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JLRC : ATDS INFORMATION

AIDS INFORMATION

I. General Facts

What is AIDS?

AIDS stands for Acquired Immune Deficiency Syndrome.

It is a disease that affects the body's immune system, which
protects against disease-producing organisms. Any damage to‘
the body's immune system leaves a person open to illnesses
that can be fatal. At present, there is no cure or therapy
for AIDS, but research is only in its beginning staées.

The AIDS virus is called Human T Cell Leukemia Virus or
HTLV-III. Recently, a test has been developed which detects
antibodies to HTLV-III. Although the test represents
progress in AIDS research, it only identifies 85% of all
AIDS victims. Therefore, 15% of AIDS victims cannot be
identified ﬁsing this test. It is also important to note
that this test identifies only those who have been in
contact with the AIDS virus. The results do not mean that
individual actually has AIDS. Those who test positive but
lack any physical symptoms of the disease may possibly be in
the incubation stage or completely immune to the virus. The
incubation period for the Aids virus can be from 1 to 5 or

more years.

What are the Symptoms of AIDS?

AIDS victims may exhibit several different symptoms.
Some of these symptoms take the form of diseases such as

Kaposi's Sarcoma, a skin cancer. Ancother disease is
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Lymphoma, cancer of the lymph nodes. Pneumocystis Carinii
Pneumonia is a rare lung infection whose usual symptoms are
fever, cough, and shortness of breath. Mononucleosis is
also a disease which AIDS victims may contract in the
beginning stages. However, the AIDS victim with
Mononucleosis never completely recovers from it. Physical
symptoms associated with AIDS include:

* Extreme fatigue

* Night sweats and chills not related to flu or
other illnesses that last over time.

* Unexplained swollen glands (i.e. enlarged lymph
nodes) usually in the neck, arm pits, or groin
area.

* Weight loss not related to diet, exercise, or
other illness.

* Cough and shortness of breath that last over
time and are not related to a common
respiratory illness.

* Diarrhea or loose stools which persist.

* Unexplained skin rashes or discolorations,
bumps or lumps occurring under the skin, inside
the mouth, nose, eyelids or rectum; may
initially appear as blotches that do not go
away with in two weeks.

Researchers are working on a blood test which will
detect AIDS before the symptoms appear, thus enabling health

officials to provide early treatment to AIDS victims.
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How is AIDS spread?

AIDS cannot be transmitted by casual contact. Once the
AIDS virus is dry, it is dead. It cannot survive even in
its wet state once it ha§ been exposed to air. Therefore,
it is unlikely that casual contact such as handshakes, hugs,
toilet seat use, handling items belonging to an AIDS victim,
or the sharing of a meal could transmit the AIDS virus.

Evidence shows that in order for AIDS to be
transmitted, there must be an exchange of body fluids. AIDS
appears to be spread through sexual contact, an infected
hypodermic needle, or blood and blood products. Sexual
activity which can spread AIDS is anal and oral sex as well
as vaginal intercourse. Unsanitary, used needles can also
spread the disease, especially among intravenous drug users.
AIDS can also be transmitted through exchange of blood or

blood products, such as a blood transfusion.

Which Groups of People are at Risk?

As far as research can tell, AIDS originated in Africa.
It then surfaced in Haiti. Haitian people are highly
susceptible to AIDS, and no reason for this has been found.
The disease first appeared in this country in New York.
Cases can be found in European countries as well as in

Canada, Africa, and the Caribbean countries.

The number of groups of people at high risk is relatively

small. The following is a list of people who are at risk in
contracting AIDS:

* Homosexual or bisexual men who are active and
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have multiple partners.

* Intravenous drug users.

*® Persons treated for hemophilia or blood
coagulation disorders.

* Person's having heterosexual contacts with AIDS
sufferers or persons at high risk for AIDS
(i.e. male/female prostitutes).

* Persons who have blood transfusions with
infected blood or blood products. (Note here
that blood is now tested and the blood bank in
the United States is considered safe.

* Children of infected mothers.

The Michigan Department of Public Health has compiled
statistics of the percentage of AIDS victims within the high
risk groups. About 93% of all AIDS victims in Michigan are
male homosexuals, male bisexuals, or intravenous drug users.
Male homosexuals or male bisexuals account for 75% of the
AIDS cases in Michigan. Intravenous drug users account for
8% of the cases, while those victims belonging to all three
of the above groups account for an additional 10% of Ehe
total number of cases. Those people having heterosexual
contact with people in high risk groups make up 2% of the
total. Accounting for another 2% of the total, are
hemophiliacs. Transfusion associated cases comprise 1% of

the cases as do children of AIDS-infected mothers.
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‘What are the Prospects for Control?

The number of AIDS cases will probably increase in the
next few years, and it is likely to be a major cause of
death for those in the high risk cateqories.

Research will continue and attempt to find a vaccine or
specific antiviral therapy or both for treatment of AIDS.
Current preventive measures consist of counseling and

education, especially of those in the high risk groups.

What are the Implications for Legal Liability?

Although case law is currently gquite limited, certain
groups of people can potentially be liable in connection
with AIDS. People who transmit the disease could be liable
for that transmission; thus, the AIDS victim having sexual
intercourse with others and the health care institution
providing blood, could both'be held liable.

Another category of people who could be held liable is
employers who dismiss AIDS victims from employment.
Employers can also be held liable if there is proof that the
disease was transmitted in the work place. Insurance
companies who refuse to insure AIDS victims may be monitored
for abusive policies which could affect liability.

The extent to which sheriffs and jail administrators
are liable is unknown at this time. The area of potential
liability may be in the confinement conditions of the jails
for which administrators are resgponsible. Another area
could be the confidentiality of AIDS victims' names and

records.
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.II. Preventive Measures

Preventive Measures all People Should Take

There are precautions people can take to reduce their
chances of getting AIDS or spreading it., The following list
includes some basic steps to avoid AIDS:

* Do not have sexual contact with persons known or

suspected of having AIDS.

* Do not have sex with multiple partners, or with

persons who have multiple partners.

* Do not donate blood if you are a member of a high

risk group.

* Do not abuse IV drugs. Do not share needles or

syringes because boiling does not assure sterility.

* Do not have sex with IV drug abusers.

* Do consult with a doctor before becoming pregnant if

you are a woman at risk for AIDS.

Protective Measures for Professionals

The professionals most in need of following strict
procedures in handling AIDS victims are health care and
laboratory personnel. Generally, these workers are urged to
follow the same procedures that are followed for Hepatitis-B
victims. More details on exact procedures are available
through the Public Health Service.

Groups of professionals who give emergency care are
also in need of guidelines for handling AIDS victims. These
personnel include sheriffs and jail personnel, police

officers, prison personnel, fire fighters, and emergency
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.ﬁedical technicians (See attached Genessee County Policy).
Some of the guidelines are:

* Remember that AIDS is not spread by routine contact,
and that you can react calmly and rationally when
helping someone who may have AIDS.

* Wear a protective mask, gloves, gown, and shoe
coverings if there is a chance that you may be
exposed to blood or other body fluids of someone
with AIDS.

* In administering mouth-to-mouth resuscitation, use

"S~-tubes" or hand-operated resuscitator bags.
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+III. Some Additional Sources of Information.

In Michigan each local health department has a
knowledgeable person on the subject of AIDS. This person
can either speak to local groups about AIDS or can provide
someone who can. There are numerous other sources of
printed information as well.

If you have any questions concerning AIDS, please
contact the Jail Resource Lock/up Center (JLRC) at 1410 East
Kalamazoo Street, Lansing, Michigan 48912-2099, The
telephone number is (517) 485-3135. The JLRC has printed
sources of information on AIDS. The following sources may

also be of help:

The U.S. Public Health Service
Toll-free hotline to answer
AIDS questions:

In continental United States,
call 800-342-ATDS

In Alaska and Hawaii, call
collect: 202-245-6867

In Washington D.C., call
646-8182

AIDS Task Force Hot Line
(Centers for Disease Control, Atlanta)
800-342-AIDS

National Lesbian and Gay Health Foundation
P.O. Box 65472

Washington, D.C. 20035

202~797-3708

National Gay Task Force
80 Fifth Avenue

NYC, NY 10011
800-221-7044

Whitman Walker Clinic
2335 18th St. NW
Washington, D.C. 20009
202-323-5295
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AIDS Resource Center
235 W. 18th St.

NYC, NY 10011
212-206-1414

The National Hemophilia Foundation
19 West 34th Street, Suite 1204
New York, NY 10001

212-563-0211

The Bureau of National Affairs, Inc.
Washington, D.C. 20037

Massachusetts Medical Society
C.S.P.0. Box 9120

Waltham, MA 02254-9120

Morbidity and Mortality Weekly Report

Issue: 11-15-85/Vol.34/No.45

Michigan Department of Public Health
3500 North Logan Street
Lansing, MI 48906

Jean Chabut, Chief

Center for Health Promotion
Michigan Dept. of Public Health
3423 N. Logan, P.O. Box 30035
Lansing, MI 48906

Laboratory of Clinical Medicine
930 E. Mt. Hope Avenue

Lansing, MI 48910

517-~-372-8180 * 800-293-4543

Department of Laboratories
E.W. Sparrow Hospital

1215 E. Michigan Avenue
Lansing, MI 48809
517-483-2530

American Red Cross
Blood Services
Great Lakes Region

ALDS INFORMATION

1800 E. Grand River Ave. OR 313 W. Webster Avenue
P.O. Box 30101 Muskegon, MI 49440
Lansing, MI 48909 616-726-3555

517-484-7461

Community Health Awareness Group
P.O. Box 31-5293
Detroit, MI 48231
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ABSTRACTS OF SELECTED AIDS LITERATURE

1. "Facts About AIDS," (Public Health Service, U.S. Department of Health and
Human Services, August 1985).

A brief compendium of basic information about AIDS presented in
question and answer form.

2. "AIDS: The Emerging Ethical Dilemmas,"” A Hastings Center Report Special
Supplement (Hastings-on-Hudson, New York: The Hastings Center, August 1985),

p.2 Mathilde Krim, "AIDS: the Challenge to Science and Medicine,"

Summarizes current knowledge and lack of knowledge about AIDS.
Includes discussions of the discovery and nature of the virus, symptoms,
mode of contagion, spread of infection in the U.S., heterosexual
contagion, and the danger to those who are not members of the high-risk
groups,

p.B Carol Levine and Ronald Bayer, "Screening Blood: Public Health and
Medical Uncertainty."

Discusses the ELISA (enzyme-linked immunosorbent assay) blood test
for AIDS antibodies, pointing out its limitations and the ethical issues
surrounding notification of positive test results, confidentiality of
results, and use of the test in mass screening,

p.12 Kenneth H, Mayer, "The Epidemiological Investigation of AIDS."

Discusses new issues arising in epidemiological research on AIDS;
special problems of research on AIDS, problems in interpreting blood
tests for AIDS antibodies, and the ethical and civil liberties questions
involved in antibody testing and controlling the spread of AIDS through
such measures as quarantine and closing gay bathhouses.

p.16 Paul Volberding and Donald Abrams, "Clinical Care and Research in
AIDS,"

Identifies ethical issues in AIDS care and research that are shared
with other serious illnesses and points out issues unique to AIDS:
personal risk, concentration of care at large urban hospitals, patient
confidentiality, and enormous costs, Makes recommendations for beginning
to resolve these ethical problems,

p.19 Mervyn F. Silverman and Deborah B. Silverman, "AIDS and the Threat
to Public Health."

Discusses controversy and ethical issues surrounding AIDS education
efforts, confidentiality of AIDS-related medical information, preventing
the spread of AIDS among intravenous drug abusers, and stemming the
spread of AIDS through isolating patients and closing gay bathhouses,

p.23 Sandra Panem, "AIDS: Public Policy and Biomedical Research.”

Discusses questions of speed of reaction of research community to
AIDS crisis, allocation of research funds in a health emergency, and the
need for rapid yet accurate communication within the research community.
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Outlines research isenes €hat peed 40 bhe. @ fdvrr.u-g¢ 1
coordination of health institutions' efforts.,

p.27 William Check, "Public Education on AIDS: Not Only the Media's
Responsibility."

Discusses the way the media have reported AIDS issues and calls for
greater efforts on the part of public health institutions to "anticipate
communications problems, rather than simply react to them, and to set the
public agenda for discussion of AIDS issues,"

3. "Guide to Public Health Practice: HTLV-III Antibody Testing and
Community Approaches,"” BAssociation of State and Territorial Health Officials
Foundation Publication No. 85. (Kensington, Maryland: ASTHO, October 1985),

Describes the AIDS virus and explains the test for AIDS antibodies.
Makes recommendations concerning conducting antibody testing and using
test results, educational programs for health professionals, the role of
public health agencies in meeting the needs of AIDS patients, and
intervention strategies for public and community health agencies.

4. "Recommendations for Preventing Transmission of Infection with Human
T-Lymphotropic Virus Type ILI/Lymphadenopathy-Associated Virus in the
Workplace," Centers for Disease Control Morbidity and Mortality Weekly Report,
vol. 34, no. 45 (Public Health Service, U.S5, Department of Health and Human
Services, November 15, 1985), pp. 681-695,

Contains recommendations for preventing transmission of the AIDS
virus for health-care workers and people in related occupations where
there is risk of exposure to blood. Also contains recommendations for
precautions by personal-service and food-service workers and persons
working in settings where there is no known risk of transmission,

-
5. "Education and Foster Care of Children Infected with Human T-Lymphotropic
Virus Type III/Lymphadenopathy-Associated Virus," Centers for Disease Control
HMorbidity and Mortality Weekly Report, vol. 34, no. 34 (Public Health Service,
U.S, Department of Health and Human Services, August 30, 1985), pp. 517-521.
Discusses the scope of the problem of pediatric AIDS and associated
legal and social issuwes, Describes the mode of transmission of the AIDS
virus to children; the risk of transmission in school, day-care, or
foster-care settings; and risks to the infected child. Gives
recommendations concerning care, schooling, adoption, and foster-care of
symptomatic and asymptomatic pediatric AIDS cases,
6. "Recommendations for Assisting in the Prevention of Perinatal
Transmission of Human T-Lymphotropic Virus Type III/Lymphadenopathy-Associated
Virus and Acquired Immunodeficiency Syndrome,” Centers for Disease Control
Morbidity and Mortality Weekly Report, vol. 34, no. 48 (Public Health
Services, U.S. Department of Health and Human Services, December 6, 1985), pp.
721-732, )
Discusses the numbers of pediatric AIDS cases attributed to
perinatal infection (infection during pregnancy or infection of a newborn
by its mother), the mechanisms of perinatal infection, the risk of
perinatal transmission from infected mothers, the relationship of
pregnancy to the risk of developing AIDS or AIDS-related symptoms, the
prevalence of AIDS infection and the use of antibody testing to detect
infection. Makes recommendations concerning testing and counseling women
who may be at risk and who are pregnant or may become pregnant.
11



Genessee County Sheriff's Department Policy

F-321 ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)

Acquired Immune Deficiency Syndrome (AIDS), is a serious medical
condition, characterized by a defect in a person's natural immun-
ity against disease, causing the AIDS victim to be at a greater
risk of developing opportunistic infections or diseases. Although
AIDS is now known to be spread through sexual contact, sharing of
contaminated needles or contaminated blood products and not through
casual contact, sweat or saliva, special precautions will be taken
to ensure the health, safety and psychological well being of the
AIDS victim, other inmates and Sheriff Department personnel. Al-
though usually not deemed necessary by the communicable disease
center (CDC), unless exposed to contaminated blood or excrement,
gloves, masks and isolation gowns may be worn, if desired, by

jail personnel having direct contact with the AIDS inmate. There-
fore, the following procedure will be utilized whenever there is

a known or suspected case of this devastating disease.

PROCEDURE I: Areas of Responsibility
A. Jail Administration

1. Will periodically inform all emplovees
of the medical facts regarding AIDS as
they are released to the general public.

2. Will provide training in the handling of
AIDS inmate.

3. Will periodically hand out brdchures and
booklets about AIDS to all employees in
an attempt to inform them about AIDS.

B. Shift Lieutenant

1. If an AIDS victim is discovered at the
time of booking, the shift lieutenant
will be notified immediately.

2., Shift lieutenant will then take over the
actual booking process (i.e. patting down,
fingerprinting, etc.).

3. The lieutenant will notify the Jail Admin-
istration, the Medical Department and Visit-
ing Crew that there is an inmate with AIDS
in the jail.

4. Will, after booking, transfer the inmate to
the Medical Department for a Medical Intake
Assessment.

5, Will have full responsibility to see this

policy and prccedure is carried out com-
pletely and efficiently.

12




Medical Department

1.

9,

Which ever Medical Department staff
person is on duty at the time an AIDS
inmate is discovered in the jail, said
person will immediately notify the
Medical Director and the Coordinator
of Medical Services, unless they too
are on duty.

Will notify the shift lieutenant, if
not already notified.

Notify and have Intake Classification
come to the Medical Department for a
classification interview.

Complete the Intake Assessment making
sure to obtain as much information as
possible regarding the diagnosis of AIDS.

Initiate any necessary medical treatment.
Instruct the inmate as to what may be ex-
pected in regard to this policy and pro-
cedure.

Notify the dietary department of any special
diet needed and the need for isolation trays.

Will provide jail staff with any gloves,
masks or gowns they may wish to wear.

Make visits daily to the cell to ensure
the inmates physical and mental well being.

Intake Classification

1.

2.

Will interview the inmate immediately after
the Medical Intake Assessment.

Will arrange to place the inmate in a single
cell designated for this purpose.

Visiting Crew

l'

Will, depending on the inmates physical
condition, see to it the inmate is given
special equipment to be used in the cell
for exercising. This equipment may be,

but is not limited to jump rope, dumbbells,
or barbells.

Supervise visiting, through the cell bars,
in the cell area.

13




Supply Officer
If the inmatces clothing is contaminated with blood,
feces or other bodily fluids the officer:

1, Will take jail clothing to the inmate
immediately upon the inmates arrival
in the cell.

2., Will give the inmate a water soluable
plastic bag, in which the inmate will
place his/her clothing and secure the
bag.

3., Supply officer will hold a regular
plastic bag outside of the cell and
have the inmate place the disposable
bag inside.

4, The water soluable bag will be placed
directly into the washing machine and
the clothes will be washed with a 1:10
solution of Sodium Hypochlorate (clorox).

5. The inmate's clothes will then be placed
in storage as are all inmates clothing.

6, If the inmate clothing must be dry cleaned
only they then will be double bagged and
given to the inmates family to take home.

7. The supply officer will give the inmate a
change of clothing and bedding a minimum
of once a week and more often if recommend-
ed by the Medical Department. This clothing
and bedding will be handled and washed in
the same manner as the inmates personal
clothipg.

Floor Deputy

1. Sees that the inmate is given‘cleaning
supplies with which to clean the cell
daily.

2. Make sure the inmate is fed on disposable
trays.

3. Allows the inmate to shower, and where
applicable, to shave daily. Inmate must
be given a new razor daily.

4., Reports to the Medical Department any

changes in the inmates physical or mental
condition as soon as it is noticed.

14



5., Tries to prevent and reports any harrass-
ment by others which the inmate may ex-
perience.

H. Cleaning Crew
(Although medically not necessary unless contam-
ination is present). '

1. Will thoroughly clean the cell with a solu-
tion of 1:10 Sodium Hypochlorate (Clorox)
when the inmate is transferred or released
from the jail. -

I. Inmate

1. Unless too sick to do so, must clean his/her
cell daily.

2. Must put all used trays, razors or other
items in a plastic bag for disposal.

3. If inmate has a productive cough he/shek
must wear a mask when in direct contact
with another person.

PROCEDURE II. Precautionary Measures
A. Blood Precautions
1. Gloves must be worn during:

a. Direct contact with contaminated
dressings, clothing or bedding.

b. The performance of venopuncture.
¢c. Surgical and/or dental procedures.

d. When cleaning spills of contaminated
blood or excrement, which should be
cleansed immediately. Hands must be
thoroughly washed with soap after re-
moving gloves.

2. Needles and syringes used on-the AIDS
inmate must be disposed of in one whole
piece by placing separately in a special
container and incinerated. Needles should
not be resheathed due to the possibility
of self puncture.

3. Laboratory specimens for the AIDS inmate
must be clearly labeled and placed in a
plastic bag with the outside of the bag
also clearly labeled, preferably in red.

15




B. Respiratory Precautions

1. An AIDS inmate with a productive cough
should wear a mask when being transported
or when having direct contact with another
person.

2. Staff or other inmates do not need to wear
a mask unless the AIDS inmate refuses to
do so. However masks will be provided to
any person wishing to wear one for their
own well being.

C. GOOD HAND WASHING MUST BE PRACTICED BY ALL PER-
SONNEL HAVING DIRECT CONTACT WITH THE INMATE.

PROCEDURE III. Treatment of the AIDS inmate

A. Although AIDS is a frightening disease which
in many cases causes some panic, the AIDS in-
mate should always be treated with respect as
a human being.

B. Whenever possible, every eifort will be made
by the jail administration and/or Medical
Director to obtain the release of the AIDS in-
mate.

C. if an AIDS inmate becomes debilitated or con-~-
tracts an infection or is infected at the time

of admission to the jail he/she shall be ad-
mitted to the hospital immediately.

12/85

16




L.S. Department of Justice
National [nstitute of Justice

~National Institute

~ of Justice

A
LEE NN

Research in Brief

Fegmary 1986
MAR L § 15580

orce o wAFPS in Prisons and Jails:
Issues and Options

Theodore M. Hammiett

the disease's spread have led the
President to term AIDS *“the Nation’s
number one health priority.”

fears among staff and inmates. Ad-
ministrators face difficult decisions
concerning prevention, housing, and
the provision of medical care, decisions
which are frequently complicated by
legal and cost issues.

Opinions or points of view expressed in
this document are those of the author and
do not necessarily represent the official
posinion or policies of the U .S. Department

of Justice. . .
f In the correctional context, dealing

with the problem of AIDS may pose
even more difficult problems since
inmate populations may include high
proportions of individuals in AIDS risk
groups, particularly intravenous drug
users. Correctional administrators
must formulate policies that allow
them to manage their institutions
effectively, while dealing with a
serious health problem that may cause

Acquired Immunodeficiency Syn-
drome (AIDS) has rapidly become one
of the most difficult and complex
public health issues facing the United
States. Since AIDS was first identified
in this country in 1981, over 17,000
Americans have developed the disease.
The rapid increase in cases, particularly
in the past 2 years, and the continued
uncertainties as to the future course of

In response to urgent information
needs expressed by corrections profes-
sionals, the National [nstitute of
Justi¢e and the American Correctional
Association sponsored a study entitled
AIDS in Correctional Facilities: [ssues
and Options. The study was based. in
iarge part, on responses to a national

From the Director

Acquired Immunodeficiency Syndrome
(AIDS) represents a serous challenge
for Amencan correctional systems.

Recognizing that many inmate popula-
tions contain a high concentration of
individuals at nsk for the disease—
primanly because of histones of
intravenous drug use and, to a lesser
degree, homosexual behavior—correc-
tional administrators are concerned with
developing effective palicies to ensure
the heaith and safety of both inmates
and staff.

Often already coping with crowded
institutions and limited budgets, they
face difficult decisions regarding
prevention, institutional management,
and the identification and treatment of
inmates with AIDS, These decisions are
further compticated by a range of legal

issues, the high costs of medical care,
and the need to control fear and misin-
formation throughout the institution.

Recognizing the potential scope of
these problems, many ccrrectional
administrators have expressed interest
in receiving information that can help
them in formulating policies on AIDS.
To address this need, the National
Institute of Justice and the American
Correctional Association jointly spon-
sored the development of a report
entitied AIDS in Correctional Institu-
tions.: Issues and Options,

Given the urgency of the need, the study
was an intensive effort, conducted over
a 4-month time period. [n addition to
the dedication of the project director,
Theodore &%, Hammett, the cooperation
of the National Institute of Corrections,
the Associa.on of State Correctional
Administrators, the Centers for Disease

Control, and the American Correctional
Association should be recognized.

This Research in Brief surnmarizes the
major findings and conclusions of the
full report. Like the full report, it is
iniended to be informationai rather than
prescriptive.

Certain principles, such as the impor-
tance of inmate and staff education on
AIDS, are indisputable. Still, there are
many other issues and policy questions
that continue to spur debate both within
and between the correctional and
medical communities.

By oudining these debates and provid-
ing the most current information
available, the National Institute of
Justice and ACA hope that correctional
administrators will be better equipped
to deal with the problem of AIDS.

James K. Stewart
Director )
National Institute of Justice




mail questionnaire from all 50 State
correctional departments, the Federal
Bureau of Prisons, and 33 large city
and county jail systems. The responses
were received between November
1985 and January 1986.

The study summarizes the latest
medical information on AIDS, presents
statistics on the incidence of AIDS in
correctional facilities, and enumerates
the key issues and options facing
correctional administrators as they
formulate policy responses to this
complex problem. This Research in
Brief summarizes the major findings
and conclusions of that report.

Cause and transmission
of AIDS

AIDS is a serious communicable
disease that undermines the human
body's ability to combat infections. In
1983 and 1984, the probable cause of
AIDS—variously called human t-cell
lymphotropic virus type III (HTLV-III)
and lymphadenopathy-associated virus
(LAV)—was identified. Thus far,
most cases in the United States have
been among homosexuals and intrave-
nous drug abusers, with cases primarily
concentrated in large metropolitan
areas on the east and west coasts,

End-stage AIDS is almost always fatal.
However, a range of milder forms of
illness. sometimes called AIDS-
Related Complex (ARC), may also
tnpear among those infected with the
AIDS virus.

Infection with HTLV-{Il is transmitted
through contaminated blood and
semen, primarily during sexual activity
and needle-sharing related to intrave-
nous drug abuse. The virus is difficult
to transmit and there is absolutely no
evidence of its transmission through
casual contact, such as coughing,
hugging. handshaking. sharing eating
and drinking utensils, or using the
same toilet facilities.

[n 1985, a test was developed and
made widely available to detect the
presence of antibodies (evidence of the
body s attempt to fight off an infection)
to HTLV-III. While the test does not
detect the presence of the virus itself,
seropositivity (i.e, presence of anti-
bodies) means that an individual has
been infected with the AIDS virus at

some time, although the body may
have subsequently fought off the
infection.

The likelihood that HTLV-III
seropositivity means current infection
with the virus is considered much
greater for individuals in identified
AIDS risk groups (e.g., homosexual
or bisexual males, intravenous drug
abusers). Nevertheless, seropositive
individuals may never develop any
symptoms, let alone develop end-stage
AIDS,

Currently, the Centers for Disease
Control (CDC) estimate that § to 6
percent of seropositive individuals will
develop end-stage AIDS while another
25 percent will develop ARC. How-
ever, recent research suggests that the
percentage of seropositive individuals

may be able to transmit the infection
to others, even if they never develop
symptoms themselves, ExHibit |
summarizes the relationships among
exposure, infection, seropositivity,
ARC, and AIDS,

AIDS in the correctional
population

Responses to the study questionnaire
reveal that, since 1981, there have
been a cumulative total of 455 con-
firmed AIDS cases in 25 State and
Federal prison systems. Twenty large
city and county jail systems reported
311 cases of AIDS among inmates.
These figures represent cumulative
total cases since the responding juris-
dictions began keeping records.

who will develop AIDS may be

somewhat higher. Moreover, CDC
cautions that seropositive individuals

As of the period November 1985 to
January 1986, there were 144 cases of

Exhibit 1

Relationships among exposure, infection,
HTLYV-III seropositivity, and development of ARC or AIDS

Stage

Meaning

Relationship to
previous stage(s)

Expostre

Infection

Seropositivity

ARC

AIDS

Individual has contact with
HTLV.II in a way that makes
transmission possible (e.g.,
sexual contact or needle-
sharing activity)

Individual is infected with
HTLV-IIL Infection may be
permanent or body may suc-
cessfully combat the virus,

Individual has antibodies to
HTLV-UI. Infecton has oc-
curred at some time in the past,
but date of infection or whether
individual remains infected
cannot be determined,

A combination of conditions
that together give evidence of
infection with AIDS virus,

lliness characterized by one or
more opportunistic infections
at least moderately indicative
of underlying cellular
immunodeficiency.

Unknown, although multiple
exposures probably increase
the risk of infection.

CDC considers the HTLV-([U
antibody test a reliable indicator
that infection has occurred at
some time. Repeat and con-
firmatory testing increase
reliability.

About 25 percent of seropositive
individuals will probably
develop ARC (CDC estimate).
This estimate is uncertain due
to the lengthy incubation pencd.

About 5 to 6 percent of sero-
positive individuals will
probably develop AIDS. (CDC
estimate), Recent studies place
the fraction as high as one-third.
Again, all estimates are uncer-
tain due to the lengthy incuba-
tion period.

[3%)



AIDS among State and Federal inmates
in 19 systems and 35 cases among city
.and county inmates in 11 systems,

No known AIDS cases have occurred
among correctional staff as a result of
contact with inmates. Questionnaire
respondents reported nine cases of
AIDS among current or former staff,
but none of these individuals had been
involved in an incident with an inmate
in which transmission of the AIDS
virus might have occurred, Indeed,
most were known or suspected to have
been in AIDS risk groups,

The distribution of AIDS cases across
correctional systems is highly skewed
(Exhibit 2). Fifty-one percent of the
prison systerns have had no cases and
80 percent have had fewer than four
cases. Among responding city and
county jail systems, 39 percent have
had no cases and 70 percent have had
fewer than four cases.

At the other extreme, two State prison
systems and only one of the responding
city and county jail systems have had
more than 50 cases. The regional
distribution is also highly uneven.
Over 70 percent of the cases, both in
State prison systems and in city and
county jail systems, have occurred in
the mid-Atlantic region, with all other
parts of the United States contributing
much smaller percentages.

The vast majority of correctional AIDS
cases, particularly in jurisdictions with
large numbers of cases, are believed to
be associated with prior intravenous
drug abuse. There is substantial debate,
but little hard data. on the extent to
which the AIDS virus is being transmit-
ted within correctional institutions,
The two primary means of transmission
are prohibited behavior in all correc-
tions systems. However, logic and
common Sense suggest that, even in
the best-managed correctional
facilities, there may be at least some
transmission of the infection occurring
among inmates,

Correctional policy issues
and options

The major policy areas involved in the
correctional response to AIDS are
education and training; HTLV-II{
antibody testing; and medical, legal,
and correctional management issues.

Exhibit 2

Distribution of cumulative total AIDS cases
among inmates, by type of system

Range of total

State/Federal

City/county

AIDS cases prison systems jail systems
n n n n
0 26 51% 0 0% 13 39% 0 0%
1-3 15 29 W35 10 ° 30 16 5
410 5 10 3 7 7 21 43 14
11-25 2 4 42 9 l 3 12708
26-50 ] 2 33 7 1 3 40 13
51-100 l 2 95 A 0 0 0 0
» 100 42w 1 3 ™o
TOTAL 5t 100% 455 100% 33 99%* 3l 100%

Saurce: NU/ACA questionnatre responses

* Due to rounding

Education and training

Because there is no vaccine or cure for
the disease, education and training
programs are the cornerstone of efforts
to curb the spread of AIDS in prisons
and jails, as well as in the population
at large. Education and training pro-
grams also provide the opportunity to
counteract misinformation, rumors,
and fear conceming the disease. For
example, the majority of systems
responding to the questionnaire re-
ported that inmates and staff worried
about the possibility of contracting
AIDS: many responses referred to fear
of casual contact or types of contact
not actually associated with transmis-
sion of the virus.

As aresult, many correctional adminis-
trators feel strongly that education and
training are not options but absolute
requirements, Ninety-three percent of
the responding jurisdictions currently
offer or are developing AIDS educa-
tional programs for staff: 83 percent
offer or are developing such programs
for inmates.

Among respondents whose educational
programs have operated for some time,
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the vast majority believe these pro-
grams to be effective in reducing the
fears of staff and inmates. Several
jurisdictions reported that timely
educational efforts had successtully
averted threatened job actions by
correctional staff unions.

Experience suggests that training and
education programs should be insti-
tuted before deep-seated fears have
developed, and repeated periodically
so that the latest medical information
can be presented and new staff and
inmates can be reached on a timely
basis.

Effective education programs may
include live presentations by training
teams, printed materials, and video-
tapes. Program curricula and materials
should be brief, clear, and straight-
forward and tailored to the particular
knowledge gaps and concerns of the
audience. They should discuss the
means of transmission of the AIDS
virus and emphasize everyone's re-
sponsibility to avoid behaviors known
to be associated with transmission.
They should also guard against en-
couraging a false sense of security in




any group. Atthe same time, programs
should not create needless fear by
advocating unnecessary precautionary
measures.

HTLYV.-III antibody testing

There is substantial debate, both in
corrections and in society at large,
surrounding the uses of the HTLV-III
antibody test and the meaning of the
test results. The most controversial
testing application in corrections is
mass screening: the testing of all
inmates or all new inmates, regardless
of the presence of symptoms or other
clinical indications.

Correctional policies on HTLV-III
antibody testing. Only four State
correctional systems (Nevada, Col-
orado, Iowa, and Missouri) have
implemented or plan to implement
mass screening programs for inmates;
no city or county systems responding
to the questiennaire have instituted or
planned such programs. However,
almost 90 percent of the responding
jurisdictions do employ testing for
more limited purposes. These include
testing of risk-group members, testing
in support of diagnoses of AIDS or
ARC, testing in response to incidents
in which the AIDS virus might have
been transmitted, testing on inmate
request, and testing carried out as part
of anonymous epidemiological studies.
Exhibit 3 summarizes study findings
on correctional testing policies.

Mass screening: the debate. The
debate over mass screening for anti-
body to HTLV-III in correctional
institutions involves the following
major questions:

® Should correctional systems take
steps not being taken in the community
at large?

Proponents of testing argue that rates
of HTLV-III seropositivity are higher
among inmates and that the virus is
likely to be transmitted within institu-
tions; they believe that screening is
necessary to identify infectious indi-
viduals and to target prevention pro-
grams,

Opponents argue that there is no proof
of higher rates of HTLV-III transmis-
sion in prison and therefore there is no
legitimate reason to screen.

Exhibit 3 T C

Summary of responding jurisdictions’
HTLV-III antibody testing policies for inmates*

State/Federal City/county
Policy category prison systems jall systems
’ n % n %
+ Mass screening (all or all new inmates) 4 8% 0 0%
* Screening of risk groups 2 4 7 21
* Testing only for diagnoses, incident
response, or epidemiological studies 39 77 20 61
+ Testing only on inmate request 1 2 1 3
+ Notesting 5 10 5 15
TOTAL 51 101%° 33 100%

'Inciudes actual and planned policies. This is a hierarchical categorization, That is, jurisdictions that do mass
screening are placed in that category, regardless of whether they aiso do testing for other purposes: junsdictions
that do screening of all members of at least some fisk groups, but no mass screening, are placed in the “screening

of risk groups” category regardless of whether they also do testing for diagnosis, inctdent response, or epidémiology

studies,

®*Due to rounding.

® What are the policy implications of
i ifying seropositive individuals?
Proponents of screening argue that
seropositive individuals must be
identified so they can be given special
supervision, counseling, and other
programming.

Opponents argue that mass identifica-
tion of seropositives would serve no
purposes not better addressed by
educational programs and would, in
fact, create significant correctional
management problems—particularly
if large numbers of seropositives were
identified and there was irresistible
pressure to segregate them.

® How would mass screening affect
education and prevention programs?

Proponents argue that screening is
necessary to inform and target educa-
tion and prevention programs.

Opponents argue that screening need-
lessly and misleadingly divides the
inmate population into a stigmatized
class and a “safe” class, thereby
undermining the important educational
message that everyone should be
careful.
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® [s it possible to develop a reliable
and confidential screening program?

Proponents argue that the antibody test
is reliable and that confidentiality of
results can be maintained.

Opponents argue that the test results
are often unreliable and that real and
rumored results would inevitably
become known to the inmate popula-
tion and others outside the institution,
potentially subjecting actual or sup-
posed seropositives to threats and
intimidation while in prison and to
discrimination in housing, employ-
ment, and insurability after discharge.

® What are the legal implications of
screening?

Proponents argue that mass screening
is legal and proper and, in fact, that

failure to conduct mass screening may

result in serious legal liabilities.

Opponents point out that laws and
policies requiring subjects’ informed
consent for HTLV-III antibody testing
preclude mandatory mass screening
and suggest that liability issues can be
effectively managed.



® Whar are the costs of mass screen-
ing?

Propon¢nts of screening argue that the
test can be economically administered.

Oppowents argue that when the costs
of repeat and confirmatory tests and
the costs.of.

programuming

included, the total pnce couldbucm%;‘"’“
Trose who oppose mandatory tcstmg

prohxbmve particularly for large
systems and/or those likely to identify
large numbers of seropositive inmates.

¢ Willmass screening allay or inflame
Sfears?

Proponents argue that screening could
help to calm the concerns of inmates
and staff if it found low rates of
seropositivity. Moreover, regardless
of the seropositivity rates, failure to
screen could cause serious public
relations problems.

Opponents argue that mass screening
will needlessly inflame fears, particu-
larly if the seropositivity rate is found
to be high.

® Are there feasible alternatives to
screening?

Proponents argue that screening is the
best method of obtaining the necessary
information on HTLV-III seropositiv-
ity and transmission.

Opponents argue that there are better
ways to identify high-risk individuals
and diagnose AIDS and ARC that
avoid the negative consequences of
mass screening. These include astute
medical surveillance and alternative
laboratory work for diagnoses.

In addition, anonymous epidemiologi-
cal studies may permit estimation of
HTLV-III seropositivity and transmis-
sion rates while avoiding the correc-
tional management and confidentiality
problems of mass screening.

Implementation issues. Correctional
administrators who decide to imple-
ment any mass or selective testing
program face arange of issues, includ-
ing when and where to administer the
test, and whether testing should be
voluntary, mandatory, or on request.

In 60 percent of the responding juris-
dictions, all testing is either voluntary
oron inmate request, [n |5 percent of
the jurisdictions, all testing is manda-

tory.

There are serious legal and ethical
issues involving both whether inmates
can be compelled to submit to testing
and whether they have aright to testing
onrequest. Laws in some jurisdictions
(e.g8., California and Wisconsin)
prohibit HTLV-IH antibody testing
"ﬁi&out _the informed consent of the
-;th‘ -a:—: . ".:-“"fl-:‘:m g

T e

——ay

argue that, because of the potentially
serious ncgativc effects of testing
(e.g., discrimination in housing,
employment, insurat:lity), medical
ethics require that there be a right of
refusal, regardless of law or policy.

Some also argue that correctional
systems have an obligation to provide
the test to any or all inmates who
request it. However, if such testing is
provided, many physicians believe that
inmates should be fully and accurately
informed of the potential personal and
psychological effects of testing before
they make any decisions and that those
who are tested be counseled on the
meaning and implications of the
results.

Medical, legal, and correctional
management issues

Correctional administrators responding
to the challenging problem of AIDS in
prisons and jails must balance medical
considerations and medical advice
against complex correctional manage-
ment factors. Decisionmaking is
further complicated by legal and cost
concerns. The following section
discusses these issues.

Medical issues. Perhaps the highest
priority in the correctional response to
AlIDS is providing timely, profes-
sional, and compassionate medical
care to inmates who become ill with
the disease. As in society at large,
prompt detection and diagnosis are
needed to minimize spread of the
disease and alleviate the suffering of
patients.

Whether or not HTLV-LI testing is
used, appropriate diagnostic workups
are necessary to identify immuno-
suppression, ARC, and AIDS. Also,
certain tests may be able to detect early
evidence of opportunistic infections
typically seen in AIDS patients.

Careful surveillance and regular
followup are extremely important for

patients with AIDS, ARC, and HTL V-
[II seropositivity, since life-threatening
symptoms can develop very quickly.
Because AIDS patients expenience
serious psychological as well as

© physical problems, counseling and

e

support systems involving correctional
staff and family members are also
considered important components of
care.

Correctional management issues.
[ronically, the medical treatment of
AIDS patients may be the simplest
issue confronting correctional adminis-
trators, Other questions-—where to
house and treat the inmate, how to
prevert the spread of the disease, and
how to pay for medical care—are
likely to be even more difficult to
resolve.

Housing policies. One of the most
critical and difficult decisions for
correctional administrators is where to
house and treat inmates with AIDS,
ARC, or HTLV-III seropositivity, Of
course, medical considerations dictate
many of these decisions. Most jurisdic-
tions place inmates with confirmed
diagnoses of AIDS in a medical facility
either within the correctional system or
in the community, although the dura-
tion of such hospitalization varies
considerably.

Preventing the spread of AIDS within
the prison and protecting affected
inmates from intimidation and violence
are important considerations. Other
factors in treatment and housing
decisions include availability and
location of facilities able to provide
appropriate care, costs of any new
construction or renovations necessary
to prepare special units, and staffing
of any special AIDS units {correctional
as well as medical).

Correctional administrators have a
number of options concerning treat-
ment and housing placements for
inmates with AIDS, ARC, or HTLV-
III seropositivity. The key options are
the following:

1. maintaining inmates in the general
population;

2. returning inmates to the general
population when their ilinesses are in
remission;

3. administratively segregating in-
mates in a separate unit or relying on
single-cell housing;



4. hospitalization; and

5. case-by-case determination of all
housing and treatment decisions.

Exhibit 4 summarizes the housing
policies of the responding systems.
Two-thirds of the Federal and State
systems, and 70 percent of responding
city and county systems have written
policies in place or in development for
managing inmates with AIDS, ARC,
and HTLV-III seropositivity.

Most jurisdictions hospitalize or
administratively segregate at least
some of the three AIDS-related inmate
categories.

City and county jurisdictions are more
likely to use segregation: 39 percent of
responding city and county jail systems
segregate all three AIDS-related
inmate categories, as opposed to only
16 percent of State and Federal prison
systems. Almost one-third of all
responding systems have basic policies
involving case-by-case determination
of treatment and housing programs.

While Exhibit 4 indicates the wide
variation in correctional policies on
housing and treatment of inmates with
AIDS, the four jurisdictions with
almost 75 percent of the correctional
AIDS cases (New York State, New
York City. New Jersey. and Florida)
all follow the same combination of
policies:

|. medical segregation of AIDS
patients, but no segregation of inmates
with ARC or HTLV-[II seropositivity;

2. careful evaluation and ongoing
monitoring of inmates suspected of
having ARC or AIDS:

3. no mass screening for antibody to
HTLV-III: and

4. extensive staff and inmate educa-
tional programs,

All four of these systems report that
equilibrium has been reached on the
AIDS issue, with no widespread fear
among staff or inmates regarding
transmission of the virus within the
institutions.

Precautionary measures. Correctional
agencies have adopted a wide range of
precautionary measures to control
spread of AIDS within institutions:
many are based on Centers for Disease

Exhibit 4 !

Summary of responding jurisdictions’ housing policies*
for inmates with AIDS, ARC, and HTLV-III seropositivity

State/Federal City/county
Policy combination prison systems jail systems
n % n %%

* Segregate AIDS cases: ARC cases and

seropositives maintained in general

population K 6% 3 9%
* Segregate AIDS and ARC cases:

seropositives maintained in general -

population 10 20 3 9
* Segregate all categories 8 16 13 41
+ No segregation of any categories 2 4 0 0
+ Nopolicy 8 16 ! 3
+ Combinations involving case-by-case

determination 16 31 10 30
+ Other policy combinations 4 8 3 9
TOTAL 51 101%® 331019

*For the purposes of this categonzation, segregation means that the basic
policy is to hospitalize (either within or outside the correctional system) or
to segregate administratively the particular category of inmate. regardless of
whether these inmates are returmed to the general population when their
symptoms subside. Single-celling is also included in segregation,

®Due to rounding.

Control guidelines for clinical staff.'
The CDC guidelines advise clinical
and laboratory staff “to use the same
precautions when caring for patients
with AIDS as those used for patients
with hepatitis-B virus infection...Spe-
cifically, patient-care and laboratory
personnel should take precautions to
avoid direct contact of skin or mucous
membranes with blood, blood prod-
ucts, excretions, secretions, and
tissues of persons judged likely to have
AIDS."”

Several physicians interviewed for this
study believe that, since the AIDS
virus is less hardy and more difficult
to transmit than the hepatitis-B virus,
precautions designed to prevent trans-
mission of hepatitis-B should more
than suffice to prevent transmission of
AIDS.

'CDC. Morbidirv and Mortality Weeklv Report
SMA?;/'R)62)‘§82: 31:577-580: see also MMWR 1985:
4, -
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Some correctional agencies have
instituted precautionary measures
which go far beyond those recom-
mended by CDC. Many of these
measures are designed to limit expo-
sure under extremely t.<mual cir-
cumstances or to preveni sxposure
through casual contact. However. all
evidence indicates that AIDS cannot
be transmitted by a single exposure of
any kind or through casual contact,
This is a major theme in most AIDS
education programs.

Precautionary measures addressing
very rare or casual modes of contact,
even if implemented in a good faith
effort to reduce the fears of staff and
inmates, may ultimately incréase those
fears by encouraging the view that the
disease is spread by the very sort of
unusual or casual contacts they seek to
prevent. Such a conflict between
educational messages and practical
measures may not only increase fear
within the institution, but also may
foster suspicion of the correctional



system for, in effect, saying one thing
about the transmission of AIDS but
doing semething else.

Naotification and confidentiality.

One of the most difficult and sensitive
issues regarding AIDS in corrections
is who receives information on the
medical status of inmates with AIDS,
ARC, or HTLV-III seropositivity. -
Decisions regarding who should
receive HTLV-III antibody test results
and who should be notified of AIDS
or ARC diagnoses may be dictated by
precise legal and policy standards such
as requirements for written authoriza-
tion to release test results or other
medical records.

Twao-thirds of State and Federal prison
systems and 91 percent of responding
city and county jail systems have
general or specific confidentiality
policies covering AIDS-related medi-
cal information.

Some argue that decisions regarding
disclosure versus confidentiality of
medical information in cases of AIDS
or ARC should be based solely on legal
requirements—that is, no information
should be reported to anyone unless it
is required by law. This position is
based on the premise that correctional
systems should bear no greater respon-
sibility for notification than do institu-
tions in the community at large.

Where law or policy allows any
discretion, decisions regarding disclo-
sure versus confidentiality invariably
raise the question of which should take
precedence: the inmate"s right to have
medical information kept confidential
or the correctional system's perceived
legal and moral responsibility to
protect its staff and other inmates, as
well as the public, from HTLV-III
infection.

There are valid claims on both sides.
On the one hand are arguments that
correctional staff have a right to know
when they are dealing with inmates
who may be infectious or who have a
serious communicable disease. and
that other inmates, spouses. or sexual
partners have a right to know who may
be carrying a sexually transmitted
disease. Notification to public health
departments and inmates’ former
and/or subsequent correctional systems
may also be considered important to
facilitate treatment, prevention meas-
ures, and contact tracing. Such disclo-

sures may also be designed to reduce
or eliminate the correctional system's
legal liability should a released or
transferred inmate transmit AIDS to
others.

On the other hand, the most compelling
reason for maintaining confidentiality
is that persons known to have AIDS,
ARC, or HTLV-II seropositivity may
suffer ostracism, threats, and possibly
violent intimidation while in prison,
and discrimination in employment,
housing, and insurance availability
after they are discharged.

Because of their rapid population
turnover rates, jails face even more
difficult policy decisions and logistical
problems regarding disclosure and
confidentiality of medical information.

The most notable study finding regard-
ing disclosure is that a relatively small
number of systems provide test results
to inmates (31 percent of State and
Federal systems and 52 percent of
responding city and county systzms).
No State or Federal system and a small
fraction of city-county systems (19
percent) disclose results to inmates
only. Seventy percent of State and
Federal systems and 61 percent of
responding city and county systems
provide results to medical staff.

No jurisdictions responding to the -
questionnaire specifically reported that
spouses or sexual partners or previous
correctional facilities of seropositive
inmates are notified of test results.

Costs of care and associated services.
Questionnaire responses showed that
correctional systems are almost univer-
sally concerned about the costs of
medical care and associated services
for inmates with AIDS. Questions
regarding range of costs elicited widely
varying estimates, but all agreed that
medical care for AIDS patients is
extremely expensive, whether it is
provided in a correctional medical
facility, in another public medical
facility, or in a hospital in the commu-
nity, particularly because correctional
inmates are ineligible for Medicaid
reimbursement.

Correctional systems should plan on
spending anywhere from $40,000 to
over $600,000 for hospitalization and
associated medical costs of caring for

each inmate with AIDS.® The costs
will vary depending on the amount of
acute care required; they will also
probably be higher if inmates are
placed in hospitals in the community
than if they are retained in correctional
medical facilities or other public
medical facilities,

To the figures for hospitalization and
medical care must be added costs of
ancillary services such as counseling,
possible legal assistance, increased
insurance (unless the system is self-
insured), and funerals. Obviously,
medical care and associated services
for inmates with AIDS could have
serious budgetary implications for
correctional systems.

Legal issues. There is currently very
little law specifically on correctional
systems' policies regarding AIDS
cases, though several cases have been
filed in New York and other States.
Otherwise, specific AIDS-related legal
concerns remain largely hypothetical.
Still, there is substantial caselaw on
correctional medical care in general,
which is important for administrators
to consider in developing policies
regarding AIDS.

Suits on the guality of correctional
medical care” may be brought on the
basis of Federal constitutional stand-
ards, State law, orcommon law. There
are three constitutional principles
relevant to correctional medical care.

First, under the eighth amendment,
inmates are entitled to a safe, decent,
and humane environment.* Second. in
Estelle v. Gamble,” “deliberate indif-
ference to serious medical need" was
held to violate the eighth amendment
protection against “cruel and unusual
punishment.” Finally, the constitu-
tional guarantee of “‘equal protection
of the laws™ applies to correctional
medical care cases, and particularly to

*The low figure is from “Special Report: The AIDS
Epidemic,” New England Journal of Medicine 1985.
312:523; the high figure is based on 2 vears at \ew
York City's annual estumate of $300,000 for patients
requiring acute care.

*This discussion is based largely on the presentation
of Clair Cripe, Esq., of the Federal Bureau of Pnisons,
ata meeung of Correctional Commussioners on A{DS,
sponsored by the National Institute of’ Corrections,
Atlanta, Georgia, November 6, 1985.

4See. ¢.§., Rhodes v, Chapman, 452US 337(1981).
3429 US 97 (1976).



cases involving AIDS inmates, because
of the segregation issues.

Medical care in correctional institu-
tions is usually governed by the same
State laws (e.g., medical practice and
nursing practice acts) that apply to care
in the community at large. Finally, in
some States, correctional medical care
may be subject to suits for common
law torts such as negligence. Medical
malpractice suits are also a possibility.

Existing caselaw on AIDS in correc-
tional facilities falls into the following
three major categories:

1. Equal protection. Cases filed by
inmates alleging denial of equal
protection based solely on the fact that
they had AIDS (e.g., Cordero v.
Coughlin).® This case was decided in
favor of the correctional department.

2. Quality of care. Cases filed by
inmates alleging inadequacies in

607 F Supp 9 (S.D.N.Y.. 1984)

medical care and associated7services
(e.g., Storms v. Coughlin).

3. Failure to protect others from
AIDS, Cases filed by inmates and
potentially also by staff alleging
inadequate protective measures and
seeking additional steps such as mass
screening of inmates and segregation
of inrhates with AIDS, ARC, or
HTLV-Il seropositivity (e.g., Mtr La
Rocca v. Dalsheim).® The La Rocca
case was decided in favor of the
correctional department; other cases on
these issues are still pending.

7Storms v, Coughlin was filed in U.S. District Court
for the Southern District of New York. Some of the
issues may be mooted by new State regulations, but
the plaintiff"s attomey believes that there are a number
of important quality-of-care issues to litigate, See also
Thagardv. County of Cook, unreported optnion: No.
85 C 4429 (N.D. 1ll., May 20, 1985).

8120 Misc 2d 697 (N.Y. 1983). See also Herring v.
Keeney (U.S.D.C., Oregon, filed September 17,
1985): Sheppard v. Keeney (U.S5.D,C., Oregon, filed
October 7, 1985); Malport v. Keeney (U.S.D.C,,
Oregon, filed October 11, 1985): Telepo etal. v. Kean
eral. Civil Action 85-1742A(U.S.D.C., New Jersey,
filed May 1985).

AIDS poses complex and difficult
problems for correctiopal systems. The
only certainty is that the probléms will
not disappear. Every correctional
system should develop comprehensive
policies and procedures for managing
the AIDS problem in its institutions.
The information provided here and in
the full report can help correctional
administrators consider the range of
options available and the strengths and
weaknesses of each.
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