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The fear that HIV infection is running rampant among
incarcerated populations has led to a scramble for new prison
policies. Federal and state prison systems and county jail
adm inistrations in the United States have responded to this perceived
threat in different and confl icting ways, often to the detriment of the
health and welfare ofprisoners. Among the issues state lawmakers
and corrections officials most frequently debate are mandatory
HIV antibody testing, segregation of HIV-infected inmates, and the
appropriate medical care and education programs for prison
populations. This article examines these issues.

In the United States, there are three levels of prisons. The
Federal Bureau of Prisons operates institutions for those convicted
of crimes against the federal government. Each state operates
facilities housing prisoners convicted of state crimes. Cities and
counties operate hundreds of jails used, in general, for short-term
incarceration or pretrial detention. There are over 500,000 men
and women incarcerated in U.S. institutions, a disproportionate
number of whom are Black, Latino, Native American and poor.

While prisoners lose many of their civil rights when
incarcerated, the courts have ruled thatthe most basic constitutional
rights must be preserved, including: the right to live free of cruel
and inhuman conditions, the right to adequate medical care and
sanitation, the right to communication and free speech, and the
right to due process. Many state prison systems, however, are
understaffed and unsafe for their growing prison populations.

Incidence of HIV Infection in Jails
The incidence of AIDS is increasing in prisons and jails, but

this is not necessarily due to an increase in the transmission of HIV
within the inmate population. A 1987 survey by the U.s. Department
ofJustice, National InstituteofJustice (NIJ) shows that seroprevalence
in prisons has increased 190 percent since 1985.1 A 1988 study by
the American Civil Liberties Union (ACLU) National Prison Project
demonstrates a similar rise in HIV infection.

Both studies suggest that increased testing for HIV antibody in
prison populations may be one reason for the apparent rise in
seroprevalence. According to the NIj study, "Incidence rates are
predictably higher...because of the concentration in inmate
populations of persons with histories of high-risk behavior,
particularly intravenous drug use." In addition, the studies note
that the rise is consistent with the increased incidence of AIDS in
the general population. The largest number of AIDS cases-both
inside and outside prisons-is concentrated in the Mid-Atlantic
states of New York, New Jersey and Pennsylvania.

Many states have conducted theirown seroprevalence studies
of incoming prisoners. These results range from 0.2 percent in
Indiana to 17 percent in New York, with seroprevalence in most
states falling below 1 percent. The rates in a given prison or prison
system correspond directly to the rates in the non-prison population
that feed that facility or system.

The big unknown for most corrections and public health
experts is the rate of HIV transmission within prisons. The
Maryland Division of Corrections recently completed two studies

on transmission. The most recent study showed an infection rate
of 0.5 percent a year. (See Recent Reports below for information
on this study.) This low transmission rate, however, does not mean
the AIDS incidence in Maryland prisons will decrease.

The results imply that the high rate of HIV infection among
Maryland prisoners is due primarily to exposure to the virus prior
to incarceration. Transmission studies in both New York and
Florida have yielded similar results and medical experts conclude
that the risk of transmission of HIV to seronegative I.V. drug users
is likely to be much greater outside than inside prison. 2

To date, there have been no cases of transmission of HIV from
a prisoner to a corrections officer.

Testing Policies
In 1987, the Federal Bureau of Prisons (BOP) conducted

mandatory intake testing for all federal prisoners over a six-month
period. This testing revealed a low seroprevalenceof HIV infection,
2.44 percent, among incom ing prisoners. (Note that th is represents
a high seroprevalence rate among the general population). At
present, the federal system does not test on intake except for
occasional 10 percent random sampl ings. BOP does test 60 days
prior to release. Prisoners testing positive must inform their
spouses or sexual partners as a prerequisite to release from prison.
BOP routinely informs parole and probation officers about the
antibody status of ex-prisoners.

The experience of the AIDS epidemic
inside prisons reflects the experience
outside prisons. There is isolation, fear,
pain, loss, and depression, as well as
healing, support and community.

There is agrowing trend among state departments of correction
to conduct forced testing of the prison population. More than 13
states now conduct entry testing on all prisoners. In addition, more
than 20 states have mandated HIV antibody testing for people
convicted of sex and drug-related offenses. A provision of the
recently passed federal Health Omnibus Bill enables the federal
government to withhold funding from states adopting testing of
only those convicted of sex and drug related offenses. The effect
of this bill may be to encourage states to adopt mandatory testing
programs for all prisoners.

A shrinking number of states test only prisoners who display
certain AIDS-related symptoms or who voluntarily request to be
tested. Publ ic health advocates strongly support voluntary testing.

Confidentiality of test results is rarely protected in prisons,
even in systems where testing is voluntary. Usually, prison staff are
told the names of prisoners who have tested positive. In addition,
actions, such as quarantine orconfinementto a single cell, indicate
to staff and other prisoners that an inmate is seropositive.

Housing and Medical Care Policies
In the early 1970s, the substandard medical care of prisons

was challenged in the courts. In a landmark case, Estelle v.
Gamble, a standard was set whereby prison systems must provide
some degree ofaccessible and adequate medical care for prisoners.
In the early 1980s, the courts ruled that prison conditions, including
housing, must not constitute "cruel and unusual punishment."

continued on page 2



HIV among Prisoners...
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Housing policies for HIV-infected prisoners and prisoners
with AIDS differ among prison systems. Alabama has one of the
harshest housing policies. The state segregates seropositive male
and female prisoners in separate HIV units. When the two HIV
units were first established in 1986, HIV positive prisoners were
forced to wear masks. The women were told to wipe telephone
receivers with alcohol after making phone calls. While these
practices have ceased, the segregation remains and the HIV
prisoners are not allowed to attend vocational school, participate
in work release or community custody programs, or hold jobs
within the prison facility.

At the other end of the spectrum, the Maryland Department of
Corrections does not house HIV-infected prisoners separately,
preferring to "mainstream" these prisoners with the rest of the
prison population. Seropositive prisoners live, eat and work with
uninfected prisoners. The Maryland approach tends toward
medical survei Ilance and education of the prison population rather
than testing and segregation.

In 1989, almost 20 years after Estelle, medical care offered by
most prisons and jai Is is still inadequate. For HIV-infected prisoners,
this substandard care can be deadly. A 1986 study by the New
York State Commission of Correction found that state prisoners
with AIDS lived only half as long as people with AIDS outside of
prisons. J The main cause of the high prison mortality rate was the
deficiency in medical care.

In many prisons, housing and med ical needs of prisoners with
AIDS are neglected because of inadequate staffing and poor staff
education. Inadequate medical treatment is related to medical
staff fears of HIV transmission from prisoners with AIDS, and the
lack of experience and training among staff in caring for these
patients. Finally, while most prison systems have some kind of
compassionate release program for terminally-ill prisoners, most
do not handle requests quickly enough to be effective for prisoners
with AIDS, who may die before the requests are processed.

Education and Counseling
Comprehensive AIDS education and counseling, for prison

staff as well as inmates, are two weapons that can be used by prison
and jail administrations to combat the AIDS epidemic.
Administrators have a responsibility to teach both safe sex and
clean needle practices to a prison population in which unsafe
behaviors occur. Condoms are available in only a handful of
prisons and jai Is throughout the U.S. Programs that provide bleach
for cleaning needles or needle exchange do not exist in any prison.

A joint study conducted by the Oregon State Health Division
and the state's Department of Corrections, found that counseling,
not mandatory testing, helped prisoners change their high-risk
behaviors." Some prisoners opted for voluntary testing following
counseling and an even greater number of prisoners learned about
the importance of changing high-risk behaviors. Following this
study, the Oregon state legislature approved the funding needed to
begin a comprehensive voluntary HIV counseling and testing
program in the state's prison system.

Most states provide some kind of AIDS education for both
prisoners and corrections staff. However less than 50 percent of
the state departments of correction surveyed in a recent Nlj study
provided live training presentations, which NIJ found to be the
most effective vehicle for AIDS education. Most educational
programs consisted of the distribution of brochures and the
presentation of a videotape, during one-time orientation sessions
for prisoners or staff. The Nlj study found the most commonly used
video to be out-dated and sensationalistic, and expressed the
concern that written material was inadequate in prisons, where the
rate of illiteracy is high. In addition, AIDS education requires
periodic updates for both staff and prisoners.
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In prisons across the country, prisoners have begun to develop
their own AIDS education curriculum. Corrections administrators
have not welcomed these attempts. The National Prison Project
substantiated complaints including: prisoners at a New Jersey
faci Iity that houses a large number of men convicted of sex-related
crimes were denied permission to receive copies of the US Surgeon
General's brochure, "Understanding AIDS"; and prisoners in New
York State complai n that their attempts to organize AI DS awareness
programs have been sabotaged by a reluctant prison administration.
A prisoner in Massachusetts who prepared an AIDS course
curriculum has alleged that he was abruptly transferred to another
institution after submitting this document to the warden.

The AIDS Counseling and Education Program (ACE) at Bedford
Hills Correctional Facility, a New York state women's prison, was
established by five prisoners. While the program was approved
initially by state prison administrators, administration obstacles
forced ACE to suspend operations for about a year. Over the past
few months, the program--comprised of peer counseling, a buddy
support program, pre-and post-test counseling, and classroom
presentations-is in full operation.

Conclusion
It is important to realize that the experience of the AIDS

epidemic inside prisons reflects the experience outside prisons.
There is isolation, fear, pain, loss and depression, as well as
healing, support and community. Many health and legal
professionals agree that the medical, educational and testing
approaches to AIDS in prisons should reflect the approaches used
outside. Oppressive conditions, such as overcrowding, quarantine
and substandard medical care, may constitute cruel and unusual
punishment and should be a prime concern of health providers,
educators and corrections administrators.

AIDS is not running rampant in prisons, but misinformation
and discrimination are. Health professionals and AIDS services
agencies can play an essential role in developing positive AIDS
programs for prisons and jails by offering education and counsel ing
services to prisoners and prison systems. In addition, they can
facilitate this effort by devoting money and resources to these
issues, especially in situations where prison systems are reluctant
to support such programs themselves.

Judy Greenspan is the AIDS Information Director of the ACLU
National Prison Project, legal advocates dealing with prison
conditions. The AIDS Information program provides information
and education to prisoners, prison administrators, educators and
the media, and monitors government policy on prisons and AIDS.
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Views from Inside: Prisoners Offer Perspectives about AIDS

Juan Rivera: Emotional Reactions
People who are imprisoned often are overcome with a sense

of loss. For most of us, though, it's more than a feeling: we actually
lose our wives and children, and even our parents give us up to the
care of the state. Underthese conditions, freedom is something we
never forget. But, once diagnosed with HIV infection or AIDS,
prisoners feel condemned to death. And the reality is that most
prisoners with AIDS will die in prison.

It is especially hard for HIV-infected prisoners whose fam ilies
reject them and refuse to communicate with them. A man like this
really hurts, because he believes he is going to die and wants the
chanceto face his family, to tell them that he loves them and to hear
that they love him, to explain his illness and the cause of it, and,
if he finds it necessary, to express some of the guilt he feels. When
this emotional release is denied, these prisoners are at their most
vulnerable. They become overwhelmed with depression, loneli
ness and despair.

At the Greenhaven Correctional Facility in New York, where
I have been incarcerated for five years, many prisoners are losing
friends to HIV infection. To deal with this situation and an
environment that drives prisoners with AIDS to give up on life, we
formed the Health Crisis Action Committee (HCAC). Our objective
is to improve living conditions for prisoners with HIV infection.
We advocate mandatory AIDS education; peer counseling;
expanded and better medical care; social workers assigned
specifically to HIV-infected prisoners; family therapy groups; new
provisions to allow the release of terminally-ill patients; more risk
reduction education and counseling for the general population of
prisoners; and anti-discrimination measures to protect prisoners.

HCAC adopted a buddy system, developed bywomen prisoners
at the Bedford Hill Correctional Facility, to provide care and
support to prisoners with HIV-infection. Volunteers from among
the prison's population provide practical support, such as writing
letters, serving as interpreters, and providing information. But, the
most significant contribution we offer is the emotional support of
listening. To be a good listener and facilitate emotional release is
essential to the mental well-being of these men.

HCAC also organizes weekly support groups for HIV-infected
prisoners that meet without administrative involvement. The
atmosphere of these meetings is comfortable and open. Men speak
honestly about homosexuality or I.V. drug use, for example,
without the fear of disciplinary actions from the prison
administration. Many prisoners are concerned that since prison
staff do not understand the lifestyles of prisoners, administrators
would secretly denigrate us at such support meetings where we are
at our most vulnerable.

In addition to programs for HIV-infected prisoners, programs
must be developed for continuous risk-reduction education for the
general prison population. But education must be done with a
sensitivity to the prison society. Forexample, although homosexual
relationships are a reality of prison life and may once have been
overt, they are now secret occurrences. The fear of being labeled
HIV-infected by guards and fellow inmates is as great among
prisoners as the fear of contracting the virus itself, since prisoners
with HIV may be ostracized. This complicates the job of prison
educators trying to reach men who engage in homosexual activities.

Some prisoners who continue to practice high-risk activities
believe that fate will determine the outcome of their lives. It is
common to hear prisoners say, "If I'm gonna get it, I already have
it," or, "If I haven't already gotten it, I'm not gonna get it." Many
prisoners believe that a cure for AIDS has been developed, but that
there is a government conspiracy to keep this secret, particularly
from so-called undesirables like prisoners.

Ongoing education, including statistical information, can
help prisoners evaluate this sort of speculation and help them
realize that fate is in their own hands. It can also teach them about
drug use, nutrition, exercise and other practices and their effects on
health and the body's ability to fight HIV infection.

All of these ideas are great, but what good are they ifwe cannot
put them into practice? Our buddy system and self-help group are
working fine, but how long before the prison administration stops
them? And how long before they get tired of trouble-making
prisoners like myself and transfer us to another prison? For these
reasons we keep most of our efforts independent from the prison
administration.

David Gilbert: Educating Prisoners
AIDS is now the main cause of death in New York state

prisons. Prisoners with AIDS average only one-half the survival
time, from diagnosis to death, as people with AIDS in New York
City. Yet prison administrators continue to ignore the scope of this
problem.

New York state prison officials claim that there is no "apparent"
spread of HIV among prisoners, that sharing needles and sex are
now rare. We prisoners know differently. These activities are
common, and the situation is more serious in prisons than on the
streets because condoms, needles, and disinfectants are-contraband
and rarely found in prisons. Unsterilized needles are widely
shared and condoms are seldom used.

Peer education, so successful in the control of AIDS in the gay
community in San Francisco, is doubly important in prisons, where
there is a gutdistrustof authorities and professionals, and where the
very activities that must be discussed frankly - sex and drugs
are against prison rules. Peer education is also an effective way to
ease fears of casual transmission among prisoners and to promote
support among inmates for people with AIDS, who are often
ostracized and isolated in prisons.

The motivations for sexual and drug-using practices are strong
and deep, and people will go to great lengths to deny the dangers
involved in these practices unless they are presented with positive
alternatives. Many prisoners however, can change high-risk
practices when someone they trust works with them in a detailed
and painstaking way over time.

Three key criteria define a program that can reach prisoners
and make achange. It must be sponsored by an outside organization
whose primary work is AIDS and counseling; it must provide
extensive prisoner-to-prisoner education; and it must be ongoing,
thorough, and persistent.

More specifically, a successful prison AIDS program must:
train inmates as AIDS education counselors; develop seminars
directed at existing inmate organizations and coordinate these
with substance abuse programs; provide pamphlets and programs
in languages other than English; provide pre-release HIV
transmission counseling; and provide counseling and support for
prisoners already infected with HIV.

Juan Rivera is studying computer science while serving a term of
70 years to life at the Creenhaven Correctional Facility in New
York. In addition to his involvement in HCAC, he is a member of
Hispanics United for Progress, a prison interest group. David
Gilbert is a New York State prisoner who founded the Prisoner
Education Project on AIDS at Auburn Correctional Facility in 7987.
He believes he was transferred to Clinton Correctional Facility as
a result of his proposal for an AIDS education program.
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Recent Reports
World Health Organization Statement on AIDS and Prisons.
Global Programme on AIDS: Statement from the Consultation on
Prevention and Control of AIDS in Prisons; WHO/SPNINF/87.14,
November 1987.

After a three-day conference on AIDS and prisons, experts
from 26 countries recommended a variety of measures including:
improvement of the overall hygiene and health facilities of prisons;
education of prisoners about the risk of HIV infection from sharing
needles during intravenous drug use and high-risk sexual behavior;
maintenance of the same level and quality of education, treatment,
serological testing, and care inside prisons asexists in thecommunity
outside of prisons; use of compassionate release for prisoners with
AIDS; guidance for prison staff so that HIV-infected prisoners
receive humane treatment; and provision of condoms and, perhaps
in lower-security institutions, of sterilized needles.

Seroprevalence and Transmission in Prisons. University of Iowa
and the Iowa Department of Corrections (American Journal of
Public Health, April 1988). Maryland State Division of Corrections
and Johns University (AIDS, 1988, Vol. 2, No.5).

Two recent studies examined HIV seroprevalence and
transmission in prison populations. The first found three of 859
predominantly young, white men (0.3 percent) tested HIVantibody
positive upon entrance to the Iowa prison system, despite the fact
that over 20 percent reported using LV. drugs and about 5 percent
reported engaging in homosexual behavior.

The study population included 363 prisoners, incarcerated for
the first time, 389 prisoners who were returning to prison and 107
forensic psychiatric patients. The Iowa researchers predict that as
the presence of HIV increases in Iowa, HIV seroprevalence among
prisoners will increase.

In the second study, Maryland researchers found that two out
of 393 prisoners (0.5 percent) seroconverted while incarcerated
over a two-year period. The researchers conclude that while this
number is low, the results provide the strongest evidence to date
that transmission of HIV does occur in prisons.

In 1985 and 1986, blood samples for HIV analysis were taken
during routine blood drawing of all male prisoners entering the
Maryland prison system. Of the 2,286 prisoners initially sampled,
422 were still incarcerated in 1987, had completed a demographic
survey, and were willing to provide another blood sample at that
time. Twenty-nine (6.6 percent) of the 422 were found to be HIV
seropositive at the the ti me of incarceration and were not inc Iuded.

Reducing Risk of Infection among Incarcerated Drug Users.
Lenape Valley Foundation, Doylestown, Pennsylvania and Bucks
County Correctional Facility. (Hospital andCommunity Psychiatry,
September 1988).

Incarcerated drug users are fairly knowledgeable about HIV
infection and transmission; and those who take the most effective
steps to avoid transmission are likely to perceive external infl uences,
such as chance or powerful others, rather than themselves as
having control over their lives.

Fifty-eight drug-using inmates of a medium-security prison
participated in a survey including three scales: an AIDS knowledge
profile, a drug-related behavior profile and a test of a person's

expectations of locus of control (sense of whether the control in a
person's life is external or internal). Researchers classified 27
inmates as intravenous drug users and 31 inmates as nonintravenous
drug users. The two groups did not differ significantly by age,
educational level or race.

Members of both groups responded correctly to about 60
percent of the factual items relating to AIDS knowledge, including
the principal modes of transmission. Fewer than half, however,
knew the length of the HIV incubation period or the fact that
individuals need not be symptomatic to transmit the virus. Only
26 percent ofthe LV. drug users knew that asymptomatic individuals
could transmit HIV by sharing contaminated needles.

The researchers classified as maximal risk reduction the
substantial changes made by LV. drug users to avoid contracting
HIV: no longer sharing needles or shooting drugs. They classified
other changes-cleaning needles, avoiding shooting galleries and
reducing LV. drug use-as partial risk reduction. A higher
percentage of partial risk reducers reported daily drug use. The
researchers warn that use of partial risk reduction measures, which
are not completely effective, may create a false sense of safety and
decrease motivation to engage in more appropriate risk reduction.

Finally, the researchers found that maximal risk reducers were
more likely to rely on external influences to make decisions than
were partial risk reducers, who tended to rely on internal influences.

Next Month
Although the sexual behaviors of bisexual men and gay

men may be similar, bisexual men differ in their concerns
abouttheirsexuality and HIV infection, and in their reactions
to AIDS education and counseling. In the June issue of
FOCUS, Jay Paul, PhD, a researcher at the University of
California San Francisco and a faculty member of The
Institute For Advanced Study of Human Sexuality, offers
insights into bisexual identity and AIDS prevention strategies.

In some cultures, bisexual behavior may occur among
people who do not identify themselves as either gay or
bisexual. In the June issue, Ernesto de la Vega, an AIDS
trainer and a staff member of the Brooklyn AIDS Task Force,
explores AIDS and bisexuality among Latino men.

FOCUS Changes. We have instituted some major changes
to better serve our readers. Our new name more accurately
reflects our commitment to exploring relevant counseling
issues. We have redesigned our layout to allow for easier
reading, and to continue to provide the depth of information
our readers have come to expect. We have added a box on
page 2 that encourages readers to communicate with us.
Larry Cichosz and Joseph Wilson executed these changes.

We have also instituted changes in staffing. Michael
Helquist, Editor of FOCUS since its inception in December
1985, is now Founding Editor and Advisor. Hewill continue
his work as a Program Officer for AI DSCOM, a Washington,
D.C group providing AIDS education and training in
developing countries. Robert Marks, formerly Assistant
Editor, is now Editor.
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