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About the National Institute of Justice 

The National Institute of Justice is a research branch of the 
U.S. Department of Justice. The Institute's ;mission is to 
develop knowledge about crime, its causes and control. 
Priority is given to policy-relevant research that can yield 
approaches and information that State and local agencies 
can use in preventing and reducing crime. The decisions 
made by criminal justice practitioners and policymakers 
affect millions of citizens, and crime affects almost all our 
public institutions and the private sector as well. Targeting 
resources, assuring their effective allocation, and develop­
ing new means of cooperation between the public and pri­
vate sector are some of the emerging issues in law enforce­
ment and criminal justice that research can help illuminate. 

Carrying out the mandate assigned by Congress in the 
Justice Assistance Act of 1984, the National Institute of 
Jusfice: 

• Sponsors research and development to improve and 
strengthen the criminal justice system and related civil 
aspects, with a balanced program of basic and applied 
research. 

• Evaluates the effectiveness of justice improvement pro­
grams and identifies programs that promise to be suc­
cessful if continued or repeated. 

• Tests and demonstrates new and improved approaches 
to strengthen the justice system, and recommends ac­
tions that can be taken by Federal, State, and local gov­
ernments and private organizations and individuals to 
achieve this goal. 

• Disseminates information from research, demonstra­
tions, evaluations, and special programs to Federal, 
State, and local governments, and serves as an interna­
tional clearinghouse of justice information. 

• Trains criminal justice practitioners in research and 
evaluation findings, and assists practitioners and re­
searchers through fellowships and special seminars. 

Authority for administering the Institute and awarding 
grants, contracts, and cooperative agreements is vested in 
the NIJ Director. In establishing its research agenda, the 
Institute is guided by the priorities of the Attorney General 
and the needs of the criminal justice field. The Institute 
actively solicits the views of police, courts, and corrections 
practitioners as well as the private sector to identify the most 
critical problems and to plan research that can help solve 
them. 
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Director 
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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 1989, a cumulative total of 
5,411 confirmed AIDS cases (the vast majority the 
result of intra.venous drug use) had been reported 
among inmaces in the United States' prisons and 
largest jail systems-an increase of 606 percent over 
the first survey of inmate AIDS cases in 1985. 
Correctional administrators thus continue to face tough 
decisions about institutional management, the best 
and most equitable means of identifying and treating 
inmates with HN disease, potential legal issues, and 
the costs of medical care. Policy makers 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
te-date information available. 

In late 1985, the National Institute of Justice (NIJ) 
began its first study of AIDS in prisons and jails and 
has, since then, annually surveyed and reported on 
the prevalence and institutional management of AIDS 
within the federal and state prison systems, as well as 
in the nation's largest jails. Over 35,000 copies of the 
first four editions have been distributed on request to 
date. This report updates the 1988 Update: AIDS in 
Correctional Facilities published in 1989. These studies 
could not have been completed without the coopera­
tion and assistance of numerous professionals 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's AIDS and the Law Enforcement Officer: Concerns 
and Policy Responses examines AIDS-related policies, 
training programs, and appropriate precautionary 
measures in the context of current medical knowledge 
and the day-te-day realities of law enforcement. NIl's 
AIDS inProbation and Parole examines the issues raised 
by AIDS for community corrections agencies. 

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. In its third year 
of operation, the Clearinghouse (which may be reached 
at 301-251-5500) has responded to over 5,500 requests. 
Assistance has been provided to federal, state, and 
local criminal justice agencies, legislators, and health 
departments. The Clearinghouse gathers and 
disseminates AIDS-related information developed by 
NIJ, the Centers for Disease Control, other agencies of 
the U.s. Public Health Service, and the Department of 
Justice, as well as selected materials prepared by 
professional organizations, state and local govenunents, 
and criminal justice agencies throughout the United 
States. As part of the Clearinghouse, NIJ instituted a 
new publication series, AIDS Bulletins-short, non­
technical summaries of AlDS-related topics for criminal 
justice practitioners. 

The HIV epidemic places enormous stress on already 
overburdened correctional systems. Current and 
accurate infom1ation can place corrections officials in 
a stronger position to address the problem of AIDS, 
provide 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 
efforts. 

James K. Stewart 
Director 
National Institute of Justice 
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Introduction 

While the crisis atmosphere surrounding AIDS in 
prisons and jails seems to have dissipated somewhat, 
the disease remains a serious issue for correctional 
administrators. Concern has shifted significantly from 
short-term "crisis" matters such as fear of casual 
transmission to "long-haul" issues such as housing, 
programming, and medical care for prisoners with 
HNdisease. 

Since 1985, the National Institute of Justice (Nij) has 
been providing correctional administrators with 
accurate and current information on AIDS and HIV 
infection. This 1989 Update reports on NIJ's fifth annual 
survey of AIDS in correctional facilities. This year, we 
received responses from 49 of 50 state correctional 
departments and the Federal Bureau of Prisons. We 
were able to obtain at least partial information on the 
non-responding state, so our database for U.S. state 
and federal systems remains complete regarding 
prevalence and incidence of AIDS and the key 
correctional policy issues. Questionnaires were also 
sent to correctional systems in Puerto Rico, American 
Samoa, Guam and the U.S. Virgin Islands, but these 
jurisdictions did not respond. Thirty-seven 
questionnaires were sent to large city and county jail 
systems in the United States and 31 (84%) responded . 
These systems continue to represent a good sampling 
of the largest American jail systems. Eleven of 12 
Canadian systems responded to the 1989 survey. Data 
presented in the report are current as of October­
December 1989. 

The report includes the following sections: 1) Biomedical 
and epidemiologic research developments; 2) 
Epidemiology of HIV infection and AIDS in correctional 
facilities and the population at large; 3) Tuberculosis 
and HN infection; 4) Education and training; 5) 
Precautionary measures; 6) HN antibody testing and 
notification issues; 7) Housing and correctional 
management; 8) Medical care and psychosocial serv­
ic~s; and 9) Legal issues. 

w. 
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Chapter 1 

The year 1989 brought some new optimism to the 
battle against AIDS. There were important advances 
in the development and testing of therapeutic drugs; 
scientists' understanding of the natural history ofHN 
infection; the accuracy, interpretation, and meaning 
of HIV antibody test results; and the development of 
vaccines. There has also been additional epidemiologic 
information developed on several HIV transmission 
factors. 

Natural History of HIV 
Infection 
While a great deal has been learned about the genetic 
composition of HIV and the process of HIV infection 
in vitro, there remain many difficult questions regard­
ing the process and timing of infection and disease 
progression in human beings. Several new studies 
have contributed information critical to answering 
these questions. 

Based on recent studies of the amount of virus in the 
blood of infected individuals at various clinical points, 
an editorial in the New England Journal of Medicine 
suggests that the process of HIV infection may be 
divided into three stages: 1) the early, or acute, stage, 
usually lasting weeks; 2) the middle, or chronic, stage, 
usually lasting years and characterized by "minimal, 
but measurable, pathologic changes"; and 3) the final, 
or crisis, stage, generally termed AIDS and lasting 
months or years, depending in part on availability of 
effective treatment. The important conclusion with 
respect to both HIV transmission and pathogenesis is 

Biomedical and 
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that active viral replication continues during all three 
of these stages, albeit at different levels, so that there 
appears to be no totally latent phase of infection. 
However, circulating viral levels in the blood appear 
to be higher in patients with more advanced disease. 1 

The mechanisms by which the timing of these stages is 
controlled remain unknown. However, there are 
indications that certain blood cells (HIV -specific cyto­
toxic T lymphocytes), rather than neutralizing anti­
body to HIV, may limit viral spread and replication 
during the chronic stage and trigger the crisis stage.2 

These K:)dings, technical as they may seem, have 
important :mplications for therapeutic interventions. 
For example, ~he suggestion that there is no absolutely 
latent phase of HIV infection and that the virus 
undergoes continual growth and mutation in the host 
provide strong support for continued treabnent during 
the chronic pha.se of infection. Moreover, the finding 
that measurement of viral levels in plasma may be a 
better indication of clinical status than testing for 
circulating p24 antibody or antigen suggests that it 
may soon be possible to identify routinely patients at 
highest risk for progression to more serious active 
disease and to time the initiation and dosage of 
therapeutic drugs accordingly. Implicit in this, of 
course, is the importance of early identification and 
active and regular monitoring of HIV-infeeted persons. 
In tum, this suggests that persons with histories of 
high-risk behavior be encouraged to undergo testing 
for HIV antibodies on a voluntary and confidential 
basis.3 

Finally, because high viral levels may be associated 
with a higher risk of viral transmission, identification 
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and treatment of persons with high levels of HIV may unknown, bu t they must be assumed to be infectious.6 

have a positive impact on efforts to reduce HIV 
transmission.4 

Accuracy, Interpretation 
and Meaning of HIV 
Antibody Test Results 
Studies of the accuracy of HIV antibody test results 
continue to show that, with adherence to strict quality 
c~nt:0l, the avail~~le antib~dy tests can virtually 
elurunate false pOSItives, even In low-risk populations. 
However, other studies suggest that false negatives 
may continue to present problems in high-risk 
popUlations. 

A study of Minnesota blood donors represents the first 
assessment of antibody test performance based on 
sequential ELISA and Western Blot testing, use of a 
sensitive HIV viral culture technique as the reference 
standard for true infection, large sample size (almost 
300,000 donors), and a very low-risk population. The 
study found that false positive rates were extremely 
low (0%·0.0006%) while specificity (the ability of the 
test to identify accurately uninfected individuals) and 
the predictive value of a positive test (the fraction of all 
P?sitive tests that are true positives) were both very 
lugh (99.9994%-100% and 81%-100%, respectively). 
The authors ~uggested that their results support the 
use of the av~ulable antibody tests for the screening of 
low-risk populations, but admit that accuracy such as 
that achieved in their study requires strict quality 
assurance standards. The authors also acknowledged 
that, because they were studying such a low-risk 
population, they were unable to examine systematically 
the question of "window period" false negatives-that 
is, units of infected blood that test negative because 
detectable antibodies have not yet appeared in it.s 

These "window period" false negatives have been 
responsible for a small number of transfusion-associated 
HIV infections occurring even after the implementation 
of universal blood screening. The length of the "window 
period" is still a subject of study and debate. One paper 
suggests that in some high-risk homosexual men infection 
may occur three years before detectable antibodies 
appear. The precise level of infectiousness of such 
individuals during this long "window period" is 
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Interpretation of Western Blot (WB) test results remains 
problematic due to the lack of standardized test kits 
(only one Western Blot test-Du Pont's-has been 
licensed by the FDA) and the variabilityofinterpretive 
criteria (at least four different criteria exist). CDC has 
evaluated the fourinterpretivecrHeria by testing blood 
from persons in four groups selected on the basis of 
clinical status and ELISA results. The criteria pro­
posed by the Association of State and Territorial Public 
Health Laboratory Directors (ASTPHLD) and CDC 
performed best in this evaluation and have been rec­
ommended by CDC for universal adoptionl The 
ASTPHLD /CDC cri teria produced positive results for 
97 percent of AIDS patients and 98 percent of other 
symptomatic patients. None of the ELISA nonreactive 
individuals in the study were WB positive using any of 
the four criteria. 

Notably, however, the ASTPHLD/CDC criteria 
produced positive results for only 78 percent of a 
grou~ of asymptomatic individuals who were repeatedly 
reactive on the EUSA test. The remaining 22 percent of 
these individuals were indeterminate on the Western 
Blot using the ASTPHLD/CDCcriteria. It is important 
to note as well that these results were obtained under 
ideal laboratory conditions. Thus, even the highest­
rated interpretation criteria may be expected to be less 
accurate in less-than~ideal applications. 

Based on these results, CDC underscored the importance 
of "careful risk assessment" in cases with indeterminate 
Western Blot results. Persons without risk factors who 
are WB indeterminate for six months should be 
considered antibody negative and informed that they 
"are almost certainly notinfected with HIV-l." Persons 
with risk factors who are persistently WB indetermiv.ate 
require additional diagnostic followup, including serial 
WB testing, immune system function assessment, and 
investigation as to the HIV status of the individual's 
sexual or needle sharing partners.8 As another assessment 
of test performance concluded, "the readily available 
serological tests for diagnosing HIV infection are most 
useful when combined with knowledge of a potential 
exyosure and with the clinical status of the patient."9 



Development of Vaccines 
In 1989, some very important strides were made in the 
development of vaccines against AIDS. In a summary 
report in Science in December 1989, Dani Bolognesi 
suggested that "the pessimism shadowing the devel­
opment of an AIDS vaccine is showing some signs of 
receding." This resurgent optimism is based on three 
areas of advance: 1) evidence of the efficacy of killed 
whole virus vaccines in some primate models; 2) iden­
tification of key immunologic t~rgets for vaccines on 
the virus and infected cells; and 3) information that 
humans may respond favorably to certain immuno­
gens for HIV.IO 

The progress with animal models primarily involved 
studies of Simian Immunodeficiency Virus (SIV) in 
rhesus monkeys and chimpanzees. SIV causes the 
simian equivalent of AIDS. These studies showed that 
whole killed virus vaccine was able to delay the onset 
of disease for significant periods and perhaps 
permanently (the experiments are ongoing). Notably, 
this effect was obtained even in cases where entry of 
the virus was not completely blocked. This gives rise to 
the hope thata human vaccine maybe effective without 
completely blocking infection. According to Bolognesi, 
lIif some degree of infection with HIV can ... be toler­
ated, a vaccine against the virus is much more within 
reach/Ill 

In addition, Jonas Salk and colleagues found that a 
vaccine was able to clear SIV in previously infected 
chimpanzees. This raises hopes of analogous possibili­
ties for HIV-infected humans.12 

Research continues on viral and cellular sites where 
vaccines might be most effective. The merger between 
the SP120 protein of mv and the CD4 "receptor" on 
the surface of the T4 target cell is crucial to the virus' 
ability to infect healthy cells and to reproduce itself. 
New work has identified numerous promising target 
sites which are not involved with the gp120/CD4 
interaction, thus freeing a vaccine from the difficulty of 
corr.peting with this interaction. Related to the identi­
fication of target sites for vaccine activity have been 
advances in the study (if neutralizing antibodies that 
can attack virus-infected cells at these sites,l3 

Despite these important strides, however, Bolognesi 
and others caution that there is still much work to be 
done, and serious obstacles remain. While the two 
viruses are closely related, SIV causes immunodeficiency 

-

in sub-human primates butnotin humans. Much of the 
hope generated by these studies is built on expectations 
of analogous results in humans, which may not be 
borne out. Moreover, whole killed virus vaccines such 
as those used in the primate studies are not generally 
considered a practical possibility for use in humans 
because they may contain infectious particles or viral 
particles that could be reactivated in the human host, 
potentially causing the very disease the vaccine is 
intended to prevent. Finally, there remain many obstacles 
to rigorous clinical trials of vaccines in human 
populations, given low rates of HIV transmission and 
long incubation periods, not to speak of complex ethical 
issues. Thus, while significant progress has been made 
in 1989, it still may be five to ten years before an 
effective AIDS vaccine is widely available for human 
use.14 

Development and Testing 
of Therapeutic Drugs 
The year 1989 mlW progress in all four basic categories 
of therapeutic drugs for HIV infection and AIDS: 1) 
reverse transcriptase inhibitors; 2) drugs that inhibit 
viral entry to cells; 3) dI1lgs that inhibit viral maturation;lS 
and 4) drugs that prevent and/ or treat opportunistic 
diseases. 

Reverse transcriptase inhibitors block the transcription 
of the viral genome, which consists of RNA, into DNA, 
an essential early step in the replication of HIV. The 
most important of the reverse transcriptase inhibitors 
is AZT (also known as zidovudine, azidothymidine, 
and Retrovir). AZT remains the only anti-HIV drug 
with full FDA approval, and it has been shown to be 
effective in patients with advanced stages of HIV 
disease. FDA approval is limited to seriously 
symptomatic patients as defined by helper T-cell counts. 
Clinical trials of AZT in asymptomatic HIV-infected 
persons and those with moderate immune system 
damage have been in progress for several years. In 
August 1989, investigators announced that their data 
showed AZT to be effective in delaying the onset of 
severe AIDS-Related Complex (ARC) and AIDS in 
patients in two of these trials. The trials were terminated 
early and AZT was offered to patients who had been 
receiving placebo. In early March 1990, the U.S. Food 
and Drug Administration approved provision of AZT 
to asymptomatic HIV-infected adults with T-cell counts 
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below 500.16 

The new data on AZT, which remain unpublished at 
this writin~ also suggested that benefits were the 
same regardless of whether the patient has a lower­
dose regimen or is receiving full dosages. Moreover, 
side effects of AZT appear to be reduced in patients 
with only moderate immune suppression. On the other 
hand, it is unknown whether early use of AZT lowers 
the effectiveness of the drug should the patient progress 
to more active disease, and whether early use contributes 
to the earlier development of AZT -resistant strains of 
mv in the patient. Currently available data suggest 
that for people with helper T-cell counts above 500, 
AZr's beneficial effect (in terms of increased helper T­
cell counts) lasted only about four months,17 For patients 
with counts below 500, observed benefits lasted only 
one year. Thus,itmayturnoutthatuseofAZTineffect 
buys the patient the same amount of time whether they 
take it while asymptomatic or delay treatment until the 
onset of more serious symptomatic disease. 

Other reverse t:ranscriptase inhibitors undergoing clinical 
trials are ddC and ddI, which are both in Phase II trials, 
the first tests of efficacy in humans. (Phase I trials test 
safety, while Phase II and ill trials test efficacy.) ddC is 
primarily administered alternately with AZr to patients 
who experience severe side effects to AZT. ddI is used 
as a substitute for, rather than in conjunction with, 
AZT. Early reports on ddI were quite favorable in 
terms of anti-viral activity and side effects were found 
to be quite mild. However, more recent data suggest 
that the drug's side effects may be more severe. 
Nevertheless, FDA has announced an early release 
program for ddI under its "investigational new drug" 
deSignation. The manufacturer, Bristol-Meyers, has 
also moved to grant "compassionate access" to those 
unable to pay for the drug. A March 1990 report 
indicated that patients takingddI under the expanded 
access program have died at more than ten times the 
rate found in patients taking the drug in formal clinical 
trials. The FDA is currently investigating these 
abnormally high death rates.IS 

The drug which appears most promising in blocking 
viral entry to cells is soluble CD4. Soluble CD4 is an 
artificial form of the receptor to which HIV must bind 
in order to infect cells. Its injection into the blood­
stream attempts to "trick" the vh~us by drawing it 
away from cells. Preliminary findings from clinical 
trials indicate that recombinant soiuble CD4 is non­
toxic and produces at least modest antiviral activity in 
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patients with AIDS and less advanced symptomatic 
HN disease. Accordingly, further trials of this com­
pound are being undertaken.19 

The third category of drugs consists of those which act 
at the end of the viral life cycle to prevent the assembly 
or maturation of viral particles. One such drug, G.D. 
Searle and Company's SC-48334 (a derivative of cas­
tanospermine, a product of the Australian chestnut 
tree) is in Phase I clinical trials.20 

Finally, there have been advances in drugs apparently 
useful in preventing or treating opportunistic infections. 
Most prominent among these is aerosolized pentamidine 
for prophylaxis of Pneumocystis carinii pneumonia (pCP). 
In June 1989, the FDA approved this drug for people 
with HIV infection and evidence of some immune 
system damage (helper T-cell counts below 200 per 
cubic millimeter or proportionately representing less 
than 20 percent of total lymphocytes). This initiated an 
overall reconsideration of guidelines for PCP prophylaxis 
in HN -infected persons. 

The Public Health Service published guidelin~s inJune 
1989 recommending that HN seropositive persons be 
monitored for helper T-cell counts at least once every 
six months. If the FDA criteria are met, patients should 
be offered medication to prevent onset of PCP: 
aerosolized pentamidine or, if it can be tolerated, oral 
trimethoprim-sulfamethoxazole with leucovorin. The 
guidelines specify that any existing lung infection, 
lesions, or tumors be ruled out before the medications 
are prescribed. Moreover, because of unknown side 
effects, the guidelines recommend that these medications 
not be used for infants, young children, or pregnant 
women.21 • 

Implicit in many of these research findings and 
recommendations, as in those regarding the natural 
history of HIV infection, are the importance of early 
identification of infected persons, regular medical 
monitorin~ and early intervention as indicated by 
such identification and followup. Indeed, it has been 
suggested that "early intervention" centers, which 
essentially combine aggressive voluntary HIV antibody 
testing programs, therapeutic intervention with AZT 
and other drugs, and intensive counseling to reduce 
infected persons' high-risk behaviors, may be the wa ve 
of the future in the prevention and control ofHIV. The 
Centers for Disease Control (CDC) has funded some 
early intervention centers as pilot projects.22 
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Epidemiologic Information 
on HIV Transmission 
Factors 
Accumulating evidence continues to reinforce the 
conclusion that HIV is transmitted in three ways­
through sexual contact, blood-to-blood (or blood-to­
mucous-membrane) exposure, and perinatally-but 
not transmitted through any form of casual contact, by 
insects, or in any other manner. 

The investigation of AIDS cases with previously unde­
termined risk provides some quantitative measure of 
the number of health-care workers with AIDS whose 
disease is related to occupational exposure. This is of 
interest to correctional officers because their risk levels 
are sometimes compared with those of health-care 
workers. In fact, correctional officers experience much 
lower risks than do health-care workers because the 
former experience far fewer parenteral (Le., puncture 
wound) exposures than do the latter. 

Recent studies provide additional detail on transmission 
factors. For example, a study of Kenyan men who 
acquired sexually transmitted diseases (STDs) from a 
group of prostitutes with a high prevalence of HIV 
infection found that HIV seroconversion among the 
men was associated with frequent prostitute contact, 
presence of genital ulcer disease, and lack of circumcision. 
These data help to elucidate the factors involved in 
heterosexual transmission of HIV and particularly the 
association between HIV and other STDs.23 

Information from three prospective studies of 
occupationally exposed health-care workers indicate 
that the risk of infection associated with a single 
needles tick or other parenteral exposure is less than 1 
percent and that associated with mucous-membrane 
or other non-parenteral exposure approaches zero, 
although several such cases have been reported. Through 
November 1989, there may have been as many as 35 
occupationally acquired cases of AIDS among health­
care workers in the United States. In addition, data 
published in June 1989 indicate that there had been 
approximately 25 occupational caf}es of HIV 
seroconversion among health-care workers who had 
not yet progressed to AIDS.25 Some of the strongest evidence against casual trans­

mission or hitherto undiscovered transmission factors 
comes from CDC's ongoing £ollowup studies of A!DS 
cases with previously undetermined risk. Of 6,456 
such cases reported to CDC through November 1989, 
3,119 have been investigated. Of these, 2,729 (87%) 
have been reclassified by investigation into existing 1. 
transmission categories. 24 

3. 

Of the 390 who could not be reclassified, 100 gave his­
tories of STDs and 62 cases admitted contact with 
prostitutes. These cases may represent heterosexual 2. 
transmission. Another two cases were health-care 
workers who seroconverted after occupational 
exposures to HIV and 33 were health-care workers 
who reported needlestick or mucous-membrane 4. 
exposures, although the timing of their seroconversions 
could not be documented. If these 197 additional cases 5. 
are reclassified as heterosexual transmission and 
occupational blood-to-blood or blood-to-mucous 
membrane exposure, this increases the percentage of 
reclassified cases to 94 percent of those investigated. 
Moreover, none of these investigations brought to 6. 
light new or unforeseen mechanisms of transmission. 
Even if such mechanisms lie undiscovered among the 
handful of cases unable to be reclassified, they must 
represent extremely rare events. 
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Chapter 2 

Patterns of HIV Infection 
and AIDS in the Population 
at large 

Growth in AIDS Cases 

The number of reported AIDS cases continues to 
increase steadily in the United States. Almost 32,000 
new cases were reported to the Centers for Disease 
Control (CDC) in the year ending October 31, 1988 
and over 3S"OOO in the year ending October 31, 1989. A 
total of 110,333 adult/adolescent AIDS cases had 
been reported to CDC through October 1989. An 
additiona11,908 pediatric cases had also been reported. 
In Canada, a total of 3,310 adult and pediatric cases 
had been reported through the end of 1989.1 

While every U.S. state and metropolitan area has 
reported AIDS cases, a few states still contribute the 
majority of cases. Indeed, New York and California 
account for almost one-half of all U.S. adult/ adolescent 
AIDS cases: New York for 24 percent (mostly in New 
York City) and California for 21 percent (largely in Los 
Angeles and San Francisco}. Florida, Texas, and New 
Jersey together contribute another 22 percent of the 
totul cases. It is interesting to note that, from 1988 to 
1989, the AIDS incidence rates (cases per 100,000 
population) remained stable for New York and 
California but increased greatly in Florida, Georgia 
and several other states.2 It is not clear whether these 

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

increases in incidence rates represent true increases or 
artifacts of improved AIDS surveillance. 

Through the end of October 1989, over 66,000 AIDS 
deaths had been reported in the United States. Fifty­
nine percent of the reported cases have died. Just over 
2,000 AIDS deaths have occurred in Canada through 
the end of1989.3 The total case-fatality rates do not yet 
appear to be declining despite some important ad­
vances in therapeutic drugs. CDC officials note that 
AIDS death reporting has been incomplete and that 
close to 100 percent of AIDS cases result in death 
within five years of diagnosis.4 Perhaps the effects of 
new treatments will be reflected in case-fatality rates 
in the next few years. 

Researchers have offered varying estimates of the 
number of AIDS cases expected in the United States 
by the end of 1991. After analyzing and c(omparing 
current forecasting methods, the U.S. General 
Accounting Office (GAO) estimated that total cases 
reported by the end of 1991 would be in the range of 
300,000 to 480,000. The GAO report also identified 
flaws in the current methods of counting. and therefore 
predicting, numbers of AIDS cases. In particular, the 
report suggested that the number of AIDS cases 
attributed to IV drug use and heterosexual contact 
may be undercounted. The report noted that these 
undercounts may be due to problems in identifying, 
defining, or reporting AIDS cases, or to all of these 
factors.s 
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A study of the reporting of South Carolina AIDS cases 
between 1986 and 1987 exemplifies theundercounting 
problem discussed in the GAO report. The study 
found that 40 percent of AIDS cases (a total of 62) had 
not been correctly reported. The researchers suggested 
that such underreporting may also exist in other 
states. The federal government and CDC have recently 
strengthened surveillance efforts in South Carolina, 
Oregon, and other states where incompleteness of 
reporting, due to a variety of factors, has been an 
issue.6 

HIV Infection and AIDS by 
Exposure Categories 
As shown in Figure 1,21 percent of the total adult/ 
adolescent AIDS cases reported through October 1989 
have been attributed to exposure through intravenous 
(IV) drug use, with 61 percent of cases attributed to 
exposure through male homosexual/bisexual contact. 
While the number of total AIDS cases in the IV drug 
use category is still substantially smaller than the 
number in the homosexual/bisexual contact category, 
the comparison is misleading and probably not 
predictive of the future course of HIV infection. 

Studies reveal that since AZTbecame widely available 
in mid-1987, 36 percent fewer AIDS cases have been 
reported nationally among gay men than CDC had 
predicted. In New York City, San Francisco, and Los 
Angeles, the disparity was 72 percent. On the other 
hand, new cases among intravenous drug users, a 
group with far less access to AZT, have increased at 
the predicted rates over the same period. This study 
provides the first dramatic evidence of efficacy of 
early intervention with AZT.7 

The percentage of cases in the IV drug use category 
has rapidly multiplied, particularly since 1987. Through 
1987, 65 percent of cases had been attributed to 
homosexual contaci and 17 percent to IV drug use. 
The shift of 4 percent between 1987 and 1989 reflects 
sharper increases in IV drug use-associated cases than 
in homosexual contact cases in the past two years. 
These increases not only represent real epidemiologic 
changes but also reflect reporting changes due in part 
to the 1987 expansion of the case definition for AIDS. 
By 1989, in at least three states (Connecticut, New 
Jersey, and New York) as well as Puerto Rico, total 
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reported AIDS cases attributed to IV drug use exceeded 
cases attributed to homosexual contact.s 

Many public health officials believe that while HIV 
transmission through homosexual contact may be 
leveling off or declining, IV drug use represents the 
second wave, and associated heterosexual transmission, 
fhe third wave, of the epidemic. One-half of all adult/ 
adolescent AIDS cases attributed to heterosexual contact 
are specifically linked to sex with IV drug users. A 
growing number of infants are being born with HIV 
infection. These are generally the offspring of women 
who are HIV -infected IV drugusers or sexual partners 
of IV drug users. Public health officials anticipate that 
AIDS cases in all categories associated with IV drug 
use will continue to increase sharply, at least over the 
next few years.9 

HIV Infection and AIDS by 
Racial/Ethnic Groups 
Blacks and Hispanics continue to be overrepresented 
among reported AIDS cases in the United States and 
to have very different exposure patterns compared to 
whites. Through 1987, 60 percent of total AIDS cases 
were in whites, 25 percent in blacks, and 14 percent in 
Hispanics. By October 1989, the percentages had shifted 
to 56, 27, and 15, respectively. These figu.res indicate 
that the AIDS epidemic is becoming even more dis­
proportionately concentrated among minority group 
members over time. 

Of the total adult/adolescent AIDS cases attributed to 
exposure through homosexual contact, nearly five 
times as many cases have occurred amongwhi.tes as 
among blacks, and seven times as many among whites 
as among Hispanics. By contrast, more than twice as 
many AIDS cases attributed to IV drug use have 
occurred among blacks as among whites and one and 
a half times as many among Hispanics as among 
whites. HIV seroprevalence rates are also higher among 
black and Hispanic IV drug users than among white 
IV drug users. These comparisons highlight the 
differential exposure and transmission patterns across 
these three racial! ethnic groups and show that among 
blacks and Hispanics, IV drug use is the primary high 
risk-behavior to address in prevention programs.10 



Figure 1 

ADULT/ADOLESCENT AIDS CASES IN THE U.S. BY EXPOSURE CATEGORY, OCTOBER 1989a 

Exposure Category 

Male Homosexual/Bisexual Contact 
Intravenous (IV) Drug Use 

Number of 
AIDS Cqses 

61% 
21 

Male Homosexual/Bisexual Contact and IV Drug Use 
Hemophilia 

67,096 
22,822 

7,749 
1,034 
5,242 
2,708 
3,682 

7 
1 

Heterosexual Contact 
Receipt of Transfusion 
other/Undetermlnedb 

Total 110,333 

5 
2 
3 

100% 

aThls table IIst~ AIDS cases by exposure category; that is, by the behavior or circumstance to which HIV 
transmission;:; attributed. 

bThese 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: Centers for Disease Control (CDC). HIV/AIDS SUNeJ/lance Report. November 1989. 

Estimates of HIV infection 
in the U.S. Population 
While the present and expected numbers suggest that 
AIDS will continue to be a serious problem for the 

United States, they do not capture the prevalence or 
transmission paths of asymptomatic HIV infection in 
the population. CDC notes that "[n]ational surveillance 
of life-threatening diseases associated with HIV 
infection, including AIDS, remains an essential indicator 
of the course of the HN epidemic. Diagnosed cases of 
AIDS are, however, the clinical endpoint of the 
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continuum of infection with HlV; they do not necessarily 
reflect CUlTent I-llV infection patterns, since the median 
interval between infection with HIV and onset of 
AIDS is nearly 10 years."ll 

The percentage of the total U.S, population infected 
with HrV is still unknown. However, the Public Health 
Service estimat~s that a minimum of 1 million persons 
are infected, while data from CDC's current hospital 
studies indicates that anywhere from 294,000 to 1.7 
million individuals are infected in the United States. A 
CDC household study intended to develop HIV 
seropreval~nce estimates for the total U.S. population 
has been pIlot-tested in several cities, Other research 
studies sponsored by CDC and the National Institute 
on Drug Abuse are attempting to assess seroprevalence 
aI~:\Ong.subgroups of the population, including blacks, 
HispaIllcs, women, IV drug users (including prostitutes), 
and sexual partners of IV drug users.12 

Patterns of HIV Infection 
and AIDS in Correctional 
Facilities 

No Job-Related Cases of HIV Infection 
or AIDS Among Correctional Officers 

Consistent wi th previous NIJ surveys, no correctional 
system reported any confirmed job-related cases of 
HIV infection or AIDS in 1989. Although some non­
job-related cases have been reported among correctional 
officers, very little data are available on them. 

There have been no documented cases of job-related 
HIV infection among any public-safety workers. 
However, in the cases of three law enforcement officers 
who became infected with HIV, occupational exposure 
could neither be confirmed nor ruled out.13 

It is likely that, sooner or later, a job-related case of 
HIV infection will occur in a correctional officer or 
other public-safety worker. If and when this happens, 
it will be important to guard against a resurgence 
among staff of AIDS-related panic, in part by 
emphasizing the extremely low risk of infection in the 
types of contacts typically experienced by these workers. 
One, or even a small number of infections, out of the 
literally thousands of potential exposures that must 
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certainly have occurred up to now does not constitute 
evidence of high occupational risk. 

AIDS Cases Among Correctional 
Inmates 

Cumulattve Total AIDS Cases 

As of October-November 1989, a total of 5,411 confirmed 
AIDS cases had been reported among inmates across 
the U;S. federal, state, and larger city/county 
correctional systems. These represent cumulative totals 
since the beginning of the epidemic. Of these cases 
3,661 occurred in 45 state systems and the federal 
system/ while 1,750 occurred in 30 city/county jail 
systems. 

These numbers require some qualification. The NIJ 
survey only samples some of the larger city/county 
systems and does not capture AIDS cases in those not 
included in the surVey. The list of responding city / 
county systems varies somewhat from year to year 
(but not significantly so). Furthermore, apparent in­
consistencies in correctional record-keeping indicate 
that these numbers should probably be considered 
minimum estimates of the actual number of AIDS 
cases. As record-keeping improves, numbers may 
appear to increase. On the other hand, since many 
state prisoners have spent time in county jails, there 
may be some double-counting of cases. 

As revealed in Figure 2, for the first time in the five 
years NIJ has sponsored this survey, the percent 
increase in cumulative total correctional cases in the 
United States (72%) exceeded the increase in cases in 
the U.S. population at large (50%). The change results 
from a reduced rate of increase among cases in the 
population at large as well as a jump in the rate of 
increase in correctional cases. The higher rate of increa<;e 
in correctional cases results, at least in part, from 
improved reporting and record-keeping in several 
correctional systems. The slowing in the rate of increase 
in the total population is primarily attributable to a 
leveling off in cases associated with homosexual contact. 
The increase in IV drug use-associated cases, while 
sharp, has not as yet compensated for the slowing in 
homosexual contact cases. 

Canadian correctional systems reported a cumulative 
total of 57 AIDS cases, six in the federal system and 51 
in provincial systems. This represents a 50 percent 
increase from 1988. 
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State and federal systems in the United States report 
that a cumulative total of 1,453 inmates have died of 
AIDS while in custody. Responding city and county 
jail systems reported 298 AIDS deaths. One-fourth of 

total inmate AIDS deaths in the United States have 
occurred since the 1988 survey was taken. Canadian 
systems reported a cumulative total of eight deaths, 
two of which have occurred since the auturrm of 1988. 

Figure 2 

CUMULATIVE TOTAL AIDS CASES 
AMONG CORRECTIONAL INMATES AND THE POPULATION AT LARGE. 

~J.S .• 1985-1989 

November 1985 
October 1986 
% Increase 1985-86 
October 1987 
% Increase 1986-87 
October 1988 
% Increase 1987-88 
October 1989 
% Increase 1988-89 

Correctional Casesa 

766 
1,232 

61% 
1,964 

59% 
3,136b 

60% 
5Alle 

72% 

Cases In Population at Larged 

14,519 
26,002 

79% 
41,770 

61% 
73,621 

76% 
110.333 

50% 

"The figures inthls and other tables represent Inmate AIDS cases In the federal prison system. aliSO state prison systems. 
and a sample of 28-37 city and county jail systems (depending on the year of the NIJ Survey). 

bFlgures for 1988 Include 28 city/county jail systems. 

CFlgures for 19891ncluda 32 city/county jail systems. 

dAdult/adolescent cases only. Pediatric cases excluded. 

Sources: CDC. AIDS Weekly Surveillance Reports-U.S" November 4. 1985. October 6.1986. October 5. 1987. October 
3.1988; CDC. HIV/AIDSSurveillance Report. November 1989; NIJ Questionnaire Responses. 
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The distribution of cumulative total AIDS cases across 
correctional systems in the United States remains 
quite uneven, as shown in Figure 3. Two more state 
systems reported cases in 1989 than in 1988. Thus 45 
of 50 state correctional systems have reported at least 
one inmate AIDS case. Almost one-half of state and 
federal and responding city and county jail systems 
reported ten or fewer cases. At the other extreme, 11 
state and federal systems and five responding city 
and county systems have had more than 50 cases. 
Seven state and federal systems (14%) account for 
abnost 80 percent of total inmate AIDS cases in this 
jurisdictional category, while three of the responding 
city and county jail systems (9%) account for almost 
tlrree-quarters of cases in these systems. 

Figure 4 shows thatthe regional distribution of cumu­
lative total inmate AIDS cases remains uneven both in 
state and city and county systems. Among state sys­
tems, the share of the Middle Atlantic states (where 
most cases have occurred in New York and New Jer­
sey) was over 60 percent, down somewhat from 1985 
but virtually stable since 1988. Indeed, the overall 
regional breakdown of cases in state systems re­
mained remarkably stable between 1988 and 1989. On 
the other hand, significant changes have occurred in 
the regional distribution of city and county cases in 
the last year. A major shift appears to have occurred 
between the Middle Atlantic and the Pacific regions, 
with the share of the former dropping by more than 20 
percent (from 66% to 44%) and that of the latter 
increasing by more than 20 percent (from 18% to 
39%). The other regions' shares of city and county 
cases remained quite stable since 1988. 

Current AIDS Cases 

Figures 3 and 4 are all based on cumulative total cases. 
Figure 5 shows the distribution of current AIDS cases 
across correctional systems. This shows that 39 state 
and federal systems had 1,351 inmates with AIDS in 
custody as of October 1989. Twenty-two responding 
city and county systems had 158 current cases. Three 
Canadian systems reported seven current cases. 

The distribution of current cases across state and 
federal systems in the United States is similar to that 
for cumulative total cases. Seventy percent of the 
systems account for only 8 percent of the cases while, 
at the other extreme, 14 percent of the systems contribute 
84 percent of the cases. Current cases are more widely 
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dispersed in city and county systems with only one 
system reporting more than 50. 

Current AIDS cases in state and federal systems tripled 
(from 445 to 1,351) between 1988 and 1989. This jump 
was also due in part to improved reporting in several 
jurisdictions. The number of current cases in responding 
city/county jail systems actually declined (from 192 
to 158). Of course, the city/county figures are much 
more volatile due to rapid population turnover, so 
this decline should not be interpreted as meaning that 
there were generally fewer jail inmates with AIDS in 
1989 than in 1988. 

AIDS Incidence Rates 

The annual incidence rate of AIDS in the total U.s. 
population was 14.65 cases per 100,000 in 1989, up 
from 13.3 in 1988.14 Incidence rates for individual 
states ranged from less than one to 36, with most 
under ten. In state and federal correctional systems, 
AIDS incidence rates ranged from zero to 1,639, al­
though almost one-third of systems had rates under 
25 and only 14 had rates higher than 100.15 The aggre­
gate incidenc~ rate for all state and federal systems 
was 202 cases per 100,000 in 1989, more than twice the 
rate in 1988. 

Incidence rates in responding city and county jail 
systems ranged from zero to 1,206 cases per 100,000 in 
1989, but almost half of the systems had rates under 
25. The aggregate incidence rate for responding city 
and county jail systems in 1989 was 130. Rapid 
population turnover renders these incidence rates for 
city and county jail systems extremely suspect". The 
aggregate AIDS incidence rate for Canadian inmates 
was 22 cases per 100,000, sharply lower than in the 
United States. 

AIDS incidence rates are predictably higher in 
correctional populations than in the population at 
large. This is because of the overrepresentation among 
inmates of individuals with histories of high-risk 
behavior, particularly IV drug use. The wide range of 
incidence rates in correctional populations reflects the 
uneven distribution of cases across correctional systems. 



Figure 3 

DISTRIBUTION OF CUMULATIVE TOTAL INMATE AIDS CASES, 
U.S., NOVEMBER 1985 AND OCTOBER 1989a 

State/Federal Prison Systems 

November 1985 October 1989 
(N=51) (N=51) 

Number Number Number Number 
Range of of of AIDS of of AIDS 
Total AIDS Cases Systems % Cases % Systems % Cases 

0 26 51% 0 0% 5 10% 0 
1-3 15 29 24 5 7 14 82 
4-10 5 10 30 7 12 23 155 
11-25 2 4 42 9 10 20 143 
26-50 1 2 33 7 6 12 227 
51-100 1 2 95 21 4 8 278 
> 100 1 2 231 51 7 14 2.906 

Total 51 100% 455 100% 51 101%b 3.661 

City/County Jail Systems 

November 1985 October 1989 
(N=33) (N=32) 

Number Number Number Number 
Range of of of AIDS of of AIDS 
Total AIDS Cases Systems % Cases % ----- Systems % Cases 

0 13 39% 0 0% 2 6% 0 
1-3 10 30 16 5 6 19 10 
4-10 7 21 43 14 6 19 40 
11-25 1 3 12 4 10 31 186 
26-50 1 3 40 13 3 9 115 
51-100 0 0 0 0 2 6 104 
> 100 1 3 200 64 3 9 1.295 

Total 33 99%b 311 100% 32 99%b 1.750 

% 

0% 
.4 
2 
4 
6 
8 

79 

99%b 

% 

0% 
1 
2 

11 
7 
6 

74 

101%b 

arhe figures In this table representthe minimum number of correctional AIDS cases to date. since the NrJ 
survey does not Include every U.S. county Jail system. 

bDue to rounding. 

Source; NIJ QUestionnaire Responses. 
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Figure 4 

REGIONAL DI$T~IBUTION OF CUMULATIVE TOTAL INMATE AIDS CASES, U.S. 
(Federal Prison System Excluded)Q 

State Prison Systems Cit~/County Jail S~stems 

November 1985 October 1989 November 1985 October 1989 
(N=50) (N=50) (N=~o) (N=32) 

Total AIDS Total AIDS Total AIDS Total AIDS 
Region Cases % Cases % Cases % Cases % 

New Englandb 16 4% 239 7% 0 0% 3 2% 
Mld-Atlantlce 327 75 2,115 61 222 71 763 44 
E.N. Centroid 6 1 118 3 8 3 59 3 
W.N. Centrale 0 0 24 .7 1 .3 12 .7 
S. Atlanticf 49 11 433 12 24 8 106 6 
E.S, Centralg 1 .2 45 1 0 0 5 .3 
W.S. Centralh 12 3 205 6 3 1 70 4 
Mountain' 2 .5 57 2 1 .3 46 3 
Paclficl 20 5 220 6 52 17 686 39 

Total 433 100%k 3,456 99%k 311 101%k 1,750 100%k 

aIM regional divisions used In thfstable are standard geographic divisions and are lIot based on numbers ot AIDS cases. The 
figures In ihis table representihe minimum number of correctional AIDS casesto date. since the NIJ survey does not Include 
every U.S. jail system. Recent tightening of case Identification and recording may partlany explain the Jorge increases since 
last year .In correctional AIDS cases In certain regions. 
tlMalne, New Hampshire. Vermont. Massachusetts. Rhode Island. Connecticut 
cNew York, New Jersey. Pennsylvania 
dOhlo. Indiana, Imnols. Michigan. WisconsIn 
8Minnesota. Iowa. Missouri. North Dakota, South Dakota, Nebraska. Kansas 
'Delaware. Maryland. District of Columbia. Virginia. West Virginia. North Carolina. South Carolina. Georgia, FlorIda 
gKentucky, Tennessee. Alabama. MississippI 
hArkansas. Loulslanp. Oklahoma. Texas 
'Montana. Idaho, Wyoming, Colorado, New Mexico. Ar1xona. Utah. Nevada 
Washington. Oregon. California. Alaska. HawaII 
"DUe to rounding 
SOUice: NIJ Questionnaire Responses. 
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Figure 5 

DISTRIBUTION OF CURRENT INMATE AIDS CASES. U.S., OCTOBER 1989 

State/Federal Prison Systems City/County Jail Systems 
October 1989 

(N=5l) 

Range of 
Current AIDS Number of 

Cases Systems ~. 

0 12 23% 
1M 3 10 20 
4-10 14 27 
11-25 8 16 
26-50 3 6 
51-100 3 6 
>100 1 2 

Total 51 100% 

DDue to rounding. 

Source: NIJ Questionnaire Responses. 

Characteristics of Inmates with HIV 
Infection and AIDS 

Number 
of AIDS 
Cases 

0 
21 
86 

109 
130 
178 
827 

1,351 

Data from the 1989 NIJ survey on demographics and 
exposure categories of AIDS cases are incomplete. 

October 1989 
(N=32) 

Number 
Number of of AIDS 

JL Systems ~ Cases ~ 

0% 12 38% 0 0% 
2 10 31 18 11 
6 8 25 54 34 
8 0 0 0 0 

10 1 3 35 22 
13 1 3 51 32 
61 0 0 0 0 

100% 32 100% 158 99%0 

However, studies performed by individual correc­
tional systems suggest that demographic and risk 
factor patterns among prisoners with HIV infection 
and AIDS have remained stable. Data on AIDS cases 
from Illinois, Georgia, and New York State, and on 
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seropositive inmates in Georgia, Virginia, and the 
Federal Bureau of Prisons indicate that inmate cases 
are primarily male, that blacks and Hispanics are 
overrepresented relative to the outside population 
and, in some cases, to the correctional population as 
well, and that IV drug use is the predominant exposure 
category.16 

Although the patterns vary somewhat across these 
jurisdictions, the basic conclusions hold true. In all of 
these systems, over 90 percent of inmates with AIDS 
or HN infection have been male. In all of the systems 
except New York State, at least 60 percent of AIDS 
cases have been among blacks. In New York State, 48 
percent of AIDS cases have been among Hispanics,38 
percent among blacks, and only 13 percent among 
whites. IV drug use is the leading risk factor for HIV 
infection and AIDS in all of these systems, although 
the actual percentages vary somewhat: 44 percent 
among seropositives in Virginia; 58 percent among 
AIDS cases in Georgia; 69 percent among seropositives 
in the Federal Bureau of Prisons; 84 percent among 
AIDS cases in Illinoisi and fully 95 percent among 
AIDS cases in New York. (These tabulations of exposure 
categories include both individuals with IV drug use 
alone and those with IV drug use and homosexual 
contact.) 

These breakdowns indicate that the typical prisoner 
with HIV infection or AIDS is a black or Hispanic male 
IV drug user. While this is not yet the profile of the 
typical AIDS case in the outside population, the chang­
ing face of the epidemic suggests that it may become 
so in the not too distant future. 

HIV Seropositivity Among 
Prison Inmates 
Increasing information is available regarding HN 
seropositivity among prison inmates. However, there 
are many different types of testing programs in 
correct~onal systems, so results are not always 
comparable. The most reliable estimates of overall 
HN sert.>prevalence in correctional populations come 
from mass screening programs (mandatory, identity­
linked testing of all incoming, current, or about-to~be­
released inmates) and from blind epidemiologic studies, 
because they capture populations largely uninfluenced 
by selection bias. 

16 1989 Update: AIDS in Correctional Facilities 

Available seroprevalence data from mass screening 
programs and blind epidemiologic studies are shown 
in Figures 6 and 7. Most seroprevalence rates from 
mass screening programs are still one percent or 
lower. It should be noted, of course, that most high­
prevalence states have not undertaken mass screening. 
Georgia, Michigan, Alabama, Utah, Mississippi, 
Nevada, and the Federal Bureau of Prisons reported 
rates of more than one percent. Notably, in all of these 
systems except Georgia, rates were higher for women 
than for men. (Female seroprevalence rates were 
unavailable for Alabama.) This probably reflects the 
fact that a larger percentage of female inmates than 
male inmates are IV drug users. 

Figure 7 displays results of blinded epidemiologic 
studies. These are anonymous studies in which there 
is no possible link between identifiers and test results. 
Such studies permit a system to assess seroprevalence 
accurately while avoiding the problems associated 
with mandatory identity-linked testing. As a result of 
these advantages, some of the putatively higher 
prevalence jurisdictions, such as New York State and 
California, have undertaken epidemi.)logic studies. 
The results of these studies are fairly predictable. 
Many still find seroprevalence ra tes under one percent 
-primarily in jurisdictions with few AIDS cases. 
Higher seroprevalence rates are generally found in 
correctional systems covering jurisdictions with larger 
numbers of AIDS cases (e.g. New York State, Florida, 
California, Texas, Illinois, Fulton County [Atlanta, 
Georgia]). More particularly, seroprevalence rates in 
correctional populations generally follow rates among 
N drug users in the outside populations because sub­
stantial percentages of inmates have histories of IV 
drug use. Where one rate is higher, the other rate will 
also be higher, as in New York State, and Florida. 
However, seroprevalence rates among prison inmates 
are not as l-tgh as those among IV drug users in the 
outside world because not all correctional inmates are 
IV drug users. 

Figure 8 brings together resul ts from a wide variety of 
other testing programs including b~sting in response 
to incidents, voluntary testing, on-request testing, 
testing of prisoners with clinicalindications, testing of 
"risk-group" members, and testing of unspecified 
groupings. The common thread in these results is that 
they all cover subsets of prisoners either selected by the 
correctional systems on the basis of some incident or 
characteristic or self-selected by the inmates themselves,... .'. 
All such factors introduce selection bias which makes 



Figure 6 

AVAILABLE SEROPREVALENCE DATA FROM MANDATORY MASS SCREENING OF INMATES 

Number Number % 
Correctional System Dates Tested Sero[2osltlve SeroBosltlve 

All Incoming Alabama 1987-89 16,815 M+F 107M 0.8% M+F 
Inmates 23 F 

Colorado 11/85-11/89 15,088 M+F 98M 0.7 M+F 
5F 

GeorgIa 7/88-7/89 15,052 M 505M 3.4 M 
1,227 F 29 F 2.4 F 

Idaho 1987-10/89 2,450 M 8M 0.3 M 
50F OF 0.0 F 

Iowa 1/86-10/89 9,171 M+F 17 M 0.2 M+F 
SF 

Michigan 4/89-7/89 3,589 M 63 M 1.7 M 
289 F 7F 2.4 F 

New Hampshire 1/87-9/89 1,760 M 9M 0.5 M 
t' 15 F OF 0.0 F 

Oklahoma 5/87-9/89 12,662 M 69M 0.5 M 
1,511 F 3 F 0.2 F 

Federal Bureau of Prisonso 6/87-10/87 9,640 M+F 240 M+F 2.5 M+F 

All Current Inmates Alabama 1987 10,753 M 129 M 1.2 M 

MissIssippI 7/89-10/89 7,743 M 78 M 1.0 M 
310 F 7 F 2.3 F 

Oklahoma 6/87 7,811 M 34M 0.4 M 
403 F OF CI.O F 

Utah 8/89-10/89 2,579 M 19 M 0.7 M 
136 F SF 3.7 F 

All Inmates at Alabama 1987-89 25,321 M+F 2M 0.008 M+F 
Release 

Federal Bureau of Prlsonso 1989 14,643 M+F 224 M+F 1.5 M+F 

All Incoming & All Nevada 1/89-9/89 3,775 M 34M 0.9 M 
Releasees 384 F 8F 2.1 F 

All Incoming & All North Dakota 1987-11/89 460M 3M 0.6 M 
Current 40F OF 0.0 F 

10% Random Federal Bureau of Prlsonso 8/88-8/89 3,914 M+F 108 M+F 2.8 M+F 
Sanple of incoming 

cFederal Bureau of Prisons. unpublished data. 

Source (unless otherwise noted): NIJ QUestionnaire Responses. 
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Figure 1 

SEROPREVALENCE DATA FROM HIV ANTIBODY TESTING OF INMATES 
IN BLINDED EPIDEMIOLOGIC STUDIEsa 

Number Number % 
Correctional S~stem Dates Tested Serogositive Serogositlve 

Callforniab 4/88-5/88 5,372 M 137 M 2.5%M 
(All incoming) 807 F 25 F 3.1 F 

Florida 1988 1,000 M+F 69 M+F 6.9 M+F 
(consecutive Intakes) 

Hawaii 2/88-9/89 1.359 M 15M 1.1 M 
(All Incoming at 2 facilities) 88 F 10 F 11.3 F 

IIIlnolse: 4/88-8/88 808M 27 M 3.3 M 
(All Incoming) 

IIIlnolse: 4/89-6/89 501 M 20M 4.0 M 
(All Incoming) 

New York (State)d 12/87-1/88 494M 84M 17.0 M 
(All Incoming at Downstate 
CQrrectional FactHty, Fishkill) 

Oregon 3/89-5/89 768M 5M 0.6 M 
114 F 2F 1.7 F 

South Carolina" 4/88-6/88 457M 8M 1.7 M 
(Allincomln~ at 1 Reception Center) 3F OF 0,0 F 

Tennessee 7/88-8/89 1,834 M 19 M 1.0 M 
244F OF 0.0 F 

Texas 7/88-8/89 1,287 M 30M 2.3 M 

Vlrglnlaf 6/89-8/89 852 M 23M 2.7 M 
69 F OF 0.0 F 

Washington 8/87-1/88 796 M 5M 0.6 M 

WlsconsinQ 1/88-8/88 1,621 M 9M 0.6 M 
(All Incoming) 

Maricopa County, Arizona 6/89-11/89 813 M 28M 3.4 M 

Los Angeles County, 10/88 800M 26 M+F 2.6M+F 
California (All Incoming) 200 F 

Santa Clara County, 10/86-10/89 348 F 6F 1.7 F 

California 
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Figure 7 (continued) 

SEROPREVALENCE DATA FROM HIV ANTIBODY TESTING OF INMATES 
IN BLINDED EPIDEMIOLOGIC STUDIEsa 

Correctional System Dates 

Fulton Couniy. Georgia 7/88-12/88 

Number 
Tested 

160 M 
40F 

Number % 
Seropositive Seropositive 

11M 
3F 

6.9 M 
7.5 F 

aThese studies are anonymous (not Identity-linked) and conducted to determine seroprevalence rates In a population. 
Several systems did not specify the Inmate category (for example. all Incoming) tested In their study. 

bJ.A. Singleton et al .. "HIV Seroprevalence Among Prisoners Entering the California Correctional System: California 
Department of Health Services. January 1989. 

elilinois Department of Corrections and Abt Associates Inc .. unpublished data. 

dB.1. 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. 

aM,C. Monroe et al .• "studies of HIV Seroprevalence and AIDS Knowledge Attitudes and Risk Behaviors in Inmates In the South 
Carolina Department of Corrections. W88: December 1988. 

rCommonwealth of Virginia. Department of Corrections, "HIV Seropositivity Study: October 1989. 

gWisconsln AIDS/HIV Program. Wisconsin Department of Health and Social Services. "HIV Seroprevalence and the 
Acceptance of Voluntary HIVTestlng Among Newly Incarcerated Male Prison Inmates in Wisconsin: May 1989. 

Source (unless otherwise noted): NIJ Questionnaire Responses. 
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Incident 
Involvemenfb 

Voluntary (Made 
Available to AU): 
Incoming 

FigureS 

AVAILABLE DATA FROM HIV ANTIBODY TESTING 
OF OTHER INMATE CATEGORIEsa 

Number 
Correctional System Dates Tested 

Montana 1/89-11/89 2M 

Nebrdska 10/89 1M 

North Carollnd 5M 

Oregon 11/88-10/89 2M 

Maricopa County, (Phoenix) Arizona 6/89-11/89 10 M 

Los Angeles County, CalifornIa 5/85-10/89 76M 
4F 

Fulton County, (Atlanta) Georgia 1/88-12/88 2M 

Hennepin County, (Minneapolis) 1/89-11/89 6M 
Minnesota 

King County, (Seattle) Washington 1/89-10/89 14M 
2F 

Ontario, CANADA 10/88-10/89 1M 

Mlnnesotd 1/86-10/89 1,700 M 
20 F 

~<:),\I Mexico 10/88-10/89 1,818 M 
145 F 

Maricopa County. (Phoenix) Arizona 6/89-11/89 357 M 
121 F 

Sacramento County, California 9/89-10/89 17 M 

Orange County, California 1983-10/89 1,024 M 
1.784 F 

1989 Update: AIDS in Correctional Facilities 

Number % 
Seroeosltive Seroeosltive 

OM O.o%M 

OM 0.0 M 

1M 20.0 M 

OM 0.0 M 

1M 10.0 M 

8M 9.5 M 
2F 50.0 F 

OM 0.0 M 

OM 0.0 M 

OM 0.0 M 
OF 0.0 F 

1M 100.0 M 

24M 1.4 M 
1 F 5.0 F 

9M 0.5 M 
OF 0.0 F 

19 M 5.3 M 
7F 5.8 F 

3M 17.6 M 

40M 3.9 M 
55 F 3.1 F 
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Figure 8 (continUed) 

AVAILABLE DATA FROM HIV ANTIBODY TESTING 
OF OTHER INMATE CATEGORIEsa 

Correctional System 

Voluntary (Made Broward County, Florida 
Available to All): 
Incoming 
(Continued) Marlon County, (indianapolis) 

Indiana 

Suffolk County, (Boston) 
Massachusetts 

Voluntary (Made Idaho 
Available to All): 
Current 

Indiana 

Maricopa County, (Phoenix) 
Arizona 

Sacramento County, 
California 

Broward County, 
Florida 

Jefferson County, (Louisville) 
Kentucky 

Yukon, CANADA 

Inmate Request Massachusetts 
(state prisons) 

Massachusetts (county jalls)C 

Minnesota 

Montana 

Number Number % 
Dates Tested Seropositive Seropositive 

1/89-9/89 137 M 42M 31.0 M 
120 F 25 F 21.0 F 

1/87-10/89 21 F OF 0.0 F 

11/88-11/89 364M 59M 16.2 M 

1987-10/89 500M OM 0.0 M 
10 F OF 0.0 F 

1986-10/89 5,000 M 30M 0.6 M 
300 F 1 F 0.3 F 

6/89-11/89 50M 13 M 26.0 M 
20 F 1 F 5.0 F 

9/89-10/89 2M OM 0.0 M 
9F OF 0.0 F 

1/89-9/89 30M 15 M 50.0 M 
15 F 8F 53.3 F 

1/89-11/89 3M 3M 100.0 M 

5/89-10/89 2M OM 0.0 M 

10/87-10/89 2.401 M 231 M 9.6 M 
429 F 98 F 22.8 F 

1/89-6/89 1,878 M+F 273 M+F 14.8 M+F 

1/86-10/89 1.700 M 24M 1.4 M 
20 F 1 F 5.0 F 

1/89-11/89 1M OM 0.0 M 
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Figure 8 (continued) 

AVAILABLE DATA FROM HIV ANTIBODY TESTING 
OF OTHER INMATE CATEGORIEsa 

Correctional System 

Inmate Request Nebraska 
(Continued) 

Oregon 

Washington 

Santa Clara County, 
Callfomla 

Ventura County, Callfomla 

Fulton County, (Atlanta) 
Georgia 

Jackson County, (Kansas City) 
Missouri 

Cuyahoga County, 
(Cleveland) Ohio 

Harris County, (Houston) 
Texas 

Saskatchewan. CANADA 

Clinical Oregon 
Indications 

Maricopa County, (Phoenix) 
Arizona 

Fulton County, (Atlanta) 
Georgia 

22 1989 Update: AIDS in Correctional Fi!dlities 

Number 
Dates Tested 

10/87~ 10/89 1M 

11/8~ 10/89 354M 
76 F 

10/8~ 10/89 1,445 M 
46F 

10/8~10/89 47M 
24 F 

1/8~10/89 300M 
50 F 

1/88-12/88 8M 
3F 

9/88-10/89 14 M 
2F 

1/89-11/89 21 M 
SF 

7/87-10/89 1.048 M 
1.070 F 

10/88-10/89 12 M 
4F 

11/88-10/89 14M 

6/89~11/89 7M 
2F 

'7/88-12/88 142 M 
26 F 

Number % 
Sero~ositlve Sero~osltlve 

1 M 100.0 M 

3M 0.8 M 
2F 2.6 F 

34M 2.4 M 
2F 4.3 F 

8M 17.0 M 
3F 12.5 F 

3M 1.0 M 
OF 0.0 F 

2M 25.0 M 
OF 0.0 F 

2M 14.3 M 
OF 0.0 F 

12 M 57.1 M 
3F 60.0 F 

163 M 15.6 M 
48 F 4.5 F 

OM 0.0 M 
OF 0.0 F 

11M 78.6 M 

2M 28.6 M 
1 F 50.0 F 

46M 32.4 M 
lOF 38.5 F 
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Figure 8 (continued) 

AVAILABLE DATA FROM HIV ANTIBODY TESTING 
OF OTHER INMATE CATEGORIEsa 

9orrectional System 

Other Montana 
Categories: IV 
Drug Users King Couniy, (Seattle) 

Washington 

Orange Couniy, California 

Sacramento Couniy, Callfornlad 

Other South Carollna9 

Categories: All 
Inmates 
Presenting at 
Sick Call 

Category Arkansas 
Breakdown Not 
Available! 

Nebraska (Incoming, Releasees, 

Dates 

1/89-11/89 

11/87-9/89 

1/88-12/88 

1987-88 

1988 

1/85-10/89 

3/87-10/89 
"High-Risk Groups," and Clinical Indications) 

Texas ("High-Risk Groups," Clinical 9/89 
Indications, Incident Involvement, 
and Inmate Request) 

West Virginia (Incoming, "High-Risk 10/88-3/89 
Groups," Clinical Indications, Incident 
involvement, and Inmate Request) 

Maricopa Couniy, (Phoenix) 6/89-10/89 
Arizona (Unspecified "High-Risk Groups") 

Hennepin Couniy, (Minneapolis) 1/89-12/89 
Minnesota (All "High-Risk Groups," 
Clinical Indications, inmate Request) 

Number 
Tested 

67 M 

786M 
324 F 

766 F 

422 M+F 

L034M 
185 F 

5,847 M 
173 F 

4.473 M+F 

412 M 
138 F 

411 M 
14 F 

340M 
119F 

266 M 
266 F 

Number 
Seropositive 

2M 

22 M 
4F 

12 F 

15 M+F 

25 M 
2F 

42M 
42 F 

17 M+F 

17 M 
5F 

OM 
OF 

16 M 
5F 

4M 
OF 

% 
Seropositive 

3.0 M 

2.8 M 
1.2 F 

1.5 F 

3.5 M+F 

2.4 M 
1.1 F 

0.7 M 
24.3 F 

0.4 M+F 

4.1 M 
3.6 F 

0.0 M 
0.0 F 

4.7 M 
4.2 F 

1.5 M 
0.0 F 
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Figure 8 (continued) 

AVAIU\BLE DATA FROM HIVANTIBODYTESTING 
OF OTHER INMATE CATEGORIEsa 

Correctional System 

Category Jefferson County, (Louisville) 
Breakdown Not Kentucky (Incoming, IV Drug Users, 
Available' and Homosexuals) 
(continued) 

King County, (Seattle) Washington 
(IV Drug Users, Prostitutes, Individuals 
with Multiple Sex Partners, Inmate 
Request) 

Quebec 

Number 
Dates Tested 

1/89-11/89 13 M 
6F 

11/87-9/89 786M 
324 F 

3/87-12/88 248 F 

Number % 
Seropositive Seropositive 

13 M 100.0 M 
6F 100.0 F 

22M 2.8 M 
4F 1.2 F 

19 F 7.7 F 

"The table does not present overall seroprevalence rates. Except for the "Incident Involvement' category, the figures In this 
table represent self- or clinically-selected Inmates. and therefore represent selection bias. For example, Inmates who have 
engaged In hlgh-rlskbehavlors may be more likely to want to be tested and are more likely to be HIV seropositive than those 
who have not. Therefore, the figures In this table are likely higher than seroprevalence rates In these total correctional 
populations. 

For all seropositivity figures presented In this report (except for blinded epidemiologic stUdies, which are normally short term 
and controlled), there exists the possibility of double counting of reclvldistoffenders. 

bThls category Includes Inmates tested because of their Involvement In an Incident where blood and/or body fluid exposure 
Is suspected or definitely occurred. this could Include sexual contact, needle-sharing, blood exposure In a fight or assault. 
among other Incidents. 

cMassachusetts Sheriffs Association Task Force on AIDS, "AIDS: The Current Situation In County Corrections: An Update,' 
October 1989. 

II'Coordlnated Community Programs for HIV Prevention Among IVDUs - California, Massachusetts,' MMWR, June 2, 1989; 
38: 370. 

°M.C. Monroe et al .. "studies of HIVSeroprevalence and AIDS Knowledge ,Attitudes and Risk Behaviors In Inmates In the South 
Carolina Department of Corrections, 1988,' December 1988. 

'in this table, "High-Risk Groups' Includes Identifiable IV drug users and homosexual men. 

Source (unless otherwise noted): NIJ Questionnaire Responses. 
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the results inapplicable to the overall population. 
However, such results can be suggestive of interesting 
patterns. 

Testing in response to incidents may be prompted by 
a wide variety of incidents including sexual contact, 
needle sharing, needlesticks, fights or assaults. Our 
data do not permit breakdown by type of incident 
and, in any case, most of the numbers are quite small. 

Voluntary and on-request testing results are difficult to 
interpret because the direction and magnitude of the 
selection bias are unclear. That is, which individuals 
are most likely to desire testing-those who feel they 
are at high risk of HIV infection, or those who feel they 
are at low risk? Indeed, different people will have 
different motivations. Some who are at high risk may 
desire to know their HIV antibody status while others 
also at high risk may wish to avoid knowing. Some of 
the seropositivity rates for voluntary and on-request 
testing are quite high-for example, Broward County 
(Florida), Suffolk County (Boston, Massachusetts), 
Massachusetts (state), Harris County (Houston, Texas), 
and Maricopa County (Phoenix, Arizona)-while many 
others are very low. 

Seropositivity rates from testing in response to clini­
cal indications are predictably high. Testing of incar­
cerated IV drug users may also provide reasonable es­
timates of seroprevalence among this group in the 
community. The results of such testing in Montana, 
King County (Seattle, Washington), and Orange County 
(California) suggest that seroprevalence rates among 
IV drug users in these places are still much lower than 
those found in the Northeast and Middle Atlantic 
regions. Rates from the remaining groupings of inmates 
are gel.t>~ra1ly moderate to low; however, this miscel­
laneous category is particularly hard to interpret. 

HIV Transmission Among Prison Inmates 

The extent to which HIV infection has been and is 
being transmitted among correctional inmates remains 
a subject of widespread concern. Available data from 
Maryland and Nevada suggest, however, that 
transmission rates among inmates are quite low.17 In 
addition, seroprevalence rates for Federal Bureau of 
Prisons (FBOP) releasees continue to be lower than for 
FBOP incoming inmates (Figure 6), suggesting little if 
any transmission. Results of the first systematic study 
of HIV transmission among prisoners, being conducted 

by the Illinois Department of Corrections and Abt 
Associates under the sponsorship of the Centers for 
Disease Control, should be available by the fall of 
1990. 

Endnotes 
1. CDC, HIV/AIDS Surveillance Report, November 

1989; Federal Centre for AIDS (Canada), 
"Surveillance Update: AIDS in Canada," January 
2,1990. 

2. CDC, HIV/AIDS Surveillance Report, 
November 1989. 

3. Ibid.; Federal Centre for AIDS (Canada), 
"Surveillance Update: AIDS in Canada," January 
2,1990. 

4. CDC, "AIDS and HIV Infection in the United 
States: 1988 Update," MMWR May 12, 1989; 38: 
No. S-4, p. 3. 

5. GAO, AIDS Forecasting: Undercount of Cases and 
Lack of Key Data Weaken Existing Estimates 
(Washington, GAO/PEMD-89-13, June 1989); 
see also CDC, "Update: AIDS Associated with 
Intravenous Drug Use," MM WR March 17,1989; 
38: 165-170; CDC, "AIDS and HIV Infection in 
the United States: 1988 Update," MMWR May 
12, 1989; 38: No. S-4, pp. 4-6; CDC, "Update: 
Heterosexual Transmission of AIDS and HIV 
Infection-United States," MMWR June 23,1989; 
38:423-424,429-434. 

6. CDC, "AIDS and HIV Infection in the United 
States: 1988 Update," MMWR May 12, 1989; 38: 
No. S-4, pp. 4-6. 

7. Michael Specter, "Treatment Greatly Delaying 
AIDS in Gay Men," Washington Post, February 6, 
1990, pp. Al, A6. 

8. CDC, ''Update: AIDS Associated with Intravenous 
DrugUse," MMWRMarch17, 1989; 38: 165-170. 

9. CDC, "AIDS and HIV Infection in the United 
States: 1988 Update," MMWR May 12, 1989; 38: 
No. S-4, pp. 2, 7-8; CDC, HIV/AIDS Surveillance 
Report, November 1989; John Newmeyer, "The 
IV Drug User and the Secondary Spread of 

Epidemiology of HlV Infection and AIDS in Correctional Facilities and the PopUlation at Large 25 



AIDS," Journal of Psychoactive Drugs April-June 
1988; 20: 169~172. 

10. CDC, HIV/AIDS Surveillance Report, November 
1989; CDC, L'AIDS and HIV Infection in the 
United States: 1988 Update," MMWR May 12, 
1989; 38: No, S-4, p. 11; CDC, "Update: AIDS 
Associated with Intravenous Drug Use/, MMWR 
March 17, 1989i 38: 165~170. 

11. CDC, "AIDS and HN Infection in the United 
States: 1988 Update:1 MMWR May 12, 1989; 38: 
No. S-4, p. 1. 

12. CDC, II AIDS and HIV Infection in the United 
States: 1988 Update," MMWR May 12, 1989; 38: 
No. S-4, pp. 6-13. 

13. CDC, "Guidelines for Prevention of Transmis­
sion of HIV and Hepatitis B Virus to Health­
Care and Public Safety Workers," MMWRJune 
23, 1989; 38: No. 5-6, p. 8. 

14. The incidence rate per 100,000 population is a 
standard measure used to facilitate compari­
sons. The incidence rates for the population at 
large were calculated as follows: Incidence rate 
= Total number of AIDS cases reported to CDC 
in the year ending October 31, 1989 x 100,000 / 
Total U.S. population. 

15. Incidence rates for correctional inmates were 
calculated as follows: Incidence rate = Current 
AIDS cases in system x 100,000 / Current inmate 
population of system. The reported number of 
current AIDS cases may slightly underestimate 
the total number of cases reported in the year 
since the 1988 survey, but most correctional 
systems do not keep statistics on AIDS cases by 
year reported. Using the current case figure may 
slightlyunderestimate the real annual incidence 
rate in a correctional system, 

16. These data are from the following: Illinois 
Department of Corrections, "Cumulative AIDS/ 
ARC Experience in the Illnois Department of 
Corrections," November 1988; Georgia 
Department of Corrections, "Inmates with HIV 
Infection: A Five Year Summary," memorandum 
dated October 4, 1989; New York State Department 
of Health, Buteau of Communicable Disease 

26 1989 Update: AIDS in Correctional Facilities 

-

Control, "AIDS Surveillance Monthly Update 
for Cases Reported Through August 1989," 
August 1989; Virginia Department of Corrections 
and Virginia Department of Health, "HIV 
Seropositivity Study," November 17, 1989; U.S. 
Department of Justice, Federal Bureau of Prisons, 
"Research Bulletin: HIV Infection Among Bureau 
of Prisons Inmates," August 1989. 

17. T.F. Brewer et. al., ''Transmission ofHIV·l Within 
a State-Wide Prison System," AIDS 88, October 
1988; c.R. Horsburgh et. al., "Seroconversion to 
HIV in Prison Inmates/' American Journal of Public 
Health February 1990; 80: 209-210. 



~I 

Chapter 3 

The TB-HIV Link 
A resurgence of tuberculosis (TB) has shadowed the 
rise of HIV infection in the United States. The link 
between the two has been clearly established. Persons 
with HfV infection are mote susceptible to progression 
from asymptomatic tuberculous infection to active TB 
disease. The linked increase of TB and HIV has been 
particularly severe in the Northeast, althc)ugh the 
phenomenon has been widely noted in the nation. 

Moreover, TB and, increasingly, HIV strike hardest 
among poor blacks and Hispanics and IV drug users.1 
Of course, these groups are dramatically over­
represented in correctional inmate populations. 
Therefore, it comes as no surprise that American 
prisons and jails are witnessing sharp increases in 
HIV -associated TB. 

Correctional administrators should pay particular 
attention to TB because, alone among the opportunis­
tic diseases associated with HIV infection, it is trans­
missible through the air. This may be a particular 
problem in cramped correctional facilities where 
ventilation is often poor. 

Prevalence of TB in 
Correctional Populations 
As shown in Figure 9, there were at least 809 inmates 
under treatment for active tuberculosis in U.S. state 
and federal correctional systems as of October 1989. 
Responding city and county jail systems report 231 
cases, while Canadian systems report 17 cases. The 
distribution of these cases is similarly uneven to the 
distribution of current AIDS cases, except that more 
state and federal systems report having no TB cases 
than no AIDS cases. The systems with the largest 

Tuberculosis and 
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numbers of AIDS cases are those with the largest 
numbers of TB cases. 

Figure 9 also displays the range of percentages of 
inmates testing positive for tuberculous infection in 
the three categories of correctional systems. Two facts 
stand out. First, almost one-half of U.S. state/federal 
systems, almost one-third of responding city / county 
systems, and almost two-thirds of Canadian systems 
did not know what percentage of their inmate popu­
lation was TB-positive. This underscores the need for 
improved TB screening or maintenance of data on 
such screening in correctional facilities. 

Second, ten state and federal systems reported that 
more than 10 percent of their inmates were positive 
for tuberculous infection. Indeed, information from 
survey responses and other sources suggests that 
rates of 10-20 percent are not uncommon in correc­
tional populations. Georgia has reported rates of 11-
12 percent, Texas 14 percent, New Mexico 14 percent, 
New Jersey 16 percent, and New York 18 percent.2 
These data suggest thatin some systems TB positivity 
rates are probably much higher than HIV seropre­
valence rates. 

Tuberculosis Screening 
and Treatment 
In May 1989, CDC issued guidelines for the prevention 
and control of TB in correctional institutions. These 
guidelines recommend early case-finding, reporting 
of all TB cases to public health authorities, periodic 
screening (using the intracutaneous Mantoux tuberculin 
test and not the multiple puncture--e.g., tine--method) 
and careful medical monitoring of inmates and staff 
(including chest x-rays for those with positive tuberculin 
tests and those at risk for HN infection, and HIV 
antibody tests for all inmates with active TB and 
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Figure 9 

ACTIVE TUBERCULOSIS erB) AND TUBERCULOUS INFECTION AMONG INMATES, OCTOBER 1989 

Number of Active TS Cases Under Treatment 

U.S. State/Federal U.S. City/County 
Prison Systems Jail Systems 

(N=51) (N=3l) 

Number of Number of Number of Number of 
Range of Cases Systems % Cases % Systems % Cases % 

Unknown 6 12% -% 2 6% -% 
0 20 39 0 0 7 23 0 0 
1-3 12 24 25 3 10 32 15 6 
4-10 4 8 25 3 6 19 39 17 
11-24 2 4 45 6 3 10 47 20 
25-50 2 4 59 7 2 6 65 28 
51-100 3 6 157 19 1 3 65 28 
>100 2 4 498 62 0 0 0 0 

Total 51 101%0 809 100% 31 99%0 231 99%0 

Percentage of Inmates Confirmed TS-Posltlve 

U.S. State/Federal U.S. City/County 
Prison Systems Jail Systems Canadian Systems 

(N=51) (N=31) (N=ll) 

Range of Number of Number of Number of 
Percentages SVstems ~ Systems ~ ~stems ~ 

Unknown 23 45% 11 35% 7 64% 
0 1 2 15 48 1 9 
1-10 17 33 3 10 3 27 
11-25 10 20 2 6 0 0 
26-50 0 0 0 0 0 0 
51-100 0 0 0 0 0 0 

Total 51 100% 31 99%Q 11 100% 

ODue to rounding. 

Source: NIJ Questionnaire Responses. 
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positive tuberculin tests), contact investigations 
(identification of others who may have been exposed 
to inmates with tuberculosis) medical isolation of 
inmates with active TB to prevent spread, and careful 
adherence to appropriate medication protocols for 
prophylaxis and treatment.3 

Figure 10 summarizes correctional systems' policies 
and practices on TB screening and treatment. CDC 
recommends that all new inmates (and staff) be screened 
for tuberculous infection and retested at least annu­
ally. More frequent retesting may be indicated if in­
creasing cases of TB or HN infection are noted in the 
population. These recommendations are qualified for 
jail systems where rapid turnover may make them 
difficult or impossible to implement. In such systems, 
the guidelines recommend, sputum smears and cul­
tures and/or chest x-rays should be done on any 
prisoners with TB symptoms. CDC also recommends 
immediate screening of close contacts of active TB 
cases,4 

Figure 10 shows that virtually all state and federal 
systems screen all intakes for TB, and three-quarters 
screen all close contacts, but only one-half conduct 
annual re-screening as recommended by CDC. The 
percentages of responding city/county jail systems 
with extensive TB screening programs are predictably 
lower. 

CDC recommends that all tuberculin-positive irunates, 
be provided prophylactic treatment with isoniazid 
(INH) or its equivalent. Highest priority candidates 
for INH prophylaxis are recent tuberculin skin test 
converters and inmates who have both tuberculous 
infection (i,e.

" 
are TB skin test positive) and known or 

suspected HN infection. Recommended dosages are 
300mg daily or 900mg twice per week. Careful 
monitoring is necessary to insure that the medication 
is taken as scheduled and to identify any symptoms or 
adverse reactions. Figure 10 shows that many 
correctional systems in all categories have not adopted 
the CDC recommendations regarding prophylactic 
treatment for TB. Only 27-36 percent of systems provide 
treatment to all tuberculin-positive inmates, while 
only 18-55 percent provide it to all HN-infected 
prisoners. 

In sum, 1989 NIJ survey data reveal that while there is 
faidy extensive TB screening at least in state/ federal 
systems, data maintenance on TB-positive rates is 
uneven, and provision of prophylactic treatment to 

tuberculin-positive and HN-infected inmates is very 
spotty. Correctional systems should consider giving 
more attention to tuberculosis and to the HIV -TB link 
in their inmate populations. Tuberculosis can be an 
explosive and extremely serious problem in correc­
tional facilities if adequate control measures are not 
instituted. 
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at the 12th National Conference on Correctional 
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Figure 10 

TUBERCULOSIS erB) SCREENING, PROPHYLAXIS AND TREATMENT OF INMATES, OCTOBER 1989 

U.S. state/Federal U.S. City/County 
Prison Systems Jail Systems Canadian Systems , 

(N=51) (N=31) eN=1l) 

Number of Number of Number of 
Procedure Systems % Systems % Systems % 

Screening Conducted: 49 96% 23 74% 4 36% 
(not mutually exclusive) 

At Intake 48 94 14 45 4 36 
Annually 26 51 7 23 3 27 
After Exposure to Active TS 
Case 39 76 15 48 8 72 

TS Prophylactic Medication 
Provided to the Following 
Categories of TS Skin Test 
Positive Inmates: 

All Regardless of Age 16 ,31 11 36 3 27 
All Under Age 35 33 65 18 58 3 27 
All HIV-Infected 28 55 15 48 2 18 
Those Recently In Contact 

with a TS Case 21 41 17 55 4 36 
Recent Skin Test Converters 36 71 15 48 5 45 

Source: NU Questionnaire Responses. 
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Chaptel~ 4 

Abatement of the Crisis 
Atmosphere Around AIDS 
The original crisis atmosphere around AIDS in prisons 
and jails seems to be dissipating. In the 1989 NIJ survey, 
three-quarters (76%) of state/federal an.d over one-half 
(58%) of city/county systems reported decreased or 
stable levels of inmate concern about AIDS since 1988. 
Over three-quarters (80%) of state/federal and nearly 
two thirds (64%) of city/county systems report similar 
patterns of staff concern. However, survey responses 
represent the perception of one or a few central office 
staff members. A number of studies of individual 
correctional systems reveal continued and substantial 
concern. AIDS education influences attitudes about 
infected individuals and about the disease itself, thereby 
shaping staff and inmates' behavior and the formulation 
of policy. HIV / AIDS education for inmates and staff 
remains a critical part of correctional policy. 

A 1988 survey of Federal Bureau of Prisons staff found 
that almost 40 percent were ''bothered a great deal" by 
the presence of HIV -infected prisoners in the institution, 
and 14 percent considered leaving their jobs due to the 
presence of such inmates.l Almost two-thirds of 

, surveyed South Carolina prison inmates believed that 
, 1/ AIDS is a health problem in this prison system." The 
South Carolina survey respondents seemed to be well­
infonned about means of HIV transmission and risk 
reduction,2 but this is not true of staff and inmates in 
all jurisdictions. 

In Virginia, many incoming inmates were ignorant of 
basic facts about AIDS. Over one-third of men and about 
one-fifth of women respondents believed that it was 
unsafe to work or live with an infected prisoner or were 
not sure whether it was safe or unsafe. Over 90 percent 
of these incoming inmates thought it was unsafe to have 
a blood transfusion (and almost 50% believed donating 
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blood was unsafe). Many were uncertain about 
mechanisms of sexual transmission (for example, 20% 
did not know that HIV is transmitted through semen), 
and 25-50 percent of respondents thought HIV to be 
transmissible by the sharing of eating or drinking 
utensils, by mosquito bites, and through contact with 
sweat, tears, saliva, or urine.3 Lower levels of concern 
are desirable if they reflect adoption of rational risk 
reduction practices and precautionary measures and 
abandonment of extreme responses or demands. 
However, decreased concern may also indicate 
complacency which, in turn, can breed carelessness. 

Surveys show a continued prevalence of high-risk 
behaviors among correctional inmates. Over 40 percent 
of surveyed South Carolina inmates reported personal 
knowledge of needle sharing in the institution in the past 
year and over 60 percent had personal knowledge of 
sexual activity among inmates. Almost 20 percent 
reported themselves having had homosexu.d contact 
in the past year. On the other hand, three-fourths of these 
inmates stated that they had changed their drug using 
behaviors by terminating or reducing frequency of 
injection or needle sharing, and/ or by cleaning works 
to reduce their chances of being infected. Two-thirds 
reported changes in sexual activity, particularly by 
reduction in number of partners. Women surveyed in 
the San Francisco county jail had a good knowledge of 
AIDS. However, many did not know if their sexual 
partners were drug users, and two-thirds of the sample 
reported either never or almost never using condoms.' 

The new National Commission on AIDS, in its first 
report to the President, noted that "There is a danger­
ous, perhaps even growing complacency in our coun­
try toward an epidemic that many people want to 
believe is over. Far from over, the epidemic is reach­
ing crisis proportions among the young, the poor, 
women and many minority communities. In fact, the 
1990s will be much worse than the 1980s./5 Since HIV 
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infection is steadily spreading among IV drug users and 
members of minority communities who are overrepre­
sented in prisons and jails, correctional AIDS educa­
tion programs are even more necessary now than before. 
AIDS education is clearly a ''long-haul'' need, not some­
thing that can be forgotten or discontinued when the 
panic recedes. 

live Education/Training 
Live sessions should be the foundation of AIDS 
education programs in correctional facilities. They may 
take a variety of forms. Many systems offer lectures to 
all inmates (with brief question and answer periods at 
the end). Others conduct on-goin& small group 
discussions for HN-infected inmates. Still others hold 
comprehensive communicable disease workshops 
during which AIDS and other diseases are discussed. 
A few that have the staff to do so conduct intensive 
individualized counseling sessions. Some systems 
define live education as the showing of an AIDS 
videotape with an instructor present to answer 
questions. At a minimum, "live" (~ucation involves the 
participation of a knowledgeable educator/trainer 
during the session. This is "active" teachin& as opposed 
to the more "passive" instruction provided by written 
materials and audio-visual materials. 

As Figures 11 and 12 show, the majority of U.S. and 
Canadian correctional systems provide at least some 
live AIDS education/training for inmates and staff. 
However, there remains Significant unevenness in the 
provision of live education within systems. Only about 
two thirds (63%) of state/ federal systems and of city / 
county systems (61 %) provide live education to inmates 
at all institutions in the system. Indeed, ten fewer states/ 
federal systems reported live education in all institu­
tions in 1989 than in 1988. 

In the 1989 survey, correctional systems were asked to 
estimate what percent of their inmates and staff had 
received at least one hour of live AIDS education in the 
past year. Less than half of prison systems (41 %), 
responding jail systems (32%), and Canadian systems 
(45%) answered 50 percent (or more) of inmates. On the 
other hand, over one-half of all categories of systems 
so answered for staff. 

Inmate attendance at education sessions is "always 
mandatory" in less than half (45%) of state/federal 
sy~tems and in only a very small percentage (3%) of city / 
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county systems. However, in a number (39%) of state/ 
federal systems, inmate attendance is "sometimes 
voluntary and sometimes mandatory." Thus, it appears 
that in over three-quarters (84%) of prison systems there 
is at least some mandatory inmate AIDS training. Jail 
systems' attendance policies are probably determined 
by the high turnover rates in jails and the resulting 
reduced control over inmate AIDS education. 

Staff attendance requirements in state/federal systems 
follow a similar pattern to those regarding inmate 
attendance, but in city/county systems, attendance is 
mandatory in about one-third (35%) and "sometimes 
voluntary and sometimes mandatory" in another one­
third (32%) of responding systems. Jails are clearly 
making more of an effort to educate their staff than their 
inmates. All of these findings suggest that many prison 
and jail hunates are not receiving mandatory, regular, 
live AIDS training during incarceration. 

Pre-release AIDS education represents an important 
opportunity to arm inmates with risk reduction infor­
mation and strategies as they return to the community. 
It is also a time to counsel HIV -infected inmates about 
their obligations to inform their sexual partners of their 
EN status and advise them to take steps to avoid 
infecting others through sexual contact or needle 
sharing. Ideally, live AIDS education should be pro­
vided to all inmates just prior to their release. 

Educators/Trainers 

Many correctional systems use a combination of types 
of professionals to lead their AIDS education session. 
The majority of session leaders for both inmate and staff 
AIDS education programs are mrrectional medical staff. 
A number of systems also use non-medical correctional 
training staff, and some use outside medical staff. Only 
a handful of prison or jail systems use public health or 
other trainers. His interesting to note that seven (14 %) 
of state/federal systems employ inmate trainers in some 
Ii ve education programs. This is a promising strategy 
that deserves to be tried in more correctional settings. 
In New York State and California, prisoners have 
provided AIDS education in institutions. According to 
a New York State inmate who worked to initiate peer 
AIDS education, such programs "are doubly important 
in prisons, where there is a gut distrust of authorities 
and professionals, and where the very activities that 
must be discussed frankly-sex and drugs-are against 
prison rules. Peer education is also an effective way to 
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Figure 11 

LIVE AIDS EDUCATION FOR INMATES, OCTOBER 1988 AND OCTOBER 1989a 

U.S. State/Federal U.S. City/County 
Prison Systems Jail Systems Canadian Systems 

October 1988 October 1989 October 1988 October 1989 October 1988 
(N;::51) (N=51) (N=28) (N=31) (N=12) ----

Number Number Number Number Number 
of of of of of 

Uve Education Systems % Systems % Systems % Systems % Systems % 

Provldedb 48 94% 46 90% 19 68% 21 68% 9 75% 

In A1llnstlh,ltlons 39 77 34 67 18 64 15 48 7 58 

Mandatory 37 74 23 45 4 14 3 3 25 

Sometimes Voluntary 
and Sometimes 
Mandatory 20 39 4 13 

Session Leaders (not mutually exclusive): 

Outside Medical 
Experts 18 35 5 16 

Correctional Medical 
Staff 44 86 18 58 

Correctional Training 
'Staff (Non-Medical) 27 53 2 6 

Inmates 7 14 0 0 

. aUve education Involves the participation of (j trained leader In some substantial part of a session. 

:includes programs In operation and under development. 

Source: NIJ Questionnaire Responses. 
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October 1989 
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Number 
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9 82% 

7 64 
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Figure 12 

LIVE AIDS EDUCATION FOR CORRECTIONAL STAFF, OCTOBER 1988 AND OCTOBER 1989a 

U.S. State/Federal U.S. City/County 
Prison Systems Jail Systems Canadian Systems 

October 1988 October 1989 October 1988 October 1989 October 1988 
(N=51) (N=51) (N=28) (N=31) (N=12) 

Number Number Number Number Number 
of of of of of 

Uve Education Systems % Systems % Systems % Systems % Systems 

Provide db 49 96% 48 94% 25 89% 24 77% 10 

In All Institutions 42 82 32 63 19 68 19 61 9 

Mandatory 47 94 26 51 16 7 11 35 4 

Sometlmes Voluntary 
and Sometimes 
Mandatory 19 37 10 32 

Session Leaders (not mutually exclusive): 

Outside Medical 
Experts 29 57 14 45 

Correctional Medical 
Staff 45 88 17 55 

Correctional Training 
Staff (Non-Medical) 26 51 10 32 

aUve education Involves the participation of a trained leader In some substantial part of a session. 
bin eludes programs in operation and under development. 
cFigures Include systems that specified centralized training for staff. 
Source: NIJ Questionnaire Responses. 
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ease fears of casual transmission among prisoners and 
to promote support among inmates for people with 
AIDS ... "6 

Most county jails, and many state prison systems, 
collaborate with public health departments on 
correctional AIDS education programs. Often, the staff 
trained in these programs train other trainers. For 
example, selected non-medical staff in Hawaii attended 
an intensive one and a half day workshop to be trained 
as AIDS educators. The workshop leaders included the 
Department of Correction's Health Care Director and 
Department of Health AIDS educators. The trained 
educators, who may attend refresher sessions every six 
months, were made responsible for tailoring an inmate 
program to the needs of their particular facilities in terms 
of curriculum, schedule, and class size. 

Evaluations of Programs 

Survey responses indicate thLt few systems have 
conducted a formal evaluation of their inmate or staff 
AIDS education programs. Evaluation can be a valuable 
tool for improving programs. Those systems which have 
assessed their programs offer useful suggestions 
regarding trainers and education/training content. For 
example, an internal evaluation of Hennepin County, 
Minnesota's AIDS education program for offenders 
concludes that "correctional administra.tors should 
consider investing in AIDS education that includes 
interaction with a trained AIDS educator who can 
effectively communicate with this population."7 An 
evaluation of an AIDS education program for Illinois 
police patrol officers found that using trainers with a 
matter-of-fact and open attitude about sexual behaviors 
pertaining to AIDS allowed the audience to ask personal 
questions. The evaluation also found that the program 
benefited from having a trainer present to supplement 
a video or slide presentation with updated facts. An 
evaluation of AIDS education among female inmates 
in San Francisco County jails concluded that "women, 
unlike men, need more than safe sex skillsi they need 
skills of empowerment and negotiation so that they can 
make demands on their partners which will in turn save 
their lives."B 

Content o~ Education Sessions 

AIDS education for inmates and staff usually covers a 
range of topics, from the workings of the virus to anti­
body testing to modes of exposure/transmission to risk 

-

reduction practices. Successful AIDS education focuses 
on personalizing risk and on encouraging appropriate 
risk reduction practices.9 

Approximately three-quarters of prison system (78%) 
and jail system (71 %) inmate and staff AIDS education 
programs discuss, demonstrate or provide literature 
on safer sex practices, such as the use of condoms. Less 
than half (43%) of prison system inmate education 
programs cover methods of cleaning drug injection 
equipment, such as the use of bleach, while about two­
thirds (64%) of jail system inmate education programs 
do so. 

While sexual activity and possession of needles and 
syringes remain illegal in prisons and. Jails, some systems 
do address risk reduction methods for these behaviors 
in their AIDS education programs. Cook County, 
lllinois' AIDS educators tell inmates that during 
incarceration, they can clean needles with soap and 
water as a substitute for bleach. The educators give this 
advice on the assumption that forbidden acts occur 
within jails and on the b<>.Jief that lessons are best learned 
when advice can be immediately applied.tO San 
Francisco County's AIDS educators advise inmates that 
condoms are available but emphasize that sexual 
activity in jail is a felony.l1 

While inmates need to know the context for risk 
reduction, they should not be overwhelmed with 
information on AIDS. As noted earlier, the best 
education for most inmates focuses on personalizing 
risk and on inculcating specific and manageable risk 
reduction practices. The results of one AIDS prevention 
study indicate that educators would do well to 
encourage changes "consistent with an individual's 
existing values and beliefs, [propose only] incremental 
c'w.nges, [offer] alternative courses of behaviors from 
\\ hich an individual can choose, [and] [provide] skills 
training [as well as] support."12 While this advice is more 
easily applied outside the correctional setting than 
within it, it deserves consideration and may be 
adaptable to correctional conditions. 

Inmates must be reassured that only a small number 
of behaviors transmit HIV and that almost all of these 
are completely within an individual's control. Clear 
education in this regard should also help to prevent 
discrimination against and mistreatment of HIV­
infected prisoners in correctional facilities. 
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AIDS education for HIV infected inmates or those with 
AIDS can be even more focused. Georgia's HIV-infected 
inmates participate in a carefully conceived education 
and risk reduction program that addresses questions 
such as, ''Will getting infected with HN again [make] 
disease develop faster?" The response is: "Possibly ... If 
a person already infected with HIV gets infected again, 
the immune system has an even harder time fighting 
off infection." The curriculum also guides instructors 
in providing sensitive answers to questions such as ''Will 
I die in prison?" by refocusing the issue to how an inmate 
can make the most of living each day.13 

Programs for correctional staff generally focus on 
preventing on-the-job infection. However, such 
prograniS should also cover risk reduction practices for 
staffto apply in their private lives. Maryland Division 
of Correction trainers emphasize in their sessions for 
staff that "it's not who you are but what you do that puts 
y"u at risk for a Blood-borne Infectious Disease." They 
also discuss the need for officers to conduct "a thorough 
Visual Search" before making physical contact with an 
inmate.14 Other AIDS education/training topics for 
correctional staff differ according to the needs of 
particular staff. For example, both security and medical 
staff require information regarding the application of 
universal precautions. Counseling staff require training 
in counseling techniques and in fielding questions 
regarding test results. 

Written and Audio-Visual 
Materials 

As shown in Figttre 13, many systems supplement live 
AIDS education sessions with WIitten and audio-visual 
materials. Jail systems are more likely to rely completely 
on these two modes of education. Fo!' example, Dallas 
County, Texas shows AIDS videotapes to irunates on 
closed circuit television. Ninety-six percent of prison 
systems and 87 percent of responding jail systems 
distribute written AIDS education materials, such as 
pamphlets or comic books. Ninety-six percent of prison 
systems and 61 percent of responding jail systems use 
audio-visual materials such as videotapes or audiotapes. 
Some prison and jail libraries have books on AIDS. An 
extensive range of AIDS brochures, booklets, audiotapes 
and videotapes is in use by correctional systems. AIDS 
comic books may offer a partial solution to the problem 
of educating illiterate or low-literacy prIsoners. One 
comic book which is popular in correctional systems 
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is "The Works: Drugs, Sex and AIDS," published by the 
San Francisco AIDS Foundation. 

Cook County (Chicago) Illinois AIDS educators have 
employed a number of videotapes in their inmate AIDS 
education program and have found a few particularly 
successful with their population. These include: AIDS 
in the Black Community; The Best Defense; Don't Forget 
Sherrie; 48 Hours in AIDS Alley; Not Who You Are But 
What You Do; S.LD.A.; and 'Til Death Do Us Part. 
"S.LD.A." is in Spanish, and Spanish versions of several 
of the others are also available.ls 

Spanish and Special 
Needs Programming 
Twenty-two percent of prison systems and 39 percent 
of jail systems provide some inmate AIDS education 
sessions in Spanish. About two-thirds (64 %) of prison 
and half (51 %) of responding jail systems provide 
.inmates with brochures and booklets in Spanish. These 
are undoubtedly the systems with the largest numbers 
of Spanish-speaking irunates in their populations. 

There i:; a growing body ofliterature on AIDS preven­
tion among Hispanics, who are disproportionately 
represented among AIDS cases and H1V seropositives 
in certain geographic areas. Researchers believe that 
AIDS education/like other public health education, must 
be culturally sensitive. For example, Gerardo Marin 
urges that programs promoting condom use among His­
panics first consider the "association of condoms 
with ... uncleanliness and perceived diminished sensa­
tion." Among other things, he recommends that edu­
cators should use geographically-appropriate Spanish 
colloquialisms for terms such as anal or oral sex and 
consider the prevalence of injection of legal substances 
such as vitamins and antibiotics, which may involve 
needle sharing. Cook County (Chicago) illinois inmate 
AIDS educators similarly advise that inmate education 
programs consider the social importance and context 
of tattooing, ear-piercing, and other such inmate needle 
use activities where blood-to-blood contact is likely. 
They also note that the same considerations apply to 
much sexual activity in prisons and jails, where sex may 
be a medium of exchange.16 

Twenty-three percent of state/federal and 10 percent 
of responding city/county systems provide special 
AIDS education programming for hearing-
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=~ I 
For Inmates For Staff 

US State/Federal u.s. City/County Canadian US State/Federal U.S. City/County Canadian 
Prison Systems Jail Systems Systems Prison Systems Jail Systems Systems 

(N=51) (N=31) (N=l1) (N=51) (N=31) (N=l1) 

Number of Number of Number of Number of Number of Number of 
Procedures Systems % Systems % Systems % Systems % Systems % Systems % 

Distribute Written Materials 49 96% 27 87% 10 91% 47 92% 25 81% 10 91% 

Use Audio-Visual Materials 49 96 19 61 8 73 45 88 24 77 8 73 

Topics Covered in Education Pro1gram: 
Safer Sex Practices 40 78 22 71 9 82 40 78 21 68 10 91 
Cleaning Techniques for 

Drug Injection Equipment 22 43 20 64 8 73 20 39 16 52 9 82 

Spanish Language Education 
Avcilable 11 22 12 39 0 0 2 4 7 23 0 0 

Distribute Spanish Written Materials 26 51 20 64 0 0 12 23 13 42 0 0 

Education for 
Individuals with Special Needs 12 23 3 10 3 27 
(e.g., hearing- or visually-impaired) 

Source: NU Questionnaire Responses. 



or visually-impaired inmates or those with other 
special needs. The Kansas prison system provides 
information in Braille and makes a sign language 
interpreter available for hearing-impaired prisoners. 
Although no correctional system responding to the NlJ 
survey explained how mentally retarded inmates are 
taught about AIDS, the special education needs of this 
population should be considered. 

Towards Comprehensive 
HIV Education 
As knowledge about AIDS education increases, 
educational strategies become more sophisticated. For 
example, there is a growing recognition that much more 
than a one-time lecture, question-and-answer period, 
or counseling session is necessary if sexual and drug­
using behaviors are to change. Thus, some correctional 
systems are moving to develop and implement more 
comprehensive educational strategies which may 
involve counseling, HIV antibody testing, ongoing 
support groups, drug treatment opportunities and other 
components. Two programs initiated by consortia of 
organizations are attempting to reach IV drug users in 
jails and other settings in Worcester County, 
Massachusetts and Sacramento County, California. The 
consortia include universities, public health 
departments, community-based organizations, AIDS 
advocacy groups, and drug treatment programs. These 
have all worked closely with the correctional 
administrations to bring the programs to jail irunates.17 

Several projects funded by the National Institute on 
Drug Abuse are developing group-based HIV education 
programs with IV drug users and other inmates in jails 
in Maricopa County (Phoenix, Arizona) and Baltimore. 
The WARN project in Phoenix works with female 
prostitutes in the jail, while a project being conducted 
by The Orcle, me. primarily targets male IV drugusers 
in the Phoenix and Baltimore jails. The Forensic AIDS 
Project in San Francisco has special education and 
counseling programs for pregnant women inmates.IS 

Where AIDS education and counseling fall to inculcate 
safer sex and injection practices, it is possible that HIV 
antibody test results may serve as a strong motivator 
for behavior change among inmates. This is a topic about 
which there is much controversy but inconclusive 
empirical data. However, some correctional systems 
are explorin~ this tODic. 
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For example, the Oregon Department of Corrections, 
working with staff from the Centers for Disease Control 
and the Oregon Health Division, conducted a controlled 
study of the effect of AIDS education on inmates' 
decisions to be tested. They found that providing 
interactive, individualized AIDS education/counseling 
to inmates led to 21 percent more inmates accepting the 
offer to be tested. Especially among inmates designated 
(through questionnaire responses) as "high-risk:' more 
of those inmates counseled accepted testing than those 
not counseled. Oregon estimates that the 30-minute 
individual counseling sessions costs a reasonable $13 
per inmate.19 

All AIDS education is an uphill struggle. In prisons and 
jails, coaxing changes infinnly entrenched social, sex­
ual, and addictive behaviors is a particularly difficult 
task. Still, correctional administrators, in collaboration. 
with agencies and organizations beyond the walls, must 
be continually evolving and employing new and more 
comprehenSive educational strategies. 
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Chapter 5 

Correctional systems continue to face the challenge of 
protecting their staff and inmates from HIV infection 
without raising suspicions or exacerbating fears through 
extreme precautionary measures. To address the issue, 
many systems have developed lengthy and detailed 
infection control guidelines. Some of these cover not only 
HN infection but also hepatitis B and other infectious 
diseases. While most systems have instituted infection 
control measures to help staff and inmates protect 
themselves, only a handful have taken the much more 
controversial step of making condoms available to 
inmates in institutions. 

Infection Control Measures 
for Staff and Inmates 
As noted earlier, staff and irunate concerns about AIDS 
appear to be diminishing or at least leveling off in many 
jurisdictions. In this situation, complacency becomes 
a potentially serious problem. It is essential that 
correctional systems continue to provide appropriate 
training and equipment for the application of 
precautionary measures when a possibility exists of 
contact with blood or body fluids contaminated with 
blood. CDC s revised guidelines, published in 1988, state 
tha!<:universal precautions need no longer be applied 
for contact with saliva, tears, sweat, vomitus, urine or 
feces, unless they contain visible blood. Universal 
precautions (that is, precautions to be applied to all 
individuals) are still recommended for exposure to 
blood, semen, vaginal secretions, tissues, other fluids 
visibly containing blood, and a few rarely encountered 
body fluids.1 

Governmental guidelines, of course, do not alleviate all 
fears, particularly in high-stress settings such as prisons 
and jails, nor do they eradicate all risks of infection. 
Attention to the protection of staff and irunates remains 
important for correctional systems. In 1989, the 

Precautionary 
Measures 

Occupational Safety and Health Administration (OSHA) 
proposed standards requiring employers to implement 
"personal protective equipment and engineering 
controls to reduce the risk of exposure" to blood and 
those body fluids identified by CDC as potentially 
infectious.2 

In June 1989, CDC published extensive guidelines for 
prevention of HIV transmission to health-care and public 
safety workers, including correctional officers.3 These 
guidelines stress universal precautions, but note that 
since "public-safety workers work in environments that 
provide inherently unpredictable risks of exposures, 
general infection-control procedures should be adapted 
[more specifically for] these work situations." 

Many correctional officers and other public safety 
workers demand more aggressive measures such as 
iden tifica tion anci segregation of all HN -infected pris­
oners because they do not believe "universal precau­
tions" are workable in the particular situations they face. 
CDC's guidelines implici tly counter these suggestions 
and urge adaptation of universal precautions to correc­
tional and public-safety situations. For example, the 
guidelines suggest that when "public-safety workers 
encounter body fluids under uncontrolled, emergency 
circumstances in which differentiation between fluid 
types is difficult, if not impossible, they should treat all 
body fluids as potentially hazardous./I The CDC guide­
lines also provide detailed procedures for responding 
to biting incidents, documenting exposure, disposing 
of needles and sharp instruments, handwashing, clean­
ing up spills, and handling infectious waste. Recommen­
dations for use of protective eqUipment such as gloves 
and CPR masks are also included, as are procedures for 
body and cell searches.4 

Since the 1988 NlJ survey, 10 state/federal and 12 re­
sponding city / county systems have added or changed 
precautionary measures for AIDS or infectious diseases. 
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Several prison and jail systems have instituted provi­
sion of protective equipment such as airways, gloves, 
alcohol wipes, infectious waste receptacles, and spill 
kits. The Texas Department of Corrections has found 
it more practical and economical to provide a commer­
cial disinfeclant rather than bleach (sodium hypochlorite 
solution) for use in cleaning up spills.s A few systems 
have expanded or improved existing protections, now, 
for example, supplying staff with thicker gloves or glove 
pouches. Others have established new policies stress­
ing the importance of "universal precautions." Admini­
stering CPR has been a concern of staff who believe this 
may presenta risk ofHNinfection. One jail system has 
chosen to equip its control rooms with MTM Ventila­
tor masks, which are designed to prevent "vorni t and 
exhalation from spraying the rescuer."p New York Oty's 
jail system reports instituting annual TB screening for 
health staff due to the HN-TB connection. 

The North Carolina correctional system uses 
imaginative role-playing to train staff in implementing 
precautionary measures. The training presents scenarios 
followed by a set of standard questions. For example: 
"You are asked to assist in the search of one of the inmates 
and his cell. He is suspected of having drugs and an IV 
needle in his possession. When you arrive on the 
scene ... and try to handcuff him, he bites you, drawing 
blood from your hand. At the beginning of your shift, 
what personal protective clothing and equipment should 
bein your [possession] to protec t you ? Why? What can 
you do to protectyourself ... ifyou do not ha ve all ofthis 
cloUting or equipment with you? What follow-up actions 
must be taken after an incident or [possible] exposure?'''' 
Although biting, spitting, and other such contacts 
have been determined to present extremely low risk 
for HIV transmission, staff may require repeated training 
aboutsuch encounters to quell any apprehensions that 
rnightinterfere with their work. Atthe same time, staff 
should be updated on findings regarding routes of 
transmission and non-transmission of HlV. As discussed 
earlier, needlesticks rather than non-parenteral contact 
account for the vast majority of on-the-job exposures 
among infected health-care workers. 

Availability of Condoms 

Five correctional systems surveyed-one more than 
in 1988-report policies making condoms available to 
inmates during incarceration. These systems are 
Mississippi, Vennont, New York City, Philadelphia, and 
San Francisco County. San Francisco County is the most 
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recent addition to the list of systems making condoms 
available. The Cook County (Chicago) jail system reports 
that "serious consideration is now being given to 
distribution of condoms on [the] homosexual dormi­
tory. This dorm already receives extensive counseling." 
Correctional officers in Cook County vetoed a similar 
proposal in 1988. While providing condoms selectively 
to homosexual inmates is an effort to prevent the spread 
of HIV infection, it can also send the erroneous message 
to other inmates (and staff) that only openly homose>..'Ual 
inmates are at risk, when in fact any inmate may become 
infected through unprotected sexual activity. Preventive 
measures should be carefully evaluated for the messages 
they may unwittingly transmit. 

Four of the five systems providing condoms do so in 
the larger context of AIDS education, counseling. testing 
and/or treatment. In Mississippi prisons, condoms are 
simply sold in the canteens. The issue of condom 
provision remains controversial with the public, 
correctional officers and managers, as well as among 
spouses of inmates and inmates themselves. One writer 
discussing the Philadelphia condom controversy 
described the complexity of the issue of providing 
condoms to inmates: "The issue has serious moral, 
administrative, medical, and philosophical ramifications 
that, sooner or later, most of America's jail and prison 
overseers will have to confront .... Almost all correctional 
administrators will impose some form of inmate pro­
tection program to harness the AIDS virus. The jury is 
still out, however, on whether or not access to condoms 
will be part of that comprehensive AIDS protection 
package."S 

The advent of AIDS has pitted exigencies of public health 
(and, in the longer run, budgetary constraints) against 
laws and regulations drawn up long before the epidemic 
began. Such a conflict existed in San Francisco County, 
since sexual activity among inmates, and the "aiding 
and abetting" of such behavior, are felonies under Cali .. 
fornia law. As a result, San Francisco County's jail and 
public health staff requested the San Francisco Health 
Commission to support the condom provision plan, 
which the Commission did, unanimously. Despite the 
possible legal conflict/ the plan has now gone into effect. 

The San Francisco County and New York City systems 
follow a multistep proced ure for prOViding condoms, 
while the Philadelphia jailS make condoms more read­
ily available to inmates. New York City adheres to what 
it calls a Ilmedical model" of condom proviSion, con­
fidentially dispensing three condoms at a time and only 
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within its jail clinics. However, an inmate may return 
several times a week for more condoms.lo New York 
City's policy is a response not only to HN infection but 
also to gonorrhea and other sexually transmitted dis­
eases, which studies have confirmed are being trans­
mitted during incarceration.ll San Francisco County's 
policy permits dispensing one condom at a time by a 
healfu educator or medical social worker and only after 
initial counseling. The counseling covers the proper use 
and disposal of a condom and" a reminder that sexual 
contact while incarcerated is a felony pursuant to the 
California Penal Code and ... a violation of jail rules and 
regula tions.fll2 

Philadelphia jails, follOwing a mayoral policy statement, 
make condoms available to inmates atintake, through 
sick-call (or "medication call") and through fueir AIDS 
education program. Some of the jails allow "for non­
personal disbursal [for example, by leaving condoms 
in shoe boxes outside the dispensary,] to avoid embar­
rassment or identification with unallowed sexual 
activity" on the part of inmates.l3 A San Francisco 
County jails health educator notes that theirs is not a 
condom IIdistribution" plan, as such, but more of a 
Umi ted a vailabili ty plan.14 While this may appear to be 
a minor distinction, it illustrates an important pOint: 
these systems are attempting to avoid violation of 
correctional regulations and state laws regarding sex­
ual activity while at the same time making available 
protections considered essential to prevent HIV trans­
mission when such activity occurs. Condom availabil­
ity policies implicitly acknowledge that sexual behav­
ior occurs in correctional facilities, whether it is prohib­
ited or not. Some other systems provide inmates with 
condoms to use during family or "trailer" visits. Others 
allow spouses or visiting sexual partners ofinmates to 
bring condoms with them to such visits. 

No correctional systems provide bleach to inmates .'or 
cleaning drug injection equipment and few systems 
openly discuss the issue. Correctional officials resist 
bleach distribution not only because they believe that 
it might encourage prohibited behavior but also because 
they believe that inmates may use bleach as a weapon 
against each other and against security staff.15 However, 
a small number of systems, acknowledging that needle 
sharing occurs in prisons and jails due to social factors 
and scarcity of needles,16 address needle cleaning 
methods in their AIDS education programs. As noted, 
AIDS educators in Chicago jails advise inmates to use 
soap and water instead of bleach to clean needles. In 
the Philadelphia jail system, health educators inform 

inmates that disinfectants containing small amounts of 
bleach, which are readily available in the jails, may be 
used for cleaning razor blades and needles used in IV 
drug injection, tattooing or ear-piercing. Jail officials 
have consented to the delivery of these educational mes­
sages,l7 
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Chapter 6 

Testing Policies for Inmates 
Advances in treatment regimens for HIV infection 
have resulted in an increasing emphasis on early 
identification and early intervention. Therefore, in the 
world outside correctionalinstitutions, there has been 
a transformation of attitudes toward HIV antibody 
testing. Once seen primarily as a means of preventing 
infection (either through protecting the blood supply 
or identifying infected people), testing is now increas­
ingly viewed as an integral part of medical treatment. 
The situation is not quite the same in correctional 
facilities, where testing is still considered by some to 
be an infection control tool. But many correctional 
systems are now offering voluntary or on-request 
testing. This trend is at least in part responsive to the 
movement toward early therapeutic intervention. 

Mandatory Mass Screening 

As shown in Figure 14, sixteen state/federal prison 
systems conduct mandatory HIV antibody screening 
of all incoming inmates, all current inmates and/ or all 
inmates at release. Fifteen of the sixteen systems screen 
all intakes. No responding city/county or Canadian 
systems have mass screening policies. 

The sixteen mass screening systems represent a net 
increase of one since the 1988 survey. Mississippi, 
North Dakota and Utah have been added to the list of 
mass screening states since 1988, while Rhode Island 
and West Virginia have left the list. These changes 
clearly do not represent a resurgence of the strong 
trend to mass screening seen between 1986 and 1987. 
However, as a result of funding shortages, and the 

HIV Antibody 
Testing, Counseling, 
and Nc,tification 
Policies 

realization that mass testing was creatingmoreprob­
lems than it was intended to solve, several state sys­
tems have discontinued this policy. The West Virginia 
prison system no longer conducts mass testing, and, 
due to lack of funds, Rhode Island will not institute 
legislatively mandated mass screening of all inmate 
categories. Figures 15 and 16 summarize correctional 
systems' testing policies. 

"Risk Group" Testing 

Since the 1988 survey, four prison and eight jail systems 
have instituted screening of identifiable members of 
"high risk groups," most often IV drug users (including 
prostitutes) and homosexual men. In the past, several 
of these systems tested only in the presence of clinical 
indications (ofHIV infection or AIDS), in response to 
involvement in an incident (such as a fight or sexual 
activity, where blood or body fluid exposure may 
have occurred), or for blinded epidemiologic studies. 
While "risk group" screening may be useful to assess 
infection rates in particular subpopulations, the results 
may be subject to selection bias, since it is difficult to 
identify all members of these groups. On the other 
hand, intensive counseling and testing programs for 
IV drug users may be valuable HlV prevention strategies 
if linked with drug treatment services.1 

Voluntary Testing or Testing on Inmate 
Request 

As shown in Figure 15, 37 state and federal prison 
systems and 28 responding jail systems offer voluntary 
testing and/ or testing on inmate request. This actually 
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figure 14 

CORRECTIONAL SYSTEMS CONDUCTING MANDATORY MASS SCREENING OF INMATES, 
OCTOBER 1989° 

U.S. State/Federal Prison Systems 
(N=51) 

Federal Bureau of Prisons 

Alabama 
Colorado 
Georgia 
Idaho 
low~) 

Michigan 
Missouri 
Mississippi 
Nebraska 
Nevada 
New Hampshire 
North Dakota 
Oklahoma 
Utah 
Wyoming 

U.S. CIty/County Jail Systems 
(N=31) 

None 

Canadian Systems 
(N=ll) 

None 

CDefined as mandatory H1V antibody testing, generally identity-linked. of all new inmates. all relsasees. and/or 
all current inmates. regardless of whether they do or do not show clinical Indications ot HIV Infection. In terms of 
correctional policy. this type ottestlng differs in purpose and method from blinded epidemiological studies. These studies 
are anonymous (not Identity-linked) screenings Intended to assess seroprevalence rates In a particular population. 

Source: NIJ Questionnaire Responses. 
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Figure 15 

SUMMARY OF CORRECTIONAL POLICIES ON HIV ANTIBODY TeSTING OF INMATES, 
OCTOBER 1989a 

U.S State/Federal U.S. City/County Canadian 
Prison Systems Jail Systems Systems 

(N=51) (N=31) (N=ll) 

Number of Number of Number of 
Testing Policies Systems % Systems % Systems % 

Mandatory Screening of: 

All Incoming/New Inmates 15 29% 0 0% 0 0% 
All Current Inmates 9 18 0 0 0 0 
All Inmates Near Release 6 12 0 0 0 0 

Screening of 
"High Risk Groups"b 17 33 15 48 6 54 

Voluntary/Inmate 
Request Testing 37 73 28 90 11 100 

Testing If Clinicallndicationsc 39 76 25 81 9 82 

Testing If Involvement 
In Incldenfd 31 61 16 52 6 54 

Testing for 
Epidemiologic Studlese 15 29 7 23 3 27 

No Testing/Polley Unknown 2 0 0 0 0 

<1fhlstable Includes actual and planned policies. The categorization Is not mutually exclusive. 

bTestlng Identifiable inmates with histories of hlgh-risk behavior (e.g .• homosexuals and Intravenous drug abusers). regardless 
of whether they do or do not ~how clinical Indications of HIV Infection or AIDS. 

cCllnlcal signs or Ilymptoms of HIV Infection or AIDS. 

dlncldent Involving possibility of exposure to blood or certain body fluids. 

·Seroprevalence or seroconverslon. l SoWC:~ QUe$loMolr. Respornes 
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Figure 16 

HIV ANTIBODY TESTING OF INMATES, MUTUALLY EXCLUSIVE CATEGORIZATION. 
OCTOBER 1988 AND OCTOBER 1989a 

U.S. State/Federal 
Prison Systems 

october 1988 October 1989 
(N=51) (N=5l) 

Number Number 
of of 

Procedure Systems % Systems % 
:..;.:::;;..;:;..;;~~--~ 

Mandatory MC3S 
Screening (all IncomIng 
Inmates, current 
Inmates and/or 
Inmates at release) 15 29% 16 33% 

Screening of 
"HIgh Risk Groups" 8 16 12 22 

Voluntary/Inmate 
RequestTesting 6 12 7 14 

Testing If Clinical 
Indlcatlons,b 
Involvement In Incident 
or for Epidemiologic 
Studies 22 43 15 29 

No Testlng/Pottcy 
Unknown 

TOTAL 

o 0 2 

51 100% 51 100% 

u.s. City/County 
Jail Systems 

October 1988 October 1989 
(N=28) (N=3l) 

Number Number 
of of 

Systems % Systems % 

o 0% o 0% 

5 18 13 42 

8 28 10 32 

13 46 8 26 

2 7 o o 

31 100% 

Canadian Systems 

October 1988 October 1989 
(N= 12) (N: 11) 

Number Number 
of of 

Systems % Systems % 

o 0% o 0% 

2 17 6 55 

3 25 2 18 

4 33 3 27 

3 25 o o 

12 100% 11 100% 

clnciudes actual and planned policies. this Is a hierarchical categorization. That Is, Jurisdictions that do mass screening are 
placed In that category, regardless of whether they also do testing for other purposes: jurisdIctions that scteen Identifiable 
Inmates with hl~tories of high-risk behaviors, but do no mass screenIng, are placed in the ·scrsenlng of high-risk groups· 
category regardless of whether they also do testing for diagnosis, Incident Involvement, or epidemiologic studies: and so on. 

bin thIs table, clinIcal Indications Includes lowered CD4 Cf4) counts, opportunistic Infections, and T8 positivity or active T8. 

"DUe to rounding. 
Source: NU Questionnaire Responses. 
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represents a decline of two state/federal systems 
since 1988. On the other ha~\d ten more responding 
city / county jail systems than in 1988 offered such 
testing. Two-thirds of state/federal prison systems 
and 90 percent of city/county systems have this type 
of testing policy. 

Because of the recent findings regarding medical 
intervention for asymptomatic HN -infected inmates, 
the importance of offering voluntary/on request testing 
has increased. Several studies have found that voluntary 
testing of inmates serves the needs of both inmates 
and correctional systems. In the Wisconsin prison 
system, a three-year study was conducted to assess 
seroprevalence and the acceptance of voluntary testing 
by incoming male inmates. Results based on antibody 
status and responses to a risk assessment questionnaire 
showed that voluntary testing captured a Significant 
percentage of IV drug users and seropositive inmates. 
Few inmates with either of these characteristics declined 
the offer to be tested. Conversely, many of those 
inmates declining testing were, thrGugh anonymous 
blood samples and identity-linked questionnaire 
responses, discovered to be neither IV drug users nor 
seropositives.2 In a similar study, the Oregon Depart­
ment of Corrections found that two-thirds of newly 
incarcerated inmates opted for counseling and testing. 
These inmates induded IV drug users, male homo­
sexuals, and individuals with hepatitis B antibody­
all those deemed by the corrections staff to be at 
highest risk for HIV infection.s 

Re-Testing 

Slightly over half (55%) of state/federal prison systems 
re-test initially seronegative inmates. Among these 
systems, circumstances under which re-testing occur 
vary widely. These include routine re-testing at speci­
fied intervals (as in the federal system), re-testing on 
request, re-testing in the presence of symptoms or 
identification of risk factors (as in Rhode Island), and 
re-testing only in response to possible exposure 
incidents. Only a handful of responding city / county 
systems re-test seronegatives.4 

Pre .. and Post-Test 
Counseling of Inmates 

Most prison systems (90%) and jail systems (84%) 
provide inmates with individual counseling before 

and after HIV antibody testing. A few more do only 
post-test counseling, and a few others do so only for 
seropositives. It is essential that all inmates who are 
considering being tested and who are tested be pro­
vided with clear and sensitive counseling. 

Pre-test counseling is no less important than post-test 
counseling. In fact, it is during pre-test counseling that 
information regarding confidentiality/notification and 
the meaning of results may be most readily absorbed 
by inmates. In nearly half (47%) of prison systems and 
nearly half (48%) of responding jail systems, pre-test 
counseling is 5-20 minutes long. Standard counseling 
protocols specify content that generally takes 15-30 
minutes to cover adequately. Thus, the pre-test coun­
seling sessions provided by some systems may not be 
of adequate length or content. The same may be true 
of post-test counseling, which is an important oppor­
tunity for explaining to seronegatives that their test 
result is by no means a guarantee of immunity from 
infection in the fnture. They must be told that if they 
engage in high-risk behaviors, they still may become 
infected. If the inmate is seropositive, post-test coun­
seling must deal with the fears and anxieties such a 
result elicits, including suicidal reactions. The content 
specified in standard post-test counseling protocols 
generally requires 10-20 minutes for seronegatives 
and 30-60 minutes for seropositives. Post-test coun­
seling in state/ federal systems is 5-20 minutes long in 
a third (31 %) and 21-45 minutes long in 41 % of sys­
tems. In city / county jail systems, post-test counseling 
is 5-20 minutes long in about half (48%) the systems, 
while in about a third (29%), it is 21-45 minutes long. 
Here again, correctional systems should ensure that 
post-test counseling is of sufficient length to cover the 
necessary topics.s 

Many correctional systems employ more than one 
type of profeSSional in HIV test counseling. A number 
of both state/federal and city/county systems use 
nurses, nurse practitioners or licensed practical nurses 
(LPNs). An equal number report using doctors while 
a number of systems use physicians' assistants (PAs). 
Some systems also use clinical psychologists or psy­
chiatric social workers, and some use health workers 
or AIDS educators from local agencies. About three­
quarters (78%) of systems use counselors trained in 
HIV counseling, often by state or local public health 
departments and by regional AIDS organizations. 

In the Texas Department of Corrections, counselors 
are extensi vely trained inHIV test counseling and also 
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in partner notification techniques. The training cur­
riculum includes a comprehensive manual prepared 
by the state public health department. The manual is 
divided into several sections: Pre-test, Seronegative, 
Seropositive, Equi vocal (test resul t), Notification, and 
Psychological. The first few sections include topics 
such as reflective listening, common questions and 
answers, and scenarios for role-playing. The section 
on notification of test results to inmates' recent part­
ners (sex or needle sharing) notes that counselors 
should encourage inmates to give their consent to 
notification. It emphasizes that notification is volun­
tary for inmates as w~ll as confidential from other 
correctional staff. The Dep&rtment of Corrections 
cooperates with the local public health department in 
locating and notifying partners.6 

Procedures for Staff 
Exposures 
Correctional systems have been concerned about the 
possibility of job-related HIV infections of staff through 
exposure to in.'l1ates' blood or body fluids. Response 
procedures include assessing the exposure and testing 
the staff member and/ or inmate(s). In the NI] survey, 
a majority (88%) of prison systems and a majority of 
jail systems (81 %) report a policy that includes first 
ascertaining if the "exposure" was "significant." The 
definition of what constitutes a "significant exposure" 
varies across systems. The Massachusetts Department 
of Correction lists three categories of "exposures of 
concern": puncture wounds, blood to blood contact, 
and mucous membrane contact.7 The bulk of systems 
then test/ re-test the staff member or refer the person 
to an outside physician. About half (53%) of prison 
systems and three quarters of responding jail systems 
(71 %) report that they test/re-test the inmate(s) 
implicated in the accident or incident. Inmate consent 
to testing in these situations is required in some 
jurisdictions but not in others. 

Disclosure/Notification of 
Inmate HIV Status 

Policy-making regarding the confidentiality and 
disclosure/notification of an inmate's HN status 
remains a controversial and difficult issue for 
correctional systems. Many states have laws protec­
ting the confidentiality or the anonymity of individu-
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als tested for HIV antibody.8 Figure 17 shows that 
almost all state/federal and responding city/county 
correctional systems notify the inmate and the atten­
ding physician or health-care worker of test resul ts. In 
over half the prison systems, other medical staff 
(community or correctional) and correctional man­
agement (central office and institutional) are also 
notified. Only a fraction (16%) of prison systems and 
a slightly larger number of responding jail systems 
(29%) have a policy of notifying correctional officers. 
These numbers apply only to actual disclosure policy, 
written or unwritten. Itis apparent from lawsuits fiIed 
by imna tes that news of a particular inmate's positive 
test results or seropositive status travels rapidly through 
an institution. Breaches of confidentiality are alleged 
to occur frequently.9 

Correctional staff often claim a "need to know" inmates' 
HN status. The emphasis on confidentiality may 
arouse suspicion and resentment among many staff 
who believe that protection of imnates' confidentiality 
should not outweigh measures to protect officers' 
safety. However, the fact that very few correctional 
systems officially gjve line officers access to HIV test 
results is presumably based on the view that "security 
concerns [do not] present a case for a 'need to know'. 
The only reasonably clear exception to that seems to 
be where an inmate is known to have tested positive 
and is also known to be aggressive."lO In response to 
New York State's HIV confidentiality laws, thecorrec­
tional department issued regulations stating that 
correctional officers who work directly with inmates 
are not considered to have a "need to know" those 
inmates' HIV status.ll Continued staff education on 
the low-risk nature of most staff-inmate contacts and 
training on following universal precautions is necessary 
to ease staff concerns about transmission which prompt 
demands for widespread disclosure of imnate test 
results or mv status. Disclosure of inmates' mv 
status may, in fact, lull correctional officers into a fe.1se 
sense of security, leading them to believe that all 
infected prisoners have been identified. False negatives 
do occur on the antibody tests, and no testing pro­
gram can guarantee the identification of all HIV­
infected persons. 



Figure 17 

DISCLOSURE/NOTIFICATION OF INMATES' HIV ANTIBODY TEST RESULTS, OCTOBER 1989a 

U.S. State/Federal U.S. City/County Canadian 
Prison Systems Jail Systems Systems 

(N=51) (N=31) (N= 11) 
Party NotlfledO (during 
Incarceration and/or at Number of Number of Number of 
release) Systems % Systems % Systems 0/0 

Inmate 50 98% 28 90% 11 100% 

Attending Physician 
<Dr Health-Care Worker 51 100 27 87 11 100 

Other Medical staff 
(Community or Correctional) 31 61 12 39 8 73 

Correctional Management-
Central Office 29 57 6 19 6 55 

Correctional Management-
Institution 34 67 10 32 8 73 

Correctional Officers (Security) 8 16 9 29 3 27 

Public Health Departmentb 36 71 13 42 7 64 

Spouse/Sexual Partner(s) 12 24 2 6 2 18 

Victims of Inmate (In community 
and/or In prison/Jail) 4 27 9 29 1 9 

Parole Agency 18 35 2 6 2 18 

Residential Placementc 4 8 3 3 27 

Work Placementc 0 0 0 0 2 18 

Otherd 6 12 10 32 2 18 

QFlgures Include both systems which specified the conditions under which disclosure/notification to certain parties could be 
made (e.g .. only with inmate consent and/or on a "need-to-know' basis) and systems which did not specify these 
condlt!ons. 
bMost systems view notification of residential or work placements as falling In the domain of parole agencies/divisions. 
cThis category Includes public agencies courts and other parties unspecified by responding systems. 

Source: NIJ Questionnaire Responses. 
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Chapter 7 

Continuing Trend Away 
from Blanket Segregation 
Policies 
Responses to the 1989 NIJ survey indicate a continuing 
movement away from blanket segregation of inmates 
with AIDS, ARC or asymptomatic HIV infection and 
towards general population housing or case-by-case 
determination. In systems that are changing their 

.. policies, the practice during transition to a less restrictive 
policy is usually one of returning inmates who have 
beep. housed separately into general population, 
sometimes in a stepwise manner (for example, 
temporarily maintaining segregated housing but 
instituting integrated programming) or transferring 
HN-infecteciprisoners to new institutions where their 
status is not likely to be known by the population. Of 
course, individuals with severe symptoms may still 
be hospitalized or otherwise separated when medically 
required. Prisoners with particular behavior or security 
problems may also be separated on a case-by-case 
basis. It appears that the presumptive policy in many 
systems is moving away from segregation toward 
"mainstreaming"-that is, maintaining all categories 
of HIV~infected prisoners in the general population. 

Carl Clements of the University of Alabama, who has 
written extensively on inmate classification policies, 
argues that blanket segregation of HN-infected 
prisoners overrides offender classification schemes, 
in effect basing a new "classification" solely on HIV 
status. When HIV status dictates where and how an 
inmate should live, the very concept of risk and needs 
profiles, determined by a complex set of objective 
criteria, is completely undermined. Through 
segregation, inmates by default "lose the privileges 

Housing and 
Correctional 
Management 

• 

and access [for example, for work release or mental 
health services] that would ordinarily accompany 
their particular custody rating." Clements suggests 
that if a system must consider HIV status at all, it 
should do so only as one among many other factors 
determining classification. Conversely, the deter­
mination of those factors should remain independent 
of HIV status. For example, if security risk is not a 
factor in an inmate's current classification, it seems 
unreasonable to consider it a factor only because of 
HN status. Furthermore, in the absence of severe 
symptomatic illness, an inmate generally does not 
require in-pa.tient medical care. Clements concludes 
that "to isolate and treat as a single entity this very 
diverse group of inmates appears to be counter­
productive and certainly contrary to the professional 
standards and management tools of classification that 
have been developed over the last two decades."l 

Figure 18 provides a bre~kdown of housing policies 
by HIV infection category and type of correctional 
system, while Figure 19 offers a mutually exclusive 
categorization of these housing policies. The shifts in 
housing policy are particularly dramatic for state/ 
federal prison inmates with AIDS diagnoses. In the 
1988 survey, no state/federal system reported hous­
ing inmates with AIDS in the general population 
without restrictions, such as single-ceIling. In this 
year's survey, by contrast, nine systems report doing 
so. For inmates with ARC (or lesser forms of sympto­
matic HIV infection) and with asymptomatic HIV 
infection, there has also been a substanti&l increase in 
state/federal systems adopting unrestricted general 
population housing. Asymptomatic seropositives in a 
number of systems are now being housed less restric­
tively than in 1988. Less than one-third (31 %) of prison 
systems segregate all prisoners with AIDS, while only 
four prison systems (Alabama, California, Colorado, 
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Figure 18 

HOUSING POliCIES FOR INMATES WITH AIDS, ARC, AND ASYMPTOMATIC HIV INFECTION, 
OCTOBER 19890 

U.S. State/Federal Prison Systems U.S. City/County Jail Systems Canadian Systems 
(N=5l) (N=3l) (N= 11) 

Asymptomatic Asymptomatic Asymptomatic 
AIDSARCb HIV Infection AIDS ARCb HIV Infection AIDS ARCb HN Infection 

Number Number Number Number Number Number Number Number Number 
~ ci d ci ci ci ci ci ci 

Housing Policy Systems % Systems % Systems % Systems % Systems % Systems % Systems ~ Systems % Systems % 

All Remain in General Population 
with No Restrictions 9 18% 19 37% 34 67% 3% 4 13% 16 52% 0 0% 1 19% 2 18% 

All Remain in General Population 
with Restrictions/Precautionary 
Measuresc.d 10 20 12 24 10 20 3 10 6 19 4 13 2 18 4 36 1 9 

AI! Permanently Separated/ 
SegregatedB 16 31 5 10 4 8 11 36 3 10 3 2 18 9 9 

Case-by-Case Determination 
(based on medical and/or 
security or unspecified reasons) 12 24 12 24 3 6 12 39 14 45 7 23 6 55 5 46 7 63 

No Policy/Policy Unknown 4 8 3 6 0 0 4 13 4 13 3 10 1 9 0 0 0 0 

Total 51 101%f 51 101%f 51 101%f 31 101%f 31 100% 31 101%f 11 100% 11 100% 11 WOIJ 

"These figures include hypothetical policies in jurisdictions that to date have no cases in a particular category. This categorization is mutually exclusive. 
'lJThe category ARC IS no longer used by some correctional systems. This year's NIJ Survey presented the category as -ARC or a lesser form of symptomatic HIV disease.­
cThe figures in this category include systems who hospitalize a patient during severe illness but upon improvement retum the inmate to general population. 
"This category includes single-ceiling. 
8This category includes presumptive hospitalization. infirmary housing. and administrative separation in medical or non-medical units. 
1Dueto rounding. 
Source: NU Questionnaire Responses. 



Figure 19 

COMBINAnONS OF HOUSING POLICIES FOR INMATES WITH AIDS, ARC, AND ASYMPTOMATIC HIV INFECTION, 
NOVEMBER 1985 AND OCTOBER 19890 

U.S. State/Federal Prison Systems U.S. City/County Prison Systems Canadian Systems 

November 1985 October 1989 November 1985 October 1989 October 1987b October 1989 
(N=5l) (N=5l) (N=33) (N=3l) (N=12) (N=ll) 

Number of Number of Number of Number of Number of Number of 
Housing Policy Combination Systems % Systems % Systems % Systems % Systems % Systems % 

Separate/Segregate AIDS Cases; 
ARC Cases and Asymptomafics 
Maintained in General 'populafion 3 6% 9 18% 3 c)ok 2 7% 0 0% 9% 

Separate/Segregate AIDS and ARC 
Cases; Asymptomaffcs Maintained 
in General Populaffon 10 20 2 3 9 2 7 0 0 0 0 

Separate/Segregate All Three 
Categories 8 16 4 8 13 41 3 3 25 1 9 

No Separafion/Segregafion of Any 
Category 2 4 18 35 0 0 4 13 0 0 9 

Combinafions Involving Case-by-
Case Determina'rlon (for at least 
one category) 16 31 15 29 10 30 16 52 9 75 7 64 

Other Policy Combinafions, 
No Policy, or Policy Unknown 12 24 4 8 4 12 6 19 0 0 9 

IQtol 51 101%C 51 100% 33 101%C 31 101%c 12 100% 11 100% 
aln this categorization, ·separate/segregate- means that the basic policy is to hospitalize or administratively segregate, regardless of whether clinically ill inmates are returned to general 
population when their symptoms subside. This categorization is mutually exclusive. 

bOclober 1987 was the first year Canadian systems were included in the NIJ survey. 

cDueto rounding. 

Source; NU Questionnaire Responses. 
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and Nevada) segregate all categories of HlV infected 
individuals. In fact, Colorado has recently moved 
from a total segregation policy to one in which HIV­
infected inmates live and eat separately from the gen­
eral population, but have otherwise integrated pro­
gramming. 

Sixteen state and federal systems still segregate all 
AIDS patients. Conversely, the number of state/federal 
systems which do not presumptively segregate any­
one with HIV infection jumped from two in 1985 to 18 
in 1989. As shown in Figure 19, almost two-thirds of 
state/federal systems now make housing decisions for 
HIV-infected prisoners based on presumptive 
mainstreami1'lg (35%) or case-by-case determination (29%). 

Jail systems' housing policies, while also moving away 
from blanket segregation policies, have changed less 
dramatically than those of prison systems. Still, as 
Figure 19 shows, the fraction of responding city / 
county systems segregating inmates in all three HIV 
infection categories dropped from 13 in 1985 to only 
one in 1989, with compensating increases in 
mainstreaming and case-by-case policies. Eleven 
responding city/county systems still segregate all 
inmates with AIDS. However, some jail systems that 
currently separate inmates with AIDS or ARC report 
an intended move towards case-by-case decision making 
for such individuals. For example, the Los Angeles 
County jail system repOlts that it is re-examining the 
policy of hospitalizing all inmates with AIDS or ARC 
and, in the future, expects to house these individuals 
based on case-by-case review by a panel of three 
individuals from the medical, mental, and custody 
divisions.2 

Canadian systems, as revealed in Figures 18 and 19, 
ha ve shifted toward case-by-case decision making and 
slightly away from blanket segregation between 1987 
and 1989. However, the change was not so dramatic as 
in the United States because the survey first included 
Canada in 1987 when the trend to case-by-case ap­
proaches was probably already in progress. 

The changes in housing policy reflect a combination of 
factors, varying from system to system, including a 
less fearful and more compassionate attitude on the 
part of inmates and staff towards individuals with 
HlV infection or AIDS and increased costs of hospital­
izing inmates. In Connecticut, California, and Colo­
rado, class action lawsuits filed by segregated inmates 
have led to housing policy changes. These and other 
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such lawsuits have resulted from grievances about 
several issues, including classification and violation of 
privacy rights. Grievances also center around exclu­
sion from prison programming, such as education and 
work assignments, furlough and work release, recrea­
tional activities, religious services, library access and 
conjugal visits. 

A major problem with blanket segregation policies is, 
of course, that segregated prisoners generally have 
only severely restricted, if any, access to programming 
and recreational activities. (As a result, policies that 
combine voluntary testing with segregation of all inmates 
testing antibody positive almost certainly discourage 
inmates from being tested.) Many HlV-infected per­
sons, and even many with AIDS diagnoses, are able to 
lead perfectly normal lives for long periods. It can be 
very damaging psychologically to be isolated from 
one's peers and treated like a pariah. Mainstreaming 
and case-by-case approaches attempt to address some 
of these issues. 

Less restrictive housing for all three infection categories 
also follows the realization among correctional sys­
tems that, due to the increasing numbers inmates with 
AIDS or HlV infection, segregation may be unfeasible. 
The Georgia Department of Corrections, after con­
fronting the high seroprevalence rate in its inmate 
population, has gradually begun mainstreaming 
seropositive inmates previously segregated. This pOlicy 
applies only to inmates not considered aggressive.3 

The Massachusetts Department of Correction is, for 
similar reasons, considering re-integrating inmates 
with AIDS, now indefinitely hospitalized.4 Some of the 
changes reveal an ironic twist in the effects of correctional 
AIDS policies. Systems like Georgia's that instituted 
mandatory mass screening of inmates in order to 
separate those testing HIV-seropositive now face several 
difficult and unforeseen problems. In a few systems, 
however ,reversals or modifications of mass screening 
and segregation policies have prompted lawsuits filed 
by uninfected inmates demanding strict segregation. 

Basis of Case-8y-Case 
Decisions 
For the majority of systems following this policy, case­
by-case determination of housing is based on security 
or medical reasons, or both. Security rationales for 
separating HlV-infected inmates from the general 
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population include the possibility of HIV transmission 
by infected inmates to other inmates. In the Illinois 
Department of Corrections, HIV-infected inmates 
deemed a "health-risk" to others may be placed in 
"medical isolation." However, the procedure requires 
a thorough review of statements made by the inmate, 
indications that the inmate may engage in sexual activ­
ity, needle sharing or assaultive behavior, psychologi­
cal evaluations, staff recommendations, alternatives 
for managing the inmate's behavior, and/or counsel­
ing, before a final decision is reached.s The Federal 
Bureau of Prisons follows a similar policy. 

Eighteen state/ federal prison systems reported having 
housing procedures specifically for HIV-infected inmates 
found iri violation of control measures. These viola­
tions are defined differently across systems but gener­
ally include sexual activity, predatory or assaultive be­
havior, IV drug use, or needle sharing. The procedures 
include single-celling, administrative segrega ticm, and 
other forms of restricted housing. 

Medical Furlough/ 
Compassionate Release 

short-notice releases making planning difficult, post­
release medical care and costs, housing and hospice 
admission, balancing inmate confidentiality rights with 
notification rights of spouses/ sexual partners or other 
parties, referrals to appropriate social service agencies 
or organizations, and frequently, a combination of 
these issues. While many of these issues apply to all 
inmates, they are particularly complex when applied 
to inmates with HIV infection or AIDS. For example, in 
Hawaii, some drug treatment programs will not accept 
inmates with AIDS.7 Many correctional systems are 
developing drug treatment programs within institutions 
as well as referring releasees to programs in the 
community. However, the severe shortage of drug 
treatment slots for HIV-infected or non-infected inmates 
remains a problem. 
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Discharge Planning Issues 
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most commonly mentioned in the NIJ survey include: 
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Chapter 8 

Medical Care for Inmates 
with HIV Infection and 
AIDS 
Legally, correctional medical care must meet conununity 
standards. That is, it must be equivalent to generally 
acceptable medical practice in the outside community. 
Prisoners may not be entitled to "state-of-the-art" 
treatment, butthey should have access to all approved 
therapeutic drugs and generally employed treatment 
strategies. There have been, and continue to be, many 
lawsuits alleging substandard or inadequate medical 
care for various groups of prisoners, including those 
with HIV infection and AIDS. 

Medical care costs have escalated dramatically in recent 
years and represent a major budget item for correctional 
systems. The increasing numbers of prisoners with mv 
infection and AIDS have rendered medical care costs 
an even more severe financial strain for many 
correctional systems than was already the case. Since 
prisoners are statutorily ineligible for Medicaid, the costs 
of their care must generally be borne entirely by the 
jurisdiction in charge of the correctional system. States 
with large numbers of HIV-infected prisoners may be 
spending significant percentages of their total AIDS 
budgets for prisoner medical care. Three-quarters of 
New York State's non-Medicaid patient care funds are 
used for HIV-infected prisoners. Almost 80 percent of 
Georgia's state-provided AIDS funds are needed to pay 
for treatment of prisoners infected with HIV. Moreover, 
since the costs of care for prisoners and other 
institutionalized populations are "fixed" and required 
to be paid from certain limited budget accounts, there 
are bound to be increasingly difficult funding tradeoffs 
as the epidemic expands. HIV treatment and prevention 

Medical Care and 
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programs for other populations may have to be cut in 
order to pay for prisoner care.1 

In these constrained circumstances, correctional sys­
tems are, and will continue to be, under pressure to 
contain medical care costs. However, cost containment 
should not come atthe expense of reducing standards 
of care for HIV-infected prisoners. 

As discussed in Chapter 1, there have been significant 
recent advances in medical treatment ofHIV-infected 
persons. These include finding'{ regarding the effective­
ness of AZTindelaying diseaseprogressioninasymp­
tomatic HIV-infected patients and of aerosolized 
pentamidine in preventing and treating Pneumocystis 
carinii pneumonia. TIlese and other therapeutic advances 
have prompted optimism that HIV infection may be able 
to be managed as a chronic disease in many patients and 
that life expectancy for AIDS patients may increase. 

Many of these improvements in treatment depend upon 
early identification and ongOing careful monitoring of 
HIV -infected persons. For this reason, it is important 
that all correctional systems offer HIV antibody coun­
seling and testing to all inmates on request. 

Figure 20 summarizes 1989 NIJ survey responses 
regarding provision of AZT. AZT is available to some 
inmates in virtually all (90%) prison systems and in three­
fourths (77%) of responding jail systems. Only one­
fourth of Canadian systems provide the drug. Data on 
eligibility criteria for AZT are incomplete, but suggest 
that less than one-third of correctional systems are 
providing AZT to all inmates with CD4 (T -4) counts 
below 500 which is the newly approved FDAcriterion. 
Moreover, less than half of the systems in all categories 
have changed their AZT policies in response to the new 
data regarding the drug's efficacy in asymptomatic 
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Figure 20 

PROVISION OF AND PAYMENT FOR AlT FOR INMATES, OCTOBER 1989 

U,S, State/Federal U,S, City/County 
Prison Systems Jail Systems Canadian Systems 

(N=51) (N=31) (N=l1) 

Number of Number of Number of 
Systems % Systems % Systems % 

AIr (Zidovudlne) Provided 46 90% 24 77% 3 27% 
If AIr Provided: 
Eligibility Criteria (mutually exclusive): 

CD4 ([-4) count < 200 14 27 4 13 0 0 
CD4 ([-4) count < 500 16 31 8 26 0 0 
By Doctor/Specialist's Orders 
(case-by-case) 6 12 3 1 9 

Provided to AI/Who Qualify 40 78 22 71 2 18 
Policy Changed, Reflecting Release of 
Information Regarding All and 
SeroposltlveS" 25 49 11 35 9 

Specific Changes (mutually exclusive): 
An to Asymptomatlcs with 
CD4 ([-4) Count < 500 5 10 3 10 0 0 
Increased Antibody Testing 
and/or Provision of An 4 8 3 0 0 
Increased Provision of All 
If Possibility of Exposure 2 4 3 10 0 0 
Increased Chemoprophylaxis 
(UnspeCified) and/or 
MOhltorlng According to 
Eligibility Criteria 6 12 2 6 0 0 

Payment by (not mutually exclusive): 
COfrectlons Department 36 71 12 39 2 18 
Other State/Local Agency (Including 
Public Health Department) 7 14 10 32 9 

Dlnc!udes systems with policies under revision. 

Source: NIJ QuestionnairE! Responses. 
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persons and only eight systems have begun providing 
AZf to asymptomatic patients with T-cell counts below 
500 in response to these findings. 

Some departments may be hesi tant to change because 
these studies remain unpublished and the conclusions 
are preliminary and somewhat controversial. On the 
other hand, some systems have moved aggressively to 
implement new proced ures based on the preliminary 
findings. The New Mexico correctional department, for 
example, ordered immediate CD4 (T -4) counts for all 
HIV seropositive prisoners. The new policy calls for CD4 
(T -4) counts to be repeated at three-month intervals and 
for the administration of AZT to all asymptomatic 
inmates with CD4 counts below 500. The Philadelphia 
jail system has developed a plan to offer AZT to all 
asymptomatic HN~seropositive prisoners.2 

Expanded eligibility criteria represent only one part of 
the AZf policy. The other major issue is whether all who 
meet the criteria actually receive the medication. There 
have been anecdotal allegations that many eligible 
inmates are denied AZT treatment. Several lawsuits 
have been filed on this point. According to NIJ survey 
responses, 78 percent of federal/state systems, 71 
percent of responding city/county systems, and 18 
percent of Canadian systems provide AZT to all 
qualified inmates. These figures suggest that there may 
be many itunates eligible to receive AZT who are not 
receiving it. 

Predictably, virtually all systems providing AZf report 
that the costs of treatment must be borne by the correc­
tional department or other state agency. Because of the 
high cost of the drug, this may represent a serious 
budgetary strain for many jurisdictions. 

Figure 21 summarizes correctional policies and prac­
tices regarding availability of aerosolized pentamidine 
(AP). Three-fourths (75%) of prison systems, but less 
than half (45%) of responding jail systems, and only one 
Canadian system provide AP to inmates. The U.S. Public 
Health Service, on the advice of a panel of experts 
convened by the Nationallnstitutes of Health, recom­
mends that HIV-infected patients with CD4 (T -4) counts 
below 200 (or 20 percent of total lymphocytes) should 
receive AP to preventthe initial onset or recurrence of 
Pneumocystis carinii pneumonia. As shown in Figure 21, 
only about half of the prison systems and less than 40 
percent of responding jail systems have adopted these 
eligibility guidelines. Some continue to provide AP on 
a case-by-case basis as determined by the attending 

physician. However, just over half of prison systems, 
less than half of responding jail systems, and only one 
Canadian system provide AP to all inmates who meet 
clinical criteria for the treatment. Again, many eligible 
inmates apparently are not receiving this medication. 
As with AZT, the costs of AP treatment are almost 
invariably borne by the correctional system or other 
state-level agency. 

Access to Clinical Trials 
A number of experimental drugs for the treatment of 
HIV infection and AIDS are in various stages of clinical 
trials. However, survey results show that only a handful 
of systems (eight state/federal, one city/county, and 
two Canadian) give prisoners access to experimental 
therapeutic drugs. Federal regulations, designed to 
protect inmates from research abuse, have been 
established which strictly limit use of prisoners in any 
form of medical research.ln light of HIV / AIDS and the 
perceived importance of experimental drugs in "state­
of-the-art" treatment, many prisoners and their 
advocates now wish to see the regulations liberalized 
to facilitate inmate access to these drugs. 

Several conferences have been convened to address this 
complex and sensitive issue. A meeting sponsored by 
the National Institute of Corrections and New York's 
Montefiore Medical Center in June 1988 concluded that 
prisoners should be able to participate in clinical trials 
if strict informed consent and confidentiality protections 
were maintained. However, some contend that such 
protections can never be properly provided in a correc­
tional environment. A conference to be held by the AIDS 
Action Council in January 1990 will further consider 
inmate access to clinical trials. The sponsors of the 
meeting suggest that inmate participation in trials makes 
sense for several reasons: itis the humanilariancourse 
to take; it may help reduce HIV transmission (if thera­
piesrenderpatientslessinfectious);anditmaybecost­
effecti ve (if drugs delay the onset of active disease and 
obviate expensive hospitalization). 

Psychosocial Services 
It is increasingly well-established that there is a close 
link between psychological and physiological health in 
HIV-infected persons. Therefore, it is critical that they 
be provided with a range of supportive services. Coun­
seling and support groups for HIV-infected prisoners 
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Figure 21 

PROVISION OF AND PAYMENT FOR AEROSOLIZED PENTAMIDINE (AP) FOR INMATES, 
OCTOBER 1989 

u.s. State/Federal U.S. City/County 

-

Prison Systems Jail Systems Canadian Systems 

(N=51) (N=31) (N=ll) 

Number of Number of Number of 
Systems % Systems % Systems % 

Aerosolized Pentamidine (AP) 
ProvIded 38 75% 14 45% 9% 

If AP Provided: 
Eligibility Criteria (mutually 
exclusive): 
By Doctor/Specialist's Orders 
(case-by-case) 11 22 3 10 9 

CD4 (T-4) Count < 200 
and/or PCP 
(Pneumocystis Carinfl Pneumonia) 10 20 4 13 0 0 

CD4 (T-4) < 200 5 10 3 10 0 0 

Provided to all Who Qualify 28 55 13 42 9 

Payment by (not mutually exclusIve): 
Corrections Department 31 61 7 23 0 0 

Other State/Local Agency 
(IncludIng Public Health 
Department) 5 10 7 23 9 

Source: NU Questionnaire Responses. 
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can help them increase their will to live with the dis­
ease as well as to address issues of death and dying. It 
is important that, where possible, family members be 
involved in such services as well. 

Innovative peer supportive services for HIV-infected 
prisoneI'S have been initiated in several New York State 
correcti~>nal facilities. Out of concern for friends and 
fellow inmates, non-infected prisoners at the Bedford 
HHls womens facility and the Greenhaven institution 
for men began "buddy" programs, regular support 
groups, and active advocacy for improved living con­
ditions and medical care for those infected with HIV. 
One of the founders of the Greenhaven program wrote 
movingly of how the death of a close inmate friend 
"brought about a transfonnation of my beliefs" about 
AIDS and attitudes toward people with AIDS.3 

Volunteers from outside the institutions also participate 
in these supportive programs for HIV-infected 
prisoners. Volunteers seek to reduce stigmatization and 
ostracism of infected prisoners by demonstrating that 
it is safe to touch them and share food with them. At 
Greenhaven, weekly support group sessions are held 
with no correctional staff present so participants feel 
comfortable having full and open discussion of risk 
behaviors ~nd personal feelings. Inmate organizers of 
the program cmphasize that compassionate and sensi­
tive listening are essential to the success of these support 
groups. The Correctional Association of New York has 
also established support groups for family members and 
friends of prisoners with HIV infection and AIDS. 
Finally, Prisoners' Legal Services of New York publishes 
a quarterly newsletter for prisoners with HIV / AIDS. 
This covers legal developments and medical care issues, 
and provides information on supportive services.4 

Correctional and public health officials, as well as AIDS 
advocacy groups, have established programs of 
supportive services for HIV-infected. prisoners in several 
jurisdictions. The Worcester (Massachusetts) AIDS 
Consortium and AIDS Project Worcester, in cooperation 
with the county sheriff's department offers support 
services for HIV -infected prisoners in the county jail. 
In San Francisco, the Forensic AIDS Project of the city's 
public health department offers a range of services to 
iIUMtes with HIV infection and AIDS. This includes 
individual cow'lSeling, family group sessions, advocacy 
for compassionate release, ahd referral of released 
inmates to resources in the community. In Wisconsin, 
aU prisoners with positive HIV antibody tests are 
immediately linked with AIDS advocacy and support 

organizations from the community. Representatives of 
these organizations come into the institutions to pro­
vide supportive and other services to prisoners.s 
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Chapter 9 

AIDS-related issues continue to produce substantial 
litigation involving correctional inmates and staff. 
Several major cases are moving toward decision or 
settlement, so some key issues are beginning to be 
clarified. Key developments this year include the first 
successful challenges to correctional systems' policies 
on segregation, medical care and AIDS education. 
However, there remains a good deal of uncertainty on 
the legal status of important correctional policies related 
to HIV infection and AIDS. 

Issues Raised by Inmates 

The major types of cases brought by inmates have 
involved challenges to mandatory HN antibody test­
ing, challenges to segregation of and conditions of 
confinement for persons with HIV infection or AIDS, 
allegations of inadequate medical care for persons with 
AIDS, allegations of breaches of confidentiality, and 
allegations of inadequate AIDS education. 

Harris v. Thigpen, brought by Alabama inmates, chal­
lenged that state's policies of mass mandatory HIV 
antibody screening and segregation of seropositives and 
alleged that the medical care provided to prisoners with 
HIV infection and AIDS was inadequate. It represented 
the first challenge to mandatory HIV screening in a 
correctional setting. In January 1990, the case was 
dedded in favor of the correctional department. The 
court held that the state's mandatory testing t.hd 
segregation policies represented reasonable measures 
taken in pursuit of a legitimate penological interest. The 
court also concluded that the right of uninfeded pris­
oners to be protected from potential exposure to HIV­
infected prisoners outweighed the claims of the infected 
prisoners to be free from discrimination on the basis of. 
their HIV status. The plaintiffs have appealed the 
decision. A similar case, which reIIlains pending, has 
been brought by inmates in Georgia.1 

Portions of two major Connecticut cases have been 
settled in the past year. Smith v. Meachum challenged 

Legal Issues 

the Connecticut correctional department's policy of 
segregating all AIDS-diagnosed prisoners in a closed 
hospital wing at the state's maximum security institu­
tion. The suit also alleged that medical care provided 
to these inmates was inadequate. In a sl~ttlement 
approved in March 1990, the state agreed to discontinue 
its blanket segregation policy and to hospitalize only 
inmates with a medical need. Such inmates, moreover, 
are not b~ placed in a separate hospital unit. Medical 
care for AIDS patients is to be brought up to "commu­
nity standards."2 

A second Connecticut case, Doe v. Meachum, charged 
that the correctional system's AIDS education and HIV 
counseling programs were inadequate and complained 
that the state's policies of placing "red circles" on the 
records ofHN -infected prisoners and circuhlting lists 
of the names of such prisoners constituted serious 
breachefl of confidentiality. The confidentiality aspects 
of the case remain pending, although the state has 
apparently discontinued the "red circle" policy. The 
education and counseling issues were settled in May 
1989. Under the terms of the settlement, the Departmen' 
of Correction agreed to hire nine new AIDS educators 
and designate a departmental AIDS coordinator. Live 
AIDS education sessions must be provided for new 
inmates at least three days per week at every facility. 
In addition, a voluntary 1-2 hour AIDS education session 
must be provided every week at every department 
facility. HIV counseling standards were also upgTaded 
by instituting minimum requirements for counselor 
training and certification and establishing the content 
of pre- and post-test counseling.3 

A California case, Gates v. Deukmejian, challenged the 
state's policy of segregating all HIV-infected prisoners 
in a locked unit at the California Medical Facility, 
Vacaville. The access to programming and medical care 
provided to these prisoners were also alleged to be 
inadequate. A settlement has been negotiated and 
approved by the judge in this case. Under the terms of 
the settlement, a one-year pilot project has been estab­
lished for 20-30 HIV-infected prisoners at Vacaville. The 
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prisoners in this project live in a separate, but not closed, 
unit of the institution and participate with general­
population inmates in all programs and activities. This 
pilot policy will be evaluated to determine whether it 
should be applied to all HIV-infected prisoners. The 
settlement also calls for development of written proto­
colsformedical treatment and institution of a uniform 
medical charting system. A court-appointed monitor 
will oversee implementation of all aspects of the settle­
ment.' 

In the meantime, a similar case has been brought by 
female HIV-infected prisoners at the California Institute 
for Women at Frontera. They seek improved medical 
and pyschological services and increased access to pro­
gramming.s The California Department of Corrections 
may establish pilot programs similar to Vacaville's at 
Frontera and at the men's medical facility for southern 
California located in Chino. 

Several other cases have been brought challenging 
various types of mandatory HIV antibody testing. In 
Dunn v. White, a prisoner alleged that correctional 
officers had assaulted him and threatened to place him 
in disciplinary segregation for refusing to submit to an 
HN antibody test. The court dismissed the complaint 
on the ground that the Fourth Amendment protection 
against illegal search and seizure does not prohibit state 
correctional authorities from requiring HIV antibody 
tests.6 

On the other hand, an Illinois court struck downa state 
law requiring HIV antibody testing of persons convicted 
of sex-related crimes. The suit brought by two women 
convicted of prostitution alleged that the statute violated 
the Fourth Amendment as well as denying them equal 
protection of the laws as guaranteed by the Fourteenth 
Amendment.7 

In a Pennsylvania case, Brickus v.Frame, the court held 
that segregation of HIV-infected prisoners served a 
legitimate correctional purpose and didnotviolatethe 
Fourteenth Amendment's equal protection guarantee.s 

In a recent settlement, the Multnomah County (portland, 
Oregon) jail system agreed to discontinue segregation 
of prisoners with AIDS and to eliminate the requirement 
that they wearred wrist-bands signifying the need for 
blood and body-fluid precautions. A number of other 
cases challenging segregation of and/or conditions of 
confinement for HlV-in£ected prisoners remain pending. 
These include another Pennsylvania ease, as well as cases 
in Florida, Missouri, and Washington.9 
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Eligibility of HIV -infected prisoners for pre-release 
programs, conjugal visits, and other programs continue 
to be the subject oflawsuits. In a pending case, a Texas 
inmate seeks access to a pre-parole release program 
while the U.S. Supreme Court declined to review a New 
York appeals court decision upholding the state 
correctional system's exclusion of HIV-infected 
prisoners from conjugal visits.lO 

In November 1989,a V.S. District Court judge ordered 
the release on bond of a prisoner with AIDS from a 
federal prison in Miami on the ground that the prisoner 
could not receive adequate medical treatment in the 
institution. The ruling was upheld by the Circuit Court 
of Appeals. The inmate's suit alleging inadequate 
medical care is scheduled for trial in January 1990,11 

In March 1990, a class action suit was flIed by the HIV­
infected prisoners of the New York State prison system 
alleging illegal and unconstitutional conditions of 
confinement, medical and mental health care, education 
and prevention services. The complaint contends that 
the state's policies in these areas as well as its "disregard 
of the right of privacy have caused and continue to cause 
an accumulation of class members' deaths, an 
inexcusable increase in their suffering, and a loss of their 
very humanity."12 

Other cases on the adequacy of medical care center on 
provision of AZT and availability of HIV antibody 
testing on request. In a Georgia case, Hawley v. Evans,. 
plaintiffs sought availability of AZr for all HIV-infected 
prisoners. As noted earlier, preliminary data suggest 
that AZT may be effective in retarding asymptomatic 
persons' progression to active HIV disease. However, 
in this case, the court held that the correctional system's 
current, more limited provision of AZT met current 
medical standards and was therefore "constitutionally 
acceptable." A similar Florida case reached the same 
conclusion. Another Florida case involving AZT pol­
icy is pending,13 

Several cases have addressed the question of whether 
inmates should have access to HIV antibody testing on 
request. Ina Pennsylvania case,Fiegieyv.Fulcomer, the 
court held that a correctional system may not 
constitutionally withhold testing as this "'involve[s] 
the unnecessary and wanton infliction of pain' by failing 
to relieve the anxiety which might accompany an 
inmate's uncertainty as to whether he or she has a fatal 
disease."14 A case pending in Maryland seeks inmate 
access to HIV antibody testing on request.1S 



Several cases have been brought alleging that 
correctional systems breached confidentIality of HIV­
related information on inmates. In Doev. Coughlin and 
Broaddus, HIV-infected New York inmates successfully 
challenged mandatory assignment to a separate 
dormitory unit on the ground that such assignment 
would necessarily result in disclosure of their medical 
status to other inmates and staff. In granting a tempo­
rary injunction, the court held that inmates have a 
constitutionally protected right to privacy and 
confidentiality of their HIV statuS.16 A similar right was 
upheld in another New York ease, Rodriguez v. Coughlin 
and a Wisconsin case, Woods v. White. In Rodriguez, an 
HN -infected prisoner was made to wear a "hygiene 
suit" for transfer to another insti tu tion, and inmates at 
his new institution were later explicitly informed of his 
medical status by correctional officers. The court held 
that these acts constituted impermissible invasion of the 
inmate's privacy rights,17 In Woods, the court decided 
that the facts of the particular case did not constitute 
a breach of confidentiality but nevertheless held that 

. inmates have a limited right to privacy, including 
privacy of medical records. Correctional officials, the 
court declared, do not have the discretion to disclose 
inmates' HIV status and may be held liable for damages 
if such disclosures should occur.18 

On the other hand, the dectsion in a New York ease, Baez 
v. Rapping, found that it was within the official duties 
and, indeed, possibly required of medical staff to report 
an inmate's HIV status to the prison officials.19 Of course, 
it is important to draw the distinction between medical 
staff disclosing HIV status to prison officials (as in the 
disclosure approved in Baez) and disclosures by 
correctional officials to other staff or otherinmates (as 
in Doe, Rodriguez, and Woods). Several other cases of 
alleged disclosure of HIV status to other prisoners 
remain pending.20 

Issues Rqised by Inmates 
and Staff 

Legal issues rai.sed by inmates and staff include demands 
that all inmates be tested for antibodies to HIV, that 
seropositive persons be segregated, and that more 
aggressive criminal and civil responses to potential HIV 
transmission incidents be taken. 

In a series of cases, courts continued to uphold 
correctional systems' policy decisions not to institute 

-

mandatory HIV antibody screening or segregation of 
seropositives. In two Pennsylvania cases, courts 
dismissed complaints seeking mandatory testing of all 
incoming inmates and testing of all prisoners assigned 
to kitchen work.21 In Idaho, a state court held that 
mandatory HIV screening of all inmates need not be 
instituted. The court stated thatthis did not constitute 
the "rare case" when medical procedures should be 
judicially mandated.22 The Sixth Circuit held that the 
Tennessee correctional department's policy of not 
conducting mandatory HIV screening of inmates and 
its policy of double-celling all inmates did not constitute 
"deliberate indifference to serious medical need."23 In 
a New Jersey case, the court dismissed plaintiffs' 
demands for expanded testing and segregation of HIV­
positive inmates.24 

Several cases seeking expanded testing, disclosure of 
results, and restrictions on HIV-seropositive prisoners 
are pending. In Colorado, general-population inmates 
successfully blocked a settlement that would end that 
state's mass screening and segregation policies.25 In a 
pending Maryland case, inmates are seeking mandatory 
HN antibody screening, disclosure of all positive test 
results of staff and inmates, segregation of all 
seropositive inmates, exclusion of seropositives from 
food service work assignments, eliminationofdouble­
ceIling, and provision of bleach to clean toilet seats.26 

Finally, two actions brought by correctional staff seeking 
mandatory screening and segregation of seropositives 
are also pending.27 

Prisoners and staff have initiated both civil and criminal 
actions arising from incidents in which transmission of 
HIV could allegedly occur. As yet, however, there have 
been no cases in which a plaintiff asserted that he or she 
became infected with HIV as a resultofthe incident. In 
an Indiana case, Cameron v. Metzcus, an inmate claimed 
to have been bitten by an HIV-infected prisoner who 
was "known, or should have been known" by officials 
to be predatory. The v.ictim of this incident sued for 
damages, claiming that the correctional department had 
been negligent in failing to segregate the predatory HIV­
infected prisoner. The court, however, found that there 
had been no negligence in permitting the infected 
prisoner to remain in general population. Accordingly, 
correctional officials had not manifested "deliberate 
indifference" to the plaintiff's personal safety.28 

An HIV -infected Alabama inmate's assault conviction 
for biting a correctional officer was reversed on the 
ground that there is insufficient evidence of HIV 
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transmissibility through human bites. In a Maryland 
ease, a COlTectional officer is seeking the mandatory HIV 
antibody testing of a prisoner to whose blood the officer 
was allegedy exposed. This case is pending.29 

Criminal cases arising from biting and other 
alleged transmission incidents have reached different 
outcomes. In Brock v. Alabama, the state appeals court 
reversed an HIV-infected inmate's first degree assault 
conviction for biting a correctional officer. The court 
based its judgement on the state's failure to prove that 
a bite could actually transmit HN.30 In U.S. v. Moore, 
by contrast, an HIV-seropositive prisoner's conviction 
forassaultwithadeadly weapon bybitingtwo COlTec­
tional officers was upheld. The court stated that it was 
unnecessary to prove and, in fact, the evidence did not 
support a finding, that a bite could transmit HN. 
However, the court did not consider such a finding 
necessary since teeth could constitute a deadly weapon 
whether the perpetrator was HN-infected or not.3t 

Finally, in another Eighth Circuit case, U.S. v. Kazen­
bach,anHN-infectedprisoner'sassaultconvictionfor 
biting, scratching, spitting on, and swinging at three 
correctional officers was affirmed. The court decided 
the case on the basis of assault and battery principles 
in which HIV infection status was again considered ir­
relevant.32 
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INFORMATION: 
Your Best Defense Against a National Health Crisis 

As a criminal justice professional, 
you often deal with people who 
engage in behavior-especially 

intravenous drug use and prostitution-that 
can transmit the AIDS virus. 

The National Institute of Justice created the 
NIJ AIDS Clearinghouse to meet your needs. 
The Clearinghouse pmvides current, compre­
hensible information to help you-and others 
in the criminal justice community-make 
rational policy decisions and dispel misinfor­
mation about the disease. 

The NIJ AIDS Clearllnghouse provides 
tailored informatioln to help you do your job 

Through the Clearinghouse, you can: 

.. Communicate directly with an information 
specialist to answer your questions, make 
referrals, and suggest pertinent publications. 

II1II Review complimentary AIDS Bulletins for 
short, nontechnical summaries of AIDS infor­
mation and related criminal justice policies . 

.. Receive other NIJ publications and reports 
that address pertinent issues in law enforcement 
and correctional settings. 

III Obtain materials produced by the Centers for 
Disease Control, other agencies and services 
of the U.S. Public Health Service-such as 

the National AIDS Information Clearinghouse, 
and the Department of Justice, as well as informa­
tion prepared by professional associations, State 
and local governments, and corrections and law 
enforcement agencies across the country. 

II Request customized literature searches from 
the NIJ/NCJRS data base or topical bibliogr~phies 
and searches on issues such as the impa,:;t of AIDS 
in corrections, intravenous drug use, and youth. 

II Obtain ideas, materials, and speaker references 
for your health conferences, training seminars, 

t' or mee.mgs, 

All this is easily accessible through one phone call. 

Get Answers. Get Facts. 
Call the NIJ AiDS Clearinghouse today . 

1-·301-251-5500 
Thf~ NIJ AIDS Clearinghouse is operated by the 
N2(tional Institute of Justice/NCJRS. 




