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Prison as a Determinant of Health
Readings:
De Viggiani:
· Prisoners are disempowered by the system and forced into obedience
· Wrestle for survival, which depends on integration into prison community
· This paper reports on an ethnography conducted with adult male prisoners and prison officers in an English prison between 1999 and 2001
· Prison has an important impact upon prisoners health and health research, policy and provision should be driven by the World Health Organisation principles for public health
· Prison health research remains focused on physical and psychiatric morbidity and mortality. Valuable in revealing that prisoners experience poorer levels of physical and mental health compared to rest of pop
· But because of this, the focus has been on policy and practise rather than health care and treatment. Services are oriented towards short term problem solutions rather than long term sustainable preventive and developmental public health goals (suicide, self-harm, drug) = contained and treated rather than preventive
· Public health approach should seek to explain why prisoners have poorer health and discover factors causing this
· Prisoners have needs that prison health services rarely address. Need to consider impacts of social and institutional influences on prisoners health
· WHO’s vision for prisons is to create a ‘whole climate’ for improving health (1996:1), where personal safety, fulfilment and dignity are considered important prerequisites for prisoner
· WHO healthy prisons philosophy is supported by 28 European govs
· Prisons in England and wales are failing in providing care to prisoners. Prisons are struggling to manage increasingly needy and demanding pop. Radical approach is thus needed to relieve this
· Has been argued that prison is harmful (deprives individuals of basic human rights and needs, bringing various harms to them by rendering them powerless and institutionalised)
· Firstly that imprisonment is synonymous with deprivation and, secondly, that prison deprivations have significant physical, psychological, emotional and social repercussions for individuals. Sykes (1958:65_77) argued that imprisonment deprived individuals of certain key rights and possessions, including liberty, goods and services, heterosexual relationships, security and autonomy, which in turn brought pain and hardship, threatening prisoners’ sense of personal worth, self-esteem and identity
· Deprivations can lead to adverse effects for prisoners
· ‘prisonisation’ to describe the regimented, habitual and institutionalised behaviour of prisoners as they became progressively socialised into the prison community. Prisoners would then adopt ‘. . . in greater or less degree . . . the folkways, mores, customs and general culture of the penitentiary [and become] more deeply criminal [and] antisocial’, exhibiting particular behaviour traits, or ‘alienative modes’ as ‘survival strategies’
· Prisoniérisation, adopte les comportements de la vie en prison
· Prison code; normative value system to which some prisoners subscribe (deny fear, weakness, suffering…, avoid collaborating with personnel)… struggle for dominance. Social status is governed by code
· Bullying, intimidation are commonplace in prison. Prisons can be counterproductive in providing potential for rehab and health enhancement , prison is double-punishment (deprived of liberty +brings about psychological/physical distress)
· Prisons import values, norms, beliefs from their respective communities
· . background helps to cope with surviving in prison
· Likewise, others have argued that many prisoners come to prison with poor physical or mental health on account of having previously had poor access to health care, minimal incentive to take preventive health action and with histories of risky lifestyle
· Link between poverty, social exclusion and health
· Prisoners more susceptible to preventable health problems and more likely to resort to drug misuse…
· Imported factors highly significant in explaining health status of prisoners
· Intrinsic and extrinsic factors play role in health of prisoners 
· It meant that the researcher was able to access staff and prisoners at short notice and use certain contacts to check out information gleaned from discussions and interviews.
· Research and study done in prison
· Enviro in prison tense, high levels of paranoia, suspicion, having to forgo privacy difficult. Sensitive to change. Constant state of arousal or stress. Relationships are temporary, tend to thus be superficial. Lose identity
· Prison talk; offensive humour, provocation
· Working at the gym; intimidating, macho, testosterone filled, sports; friendly aggression and rivalry but also sometimes humiliating 
· I’ve never talked, never shown my emotions, never shown my feelings. I don’t know how to . . . You have to otherwise you’d be losing it here, there and everywhere . . . (Tony)
· Emotional repression, some get injured yet supressed it, don’t show or talk about it
· If having a cry’s the way you can relieve some tension, pressures, hassles, fucking heartache, whatever, that’s what you should do, like, if it helps. (Ian
· Use criminal reputation as a veneer as to obtain respect from others. Prison is all about status. Repetition and criminal sophistication also increases respect from prison staff
· Sexist, misogynist and homophobic banter seen as harmless and acceptable
· Minorities appear antisocial
· Tight relationships among welsh 
· Verbal bullying more present and visible, consequences of exploitations
· Prison ,<<nonce>> = weak, vulnerable, or suspected to me a sex offender
· Messerschmidt (1993) has likewise suggested that masculinities are produced, performed and reproduced as ‘settings-specific accomplishments’, ‘forged’ in correspondence with dominant, traditional and pervasive hegemonic values, where individuals aspire for social status and recognition by regulating their own and others’ conduct
· Male values have greater currency given the male-dominated and sex-segregated area like prison
· This research has highlighted how there is a pressing need to acknowledge and act upon factors associated with imprisonment itself that predispose prisoners to mental and physical health problems and social decline. An expanded notion of ‘prison health’, which incorporates the notions of deprivation and importation, could provide a more meaningful and appropriate platform for discussing and developing future prison health policy. 
· Risk taking behaviour is merely symptomatic of individuals’ personal struggles to cope with prison

Catrin Smith, Healthy Prisons`; A Contradiction in Terms?:

· Prison services have long been subject to criticism; conflicting roles performed by prison medical workers and their involvement in the ill treatment of prisoners
· Disparity between the quantity, quality and effectiveness of services, lower then community standards
· Consensus that prison health service should be equivalent to that of communities
· Promotion of health has become pivotal feature in prison health care policy
· Previous political commitment to health was made in Heath of the Nation strategy, increased focus on health care needs and dev of health promotion initiatives
· Political will has been supported by the WHO, target environments as intervention points for health promotion
· Why promote health in prisons:
· Very unhealthy pop, a lot suffer from mental illnesses
· Led risky lifestyles, prisons allows, increases access and communication to section of pop the most at risk yet the hardest to reach (may not want to seek professional help)
· Prisoners are concerned with their health, will seek out help and services
· Especially important for women, through them reach their families, health promotion has thus a major public health dimension
· In absence of intervention, women will return to the health adverse situations from which they came
· Health promotion: rhetoric and reality:
· Preoccupation with health is a central feature in western societies. Ill health is costly and inefficient for the state and for the individuals it involves, interest to avoid this is inherently seen as a common interest
· Heightened interest in health empowerment, positive health and health autonomy
· Health promotion has origins in 1970s
· Health policy at the time had become increasingly dependent on high tech medical interventions and expensive hospital based techniques
· Shift; intervention to prevention and promotion
· Health promotion: prevention, health education and health protection* + aim to enhance participation and equity
· H.p. seen as surveillance medicine directed to all individuals and all levels of pop
· P. 5 important passage
· H.p. penetrates the mind and creates a health promoting self, responsibility for both the cause and cure of the health probs now rest on the individual, deflecting attention away from wider social structures that both creates some behaviors and inhibits the dev and maintained of others
· Focus on healthy lifestyles to modify individual conduct, enemy is seen as a failure of self-control, lack of self-discipline, illness b4ecomes symptomatic of unhealthy lifestyle
· Being ill is defined as being guilty
· But what it is to be healthy is often promulgated by white middle class ppl that work with sexist, racist and homophobic value systems ***
· Has a marginalising effect, targets certain groups as deviant… create deviance amplification
· H.p. can work to create further social division between healthy and not so healthy, victim blaming, exclusion of groups
· Iatrogenic contribution to ill health p.6
· Women often targeted since they care for family, healthy diet may be hard to reach for single mother with low income
· Sexism has influence h.p., based on gender assumptions, construct women as carers, confer responsibility to mothers, paradox of responsibility without power*
· Going against h.p. is like going against virtue p.6
· Because of h.p. that women were excised, that Nazi Germany eliminated parts of the pop…
· H.p. can succeed
· Captive audience:
· Access to health care and services must be equal for all ppl, complicated in the prison matter, exclude them from normal citizen rights
· State also takes on duty of care which is larger than liberty. Do health concerns come first or does prison legislation?
· Prison; surveillance, antithetical to democratic promotion of health, empowerment 
· Purchase, possession, consumption of drugs pertain more to security then health
· Some prisoners become drug user in prison
· Ethical dilemmas, allegiance to the prisoners or the staff?
· Voluntary v. involuntary intervention in ppls lives while in captivity
· Prisoners ingest bleach to cover drug consumptions, dangerous, switch to hard drugs to cover other drugs (cannabis to heroine)
· MDT program according to civil liberties groups contravene on human rights
· Discrepancy between legal criteria for defining criminal responsibility and the medical criteria for the identification of health impairment
· Isolation and coercion instead of informing and promoting responsible behavior
· Implications for confidentiality and privacy
· Contradictions between health and law enforcement + preventive strategies may do more harm than good in prison
· Definition of health problem determines the response
· Prisons themselves are disadvantaged  environs for good health; overcrowding, poor conditions, limited facilities, stress, anxiety, deleterious consequences of liberty loss, increased surveillance… all have an impact on well being
· Risky behaviours can be seen as forms of release for all those impacts, may be seen as health enhancing for those individuals
· Repression and incitement; more a behaviour is prohibited, the more pleasurable it becomes, especially for those with few alternatives avenues for pleasure
· Imprisonment has an impact on health and wellbeing, disempowered, isolate, insecure, many prisoners relieve their frustrations through the use of substances or other behaviours
· H.p. will only be effective in prison when the causes if ill-health are recognised and targeted rather than the recipients. Health risk they face stem from inequality and disadvantage

Nils Christie:

· Best tool to improve prison health is to decrease prison population, would also reduce crime
· Those receiving pain from prison have received it before, usually all poor, uneducated, have problems (drugs, alcohol...)
· Prisons that unhealthy, need to work towards reducing use of prison*
· Dominance of economic thinking with the priority being economic goals over other possible goals and concerns, capital dominates, growth and expansion are central in this type of thinking, law of liberalism
· Crime in bottom classes, must look at upper classes = development of a culture of normative brutality 
· Productive life is demeaned in favor or valorisation of consumption, That + decrease in opportunities for work = impacts social mechanism of social support, control and communal engagement
· Ideologies about the supposed blessings of the market economy and globalization add to the thinning out of locally based knowledge
· Social differences increases
· Acts are not, they become…their meanings are created as they occur
· Crime is thus a product of cultural, social and mental processes.
· A bunch of different understandings are possible for one particular act, can be met in different systems as well, judicial, psychiatric….
· Crime is a social construction, what makes unwanted acts appear as crimes and the actors as criminals 
· What is the suitable amount of punishment? Ethical question 
· Netherlands, crimes did not change, but politics did, reason why more ppl were being put in prison
· Penal system can tell us what form of society we live in. prisons are alternative to welfare systems
· Talk a lot about growth, what about redistribution of resources? Including more equal access to work
· Need to create independence between health workers and prisons. For one, health workers should NOT belong to the prison system. This way, if conflict should appear, they will be anchored in social values and thoughts, not prison ones
· Introduce harm reduction:
· Developing planned comprehensive clinical treatment program for drug-dependant prisoners, developing a needle-exchange program, providing effective method for disinfecting needles
· Drugs are main factor, ppl commit crimes to get money to buy drugs, lost war to drugs, being main reason behind prisoners increase

Conflicting roles, difficult to have a therapeutic environment, staff can mistreat prisoners;
· Forced feedings
· Strip and body cavity searches, physicians are asked to certify health of a prisoner for them to be fit for the capital punishment, needs to be fit as to get capital punishment. Conflict of the physician that usual sees to your wellbeing, conflict with medical ethics

Structural difference between society and prison. Society has the ability to change doctors/physician, prisoners do not, difference in terms of access, different layers of policy for society, even more complicated in prison.
Staff members/correctional officers have the general idea that prisoners lie, steal… stigmatise prisoners. So when a prisoner complains about pain, guard will think they are lying, not let them. Woman with abdominal pain, had a bowel obstruction and almost died, way of thinking complicates relationship they have with staff members that it can be a barrier to health.
Health promotion efforts have become a staple, ways in which health care practises can easily deviate from policy. Correctional policy = sounds pretty logical but practises do not always follow policy, deviate from segregation policies, Ashley case; woman suicide herself, these things happen frequently.  Political will to make prisoner safer and healthier is supported by scholars and world health organisation but guidelines are not binding. External service evaluating correctional service most often rejects guidelines. Why do we need to promote health in prison?
Prisoners are among the unhealthiest population in society, high prevalence of risky behaviour. Prisons are a space where health care professional can get easier access to difficulty accessible ppl, prison becomes pt of contact as to allow access to health services. Aggravated in US since they do not have a universal health system, more dire in American prisons. Captive pop, can track them, need ongoing treatment, easier to follow, monitor, constant surveillance, easier to treat them, all in one place with free time. Prisoners are generally concerned with their health (how since they lead such a risky lifestyle? = they know they live a risky l. therefore realise they need medical care). Prisoners use health care services more than we do in the community. Incarceration promotes a lot of reflection on behaviour (drug use…), some individuals try to become healthy. Some women where drug addicts (one was 80 pounds when she went to prison, now getting 3 meals a day, get back to a healthy weight before being returned to the street). 
Prisons become de facto a detox center illustrating lack of services in the general community. Health promoters see prison as a major element of health improvement movements, better level of health and underserved communities. Why the most vulnerable groups of society only receive health care once in prison, what is it about our economy, budget funding that individuals are not getting served until they go to prison. Futility of incarceration, need for greater and more innovative health care services in the community, need to think about how we offer health care services
Traditional methods not working, need to do something different
Need to think critical about health promotion being intrinsically positive (Catrin). Citizens must be responsible agents for their own health, prevention, maintaining of health. Education campaigns; health impacts, connection between cancer and smoking. Responsibility citizens can also have a deresponsabilisaing impact on the state. Increasingly, our health becomes our responsibility, start to see victim blaming (have cancer, your fault since you smoke), drinking while pregnant, deresponsabilisation of the state. Not just about receiving medicine, medicine now focusing on prevention.
Single mom; how can she promote health when she does not have the means? Do not take into considerations lack of economical means.
Health promotion is composed by 3 components:
Prevention
Education
Protection
Aim is to enhance individual’s participation in health promotion. Discussion about equity. Ways in which health promotion can describe activities defining society. Risk society; characterise by discourse of risk and ways by which to minimise risks, decrease exposure to risks. Health promotion is form of medical surveillance, can be seen as a tool to regulate individuals. Ingesting illegal substances harms bodies, health promotion is a technique to get use to regulate that behavior. Work discursively; discourse, message, kind of language that gets us to act in a particular way, it’s regulating, change behaviour as to conform to discourse, penetrates mind and take o responsibility for the cause and the cure. Health promoting self, according to Smith. Moving away from state, structural inequalities like poverty, structural factors, structure might develop harmful behaviour
The root cause; is the individuals fault, being unable to be responsible, ill health = individuals fault, 
Core aspect of health care
Health takes on a moral connotation, illness= consequence for a deviant behaviour. Harmful way to be thinking about health and illness. Privilege a particular type of person, standard of health used to compare others based on healthy white male, who stands outside that norms. Women`s bodies usually deviant; bleeding, hormonal, menopausal…. Devastating health effects when we allows this way of thinking
Targeting of social groups can cause deviant amplification. Creates further divisions between healthy and sick, marginalisation of ill ppl, deviant, risk takers. Women have born a lot of responsibility of the health of the family = creates gender inequalities, women does not have the means to care for family = seen as deviant. Health promotion not intrinsically a positive thing
Iatrogenic; form of harm as a result of medical treatment
Argue against health promotion discourse it’s like arguing against virtue, goes back to health as a moral element
Preventive strategies can become punitive ones. What is good health? Can vary from person to person, who defines what good health is? Standard norm; white male, have to think about who is defining this.  Historical health treatment; state initiative of the Nazi regime used health as a justification for the holocaust. H.p.s. = have to think critically about them. Can be effective though
Social capital, have the capacities are quite successful in navigating h.p.s., others that do not have that (prisoners), not so much
h.p.s. quite general, but if do not target certain areas, will not act on them, won’t have an impact.
Interventions start to in crotch on civil liberties, need to critically examine them. Ways in which medical examination/experimentation can be harmful ---- forced treatments, inability for prisoners to give full informed consent.
Equity; trying to minimise different inequalities across the board, social justice
Quality; different groups having the same status in terms of health outcome
Prisons excludes ppl from their civil liberties. Right to refuse medical intervention, by using force/sanctions, prisons is able to ensure compliance. Use of sanctions/depravation get prisoners to participate to things that they might not want to, coercing prisoners to comply, not voluntarily complying with treatment. Prisoners cannot refuse treatment
Prisoners are dependant
Contradictory aspect
Render impossible therapeutic treatment. To controlling, against health and empowerment in a total institution, how to promote empowerment in most disempowering area. Prisons take away all form of responsibility, how does that make prisoners responsible? Removes responsibility, = contradiction. Prisoners prioritise illnesses over others. 80% of prisoners have asthma, not a concern for prison health mandates, drug use, HIV are the main priorities. Issues are targeted since seen as cause of crimes and deviance. Very designation as drug use as illegal removes it from h.p.s., seen as problem of correction. Saw drug use as public problem and not just a prison problem, would see a decrease by 80% in drug use.  Building drug use as deviant and risky. Imprisoning drug users is punitive, imprisonment does not lead to less drug use, no effect of intervention, actually increases. Where is the allegiance; to prison or to prisoners. Harmful effects; Canadian federal penitentiary does not allow a needle exchange program (would be seen as allowing it, acknowledge its happening in the prison), idea that prisoners will be able to harm guards. Bleach is available as a harm reduction, still not safe. Drug users’ switch to harder drugs, weed to heroine. Cannabis stays in system longer that other drugs, urinalysis, do drugs that are more addictive and damaging to the body yet leave no long term trace (sort of). Mental illness; legal criteria different then medical one, can be legally responsible but mentally ill = sort of contradictory. Concerns about confidentially (HIV is highly stigmatised), files are available to all staff members, not just nurses/doctors. 
CSC, 
Way that we conceptualise what constitute a health problem, response… = more punitive practises. Lower social/economical backgrounds, prison exacerbates this (no air conditioning, architecture effects, damp buildings, aging population, poor ventilation…), expression of emotions can be penalised, how else do you express yourself, prisoners are going to be emotional, some unhealthy behaviours are a form of cooping (doing drugs, self-mutilation for ex, copping strategy), harmful but can enhance individuals wellbeing, likely an affect not a cause of the problem. Need to think about why the person is using drugs in the first place. Health pr. when the cause of ill health (last line of Catrin text)

Thursday, January 16th, 2014
Domique Robert:
· Prisoners suffer from same health problems only in greater quantities
· Canadians prisoners also make intensive use of the healthcare services
· As to understand the Canadian penitentiaries, need to understand provision and management of health services is the responsibility of the correctional admin. Ambiguity; nurse is both a health professional and  member of security personnel = conflict of interests, often compromising prisoner privacy
· No one aims at understanding this heavy use of healthcare services 
· Goal of the paper is to suggest some elements that might explain that heavy use
· Central question is deterrence; how to avoid deteriorating the health of prisons while not offering conditions better than those endured by the poorest segment for the pop
· Was in the 1900s preoccupation for inmates health
· In the old public health model; state took control over health measures (epidemics, issues of hygiene). Used constraints, responsible for life expectancy increase
· New public health model: middle 1970s, right to health is transformed into a duty to maximise one’s health. Prevention campaigns directed towards the population as a whole, collaboration among all sectors needed, mobilize to spread the msg
· New model sees individuals as having clear understanding about preventive diseases, prevention efficacy…
· In this context, disease becomes the consequence of behaviours that are qualified as irrational, irresponsible, and, most of all, displaying a clear failure of risk management.
· Self-regulation is needed whereas the curative approach is at the bottom
· Instrumentalisation of prison and prisoners as vectors of the community health legitimate research and action by focusing benefits to inmates. However, this focus tends to shift towards correctional staff and health of community outside the walls
· Only 1996 did WHO start promoting health in prisons
· Prison ideal place to educated, train and re-orient hard to reach portions of society
· Prisoners generally return to the community, thus the relationship between the prisoner’s health, family and community is important. Limiting spread of disease in prison benefits both prisoners and community. Need to reduce negative impacts on health in prison
· Exteriorisation of healthy norms and behaviours by inmates allows a more general adoption of these norms by other rebellious croups (condom use, safe injection, early detection test…). Are constructed as public health messengers, message of health is transmitted by their example
· Basically, the concepts of actuarial justice and new penology refer to a change in correctional philosophy where the goal is not to transform or rehabilitate inmates (discipline) but rather to manage the risks they represent
· Risk management tools and scales, help classify inmates in terms of risk profile, which will indicate security control needed, programs to be followed… section on health risk. Establishment of risk should include life before imprisonment. Ex; criminal can have a low criminogenic risl but represent a high health related economic risk 
· To our knowledge, this «healthization» of actuarial justice is not formally in use in the correctional system
· Emphasis on individual responsibility BUT
· Moreover, in extreme cases, the correctional system punishes and disciplines the prisoners who take their health into their own hands: for example, when inmates refuse prescribed therapies
· This conflict of responsibilities provokes a boomerang effect where the exercise of one’s own responsibilities, along with the injunctions of the new public health, are met with authoritarian and disciplinary power
· Are health imperatives used as another means of control over the prisoners^
· Work to find alternative to improve health of prisoners and community


Niyi Awofeso:

· Public health officials have yet to implement credible interventions to minimize health impacts in prison
· This article highlights the effects of prisons in mediating the risk of hepatitis C virus and tuberculosis infections, as well as feasible interventions and policy approaches for limiting the deleterious consequences prisons exert on the transmission and clinical courses of these diseases
· Prisons; sequester torture from public view
· High increase of disease transmission in prison
· Role of prisons as social determinants of health (SDH), determinant whether individual becomes ill or stays healthy
· Lists nine SDH: income, employment and working conditions, food security, environment and housing, early childhood development, education and literacy, social support and connectedness, health behaviors, and access to health care.
· Prisons serve as sdh 
· Prisons amplify adverse health conditions through behaviours that are deleterious to health (tobacco, drugs…)
· In most societies, prisons exacerbate health conditions, many prisoners leave less healthy. Increase in death because of deteriorating health and limited access to basic health care. Dissemination of infectious disease is another mechanism illustrating that prisons are sdh
· For such disproportionately incarcerated groups, imprisonment becomes one of the social institutions that determines their health status and outcomes.
· Imprisonment is a high risk area for HCV infection, drug addictions. Health services are inadequate to deal with this issue
· Limited access to harm reducing interventions such as condoms, needles etc. increase contraction of HCV infection
· Higher risk for custodial staff to contract diseases
· Prisons with lax policies and practices increase likelihood for prisoners to contract HCV
· History of incarceration has deleterious consequences on employment and earning prospects of released inmates, in part due to adverse employment implications of criminal records checks
· Income level is a SDH through which imprisonment adversely impacts the health and welfare of releases HCV infected inmates
· TB ranked 10 principal causes of death and disability worldwide
· Prisons served as social determinants of tb infection; entrants generally have disproportionate higher prevalence of tb compared to ppl in communities, concentration function of prisons attributable to homelessness, poverty, malnutrition high rates of tb predisposing diseases such as HIV…
· Second tb is airborne. Prisons and architecture increase risk of contamination, overcrowding
· Prisons accord higher priority to security then proper ventilation, transmission is high
· Third the quality of prison health services for tb remains inadequate
· Prisons are linked to post-release morbidity and mortality of tb infection among inmates
· Unemployment and poverty limit tb victims access to treatment, effective
· Need adequate interventions in order to promptly treat infected inmates
· Reducing adverse impact of prisons on the health of the incarcerated and general community requires cooperative effort
· Prisons = social determinants of health, strong influence in infections
· Custodial health workers have access to vulnerable pop that would otherwise be difficult to reach
· Prison has potential to be a healthy setting, provided there is political will and technical competence to address the social and physical mental wellbeing of inmates
· Prison reforms have potential for benefits, but also for wider community into which inmates will eventually return



Lines, From equivalence of standards to equivalence of objectives: The entitlement of prisoners to health care stantrards higher then those outside prisons

· Generally accepted that ppl in prison have a right to standard health care equivalent to that available outside prisons
· Principle fo equivalence has broad consensus among international health and human rights instruments and organisaiton internationally
· Fact remains that most countries fall short on that standard. But the gap between principle and practice should not deter prison health advocates from asking if meeting that standard would be enough to sovle the extrme health care problems found in prison. 
· Is the principle of equivalence sufficient
· Limitations of principle in meeting health needs of the ppl in prison
· In Ireland, if ppl are getting a methadone maintaince before going to jail, can pursue treatment. But cannot initiate treatment once in jail
· At Dublin meeting, some favored allowing prisoners to initiate treatment as a harm reduction measure
· Others thought that that would allow them to jump the queue and receive prefereitail access
· Bringing prison policy into equivalence with community policy would allow prisoners to get onto the waiting list to receive treatment but that would do nothing to reduce HIV and hepatitis transmission via syringue sharing in prison
· Lack of needle/syrginue programmes in Irish prisons, meaning that prisoners awaiting methadone treatment would be sharing needles
· If want to achieve methadone maintaince (reducing injecting because of HIV and hep. C transmission risks = prisoners should inherently have higher access then available in the community
· Without this higher access, the efficacy of methadone will be futile
· Thus the ability of prisoners to jump the queue would be a more sensible policy as oopose to a merely equivalent policy that would ensure the continuation of high risk inections
· P.o.e. is insufficient to meet the requirement of responsible public health practice
· States have a responsibility to provide higher standards of health in prison than generally avalivble to pop. Anything less not only violates rights of the ppl in prison, but fails to redress numerous health crisis that are exacerbated by prison setting
· The globale scope of prison health problems:
· Health problems are more common, severe and complex in prison
· Rate of TB is more than 100x higher in prison and in many countries main cause of death among prisoners
· Clear relation between TB and poverty
· Risk of it to spread is heightened by poor and overcrowded prison conditions, inadequate medical infrastructure, inconsistent access to medications increases risk of developing multi-drug resisting strains of TB
· According to the World Health Organization (WHO), prisons are places where ‘‘two of the greatest public health problems facing all societies overlap: the epidemic of HIV/AIDS and the pandemic harmful use of psychotropic substances such as alcohol and illegal drugs.’’
· Outbreak of HIV
· In addition to diseases, mental health is a grown concern
· 40% of prisoners in Europe suffer from some sort of mental illness, 7x more likely to commit suicide, also vulnerable to violence
· Imperative that prisons have adequate facilities to meed the needs and ensure the protection of such women
· Also problems with enviro health, overcrowding, poor sanitary conditions, inadequate lighting and ventilation, extremes of temp, insect and rodent infestation and insufficient/non-existent personal hygiene supplies
· As a result, the prison environment is one marked by disease transmission, environmentally exacerbated health decline and death, and heightened risk of mental illness.
· In state obligations to fulfill the right to health withing the pop as a whole
· Providing health care equivalent to that available in community would not be sufficient to meet the need in many cases. Govs have ethical and legal standards of health care greater than that available in the community
· The principle of equivalence in an historical context:
· They also describe a legal duty upon the State to provide a standard of health services inprisons superior than for people outside of prisons in 18th century England.
· They also describe a legal duty upon the State to provide a standard of health services in prisons superior than for people outside of prisons in 18th century England.
· Also, keep the sick away from the healthy, medical units were required t be maintained in a hygienic manner
· Act identified the states responsibility for restoring or preservinf the health of the prisoners, thus an obligation to provide bith primary care for the sick prisoners, as well as preventative health measures
· Health care was going to be paid for by taxation
· In each of these cases, the legal standards of care articulated in the Act were higher than those existing outside of prisons in that era and people in prison were entitled to be provided health services by the State that they were not entitled to outside of prisons.
· Principle of equivalence in a contemporary legal context:
· Notion that the state owes a higher duty of care to those in prison than does outside prison is also featured in modern human rights law
· State obligation to fulfill the right to health contained in African Charter ‘‘is heightened in cases where an individual is in its custody’’ because the person’s ‘‘integrity and well-being is completely dependent upon the actions of the authorities.’’
· Welfare of inmates is the responsibility of the competent public authorities
· Supreme court of US also found that the state has the obligation to provide prisoners with access to h4ealth care serives, a duty that it does not own ppl outside prison
· very nature of the custodial relationship between State and prisoner places obligations on the Government to provide access to health care above and beyond that owed to people outside of prisons
· while standards are not sufficient, the court endorses the principle by which the gov is legally obligated to provde a higher level of health services to ppl in prison
· The prisoner’s mother, who took the case on behalf of her deceased son, alleged that he was in good health when he entered the prison, but soon fell ill due to poor conditions. It was claimed that the prisoner ‘‘received medical care only during the last few minutes of his life’’ and ‘‘that the prison authorities had refused such care during the preceding days and that this situation caused his death.’’ = conditions violated his right to life
· Furthermore, the prohibition of inhuman or degrading treatment imposes upon States a ‘‘positive obligation’’ to take proactive measures to prevent the occurrence of inhuman or degrading treatment
· Once again, this higher standard of health care is owed by virtue of the custodial relationship between the keepers and the kept
· Principle of equivalence in a public health context:
· Incarcerating an individual, by definition, places increased obligations on State authorities to protect his or her well-being, an increased obligation that necessarily brings with it increased responsibilities to provide health care services, even when those services exceed the scope or quality of those provided outside prisons. A failure to provide such services, which can result in the health deterioration or even death of a detainee, can violate State obligations in law.
· Obligation to provide higher standard of care to ppl in prison is also a public health imperative
· Penitentiary populations [therefore] contain an overrepresentation of members of the most marginalized groups in society, people with poor health and chronic untreated conditions
· Health needs of ppl in prison are more intensive and complex than those outside prison, demanding a more intensive and complex health care response
· Achieving equivalent standards of health care in prison not sufficient to fulfill the state obligations to protect the health of the ppl it holds in detention.
· Need to move beyond concept of equivalent health care and instead promote standards that achieve equivalent objectives
· ‘‘the State . . . by arresting and detaining individuals takes the responsibility to care for their life.’’


Social determinants of health (SDH):

· Housing (clean, crowding)
· Income  (resources, social status)
· Larger the gap between wealthy and poor, more health disparities, US for ex. larger gaps between social classes = overall less healthy, even the wealthy. More equitable distribution of wealth, Scandinavian countries = health is much higher. Canada’s middle class is also decreasing…
· Social networks (strong family ties, friends…) inclusion vs. exclusion, who gets rejected and why
· Nutrition (food security). Where do we get our food, types of food that we are eating? Ex food security will be impacted by income
· Employment (insurance, benefits)
· Knowledge regarding hygiene, medicine, health
· Environment (some are more exposed to toxic chemicals for ex, oil sands)
· Education (qualified education knowledge…), directly linked to income
· Culture (aboriginal status, minorities are potentially excluded from basic services and needs, enviro, social support networks, nutrition, income… aboriginals are among the highest rates for health conditions (higher heart rate, drug use, incarceration…), impacts who you are included or excluded
· Gender (females use more health services, mental illness higher among women since they actually use the services whereas men don’t, women are underdiagnosed with mental issues (stress, anxiety…), misdiagnosis. Men are also suffering since they are not getting the help they need because of what is expected masculinity wise, will go undiagnosed. Women live longer than men (difference in how we experience health in terms of gender relations
· Minority groups, marginalised groups; feel stigmatised, remain suspicious of health services,  drug users, mental disorders increase since 1970s around same time they started closing psychiatry hospitals, did not provide appropriate services. High 80% women diagnosed with mental illness, alcohol abuse, street crime.
· Start to see connection in community and then in prison in regards to health. 
· Need to start asking questions about access, availabilities. Provinces are responsible for health care. Who runs the management inside a prison? Correctional officer, have to submit request to them to go see doctor. Run by correctional service. In a federal prison; correctional service of Canada, provincial prison; through the province, Ontario ministry of corrections. What is interesting is; start to see conflict of interest between correctional services goal is to correct behaviour/rehab them/security* and prisoners health needs, what will take precedence? Security or health?  One of prison goals; rehab but also punishment. Any nicety or might seem like it, often prisons are seen like hotels, vacation. How can one institution be responsible for punishment as well as health? Especially when both seem to contradict one another. General consensus that prison is a better place for ppl with mental illness (by experts…) yet 85% of ppl have a mental illness, how can institution supposed to rehab us help us when it is the most disempowering area to be placed in. 

Prison health is public health***

Prisoners should have same access to care that if they were in society. Diseases contracted in prison will eventually find its way into society, will have repercussions on public. Prisons are not completely apart from public. Have to remember in order to maintain health of pop at large, have to maintain and insure health of all constituents, which means prisoners. Prisons are released into society and are unhealthy.  Have not educated them on how to avoid transmission, not doing due diligence in terms of maintain public health. Prisoners suffer from all illnesses that society does but in much higher levels. Suffer from higher rates of cardiovascular diseases, cancer, diabetes…. Have poorer health then pop. Provision and management of health services is done by correctional services, not health care professionals. Bureaucracies creates ambiguities; acts in a dual capacity; nurses are both a correctional service personnel and health care professional, both should remain separate. Confusion on the prison enviro. Forced medical care, against prisoners with mental illnesses will, pin board = intervention done when you are acting out as to control you. When a prisoners is strip searches, bodily cavities are searched. A lot of experts are seeing this as human rights violations… confusion of roles. Officer can strip you against will…. And you have to go ask them to see a doctor? Where is the trust after the violations? Compromises relations between health care professionals and theirs patients. Gov has suggested prisoners user fees, make them pay for their incarceration or pays for health services. If we cannot afford prisons, we should be thinking about alternatives… prisoners are poor, have no money.

Health care user fees; have a public system in Canada, should not have to pay, OHIP…. What happens if you need glasses but can pay for them? Idea of the overuse of abuse of health services by prisoners, not entirely accurate. Critics fail to acknowledge the poor health care offered, overuse of prescription drugs

Prisons cells are really small, overcrowded. Have to make sure when hear prisoners overusing health care services, what about complaints? Just trying to get out of cell, just trying to get out…. Belief that prisoners are perpetual liars, but at same time we are painting one pop with same brush. We are risking their health because we think that they lie a lot, interesting that we would let that form of assumption cloud our judgement. Health care service is a right, not a privilege. Need to remind ourselves is not a privilege services, all supposed to have access to it. Health status not the most important factor in understanding… (Perception of the users…). If cycling out of different areas, probably don’t have a doctor, going to prison = first time where you have access and time for health care. Prison as first point of contact between ppl and health care. 

Prison health care intersect with public health care strategies
1. Prison is mobilised as a tool for new public health model
2. Prisoners are reconstructed to be health care consumers

Constructing health care in prison; how do we offer basic hygiene and care preventing that their health deteriorates without providing better services than those available to the poorest ppl. Conditions of prison cannot be better then what the poor segments of society/community experience. Critics 
Less eligibility principle**** (on exam), prison enviro.
Health concerns are also related to later deve of model

Need to reform prisoners, to do so, enviro had to be clean. John Howard; prison enviro must be cleaner, change waste bucket every day, individual cells, early sorts of reforms. Renewed interest in prisoners living conditions, 1980s; prisoners health, need provisions, emergence of AIDS*, disease really change how we thought about prison as en enviro. AIDS made us rethink because; large group of ppl enclosed together, staff, goes back into community, impact community. Air borne illness… tuberculosis for ex in a cold, damp building with bad ventilation…  Russian gulags are the worst for tb.  HIV (blood and bodily fluids); higher than average rates of drug uses, without ability to have clean needled knowing that they have drugs = perfect breeding ground for illness to spread. 10 ft. by 10ft usually for prison cell here in Canada.  1980s HIV, need to start thinking about harm reducing programs (condoms, safe tattooing equipment…). Policy mandates that prisoners should have access to condoms. Harm reduction programs; need stuff, have to go request condoms, officers can know about it…. Involving these ppl your health care decisions, straight but going to engaging in same sex relations because of that public fact... puts you at risk for violence… harm reduction programs are problematic. Spectacle of Foucault.  Setting up a system that is going to prohibit ppl from using services. One for one needle system; does not work with how ppl work and live. Ex give you 1 condom, who says you are only going to have sex once. 

Bills and policies were introduced by govs, compassionate releases (terminal illness).  In US, create geriatric prisons instead of having compassionate releases. Created prison hospices instead of just releasing them. Reappropriation of health as a concern of the prison, the prison is getting into the business of health, also way to cut down correctional services payouts, health being separate. Constant relationship between health and the improvement of health conditions in the prison. Not to be blind in changes to that relationship. Old health model is being transformed into a new public health model. What does she mean by old and new?

Old: state was central authority (epidemics, hygiene…), health and safety laws. Responsible for sanitation, plumber and sewers, vaccination programs, water… as to promote health of all, emphasised enviro a lot as to prevent occurrence of disease. Authorities did not hesitate to use constraints; mandatory vaccination, quarantine. The state is removing your autonomous decision making ability. The state is doing what it thinks is right for the preservation of health of its pop. Dramatic increase in life expectance, but public health has shifted.  Welfare model. 

New: neoliberalism, instead of focussing on pop at huge scale, focusing on individuals, not thinking about community, thinking about individuals. How to get individuals to manage their own health, behave in ways that will make them healthy, anti-smoking campaigns (decrease in 50%), (used to smoke in classroom, airplane)
Health promotion. A lot of our focus is on prevention and individual rather than curing and treating and thinking about the population at a huge scale. Prison is being used as a vector (pathway) of health, get prisoners to accept/promote health care, once released, can promote and pass a long message to those hard to reach persons of society, own ance of responsibility is on individual. Why are we relying on a correction service to promote health care, need to get to hard to reach ppl before they get to prison. Efficiency of this; promoting health care or surviving? Will focus on surviving, they cannot do the work that state was supposed to do. Model endorses healthism; health is transformed, now individual is responsible for her/his health. Prevention campaign are not just targeting sick ppl, but pop as a whole, require collaboration among all sectors. Health promotion campaign where public has been individualised for a particular disease. Jump rope for heart; inspire children to participate in health activity and heart health. Breast examinations among women, individualised responsibility, not necessarily a bad thing. The state is taking a step back. Smoking, safe sex, hpv vaccination. Responsiblelise individuals to prevent illnesses, proposes self-regulation, norms, becoming socialised where this is normal. Protecting free will, informed health choices. But are we really free when we must do certain things? Quit smoking otherwise will be stigmatised from diseases, you will be blamed. Nutrition; cheaper to buy bad food, don’t really have the choice, cannot afford more expensive healthy food. Start qualifying those behaviours; irresponsible…. Individual has failed in his/hers health management. Is it helpful to talk about responsibility? Want to head towards privatised health care… failing to risk manage, blame… but if health is a right and not a privilege, what does that kind of thinking do for us? It divides us, created boundaries of social exclusion.  War against risky behaviour, rest on fundamental myth; that individual can understand prevention, that they can freely choose… not entirely true. Is choice really free? Or are we bound by certain variables (income…), structural barriers influences that choice. Freedom to choose; social economic status, enviro, mental health status, education, upbringing, free choice is utopic. 

 2 models co-exist, still have vaccination programs, mandatory health and safety.

What does that mean for prisons? New model introduced to mobilise prisoners and reconstruct them as health care consumers, patient to consumer, shifting from medical language to business language. Reinforcing notion that prison is providing service, buying something with investment…. That transform health from a citizenship right into a kind of service. In prison setting, that reconstitutes it as a privilege services*. Service provider can do as they please (business model), provide services the way they want, even if it does not align with right. Most prisoners have poor health in community. In practise, focus shifts towards concern for correctional staff then prisoners.  Prison health is public health; thinking about public, for its safety, need to make prisoners healthy. When did prisoners become less then citizens? Not really long term concerns for the prisoners. Since they are returning to community, instrumentalisation of prisoners as vectors of public health, thinking about our own selfish needs, not those of vulnerable population. Mental/physical health of prisoners is fragile, but health promotion in prison is different. Prisoners are often poor, marginalised groups, pose challenge for medical professional cause by suspicion towards state institutions.  Ideal place/opportunity to educate, train hard to reach portions of the community as to engage in healthy behaviour. Prisoners come from the community… quote

Why is the prison now our agent of health in communities? Now reach to correctional services to do health, should be last resort. Not asking big structural questions
Prison can somehow sensitise prisoners, get them to internalise the msg about health and then become a vector that brings that msg into the community…. Where is the state in all this?
Prisoners are constructed as public health messenger to promote healthy behaviours. Prisons have become hub for health, govern pop at a distance, particularly a hard to reach ungovernable ppl 
Reifies use of prisons, adds another political justification for prison, pushing us away from finding alternatives… rely on correctional system = reifying trust in a broken system. Engage in behaviour all the time that are harmful to us, does not mean that we are going to stop. 

Actuarial justice: managing risk, assess them, goal is to manage their riskiness, standardised tools and scales use to categorising/classifying in risk level (max, min prison…), what kind of correctional program you have to take, actuarial tools, parole… should also collect info on risk to public health (tb….), should it be mandatory for all prisons to be subject to a tb test or are we violating their rights, what about HIV? Can we force you to take a blood test?....legally, no, but should we? Collect all health data, financial cost to health care, all that becomes included in risk profile…… following this model, potential for a prisoner to have low criminogenic risk, but may present high health risk, how to interpret that? Allows punishment for risky health related behaviours, have to be ware, be careful in info we collect. Effective control… offenders can acquire or transmit disease…. Medical knowledge… medicalization of punishment 
Need to think about how law is used to govern health. Healthism, healthysiation of law. Women incarcerated are subject to healthysisation, 3 different levels of substances abuse. Use actuarial tool to determine your use risk. Have a policy that every women has to take class1, how does that make sense if you have never touched drugs in your life? By assimilating health risk within actuarial tools, your health status has developed power to fuel correctional health management efforts.  Uses moral discourse. 

Contradiction between health and carceral constraints that’s problematic for prisoners. Imprisonment to 1. Get back on track and 2. Those that have serious health problems, trying to bring their health status up.  But first case, health is inv3sted positively. Second can make you hyper aware, incarceration gives you the time to think about this

Prisoner that want to take control of their health will use the services, contradicts critics saying that they abuse health system. Going to experience constraints of trying to get services in correctional setting, put in request… filling sheets, long period of wait, no doctor choice.  Impossibility of continuing treatment that you had outside, inside. 
Self-responsible agents of health but do not let them manage their health (over the counter meds)

Is it legitimate to submit…? To think about security, used against them as a more insidious form of control, health panopticon.  **** (WILL BE ON FINAL EXAM)


Mid-term; 10-15 m.c, short answer questions

Thursday, January 23rd, 2014
Readings:
Osborne, scientific experimentation on Canadian inmates 1955-1975
· 1990s many previous inmates can forth claiming that they had been test subjects on scientific experiments
· CSC has been accused of conducting violation of human rights of the inmates, power abuse
· Scientists argue that the social context was different back then even if they admitted that what they did was ethical wrong today. Accusers are judging past from today’s standards = presentism
· Reconstruct reasons why prisoners were used as test subjects
· No accounts of Canadians inmates being used for experimentation, sensory privation, experimental use of drugs, behavioural modification and experimental pharmacology were discovered
· Sensory deprivation; solitary confinement and its affects, does solitary confinement (s.c.) have the same affects as sensory deprivation and to what extent. Could be serious negative effects. Concluded that s.c. should not be used for mentally defective, psychiatric case types or physically ill
· Conditioning; electric choc therapy, pain tolerance studies….. electric shock therapy eventually replaced with advent of new drugs
· Dipped arm in frozen water till they could no longer take it, compare pain tolerance to addicts and non addicts. Study how behavior had been altered by drug addictions
· Painful schlock to try to get inmates to quit smoking
· Therapeutic pharmacology: LSD and other drugs were use on inmates, different brands of tranquilisers. Lsd = break down defence and facilitate psychotherapy, give insight into depressed problems
· Drug seemed to work in long term inmates
· 28 inmates received psychotropic medication, violence occurred more in inmates taking the drug
· Non therapeutic pharmacology: toxicity tests of chemicals, food additives and drugs
· Testing new drugs had become common practise
· Rectal insertion of ASA tablets
· Suffered pain through a lot of the testing
· Brands of shampoo and cigarettes were also tested
· Rehab era = prisoners were powerless, easily abused by authorities. Highly unethical nowadays
· it was not until the end of World War II that modern international medical ethics and human experimentation began to be discussed and developed
· Nazi regime; made apparent potential abuse from scientific experimentation using humans as test subjects
· Nuremberg code was established*
· Code of ethics produced by the world medical association 1961, did not ban use of prisoners
· What these codes do say is that research subjects should not feel coerced into volunteering for a study
· Legal aspects not fully clarified 
· Research ethics = virgin territory - a lot of misunderstanding
· Growing social concern
· Opinions varied p.9
· The uneducated and financially desperate prisoners ‘volunteered’ for medical experiments that ranged from tropical and sexually transmitted diseases to polio, cancer, chemical warfare, and the testing of pharmaceuticals
· Great deal for room for interpreting guidelines proposed by codes…
· Understanding context of the time is important. Treatment in one era might be seen as punishment in another
· Prisoners could volunteer and step out the experiment at any time
· Believe that experiments were in line with ethical standards at the time
· Medical industrial complex: disagreement about ethical standards + power of the pharmaceutical industry
· Role of medical knowledge and medicine as an agent of social control
· Drugs are good and benefits should outweigh the ethical concerns for inmates
· Created image that society needs drugs, are a social necessity guarantying human progress
· solutions to all problems could be found in a poll or potion
· Medicalization od western societies (use of psychological substances)
· Scientific research now big part of pharmaceutical industry… required human experimentation in order to guarantee effectiveness 
· Prisoners were sought after as test subjects 
· Given the overall ‘dominance of the medical-industrial complex’, especially the burgeoning financial importance of pharmaceuticals, and the collusion between pharmaceutical companies and medical researchers, it can be argued that the ethical considerations of using prisoners in scientific experimentation were often overlooked in North America
· Desire to improve human condition made medicine and doctors powerful figures in society
· Correctional philosophy:
·  Criminals were seen as a social problem. Reformation of individuals was not though of till 1938
· Criminals came to be seen as damages individuals --- rehab era
· Greatest advance was psychotherapy in jails. Correctional psychology, reason why experimental use of therapeutic drugs and experimental treatments was common practice
· Medicalization of deviance ….. saw inmates as patients
· In his account of prison life, Caron (1978) recalls how the medical and custodial staff relied on ‘handing out tranquillizers like candy’ in order to keep some semblance of order
· Allowed prisoners to feel that they were serving a useful function, making a contribution to society
· Complete absence of inmates rights, not until 1960s-70s that courts began to entertain idea that inmates still had rights
· Charter of rights and freedoms in Canada strengthened prisoners’ rights 
· These three inter-related factors facilitated what could be considered an abuse of power.
· Scientific community play central role in determining what is ethical
· But further research is required to determine everything
· Need to question ethics behind use of powerless populations of society 

Vaughn and Collins, medical malpractice in correctional facilities: state tort remedies for inappropriate and inadequate health care administered to prisoners

· Institute of medicine reports that medical errors kill 44000 to 98000 patients a yrs. in US, # could be much higher within inmates
· Inmates in poorer health, underserved groups in terms of quality medical care
· Inmates victim of medical malpractice or negligence are entitle to tort remedies for injuries
· Correctional medical personnel and prison official are found liable for providing inadequate/inappropriate health care to prisoners
· The article also describes the circumstances and situations under which state tort liability attaches for negative health outcomes suffered by prisoners and calls for more research on correctional health care systems. 
· Medical malpractice occurs whenever the level and quality of services provided by a doctor, nurse, technician, or other health care official “departs from the standard of care [provided by] those with similar training and experience [and results] in harm to a patient or patients
· Result in physical or emotional damage to patients
· Negligence = omission to do something which a reasonable person guided upon those consideration which ordinarily regulate the conduct of human affairs, would do, or doing something which a prudent and reasonable person would not do
· Concept of duty
· Medical negligence occurs when the medical official commits a breach of a duty that is both the actual and proximate or legal cause of the inmate’s injury
· Physicians have a duty to practice due diligence in diagnosing and treating inmates’ medical problems. 
· Nurses have a duty to inform physicians of potentially dangerous or serious medical problems that a reasonable medical official would expect to arise. 
· All medical care providers have a duty to exercise due care in implementing the treatment regimens ordered by physicians
· Correctional health care personnel that were used, Westlaw all states database
· Correctional health personnel often provide inappropriate or improper care to inmates =
· inappropriate and improper care includes inadequate pain medication for serious illness or injury, improper diagnosis resulting in improper medication, replacement of adequate medication with inefficacious medication, administration of improper medication for known allergic conditions, inappropriate prescription of contraindicated medication, and supplying of inappropriate medication by a nonstate actor
· admin of inadequate or inappropriate meds:
· custodial officers not trained to treat prisoners may implement correctional health care
· floor wax instead of medication, breach of duty
· custodial staff assume many roles reserved to correctional health workers
· These relationships can be beneficial to inmates when health and security staff cooperate in the delivery of competent medical care; however, this becomes problematic when custody officers perform functions over which they have no training or expertise
· Exposure to liability increases when correctional health care systems have difficulty responding adequately to prisoners’ emergency medical needs
· Breached duty by not providing adequate emergency medical treatment 
· Awarding Farley $100,000, the court concluded that the “trial court’s award of $20,000 still shocks the conscience and simply is insufficient to compensate [Farley] for his pain and suffering, and permanent injury” (p. 8).
· Management of asthmas was ineffective and inadequate, causing the boy’s death, no preventive care, lack of disease management violated the standard of care
· Question if custodial staff should be administering medication given their lack of expertise and training
· Performance of inappropriate medical procedures:
·  Surgery was done on wrong patient, malicious purpose or bad faith in not advising operated person on of this
· Circulation problem should have been dealt with the first time, medical malpractice
· Liability problems arise when medically necessary equipment is withheld from inmates in the name of security, were some are injured because of this 
· Removal of crutches and wheelchair = malpractice resulting in negligence
· Medical procedures are sometimes delayed so by then, the inmates are released
· Profit sued under state law, claiming failure to schedule and perform the surgery was medical malpractice
· Inappropriate diagnosis of serious medical conditions:
· Failure to summon medical assistance was medical negligence
· Access to proper medical care is dependent on proper diagnosis
· Back injury undiagnosed
· Inmates assault one another and assault injuries are often misdiagnosed
· Evidence showed that Moss’s disabilities might have been less severe if he had been referred to an ophthalmologist and treated within 14 days after the injury. A jury found that the optometrist violated a national standard of care and awarded Moss $75,000, which was then reduced by 30% under the doctrine of comparative negligence
· Prison medical staff have a duty to timely respond to prisoners’ serious medical needs and to provide them with non-negligent treatment.
· These injuries led to internal bleeding, which caused Countryman’s death. Testimony also indicated that a “simple operation could have been performed within 20 minutes of diagnosis” (p.1258), which would have saved Countryman’s life.
· State had a duty to provide adequate medical care for the persons incarcerated
· Improper care resulted in death
· Undertreated  of serious medical problems:
· Substandard medical care can result in lingering pain and permanent disabilities 
· Mitchell sued, arguing his postoperative treatment was inadequate and insufficient.
· As evidenced by the cases discussed, correctional medical malpractice often leads to prisoner injuries that are significantly beyond the penalties contemplated by the sentencing judge
· Correctional facilities still provide health care that falls below standards

Pont, Medical ethics in prisons; rules, standards and challenges:
· Inmates that cannot choose doctor may find it difficult to trust a physician who is employed by opposing prison admin, may question confidentiality, professional independence and qualification
· Prison physicians are challenged by particularities of prison setting, providing care in prison, how to manage consent, confidentiality, privacy in a totalitarian enviro, how to obtain trust from prisoners
· Is it compatible to care for prisoners as a worker for prison staff
· Why should doctors certify that inmates are fit for punishment
· In order to cope with uncertainties, doctors need to stock to solve medical ethics, medical ethics are made know to and accepted by the whole prison community
· Ethics; study of right and wrong, must be general consensus in given society of what is right and wrong
· Dilemmas encountered in prison:
· [image: ]
· [image: ]
· Primary task of doctors is the wellbeing of the inmates
· Free access to a doctor for every prisoners
· Equivalence of care
· Patient consent/confidentiality
· Preventive health care
· Humanitarian assistance
· Professional independence
· Professional competence
· Following these guidelines/principles ensures great chances of;
· Inmates confidence in medical care in prison
· No doubt in doctors medical professionalism and ethics
· Prevents misunderstandings
· Provides guidance in situations of conflicts
· Supports quality assurance of the medical work
· Protects against legal appeals
· Gives international support
· Doctors should not be certifying prisoners fit for punishment, doctors must never be complicit in any way to physical punishment or capital punishment, should not participate in body searches and drug testing for security reasons
· Equivalence of care stands for the same preventive, diagnostic, therapeutic and nursing facilities as patients in the general community have. This includes free access of patients to a dental surgeon, psychiatrist, gynaecologist and all other specialist doctors if required
· Patient consent and confidentiality is needed, doctor must never carry out examination or treatments without the informed consent of the patient
· Forced feeding for hunger strikers completely unethical
· Doctors should never disclose patient info without his or hers consent
· Health care in prison should also include a preventive approach
· As to maintain human dignity, terminally ill prisoners should be arranger to die in community rather than in prison
· Remains issues; hunger striker passes out; respect to the sanctity of life or the respect for the patients right on autonomy over his life?....
· Ethical reflection needs continuous training and exercise

Nuremberg code (on virtual campus)
Violation of medical codes of ethics
Nuremberg code; written after ww2, found out the testing that were being done to prisoners during Nazi regime. Concentration camps; death camps, also had labour camps. Done without consent, not supposed to experiment on prisoners of war. 
· Informed consent; person undergoing service/treatment, need to be fully aware of effects, repercussions, have the right to be informed about the project as to give informed consent, conditions have to be outlined, right to leave at any moment. Need to protect the individuals involved in medical research. Used to use manipulation, deception….. Means that you are voluntarily participating, not against your will, coercion. Voluntarily consentment of human subject is essential, should have legal capacity to give consent, can a 10yrs old give consent? Don’t have legal capacity. Exercise free power of choice without deceit, duress or overreaching, no fraud, no force, no constraints, coercion. Need to have sufficient knowledge about the subject matter. Enlightened decision, in order, need to know duration, what does involvement consists of, anonymity, where do the results go? Duty and responsibility rest on ppl conducting experiments, cannot be delegated to someone else
· Nonmalfeasance; do no harm, emotional harm, psychological harm, physical harm….
· Has to contribute to the good of society. Cannot get results any other way, this information will benefit society, what constitute a benefit? Simply knowledge? Need to prove that research/study is necessary, valuable
· Animal experiments first; have to have perfected drug/surgery on animals first. Idea of testing on animals is important, give history on disease, and see progression…
· Experiment should be done to avoid all physical injuries
· No experiment can be conducted when there is reason to believe you may cause injury or death. 
· Degree of risk should never exceed humanitarian need
· Proper preparation should be made to protect individuals against death/injury or disability, have proper facilities. Clinical settings*
· Scientifically qualified persons*. About researcher safety, experience, emotional trauma that can come from just talking about, need knowledge in interviewing, need scientific knowledge, status…
· Human subject must be at liberty to bring experiment to an end. Need to assess subjects to see how they are coping with the experiment (mental/physical state) to see if they are still ok, 
· 10. During course of experiment, researcher needs to be ready to terminate experiment at any time if the continuation will result in death, injury…
How would prison setting affect these principles? Have no affects, ideology that prisoners have no rights. Have captive population, say you’re going to give them 5$ if they give blood. Informed consent? Complicates idea of voluntarily participating… form of coercion? What about medical ethics in prison? (Short article is important, gives idea how principles can be abused in a captive setting)
Primary task of prison doctor is to provide medical care to individuals, prisoners should have equivalence of care, assistance… health care in prison raises questions. Prisoners that cannot choose doctor may not trust him. Prisoners question confidentiality. Prisoners may also attempts to use doctor to make life easier, prison physicians are challenged by enviro of prison to try and give out heath care, how to manage privacy, how to manage consent, how to obtain trust in such an open enviro, how to balance relationships with prisons and custodians, how to maintain independence when being salaried by correctional services.. 
Should prison physician be involved in certifying a prisoner for punishment, need to be fit for punishment, important in US for capital punishment. Doctors oath is to do no harm, should doctor be involved in putting someone to death, helping person get healthy for execution… conflicting issues as a result to try and execute health care in the prison setting
Should a prison doctor be involved in bodily searches, urinalysis… prison physicians needs to stick to solid medical ethics, their duty is to medicine, not punishment. Medical ethics need to be discussed in prison admin. Need to go further than idea of do no harm. Humanitarian assistance, compliance with these principles results in tangible professional advantages (reading), leave no doubt about professionalism, protect against legal appeals
Doctor’s main priority should be wellbeing of prisoner.  Doctors need to be removed from fit for punishment protocol, should not be participating in bodily searches or drug testing. 
Equivalence of care (access to all specialists), need to start transferring prisoners into public hospitals.

Film, Factor 8:
· Blood bank; primary source of income for prisoners
· 1000s of ppl got AIDS and HIV from Arkansas blood bank
· How dangerous was the blood, prison officials; «only prisoners that were free from diseases gave blood »
· Inmates running blood drive would let any inmates give blood (sex rings, drug addicts, aids, HIV, hepatitis B…)
· The prisoners are collecting blood (no scientific qualification)
· Inmates were running the place
· Falsified information, never checked for diseases
· Health management; allowed transfer of Arkansas blood to Canada 
· Prison doctor; historical use of drugs, tattoos, biggest problem
· 1 needle was used for 20 ppl at a time, 
· Hiv positive would routinely bleed
· Blood bank primary source of income
· Tried to exclude ppl with a lot of homosexual partners…
· 80% sexual active, 60% gave blood
· Placenta had smell, started to decay, refrigeration broke down
· Only cared about the money
· Was not informed about where blood was coming from, did not have the choice, now is infected with hepatitis c, another is infected with hep. C and aids, hemophiliacs 
· Pharmaceuticals bought blood and used it to make factor 8 concentrate for hemophiliacs
· Program had problems, 4 convicts tested positive for hep gave blood
· Company collecting blood got money, so did state, contributed to collection of infected blood  
· Class action against prison blood
·   1963 is when program began
· Arkansas prison was self-sufficient, prisoners with guns, guarding the other prisoners. No screening, could things be transmitted… not done
· Early 1960s; doctor wanted to set up pharmaceutical testing’s, deliberately infected… federal officials
· Reuse of needles, witnessed seeing a needle taken out of a person and put directly into another 
· 19 men died of heart attack.
· Info given; sort of experiment had gone on, 164 death certificates 
· 1. Give to society 2.  Inmates would benefit 
· Prison system unconstitutional 1969
· Convenient population to abuse
· 1983, after FDA recommendations, discovered that infected inmates were allowed to bleed
· Practises resulted in prisoners being/getting infected
· Did not have adequate facilities, blood needs to be refrigerated at a certain temp.
· 1984, program reopened
· HMA was to hire a political associate of bill Clintons if got license, 
· 4 of 5 were associates to Clintons, another was on the prison board and had been the attorney for HMA 
· Head of agency was tied to Clinton 
· Can’t get access to any papers of when Clinton was governor (12yrs worth of documentation)
· 1. Plasma from prison could not be sold in us
· 2. Sold in Canada
· 3. FDA shut down plasma program
· Believed that blood was only going to be used for experimental purposes
· US president had power to stop it

· Did not contribute to the good of society (infected lots of ppl, caused death)
· Did not have proper facilities (refrigerators breaking down, reusing needles
· Risk exceeds the good for society (need to talk about society as well as the prisoners themselves), caused death, infection
· No qualified personnel, it was inmates running the program, conflict of interests
· No informed consent (potential risk of infection, reuse of needles)
· Consent not really voluntarily = got paid
· Non clinical setting
· Ppl can only donate a certain # of times, prisoners were going every week, lose too much blood. Ppl receiving blood did not know where blood was coming from
· Hemo. Knew that if they took meds, had risk to get hepatitis b, did have knowledge, not informed about hep c and hiv though, If they know the risk of hep b, then should be ok with risk of hep c hiv which are deadly, made decision without patient consent. Ppl knew that the batch # were tainted, did not dispose of it, distributed to ppl they thought were probably already infected…. Canada equally guilty
· Nonmalfeasance 


Thursday, January 30th, 2014

Haney, A culture of Harm:
· Supermax prisons can affect mental health of prisoners
· Many conditions predictably undermine the cognitive and emotional health of many prisoners
· Harmfulness of long-term punitive isolation and the risks prisoners endure it face
· Prisoners housed there suffered actual psychological harm
· Organisation have called for the practice to end
· Conditions of confinements are disproportionate, lack of security and inmate management, suffering humiliation, disregard for prisoners, members of community
· Expensive and soul destroying
· Isolation is insufficient to sustain health and well being 
· Should be used as last resort for short period
· Supermax = close to psychological torture
· Absence of meaningful human contact
· Effects of supermax prisons on correctional staff heightening probability of mistreatment and brutality 
· Toxic/contaminating envuro and perverse assumptions about prisoners are reinforced by the way the supermax prisons are structured and operated
· Punishment and suppression without alternatives… becomes disproportionate in nature. Represent a form of cruelty
· Powerful psychological processes at work that amplify tensions between prisoners and guards
· Dynamics caused by absolute power group over vilified others
· Intensified + no countervailing pressure = mistreatment is inevitable
· Pepper spray prisoenrs to punish them
· Most guards appear unaware that what they are doing is wrong
· Frightening extremes to which the guards went provided clear and unsettling demonstrations of the inherent power of an unchecked and unregulated supermax environment and the end effect of that power on the behavior of the staff.
· Destructive potential of max prisons brought by staff members 
· Closed nature of max prisons amplified power and dynamics inside
· Procedures and operations exacerbate the dynamics
· Super max prisons appeared in «rage to punish » era, seemed to celebrate official cruelty towards prisoners
· Get more young in adult prisons to serve longer harsher penalties
· Make offenders suffer
· Penal harm movement; crime was decontextualized, individual was responsible, prisoners needed to be locked up for a long time since they were bad, purpose of prison was to punish them
· Mental state defenses were limited, defendants background was considered irrelevant in sentencing
· Movement was implemented in prison
· Misbehaving could be a sign of something else = became irrelevant
· Revealing ideologies facilitated the creation and proliferation of supermax prisons
· Worst of the worst dehumanizes the prisoners of supermax prisons --- provides rationale for more punishment
· W of the w mythology helps prepare bad treatment of supermax prisoners
· Most already having traumatic pasts and easily succumb to psychological stresses
· W of the w not good definition of psychopaths
· high % of prisoners are suffering and are disturbed, make it hard for them to conform, increasing punitive response
· Have become default placement for mentally ill, prisons lack appropriate means to address their needs
· Dangerousness is seen as internalised
· Is invariably prisoners fault, wickedness
· That mindset absolves officers of responsibility for excesses and overreactions
· Would pair off rival inmates in a form of cockfight--- blamed prisoners for this activity
· Socialised into an ethos revering strength in face of danger
· Ethos requires that prisoners be dominated by guards 
· Penal harm ideology prevailing in super max prisons contributes to the emergence of a culture of harm where risk of brutality is increased
· Ecology of cruelty:
· Supermax prisons built on profound deprivation, built to deprive prisoners of most things
· But supermaxes have become places of nearly pure punishment where, by virtue of the totality of the control and the sheer degree of deprivation, there are very few of these interstices left
· Conditions are bad, lack ventilation, odors linger, cells are hard to keep clean
· Treated like an animal, fear becoming one
· Fear loss of humanity
· The comparison to a zoo unfortunately remains apt—places where exotic, presumably dangerous species are caged in so completely, far from their natural environment, kept separate from one another and largely apart, even from their keepers. The haunting similarities are many in number, and one is hard-pressed to name any other place in our society where sentient beings are housed and treated this way.
· Psychological limits pressed by the prison enviro for both staff and prisoners
· Are encouraged to respond negatively towards prisoners. Escalate punishment when their treatment of prisoners fails to produce desired results
· They naturally become desensitized to these actions and, in the absence of any alternative approaches (both the lack of conceptual alternatives and the means to implement them), they deliver more of the same.
· Only thing prisoners can do is comply or break rules, become dehumanized and thus temptation to treat them as less than a human becomes tempting
· Guards are well equipped with demining equipment. If you are a hammer, everything looks like a nail scenario
· Older guards worry about the deskilling of newer generations, never become adapt to less confrontational methods such as talking and listening to prisoners
· Risks for custodial overkill
· Cell extraction are an important component of the ecology of cruelty, can follow small provocations
· The risk of rewarding good behaviour
· Ostracism for expressing encouragement support towards prisoenrs
· Extra punishment occurs a lot are mentally ill p.973
· Other personnel have their role and profession distorted by this ecology of cruelty
· The sight of these cages is startling and underscores how truly perverse the concept of “mental health” and “treatment” has become in some of these units.
· Cannot build healthy trust relation between clinician and prisoners
· Long-term confinement, in a small space, with high levels of frustration and few degrees of behavioral freedom builds on the basic prison dynamic, creating tensions that are easily magnified as they accumulate and compound
· Punitive4 behaviours can solidify conflict rather than resolve
· Whatever underlying personal or situational issues that may explain their disturbed or agitated or aggressive state, the prison system has likely ignored them, deciding instead to respond to the prisoner’s disruptive behavior by punishing him further
· Psychological state is worsened by prison
· Dysfunctional behaviors associated to personal traits, not setting of prison
· In both instances, the fundamental attribution error works against empathy and understanding and is likely to increase tensions between both groups.
· Behaviours are fueled by stereotypes
· Prisons limit prisoners possible behaviours, much of their humanity is suppressed, hidden or disfigured
· A self-fulfilling prophecy is created in which guards see prisoners acting in precisely the degraded terms and within the narrow dehumanized constructs that have been assigned to them, confirming their disparaging views, and justifying—even escalating—their mistreatment.
· Institution creates an identity for inmates, reminds them who they are, sends message on how to act, address situation for guards etc.
· Crises are not infrequent in max prisons, prisoners and guards both precipitate them and ensure they persist
· Prisoner with emotional problems asking to see doctor can be seen as manipulative, demanding
· Does not get help = burst into anger and agitation. Guards asks prisoners if he wants him to declare cries and call in moving team, prisoner says no, stays angry, guards ends up calling moving team
· him look weak and vulnerable in front of the other prisoners; he resents the guards for forcing his hand in this way, holds them responsible for this loss of face, and knows he will have to publicly demonstrate his “toughness”—somehow—to make up for this
· super max creates perfect storm of social psychological pressures and influences as well as counterproductive interpersonal dynamics that cannot be transcended by guards or prisoners
· most prisoners are poorly adapted to the setting
· culture of harm; forces overtime produce that, guards and prisoners become lost in their own animosity for each other where the guards in particular not only lose sensitivity towards the prisoners suffering but also begin to take initiative to make it worst. New guards are enculturated with the supermax prisons ethos
· combatting a culture of harm:
· heightened awareness about the need to reform sentences, development effective strategies to reintegrate prisoners to the community etc. but the maintaining of the penal harm persists even though empirical evidence demonstrates that it is ineffective in reducing prison disorder and more evidence illustrates that it might in fact increase it
· supermax prisons continue to be structured and operated in a way that deprives, diminishes and punishes
· Guards get not recognition for the toll this exposure has upon them. Ppl in charge of enforcing procedure that deprives other ppl from things that make them human will more or less lose a bit of humanity themselves
· = enviro prone to having guards develop abusive behaviors that become routine, where an enviro of inhumane treatment begins to emerge
· Culture of control has a tendency to develop into a culture of harm. Placed in position to completely control prisoenrs life through deprivation and punishment (infliction of pain) to which guards become insensitive to consequences of the actions =
· The harm of supermax is minimized, seen as unproblematic, its potentially disabling consequences normalized
· Need to consider the behaviors of guards as element of harm and target for reform institutionally
· The increased potential for super max prisons to develop into cruel and mistreatment enviro must be answered by reforms
· Proposed list of «limiting standards » that should be reinforced in super max prisons
· Due process protection for all prisoners
· Screening prisoners in max prisoners if their medical health in vulnerable to the harmful consequences identified
· prohibiting the placement of prisoners in supermax that whose disciplinary infractions resulted from pre-existing psychiatric disorders; 
· placing severe time limits on the duration of confinement for all prisoners (prohibiting total isolation and extreme segregation of the sort that occurs in “dark cells,” while permitting somewhat longer periods of isolation for less draconian segregated housing); 
· monthly mental health evaluations to determine continued fitness for segregated housing;
·  And access to therapy, work, educational, and recreational programs and visitation— comparable to what is offered in mainline units—for prisoners confined in supermax for longer than 3 months.
· Those changes would change nature of culture of harm
· Providing training for guards so that they have the specialisation, can detect signs of distress, psychological trauma
· Rotation out of the guards from prison so that they can maintain a broader perspective
· Prisoners need more contact, not less, more contact with the outside world to which they will return
· Adverse aspects of max prisons worsen experience for prisoners, what about long term effects on staff?
· Changes are needed in order to minimize the potential for cruelty and abuse
· Changes must be made, author makes recommendations
Federman and Holmes, Breaking bodies into pieces: time, torture and bio-power
· Bureaucratisation of the death watch*
· H.c.p. lend more than legitimacy to d.r. punishment, they also provide stability, reliability and the means to achieve the goals of a peaceful executions
· Central objective; sanitization of the penal practise/language to create an absence of resistance from condemned 
· Analyse the last hours of a prisoners life through time control
· H.c.p. directly involved in governance of prisoners by means of pacification known as pastoral power
· Goal is to uncover the political and capillary management techniques of prisoners on d.r. and d.w.
· Uncover also how disciplinary power not only represses bodies but produces knowledge about imprisoned bodies
· Delays on d.r. more than just inconveniences; delay serve the stat`s need to tame resistance. Allows staff to target captive bodies to obtain complete docility before execution
· Condemned body as a political surface:
· Problem of pop control was central during enlightenment, rulers sought less direct means to govern increasing pop through pain and punishment
· Change from unconcealed sovereignty (king) to disciplinary administrative techniques and change in institutional/discursive structure
· How to justify d.r. if life is to be preserved and sanctified?
· Justification rest on biological danger that the person represent for society
· Threat is located directly within individuals body, emanates from behaviour
· Focus on the body according to Foucault, was done to get unwilling pops to do as the gov wished through process of normalization and classifications of kinds of persons, behaviours and diseases, create a docile, willing person, an inapt body
· Body becomes target for power, look at discourse that makes it compliant
· = pastoral power; person serves as a guide for another, guide is a person of moral influence, exercising discreet power over listeners
· Inside prison, prisoners and health care worker
· Pastoral power also implies knowledge of the conscious and an ability to direct it. Is a form of internalization of control by non-government subjects, thus denying the gov direct supervisory role over prisoners
· Emphasis points to strategic necessity of disciplining bodies with bureaucratic regulations in order as to pacify prisoners for death
· Prisoners abandon mission of human self-realization to a repressive state
· Impacts (level of success) of pastoral power (health care worked power on prisoners) means we take seriously the role of scientific/bureaucratic discourses (management of pain and language of care with the objective of creating distance between governors and governed) that are built into the administration of imprisonment generally and capital punishment in particular 
· Effectiveness of pastoral power means that the language of care (bureaucratic/scientific discourses) instigating distance is important
· Language of care/discourses = are rational and scientific thus we trust it and the helps achieve normalization and pacification of captive individuals
· H.c.p. not only help to legitimize the c.p. process and care for prisoners as part of prison institution BUT also serve function as a pastorate, guiding, pushing and pacifying dangerous prisoners to ready themselves for death **
· H.c.p. provide stability, reliability and means to achieve peaceful deaths
· Also, sanitization of penal practise and language as to remove all resistance from condemned. (keep hands clean)
· Having moved the practise of c.p. indoors does more than protect the society, it renders the bodies docile through a process of temporal regulation
· Pastoral power (health workers) + discursive notion of time = serves to mortify the subjects 
· Regulation of death through time management creates new language of punishment and obedience
· It masks the violence of state-sanctioned punishment by the employment of h.c.p. and through scientific/legal discourses that redirect out attention away from prisoners pain towards the punishment aspect. It moves our focus away from pain/violence towards the notion of punishment which is the objective of imprisonment and d.r.
· Public executions served no real purpose, prisoners could fashion death to look heroic, brave. Public can interpret condemned deaths as virtue, honor and strength. Public executions liberated the crowd from state-imposed understandings of punishment and guilt. Can see the state as vengeful and wicked…
· Move the executions indoors, end that, but also started the mortification of the self = denied them only worldly support they could hope for in last hour
· Art of punishing rests on the whole technology of representation. Thus punishment must be understood without any reference to the condemned behaviour, words or gestures. The meanings of punishment must be made whole by the governing elites, not the public. Make the pop understand that the state does not kill in public, the state does not kill. Murderers (kill in inhumane, vile way) do. Murderers kill, not the state
· Modern state sanctioned punishment and death is designed to appear seamless (as one), where the state is to be seen merely as transcribing society`s wishes (punishment) into policy (death), putting society’s wish into action
· Movement to indoor execution removed the prisoners adulation by the crown and increased bureaucratisation and medicalization of the execution procedures
· Indoor executions are bureaucratic (administrative, needs to manage, direct, insert routine, schedule, time management. Les exécutions sont organisées, et gérées par une administration pénale ce qui les rend bureaucratiques) and medical phenomena (présence of health workers). That distributes power throughout penal system. Movement reduced résistance. Why? Given that were there is power, there is resistance, would expect to see a lot from those on d.r.
· Resistance can be taken up by habeas corpus petitions from d.r. alleging constitutional violations or pressure from outside interest groups
· Both increase delays and irritate the justices of the supreme court, incongruous that they can delay executions by doing this yet complain about the delay
· Seeing petitions as abuse and have limited #s
· Medical personnel intervention + technologies has decreased resistance by increasing respect and fear prisoners have for prison authorities cloaked in garb of medical authority 
· Medicalization of death creates deeper subjection for prisoners to h.c.p. = not necessary to use force to constrain the convict
· + as to end resistance, power needs to reach center of prisoners, rendering them docile and obedient through the use of time and the care of the soul
· Power needs to operate in-depth by combing combining use of time as an instrument of control  + deployment of pastoral power to those dependent on prison personnel
· Time in the execution protocol:
· Time has become central in disciplinary techniques as well as in deathwatch
· Concern with time is larger than that of the actual execution, d.r. is a long time to wait
· Supreme court; d.r. is un interrupted time, useful time AND expertise in time management is a prime element in the governing of the soul or shaping of the self
· Before bureaucratisation (set time routine), executions used to take place before sunrise
· Feeling of everlasting time on d.r. not accidental
· Believe that times serves strategic and disciplinary purposes
· D.r. (time spent waiting for death) is a way to produce knowledge about captive bodies brings us to view time as productive; it is a positive disciplinary activity (fostered by the state) that permits increasing knowledge about captive and condemned bodies + ensure the penetration of penal power in order to mortify and mollify captives
· In d.w., time is a heuristic device linked with disciplinary discourse, productive because it ensures the breakdown of the bodies into pieces before the r4eal death occurs
· Time on d.r. promotes docile behaviours on behalf of condemned  through a sequence of activities marking the condemned journey from imprisonment to execution
· Emphasis on time, allowing death work to reach its #1 objective; elimination of resistance
· Extensive regulations and the subsequent actions of penal-medical staff govern the d.w., destroy the subject (to insure execution) and deny him a voice in final hour
· Appropriation of time by gove has intention to create unified language about power in government, particularly in the breaking of bodies by circuits of time
· Unity of time is maintained despite certain discontinuities caused by the interests of outside actors
· Each temporal category has its own regulations and procedures
· Bio-power and penal technologies:
· Bio-power = power over life, control of the social body through life demands pre-determined set of strategies and tactics
· Bio power is subtle method of governing while using a variety of power techniques 
· 17th century; body as a machine that can be rendered docile, conformed and useful
· Productive form of power able to optimise, administer and multiply life, subjecting it to precise controls and comprehensive regulation
· Regulatory control over bodies, centered on the power over life
· Power over life is bureaucratically situated in prisons and the d.w.
· D. management organised by an assembly line approach, mortifies prisoners. Benefits of this are for the nurses, doctors, bureaucrats etc. that have the bring them to death chamber
· Time as social and discursive construct --- purpose of execution protocol = discipline bodies in final moments of prisoners life by parceling out regulations as to simplify bureaucratic commands regarding the movement from life to death
· Partitioning the responsibility throughout the prison establishment can ease ethical or religious difficulties h.c.p. and guards might encounter when carrying out executions
· The body in time:
· Power is dispersed and buried within penal technology of time management
· Shift in governance, from natural principles of justice to gov constituted by rationality and own understanding of time
· Prison creates  sovereignty-discipline-government constituted by time and pastoral power, mitigating resistance
· Gov has seized time from nature, guards, prisoenrs, everything 
· Scheduling death for a specific time gives the state more control over events, crowds, media….. without diminishing element of torture
· Temporality can be implicated in the definition of the self
· Seizure of time shapes the meaning of c.p. by defining its purpose in language
· Denies that the structuring of time (to serves the states ends) is lost time preventing resistance from the condemned
· Regulations deny prisoners a voice in their own death. The inmates body is subject only to the states definition of time and its use
· Average in Florida of d.r. is 11.79 yrs.
· Problem of wasted time for d.r. inmates has no constitutional foundations, thus no means by which to resist/rebut the charges of cruel or unconstitutional treatment
· Time before execution accelerates. Time that had previously no meaning now has material reality and a durative element = deathwatch
· The regulations of the condemned:
· Richmond filed h.p. writ that 12 confinement was cruel and unusual punishment. Court rejected it, said he made good use of his time (stopped drug use, underwent religious conversion)
· Judicial seizures of a prisoner’s time have one aim; break down further the individual’s resistance to prison authority by breaking down the subject. Mortification process takes time, requires the appropriation of medical technology and medical personnel
· Rather than promoting «cultivation of self» time spent on d.r. denies it
· Appeals, said the court, are forms of abuse and waist judicial time
· Time on d.r. needed to break down prisoner, get him to confess, turn inwards
· Captive bodies become sites of inspections of health care workers and guards to discover the truth about inmates
· The execution process:
· Reports; psychiatric report; determine inmates sanity, chaplain report; spiritual and emotional well-being
· Summary of behaviour
· Cover letter from warden
· 30 to 7 days before, attorney submit current psychiatric info that can have bearing on inmates sanity
· Last 24 hours;
· 6pm day before execution will be moved to d.w. cell adjacent to execution chamber. Provide last meal the prison request
· 7pm-10 warden and chaplain may visit inmate. Inmate can read, watch TV, and play the radio. Friends, family, spiritual guides can arrive 2hours before execution
· Escorted into chamber few mins before and strapped to table. Hooked up to cardiac monitor connected to printer outside. An IV is put into 2 usable veins and a flow of normal saline solution is administered at a slow rate
· Execution order is given
· 3 chemicals are used and administered in lethal quantities
· Physician is present to declare death
· After, body is removed, usually claimed by the family, if not, state makes arrangements
· D.w is a highly controlled event
· Discursive elements of the execution protocol frame the body as a site of observation
· Body is prepared for death by numerous unnamed actors and through multiple and invisible forms of power (nursing care…)
· Laws and regulations put in place in certain states to allow h.c.p. to perform execution, removing their responsibility as health care for the purpose of the execution. Removes this the resistance of h.c.p. by covering up their involvement, prisoners simply die, h.c.p. are excised from legal responsibility 
· Identity of the executioner remains autonomous 
· Superfluous display of control provokes no resistance
Text:
· Australia`s exist International most visible and controversial right-to-die organisation, founded by doctor with do it yourself work shops
· Legal implications of researching ways to die
· Wtv case might be, assisted suicide and suicide are controversial
· Legal treatment here in Canada is conflicting because committing suicide is not a crime yet assisting in it is
· Individuals can lawfully take their life but must do so independently. Legal situation has given rise to diy right to die movements, dedicated to information and techs to enhance possibilities for planned and humane suicide
· Summarise legal history of suicide here in Canada and discuss emergence of diy movements
· Diy movements consequence of the prohibition on adding, assisting act suicide
· Canada;
· Human obsession with fighting death has turned living into an obligation. Before suicide was a crime of self-murder and aiding, abetting a person to suicide was equivalent to second-degree murder
· Attempting suicide was an indictable offense punishable with max of 2 yrs. imprisonment. In 1995- penalty was reduce to 6 months
· In 1972- attempt to suicide was decriminalised, suicide is not a matter which requires legal remedy, but has solution in science outside law and is certainly deterrent under the legal system
· Would now be seen as symptom of psychological disturbance or mental illness in need of treatment
· Assisted suicide;
· Since 1893- assisting. Abetting… was a criminal code offences, original penalty was life, but in 1955 reduced to 14 yrs
· Judicial sympathy for the crime is present; husband got 4 yrs for giving wife loaded shot gun. Longest was 42 months, accused of giving shot guns to individuals that we not suffering from  any serious illness
· 2 physician accused, served 2 yrs
· Women’s petition for physician assisted death denied sue Rodrigues
· Bill C-384 that would have allowed voluntary euthanasia and assisted suicide was defeated
· Prohibition is grounded on fact that it values life
· Counter argument is that life includes death and the value of life id diminished of one cannot do what one wants with it
· Those committing suicide in law-abiding manner  must act to minimize legal culpability for others, reason for focus on humane diy approaches
· 1999- NuTech- new tech for self-deliverance was formed to promote self-empowerment through techn solutions for humane suicide
· Focuses on dev of simple non-violent suicide methods not requiring medical prescriptions
· Medico-legal , forensic and other scholarly journals have taken interest in mechanics of these techniques and social implications
· Peaceful pill handbook, was banned because of the crime it instigated; importing barbiturates, storage…
· Gives info about explicit methods of suicide, methods are rated according to exit RP Test-reliability and peacefulness test
· Pentobarbital; hypnotic capable of inducing sleep or coma, large dose will cause death from respiratory depression
· Before sleeping pills, barbiturates involved in more than ½ drug suicides
· Pentobarbital preferred for assisted suicide
· Concerns has grown, vets and staff who have access to the drug have suicide themselves, gave the drug to pet owners
· Exit international and Vancouver public library:
· Australian govns attempt to censor Exit`s msg has made the msg more widely known
· Libraries stated that the work shop could contravene the criminal code
· Participants; man and wife, wife’s health was deteriorating 
· Ethic board approves observation and documentation of a NuTech deathing
· Research included the right to withdraw and assurances of strict confidentiality
· Needed to address participant reactivity;
· Sometimes participants alter behaviour because they know they are being observed, known as reactivity to the researcher. Reactivity is defined as atypical or artificial behaviour produced by respondents awareness of being studied
· Text of legal release, participant knows that researcher will have influence, recognise this and recognise that they do not need to through with deathing if they do not want to
· Not an offence to be present at a suicide
· Just because suicide is no longer a crime, does not mean that c.c. is neutral in that respect. Embodies rather a clear moral stance against it
· While law is grounded in morality, ppl are not obliged to act morally 
· Accountable only to the law, not morality
· Kwanten faculty filed a grievance  saying that the university edict infringed Ogden’s freedom to do REB approved research, university capitulated and research was resumed
· Participants;
· Woman in constant pain, husband did not want wife to die yet felt he had no right to insist that live in a condition of physical torture
· Choice of drug was pentobarbital because of its reliability 
· Discussion, legal considerations:
· - Unauthorised importing of pentobarbital is an offence against the controlled drugs and substances act. Given that the drug was small quantity, prosecutors would have probably given summary rather than indictable offence
· Physician recorded cause of death as underlying disease
· Usually have to report deaths, did not seem to have problem with him not reporting them
· Couple made pact to die, wife died, husband failed, was charged with indictable offence for aiding suicide and causing death by criminal negligence
· Although not a crime to be present at suicide, Canadian law prescribed duty on spouses to provide the necessaries of life, meaning that husband had legal duty to try and rescue wife
· Canadian law establishes right for competent adult to refuse unwanted life preserving treatment
· Paternal duty of spouse to override autonomy and self –determination
· Ethical and legal considerations for the researched
· TCPS recognise that ethical and legal approaches can come into conflict, determined that it is up to researcher to determine best course of action
· Researches have ethical obligation to minimize foreseeable risks of harm to participants
· [image: ]
· Reporting of death requirement contained in provincial coroner legislation raises a conflict of ethics and law
· Can be unethical to violate confidentiality
· Desire to create protocol for suicides denied by chief coroner
· [image: ]
· [image: ]
· Non-medical deathing counterculture is a direct consequence of the prohibition
· Complete prohibition means lack of control
· More desirable situation would be to regulate, protocol suicide rather than have underground suicide activities, 
· Would insure appropriateness, done correctly and properly documented






Class notes:
Medicalising the process, ethics of care, autonomy rights for the body, decriminalising assisted suicide. HIV/AIDS patients committing assistance to suicide, ethics of the issue. Having an ethical/moral debate, implications for morality.
4013 FSS 4h-5h30-feb 5th
Health care professionals are directly involved in the governance of prisoners waiting for execution. Pastoral power; trying to pacify the prisoners, literally meaning the pastor and his flock, pastor is the shepherd and the individuals attending are the flock. Literacy device, not religious. Sense is that the pastor is in service to the flock, provide guidance, and provide service in nurturing, positive way. Capillary forms of power; power is not power held over you like a king (power over life, subject to death). Pastoral power works differently. Looks at the ways in which power functions. Power is not just one sided. In same way peasants rose up and challenged the king, they transformed the very nature of power. Power exists in a relationship (powerful-powerless), prisoners do have power- can resists
Authors looks at ways to pacify prisoners to become docile bodies, do not resist, remain quiet. Prisoners when brought to execution are calm quiet, not agitated, screaming and kicking. Sentenced today to die, might not be sent to capital punishment for a decade, takes time. During that time, authors talk about the process of being on death row, create this docile body, pacify the prisoner for his inevitable death. The problem of pop control/management really emerged during the enlightenment period. State had to create ways to manage this, created the census (collect info, know who does what, how to allocate resources…., idea of population management). Unconcealed power to disciplinary power (language, discourse, institutions that guide us in our social lives (public health care systems), all institutions create social world in which we live in). new justification for state murder rest on construction that this individual represent such a treat that it’s not enough to remove him from society, must end actual existence for own social and moral protection. This threat resides within individual’s behaviour/psychology. Foucault suggest this turns towards the criminal was to get unwilling pop to behave way the state wanted them to behave. Need classification and normalisation, to do this, need all information on pop so that we can be governed, governance can be targeted. Health msg for example; adolescent girls are the most too numerous taking up smoking; adapt health care msg. 
In carceral setting, process of classification, all about trying to normalise behaviours, get you to act following norms. Producing docile bodies, make you passive, not resist state orders. About creating a certain kind of level, are hierarchies in terms of power. Foucault argues that the body is a target for power, discourse that are very moral in tone are used to make the body compliant. Pastoral power requires that individuals serve as models. Pastor must been seen as trustworthy, someone that the ppl will listen to. That pastor in the prison setting becomes all the ppl that work in the institutions, all individuals working to normalise the lives of prisoners. When pastoral power is effective (become docile), means that you are starting to internalise the msg coming from your pastor, starting to accept normalisation process, adopt those in how you think/act.
Used to pacify prisoners to ready them for capital punishment. Effects of pastoral power and effects of capital punishment start to take seriously scientific/bureaucratic discourse built into the administration of punishment
Create distance between pastors and flock between governing and governed, by clothing, process of mortification for prisoners; strip them down of all sense of individuality, identity. Remake them into a different person. Forms of expertise are scientific and rational, rely on them become they are trustworthy, rely on them to make us feel better/educate us….. = ethic of care in process of execution.
Because we trust the professional, have status, they are the best/efficient actors to normalise and pacify prisoners. Are prisoners are going to want to submit themselves to guards or are they going to listen to individuals working to preserve their health?
Violate oath of doing no harm. Becomes it takes long time to transform prisoners into docile bodies
Health care professionals try to ready prisoners for emotional death. Difficult when dealing with noncompliant prisoner, goes on hunger strike… need to be fit to be killed, cannot be killed if mentally ill. Health care professional provide stability and reliability to obtain a peaceful death, curb resistance in prisoners.  Using h.c.p. contributes to the sanitation of penalise practise and language, gives it a sense of respect/legitimacy. When you sanitize things, makes it more palpable for prisoners/public. Think about c.p. as a good thing, legitimate response. Making it seem as though its an acceptable practise. 
Before, executions were public. As we civilised, realised that it should not be celebrated, removed to behind the walls of prisons. Works to try and protect society from experience that form of punishment and desensitized. Regulation of death by time management… text quote
Last days of a person are broken down. Have normalised the practise, have legitimate through medical and scientific discourse. Takes away pain. By moving executions indoors, set off process of mortification of the self; prisoners are subject to degrading, humiliating treatment to remove any form of identity. Mark separation between who they were on the outside and now institution identity. This process strengthens pastoral power. Reflects idea that some1 is guiding us but also dependent on those individuals. Prisoner on death row is dependent on institution for shelter, hygiene and health care, food and survival, safety. Prisoners are constantly under surveillance, classified, assessed and potentially punished. C.p. is designed in bureaucratic way to seem seamless, create distance between state responsibility of death by illusion that its simply answering our wishes. 
Shift in method of punishment, moving it indoors, furthered bureaucratisation and medicalization. C.p. indoors. Capillary notion of power is not just the person removing life, power over life is dispersed among different ppl. But who will be to blame for this? State gets ride of responsibility by distributing power among many individuals. Movement indoors did not end resistance. If power can provoke resistance, we would expect to see a lot of resistance on death row. Find the opposite, ppl on death row are actually the most docile. Do not disclose when execution will take place to avoid media uproar. Prisoners resist in different ways, habeas corpus petitions. Supreme Court resistant to h.c. fillings, put a cap on # allowed. Intervention of medical p. limited resistance by respect and fear, cloaked by medical language. Death row should be understood as un interrupted time. Trying to regulate the individuals that might be there to protest. Time serves strategic and disciplinary functions. Prisoner fills h.b. case, ppl say that they are just trying to delay death. 40% of h.c. appeals are granted, able to make legal claims to get off death row
Get close to d.r., put you on death watch. D.w.= time is heuristic device linked to disciplinary discourse, breaking down prisoner, ensure break down of the prisoners body
Biopower; power over life, practise and technologies that we use to gain info and control pop-- idea of pop management. Subtle way of governing pop, can be productive = optimise life/health, multiple life. Generates forces that create order but can also control bodies in time and space. Power over life is situated in bureaucratic way, kind of assembly line (industrial period), units of time is used as a way in an assembly line format to render prisoners docile. Treat time as asocial construct, directs gaze towards purpose of execution of protocol. The need to discipline bodies through segments of time is done to simplify bureaucratic process, execution process, distribute responsibility among many individuals, alleviates conscious, yet who is truly responsible? Time management is essential to prison functionality. Otherwise would be giving prisoner’s opportunity to resist, instead we structure everything. 
Authors notes that the shift to recognition of time and death means that the state has seized time. Scheduling death for an exact moment in time gives the state greater control over media. Events…. Without diminishing fact that they are conducting execution. D.p. is shaped by how we go through time. Temporal flow of punitive discourse (scheduling), create institution regiment, increasing control over the prisoners bodies, objectify subject, objectifies time and space, denies that structuring time is actually lost time. D.r. time should be useful. Losing time, can’t say/do what they want. Federal bureau of prisons only allows brief statements before death. Brief statement denies the prisoners a voice in their own death. Their incarcerated body is subject only to the states definition and usage of time. 
Problem of wasted time for prisoners on d.r, has no language by which they can speak for this unfair treatment. Time before execution starts to accelerate, becomes excessively managed. Bored = time moves really slowly. When busy/scheduled…. Accelerates. Psychologically traumatic for prisoners = death watch
Authors gave exs of h.b. appeals that have been rejected. Prisoners made good use of their time; got off drugs…. Founder of the crips, denied he actually killed individual, was on death row… really changed life, became religious, wrote books against violence, gangs… time inside was not wasted. Went to Supreme Court…. But executed him anyways.  Problematic image of time management, rehabilitated prisoner will not save you from d.r.
c.p. requires appropriation of medical authority, personnel, knowledge….. Involving individuals there to ensure health in safety in process of ending life. About pacifying individuals, change is good, find religion…. So when you reach execution, you are ready for it. This process is creating idea that prisoners is voluntarily conceding to this, done to make us feel better about our participation in murdering our own. Captive bodies’ become sites of expectations where guards/h.p. try to break down the bodies.
Medicalization of c.p., methods have evolved over time, methods of execution are not just fades, trying to be quick, humane (conflicting)…. Part of discursive process, male c.p. more palatable to society because as we progress, start to see things as barbaric…
Penitentiary; word pent, to repent, see
Old days used to hang ppl, took time… studied it to see how humane it was, could be…
Most common method is lethal ejection, highly medicalized nature. Reality of this; 11 states shut down procedure. Conduct of the procedure, need for medical professional to be involved, ethical aspect. Personnel participating in execution inadequately insure execution, medical malpractice in execution. H.c. professional’s oath is to do no harm. Executing fit healthy person is harm. Draft method for more humane execution, medical examiner, paralysing substance, barbiturate. Potassium chlorine
1. Sleepy
2. Paralyses all muscles, going to cause suffocation, induces suffocation, reason why we put you to sleep first. Make it seem/illusion that we are just putting you to sleep when actually not the case
Have to achieve intravenous access, difficult for numerous reasons; regular drug user (narrow, collapsed veins…), inattentiveness or lack of skill, body (cold= veins tighten up, stressed = veins tighten, impacts constriction)… always multiple attempts, perform canalisation; insert tube, very painful.  Qualification of the personnel, even highly trained p. can have hard time. 
Calif. ; former execution team leader responsible for sleepy drug, found guilty of smuggling drugs in prison.
Maryland; execution had been convicted of beating and abusing dogs
Screening of individuals to perform execution not efficient 
Selected drugs are risky. The sleepy drug happens quickly but does not last long= risk that the individual could wake up
Surgical plane; vets do a check, does administrating execution do not.
2sd drug; paralyses muscles BUT does not affect sensation (punch him/her = can feel it). To prevent feeling, administer 1st drug.
3rd drug; stop heart, going to feel it
To assess medical depth, professional uses array of monitoring devices. No state execution procedure demands assessment after the administration of the 1st drug. 2sd drug; suffocate till unconsciousness
2st drug serve no medical function, done to avoid seeing body convulse, making viewable to the audience. Without it body would convulse…. Cosmetic administration of drug, not part of medicalization, not making it more human (can question why that is). Potassium is essential to cardiac function, too much = cardiac arrest, causes excruciating pain because vessel walls of veins are supplied with nerve endings.
Need to make sure person is completely unconscious, touch the person, look at pupil, does the eye move, monitoring heart rate, blood pressure.
Death induces, prerequisite after expert has certified that the…. Don’t do that for humans
Execute prisoners in way below level of animal euthanasia procedure.  Do not allow physician assisted suicide. Euthanasia = act or practise of putting ppl to death painlessly for individuals that are suffering from incurable disease… see it as act of mercy 
Active euthanasia; administrate action to cause death
Passive e; omit to do something, don’t act, omission, lack of action results in person`s death, stop providing care/medical needs. Woman in coma, came out, couldn’t speak, eat… awake and alive but had to be on feeding tube. Husband knew wife would want to be removed from feeding tube, parents did not. Fought…. Eventually removed feeding tube
Voluntarily euthanasia; patient makes decision to end treatment and find way to end life. Called rational suicide, self-chosen death. Decision were mentally competent adult assess situation, motives are understood and undertake procedure to end life
Involuntarily euthanasia; engage in mercy killing. Mercifully killing someone without his/hers consent. Perhaps individual does not have mental competency or a child. Latimer case***, father went to prison. 1893-council, adding or abetting suicide have been criminal offences
Give the patient enough medication that they are going to fall asleep, slow down breathing and die. Doctors already engage in this form of practise
Reason for decriminalising assisted suicide; affirms the value and the saintaty of life
Sue Rodriguez; overtime muscles atrophy, lose movements. Will eventually die. Wanted ability and right to die in dignity, sickness was going to kill her anyways. 
Maintaining illegality; you have no say on your body, life is so important that we will preserve it at any cost. No self-determination. If you value life, shouldn’t you also value death since it is part of life? Why is state allowed to remove our right to self-determination? Result of prohibiting this; ppl will opt for do it yourself procedures. Not a crime to be present at a suicide, but state specifies that the spouse has responsibility to preserve life of partner. Law establishes the right to competent adults to refuse unwanted life preserving treatment, have that right, right to refuse medical treatment. 
Canadian case; family vs. aid society, Jehovah’s parents refuse blood transfusion for their severe anemic daughter, life or death. The baby was made a ward of the state. Parents sued, went to Supreme Court. Said that the state interventions was a reasonable limit on freedom of religion, child welfare act, and taking away right to make decision as a parent. Child also has not yet chosen religion. Removed parental power in lure of state power.
Corporal autonomy
· Continue to prohibit it
· Causes cohort and illegal practise
· Prohibition does not work
· Legalise it
· Would need to regulate it. Individuals involved are held accountable
· Decimate information on how to perform self-chosen death, do it yourself technologies. Non-medical deathing culture 
· Information on internet
Should enact legislation, how to determine who gets access, having an age of consent. Appropriate act that accepts act of termination of life, grounded in principles of equality, justice and self-determination and autonomy
Morality calls upon us to allow this. Bring criminal law into balance with common law and practise of euthanasia. Ethical values that we already sue, this is how we govern ourselves just applying it to another subject
Right to die is recognised. Suicide used to be a crime, failed, used to be punished, out of c.c. now. But will get counselling, youth, mentally vulnerable, ill….
Need to follow individuals wishing to end their life, our duty, medical duty, death part of life, our decision to male. Legalising this has social benefits
· Allows individuals autonomy in their life
· Take control of life
· How you die is part of life, should we not have ability to choose, make decision in that aspect 
· When suffering/terminal illness, idea of losing faculties is traumatic, having power to end life allows individuals to regain control over life even if body is deteriorating
· Having knowledge can lead to sense of control, inherent to quality of life
· Ability for individual to choose less violent/tragedy death 
· AIDS; violent death, body wastes away, horrific death. Huge push for right to death
· Have terminal illness, great amount of pain, idea that loved ones will find you dead… death is personal but ppl involved will sustain trauma... would be more peaceful, less traumatic 
· 4. Potential legal savings, courts costs (sue Rodriguez)
· Euthanasia is more humane for some
· Allows individuals to make critical decisions in respect to organs donations
Legislation prohibiting assisting, counselling or abetting suicide
Individual’s quality of life has deteriorated to pt. where there is no pt. in living, very broad, need to be assessed cases by case.  Should have ability to choose, right to self-determination
Individuals that have Alzheimer’s 
Medical ethics; do no harm oath, do not withhold professional skills that might lead to humane action. 
Medical association; doctors cannot administer lethal amount of drug/medication. Participation in any form of execution (c.p.)
· Involved action causing direct death of condemned
· Action that supervises/contributes to ability to another person to cause execution
· Action that can automatically ensure that an execution be carried out on a condemned person 
How can we ensure that the execution be humanly performed? Are we not asking the wrong questions? Are we just participating in fade of new methods of execution, continuing in fade to make execution more humane? If concerned with that, aren’t we missing pt.? Engaging in state murder 
Putting them to death yet cannot understand the compassion behind euthanasia. How is physician assisting suicide different from c.p. when they are alleviating pain from suffering person?
Is legal in certain nations; creates death tourism; ppl will go to those countries and get that kind of treatment. Lots of implications, behaviour of one state impacts behaviours of other ppl in other countries.
All forms of punishment are supposed to be a deterrent
10 m.c. directly out of reading
2 5m question
1 10m question 
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Readings:
Michelle Borwn, Empathy and punishment:
· Empathy as a mode of sociality, site through which various dispositions, encouters, actions materialise or fail to materialise amid specfici cultural conditions
· Empathy = relations to communication back understanding and explaination of others
· Empathy as a problem of missed readings or flawed identification
· In site of injury, place of crime and punishment, empathy is often imcomplete
· empathy occurs in a manner that is often incomplete in its totality, opaque in its social dimensions, and caught up in the force of positionality, thereby susceptible to projection, immersion, denial, and loss of self
· relations established by prison workers challenge empathic connections
· efforts to regard the other/alter from within the frame of perpetration, in a society that imprisons more persons than any other on the planet or in history for the purposes of crime control, sets in motion a particular kind of reading – one premised in judgment.
· Ability to open read others is a fundamental problem in such a context
· role of empathy in interpersonal communication, although a vast repository for the restoration of the social, is simultaneously fraught with mistakes, misfires, uncaring, undeserving, and impossible reads
· empathy as constitutive of the intersubjective within a normative framework. Privileges empathy` relationship with vulnerability and suffering
· empathy can serve as an articulation of passions and their relationship to a sense of justice
· Because empathy often implies choosing a side, a favoring of one who is more closely like one’s self or whose feelings seem more urgent and immediate than others, it may culminate in a narrow perspective that is partisan and inconsistent with the equality of law.
· Empathy may align with vilence and vengeance and thus requires judgements about the proper place of emotion and identification in social life and jurisprudence
· One can empathise to much and lose their sense of self, propemting the neglect of another 
· loss of self is often the foundation for a dangerous form of aggressive solidarity and excessive rage in response to perpetrators that does little to support the kind of clear-headed deliberation needed for recovery of victims and offenders alike
· empathy can turn into something else, irrationality that is naturalised/justified in the name of the victims
· empathy can arise from unworthy motives. Empathy does not prvent one from taking please in anothers pain
· empathic knowledge may allow one to manipulate another for ones own ends
· justice settings are grounds for stereotypes, feelings of betrayal, discrimination, pressure and potential violence
· need empathetic understanding that must not become a moral judgement
· law in society is most often about the way that humans find themselves in the midst of unchosen relationships, sites with little room for shared feeling or emotional attunement, that, nonetheless, impose a social and ethical responsibility on the individual and the collective
· our own capacity to develop cultural and historical understanding is arguably predicated on these capacities at cultivating an openness to, and thus approximating, but, never reaching the subjective stance of another, who is forever removed from, and yet constituted within, our own individual sphere of awareness.
· attempt by one selfaware self to comprehend non-judgmentally the positive and negative experiences of another self
· empathy provides the possibility, but no guarantee, for understanding for both parties, including emotions often unclearly understood by either.
· empathic knowledge takes, it often develops in contexts of pain, confusion, and humiliation as victims and perpetrators attempt to make sense of their now different lives. These kinds of ‘empathic divides’ are not unusual in criminal justice contexts, where class and race are powerful solvents in intersubjective relations
· fastest growing pop in prison are men over 50yrs and 85% have chronic health conditions
· The outcome is framed as an ethnographic account in which we see the extension of penality into broader configurations of vulnerability against the complex failure of empathy
· to provide ‘quality programming for an aging offender population, so they may become productive and respectful citizens upon their return to society’.
· Recommendations have been made in order to improve care for older prisoners, but nothing has been done
· Not receiving proper health care either, indifference and denial = crual and unusual punishment
· Close proximity in working quarters, chronic demands by inmates, and new changes in staffing and procedure had created in some contexts confusion and frustration as well as stressed interpersonal dynamics
· it’s created more anger for the staff and they don’t have a way to release it except by drinking. They can’t do drugs. They might get tested. So they drink.
· Politization of crime = irrational crime policy
· The ‘graying’ of the US prison system as the mass incarcerated move into old age remains yet another unanticipated consequence of the US imprisonment binge, a new phenomenon for prisons who are unprepared by and large.
· Aging and ill prisoners are subject to accelerated signs of aging and deterioration, a reduction in human interaction and tendency to withdraw; few connections to family or friends; high levels of stress and chronic disease, including arthritis, hypertension, heart problems, ulcer disease, prostate problems, incontinence, sensory impairment, impaired flexibility, ambulation, and general mobility, decreased sensory acuity, muscle mass loss, respiratory illnesses, cardiovascular disease, strokes, Alzheimer’s, and cancer. They fare equally poorly in mental health, suffering high rates of depression, eating disorders, loneliness
· A key site for empathic understanding, such a possibility often devolves into a responsibilization of the other in a manner that devalues the complexity of the real.
· These are sites where exclusion and illness are made to appear self-generated even as they pass through the institutions of prisons, family, education, economy, and health care systems
· Responsibilization of the self is further complicated by an institutional exacerbation of needs. Prisoners grow more dependant while incarcerated
· those moments when one human being notices and responds to another – the moment of empathic possibility – is administered, ‘guarded’, and applied sparingly.
· Prisoners become more withdrawn and alienated in many cases, aware that knowledge of themselves may be used by staff and other prisoners to hurt or embarrass them.
· Identity works as a protection
· In this way, insidiously, strategies to care converge with both intended and unintended strategies to make people suffer, an inclusion built upon institutionalized and structural patterns of exclusion, shielded from visibility by institutional and state logics internalized by prison workers and prisoners
· Refusal from staff to aknowledge prisoners takes the form of deadly silences
· the tyranny of the urgent’, is located in the development, or more precisely, the failure to develop, an ability to read empathically a variety of complex, non-crime or punishment related problems, contexts, and needs.
· Pure indifference in the pain of others. Being in shoes that one does not want to see- dying inmate-thus shut out any form o connection
· Reentering society most important pont in criminal justice process after arrest
· Need to address re-entry a lot better
· In this context, biopolitical insecurities converge dangerously with penality andempathic failures in images of futurelessness
· Witness deliberate indifference and disregard for serious and treatable suffering¸
· pharmaceuticalization is the primary first avenue of recourse with medication as the answer to any and all prisoner problems
· crux between abandonment and overmedication, = a failure of empathic encounter
· With limited resources, in dysfunctional and punitive spaces, empathy maybe a luxury that some simply cannot afford
· The empathic work of understanding is often written about as if it depended solely on the emotional, imaginative, or mind reading capabilities of the empathizer. But if it is embedded in an intersubjective encounter that necessitates ongoing dialog for its accuracy, then it implicates the imaginative and emotional capacities of the person to be understood. When and how do people allow themselves to be understood? When and how do they resist understanding by others?
· learning to endure against the impulse to flee from the emotional impact of others’, precisely when something about their emotional state is either intolerable or pitiable
· People who have felt repeatedly violated, intruded on, deceived, or manipulated often find it very difficult to imagine being understood and recognized by others, no matter what the circumstances
· punishment becomes extreme and excessive: when the State is weak, legal institutions and protections are underdeveloped, sensibilities are blunted by class interests and racist ideologies, and, most specifically, when outgroups are regarded as less than fully human

potter and al. Healthcare of older inmates in the correctional setting:

· aging pop a growing concern for correctional services, providing basic healthcare to ppl in prison always a struggle, chronic, multiple complex heatlh concerns even more difficule
· more pressure is place on correctional staff to provide care
· observe metnal and physical health of older inmates and enviro impact of the prison on older inmates, initiatives that seek to address these concerns
· older inmate; over age 50 given the health and social disadvantages of ppl being in contact with criminal justice system, ageing process begans earlier for them
· ageing pop reasons; longer life expectancy and sentencing policies. Longer sentencing part of tough on crime, mandatory sentencing
· 3 types of  older inmates:  those entering the system for the first time later in life, chronic recidivists and long-term prisoners who have grown old in the correctional system
· Recongnises that prison pop experience poorer mental and physical health than the general community
· Growing old and experiencing the ageing process can be a difficult period for any person as significant losses occur, inclusive of physical health, functional independence, life partners and close friends, and decision-making capacity
· physical environment can exercise dramatic psychological impact on the older person, thereby influencing health and well-being when fundamental human needs of comfort and familiarity are lost
· Corridors and cells are often not wide enough to accommodate wheelchairs or walking frames 
· Whilst not directly assessed, it is imaginable that if an older inmate is already experiencing functional limitations, the unaccommodating correctional environment will only exacerbate the issues
· unable to participate in work or physical activity as it took them too long to travel to the required meeting areas
· The healthcare needs of the older inmate are almost always more extensive, challenging and costly than that of a younger peer
· Dentures, walking frames, more frequent need to access health care services, needing assistance for daily living, become overly dependant upon care staff
· helplessness may be induced when people have continued lack of control over their daily lives is well supported by the literature
· The impractical and non-therapeutic environment, combined with the many physical, psychosocial and functional losses experienced by the older inmate, contribute to the enormous burden carried by correctional and health services
· This occurs by encouraging diverse, flexible, and responsive residential care services that facilitate independence and choice for care recipients and carers. (2) Access to residential care by those who need it, regardless of race, culture, language, gender, economic circumstances, or geographic location, and to help care recipients to enjoy the same rights as all other people in Australia. (3) Effectively planning for the delivery of aged care services by targeting services to areas of greatest need and people with greatest need, avoiding duplication of services and improving the integration of the planning and delivery of residential care, community and health services. (4) Providing funding in such a way as to take account of the quality and level of care provided, to hold providers of care accountable for the funding they receive and for the outcomes for the care recipients, and to ensure that care is affordable for the people who need it. These objectives pose conditions on aged care services providers as follows: (1) Having legal status and being suitable to be an approved provider. (2) Abiding by approved processes to be allocated places. (3) Providing a mix of high and low care and extra services. (4) Agreement to provide and maintain quality services and buildings as determined by the Accreditation Standards 1998 and the Building Certification Standards 1998.
· Have yet to address the issue though
· Initiatives; mandatory functional assessments for every person over 50 in order to determine appropriate accomidation and assistance required. Other specific work programs, activities in order to accommodate them in terms of impairments
· Telemedicine, the use of electronic communication and Information Technology for virtual health assessments and diagnosis, is also routinely used to decrease the rates of prison transfers to community-based health services. Not only can specialist healthcare be provided in a secure
· setting using this method, but also the cost and rates of prison transfers is reduced
· These care facilities include specially designed prisons specifically for those with chronic health issues and/or frailty who require frequent nursing/health services
· The hostel facilities are purpose-built units that each house a small number of inmate ‘patients’ and one to two inmate ‘care assistants’. These ‘care assistants’ are mostly younger, fellow inmates, acting in either a voluntary or low-level pay capacity
· Anecdotally, this model of care is both a financially effective option for corrective and health services and a suitable, caring option for the older inmate
· ‘compassionate release’ and discretionary decisions by magistrates to divert elderly offenders from the prison system into other means of restorative justice is not commonplace in Australia or overseas
· the gravity of their historic offences demands retribution


Snyder, Older Adult Inmates: The Challenge for Social Work:

· # of older inmates has grown because of harsher penalties and longer sentencing
· 55yrs of age because o lower life expectancy and lower health care status
· Older inmates are predominantly white both male and female
· Geriatric inmates cinlude those with functional impairments that require assistance with daily living activities 9eating, bathing, toilet…)
· Other group is composed of ppl that need care but are not dependent on care staff
· Coming already from a disadvantages background, onset of serious health problems appears earlier among older inmates
· Prisons where not structurarily planned to accommodate aging pop, architectural problems, have physical limitations needing prsion medical facilities to be reformed
· Need to develop effective end-of-life care programs. Prisoners fear dying alone
· [image: ]
· Social work  roes are crucial in providing emotional care to terminally ill inmates and building a situation of trust
· Hospice programs
· Psychological health is disrupted by fear of other prisoners. Fear of victimisation reduces older inmates physical movements, increasing feelings of isolation
· Difficulties to maintaining family ties, contact with them decreases over time
· Because older inmates comprise little percentage of prison pop, they are often overlooked in terms of special programming, activities
· Often denied access to programs that have been designed for younger inmates
· [image: ]
· Idea of selective incarceration and selective decarceration, keep prisons for high risk offenders and relaease low risk offenders
· [image: ]
· Social workers can help create discharge plans to the community, advocate for the creation of special diversion programs to serve as an alternative to incarceration
· [image: ]
· [image: ]
· Get training to learn empathy and reconignese the aging process. Learn communication skills
· Long term incarceration limits public funds that could be used or other programs
· Social workers can also help buils social awareness
· [image: ]
· [image: ]
· Compassionate release or medical parole
· Inmates with family ties have a lower recidivism rate
· [image: ]
· Prisoners upon release no longer know how to interact with world since they have become so dépendent upon the prison setting
The physical and mental health of older offenders, Gal:
· Old inmates account for 13% o prison pop
· Predominant issues are physical and mental health
· Need knowledge about physical health in order to develop solutions to effectively manage them
· Increasing age is associate to deterioration of health and increase need for medical services
· 23000 versus 69000 for older inmate
· The most common ailments among this population are cardiovascular disease, diabetes, arthritis, hypertension and cancer.
· Poor physical health increases as prisoners age
· However, older offenders were more hypochondrial, depressed and repressed than younger offenders were
· an accelerated deterioration in both the physical and mental health status of the elderly
· The lack of a supportive social network can also adversely affect the older offender because social support from significant others is one of the key factors that can serve to buffer the effects of continuous stress.
· The offence and sentence factor contains items such as sentence length and getting parole. The personal stressors factor contains items such as family, health and relationships. The institutional stressors factor contains items such as substance abuse problems and school/work problems 
· Flynn reported that depression is the most frequently reported mental health problem among older offenders
· offenders aged 50 and over who had committed suicide constituted 10% of population. Given that older offenders only accounted for 8.5% of the population, these results suggest that older offenders committed suicide at a slightly higher rate than would be expected
· It may also be beneficial to incorporate wellness programs that promote physical well being. Aday and Rosefield22 suggested that programs such as walking, gardening, woodworking, ceramics, low impact exercises, prison support groups and other more passive recreational activities can prove successful among older offenders.
· when programs have been offered specifically for the older offender, it resulted in increases in self-respect, a reduction in feelings of loneliness and depression, an increased desire for social interaction, and a renewed intellectual interest.
· 
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Class notes:
Aging population in prison 
Prisons are built for young men, lots of stairs
Do we really feel the need to keep the older criminals in prison? Prisoners start to mature, realise that they no longer want to be cycling in and out of prison. If most ppl typically burn out of criminality, what does that mean about older ppl in prison?
· Subject to violence in prison
Mandatory punishment (PMO). US invention of the 3 strike law; felony (violent crime usually) offence, 3rd crime and you are in prison for life. Disproportionate punishment, disproportionate drug use sanctions; difference between cocaine and crack (a lot of negative connotation, main difference is that cocaine is a powder, where crack is a rock), actually the same chemical compound just in different format.  Crack Very cheap, easy to get access to, started to see more Latina and black ppl, sentencing was different, massive incarceration. Perfect storm for mass incarceration, incarceration began in 1980s, seeing the repercussions now.
Architecture of the prison; issue for the aging population, cannot give them cans to help them walk, can be a weapon. Other nations have been doing compassion releases; have terminal illness and will die anyways, release into the community or hospital. Legal in Canada, but very rare, fear of abusing this procedure (again, prisoner as being manipulative, liar….), is this a get out of jail card----- mindset shows what our punishment philosophy is = want ppl to suffer, commit crime? Will pay that debt back my punishment, retrivitism 
Baby boomers in 15-20 yrs…. How are we going to pay for it? In Canada, the most expensive prisons are max security prisons, 200$ a day per prisoner about. Elderly pop in prison is going to cost 3x 4x more. Generally think as the prison pop as aging more quickly. General pop; elderly =65 yrs and over, whereas in prison its 50 yrs and over (prison setting exacerbates ill health, life expectancy after risky behaviour, homelessness, drug use….sexual traumas… bodies and minds are going to age more quickly, social determinant of health). High rates of smoking, substance use, suffer from more diseases/illness in higher rates than regular pop.
Michelle browns article, empathy****
Is it humane to keep terminal illness ppl in prison? Is it humane to make sure they die in prison? Prison is a response to a behaviour we do not like, is that the only response we want for someone who’s dying? Think about punishment and what kind of society we went to build. Need to be more inclusive, not harsher, and more severe. Letting them out on compassion, is it an affront to the victim?
Article will help think about other issues.
Geriatric prison- prison for old ppl
Gets us to think about that moment about guard and prisoner interaction, that intersubjective moment provides opportunity for empathy. Empathy is being able to think about things in their perspective, and come to understand the other person’s behaviour. Important in social interactions between ppl. A lot more difficult to empathise with someone when you cannot relate, when what they have done is awful, when behaviour, actions disgust…. Empathy is difficult emotion to manage, how to empathise with someone that you do not like? Easier to reject them as to appear moral. Opportunity to feel empathy, get understanding and why person 
Sociality; site, context through which disposition and actions can materialise or fail to materialise, direct response to the site. Concept of fail empathy
Site of injury; empathy occurs in way that is incomplete, caught up in personality, my personality will impede me from feeling empathy towards person. If empathy occurs in incomplete ways, can be subject to denial, loss of self. Makes us think that the context can be the perfect site for that kind of research. Deeper understanding of behaviours, why they do that….
Empathy is always a work in progress, means that it is also flexible, want to be empathic, need to engage in reflectivity, need to think about own views, how I have been socialised, what I have been taught…. As to understand complexity of empathy, empathy as a kind of reflective process, ongoing…
Privilege Empathy`s relationship to vulnerability and suffering. 
Sex offenders have often been sex abused, but prison programming denies this, see sex offender`s victimisation as an excuse… need to gain sense of explanation, understanding, from perspective pf that person about what they were going through. 
Empathy can be pro social, but can also have negative consequences. Empathy; often think about choosing a side, having empathy for someone does not mean that you accept what they have done. Not black and white, ooh support prisoners, feel empathy for them, will not feel empathy for the victims… as if aggressors cannot be victims as well, women in prison; a lot have been previous sexual, mental…. Abused. No such thing as choosing a side, can feel empathy for both
Empathy can be aligned with vengeance, if allow vengeance to be motive, would have zero empathy for person, can added up affecting jurisprudence in the long run.  Notion of justice system is that we are non-biased -------- is a myth. Vengeance; be more excessive towards other, empathise for one group over another, cause to neglect the other group, be foundation for aggressive solidarity, or excessive punishment.  Capital punishment = in excess. Really one sided…. Not thinking really clearly, person lacking empathy can become emotional irrational, justified in the name of the victim. Being empathic towards victim only when name law after victim. Loss of self, empathy can cross into something else…. Even if it devaluates the experience for the victim. 
Wall between guards and prisoners. Intersubjective interpretation, making sense of what person is doing, saying and what they have done. Staff spend day interpreting every little thing about prisoners, in those moments that we have opportunity for empathetic understanding. 
Are socialised to think about justice desert, eye for an eye…. Thus idea of sickness becomes site to make self-accountable. 
Individual responsibility - ethos of neo-liberal govers, removes possibility for empathetic encounter
Illness and aging, need for, the need for special programs, greater need for privacy, confusion of a modern life… enviro of scarcity where deep resources are needed. Each day in prison is going to dependent on medical claim. Medical encounter; lack of empathy between guards and the prisoners means that the prisoner will not be given any form of human care. Seen as acting out; Ashley case; guards watched her die, no empathy 
Vicious circle, further severing any form of social interaction. Moment when a human being responds to another
Acting out is a form of communication, have limited avenues for communication, can only use words, self-harm, damage cell property. In complex enviro, knowledge of others can be used as an attack, identity management is a form of protection. Results of all this; circuit of care, prison as a health care services. 
Normalised and routinalised everything, makes us not recognise medical emergencies… lack of empathy is directly related to deaths in custody. Normalise preventable suffering
Idea of empathy, what makes us feel uncomfortable, seeing the misery of someone else, empathy for poor person instead of building up wall. Empathy forces you to do something different
Thursday, February 13th, 2014
Readings:
Sex and prisoners: criminal justice contributions to a public health issue, Potter and Tewksbury:
· Public health research regarding the issue of sexually transmitted diseases and behviours associate is relatively new
· Corrections and criminology area rarely speak to one another
· Importance of introducing health professional to behaviours and diseases in correctional setting, sharing the knowledge should facilitate the dev of public hleaht and corrections partnership
· Deprivation of sexual relationships main reason for rape, sexual assault, sexual predation is common
· 3 reasons why sexual behaviour in correctional setting should be studied:
· 1. Understantd the dynamics of institutional culture, including how culture is constructed and maintained
· 2. Study health problems related to sexual activitis and the implications of these problmes have for inmates, staff and generl public
· Because of the unfortunate association with prison violence
· Ways in which public helaht and criminal justice can work to decrease harm in these settings and reduce exportation of sex related problems back into community
· Public health has paid little attention to what goes on in prison setting besides for diseas outbreaks
· Sexual relations, consensual or not can impact the the functioning institution and the morale of the inmates and the staff
· Staff inmates sexual relations constitutes criminal act in many jurisdictions. Situations of favoritism can arise, can also arise in inmate-to-inamte relationships, as well as sexual jealousy
· High levels of HIV and other STDS this behaibour in prison increase transmission of this
· Can have impact on post release health care system
· 2 reasons why criminal justice professionals and public hleaht professionsal  should be addressing sexual behaviour in correctional setting
· 1. Sexual behaviour affects the ability to maintain order in correctional setting, incuding impact of morale associated with consensual sex and impact of sexual violence and injury
· 2. Sexual behaviour impacts the physical and mental helaht of those in correctional setting, endangering the community also upon their release
· Deficit in surveillance aabout the extent of STD, thus when STD burden not recorded, not seen as a problem, thus key agencies are less motivated to intervene and decrease spread of disease
· First step in public health approach is surveillance
· No prison obtains surveillance on sexual activities going on
· Issues: accuracy of self-reporting and official data, definition and measurement of the sexual behavirou in setting and the variability of the pop and sample selections
· Need to distinguish between consensual and non consensual sex that is often overlooked in research
· may be due to different attitudes regarding homosexuality; female inmates are more tolerant or even positive about consensual same-sex sexual behaviors than are male inmates
· surveillance allows the identification of risk factors where interventions can be developed to assist individual, decrease disease deve
· risk group is used to designate the the common high risk situations
· race, ethnicity not a risk factor but can become a risk marker
· prisoners are at high risk to contract STD, and if untreated will spread, including in community
· physical weakness is the greated risk factor for victimisation, young. But crime or having hard criminals for friends might make perpatrators back off
· sexual assault is used to acquire status, to make inmates stay away from others, for revenge, domaine, release tension
· found that sexual coercion is more common in institutions with large populations, racial conflict, dormitory housing, inadequate security, and large portions of inmates incarcerated for crimes against persons. These should not be surprising factors. Clearly, these are indicators of opportunities and lack of effective/efficient  supervision by staff persons
· racial animosities drivin sexual assaults in and coercive sex in prison
· African amercian more often agressors
· Staff might not be commiting sexual assaults, but are seen to be facilitating it or encouraging it by attitudes, actions, and difficulty identifiying consensual from non consensual sex
· the process of inmate sexual victimization. There is less information about "consensual" sex between inmates and staff. 
· Organisational factors = enviro or social factors that facilate on hinder sexual behaviour, incluing violence
· The more stereotyped the views and the higher the religiosity scores, the less likely the
· These findings provide a potential area of collaboration between public health professionals and criminal justice professionals, translating prior research into risk- and protective factor language to focus attention on the mechanisms by which risk factors turn into actual sexual interactions, either assaultive or consensual
· Public helath professional can assist criminal justice professional in recognition of STDs so that c.j. professional can provide treatment and primary prevention when possible
· Third step; program deve and evaluation
· recommend new forms of rapid diagnosis and treatment to prevent the reentry of STDs into the community via those who pass through jails.
· are fewer programs aimed at reducing transmission of STD or sexual assault prevention
· in community, are aware that we should use condoms, abstain, have one partner.. those are not provided in correctional setting
· availability of condoms was seen as encouraging sexual assault because of the protection it offereing against HIV or STDs
· both professional need to work together to sprend implementation of health screening and treatment for STDs
· sex will happen in prison, but need to make sure its not unhealthhym coercive or going to spread disease
· last step: dissemination, need to disseminate effective programs to other countries and communities for implementation
· program fidelity (make sure the program runs the way its supposed to) also becomes an issue, see if program is adaptable for different settings or not. See if contextual factors impact efficiency of the program
· dissemination: professional newsletters, magazines, journals, conferences…
· public health and criminal justice pride themselves on eing interdisciplinary fields, yet boundaries of these 2 fileds never seem to overlap
· specilaition withing these interdisciplinary fielfs may be why they lack integration
· known to be effective in one filed, unknown in the other
· overlap in terms of concern between the 2 fields
· need to incorporate effective skilss and techniques of one into the other
· surveillance system o monitor incidence of sexual behaviour is recommended
· communication is key
· featuring panels that combine public health and corrections researchers and major public helaht and criminal justice conferences
· both have vested interests in the health of persons in correctional settings
· interests are diverse yet many have same fondations
· have impact on the elimination of health disparities among racial/ethnic groups and the poor, as well as other social justice issues.
· Common intersts become the foundation which work can begin to overcome any real or imagined problems to reduce the burden of STDs and sexual violence in correctional settings for the benefit of the organizations involved and society at large. These goals are at the core of the disciplines, and their achievement can be enhanced only by an integrative, interdisciplinary approach.

Infectious behaviour: imputing subjectivity to HIV transmission, Adam:
· Separation between infected and vulnerable uninfected, distinction based on moral and legal significance
· Dissonance between the leading discourses circulating in society concerning the agency of HIV transmission, and the ppl who deal with HIV rsik in their daily lives
· Series of problems that can heightened the possibility of infection by constructing subject images that are not recgonizable by and do not reasonate with most at risk
· From defensive driving to smoking cessation, the rational man – and it is often a gendered conception – avoids perils to health because he seeks naturally to maximize his own longevity and well being while avoiding risk
· health belief model, as Deborah Lupton (1999, 21) remarks, ‘represents human action as volitional and rational, invariably categorizing risk avoidance as rational and risktaking as irrational.
· Health consumers are portrayed as free actors who are constrained only by their ignorance about the threat to which they may be exposed
· A paradigm of human action that relies on a set of implicitly individual decisionmakers assessing risk misses the ‘social/cultural context of human interaction’
· These relatively restrained visions of irrationality in science give way to the panic icons of the popular imagination: demon infectors and irredeemable others
· A crucial aspect of governmentality as it is expressed in neoliberal states is that the regulation and disciplining of citizens is directed at the autonomous, self-regulated individual
· AIDS service organizations, as hybrid institutions of civil society and government, are to act as agents of ‘responsibilization,’ calling upon people at risk to re-make their sexuality
· I would like to address three kinds of risk talk arising from interviews that show the limitations and paradoxes of the subject of HIV transmission as rational individual
· To be effective, then, the prevention message calls on an autobiographical narrative that life is worth living, and that something done now makes sense because the future will be a desirable place in which to arrive. Yet depression and personal turmoil can pull away the underpinnings of this belief. If life does not seem like worth living now, and the future appears bleak as well, then self-preserving actions no longer make so much sense
· Semiotic snares concern the ‘undertow’ that accompanies many prevention messages, the ways in which prevention messages (presumably unwittingly) open new opportunities for HIV transmission, and the self-sabotaging effects that messages appear to have when taken up by their intended audiences
· A semiotic snare is a message where a well-understood but unspoken subtext undermines the overt thrust of the message, and includes self-negating propositions in AIDS education messages, unintended meanings that contradict overt messages, and safety messages that promote self-exemption, thereby allowing for more unsafe practices
· prevention messages purveyed by public health and AIDS service organizations may, at times, reinforce discourses that facilitate, rather than inhibit, HIV transmission
· The ‘rationality’ of risk minimization through monogamy, then, potentially has a boomerang effect of leading to practices that facilitate transmission
· Reason why messages are not always effective, will not use condoms to prove partners faithfulness, but can be a risk in case of unfaithfulness
· For the subset of men who have left safe sex behind, ‘raw’ or ‘bareback’ sex is justifiable through a rhetoric of individualism, personal responsibility, consenting adults, and contractual interaction. Used to being part of networks of men who are already HIV-positive, those who employ the language of barebacking typically presume that prospective partners will be ‘in the know,’ that is, they will be fully knowledgeable about HIV risk, they will be adult men capable of making informed choices and of consenting after having weighed all relevant risks, and often enough they will be HIV-positive themselves
· In its diverse sites and relations, gay men embody both innovative alternatives, as well as take up some of the norms and discourses of masculine neoliberalism
· People at risk for HIV might be seen as exemplary of the high modern subject of advanced, industrial societies attempting to find their way along a risk-prone trajectory, constructing themselves as responsible self-governing individuals, and drawing on professional knowledge, where it exists, as a resource in practical everyday decision-making. However, the weave of competing discourses and social locations that affect vulnerability to transmission show a more complex reality that must be engaged at multiple levels if health is to be achieved.

Infectious disease in Canadian federal penitentiaries 2000-2001, Pritwish:
· Report on the CSC-IDSS health surveillance data
· High prelevance of infectious disease in prison is a cause for concern, pose a high risk
· Correctionl settin presents an important public health opportunity for identitfuing infected persons and providing them with appropriate care, treatment and counselling to prevent further transmission of infection
· Testing is provided for the inmates whenever they need it, after possible exposure, before release
· Higher rates of screening among women offenders¥ also likely accounts for increased opportunities for identifying prevalent infections compared to men
· The preponderance of HIV and hepatitis C among prison inmates often overshadows the burden of illness associated with less commonly reported communicable diseases such as STDs
· Studies indicate that a history of injection drug use is the most common risk factor for infection with HIV and HCV among federal inmates in Canada.
· Interventions for reducing the high burden of disease may require implementation in the context of harm reduction strategies, while complementing traditional means of health promotion through inmate education
· 1) the provision of educational materials and programs for offenders and staff, 2) the availability of condoms, dental dams, waterbased lubricants and bleach in all institutions, 3) the promotion of immunization for Hepatitis A and B, and 4) the provision of a methadone
· Specific studies are need to qnatuify the risk of infection withing correctional setting
· Early identification will help reduce morbidity and lower treatment costs associated with disease sequel
· While CSC offers immunization for Hepatitis B to all inmates, no data are collected on the number of inmates who receive the vaccine.
· Active screening for std can facilitate their control
· Thus, actual rates of disease, which are based on the number of positive test results, may be higher than presented here. Furthermore, reported disease rates reflect only those who come forward for testing. The asymptomatic nature of many infectious diseases further underestimates the true prevalence of disease in the inmate population.
· 

Class notes: 
February 13
CRM2309 
Criminalization of HIV 
Moral panic 
· How did we start thinking about HIV in such a way that we need to criminalize it 
· When HIV emerged we didn’t know anything about it, how to detect it, or cure it
· Therefore, leads to a moral panic 
· Think about this virus in comparison to others 
· People living with HIV were condemned publicly, sociallialy, in media, sexually deviant and dangerous 
· Construction as the HIV victim as a predator 
· Coupled with the publics already existent fear of this virus 
· Gay men and injection drug users 
· Already stigmatized groups, contributed to the moral panic around HIV 
· Moral panics 
· Individual is targeted, overblown response to a particular issue
· Focus on a particular issues and people
· Seem threatening to the social order in some way 
· Folk devils and moral panic 
· a condition, episode, a person or a group of people emerges to become defined as a threat to societal values and interests 
· 2 types of agents in moral panics
· Start the panic, -- moral entrepreneurs – politicians 
· Identify the threat to social order 
· Folk devils – targeted – their behavior is seen as a threat in some way. Reflects controversial issues, and social tension, talk and reflect a public anexiety 
· The issue is something related to moral values, 
· The behaviours that we are threaten by are related to a tabbo 
· The media operates as a agent and blowing things out of proportions 
· Juncture between what we think the threat is, and what is actually is 
· When the media covers a particular issue, simply reporting the facts of a case, can be part of generating a moral panic 
· Number of features (5)
· Has to be concern about the issue
· Awareness of the behavior or group 
· Concern of the society 
· Hostility 
· Where the individual or the media become hostile toward the threat and who represents it 
· Therefore, turning the group into folk devils 
· creates a division between us and them 
· Some degree of consensus 
· Needs to have enough of agreeance for the panic to get off the ground
· Adopt the hostility 
· Moral entrepreneurs become vocal 
· The response they seek is disproportionate to the threat 
· When you become hostile you aren’t thinking clearly of how to respond
· Volatile
· Come and go quickly 
· Tend to appear in the social order quickly and go very quickly 
· Raised by all types of people 
· Ongoing to HIv and injection drug use 
· Moral panic around sex work 
· Created through the criminalization of HIV 
· Public health agents, 
Construction of HIV 
· Following the discovery, the media problematized the behavior of those who have it 
· Wanted to isolate them or imprisonment 
· Containing a free group of individuals 
· 1980s
· Talking about collecting everyone who had the virus, not just those who spread it 
· Push to legislate that would regulate quarantine – lepers  
· Social discrimination, job loss, welfare that can’t deal with this, and it was effecting younger populations, conflicting advice coming from health professionals, 
· Looking back at how we spoke about this that there were very specific groups of people that were targeted 
· Gay men at first 
· Efforts to control the epidemic by isolating it therefore, criminalized certain groups 
· The stigma of HIV 
· Quarantine was seen as the most logical method to control it 
· Think about all of the different things that may lead to this 
· Expect HIV people to act differently 
· Preventing the spread requires those positive with the virus to disclose their status. And if you don’t we’ll put you in jail
· Setting up a system that in response to the social threat, disproportionate response to the threat at hand 
· Criminalization was used by the media to reinforce the notion that HIV positive persons are different thant HIV non positive persons 
· Saying you voluntarily contracting the virus 
· Element of blame – responsiblization – you didn’t protect yourself 
· Therefore, their responsible for their health and the sexual health of your partner 
· Dichotomy between HIV posited and non positive individuals 
· ‘fear campaign’
· Fear of infection – spur behavior changes 
· If you’re afraid you will be responsible 
· Has to be a voluntary test for HIV 
· Think about this messaging, think about how do we interpret the health messages around HIV safety 
· Legitimately contain the threat of HIV through the process of criminalization 
· HIV conviction = rape
· In ways the criminal code is saying – if you gave consent, it wasn’t truly gained because you have HIV 
· Convictions are only for sex – not for injection drugs 
· Concept of victimhood when it comes to HIV 
· Division between acceptable and unacceptable behaviors 
Barry Adams Article 
· Different types of discourse in messages 
· Public health 
· There are dominant discourses in public health media that frame how we understand an issues and how we deal with it 
· Conventional health promotion discourses deal with lifestyle choice
· Rational social actor
· Uninterrupted free will
· Behave in accordance with the situations
· Rational man 
· Woman?
· Gendered law 
· We can all be rational all the time, this is not how we function
· Don’t always engage in the best behavior
· We engage in practices that we know are harmful to us 
· Do it inspite of the messages
· In our efforts to manage the risk with HIV and sex health people can become caught up in this discourses in very different ways
· Interpret the health messages in different ways 
· Accommodate to the messages – others may completely move away from the message that they’re getting and transform the message into something that makes sense to them 
· Subjectivity 
· HIV health promotion discourses create a very narrow construction of a HIV positive individual
· Aka sochi and homophobia
· The stigma, violence, etc when you disclose that 
· Not everyone response in the same way 
· Think about it as more than amoral thing, but all the reasons someone might tell not tell you 
· HIV promotion discourses create an idealized version of the HIV positive subject 
· Construction of this person and the reality 
· If the dominant discourses are creating a ideal HIV positive person, it’s not going to resonate with the actual people in reality 
· **********If you don’t recognize yourself in the message, that is can actually heighten the possibility of infection, don’t act on the message in the way it was intended ******** 
· if the message is that women cannot contract HIV they are not going to be aware of the risk 
· This rational that is characterizes by popular discourses it misses competing rationales 
· Need to consider the role of emotion in our interpretation of the rational subject 
· Pushing safe sex, the virus is still spreading 
· The construction of the rational subject may create the opposite 
· Look at the irrational subject 
· Takes the form of individuals that have a deficit in their knowledge – including risk etc 
· Impulsiveness
· If HIV avoidance fails in practice must be because of other factors 
· Look at whos being tried, sexual predators, deviant, etc 
· A crucial aspect in neo liberal states is the regulation and discipline of citizens looks at the responsibikization of the person 
· Must be pressed to become responsible 
· You committed a crime, you know it was irrational 
· In order to press the irrational person, the criminalization of transmission means they must disclose their status before they have sex, therefore, gives the other the opportunity to opt out of sex 
· AIDS service organizations act as an aggents of responsibilization 
· How does it change front line work 
· How has criminal aw changed things?
· Pressing responsibilization factor, calling positive people to do responsible sex
· Model of good citizenship 
· 3 types of risk talk show limitations of using criminalization 
· Lack of fit when the social conditions and presumptions are missing, individuals choices and action follow alternative behaviours 
· HIV prevention try to get people to act safetly in order to preserve their health for the future
· To be effective the message means the individual must interpret life as something that is worth living 
· Individuals with depression etc might pull away from that rational idea 
· Common social hierarchies based on beauty, that make certain individuals more vulnerable in sexual encounter s 
· Trade off sexual safety for the intimacy for the sexual encounter 
· People who fear losing a partner might not feel powerful enough to demand safe sex 
· Intimate relationship is based on a power dynamic 
· Engage in risk analysis, but they follow an alternative rationality, thinking through the risk, but which risk wins 
· Safe sex wins eevrytime?
· Theoretical construct a semiotic snare
· Semiotic snare: Is a message where a well understood but unspoken subtext undermines the over thrust of the messages 
· Underlying message
· There is a latent meaning that might counter with the mainstream meaning
· Contradict the safety messages 
· Promote self exemption – that isn’t about me, not talking to me 
· If you exempt yourself from that it allows you to engage in unsafe sex practices. 
· Convey a rational message, behave in a way that mages their health, but has an underlying message that might undermine that message
· The actual prevention message might reinforce transmission instead of preventing 
· Examples:
· Safe sex – monogamy 
· Problem: cheating, start taking risk with sexual health, very easy to exempt yourself from that 
· Many HIV positive people have identifies that a committed relationship as the sight of the transmission 
· Minimizing our risk  through this has the opposite effect 
· Know your partner 
· If you’re in a committed relationship, you know them, 
· Contribute to unsafe sex by encouraging people to exempt themselves form safe sex once they know their partner 
· Justifying – barebacking – sexual deviant – not wanting to use a condom – emphasis on individualism – why is only one partner responsible for the health and wellbeing of both partners? 
· Can’t have it bother ways – same discourse for two different meanings 
· The moral panics associated with sexual deviance are socially constructed –n o one intended for HIV transmissions to be transmitted 
· Transforming the idea about the legal interpretations of things, 
· Finding that this is the one way we want to deal with this 
· No intent in the legal practices of HIV transmission 
Film: positive Women: exposing Injustice 
· Every time you meet someone, you have to tell them how are they going to react 
· Guilty of a crime if they don’t disclose their status 
· Blaming and hating 
· The stigma still remains even after all the treatment 
· Stigma drives the criminalization of HIV status 
· People are attacked, spit on, victimized 
· Afraid of getting it, but still have sex without condoms 
· Significant risk – what is it? 
· Therefore, when there is a significant risk of transmission – the consent is nullified and it is then aggravated assault 
· 1998 R v. Cuerrier 
· significant risk 
· measure the virus -- Undetectable viral load – and used barrier detection – not at same time 
· R v DC and Maber – 2012 
· Women are not protected from the violence  and gender inequailities 
· After break up – I’ll charge you 
· Women can be the accuser and the accused 
· Media blames it on the minorities 
· Police warm about the people with HIV 
· Aggravated sexual assault is the highest and most serious charge 
· Still charging those who use condoms 
· The law has not kept up with advancement and therefore, women are still at risk of being convicted of non disclosure 
· Not a governmental issue but a societal issue
· Punishing it does not mean deterrence 
Discussion: 
· Being your illness
· Multiple forms of oppression against a person – intersectionality 
· Reasons that we shouldn’t criminalize 
· Contributes to the fear and stigmatization 
· Prolonging the stigma 
· HIV in prison? 
· Then criminalizing it inside and outside 
· Condom access in prison 
· Sex is prohibited in prisons 
· Educational issue
· It’s not deterring anything which is the meaning behind it 
· Does it persuade people to not get tested? Because if you don’t know you have it then you cannot be prosecuted 
· Doesn’t prevent it by putting people in prison – facilitating the likely hood of transmission and it doesn’t reduce the spread of HIV 
· Creates distress in relationships 
· Idea of criminalization creates a false sense of security for the public
· Endangers women 
· The law is applied unfairly selectively and unaffectedly 
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Readings:
Smaal, Drucker, Policy makers ignoring science and scientists ignoring policy; the medical ethical challenges of heroin treatment:
· Portland hotel society; health housing agency helping ppl with addictions, treating with methadone matenance, residential programs and other approaches appropriate for ppl with heroin addiction, but many return to injecting afterwards even considering the risk of infections
· Wanted legal permission to prescribe heroin. Further study would be needed to prove the need for heroin in treatment said government 
· Heroin addicts would need to be properly assessed by a clinician
· The start of this process has been the north American opiate medication initiative
· approved the study and its plans to transition the experimental group into the very same set of treatments conditions that had repeatedly been shown not to benefit them, regardless of the experimental results [
· lack of ethically sound pragmatic strategy fonr continuing heroin prescription when justified was a worry 
· NAOMI did not blink as they undertook the political challenge to employ science to show Canadians a way out of the addiction wilderness– in the classic framework of rigorous clinical research. As public health and medical pioneers, they agreed to draw on their symbolic capital and accumulated prestige (see [8]) of their medical positions to discover the scientific answers that were required to build both the scientific and the cultural railway towards formal consideration of the institution of heroin treatment in Canada.
· Amswer questions about the freasibility, operational details and important outcomes of heroin provision under medical auspices
· Also, how to deal with illicit heroin injecting
· could heroin be used in medical practice to engage a target group previously not reached or failed in a clinical relationship? And could it reduce biological, social and personal risks of injecting illegal drugs while reducing or eliminating crime by necessity and survival sex trade work for active heroin users?
· In UK, some physicians prescribed heroin for  pain and addiction management
· Were able to prove that it is feasible to keep some addicts on medically prescribed heroin
· A lot of positive effects 
· landmark study that revealed that alternatives to methadone maintenance can attract and retain addicts for whom methadone has proved unsatisfactory
· The Swiss trial highlighted the positive effects supporting a need to change policy and practice – that's why they undertook it in the first place – and the fact that its outcomes led directly to policy changes instituting heroin treatment in Switzerland, was the whole point of the enterprise, not a felicitous fringe benefit
· Desire to decrease AIDS was paramount in this research
· Netherlands, like the swiss proved that medically prescribed heroin was feasible
· Central problem; how to terminet the study when and once it is successful
· Germany; compare injectable heroin to oral methadone
· Results where positive, illicit drug use decreased and health status improved, better social integration and less criminality
· Similar situation in Spain but also it was medically unethical and inhumane to cut patients off clinically prescribed heroin once the research protocol was completed
· Again positive results where shown
· Able to reach hard to reach pop and reduce their criminal activity, improve their health and increase their social ternure in terms of homelessness and employment
· Canada; Is it ethical to continue to prohibit the medical use of a treatment that has already been shown to be feasible and effective in numerous well controlled scientific studies with similar populations of heroin users seen in a wide range of clinical settings similar to what is available in Canada?
· Can we say that patients that have been helped by treatment will be forced to continue participation in study in order to get medical treatment?
· 3 treatments daily; This demanding regimen offers little chance for a normal life, but is still better than havingto engage in risky activities such as crime or sex trade to gain enough income for daily dosages of illegal heroin
· Dutch; a special compassionate c are provision was built in for safety
· Dilemma; stoping provision will throw them back and will start injecting again when they can no longer receive safe dosage from watchful physician 
· "At the conclusion of the study, every patient entered into the study should be assured of access to the best proven prophylactic, diagnostic and therapeutic methods identified by the study"[
· Doctors also owe their patients compelte loyalty and all the resources of his science
· But, were only able to offer, legally, already available traditional treatments that had already repeatedly failed the patients in question
· Addiction treatment policies, like any medical or public health practice, should be evidence-based. If not driven by evidence they always have the potential to lose their moral compass, especially if effective treatment that is available is withheld.
· Twenty-five years later, on 16 May 1997, after hundreds of preventable deaths in the original study cohort and allowing the participants to unknowingly transmit the disease to their partners and children, President Bill Clinton formally apologized on behalf of all of America for the Tuskegee study and the role that the US government had played
· Importance of informed consent
· Harm reduction; evidence vs. politics
· Criminalization transforms a treatable drug problem into a social and personal nightmare
· Ppl with addictions often end up in the unwelcoming arms of the criminal justice system
· Even methadone is not allowed or disliked in many countries or is out-lawed
· Accordingly, needle exchange and distribution is widely accepted within theUS as scientifically irrefutable, yet almost universally disregarded and denied funding by federal and many state and municipal authorities
· Recognise that needle exchange programs are efficient but they are not the policy makers, proof that policy makers are ignoring scienfitic evidence
· There is a medical ethics legal argument to be made regarding standards of care and access to effective health services for ppl with active addictions 
· Does a scientific fact have to be repeated in every jurisdiction?
· Cannot choose to use evidence only when it suits policy objectives and ignore it when it contradicts them
· governments have a medical legal obligation to citizens and prospective patients to grant the legal authority to practitioners to provide them as part of the continuum of available treatments.
· dangerous, intersection of science, politics, ethics and morality as applied to drug use and harm reduction
· health Canada made a condition that to obtain permission, research study would need to get support from municipal and state politicians along with state and federal police
· perceived risk is to the institution, a political risk, and the focus is protecting the government and not the patient ***
· Science is but one arrow in the quiver of policy change, but it is the responsibility of a human being, acting ethically, to choose the arrow, and to decide whether and when to release it from the bow and in what direction to aim it. The NAOMI arrow is in the air, but where will it land?
· Germany, addresses a perplexing, expensive, and epidemiologically dangerous dilemma: either severe addiction, intractable and destructive, is an illness, or, it is not. There are those who see great threat in all drug maintenance approaches, believing that some moral ideology they hold, rather than clinical outcomes, should determine medical practice
· Many nation policies are still unforgiving regarding the use of drugs for medical care
· Rejected by many atuhorities as sending the wrong message. Also drug legalisation is being seen as treason
· Across the globe, most addiction treatment policy and practice have only the most tenuous relation to scientific evidence – witness the persistence of moralistic approaches based on self abnegation, religious conversion, or tough love with hardly any evidence to support them.
· Addiction is a complex social issue that demands complex social solutions
· The researchers have shown strong leadership; and now it is time for policy makers to meet them halfway and liberate them from the dilemma of a study protocol that will force them to withhold treatment that they now know is feasible, well accepted, safe, and effective for their patients.
· All illnesses have a social component, social dimension is crucial for effective medical treatment

Social consequences of the war on drugs: the legacy of failed policy, Jensen;
· Social costs of the drug war
· War on drugs has cause most extensive changes in criminal justice policy and the operations of the criminal justice system
· Drug war has failed to eliminate illegal drug use
· Evidence that illegal durg use was already declining before war on drugs
· Prison pop have exploded with ppl being convicted of drug offenses
· For the first time in American history much harsher sentences are required for one form of an illegal drug (crack) than another form of the same substance (powder cocaine)
· Child services removes kids from mothers when found to use drugs
· Spillover by state intervention into civil domain as to control crime, impact on due process rights
· When law enforcement is partially self-financed, it becomes less accountable to the public
· Drug sniffing dogs, testing in schools with no drug problem, without search warrents 
· US drug war becoming global, interfering with the sovereignty of foreign governements
· Need to consider the health, social, economi, political, and human costs to war on drugs
· What does the future hold for the millions of young men—disproportionately African American—who will come out of prison to face a newlife stigmatized as ex-convicts and drug addicts
· Has been argued that the creation of prison capacity generates prisoners to fill this capacity
· As early as 1971, however, the American Friends Service Committee (1971, p. 172) argued that the result of providing newcell spacewas “inevitable: the coercive net of the justice system will be spread over a larger number of people, trapping them for longer periods of time.”
· Low level offenders as theraw material for prison expansion
· War on drugs has led to disproportionate racial imprisonment. Growth keeps increasing, 6 out of 10 african americans will be incarcerated by 2020
· There is of course a very cruel irony in all these developments. As state governments take funds from education and social programs to expand their prison systems, citizens are less able to compete in an increasingly competitive marketplace. Skills will be low, employment opportunities limited, and more people will live in poverty. Such conditions are criminogenic, but instead of investing in programs to prevent criminal activity, “the government spends dollars on the final result of the poverty circle***
· More concerned with economic imperatives then public needs. Also increase jobs in security department, tying pls economic prosperity to the growth for crime and control industry**
· Demands of labour market also shapes the penal system and determins its transformation over the yrs
· tough on crime” policies implemented during the Clinton administration resulted in the largest increases in federal and state prison populations of any president in American history
· sentences for drug offenses are long in comparison to other crimes, average was closer to time being served for violent crimes. Also, balck ppl are most likely to be in prison for drug offenses than white ppl. Remain in prison longer for same crime
· must turn our attention to the long-term effects on society, specifically the unemployment and further marginalization of these men once they are released from prison.
· Unemployment increases as a result of incarceration
· dozens of laws were passed restricting the kinds of jobs for which ex-prisoners can be hired, easing the requirements for their parental rights to be terminated, restricting their access to welfare benefits and public housing, disqualifying them from a host of job training programs“ (see also Jensen, in press). In addition, the ability to find and retain employment are key factors in forming bonds to the conventional society and desistance from criminal behavior
· decline in marriage due to joblessness, impacts on family structure for balck ppl
· family structure disruption high = high rates of vilence
· juvenile imprisonment had impacts on later job stability
· punitive justice policies so popular in the United States today simply continue to fuel the social disorganization and decline of the most disadvantaged segments of our society
· The rate of mortality for HIV-infected prisoners is at least three times the rate of mortality of HIV-patients in non–prison communities
· Need to consider high rates of assault and sexual assault; An earlier Federal Bureau of Prisons study reported that 30% of federal prison inmates engaged in homosexual activity while incarcerated
· US among countries that do not have a national policy for HIV management in prison
· Although many Americans and policy makers currently view prisoners as unworthy of compassion, there is a far greater threat posed by the spread of HIV in prison populations
· law judge, Francis Young, asserted in 1988 that marijuana in its natural form fulfilled the legal requirements of currently accepted medical use in treatment in the United States. Young added that marijuana was “one of the safest therapeutically active substances known to man”
· ONDCP and other federal drug agencies have also attempted to dismiss studies of marijuana’s effectiveness by claiming that the research is lacking in scientific standards. However, as Grinspoon and Bakalar (1995) note, although it is certainly true that many of the studies examining medicalmarijuana are not consistent with FDA standards, this is primarily because of the bureaucratic, legal, and financial obstacles that are put in place by this same federal agency.
· Seems as though federal drug agencies have a vested interest in keeping marijuana illegal
· This position is opposed by; the American Public Health Association, the Federation of American Scientists, the Physicians’Association for AIDS Care, the Lymphoma Foundation of America, and national associations of prosecutors and criminal defense attorneys
· Another consequence is the disenfranchisement of a particular segment of society. Disproportionate impact on African American is a cause of concern
· In certain states, felons are disenfranchised for life, not allowed to vote
· Mandatory minimum sentence laws, “three strikes” laws, and the war on drugs will increase the number of disenfranchised people and, most likely, increase the racial disparity in this practice. The long-term consequence of this will be the further attenuation of African American political power 
· Although these laws have faced criticism by prosecutors, police, and judges who assert that the lawdoes not give criminal justice authorities enough power to force offenders into treatment, the research shows that these laws are diverting tens of thousands of persons convicted of possession from incarceration into treatment
· Exist some positive benefits, yet with limitations:
· District of Columbia passed a measure similar to those in Arizona and California. This initiative requires that persons convicted of drug possession for a nonviolent offense receive treatment instead of incarceration. The law contains no funding for implementation of this policy, however.
· However, treatment has been proven to work
· The only remedy for such adverse consequences would be the passage of legislation such as the Civic Participation and Rehabilitation Act of 1999. This bill, along with others not yet filed, could reverse some of these adverse consequences
· Limiting our studies to the making and breaking of law, and its societal responses, will reify the “drug problem

AIDS care; psychological and socio-medical aspects of AIDS/HIV, barriers to access to medical cannabis for Canadians living with HIV/AIDS, Belle-Isle and Hathaway:

· Percentages of ill ppl using cannabis to decrease pain and symptoms; use cannabis to help cope with appetite loss, wasting, nausea and vomiting, pain, anxiety, depression and stress
· more in-depth understanding of barriers to access to a legal source of cannabis under the existing regulations
· Of 114 respondents who answered this question, 36% said that they had applied for legal access. Seventy-three per cent of this group (or 30 respondents) had successfully obtained their Authorization to Possess cannabis, representing 26% of current medical users. Another 8% were currently involved in one of several stages of the application process. It was noted during focus groups by some who had applied that they had been waiting for a response for several weeks or even months. Although not always clear at what stage delays occurred (e.g. at the clinic, physician’s office, or Health Canada), this was a common theme encountered during focus group discussions
· I want to get rid of the guilt, of the stigma and the fear . . . I think about well I’m doing it illegally and it just compounds everything. 
· They questioned the necessity of yearly renewals given that HIV/AIDS is a life-long illness. One man had successfully applied to the programme, but now wondered if it was worth reapplying
· The gate-keeping role of doctors in facilitating access was another potential barrier of interest
· Receive cannabis from compassion club
· Least common source available and used was cannabis from the government
· Compassion club; safe access, quality, reliability, therapeutic knowledge and emotional support
· Growing their own like to be able to control quality and strain they found to be most effective
· Cost is a key issue for a lot of ppl. Some doctors also charge fees for filling in applications, fees that are not covered under health plans
· The number of authorized persons is very low, however, compared to those who qualify for access. The application process was strongly criticized for being onerous, confusing, alienating, and with frequent inexplicable delays
· By 2008 Health Canada intends to phase out the current Licenses to Produce and to distribute medical cannabis solely through pharmacies. Phasing out the Licenses to Produce will further limit options that are already seen as limited and unappealing enough to deter people from seeking a legal supply
· Means that users will continue to gain access through black markets
· Issuing licenses and regulating these clubs is feasible as most share or have begun moving toward a common regulatory model
· Despite these limitations, the study findings offer insight into barriers to access in the Canadian system and other issues of importance for nations moving forward with centrally administered medical cannabis programs

The case of Scott Ortiz; a clash between criminal justice and public health:
· Involvement in criminal justice system creates difficulties for ppl with HIV and hep C
· Conflicting agendas between criminal justice system and public health play out in ways that do not serve individual or public health and safety
· Also how health of these individuals may suffer when in c.j.s.
· Both organizations are committed to advocacy in the South Bronx N.Y., an area blighted by poverty, disease, drug use and the decades- long war on drugs and are seeking to improve our understanding of the consequences of our populations recurrent involvement in the CJS, and its implications forindividual and public health
· Aside from never learning of his Hepatitis C while incarcerated, another example of the burdens that the CJS may impose on individuals such as Mr. Ortiz is bias in sentencing. Because of his multiple criminal convictions, the Bronx District Attorney asked that the presiding Judge sentence Mr. Ortiz to a lengthy prison term as a 'persistent felony offender'
· He went on to explain that "Given his weakened state, any assertion that the Defendant is a serious threat to the public as a burglar is really not credible. However, if released, he may well return to the life of a street addict, thereby endangering the public health through the exchange or sharing of dirty needles." This despite the fact that during this trial, no evidence was introduced about Mr. Ortiz currently or recently using intravenous drugs.
· Challenges that the criminal justice system poses for infected individuals:
· Testing for infections is discouraged
· The need to staty in prison past release date to complete 12 month trial when seeking treatment
· Judge in this case transforms unfounded assumptions about a former intravenous drug user into an ersatz public health intervention
· Not only does this Judge's assessment lack any supporting evidence of current or recent intravenous drug use by Mr. Ortiz, it trades on the bigoted and erroneous belief that removing people with substance abuse problems from our midst advances our collective public health and even solves the problem of their substance abuse. While the legal standards for application of the 'persistent felony offender' statute are outside the bounds of this review, the notion that using past drug use as a criterion for life incarceration out of concern for public health is both irrational and hypocritical, serving neither justice or public health
· If Judges use past drug use as a reason to exercise their discretion towards longer sentences under the guise of 'safeguarding' the public health, then even advances made in legislative reform (lessening of mandatory sentences) and diversion to addiction treatment will surely be reversed, albeit one case at a time. Strong and able voices are needed to advocate for the health of those individuals who run afoul of the criminal justice system, such as Mr. Ortiz, both to safeguard their individual health, and to focus attention on the broader harms that the criminal justice system may visit upon public health of vulnerable population
· 
Reconsidering the public health failings of the criminal justice system; a reflection on the case of Scott Ortiz
· Growth in prison pop, increasing concerns regains drug-related harm within prisons because of:
·  Th primary response to the health and social impacts of illicit drug use has been to intensify the enforcement of drug laws in an effort to limit the supply and use of illicit drugs
· Incarceration has been associate to an array of harms such as increased ris of HIV and hep C resulting from injection, revealing absence of effective prevention measure like syringue exhcahnge programs
· Need to honor principle of equivalence for prison authorities and prisoner advocacy groups. Health care available in community should also be made available to prisoners
· If Mr. Ortiz was in fact an active injector or a past injector who returned to injecting within prison, it is clear that greater individual and public health-related harm would result from incarcerating him.
· Former or current drug users may face discrimination and potential harm through sententing erroneously desifned to protect public health
· Dominant narrative portraying drug users as reckeless and lacking regard for the health of others have oenetrated the judiciary. Troubling given the independence and discretion power
· Response seems to be presenting new harms
· Let us only hope that the tragic story of Mr. Ortiz ignites new action that ultimately serves to prevent or at least limit the use of law and order as a tool of public health.






Thursday, February 27th, 2014
Video, Witness;
· Rethinking the war on drugs, cure is turning out to be worse then disease
· Need to attack it by a positive way, not putting ppl in jail
· Can we win fight by stopping the war?
· Billions of dollars spent on drug war, has it worker? Most say no. politicians, police…
· Drug addiction should be seen as a medical problem, not a crime
· Social and politic movement that are saying no to the war on drug
· Cannot eliminate drug use, idea is utopian 
· The war agains the war on drugs
· Want to stop traffic, need to take the money away
· Political pressure spread drug war around the world. International drug trade still grew. 
· 90% of all property crimes in some areas is drug related
· Stop the killing, police chiefs, mayors, cops, wealthy business men
· Movement has brought together many ppl, medical professional….
· Harm reduction movement/coalition
· Futile attempt to impose control on one segment of society ending up bringing down all segments 
· Cops that have witnessed the carnage first hand. Drug prohibition cannot work, and will never work, does the opposite, creates more violence, addicts and dysfunction in society
· Increasing number of cops thinks that the drug war has failed
· Drug war has been waged against addicts and drug dealers. Time and experience have a way to change ppl`s mindset, cops change mentality.
· Change in one cops mind began in a bank hold up one morning. Killed the junkie. Was called a reluctant hero. friend was shot and killed during drug raid. Not worth losing life for
· Health crisis, streets of Vancouver, in 24h every day for 5 yrs, a junkie died in Vancouver
· Ironically Canada had a needle exchange program. Methadone programs were not reaching the most in need, the hard drug addicts
· Cop eventually spoke out about drug war and its negative impacts. Be tough on crime, not ppl
· War on drugs should be a health care war, not criminal justice policies
· Alcohol prohibition caused the same problems, did not learn from that. Drug issue right now is the same thing, need a different approach
· Drug prohibition causes issues, not drug use
· Cannot have a society without drug use, idea of how to reduce harm associated to it
· Need open society. 
· Businessman`s money has been used to finance needle exchange program 
· A lot of ppl know that the current policies do not make sense
· War on drugs is causing more harm than drug use
· Has never been a drug free society, best way to understand addiction is that it’s a form of health care, can’t access any other forms of medication, that’s how they deal with their pain etc. 
· Health crisis, reduce harm instead of wage war on drugs. Do not make war to own ppl, should not be doing this.
· Stuck with ppl with a lot of time on their hands, use heroin
· Changed mentality about war on drugs when AIDS/HIV Spread
· Police got together with medical professional to create harm reduction programs, methadone treatment, and needle exchange programs. UK has lowest rates because of this (Liverpool)
· Health authority allows heroin prescriptions for those that methadone does not work. Patient now off the streets and has prescribed heroine, enough to avoid withdrawal, gets clean needles and a daily dose of methadone. 
· Small minority are on heroine prescription, remains controversial 
· Crime rate has decreased, 40% of users are back to work
· Now he can be a father, can be a husband, have a somewhat normal life, kids are happy to have dad back, glad to be in position that he’s in now thanks to heroine prescription
· 1986; officials tried to maintain drug use
· Harm reduction programs, exchangeable needles. Problem, needle park, party kept going and resurfaced elsewhere, no infrastructure capable to cope with all this
· Simple police measures lost effective. Closing it down was not liked, but chaos was not good either
· Opened up networks of programs, far away from residential areas, offered hard core drug users an offer they couldn’t resist; heroine prescription, no risk of AIDS, clean and pure, no risk for overdose.. available for those that methadone does not work. Heroine prescriptions could decrease disease, drug use, improve health status.
· Medical care + counselling helped, many joined after heroine prescriptions were made available. 70% of Suisse pop in favor of heroine prescription, problem of drug use has been transferred into the hand of health care professional
· Harm reduction, drug addiction is a medical problem
· As long as drugs are illegal; corruption will remain and lost integrity. Needed to conduct questionable searches, to make drug possession arrests, yet are violating their first oath, to not violate constitution. War on drugs, will commit searches and lie about how they got drugs to maintain oath. Drug war has corrupted police
· Cops got caught getting payoff from gangsters, framing innocent ppl, killing, and drug trading…
· Believes that the good innocent cops should have the negative aspect of drug prohibition washed off them
· Police cannot win war, question of money. There will always be a demand reason why there will always be a supply, need to take the money away
· How to end drug war if we cannot win it
· Solution one; legalise drugs 
· Substances, turf war, murder, all is about money
· Take profit away from organised crime by under selling them, having drugs be legal, turn the money away from drug market, would have enough money to create education programs, research programs
· Legalised drugs would be tightly controlled. Not recommended to be legalise for ppl under the age of 21
· Regulated, lawful drug availability 
· Fear that kids will still get access to drugs, already have access to alcohol someway
· Legalisation remains controversial 
· Get someone`s vision of sin into the legal system, creates problems
Iatrogenesis- idea that treatment is worst then the disease that it’s trying to solve
Public health model vs. criminal justice model
Being proactive not reactive (putting ppl into jail after the facts)
Woman with cocaine addiction worked for the government for 20 yrs but had a house where she could do her drugs in private. 
Need to look at structural reasons why ppl start doing drugs, poverty, homelessness… often leads to drug use, how else will they cope with that? Why are ppl doing drugs in the first place?  Drug use increased when employment rate decreased, turned to drugs as coping mechanism. What structures are leading to drug use? Trauma, poverty, unemployment, marginalisation, discrimination, racism, issue is far more complicated than just the individual being sick and needing to be fixed, need to look at structural implications, structure in communities =  ppl are drug dealers, other ppl will become drug dealers, become drug dealers because it is so lucrative. Also, once out of jail, stigma makes it difficult to get a job. 
Health Canada only offered one strain of cannabis when ppl preferred other strains, reason why they grow their own. Medical access is due to a court order, not a medical one. There because of the courts. Access regulations are being phased out. 1. Get it through health Canada 2. Grow your own (6 plants) 3. Could design a grower 4. Get supply from medical practitioner. As a design grower, could supply to a few ppl, 10 or so. Under new regulations (effect april1st), only method of access will be through doctor who gets it from listed grower. Regulations have taken out health Canada, doctor is now responsible to give out prescription, then bring it to grower. , everything is down through licenced grows, mds, don’t like them, cause of concern, when they prescribe something, they have education, research, know that patient will be safe, with cannabis they don’t know, don’t like handing over prescription to patient to give growers, can change what doctor has said… they are putting the legitimacy of their practise on the line, giving prescription to ppl that don’t need it. Have higher prices, concerns. 5 places have licence to grow up till now. Gap in access, plants take time to grow.
Canada has the highest youth consumption rate of cannabis. Youth represent highest rate of cocaine use. Older ppl grow out of drug use. Lack of data regarding drug use, need good numbers in order to respond, implement programs etc. we have been using Ontario`s data techniques to represent the country as a whole. 
Substance abuse in Canada; illicit drugs, alcohol and tobacco 2002, still relying on this data to this day. Which has highest cost (tobacco), then alcohol, last drugs. Question; legalised items (alcohol, tobacco) are a lot more expensive, costs are measuring health care impacts and loss of productivity (premature death), offsetting impacts (cancer….), what’s the point of legalising it when can get it cheaper elsewhere? 
Number of Canadians that use alcohol vs drugs is higher. Legalise it would only increase use? Little association between strict or non-strict policies regarding drug use. What predicts drug use rates? Current rates, socio-economics, social determinants of health, education opportunities, income distribution, racial inequalities, rates of use in surrounding areas.  Look at Netherlands; lower rates of youth use, but look at the rates over the last yrs, has increased after coffee shop model has been introduced. Rates in Netherlands increased slower than other countries that had strict policies. 
One area that is really trying to implement a public health approach is new Zealand; other drugs that are big in UK, variation on amphetamines, change a molecule and make it legal, sell it as bath salts, fertilizer… gov finds this out, whacks this down. Common in UK, Australia, and US, bath salts in US.  Trying to change policies to come up with more effective way. New Zealand is saying; going to regulate everything instead of illegalise it, just need to prove that they do not pose life risk for consumers. Need to prove that goods are safe, impose same standard on illicit product makers. Safety and harm interact with one another. Risks of this; mixing drugs, combination with other goods, effects, driving after consuming. Concerns of clinical trials being corrupted… who’s says produces couldn’t do the same.
Its not a good political platform, interesting considering that liberals do want to legalise cannabis 
Deal with facts not stereotypes. Certain American states legalising cannabis. Money that could be generated through taxation of legally sold cannabis, money saved used to build schools. Drug tourism issue, bringing in a lot of money, bus services that take you to different dispensaries. By-laws where you can and cannot purchase, have a store. Certain hotels allowing smoking marijuana, bringing money into economy, but do they want this form of tourism in their state? Make sure no one is smoking in public, but what about baked goods? Limit to extent of control. Cash only businesses, no bank affiliations
Guy was like a zombie and bath salts make you like a zombie, person must have been on bath salts, but wasn’t, had mental health issues.  
Best harm prevention program ever is being changed, no longer addressing individual needs. Access to the program not good, get access towards end of the sentence, a lot of damage can be done. Long term success depends on community after care


Thursday, March 6th, 2014
Readings:
Fitscher, Doing good with a vengeance:
· Drug treatment courts DTCs, reason for their creation is that the traditional ways of dealing with drug addicts, by means of the criminal justice system has been unsuccessful, system has become a revolving door for drug user offender leading to jail overcrowding 
· Rehabilitative punishment, based on idea that drug-addicted offenders are sick
· Instead of aiming for punishment as central end, therapeutic jurisprudence purports the use of the law to solve problems
· Help drug addicts escape revolving door of drugs and incarceration to heal and become reformed
· DTC are aslo successful 
· Perform a more thorough assessment of the practices, effects and implications of the DTCs
· Punitive druf envforment is one of the main reasons for the emergences of the dtcs
· It has furthermore been observed that there ‘has been a decrease . . . in the use of carceral sentences for drug offences’ in Canadian jurisdictions, i.e. Ontario, since 1996
· Second, a considerable proportion of DTC evaluation studies are characterized by considerable methodological problems, posing fundamental questions with regards to the scientific validity of the data and findings generated.
· Limited programme retention; unable to keep offedners in programme for more thant a yes, need participation in the intervention for it to be successful 
· No proper controls; control groups that are questionable, self-selection bias, comparing not so bad apples to really bad apples, nedd to conduct randomised controlled trials
· No proper follow-up; who started participating in program, who remained in program
· No systematic cost impact studies;  not statemetns can be made about the cost-effectiveness of the dtcs because no analysis exists 
· Selection process for Toronto dct. Participants are selected based on offense history and a monitoring period 
· Claimed that the cost savings have been significant, 3000-5000$ compared to 4200-48$. But fails to take into consideration the cost of the preofessionals and public institutions involved
· DTC concept ‘incorporates a mixture of values towards a decided shift towards treatment and restoration’ and that it ‘seeks to resolve apparently contradictory aims of the typically punitive justice process and the more supportive treatment process’ through a ‘shared value system’
· These ideological mixtures can lead to paradoxical features within DTCs
· On the one hand, DTCs are premised on the ‘basic understanding’ that the drug offender is a ‘sick’ individual suffering from the condition of ‘substance abuse [which] is a chronic, propensive and relapsing disorder’ requiring a lengthy ‘recovery process’ and ‘help’. On the other hand, the construct is located in a criminal court, centrally builds on ‘coercion’, ‘deterrent and desert values’ as well as the need for ‘specific deterrent effects of sanctions by delivering swift, certain and increasingly severe penalties’ 
· Critics say that the principles and practices justice/punishment and treatment/rehabilitation are irreconcilable
· Ontological framework of crime and diseas applied to the problem of drug addiction malkes for a different assumptions, practices and goals
· ormer perspective assumes a free-will concept of the offender whose choices can be swayed by the threat or delivery of punishment, while the latter perspective acknowledges that the individual’s behaviour is primarily influenced by a deterministic or pathological state requiring therapeutic intervention. These perspectives are not only fundamentally different, but contradictory and exclusionary in many of their assumptions and principles.
· Stand opposed on the subjects voluntary, participatory and consensual involvement in the treatmtnet and related key decisions and the subjects relationship with the provider of punishment or treatment 
· Dtc rhetoric; partnership, integration
· Yet, from a more socio-cultural perspective, the offender/patient, as construed within the rhetoric and practices of DTCs, reflects an interesting mix of past and present imageries of deviance related to crime and addiction
· the ‘chronic disorder’ can successfully be overcome by sufficient moral and personal strength, discipline and willpower. Encouraging these virtues in the addict offender—under the umbrella of the claimed moral neutrality of treatment and a professed new ‘ethic of care’ in therapeutic jurisprudence—towards appropriate ‘individual self-determination’ and thus the successful ‘victory’ over the state of addiction, then, is the function of the DTC
· DTC practices put a strong emphasis on the construct of the offender as a ‘responsibilized’ and ‘accountable’ agent who is given privileged ‘opportunities’ for rehabilitation through the DTC, and yet who is actively in charge of working towards and accomplishing the expected rehabilitative goals and standards of good citizenship. These themes are also central to the imagery of neoliberal or post-welfarist crime control
· Shift from punishment to helping
· Attend addiction treatment, counselling sessions, attend and report to the DTC, and random urine tests screening for drug use
· Violations of any of the above can be sanctioned with the removal of treatment prvileges or an iocnrease in sverity of bail conditions, community service order or short term imprisonment or expulsion from the DTC programme. Good compliance – less court attendance
· Reports by the offedners themselves act like a panopticon gaze into the subjects everyday life, triggering the described corrective interventions where norm-breaking occurs
· Secure compliance and conformity, compliance trhough repettion of normative requirements
· Punishment has new name; motivational sanctions or powerful incentives
· easier alternative, but rather the more punitive . . .. [in that] such programs [are] more intense, more difficult to complete, more onerous and far more intrusive on liberty than a [conventional] term of imprisonment. There is a greater amount of supervision, required programming and mandatory testing involved than would be expected of an offender in prison
· seen to have transformed role of the judge and other court actors in dramatic fashion
· individualised justice. Judge is seen as operating as the chief authority over the DTC team, committed to helping rather than finding justice for drug offender, role of activist judge
· In addition, the judge plays the role of a morally invested force of ‘correction’ rather than an enforcer of justice, thereby instrumentalizing actors within and outside of the criminal justice system who are usually protected from such influence through the norms of the separation of powers
· council becomes ‘part of a treatment team working with others to ensure that outcomes, viewed from the perspective of the institutional players and not the individual defendant, are in the defendant’s best interests’
· These circumstances challenge the legal principle of the ‘presumption of innocence’ of the offender who is becoming subject to the long and intrusive ‘treatment’ of the DTC programme from the onset
· DTCs may also affect a defendant’s constitutional right to a speedy trial and a certain disposition. In DTCs, the defendant is practically on judicial probation until s/he either successfully graduates from the DTC programme (usually not before a minimum period of two years), or withdraws or is expelled from the programme. Until such time, both the possibilities of an unforeseeable duration of judicial sanctions (i.e. jail time, community service orders, bail conditions, etc.) while in the DTC programme and, in the case of drop-out, the re-admission to regular court with uncertain judicial outcomes exist as a distinct form of ‘double jeopardy’.
· DTC may in fact reinforce punishment over therapeutic values and practices
· DTC remains a court run by a jdyge, not a hospital or treatment programme run by a doctor, who is bound by the values and rules of law an justice, not treatment. Hegemony of justice over treatment, where power is located in DTCs
· There have been a number of illustrative instances in Canada where ideas of ‘treatment’ have attempted to challenge the ideological and institutional dominance or ‘ownership’ (Christie, 1977; Gusfield, 1989) of law enforcement over the social problem of addiction
· DTCs role might be understodd as a political strategy
· necessity of DTCs as a tool to reduce lengthy imprisonment sentences for drug offenders in Canada is questionable
· In part, this also reflects an increasing shift in the ‘medicalization’ of many forms of deviance, and the increasing (but not necessarily exclusive) role of medical professions in governing and controlling deviant behaviour
· DTCs may appear as a quick step forward, but may truly constitute a further reinforcement of the way things have stood all along.

O`brien, medical marijuana and social control: escaping criminalisation and embracing medicalization:
· Marijuana is the most used illicit drug yet remains prohibited. Several states have decrminialised its possession, 16 states have removed sanctions used if for medical use
· Legal-medicalisation of marijuana has shifted the drug into a therapeutic framework, medicalization decreases stigmatisation of cannabis use
· New culture of crime control has emerged contrasting with the penal welfarism that has been prominent inf 1st half of 20th century. Crime now seen as a normal part of society , shigitng focus on effects of crime (Ccosts, victims, fearful citizens) rather than its causes
· Adaptvie strategies – new culture of crime control. Defininf deviance and redefining acts previously viewed as deviant as acceptable. Neoliberal msg that state alone cannot be effective for societal welfare and controlling crime, society and private sector needs to reliase this and tha tit too has responsibility for social control
· US drug policies empahsise a punitive and neoconvervativde law and order stance, war on drugs attempts to restore public confidence in criminal justice. Disregard that crime does not respond to severe sentences or new polices powers, c.j.s. relies on deterrences and aims to control marijuana possession and distribution trheough arrest and incarceration 
· Shif away from criminalisation of marijuana would reduce crots and problems caused by drug prohibition 
· Presents medicalization of marijuana as an adapation expressive of the new culture of crime control. How state als gains more control through this legal-medical system, potential benfits for the state
· Intrigued by students obtaining medical marijuana permits, taking the time and money to get one
· ‘‘Drugs in U.S. Society’’ professor at Campus University provided me instant credibility with those in the industry. Furthermore, the medical card was crucial to my research as it allowed me to penetrate fronts (Douglas 1976) and to experience the scene with my informants. I jotted notes and memos after leaving dispensaries, and wrote notes-on-notes (Kleinman and Copp 1993) to develop emerging themes, to sharpen my conceptual outlines, and to guide my interviews
· I completed 40 interviews with undergraduate cardholders, focusing on their reasons for applying for a medical license, their previous experiences in the illicit drug market, and their shifting perceptions and understandings of marijuana.
· As they began visiting the dispensaries, they realized the significance of a legal-medicalized system that offered regulated transactions and insulation from the law. Students entered a novel learning process as they distanced themselves from the criminal market and were socialized into a legitimate marijuana business system
· In the illicit market you are at the hands of the dealer, they decide the time and the place and you really don’t have any say unless it’s your friend or something. You might have to wait for your dealer to go pick it up, wait for them to weigh it all out, and have to wait for them to come and meet you or wait until they get home, and it’s like four hours before you get any marijuana.
· Purchasing cannabis from the dispensaries ‘‘fit’’ into the fabric of normative society and conventional routines. Marijuana sales resembled a business transaction, much like alcohol and students did not have to track down sellers, call their cell phone, wait for a callback, and meet at the dealers’ behest
· The legalization of medical marijuana moved employment opportunities out of the black market and into a regulated dispensary system. Licensed providers needed employees to work in the dispensaries and ‘‘grow warehouses’’ and participants lauded this emerging job market. Ethan, the senior finance major, discussed
· The primary motivators for drug dealers include a desire to maintain a personal supply, economic gain, and the attraction to the drug-dealing lifestyle
· In contrast to the illegal market, students valued that their money was providing tax revenue and that the dispensary system saved public money. They noted the savings for citizens through the reduction of costs associated with marijuana arrests, court appearances, incarceration, and mandated treatment. Participants also discussed the microeconomy of businesses and professionals that catered to the industry, such as Web design and advertising firms, chefs, lawyers, doctors, tax consultants, plumbers, carpenters, and business owners. They increasingly viewed the medical marijuana industry as another functional and contributing piece of late modern society. Students did not always applaud the high taxes and were not altogether against forking over money to dealers, but they preferred the legal-medicalized system of legitimacy and control
· Avoid risk of arrest, fines and potential incaraceration for possessing marijuana
· Participants reported denial of student loans, suspension or expulsion from school, being fired from part-time jobs, losing financial support from their parents, or having to use their own funds (which they often lacked) to finance fines or legal representation
· As marijuana users, they were no longer relegated to a criminal subculture, but were increasingly moving into conventional realms of society
· They learned why (i.e., security, regulation, lawfulness) to purchase marijuana with proper identification from licensed providers and how to use the drug responsibly. Marijuana became ordinary and routine. Although these elements provided the foundation for the new social meanings attached to marijuana, the medicalization process further transformed the way students perceived marijuana and the definitions they attached to the drug
· It’s nice for me to go into a place where people are very knowledgeable about the product. I mean dispensaries want to put people behind the counter who are educated on the products, strains, effects, strength and all that stuff. I used to just have some idiot that sold me weed. I know how to get high, but you can ask questions and learn new information you would never learn anywhere else. Just learning about indica and sativa and how they’re different, that’s never happened before buying marijuana. With honest information you can make good decisions about how you use marijuana; knowledge is power
· The marijuana community was now intertwined with conventional society, and this normalization process further reduced the cultural anxiety and negative labels attached to marijuana. People were less inclined to guard information about their drug use; they were less likely to lose status through sanctions from authorities or to offend non-users who might disapprove
· Medical marijuana dispensaries have provided participants with an efficient and secure environment for the purchase of cannabis. By holding a registry card, marijuana users have distanced themselves from the criminal justice sanctions handed down to those who illegally possess and distribute the drug
· The State has conceded that it is unable to manage the illicit marijuana market alone and has redirected its control efforts away from the sole authority of the police, the courts, and the prisons. The dispensary industry has provided the State a situation in which it governs, but does not coercively control marijuana and its users. Instead, the State manages the drug through the actors involved in the legal-medical industry, and has effectively mandated them as active partners in sustaining and enforcing the formal and informal controls of the dispensary system. The State controls at an ostensibly distant fashion, but it has not resigned its power. On the contrary, it has retained its traditional command over the police and the prisons while expanding its efficiency and capacity to control marijuana and its users. This new reality in crime control has stratified itself across all facets of society, including its structural, cultural, and interactional dimensions
· Finally, State medicalization of marijuana has prompted people to endorse society’s rules as progressively more politically and morally correct, since users are typically critical of cannabis prohibition
· The possibility exists that conservative forces may interpret this medicalized system as a form of cannabis legalization leading down the slippery slope toward unbridled and deregulated use. Marijuana scholars and reformers have cause to worry that situations such as the one described here may result in a backlash from these prohibitionists.

The social organisation of penal tattoing in two Canadian federal male prisons: locating sites of risk for empirically-based health care internvetions 
· Security staff and health care providers disagree over legal status of prison tattoing
· Conservationve cancelled sterile/safe pruson tattooing programme. Harm reduction involved access to sterilised equipement and technologies
· Initiative has demonstrated potneital to reduce harm, reduce exporuse to helath risk and enhance the health and safety of staff, inmates and the general  public
· Initiative has also cost-effective relative to public hleaht benefits
· Save money if it were to prevent 4 infections per year at each site
· Cost-effective if every tattoo session where to avoid HCV infection, or HIV infection
· Within prison and non-prison epidemiological studies, needle-sharing and unprotected sex emerge as the highest risk factors for transferring HCV, HIV, and other blood-borne viruses
· CSC’s Safer Tattooing Pilot identified needle-sharing and unsafe tattooing practices – but not unprotected sex – as the primary means of transmitting HCV/HIV in federal prisons
· Overall, respondents had extensive historical and experiential knowledge about prison tattooing practices.
· Overall, these data indicate that prison tattoo participation within injector populations is a fairly homogeneous practice, equally distributed across the standard penal nomenclature of lifers/non-lifers and Aboriginal/white prisoners
· This means that the tattoo participants in this sample remain vulnerable to the multiplicity of harms intrinsic to prison tattoo practices for an average of ten years. These data also indicate that prison tattoo work is not a practice associated primarily with youth: prisoners in their late thirties and forties were still actively tattooing and anticipating more tattoos or ‘touch-ups
· Today, Canadian prisoners expect prison tattooists to wear the same latex gloves that penal staff don when conducting cell searches. Because latex gloves are not a readily-available commodity accessible to prisoners in the same way that Canadian penitentiaries make available bleach, condoms, and lubricants, they must be pilfered, for example, from the institutional cleaners’ supply closet, or provided covertly by staff members concerned for prisoners’ health
· Two of the most common reasons tattoo pieces are not completed in one session – routine lock-downs and avoiding staff detection – are intrinsic to the nature of prisons and the illicit status of tattooing.
· Over time, prisoners have learned which ink brands are less toxic to the human body and less apt to produce allergic reactions. Although tattoo ink quality has improved in prison, it has improved faster in the outside community 
· Across those scenarios, if clients are HCV/HIV sero-positive, then that ink becomes a possible conduit for transmitting HCV/HIV to future clients or the next tattooing participant who purchases a few caps of ink from that prisoner’s supply.
· In recent years, tobacco prices have risen steeply in Canadian federal prisons, driving up the actual dollar value of tattoos. For example, in 1999 a tobacco bale in federal prisons was approximately $8.87. In 2007, prisoners paid $14.40 per bale, whereas prisoners’ wages have risen only slightly over ten years. Canadian federal prisoners with jobs earn from $1.50 to $6.90 a day per week. As tobacco prices increase, prisoners scraping by on their wages turn to more opportunistic tattooists or well-meaning amateurs who charge less but oftentimes lack the skills and safety consciousness of professionallytrained or seasoned amateur prison artists
· Cancellation of harm reduction program because it does not prove that it decreases health and safety risks
· Both studies refute allegations from Canada’s government that prison tattooing projects will not reduce health and safety risks.
· 
· Harm reduction is a movement within drug prohibition that shifts drug policies from the criminalized and punitive end to the decriminalized and openly regulated end of the drug policy continuum
· Reform movement in order to be justified needs to prove that it is more effective 
· [image: ]
· Drug use has nothing to do with right or wrong, but moreso harm done to the user an others
· Drug and drug use do not constitute a problem but the harmful effects do
· [image: ]
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· Need to remedy the injusticces brought about by the war on drugs, consider human roghts and civil liberties as areas on which harm can be reduced
· [image: ]
· Need policies that seek to integrated drug users into society not marginalised the,
· Drug use is a normal action that inevitably occurs in modern society
· [image: ]
· Shift to internal control from external control to a rational individual
· [image: ]
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Taking action to reduce injecting drug-realted harms in prisons; the evidence of effectiveness of prison needle exchange in six countries
· [image: ]
· Additionally, many of those involved in prison systems fear that providing sterile syringes to prisoners would result in an increase in drug use and drug injecting, would present an undue safety risks to prison officers by placing a potential weapon in the hands of prisoners, and compromise the ‘‘drug-free’’ ethos of the prison system, thereby undermining other abstinence-based and drug-treatment programmes
· The term ‘‘needle exchange’’ is used to refer to the one-for-one exchange of a used needle for a sterile needle, as well as to the distribution of sterile needles without exchange. Unless otherwise indicated explicitly or by context, the terms ‘‘needle’’ and ‘‘syringe’’ mean a device used to inject fluids into the body
· This programme was started on an informal basis by a physician at the Oberscho¨ngru¨n men’s prison who, ignoring prison regulations, began distributing sterile syringes to patients he knew to be injecting drugs and sharing needles. In 1994, the first formal needle-exchange pilot project was established in the Hindelbank women’s prison. After a successful trial and evaluation at Hindelbank, needle-exchange programmes were expanded to a total of seven Swiss prisons
· Harm-reduction kits*/which include a syringe in a hard plastic transparent safety case (in which prisoners must store their syringe), distilled water, and an alcohol swab*/are provided rather than single needles alone. Some institutions also provide a sterile cooker and filters in their kits.
· Many conclusions can be drawn;
· Increased institutional safety;increase in staff safety, store needles in hard plastic case
· No increase in drug consumption or injecting; increase due to no needle exchange programs
· Needle exchange programme part of continuum od drug-related programing;
· Ideally, needle-exchange programmes should be one component of a comprehensive drug service within prisons that includes abstinence-based programmes, drug treatment, drug-free units, and harm-reduction measures. In the prisons in all six countries studied, PNEP is part of larger harm-reduction initiatives which includes HIV/HCV education, substitution therapy for drug treatment, condom distribution, distribution of bleach or other disinfectants, antiseptic wipes, razors for shaving, and/or confidential HIV and HCV testing
· Very effective in redying needle sharing and tus preventing transmission of HIV and HCV
· Decrease in fatal and non-fatal heroin overdoses
· [image: ]
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The issue of confidentiality has been a key factor in the creation of successful needle exchange
programmes. From the perspective of many prisoners, confidentiality is the most
important factor in establishing trust in the needle-exchange programme. Inside any prison,
· absolute confidentiality of prisoners’ personal information may be impossible.
· Placing multiple dispensing machines 
· NEP as a harm reduction programme
· Improved prisoner health and reduction of needle sharing have been achieved. Fears of violence, increased drug consumption, and other negative consequences have not materialised. Based on the evidence and experience, it can be concluded unequivocally that prison needle-exchange programmes effectively address the healthrelated harms associated with needle sharing in prisons and do not undermine institutional safety or security. In fact, the evidence and experience demonstrate that PNEPs make prisons safer environments in which to live and work.
· Many countries that exhibit significant rates of HIV, HCV, and injection drug use in prisons refuse to consider needle-exchange programmes despite the evidence of their effectiveness and safety. This has even been the case in countries that have acted to implement other harm-reduction measures to address injection drug use, HIV, and HCV in prisons. Yet, a harm-reduction strategy that does not include sterile needle exchange is not only a suboptimal public health measure; it is in contravention of international norms related to prison health, and fails to meet best practice.
· These two lessons point to the need for leadership from elected officials and prison authorities on the issue of prison needle-exchange programmes. Leadership is also required from individual prison staff (both security staff and health service staff) and from outside physicians who work in prisons



FINIR LECTURES!!!!
Class notes: 
4 pillar approach
· Prevention
·  treatment
· Harm reduction 
· Law enforcement
Conservatives removes harm reduction, huge shift in focus. No interest in decreasing harm related to drug use, take a very punitive approach to drug use. Tried to cancel the safe injection program in Vancouver, Supreme Court declared that it was important, part of public health approach.  Struggle to find funding for these programs. O`brian; cancelled crack-pipe pgroam, cost 8 thousand a yrs only, a lot more expensive to keep ppl in prison. A lot of volunteers run programs, not costing a lot of money, what does cost a lot is increasing police force, increasing incarceration,  effect on public health system; contracting hep C, lifelong therapy HIV- thousands of $ per individuals… decreasing HIV spreading is a good thing, long term benefit. 
HIV: disease of immune system, virus attacks immune system, experience flue like symptoms. Transmitted by blood (cuts, reason why nurses and dentist always wear gloves), cannot contract it by saliva (semen, pre-seminal fluid, vaginal fluids, blood, breast milk). Main way is through unprotected intercourse
Needle exchange program, protection are good prevention methods. 36 million deaths world wide- pandemic- present over large area and actively spreading. AIDS and HIV have had huge impacts. 3 mains stages of infection 
1) Acute infection, influenza like system, tired, aches and pains, occurs in 80%-90% of cases. Fever, throat inflammation, rash on torso, headaches, mouth sores genitals sores, gastro intestinal issues, diarrhea, frequently miss-diagnosed. 
2) Non symptoms, can last from 3 to 20 yrs, average is 8 yrs 
3) 15-75% unexplained enlargement of lymphoid 
Final step is AIDS, T cell count is below 100, merge transforming into AIDS, body starts to cannibalize on body, muscles. Yeast infection in esophagus.  Aids lesions, lymphoma (blood cancer), systematic symptoms, 
Sexual contact, expose to bodily fluids, mother to child. Often transmitted through heterosexual contact. 0.38% of transmission from female to male. High chance through unprotected anal sex. Viral load can be undetectable. 
Blood products; intravenous blood, medical injections with non-sterilised needles. Stopping traffic; a death per week
12-17% medical syringes use, lack of funding and resources. Risk of transmission as 1.2%. 
Giving or receiving tattoo 
Delivery or breast milk, risk of transmission during or after birth is 20%.  Opting for a caesarian section, no breast feeding…. But a lot of this measures are not available in many countries, really alienate class divisions. 
Harm reduction programs;
Does not have at its core the goal to eliminate drug use. Takes at its core that drug use can be harmful, but ppl are still going to engage in this behaviour. If they are going to engage in these behaviours, make them the less harmful as possible to help keep the public safe.  Have been doing harm reduction for many yrs, 
Harm reduction; seat belts, bike helmet, no drinking and driving, exposure to harm reduction programs has been around for a while, no texting /calling during driving, harm reduction measures that have nothing to do with drug use.  Position of gov; drug use is criminal, cannot support anything that is criminal. Promote safe sex or pretend its not happening? Using bleach, yes it is a harm reduction program, but no way to be sure that you have sanitised needle. Rubber nipple prevent the transmission of HCV. Police in support for one for one program, but problematic; not live close to area to get clean needles, sharing, have to hold on to it. Illegal use of drugs is a serious social problem, economic burden on health care and law enforcement. 8 billion a yrs in Canada. Issue also because of broader public health concern because of transmission. SIS= safe injection site. Drug substitution is a harm reduction measure, methadone, peer support programs.  
Key principles;
· Fragmentize; some level of drug use is to be expected in all societies. Commit has to be to reducing the harm related to drug use. Abstinence does not need to be main goal
· Human values; no moralistic judgement, not push ppl away from treatment. Cannot try to impose own values onto other ppl about using substances. Preserving respect and dignity, the rights of the individual users
· Focus on the harms; extent of the drug use is almost secondary compared to the harms involved. try to get them as stable as possible. Does not make abstinence # priority. Just altering the way the person uses the drugs can make them safer 
· Balance cost/benefit; pragmatic assessment of costs of intervention, harms, need to go beyond immediate interest of the users, think about the community. Allows measures of harm reductions to be evaluated
· Priority of immediate goals; immediate needs and goals; risk free drug use or discontinued drug use. Need to be able to sleep, see a doctor, shower… safe injection site = important pt of contact. When drug user gets ready to go into treatment, wait time is 6 to 8 months, how does that help me when I am ready now? Needs to change, don’t currently have family treatment, how to make decision when you are a parent that uses and have kids, know If they get help they risk losing their kids
Semiotic snares; one for one message, reflect drug use for all ppl
Video, staying alive, Insite:
· Get through without injecting in every 5 mins, will be ok, get through 5 mins, doing well
· Poverty, mental illness, drug use.
· Drug injection site
· Fighting for life since federal gov wants to shut it down
· Medical staff always on hand to help, do not help to inject or provide drugs
· Illegal drugs can be injected legally, respond to increase in HCV, HIV and deaths
· Help save their lives by coming to insight, big deal
· Off the streets, warmth, someone who will listen
· Check to make sure no one has overdosed
· Ppl wanting to quit can participate in detox program
· A lot of drug users were abused, fundamental drive for drug use is pain
· Homeless = usage goes up, numb feelings, hunger, cold, no home, fear of being robbed. Need help 
· Gov position; moral
· Tried to recover = difficult, go forwards, go backwards, go forwards or just stay stuck.  
· Biggest cause for relapse is stress, created system with maximum stress 
· Fifth estate
· Laws unconstitutional when use within insite  
· Did go to court and insite won case 
Have to walk in to site to get methadone, again problematic. Shelly relapsed; couldn’t get methadone prescription transferred to new pharmacy 
Thursday, march 20th, 2014
Understanding prison tattooing
· Stereotypes
· Negative perceptions strongly related to pre-existing unfavourable social images of groups that commonly opt for tattoos
· Viewed as symptoms of non-conformity, rebelliousness, deviance, immorality
· Stop making assumptions and engage in it, interview the subject as an expert
· Gaining a rich, qualitative understanding 
· Impact of prison, prison experience on getting tattoos
· Motivations for tattooing (hypothesis); means of expression, identity, rebellion…
· Meaning of the tattoo, significance, selection…. Elements impacting getting a tattoo
Means of resistance, especially towards deprivation of liberty, free to do something that they want to do.  Getting away with something, violating that constant surveillance, reclaiming control fo the body, last thing that is really yours, means of affirming themselves
Solidarity
· Way to fit in, sense of solidarity with common look, still asserting individuality by selection of images
Individuality
· Want to have different images, avoid similarity, sacrifice quality for originality, not reproduced again tattoos
· Very conscious about what others think about their images
· Choice of artist, do not want to be tattooed by an informant otherwise will be associated to him
Bonding occurs in act of tattooing and end product. Tattoo artist means a lot to certain prisoners, respect and bond is there, trust
Doing masculinity, men are constantly constructing their masculinity; heterosexual relations, independence usually. Don’t have these in prison, therefore focus on appearance (working out and tattoos), control and independence 
Help construct a personal identity, memories, images that can’t be taken away (compared to objects, valuables…)
Tattoos are a retrospective biography or personal diary
Means of commemorating loved ones who have grown distant or passed away. Tattooing as substitution to mourning, showing respect
12 ½; 11 jurors, one judge and half a chance. 

Health risks associated with tattooing 
· Cover up work 
· Permanently deposits pigments into the skin 
Infection requirements:
· Agent, host and pathway or route in
· Need to come in contact with virus
· Needs to be a host, a host in which a virus can get into, immune system for ex, needs to be susceptible to virus, 
· Has to be a means for the agent to get into the host, tattooing provides the pathway
· HIV is dead when the blood is dried, does not live for long outside body
· Hep B and C are different, can live outside body for weeks, needle going around in tattooing, tell person getting tattoo to keep needle, but blood is getting sucked into shaft of tattoo equipment also, so not entirely safe, does not matter if you have your own needle
· Tattoo machine, ink container, other supplies (water bottle) can become infected and spread infectious diseases 
· Water bottle; spray back than it sucks back in = contaminates, need to spray water on cloth
Hep B is much more contagious 1/5, 85% of us can fight it off, 15% of us immunization does not work, going to become a chronic carrier , attacks liver here and there, causing continuous damage. Most ppl can recover from it
Hep C also attacks liver, becomes a silent, chronic infection, liver failure, liver cancer and death. No treatment, can catch it again and again, different strains. Cannot recover from it
Sterilization:
· Need new needles, not used sterilised needles
· Even then, machine and other pieces of equipment can be contaminated 
· HIV 7 to 10 x higher in prison than pop
· Hep C is 30x higher in prison than pop = epidemic in prison. 
· Tattooing as an independent risk factor for Hep C in Australia 
Problematic when politics run health care instead of health care professionals 
Ink spots, health unit

106% increase in women being incarcerated vs. 75% of men
Mules bringing drugs across borders
Million women in prison leaving children behind
Men usually have a partner that will care for children. Much more devastating when women go to prison, black and latina women charged more frequently, racialization of punishment in north America
80% of women are in there child bearing years, 6% are pregnant upon arrest
Most have complex lives, drug/alcohol abuse, mental health, sexual abuse, inadequate and prenatal care. Get prenatal vitamin in prison here in Canada, not better care though just because you are pregnant. Double stigma, antithesis of femininity, image of mother, setting up construction of them as bad mother. History of sexual violence, cannot do drugs and be mother, gave up custody to mother, felt a lot of remorse, guilt, inherently seen as a bad mother for giving up children when it can actually be the best thing for them.
Mother and crime are at often ends of a spectrum, together = invites a lot of negative judgement, a lot of judgement based on what is good parenting. Avoid issue of offender mothers and children. Being separated from children is an added privation, added harm.  Mothers and children need bonding, huge negative impact on child` emotional dev if separated to early from mother. 
Unique health problems that women prisoners experience, cervical cancer, HPV, pregnancy considered high risk, especially having history with drugs, violence….
A lot of concern over access to care, difficult to get you from prison to community healthcare, transport them in safe way for them and public. Even if pregnant and about to give birth, will shackle you
40 of 50 states allow shackling of pregnant women, human rights issues. Shackling was created on basis of men escaping prison.
 Birthing barbarism; 
Shackling women is barbaric, but happens frequently, often one wrist will be handcuffed to bed.
40/50 American states shackle women during delivery, giving birth, inability to move while giving birth, prevents them from giving birth standing up, or in a tub. Ensuring that there is only one way to give birth, in states a lot of the time impose caesarian section. Ensure correctional services control over managing space and time 
Schedule caesarian section for prisoners. Shackling is illegal in some states, efforts are not sufficient (40states), law suits; even if prohibited but practise is continued. 
1970; criminal justice policies, treat women like men, transfer men in shackles, need to transfer women in shackles. Gender neutral policies 
Not treating women like citizens of our community, do not accommodate pregnancies. In 70s, did not have a lot of women in prison then. 
500-600 women in Canada, 100 yrs ago only 150, maybe one or 2 pregnant women
Do not facilitate connection, family member, partner… have an armed guard with you while giving birth 
Julie balada, pregnant prisoner, was going into labor, guards did not believe her, did not call an ambulance, high risk delivery (breach= feet first), did not call until a foot was sticking out, gave birth alone on cement floor, violation of human rights.
In US, female prisoners were alleging violation of 8 amendment; cruel and unusual punishment. Deprivations of essential human needs. Shackling woman during labor cruel and unusual punishment, still happening.
Health implications; barbaric, humiliating, frustrating for doctors, correction law/policy bleeding into medical care policies. In hospital, how it is that corrections service can dictate what goes on in a hospital. Already prone to tripping, falling because of the weight, when you shackle those women, increasing risk of women falling on stomach, ensuring harm to the foetus
Labour and delivery are unpredictable. Delivering physician needs to be able to move mother’s body to avoid implications
Hip displacement, umbilical cord hernia, child born with bruising… due to shackles, risking lives of mother and child
Medical standards are really important. 
What do prison guards know about labour, they are not medical professionals, who are they to make the call and deny access to medical care. 
Mothers in prison on youtube 
UNITED NATIONS, wolrd health organisation want better programs from pregnant women 

Do readings on women in prison and child birth!!!!!
Thursday, march 27th, 2014
Kilty, its like they don’t want you to get better: psy control of women in the carceral context:
· Klfw
· When treatment rather than punishment becomes the preferred sanction for deviance, an increasing amount of behaviour is conceptualized in a medical framework as illness
· Medicine as an agent of social control, attempting to normalise illness. What used to be badness is now sickness
· Literally meaning ‘to make medical’, medicalization is a process through which ‘an entity’ that it is not ‘ipso facto a medical problem’, is responded to as a kind of illness
· Increased reliance on prescription of psychotropic medication as a cornerstone psy treatment strategy for prisoners
· Women prisoners are more and more diagnosed with mental disorders
· 87% of Canadian women prisoners are on medication taking in average 4.4. differnet medications
· Prescription are also racialized and regionalised, large number of aboriginal women in prison
· More women seek psy treatment but also that women are more likely to be constructed as mad, irrational and in need of reform
· Most relevant to the present discussion is the intersection of marginality,poverty, homelessness and addiction that so many criminalized women inCanada face.
· Provincial institutions have no educational or rehabilitative programs
· Situation is better in federal prison because they have more staff and funding
· feminist criminologists are critical of prison administrators who endorse medicalization and cognitive-behavioural programming as a way to feminize women by (re)making them into ‘respectable ladies
· Such diagnoses depoliticize and fail to adequately account for the sociopolitical, cultural, and thus structural basis for the distress women experience
· Emotional suffering or distress in the carceral milieu is often related to the trauma associated with the sexual, physical and emotional victimization, poverty and addiction that women in prison have experienced at a higher rate than women in wider society
· Prison enviro itself causes distress
· Neoliberalism: calls upon the individual to enter into the process of their own self-governance through processes of endless selfexamination, self-care, and self-improvement’.
· Prescribing psychotropic medication in the prison setting is particularly problematic given the hierarchical relationship between psy and correctional mandates – where psy care is executed through a correctional system that inherently prioritizes security and carceral power over therapeutic care
· It’s just a way for them to show you how much control they have.’ In this light, it is possible to see how this kind of medical treatment within the prison, which allows more absolute powers to prescribe and control treatment can negatively affect the patient-prisoner by eroding trust in their doctor, which is already limited in the prison context.
· Ability to allocate medication is a practice that denotes status and power based on psy-medico exertise that prisoners are discouraged from understanding
· It’s just a way for them to show you how much control they have.’ In this light, it is possible to see how this kind of medical treatment within the prison, which allows more absolute powers to prescribe and control treatment can negatively affect the patient-prisoner by eroding trust in their doctor, which is already limited in the prison context.
· Power to prescribed or deny medication is a mechanism of social control
· This fact suggests that the correctional system’s main concern is not mental health care, but institutional security
· Participants had little knowledge about the medications they were required to take and many felt they were uninformed about their diagnoses
· Increasing focus on security means more medicalization  of the criminal justice system
· Poor access to doctor and psychiatrist, psychologist… = reconstruction of counselling as a privilege rather than a right 
· Unbalanced nature pf psy treatment in prison 
· Professionals who offer therapeutic services in prison cannot avoid the fact that their ability to help is constrained by their duties as employees of the correctional institution, which invariably affects the degree to which women are able to form trusting relationships with them
· Requiring women to take medication as a component of their correctional and/or parole release plans surreptitiously denies them the agency to participate in their own mental health governance and the ability to provide informed consent free of coercion
· Medication as a form of social control

Deuxieme texte de Kilty:
· Ksdnfl
· despite the CSC’s claims to have adopted the feminist philosophy of Creating Choices, it soon became clear that key feminist terms such as “choice” and “empowerment” were adapted rather than adopted by the CSC and made to fit into its already existing penal discourses
· female prisoners should be canvassed regarding how they feel the Service should address self-injury
· that the state has a vested interest in ensuring its own legitimacy and therefore cannot actually solve its problems by attacking their systemic causes”
· However, there is an important difference between those who self-injure because of mental pathology and those who do so as a coping mechanism.
· They ultimately suggested that self-injury is a possible iatrogenic response to therapy, where the women begin to act crazy because they are diagnosed and treated as such
· Removing women’s agency by taking care of them
· Need to offer help in way that does not disregard agency
· Self-injury as a form of expressing ones personal agency, resisting power of the prison setting
· Acknowledging women’s voices and experiences not only recognizes their agency, but it also allows for the possibility that they are engaging in resistance.
· If less harmful methods of self-expression are penalized, self-injury may become a more effective coping technique, as others are found to be ineffective within the prison context
· It can be argued that the institution is violating its mission statement by moving female prisoners to segregation as a response to self-injury, because an increase in security level contradicts the aim of exercising reasonable and humane control *****
· These labels contribute to a false assumption of dangerousness or threat to the security of the institution
· Self-injury, in this case, is misunderstood and misconstrued as a threat to the security of others as well as to the institution.
· Problematically, the Service simultaneously supports the claim that self-injury is both a criminogenic and a non-criminogenic need.
· The OIA significantly influences the security classification of women who have self-injured
· difficult to discontinue the focus on actuarial risk assessment without curtailing the focus on women’s needs. I would
· women self0injuring receive same treatment as women not abiding to rules, thus being injured and being perceived as difficult to manage
· Segregation inevitably increases feelings of loneliness, abandonment, and despair, which in turn can lead to an increased risk of further self-injurious behavior
· The prisoner is treated as a threat and as an object of social control, allowing security (i.e., risks) to override women’s needs
· A feminist policy would stop isolating women during crisis and would strive to recognize the voices of the individual women to secure a more individualized approach to “intervention.

Class notes:


How mental health intersects with incarceration. Before there were psychiatric centers, asylums, huge movement in 1970s to close down these centers because they were being subject to confinement that resembled imprisonment, wanted to deinstitutionalise them. Ideally, would have community based services, housing where individuals could have in home care, assisted living. Individuals with severe mental health diseases were left in the streets. Did not implement it properly, bigger problem in the US because there are more ppl, bigger disparity between rich and poor. Birth of a form of literature= medicalization, psychiatric, psychologic knowledge started to gain legitimacy. Idea od medicalization is important, started in 1970s, Thomas saw; psychiatrist, mental illness is a myth, manufacture madness, construct. Pharmaceuticals play a role in constructing it maintaining it. Medicalization; Explain/define a particular understanding of human behaviour as form of medical biology, in medical terms,. Expansion of medical authority, particular in criminal justice. Medicalization; Process by which human behaviour, conditions, problems are names and defined and treated as medical conditions, become subject of medical study, diagnosis, prevention and treatment, look at human behaviour through one lens. Physicians role is very complex in this; one hand is a doctor/psychiatrist has authority because of expertise and knowledge, is going to identify you as having medical illness, so identity the problems, names it, described and then prescribed medicine. Big pharma; 4/5 key pharmaceutical companies, money making machines. Think about doctor as being someone compassionate, listening, trying to figure out «what is wrong» BUT when you see relationship between doctors and big pharma, gets more complex because there interest is to make money, make direct advertisements to consumers to make money. See medical definition being given to every day behaviour, shyness = now associated to disorders. Disorder, syndrome so broad that it cast a super wide net, catching many consumers making them purchase their medicine/pharmaceuticals. Create pill first, then create disorder around pill. DSM ; add new disorder to it, syndromising everything, everyone can be diagnosed, 1/5 Canadians before age 30 will have been on a prescribed medication. Ban on pharmaceutical ads in Canada, but have a lot of Americans channels that allow it. A lot of soliciting to individuals, marketing. Mental illness has not become commodifying, part of business ethic. Marketing directly to doctor; mug, pens, pads from pharmaceutical companies. Patients are now consumers seeking out drugs based on the ads that they are seeing. This medicalization has opened up a new vista of mental illness, very easy to do, leads quickly to over medicalization. Not saying that certain medicine cannot help or are not useful, need to be more critical about the types of symptoms and prescriptions. Do not fit into strict definition of normal and health, increase chances of being seen as mentally ill, requiring a form of medical intervention or treatment. Seems like a form of social control, have a social agent that is monitoring your behaviour and that is engaging in a form of medical surveillance. Deviance has always been subject to medical gaze, why to individuals break the law. Psychiatry plays a key role in medicalization of deviant behaviour. Alcoholism, drug abuse, mental illness before were understood as moral issues, was a sin. Eventually, different individuals became known as legal deviant. Intersection between mental illness and deviance. Medicalization of deviance; 3 periods explaining deviance
1. Sin
2. Crime, creating laws, seen from 
3. Sickness, needing to be medicalized (1970s)
Thomas saw; father of anti-psychiatry, therapeutic state; obsessed with intervention and treatment being a sort of authoritarian state. Definition of illness includes everyday personal behaviours. Umbrella of medicine expanding, netwiding, always more ppl trying to be scoped in, defined in medical terms. Idea of market expansion. 90s; big drug, pharmaceutical creates a patent, when you patent a drug, can only patent it for a few yrs, afterwards, other pharmaceuticals can create a generic version and patented it again. Changed it slightly, were able to patent it again, serafam (antidepressant medication advertised as prosaic a few yrs earlier).
Medicalization; Conrad; when treatment rather that punishment becomes the preferred sanction, increasing amount of behaviour conceptualised as an illness, attempting to normalised illness and return ppl to their functioning capacities to society , what was badness is now sickness. Acknowledge mental health but do not want to change punitive state. 
Medicalization; make something medical, process by which something that is not necessarily a medical problem becomes resolved through medicine. Increase reliance on prescription medicine as a means for rehabilitation. Criminalised women, diagnosed with mental illness in increasing numbers.  87% of women in prison are taking medicine, part of rehab plan, becomes an order. Refuse = subject to chemical injection against your will, lose autonomy over body. Hard to get over the counter medicine. Antipsychotic meds to keep women docile and calm even is they are not suffering from corresponding illness, it is just to keep them under control, compliant. They have a vested interest in making you drowsy, docile and groggy. Only way they can manage that population. Fed; 4.4 different forms of medications, 51% of women taking psychotropic taking more than one. See racialization of mental illness as well, aboriginals in the prairies
65% (1967-2004) increase of women being diagnosed with mental illness. Since deinstitutionalisation, see corresponding increase in mental health problems diagnosis. Prisons have become dumping grounds for mentally ill, not enough community base services, housing, prison becomes a holding cell for those ppl. Poverty, marginalisation, homelessness, addiction, sex work, short terms in jail, transient lifestyle. Prison = De facto detox center and shelter for intersectional women.  Experience a lot of distress need to start thinking about what they are experience and how to talk about them, but not in medical terms. Need to start thinking about these «symptoms» without adopting a medical language. No programs, no anger management, parenting classes, little therapeutic venter, ells just become holding cells.  No continuity of care, very easy to prescribe medication, looking for a quick fix. Very easy in correctional setting to emphasis security, punishment… medication in that sense is a very easy type of intervention in favor of security, only 2% of correctional services budget is needed. Strategy in correctional services; language different than practice. Have to be critical o endorsement, coercive element; need to engage in treatment in this way, do not have decisional power. Fed treatment for constructing women’s needs into correctional services risks factors. Women that have higher needs is a risky subject, not the same thing for men.  Behaviour is constructing as risky for themselves, others… justify answering to theses behaviours through punishment. Intersectionality between therapy and punishment. Self-injury behaviour; obviously expressing distress, would think that some kind of compassionate intervention would be allowed (speak with family, see a nurse, psychiatrist, engage in something therapeutic) BUT correctional services view it as a threat, contagious, so strip you naked (how difficult this is for women that have been sexually abuse) and lock you in segregation cell, on video for 24h, isolate you when in crisis and distress. Their response is to strip you and isolate you.  Practice actually increases frequency and severity according to studies. Are segregated when you break the rules (spit at guard….). Same intervention for violating rules is the response given to women in middle of crisis. What happened to Ashley smith, offense was throwing crab apples at a postman, went into juvy, missed behaved a lot, fought back, engaged in chronic self-injury behaviour…  get additional time tacked on to prison sentence. Happens more often for women, serve longer sentences compared to men. Her sentence was 30 days, she was in prison for 4 and half yrs. Turned 18 yrs, transferred to adult prison, did 11 and half months, transferred 17 times. 11 months chemical injected and left in segregation the entire time. Way that therapy is understood by correctional services, more about punishment.
Main goal is punishment and security, how can the most disempowering enviro be therapeutic? Cannot work. 
Distress is a natural experience/response to being incarcerated, should not be medicalised. Effects of big pharma; supposed to be even, «normal» always, anything that deviates is problematic. 
According to feminist criminologists, medication is a punitive strategy and a way to govern prisoners. 
Neoliberal ethos; self responsabilisation. In prison, idea of self-governance does not exist, how can they become responsible citizens? Stripped of all social responsibilities, how can they then become responsible? 
Appropriated feminist language/discourse in correctional setting, empowering women… cannot empower women in most disempowering setting. 
Antipsychotic medication (see article), seraquol; side effects; sleepy, manufacturers of this drug; need to be reassessed periodically, in prison = women were on the drug for yrs, long term side effects of this drug now being discovered. Need to reassess effects of the drugs but are not doing so in prison. Psychiatrist`s use of it goes against manufacturer’s directions. 
Antipsychotic medication for sleep? Problematic because it’s made for more severe illnesses. Addictive properties of some of these drugs not well studied. 
Misinformed consent; idea that women have no rights to refuse treatment, prison highly governed and isolated enviro. Seeing women having to take meds to be released on parole. Tying of taking medication to punishment, extra time inside, difficult to manage…. Different than what CSC is saying, idea that you are forced to take medicine, not a free citizen. Difficult for women serving short sentence to be well evaluated, might not have permanent doctor, difficult to remember everything, what they are being prescribed, what they have been diagnosed. 
Lack of alternatives interventions, not surprising that psy cannot provide proper information to prisoners. 
Getting mentally ill ppl out of prison***
As though they do not want you to get better, do not tell you what is wrong, how can they participate in getting better if they are not told what they have/what they are given. Idea that we are keeping them in the dark, violating medical ethics
Video:
· Failure in society, no safety net for mentally ill, many of those persons that would have been in state hospitals are now in state prisons
· 1000 of mentally ill inmates in custody
· 16% of prison pop in ohio are ppl with a mental illness, meaning that they require a lot of care, major medication, pop at risk in institution and society.
· Ohio is a model providing mentally ill services
· Housed in mentally ill units apart from the other prisoners. 
· Another world inside a world
· Seriously mentally ill, keeping them locked up is not going to do any good for them or the institution
· Have nurses, a lot have not had any care
· Chronic mental illness, need someone make sure they take their meds, 
· Ppl that take into consideration mental illness yet respect security needs 
· Mental health staff meet to discuss inmates that are in crisis.
· Need acute care; brought to infirmary 
· Providing effective care in max prison is difficult, a lot become sad, depressed, suicidal, turn to self-injury, become delusional and hallucinates 
· Prison exist to provide safety and protection for the society 
· 16 yrs for snatching a purse
· Many severely ill inmates have come in due to parole violations, nonviolent crimes…
· To many mentally ill in max prison in ohio
· Started to look into this
· Understand the difference between mad and bad. Behavior resembling deviance due to badness or induced by mental illness.  
· Prison; write them up and send them to segregation, worst thing that can happen. 
· Can no longer handle certain inmates, send them to psychiatric hospital ---- treated more like a patient 
· Short term acute care, are stabilised, not necessarily better
· Stick it out one day at a time
· Being in prison is probably better than them being free
· Believe that treatment in prison better than just left in community. Judge knows that the person will get a certain level of care in prison, therefore finds it the best option to send them
· Other inmates believes that prison has made them worst
· Mentally ill when you go into segregation = gets worse
· Not mentally ill before segregation = higher chance of becoming mentally ill after segregation 
· Obtaining parole for mentally ill inmates is always difficult 
· Inmate that did not want to be released was sent to a half-way house
· Purse snatcher finally eligible for parole, was accorded parole on condition that he continues mental health treatment 
· Have to wait to start getting treatment in community, wait too long, often fall through the cracks, fall back into crime and wind up back in prison 
· Prison is not the place of frist choice to provide mental health care
· Better you make an institution for a purpose that is not supposed to its purpose, 
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Deaths in custody, causes and rates of mortality in federal corrections
· Deaths in custody more generally
· Homicides, accident deaths, over-dose, suicides, #1 cause of death = natural causes (just like in Canadian society), cancer, cardiovascular diseases, infections (HIV, Hep B, C???). in society, 1. Cancer, 2. Cardiovascular. Infection not the same in society as it is in prison
· Unnatural deaths in custody = homicide, suicide, over-dose, accidents (potential, depends on circumstances)
· Natural deaths in custody
· Recurring themes in the prevention of death in custody, state has responsibility to ensure that prisoners get out a life. Have prevention techniques/strategies but these strategies often break down
· Director of policy and research at the office of the correctional investigator. Independent from department of public safety, gov, ministry
· Take complaints and try and find solutions 
· Have access to pretty much everything
· Act as ombudsman 
· Conduct investigations, systemic evaluations as well as 
· Look for compliance with law, policy, fairness and legality. View corrections through a human rights lens
· CSC can take a perfectly legal decision, but it may not be fair, in that case, offender can call office
· Specialty ombudsman, independence, not found worldwide 
· Most of the employees are investigators, small organisations 
· 337 days spent in penitentiaries
· Review incidents of use of force
· Review all deaths in custody as well as serious bodily injuries resulting from assault, self-injury..
· 18,000 tool free contacts 
CSC;
· 2.6 billion $ budget
Complaints (individual level):
Top 10 complaints:
· Health care is #1, conditions of confinement is second, admin segregation is 3rd**** (important for exam)
· Health care has been number 1 for yrs
Coporate prioprite:
· Access to health care
· Deaths in custody
· Conditions of confinement
· Aboriginals corrections
· Safe and timely reintegration
· Federally sentenced women
· Review all deaths in custody regardless of cause (homicide, natural deaths, suicide, accidental)
Deals also with systemic investigations
· Release reports, Ashley smith case, a preventable death

536 inmates died in federal penitentiaries between 2003 and 2013
Causes of death:
· Natural causes (cancer, cardiovascular, disease) = 66%
· Suicide = 16,4%
· Homicide = 5.6%
· Overdose = 3.7%
· Unknown/undetermined = 7.1%
· Suicide rate in federal inmates 70 per 100 00 inmates  (10.2 suicides per 100 000 Canadians)
· Homicide rate for federal inmates = 22 per 100 000 inmates (1.6 homicides per 100 000 Canadian)
· Average age of death 34 yrs of age for suicides
· Average death of natural causes = 60 yrs of age
· Average age for society = 80 for men, 82 for women, big difference 
· Might call natural death in prison average a pre mature death (difference of 20 yrs)
Why are most deaths seen as natural causes?
· Number one cause of death 40 yrs ago was unnatural deaths (homicide, suicide, overdose)
· Today, natural death is number one cause (aging pop, more infections)
· Prison pop reflects society. Society aging = prison pop aging
· What is unnatural is that ppl in prison for life/undetermined are aging, constitute 23%
· 1976- Abolished death penalty, became an undetermined sentence (can be extremely long). Get a large, gradual increase in number of lifers and undetermined offenders. Even in the 70s, could get out 10 or so yrs in
· Now = 25 yrs incarcerated, afterwards, on parole for rest of your life
· Almost 25% of prison pop are lifers, growing old
· Average yrs served 28 yrs. Life sentence is till you are dead
· 1 in 5 inmates is 50 yrs of age or older, a good percentage of those are serving life sentences, are going to die and some are dying. Pre mature deaths 
· More likely to die in a federal penitentiary than a provincial jail 
· 2012-13; 21.4 % of suicides vs. 55.4% natural causes, constitutes almost in quart of deaths 
· Penitentiary no longer a young person gang, ppl that can barely breath, walkers, wheelchairs, going to die in prison
· Looking at 10 suicides in prison per yrs, average. Less suicides over the yrs (compared to 90s, 70s, 40s….)
· 19.6% unknown = autopsy was inconclusive, coroner has not finished report
· Ashley smith case: suicide herself yes, but had poor access to health care. Accident? Suicide? Murder? Unknow, undetermined category….. Accidents, overdoses… bad drug  and caused death = wanted to die? Not necessarily, reason why its difficult to determine cause of death sometimes. Need to determine if death was intentional (suicidal notes, other symptoms…)
· Ashley, died in oct 2007, undetermined until recently (dec 2013), her death was caused by homicide, ruled it a homicide/murder
Suicides in federal corrections
· Prison suicides most often occur in medium-security prisons (bulk of overcrowding, violence, ,maybe note surprising)
· Most common method is  by hanging or self-asphyxiation
· Most often between 12am and 6am---- less surveillance, opportunity
· Half of all prison suicides occur in segregation/isolation cells (do not quote this), approx.. half, suicide watch. Most vulnerable folks at risk of dying by their own hand are in those cells
· Prison suicide is predominantly a male phenomenon
· Under 40 yrs of age
· More than half were at least 2 yrs into sentence
· Predominantly Caucasian (18 were aboriginals)
· Prison suicide rarely occurs without signs, stressors or warnings (pre-indicators)
· Prior and/or ongoing mental health problem(s)
· Substance abuse or addiction****
· Previous attempts/suicidal ideation
· Specific dates or events
· Significant change in personal life and/or behaviour 
· Conditions of confinement (isolation, deprivation, lack of autonomy/control), always being told to do something 
· Prospects of facing a lengthy sentence 
· Isolation from family and friends…
· Ppl that have been processed through courts, relatively stable ppl when they get to federal penitentiary. Federal inmates have been convicted, have often been to jail before, used to it. First time offenders at federal level = high risk of suicide, reason why they are closely monitored during first few months
· 200-2001, 2008-2009- 98 suicides
· Most who succeed in suicide had past attempts 
· Conditions are harder, harsher, more depriving 
· A lot happens, loses friends, family, partner, kids…  can lead to warnings of a potential event. 
· Close coming of release, create anxiety, stress that can lead to suicide, not know how to function in society because it has been so long… reason why you can see more suicides in penitentiary than society 
· Guilt or shame over offense….
Behind the numbers
· Seeing an increase in attempt
·  to suicide, self-inflicted injuries, overdose… since 2004 to now
· When does an overdose become a suicide?
· When does a botched attempt at self-injury fall into death?
· When does self-asphyxiation flow into or become death?
· Where is the intent to die? How do we know? 
· Need to do investigation, look at all the causes and conditions
· A lot of greyness, was ashlehy case a homicide or suicide? Evaluation criteria can change over the yrs, hard to tell, explain fluctuations…
· Self-injury is increasing, head banging, cutting… hurt ones self out of desperation, hopelessness, mental health issues
· Need to try and find intent. Usually do not have intent to kill themselves, attempts, where is the link?
· Did Ashley have the intent to die that day?
· Maybe more reporting now since Ashley death, staff more alert? Possibly 
· Chronic self injury*** report

Ashley smith
· Troubled teen
· Had psychiatry assessments even before entry into penal system
· Began around 12 yrs of age
· First charge was at age 14 yrs
· Transferred to youth center, in and out of youth custody for number of yrs
· Throw crabe apples at postman during release, back in…
· In and out till 18 yrs of age, after that, transferred to federal custody, adult pen.
· 500 + institutional charges, some resulted in criminal charges 
· Response to their responsive behaviour results in charges 
· Accumulation of charges transferred into a 6 yrs federal adult sentence 
· During 11.5 months
· Involved in 160 security or use of force incidents
· Maintained in segregation status
· Moved 17 times between federal prisons, outsides hospitals and treatment centres
· Alleged assault
· Never once received plan or diagnosis of mental health 
· Most of her time was spent on suicide watch, sometimes slept on bare cement floor
· Frequently denied basic hygienic requests (sanitary napkins)
· Subject to forced injections, antipsychotic, against her will, will restrained 
· Duck taped in once incident to a chair
· Filed grievances, not answered until a year and half after her death 
· In final days, was on suicide watch under direct staff supervision, high risk of suicide 
· Early morning, tied ligament around her neck and died as the staff watched 

· Individual to systemic, separate judicial organisation to make decision about segregation other than CSC, recommendation was rejected 
· Pay attention to ppl with history of attempt of suicide…
· Segregation policy and practice 
· Mental health care service delivery 

Inquest only ruled 6 yrs later on case
· Actual inquest ruled in dec 2013, verdict is homicide
· Does not have to explain that means, staff watched her die. Some had been disciplined for going in early. Record that showed that staff were told not to go in until there was a very clear threat to life.
· 104 recommendations, very similar to office`s recommendations
· Prohibit segregation practice for mentally ill. Those ppl do not belong in prison, they need help, treatment, not deprivation, isolation and punishment 
· 24/7 health care coverage 
Prevention in deaths in custody (a lot are mitigating factors in Ashley death):
1. Security rounds (change up the time as to not become predictable « checks every 45 mins, thus after 45 min check, hurt oneself…» , patrols and counts (make sure persons are alive)
2. Appropriate and timely emergency response
3. Monitoring of suicide risk pre-indicators 
4. Management of mentally disordered offenders
5. Information sharing failures (need to know emotional state, just lost mother, slip with partner…. Breakdown in communication that can be problematic)
6. Situational awareness (risk/vulnerability/opportunity), have access to certain things, heating ducts with wires…. A vulnerability, a situational vulnerability added to already vulnerable person 
· Systemic failures that always show up 
· Pre-indicators not acted upon in majority of suicides 
· When you have a good board of investigation, will see where/when the person was vulnerable (reached out, or started to withdraw….). contributing factors come out in investigation yet not on time when events are happening 
V.
· Most common cause of death is natural causes, pre mature deaths (60yrs)
· Also case when they are released into community, will die relatively early, why is this? Maybe hard life, disorders, addictions, all these things take toll on body, but still, at 60 yrs?
· Men with terminal illnesses, a lot of them die in prison, do not get compassionate releases
· Compassionate release, mercy, parole by exception…..royal prerogative   of mercy  
· Very few of these men get a compassionate release
· Regardless of reason why you are in there, should have access to health care, decent quality of life
· Chronic self-injury report, no response yet from CSC 
· Prison is not a hospital. Security is always a factor.
· Managing health care emergencies is complex, it is all the more complicated in the custodial setting, even more complicated by constant necessity to balance security concerns against a legal duty of care.
OCI = office of correctional investigator 


Out of control/the fifth estate:
· Prison is about compliance and submission no place for teenagers
· Video shot by prison staff
· Blasted cell with peper spray
· Prison video tape being made public
· Exposes how kids with mental and behavioural problems are treated in Canadian penitentiaries 
· Releases twice only for 24h
· Trouble started when she was 13-14 yrs, by grade 8 was falling, getting expelled, breaking rules, not going to class
· Seemed to only be good at being bad
· Diagnosed with learning disabilities with no real mental illness assessment, only behavioural 
· Sentenced to youth detention facility after crab apple incident.
· Describes itself as therapeutic and safe for 12 to 17 yrs olds 
· More and more kids are manifesting behaviour disorders are using prisons as defector mental health facility
· Strip searched
· T.Q.  therapeutic quiet, softening of very hard reality
· Anger management and drug related programs, few activities.
· Security procedures
· Confusing…. Therapeutic?
· T.q. = called the whole by Jessica and Ashley 
· Made time pass by annoying guards
· Even solitary confinement, covering window with feces, did not get her way, pretended to strangle herself.
· Guard decided that Ashley is a high risk, go to next step which is the wrap. Cocoon like device, strap her in, first time in wrap
· forced to lie in own urine
· almost 3 yrs in solitary confinement, eventually moved to adult prison
· Segregated yet still cutting herself, makes no sense. Cry for help, yet did not see it as such..
· psychological problems, 
· tazered many times, that was the response to her psychological problems
· prison made Ashley worse, needed professional help 
· never got comprehensive mental illness assessment 
· a one month sentence became 3, eventually moved to adult sentence/prison, were a wits end
· Thought she could get more help in federal help or just want her out? Just wanted her out
· CSC largest employer of psychiatrist, healing enviro- what was told mother by CSC, told that they were going to take care of her
· Segregation; not punitive according to XX (find name)
· Had no activities, no access to hygienic necessities. 
· 23h segregation
· Isolation of mental ill is inhuman and unsafe
· Already acting out, suicidal ideas, isolation is not place to be
· Where Ashley served entirety of her sentence
· Had to get court order to show videos
· Officers tried to help her
· used glass to cut strips to strangle herself with, would fake die than jump up and assault them with glass
· sad truth is that we have seen this happen with other inmates, why correctional services keep doing same thing is confounding (quote guy with glasses and beard)
· use of force reports usually triggers overview/investigation. But prison downplayed a lot of the events, tell members not to intervene, had to many use of force reports, had to maintain image
· why is the direction to not go in a preserve their life ?
· mother could not keep track of her with all the transfers
· where was the psychological care that correctional Canada promised (asked father)
· out of sight, out of mind
· failure to provide care is against the law so is keeping someone in segregation indefinitely  
· spent 60 days in segregation, was supposed to be reviewed, but would just transfer her to another facility and restart 60 day clock
· craving human contact, would purposely hurt herself to get staff to come into cell
· not a single person expected Ashley to die, nor did she even expect to death.
· Guards were not to answer Ashley till still stops breathing, threated guards that they would lose job if they intervened 
· Somebodies life is at risk. After serving 3 yrs and a bit, pronounced dead at 8am
· Charged with criminal negligence, scape goateed by senior management, cover up. Direct procedures given from higher up. Charges against the guards were dropped. For correctional Canada, the case is closed 
· Failure of health care system and prison have to care for them
· CC refused any interview
· Since Ansley, 17 more suicides have happened, if cc refuses to make changes, more prisoners will die. 
· Parents are suing correctional Canada and the federal gov 

Observations;
· Prison is about human relations (how does that play out with Ashley? = segregation)
· All the use of force incidences implicated men, striped and men enter cell  = inhumane, taking out her elastic…. What women endure *** (more traumatic for women)*****
· Mental health services offered =  goal seemed to be what? Not rehab, not cure her…
· Keep her under control
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Martin (2010) describes three general paths for
the future of assisted suicide. Path 1, prohibition, is
the path Canada has always followed. This path
forces covert conduct. Path 2, legalization and quasi-
legalization, is that taken by Switzerland, Nether-
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lands, Belgium, Luxembourg, Oregon, Washington,
and Montana. This path fosters regulation and ac-
countability (Griffiths, Weyers, & Adams, 2008).
Path 3 involves the dissemination of information
about techniques for peaceful death. This path is dif-
ficult to regulate and it appears to be gaining popu-
larity. This case report of the woman who followed
Exit International’s guidance to import pentobarbital
and then end her life illustrates not only that the DIY
advice i effective, but also that current controls of
law enforcement and public health authorities are
easily skirted.
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Medical providers and social workers who use hos-
pice services to provide compassion and comfort for
their terminally il patients often find themselves at
‘odds with the rigid security concerns and proce-
dures of the correctional institutions in which they
‘work (Aday, 2003). Social worker Barbara Granse
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Resourceful Women (OR.W,) provides the more
able-bodied residents with opporunities to make
quilts and other craft projects to finance the units
various programs. The Central Ohio Area Agency on
‘Aging sponsors a series of 14 educational programs
on a variety of topics relating o age. In addition,
there is a five-day-a-weck recreational program
that is designed specifically for the needs of all the
facility’s aging inmates.
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‘counterparts (Williams & Rikard 2004). These costs
relate to the complex, chronic, and serious nature
of health problems that are often so debilitating
that geriatric offenders are no longer considered 2
security risk. Thus, prison administrators are now.
increasingly considering transferring their low-risk
older adult inmates to less-expensive community-
based programs, such asstate nursing homes, group.
homes, or congregate care facilities.
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needs. Social workers can help to bridge this gap by
rising public awareness that, as a society, we have.
both an ethical and a legal responsibility to provide:
this most vulnerable population with essential care.
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needs are considerable, encompassing such areas
a5 the following: mental, physical, and preventive
health care; educational, recreational, and voca-
tonal activites; physical exercise and rehabiltation
programming; dietary care;and long-term geriatric
nursing, Prison staff wil require waining programs
t0 learn how to address these areas (Cianciolo &
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Social workers could play a key role in provid-
ing prerelease rehabiltaive programming as well 5
discharge plans to the community and follow-up
services fier the older adult inmate’srelease. Follow-.
up services are critical, because even those agencies
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‘ment opportunities.The Project for Older Prisoners
(POPS) is one of the most prominent programs
secking the early relcase and social reintegration of
older offenders (Aday, 2003). POPS identifies older
adults who are no longer deemed to be a threat
to society and helps them transition back to the
community by brokering needed resources. POPS
remains 2 fiedgling program that s not adequately
funded and not available in many states.
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deeply into themsclves. Furthermore,signs of weak-

ness or vulnerabiliy are discouraged in the prison
culture; men’ prisons in particular tend to promote.
atype of hypermasculinicy in which dominance and
violence may be glorified as essential components
of status and self-respect (Haney, 2003). People who
internalize too many of these types of prison values
may find themselves seriously handicapped when
trying to forge or reestablish personal relation-
ships upon release. In addition, prisoners serving
lengthy sentences frequently become dependent
on the constraints of prison to provide them with
a semse direction and balance—a process known as
prisonization (Aday, 2006). Once the external struc-
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(1) Drug use as such should be viewed neutrally, not moral-
istically.

(2) A drug user is a sovereign citizen and member of a com-
‘munity, not  deviant individual or only an object of
‘measures.

(3) Drug policy should be based on practice and science, not
on ideologies and dogmatism.

(4) Drug policy should respect human rights and support
justice, not trample on them in the name of a ‘war on
drugs” or the goal of a drug-free society.




image15.png
.

The requirement i the second thesis of the harm reduction
movement to view drug users as normal, active and respon-
sible citizens is against the traditional view in which the user
is perceived as cither a criminal or a sick person. The intro-
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Since the use of drugs is “normal® behaviour, the user
is a normal person rather than a morally, criminally, o
‘medically deviant person.
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The third thesis of harm reduction stresses the pragmatism
of actions: we have to aim at an optimal regulation of drug
‘use in all situations by the best possible methods. In addition
to value-freedom, pragmatism also means the requirement
for evidence-based interventions. Value-free scientific and
empirical knowledge is the basis for actions, as Erickson et
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drug control as such must be reduced. Drugpolicy should
respect human and civil rights and support justice. This refers
to global justice, social equality and the special status of
‘marginal groups, as well as to the vital role of inclusive social
‘policy in solving problems. For instance, this statement is
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‘The harm reduction approach is a combination of the tra-
ditional public health work, . concrete prevention of illness
and health risks, and extensive *health promotion’ in accor-
dance with the new public health policy. The latter means
a policy in which drug users are ‘empowered by a holistic
approach. The aim is to develop their individual, communal
and political resources so that they will become empowered
‘health'itizens? (cf. Petersen & Lupton, 1996). Thus, users
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The harm reduction movement’s reliance on scientific
and empirical knowledge is compatible with the new pub-
lic health thinking: drug use as such does not constitute an
illness but rather a health risk that can be evaluated and
controlled at the level of both population groups and the
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‘harm reduction constitutes more indirect monitoring and reg-
ulation steered by more comprehensive and detailed research
on risk factors. In the planning of measures, harm reduction
s based on epidemiology, case studies and evidence-based
medicine. With increased knowledge of various sub-cultures,
user groups, drugs and uses, the picture of drug users is also
diversified. When the drug issue thus becomes more scientific
and more and more detailed information on itis produced, it
o e e o e
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Inthe process of trying to make drug users responsible and
improve their chances of taking part in the decision-making
concemning themselves, the harm reduction movement has
catalysed the constitution of an identity movement or even
a Protopoliticalmovenent OBUSess] In connection with the




image23.png
The evidence supporting the need for prison health interventions based on a harm-

reduction philosophy is significant:

1. High rates of HIV and HCV seroprevalence are evident in many prison systems
internationally. It s often the case that rates of HIV and/or HCV infection are many
times higher among prison populations than in the population outside prisons (Lines
etal,, 2004).

2. High-risk behaviours for the transmission of HIV and HCV—such as injecting-drug
use and unprotected sex —are prevalent in prisons across the world. It has also been
found that the incidence of syringe sharing by people who inject drugs increases when
those same people are incarcerated (Lines et al., 2004; UNAIDS 2004, p. 81f).

3. Evidence of HIV and HCV transmission within prisons has been documented in
various countries. This includes cases of individual transmission and instances of
larger outbreaks of infection among networks of prisoners who inject drugs (Lines et
al., 2004).

4. Harm-reduction initiatives, and especially needle-exchange programmes, —both in-
side and outside prisons— have proven effective in reducing high-risk behaviour and
HIV/HCV transmission (UN, 2001; World Health Organisation, 2004).

5. The failure to provide access to essential HIV- and HCV-prevention measures to
people in prison is a violation of prisoners” rights to the highest attainable standard of
physical and mental health under international law, and is inconsistent with numerous
international instruments dealing with the health of prisoners, and HIV/AIDS (Lines
et al., 2004).
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distribution by prison nurses or physicians based in a medical unit or other areas(s) of
the prison;

distribution by prisoners trained as peer outreach workers;

distribution by external non-governmental organisations or other health professionals
who come into the prison for this purpose;

distribution by one-for-one automated needle-dispensing machines.
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In hand-to-hand distribution by peer outreach worker:

o there is a high acceptance by prisoners;

o there s a high degree of anonymity and trust;

o there is a high degree of accessibility (peer outreach workers live in the prison units,
and are available at all hours);

 there is no direct staff control over distribution, which can lead to increased fears of
workplace safety among staff;

o one-for-one exchange is more difficult to enforce.
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o The principles of privacy, confidentiality and consent, which are fundamental in
‘medical care, conflict with principles of custodial care like “security and safety first.”
Access and quality of medical care often are hampered by lack of resources and

overcrowding.
» The professional independence of the prison doctor who is employed and salaried by

the prison administration might be regarded as restricted.
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® Diseases prevailing in prisoners (psychiatric disorders, tuberculosis, hepatitis B and C,
HIV/AIDS, drug misuse and dependency) can result from imprisonment itself or are
worsened by it.

o As announced by the World Health Organization, prison health is public health (World
Health Organization, 2003). However, there is still little public support for prison
health.
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(1) The communications must originete in a cori-
dence that they will not be disclosed:;

(2) This element of confdentiality must be essential
to the full and satisfactory maintenance of the rela-
tion between the pa

(3) The relation must be one which in the opinion

of the community ought to be sedulously fostered;
and

(4) The injury that would inure to the relation by the
disclosure of the communications must be greater
than the benefit thereby gained for the correct dis~
posal of litigation,

(Wigmore, 1905, p. 3185)




