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Case Managers Checklist

Target Audiences: The purpose of this booklet is to provide basic 
information to better enable faith- and community-based organizations 
(F/CBOs) and juvenile justice personnel to provide effective HIV/AIDS 
prevention and treatment services to the millions of youth in the juvenile 
justice system. This booklet will also be useful for educating juveniles 
directly about why they may be at high risk of contracting HIV and other 
sexually transmitted diseases (STDs) as well as presenting treatment 
considerations for those juveniles already infected.

Organization of the Booklet: This booklet provides answers to some 
frequently asked questions about institutionalized juveniles and HIV/
AIDS. These questions are grouped into three general topics: 1) 
demographics and trends, 2) HIV/AIDS prevention considerations, 
and 3) HIV/AIDS treatment considerations. It also offers case studies 
throughout to highlight issues for institutional and F/CBO case managers. 
The final portion of the booklet contains a checklist for HIV/AIDS case 
managers and a list of resources and suggested further reading.

Use of Terms: Throughout this booklet, the term “institution” refers to 
those facilities that house juveniles involved in the justice system such as 
juvenile detention centers. While a portion of the population of prisons, 
jails and police lockups may include juveniles, those populations are 
largely covered by the other NMAC booklets targeted at adult offenders 
and are not discussed here. The terms “juvenile delinquent,” “youthful 
offender” and “minor” refer to a person who is under age 18 and found 
to have committed a crime but not sentenced as an adult (the age cutoff 
is usually below 18, but several states have reduced the age of criminal 
responsibility to as low as 14 under certain circumstances).

Introduction
Young people involved with the criminal justice system are at risk for HIV 
infection, while those who are already HIV-positive face a lifetime of challenges. 
HIV/AIDS service providers working with youth, both when they are 
institutionalized and when they reenter the community, have an opportunity to 
intervene with one of the most at-risk and challenging populations in the HIV/
AIDS service sector. Juveniles can also be among the most rewarding populations 
to work with because the opportunity for growth and positive change is so great.
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Demographics and Trends

How Many Young People Are in the Justice System in the United States?
Between 1960 and 2005, juvenile court delinquency caseloads increased 
more than 300%. Of the 1,697,900 delinquency cases processed in 2005, 73% 
involved males while 27% involved females. Of these cases, 57% involved 
individuals younger than 16 years old. Between 1985 and 2005, delinquency 
caseloads involving person (assault, robbery, rape and homicide), drug, 
and public order offenses more than doubled; in contrast, the property 
offense caseload decreased 15%.1 The racial trends between 1997 and 2005 
show that the delinquency caseload decreased for Caucasian (White) youth 
and American Indian youth (14% each), but increased slightly for Asian 
American youth (3%) and African American (Black) youth (2%) (Figure 1).1

Case Study: Raoul
Raoul is 15 years old and gang-affiliated. He has been in and out of the same 
juvenile facility several times in the past two years for drug-related offenses, and an 
assault. His current sentence from juvenile court is one year. Shortly after the start of 
his sentence, Raoul asks if he can speak with someone about HIV/AIDS. He says on 
the street he used marijuana and alcohol, but no other drugs. He says he is worried 
about HIV transmission from tattooing: “I heard that you can get AIDS and other 
diseases from tattoos, especially tattoos in prison. So I want to know if that’s true 
or not. I got my first tattoo the last time I was here [in the juvenile detention facility] 
from a friend of mine who is an artist.” When asked about his family and home life, 
Raoul says his girlfriend recently told him that she is pregnant.

Issues for the Case Manager

–	 HIV/AIDS education, including safer sex, 
tattooing, and other transmission risks

–	 HIV/AIDS pre-test and post-test counseling 
resources

–	 Hepatitis education, Hepatitis A and B 
vaccination.

–	 Peer-based programs in the correctional 
facility

–	 Family planning education and community-
based resources, including prenatal care

–	 Literacy, language, and basic skills 
assessment

–	 Education, school enrollment
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The number of delinquency cases resulting in detention increased 48% 
between 1985 and 2005, from 239,900 to 354,100. Juvenile courts in the 
U.S. saw the largest relative increase in “person offense” cases (144%), 
followed by “drug offense” cases (110%) and “public order” cases (108%). 
In contrast, the number of detained “property offense” cases declined 
22% during this period. Despite the growth in the overall volume of 
delinquency cases involving detention, the proportion of cases detained 
was the same in 2005 as in 1985 (21%) (Figure 2).

Figure 1: Delinquency Caseload by Race

Figure 2: Number of Delinquency Cases Involving Detention, 1985–2005

Source: National Center for Juvenile 
Justice, 2008.

Source: National Center for Juvenile Justice, 2008.

Note: Juveniles of Hispanic ethnicity can be of any race; however, most 
are included in the White (Caucasian) racial category in this chart.

Detention rates were not uniform across racial groups, particularly with 
regards to drug offense violation cases, which saw African American youth 
accounting for 31% of all cases between 1985 and 2005, but representing 
49% of such cases detained.1 The number of delinquent cases that were 
adjudicated and resulted in out-of-home placement increased 30% 
between 1985 and 2005 (increased 139% for drug offense cases; increased 
94% for public order offense cases; increased 89% for person offense cases; 
and decreased 25% for property offense cases). Out-of-home placement 
adjudications reached as high as 182,800 cases in 1997 before decreasing 
23% by 2005.1
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How Great Is the Risk of HIV/AIDS for Young People?
Young people and adults are all at risk for HIV/AIDS if they have 
unprotected sex, share needles, or engage in other high-risk behaviors 
such as having multiple sex partners. Also, alcohol/drug use may lead to 
high-risk sexual behavior. From the beginning of the HIV/AIDS epidemic 
in the U.S. through 2007, 18% of all reported HIV infections (not AIDS) 
occurred in those 24 years of age and younger,2 and the impact on 
young people continues. Of the estimated 56,300 people in the U.S. who 
became infected with HIV in 2006, 19,200 or 34% were adolescents or 
young adults 13 to 29 years of age.3 Young people also become sick with 
advanced HIV disease. The Centers for Disease Control and Prevention 
(CDC) reported 44,433 cumulative cases of AIDS among people ages 13 
to 24 through 2007.4 
African-American and Hispanic adolescents have been 
disproportionately affected by the HIV/AIDS epidemic. African 
Americans and Hispanics between the ages of 13 and 19 accounted for 
68% and 19%, respectively, of the reported AIDS cases in this age group 
in 2007.5 And because the average duration from HIV infection to the 
development of AIDS is ten years, many adults with AIDS were likely 
infected as adolescents or young adults.6 
It is estimated that more than half of all HIV-infected adolescents have 
not been tested and are not aware of being infected.7 Among 18 to 24 year 
old males who have sex with males (MSM) surveyed in five U.S. cities 
during 2004 to 2005, 14% were infected with HIV, 79% of whom were 
unaware of their infection.8

How Do Most HIV-Positive Young People Get Infected?
According to the CDC research, the majority of HIV/AIDS cases from 2004 through 
2007 among adolescent and young adult males were attributed to MSM, while 
the majority of cases diagnosed among adolescent and young adult females were 
attributed to high-risk heterosexual contact9 (Table 1).
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Males Females

13–19 Years 20–24 Years 13–19 Years 20–24 Years

Transmission Category n % n % n % n %

Male-to-Male Sexual Contact 3,171 87 10,226 83

Injection Drug Use 122 3 558 5 219 11 555 13

Male-to-Male Sexual Contact 
and Injection Drug Use 130 4 551 4

High-Risk  
Heterosexual Contact* 221 6 910 7 1,646 88 3,846 87

Other/Not Identified† 7 < 1 19 <1 7 < 1 16 < 1

Total 3,651 12,264 1,920 4,417

Table 1: Estimated Numbers of HIV/AIDS Cases Among Male and 
Female Adolescents and Young Adults, by Transmission Category,  
2004–2007

Note: Data include persons with a diagnosis of HIV infec-
tion regardless of their AIDS status at diagnosis. Data 
from 34 states with confidential name-based reporting 
since at least 2003.9

*	Heterosexual contact with a person known to have, or to 
be at high-risk for, HIV infection.

†	 Includes hemophilia, blood transfusion, perinatal 
exposure, and risk factor not reported or not identified.

Source: Adapted from slides 4 and 5: Centers for Disease 
Control and Prevention (CDC), HIV/AIDS Surveil-
lance in Adolescents and Young Adults (through 
2007). Data pertains to the 34 states with 
long-term, confidential name-based HIV infection 
reporting.9
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How Does HIV Risk Vary with Age Between Young Men and Young 
Women?
In terms of age, the proportion of females living with HIV/AIDS in the 
U.S. is highest in the 13 to 19 age groups. In 2007, females accounted for 
31% of adolescents aged 13 to 19 years who were diagnosed with HIV 
infection, compared with 23% of young adults aged 20 to 24 years, and 
26% of adults aged 25 years and older (Figure 3). 

Young women are at a greater risk of contracting HIV for several reasons, 
including:10

•	 Biological reasons (e.g., higher rates of gonorrhea and syphilis, which 
increase risk)

•	 Lack of awareness of the high-risk behaviors associated with HIV/AIDS
•	 Not knowing their partners' risk factors (e.g., a history of unprotected 

sex or injection drug use)
•	 Feeling less power in relationships
•	 Having sex with older men who are infected

How Do HIV Risk Factors Vary Based on Race/Ethnicity for  
Young People?
Low socioeconomic status, urban living, substance abuse, and limited 
access to health care are some of the risk factors that disproportionately 
affect minorities, particularly African Americans.11 Their increased 
exposure to these factors has led to the disproportionate impact of the 
HIV/AIDS epidemic on African American adolescents. In 2007, 17% of 
adolescents 13 to 19 years of age were African American, yet 72% of HIV/
AIDS diagnoses in this age group were in African American adolescents 

Figure 3: Percentage of HIV/AIDS Cases Among Adults and Adolescents, 
by Sex and Age Group Diagnosed in 2007

31%

69%

13–19 Years

23%

77%

20–24 Years

26%

74%

> 25 Years
Male

Female

Source:	 Centers for Disease Control and Prevention (CDC), HIV/AIDS Surveillance in Adolescents and Young Adults 
(through 2007). Data pertains to the 34 states with long-term confidential name-based HIV infection reporting.9 
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Figure 4: Percentage of HIV/AIDS Cases by Population Among 
Adolescents 13-19 Years of Age, By Race/Ethnicity

(Figure 4).9 In fact, African American and Hispanic males 15 to 19 years 
old in 2006 were 21 and 6 times more likely, respectively, to be living 
with HIV/AIDS than Caucasian males (a rate of 141.7 and 39.8 versus 6.7 
per 100,000 population, respectively).12 African American and Hispanic 
females 15 to 19 years old in 2006 were 17 and 5 times more likely to be 
living with HIV/AIDS than Caucasian females (a rate of 129.5 and 40.2 
versus 7.5 per 100,000 population).12

How Do Rates for Other STDs Vary Based on Race/Ethnicity for 
Young People?
Adolescents and young adults aged 15 to 24 years have high rates of the 
most common STDs. Persons in this age group have been estimated to 
acquire nearly half of all newly occurring STDs, although they represent 
only 25% of the sexually active population.12 Reasons for the increased 
rates are the same as for HIV infection noted above. 
STDs also disproportionately affect African Americans. For African 
Americans males 15 to 19 years old in 2006, the rates for gonorrhea and 
chlamydia were 1,468 and 2,195 per 100,000 population respectively. 
These rates were 38 and 14 times higher than for Caucasian males.12 
For African American females 15 to 19 years old in 2006, the rates for 
gonorrhea and chlamydia were 2,830, and 8,858 per 100,000 population 
respectively. These rates were 14 and 6 times higher than for Caucasian 
females.12 The syphilis rates for African Americans were 25 (males) and 
21 (females) times higher than for Caucasian males and females, however, 
syphilis occurs less frequently—15 and 11 per 100,000 population for 
African American males and females respectively.12 The rates of these 
three STDs for Hispanic males and females were 2 to 4 times higher than 
for Caucasian males and females.12

Black/African 
American Asian

White American Indian/
Alaska Native

Hispanic/Latino Native Hawaiian/
Other Pacific Islander

Source:	 Centers for Disease Control and Prevention (CDC), HIV/AIDS Surveillance in Adolescents and Young Adults 
(through 2007). Data pertains to the 34 states with long-term confidential name-based HIV infection reporting.9 
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Prevention Considerations
What Is the Role of Sexual Behaviors Among Youth in the Juvenile 
Justice System?
Nationally, youth in the juvenile justice system have higher rates of 
STDs than their peers in the community.13 They are more likely than 
their high school peers to report an early age of first sexual intercourse, 
having multiple sex partners, and inconsistent condom use.14 In a study 
of Chicago juvenile detainees, 62% of males and 43% of females 10 to 13 
years old ever had vaginal sex.15 In the general population, 8% of males 
and 6% of females younger than 14 years of age ever had vaginal sex.12 
Older age juveniles in the justice system continued with a higher rate of 
sexual activity than comparable ages in the general population (Table 2). 

Youth in the juvenile system also report a greater frequency of multiple 
partners. While 17% of males and 14% of females aged 15 to 19 in the 
general population reported having more than three partners in their 
lifetime,12 in the juvenile system 31% (males) and 7% (females) in the 
age group 10 to 13 reported having more than three partners in the 
three months prior to the interview.15 The Chicago juveniles were re-
interviewed 3 to 4.5 years later and more than two-thirds of the youth 
were found to have persisted in engaging in 10 or more risk behaviors 
that included having unprotected sex, having sex while drunk or “high,” 
and with multiple sex partners.16

Age Group

10–13 14–15 16–18

Males—Juvenile System† 62% 86% 98%

Males—General Population*‡ 8% 26% 66%

Females—Juvenile System† 43% 66% 79%

Females—General Population*‡ 6% 28% 71%

Table 2: Youths in the Juvenile System and the General Population Who 
Ever Had Vaginal Sex

*	Percentages are for those under 14, 16, and 19 years of age.
†	 Teplin, L.A. et all. (2003). American Journal of Public Health, 93(6), 906–912.

‡	CDC Surveillance Summaries, July 17, 2009. MMWR, 58 (No. SS-6).
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What Is the Role of Substance Use Among Youth in the Juvenile  
Justice System?
Five cities participating in a national drug use survey in 2002 found that 
60% of male juveniles and 46% of female juveniles tested positive for 
drugs at the time of their arrest.17 A study of juvenile detainees in Chicago 
found that even among the youngest girls, ages 10 to 13, most reported 
using marijuana and alcohol.15 Injection drug use poses the highest 
direct HIV/AIDS risk, but other drug and alcohol use can also increase 
HIV/AIDS risk because it can impair judgment and make a person take 
unnecessary risks. 

Why Is Tattooing a Risk Factor for HIV/AIDS?
HIV is spread when the blood or body fluids of an HIV-positive person 
enter the body of another person, either through a break in the skin or 
through a mucous membrane. Therefore, tattooing and body piercing, as 
performed in institutions with makeshift and unsterilized devices, also 
presents a risk for HIV infection.18 Tattooing punctures the skin, and is 
therefore a way to spread HIV, Hepatitis B (HBV) and C (HCV). These 
viruses can live on a tattoo needle or tip, in the ink, in the shaft/tube that 
holds the ink, in the cotton or towels used to blot tattoos, and on the 
gloves the tattoo artist wears. It is not possible to adequately sterilize all 
these components in the prison setting, so the only safe tattoo is one that 
is done with all new, previously unused materials.19
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Treatment Considerations
What Are the Symptoms of HIV/AIDS and How Does It Progress?
Some of the most common symptoms experienced soon after becoming 
infected with HIV (by 40% to 90% of persons) include fever, rash, tiredness, 
headache, achy muscles and joints, swollen lymph nodes, and sore throat.20 
These symptoms tend to occur within one to four weeks after infection. 
As these resemble the symptoms of common illnesses such as the flu, HIV 
infection is not often diagnosed at this stage.21 Two studies have noted 
that if symptoms include fever combined with a rash,22 or fever combined 
with a rash and achy muscles,23 the odds increase that a suspected case is 
due to a recent HIV infection. This symptomatic period usually lasts four 
weeks, until the immune system is able to reduce the initial high HIV viral 
load. The HIV-infected individual then generally enters a long chronic and 
asymptomatic phase that may generally last 5 to 10 years. 
The CDC describes some of the symptoms that may be associated with 
advanced HIV infection as follows: rapid weight loss; dry cough; recurring 
fever or profuse night sweats; profound and unexplained fatigue; swollen 
lymph glands in the armpits, groin, or neck; diarrhea that lasts for more 
than a week; white spots or unusual blemishes on the tongue, mouth or 
throat; pneumonia; red, brown, pink, or purplish blotches on or under the 
skin or inside the mouth, nose, or eyelids; memory loss, depression, and 

other neurologic disorders.24 As with the initial, 
primary HIV infection, these symptoms may be 
caused by other illnesses and only HIV testing 
can accurately determine HIV infection.
Each part of the often used term—HIV/
AIDS—represents different stages of infection. 
During the chronic phase, the infected person 
is considered to be HIV-positive (HIV+). The 
onset of AIDS is defined as when CD4 T-cell 
counts reach 200 (CD4 T-cells are immune-
system cells targeted by HIV) or when a person 
incurs an AIDS-associated illness. Without 
antiretroviral therapy, the HIV viral load 
increases, CD4 T-cell level continues to decrease 
and the patient dies of opportunist diseases 
allowed by the weakened immune system.
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What HIV/AIDS Prevention Considerations Apply Specifically  
to Youths?
It has been shown that adolescents prefer to receive information about how 
to prevent HIV infection from their health care providers rather than from 
their parents, teachers, or friends.25 However, fewer than half of clinicians 
provide such guidance.26 Health care providers' recommendations have 
also been shown to influence an adolescent’s decision to be tested for HIV 
(58% of adolescents who have a health care provider cited their provider's 
recommendation as their reason for testing).27 

How Does Confidentiality of HIV/AIDS-Related Information Apply  
to Juveniles?
Ensuring that HIV test results are confidential can be one of the most 
important ways to encourage people to be tested for HIV. Unfortunately, 
confidentiality of HIV/AIDS-related information can be difficult to 
maintain in many institutions. 
In institutions that serve 
juveniles, this issue can be further 
complicated by the fact that parents 
and guardians often have full access 
to children’s medical records. 
Generally, a minor cannot 
consent to treatment. Rather, 
the parent, guardian, or another 
authorized person (known as in 
loco parentis) must consent, and 
may access the minor's health 
information. As previously 
stated, a minor is defined, in 
many states, as an individual under the age of 18. Case managers should 
be aware of confidentiality and disclosure policies in the correctional 
facilities they serve, including the federal Health Insurance Portability 
and Accountability Act (HIPAA) privacy regulations and state-by-state 
variations in their supporting legislation.
Two important roles that F/CBOs can fill are: 1) to encourage juveniles 
to accept testing for HIV and other STDs, and 2) to make sure to acquire 
the requisite consent so medical providers within the institutions are 
authorized to transfer patient records to providers in the community.
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How Do Relatively Short-Term Sentences Affect HIV/AIDS Services 
for Institutionalized Youth?
Because juveniles often have shorter periods of institutionalization 
than adults, it is important for health and social services staff working 
with juveniles to have close links with community-based agencies. For 
example, it may not be possible to complete a full hepatitis vaccination 
series for an HIV-positive institutionalized youth; but a case manager 
should be able to document the current vaccination status and take steps 
to ensure that the series is completed after release at a community-based 
clinic. High turnover in juvenile facilities may also call for accelerated 
protocols for counseling and education services. HIV/AIDS corrections 
workers should use both single session and multi-session protocols 
in order to provide services to short-term and longer-term juvenile 
prisoners. (See NMAC booklet, “Hitting the Bricks: Successful Reentry 

Case Study: Tina
Tina is 16 years old and has been arrested for prostitution. She says she always uses 
protection during sex, and in fact there were several condoms in her pockets when 
she was arrested. She states that she does not use drugs, but the intake counselor 
notices that her lips are cracked and burned, and suspects that Tina may recently 
have been smoking crack cocaine. Tina says that her boyfriend told her not to get 
tested for HIV in the jail because it could result in her case being treated as a felony. 
She says her boyfriend is 34 years old and that he treats her well. 

Issues for the Case Manager

–	 Detoxification, medical monitoring

–	 HIV/AIDS basic education and risk 
assessment

–	 Peer-based programs in the correctional 
facility

–	 HIV/AIDS counseling and testing resources, 
including community-based anonymous or 
confidential services

–	 Substance abuse treatment resources

–	 Family/relationship counseling resources

–	 Hepatitis education: Hepatitis A and B 
vaccination

–	 Literacy, language, and basic skills 
assessment.

–	 Education, school enrollment
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of Offenders Living with HIV/AIDS” for additional information on 
transitioning care from an institution to the community.)

Why Are High STD Rates Relevant to HIV/AIDS Risk?
High STD rates are relevant to HIV/AIDS risk for three reasons: 
	 1.	 Unprotected sex that results in the transmission of an STD can also 

result in HIV transmission.
	 2.	 STDs can cause genital lesions that can increase a person’s 

susceptibility to HIV infection. In addition, STDs increase 
the number of CD4 T-cells in a female’s cervical secretions. 
Increased CD4 T-cells in vaginal secretions can increase a female’s 
susceptibility to HIV infection.

	 3.	 If a person is coinfected with HIV and an STD, that can result in 
more “shedding” of HIV. That means the coinfected person is more 
likely to infect another person if he or she engages in high-risk 
behavior, like unprotected sex.28

What About Hepatitis C (HCV) and Institutionalized Youth?
The prevalence of HCV in institutionalized youth is higher than among 
the non-institutionalized population. It is estimated that 1.8% of the 
general U.S. population has been infected with HCV, and that 2 to 
3.5% of institutionalized juveniles have been infected.29 The estimated 
prevalence of HCV infection is higher among institutionalized young 
females (3 to 7%) than institutionalized young males (2 to 3%).29 Sharing 
needles or works for intravenous drug use is the main HCV risk factor for 
institutionalized young people.29 
Other activities that can potentially transmit HCV include sharing 
tattooing equipment, unprotected sex, or any other activity that results 
in blood-to-blood contact. There is no vaccine to prevent infection with 
HCV. The CDC has produced comprehensive recommendations on 
addressing hepatitis A, B, and C among institutionalized juveniles.29 See 
the Resources section at the end of this booklet for information on how 
to obtain a free copy of these recommendations."(see also NMAC booklet 
Hepatitis and HIV in Prisons) 

What About Hepatitis B (HBV) Vaccination for Incarcerated Youth?
There is a vaccine to prevent infection with HBV and it is safe for 
people who are living with HIV/AIDS. The CDC recommends that 
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all juveniles who receive a medical evaluation in a correctional facility 
be administered the HBV vaccine.29 According to the CDC, the HBV 
vaccine should be started for juveniles who have never been vaccinated, 
regardless of their length of stay in the institution, and the vaccine series 
should be completed for juveniles who started but did not complete the 
full vaccination series. In general, the CDC recommends that correctional 
facilities maintain vaccination records for all prisoners. Case managers 
should ensure that immunization records are transferred when a prisoner 
is released, and that incomplete vaccination series are completed in the 
community after release. 

What About Hepatitis A (HAV) Vaccination for Institutionalized Youth?
There is a vaccine to prevent infection with HAV. It is also safe for people 
who are living with HIV/AIDS. HAV can be dangerous for people who 
are also infected with HCV. The CDC recommends that all juveniles 
who live in states where HAV is prevalent be vaccinated against HAV.29 
The CDC also recommends that an HAV vaccination be considered for 
institutionalized juveniles in all other states.

Who Pays for Hepatitis Vaccines for Incarcerated Youth?
The federal Vaccines for Children (VFC) program pays for HAV and HBV 
vaccine for persons up to age 18 who qualify for the program. By enrolling 
in VFC, adult or juvenile correctional facilities may be able to obtain free 
hepatitis vaccines for juvenile prisoners. See the Resources section at the 
end of this booklet for contact information for the VFC program.

Are There Special Issues for Female Young Offenders That Should Be 
Addressed in HIV/AIDS Services?
Male and female institutionalized juveniles often come from a 
background of family violence and victimization. In general, the reaction 
of young people to this violence differs by gender. Reactions by adolescent 
females, for example, include running away, prostitution, teenage 
pregnancy, petty theft, shoplifting and gang involvement.30 In addition, 
eating disorders can be a frequent problem for adolescent females. As 
noted above, adolescent females are more at risk for HIV infection 
than older women. The National Institute of Corrections,31 the National 
Institute of Justice,32 and other researchers33 and model programs34 have 
found that an important characteristic of quality correctional programs 
for women is that they address participants’ self-sufficiency, self-esteem 
and empowerment.35
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Case Manager's Checklist on  
HIV/AIDS and Incarcerated Youth
For young people who are HIV-positive, detention can present an 
opportunity to link up with HIV/AIDS services and learn about their 
diagnosis. Institutionalized youth who are not HIV-positive can take 
advantage of HIV/AIDS services to learn about HIV/AIDS and to 
develop skills and knowledge to protect themselves from the virus while 
they are institutionalized, and once they go home after release.
HIV/AIDS case managers working with institutionalized youth should 
have a broad understanding of HIV/AIDS and local resources in order to 
answer questions posed by clients and to anticipate and meet client needs. 
Case managers should:

Know the Basics About HIV/AIDS (see the NMAC publication  
HIV/AIDS Fundamentals: What You Need to Know)

•	 What is HIV/AIDS?
•	 How is it transmitted?
•	 What risk behaviors can put a juvenile at risk for HIV/AIDS?
•	 How can youth modify their behavior to keep themselves from 

getting infected with HIV?
•	 What are the basics of HIV/AIDS testing and treatment?
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Know the Basics About HIV/AIDS Testing
•	 Can juveniles be tested for HIV/AIDS in the correctional facility?
•	 What type of HIV tests (oral or blood) are available?
•	 How long does it take to get results?
•	 Is there pre- and post-test HIV/AIDS counseling with a certified 

counselor?
•	 Does the facility require consent from a parent or guardian for an 

HIV test?
•	 Can the test be taken anonymously?
•	 If the HIV test is not anonymous, will the results be kept confidential?
•	 To whom can/will a juvenile’s HIV test results be disclosed?
•	 Does a positive HIV test result have unwanted consequences for 

juveniles (i.e., segregation, reduced access to jobs or programs, loss of 
confidentiality)?

Know the HIV/AIDS Resources in the Institution
•	 What HIV/AIDS education is provided to institutionalized youth?
•	 What HIV/AIDS education is provided to staff?
•	 Is there peer-based HIV/AIDS education or support programs 

available to institutionalized youths?
•	 What written HIV/AIDS materials are available for institutionalized 

youths?
•	 Are written materials translated into appropriate languages?
•	 What are the arrangements in the correctional facility for providing 

medical care to institutionalized youth living with HIV/AIDS?
•	 Is there an HIV/AIDS specialist physician available to treat HIV-

positive youth?
•	 Does the HIV/AIDS specialist have experience in treating 

adolescents?
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Know Related Resources in the Institution
•	 What substance abuse treatment programs are available for juveniles 

who want to stop using drugs and/or alcohol?

•	 What harm reduction programs are available for juveniles who are 
still using drugs and/or alcohol?

•	 What vaccinations are available to institutionalized youth and can 
they be tested for STDs and hepatitis infection?

•	 What education and vocational training resources are available to 
institutionalized youth?

•	 What other training and skills-building resources are available to 
institutionalized youth?

Know Related Resources in the Community
•	 Are you familiar with the many local community-based resources 

that your clients may need to access after release? These may include:
–	Housing
–	Education
–	Special Education
–	Medical Care
–	Food
–	Clothing
–	Substance Abuse Treatment
–	Mental Health Services
–	Vaccination Services

Conclusion
Institutionalized youth have much to gain from quality HIV/AIDS services. Because 
of drug use and high-risk behavior, this population is at high risk of contracting 
HIV/AIDS in the community. Time in institutions offers an opportunity for HIV/AIDS 
service providers to reach at-risk youth and help them develop the skills, knowledge 
and confidence to protect themselves and others from HIV/AIDS. Time in institutions 
also offers an opportunity for HIV/AIDS service providers to provide education and 
treatment to young people already living with HIV/AIDS.
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General HIV/AIDS Resources, including Communities of Color
•	 National Minority AIDS Council website: www.nmac.org; phone: 

(202) 483-NMAC
•	 Centers for Disease Control and Prevention (CDC)  

http://www.cdc.gov/hiv/
•	 AIDS.gov website: www.aids.gov
•	 AIDSinfo. (HHS). http://aidsinfo.nih.gov/ Health information 

specialists provide customized, confidential answers to questions 
about HIV/AIDS clinical trials and treatment. Spanish-speaking 
health information specialists are available.  
Call:1-800-448-0440, Monday to Friday from 12:00 p.m. to 5:00 p.m. 
(Eastern Time). Real time, online assistance, Monday to Friday  
12:00 p.m. to 4:00 p.m. (Eastern Time), is also available at their 
website: http://aidsinfo.nih.gov/LiveHelp/

•	 National Prevention and Information Network (NPIN) 
 http://www.cdcnpin.org/

•	 The Body: The Complete HIV/AIDS Resource website:  
www.thebody.com 

HIV/AIDS Resources Relevant to Children and HIV/AIDS
•	 Vaccines for Children Program (Centers for Disease Control and 

Prevention): http://www.cdc.gov/vaccines/programs/vfc/default.htm 
or contact the National Immunization Hotline at (800) 232-2522

•	 Adolescent Health Resources (American Medical Association):  
http://www.ama-assn.org/ama/pub/physician-resources/public-
health/promoting-healthy-lifestyles/adolescent-health.shtml 

•	 Children and HIV(New Mexico AIDS Education and Training 
Center); Also available in Spanish: http://www.aidsinfonet.org/fact_
sheets/view/612 

•	 HIV and AIDS (Nemours Foundation): http://kidshealth.org/kid/
health_problems/infection/hiv.html 

Resources
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•	 HIV Infection in Infants and Children (National Institute of 
Allergy and Infectious Diseases): http://www3.niaid.nih.gov/topics/
HIVAIDS/Understanding/Population+Specific+Information/
children.htm 

HIV/AIDS Resources Relevant to Teenagers 
•	 D'cisions: Drugs + HIV, Learn the Link (National Institute on Drug 

Abuse): http://hiv.drugabuse.gov/english/message/webisodes.html 
•	 HIV and AIDS (Nemours Foundation): http://kidshealth.org/teen/

sexual_health/stds/std_hiv.html 
•	 HIV Infection in Adolescents and Young Adults in the 

U.S. (National Institute of Allergy and Infectious Diseases): 
http://www3.niaid.nih.gov/topics/HIVAIDS/Understanding/
Population+Specific+Information/hivadolescent.htm

•	 How Do People Get AIDS? (Nemours Foundation); Also available in 
Spanish: http://kidshealth.org/teen/sexual_health/stds/AIDS.html 

Additional resources can be found in the NMAC booklets: Hitting the 
Bricks: Successful Reentry of Offenders Living with HIV/AIDS, HIV/AIDS 
Fundamentals: What You Need to Know, and Mental Health and Substance 
Abuse Among Offenders with HIV/AIDS.
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