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Abstract
Objective: This study examines health self-efficacy in a
sample of African American adult male inmates in Georgia
as a function of past self-reported history of having received
treatment for a drug problem prior incarceration.
Methods: Data were collected at baseline by trained interviewers inside selected correctional facilities. There were
126 African American male respondents included in our investigation. The mean age for offenders who self-reported
prior drug abuse treatment was 27.62 years (SD = 3.37).
Chi Square test for consistency was employed to investigate the significance between the observed frequencies
for all dichotomous the distributions and significance tests
were conducted using univariate logistic regressions to examine the independent associations of lifetime self-reported
past drug abuse treatment history and dichotomized Health
Self-efficacy correlates prior to incarceration.
Results: Analysis revealed that inmates with a history of
prior substance use treatment reported higher levels of
health self-efficacy with respect to doing things in moderation [X2 (1) = 3.51, p < 0.05], avoiding over working [X2 (1)
= 3.39, p < 0.05], and limiting the consumption of foods that
contained fats and sugars [X2 (1) = 5.15, p < 0.02]. Moreover, African American male inmates with a past history of
participating and/or receive some form of substance abuse
treatment were more than 2.5 times more likely to report
being more likely to use health protective information (OR =
2.46, 95% CI = 0.94-6.42) and almost two and a half times
more likely to indicate they would avoid drinking and partying too much upon release from prison if they had been part
of a substance use treatment program prior (OR = 2.41,
95% CI = 1.04-5.87).
Conclusions: This study has clinical relevance in the development of substance use treatment and patient education materials on STI risk reduction for offender populations.

In particular because of since the correctional setting presents an opportunity to access a significant subset of this
population and provide ethical, evidence-based interventions.

Keywords
Inmates, Sexually Transmitted Infections (STI), Substance
use, Health self-efficacy, African Americans

Introduction
African American men are disproportionately represented in the U.S. correctional system; evince exceptionally high rates of infectious diseases such as HIV/
AIDS [1-4] and like many inmate populations, problem behaviors associated with drug and alcohol use
[5-12]. According to the US Bureau of Justice Statistics
(BJS) in in 2013 there were 2,220,300 adults incarcerated in US federal and state prisons, and county jails
with 4,751,400 adults in 2013 being on probation or
on parole [13]. Of this number, approximately 35% of
jail inmates, and 37% of prison inmates of the 2.2 million male inmates as of 2014 are African American [14]
albeit around 12-13% of the American population is African-American [15].
Many factors contribute to these disparities but
what cannot be ignored is that both recidivism and
substance abuse can be reduced considerably through
interventions designed specifically for inmate populations that address health efficacious practices and substance use treatment. Since in the U.S. substance abuse
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is a major influence on risk practices associated with the
transmission of infectious disease. For example, nearly
one quarter of all HIV-positive individuals pass through
the correctional system each year, of which a sizable
percentage have self-reported substance use problems
[16,17]. This makes the study of health behaviors among
inmate populations an issue of major significance for
public health, given the majority of all inmates are released back into their home communities.
Not with standing, as a parameter of inmate populations, African American inmates have been shown to be
at even greater risk than the general inmate population,
with the rate of among jail populations, African American men being 5 times more likely as white men, and
twice as likely as Hispanic/Latino men, to be diagnosed
with HIV [18]. Consequently, substance use treatment,
when effective, not only reduces problem behaviors
that increase incarceration, but also reduces the level
of sexual risk taking. Specifically, because drug use inclusive of injection drug use, enhance infectious disease
risk of inmate populations since harm reduction methods, such as condoms and needle sterilization equipment, is limited and rarely practiced in U.S. correctional
facilities [19-21].

Theoretical Framework
Research on drug use among incarcerated populations is extensive; however, it often fails to examine
theoretical issues associated with enhancing behaviors
that encourage inmates to seek health treatment for
problems such as substance abuse and misuse. One theoretical behavioral construct that has attracted a significant amount of attention in research regarding health
self-protective behaviors and practices is self-efficacy
[22-31]. The concept of self-efficacy is based on social
cognitive theory, which describes the interaction between behavioral, personal, and environmental factors
in health and health behaviors [32]. Self-efficacy asserts
that individual’s confidence in their ability to perform
health behaviors influences which behaviors they will
engage in [32-35].
Since extreme risk taking associated with excessive
substance use places inmate populations at risk for a
multitude of negative health outcomes which involve
behavioral, personal, and environmental factors, understanding behavioral constructs such as self-efficacy
is relevant if the goal is to improve health outcomes
affiliated with substance use practices. This has been
documented in the scientific literature as it pertains to
self-management interventions designed to improve
health by enhancing individual self-efficacy for many
chronic health conditions [36-38].
The issue is that among inmate populations, aspects
of Bandura’s (1977) social cognitive theory has yet to
be examined in relation to substance use treatment,
but there is some limited research exploring self-effica-
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cy among inmate populations. Loeb and Steffensmeier
(2006) examined the relationships between health status and self-efficacy beliefs in a convenience sample
survey of 51 older male prisoners with multiple chronic
health conditions and found that Inmates with greater
self-efficacy in their health self-management abilities
were significantly more likely to rate their health as
better and engage in more health-promoting behaviors
since incarceration [39]. With these exceptions, most
studies that look at self-efficacy among inmate populations with respect to STIs and associated skills including
but not limited to condom use [40].
Investigations of efficacy expectancy (the belief that
one can successfully execute behaviors needed to produce a desired outcome) with respect to substance
use treatment outcomes although well-received, has
never been examined of an exclusive sample of African
American offenders. What has been demonstrated is
that self-efficacy is a predictor of treatment outcome in
terms of the amount of alcohol or drugs used [41,42]
and that higher self-efficacy predicted less cocaine use
only after 3 months but not after 6 months [43]. Others have reported that self-efficacy levels were strongly
associated with the amount of subsequent alcohol and
crack cocaine use and the amount of participation in
continuing substance treatment programs [44].
Given the, this study will examine health self-efficacy in a sample of African American adult male inmates
in Georgia as a function of past self-reported history of
having received treatment for a drug problem prior incarceration. Our analysis was designed to evaluate the
null hypothesis that there would be no differences between male offender’s levels of self-efficacy as a function self-reported having received treatment for a drug
problem prior incarceration. If differences are evinced,
we anticipate that adult male offenders that have
sought or received treatment for a drug problem prior
incarceration will show higher levels of health self-efficacy. This study is significant because it extends the
current body of scientific information regarding health
self-efficacy with respect to substance use treatment
seeking behaviour specific to data collected from a random sample of African American adult male inmates,
a population considered at extreme risk for substance
misuse and abuse. The goal is to use this information to
enhance substance abuse treatment protocols in concert with STI risk reduction.

Methods
This investigation was part of a study designed to implement a health education intervention to soon-to-bereleased adult male inmates. Pilot testing of interview
materials occurred in a fifth medium security facility not
included in the baseline. The university institutional review board approved all study protocols.
Data were collected at baseline (prior to implement-
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ing the intervention), at release, and at three, six, and
nine months post-release. However, only baseline data
are presented in the current study. Trained interviewers
and peer educators collected data inside the correctional facility. After explaining the purpose of the study and
obtaining written informed consent, the interviewer
reviewed the data collection instrument with each participant. The instrument was written on a fourth-grade
reading level and, as noted previously, pre-tested prior
to actual data collection. Inmates received monetary incentives and personal kits (including materials related
to the intervention) when participating in the follow-up
interviews.

Participants
The study target population was soon-to-be released
adult male inmates enrolled in a randomized trial of a
human immunodeficiency virus/recidivism prevention
program. Eligibility for this study required that inmates
be at a point between 60 and 90 days prior to release
from the facility and returning to the metropolitan area
of a major southeastern city. Participants were recruited from a population of inmates at three medium security correctional institutions for men located in middle Georgia and a transitional center located in a major
southeastern city.
All study participants who had completed a baseline survey at the time and self-described as African
American were included in this analysis. The basis of
the health education curriculum provided participants
with information related to health, infectious disease
transmission, substance use behavior, personal health
empowerment and community reintegration methods
unrelated to sexual risk behaviors.

Measures
Demographic variables
Participants were asked to provide descriptive and
scale information on several variables using standard
response formats. Socio-demographic variables on the
data collection instrument included: Ethnicity, marital
status, educational level, income prior to incarceration,
and incarceration history. Several individual items represented incarceration status. Length of incarceration
was an open-ended item that asked participants to
write the total years served during their recent incarceration. Prior or first-time incarceration was measured
with a dichotomous response item worded: “Was this
your first time being incarcerated?”

Health self-efficacy
This construct was measured using twenty-six items
in the survey instrument measured on scale from 0 to
100 (0 = not at all confident to 100 = very confident),
All items were prefaced with “How confident that after
being released from prison”. Examples include eat sensibly, not smoke cigarettes, do things in moderation and
Stephens et al. J Fam Med Dis Prev 2018, 4:076
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see a doctor for a regular check-up. Participants with
missing data were not included in the analysis. Reliability analysis resulted in Cronbach’s alpha = 0.859 for the
twenty-six-sample scale for study participants.

Analysis
Demographic variables were examined using measures of central tendency and dispersion. Chi Square
test for consistency was employed to investigate the
significance between the observed frequencies for all
dichotomous the distributions. Next, significance tests
were conducted using univariate logistic regressions
to examine the independent associations of lifetime
self-reported past drug abuse treatment history and
dichotomized Health Self-efficacy correlates prior to incarceration. Adjusted Odds Ratios (ORs) with 95% Confidence Intervals (CIs) are presented. Univariate regression analysis was selected because of the assumption
of normality and because the least squares regression
curve would minimize the sum of squared differences
between the estimated and the actual y values for given x values [45,46]. Therefore, the sum of squares and
partial derivatives of each parameter estimated in each
equation are defined and equated to zero.

Results
There were 126 African American male respondents
included in our investigation. The mean age for offenders who self-reported prior drug abuse treatment was
27.62 years (SD = 3.37). Study respondents without a
history of substance abuse treatment had a mean age
of 31.9 years (SD = 4.77). Offenders with past treatment
history reported a mean of 3.7 years incarcerated (SD
= 2.3) with a range of 1 to 10 years compared to 4.65
years (SD = 6.96). Offenders who reported having been
treated for drug abuse were more likely to have had
graduated high school or received their GED (51.7%)
compared to their confederates (32.3%). In fact, most
offenders not reporting drug abuse treatment prior incarceration (39.6) reported having attended high school
but never finishing. Also, offenders who reported having been treated for drug abuse were more likely to reported making less than $10,000 (31.0%) and between
$10,000 to $19,000 (20.7%) annually prior incarceration. Offenders not reporting drug abuse treatment prior incarceration reported having earned on average between $20,000 and $29,000 a year (26.8%). In addition,
most participants had been arrested prior in both the
treatment (75.9) and non-treatment (64.9).
In terms of sexual behavior, study participants reported that their age for first willingly having vaginal sex
and oral sex were 13.72 (SD = 2.64) and 18.03 years (SD
= 6.88) accordingly Table 1.
Chi Square analysis revealed that inmates with a history of prior substance use treatment reported higher
levels of health self-efficacy with respect to doing things
in moderation [X2 (1) = 3.51, p < 0.05], avoiding over
• Page 3 of 9 •
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Table 1: Demographic profile of study participants based on history of past treatment (missing values not included).
Variable

Prior Treatment %

No Treatment %

n = 29

n = 96

8th or less

6.9 (2)

3.1 (2)

Some HS, didn’t Finish
Vocational, Trade or Tech School
Started College, didn’t finish
Graduated College
Finished Post Grad or Professional Degree
Household Income Prior Arrest
Under $10,000
$10,000 - $19,000
$20,000 - $29,000
$30,000 - $39,000
$40,000 - $49,000
$50,000 - $59,000
$60,000 - $69,000
$70,000 Plus

24.1 (7)
6.9 (2)
6.9 (2)
3.4 (1)
0.0 (0)

39.6 (38)
1.0 (1)
19.8 (19)
3.1 (3)
1.0 (1)

31.0 (9)
20.7 (6)
17.2 (5)
10.3 (3)
6.9 (2)
3.4 (1)
6.9 (2)
3.4 (1)

16.5 (16)
19.6 (19)
26.8 (26)
9.3 (9)
4.1 (4)
7.2 (7)
4.1 (4)
12.4 (12)

Highest Grade of School Finished

p

0.11

0.51

Table 2: Chi Square Analysis of Self-Efficacy Items and Prior treatment in Substance Abuse/Use Program, African American Male
Inmates.
After being released from prison

Χ2

df

p

Eat Sensibly
Get Enough Exercise
Get Enough Sleep
Get Enough Relaxation
Watch Your Weight
Not Smoke Cigarettes
See a Doctor for Regular Check up
Do things in moderation
Avoid Over Working
Limit Foods containing Fats and Sugars
Not Let Thing Get You Down
Take Weekly Saunas
Prevent Illness by following suggestions of local pharmacist
Keep Cold Remedies and Aspirin around the House
Use Health Protective Information provided by a Health Columnist
Avoid getting chilled
Adhere to diet proscribed by Dietary Standards
Avoid drinking alcohol or partying too much
Take Vitamins daily
Follow advice of people who know more about health than you
Pray and live by religious principles
Avoid areas with high pollution
Take over the counter medicines
Discuss health concerns with family and friends
See doctor when ill and follow their advice
When ill, take prescription medicines suggest by a physician

0.65
0.65
1.07
1.14
2.48
0.07
1.94
3.51
3.39
5.15
4.34
0.11
0.24
0.01
0.06
0.45
0.67
0.35
0.33
1.43
0.11
2.65
9.98
0.01
0.46
0.53

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

0.47
0.41
0.29
0.28
0.11
0.93
0.16
0.06
0.06
0.02
0.03
0.73
0.62
0.97
0.93
0.5
0.79
0.54
0.85
0.23
0.73
0.1
0.01
0.97
0.49
0.46

working [X2 (1) = 3.39, p < 0.05], and limiting the consumption of foods that contained fats and sugars [X2 (1)
= 5.15, p < 0.02]. Moreover, offenders with a history of
prior substance use treatment had higher health self-efficacy regarding not letting things get them down [X2 (1)
= 4.34, p < 0.03] and being more likely to take over the
counter medications [X2 (1) = 9.98, p < 0.01] in Table 2.
Bivariate associations between prior substance
abuse treatment participation (e.g., yes versus never)
Stephens et al. J Fam Med Dis Prev 2018, 4:076

and correlates of individual self-efficacy items as well
as corresponding prevalence ratios and their 95% confidence intervals are presented in Table 3. In addition,
Table 3 also serves a descriptive purpose by showing
the proportions of those who reported having participated in substance abuse treatment previously, and
those that did not with respect to their agreement or
disagreement with selected correlates.
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Table 3: Results of Ordinal Logistic Regression for Higher Health Self-Efficacy with respect to Prior Substance Use Treatment (n
= 29) and No treatment (n = 96).
After being released from prison
Eat Sensibly
Treatment
No Treatment
Get Enough Exercise
Treatment
No Treatment
Get Enough Sleep
Treatment
No Treatment
Get Enough Relaxation
Treatment
No Treatment
Watch Your Weight
Treatment
No Treatment
Not Smoke Cigarettes
Treatment
No Treatment
See a Doctor for Regular Check up
Treatment
No Treatment
Do things in moderation
Treatment
No Treatment
Avoid Over Working
Treatment
No Treatment
Limit Foods containing Fats and Sugars
Treatment
No Treatment
Not Let Thing Get You Down
Treatment
No Treatment
Take Weekly Saunas
Treatment
No Treatment
Prevent Illness by following suggestions of local pharmacist
Treatment
No Treatment
Keep Cold Remedies and Aspirin around the House
Treatment
No Treatment
Use Health Protective Information provided by a Health Columnist
Treatment
No Treatment
Avoid getting chilled
Treatment
No Treatment
Adhere to diet proscribed by Dietary Standards
Treatment
No Treatment
Avoid drinking alcohol or partying too much
Treatment
No Treatment
Take Vitamins daily
Treatment
No Treatment
Follow advice of people who know more about health than you
Treatment
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%

OR
0.58

CI
0.15 - 2.16

1.43

0.60 - 3.41

0.54

0.17 - 1.73

0.58

0.22 - 1.58

0.47

0.18 - 1.21

1.03

0.44 - 2.41

1.81

0.78 - 4.19

2.46

0.94 - 6.42

2.22

0.94 - 5.23

2.79

1.12 - 6.91

2.47

1.04 - 5.87

0.58

0.21 - 1.58

0.47

0.18 - 1.21

1.04

0.44 - 2.47

2.46

0.94 - 6.42

2.22

0.94 - 5.23

2.79

1.13 - 6.91

2.41

1.04 - 5.87

1.17

0.46 - 2.93

1.24

0.52 - 2.93

89.7
83.5
62.1
70.1
86.2
77.3
79.3
69.1
79.9
59.8
41.4
42.3
51.7
66
69
84.5
55.2
73.2
27.6
51.5
55.2
75.3
79.3
69.1
75.9
59.8
41.4
42.3
69
84.5
55.2
73.2
27.6
51.5
55.2
75.3
27.6
30.9
62.1
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No Treatment
Pray and live by religious principles
Treatment
No Treatment
Avoid areas with high pollution
Treatment
No Treatment
Take over the counter medicines
Treatment
No Treatment
Discuss health concerns with family and friends
Treatment
No Treatment
See doctor when ill and follow their advice
Treatment
No Treatment
When ill, take prescription medicines suggest by a physician
Treatment
No Treatment

ican male inmates with a history of participating and/or
receive some form of substance abuse treatment were
more than 2.5 times more likely to report being more
likely to use health protective information (OR = 2.46,
95% CI = 0.94-6.42) and nearly three times more likely
to indicate that they would adhere to a diet ascribed by
dietary standards (OR = 2.79, 95% CI = 1.13-6.91) upon
release from prison. It was also noted that study respondents were almost two and a half times more likely
to indicate they would avoid drinking and partying too
much upon release from prison if they had been part
of a substance use treatment program prior (OR = 2.41,
95% CI = 1.04-5.87).
Other health efficacious practices African American
male inmates with a past history of participation in
substance abuse treatment exhibited being more likely to carry out upon release from prison included doing
things in moderation (OR = 2.46, 95% CI = 0.94-6.42),
avoid over working (OR = 2.22, 95% CI = 0.94-5.23), limiting foods containing fats and sugars (OR = 2.79, 95% CI
= 1.12-6.91) and seeing a doctor for regular check-ups
(OR = 1.81, 95% CI = 0.78-4.19).

Discussion
The goal of this investigation was to examine a potential distal role for self-reported health self-efficacy
being enhanced among a sample of African American
male inmates based on prior participation in a substance abuse/use treatment program. Our findings did
document differences in the likelihood of offender’s
health self-efficacious behaviors as a function of prior
history of substance use treatment. What is of more
significance is that offenders in general, regardless of
treatment history with higher levels of self-efficacy
demonstrated more self-interest in individual beneficial
health practices.
We began this research based on our analysis of the
literature that there had been little examination of any
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67
0.98

0.32 - 2.93

1.03

0.44 - 2.44

1.47

0.47 - 4.62

1.12

0.47 - 2.67

1.3

0.54 - 3.08

1.08

0.45 - 2.55

82.8
82.5
62.1
62.9
82.8
87.6
34.5
37.1
62.1
68
62.1
63.9

role for alcohol use in risky sex other than at the time of
sexual activity. Our findings join others that have document that self-efficacy can be a positive factor in health
behavior change and maintenance [47-49]. In terms of
basic self-control efficacy, offenders with higher health
self-efficacy with past treatment indicated doing things
in moderation avoiding over working and limiting the
consumption of foods that contained fats and sugars.
Though our hypotheses regarding a distal role for health
self-efficacy being greater in offenders with a prior history of substance use were not borne out across the
board, for many of the individual health self-efficacy
items in other ways our results were quite encouraging. We supported the validity of the premise that consistent with social cognitive theory, documenting that
health self-efficacy is predictive of certain health of behaviors, like the role of health self-efficacy on the use of
health information observed by other researchers [50].
An unexpected finding was the level of high self-efficacy among offenders regardless of indicating if they
had received treatment for drug abuse in the past.
This may indicate the possibility of a protective benefit
to individual offenders believing their own action can
aid in the development of healthy life styles. This also
serves to highlight the difficulty of solidifying the relationship between drug abuse treatment successes with
indices of overall health self-efficacy. However, this is
also problematic given the fact that all observations are
based on a sample of African American male offender,
with specific regional attributes, therefor it is not possible to preclude confidently causal conclusions from this
study.
An alternative explanation for study observations
may suggest that low self-efficacy levels may be related to other mental issues such as depression [51], since
many offenders with substance abuse issues frequently display comorbidity associated with metal health
problems [52]. However, we did not measure these
• Page 6 of 9 •
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psychological factors, to be consistent of an assertion,
we would have to evaluate such, and this study did not
collect this type of data. But it might be presumed that
these psychological occurrences would be more present
in drug abusers without a past history of treatment with
low Health Self-Efficacy when compared to offenders
with High Health self-efficacy with past treatment experience. This is an indication considerable more research
is conducted examining health self-efficacy in offender
populations in concert with other physical or mental
health problems they may express.
Objectively speaking, these null results are disappointing from the perspective of gaining a basic understanding of the exact role of health self-efficacy, if any in
treatment adherences and the reduction of subsequent
STI risk practices. On the other hand, these results are
somewhat encouraging from the perspective of intervention development. They suggest that intervention
content based on the assumption that attitudes affiliated with self-efficacy are related to overall improved
health self-awareness and may be beneficial in both enhancing results from treatment participation as well as
provide extended benefits that serve to reduce other
health outcomes associated with reformed drug abuse
behavior. This has been pointed out by investigators in
other areas that proffer the utility of efficacy-based interventions [53-55].
Although our findings are unique and add to the current corpus of research, this study is not without limitations. One is that our conclusions are based on self-reporting of future practices by an incarcerated population and thus we suggest caution in the interpretation
of our findings. Also, the reliance on a methodology that
involves the collection of survey data may engender
concerns pertaining to the reliability of self-reported
outcome measures (i.e., health self-efficacy, past drug
abuse treatment) may bring about concerns pertaining
to reliability of or findings and results. Although a multitude of studies have supported validity and reliability of
self-report measures none examined adult male offenders whom were African Americans [55,56].
Another limitation our dependence on subjective
health index such as health self-efficacy. Future studies
need to include measures of both objective and subjective health self-efficacy in addition to more comprehensive measures of specific attributes affiliated with drug
abuse treatment delivery such as required hours of participation should be considered. Finally, there are some
concerns about the nature of the sample. The present
sample is representative of the population of offenders
in the state of Georgia. However, its selective nature
does not reflect the racial and ethnic diversity of the
U.S. population. Future studies should therefore aim to
recruit more diverse samples with emphasis on the inclusion of racial/ethnic minorities as well as age-based
factors in different regions of the country. Despite these
Stephens et al. J Fam Med Dis Prev 2018, 4:076

ISSN: 2469-5793

limitations, the present study makes important contributions to the scarce literature on personality-health
links among how offenders with past history of drug
abuse treatment the mediating role of caregiver strain
and multi-domain self-efficacy.

Conclusion
In the United States today, 1 in 33 Americans is incarcerated at some point, and high rates of recidivism,
substance use practices, and overall risk taking, and the
transient nature of this population make correctional
health truly a community issue. Moreover, offenders
are reflections of marginalized communities and as
such, in particular respect to African Americans, correctional populations represent a large and vulnerable
segment of the population that often exhibit poor substance abuse treatment outcomes.
What is clear from the present study is that evidence
supports the existence of an essential role of health
self-efficacy when attempting to engender improved
health behaviors that can both reduce substance abuse
and risk for the spread and contracting of STIs. Our sample of African American adult male inmates in Georgia
as a function of past self-reported history of having received treatment for a drug problem prior incarceration
has provided information that will add to our understanding of self-efficacy as a construct in several ways.
First, the construct of perceived health self-efficacy represents one central proponent of social-cognitive theory and refers to personal control of actions or agency.
Agency and action are essential in any treatment related behavior especially related to substance abuse.
Second, according to our results, these factors might be
strongly associated with the time to terms of reciprocity
between self-efficacy and health, evidence from longitudinal studies suggested that self-efficacy determines
health-related outcomes, but changes in diagnosis do
not predict changes in self-efficacy.
This study has clinical relevance in the development
of substance use treatment and patient education materials on STI risk reduction for offender populations. In
particular because of since the correctional setting presents an opportunity to access a significant subset of this
population and provide ethical, evidence-based interventions. Such knowledge might be helpful to improve
the effectiveness of treatment, because efficacy associated with treatment adherences may possibly serve
to reduce risk taking in other areas, when treatment is
effective, knowing that correctional settings present an
opportunity to access a significant subset of this population and provide ethical, evidence-based interventions.
Especially interventions that merge substance use and
STI risk reduction efforts with offender populations that
aim to enhance self-management in the way it has been
shown with other health related problem control issues
in which Self-efficacy was independently associated
with improving health behaviors.
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