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Foreword 

The managers and staff of correctional institutions were 
among the fIrst criminal justice professionals to confront 
the problem of AIDS. Time has not diminished that 
challenge. By October 1988, a cumulative total of 3,136 
confIrmed AIDS cases (the vast majority the result of 
intravenous drug use) had been reported among in­
mates in the nation's prisons and its largest jails - an 
increase of 309 percent over the fIrst survey of inmate 
AIDS cases in 1985. However, that staggering increase 
is still less than the 407 percent increase in confIrmed 
AIDS cases among the general population during the 
same time period. Correctional administrators thus con­
tinue to face tough decisions about institutional man­
agement, the best and most equitable means of 
identifying and treating inmates with AIDS, potential 
legal issues, and the costs of medical care. Policymakers 
and corrections offIcials cannot afford to wait until 
medical science produces an ultimate answer. To 
address the problem effectively today, they need the 
most accurate and up-to-date information available. 

In late 1985, the Nationallnstitute ofJustice (NIJ) began 
its fIrst study of AIDS in prisons and jails and has, sinc~ 
then, annually surveyed and reported on the prevalence 
and institutional management of AIDS within the fed­
eral and state prison systems as well as in the nation's 
largest jails. Over 24,000 copies of the fIrst, second, and 
third editions have been distributed on request to date. 
This report updates the third edition of AIDS in Cor­
rectional Facilities: Issues and Options published in 1988. 
These studies could not have been completed without 
the cooperation and assistance of numerous profession­
als in the fIelds of corrections and medicine. 

This report is but one part of NIJ's ongoing effort to 
assist correctional administrators and other criminal 
justice professionals in meeting the challenge of AIDS. 
NIJ'sAIDS and the Law Enforcement Officer: Concems 
and Policy Responses, examines AIDS-related policies, 
training programs, and appropriate precautionary 

measures in the context for current medical knowledge 
and the day-to-day realities of law enforcement. NIJ's 
AIDS in Probation and Parole examines the issues which 
AIDS raises for community corrections. 

In mid-1987, the Institute also established the NIJ AIDS 
Clearinghouse to provide a centralized national source 
of information about how AIDS affects criminal justice 
professionals and their work. Within the first two 
months of operation, the Clearinghouse, (301) 251-5500, 
received over 700 calls and requests from federal, state, 
and local criminal justice agencies. The Clearinghouse 
gathers and disseminates AIDS-related information 
developed by NIJ, the Centers for Disease Control, 
other agencies of the V.S. Public Health Service, and the 
Department of Justice, as well as selected materials 
prepared by professional organizations, state and local 
governments, and criminal justice agencies throughout 
the V.S. As part of the Clearinghouse, NIJ instituted a 
new publication series,AIDS Bulletins - short, nontech­
nical summaries of AIDS-related topics for criminal 
justice practitioners. 

The HIV epidemic places enormous stress on already 
overburdened correctional systems. Current and accu­
rate information can place corrections offIcials in a 
stronger position to address the problem of AIDS, pro­
vide sound education and training, ensure equitable 
delivery of services, and develop reasoned and effective 
management policies. Correctional administrators and 
managers have already done much to meet the challenge 
of AIDS. The National Institute of Justice hopes that 
this update will be of assistance in their continued ef­
forts. 

James K. Stewart 
Director 
National Institute of Justice 
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Introduction 

AIDS continues to be an extremely serious public health 
problem in the United States and around the world. The 
disease also continues to pose major social, moral, ethi­
cal, and philosophical issues for those who must formu­
late personal and public policy responses to it. There is 
nothing easy in the response to AIDS, and yet how we 
respond is critically important to our society. As Harvey 
Fineberg, Dean of the Harvard School of Public Health, 
recently wrote, 

[t]he AIDS epidemic exposes hidden vul­
nerabilities in the human condition that are 
both biological and social. AIDS prompts 
courageous and generous acts, and it provokes 
mean-spirited and irrational responses. AIDS 
throws new light on traditional questions of 
value, compels a fresh look at the performaa.ce 
of the institutions we depend on and brings 
society to a crossroads for collective action that 
may, with the passafe of years, mark a key 
measure of our time. 

Prisons and jails are squarely in the public eye as they 
attempt to deal with the difficult issues posed by AIDS. 
Correctional administrators must address many of the 
same issues faced by public health and other govern­
ment officials beyond the walls - education, testing, 
confidentiality, prevention of transmission - as well as 
others not as central to the response on the outside­
segregated housing, rape, and other violent victimiza­
tion. 

Because of the range of difficult AIDS-related issues 
with which they must deal, it is crucial that correctional 
officials be armed with the most accurate and current 

infonrlation available as a foundation for reasonable 
polk.y decisions. Since 1985, the National Institute of 
Justice (NIJ) has attempted to respond to this need by 
providing correctional administrators and policymakers 
with factual and up-to-date information on AIDS. 

This document updates research developments on 
AIDS and reports on the fourth annual NIJ survey of 
correctional systems. Again, we received responses 
from all fifty state departments of correction and the 
Federal Bureau of Prisons, as well as from all twelve 
Canadian correctional systems. 

Thirty-seven questionnaires were sent to large city and 
county jail systems in the United States, and 28 re­
sponses were received (76%).2 This represents a slightly 
lower response rate for the city and county systems than 
we achieved in previous years. However, the responses 
received continue to represent a good sampling of the 
largest city and county jail systems in the United States. 
Data presented in this report are current as of October­
December 1988. 

The report is organized into the following sections: 1) 
Biomedical and epidemiologic research developments; 
2) Epidemiology of HIV infection and AIDS in cor­
rectional facilities and the popUlation at large; 3) Tuber­
culosis and HIV infection; 4) Developing AIDS-related 
policies in corrections; 5) Education and training; 6) 
HIV antibody screening and testing; 7) Housing and 
correctional management policies; 8) Medical care and 
psycho-social services; 9) Precautionary mea"ures; 10) 
Confidentiality and notification issues; 11) Legal and 
labor relations developments; and 12) Legislative 
developments. 

Introduction ix 



1: Biomedical and Epidemiologic Research 
Developments 

In 1988, the Institute of Medicine of the National 
Academy of Sciences issued an update of its 1986 
volume Confronting AlDS.3 These are extremely com­
prehensive and well-written reports on AIDS-related 
issues and research. The 1988 update concludes that 
great progress has been made in defIning the genetic 
structure of the human immunodefIciency virus (HIV) 
and understanding its replication in laboratory culture 
(in vitro). Less well understood are the replication of the 
virus in the living animal (in vivo) and its interaction with 
the host.4 This section summarizes the latest biomedical 
and epidemiologic research regarding the virus and its 
transmission, the natural history of infection as well as 
prospects for vacc~es and therapeutic drugs. 

The Structure and Replication of HIV 

The genetic structure of HIV is extremely complex and 
changeable. It is composed of at least nine genes. Scien­
tists believe that the complexity of the virus underlies its 
ability to remain dormant for long periods and then 
suddenly burst into replicative activity. This pattern, in 
turn, may "hold the key to the pathology of AlDS."s 

In the past several years, a great deal of research atten­
tion regarding the replication of HI V has focused on two 
proteins: the gp120 protein on the viral "envelope" and 
the CD4 "receptor" on the surface of the T4 and mac­
rophage blood cells which are the targets of the virus. 
Robert RedfIeld and Donald Burke provide a good 
summary description of the action of HIV. 

Infection begins as ... [the] ... gp120 [of the 
virus] binds tightly to [ the] CD4 receptor [of the 
target cell]. The virus then merges with the ... 
cell and transcribes its RNA genome into 
double-strand DNA [through the viral reverse 
transcriptase] . 

The viral DNA becomes incorporated into the genetic 
material of the cell's nucleus and directs the production 
of new viral RNA and viral proteins which combine to 
form new virus particles. These particles bud from the 
cell membrane and infect other cells.6 

Because the gp120-CD4 interaction is so crucial to the 
virus's ability to infect healthy cells and replicate, it is 
the focus of a significant portion of the effort to develop 
vaccines and therapies for HIV infection. 

HIV-2 

The virus we typically refer to as HIV in the United 
States is actually HIV-1, so named to distinguish it from 
the more-recently discovered HIV-2. HIV-2 is most 
prevalent in west Africa, whereas HIV -1 predominates 
in the central African areas where the AIDS epidemic 
has reached its most devastating stage thus far. Al­
though less is known about the natural history of mfec­
tion with HIV-2, it is clear that at least some 
HIV-2-infected persons develop AlDS.7 

HIV-2 is a close relative (50% genetically related) of 
simian immunodefIciency virus (SIV) macaque, which 
asymptomatically infects a substantial percentage of 
African green monkeys and causes a simian form of 
AIDS in Asian macaques. Some scientists believe that 
HIV -2 is an intermediate form between SIV and HIV-1. 
It is speculated that the Asian monkeys may have been 
accidentally exposed to African green monkeys in a 
holding facility. While the African monkeys may have, 
over a long period of time, evolved mechanisms to pre­
vent the infection from progressing to disease, the Asian 
monkeys were being exposed for the fIrst time and had 
developed no such defenses. Thus, it may be that it is 
species most recently exposed which are most suscep­
tible to serious viral illness, while species exposed longer 
ago have developed mechanisms to resist the progres­
sion to active disease.8 

HIV-2 is believed to be extremely rare in the United 
States thus far, although it is also true that HIV-2 is less 
well detected than HIV-1 by the available antibody 
tests.9 

Natural History of HIV Infection 

In the past year, some important revisions have occurred 
in our understanding of the natural history of HIV 
infection. Most important has been the realization that 
HIV infection itself, not just AIDS, constitutes the epi­
demic disease. The Presidential Commission studying 
the epidemic was named the commission on the HIV 
epidemic and its report strongly stated that "the term 
'AIDS' is obsolete. 'HIV infection' more correctly de­
fmes the problem. The medical, public health, political, 
and community leadership must focus on the full course 
of HIV infection rather than concentrating on later 
stages of the disease (ARC [AIDS-Related Complex] 
and AlDS)."lO 

Biomedical and Epidemiologic Research Developments 1 



The Institute of Medicine also concluded that terms 
such as ARC and PGL [Persistent Generalized Lym­
phadenopathy] are "no longer useful" in diagnosis or 
prognosis. It is more accurate to describe patients' con­
ditions in terms of their specific symptoms and labora­
tory evidence of immune dysfunctioIl.ll 

In general, scientists now view HIV infection as a con­
tinuum of disease from asymptomatic infection to end­
stage AIDS. Robert Redfield and his colleagues at the 
Walter Reed Army Hospital have developed a six-stage 
view of HIV infection which demonstrates a "predict­
able progressive derangement of immune function" 
based primarily on the progressive infection and de­
struction of T4 cells. AIDS is the last of the six stages 
and it should still be diagnosed based on the presence 
of opportunistic diseases. Redfield contends that 
Kaposi's sarcoma (KS) should no longer be included as 
an opportunistic disease for AIDS because it is not 
related to immune deficiency and can therefore appear 
at an early stage of infection. It is true that progression 
of KS and progression of immune suppression are ap­
parently uncorrelated in many patients. However, KS 
still kills HIV-infected people and is therefore retained 
in the case definition of AIDS.I2 

The Walter Reed classification has been criticized 
based on recent research findings that substantial num­
bers of asymptomatically infected individuals cannot be 
accommodated within its stages. Moreover, this re­
search suggests, CD4 cell counts may be better predic­
tors of disease progression than a patient's Walter Reed 
classification stageP 

However one conceptualizes the stages of infection, the 
timing and pace of progression from one stage to the 
next depend on a range of factors not yet well under­
stood regarding the virus itself (and the particular strain 
infecting the particular individual) and the charac­
teristics of the host. Scientists believe that the two princi­
pal types of cells attacked by HIV (T4 cells and 
macrophages) may be infected at different paces. There 
may be an initial burst of replication in T4 cells (which 
accounts for the symptoms often seen soon after infec­
tion occurs), followed by a long latent period. In the 
macrophages, by contrast, HIV may replicate at a 
slower, steadier pace. This replicative behavior, of 
course, varies not only across cell types but across viral 
strains and individual hosts as well. Scientists believe 
that "an elaborate set of genetic controls" in the virus 
itself determines whether and how fast the cycle of 
replication will occur. The genes which make up the 
virus constantly interact to set the level of viral growth. 
In addition, a variety of co-factors (host characteristics 
rendering an individual more or less susceptible to ac-

2 1988 Update: AIDS in Correctional Facilities 

tive HIV-related illness) are still under study and no 
firm conclusions have yet been reached.14 

Evidence continues to accumulate that virtually every­
one infected with the virus will, sooner or later, progress 
to active disease. In the longest-studied cohort of in­
fected individuals, about 50 percent h,we developed 
clinical AIDS and another 35 percent have developed 
other HIV -related illness after 10 years of followup. One 
mathematical model suggests that 100 percent of the 
cohort will ultimately develop AIDS, although other 
models suggest that some infected people may be 
spared.IS 

While the incubation period of active HIV disease varies 
notably from individual to individual, the most recent 
estimates indicate that the mean incubation period is 
about eight years.16 Of course, these estimates may 
lengthen as cohorts are studied for ever longer periods. 
The point, however, remains clear. The long incubation 
period of HIV disease presents very serious problems 
for bringing the epidemic under control, because at any 
point in time the patterns of active disease represent 
infection patterns that were occurring at least several 
years earlier. 

HIV and the Brain 

It has been known for some time that HIV directly 
infects the brain and causes a range of central-nervous­
system disorders, including a form of dementia. Re­
searchers are now describing in greater detail how and 
when this occurs. Scientists believe that since macro­
phages, one of the cell types infected by HIV, are able 
to cross the blood-brain barrier, they are most likely 
responsible for HIV -related dementiaP 

In addition, researchers are discovering that AIDS 
dementia generally occurs late in the progress of infec­
tion and is accompanied by other symptoms. Neurologi­
cal symptoms are unlikely to develop suddenly or 
independently. This knowledge has important impiica­
tions for employment policies. The clinical evidence 
does not justify HIV antibody testing of job applicants 
and exclusion of seropositives from employment.t8 

HIVTesting 

There have been several developments in testing tech­
nology involving both antibody tests and other types of 
HIV tests. A so-called "five-minute" antibody test has 
been approved by the U.S. Food and Drug Administra­
tion for use by selected hospitals and physicians. While 
the test could be self-administered by the patient or 
administered by others, its limited approval is due to 
concerns that it is difficult to read (especially for lay 



persons), that it may be administered without consent 
(e.g. by emergency medical technicians and other first 
responders at accident scenes), and that it may be used 
without provision of appropriate counseling. 

The test, called Recombigen HIV-l, is the first geneti­
cally engineered recombinant protein test to be ap­
proved by the FDA. The test is performed using whole 
blood (as opposed to serum, as in other available anti­
body tests) from a fmgerprick. Seropositivity is indi­
cated by "clumping" or agglutination between HIV 
antibodies in the blood and a special protein derived 
from a hybrid HIV-l gene combining the viral com ... 
ponents most productive of antibody response. How-\ 
ever, this clumping may not be visible without special 
lighting or magnllication.19 

Another "home" antibody test is simply designed to 
enable individuals to draw their own blood, which the~ 
must be sent to a laboratory for analysis. This procedure 
offers an additional confidentiality protection in that the 
person need not appear at a testing facility. However, 
the FDA provisionally denied licensure of this kit based 
on concerns about its safety and the quality of counsel­
ing that would be provided by the laboratories perform­
ing the tests and informing subjects of their results.20 

The debate over the accuracy of the available antibody 
tests - principally, the ELISA and Western Blot tests­
continues. Recent evidence from the Centers for Dis­
ease Control (CDC) and the U.S. armed forces' testing 
program indicate that the tests are highly accurate, even 
in low-prevalence populations, if performed with strict 

. standardization and stringent quality contro1.21 How­
ever, lack of standardization and quality control may still 
lead to test accuracy problems, particularly excessive 
false positives, in populations with low true prevalences 
of HIV infection. 

Other types of HIV tests are designed to avoid some of 
t!le pitfalls of antibody testing. These include the Poly­
merase Chain Reaction (PCR) approach and HIV an­
tigen tests. The PCR technology ampliftes DNA gene 
sequences, thus permitting direct detection of HI V even 
when it is latent or inactive. This potentially eliminates 
the problept of the "window period" in antibody testing 
as well as making it possible to diagnose HIV infection 
in infants with much greater accuracy. PCR testing has 
been used to show that several patients who 
"seroreverted" from positive to negative on antibody 
tests were still latently infected with HIV.22 At this time, 
however, PCR should be viewed as a research tech­
nique, not yet suitable for clinical use. 

HIV antigen tests, which detect part of the virus itself 
rather than antibodies to the virus, are in widespread use 

in research, but not yet licensed for diagnostic use be­
cause the significance of a positive antigen test is not yet 
clear. Antigen is usually detected early in infection 
(when the antibody test is still negative) or late in the 
course of disease. Antigen tests are most often negative 
between ther,;e two times. As a result of the uncertainty 
regarding their interpretation, antigen tests are not 
likely to be widely used for screening purposes. Rather, 
their principal use will probably be as a marker of viral 
activity to inform decisions regarding efficacy of various 
treatment strategies. 

Prospects for Vaccines 

In its 1988 update of Confronting AIDS, the Institute of 
Medicine concludes that vaccine development "con­
tinues to pose fundamental difficulties" and that "we are 
no closer now to having a licensed vaccine against HIV 
than we were 2 years ago." A number of vaccines are 
under development and several have been approved for 
clinical trials in the United States and Europe. However, 
none of the vaccines under testing has as yet been able 
to prevent infection in primates or humans. The candi­
date vaccines have producr,d increased antibody levels, 
but there has been no correlation between these ele­
vated antibody levels and the progress of natural infec­
tion. The virus has clearly "evolved a way to coexist with 
the immune response of the host.,,23 

There are a number of explanations for the difficulties 
encountered in vaccine development. First, the virus 
appears to be able to hide (almost in "Trojan horse" 
fashion) in cells, change the composition of its coat, and 
install its own genes within the genes of the host. All of 
these mechanisms may protect HIV from effective at­
tack by vaccines. Second, an. individual may be infected 
by more than one strain of the virus, so that while a 
vaccine attacks one strain, the other is able to continue 
replicating and infecting cells. Third, a vaccine's activa­
tion of helper T cells in the body's normal immune 
response to HIV may actually stimulate HIV replication 
and cell death. Additionally, a vaccine may stimulate the 
production of antibodies that enhance HIV infection of 
helper T cells. Thus, according to Redfield and Burke, 
"the very process that should defeat HIV ... has the 
diabolical effect of increasing the proliferation of the 
virus." Fourth, a vaccine against HIV may have to block 
infection totally, rather than simply blocking active ill­
ness, as most other successful vaccines do. This is be­
cause of the possibility of direct cell-ta-cell transmission 
which couJ,d not be blocked except by an immune re­
sponse which successfully eraditcated the virus. Re­
searchers hope that there is some humanly tolerable 
level of HIV infection so that they need not confront the 
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daunting necessity of totally blocking infection, which is 
not reasonable to expect from any vaccine.24 

In addition to the obstacles posed by the virus itself, 
there are several other serious problems affecting scien­
tific attempts to develop vaccines. First, the lack of a 
good (and readily available) animal model of HI V infec­
tion in humans has hindered work on both vaccines and 
therapeutic drugs. Second, there are serious problems 
of scientific uncertainty (e.g., does the absence of infec­
tion reflect the action ofthe vaccine or the subject's own 
risk reduction behavior?) and ethics (e.g., can any 
potentially effective vaccine or therapy be appropriately 
withheld for research purposes from anyone at risk?) 
surrounding clinical trials and it will likely be difficult to 
enroll sufficient volunteers. Indeed, in view of the array 
of problems already encountered, the Institute of Med­
icine has recommended that clinical trials of vaccines in 
humans be delayed until significant new advances have 
been made or until a candidate vaccine is demonstrated 
to be effective in primates.25 

Prospects for Therapeutic Drugs 

On the subject of therapeutic drugs for HIV infection, 
the Institute of Medicine fmds "cause for cautious opti­
mism." However, the Institute's report emphasizes that 
therapies depend on early detection of infection and 
early treatment to be maximally effective. There are 
numerous drugs now available - a few legally and many 
others illegally-or under development that may have 
some inhibitory effect on the progression of infection at 
various stages of HIV's life cyclefrom the binding of the 
gp120 "envelope protein" and the CD4 cell receptor to 
the budding of newly replicated viral particles. Other 
drugs are aimed at preventing or controlling oppor­
tunistic diseases associated with HIV infection.26 How­
ever, it remains true that there is no cure for HIV 
infection. No drug available to date has been able to 
eradicate the infection or restore the immune system. 
The best that has been achieved thus far is the retarda­
tion of the process of infection and disease. 

The most promising areas of research on therapeutic 
drugs are inhibition of reverse transcriptase (the viral 
component essential to the reverse coding of genetic 
information from RNA to DNA - thus the term "retro­
virus") and other anti-viral interventions such as inhibi­
tion of the gp120-CD4 interaction. The most noteworthy 
reverse transcriptase inhibitor is zidovudine (also 
known as azidothymidine or AZT). Clinical trials have 
now clearly shown that AZT slows the progress of HIV 
infection and prolongs life in many patients with severe 
disease manifestations.27 
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Clinical trials on the efficacy of AZT in asymptomatic 
individuals have been in progress for some time, but 
results are not yet available. Several sites have continued 
to have serious difficulties enrolling volunteers in the 
trials, in part because a significant number of physicians 
are now reportedly prescribing AZT to asymptomati­
cally infected patients, despite the fact that the drug has 
not been approved for this purpose by the FDA.28 

However, AZT's serious side effects and considerable 
cost continue to raise concern. Of even more serious 
concern is the recent discovery of AZT -resistant strains 
ofHIV. This raises the possibility that AZT may only be 
able to retard the progression of HIV disease for a 
relatively short period. One strategy for combatting viral 
resistance and reducing side effects is to alternate doses 
of AZT with other drugs. One combination under study 
is AZT and another reverse transcriptase inhibitor 
called ddC (2',3'-dideoxycytidine). Recent research in­
dicates that ddC is able to retard viral replication in 
some patients, but that it has potentially serious side 
effects. The alternating regimen of AZT and ddC is a 
promising approach because the side effects of the two 
drugs are very different. Other combinations of drugs 
are also being tried.29 

A notable anti-viral intervention is soluble CD4, exo­
genouslyadded fragments of the receptor CD4 protein 
to which the viral envelope protein must bind to begin 
the process of HI V replication. The idea is to "trick" the 
gp120 of the virus into binding to these non-ceIl-related 
fragments of CD4, thus neutralizing the infectivity of the 
virus and sparing the cells. Recent research shows that 
CD4 has been effective in inhibiting HIV replication 
and virus-induced cell fusion in rhesus monkeys infected 
with Simian Immunodeficiency Virus (SIV) Macaque. 
Because of the close relationship between SIV macaque 
and HIV -1, these infected monkeys provide an excellent 
model for evaluation of potential therapies. There are 
several potential problems with soluble CD4, however. 
First, the substance may be unable to cross the blood­
brain barrier to inhibit infection in the central nervous 
system. Second, the large doses of soluble CD4 neces­
sary to divert the viral gp120 may interfere with other 
cell function and independently exacerbate immune 
deficiency rather than reversing it.3D 

Prophylaxis and treatments for various opportunistic 
diseases are also receiving considerable attention. 
Aerosolized pentamidine received FDA approval in 
February 1989. It is being widely used to prevent appear­
ance or recurrence of Pneumocystis carinii pneumonia 
(PCP) in HIV-infected patients. Clinicians are finding 
the drug more effective and less toxic when delivered 
directly to the lung through a nebulizer than when in-



jected. Trimextrate, another drug used to treat PCP, has 
been granted "investigational new drug" (IND) status 
under new FDA regulations. This means that it may be 
sold at cost only (no profit is allowed) for treatment 
purposes. Trimextrate was the first AIDS-related drug 
to be approved under these regulations.31 

Recent research on AIDS patients (and other im­
munocompromised individuals) with herpes simplex 
virus (HSV) and cytomegalovirus (CMV) disease raise 
serious concerns about the long-term efficacy of cur~ 
rently available treatments for these opportunistic infec­
tions. Scientists have discovered strains of HSV and 
CMV that are resistant to acyclovir and ganciclovir, 
respectively. A number of patients have died when their 
infections became resistant to these drugs. Some scien­
tists fear that HIV itself may develop drug-resistant 
strains. Ironically, it is possible that as the prognoses of 
HIV-infected individuals improves under anti-HIV 
treatment, more drug-resistant pathogens will emerge 
to threaten their life-expectancy. These research fmd­
ings, together with the discovery of AZT -resistant 
strains of HI V, only serve to underscore the importance 
of aggressive development of alternative therapies.32 

Drug Approval and Clinical Trials 

There has been a great deal of controversy surrounding 
the time-consuming FDA approval process for vaccines 
and drugs. In particular, persons with HIV infection and 
AIDS advocacy groups have complained that people 
were dying while the government tied up promising new 
drugs in cumbersome and seemingly endless trials and 
bureaucratic approvals. In response to these criticisms, 
the FDA has streamlined the process and created the 
new category of investigational new drugs mentioned 
above. These drugs can be distributed and made avail­
able to patients before the full approval process has 
been completed.33 

At the same time, scientists continue to point to the 
absolute necessity of well-designed clinical trials. The 
Institute of Medicine concludes that poorly designed 
studies produce results that are of no value in measuring 
efficacy and "distribution of untested drugs makes it 
impossible to determine whether or not they are effec­
tive .... The end result ... could include the continued 
prescribing of useless or harmful therapies.,,34 

The conflict between the need for speeded access to 
drugs and the need for rigorous trials to assess the 
efficacy of drugs is one of the ethical dilemmas posed by 
the HIV epidemic. Researchers recommend that, to 
minimize the problems associated with clinical trials, 
they enroll the smallest possible number of subjects that 
can produce statistically significant results and broaden 

the geographical and demographic base to include 
hitherto underrepresented groups such as women and 
intravenous drug users.35 

lransmission of HIV 

The modes of HIV transmission - sexual intercourse, 
blood-to-blood contact, and perinatal events - are clear 
and well documented. There have been no develop­
ments indicating that this picture will change. Indeed, 
the Institute of Medicine reports that "[a] change in HIV 
transmission modes would be biologically unprece­
dented in a virus. There is no evidence that HIV is 
capable of such a change.,,36 , 

Substantial suspicion regarding possible new transmis­
sion modes has focused on the AIDS patients in the 
CDC registry with "no identified risk." Of course, it is 
important to understand at the outset that most of the 
individuals in this category died before they could be 
interviewed, refused to be interviewed, or were other­
wise lost to followup. A recent intensive effort to obtain 
risk factor information on individuals in this group 
succeeded in reclassifying a significant number into ex­
isting tr?.nsmission modes and failed to find evidence for 
any new modes of transmission.37 

If the modes of transmission are clear, the relative effi­
ciency of transmission associated with the specific be­
haviors and incidents composing each mode are less 
clear.3S In addition, there is continued uncertainty as to 
the relative infectiousness of symptomatic persons and 
those without symptoms.39 Of course, asymptomatically 
infected persons are still infectious. 

Sexual transmission has been most common among ho­
mosexual men, although heterosexual transmission has 
clearly been established. A possible case of female-to­
male transmission through oral-genital sex has recently 
been reported. This is the first reported case attributed 
exclusively to oral sex. The infected individual, a 60-
year-old male with diabetes and HIV -related dementia 
reported no high risk behavior other than a two-year 
relationship with a female prostitute with whom he en­
gaged in oral sex only. The man stated that he had no 
contact with the prostitute's blood and had no oral or 
genital ulcers at the time of his encounters with the 
prostitute. The report must be treated with caution, 
however, because of the man's mental incapacities and 
because the infection status of the prostitute was not 
determined. Finally, there have been one and possibly 
two cases of female-to-female transmission through 
traumatic sexual practices. It is expected, however, that 
this will continue to be an extremely rare occurrence.40 

Biomedical and Epidemiologic Research Developments 5 



Blood-to-blood transmission has occurred primarily 
through sharing of needles and works by intravenous 
(IV) drug users and through transfusions of infected 
blood and provision of infected blood preparations to 
hemophiliacs. The latter two modes have been virtually 
eliminated by the universal screening of donated blood 
and heat treatment of clotting factor concentrates. 
However, between March 1985 (when blood screening 
began) and October 1987, there were 13 cases of HIV 
infection in recipients of blood donated by persons 
testing negative at the time of their donations. These 
donors had been infected too close to the time of their 
donations for detectable antibodies to have appeared. 
Thus, a very small number of HIV-infected units are 
slipping through the elaborate screening process that 
has been established. It has been estimated that in the 
United States only 1 of 40,000 to 50,000 donated units is 
infected but goes undetected.41 

Of particular concern to corrections and law enforce­
ment personnel has been the possibility of infection 
through needlesticks and other blood-to-blood or 
blood-to-mucous-membrane exposure. There have 
been only 14 well-documented cases of on-the-job infec­
tion of health care workers, including nurses, medical 
technicians, laboratory technicians and dentists. A num­
ber of these cases involved individuals who had failed to 
follow established precautionary procedures. 
Moreover, based on several large prospective studies of 
health care workers suffering needlestick, other blood­
to-blood and mucous-membrane exposures to patients 
known to be HIV -infected, the risk of infection in such 
exposures is less than one percent. Studies have also 
shown that the risk to dentists and dental personnel is 
extremely low.42 

Perinatal transmission is about 30-50 percent efficient, 
although perhaps higher for infants born of sympto­
matic mothers. However, the results are complicated by 
the fact that some infants born of infected mothers 
display maternal antibodies which may be falsely indica-
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tive 01 their own infection. It may take 12-15 months or 
more for these maternal antibodies to clear so that test 
results will actually reflect the presence or absence of 
the child's own antibodies. Further complicating diag­
nosis is the fact that, after maternal antibodies clear, an 
infected infant may not mount an independent antibody 
response for some time.43 

Other modes of transmission continue to be discredited 
by research fmdings. Ongoing studies of more than 500 
family and household members of AIDS patients reveal 
no cases of infection through casual, non-sexual contact. 
Similarly, there continues to be no evidence for trans­
mission by insects or in normal occupational or social 
settings.44 

Finally, there is still no evidence of HW transmission 
through biting or exchange of sa/iva. In a CDC study, not 
one of 48 health care workers seroconverted after skin 
or mucous-membrane exposure to saliva from HIV-in­
fected patients. One previous report of possible trans­
mission between siblings by a bite was discounted when 
further investigation determined that the bite had not 
broken the skin. A report of transmission through 
mouth-to-mouth contact is now discounted because the 
individual, although initially reported to be culture posi­
tive, has remained seronegative and repeated sub­
sequent efforts to culture the virus from her have 
failed.45 

As a result of the strong evidence against transmission 
of HIV through certain body fluids, CDC has reaentIy 
revised its guidelines for "universal precautions" in 
health care settings. Previously these guidelines were to 
apply to all body fluids. However, CDC has now limited 
their application to blood, other body fluids containing 
visible blood, tissues, semen, vaginal secretions, and 
several other less commonly encountered fluids. Uni­
versal precautions are no longer recommended for 
saliva, sputum, vomitus, nasal secretions, sweat, tears, 
urine, or feces, unless they contain visible blood.46 



2. Epidemiology of HIV Infection and AIDS in 
Correctional Facilities and the Population at 
Large 

HIV Infection and AIDS in the 
Population at Large 

AIDS cases in the United States appear to be following 
quite closely the projections made by the CDC in 1986. 
Although the rate of increase in AIDS cases is slightly 
slower in 1988 than it was earlier in the decade, the 
numbers continue to grow alarmingly. As of January 1, 
1989, there had been almost 83,000 cases of AIDS re­
ported to CDC, including over 1300 pediatric cases. 
Officials at CDC believe that their reporting system 
captures about 90 percent of the cases meeting the 
surveillance definition, which was significantly ex­
panded in 1987. By January 1, 1989, over 46,000 persons 
had died of AIDS in the United States. The Public 
Health Service (PHS) estimates that by the end of 1992, 
there will have been 365,000 AIDS cases diagnosed and 
263,000 cumulative deaths. During 1992 alone, accord­
ing to PHS, there will be 80,000 new diagnoses and 
65,000 people will die of AIDS in the United States.47 

In Canada, 2,253 adult cases and 39 pediatric cases had 
been reported as of December 28, 1988. There had been 
1,245 known deaths.48 

New York State and California together account for 45 
percent of AIDS cases in the United States, although 
this is down several percentage points from last year, 
indicating a greater diffusion of the epidemic. New J er­
sey, Florida, and Texas contribute another 22 percent of 
total cases, up one percentage point from 1987. 

The Public Health Service has reduced slightly its orig­
inal estimate of the number of asymptomatically in­
fected individuals in the United States. In 1986, it was 
estimated that 1-1.5 million Americans were infected. 
The PHS offers this same range as a reasonable estimate 
of infection in 1988.49 This reduction was based on new 
seroprevalence data and size estimates for several key 
groups of the population. Overall seroprevalence in the 
popUlation is unknown. Numerous subpopulation stu­
dies are under way and a national household sero­
prevalence study is under discussion. 

In the meantime, the closest substitute for national sero­
prevalence data are figures from first -time blood donors 
(0.04% in the period April 1985-May 198'7, adjusted for 
the age, sex, racial, and ethnic composition of the U.S. 
population) and applicants for military service (0.12% 
in the period October 1987-March 1988, down from 

0.15% in the period October 1985-March 1986). How­
ever, these rates are believed to be underestimates of the 
seroprevalence in the total population because persons 
at high risk of infection are underrepresented through 
self-selection.50 

The racial and ethnic breakdown of AIDS cases in the 
United States has remained fairly stable, although the 
historic overrepresentation of blacks and Hispanics is 
becoming more pronounced. For example, in 1987, 60 
percent of cumulative total cases had been among 
whites, 25 percent among blacks, and 14 percent among 
Hispanics. By the end of 1988, the percentages were 58, 
26, and 15, respectively. This reflects a shift in the 
fastest-growing component of the epidemic from gay 
white males to black and Hispanic IV drug users, their 
sexual partners, and children. In general, blacks and 
Hispanics will be increasingly over-represented among 
AIDS cases as the epidemic proceeds. 

The CDC breakdown of cumulative total AIDS cases by 
transmission categories as of January 1, 1989 is shown in 
Figure 1. Notably, there has been a three-percent shift 
in cases from the homosexuallbisexual male category to 
the IV drug abuser category: in December 1987, the 
respective percentages for these groups were 65 percent 
and 17 percent; in December 1988, they were 62 percent 
and 20 percent. Cumulative total cases among gay men 
increased by 54 percent during this year, as opposed to 
an 86 percent increase among IV drug users. CDC 
believes that there has been a shift, but attributes some 
of it to the change in the case definition of AIDS that 
produced greater increases in IV drug use-associated 
cases than in gay male cases. Heterosexual cases main­
tained the same 4 percentshare of the total between 1987 
and 1988, but the absolute number of heterosexual cases 
increased by 77 percent during that interval.51 

Clearly, the face of the epidemic in the United States is 
changing. The growth in new cases of AIDS is slowing 
among gay populations in some parts of the country, as 
is incidence of HIV infection. This may be attributable 
to saturation or to behavior change or some combina­
tion of the two. The sharpest increases in AIDS cases in 
the past two years have been among IV drug users, their 
sexual partners and children. In New York City, 1988 is 
the first year of the epidemic in which new cases among 
IV drug users outnumbered new cases among gay men. 
Moreover, there may be many more unreported cases 
of HIV-related disease among IV users in New York 
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Figure 1 

BREAKDOWN OF ADULT/ADOLESCENT AIDS CASES IN THE U.S. 
BY TRANSMISSION CATEGORY 

Number of Percent of All 
Transmission Category Cases Cases 

Homosexual/Bisexual Male 50,325 62% 

Intravenous (N) Drug Abuser 16,151 20 

Homosexual Male and N Drug Abuser 5,874 7 

Hemophiliac 773 1 

Heterosexual Cases 3,589 4 

Transfusion Recipients 2,044 3 

Undetermined 2,6623 3 

Total 81,418 100% 

3These individuals are thought to have had known risk factors, but information on these factors was not available for various reasons-e.g., they 
died before they could be interviewed, they refused to be interviewed, or they had forgotten or failed to admit high-risk behaviors. 

Source: CDC, AIDS Weekly Surveillance Report - United States, January 2,1989. 

and other cities, based on a study showing that many 
deaths officially attributed to narcotics are also linked 
to HIV infection.52 

Perinatal AIDS has increased sharply in the past year­
by over 75 percent between December 1987 and Decem­
ber 1988. Almost 80 percent of pediatric cases are 
attributed to perinatal transmission with at least one 
parent at risk of HIV infection. These are overwhelm­
ingly the children of IV drug users or their sexual part­
ners. Almost 80 percent of them are black or Hispanic. 
Many live their entire lives in hospitals, abandoned by 
parents who are generally unable to care for them due 
to their own illness or drug addiction. 

The likelihood of large-scale spread of HIV into the 
non-IV drug using heterosexual population continues to 
be downplayed by most observers. However, public 
health officials warn against complacency, since the 
possibility of heterosexual transmission is clearly estab­
lished and rapid spread could occur where there is a 
sufficient reservoir of infected people to initiate and 
sustain a "chain of transmission." These circumstances 
currently seem most likely to exist among IV drug users 
and their se},.'ual partners, and IV -drug using prostitutes. 

Indeed, heterosexual transmission thus far has been 
almost entirely limited to sexual partners of persons with 
histories of high-risk behavior - primarily IV drug users. 
There has been little or no tertiary transmission - i.e., 
transmission in which neither partner has established 
risk factors for HIV jnfection. In short, there is not a 
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general epidemic of HI V infection in the United States. 
Instead, there is really a series of smaller, overlapping 
epidemics-for example, homosexual men, IV drug 
users, and sexual partners of IV drug users - each with 
its own dynamic, history, and projected course.53 

HIV Infection and AIDS in 
Correctional Facilities 

No Job-Related Cases ofHIV Infection or AIDS Among 
Correctional Ofticers. Four successive NIJ surveys of 
correctional systems have found no cases of HIV infec­
tion or AIDS in correctional staff that could be linked 
to an on-the-job incident. In this year's survey, two 
systems listed job-related cases but, upon further inves­
tigation, neither case was at all persuasive. The first case 
occurred in the Maricopa County (Phoenix, Arizona) 
jail, where an officer claimed that an HIV-positive in­
mate spat in his face. Six weeks later, the officer tested 
positive. He had not been tested at the time of the 
incident to determine his baseline antibody status. 
Moreover, the incident itself posed at best an extremely 
remote risk of infection. As a result, a board composed 
of medical specialists, county attorneys, and a repre­
sentative of the industrial commission determined that 
the infection was not job-related. 

The second case involved a Philadelphia County cor­
rectional officer who claimed to have been infected on 
the job. Details are extremely sketchy. Apparently, the 
officer was only tested once, and not by the prisons' 



Figure 2 

CUMULATIVE TOTAL AIDS CASES AMONG U.S. CORRECTIONAL INMATES 
AND THE U.S. POPULATION AT LARGE, 1985·1988 

Percent Percent Percent 
November October Increase October Increase October Increase 

1985 1986 1985·86 1987 1986·87 1988 1987·88 

Correctional Cases 766 1,232 61% 1,964 59% 3,136b 60% 

Cases in Population 
at Large3 

14,519 26,002 79 41,770 61 73,621 76 

3 Adult/adolescent cases. Pediatric cases excluded. 

bCity/countyjaii systems reporting in 1987 but not reportin~ in 1988 were Baltimore City (Maryland), Wayne (Detroit, Michigan), Westchester 
(New York), Harris (Houston, Texas), Ventura (Califorma), and Orange (California). These jurisdictions reported having had a total of 45 
cases as of 1987. 

Source: CDC, AIDS Weekly SUlVeillance Reports - U.S., November 4,1985, October 6, 1986, October 5, 1987, October 3, 1988; NIJ Questionnaire 
Responses. 

occupational health services. He has since left the em­
ploy of the correctional system without submitting a 
written claim. Therefore, this is not considered a bona 
fide case of job-related infection. 

AIDS Cases Among Correctional Inmates A~ of Oc­
tober 1, 1988, there had been a cumulative total of 3,136 
conftrmed AIDS cases among inmates in 70 responding 
federal, state, and local correctional systems in the 
United States (Figure 2). There had been 2,047 cases in 
44 state and federal systems. Twenty-six city and county 
systems reported 1,089 cases. These ftgures require 
several qualiftcations. First, there may be some double 
counting of cases between state and local correctional 
systems, as county inmates often move on to state insti­
tutions after conviction. This may mean that the total 
ftgures are overstated. Second, as shown in Figure 2, the 
list of responding city/county systems has changed 
slightly from year to year. For example, seven systems 
that responded in 1987 failed to respond in 1988, while 
one 1988 respondent had not participated in 1987. How­
ever, the numbers of cases reported from these variably 
participating jurisdictions are not large enough to 
change the overall picture in any signiftcant way. 

Total cases in responding U.S. correctional systems 
increased by 60 percent between October 1987 and 
October 1 Q88. As Figure 2 shows, the rate of increase in 
total correctional cases has remained constant since 
1985. Moreover, this rate of increase continued to be 
slower than that seen in the total U.S. population-76 
percent between October 1987 and October 1988. The 
jump in the rate of increase in total AIDS cases in the 
U.S. population between 1986-1987 and 1987-1988-
from 61 percent to 76 percent-is at least partially at· 

tributable to the expansion of the CDC surveillance 
definition of AIDS in August 1987. Fully fourteen per­
cent of the total cases reported to CDC as of October 3, 
1988 met only the revised case deftnition. 

In Canada, the federal correctional system reported a 
cumulative total of three AIDS cases, up only one from 
1987, while provincial systems reported 31 cases, up well 
over 100 percent from 1987. 

The ftgures above are cumulative totals - that is, they 
,:,epresent all cases reported since the correctional sys­
tems began keeping records. As of October 1, 1988, 44 
state and federal systems in the United States reported 
445 current inmate AIDS cases (432 males and 13 
females), while 26 city/county systems reported 192 cur­
rent cases (172 males and 20 females). Canadian systems 
had 7 current cases (5 males and 2 females). 

State and federal systems in the United States report 
that a cumulative total of 1,088 inmates (1,051 males and 
37 females) had died of AIDS while in custody. Re­
sponding city and county jail systems reported 220 AIDS 
deaths (207 males and 13 females). About one-third of 
all inmate AIDS deaths in the United States have oc­
curred since the 1987 survey was taken. Canadian sys­
tems report six AIDS deaths, three of which occurred 
since the 1987 survey was taken. 

In some correctional systems, AIDS has come to ac­
count for a signiftcant proportion of all mortalities. In 
New York state, for example, almost 60 percent of 
deaths among correctional inmates in 1987 and 1988 
were the result of AIDS.54 
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Figure 3 

DISTRIBUTION OF CUMULATIVE TOTAL AIDS CASES AMONG INMATES, 
BY TYPE OF SYSTEM, UNITED STATES 

State/Federal Prison Systems 

Range of 
Total AIDS Cases November 1985 October 1988 

n n 
systems % cases 

0 26 51% 0 

1-3 15 29 24 

4-10 5 10 30 

11-25 2 4 42 

26-50 1 2 33 

51-100 1 2 95 

>100 1 2 231 

Total 51 100% 455 

Range of 
Total AIDS Cases November 1985 

n n 
systems % cases 

0 13 39% 0 

1-3 10 30 16 

4-10 7 21 43 

11-25 1 3 12 

26-50 1 3 40 

51-100 0 0 0 

>100 1 3 200 

Total 33 99%8 311 

8 Due to rounding. 

Source: NIJ Questionnaire Responses. 

The distribution of cumulative total AIDS cases across 
correctional systems in the United States remains quite 
skewed (Figure 3). Five more state systems reported 
cases than did so in 1987. Only seven state correctional 
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n n 
% systems % cases % 

0% 7 14% 0 0% 

5 8 16 13 1 

7 18 35 118 6 

9 6 12 107 5 

7 5 10 155 8 

21 2 4 138 7 

51 5 10 1,516 74 

100% 51 1018% 2,047 101%8 

City/County Jail Systems 

October 1988 

n n 
% systems % cases % 

0% 2 7% 0 0% 

5 6 21 13 1 

14 6 21 40 4 

4 7 25 116 11 

13 4 14 151 14 

0 1 4 73 7 

64 2 7 696 64 

100% 28 99%8 1,089 101%8 

systems still report having had no AIDS cases, down 
from 26 systems in 1985. Still, almost two-thirds of state 
and federal systems and almost one-half of reporting 
city and county systems have had ten or fewer cases of 



/ 
AIDS among their inmates. At the other extreme, only 
seven state and fyderal systems and three city and comity 
systems have had more than fifty cases. Five state and 
federal systems (10%) account for almost three-quar­
ters of the total AIDS cases in these systems, while three 
responding city and county systems (11%) account for 
over 70 percent of the total cases in those systems. 

Figure 4 shows that the Middle Atlantic states still ac­
count for the majority of inmate AIDS cases. While the 
regional distribution is less uneven than it was in 1985, 
it did not change dramatically in the last year. Indeed, 
while the Middle Atlantic region's share of state system 
cases continued to decline between 1987 and 1988, that 
region's share of city/county jail cases actually rose in 
the last year. In both types of systems, the South Atlantic 
and Pacific region's shares of cases either remained 
constant or declined between 1987 and 1988. 

Clearly, all correctional systems will have an inmate 
AIDS case sooner or later. However, it is likely that the 
distribution of cases across correctional systems and 
geographic regions will continue to be quite uneven. 

The incidence rate of AIDS in the total U.S. population 
was 13.3 cases per 100,000 in 1988, up from 8.6 in 1987.55 

Incidence rates for individual states ranged from vir­
tually zero to 39, with most under 10. Incidence rates in 
most correctional systems have increased since last year, 
reflecting the growing number of AIDS cases in these 
populations. In state and federal correctional systems, 
incidence rates ranged from zero to 536, although more 
than one-half of the states have incidence rates less than 
25 and only 8 have rates over 100.56 The aggregate 
incidence rate for all state and federal systems was 75 
cases per 100,000 inmates in 1988, up from 54 in:' 1987. 

Incidence rates in city/county correctional systems 
ranged from zero to 2,038 ca$es per 100,000 in 1988, but 
almost one-half of the systems had rates under 25. The 
aggregate rate for responding city/county jurisdictions 
was 183 cases per 100,000. Rapid population turnover 
makes these jail system incidence statistics extremely 
suspect. The aggregate AIDS incidence rate for all 
Canadian inmates was 22 cases per 100,000, substan­
tially lower than in the United States. 

AIDS incidence rates are predictably higher in cor­
rectional systems than in the outside world, because of 
the over-representation among inmates of intravenous 
drug users and others with histories of high-risk be­
havior. There is an extremely wide range of incidence 
rates in prison and jail systems, reflecting the uneven 
distribution of total correctional AIDS cases across sys­
tems and regions. 

Characteristics of Inmate AIDS Cases. The vast major­
ity of· inmate AIDS cases in the 'United States and 
Canada continue to pe among men (95 percent in the 
United States, 94 percent in Canada). However, total 
female cases in U.S. correctional systems increased at a 
faster rate between 1987 and 1988 than total male cases 
(95 cases to 157 cases, for a 65% increase, as oppos~d 
to a 59% increase in male cases). 

Data on racial and ethnic backgrounds of inmate AIDS 
cases are incomplete, althougb more complete than in 
1987. Over 60 percent of U.S. cumulative total inmate 
cases (1,933) were classified by racial and ethnic group. 
Of these, 521 (27%) were white, 880 (46%) were black, 
and 532 (27%) were Hispanic. These data reflect the 
over-representation of minorities among prisoners with 
AIDS, as in AIDS cases in the outside world. In Canada, , 
26 of 27 cases classified as to racial and ethnic group 
were white, and one was black. 

Prison and jail AIDS cases continue to be overwhelm­
ingly attributed to IV drug use and homosexuality. Data 
on transmission factors are also incomplete, but in thos~ 
jurisdictions offering statistics, the mean percentage df 
male cases attributed to IV drug use was 71 percent, 
while the mean percentage attributed to homosexual 
activity was 45 percent. Among female cases, 95 percent, 
on average, were attribut,ed to IV drug use. 

Particularly high percentages of AIDS cases are at­
tributed to IV drug use in the Middle Atlantic region, 
reflecting the high HIV infection rates among IV users 
in this part of the country. For example, analysis of AIDS 
cases among New York state prisoners through July 31, 
1988 reveals that 94 percent had histories of IV drug use. 
A study of New York state inmates who died of AIDS 
between 1981 and 1987 found that the typiCal inmate 
case was an unmarried male Hispanic or blaok iv drug 
user from New York City. The average age of these 
inmates was 34 years and most had been convicted of 
property or drug-related offenses. 57 

AIDS·Related Complex (ARC) Among Correctional In· 
mates. As noted earlier, ARC is no longer considered a 
useful category by many scientists. Possibly as a result, 
many correctional systems, including most of those with 
the largest number of AIDS cases, do not keep statistics 
on ARC. However, even though the data are in­
complete, we report them as a rough indicator of the 
number of prisoners with lesser forms of symptomatic 
HIV disease. Forty-three state and federal systems re­
ported 824 current cases of ARC, while 19 city/county 
systems reported 174 current cases. Nine Canadian cor­
rectional systems reported three current ARC cases. 
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Figure 4 

REGIONAL DISTRIBUTION OF CUMULATIVE TOTAL AIDS CASES 
BY TYPE OF SYSTEM, UNITED STATES 

(Federal Bureau of Prisons Excluded) 

State Prison S~stems 
November 1985 October 1988 

n %of n 
Region Cases Total Cases 

New England3 16 3.7% 111 

Mid-Atlanticb 327 75.5 1,111 

E.N. CentralC 6 1.4 67 

W.N. Centrald 0 0.0 18 

S. Atlantice 49 11.3 266 

E.S. Centrale 1 0.2 28 

W.S. Centralg 12 2.8 98 

Mountainh 2 0.5 32 

Pacifici 20 4.6 140 

Total 433 100.0% 1,871 

Ci!IlCoun~ Jail S~stems 

n %of 
Region Cases Total 

New England3 0 0.0% 

Mid-Atlanticb 222 71.4 

E.N. CentralC 8 2.6 

W.N. Centrald 1 0.3 

S. Atlantice 24 7.7 

E.S. Centrale 0 0.0 

W.S. Centralg 3 1.0 

Mountainh 1 0.3 

Pacifici 52 16.7 

Total 311 100.0% 

a Maine, New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut 

bNew York, New Jersey, Pennsylvania 

cOhio, Indiana, l11inois, Michigan, Wisconsin 

dMinnesota, Iowa, Missouri, North Dakota, South Dakota, Nebraska, Kansas 

n 
Cases 

1 

722 

18 

6 

80 

3 

13 
47 

199 

1,089 

%of 
Total 

5.9% 

59.4 

3.6 

1.0 

14.2 

1.5 

5.2 

1.7 

7.5 

100.0% 

%of 
Total 

0.9% 

66.3 

1.7 

0.6 

7.3 

0.3 

1.2 

4.3 

18.3 

1oo.90/J 

eDelaware, Maryland, District of Columbia, Virginia, West Virginia, North Carol.in;., South Carolina, Georgia, Florida 

e Kentucky, Tennessee, Alabama, Mississippi 

gArkansas, Louisiana, Oklahoma, Texas 

hMontana, Idaho, Wyoming, Colorado, New Mexico, Arizona, Utah, Nevada 

i Washington, Oregon, California, Alaska, Hawaii 

j Due to rounding 

Source: NIJ Questionnaire Responses. 
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FigureS 

RESULTS OF MASS SCREENING PROGRAMS 
IN CORRECTIONAL FACILITIES· 

Number Inmate NumberHIV % 
Jurisdiction Tested Category(ie~ Seropositive Sero~ositive 

Alabama 13,659 all incoD)ing inmates an~ 149 1.1% 
current mmates 
(1987-1989) 

Colorado 8,052 all incomin/sinmates 69 0.9 
(12/85-11/ ) 

Georgia 4,759M all incom~ inmates 152M 3.2M 
371F (7/88-11 9F 2.4F 

Idaho 1,150 all incom~ inmates 4 0.3 
(9/87-11 

Iowa 2,549 all incom~ inmates 6 0.2 
(1/88-111 

Missouri 8,671 all incom~ inmates 45 0.5 
(7/87-101 

5,369 all releasees 4 0.1 
(11/87-10/88) 

Nebraska 710M all incoming adult male inmates OM O.OM 
(1/86-7/86) 

2,314M all incomIDfj adult male inmates 12M O.5M 
(3/87-101 

Nevada 6,021 all incomin'i) inmates 81 1.3 
(9185-12/8 

5,010 all incom~ inmates 91 1.8 
(1/88-11/ 

3,820 current inmates % 2.5 
(8/85-9185) 

New Hampshire 575M all incomin/sinmates 1M 1.7M 
(10/87-10/ ) 

900M all current inmates OM O.OM 
(10/87-10/88) 

New Mexico 526M all incoming inmates 3M 0.6M 
54F (2/88-6/88) IF 1.9F 

Oklahoma 7,789M all incomIDfj inmates 45M 0.6M 
836F (4/87-10/ 2F 0.2F 

8,608M all current inmates 41M O.4M 
606F (6/87-8/87) OF O.OF 

South Dakota 1,025 all incoming inmates 1 0.1 
(as of 7/87) 

982 all current inmates 2 0.2 
(7/87) 

West Virginia 728M all incom~ male inmates 2M O.3M 
(9/87-10/ 

Wyoming 993M all incoming and current 3M O.3M 
male inmates 
(9/87-11/88) 

Federal Bureau 9,640 all incomin'i) inmates 240 2.5 
of Prisons (6/87-10/8 

23, 172M all releasees b 393M 1.7M 
1,887F (6/87-12/88) 24F 1.3F 
5,239M ~O% r!lnd!Jm sample of 129M 2.5M 

935F mcomm~nmetes 49F 5.2F 
(11/87-1 88) 

aThis fiWvre inc1ud.es all available results. Th« numb.er QfJurisdictions listed, therefore;, ms not corresll9nd exactly to the number of systems 
curren y conductIng mass screenIng or plannIng to InStlt te such programs, as shown In 19ure 3, page 31. 

bR. Olson (Federal Bureau of Prisons), personal communication, Januaxy 1989. 
Source: NIJ Questionnaire Responses. 
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Figure 6 

RESULTS OF "RISK GROUP" SCREENING PROGRAMS \ 
IN CORRECTIONAL FACILITIES· } . 

Number Inmate ~umberHIV % 
Jurisdiction Tested Category(ies) ero~sitive Sero~ositive 

Kansas 150 unspecified risk groups 6 4.0% 
(as of 10/87) 

Montana 68M unspecified risk groups OM OM 
(7/87-10/88) 

Ohio 62F all pregnant females OF OF 
(as of 10/88) 

Texas 6,772M unS~cified risk groups 304M 4.5M 
860F (1087-10/88) 26F 3.0F 

Harris County 526 unspecified risk groups 175 33.3 
(Houston, Texas) (10/86-10/87) 
Hennepin Coun~ 250 homosexuals, IV drug users 2 0.8 
(Minneapolis, M ) (1/88-12/88) 

Jefferson County 16 homosexuals, IV drug users 5 31.3 
(LoUisville, KY) (10/87-10/88) 

3This fig~re in~ludes all availabl~ results. The !1u~berof jurisdictions listed, therefore, does not correspond exactly to the number of jurisdiction 
conductmg "nsk-group" screemng, as shown m FIgure 13, page 31. 

Source: NIJ Questionnaire Responses. 

HIV Seroprevalence Among Correctional Inmates. 
There continues to be a great deal of interest. in HIV 
seroprevalence rates among prisoners. Figures 5-8 sum~ 
marize survey responses regarding various HIV anti­
body testing programs. Figure 5 reports results of mass 
screening programs - i.e., mandatory, identity-linked 
testing of all incoming inmates, all current inmate~1 or all 
releasees. Most of the seroprevalence rates found in 
such testing programs remain under 1 percent, and all \ 
are under 3.5 percent, except female intakes in the 
Federal Bureau of Prisons. Of course, the correctional . 
systems in the states with the largest numbers of AIDS 
cases have not undertaken mass screening programs. 

Figure 6 shows the results of "risk-group" screening 
programs - i.e., mandatory ttciHng of all identifiable 
members of "risk groups" such as IV drug users and 
male homosexuals. Such programs are problematical 
because of the difficulty of identifying all members of 
the groups of interest. Predictably, some of these sero­
prevalence rates are higher than those found in mass 
screening programs. However, most are still quite low. 
Notably, in the Texas Department of Corrections, where 
more than 7,500 "risk-group" members were tested be­
tween 1987 and 1988, the seroprevalence rates were on,ly 
4.5 percent and 3 percent, respectively, among men and 
women. The results from Harris County, Texas (33%) 
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may thus overstate seroprevalence among "risk-group" 
members statewide. 

Results of blind epidemiologic studies are summarized 
in Figure 7. These are generally anonymous studies in 
which no identifying information is associated with test 
results. Most of these seroprY-,valence rates are also very 
low, with the notable exceptions of New 'york state ang 
Maryland. These high seroprevalence rates no doubt 
reflect the high infection rates among IV drug users in 
New York City and Baltimore. The Maryland figures 
held remarkably constant for three years (1988 data are 
not yet available) which perhaps suggests that HIV was 
not spreading as rapidly among IV drug users as it had 
been earlier. 

In the New York study, seroprevalence rates were par­
ticularly high for IV drug users in the sample (43%), as 
well as homosexuals (39%) and Hispanics (24%). The 
study was done at Downstate Correctional Facility in 
Brooklyn, a reception center for New York City, so it 
may overstate the statewide seroprevalence. However, 
since a substantial majority of New York state inmates 
are from the New York City metropolitan area, the 
overestimate is likely to be slight. New York is planning 
to explore this issue in further blind studies at upstate 
reception centers. In the California study reported in 
Figure 7, HIV seroprevalence was substantially higher 



Figure 7 

RESULTS OF BLIND EPIDEMIOLOGICAL STUDIES 
IN CORRECTIONAL FACILITIES 

Number Inmate NumberHIV % 
Jurisdiction Tested Category(ies) Sero2!!sitive Sero~ositive 

California 5,372M all new male inmatesa 137M 2.6%M 
(4/88-5/88) 

807F all new female inmates· 25F 3.1F 
(4/88-6/88) 

Hawaii 780M vOluntary: incoming 4M 0.5M 
56F inmates at 14 days OF O.OF 

(2/88-10/88) 
Indiana 602 all new inmates 1 0.2 

(5/87-7/81) 
Maryland 748M all new male inmates 

(4/85-6/85) 
52M 7.0Mb 

39F all new female inmates 6F 15.4F> 
(4/85-6/85) 

Michigan 571 all new inmates 
(11/86) 

5 0.9 

New Mexico 466M consecutive incoming inmates 4M 0.9M 
35F (10/87-2/88) OF O.OF 

New York (state) 494M all incoming inmates at Downstate 84M 17.0M 
Correctional Facility, Brooklyn 
(12/22/87-1/8/88)C 

Oregon 977 all incoming inmates 
(9/87-2/88) 

12 1.2 

Washington (state) 756M all incoming inmates 
(9/87-1/88) 

5M 0.7M 

Wisconsin 997M 48% random sam~e of incoming 3M 0.3M 
male inmates (19 ) 
(1/86-9/86)d 

1,689M all incomin§ male inmates 9M O.5M 
(1/87-8/87) 

King County 199 all inmates visiting clinic 0 0.0 
(Seattle, WA) (3/87-6/87) 
Maricopa County 616M random sample 7M 1.lM 
(Phoenix, AZ) 94F (7/88-8/88) 1F 1.lF 
San Bernardino Cty, CA 250M VOluntary: during one 9M 3.6M 

250F week in 6/88 2F 0.8F 

a J.A. Singleton et al., HIV SeroI?revalence Among Prisoners Entering the California Correctional System, (Sacramento, california: Department of 
Health Services, January 1989) 

bThese percentages held constant in two subsequent intake seroprevalence studies done in 1986 and 1987. 1988 data are not yet available. 

cB.I. Truman et al., "HIV Seroprevalence and Risk Factors Among Prison Inmates Entering New York State Prisons." Presented at 4th 
International AIDS Conference, Stockholm, June 1988. 

d Jeffrey P. Davis (State Epidemiologist), "Prisoner-based Seroprevalance Survey for Antibody to HIV." Memorandum dated January 18, 1988. 

Source: NIJ Questionnaire Responses. 

in inmates from the San Francisco Bay area than in 
inmates from other parts of the state.58 Additional blind 
studies of new inmates are being coordinated in ten 
correctional systems by the Johns Hopkins School of 

Hygiene and Public Health under the joint sponsorship 
of CDC and NIJ. 

Finally, Figure 8 presents the results of a variety of other 
testing programs, primarily those based on inmate re-
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FigureS 

RESULTS OF OTHER HIV ANTIBODY TESTING PROGRAMS 
IN CORRECTIONAL FACILITIES 

Number Inmate NumberHIV % 
Jurisdiction Tested Category(ies) Sero~sitive Sero~ositive 

Massachusetts 783M Inmate Request 108M 13.8%M 
24SF (10/87-10/88) 60F 24.5F 

Minnesota 889M Inmate R~uest 24M 2.7M 
21F (10/85-10 ) OF O.OF 

Missouri 211 Involvement in Incident 12 5.7 
(7/87-10/88) 

1,106 Inmate Re~uest 13 1.2 
(7/85-10/88 

Montana 38M Inmate Request 
(7/87-10/88) 

OM OM 

Oregon 106M Inmate Request 8M 7.5M 
ISF (3/88-9/88) OF O.OF 

Rhode Island 277M Inmate Request 49M 17.7M 
146F (7/85-10/88) 39F 26.7F 

Washington (state) 817M Inmate Re~est 12M 15M 
23F (10/85-101 ) OF O.OF 

Federal Bureau S,8SSM Voluntary 173M 2.9M 
of Prisons I,SI6F (6/87-12/88)a SOF 3.3F 
Allegheny County 6SM Inmate Re~uest 8M 12.3M 
(Pittsburgh, PA) 13F (7/87-10/88 IF 7.7F 
Cook County 142M Involvement in Sexual 8M S.6M 
(Chicago, IL) 23F Assault or Human Bite OF O.OF 

(1/88-11/88) 
Lake County 2,287 Inmates Who Consent to 21 0.9 
(Gary, IN) Health Assessmentb 

Los Angeles County 49M Involvement in Incident 2M 4.1M 
(Los Angeles, CA) SF (5/85-10/88) IF 20.0F 
Orange County 
(Santa Ana, CA) 

1,840 Inmate Request 
(As of 10/87) 

50 2.7 

Sacramento County 234F Inmate Request SF 2.1F 
(Sacramento, CA) (12/87-11/88) 
Santa Clara County 348F Voluntary 6F 1.7F 
(San Jose, CA) (As of 10/87) 
Suffolk County 
(Boston, MA) 

139M Voluntary 24M 17.3M 

Saskatchewan 34 Inmate R~uest 0 0.0 
(Canada) (10/87-10 ) 

a R Olson (Federal Bureau of Prisons), personal communication, Januaty 1989. 

b A.D. Holliday, J. Carey, and DJ. Watson, "Results of a Three-Year HN Screening Program at a 3OO-Inmate County Jail," Paper presented at 
the 12th National Conference on Correctional Health Care, Lake Buena Vista, Florida, October 31, 1988. 

Source: NIJ Questionnaire Responses. 

quest and involvement in a potential transmission inci­
dent. These seroprevalence rates show significant varia­
tion. Some are quite high, including those from the 
on-request programs in Massachusetts and Rhode Is-
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land and the voluntary program in Suffolk County (Bos­
ton), Massachusetts. Of course, individuals seeking test­
ing are likely to be those who have reason to believe that 
they are at high risk for HIV infection. Nevertheless, 



these testing programs are revealing significant num­
bers of seropositive inmates, particularly in correctional 
systems in the Northeast. Connecticut's program, which 
includes inmates with clinical indications of HIV dis­
ease, those involved in possible transmission incidents, 
and those who request testing, has identified 852 
seropositive prisoners since it was begun in late 1985. Of 
these, 461 are currently in the system. 

Transmission of HIV Infection in Correctional Facili­
ties. Transmission of HIV among prisoners remains an 
important and controversial issue, about which we still 
have relatively little data. Fragments of information 
from several correctional systems suggest low rates of 
transmission, but these are not conclusive. In Maryland, 
for example, voluntary followup testing was conducted 
in May 1987 on 393 inmates who had been seronegative 
on intake one or two years earlier. These participants 
provided a total of 482 prison-years of potential expo­
sure. Two were seropositive on followup, yielding an 
infection rate of .4 percent per year. This is a low rate, 
but applied to the total Maryland prison population, it 
translates into a non-trivial 60 new infections per year. 
The study is important, but it has a basic methodologic 
problem. Because testing was done on a voluntary basis, 
selection bias no doubt occurred which make the results 
difficult to interpret.59 

A CDC investigation of HI V transmission in the Nevada 
state prison system avoided the problem of self-selec­
tion because intake and release testing are mandatory 
for all prisoners. Of 1,069 inmates seronegative on in­
take, two seroconverted by the time of their release. 
These subjects had served 1,207 inmate-years in prison. 
Because of the "window period" between infection and 
appearance of detectable antibodies, it could not be 
determined for certain whether these seroconversions 
occurred as a result of in-prison exposures to HIV.60 If 
both are assumed to be the result of exposure during 
incarceration, the study yields an infection rate of 0.17 
percent per year. Applied to the 1988 Nevada inmate 
population (4,903), this would mean eight new infec-

tions per year, substantially lower than the estimate for 
Maryland. 

The Federal Bureau of Prisons (FBOP) is retesting the 
seronegative members of its 10-percent random 
sample.s of intakes at 3 and 6 months and at six-month 
intervals thereafter. These results show that of 14,846 
initially seronegative males, nine tested positive on fol­
low-up. Of 1,082 initially seronegative females, none 
tested positive on follow-up. Of the nine possible male 
seroconverters, six have been investigated. All six tested 
positive at the three-month follow-up and all admitted 
to high-risk behavior prior to incarceration. It is likely, 
therefore, that at least some of these individuals were 
infected prior to entering the prison system and tested 
negative at intake because they were in the "window 
period."61 

Another measure of HIV transmission in institutions is 
provided by comparing seroprevalence rates among in­
takes and releasees (see Figure 5). ("Releasees" refers 
to inmates paroled and inmates released without super­
vision at the expiration of their sentences.) Through 
1988, these rates were actually lower for releasees than 
for intakes in the FBOP and the Missouri state cor­
rectional system, suggesting little if any transmission. In 
both systems, this seeming anomaly is explained by the 
different time periods and varying lengths of incarcera­
tion covered- that is, the intake and release sero­
prevalence rates do not cover the same cohorts of 
inmates. Indeed, many of those tested at release had 
been incarcerated since long before intake testing 
began. 

Finally, CDC is funding a blind epidemiologic study of 
HIV prevalence and transmission among male prison 
inmates in Illinois. This study is being conducted by the 
Illinois Department of Corrections and Abt Associates. 
Results of the transmission study, which is based Oil a 
one-year followup of approximately 2,500 inmates, 
should be available in the summer of 1990. As further 
studies are conducted, a, better and more systematic 
understanding of the extent of mv transmission in 
prisons and jails should begin to emerge. 
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3: Tuberculosis and HIV Infection 

Increasing Incidence of Thberculosis 
Associated with HIV Infection 

The recent resurgence of tuberculosis in the V nited 
States population in general and in prisons and jails in 
particular has caused increasing concern among cor­
rectional officials.62 In April 1988, the National Com­
mission on Correctional Health Care (NCCHC) 
adopted a new policy calling on correctional systems to 
expand and intensify efforts to prevent and control 
tuberculosis. A major focus of the National Conference 
on Correctional Health Care in the fall of 1988 was 
tuberculosis and its association with ihv infection. 

The increase in the incidence of tuberculosis and its 
{ relationship to the HIV epidemic has been documented 

in numerous studies. Patients with mY-related immu­
nosuppression are clearly more susceptible to progres­
sion from tuberculous infection to active disease. Thus, 
the increasing incidence of HIV infection has led 
directly to an increasing incidence of tuberculosis. The 
congruence of tuberculosis and HIV infection has been 
particularly severe in Northeastern cities like New York, 
but has been by no means limited to these cities. The 
combination of tuberculous and HIV infections is par­
ticularly common in certain subpopulations. These 
groups include black and Hispanic males between the 
ages of 20 and 45 and IV drug users, all groups which 
are over-represented in inmate populations.63 

The particular concern for correctional systems is that 
HIV-related tuberculosis will continue to increase 
among inmates and staff and that inmate~ with tuber­
culosis will infect others in the system and in the com­
munity, after their release. Tuberculous infection, 
unlike HIV, is transmissible through the air. Extrapul­
monary forms of tuberculosis, which are usually non­
contagious, are seen more often in HIV-infected 
persons than in persons without HIV infection. How­
ever, a large proportion of HIV-infected tuberculosis 
patients have pulmonary disease, which is infectious. 
Thus, there is a real possibility of significant spread in 
the relatively closed environment of correctional insti­
tutions.64 

Data from a number of state health departments already 
document the high rates of tuberculosis and tuberculous 
infection among inmates. A CDC survey of 29 states in 
1984-1985 found that prisoners were 3 times more likely 
to develop tuberculosis than adJ.!.lt,s aged 15-64 living in 

the outside world. In New Jersey, the 1987 tuberculosis 
incidence rate was 110 cases per 100,000 among prison 
inmates as opposed to 10 in the total population. In 
California, these incidence rates were 80 and 13 cases, 
respectively. A blinded study of incoming New York 
State inmates in December 1987-January 1988 found 
that 18 percent were PPD-positive, indicating tuber­
culous infection. PPD positivity rates in the Georgia 
inmate population have been between 11 percent and 12 
percent in the years 1986-1988. A positivity rate of 14 
percent was found in the New Mexico inmate popula­
tion in 1986-1987.65 

The increasing incidence of tuberculosis in correctional 
facilities, has been clearly tied to HIV infection in many 
cases. In New Yark, annual incidence of tuberculosis 
among prison inmates increased froni 15.4 cases per 
100,000 in 1976-1978 to 105.5 cases in 1986 to 132 cases 
in 1988. As in the outside population, excess cases were 
typically in black and Hispanic male IV drug users 
between the ages of 30-39. Researchers have eliminated 
the possibility of common-source outbreak in New 
York,66 

By 1985-1986, the majority of New York inmate cases of 
tuberculosis were in persons with HIV infection or 
AIDS (53 percent). In 1988, this proportion rose to 75 
percent. In Georgia 7 of 15 inmate cases of tuberculosis 
identified in 1988 were found to be HIV -positive 
(47%).67 

In 1988, for the first time, the NIJ survey on AIDS in 
correctional facilities included a series of questions on 
tuberculosis and HIV infection. However, the data pro­
vided in response to these questions were very fragmen­
tary. Sufficient data to calculate association between 
tuberculosis and HIV infection for 1988 were available 
from only 16 V.S. correctional systems. These data re­
vealed that, on average, 7 percent of inmates in a given 
system identified in 1988 as being TB-infected or having 
active tuberculosis were also HIV-infected or had clini­
cal AIDS. The majority of correctional systems did not 
know how many TB cases were HIV-infected, or did not 
have these data available. This may indicate a deficiency 
in screening and diagnostic practices, as well as a weak­
ness in data collection. Correctional systems should be 
paying careful attention to tuberculosis among their 
inmates and staff, as well as to the links between tuber­
culosis and HIV.infection . 
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Figure 9 

LIVE AIDS TRAINING FOR INMATES 

• Live Training Provided3 

• Live Training in 
All Institutions 

• Mandatory Live Training 

State/Federal Prison S)S!ems 

October 1987 October 1988 

(n=51) (n=51) 

n % n % 

48 94% 48 94% 

N/A N/A 39 77 

36 72 37 74 

a Includes programs in operation and under development. 

City/County Jail Systems Canadian Systems 

October 1987 October 1988 October 1987 October 1988 

(11=33) (n=28) (n = 12) (n=12) 

n % n % n % n % 

22 67% 19 68% 9 75% 9 75% 

N/A N/A 18 64 N/A N/A 7 58 

7 21 4 14 3 25 3 25 

Figure 10 

LIVE AIDS TRAINING FOR STAFF 

• Live Training Provideda 

• Live Training in 
All Institutions 

• Mandatory Live Training 

State/Federal Prison Systems 

October 1987 October 1988 

(n=51) (n=51) 

n % n % 

51 100% 49 96% 

N/A N/A 42 82 

45 90 47 94 

a Includes programs in operation and under development. 

Prevention and Control of 
Thberculosis in Correctional Facilities 

CDC has developed new guidelines for the prevention 
and control of tuberculosis in correctional facilities. The 
guidelines call for early case finding; reporting of all 
tuberculosis cases, periodic screening and careful medi­
cal monitoring of inmates and staff (including chest 
x-rays for those with positive tuberculin skin tests and 
those at risk for HIV infection, and HIV antibody testing 
for all TB cases and all with positive tuberculin skin 
tests), contact investigations (i.e. identification of others 
who may have been exposed to inmates with tuberculo­
sis), medical isolation of inmates with active TB, and 

20 1988 Update: AIDS in Correctional Facilities 

City/County Jail Systems Canadian Systems 

October 1987 October 1988 October 1987 October 1988 

(n=33) (n=28) (n=12) (n=12) 

n % n % n % n % 

29 88% 25 89% 11 92% 10 83% 

N/A N/A 19 68 N/A N/A 9 75 

21 64 16 7 6 50 4 33 

careful adherence to appropriate medication protocols 
for prophylaxis and treatment.68 

The 1988 NIJ survey reveals that the majority of cor­
rectional systems do screen or plan to screen inmates 
for tuberculous infection - 98 percent of state/federal 
systems, 79 percent of responding city/county systems, 
and 60 percent of responding Canadian systems. Vir­
tually all state/federal systems screen at least some in­
mates at intake. The Mantoux method (using needle and 
syringe) was by far the most commonly reported tuber­
culin test, with only a few systems reporting use of 
mUltiple puncture tests. Most state and federal systems 
(82% of those responding to this question) reported 
"routine" use of chest x-rays in diagnosing tuberculosis, 



but only about one-half of responding city/county sys­
tems and less than one-fourth of responding Canadian 
systems reported routine use of chest x-rays. As noted 
above, the CDC draft guidelines recommend more ag­
gressive use of chest x-rays in diagnosing HIV-related 
TB. However, chest x-rays need to be carefully inter­
preted because X-ray fmdings in HIV-related tuber­
culosis are often atypical. In addition, false negatives on 
the PPD skin test may result from anergy, a condition 
commonly found in patients with clinical AIDS. Thus, 
sputum smear and culture examination are especially 
important tools for identifying infectious cases oftuber­
culosis in persons who are HIV-positive.69 

The Texas, New York, and New Mexico correctional 
departments, among others, have instituted aggressive 
programs for the prevention, identification, and treat­
ment of tuberculosis and HIV-related TB. Texas policy 
calls for isoniazid (INH) prophylaxis for many catego­
ries of inmates with positive PPD results, as well as for 
all "close contacts" of active tuberculosis cases. In most 
instances, INH therapy is to last for 6 months, or 12 
months, if the individual is HIV -positive. As of Novem­
ber 1988, the Texas system had about 2800 inmates on 
preventive therapy.7o 
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4. Development and Implementation of 
Correctional AIDS Policies 

The development and implementation of AIDS-related 
policies in correctional systems requires a great deal of 
careful thought and coordination. Two state cor­
rectional systems have evolved innovative approaches to 
these tasks. This section briefly describes the policy 
formulation process followed (and the comprehensive 
plan adopted) in Oregon and the coordinated approach 
to infectious disease control employed in Texas. 

Oregon's policy development process was focused on 
two key elements: 

1) a study to determine HIV seroprevalence 
among inmates and to evaluate the relative 
effectiveness of mandatory and voluntary test­
ing; and 

2) a committee study of a range of policy op­
tions, resulting in issuance of a comprehensive 
plan. The Department of Corrections em­
bar ked on the process in the firm belief that the 
best policy would offer flexibility and would 
balance security, public health, and the rights 
of prisoners. 

The committee included representatives from all parts 
of the correctional system - health services, institution 
management, educational and social services, cor­
rectional officers, HIV counselors, and legal counsel. 
There were also several representatives from the state 
Health Division. The committee met for five day-long 
sessions and developed a comprehensive plan which was 
furnished to key officials for comment. The revised plan 
was then submitted to the legislature.?l 

Based on the results of the testing study (described in 
more detail in section 6, below) and the committee's 
deliberations, the Oregon plan emphasizes voluntary 
testing, individual responsibility, and long-term be­
havioral change. Conceding that the "the most signifi­
cant challenge to public health experts is to instill 
personal responsibility for change in inmates with high 
risk behavior," the committee evolved a strategy best 
calculated to meet the challenge. The plan represents a 

reasoned and enlightened approach to the problem of 
AIDS in corrections.72 

Four strategies are elucidated which the committee 
stresses should be implemented for each individual in a 
stagewise fashion. These are provision of basic AIDS 
information, mandatory education, individual risk 
assessment, and counseling and voluntary testing (test­
ing only to be provided after assessment and counsel­
ing). Housing decisions in Oregon are made on a 
case-by-case basis, taking into accOlmt medical and 
security/behavioral considerations. There are no 
blanket programmatic exclusions or restrictions based 
on HIV antibody status (except regarding food service 
work assignments). Disciplinary sanctions focus on "risk 
behavior rather than HIV Antibody status.'>73 

The Texas Department of Corrections created an AIDS 
Coordinating Office in August 1987. This office includes 
an AIDS coordinator (who is a registered nurse) and 
two clerks. These staff are responsible for the following: 
1) maintaining a comprehensive data collection pro­
gram on AIDS in the prison system; 2) addressing all 
inmate and employee concerns regarding AIDS, includ­
ing education, prevention, and medical care; 3) acting 
as a clearinghouse for AIDS policies and data; 4) 
coordinating an infection control program and followup 
of any occupational exposures to HIV; and 5) ensuring 
that all state reporting requirements are met.74 

Each institution within the Texas system has a desig­
nated infection control coordinator who acts as liaison 
with the central-office AIDS coordinating office. These 
institutional coordinators also meet on a monthly basis. 
Finally, the department has established an AIDS Edu­
cation Committee which developed and oversaw a 
large-scale education program for staff and inmates. 
The committee is also in charge of ongoing AIDS edu­
cation.75 

The Oregon and Texas approaches represent just the 
sort of coordinated, comprehensive responses neces­
sary to be most effective in meeting the challenge of 
AIDS in corrections. They warrant the careful con­
sideration of all correctional professionals. 
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5: AIDS Education and Training 

Live 1raining 

Training and education represent the cornerstone of the 
response to AIDS in any setting. In correctional facili~ 
ties, previous NIJ reports have stressed the importance 
of regular, mandatory, live training sessions for inmates 
and staff that provide opportunities to hear knowledge­
able speakers address the particular questions and con­
cerns of these audiences. Virtually all correctional 
systems now offer written information and audio-visual 
presentations on AIDS to both inmates and staff, but we 
remain convinced of the critical importance of live train­
ing sessions. 

Only through regular live training can the persistent 
misinformation about AIDS be effectively countered. 
Even very recent studies have shown that many people 
continue to hold inaccurate views of HIV transmission. 
For example, the August 1987 National Health Inter­
view Survey found that 21 percent of respondents 
thought a person could be infected by working near 
someone with AIDS, one-fourth believed that one could 
be infected through donating blood, and 38 percent 
believed in HIV transmission through mosquito bites. A 
recent study of the New York state correctional system 
found many staff in need of education about AIDS and 
reluctant to have any contact with persons with AIDS. 
In one New York institution, an inmate barber refused 
to give haircuts to AIDS patients,?6 

Live, face-to-face sessions are also best for fostering an 
appropriately balanced view of AIDS that avoids the 
extremes of alarmism and complacency. To be sure, 
there are difficult challenges in presenting this training. 
Instructors must be thoroughly knowledgeable and able 
to present complicated scientific concepts in simple, 
easy-to-understand terms. One of the greatest chal­
lenges, for example, is to convince audiences of both key 
truths contained in the seemingly paradoxical statement 
that the AIDS virus is "both fragile and deadly.,,77 

Until 1987, NIJ surveys showed steady increases in the 
percentages of correctional systems offering live train­
ing. However, as revealed in Figures 9 and 10, there has 
been little movement in the last year. Over 90 percent of 
state/federal systems, about two-thirds of city/county 
systems, and three-fourths of Canadian systems con­
tinue to provide live AIDS training for inmates. All but 
two state systems provide live training for staff, whereas I 

in 1987, all reported doing so. Similarly, one Canadian 

correctional system stopped live training for staff be­
tween 1987 and 1988. The percentage of city/county 
systems with live training for staff remained virtually 
constant. 

Figures 9 and 10 also show the extent to which live 
training is provided in all institutions within a system and 
the proportion of systems in which such training is man­
datory. There is some significant lack of uniformity 
within systems in the provision of live training. This is 
particularly true in city and county systems. Most U.S. 
systems have mandatory staff training on AIDS and a 
majority of state/federal systems have mandatory inmate 
training. However, probably as a result oflogistics prob­
lems posed by high turnover, relatively few city/county 
systems present mandatory inmate training. As noted in 
previous reports, this high turnover in jails may produce 
more risk of transmission, making mandatory live train­
ing all the more .important. 

Several live education programs in correctional systems 
are worthy of mention this year. The Texas education 
program has already been briefly described. In this 
massive effort, new curricula were developed, tested 
and refmed and, between November 1987 and January 
1988, training teams provided live sessions to 53,000 
inmates and staff. This represented 90 percent of the 
inmates in the system and 96 percent of the correctional 
staff. Inmate training was two hours long and staff re­
ceived three hours of training.78 

An excellent full-day staff training program on AIDS 
and other communicable diseases has been developed 
by the Division of Youth Services of the Virginia De­
partment of Corrections. This is an extremely compre­
hensive, accurate, and up-to-date training program that 
deals with the specific AIDS-related concerns of cor­
rectional staff. Especially useful is the communicable 
disease control demonstration portion of the training 
that presents a series of specific typical situations to 
small groups and elicits their discussion of the real risk 
of transmission involved, as well as the appropriate 
prevention and response measures.79 

Finally, an innovative approach to live AIDS train~ng is 
being implemented in Oregon. The Oregon correctional 
system emphasizes individual counseling and risk 
assessment. However, inmates niay be stigmatized if 
they openly seek AIDS-related information and coun­
seling. Therefore, Oregon is working on ways to make 
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information services more confidential, including pro­
viding information services over institutional tele­
phones.8o 

Live training for staff is commonly given both as part of 
initial training for new hires and on an in-service basis. 
Live training for inmates is commonly provided at intake 
and during incarceration. Notably, however, relatively 
few correctional systems provide live AIDS training to 
inmates just before they are released. Only one-quarter 
of state/federal systems and less than 10 percent of 
city/county jail systems provide training at release. No 
Canadian systems offer this training. This would appear 
to be an excellent opportunity to reinforce AIDS edu­
cation as prisoners go back into the community where 
there will be even more chance to be infected and to 
infect others. Correctional systems should give serious 
consideration to exploiting this important educational 
opportunity. 

Involvement of Inmates and Staff in 
Training Development and 
Presentation 

One way of enhancing the credibility of AIDS training 
is to involve inmates in its development and presenta­
tion. With some notable exceptions, however, cor­
rectional systems have not seen fit to pursue this 
promising strategy. In only twelve state/federal systems 
(24%) and 2 city/county systems (7%) were .inmates 
involved in training development. No Canadian cor­
rectional systems reported such involvement. Similarly, 
only 7 state/federal systems (14%), one jail system (4%), 
and no Canadian systems used inmate representatives 
to present training. In New York state, an inmate peer 
training program is in operation at one maximum-secu­
rity institution.81 Several state correctional systems, in­
cluding those in Georgia, South Carolina, and Missouri 
have involved inmates in other aspects of AIDS educa­
tion, including videotape production and poster design. 
Georgia inmates have recently completed an AIDS 
video titled "Con to Con." 

Correctional staff are much more commonly involved 
than inmates in the development and presentation of 
AIDS training. Most systems use staff trainers and cor­
rectional officers unions have participated in training 
development. Credibility can be enhanced by providing 
the same training to medical and security staff. This 
strategy, which has been employed in New York City, 
helps to stifle mistrust that might arise if the different 
groups were presented different information.82 
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Content of AIDS Training 

There has been controversy around the content of in­
mate AIDS training-in particular, whether to present 
education on safe sex practices and methods of cleaning 
drug injection equipment. Some believe that since ho­
mosexual activity and IV drug use are proscribed in 
prisons and jails, it is inappropriate to provide such 
information. Moreover, opponents argue, it may also be 
inconsistent to provide information but to withhold 
access to the means to effectuate that information - i.e. 
condoms and bleach bottles. It appears, however, that 
many correctional systems can live with this incon­
sistency. As will be disclfssed later in this report, very 
few correctional systems make condoms available to 
inmates and, to our knowledge, none distribute bleach. 
On the other hand, many correctional systems do pro­
vide training on safe sex and needle cleaning techniques. 
Two-thirds of state/federal systems, 57 percent of re­
sponding city/county jail systems, and 58 percent of 
Canadian systems provide safe sex education. Oregon is 
attempting to encourage iiunates to practice non-risky 
alternative expressions of sexuality.83 Almost 40 percent 
of state and federal systems, one-half of city/county 
systems, and one-third of Canadian systems offer edu­
cation on needle cleaning. 

Objectives of AIDS Training 
", 

AIDS training has two basic objectives: to foster be­
havior change and risk reduction, thus reducing trans­
mission of HIV in institutions; and to counteract the 
erroneous views and allay the concerns of inmates and 
staff regarding casual transmission of the virus. It is true 
that behavior change and risk reduction present difficult 
challenges in'correctional populations in which IV drug 
users and other "hard-to-reach" individuals may be 
over-represented. Sex and drug use are biologically­
based, socially complex behaviors that are difficult to 
change. Moreover, truly effective risk reduction re­
quires extreme behavioral change. But AIDS education 
can and has resulted in significant behavior change in 
these populations.84 In any case, it is imperative that the 
best effort possible be made to provide effective AIDS 
education including informational sessions and in­
dividual counseling, because lives are clearly at stake. 

Does education succeed in reducing levels of concern 
about AIDS among correctional inmates and staff? It is 
difficult to answer the question without systematic eval­
uation of education programs, which few correctional 
systems have undertaken. More such studies need to be 
done as a way of gauging behavioral change and making 
education more responsive to the needs and concerns 
of the audiences. One correctional medical director 



contends that actual experience with HIV -infected pris­
oners is more important than educational programs in 
reducing concern among staff and inmates. 

As in the 1987 survey, there was no clear pattern in 
response to the questions regarding levels of inmate and 
staff concern about AIDS. More of those responding 

estimated that staff and inmate concern had remained 
about the same since 1987 than believed levels of con­
cern had risen or fallen in the last year. Again, there 
seems to be neither dramatic decline nor increase in 
concern. This suggests that regular AIDS education will 
be required over the long term of the epidemic. 
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6. HIV Antibody Screening and Testing 

The Debate on Mass Screening 
Continues 

The debate over mandatory HIV Antibody screening in 
prisons and elsewhere continues. There is still substan­
tial public sentiment for testing all prison inmates. Many 
people continue to believe that large-scale testing rep­
resents a "magic bullet" for AIDS, or at least that it is a 
concrete step that government can take to show that it 
is "doing something" about AIDS.8S 

Correctional systems continue to report that they are 
under pressure regarding their testing policies. More 
than two-thirds of state and federal correctional sys­
tems, 21 percent of city/county systems, and one-third 
of Canadian systems have received such pressure. Pres­
sure has come most commonly from legislatures, city 
and county officials, correctional staff, and inmates. 
Most of the pressure was in favor of mandatory screen­
ing and expanded notification of test results. Sixty per­
cent of state and federal systems reported pressure in 
favor of these policy changes. 

On the other hand, many people within and outside 
.corrections continue to resist mandatory screening. 
They argue that such programs will be less effective than 
voluntary testing in reducing transmission of HIV. The 
Oregon committee studying correctional AIDS policy 
concluded that "a coercive environment will not result 
in the long-term behavior changes necessary to stop the 
spread of HIV infection. ,,86 Critics of maudatory testing 
cite problems with the accuracy of the tests and main­
taining the confidentiality of results, and contend that 
m~mdatory testing and segregation of seropositives rep­
resent punitive policies that divert attention and re­
sources from more appropriate measures such as 
education and prevention of predatory behavior. 

Trend to Mass Screening in 
Correctional Systems Slows 

This year's NIJ survey shows that the stt'ong move 
toward mass mandatory screening in correctional facili­
ties which occurred between 1986 and 1987 has not 
continued. Figure 11 reveals that fourteen state systems 
and the Federal Bureau of Prisons, but no city/county or 
Canadian systems, have mass screening policies. 

This represents a net increase of only two systems since 
1987, as opposed to a jump from 3 to 13 between 1986 

and 1987. Since the 1987 survey was taken, three state 
systems began mass screening: Georgia, New Mexico, 
and Wyoming. New Mexico has since discontinued the 
policy, as has South Dakota, based largely on the ex­
tremely low seroprevalence rates discovered. Utah, 
which, in 1987, reported plans to institute mass screen­
ing, now reports that the program is still under con­
sideration by the legislature. Finally, Michigan and 
Rhode Island expect to begin mandatory testing pro­
grams early in 1989, so they are'counted in the survey as 
mass screening systems. All the states currently con­
ducting mass screening expect to continue those policies 
in the coming year. 

Patterns of HIV Antibody Testing in 
Correctional Systems 

Figures 12 and 13 summarize correctional testing poli­
cies. "Risk-group" screening has declined somewhat 
since 1987. However, some systems, including Texas and 
Arkansas continue to employ this policy as an alterna­
tive to mass screening. Arkansas conducts an HIV 
screening interview with all new inmates and requires 
testing of all identified homosexuals, IV drug users, 
prostitutes, transfusion recipients, and those who ex­
hibit clinical indications of sexually transmitted dis­
eases, tuberculosis, or HIV infection.87 

More systems are offering testing on request (and on a 
voluntary basis) and conducting blind epidemiologic 
studies of HIV seroprevalence. The latter permit meas­
urement of the extent of the problem and projection of 
resource needs while avoiding the problems of man­
datory; identitynlinked testing. Arkansas and Virginia 
are planning blind seroprevalence studies. Most systems 
continue to test in the presence of clinical indications. 

Several states conducted studies to evaluate the effec­
tiveness of mandatory versus voluntary programs in se­
curing the testing of the individuals at highest risk for 
HIV infection. Oregon found that voluntary counseling 
and testing would be likely to reach the vast majority of 
those at risk, if accompanied by an aggressive education 
and individual risk assessment program. In Wisconsin, 
the results of a blinded (non-voluntary) seroprevalence 
study were compared with those from a concurrent 
voluntary testing program. The difference in the sero­
prevalence rates was not statistically significant and the 
voluntary program identified two-thirds of the seroposi-

HIV Antibody Screening and Testing 29 



( 

Figure 11 

CORRECTIONAL SYSTEMS WITH MASS SCREENINGD 

PROGRAMS, OCTOBER 1988 

State/Federal 

Federal Bureau of Prisons, 
Alabama, Colorado, Georgia, 
Idaho, Iowa, Michigan (planned) 
Missouri, Nebraska, 
Nevada, New Hampshire 
Oklahoma, Rhode Island (planned), 
West Virginia, Wyoming 

City/County 

None 

Canadian 

None 

aOefined as mandatoty testing of all new inmates, all releasees, and/or all current inmates, regardless of 
the presence of clinical indications. 

Figure 12 

I 

SUMMARY OF RESPONDING JURISDICTIONS' POLICIES ON 
HIV ANTIBODY TESTING FOR INMATESD

, OCTOBER 1988 . . 
State/Federal City/County Canadian 

Prison Systems Jail Systems Jail Systems 

(n=51) (n=28) (n=12) 
Policies n % n % n % 

• HIV antibody screening 
-All new inmates 14 27% 0 0% 0 0% 

-All current inmates 6 12 0 0 0 0 

-All releasees 6 12 0 0 0 0 

-Screening of "risk groups"b 11 22 6 21 2 17 

• Testing on request 39 76 18 64 5 42 

• Testing when Clinically indicated 36 71 17 61 7 58 

• Testing in response to incidents 25 49 7 25 3 25 

• Testing for epidemiological studies 19 37 3 11 0 0 

• No testing 0 0 2 7 3 25 

a Includes actual and planned policies. 

bTesting identifiable inmates with histories of high-risk behavior (e.g., homosexuals, intravenous drug abusers, prostitutes), regardless of whether 
they display clinical indications. 

tive inmates. In both states, the study results contributed 
to decisions against mandatory screening and in favor of 
voluntary testing programs.88 

The Presidential Commission on the HIV Epidemic 
recommends that correctional systems offer counseling 
and testing to all inmates on a voluntary basis and urges 
them to take "advantage of it. In general, no testing 
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should be done without complete pre- and post-coun­
seling. As already noted, in the Oregon state cor­
rectional system, counseling and individual risk 
assessment are prerequisites for testing. The North 
Carolina Department of Correction has deVeloped a 
detailed checklist and guide for HIV counseling.89 

Counselors should be aware of, and prepared to deal 

~; 



Figure 13 

MUTUALLY EXCLUSIVE CATEGORIZATION OF RESPONDING JURISDICTIONS' 
SCREENINGrrESTING POLICIES FOR INMATES· 

State/Federal Prison S~tems Ci~/Coun~ Jail Sl:stems Canadian Sl:stems 

October 1987 October 1988 October 1987 October 1988 October 1987 October 1988 

Policy n % n % n % n % n % n % 

• Mass Screening (all 13 25% 15 29% 0 0% 0 0% 0 0% 0 0% 
incoming or alI released 
inmates) 

• Screening of "Risk Groups" 12 24 8 16 9 27 5 18 3 25 2 17 
(including pregnant women) 
but Not Mass Screening 

• Testing onlY
1
in Clinical 24 47 22 43 13 39 13 46 3 25 4 33 

Indications, ncident 
Response, or Epidemiological 
Studies 

• Testing RnlY on 1 2 6 12 7 21 4 14 1 8 2 17 
Inmate equest 

• Other, Involving 
Voluntary/on Request 

1 2 0 0 1 3 4 14 0 0 1 8 

• No Testing 0 0 0 0 3 9 2 7 5 42 3 25 

TOTAL 51 100% 51 100% 33 99%b 28 99%b 12 100% 12 100% 

a Includes actual and planned ~licies. This is a hierarchical cate~orization. That is,jurisdic:tions that do mass screening are placed in that category, 
r<!gardless of whether they a so do testing for other purposes; Jurisdictions that screen identifiable inmates with histories of hi~.risk behaviors, 
but no mass screening, are rlaced in the "screening risk groups" category regardless of whether they also do testing for diagnosis, incident 
response, or epidemiologica studies. 

bDue to rounding. 

with, the possible psychological responses to test results, 
including suicidality. In addition, they should make max­
imum use of the counseling to foster positive behavioral 
change.90 

An increasing number of states are offering testing to all 
inmates on request on the ground that this should be 
available to prisoners as it is in the outside world. How­
ever, some have continued to resist this policy. One 
correctional medical director commented that having 
the test so widely available might encourage seronega­
tives to engage in high-risk behavior and produce a false 
sense of security in inmates and staff. 

Finally, an increasing number of correctional systems 
are establishing policies requiring testing of inmates 
involved in incidents in which HIV transmission was 
possible. Laws to this effect have been passed or pro­
posed in many states. Elsewhere, correctional systems 
are increasingly able to obtain court orders for such 
testing. There is potential for abuse in this process, in 
that testing may be ordered following incidents which 
involve no realistic possibility of transmission. Alaska 
has established reasonable criteria for seeking court 
ordered testing: there must have been a rape, puncture 
wound, or "gross blood contact.,,91 
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7: Housing and Correctional Management Policies 

Solidification of Trend to 
Case-By-Case Decision Making 

Last year's report noted the decline of blanket segrega­
tion policies, especially for asymptomatic HIV -infected 
inmates and those with lesser forms of HI V disease, and 
the trend to case-by-case housing and programming 
decisions. This year's survey found a solidification of this 
trend, although many correctional systems report that 
they are under continued pressure to institute (or re­
institute) segregation policies for HIV -infected pris­
oners. About one-half of state and federal systems 
reported such pressure in the past year. 

Figures 14-16 summarize the housing policies of cor­
rectional systems. In state and federal and Canadian 
systems, AIDS cases are most often handled on a case­
by-case basis (59% and 75%, respectively). Segregation 
or separation is still the most common policy for AIDS 
cases in city/county jail systems (46%), but case-by-case 
determination follows close behind (43%). 

More than a third of responding correctional systems 
reported that prisoners with AIDS who are segregated 
or separated remain segregated or separated until they 
die or are released. They may be placed in prison hospi­
tals or inftrmaries or in separate non-medical units. 
Forty percent of state/federal systems also place inmates 
with AIDS in outside hospitals. 

Presumptive housing in general population (with or 
without restrictions such as single-ceIling) is the most 
common policy for asymptomatic HIV -seropositive in­
mates in state/federal systems, city/county, and 
Canadian systems (71%, 65%, and 50%, respectively). 

Some systems (12% of state/federal systems, 11% of 
responding city/county jail systems, and 8% of Canadian 
systems) still segregate or separate all asymptomatic 
seropositives. Separate non-medical units are most 
often used to house seropositives, particularly in state 
and federal systems. 

Advantages of the Case-By-Case 
Approach 

Figure 17 categorizes correctional systems by mutually 
exclusive housing combinations, showing the domi­
nance of case-by-case approaches. Case-by-case deter­
mination has a number of advantages. It focuses on 

individual needs and characteristics rather than mem­
bership in a medical category, thus minimizing stigma­
tization of HI V -infected inmates. It ensures that inmates 
who are physically capable can have the least restrictive 
housing possible and the greatest possible access to 
programs and activities. This, in turn, may benefit the 
inmate psychologically and physically. 

There are a number of good examples of case-by-case 
approaches to housing and programming decisions. The 
Oregon and Michigan systems base decisions entirely on 
individual medical and behavioral assessment, rather 
than on antibody status. (However, Michigan's policy 
may have to change if the system implements mass 
screening as planned.) NewMexico's policy is to make 
the least restrictive housing and programming assign­
ments possible in keeping with the inmate's medical 
condition and the "safe and smooth operation" of the 
institution.92 

In Maricopa County, Arizona, each incoming inmate is 
given a health risk and behavioral assessment which 
leads to the assignment of a risk assessment score. 
Classification counselors use this score to determine the 
inmate's housing assignment. In the Federal Bureau of 
Prisons, seropositive inmates are presumptively housed 
in general population, but can be segregated based on 
antibody status and engagement in predatory or pro­
miscuous behavior.93 

New York state, faced with an extremely large number 
of AIDS cases, has switched to a case-by-case policy and 
continues the process of reintegrating previously segre­
gated prisoners who are medically capable of living in 
general population. Many are still segregated, but those 
who have returned to population have generally done 
well. There have been no reports of assaults against 
them. For many, reintegration has had a very positive 
psychological effect. One inmate described his feelings 
upon returning to general population: "I was elated, yet 
apprehensive ... For the first time I realized I was back in 
control of my life again .. .I had to do it now .. .I had the 
freedom to go where I chQ~,e,and that in itself was a high 
that I can't explain.,,94 

This salutary effect is consiste~t with all the evidence 
indicating that persons with AIDS do best psychologi­
cally and physically when they are able to lead as normal 
lives as possible. There is strong evidence that most 
inmates with HIV infection and AIDS would rather be 
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Figure 14 

HOUSING POLICIES FOR INMATES WITH AIDS, ARC, AND ASYMPTOMATIC 
HIV INFECTION: STATE AND FEDERAL PRISON SYSTEMS·, OCTOBER 1988 

Jurisdictions Following this Policy for: 

AIDS ARC 

Policy n % n % 

• AIl maintained in general population 0 0% 8 16% 

• AIl maintained in general population with restrictionsb 1 2 9 18 

• AIl segregated/separatedC 20 39 8 16 

• Case-by-case determination 30 59 23 45 

• Nopoticy 0 0 3 6 

TOTAL 51 100% 51 101%d 

aThese figures include hypothetical policies in jurisdictions that as yet have no cases in a particular category. 

bThis category includes single-celling. 

cThis category includes hospitalization, infirmary housing, and administrative separation in medical or non-medical units. 

Asymptomatic 
HIV Infectio"n 

n % 

24 47% 

12 24 

6d 12 

8 16 

1 2 

51 101%c 

dIn March 1989, Colorado discontinued mass screening and segregation of seropositives. This change is not reflected in this table, which covers 
policies in force at the time of the October 1988 survey. 

eDue to rounding. 

Figure 15 

HOUSING POLICIES FOR INMATES WITH AIDS, ARC, AND ASYMPTOMATIC 
HIV INFECTION: CITY AND COUNTY JAIL SYSTEMS·, OCTOBER 1988 

Jurisdicti(ms Following this Policy for: 

AIDS ARC 

Po1icl: n % n 

• AIl maintained in general population 1 4% 4 

• AIl maintained in general population with restrictiollsb 2 7 2 

• AIl segregated/separatedC 13 46 6 

• Case-by-case determination 12 43 14 

• Nopoticy 0 0 2 

TOTAL 28 100% 28 

3These figures include hypothetical policies in jurisdictions that as yet have no cases in a particular category. 

bThis category includes single-celling. 

% 

14% 

7 

21 

50 

7 
99%d 

cThis category includes hospitalization, infirmary housing, and administrative ~eparation in medical or non-medical units. 

dDue to rounding. 
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Asymptomatic 
HIV Infection 

n % 

15 54% 

3 11 

3 11 

7 25 

0 0 

28 101%d 



,Figure 16 

HOUSING POLICIES FOR INMATES WITH AIDS, ARC, AND ASYMPTOMATIC 
HIV INFECTION: CA."lADIAN S~STEMS·, OCTOBER 1988 

Jurisdictions Following this Policy for: 

AIDS ARC 

Policy n ~ .. n % 

• All maintained in general population 0 0% 1 8% 
• Alll'11aintained in general population with restrictionsb 0 0 2 17 

• All segregated/separatedC 2 17 2 17 

• Case-by-case determination 9 75 6 50 

• NopoIicy 1 8 1 8 
TOTAL 12 100% 12 100% 

aThese figures include hypothetical policies in jurisdictions that as yet have no cases in a particular category. 

b'This category includes single-ceiling. 

cThis category includes hospitalization, infirmary housing, and administrative separation in medical or non-medical units. 

dDue to rounding. 

Figure 17 

HOUSING POLICY COMBINATIONS· 

Asymptomatic 
HIV Infection 

n % 

3 25% 

3 25 

1 8 
4 33 

1 8 

12 99%d 

State/Federal Prison Systems Cit!lCountI Jail SIstems Canadian SIstems 

November October November October October October 
1985 1988 1985 1988 1987 1988 

Policy Combination n % n % n % n. % n % n % 

• Segregate AIDS Cases; ARC Cases 
and Seropositives Maintained in 

3 6% 7 14% 3 9% 2 7% 0 0% 0 0% 

General Population 

• Segregate AIDS al)d ARC Cases; 
Seropositives Maintained in General 
Population 

10 20 1 2 3 9 3 11 0 0 1 8 

• Segregate All Categories 8 16 6 12 13 41 3 11 3 25 1 8 

• No Segregation of Any Categories 2 4 1 2 0 0 3 11 0 0 0 0 

• NoPoIicy 8 16 0 0 1 3 0 0 0 0 0 0 

• Combinations InvoMng Case-by- 16 31 35 69 10 30 17 61 9 75 ' 9 75 
Case Determi~3tion 

• Other Policy Combinations 4 8 1 2 3 9 0 0 0 0 1 8 
TOTAL 51 101%b 51 101%b 33 101%b 28 101%b 12 100% 12 99%b 

a For the purposes of this categorization, 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 returned to the general population 
when their symptoms subside. 

bDue to rounding. 
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Figure 18 

ACCESS TO PROGRAMS FOR SEGREGATED INMATES WITH AIDS AND 
ASYMPTOMATIC HIV INFECTION: STATE PRISON SYSTEMS, OCTOBER 1988 

Percent of Responding Systems Giving Access 

AIDS (n=38) 

Program Full Limited 

Work 11% 61% 
Education 29 63 
Religious Services 53 47 
Recreation 32 61 
Law Lihrary 50 39 
Visits 63 26 
Conjugal Visits 5 3 

3Responses incomplete as to this program. 

in general popUlation. There have been numerous law­
suits filed by such inmates seeking release from segre­
gation, but none asking to be segregated. The Arizona 
state correctional system houses all HIV-infected in­
mates in a special unit, but reports that most of the 
residents want to return to general population.95 

Patients who are actively ill and require special medical 
attention should obviously be placed in medical settings 
where they can best receive such care. But segregating 
inmates who are physically capable of living in general 
population can have devastating psychological effects. 
Such prisoners, placed as they often must be, with 
patients who arc actively ill, are basically forced to 
"watch each other die" in isolation.96 

Nevertheless, correctional systems are often faced with 
conflicts between security and medical care considera­
tions. Medical staff generally recommend against 
blanket segregation policies. But correctional staff may 
be concerned that persons with AIDS will be in danger 
in general population or that it is worth segregating all 
HIV-infected inmates to reduce the possibility that any 
of them could infect others in the popUlation. The Pres­
idential Commission on the HIV Epidemic cautions 
that, while segregation may appeal to prison systems "as 
a means of further limiting the spread of HIV, such 
'identify and isolate' plans are never 100 percent 
successful."97 There is good reason to identify and 
segregate inmates whose behavior may place others at 
risk - e.g., through sexual victimization - but it seems 
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Asymptomatic HIV (n=13) 

None Full Limited None 

29% 38% 54% 8% 
8 54 46 0 
0 77 23 0 
8 77 23 0 
83 69 23 03 

53 85 8 8 
793 23 0 693 

less justifiable to segregate entire groups based solely on 
diagnostic or antibody status. 

Segregated Inmates' Access to 
Programs 

Experience has shown that it is difficult to offer a full 
range of programs and activities to segregated or sepa­
rated inmates. Indeed, some critics of segregation, 
argue that it is impossible to provide such inmates mean­
ingful access to programs. Figures 18 and 19 summarize 
access to programs among segregated inmates with 
AIDS and asymptomatic HIV infection in state/federal 
and city/county systems. This shows that relatively few 
systems totally exclude such segregated inmates from 
programs, with the exception of conjugal visits which are 
rarely available to HIV-infected inmates. In New York 
state, the correctional system's denial of conjugal visits 
to an inmate with AIDS was upheld by the state's Court 
of Appeals.98 

Most state/federal systems provide limited program 
access for segregated AIDS patients. In statelfoderal 
systems, full access to religious services, law library, and 
non-contact visits (53%, 50%, and 63% of responding 
systems, respectively) are more common than full access 
to work, education, and recreational programs (11%, 
29%, and 32% of responding systems). Most city/county 
systems report that AIDS patients have full access to 
religious services, law library, and regular visitation 
(65%, 88%, and 94%). More than one-half of these 



Figure 19 

ACCESS TO PROGRAMS FOR SEGREGATED INMATES WITH AIDS 
AND ASYMPTOMATIC IIIV INFECTION: CITY/COUNTY JAIL SYSTEMS, OCTOBER 1988 

Percent of Responding Systems Giving Access 

AIDS (n=38) 

Program Full Limited 

Work 24% 18% 
Education 53 24 
Religious Services 65 18 
Recreation 59 29 
Law Library 88 12 
Visits 94 6 

Conjugal Visits 12 6 

3Responses incomplete as to this program. 

systems also report that prisoners with AIDS have full 
access to educational and recreational programs. 

Asymptomatic seropositives generally have more access 
to programs than AIDS patients in state/federal sys­
tems, particularly as to work, education, and recreation 
programs (38%, 54%, and 77% of responding systems 
report full access for seropositives). Curiously, in 
city/county systems, access to some programs-espe­
cially educational and religious - seems to be more 
limited for asymptomatic seropositives than for inmates 
with AIDS, 

Several systems have taken the position that there be no 
programmatic restrictions unless medically ordered 
based on individual clinical assessment. This is true in 
Illinois and Oregon. However, Oregon, like a number of 
other jurisdictions, does exclude HIV -infected inmates 
from food-sen'lce assignments in order to reduce fear 
in the institution. Such decisions are understandable but 
may"undermine the educational message that HIV in­
fection is not spread through food. Similarly, segrega­
tion of HI V -infected persons who are physically capable 
of living in general population may undermine the mes­
sage that HIV i3 not transmissible through casual con­
tact. Correctional systems should carefully consider the 
educational effects of their housing and programming 
decisions.99 

The Presidential Commission on the HIV Epidemic 
recommended against abridgement of rights accorded 
to all inmates (e.g., parole and furlough) based solely on 
HIV infection status. However, nine state/federal cor-

Asymptomatic HIV (n=8) 

None Full Limited None ---
47%a 25% 13% 50%a 

181 25 38 25a 

12a 38 38 13a 

6a 50 25 13a 

0 75 13 Oa 

0 100 0 0 
653 13 63 Oa 

rectional systems do have special regulations regarding 
furlough and visitation for HIV-infected inmates. In a 
recent, New York case, the correctional system's denial 
of a furlough to an inmate with AIDS was overruled.IOO 

Almost ten percent of state/federal and city/county cor­
rectional systems, and one-fourth of Canadian systems 
also report that HIV infection status may affect parole 
and other release decisions. Responses were fragmen­
tary regarding the nature of such effects, but they could 
of course go either way - that is, toward earlier or later 
release. 

Interaction of Testing and Housing 
PQlicies 

Finally, correctional systems should give careful thought 
to how testing policies interact with housing policies. 
Any potential effect of mass screening on HIV transmis­
sion is certainly reduced if seropositives are not segre­
gated. Even given the imperfect nature of the available 
tests, it is questionable from an infection control stand­
point to mandatorily test without segregating. Yet, only 
one-third of the states that screen all incoming inmates 
also segregate all seropositives. One system reported that 
its mass screening program identified too many seroposi­
tives to segregate, so the system actually changed from a 
blanket segregation policy to case-by-case decisionmak­
ing. The question again arises: why identify all seropositives 
if nothing special is to be done with the information, instead 
of attempting to prevent behavior that may place others at 
risk, regardless of the perpetrator's antibody status? The 
latter is the policy followed in Oregon. 
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8: Medical Care and Psycho-Social Services 

The Presidential Commission on the HIV Epidemic 
recommends that medical and psycho-social services 
available to inmates with HIV infection and AIDS 
should be equivalent to the treatment and care available 
in the outside world. This should include access to all 
available therapeutic drugs, counseling and supportive 
services, and drug treatment programs.IOI 

Medical Care for Inmates with AIDS 

Medical care for AIDS patients has become a major 
budget item for some cOfrectional systems. Experience 
in San Francisco and elsewhere has shown that costs of 
care can be substantially reduced by reducing the length 
of hospital stays. Indeed, the Institute of Medicine re­
ports that the average lifetime cost of care per AIDS 
patient is now between $55,000 and $77,000, down from 
the 1986 estimate of $147,000. However, it is also true 
that costs tend to be higher for IV-drug.use associated 
cases, because they tend to. contract Pneumocystis 
carinii pneumonia which generally requires more 
frequent and longer hospitalization. Since most prison 
AIDS cases are associated with IV drug use, average 
costs may be higher for correctional cases.I02 

Medical care for AIDS patients in correctional facilities 
has come under severe criticism in some quarters. It has 
been alleged that medical staff are poorly trained and 
unresponsive to the needs of HI V -infected )Jersons, that 
diagnostic procedures are faulty, and that facilities are 
poorly equipped, understaffed, and overcrowded. Crit­
ics of the New York system contend that, as a result of 
these and other problems, incarcerated AIDS patients 
have much shorter mean survival times after diagnosis 
than patients in the outside world.I03 As documented in 
previous editions of this report, there have been and 
continue to be numerous lawsuits flIed regarding the 
quality of medical care for inmates with AIDS. Some of 
the most recent cases are discussed in Section 11 of this 
update. Correctional systems should emphasize early 
diagnosis and timely provision of available and appro­
priate therapies. 

Availability of Therapeutic Drugs 

Assessment of the level and quality of medical care is 
beyond the scope of this study. However, most cor­
rectional systems report making AZT therapy available 
to all inmates meeting the approved clinical criteria 
(82% of state/federal systems, 61% of responding 

.... 

city/county systems, and 25% of Canadian systems). 
.... Those systems that reported AZT was not currently 

available largely based their responses not on decisions 
to withhold the drug from qualified patients, but rather 
on the fact that they had no qualified patients. Pre­
sumably, these systems will provide AZT if and when 
they have prisoners who meet the clinical criteria. How­
ever, as noted below, there has been at least one lawsuit 
flIed against a correctional system alleging that AZTwas 
withheld. 

Experimental drugs are not widely available in prisons 
and jails. For example, only 39 percent of state/federal 
systems administer aerosolized pentamidine to inmates 
with_Pneumocystis carinii pneumonia. Only a handful of 
systems reported using any other experimental drugs or 
therapies for HIV infection or opportunistic diseases. 

Many inmates have expressed the desire to participate 
in clinical trials of experimental drugs. However, this has 
been virtually impossible thus far because of the strin­
gent federal regulations designed to protect prisoners 
from research abuse. There is now substantial sentiment 
for loosening these regulations to facilitate prisoner 
enrollment in clinical trials, with appropriate protec­
tions. The National Institute of Corrections recently 
funded a panel inquiry into this issue by the Division of 
Legal and Ethical Issues in Health Care at the Monte­
fiore Medical Center/Albert Einstein College of Medi­
cine in New York. The report of this panel recommends 
that prisoners have access to clinical trials of new and 
innovative therapies for HIV disease.I04 

Counselin,g and Supportive Services 

Counseling and psycho-social supportive services ·are 
essential for all HIV -infected persons, whether in prison 
or in the outside world. Counseling should not be limited 
to pre- and post-HIV antibody testing. Rather, persons 
with HIV infection and AIDS require ongoing services. 
There is a particular need for counseling on death and 
dying and for family counseling. As in the context of 
antibody testing, counselors must pay particular atten­
tion to suicidality, since suicide rates are abnormally 
high among persons with HIV infection and AIDS. The 
Oregon correctional system offers ongoing individual 
and group counseling to infected inmates and to the 
"worried well.,,105 
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Drug 1reatment Programs 
Expanded drug treatment programs are essential to 
combatting mv infection and AIDS. As noted earlier, 
most inmate cases of AIDS are associated with IV drug 
use. Therefore, drug treatment is an important part of 
prevention. The Presidential. Commission on the HIV 
Epidemic specifically recommended that inmates who 
are identified as IV drug users or have been incar­
cerated for drug-related crimes be provided a minimum 
of9-12 months of treatment (if consistent with sentence) 
based on the therapeutic community mode1.106 
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Pre-Release Planning 
Finally, an important component of medical treatment 
and psycho-social service delivery is pre-release plan­
ning. This should include attention to medical and social 
needs, as well as education and prevention issues. One 
area of particular concern is that medication, such as 
AZT, be continued post-release. Special arrangements 
may be necessary to ensure continuity of medication. As 
noted in section 5, ahove, relatively few correctional 
systems provide AIDS; education to inmates at the time 
of their release. Education at this critical juncture 
should be expanded so that releasees return to the 
community with AIDS prevention messages fresh in 
their minds. 



9. Precautionary Measures 

"Universal Precautions" 

As noted earlier, the Centers for Disease Control have 
recently revised their guidelines for "universal precau­
tions" in health-care settings. These guidelines are now 
recommended only with regard to exposure to blood 
(and other fluids containing visible blood), semen, vagi­
nal secretions, tissues, and several other less commonly 
encountered body fluids. These precautions are no 
longer recommended for saliva, tears, sweat, vomitus, 
urine or feces, unless they contain visible blood.I07 

The new guidelines also recommend special precau­
tions for dentistry because of the predictable contami­
nation of saliva with blood, the likelihood of blood 
spattering, and the possibility of trauma to dental work­
ers' hands during dental procedures. The guidelines 
also recommend use of protective barriers such as 
gloves, gowns, masks, and protective eyewear, depend­
ing on the type of procedures being undertaken. Sterile 
gloves are recommended for procedures involving con­
tact with sterile body areas, examination gloves for other 
types of contact, and utility gloves for housekeeping 
chores. Sterile and examination gloves should be 
changed between patient contacts and should never be 
reused. Utility gloves may be decontaminated and re­
used unless deteriorated. Immediate and thorough 
handwashing is stressed by CDC, as is extreme care in 
handling needles and sharp instruments.I08 Many of 
these guidelines simply represent restatements of com­
mon-sense hygiene procedures. They were not 
developed specifically to prevent HIV infection, but 
their careful and consistent implementation become 
more important in light of the HIV epidemic. 

These CDC guidelines represent reasonable and pru­
dent steps for correctional staff to take to prevent their 
exposure to mv on the job. In Oregon, precautionary 
measures are designed to "balance the level of risk 
involved with the need for staff to do their jobs safely 
and efficiently .... [T]he strategy must not establish pre­
cautions and responses to HIV infection which may 
create other safety hazards."I09 

The 1988 NIJ survey found that almost one-half of the 
responding correctional systems changed their policies 
regarding precautionary measures during the last year. 
The most common changes involved institution of uni­
versal precautions and wider availability of gloves and 
CPR masks with one-way airways. Many correctional 

systems are now issuing all of their officers a belt pouch 
containing latex gloves. 

Increasingly, as well, correctional systems are making 
available spill kits to clean up body fluid spills. The 
Texas Department of Corrections has designed and 
distributed such a kit, along with extensive instructional 
material.110 These kits typically contain disinfectant or 
household bleach solution, gloves, absorbent, and plas­
tic bags for disposal of soiled items. 

Correctional systems should ensure that regular and 
thorough training is provided to staff and inmates re­
garding appropriate precautionary measures against 
the transmission of HIV. In addition, systems should 
monitor the implementation of these measures to guard 
against carelessness. One system reported problems 
with recurrent "complacency and reduced concern for 
routine protection measures." 

Availability of Condoms 

Since the 1987 survey, one correctional system­
Philadelphia's-instituted condom availability for in­
mates in the institutions. This brings to four the total 
number of correctional systems making condoms avail­
able to inmates. Several other systems issue condoms for 
conjugal visits and/or provide condoms to prisoners 
being released. 

Survey responses again show that the main reason cor­
rectional systems resist making condoms available to 
inmates is the perception that such a policy would con­
done prohibited behavior. Oregon decided against the 
policy on the ground that it would send a "mixed mes­
sage" regarding sexual activity in prison.1l1 In Cook 
County ( Chicago), jail medical staff wanted to institute 
a condom distribution policy for the gay unit in the jail, 
but the proposal was vetoed by correctional officers. 

The primary argument in favor of condom availability is 
that sexual activity occurs in prisons and jails, whether 
or not it is prohibited, and the policy represents a rea­
sonable response to help inmates protect themselves 
from a deadly virus. In support of his city's policy, 
Philadelphia Mayor W. Wilson Goode stated that "[t]he 
health emergency of AIDS within our prison system 
requires that this step be taken." The coordinator of the 
Philadelphia health department's AIDS Activities 
Coordinating Office said that the correctional system, 
through its condom policy, is by no means encouraging 
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inmates to engage in sexual activity. Rather, he noted, a 
major focus of the inmate training program on AIDS is 
the "message that to engage in sexual activity is to place 
your life at risk, condom or no condom."112 

The Vermont system, which was the first in the nation 
to institute condom distribution, takes the position that 
correctional facilities should, as much as possible, offer 
"counseling opportunities and preventive practices sim­
ilar to those available to the general public."u3 A prin­
ciple of AIDS prevention is that information is not 
enough to foster behavior change-the means to facili­
tate such change should also be readily available. This 
principle is as applicable to correctional inmates as to 
anyone else.114 

In Vermont and New York City, condoms are only 
available through medical staff and after counseling on 
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risk reduction. Inmates found to be engaging in seJl.llal 
activity are still disciplined. In Philadelphia, each in­
coming inmate receives three condoms as part of an 
AIDS information packet. Additional condoms are also 
available through institutional infirmaries. In Missis­
sippi, condoms are available for sale in institutional 
canteens. 

The availability of condoms to correctional inmates re­
mains a complex issue. One writer has suggested that 
correctional systems may be vulnerable to lawsuits if 
they fail to provide condoms. The same writer suggests 
that inmates ( and others) who lack rights to prevention 
mechanisms may be obligated to alter their lifestyles.115 
Correctional administrators must weigh these possibili­
ties, as well as the other issues raised above, in deciding 
upon condom availability. 

_______ ~I 



10: Confidentiality and Notification Issues 

Need for Specific Disclosure Policies 

The related issues of confidentiality and notification 
remain at the heart of correctional systems' response to 
HIV infection and AIDS. They also remain among the 
most difficult aspects of the correctional response. Con­
fidentiality of any information is difficult to maintain in 
correctional facilities, let alone information of such 
great concern to so many other inmates and staff. Al­
most everyone thinks they "need to know" who is in­
fected with HIV so they can take measures to protect 
themselves. In New York state, correctional officers 
almost universally desire to know inmates' antibody 
status.116 In Oregon, correctional, probation, and parole 
staff attempted to use state occupational health and 
safety regulations to compel identification of prisoners 
with communicable diseases, including HIV infection. 
However, the regulatory agency, after receiving educa­
tion about communicable disease transmission, deter­
mined that a more appropriate response was to fme the 
correctional department for failing to provide adequate 
training on precautionary measures and adequate 
equipment to implement the precautions. This forced 
the department to upgrade training and protective 
equipment to facilitate implementation of universal pre­
cautions.117 

Indeed, universal precautions properly implemented 
make it unnecessary for anyone other than the inmate, 
his or her attending physician, and possibly the institu­
tional superintendent to know an inmate's HIV antibody 
status or HIV-related diagnosis. Thus, correctional sys­
tems should place great emphasis on training regarding 
universal precautions, and the implementation and en­
forcement of such precautions. 

Current Notification Policies 

This year's survey reveals that many correctional sys­
tems still have notification policies based on "need to 
know." This is a vague concept that only seems to invite 
dispute and abuse. Such policies should be replaced 
with clear and specific statements. The Presidential 
Commission on the HIV Epidemic recommended that 
disclosure of inmates' antibody status should be "strictly 
limited" and that the policy should "specify clearly who 
is permitted to receive the information, what informa­
tion is to be released, and under what circumstances.1I8 
Oregon policy, for example, clearly limits disclosure to 

the inmate, medical and dental staff, absent written 
consent.119 In addition, some jurisdictions have laws 
requiring notification of public health authorities, vic­
tims of rape or other crimes of sexual abuse. 

Systems should ensure that no unauthorized persons have 
access to information regarding inmates' HIV status. 
Methods of preventing unauthorized access include 
avoidance of keeping lists of HIV-infected inmates and 
elimination of obvious flagging of medical or other records. 

Figures 20 and 21 summarize the responding systems' 
policies regarding disclosure of antibody status of in­
mates during their incarceration and at the time of their 
release. Inmates and medical staff are notified in the vast 
majority of all systems. Correctional central office and 
institution management are notified in a majority of 
state/federal systems, but only in a small number of 
city/county systems. In Canadian systems, institution 
management is generally notified, but not so commonly 
is central office notified. 

Twenty-one states explicitly or implicitly require re­
porting of the names of HIV seropositives to public 
health departments. Twenty-eight state correctional 
systems reported such disclosure with regard to in­
mates. The Presidential Commission recommended dis­
closure of inmates' positive antibody test results to 
public health authorities so that they may carry out 
partner notification.120 

Notably, less than one-fourth of state/federal systems 
and even smaller proportions of city/county and 
Canadian systems have policies permitting notification 
of correctional officers. Spouses and sexual partners are 
notified in relatively few state/federal and city/county 
systems, but in as many as one-fourth of Canadian sys­
tems. Even fewer systems in all categories reported 
notifying spouses/sexual partners of releasees. Indeed, 
very few systems reported disclosure of releasees' HIV 
antibody status to work or residential placements, 
either. 

Even though the survey results suggest that little such 
notification is currently being done, there is clearly a 
great deal of concern over notification to spouses and 
sexual partners of releasees, as well as to parole authori­
ties and/or community work and residential placements 
of persons leaving prison. The issue of sexual partner 
notification is particularly troublesome. Many cor­
rectional systems and officials feel that they have a moral 
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Figure 20 

POLICIES REGARDING DISCLOSURE OF INMATES' 
HIV ANTIBODY TEST RESULTS DURING INCARCERATION, OCTOBER 1988 

State/Federal City/County Canadian 
Prison Systems Jail Systems Systems 

(n=51) (n=28) (n=12) 

Who Receives Results n % n % n % -- --
• Inmate 50 98% 20 71% 9 75% 
• Attending Physician 49 % 19 68 9 75 
• Other Medical Staff 45 88 14 50 9 75 
• Correctional Department Central Office 28 55 6 21 5 42 
• Correctional Institution Management 30 59 5 18 8 67 
• Correctional Officers 11 22 4 14 1 8 
• Public Health Department 28 55 10 36 7 58 

• Spouse 9 17 1 4 3 25 
• Sexual Partners 8 16 0 0 2 17 

Figure 21 

POLICIES REGARDING DISCLOSURE OF INMATES' 
HIV ANTIBODY TEST RESULTS AT RELEASE, OCTOBER 1988 

State/Federal 
Prison Systems 

(n=51) 
Who Receives Results n 0/0 --
• Residential Placement 7 14% 
• Work Placement 0 0 
• Public Health Department 15 29 

• Spouse 6 12 
• Sexual Partners 6 12 

obligation to notify the sexual partners of releasees 
known to be HIV seropositive. Many systems also fear 
legal liability if they fail to notify sexual partners. 

Applicability of the "Duty to Warn" 
Doctrine 

The so-called Tarasoff or "duty to warn" doctrine has 
fueled the concern of many correctional officials, as well 
as clinicians. Tarasoff was a successful lawsuit brought 
against a psychiatrist whose patient committed a murder 
after allegedly discussing his intention during therapy 
sessions.121 Actually, as commentators have pointed 
out, the Tarasoff decision proclaimed the clinician's 
"obligation to use reasonable care to protect the in-
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City/County Canadian 
Jail Systems Systems 

(n=28) (11=12) 
n % n % -- --
0 0% 1 8% 
0 0 0 0 
2 7 4 33 
0 0 2 17 
0 0 1 8 

tended victim," which mayor may not include the duty 
to warn the victim directly. 

Tarasoffhas not yet been litigated in relation to notification 
of se~ partners ofmV-infected persons. It is question­
able whether it is applicable. FIrst, for Tarasoff to apply, 
there must be a specifically identifiable victim, the clinician 
must know of some imminent danger to that person, and 
have some means to prevent harm from occurring. In 
addition, the health-care professional must weigh carefully 
the consequences of any breach of client confidentiality 
involved in disclosure. Many states have very strict con­
fidentiality protections.l22 Indeed, in such jurisdictions, 
it may well be that a clinician could be sued whether or 
not he or she notified the sexual partner. As the Institute 



of Medicine notes, when it comes to partner notifica­
tion? "[t]he ~cy~a and Charybdis of conflicting pro­
fessIOnal obligations are not merely hypothetical."l23 

The American Medical Association and CDC have 
iss~ed g~delines which emphasize counseling first, and 
notification of sexual partners only as a last resort if the 
individual refuses to notify himself or herself. The AMA 
recommends notification to public health authorities 
before any direct notification of sexual partners. CDC 
recommends that physicians or public health authorities 
carry out partner notification if the subject refuses to do 
so or "if it cannot be assured that partners will seek 
~ou?~eling." ~ effective strategy for reducing legal 
hablhty potentlally associated with notification and 
failure to notify may be to vest in health-care profession­
als the power but not the duty to notify and limit this 
power to cases in which the threat of HIV transmission 
is clear and imminent.124 

Cor:~ctional officials should carefully consider the appli­
cability of these recommendations to incarcerated inmates 
and particularly to inmates being released into the com­
munity. Correctional systems should also carefully con­
sider the question of whether notification policies applied 
to correctional inmates may justifiably differ from those 
applied to persons in the general public, simply because 
they are inmates and may, as a group, be perceived as less 
responsible than others. In general, anyone contemplating 
broader notification of sexual partners must consider the 
consequences of increased government involvement in 
decisions of the most intimate and private nature. Thus 
notification policy should be designed to "protect third 
parties from serious harm, with minimal intrusion on the 
privac( of the inmate. This is, admittedly, not an easy 
balancmg act to perform but, if it can be done, it is likely 
to meet both ethical and legal tests.l25 
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11: Legal and Labor Relations Developments 

There continues to be a significant amount of legal 
activity surrounding AIDS in prisons and jails. While 
litigation increases, many of the key legal issues remain 
unresolved. However, in the past year, a number of 
major lawsuits have been ftled on the issues of man­
datory testing, segtegation, confidentiality, and medical 
care for prisoners with AIDS. These cases should at 
least begin to clarify what has been a rather uncertain 
legal situation. 

Issues Raised by Inmates 

The major types of cases ftled by inmates are challenges 
to segregation of and conditions of confmement for 
HIV-infected individuals, challenges to the quality of 
medical care provided to HIV-infected persons, chal­
lenges to mandatory testing progr'ams, and allegations 
of breaches of confidentiality. 

A major case ftled in Alabama by the ACLU's National 
Prison Project involves all of these issues. Harris v. Thig­
pen challenges the Alabama state correctional system's 
mandatory HIV antibody screening program, seeks re­
lief from the conditions of confmement in the segre­
gated units where seropositive inmates are housed, asks 
improved medical and psycho-social services in the 
units, and claims that confidentiality of test results is 
impossible to maintain under the system's test and 
segregate policy. The testing policy is asserted to repre­
sent an unconstitutional search and seizure and a viola­
tion of inmates' right to privacy guaranteed under the 
Fourteenth Amendment. Moreover, it is asserted that 
because the tests are sometimes inaccurate, inmates are 
falsely labeled. Mandatory testing is also alleged to 
cause mental anguish for seropositive inmates (who are 
often incorrectly told that their positive test results mean 
that they have AIDS) and to lull seronegative inmates 
into a false sense of security. The suit also alleges that 
segregated HIV-positive inmates have extremely 
limited access to programs and activities (including 
work programs, which means that they are unable to 
earn "good time"), are required to submit to unneces­
sary and humiliating practices such as wearing surgical 
masks and disinfection oftelephone receivers after use. 
In short, the segregated units are likened to "leper 
colonies." The quality of medical care is alleged to be 
inadequate (e.g., no AZT is available) and counseling 
services to be minimal at best. The claims for relief are 
based primarily on the Fourth (search and seizure), 

Eighth (cruel and unusual punishment, punishment dis­
proportionate to crime), and Fourteenth (equal protec­
tion, due process, privacy, access to courts) 
Amendments, as well as to Sec. 504 of the Rehabilitation 
Act of 1973 (discrimination against handicapped per­
sons).126 

The state has disputed many of the factual allegations of 
the plaintiffs, and defends its testing policy on the 
ground that it is required by state law and that the tests 
do not result in significant numbers of false positives or 
negatives. Nor do defendants have a reasonable expec­
tation of privacy. The segregation policy is defended on 
the ground that it was instituted in furtherance of a 
legitimate penal objective and that prisoners are not 
required to be housed in any particular facility or unit.127 

The Connecticut case, Smith v. Meachum, challenges 
the permanent segregation of prisoners with AIDS, 
many of whom are medically capable of living in general 
population and participating in a full range of programs 
and activities for long periods of time. Yet, the plaintiffs 
charge, they are segregated without reference to their 
security classifications. These prisoners are allegedly 
confmed to a separate prison hospital unit for 23-24 
hours per day and are granted only limited access to 
recreation, religious activities, law library, and visits and 
no access to educational or work programs. The plain­
tiffs also claim that medical care in the unit is grossly 
inadequate, and that ventilation, heating, and food serv­
ice are deficient. The bases of the suit are similar to 
those in Harris v. Thigpen - namely, cruel -and unusual 
punishment, denial of equal protection, denial of access 
to the courts, and discrimination violative ofthe Reha­
bilitation Act of 1973. The case is pending. In an Eighth 
circuit case, Mahammad v. Car/SOil, the court held that 
a federal prisoner with AIDS could be confined in a 
restricted AIDS unit. The court rejected the argument 
that the prisoner had a liberty interest in avoiding estab­
lished regulations regarding isolation of AID 
patients.l28 

In California, inmates in the "AIDS wing" at California 
Medical Facility, Vacaville (which actually houses 
asymptomatically infected inmates as well as those with 
all degrees of symptomatic HIV disease, including end­
stage AIDS) have 'filed a class action suit challenging 
conditions of confmement in the unit and the allegedly 
"atrocious" medical and psychiatric care provided 
there. The low level of care is attributed to severe over-
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crowding and understaffmg. According to the plaintiffs, 
prisoners confined to the unit have extremely limited 
access to programs and activities. The state denies the 
allegations, claiming that the unit serves legitimate pur­
poses - namely, protection of the inmates and more 
efficient provision of medical care - and that access to 
programs and activities is adequate.129 

Several other cases have been ftled by inmates with HIV 
infection or AIDS seeking release from segregation ,or 
relief from conditions of confmement associated with 
segregation.13° In a North Carolina case, an HIV-posi­
tive inmate claimed to have been unconstitutionally 
segregated in a medium-security institution for engag­
ing in sexual activity. The inmate had sought transfer to 
the central prison hospital, where inmates with AIDS 
are housed.131 In a recently decided Pennsylvania case, 
segre;gation of inmates with AIDS was upheld.132 

Several cases have addressed the question of whether 
HIV-infected inmates may be excluded from furloughs, 
conjugal visits, work-release programs, and certain vo­
cational as~ig-nments. In a recent New York case cited 
eaHier in this report, the court held that an inmate with 
AIDS could not be denied a furlough based on his 
medical condition. The court rejected the state's con­
tention that the inmate required continuous medical 
monitoring which would not be available to him while 
on furlough and concluded that, in this case, the exclu­
sion was not rationally related to a legitimate state pur­
pose - that is, the protection of the inmate's health.133 

On the other hand, in Doe v. Coughlin, another New 
York case, the correctional system's right to exclude an 
inmate with AIDS from conjugal visits was upheld by the 
state Appeals Court. However, the case has been ac­
cepted for review by the U.S. Supreme Court. In a 
Nevada case, the correctional system's exclusion of a 
seropositive inmate from certain work assignments was 
upheld and, in a pending case, a Texas inmate has 
challenged his exclusion from a pre-parole release pro­
gram.134 

A recent Indiana case, Cameron v. 1vfetcuz, begins to 
address the critical question of whether correctional 
systems may be h~ld liable for incidents in which HIV 
may have been transmitted through forced or involun­
tary acts. Cameron, the plaintiff inmate, was bitten by an 
HIV-positive prisoner who was known or "should have 
been known" by correctional officials to be predatory. 
Cameron did not claim to have become infected as a 
result of the bite, but sued correctional officials for 
failing to segregate this inmate, claiming that the failure 
to segregate constituted cruel and unusual punishment 
and a violation of due process rights. The court dis­
missed the claims without prejudice, meaJ1ing that the 
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plaintiff may reftle. The court declared that the case was 
on the "cutting edge" of the issue of the applicability of 
the prohibition against cruel and unusual punishment to 
inter-inmate violence and HIV transmission in cor­
rectional settings. However, the judge dismissed the 
claims on the ground that the plaintiff must allege and 
establish "deliberate indifference" or recklessness, 
rather than simply negligence, in order for a federal 
court to provide relief. The plaintiff ftled an amended 
complaint on February 15, 1989.135 This is a case of 
potentially great importance in shaping the correctional 
response to HIV infection and AIDS. 

As noted above, a number of pending cases allege in­
adequate medical care for prisoners with AIDS. There 
are several cases unrelated to AIDS which set limits on 
the medical care required to be provided by cor­
rectional systems. In a First Circuit case, United States 
v. DeCo/gero, the court held that inmates must receive 
"adequate meci~cal care" which meets local and national 
standards, but they "cannot insist that [their] institu­
tional host provide [them] with the most iophisticated 
care that money can buy." In another case, the court 
held that correctional medical care need not "cater to 
the individual preference of each inmate." These stand­
ards are not altogether clear. For example, the differ­
ence between "adequate" care which meets 
professional standards and very "sophisticated" care 
will certainly not always be obvious. Several cases on the 
availability of AZT to prisoners with AIDS may help to 
resolve these issues.l36 

Misdiagnosis of HI V-related conditions may obviously 
present serious problems for prisoners as well as serious 
legal issues for correctional systems. For example, a 
New York inmate claimed that he had b~en wrongfully 
segregated for two years due to a mistaken AIDS diag­
nosis. However, the court held that, based on the avail­
able facts, the diagnosis did not represent gross 
negligence because of the relative paucity of informa­
tion about AIDS available when it was made (1982). The 
key issue "potentially" before the court was "the degree 
of care that prison officials must exercise in confirming 
a medical diagnosis of AIDS before segregating an in­
mate. However, insufficient information regarding the 
decision process was available for the court to make a 
fmding on this issue.137 

Several other recent inmate cases challenged various 
HIV antibody testing policies. A Texas case challenging 
that state's policy of mandatory testing for identified 
members of "high-risk groups" was dismissed.138 In 
Oklahoma, an inmate failed in an attempt to be ex­
empted from the state's mandatory testing policy on the 
ground that submitting to a blood test violated his re-



ligious beliefs, while another Oklahoma case alleging 
unconstitutional coercion to submit to an HIV antibody 
test remains pending.139 

In a New York decision, the court granted plaintiffs 
motion for Ii preliminary injunction against the Depart­
ment of Correctional Services' placement of mv­
seropositive inmates in a segregated dormitory. The 
state claimed that the placement was intended to facili­
tate improved and more efficient medical care. How­
ever, the court declared that the policy labeled the 
inmates, thus depriving them of their constitutional right 
to privacy. The right to privacy, in this case, comprised 
two legitimate interests: to avoid disclosure of personal 
matters and to be able to make important decisions 
independently - e.g., to decide who to inform regarding 
one's HIV status. According to the court, both of these 
interests were violated by the state's policy. Instead, the 
court declared, placement in the dormitory should be 
voluntary.14o 

Another important case on the confidentiality of AIDS­
related information in prison has arisen in Connecticut. 
In Doe v. Meachum, the plaintiffs seek an end to the 
correctional department's practices of maintaining and 
widely circulating lists of HIV -infected inmates (e.g., to 
all institutions and to "all staff members who may come 
into contact with [them] during the course of their du­
ties") and of conspicuously marking with a red circle or 
dot all papers accompanying HIV-infected inmates 
when they are transported outside the institution. The 
suit contends that the department has no procedures for 
limiting the dissemination of the list of infected individu­
als. Indeed, the list has allegedly been made available to 
inmates. According to the plaintiffs, the "red dot" policy 
has led to humiliating and discriminatory actions against 
them by department staff and other law enforcement 
personnel. The suit is based on rights of privacy 
guaranteed under the First, Fourth, Ninth, and Four­
teenth Amendments and freedom from discrimination 
against handicapped persons provided for in the federal 
Rehabilitation Act of 1973.141 

In a Wisconsin case, the correctional system was held 
not to have breached an inmate's confidentiality. Medi­
cal staff had been discussing the inmate's medical con:" 
dition with correctional officers outside the inmate's 
infirmary room door. The state countered that the in­
mate himself had publicized his own HIV -related illness 
within the correctional system and that the officers and 
medical staff were simply discussing visiting procedures 
for the inmate.142 A Texas confidentiality case involved 
certain correctional staff revealing an inmate's HIV 
positive status to other correctional staff. The inmate 

was transferred to another facility and the case was 
settled out of court.143 

Issues Raised by Inmates and Staff 

Major objectives pursued by inmates and correctional 
staff in lawsuits and administrative actions include man­
datory testing and segregation, access to identities of 
HIV -infected inmates, aggressive response to possible 
transmission incidents, and protection against exposure 
toHIV. 

In a number of pending cases, inmates are seeking 
mandatory HIV antibody screening of inmates (and, in 
one case, of all officers as well) and segregation (or 
dismissal, for officers) of seropositives.144 Several other 
cases of this sort brought by inmates have been dis­
missed or otherwise disposed in favor of the correctional 
departments' policies. For example, an Eighth Circuit 
case, Glick v. Henderson, upheld the Arkansas state 
correctional system's decision not to institute man­
datory screening or segregate seropositives. The court 
held that the plaintiffs suit was based on "unsubstan­
tiated fears and ignorance" such as the possibility of 
transmission through sweat and mosquito bites. How­
ever, a concurring opinion noted that the plaintiff might 
have a stronger case if he emphasized the danger of 
sexual assault by unsegregated HIV-positive inmates. 
The case was dismissed without prejudice, so it may be 
refiled.145 Two pending cases involve correctional of­
ficers unions seeking mandatory testing and/or segrega­
tion of seropositives.146 

In Nevada and Oregon, correctional staff have taken 
collective action to compel disclosure of the names of 
HIV-positive inmates. In Nevada, this effort was sup­
ported by the correctional department and the state 
health department and was able to win significant 
changes in the state attorney general's opinion that the 
information could only be disclosed to medical staff. 
The revised regulations permit disclosure of the names 
to correctional officers who have direct physical contact 
with seropositives.147 In Oregon, as discussed earlier, 
officers sought disclosure of the names of seropositive 
inmates. Instead, the cognizant administrative body 
fined the correctional department for having inade­
quate education and protective equipment, and ordered 
that the situation be rectified.148 

Several cases have arisen regarding correctional Ilys­
tems' responses to particular incidents in which HIV 
transmission was allegedly possible. A Louisiana case 
involved several inmates who contended that another 
inmate thOUght to be HIV -seropositive threw feces and 
urine on them. The plaintiffs complained that they had 
not been offered testing. The case was dismissed on the 
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basis of medical affidavits stating that the possibility of 
HIV transmission in the incident was too remote to 
justify testing the inmates.I49 In Maryland, a cor­
rectional officer has fIled suit seeking to compel the 
testing of a prisoner to whose blood he claimed to have 
been exposed.ISO Finally, in Minnesota, an HIV-in­
fected inmate who bit two prison guards was convicted 
of assault with a deadly weapon.1SI 

In more generally framed cases, North Carolina cor­
rectional staff fIled a union grievance alleging that they 
were exposed to HIV on the job and a group of Wiscon­
sin inmates alleged cruel and unusual punishment on the 
ground that they were exposed to HIV by being housed 
in the same institution as prisoners positive for the virus. 
The latter case was decided in favor of the department 
on the ground that "there is only minimal risk of harm 
to the plaintiffs and the defendants have taken steps to 
reduce that risk even more," principally through AIDS 
education and single-ceIling of infected inmates. The 
court declared that "the constitutional standard does 
not require prison officials to insure against the con­
tracting of an infectious disease." Finally, the decision 
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upheld the department's policy of maintaining the con­
fidentiality of inmates' HIV antibody status. The court 
determined that, in formulating this policy, "[t]he defen­
dants have considered· both the minimal risk of AIDS 
exposure to the majority of ... inmates and the consti­
tutional rights of the [infected inmates]. This practice is 
within the discretion of these prison officials."IS2 

The "assumption of risk" doctrine is likely to prevent 
correctional systems from being held liable for HIV 
infections resulting from consensual acts of inmates. 
This doctrine states that persons voluntarily placing 
themselves at risk are responsible for their own protec­
tion.153 Although no such cases have as yet arisen, it still 
appears that correctional systems will be most in danger 
of liability for HIV infections of inmates in cases involv­
ing rape or other forced activity. Finally, the possible 
application of the Tarasoff doctrine to the questi0Il:: of 
correctional officials' duty to warn sexual partners of 
HIV-infected inmates has already been discussed. It is 
highly questionable that this liability doctrine translates 
directly or compellingly into any third party's duty to 
warn sexual partners of HI V-infected persons. 



12: Legislative Developments 

The areas of most frequent AIDS-related legislative 
activity in the past year have been anti-discrimination 
and confidentiality, and testing and notification. That 
these trends seem somewhat in conflict reveals the con­
tinuing broad disagreement about the appropriate 
legislative response to the HIV epidemic. The Institute 
of Medicine declared that public health measures 
against the HIV epidemic are most effective if accom­
panied by strong protections against discrimination. 
The Presidential Commission made its highest-priority 
recommendation the enactment and enforcement of 
strong anti-discrimination laws, "within the context of 
HIV [infection] as a handicap" subject to the provisions 
of the Rehabilitation Act of 1973.154 The federal govern­
ment has yet to take legislative action in this area, al­
though, notably, the Justice Department reversed its 
earlier legal justification of discrimination against per­
sons with AIDS based on fear of contagion. The Depart­
ment's current position is that the federal Rehabilitation 
Act's handicap discrimination provisions cover all HIV­
infected individuals, whether or not they are sympto­
matic, and that discrimination against such persons on 
the basis of fear of contagion is unjustifiable. Many 
states and municipalities have and continue to enact 
strong anti-discrimination and confidentiality laws.I55 

At the same time, there has been significant legislative 
activity in the area of testing and notification. This year, 
there appears to have been less legislative activity, at 
least in terms of laws passed, in the area of mass man­
datory screening of prisoners. Michigan and Wyoming 
recently enacted such laws, and mass screening bills are 
pending in several others, including Utah.156 The major 
upsurge in activity has been in selective testing and noti­
fication. 

In November 1988, California voters defeated Proposi­
tion 102 which would have mandated reporting by name 
of all HIV -seropositive individuals to local health de­
partments. (About twelve other states currently have 

such laws in force.) At the same time, California passed 
Proposition 96 which, among other things, allows court 
ordered testing of individuals involved in possible trans­
mission incidents with law enforcement or emergency 
response personnel. Recent legislation in several states 
(including Florida, Illinois, and Oregon) requires HIV 
antibody testing of persons convicted of sex crimes, 
prostitution, and/or drug offenses. A Texas law permits 
testing of individuals indicted for sexual assault at the 
discretion of the court, while a recently passed Cal­
ifornia law requires testing of persons charged with 
sexual crimes and assaults on law enforcement of­
ficers. I5? 

Notification provisions sometimes occur within the con­
text of a broadly protective confidentiality law, and 
sometimes in independent measures. For example, a 
recent New York state law r~quiring counseling and 
informed consent in all testing and strictly limiting dis­
closure of results also allows physicians to disclose test 
results to sexual partners and needle-sharing partners 
of seropositives. The law also grants physicians immu­
nity both for informing, and failing to inform, contacts 
of HIV-positive persons.I58 Numerous states passed 
laws expanding notification of HIV antibody status to 
persons possibly exposed, including law enforcement 
and emergency response staff. Such notification laws 
may come into conflict with state prohibitions against 
testing without informed consent. In other words, noti­
fication could only occur if the individual agreed to be 
tested. This is the tacit assumption in a recent Massa­
chusett:) law which provides for the notification of cor­
rectiolls, law enforcement, and medical personnel who 
may have been exposed to an infectious disease in the 
line of duty. However, the law does not mandate testing 
of anyone and declares that "the identity of the patient 
is not to be revealed."159 Thus, the officer or medical 
staff member is simply told that he or she may have been 
exposed, but is not told the name of the infected person. 
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Conclusion 

HIV infection and AIDS continue to pose significant 
prublems for correctional systems. Addressing these 
problems effectively requires knowledge, sensitivity, 
coordination, and the ability to substitute rational deci­
sion making for misjudgment based on fear. Cor­
rectional administrators and staff have been engaged in 
this effort since early in the AIDS epidemic. Many of 
them have developed imaginative and innovative ap­
proaches embodying a rational and compassionate re­
sponse. However, there is still a great deal of public and 
political pressure on corrections to adopt extreme poli­
cies. 

This update edition of AIDS in Correctional Facilities 
has presented the results of the fourth NIJ survey of 
correctional facilities as well as current information 
from biomedical and epidemiologic research. The fol­
lowing are the major findings and recommendations: 

Biomedical Research. There has been considerable 
progress in understanding the structure and replication 
of HI V, but the interaction of HIV with the human host 
is less well understood. Prospects for an effective vac­
cine are no more favorable now than they were two years 
ago. However, some progress has been made regarding 
therapeutic drugs to prolong the lives of AIDS patients. 

Epidemiology of HIV Infection and AIDS in Cor­
rectional Facilities. Cumulative total AIDS cases 
a,mong correctional inmates now number over 3,000. 
However, the distribution of cases across systems and 
regions is still quite uneven. HIV seroprevalence rates 
in correctional popUlations remain quite low, except in 
the Northeast. Fragmentary data continue to show low 
rates of HIV transmission in prisons and jails. There 
have been no documented job-related cases of HIV 
infection or AIDS among correctional staff. 

Tuberculosis and HIV. Sharply increasing incidence of 
tuberculosis within and outside correctional facilities 
has been reported in the past few years. This increase 
has been clearly linked to HIV infection. Tuberculosis 
presents serious problems for corrections because of the 
contagious nature of the disease. Therefore, vigorous 
measures of prevention and control are needed. 

Education and Training. Most correctional systems, 
especially at the state and federal levels, provide live 
AIDS training for inmates and staff. However, there 
continues to be significant lack of uniformity in training 
programs within and across systems. All institutions 

should provide mandatory live training. Training for 
inmates at release should also be undertaken, so that 
individuals re-enter the outside world with AIDS pre­
vention messages fresh in their minds. 

Testing and Screening. The debate on mass mandatory 
screening in correctional facilities continues. However, 
the trend to mass screening seems to have slowed and 
there appears to be more emphasis on voluntary and 
on-request testing, as well as on blind seroprevalence 
studies. 

Housing and Correctional Management. The past year 
saw the solidification of the trend to case-by-case deci­
sionmaking regarding housing and programming for 
inmates with HIV infection and AIDS. Proponents of 
case-by-case decisionmaking state that this approach 
appropriately focuses on individual needs and charac­
teristics rather than solely on medical categories, and 
results in the least restrictive housing assignments 
possible for these inmates. A major reason given for 
minimizing the use of segregation is that it is extremely 
difficult to offer segregated inmates a full range of pro­
grams and activities. Persons with HIV infection and 
AIDS do best medically and psychologically when they 
can lead as normal lives as possible. 

Medical and Psycho-social Services. Medical and psy­
cho-social services for prisoners with HIV infection and 
AIDS should be as closely equivalent as possible to 
those available in the community. This includes access 
to ~xperimental therapies, pre- and post-test and ongo­
ing counseling, and drug treatment programs. Pre-re­
lease planning should link individuals with all necessary 
and available services in the community. 

Precautionary Measures. CDC has revised its "univer­
sal precautions" guidelines to emphasize blood, semen, 
and vaginal secretions and de-emphasize saliva, tears, 
urine, feces, sweat, vomitus, and nasal secretions, unless 
these fluids contain visible blood. More correctional 
systems are adopting universal precautions and making 
gloves and CPR masks readily available to staff. Only 
one new correctional system this year moved to make 
condoms available to inmates while in the institution. 

Confidentiality and Notification. Very specific disclo­
sure policies are preferable to vague "need to know" 
formulations, but many systems still rely on the latter. 
Systems should avoid keeping lists of HIV -infected pris­
oners and flagging inmates' medical or other records in 
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any obvious fashion because of potential violations of 
inmates' privacy rights. Very few correctional systems 
officially notify correctional officers of the names of 
HIV -infected inmates. Similarly, very few systems notify 
the sexual partners of infected inmates. It appears that 
the legal "duty to warn" doctrine may not be applicable 
to notifying sexual partners of HIV -infected persons. In 
general, notification policies should aim to protect third 
parties with minimal intrusion on inmates' privacy. 

Legal Issues. A number of recently ftled cases address 
the major correctional AIDS issues: mandatory testing, 
segregation, medical care, and confidentiality. These 
cases may help to resolve some of the existing legal 
uncertainties. 
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Legislative Developments. There has been less legisla­
tive activity in the past year regarding mandatory mass 
screening of prisoners and more activity in the area of 
selective testing and notification - e.g., with regard to 
certain categories of inmates such as sex offenders or in 
response to possible transmission incidents. 

The National Institute of Justice hopes that its series of 
reports on AIDS in Correctional Facilities has helped 
correctional officials and policymakers to meet the chal­
lenge of AIDS. NIl will continue to provide up-to-date 
information on the HIV epidemic to the criminal justice 
system. 
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