2) 7 (20.5) 8 (25.2)
Occasionally protected 4 (45.8) (36 0) 5(42.2) 27 (24.3)
Always unprotected 3 (34.4) 9 (31.2) 5 (30.1) 5 (13.5)
No 1(1.0) 7 (5.6) 6 (7.2) 1(36.9)

* Chi?=28.8; df = 3; p < .001

As Table 9.1 shows, the majority of IDUs and non-IDUs had vaginal intercourse
but used protection occasionally. A significant percentage of both groups (more than one
third) did not use any protection at all when they had vaginal intercourse. Almost one third

(27.2%) of non-IDUs reported that they always had vaginal intercourse with protection,
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while the corresponding percentage for IDUs was 18.8%. A significant percentage of IDUs
had been involved in anal intercourse and they followed the same pattern of protection, as
with the vaginal intercourse. The majority of them (42.2%) used protection occasionally;
one third of them did not use any protection at all, while 20.5% had anal intercourse
always protected. From those non-IDUs that had anal intercourse, almost half (49.5%)
used protection, although not always on a regular basis. A significant difference between
the sexual behaviour of IDUs and non-IDUs appeared in terms of practicing anal
intercourse and the way that behaviour was practised. Significantly more non-IDUs than
IDUs abstained from anal intercourse, while significantly more IDUs than non-IDUs had
anal intercourse always unprotected (Chi? = 28.8; df = 3; p <.001).

In order to assess levels of sexual activity and promiscuity, all sexually active
inmates were asked how many female and male sexual partners — except their wives or
stable partners — each inmate had in the last twelve months prior to imprisonment. Results

are presented in Table 9.2.

Table 9.2 Number of female and male sexual partners for sexually active IDUs (n = 99)

and non-IDUs (n = 136) in one year prior to imprisonment

Female Male

No of partners IDUs non-IDUs IDUs non-IDUs

n (%) n (%) n (%) n (%)
None 1(21.3) 48 (37.2) 91(95.8) 120 (98.4)
1 7 (27.6) (19 4) 3(3.2) 1(0.8)
2-5 7 (27.6) 6 (27.9) 1(1.1)
6-10 0 (10.2) 8 (6.2)
More than 11 3(13.3) 12 (9.3) --- 1(0.8)




As can be seen in Table 9.2, both groups had a rich sexual heterosexual history
and were promiscuous enough, in 1 year prior to their imprisonment. The majority of both
groups (IDUs: 78.7%; non-IDUs: 62.8%) reported sexual contacts with females, other than
their wives or the stable partner. Regarding homosexual activity, the overwhelming

majority of both groups abstained from such behaviour.

9.4.2 Precautions re sexual behaviour prior to imprisonment

All inmates with a sexual history were asked whether they had adopted any sexual
precautions prior to imprisonment in order to reduce their chance of becoming infected
with HIV. Inmates’ responses to a range of options to reduce risk are presented in Table

9i3.

Table 9.3 Adoption of precautions for sexually active IDUs (n = 99) and non-IDUs (n =

136) prior to imprisonment, to reduce chance of becoming infected with HIV

IDUs non-IDUs
Precautions YES NO YES NO
H n (%) n (%) n (%) n (%)
Use condoms regularly 47 (49.0) 49 (51.0) 66 (51.2) 63 (48.8)
Select partners more carefully 75 (76.5) 23 (23.5) 106 (81.5) 24 (18.5)
Reduce sexual partners 46 (47.9) 40 (52.1) 71/(55:5) 57 (44.5)
Stop having sex with a partner 31 (34.1) 60 (65.9) 45 (35.4) 82 (64.6)

As Table 9.3 shows, half of both IDUs and non-IDUs had adopted regular use of
condoms. The majority of both groups (non-IDUs: 81.5%, IDUs: 76.5%) reported careful
selection of partner as the precaution of choice. Finally, a similar proportion of IDUs

(34.1%) and non-IDUs (35.4%) reported that hey had stopped having sex with a particular
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partner, in order to reduce the risk of HIV infection.
Finally, all sexually active inmates were asked whether they thought of their sexual

behaviour in relation to AIDS. Their responses are showed in the Table 9.4.

Table 9.4 Thought of sexual behaviour in relation to AIDS for sexually active IDUs (n = 99)

and non-IDUs (n = 136) prior to imprisonment

Thought of sexual behaviour in relation to AIDS IDUs non-IDUs
n (%) n (%)
Never 7 (17.5) 22 (16 7)
Rarely 9 (19.6) (11.4)
Occasionally 21 (21.6) (18.2)
Often 5 (25.8) 36 (27.3)
Very often 5(15.5) 35 (26.5)

As seen in Table 9.4, there were no significant differences between the two groups

with regard to the way they thought of their sexual behaviour in relation to AIDS.

9.4.3 Sexual behaviour within prison

From the 238 inmates who replied, only 3 (1.3%) reported sexual contact with
another inmate while imprisoned. One inmate (0.4%) refused to answer this question.
From the 3 inmates who had been sexually active within prison, one had sex with 1
partner, one with 2-5 partners, while one reported 6-10 sexual partners. Two of these
inmates had been insertive during anal intercourse, while one had intercourse both
receptively and insertively. All 3 inmates reported that they had been involved in

unprotected intercourse (no condom use), although two of them said that they had

selected their partners carefully.
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9.4.4 Expected sexual behaviour after release
All inmates were asked how many sexual partners they thought they would have
one year after their release. 209 inmates (86.4%) replied to this question. The rest 33
inmates (13.6%) did not answer. More than half of the 209 inmates who expressed their |
sexual intentions (111, 53.1%) stated that they would be monogamous, while one third of
them (70, 33.5%) stated that they expected to have 2.5 sexual partners. Smaller
percentages of inmates reported multiple partners (“6-10", 6.2%; "more than 117, 7,2%). |
Expressing their intentions with regard to sexual orientation after release, all non-IDUs
inmates declared an exclusively heterosexual orientation. The vast majority of IDU
inmates (91%) stated that their partners’ gender would be exclusively female. 5 IDUs
(5.4%) reported an exclusive homosexual intention, while 4 |DUs (4.3%) reported a future
bisexual intention (Chi? = 11.3; df = 2: p <.005).
Only those inmates who expressed an intention to be sexually active after release
(n = 209) were asked whether they expected to have vaginal and anal intercourse without

protection. Results are presented in Table 9.5. |
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Table 9.5 Likelihood of unprotected sexual behaviour of intended sexually active IDUs (n

= 92) and non-IDUs (n = 117) one year after release

Unprotected vaginal

Unprotected anal

intercourse intercourse’

IDUs non-IDUs IDUs non-IDUs

N (%) n (%) n (%) n (%) |
Definitely yes 28 (31.1) 51 (45.9) 24 (27.0) 17 (16.5)
Very likely 23 (25.6) 21 (18.9) 23 (25.8) 16 (15.5)
Unsure 14 (15.6) 8(7.2) 15 (16.9) 8 (7.8)
Very unlikely 5 (5.6) 11 (9.9) 6 (6.7) 14 (13.6)
Definitely no 20 (22.2) 20 (18.0) 21 (23.6) 47 (45.6)

*Chiz= 17.8; df = 5; p < .005

As can be seen in Table 9.5, more than half of both groups (56.7% of IDUs and

64.8% of non-IDUs) were very unlikely or definitely would not use protection during vaginal ‘

intercourse after release. On the other hand, almost similar percentage of IDUs (22.2%)

and non-IDUs (18%) stated that they definitely would use protection during vaginal

intercourse. In percentage terms, these figures are lower than those reported by both

groups regarding the precautions they used to take before imprisonment (see Table 9.3).

With regard to anal intercourse after release, double the percentage of non-IDUs

(59.2%) than IDUs (30.3%), intended to definitely or very likely to have protected

intercourse. This difference between the two groups was statistically significant (Chi® =

17.8; df = 5; p < .005).
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9.4.5 Precautions re sexual behaviour intended to be adopted by inmates after

their release

The 209 inmates who stated that they would be sexually active after release were ‘
also asked what other precautions they might adopt in order to reduce the chance of

getting infected with HIV. Tables 9.6a and 9.6b show inmates’ responses to a number of

available options.

Table 9.6a Adoption of precautions for intended sexually active IDUs (n = 92) and non-

IDUs (n = 117) inmates, after release, to reduce chance of getting AIDS

Not having sex with a Reduce nos of Select partners more
particular partner partners carefully
IDUs non-IDUs IDUs non-IDUs IDUs non-IDUs
n (%) n (%) n (%) n (%) n (%) n (%)

Definitely yes 28 (31.8) 30 (30.9) | 35(39.8) 48(46.6) | 62(70.5) 78(73.6)
Very likely 13 (148) 20(206) | 17(19.3) 14(136) | 15(17.0)  9(85)
Unsure 15(17.0) 9(9.3) |15(17.00 8(78) | 6(6.8) 3 (2.8)
Very unlikely 9(102) 7(72) | 8(9.1)  8(7.8) 1(1.1) 3 (2.8)
Definitely no 23 (26.1) 31(32.0) | 13(148) 25(24.3) | 4(45) 13(123)

271







considered. as | thought that they were too vague as regards their effectiveness in
protecting people from HIV/AIDS. Additionally, as HIV precautionary means, they seem to
overlap with the "use of condom" alternative.

In the model, the reported intention of inmates to use condoms regularly, as a
means of reducing the chances of getting AIDS, initially expressed in a five point Likert
scale (1 = "Definitely No" to 5 = "Definitely Yes") was transformed to a dichotomous
variable (0 = "no", 1 = "yes") ([5 = "Definitely Yes"] = 1 ("yes"), [all other answers] = 0
("na")). Then this variable was regressed on selected demographic, penal and theory-
based variables. More specifically, the following variables were used as independent
predictors:

1) Demographic: Age (in years). Family status {["married" and "cohabit"] =1 ('In a
stable relationship”); ['unmarried”, vdivorced", separated”, widower"] = 0 (“Not in an stable
relationship”)}. Educational level {['illiterate", "primary"] = 1 ("Up to primary education”);
['secondary", "high school'] = 2 ("Secondary education”); ["higher", "university"] = 3
("Higher education”)}. Being an IDU (1 ="yes", 0 = "no").

2) Penal: current time in prison (in months).

3) Knowledge, attitudes and practice:

- Correct knowledge of methods of preventing HIV transmission subscale (score):
[The subscale comprised 7 items, each measured in a "True" - "False" - "Don’t know"
answering scale. Score was extracted by adding number of correct answers and then
dividing this number with the total number of items (7). Higher score represented more
accurate knowledge].

- Total attitude score [Attitude questions were rated on a 5 point Likert scale, from
“Strongly agree” to “Strongly disagree”. Higher scores represented more liberal attitudes

concerning AIDS issues. The score was calculated by adding each attitude item's score
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and then dividing by the total number of items (17)].

4) Having had an AIDS test (1 ="yes", 0 ="na").

5) Risk, concern: Perceived personal AIDS risk inside and outside prison and
concern of AIDS outside prison (1 = "Not at all" to 5 = "A great deal").

6) HBM: Susceptibility, severity, benefit (from using condoms) and cost (from using
condoms) scores. The scores derived from the scale: 1 = "Strongly Disagree to 5 =
"Strongly Agree". Higher scores represented higher perceived AIDS susceptibility, higher
sense of AIDS severity, and stronger beliefs regarding the benefits and the costs of
adopting the HIV-protective behaviour).

7) MHLC: The 18-item Multidimensional Health locus of Control (MHLC) scale
(Wallston et al., 1978) was used. Each of the three locus of control dimensions (internal,
powerful others, chance) comprised six items measuring the strength of differing control
beliefs, using a six-point Likert scale, ranging from 1 = “Strongly disagree” to 6 = “Strongly
agree”. Higher scores represented stronger beliefs on the role of each of the locus of
control dimensions.

8) Health value: The Lau's et al., (1986) scale was used. The scale comprised four
items. and inmates were asked to indicate in a seven point Likert scale ranging from 1 =
“Strongly agree” to 7 = “Strongly disagree”, the value they placed on health. Due to the
negative wording of two items, the first and the fourth items were reverse coded according
to the instructions (Norman and Bennett, 1996), so that higher scores indicating higher
value attached to health.

9) Previous sexual behaviour. regular condom use prior to imprisonment (1 =
"yes", 0 = "no").

The model was applied for all sexually active inmates who had reported any kind of

vaginal or anal intercourse before their incarceration (N = 214). In Table 9.7 are presented
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the characteristics of inmates who do and do not intend to regularly use condoms after I

their release.

Table 9.7 Inmates’ reported intention to regularly use condoms after their release (N=214)

Variables YES (n = 74) NO (n = 140)
mean S.D. mean S.D.
Age 37.0 9.1 36.2 9.7
Time in prison (months) 17 .4 17.9 178 224
Knowledge of prevention means .65 .24 .68 .21
Attitudes 37 44 3.5 .61
HBM
Susceptibility 3.0 1A 3.1 1.0
Severity 35 .83 3.7 .89
Benefits 4.7 .62 4.4 .80
Costs 2 15 3.8 1.2
MHLC
Internal 29.2 5.6 28.5 5.0
Powerful others 27.4 5.6 26.1 6.1
Chance 18.3 7.1 20.9 7.0
Health Value 225 5:5 20.8 5.6
% %
Family status
In stable relationship 28.4 71.6
In unstable relationship 38.5 64.5
Educational level
Up to primary education 35,1 64.9
Secondary education a2 67.3
Higher education S 64.3
% %

Having had the HIV test




Table 9.7 (cont.) Inmates’ reported intention to regularly use condoms after their release

(N =214).
Variables YES (n = 74) NO (n = 140)
% %
AIDS concern outside
Not at all 22.5 4765
Little 314 68.6
Medium 30.0 70.0
A lot 45.3 54.7
A great deal 40.8 59.2
HIV personal risk outside
Not at all 52.6 47 .4
Little 36.1 63.9
Medium 50.0 50.0
A lot 44 .8 59,2
A great deal 57.9 421
HIV perceived risk inside
Not at all 38.8 61.2
Little 314 68.6
Medium 37.9 62.1
A lot 35:1 64.9
A great deal 30.6 69.4
Regular use of condoms before
YES 56.1 43.9
NO 10.1 89.9
Being a drug user
YES 33.7 66.3
NO 36.1 63.9

As can be seen in Table 9.7, there were no significant differences between those

who did not intend to use condoms regularly when released and those who did intend to
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use condoms, with regard to age, current length of time imprisoned, knowledge of
prevention means, susceptibility to AIDS, severity of AIDS, internality, family status,
educational level, having had the HIV test, AIDS concern outside prison, HIV perceived
risk inside and outside and being a drug user. However, compared to those who did not
intend to use condoms regularly when released, those who did intend to use condoms had
more favourable AlDS-related attitudes (1(196) = -2.1, p < .05), they perceived more
benefits (t(195) = -2.6, p < .01) and less costs (t(195) = 5.9, p < .001) from using condoms,
they were more likely to perceive powerful others as controlling health (t(196) = -2.2, p <
105) and less likely to perceive chance as the locus of control of their health (t(196) = 2.7,
p < .01). Finally, significantly more inmates who did not intend to use condoms regularly
when released had not regularly used condoms before imprisonment (Chi2= 46.2; df = 1;
p <.001).

Nevertheless, the data presented in Table 9.7 were inherently confounded and
therefore not directly interpretable. In order to assess the potential predictors of inmates’
reported intention to regularly use condoms when released, a linear regression model
was computed. In this model, the standardised beta weights derived from the regression
equation described the relations between the above-mentioned demographic, penal and
psychosocial variables, while controlling for mutual confounding. The analysis was applied
to all sexually active inmates (N=214). The procedure involved only one step in which all
independent variables were entered simultaneously into the model. The results of this

analysis are shown in Table 9.8.
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Table 9.8 Regression of inmates' reported intention to regularly use condoms when
released on past sexual behaviour and selected demographic, penal and theory-based
variables (N=214)

Variables R? (adjusted) Beta
427
Age (years) -.069
Time in prison (months) .061
Knowledge of prevention means -.075
Attitudes .028
Susceptibility 125
Severity -.078
Benefits 88"
Costs -.145*
Internal MHLC -.028
Powerful others MHLC -.065
Chance MHLC -.150*
Health Value .019
Family status -.064
Educational level -.061
Having done the HIV test -.089
AIDS concern outside .061
HIV personal risk outside .085
HIV perceived risk inside -.032
Regular condom use before 541
Being a drug user -.008

*p=.05; " p=.001

As can be seen in Table 9.8, together, the factors accounted for 43% of the
variance of inmates' intentions for using condoms regularly after release (F(20, 137) =
6.84, p < .000). The variable referring to past behaviour (regular condom use before
incarceration) was the most significant predictor. More specifically, those who were using
condoms regularly prior to their incarceration, those who were perceiving less sex-related
cost (annoyance in using condoms) and more sex-related benefits (using condoms is an

effective way to protect from AIDS) and those inmates less believing that chance was the
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locus of control of their health were significantly more prone to use condoms after their
release.

In order to be consistent with the relevant theoretical requirements (Lau et al.
1986, Wallston, 1992), and potentially enhance the predictive ability of the theories used in
the model, | applied the same regression model only among those sexually active inmates
who valued their health as high (N = 128), using the median of the Health Value Scale (22)
as the cutting point. Again, the procedure involved only one step in which all independent
variables were entered simultaneously into the model. In the Table 9.9, below are

presented the results of this analysis.
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Table 9.9 Regression on reported intention to regularly use condoms when released for
those inmates who value their health as high (N = 128) on past sexual behaviour and

selected demographic, penal and theory-based variables

Variables R? (adjusted) Beta
426
Age (years) .005
Time in prison (months) .066
Knowledge of prevention means -.075
Attitudes .020
Susceptibility .239
Severity -.266™*
Benefits 128
Costs -.071
Internal MHLC -.097
Powerful others MHLC -.094
Chance MHLC -.153
Family status -.083
Educational level .001
Having done the HIV test -.008
AIDS concern outside -.029
HIV personal risk outside .226*
HIV perceived risk inside -.150
Regular condom use before BT
Being a drug user -.045

*p< .05, ™ p<.01; **p<.0001

As can be seen in Table 9.9, focusing on those inmates who valued their health as
high, the amount of variance explained remains the same (F(19, 77) = 4.75, p < .000),
while some of the variables shown as significant predictors in the previous model (regular
condom use prior to incarceration, perceived sex-related benefits and costs and belief on
chance as the locus of control over health) changed. More specifically, the variable

referring to past behaviour (regular condom use before incarceration) remained the most
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significant predictor. Additionally, the effect of benefit and cost components diminished, as

did the effect of the Chance Locus of Control component. Furthermore two new variables
came up as significant predictors. Those perceiving AIDS as severe and those perceiving
themselves as at high risk outside prison were more likely to regularly use condoms when

released.

9.5 Discussion

Greek inmates in the current study appeared as having a rich sexual life prior to
their incarceration and intended to continue as such after their release. Prior to
incarceration, inmates’ sexual life could be characterised as highly risky since a significant
proportion of them were involved in sex with a sexual partner other than their wives or
their primary partner as well as being involved in unprotected anal and vaginal intercourse.
IDU inmates practiced more risky sexual behaviour than non-IDUs. Although almost half of
both groups reported use of condoms as a means of preventing HIV transmission prior to
incarceration, the protection of preference for both groups was the careful selection of
partners, both prior to imprisonment and was expected to be so after release. This pattern
of a risky sexual behaviour prior to incarceration is in line with previous findings in
European prisons (Kall, 1994; Rotily et al., 1995) while it quite similar to the reports of
Power et al., (1992b) from their study among Scottish inmates. Nevertheless, a striking
difference between Greek and Scottish inmates appeared in relation to condom use.
Impressively lower percentages of Scottish inmates reported use of condoms prior to
incarceration. Condom use is considered a common practice in Greece, although it is
closely connected with infidelity and the main reason for use is contraception (Agrafiotis

and colleagues, 1997a). Condom use was reported by 51.1% and 68.6% of two samples
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of Athenians, aged 30-39 years old (our inmate’s mean age was 37.2 years) in the context
of two KABP studies conducted at the beginning of 1990s (Dubois-Arber and Spencer,
1998). Nevertheless, these figures are among the lowest reported among sixteen
European countries that participated in the European Concerted Action Project. For
example, the corresponding figure for the United Kingdom was 80.9% for men, aged 18-
59 years (Dubois-Arber and Spencer, 1998). Given these differences on the rates of
condom use among the Greek and British general population, it is difficult to explain the
difference shown in condom use among Greek and Scottish inmates. Nevertheless, the
high rate of condom use prior to incarceration among Greek inmates might be attributed to
the fact that Greek inmates reported increased levels of sexual activity with a casual
partner (other than their wives or their regular partner). Thus, Greek inmates seemed to
confirm the Greek cultural pattern, which connects condom use with infidelity.

On the other hand, it is worrying that the majority of Greek inmates reported careful
selection of partners, before and after their incarceration, as the precaution of choice. This
figure is in line with the results of the Athenians’ KABP study reported from Peto et al,,
(1998), which indicated that careful selection was the most preferable choice for HIV
protection, among the population. It seems that ten years later, the belief that careful
selection of partners could protect someone from AIDS is still present. Additionally, a
significant percentage of inmates in the current study reported that they would reduce the
number of sexual partners as a means of protecting themselves from AIDS, when
released. These results, combined with the absolute intention expressed by a significant
proportion of inmates to get involved in unprotected vaginal and anal intercourse, indicates
a rather pessimistic perspective for inmates when released. Obviously the effectiveness of
such practices for HIV protection is questionable. Additionally, results on inmates’

knowledge (Chapter 7) showed that almost half of them erroneously believed that they
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could effectively protect themselves by only having sex with people who look fit and
healthy. It might be possible that inmates’ sexual behavioural choices in relation to AIDS
are made on the ground of this false knowledge. These findings call for an immediate
intervention in prison settings. Health education messages addressing specifically these
issues (effective means of protection from HIV) should target inmates just before they are
released, as well as those who, according to Greek Penal Code, are entitled to weekly
leave. Obviously there is a knowledge gap needed to be covered. Nevertheless, over and
beyond simple provision of information, a change in inmate's attitudes towards the
effectiveness of specific sexual behaviour is required. Formatting a positive attitude
towards condoms as the main means of HIV protection should be a priority for health
educators.

In Chapter 8 of this report it was shown that Greek IDU inmates report at a
significant level, adoption of drug taking risk reduction practices prior and during to
imprisonment, as well as (intentions) after release. As shown in the above paragraphs of
this Discussion chapter this was not the case as far as sexual behaviour risk reduction
strategies. Both prior to incarceration and after release, for those IDUs who reported any
kind of sex-related protective behaviour, half reported use of condoms, while the majority
reported adopting the questionable practice of selecting partners carefully. These findings
are in line with previously reported works internationally (Power et al., 1992b; Rhodes et
al., 1998) and in Greece (Kornarou et al, 1999), where the frequency of effective
sterilization has reportedly increased, but regular use of condoms among IDUs was
reported only with casual partners. Ethnographic work (Rhodes and Quirk, 1996, cited in
Rhodes et al., 1998) among IDUs suggested that compared with the risks related to sex,
injection risks not only were perceived to be a more efficient HIV transmission route, but

also viewed as more immediate, more likely and thus more important. On the other hand,
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IDUs viewed unprotected sex as normal in heterosexual long-term relationships. This
explanation could be applied to Greek IDUs also. Indeed, as mentioned above, condom
use in Greek society is connected with infidelity (Agrafiotis and colleagues, 1997a). IDU
inmates’ reported rates of condom use prior to incarceration approaches the rates of IDUs
involved in sexual relationships with casual partners (other than ones wife or regular
partner). Additionally, the majority of Greek |IDUs occasionally or never thought of their
sexual behaviour in relation to AIDS. Furthermore, the common idea of all AIDS-related
health education messages released in Greece until now has been that the basic means
for HIV prevention among IDUs should be the use of new or sterilised syringes.
Nevertheless, during the last two years, there has been a shift of health education
messages in Greece towards the direction of pointing out the enhanced risk for HIV
transmission through heterosexually oriented unprotected sexual contacts. We speculate
that IDUs perceive themselves as more “IDUs” than ‘heterosexuals” and exclude
themselves from the groups of the general population who might be personally concerned
with these messages. These data call for health education interventions, specifically
designed for IDUs. Initially, in depth research is required, so that IDUs perceptions,
expectations and norms about benefits and barriers of condom use, as well as about the
risk orientation (drug use vs sexual behaviour) are explored in detail. One might argue that
specifically designed messages should be designed for and communicated to IDUs using
peer education techniques, community action and other behaviour change strategies.
These messages should specifically address the need for a parallel change in both drug-
related and sex-related behaviour, in order to reducé the risk for HIV transmission.

In the present study, there was a reported negligible percentage (1.3%) of high risk
homosexual activity inside prison. One could argue that this figure actually underestimates

the true rates of homosexual practices in prison, mainly due to the potential unwillingness
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of inmates to admit an illegal action for fear of disciplinary action, and because prison

conditions (overcrowding, long sentences posed to inmates) might favour the practice of
such behaviours. Nevertheless, there are specific arguments that this is not the case.
Firstly, assurances of anonymity and confidentiality were provided and inmates completed
the questionnaires in their cells, in privacy, thus eliminating the possibility to be identified
by their answers. Secondly, the low rate found in phase 2 of the study, replicates the low
rate of homosexual activities (3.0%) reported in phase 1 of the study, which was
conducted at a national level. Thirdly, homosexuality in Greece seems to be very low
(0.1%, in a sample of Athenians, at the beginning of 90s) (Sandfort, 1998). Finally, early
research in Greek prisons (NCSR, 1988) showed that Greek inmates believe that sexual
deprivation in prison is faced with masturbation or abstinence.

| further explored the existence and the predictive power of several independent
factors derived from demographic penal and psychosocial measures on inmates’
anticipated regular use of condoms when released. The factor that strongly predicted
inmates’ intention to use condoms was past behaviour. Indeed, inmates who regularly
used condoms prior to their incarceration were significantly more likely to anticipate
behaving in the same safe way after their release. The predictive utility of past behaviour
in intentions to use condoms has been shown in surveys among teenagers (Abraham et
al., 1992) and gay men (Aspinwall et al., 1991) while there is an argument on the potential
existence of a powerful “habitual” element in sexual behaviour (Abraham and Sheeran,
1994). On the other hand, Ajzen (1988, 1991) has argued that the impact of past
behaviour on intentions and future behaviour is mediated by the TPB variables, especially
perceived behavioural control. In our case, the influence of past behaviour was not
mediated by any of the social cognitive variables used - past behaviour seemed to have

an independent effect on intended future behaviour. | assume that these results could be
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explained in relation to habit (Norman and Conner, 1996; Conner and McMillan, 1999).

Indeed, it might be possible that the repeated regular condom use prior to imprisonment
has lent to that particular practice a strong "habitual" character.

From the perceived risk/concern variables used in the analyses, HIV risk
perception outside prison predicted inmates’ intentions to use condoms regularly when
released, only for those inmates who valued their health high, contradicting previous
findings (see Kowalewski et al., 1997; Henson et al., 1998 for a review). This finding of the
current study seems to provide support to the idea that if persons perceive themselves as
at enhanced risk for contracting a disease, they will adopt precautionary actions in order to
protect oneself. Nevertheless, it seems difficult at first glance to interpret the finding that
inmates who were more likely to perceive themselves as being at risk inside prison,
reported higher intention to use condoms when released. My speculation is that reported
intention functions as a prospective coping mechanism for relieving inmates’ stress posed
by their perception of prison as highly risky place for HIV, or as a coping mechanism for
having participated in high risk sexual behaviours prior to imprisonment. In other words,
the more inmates consider themselves vulnerable to HIV inside and prior to imprisonment,
the more they (cognitively) resort to a future safe and secure situation. Definitely, further
research is required to explore and understand the potential psychological perceptual
mechanisms of inmates that enable them to cope with imprisonment and life thereafter.

Results of the present study indicated that specific components of the Health Belief
Model (HBM) contributed significantly to explaining inmates' intentions to regularly use
condoms when released. Indeed, in the present study, it was found that perceived AIDS
severity, and perceptions of the benefits and costs from using condoms were significant
predictors of inmates’ intention to regularly use condoms when released. Findings of

previous studies on the predictive utility of the components of the HBM in relation to
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sexual behaviour, conducted in different populations (at liberty and during incarceration)
had consistently shown that only perceived susceptibility and perceived costs were the
most significant predictors of condom use (Abraham et al, 1992; Wilson and Lavelle,
1992; Walter et al., 1992; Yep, 1993; Zimmerman and Olson, 1994; Rimberg and Lewis,
1994; Bloor et al., 1992; Basen-Engquist, 1992; Carlson et al., 1994; Lux and Petosa,
1994). Findings of the current study only partially confirmed previous results, but also
showed that the two other HBM components (AIDS severity and perceived benefits from
using condoms) were also significant in predicting sexual behaviour intentions, especially
among inmates who valued their health as high. On the other hand, findings of the current
study are in line with research conducted among heterosexual adults (Buunk et al., 1998),
which had shown an association between barriers and intention to use condoms. The
direction of the findings of the present study is in line with the hypotheses posed by the
HBM theory. The present series of studies suggested that inmates who were motivated by
perceptions of AIDS as a severe disease, and simultaneously perceived more benefits
and less barriers for condom use, expressed a greater intention to adopt such adequate
precautionary measures. The above findings indicate that specific components of the HBM
could be quite useful in explaining condom use intentions among inmates. Given the
paucity of previous research in the field, this study constitutes an important step forward in
the research on the HBM.

From the Health Locus of Control components (Wallston and Wallston, 1978),
chance beliefs were found highly significant predictors of inmates' anticipated regular use
of condoms when released, in the direction that the theory requires (Wallston, 1992;
Norman and Bennett, 1996), although the effect of this component was diminished when
Health Value was used as a moderator. Despite recent research in prisons (Robertson

and Levin, 1999) having failed to show any of the locus of control dimension as significant
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predictors of past sexual risk behaviour, findings of the present study are in line with
previous findings among gay men (Kelly et al., 1990; Price-Greathouse and Trice, 1993),
adolescents (St Lawrence, 1993) and women on methadone (Schilling et al., 1993),
although the latter study used the Rotter's (1966) Internal-External Locus of Control scale.
Nevertheless, none of the above studies has used a measure of health value in
conjunction with the HLOC construct, as required by the original Social Learning Theory,
upon which the locus of control construct is based (Lau et al.,, 1986; Weiss and Larsen,
1990; Wallston, 1991). In the present study a measure of Health Value (Lau et al., 1986)
was used both as an independent predictor of inmates’ intentions to regularly use
condoms after their release, and as a moderator of the relationship between Internal
HLOC beliefs and inmates’ intentions to regularly use condoms after their release. When
the measure of Health Value was used in an additive way, it was not shown to be a
significant predictor of the measure of sexual behaviour examined. Nevertheless when
separate analysis was conducted for those inmates who placed high value in their health,
Health Value mediated the effect of a number of predictor variables. More specifically, the
effect of perceived benefits and perceived barriers measures disappeared. Conversely,
perceived severity and perceived risk outside prison emerged as significant predictors of
intentions for regular condom use after release. Additionally, Chance HLOC components
did not remain a significant predictor. | am not aware what aspect of their health inmates
were referring to when they completed the Health Value scale. Were they referring to their
health while in prison? Or were they referring to their health when released? At the time of
study, inmates were probably not in a situation of facing an immediate life-threatening
condition. On the other hand, due to the low hygiene conditions of Greek prisons, their
physical (and mental) health might be actually in some danger. Nevertheless, the finding

of the current study that inmates who worried for their general health also worried about
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HIV transmission more outside than inside prison, as well as the finding that a high
percentage (64.5%) of inmates thought of their sexual behaviour in relation to AIDS, could
give a clue that inmates valued their physical health outside prison in close conjunction to
AIDS.

This pattern of results confirmed the speculations proposed by Lau et al., (1986)
regarding the interaction between Health Value and components of the Locus of Control
and HBM. Indeed, after adjustments for the value placed by inmates on their health, the
only remaining significant predictors were all related to social cognitive variables. Under
this perspective, the results of the present study could be considered as shedding some
light on the relationships of social cognitive variables and the health protective behaviour,
despite that the latter was measured only at an intentional level.

Interpreting the results of this study, one should take into account specific
limitations. The purpose of this study was not to compare the different Social Cognition
Models, nor even to test any of these models exhaustively. Instead, considering the HBM
as a starting point of reference (as the most widely used model) and following previously
reported recommendations (Carmel, 1990/91; Strecher and Rosenstock, 1997; Norman
and Bennett, 1996) the present research used specific components of the models in an
exploratory, explanatory way and tried to incorporate additional social cognitive variables
in an effort to explain such a complicated issue as sexual behaviour. For a variety of
situational and methodological reasons, this approach is never fully comprehensive. For
instance, | did not consider important components: e.g. the “cues to action” component of
the HBM: the “intention” component of the Theory of Planned Behaviour; or the “self-
efficacy” construct (Bandura, 1977) of the Social Cognitive Theory. Additionally, due to the

small sample size, | was not able to perform statistical analyses of the variables

considered strictly according to the theories.
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The cross-sectional character of the study posed important constraints in verifying
the actual sexual behaviour of inmates when released. Indeed, only behavioural intentions
and not actual behaviours were included. Sexual behaviour is very complex, as it involves
complicated and habitual behaviours, (i.e. condom use), which require numerous cognitive
and emotional processes to be undertaken in conjunction with a partner. Sexuality is age,
status and gender graded (Holland et al, 1992); it is also influenced by situational and
social factors, which are often contrary to individual volitional control (Petosa and Jackson,
1991; Ingham and van Zessen, 1997). The reported inmates’ intentions on practicing safe
sex are not encouraging. 47.5% reported that they would use condoms regularly; only
24.8% reported that they would not have unprotected vaginal intercourse and 40.9%
reported that they would not have unprotected anal intercourse. Under these
circumstances, | am not able to say whether Greek inmates would really participate in safe
sexual activities when released. Nevertheless, on the basis of the results reported in the
present thesis, it would seem wise to include health education interventions as part of an
entire rehabilitation programme for inmates, particularly before they are to be released.
Preparing inmates for reintegration to the community should definitely include health
education.

In addition, findings of the present study reinforce the importance of using theory-
based models in conducting health education research in prisons. Inmates' health beliefs
tested in this study, for the first time in Greece, provide a conceptual basis for planning
and evaluating HIV preventive interventions in prisons. This study identified, among the
constructs of specific Social Cognition Models, potential antecedents of inmates’ intentions
to adopt safe HIV sexual behaviours. Consequently, the present study offered an

important basis for health educators to study these antecedents and make them

productive constructs for inmates’ benefit.




Summary

In this Chapter | presented data from a cross-sectional study in Greek prisons,
related to the sexual behaviour of inmates, prior to incarceration, during imprisonment and
intentions after release. Findings showed that inmates were involved in high-risk sexual
practices and adopted HIV precautionary measures of questionable effectiveness. Inside
prison, the level of sexual activity was negligible. Results on inmates’ reported intentions
for sexual practices and precautions after their release revealed a pattern of behaviour
similar to that reported prior to imprisonment. A number of demographic, penal and theory-
based variables were used as potential predictors of inmates’ reported intentions to
regularly use condoms when released. Among the variables used, the most significant
predictor was inmates’ sexual past behaviour. Additionally, a number of theory based
variables also predicted future intentions. These variables stemmed from the Health Belief
Model and the Locus of Control Theory. Those inmates feeling more susceptible to AIDS,
perceiving AIDS as severe, perceiving more benefits and less barriers from using
condoms, believing that health is controlled by ones own behaviour and less by chance
were more likely to regularly use condoms in the future (when released). Value placed by
inmates on their health was found to mediate the relationship between HLOC beliefs, HBM
components, HIV perceived risk outside prison and intentions to use condom on a regular

basis. Results were discussed in relation to previous international relevant research.

Specific implications of the findings to health interventions in prison setting were proposed.




CHAPTER 10: Conclusions and recommendations

10.1 Introduction

Prisons in Greece, like anywhere in the world serve as places that keep those persons
defined as "criminals" by specific socially acceptable mechanisms (i.e. courts).
Nevertheless, certain aspects of Greek prisons' functioning are problematic. Greek prisons
are overcrowded, keep a large number of foreign inmates, and there is serious lack of
permanent medical staff employed (Greek Ministry of Justice, personal communication,
June, 2001). The above factors have resulted in a very low level of hygiene and health
care services which has been confirmed by national and international reports (Medicines
Sans Frontieres, 2001; European Committee for the prevention of Tortures and Inhuman
and Humiliating Treatment, 1994).

The extent of homosexual activity between prisoners that might place them at risk
for HIV is not directly or indirectly (i.e. through STDs estimates) documented. On the other
hand, the limited scientific epidemiological research in relation to AIDS in Greek prisons
suggests that the real problem in Greek prisons (like world-wide) is drug use
(Papaevangelou et al., 1991; Kokkevi, et al., 1992; 1993; Malliori, 1994; 1998a; 1998b;
Marinopoulou and Tsiboukli, 1998). At the same time, there are limited services in prisons
specifically designed for incarcerated drug users (Therapy Centre for Dependent
Individuals, 2000), while the only Correctional Institution for the detoxification of IDU
inmates is not yet operative.

Within this context, the current study constitutes the first effort at a national level to

investigate inmates’ HIV-related behaviour from a theoretical perspective. The basic idea

of the present study was that some of the components of specific psychological theories




and models could contribute to our understanding of the factors related to HIV risk
practices adopted by inmates. Additionally, | considered incarceration as only one part in
the continuum of people’s life. Inmates used to behaving in a specific way before they
enter prison are likely to continue with such behaviours after their release. | therefore
examined the impact of previous (outside prison) patterns of behaviour to future (when
released) behaviour.

After adopting such an approach, the results of the current study showed that drug
users constituted one third of the population of Greek inmates, while a close link between
drug use and imprisonment was also established. There seemed to exist a high level of
high risk injecting behaviour among imprisoned IDUs who continue to inject while
incarcerated, with such behaviour being associated with frequency and length of
imprisonment and other high-risk activities such as sexual promiscuity prior to
imprisonment. Additionally, Greek inmates were highly knowledgeable on the basic facts
of HIV transmission and prevention, but also had significant knowledge gaps. They
generally held liberal attitudes towards AIDS-related issues. They worried about their
general health and AIDS and perceived themselves as at risk for acquiring AIDS. Inmates
had engaged in high risk sexual and drug use behaviours and adopted prevention
measures of limited effectiveness prior to incarceration and expected to do the same when
released. The most significant variable associated with inmates’ intentions to practice safe
sexual behaviour and drug use behaviour when released was their behaviour prior to
incarceration and specific social cognitions, mostly derived from the HBM. Self perceived

susceptibility to AIDS and intentions to avoid injecting in prison were the most significant

components of the social cognition models to explain drug injection while in prison.




10.2 Methodological constraints

As this type of study was conducted for the first time in Greece, the need to

develop new research tools or adjust the existing ones for the Greek environment was

obvious. Internationally, there were available numerous instruments and methodologies

from work previously done in prisons. Nevertheless, transferring this experience in Greece

was not without constraints:

1.

Given the lack of a research tradition in prisons and the fact that the current study
was conducted due to the researcher's personal interest and need, rather than due
to an order of the Ministry of Justice, the approval to conduct such research was
delayed for about one year. Permission was granted only because myself, as the
main researcher had a personal contact with a person in the Greek Ministry of
Justice, who at that period, had the political strength and will to allow the research.

Resulting from the above constraints, the funding of the study was only achieved
by my limited personal means. This had a direct impact on the study design. The
first phase, although conducted at a national level, used a small and rather
descriptive questionnaire. On the other had, the second and most in depth phase
of the study was restricted to only one institution, in Athens. The sample size in the
second phase was small and definitely not representative of the Greek prison
population, thus seriously questioning the generalisability of the results.

Given the lack of previous standardised questionnaires in the Greek language, in
the current study, all the measures were used for the first time in Greece. This
required the translation and adjustment of questionnaires into "Greek reality".
Reliability tests performed on the scales showed that most of them (i.e. knowledge,
attitudes, and perceived risk/concern, the MHLOC Scale) showed high internal

consistency, at least acceptable to be used in comparisons. Others (i.e. the Health
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Value scale, the components of the HBM, the subjective norms, normative beliefs
and motivation to comply components of the TPB) were more problematic,
especially when applied to subgroups of the population studied. More specifically,
there seemed to be an ambiguity in the meaning and a significant overlap of the
components of the HBM. For instance, the "susceptibility” and "benefits" questions
might not have been defined as clearly as they should be, resulting in a measure of I
"Knowledge" instead of actual sense of susceptibility to AIDS and benefits from
adopting drug-related precautions.

4. Although the purpose of the current study was not to test exclusively any one I

social cognition model, or even compare between particular models, the need to
include most of the widely used variables from a range of models resulted in an
extended body of questionnaires. Thus selection of the models to be investigated
was mainly based on the applicability of the models (i.e. HBM) and the suggestions I
of other researchers to include as many variables as possible in studying health ]
behaviour. Nevertheless, this selection resulted in exclusion from the present study ‘

of significant social cognitive constructs, like self-efficacy.

Generally speaking, although the components of the social cognition models used in
the current study helped in our understanding of inmates' HIV-related intentions and I
behaviour from a theoretical perspective, the current study suffered from limitations, which
are closely linked to the limitations posed by the use of social cognition models |
themselves. In short, these limitations were related to the measurement of the I‘
components of the models, the significant overlap between the components included in
the models, and the inability of the models to consider other variables (i.e. self-predictions,
moral norms, anticipated regret, self identity and past behaviour), which have been
suggested as potential predictors of health behaviours. Additionally, due to the cross-

sectional design of the study and - most importantly - the general underlying assumption
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of the social cognition models that individuals are rational on their decisions regarding
their health protection, the models did not help us to predict HIV-related actual behaviour.
Even when inmates where asked on their intentions when released, these data were
nothing more than self reports. As such, their value is limited in the sense that we will
never know whether inmates - when released - will actually behave in the way they
claimed to do. Notwithstanding the above limitations, the results of the current study
showed that some of the components of the social cognition models plus past behaviour

were significant indicators of the reported intentions of Greek inmates.

10.3 Main conclusions - Implications of research

Despite the above-mentioned constraints, the current study produced some
significant results and important conclusions could be drawn:

1. From a methodological point of view, it seemed that some of the components of
specific social cognition models could be used in future research among Greek
prisoners, given the tremendous lack of theory-based research in Greek prisons.

2. Greek prisons are considered as riskier places than the outside community both in
relation to health in general and in relation to AIDS specifically.

3. Drug use behaviour rather than sexual behaviour constitutes by far the most
significant problem in Greek prisons.

4. Greek prisons could be considered as a modifier of inmates’ risk behaviour
towards the direction of enhancing the risk for HIV (for a specific subsample of
IDUs), since Greek IDUs inject less but share more while incarcerated.

5. Greek inmates are fully aware of the HIV-related dangers they might be exposed to

while incarcerated and have a clear view in favour of the adoption of necessary

protection means required in order to diminish these dangers.




6. Nevertheless, the factors associated with inmates’ drug-related risk behaviours

inside prison are both situational and individual. An IDU's prison career and
specific health-related cognitions play an important role in their HIV-related
behavioural decisions while inside prison.

By seeing incarceration as just a part of inmates’ life, being in prison has little
impact on long term behavioural change — when released, behavioural patterns
established before incarceration are likely to be re-established. This applies
equally for both sexual behaviour and drug-use behaviour.

The results of this study and the conclusions drawn may have some implications

for both the scientific research in Greek prisons and health policy within prisons:

1.

As HIV-related knowledge, attitudes and cognitions are culturally defined, applied
systematic psychological theory-based research could be expanded to cover the
whole range of Greek prisons. Such research - using measures adjusted in Greek
"reality" - would more precisely determine the health beliefs of inmates and identify
many of the potential contributors to inmates’ behaviour, especially drug-related
behaviours.

Health policy in Greek prisons could be "individualised", as IDUs and non-IDUs
inmates are different groups in terms of health cognitions and behaviour.

Especially for drug users, a realistic harm reduction approach could be adopted.
Provision of clean needles or syringes to drug users in prisons could be considered
as an option. Due to the lack of previous experience in Greek prisons, small-scale
pilot projects could be initiated in order to identify the feasibility of such strategies
in the Greek prison system - given the advantages of such initiatives, already
verified in other prison systems outwith Greece.

Health education programmes could be applied to inmates on entrance to prison.

These programmes could address issues like life in prison, the potential health
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harms stemming from incarceration and the existing means of reducing these

harms. The potential for using new technologies (e.g. computer-based health
education and learning) as a means of communicating such issues could also be
considered.

Finally, health education initiatives could target those inmates who are eligible for
leave and those on release. These programmes could address issues relating to

the use of condoms, particularly with casual partners and the inappropriateness of

HIV prevention methods like selection of partners.
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MNapakalolpe, Toekdpete (V) TO TeTpaywvdkL SimAa oTnv andvTnon nou oe
avtinpoocwneycl. Mapakalolpe anavtiiotre OAEZ Tig epwTHOELG

1. TIOOGV XPOVAV BIOTE: B (oo iouieeainbiioiousisiissinnsesiamsnen s tnss b ssmananaa s e s e oo SEE eSS Som e e
2. Topa siote:  YMOAIKOZ U4 KATAAIKOZ O YMNOAIKOKATAAIKOZ O
Eav ciote YMOAIKOZ 1j YNOAIKOKATAAIKOZ, mnyatveTe oTnv Epwtnon 3

2a) Eav siote KATAAIKOZ, rotd stvat n SLtapKeLa TG TWPLVIG 00g TORVING; oviiti ..

3. M@ 1ot adikNuA S(0TE TWPA OTN PUAGKIL] Looiimirimiiiissasiiaies s

4. M60sg TOWVEC QUAAKLONG EXETE £KTELOEL

oTo TapeAB6V; (EKTOG amod TV TwPLn) KQpuia a
HLa Q
2-4 Q
navw arno 5 U
5. Méoog sivat GUVOALKE 0 XpOVOG TIOU EXETE
TEPACEL OTN PUACKN; Awyotepo amd 3 uveg U
3 - 6 pnveg a
7 - 12 pnveg Q
1- 3 xpovia d
3 - 7 ¥povia a
7 - 12 xpovia Q
navw aro 12 xpovia O
6. "ExeTe 010 MAPEABOV TOTE katnyopndei yla mapdpaon
Tou Népou Tiepi NapKWTLKWV; NAI O OoXl Q4
1. EYETE OTO0 ApEABOV nots KkatadikaoTel yLa napdapaocn
Tou Nopou Tiepi NapKWTLKWV; NAI O OoXl 0O
8. Mol XpovLa KAvaTe yla mewTn (popd
cvOOMAERLA XPNoN VOPKWTLK®V (EveoN); MNOTE 0
npLwv and to 1982 g
1983 - 1985 a
1986 - 1988 Q
1989 - 1991 Q
Amnoé To 1992 kat peta 4
9. Mold xpovid Kavate yia teAsutaia gopd
cyBOMAERLA XPNOT VAPKWTIKWY (éveon), MOTE 0
npw amnd to 1982 a
1983 - 1985 Q
1986 - 1988 Q
1989 - 1991 a
Amo to 1992 kat peta O




10. Mota xpovia kavate yia npwtn popd o
Kowvn xpenon epyaAciwy yia ev8o@AEpLa
XPNON VAPKWTLKWV; MNOTE C Ple
npLv anoé to 1982 a
1983 - 1985 Q 1.
1986 - 1988 a
1989 - 1991 d
ATIO TO 1992 Kaw peta O 2,
11. Towd xpovia kavare yia TeAsutaia popd
Kowvn} Xpron epyaleioy yla svdo@ASpLa
XPHON VAPKWTLKWY NOTE d 2
npw anoé to 1982 Q 5
1983 - 1985 a
1986 - 1988 Q 2¢
1989 - 1991 a
Amoé to 1992 kat peta 0 3
12. Exete kavel moTe evdopALPLa Xpron
VAPKWTIKWY HECA OTN QUACKA: NAI Q OoXl 0O 4
13. "Exere nmote potpaotei peAoveg/ouplyyeq (‘oga’)
YLQ va KQVETE KOLVT] XP1oT VOPKWTLKWY
ME AAAOUG, HECQA OTN QUATKN; NAI Q OoXl1 Q1
14. "Exeve kdvel note eE€taon aiparog yia AIDS,
€€w arno TN PUATKN; NAI O OoXl 3 5
15. "Exete mote voonAeuTel yia Karnoto agpodioto
voonpa (m.x.ou@iAn, BAevvopola) Ta teheutaia 10 xpovia; NAI O OoX! Q
16. Me noooug avdpeg (extég and To ouluys gaq fj To péviuo
cuvTpoys gag) sixare osEoualikn eman, Toug TeEAsuTaioug
12 unveg, TpLv TV TWPLVH 0ag QUAGKLON; Kaveva a
1 Q
2-5 a
6-10 a
navw arné 11 Q1
17. "Exete mote mAnpwoel yia va £Xete ocEoualtkn ermapn ]
Ta teAsutaia 10 xpovia; NAI O ox1 Q4
18. E{xate noTe 0cEOUAALKEG OXEOELS HE OUYKPATOUMEVO 0ag
MECTQ OTN QUACKN; NAI O OoXl Q

Euxapilotolpe oAl mou cuunAnpwoarte auté To EpwTNHAToASYLO.
Twpa, BdAte To spwTnUaTtoAdylo oto pdkeAo Kat oppayioTe Tov.
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ANONYMOUS QUESTIONNAIRE

Please tick (v ) the box beside the answer that applies to you.

1. How old are you? ........ years
2. You are a: REMAND
PRISONER O
CONVICT PRISONER O
BOTH O

2a. lfyouare a CONVICT prisoner, how long is your present CETRENCET oo hons st oo

2a. If you are a CONVICT prisoner, when (which year) did your present sentence start? ...

3 \What is the offence for which you serve your current SENtENCE? .....cooovuememeeeriuminmeeeamnnnes

4. How many times have you been inside before this sentence?
never U

once U
2-4 times O
more than 5 times O

5. What is the total length of time, you have been imprisoned?
less than 3 months O

3-6 months O

7-12 months O

1-3 years 4

3-7 years U

7-12 years U

more than 12 years U

-related offence in the past?
YES O NO QO

-related offence in the past?
YES O NO O

6. Have you ever been charged with a drug

7. Have you ever been sentenced for a drugs

8. In which year did you first inject drugs?
NEVER INJECTED Q

before 1982 U
1983-1985 0
1986-1988 U
1989-1991 0

1992 or later




B

9. In which year did you last inject drugs?
NEVER INJECTED Q
before 1982 O
1983-1985 O
1986-1988 U
1989-1991 O
1992 or later O

10. In which year did you first share needles/works with someone else?
NEVER SHARED Q
before 1982 U
1983-1985 Q
1986-1988 QO
1989-1991 O
1992 or later O

11. In which year did you last share needles/works with someone else?
NEVER SHARED O
before 1982 O
1983-1985 O
1986-1988 O
1989-1991 Q
b 1992 or later O

12. Have you ever injected while in prison?
YES 0O NO Q

13. Have you ever shared needles/works with someone else while in prison?
YES QO NO QO

14. Have you ever taken blood test for HIV?
YES Q NO QO

15. Have you ever treated for and sexually transmitted disease?
YES QO NO QO

16. In the last year before this sentence, how many women (except your wife or your
permanent partner) did you have sex with?

none U

1.0

2-50

6-100

11 or more QA




17. In the last year before this sentence, how many men did you have sex with?
none U
10
2 =50
6-100
11 or more 1

18. Have you ever paid money for sex, during the last 10 years?

YES O NO QO
19. Have you ever had anal sex while in prison?

YES O NO Q

Thank you for answering this questionnaire.
Now please put it in the envelope provided and seal it.
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TMHMA A
AxoAouBouv opwpeveq EPWTACELG Yld VA OUYKEVTPWOOUUE KATIOLEG
n?\npoq:optsq yla e0dq. I'quum?\ouue AmMavrnoTe OAEg TIG cpwrncuq,
toekdpovrtag (v') To TeTpaywvdkL J oTnyv anavrncn Mou 0ag AvTLMPOTWIEUEL.
AyvorioTe Toug apiduoug dimAa and Ta TETPAYWVAKLA.

AL TIO OV BN BAOCE, o v o doesies v oo oo e b s oS VA S g s A .

A. 2 TMotd sival n oLKOYEVELAKY 0ag KaTtdoTaon;

MavTPEHEVOG a’
AVUTIQVTPOG ™ i
TUld (Xwplg Yapo) B
XWPLOUEVOG (HE BLaluyLo) o i
XWPLOPEVOS (xwplg dLauyto) B
Xnpog &l
A. 3 TMouwd eival n péppwon gag;
Asv £XW TIAEL OXOAELD a'
"Ewg 4n AnpoTikou - Tekelwoa To ANUOTIKO Eie
‘Ewe 3n TagEn Mupvactiou (TaAaiou Tumou)- EnayysAp. ZXoAn = 1
TeAeiwoa Mupvaoto (aAatou Turou) - AUKeLo - Meon ZX0oAn i
Av@tepn Mopgwon (TEI, KATEE, KAL) =
Avwtatn Mépewon (MavermoTniLo) 8 i

A. 4 lMa néoo dldoTnua EXETe KaTadlKaoTel;

Aev €xw dkaoTel akopa, eipat YIOAIKOZ
ALyOTEPO ATO 3 HNVEG

3 - 6 pnveg

7 - 11 ynveg

1- 3 xpovia

navw ano 3 xpovia

ouopoou
D o W RN o

A. 5 Méoo didoTnua sioTe TWpa HETA OTN TP e e e R
A.6 Ta oo adiknpa S(0TE TOPA OTN QUAGKTY; ..ot

A.7 Néoec MOLVEG PUAGKLONG EXETE ekTioeL oTo napeA8Sv [EKTég and Ty

TWPLVH);
kappia ./
1 Sik
g4 a?
navwanes5 2°
A. 8 ‘Exete Mote 0T NapeAbov katnyopndei yla mapapaon tou Nopou mepl
NapKWTLKWY;
NAI Q' oxi @?

1 MYPIZTE ZEAIAA =




A.9 ‘Exerte not€ gto napehoe : 3
oV KatadikaoTel yia ;
NapKwTK@Y; yla mapapaon tou Nopou mepi

NAI O ()4 = 1

A. 10 "Exel o 9oBog tou AIDS ent ] ] |
0 P Tou AID NPEAOCEL TN YEVLKN KOWVWVLKT 0AC CU 1;
TG KABNUEPLVEG KOWVWVIKEG EMAPEQ oag) R TR TS

A. 11 "Exet o @oBog Tou AIDS snnpedost th OEEOUOALKT] CULTEPLPOPA 00Q:
NAI 2 OXl Q"

A. 12 "Exel o0 @opog tou AIDS emnnpsaos :
) T : : .
VOPKWTLKWDV: e N CUHTTEPLPOPA Gag 000V apopa oTn Xpron

LA =
NAI O OXI d%  AENME A®OPA 3 °

A. 13 'Exete kavet mot€ e§éTaon aiparog yia AIDS ££w ano TN QUAQKD,

NAI Q' OXl 4 *

A. 13.1 Av NAI, to anotéheopa fitay:
Octiko ' Apvnrike O 2
Agv 10 yvwpillw 2 * Aev anavrod 3 4

A. 14 "Exete not€ voonheutsi yla Kartoo appodiolo voonua (Tt X.OUPLAR, BAevvOpoLa)

Ta teAeutaia 10 xpovia:
NAL QY oxle&?

MAPAKAAQYME MPOXQPEIZTE 5 TO TMHMA B

TMHMA B

MapakaAoUHE, AMAVIAGTE THY NAPAKATW EPWTNON ToEKdpovTaqg (V) To
teTpaywvdkl 0 gTnv andvtnon mnou oag avILMpocwneuet. AyvonoTe Toug

apl8uoug dimAa and Ta TeTpaywvdkLa.

B. 1 Moéoa vopilste ot &€pete yia 1o AlDS;

ZXEAON TIMOTA AITA APKETA MOAAA MAPA MOAAA
Q! a? = = 2=

AkoAouBolv kdmoteg dnAwoslg. Mapakalolpe, Stadote kabepid and auTeg
npooekTikd. ToekdpeTe He €va onuddt (v) oTo avtioTolXo TeTpaywvakt U, av
vopiZeTe 6Tt n drjAwon sivat AAHOHZ i WEYAHZ. Av dpwe dev elote olyoupol
yia to av n SiAwon sival “aAnénig” 1 “yeudng”, tdte ToeKdpeTe () OTO
tetpaywvdkl AEN ZEPQ. AyvorigTe Touqg aptBpoug SimAa ané Ta

TETpAywvdKLa.

AANHOHEZ  WEYAHZ AEN ZEPQ

B.2 OL XpriOTEG VAPKWTLKWY KLVBUVEUOUWY va

HoAuvBouv aro to AIDS av potpalovtat BeAoveq / 0! mE 03
CUPLYYEG, OAAG Bev KLvduvelouv av Hopadovtat AaAAa
ouvepya (TL.X. KOUTOAQKLA).

B.3 Mropsig va HEWWOELG ToV KivOuvo va HOAUVEELQ
aré to AIDS, av XpnolLOTIOLE(G TIPOPUAAKTLKO OF
K&Oe ocEOUaALKN OOU ETTAP.

B.4 Av ot daykwoet karotog pe AIDS, otyoupa 8a
HOAUVBELG KaL £0U.

B.5 Ot GvBpWIIOL UIOPOUV AMOTEAECHATIKA VA
MPOOTATEUTOUV arod To AIDS, av EX0UV EPWTLKEG £ 02 mE
OXE0ELG HOVO HE ATOMA TIOU (paivovTal Uyln Kat 0
KQAT KataoTaon.
B.6 Kuwduveusig oAU va poAuvBeig amo AIDS, av 4’
KATTOLOG TIOU EXEL TIPONYOUHEVWG HOAUVEEL, OE PTUCEL
N KAVEL EUETO MAVW OOoU.
B.7 To va XL Kaveig KOATILKN avti yta npr_nKr’] 4’
ocEouaALKn smagn elvat £Vag QAMOTEAECHATIKOG
TPOTIOG TIPOANYNG TNG HETABOOTIG TOU AIDS.
B.8 Kuduveustg oAU va poAuveeig aro AIDS, av
KATTOLOC, TIOU EXEL TIPOTYOULEVWG HOAUVEEL, OUPNOEL N
QPOdEUOEL MAVW OOU.
B.9 Av QIAOELG OTO OTOHA KATIOLoV/-a TIou EXEL
LoAuvesi aré AIDS, sivat oAU meavo va HOAUVBE(G
KaL eoU.

|k [ EY

B i o I

5 a:
D2 D3
a’ e a:

[y )¢ g

MNYPIZTE ZEAIAA =







AANHOHZ

WEYAHZ AEN ZEPQ TMHMA T

ﬁgUOéToUAIgS Hropel va peTadoBel HETAEU avOpwV i 2 HE Mapakaholps, StaBdoTe Tig Mapakdtw SnAwosiq npooeKTikd. Asifte pe €va
XOUV RPWKTLKT) GEEOUANKT TN, onuddt (v) oTo avtioTolyo TeTpaywvdkl U néoo oupguwveite X SlaguwveiTe pe
B.11 Evag avdpag kivduvelst va HoAuvBsl ano AIDS 0! 02 BE kaBepLd diAwon. AyvorioTe Toug aptdpolq dimAa oTa TETPAYWVAKLA.

gxovrag KOATILKY) O£E0UQALKN ETTAPn HE Hia
HOAUCHEVT yuvaika.

TYMOONQ EYMOONQ AEN EIMAI AIAGQONQ AIAGONQ

B.12 Ot XproTeg VOOPAEPULY VOPKWTIKWY HUIOPOUV ATIOAYTA ZIFOYPOZ PIZIKA
va JEWWOoOUV TIG MBavoTnteg va HoAuvBouy aro To 5 : )
AIDS HOUOKEUOVTAC TA "0Ea’ OE VA AMOAUMAVTLKG i i 34 mE 5;5_{%;:0? u?gf&wggn%i ﬁL‘Dgpgg;ﬂﬂ | \ . : 5
Uypo TIpLV Ta : : :
YPO TP ’ &QvaypnotHOoTIOLNooUVY. KAroLog Tportog va MPOCTATEUOVTAL OL 4 d d 4 O
B.1?\3 rvér[ppetc; Va MEWWOELG TNV mBavoTnta va a’ mE mE UTTOAOLTTOL.
OAUV ' :
gou - \:’ETLE SJ(;IC?UQIDS SAATTWVOVTAG TOUG EPWTLKOUG .2 Av gvag @irog pou/pia @n pou
) ! | eixe AIDS, dev 6a popopouv va 0s 0 03 032 0
B.14 ‘Evag avdpag dev Kwvduvelet va poAuvesl amo HE HE 0:? ouvexiow TNV KaBnuepvn srtagn padt
AIDS, av £Xel MPWKTLKN OEEOUAALKN EMAPN HE pLa TOU/TNG.
Ka.
kg _ I".3 H uroXpewTiKN eEETAON AlpATOq
B.16 To va €xel kavelg 0£E0UAALKN ETTaQn HOVO HE i | 0?2 HE oAwv yia AIDS sivat £vag TpoTog va 0" 0?2 02 0 0s
ATopa Tou avTiBeTou PUAoU, £lval EVAG ATOTEAETUA- eAEYXOEL N HeTABOON TNG ACBEVELAG,
TLK : (
KOG r.pcmocj npoctaciag ano 1o AIDS. .4 ©a HOLY SUXAPLOTNHEVOG Qv
B.16 Eivat pdAlov ami8avo va poAuveeig arno AIDS, (=3¢ 2 mE (PTLOXVOTAV OTN YELTOVLA HOoU £Vag 0s 0 BE 02 0!
av karowog pe AIDS ¢gtapviotel A Prigst dimAa oou. Eevavag yia atopa pe AIDS.
B.17 OL XpnoTeg eVBOPAERLWY VOPKWTLKWY UTIOPOUV .5 Ac 6a sixa KapLd avtippnon va [ (G e =]+ 3 i
val HEWDOOUY ToV KivBuvo HoAuvong amo AIDS 5 S STILOKEPTW £VA YLATPO O OTIoLoG
KpPATWVTag "0 O£0’ yLO ATIOKAELOTLKA BLKT) Toug a Qa a3 eEeTAlEL TAKTLIKA QOBEVELQ HE AIDS.
on. :
g \ .6 OooL £xouv AIDS dev 8a penetva [ [ a3 6 i s
B.18 Elvat moAu moavo £va atopo va HoAuvesl anod HE 0?2 0? TPWVE OE EOTLATOPLA KaL VA
AlIDS TpwyovTag gaynto 1mou EXeL ETOLHATEL KATIO0G YXPNOLLOTIOWUY  BNHOCLEG TOUQAETEG.
By .7 Oool pohuvenkav aro AIDS ! = i Bl [E]°
B.19 To AIDS &ev priopei va petadobel avapeoa oe i g 0?2 E eEQLTiag TNG XPNONG VAPKWTLKWY OV
ATopa rou TIEPLOTACLAKG HOVO poLpalovTat BEAOVEG Q&TouV TNV LATPLKN pPoVTIda.
e & .8 ITOUG XPHOTEG EVBOPAERLWV El2 ¢ & )2 3
B.20 Kwduveuelg moAu va poAuveeig amo AIDS av o i 02 HE VaPKWTIKWY 6a MPETIEL VA TIAPEXOVTAL
Kapyadloelg pe kartotov rou £xet AIDS. dwpesav BeAoveg Kal OUPLYYES.
.9 Ocot poAuvenkav aro AIDS =l 0 B ¢t I
cE£QLTI0G OHOPUAOPIALKWY OXETEWY OEV
a&(louv TNV LATPLKNA PppovTida.
I".10 O povog TPOTIOG Yia va eAeYXBel Eit &2 = I a3
To AIDS sivat va Knpuy8ouv TIapavouES
OAEC OL OHOPUAOPIALKEG OXEDELG.
.11 Ot XproTEg SVBOPAERLWY VOPKW- as [l a: 15 L W
TLKWY TIPETIEL VA TpoUnBsuovTal
SwPEAV TIPOPUAAKTIKA.
.12 OL OpO@UAGPIAOL TIPEMEL VAL i i mL El* Q!
TpoNBsUovTal dWPEAY TTPOPUACKTLKA.
.13 OL KPATOUEVOL TIPETIEL VA EXOUV 5 i ] )= = Qa

MAPAKAAOYME MPOXQPEIZTE =TO TMHMA [

T0 BKAIWHA ApVNong va PEVOUV OTO
{510 KEAL HE KATIOLOV TIOU EXEL AIDS.

MYPIZTE ZEAIAA o=




.14 OcoL MPoEPXOVTAL aro XWPES ME
UWnAo6 moocooto AIDS, 8a mpenel va
cskeralovTal UTTOXPEWTLKA TIPLV MTTOUV
otnv EAAGSa.

.15 Ta nawdia pe AIDS 8a mipemnel va
ETILTPEMETAL VA TTAPAKoAouBouv To
oxoAeio pall pe ta dAAAa nadia.

.16 Av padawva oTL KAroLog
OUVASEAPOC HOou 0T BOUAELA E(XE
AIDS, 8e Ba eiya Kaula avtippnon va
polpaoTw pall Tou Toug epyaoctag.

ZYMOONQ ZYMOONQ AEN EIMAI AACONG AIAGQNGO
ATIOAYTA ZIFQYPOZ PIZIKA

fijd B a3 nE mE

L

il [ i [ ml

I i mE 2 mE

MAPAKAAOYME MPOXQPEIZTE ZTO TMHMA A

TMHMA A

l'lupam?\oupe SLaBdoTe TIQ rmpcn(crrm epm'rnamq NMPOTEKTLKA Kal anuvrnc'rs
toekdpovrag (¥) To TETpAYwVAKL J aTny anav-rnon MOU gag AVTLNPOoWNEUEL.
AyvorioTe Toug aptbpoug dimia ané kdle TeTpaywVdAKL.

A.1 1600 avnouyelte yta TV uysla oag;
MAPA TOAY MOAY METPIA AIFO KAGOAOY
ol ) 2 1 B} a
A.2 sxepteite tn Lwn oag MNPIN MOEITE 2TH OYAAKH. Mooo oag arnacyohouoe To
AIDS, we gva TPOBANUa yla tny Uyelag oag;

KA®OAOY AIF'O METPIA MOAY MAPA MOAY
&) (s = 1 3
A.3 600 smikivduvo TOTSUSTE OTL lval yla eva CUVNBLOMEVO AVBpWTTO VA HOAUVBEL
aro AIDS;
KAG®OAOY AIF'O METPIA MOAY MAPA MOAY
EMIKINAYNO EMIKINAYNO EMIKINAYNO EMIKINAYNO EMKINAYNO
L2) ) - o a* i

A.4 Av okepreite T {wn cag MPIN MMNEITE TH ®YAAKH, mtoco kwvduveuate va
pohuvesite aro AIDS;

KAQOAOY AICO METPIA MOAY MAPA MOAY
a’ 02 a3 = i i

A.5 Tkereite Tn {wn oag MEZA 2TH DYAAKH. Mooo oag aracyoAel to AIDS wg eva
MPORANUa ya Ty uyslag 0ag;

KA©OAOY AIFO METPIA MOAY MAPA MOAY
a 5 ik & Iy B

A.6 600 SMiKivdUVOo TLOTEUSTE OTL slval yla eva OUVNBLOKMEVO KPOATOUHEVO VA HOAUVEEL
arno AIDS, 6oo pplokeTat ot (PUACKN;

KAGOAQY AIF'O METPIA MOAY MAPA MNMOAY
EMIKINAYNO ENIKINAYNO EMKINAYNO EMIKINAYNO EMIKINAYNO
i : W O mE

A.7 Av oksgteite Tn {wn oag MEZA sTH ®YAAKH, Too0 KdUVEUETE VO HOAUVOELTE

a6 AIDS;
KAGOAOY AIFO METPIA MOAY MAPA MOAY
a’ 5 5 21* i

NAPAKAAQOYME MPOXQPEIZTE ZTO TMHMA E




TMHMA E

NapakaAioUpe, StafdoTe TIq NMAPAKATW BNAWOELG TIPOTeKTIKA. Asi§Te pe €va
onpadi (v) oto avrioToLXo teTpaywvdkt O néoo oupwveiTe 1 SLapwVeiTe HE
KaBepid drjAwon. AyvorRoTe ToUg aptBuoulq SimAa and ta TeTpaywvdkia.

| TYMOONQ IYMOQNQ AEN EIMAI AIAGQNQ AIAGONQ

ATIOAYTA ZIFrQYPOXL PIZIKA
' E.1 OL OavoTNTES Va HOAUVEW arto |
AIDS sivat TTOAAES,. Os L4 3 o 1 11
E.2 H okéyn tou AIDS pE TPOUAZEL. El5 Q4 O3 02 01 ‘
E.3 Av poAuve aro AIDS, dev 6a s B4 mE o> 01 ‘
a&leL Tua va {now.
E.4 H _cupnsptcpopd uoupu&dva TIG s s O3 Q2 WL !
eaveTnTeg va HoAuvBw amo AIDS '.
| E.5 Eival eVOYANTLKO v XPNOLOTIO Os Qa4 s Q> mE f |
| MPOPUAGKTLKO KOTA TN BLAPKELD TNG
o£EOUAALKNG ETTAPNG |
E.8 To va poAuvew aro AIDS eivat Qs 04 Q3 Q2 HE |
ooBapPOTEPO Ao TO Va APPWOTNOW
arnoé pia GAAn aoBévela ! |
E.7 To va ano@uyw tny evoopAEpLa ds 04 a3 Qo2 g .
XPHoN VOPKWTIKWY, £lvat £Vac KAAOG ||
TPOTIOG TIPOANYNG Tou AIDS |
E.8 Av poAuvew armo AIDS, n {wn pou s 4 O3 Q> mE
8a ylveL ouvTpipa
E.9 ®opduat 6Tt dev Ba priopouoa va ds 04 03 Q2 04
QVTLOTAO®W OTNV VOOPAEPLA XPNoN
VaPKWTLKWV, av Jou dvotav N sukapia
E.10 H amnooTelpwon TwV CUVEPYWV
( ogwV’) TIPWV amo KaBe Xpnon armoteAel 5 Qa4 03 mp, 0+
avaykala rpopuUAagn yia va HELwBouV

oL TeavoTNTEG va poAuvew aro AIDS

E.11 H Xprion MPo@UACKTLKOU KaTa TN

SLAPKELD TNG OEEOUTALKNG enapng EVat s mp 03 Q2 01
£VOC AMOTEASOUATIKOG TPOTIOG VA

aro@Uyw Tr HOAUVOT] aTto TO AIDS

E.12 Eival SUoKOAO VA aropuyw T Qs Oa O3 0o 01
XPHOT HN QMOOTELPWHEVWV OUVEPYWV
SGV KAV XProN VAPKWTLKWY

E.13 AvVnoux® TIOAU MATIWG HOAUVEW e Os Q4 Qs 02 W ’
AIDS

MNAPAKAAOYMF MPOXOPFISTF FTO TMHMA >T




TMHMA XT

AkoAouBoUv Kdnoiec dnAwoete. Mapakalolpe deifte Négo gupwveite i
Slapuwveits pe kabepld and auteg, Pe Bdon Tnv KAlpaka and 1 €wq 7. '

ZYMOONQ AIAOQNQ
ATIOAYTA 1 2 3 4 5 6 7 PIZIKA

FpdyTte TOv avrioTolyo apldué oTo TETPAYWVAKL (1 3inAa ané kdbe spwTnon.
Acv undpyouv cwoTES Ry AdBog SnAwoelg. Mapakalolpe anavriote oe OAEZ
TIG EPWTNHIELG.

ZT.1 Asv undpyeL TIMOTA ONUAVTLKOTEPO ATIO TNV KAAN uysla.

ZT.2 H KoAn uysia £XEL MIKpR onupaocia yla pua sutuxtopevn twn.

ZT.3 Eav dev £Xelg KOAN uyela, dev £XELg Timora.

ZT.4 Yndpyouv MOAAG MPAYHATA TA OMOLQ HE EVILAPEPOUV
MEPLOCOTEPO ATIO TNV UYElA HOU.

MAPAKAAOYME NMPOXQPEIZTE £TO TMHMA Z

TMHMA Z

To spwTNEAaToAdylo auTé PTLAXTNKE yla va npoodlopioel nwg StagpopeTikol

dvepwrotl avrihapBdvovral Kkdnola 8€uarta nou gxeTifovral ye TV Uyeia.

MNeptAappdvel pia oeipd and SNAWTELG. Auté mnou InTiétal and sodg eival va
3cifeTe M600 CUHPWVEITE 1§ N6TO Slragpwveite pe kddepid and Tiq SnNAWoELg
oe pia kAipaka ané to €va (1) éwg To €EL (8). Mnopeite va To KAVETE auto

BdZovTtag o€ KUKAO TOV avtioTolxo aptdud, dimia and kdde dnAwon.

MapakahoUpe, BAAE g€ KUKAO pévo évav apldusé, dinia and kdbe SnAwaon. Acv

UTdpXOUV CWaTEG f AdBog SNAWOELG.

1 = AIAOQNQ PIZIKA

2 = AIAOQNQ METPIA

3 = AIAGQNQ AIlTO

4 = ZYMOQONQ AITO

5 = ZYMOQNQ METPIA

6 = ZYMOQNQ AMNOAYTA

Z.1 AV appwoTHOW, ano peva egaptatal to oco ypnyopa

fa Eavayivw KaAa. Gk el R R
Z.2 O.TL KOl Va KAvw, av sival va appwoTnow, fa 2y 3, % 95
APPWOTAOW.

Z.3 O KaAUTEPOG TPOTIOG YLa Va Unv appwoTHow sival va st 3. 4 5
€XW TAKTLKN EmAQn e TO yLatTpo Hou

Z.4 OL mapdyovTeg Tou smnpeagouv Ty uysia pou sivat 2 8 4 5
Tuyaiot
Z.6 Omote dcv aLo8dvopal KaAa, 8a mpemeL va (i SRR TR S

CUMBOUAESUOHAL KATIOLO YLATPO.
Z.7 Eyw sA£yxw TNV uyeia Hou. 2 3 4 5

Z.8 H otkoygveld pou maidet onUavTiko poAo oto av 8a

apPPWOTHOW 1} 6a TAPAMEV® UYLIG. e 23, dss D
Z.9 Eival 31ké pou QTaiELpo av appwoThow. 2 3 = .5
Z.10 H tuyn nailet onuavTiko poAo 0To noco ypnyopa 6a

avappwow aro pia actevela. INS2W 3T 4 5
Z.11 O s1dikoi Tne uyslag EAEyxouV TNV uyeia pou. 1 ¢+ 2ueBie 4 | 5
2:12 H kaAR uysia pou sivat o€ HEYAAO Badpo {RTnua (I TR R R
Tuxne.

Z.13 To PacLKOTEPO yLa TNV uyela pou sivatl To Tl Kavw EYWw
o (dLog. 1.2 3 4.5

Z.14 Av poOEXW TOV EAUTO HOU, MTTOPW Va anoguyw Tnv
apPPWOTELA. T 23 .u4 O

10 NYPIZTE ZEAIAA o=
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z.és Avap;(:-u‘ww armo pia agevela, ouvniwe yLati aAAiot
avepwrtot (T.x. ylatpol, VOOOKOUES, N OlLKoyeveLa, ol pilA 1
HE EXOUV ppovVTioEL KaAQ. ! Y e tad

wn
(o]

2.16 Av;&dprnm ano To Ti 8a Kavw £yw, eslvat méavo va RN TR L R SR
APPWOTHOW.

Z.17 Av sivat ypa@to pou, 8a sipal uywnig. [~ T ST
Z.18 Av €xw TN OWOTH CUUTIEPLPOPA, Ba sial UYLAC. A i i

Z.19 bX> 0,TL ApopaA TNV Uyela HOU, UTTOPW VA KAVW MOV
0,TL HOU AEEL O YLATPOG MOU. T ndis: gokmbn 6

MAPAKAAOYME NPOXQPEIZTE £TO TMHMA H

TMHMA H

AkohouBoUv Kdmoieq EpwTRoelg yta TN osfouaAlkny gag cupniepLpopd.
MapakaAoUpe, SLABGOTE TG TPOTEKTLIKA. Anavtriote Toekdpovrag (v) oTO
avTioTOLYXO TETPAYWVAKL O nowd andvrnon cag avtinpogwnslisl. Oa 6£Aape
va anavthioete o OAEZ Tig spwTioEeLg, extée £dv KAMOLEG 0ag evoxAouv
Saitepa. Oa 8éAape va cag Slapefalwooupe OTL Kaveic dAAOG EKTOG AN TOV
gpeuynTyh nou gag divel autd TO cpwTnHatoAdylo dev 8a BeL TIg AMAavTNoEeLg
cag. Ayvoriote Touo aplBuoug Simha oTa TETPpAYWVAKLA.

‘Efw, MPIN MMNEITE £TH ®YAAKH
H. 1 Eixate 0sE0UOALKEG OXECELG, Nal@at oxia?
(Av anavtioate "OXI", nnyaivete otnv epwtnon H.8)

H.2 Av anavtrijoate NAI, kavate

) KOATILKO £pWTA MANTA ME MPOOYAA=H g
ME NMPO®YAAZH KATA MEPINTQZH 02
MANTA XQPIZ MPOOYAAZH a?
AEN IZXYEI = I
AEN AMANTQ a°
B) TIPWKTIKO EpwTaA MANTA ME NPO®YAAZH Qv
ME NMPOOYAA=H KATA MEPINTQZH 1
MANTA XQPIZ MPODYAA=ZH g3
AEN [EZXYEI m
AEN ATTANTQ =

H.3 Me roosg YUvaikes (EKTOG and Tn ouluyé gag 1 TN povIUNn gxéon gag) elxare
GEEOUAALKY ETIAPT, Toug TEAUTAlOUGT2 AVEG, TIPLV TNV TWPLVT 04AQ (PUAGKLON);

KQppia @
1 a

o8 = iy
6-10 Ry
navw amno 11 @°
Asv anavtw [

H.4 Me rooouc Avdpeg elXaTe OEEOUCALKN £maPn, TouG TeAsuTaloug 12 URveg, mpwv Ty

TWPLVT 0ag PUAGKLOTY, 1

Kaveva 4
1 i 1o
205 i)
6 - 10 o*
navwano 1t 3°
Acv aravtw 13 [

NYPIZTE ZEAIAA ==




H.6 EXeTe MOTE MANPWOEL yIA VA EXETE OEEOUAALKN £TIAPN UE TIOPVN
Ta teAsutala 10 xpovia,

NAI O' oxI 3% AENAMNANTQD?

H.6 Efw. MPIN MMEITE > TH ®YAAKH. naipvate kapd aro Tig mapakatw

TIPOPUAGEELG, VIO VA HEWWOETE TIG MBavOTNTEG va poAuvBeite ano To AIDS!

Xpnoluornolouoa TPoPUATKTLIKA ouyva NAl Q' oxIi 2% AENANANTQQ?®

EnMEAcya MPOCEKTIKA TOUG EPWTLKOUG HOU
OUVTPOPOUG NAl O' ox1 a? AENAMNANTQO®

Me{woa Tov aplipo TWV EPWTLKWY
CUVTPOPWY HOU NAI 3" oxI 3% AENANANTQ3®

ZTapaTouoa TG OEEOUAALKEG OXEOELG
ME EVO CUYKEKPLUEVO OUVTPOPO NAl Q' oxI 22 AENAMNANTQQ®

H.7 Efw. NPIN MMOEITE 5TH ®YAAKH, 1600 ouyxva oKke®TOoAoTE T 0sE0UaALKT) 0ag
ouumEpLpopd, os oxeon Ue To AIDS;

note Q'

SMANIA Q2

KAMOY - KANoy Q ®
SYXNAQ *

MOAY ZYXNA O °
AEN ANANTQ O ©

MEZA ZTH ®YAAKH

H.8 Ooo siote MEZA ZTH ®YAAKH, £iXaTe MOTE OEEOUAALKN ETIQPT] UE
KATIOLO OUYKPATOUUEVO 0aG;
NAl @' oxi3? AENAMANTQQO®

(Av anavtricats "OXI", nnyaivete otnv epwtnon H.13)

H.9 ZuvoAlkd, HE MOCOUG EPWTLKOUG CUVTPOPOUG E(XATE OXEDELG,
1
2-5
6-10
navw aro 11
Aev anavtw

opoood
N B WM

MYPIYTE YFAIAA o~

—_———

H.10 Ztnv epwTLKN TIPAagn, noaoctav:

“EVEPYNTLKOG” L

‘Nadnrikeg” 2

ARAEG POPEG "EVEPYNTIKOG”, GAAEG “TIABNTIKOG 1

; 4
AsV Armavtw D

H.11 Otav Kavarte £pwTa, auTo ywvotav
ME MPOOYAAZH '

XQPIZ MPOOYAAZH [d°2
AEN AMANTQ  [°

H.12 MEZA ZTH OYAAKH, £XETE TIAPEL KAHLA QTIO TG NMapakATw MPOPUAGEELS, yla va
MEWWOETE TIG MeavoTNTES Va HoAUVBEiTE amno AIDS;

j - 2 e 1
Xpnolorioouoa TIPOPUAGKTLKA oUXVQ NAI Q' OxI Q AEN AMANTQ O

EmEAEYQ TIPOOEKTLKA TOUG £PWTLKOUG HOoU

1 2 — 3
OUVTPOPOUG NAI O OX| @* AENAMANTQQ

Melwoa ToV aplipd TWV EPWTLKWY

CUVTPOPWY HOU NAl Q' Oxi 02 AENAMNANTQQ®

MapakaAoUus, anavrioTe BaZovrag o€ KUKAO TNV andvTnon nou oag

avTLnpoownsUet.

cUETE 6TL Ba EXETE OEEOUAALKEG OXEOELG

H.13 Me Moooug EPWTLKOUG CUVTPOPOUG TILOT
£va XPOVO HETA TNV Qro@UAGKLOT) 0AG;

1 o’
2-5 15
6-10 5
navwaro 11 2 °
Asv anavtw 8

MYPIZTE ZEAIAA =




H.14 lMoto Ba civat To PUAD TWV EPWTLKWY 0Ag CUVTPOPWV,
Mavta o avtiBsto pUA0 '
[Mavta 1o (Lo PpuAo Q*
Kail avdpeg katl yuvaikeg d %

AnavtiioTe auTEg TIC EpWTHOELG, BdlovTag o KUKAO TNV andvTnon mou oag
avTinpoowneUel. AyvoroTe Toug aptBuolc SinAa oTIg AMAVTNOELS.

H.156 ZKomeUcTe va EXETE KOATILKN STTAPT) XWPIG POoPUACED;

ZIFOYPA MOAY AEN EIMAI MAAAON 2IFOYPA AEN ATTANTQ
NAI MEANO ZIFOYPOXZ AlMI©ANO OXIl
5 4 3 2 1 0

H.16 ZKOmeUsTe VA KAVETE TIPWKTLKO EPWTA XWPIG MPOPUACEDN;

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN ATANTQ
NAI MOANO ZIFrOYPOXL AMIGANO OXI
5 4 3 2 1 0

META THN AMTOOYAAKIZH, oKoTeUsTE va TIAPETE KATIOLA ATIO TIG MAPAKATW
MPOPUAGEELG, YLO VA UELWOETE TIG MBavoTnTeg va poAuveeite amo AIDS;

H.17 ©a smA£Ew va pnv £xw OEEOUAALKESG OXEOELG HE KATIOLO OUYKEKPLUEVO OUVTPOPO

2IFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN ATTANTQ

NAI MEANO ZIFOYPOZ AlIGANO OXIl
5 4 3 &z 1 0

H.18 Oa pewow ToV aptBuo TWV CUVTPOPWY

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN AMNANTQ
NAI MNIGANO ZIFOYPOX ATI©ANO OXI
5 4 3 2 1 0

H.19 ©a emAEEW TILO TIPOCEKTLIKA TOUG EPWTLKOUG HOU CUVTPOPOUG

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN AIMANTQ

NAI MOANO ZIFrOYPOL ATII©OANO OXI
5 4 3 2 1 0

H.20 ©a aAAGEW OSEOUAALKESG TIPAKTLKEG |UE TO OUVTPOPO HOU.

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN ATANTQ

NAI MOANO ZIFOYPOX ATI©ANO OXIl
5 4 3 2 1 0

H.21 ©a xpnoluornoww TPOoPUACKTLKO TAKTLKA

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN AMANTQ

NAI MOANO ZIFrOYPOZ -AlMNI©ANO OXI
5 4 3 2 1 0

H.22 AAAN (BWOTE ASMTOUEPELES)

15

TMHMA ©

AkolouBoUv KATMOlEC E£pWTATEL yia TNV £viogAeBla XeHon VARKWTLKWY.
MapakaloUpe amMAVTACTE OAEq TIG EPWTNOELG toekdpovrag (v) To
TETPAYWVAKL [ otnv andvtnon nou cag avrtinpoowneust. AyVORoTE TOUQ
apt8polq dimia ota TeTpaywvdkia. MNa pla akéua popd cgag SlaBeBaudvoupe
éTL oL anavrioslg oag sivat ATIOAYTA EMNIZTEYTIKEZ.

©.1 Mot Xpovid KAvVATE yia MPWTN Popd eVOoPAEPLa XPNoN VDR TURCOVY <. s e smesmss coien

©.2 AUTO EYWVE EVW HOACTAV: MEZA ZTH ®YAAKH a :
EZQ AMO TH ®YAAKH 2

©.3 Zuvex({eTe QKOpN VA KAVETE XPNoN; Nal oxl 0?2 Aevanavre °

©.4 Mpw aro 1Moo Kapo KAvate yla TeAsutaia popd eVOOPAEPLA XPIION VAPKWTIKWY'

0- Znpepee L
8 - 29 nuépsg (1?2

1- 4 unveg i

5 - 11 uiveg B¢

1- 2 xpovia | 5

ripwv amo 2 xpovia [1°

MESA STHOYAAKH O °

©.5 AuTO ylve peoa i €5w aro TN PUACKN; .
E=Q AMO TH ®YAAKH

©.6 MMotd Xpovid KAvarte yia mpwTn Popd Kown cVOOPAERLA XPNOT VOPKWTIKWY;
(LOLPAOTNKATE TA 'O£Q’ JE KATIOLOV AANO, XWPIG VA TA QMOCTEPWOETE) oo '

©.7 AUTO £YLVE £V NOAOTAV MECA ) EEW ATIO TN PUACKT; MEZA ETH OYAAKH [
EZQ AMO TH OYAAKH [ 2

©.8 FuvexileTe QKON VO KAVETE KOWN XPrion; Nnad'  oxid

©.9 lMpL Ao moco KALPO KAvaTE YIa teAsuTtala gopd KoL Xpnon.

0-7nuépeg

8 - 29 nuepeg (1?2
1- 4 unveg

5 - 11 unveg T
1-2 xpovia

6
TIpLV amno 2 xpovia

MESA STH OYAAKH (1

©.10 AuTo £ylve pEoa 1} Ew ATTO T (PUATKN; h
E=Q AIMO TH ®YAAKH

MYPIZTE ZEAIAA ==




Métpa npoguiagng

©.11 MPIN MOEITE ZTH ®YAAKH, naipvate KaQua aro TLg Mapakatw TPoQUAGEELS ya

VO MELWOETE TIG MBAvoTnTEG va poAuveeite ano AIDS;

XpnoLuoTolouoa arnooTEpWHEVa ouvepya NAI O
Xpnotuorioloioa KatvoupLeg oupLyyYeg NAI O
MepLoploa TNV KOWNG XPnor CUVEPYWY NAI O
ITAUATNOA TV KoLV XPNon CUVEPYWY NAI O
Ztapatnoa tn xpnon NAI O

oxXiQ AEN ATTIANTQ O
OX1Q  AENAMANTQ Q
OX1Q AENAMANTQ U
OXId  AENAMNANTQ Q
oxiQ AEN AMNMANTQ O

©.12 MEZA FTH ®YAAKH, nalpveTe KQULd amo TIG MOpakatw TPOoPUAGEELS yla va

UELWOETE TIG MBavoTnTeg va poAuveeite ano AlDS;

XPNOLUOTIOW) ATIOOTELPWHEVQ OUVEQYQ NAI O
XPNOLUOTIOLD KALYOUPLEG CUPLYYEQ NAI U
MepLoploa Tnyv KOWnNG XPnomn CUvEPYwY NAI O
ZTANATNOA TNV KON XPNon CuveEpYwY NAI O
ZTapdrtnoa tn xenon NAI O

OXIQ AENAIANTQ Q
OXIQ AENAMNANTQ QO
OX1Q AENAMNANTQ Q
OXIQ AENAMNANTQ Q
OoxXIQa AEN ANANTQ Q

MNYPIZTE ZEAIAA =

ATavTROTE QUTEQ TIG EpWTNHOELG, BAlovTag o KUKAO TNV andvrnon nou gag

AVTLIIPOCWNEUEL

©.13 APQY AMNOGYAAKIZTEITE. OKOTIEUETE Va TIAPETE KATIOW ATTO TG TTAPAKATW
MIPOPUAGEELG YLA VO HEWWOETE TG MBavoTnTeg va pohuvBeite amo AIDS;

©Oa NMEPLOPIoW TO HOIPACHA TWV CUVEPYWY

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFTOYPA AEN AMANTQ
NAI MIOANO  ZIFOYPOZ AlMIGANO OXI

Oa XPNOLLOTIOWD KALOUPLEG OUPLYYEG / peloveg

ZIFOYPA MOAY AEN EIMAI MANAAON ZIFOYPA AEN AMANTQ
NAI MIGANO  ZIFOYPOZ ATIGANO OXI

©a YXPNOLLOTIOW) GIOCTEPWHEVA EPYAAEL

ZIFOYPA MOAY AEN EIMAI MAAAON ZIFOYPA AEN ATANTQ
NAI MOANO ZIFOYPOZ ATI©ANO OXIl

il







1.10 To va aroguyw Tn XPNon
VAPKWTIKWV PEoa oTn pUAaKN EGkoho 7 6 5 4 3 2 1 Auyoxkodo
elvat:

1.41 To va anouyw Tn Xpron
VAPKWTIKWY Péoa oTn puAakr Ba Amiéavo 1 2 3 4 5 6 7 TMeavé
ue ékave va aioBavew o uyme

1.12 To va amopuyw Tn Xpnon

VapPKWTIKWOV péoa oTn QUAAKY Ba

Lie BonBOUCE VA QVTLHETWIOW THO Méavé 7 6 5 4 3 2 1 Anféavo
gUKoAa TN {wh Hou OTN PUAAKY

1.13 To va anoguyw Tn XPnRon

VaPKWTIKWV péoa oTn puAakr Ba Anidavo 1 2 3 4 5 6 7 TBavé
pE €Kave va alodavopat Tio

“aveBacpevoq”

1.14 To va eipat uyirg sivat Kaké 1 3 4 5 6 7 Kaié

2
Qpéapo 7 6 5 4 3 2 1 BAapepd
Auycdpsoto 1 2 3 4 5 6 7 Euyapwoto

1.15 Na pnop® va avTiHeTwrilw Kaxé 1 2 3 4 5 6 7 KaAé
o sUKoAa T {wh Hou oTn QUAGKY) Q@éhpo 7 6 5 4 3 2 1 BhaBepd
sivat: Aucdpeoto 1 2 3 4 5 6 7 Euydptoto

1.16 To va aioBdavouat mio Kaxé 1 2 3 4 5 6 7 Kard
“aveBacpévog” ot PUACKN ivat: Opéhgo 7 6 5 4 3 2 1 BAaBepd
Aucdpecto 1 2 3 4 5 6 7 Euxdpioto

1.17 AAAOL KpaTOUUEVOL, XPNOTES VAPKWTIKWY, ot ortolot efvat onuavTikol yia pyeva
vou(Couv OT1
Aeveaénpemne 1 2 3 4 5 6 7 6a Enpene
va KAvw XPRom VapKwTIKWY HECA OTN (PUAQKT).

1.48 AAAOL KPATOUKEVOL, XPHOTES VAPKWTIKWY, OL onolot elval onuavTikol yia peva da:
Erudokipalav 7 6 5 4 3 2 1 Ancdoxi{palav
10 va Kavw Xprion VapKwTIKwy JEca otn (PUAQKT).

[.18 IXETIKA PE TN XPNON

VAPKWTLKWY HETA OTN (PUAQKT),

600 BEAETE VA KAVETE QUTO MOU Ol KaBdhow 1 2 3 4 5 6 7 MNdpamoAd
iAol oag Kat ot ouyyevelg oag

vop{Couv owoTo;

1.20 Ixelka pe tn Xpnon

VaPKWTIKWY P€ca oTn PUAAKT,

néoo BEAETE va KAVETE aUTO Tou KaBéhou 1 2 3 4 5 6 7 nNdpa oAU
AAAOL KpATOUHEVOL, XPNOTEG,

vopilouv owaoTo;







