Prison authorities to
reconsider gay segre-
gation policy

FORT WORTH, Texas — After a meet-
ing with gay activists, officials at the
Tarrant County Jail have said they will
reconsider a policy requiring lesbian, gay
and bisexual inmates to wear colored wrist-
bands,

Upon receiving information about the
wristband rule, Thomas Bruner of the
Tarrant County Gay Alliance said, “we
Were extremely alarmed.” Bruner told
GCN that members of the Alliance met with
prison officials Sept. 6 to discuss the policy.
At that meeting, said Bruner, officials

described the wristbands as a means of
“protection” for lesbian, gay, and bisexual
prisoners, who are often subject to threats
and violence from homophobic inmates.
Although Bruner said activists were
“somewhat relieved” to hear that the policy
was not explicitly designed for the purpose

of surveillance, he also said they remained
concerned that the wristbands may create an
“increased risk of victimization” because
they identify non-heterosexual prisoners to
their fellow inmates as well as to prison
workers.

Prisoners are routinely asked their sexual
orientation upon entering the prison. In
addition, all prisoners in the jail wear wrist-
bands: red for those who have been convict-
ed of felony; blue for those convicted of
misdemeanors; orange for those awaiting
transfer to Federal prisons; and yellow for
prisoners with serious medical problems.
The bisexual/lesbian/gay wristband is gray.

Of the approximately 3,000 prisoners in
the jail, Bruner said, 49 wear gray bands.
He added that the small number was evi-
dence that inmates are afraid to disclose
their sexual orientation if they are not het-
erosexual. “In our Jjudgement,” said Bruner
in reference to the 49 registered inmates,
“that’s a disproportionately low number of
gay and bisexual people.”
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PRISON LAW OFFICE « Bz Ha gy

November 21, 1988

Judy Greenspan

.ACLU National Prison Project
1616 P Street, NW
Washington, DC 20036

Dear Judy:

Thank you for sending me the copy of the excerpt from the
Omnibus Health Bill. I’ve read through it and cannot seem to
find the section that you mentioned earlier that ties research
grants into testing programs. Is that in the 1legislative
history? Have I missed something?

I am slowly but surely getting the AIDS in Prison Project
off the ground. I have interviewed clients in the three
California state facilities with AIDS units and have obtained
information on conditions of confinement and medical treatment,
so I thought I’d send you an update on the situation.

The California Department of Corrections (CDC) continues its
misguided policy of segregating all prisoners who have AIDS, ARC
and those who are HIV positive. There are currently about 140
men on the AIDS unit at the California Medical Facility (CMF) at
Vacaville, 80 men on the unit at the California Institution for
Men (CIM) at Chino, and 11 women at the California Institution
for Women (CIW), also at Chino.

California Medical Facility

The oldest California state AIDS unit is at CMF. CMF is the
site of the state’s prison hospital, a hospital which has never
qualified for licensure. When the unit first opened in 1985, the
prisoners were isolated in single hospital cells for 23 hours
each day, despite the fact that several of them were
asymptomatic. Since then the unit has expanded so that there are
now two seventy person wings, each at capacity, for prisoners
with AIDS.

Since the ACLU, the PLO and a private law firm filed a class
action suit against the state (Gates v Deukmejian), conditions on
the wing have improved somewhat. The most significant change is
that they have finally hired an AIDS specialist who is on the

P. O. Box 4745 m Davis, California 95617-4745 m (916) 752-6943
Serving prisoners at Folsom State Prison and California Medical Facility




wing twenty-five hours a week and provides excellent care. The
prison has also installed a mini-kitchen so the prisoners no
longer have to eat cold food three times a day. Prisoners on the
AIDS units have been barred from participation in all educational
and vocational programs, which are available to mainline
prisoners. Recently, the staff has allowed a few of the
prisoners to join mainline prisoners to join the mainline for
college classes. They are still barred however from any
vocational programs. They are also not allowed to have family
visits. e -

Many of the basic problems stemming from the practice of
punitive segregation remain. Because prisoners of all security
.levels are housed on the AIDS units, tension is high. Minimum
security parole violators are housed with lifers who have little
incentive to abide prison rules. Prisoners with serious mental
illnesses are housed in the AIDS wings because the facilities for
the mentally ill refuse to accept prisoners who test positive.
Prisoners who have been in the unit since it opened have watched
more than thirty of their fellow prisoners die. All of these
factors work together to make the AIDS unit depressing and highly
stressful.

California Institution for Men

In May, 1988, CIM opened its AIDS unit, called Del Norte.
The eighty men now living at Del Norte are totally restricted

from the mainline prisoners. They are locked into their wing
where they have no educational, vocational or rehabilitative
programs. Although the local AIDS foundation is eager to go into
the prison to provide AIDS education and support groups for the
men, the institution has ignored their requests for authorization
to visit.

Most of the prisoners requiring medical attention are sent
to CMF, however a few of the CIM inmates are currently on AZT.
Because of its high toxicity, a patient on AZT must be monitored,
particularly for its effect on the patients’ blood. Prisoners I
spcke to repcrted that no one £followved up cn their treatment.
They claim that the two prison doctors know very little about
AIDS and its treatment.

California Institution for Women

The women at CIW are treated worse than the men at either
institution. There are currently two women with AIDS, two with
ARC and seven who test HIV positive 1living in a segregated
infirmary unit. The unit is surrounded by two cyclone fences,
with a dead zone of about thirty feet between them, creating the
appearance of a concentration camp.

The women are not permitted to attend high school or college
courses, vocational or rehabilitative programs. Although many
were ordered to participate in Alcoholics Anonymous or Narcotics




Anonymous as a condition to regaining custody of their children
they are barred form joining the prison groups, and the NA ang AA
groups leaders may not visit the AIDS unit.

The unit consists of four cells, each double-bunked, and a
six-woman dormitory. There is no common area, SO the women nust
congregate in the hallway to eat, watch TV, have religious
services and meet with the AIDS education volunteer who visitsg
weekly. There is a small exercise yard next  to the unit
(approximately 15’ by 15') which the women are allowed to use
but the swarms of flies from the nearby dairy make the yard
almost unusable.

~ The women are barred from using the law library and must
instead rely on a cumbersome paging system. Although most of the
women in the unit are mothers and would be entitled to family
visits with their «children if they were in the general
population, they are restricted to visiting in the day visiting
area.

The women receive very little medical attention. A nurse
visits the wing daily for sick call, and the women must sign up
for an appointment which is usually two or three weeks later,
Only in extreme emergencies will women be taken to the outside
hospital.

Several of the women have been on AZT. These women are not
properly monitored for side effects. None of these women have
had the necessary blood work done to see whether or not they
might require transfusions, as patients on AZT often do.

The women get very little mental health care. One staff
psychiatrist conducts "group therapy" on the unit twice a month.
By his own admission, the sessions are not really therapy, rather

"he tells the women about new developments in AIDS treatment. 1IFf
the women ask for appointments with a psychologist or
psychiatrist, there requests seem to be ignored. ™he
psychiatrist who conducts "group therapy" told me that the woza:n

shown any clinical indication that they meedal
psychological or psychiatric help. The women on the other hang
told me that they would love to have counseling to help them cope
with the stress of dealing with AIDS.

Goals of the AIDS in Prison Project

We are currently strategizing with a number of groups,
including the Southern California ACLU, on how to best address
the situations at CIM and CIW. We should be making a decision in
the next month.

T am working on a dozen petitions for compassionate release
on behalf of prisoners with AIDS and severe ARC. In California
the penal code authorizes the sentencing judge to recall é
prisoner’s sentence within one hundred and twenty days of




sentencing at her or his discretion. After that period, the
judge may recall the sentence on the recommendation of the
Department of Corrections. I just filed our first completed
petition this week, so we don’t have any indication on how
successful this approach will be. T will let you know once we
establish a track record. )

The state legislature and the California voters recently
enacted several laws which adversely affect prisoners. SB 1913
allows mandatory testing of prisoners in certain situations. SB
2643 allows forced testing of individuals who interfere with the
duties of an officer if there is a "transfer of bodily fluids".
The worst of the three, Proposition 96, overlaps with these two
bills and authorizes widespread disclosure of test results.
‘three measures state that the information cannot be used in
sentencing. We are considering challenges to all three on either
a facial or "as applied" basis.

The state legislature begins a new session in January, and I
am investigating certain issues which are likely to come up.

experimental treatment programs
available to prisoners with AIDS. I am also preparing to battle
against a proposed mandatory testing for state and county inmates
bill. I am advising a legislative committee which is preparing a
report on the status of AIDS education programs in the state
prison.

Thanks for sending the copy of the Journal.
interested in
best of luck.
out here. If you would like
pPlease contact me.

Singcerely,

iy
/

s /

i .1"_—“--_"”_‘?‘_—_—

Alison Hardy




SENATE COMMITTEE ON JUDICIARY
Bill Lockyer, Chairman
1989-90 Regular Session

AB 2753 (Burton)

As amended June 13

Hearing date: July 3, 1990
Penal Code

ART/ps

CORRECTION FACILITIES: DISTRIBUTION OF CONDOMS
HISTORY

Source: Author
Prior Legislation: None

Support: Bayview-Hunter's Point Foundation for Community
Improvement; California Medical Association;
American Civil Liberties Union Foundation; Los
Angeles Aids Project; city and County of San
Francisco; Minority Aids Project; Hunter College
Professor, Dr. Nicholas Freudenberge; Correctional
Association of New Your; Action Aids; National
Commission on correctional Health Care; County of
San Mateo; Prison Aids Resource Center; City of West
Hollywood; ACLU; Montefiore Medical Center;
California Conference of Local Health Officer;
California Prostitutes Education Project; San
Francisco Aids Foundation; California State Juvenile
Officers Association; California Probation, Parole
and Correctional Association; Asian pacific Planning
Council; Dr. Douglas Anglin, Director UCLA Drug
Abuse Research Group Life Aids Lobby; National
Lawyer's Guild; Prison Aids Resource Center

Opposition: California Federation of Republican Women; Committee
on Moral Concerns; California Correctional Peace
officers Association; Department of Corrections;
Women's Lobby e e

Assembly Floor vote: Ayes 43 - Noes 26
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KEY ISSUE

SHOULD THE DEPARTMENT OF CORRECTIONS AND PERSONS IN CHARGE OF
COUNTY OR CITY JAILS MAKE CONDOMS AVAILABLE TO ADULT INMATES
IN THOSE FACILITIES?

PURPOSE

Under existing law any act of sodomy or oral copulation, whether
consensual or forcible, committed by a person of any age while in
state prison or in a local detention facility is an alternate
felony/misdemeanor, punishable by 16 months, 2 or 3 years in state
prison and/or a fine up to $10,000, or by up to one year in county
jail.

Existing law provides that criminal liability commensurates with
the perpetrator extending vicariously to persons who aid and abet
the commission of a criminal act when the aider and abettor:

—

a) knows of the unlawful purpose of the perpetrator;

b) acts with the intent to commit, encourage, or facilitate the
commission of the offense; and

c) by act or advice aids, promotes, encourages or instigates the
commission of the crime. (Penal Code Section 31; People v.
Beeman (1984) 35 Cal.3d 547)

Existing law provides no exemption or immunity by statute for
official distribution of condoms in local detention facilities
and/or state prisons, for public health exigencies.

This bill would statutorily authorize state and local officials to
make condoms available to adult prisoners and detainees in
California.

COMMENT

Stated need for the bill

Local detention facilities and state prisons are populated by
disproportionately large numbers of AIDS, high-risk adults.

For the most part these types of "high risk" behaviors engaged
in by these adults do not cease upon entering the penal system
but rather, due to the lack of education and access to condoms,
exacerbates the inmate's risk of HIV transmission. The further
implications being that a portion of these inmates, who are

(More)
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3.

already infected or become HIV, infected their heterosexual and
homosexual partners both before and after their release. These
facilities have a large gay population, and a large percentage
of individuals who use intravenous drugs or acquire tattoos.

Accordingly, local and state lock-up facilities provide a
unique and critically important opportunity to educate
significant numbers of society's high-risk population and
thereby potentially reduce transmission of the disease to the
general population of this state.

Public Health or Custody Issue

Traditionally, the operation of jails and prisons has been the
exclusive jurisdiction of their administrators. The question
of general public safety has arisen with respect to the
contagious and lethal AIDS disease. While some consensual
sexual relations in jails and prisons are illegal, few doubt
its existence. At issue only is how prevalent is it. Sexual
activity has been documented in one jail on Rikers Island, New
York. (Alcabes & Braslow 1988 "A Cluster of Cases of
Penicillinase-Producing Neisseria Gonorrhea in an Adolescent
Detention Center," New York Journal of Medicine (September)
pages 495-96.) Should society at large be unprotected from
persons released from the confined high-risk setting without
providing potential transmitters the prophylactic devices
essential to reduce or curtail the contagion?

In Operation In Other Locations

The state of Vermont has distributed condoms to its prisoners
for two years. Condom distribution programs are in effect in
New York City, Philadelphia, and San Francisco. Along with all
of the other condom programs in secure facilities above,
Atascadero State Hospital found in its six month pilot project
on one ward, no increased incidence of violence, drug use, or
sexual activity.

According to the Director of Medical Services, Rikers Island,
New York, "Initially the New York City Department of
Corrections was cautious about such a policy because of
perceived security risks and the fear of encouragement of an
illegal practice in a correctional facility. I believe that
the Department is now happy with how well it has worked and
appropriately proud. There have been no major or minor
problems with our program from a 'security' point of view. The
public health benefits are obvious.
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Incidence of Consensual Sex in Prison

The California Department of Corrections (CDC) reports that its
statistics in this area are incomplete. However, in fiscal
year 1988-89 only 18 cases were referred for prosecution; of
those, 12 were rejected and 6 were prosecuted. During this
time fewer than 100 incident reports were filed for sexual
assaults, both consensual and nonconsensual, and this number
includes inmate with inmate, inmate with visitor, and inmate
with staff. It also includes conduct that is not condom
related, such as grabbing.

Legislative Analyst's Report

The Legislative Analyst has recommended across the board
improvements in HIV education for prisoners and staff

in the state's detention facilities. The report also included
a recommendation that CDC "should examine its current policies
on the demonstration and availability of condoms in prisons."
(AIDS Education in Correctional Facilities: A Review,
Legislative Analyst's Office, January 1990, p6)

Progonents

The Life Aids Lobby states that "[t]he Department of
Corrections has expressed concerns that condom distribution
would be perceived as government condoning an illegal activity,
in this case, sex between inmates....when faced with a decision
between protecting appearances and saving lives, the clear
choice is the latter."

Educational portion of bill deleted

The second version of this bill would have required that prior
to giving a condom to an inmate certain information regarding
sexually transmitted diseases should be provided. This
requirement is no longer a part of this bill. Many of the
organizations in support of the bill, applauded this section of
the bill as well. Condom use coupled with AIDS education has
been shown to be the most effective preventive weapon that we
have against the spread of AIDS both inside and outside prisons
and jails.

SHOULD THIS BILL PROVIDE THAT INMATES BE PROVIDED INFORMATION
ON SEXUALLY TRANSMITTED DISEASES UPON REQUESTING A CONDOM?

Opposition

The Committee on Moral Concerns opposes the bill for the
following reasons:
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condoms do not work. The failure rate of condoms is high
especially when used in sodomy;

enactment of this bill would give tacit approval to illegal
homosexual activity behind bars;

it is naive to expect inmates, whose antisocial
irresponsibility caused their incarceration in the first
place, to suddenly act responsible toward their fellow man
and use condoms.

% % % % % %k
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HIV in U.S.
Prisons and Jails

By Caroline Wolf Harlow, Ph.D.
BJS Statistician

In 1991, 2.2% of Federal and State prison
inmates — 17,479 of 792,176 inmates held
in U.S. prisons — were infected with the
human immunodeficiency virus (HIV) that

causes AIDS. Of the total prison popu-
lation 0.6% exhibited symptoms of HIV

infection, including 0.2% with confirmed
AIDS.

This report uses data from three Bureau of
Justice Statistics (BJS) data series. Some
information on prisoners with HIV comes
from the annual reports made by State and
Federal correctional authorities (National
Prisoner Statistics or NPS). Other data on
prisoner characteristics and drug use
resulted from interviews with inmates
(1991 Survey of Inmates in State
Correctional Facilities). Jail data were
provided by the Nation's 503 largest jail
jurisdictions (1992 Annual Survey of Jails).

Additional findings about HIV in U.S.
prisons and jails include the following:

« State prisons reported 2.3% of inmates
were HIV positive, and Federal prisons
reported 1.0%.

o Of HIV-positive inmates in State or
Federal prisons, 9.6% had confirmed
AIDS. In State prisons in the West,
21.1% of HIV-positive inmates had AIDS.

s All prison jurisdictions tested at least
some inmates for HIV; 17 tested all
prisoners.

= In 1991, 28% of all deaths in State pris-
ons were attributable to AIDS. Between
July 1, 1991, and June 30, 1992, 24%

of deaths in jails were AIDS related.

» In 1991, about 51% of State prison
inmates reported having been tested
for HIV and knowing the results.

« In 1991, among those prison inmates
tested, an estimated 3.3% of women, 3.7%
of Hispanics, and 3.7% of those between
age 35 and 44 tested positive to HIV.

e In 1991, an estimated 0.8% of tested
prison inmates who said they never used
drugs were HIV positive, as were 2.5%
who ever used drugs, 4.9% who used
needles to inject drugs, and 7.1% who
shared needles.

Because of their comparatively high rates
of drug abusse, jail and prison inmates are
at greater risk of contracting AIDS. In
1991 an estimated 1 in 4 State prisoners
had been using cocaine or crack in the
month before their imprisonment offense,
and about 1 in 10 reported use of heroin
or other opiates. During their lives, nearly
1 in 4 State prisoners had used

a needle to inject illegal drugs.

This report provides the most recent
information from BJS statistical programs
covering State prisons and the largest
jails nationwide on AIDS testing and the
prevalence of AIDS and HIV seropositi-
vity. It also provides information from
State prisoners reporting on their per-
sonal characteristics and how these
relate to HIV test results.

September 1993

Nationwide, prison authorities in 1991
reported that 2.2% of those confined in
State and Federal facilities had tested
positive for HIV. That same year, in a
nationally representative sample survey
of State prisoners, 2.2% were estimated
to be HIV positive, based upon interviews
with prisoners. These comparable rates
suggest that important and useful infor-
mation about HIV exposure can be
reliably obtained from prisoners.

On behalf of the Bureau, | express appre-
ciation to authorities at the Centers for
Disease Control for guidance in develop-
ing questions in our collection instru-
ments and to State and local correctional
authorities who supplied data. | also
thank the nearly 14,000 inmates
participating in our survey in 1991.

Lawrence A. Greenfeld
Acting Director




Data sources

The NPS-1 program includes midyear and
yearend numbers and movements of
prison inmates, provided to BJS by the
departments of corrections in the 50

States and the District of Columbia and
by the U.S. Bureau of Prisons. In 1991
questions were added to the yearend
report to determine the numbers of HIV-
positive prisoners and the department
policies on testing for the virus.

Table 1. Inmates In custody of State or Federal correctional authorities
known to be positive for the human Immunodeficiency virus, yearend 1991
HIV/AIDS cases
Type of HIV infection/AIDS cases as a percent of total
Jurisdiction Total Asymptomatic Symptomatic  Confirmed AIDS custody population
U.S.total 17,479 12,765 3,032 1,682 2.2%

Federal 630 422 91 117 1.0
State 16,849 12,343 2,941 1,565 2.3

Northeast 10,247 7,420 1,922 905 8.1%
Connecticut 574 229 264 81 5.4
Maine 1 1 0 0 A
Massachusetts 484 100 362 22 5.3
New Hampshire 18 8 6 4 1.2
New Jersey 756 0 694 62 4.0
New York 8,000 6,833 474 693 13.8
Pennsylvania 313 247 34 32 1.3
Rhode Island 98 0 88 10 3.5
Vermont 3 2 0 1 3

Midwest 1,128 733 268 127 T%
lllinois 299 216 66 17 1.0
Indiana 62 60 0 2 B
lowa 19 17 0 2 2.}
Kansas 13 1 6 6 2
Michigan 390 124 194 72 1.1
Minnesota 14 13 1 0 4
Missouri 127 125 0 2 8
Nebraska 11 10 1 0 4
North Dakota 1 1 0 0 2
Ohio 152 129 0 23 4
South Dakota - - - - -
Wisconsin 40 37 0 3 5

South 4,314 3,513 513 288 1.5%
Alabama 178 178 0 0 1.1
Arkansas 68 59 5 4 9
Delaware 85 78 0 7 2.6
District of Columbia - - - - -
Florida 1,105 1,015 0 90 24
Georgia 807 774 10 23 34
Kentucky 27 25 0 2 3
Louisiana 100 100 0 0 =
Maryland 478 324 135 19 25
Mississippi 106 106 0 0 1.3
North Carolina 170 116 35 19 9
Oklahoma 74 64 0 10 7
South Carolina 316 208 0 18 2.0
Tennessee 28 0 20 8 3
Texas 615 251 307 57 1.2
Virginia 152 121 0 31 9
West Virginia 5 4 1 0 3

West 1,160 677 238 245 T%
Alaska 9 7 0 2 4
Arizona 84 74 0 10 5
California 714 407 136 171 T
Colorado 82 37 41 4 1.0
Hawaii 19 17 1 1 8
Idaho 10 3 3 4 5
Montana 7 7 0 0 5
Nevada 117 72 39 6 2.0
New Mexico 10 10 0 0 3
Oregon 24 11 12 1 4
Utah 35 0 5 30 1.3
Washington 42 32 0 10 5
Wyoming 7 0 1 6 B

—Not reported.

Source: 1991 National Prisoner Statistics-1.

The 1991 Survey of Inmates in State
Correctional Facilities questioned a
nationally representative sample of almost
14,000 State prisoners about current
offenses, prior drug use and treatment,
personal characteristics, and other aspects
of their life. Questions on whether prison-
ers had ever been tested for HIV and the
results of the test were included in the
interviews.

The Annual Survey of Jails obtains data
on populations and movements of jail
inmates. The sample includes all jail
jurisdictions with 100 or more inmates and
a sample of smaller jurisdictions. The 503
large jail jurisdictions provide figures on
deaths in jails. In 1992, the jurisdictions
that were the largest in 1991 were asked
to indicate their policies for testing for HIV
and numbers of HIV prisoners they were
holding on June 30, 1992. (For further
description of data sources, see
Methodology.)

Prevalence of HIV infection
in U.S. prisons

In 1991,-2.2% of Federal and State prison
inmates were reported to have the human
immunodeficiency virus that causes AIDS
(table 1). In State prisons, 2.3% of in-
mates were reported testing HIV-positive;
in Federal prisons, 1.0%. Of the total
prison population, 0.6% showed symptoms
of HIV infection, including 0.2% with
confirmed AIDS.

States reporting the highest percentage

of prisoners infected with HIV were New
York (13.8%), Connecticut (5.4%),
Massachusetts (5.3%), New Jersey (4.0%),
Rhode Island (3.5%), and Georgia (3.4%).
Twenty-nine States reported less than
1.0%. The percentage of inmates in prison
on December 31, 1991, and known to be
HIV positive is related in part to the testing
policies of the individual prisons or depart--
ments of corrections.

States in the Northeast led the country
in the percentage of inmates known to be

infected with HIV (8.1%). Five of the six \
States with the highest rates of HIV-positive
prisoners were in the Northeast. By

contrast, States in the Midwest and West

had less than 1% of prisoners with HIV. x




that causes AIDS, by jurisdiction, 1991

Table 2. Testing policles for the antibody to the human immunodeficiency virus

All inmates All inmates Upon clinical Upon

All incoming currently at time of High-risk Uponinmate indication involvement Random
inmates in custody release groups request of need inincident sample Other
Alabama Rhode Island Alabama Arkansas Alaska Alaska California Arkansas Hawalil®
Colorado Utah Federal Connecticut Arizona Arizona Floridah Dist. of Col. lllinois
Georgia Wyoming Missouri Dist. of Col. Arkansas California Hawaii Federal Mississippi
Idaho Nevada lllinois California Colorado Kentucky Maryland New Jersey
lowa Wyoming Indiana Colorado Connecticut Louisiana Massachusetts  New Mexico®
Michigan Kentucky Connecticut Delaware Maryland New York North Carolina
Mississippi Minnesota Delaware Dist. of Col. Massachusetts  Wyoming Oregon
Missouri New York Dist. of Col. Federal Michigan South Carolina
Nebraska North Carolina Federal Florida Minnesota Tennessee®
Nevada Ohio Florida Georgig Missouri Washington
New Hampshire South Carolina  Georgia Hawaii New Hampshire Wisconsin®
North Dakota South Dakota Hawali lllinois New Jersey
Oklahoma Tennessee® Indiana Indiana New Mexico
Rhode Island Texas Kansas Kansas New York
Utah Woest Virginia Kentucky Kentucky Ohio
Wyoming Louisiana Louisiana South Carolina

Maine Maryland Tennessee®

Maryland Massachusetts Texas

Massachusetts Michigan Virginia

Michigan Minnesota Wyoming

Minnesota Mississippi

Missouri Missouri

New Hampshire Montana

New York New Hampshire

North Carolina New Jersey

Ohio New Mexico

Oregon New York

Pennsylvania North Carolina

Rhode Island Ohio

South Carolina Oregon

South Dakota Pennsylvania

Tennessee” Rhode Island

Texas South Carolina

Vermont Tennessee®

Virginia Texas

Washington Virginia

West Virginia Washington

Wisconsin West Virginia

Wyoming Wisconsin

Wyoming

Note: States could report more than one policy.

Upon inmate consent.

®Following CDC guidslines, counssling, and inmate consent.

°Incoming inmates upon consent.
Source: 1991 National Prisoner Statistics-1.

Of the inmates who tested HIV-positive,
73.0% of them were asymptomatic and
17.3% had symptoms but had not
developed AIDS. The remaining 9.7%
had AIDS. The West had the highest
percentage of HIV-positive inmates with
confirmed AIDS (21.1%), compared to the
Northeast (8.8%), Midwest (11.3%), and
South (6.7%).

Prison policies for testing for HIV
All the States, the District of Columbia, and

the U.S. Bureau of Prisons tested inmates
for HIV on some basis (table 2). Seven-

teen jurisdictions tested all prisoners, either

at admission, release, or during custody.
The remaining 35 jurisdictions tested
at least some inmates.

Thirty-nine of the 52 jurisdictions tested
if asked by an inmate and 40 if an inmate
exhibited symptoms suggestive of HIV

infection.

Number of
Testing policy Jurisdictions
All incoming inmates 16

All inmates currently in custody 3
All inmates at time of release 5
High risk groups 15
Upon inmate request 39
Upon clinical indication of need 40
Upon involvement in incident 20
Random sample 7
Other 1

Note: Detail adds to more than 52 because
a jurisdiction may have more than one policy.

Deaths in prison

During 1991, for every 1,000 inmates, 2.5
deaths occurred in State correctional

Table 3. Number of prison deaths per
1,000 inmates for all States and the
10 States with the largest prison
populations, 1991

Rate of deaths
Total per 1,000
prison Total  inmatesin
population deaths, 1991 midyear
Jurisdiction  6/30/91 1991 population*
AllStates 735,198 1,863 2.5
California 101,985 135 13
New York 56,530 318 5.6
Texas 50,611 111 2.2
Florida 46,233 133 2.9
Michigan 35,324 56 1.6
Ohio 33,715 41 1.2
lllinois 28,941 55 1.9
Georgia 23,300 62 27
Pennsylvania 22,710 83 3.7
New Jersey 22,346 96 43

*To calculate a rate of inmate deaths per 1,000

facilities (table 3). Among the 10 States
with the largest prison populations, New
York had the highest rate of death, about
5.6 deaths per 1,000 inmates.

3

inmates, the midyear population is used as an
approximation to the average population 'exposed
to risk' of death during the year.

Source: National Prisoner Statistics-1.




AIDS-related deaths

Of the 1,863 deaths of prison inmates

in 1991, 528 — or 28% — died of AIDS
(table 4). In New York and New Jersey
two-thirds of the reported deaths were
caused by AIDS. These 2 States also had
the largest number of AIDS-related deaths,
210 in New York and 66 in New Jersey.
Twenty-one States had no AlIDS-related
deaths.

Of inmates who died of AIDS in prison,

3% were women. Eleven of the 15 women
who died of AIDS were imprisoned in the
Northeast.

Extent of HIV testing of State prison
inmates

Based on interviews with State prison
inmates for the 1991 Survey of Inmates
in State Correctional Facilities, about half
of State prison inmates knew they had
been tested for the HIV and reported the
result of the test.

Percent of
State prison
HIV testing inmates
Reported HIV-test results 51.2%
Had never been tested 32.2
Did not know if they had been
tested 9.0
Had been tested but
did not know the results 7.5
Refused to report whether they
had been tested or refused
to report the test results A
Total number of inmates 711,643

Source: Survey of Inmates in State
Correctional Facilities, 1991

Table 4. AlDS-related deaths reported for State prisons, 1991

Total AlDS-related deaths AlDS-related deaths as
Jurisdiction deaths Total Male Female apercentofalldeaths
U.S. total* 1,863 528 513 15 28.3%
Northeast 612 315 304 1 51.5%
Connecticut 75 11 1 0 14.7
Maine 4 0 0 0 0
Massachusetts 27 8 8 0 29.6
New Hampshire 6 0 0 0 0
New Jersey 96 66 66 0 68.8
New York 318 210 199 11 66.0
Pennsylvania 83 19 19 0 22.9
Rhode Island 3 1 1 0 -
Vermont 0 0 0 0 0
Midwest 236 20 20 0 8.5%
lllinois 55 10 10 0 18.2
Indiana 27 5 5 0 18.5
lowa 3 0 0 0 0
Kansas 10 2 2 0 20.0
Michigan® 56 - - - 0
Minnesota 10 0 0 0 0
Missouri 20 0 0 0 0
Nebraska 2 0 0 0 0
North Dakota 0 0 0 0 0
Ohio 41 2 2 0 4.9
South Dakota 7 0 0 0 0
Wisconsin 5 1 1 0 L
South 775 148 145 3 19.1%
Alabama 52 0 0 0 0
Arkansas 22 1 1 0 4.5
Delaware 6 2 2 0 s
District of Columbia*® - - - - -
Florida 133 59 57 2 44.4
Georgia 62 13 13 0 21.0
Kentucky 22 2 2 0 9.1
Louisiana 35 0 0 0 0
Maryland 42 14 13 1 33.3
Mississippi 16 1 1 0 6.3
North Carolina 46 14 14 0 304
Oklahoma 32 3 3 0 9.4
South Carolina 49 12 12 0 245
Tennessee 37 1 1 0 2.7
Texas 111 18 18 0 16.2
Virginia 1086 8 8 0 7.5
West Virginia 4 0 0 0 0
West 240 45 44 1 18.8%
Alaska 1 0 0 0 0
Arizona 34 4 4 0 1.8
California 135 38 37 1 28.1
Colorado 10 1 1 0 10.0
Hawaii 2 1 1 0 .
Idaho T 1 1 0 2
Montana 8 0 0 0 0
Nevada 9 0 0 0 0
New Mexico 5 0 0 0 0
Oregon 15 0 0 0 0
Utah 4 0 0 0 0
Washington 9 0 0 0 0
Wyoming 1 0 0 0 0

**Not calculated on fewer than 10 deaths.

—Not reported.

*The Federal Bureau of Prisons and the departments of corrections for the District of Columbia
and Michigan did not report whether inmates died from AlDS-related causes.

Source: 1991 National Prisoner Statistics-1.




Table 5. State prison inmates ever tested for the human immunodeficiency virus

and results, by selected characteristics, 1991

Percent of all
inmates who

Tested inmates who reported results
Percentwho

Characteristic were ever tested Number were HIV positive
All inmates 51.2% 364,515 2.2%
Sex
Male 50.3% 338,608 2.1%
Female 66.8 25,907 3.3
Race/Hispanic origin
White non-Hispanic 52.6% 132,594 1.1%
Black non-Hispanic 52.1 168,873 2.6
Hispanic 46.0 54,563 3.7
Other 50.5 8,485 9
Sexand race/Hispanic origin
Male
White non-Hispanic 51.7% 123,020 1.0%
Black non-Hispanic 51.2 156,866 25
Hispanic 45.2 51,103 3.5
Female
White non-Hispanic 68.3% 9,574 1.9%
Black non-Hispanic 67.3 12,007 3.5
Hispanic 62.7 3,460 6.8
Age
24 oryounger 50.2% 78,242 8%
25-34 53.1 172,772 241
35-44 51.1 82,614 3.7
45-54 47.0 21,832 1.9
55orolder 41.0 9,105 By
Offense
Violent 47.9% 157,224 1.4%
Property 56.8 99,103 27
Drug 524 78,729 3.2
Public-order 52.1 25,266 2.1
Criminal history
No previous sentence 47.6% 63,879 1.3%
Violent recidivists 50.3 171,302 2.0
Nonviolent recidivists 55.6 124,044 2.8

Source: Survey of Inmates in State Correctional Facilities, 1991.

Table 6. State prison inmates testing positive for the human immunodeficiency
virus, by drug and needle use, sex, race/Hispanic origin, age, and offense

Percent of State prison inmates who tested positive for HIV and who

Used drugs Used a Shared a
Never Ever in the month needle to needle to
Characteristic used drugs _ used drugs  before offense inject drugs inject drugs
Allinmates 8% 2.5% 2.8% 4.9% 7.1%

Sex

Male T% 2.4% 2.7% 4.7% 6.7%

Female 9 3.8 4.6 6.7 10.0
Race/Hispanic origin

White non-Hispanic 3% 1.2% 1.5% 2.4% 3.7%

Black non-Hispanic 141 2.9 3.2 7.2 111

Hispanic B 4.3 5.2 8.2 11.3
Age

24 oryounger 0 1.0% 8% 8% 2.0%

25-34 1.3 23 2.7 4.6 5.8

35-44 9 4.3 5.2 7.0 10.3

45-54 8 2.5 2.7 4.4 5.4

55orolder 2 2.1 0 0 0
Offense

Violent 9% 1.5% 1.4% 2.7% 3.8%

Property 9 3.0 3.4 5.2 5.7

Drug 2 3.6 4.5 8.5 15.4

Public-order 1.0 2.3 2.9 4.5 9.0

Note: See appendix table 1, page 8, for sample sizes upon which percentages are based.
Source: Survey of Inmates in State Correctional Facilities, 1991.

Women were more likely than men to know
if they had been tested and whether the
results were positive or negative — as
were non-Hispanics compared to
Hispanics, those under age 45 compared
to older prisoners, offenders imprisoned
for property, drug, or public-order offenses
compared to those in prison for violent
offenses, and recidivists compared to first
timers (table 5).

HIV test results, by inmate
characteristics

For inmates reporting test results, a higher
percentage of women than men tested HIV
positive (3.3% to 2.1%). Hispanics were
more likely than blacks and blacks were
more likely than whites to have antibodies
to HIV (3.7%, 2.6%, and 1.1%).

An estimated 6.8% of Hispanic women
were HIV positive, as were 3.5% of black
women and 3.5% of Hispanic men. Among
white inmates, 1.9% of the women and 1%
of the men were positive.

Inmates 35 to 44 years of age were more
likely than those in other age groups to be
HIV positive; 3.7% were positive.

Inmates in prison for drug, property, and
public-order offenses were more likely than
violent offenders to be HIV positive.

Recidivists were more likely to be HIV
positive than inmates who had not
previously served a sentence to either
probation or a term in a correctional facility.

HIV results, by drug and needle use

About a fourth of all State prison inmates
had used a needle to inject illegal drugs.”
About 4 in 10 inmates who had used drugs
in the month before the offense for which
they were sentenced had injected drugs at
some time; about 2 in 10 had ever shared a
needle.

For inmates reporting test results, drug
users had higher positive HIV rates than
inmates who never used drugs (2.5%
versus 0.8%) (table 6). Needle use further
increased the likelihood of being HIV
positive; 4.9% of inmates who had used
needles to inject drugs and 7.1% who had
shared needles were HIV positive.

*See Survey of State Prison Inmates, 1991, BJS
report, NCJ-136949, March 1993, p. 25.




Although women and men who never used
drugs had the same HIV rates (less than
1%), those women who used drugs and
who used needles had higher infection
rates than men with the same drug
practices. Ten percent of women and

6.7% of men who had ever shared needles
when using drugs were HIV positive.

Of those who reported sharing needles to
inject illegal drugs, 1 in 10 black inmates,
Hispanic inmates, and inmates between

ages 35 and 44 were HIV positive. Over

Table 7. State prison inmates testing
positive for human immunodeficiency
virus, by security level and size

of facility, 1991

State prison Number ofinmates Percent
characteristic reporting test results positive
Security level
Maximum 89,440 2.0%
Medium 183,172 2.0%
Minimum 85,804 2.1%
Unclassified” 6,099 11.6%
Prison size
Fewer than 500 72,097 1.1%
500-999 121,166 2.2%
1,000-2,499 117,094 2.5%
2,500 or more 54,159 2.8%

*Pre-release, work rel , or medical facilities.
Source: Survey of Inmates in State Correctional
Facilities, 1991.

15% of those sentenced for drug offenses
and who had shared needles were HIV
positive.

HIV test results, by type of prison

Maximum, medium, and minimum security
level prisons had essentially the same
rates of HIV infection (table 7). Inmates
held in prisons with unclassified security
levels, such as facilities for classification
or reception, reported a positive rate

of 11.6%.

Percentages of HIV-positive prisoners

increased with the size of the prison. The
HIV-positive rate in facilities holding fewer
than 500 was 1.1%, compared to 2.8% in

prisons with 2,500 or more.

HIV testing policies
in the largest jail jurisdictions

The jail jurisdictions that were among the
25 largest in 1991 were asked what testing
policies they were following. Sixteen
jurisdictions tested when ordered by a
court, and 12 checked high risk groups.
Two jurisdictions tested all inmates at
admission in at least one facility:
Philadelphia, Pennsylvania, and Fulton
County (Atlanta), Georgia.

|
)

Deaths in 503 large jail jurisdictions

AlDS-related deaths
in local jails, 1991-92

Cause

of death Number
Total 445

AIDS 107

Other 338

Of the 445 deaths during the year ending
June 30, 1992, in jail jurisdictions with
average daily inmate populations of 100
or more, 24% were reported to be AIDS
related.

Table 8. Policies determining testing for the antibody to the human immunodeficiency
virus in the 25 largest jail jurisdictions, 1992

One or more facilities in the 25 largest jail jurisdictions testing

Random samples

Philadelphia, PA Sacramento Co., CA
San Diego Co.,CA
Broward Co., FL
Fulton Co., GA

New York City, NY

Riverside Co., CA
Sacramento Co., CA
San Bernardino Co., CA
Santa Clara Co., CA

Dade Co., FL
Fulton Co., GA.

Orleans Parish, LA*

AlamedaCo., CA

Kern Co., CA

Los Angeles Co., CA™
Orange Co., CA
Riverside Co., CA
Sacramento Co., CA
San Bernardino Co., CA

Kern Co., CA

Los Angeles Co., CA*
Orange Co., CA
Riverside Co., CA
Sacramento Co., CA
San Bernardino Co., CA
San Diego Co.,CA

New York, NY San Diego Co., CA Santa Clara Co., CA
Shelby Co., TN Santa Clara Co., CA Washington, DC*
BexarCo., TX* Washington, DC* Broward Co., FL*
Dallas Co., TX* Broward Co., FL* Dade Co.,FL
Dade Co., FL Orange Co., FL*
Orange Co., FL* New York, NY
Fulton Co., GA BexarCo., TX*

Oreans Parish, LA*
Baltimore City, MD
New York City, NY
Philadelphia, PA
Shelby Co., TN
Bexar Co., TX*
Dallas Co., TX*
Harris Co., TX*
Tarrant Co., TX

Harris Co., TX*

All inmates ofinmates Uponinvolve-
at admission while in custody High risk groups Upon inmate request Upon court order ment in incident
Fulton Co.,GA Riverside Co., CA Alameda Co., CA Maricopa Co., AZ Alameda Co., CA Alameda Co., CA

Los Angeles Co., CA*
Orange Co., CA
Riverside Co., CA
Sacramento Co., CA
San Bernardino Co., CA
San Diego Co., CA
Broward Co., FL*

Dade Co., FL

Orleans Parish, LA*

Source: 1992 Annual Survey of Jails.

*Jurisdictions in which all facilities reported following the same policy to test for the HIV

or in which authorities reported jurisdiction-wide policies. All other jurisdictions had one or more
facilities with different testing policies. In some jurisdictions, facilities that differed were following
"other" policies not presented in the table. Cook County, lllinois, provided no information.
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Methodology
Data sources

The data collection series National Prisoner
Statistics has counted prisoners since
1926. The series provides annual
summary measures of the movement of
persons into and out of prison systems.

At midyear and yearend, departments of
corrections in the 50 States, the District

of Golumbia, and the Federal prison

system are asked to provide basic numbers
describing their prison population.

The Annual Survey of Jails was begun in
1982. For this survey complete enumera-
tions of the Nation's jails are conducted
every 5 years. The most recent census
was in 1988. The sample for the 1992
survey was based on that census.

A local jail is a facility that holds inmates
beyond arraignment, usually for more than
48 hours, and is administered by local
officials. Specifically excluded from the
counts of the Annual Survey of Jails are
temporary lockups that house persons for
less than 48 hours, physically separate
drunk tanks, and other holding facilities that
did not hold persons after they had been
formally charged. Excluded from the
Annual Survey of Jails and instead included
in the National Prisoner Statistics series
are Federal- or State-administered
facilities, and the combined jail-prison
systems of Alaska, Connecticut, Delaware,
Hawaii, Rhode Island, and Vermont.
Included in the Annual Survey of Jails are
five locally operated jails in Alaska and
eight jails that were privately operated
under contract for local governments.

The 1992 Annual Survey of Jails included
1,113 jails in 795 jurisdictions. A juris-
diction is a county, municipality, township,
or regional authority that administers one
or more local jails. The jails in 503 large
jurisdictions were automatically included

in the survey because the average daily
inmate population in these jurisdictions was
100 or more in the 1988 census. The juris-
dictions with large jail populations account-
ed for 814 jails and 362,217 inmates, or
81% of the estimated inmate population

on June 30, 1992,

In 1992, the 25 jail jurisdictions that were
the largest in 1991 were asked if any
inmates were tested for HIV, and, if so, on
what basis were inmates tested. They

Appendix table 1. Denominators for percents presented in table 6
State prison inmates
Useddrugs Useda Shared a
Never Ever in the month needle to needle to
used drugs used drugs _ before offense _inject drugs inject drugs
All inmates 66,048 298,373 191,422 105,082 50,509
Sex
Male 61,668 276,884 176,639 95,219 45,254
Female 4,380 21,489 14,784 9,863 5,255
Race/Hispanic origin
White non-Hispanic 22,492 110,102 70,639 50,737 24,996
Black non-Hispanic 33,244 135,535 84,228 31,400 13,374
Hispanic 8,849 45,714 32,026 19,928 10,331
Age
24 or younger 13,651 64,592 42,818 12,729 4,499
25-34 23,494 149,190 96,677 49,532 23,143
35-44 14,027 68,531 43,409 36,255 18,807
45-54 8,323 13,509 7,671 5,941 3,583
55 or older 6,554 2,551 847 625 476
Offense
Violent 35,846 121,379 76,276 38,498 19,293
Property 13,762 85,261 55,908 37,120 17,912
Drug 9,723 69,006 47,846 21,841 10,136
Public-order 5,095 20,157 9,811 6,874 2,854

were also asked the number of males and
females who were asymptomatic, sympto-
matic, and full-blown AIDS victims.

The 1991 Survey of Inmates in State
Correctional Facilities uses personal
interviews of a representative sample

of prison inmates to gather detailed
information on prison inmates. Data are
collected on personal and criminal justice
characteristics of prison inmates.

The sample for the Survey of Inmates in
State Correctional Facilities was a two-
stage selection. In the first stage 277
prisons were selected from a universe of
1,239 State prisons. In the second stage
interviewers visited each selected facility
and systematically selected a sample of
male and female inmates using predeter-
mined procedures. As a result, approxi-
mately 1 in every 52 male inmates and 1 in
every 11 female inmates were selected. A
total of 13,986 interviews were completed,
yielding an overall response rate of 93.7%.

The data reported from the BJS surveys
supplement those collected in a survey
series sponsored by the National Institute
of Justice and the Centers for Disease
Control and Prevention. A forthcoming
report, 1992 Update: HIV/AIDS in
Correctional Facilities, will present findings
from the seventh in the series, which did
not cover 1991. The 1992 update contains
reporting about prevalence, testing, treat-
ment, and education for HIV and AIDS in
Federal, State, and 31 large city/county

correctional systems. A subsequent report
will summarize collected information on
testing, treatment, and education for
tuberculosis in correctional settings.

Accuracy of the estimates

All data collection series are subject to
nonsampling error. Nonsampling error
can be attributed to many sources, such
as nonresponse, differences in the inter-
pretation of questions, recall difficulties,
and processing errors. The full extent

of nonsampling error is never known.
Surveys, such as the Survey of Inmates
in State Correctional Facilities, are also
subject to sampling error. Sampling error
is the variation that may occur by chance
because a sample rather than a complete
enumeration of the population was
conducted.

The sampling error, as measured by an
estimated standard error, varies by the size
of the estimate and the size of the base
population. Estimates of the standard
errors have been calculated for the 1991
survey of inmates (see appendix table and
Survey of State Prison Inmates, 1997).
These estimates may be used to construct
confidence intervals around percentages in
this report. For example, the 95-percent
confidence interval around the percentage
of inmates who tested positive for HIV is
approximately 2.2% plus or minus 1.96
times 0.05% (or 1.7% to 2.7%).




These standard errors may also be used
to test the significance of the difference
between two sample statistics by pooling
the standard errors of the two sample
estimates. For example, the standard error
of the difference between black and white
inmates in the percent testing positive for
HIV would be .547% (or the square root of
the sum of the squared standard errors for
each group). The 95-percent confidence
interval around the difference would be
1.96 times .547% (or 1.1%). Since the
difference of 1.5% (2.6% minus 1.1%) is
greater than 1.1%, the difference would be
considered statistically significant.

All comparisons using data from the Survey
of Inmates in State Correctional Facilities
were statistically significant at the 95-
percent confidence level. To test the
significance of comparisons not mentioned
in the report, use percentages in text or
tables. The standard errors reported below
should be used only for tests on all
inmates. Comparisons of male and female
inmates require different standard errors.

Appendix table 2. Standard errors of the estimated percentages,
State prison inmates, 1991

Base ofthe Estimated percentages

estimate 98or2 950r5 900or10 80o0r20 700r30 50
1,000 4.9 TT 10.6 14.1 16.2 17.7
5,000 2.2 3.4 4.7 6.3 7.2 7.9
10,000 1.6 2.4 3.4 4.5 5.1 5.6
25,000 1.0 1.5 2.1 2.8 3.2 3.5
50,000 0.7 1.1 1.5 2.0 2.3 2.5
100,000 0.5 0.8 1.1 1.4 1.6 1.8
200,000 0.4 0.5 0.8 1.0 1.1 1.2
400,000 0.2 0.4 05 0.7 0.8 0.9
600,000 0.2 0.3 0.4 0.6 0.7 0.7
711,643 0.2 0.3 0.4 0.5 0.6 0.7

Bureau of Justice Statistics Special
Reports are written principally by BJS
staff. Caroline Wolf Harlow wrote this
report, under the supervision of Allen
Beck. Virginia Baldau and Cheryl
Crawford of the National Institute of
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Crime and older
Americans:

New information
package

Essential facts for
researchers, policymakers,
criminal justice professionals,
and students

B 20 tables describing
crimes committed against
older Americans and the
involvement of the elderly
in crime.

List of other sources of
information on crime and
older Americans.

Bibliography detailing a
wide variety of publications
that address crime and
America’s elderly.

As the elderly population has
grown, there has been continued
concern about the effects of
crime on this age group. This
unique package provides data on
how crime affects the fast-
growing elderly population and
offers a useful resource for
professionals interested in
tracking such trends.

This new information package is
now available from the Bureau
of Justice Statistics (BJS)
Clearinghouse. Drawing from
national sources for crime
statistics—including the BJS

National Crime Victimization
Survey, the FBI Uniform

Crime Reports, and the BJS
National Corrections Reporting
Program—the package discusses
the types of crimes in which
older Americans are most

likely to be the victims or the
offenders.

You may order your copy for
only $15.00. Call the BJS Clear-
inghouse at 1-800-732-3277 and
have your VISA, MasterCard, or
Government purchase order
number at hand. Or complete and
return the order form below.

Please send me copies of the updated
Crime and Older Americans Information
Package (NCJ 140091) for $15.00 each.

Name:
Organization:
Address:

City, State, ZIP:
Telephone:

Method of payment

O Payment of $ enclosed
O Check payable to NCJRS

0 Money order payable to NCJRS
0 Government purchase order #

Please bill my

O NCJRS deposit account

#
O VISA [0 MasterCard Exp. date:

#
Signature:

Please detach this form and mail it, with
payment, to:

BJS Clearinghouse
Department F

Box 6000

Rockville, MD 20850




New from the Bureau of Justice Statistics!

Thinking about computerizing your criminal justice agency’s information? Save time and
trouble by finding out what your colleagues are
using! Order the Directory of Automated
Criminal Justice Information Systems, 1993,
which:

QO lIdentifies the State and local criminal
justice agencies that use automated
information systems and the functions
that are computerized.

Q Describes the systems these
agencies use for a variety of
functions, the software, the operat-
ing systems, the hardware
requirements, product features,
and support services offered.

O Gives the names, addresses, and
telephone numbers of contact persons at the
criminal justice agencies and at the system vendors.

The useful resource is in two volumes:
Volume 1, Law Enforcement. 869 pp. $5
Volume 2, Corrections, Courts, Probation/Parole, and Prosecution. 654 pp. $4

To order, fill out the form below and send it, with payment, to Bureau of Justice Statistics
Clearinghouse, 179 Annapolis Junction, MD 20701-0179. If using a credit card, fax your order
to 410-792—-4358. Questions? Call the BJS Clearinghouse at 1-800-732-3277.

PR Py Sl ~ -~
:_Order Form TS _}
| Please send me |
II Q Directory of Automated Criminal Justice Information Systems, 1993, Vol. 1, Law Enforcement I

(NCJ 142645). $5.
: Q Directory of Automated Criminal Justice Information Systems, 1993, Vol. 2, Corrections, Courts, }
| Probation/Parole, and Prosecution (NCJ 142646). $4. |
| @ Payment enclosed, payable to NCJRS. |
| QO Chargemy Q MasterCard 1 VISA I
| Account # Exp. date I
l Signature :
| Name |
| Address I
- ,_e,——————— J
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Bureau of Justice Statistics
reports
(Revised September 1993)

Call toll-free 800-732-3277 to order BJS
reports, to be added to one of the BJS
mailing lists, or to speak to a reference
specialist in statistics at the Bureau of
Justice Statistics Clearinghouse,

P.O. Box 179, Dept. BJS-236,

Annapolis Junction, MD 20701-0179.
For drugs and crime data, call the Drugs
& Crime Data Center & Clearinghouse,
1600 Research Blvd., Rockville, MD
20850, toll-free 800-666-3332.

BJS maintains these mailing lists:

¢ Law enforcement reports

» Federal statistics

* Drugs and crime data

 Justice expenditure and employment
* Privacy and security of criminal histories
and criminal justice information policy
* BJS bulletins and special reports

» State felony courts

« Corrections

« National Crime Victimization Survey
* Sourcebook of Criminal Justice
Statistics (annual)

Single copies of reports are free; use
NCJ number to order. Postage and
handling are charged for bulk orders
of single reports. For single copies of
multiple titles, up to 10 titles are free;
11-40 titles $10; more than 40, $20;
libraries call for special rates.

Public-use tapes of BJS data sets
and other criminal justice data are
available from the National Archive

of Criminal Justice Data (formerly
CJAIN), P.O. Box 1248, Ann Arbor, MI
48106 (toll-free 800-999-0960).

National Crime Victimization
Survey

Criminal victimization in the U.S.:
1991 (final), NCJ-139563, 1/93
1973-90 trends, NCJ-139564, 1/93
1990 (final), NCJ-134126, 2/92

Crime and older Americans information
package, NCJ-140091, 4/93, $15

Crime victimization in city, suburban,
and rural areas, NCJ-135943, 6/92

School crime, NCJ-131645, 9/91

Teenage victims, NCJ-128129, 5/91

Female victims of violent crime,
NCJ-126826, 1/91

The Nation’s two crime measures: Uniform
Crime Reports and the National Crime
Survey, NCJ-122705, 4/90

Redesign of the National Crime Survey,
NCJ-111457, 3/89

The seasonality of crime victimization,
NCJ-111033, 6/88

Victimization and fear of crime: World
perspectives, NCJ-93872, 1/85, $9.15

The National Crime Survey: Working papers,
Vol. |, History, NCJ-75374, 8/82
Vol. II, Methodology, NCJ-90307, 12/84,

$9.90

BJS bulletins

Crime and the Nation's households, 1992,
NCJ-143288, 9/93

Criminal victimization 1991, NCJ-136947,
10/92

The crime of rape, NCJ-96777, 3/85

Household burglary, NCJ-96021, 1/85

Measuring crime, NCJ-75710, 2/81

BJS special reports
Elderly victims, NCJ-138330, 10/92
Handgun crime victims, NCJ-123559, 7/90
Black victims, NCJ-122562, 4/90
Hispanic victims, NCJ-120507, 1/90
The redesigned National Crime Survey:

Selected new data, NCJ-114746, 1/89
Motor vehicle theft, NCJ-109978, 3/88
Violent crime trends, NCJ-107217, 11/87
Robbery victims, NCJ-104638, 4/87
Violent crime by strangers and non-

strangers, NCJ-103702, 1/87
Preventing domestic violence against

women, NCJ-102037, 8/86
Crime prevention measures, NCJ-100438,

3/86
The use of p in

NCJ-99643, 1/86
Reporting crimes to the police,

NCJ-99432, 12/85

* U.S.

BJS technical reports
New directions for NCS, NCJ-115571, 3/89
Series crimes: Report of a field test,
NCJ-104615, 4/87

Corrections

BJS bulletins and special reports

HIV in U.S. prisons and jails, NCJ-143292,
9/93

Prisoners in 1992, NCJ-141874, 5/93

Capital punishment 1991, NCJ-136948,
10/92

Drug enf t and t in
prisons, 1990, NCJ-134724, 7/92

Women in prison, NCJ-127991, 4/91

Violent State prisoners and their victims,
NCJ-124133, 7/90

Prison rule violators, NCJ-120344, 12/89

Recidivism of prisoners released in 1983,
NCJ-116261, 4/89

Drug use and crime: State prison inmate
survey, 1986, NCJ-111940, 7/88

Time served in prison and on parole, 1984,
NCJ-108544, 12/87

Profile of State prison inmates, 1986,
NCJ-109926, 1/88

Imprisonment in four countries,
NCJ-103967, 2/87

Prisoners at midyear 1993 (press release),
NCJ-143960, 9/93

Correctional populations in the U.S.:
1991, NCJ-142729, 8/93
1990, NCJ-134946, 7/92

Survey of State prison inmates, 1991,
NCJ-136949, 5/93

Census of State and Federal correctional
facilities, 1990, NCJ-137003, 6/92

Prisons and prisoners in the United States,
NCJ-137002, 4/92

National Corrections Reporting Program:
1990, NCJ-141879, 5/93
1989, NCJ-138222, 11/92
1988, NCJ-134929, 4/92

State and Federal institutions, 1926-86:
Race of prisoners admitted, NCJ-125618,

6/91
Historical statistics on prisoners,
NCJ-111098, 6/88

Census of jails and survey
of jail inmates

BJS bulletins and special reports

Jail inmates, 1992, NCJ-143284, 8/93

Drunk driving: 1989 Survey of Inmates
of Local Jails, NCJ-134728, 9/92

Women in jail, 1989, NCJ-134732, 3/92

Drugs and jail inmates, NCJ-130836, 8/91

Profile of jail inmates, 1989,
NCJ-129097, 4/91

Population density In local jails, 1988,
NCJ-122299, 3/90

Census of local jails, 1988,
NCJ-121101, 2/90

Census of local jails, 1988:
Summary and methodology, vol. |,
NCJ-127992, 3/91
Data for individual jails in the Northeast,
Midwest, South, West, vols. -V,
NCJ-130759-130762, 9/91
Census of local jails, 1983: Selected
findings, methodology, summary tables,
vol. V, NCJ-112795, 11/88

Probation and parole

BJS bulletins and special reports
Probation and parole:
1990, NCJ-133285, 11/91
1989, NCJ-125833, 11/90
Recidivism of young parolees,
NCJ-104916, 5/87

Juvenile corrections

Children in custody: Census of public and
private juvenile detention, correctional,

and shelter tacilities, 1975-85, NCJ-114065,

6/89
Survey of youth in custody, 1987 (special
report), NCJ-113365, 9/88

Expenditure and employment

Justice expenditure and employment:
1980 (BJS bulletin), NCJ-135777, 9/92
1988 (full report), NCJ-125619, 8/91
Extracts, 1984, '85, '86, NCJ-124139, 8/91

Justice variable pass-through data, 1990:
Anti-drug abuse formula grants (BJS
technical report), NCJ-133018, 3/92

G.P.0.:1993-301-151:80017

Courts

BJS bulletins

Felony sentences in State courts, 1990,
NCJ-140186, 3/93

Pretrial release of felony defendants, 1990,
NCJ-1395680, 11/92

Prosecutors in State courts, 1990,
NCJ-134500, 3/92

Pretrial release of felony defendants, 1988,
NCJ-127202, 2/91

Felony sentences in State courts, 1988,
NCJ-126923, 12/90

Criminal defense for the poor, 1986,
NCJ-112919, 9/88

BJS special reports

Murder in families, NCJ-143498, 9/93

Murder in large urban counties, 1988,
NCJ-140614, 3/93

Recidivism of felons on probation,
1986-89, NCJ-134177, 2/92

Felony case processing in State courts,
1986, NCJ-121753, 2/90

Felony defendants in large urban counties,
1990: National Pretrial Reporting Program,
NCJ-141872, 5/93

National Judicial Reporting Program, 1988,
NCJ-135945, 1/93

The prosecution of felony arrests:

1988, NCJ-130914, 2/92
1987, NCJ-124140, 9/90

Felons sentenced to probation in State
courts, 1986, NCJ-124944, 11/90

Felony defendants in large urban counties,
1988, NCJ-122385, 4/90

Profile of felons convicted in State courts,
1986, NCJ-120021, 1/90

Felony laws of 50 States and the District of
Columbia, 1986, NCJ-105066, 2/88, $14.60

State court model statistical dictionary:
Supplement, NCJ-98326, 9/85
1st edition, NCJ-62320, 9/80, $10.60

Privacy and security

Criminal justice information policy:
Use and management of criminal history
record information: A comprehensive
report, NCJ-143501, 10/93
Survey of criminal history information
systems, 1992, NCJ-143500, 9/93
Report of the National Task Force on
Criminal History Record Disposition
Reporting, NCJ-135836, 6/92
Attorney General's program for improving
the Nation's criminal history records:
BJS implementation status report,
NCJ-134722, 3/92

Identifying felons who attempt to
purchase firearms, NCJ-128131, 3/91,
$9.90

Assessing completeness and accuracy of
criminal history record information:
Audit guide, NCJ-133651, 2/92

Forensic DNA analysis: Issues,
NCJ-128567, 6/91

Statutes requiring use of criminal history
record information, NCJ-129896, 6/91

Original records of entry, NCJ-125626,
12/90

Strategies for improving data quality,
NCJ-115339, 5/89

Public access to criminal history record
information, NCJ-111458, 11/88

Juvenile records and recordkeeping
systems, NCJ-112815, 11/88

Automated fingerprint identification
systems: Technology and policy issues,
NCJ-104342, 4/87

Criminal justice "hot™ files, NCJ-101850,
12/88

Expert witness manual, NCJ-77927, 9/81,
$11.50

BJS/SEARCH conference proceedings:

National conference on improving the
quality of criminal history information:
NCJ-133532, 2/92

Criminal justice in the 1990's: The future
of information management,
NCJ-121697, 5/90, $7.70

Juvenile and adult records: One system,
one record? NCJ-114947, 1/90

Open vs. confidential records,
NCJ-113560, 1/88

Compendium of State privacy and security
legislation:
1992, NCJ-137058, 7/92
1992 full report (1,500pp, microfiche $2,
hard copy, $184), 7/92

See order form
on last page

Law Enforcement Management
and Administrative Statistics

LEMAS, 1990: Data for individual agencies
with 100 or more officers, NCJ-134436,
9/92

BJS bulletins and special reports

Census of State and local law enforcement
agencies 1992, NCJ-142972, 7/93

Drug enforcement by police and sheritfs'
departments, 1990, NCJ-134505, 5/92

State and local police departments, 1990,
NCJ-133284, 2/92

Sheriffs' departments, 1990, NCJ-133283,
2/92

Police departments in large cities, 1987,
NCJ-119220, 8/89

Profile of State and local law enforcement
agencies, 1987, NCJ-113949, 3/89

Drugs & crime

Drugs, crime, and the justice system:
A national report, NCJ-133652, 5/93
Technical appendix, NCJ-139578, 6/93
Brochure/order form, NCJ-142961, 7/93

Catalog of selected Federal publications
on illegal drug and alcohol abuse,
NCJ-139562, 6/93

Drugs and crime facts:
1992, NCJ-139561, 3/93

State drug resources: 1992 national
directory, NCJ-134375, 5/92

Federal drug data for national policy,
NCJ-122715, 4/90

Federal justice statistics

Compendium of Federal justice statistics:
1990, NCJ-143499, 9/93
1989, NCJ-134730, 5/92

Federal criminal case processing, 1980-90,
with preliminary data for 1991,
NCJ-136945, 9/92

The Federal civil justice system (BJS
bulletin), NCJ-104769, 8/87

Federal offenses and offenders

BJS special reports

Prosecuting criminal enterprises: Federal
offenses and offenders, NCJ-142524, 9/93

Federal sentencing in transition, 1986-90,
NCJ-134727, 6/92

Immigration offenses, NCJ-124546, 8/90

Federal criminal cases, 1980-87,
NCJ-118311, 7/89

Drug law violators, 1980-86, NCJ-111763,
6/88

Pretrial release and detention: The Bail
Reform Act of 1984, NCJ-109929, 2/88

General

BJS bulletins and special reports
Patterns of robbery and burglary
in 9 States, 1984-88, NCJ-137368, 11/92
Forgery and fraud-related offenses
in 6 States, 1983-88, NCJ-132445, 1/92
BJS telephone contacts, '91, NCJ-130133,
791
Tracking offenders, 1988, NCJ-129861, 6/91
International crime rates, NCJ-110776, 5/88

BJS discussion papers:

Local prosecution of organized crime: The
use of State RICO statutes, NCJ-143502,
9/93

Felony sentencing and jail characteristics,
NCJ-142523, 6/93

Rethinking the criminal justice system:
Toward a new paradigm, NCJ-139670,
1/93

Directory of automated criminal justice
information systems, 1993: Vol. 1, Law
enforcement, NCJ-142645,9/93, §5
Vol. 2, Corrections, courts, probation/
parole, prosecution, NCJ-142646, 9/93, $4

Sourcebook of criminal justice statistics,
1992, NCJ-143496, 9/93, $6

BJS statistical programs, FY 1993,
NCJ-139373, 1/93

BJS national update, NCJ-139669, 1/93

State justice sourcebook of statistics and
research, NCJ-137991, 9/92

Violent crime in the U.S., NCJ-127855, 3/91

BJS data report, 1989, NCJ-121514, 1/91

Publications of BJS, 1985-89:

Microfiche library, PRO30014, 5/90, $190
Bibliography, TBO030013, 5/90, $17.50

Publications of BJS, 1971-84:

Microfiche library, PRO30012, 10/86, $203
Bibliography, TBO30012, 10/86, $17.50
Report to the Nation on crime and justice:

Second edition, NCJ-105506, 6/88
Technical appendix, NCJ-112011, 8/88




Please put me on the mailing list for:

O Law enforcement reports —
National data on State and local
police and sheriffs' departments:
operations, equipment, personnel,
salaries, spending, policies, and
programs

(] Federal statistics — Federal case
processing: investigation through
prosecution, adjudication, sentencing,
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ACT UP at the AIDS Institute
Conference

Introduction

In 1988 New York State drafted a “Five Year Interagency Plan” that outlined a comprehensive
response to HIV and AIDS in New York State. The Plan defined the state’s priorities as effective
case management; the integration of services; regional coordination; and community involve-
ment in the development and administration of HIV- and AIDS-related policies and programs.

Nearly five years and thousands of AIDS deaths later, many of the
Plan’s key goals have not been met.

ACTUPWestern New York, ACTUPIthaca, ACTUPAlbany and ACTUPNew York are atthe New
York State AIDS Institute’s Fourth Annual Statewide HIV/AIDS Conference to expose the State’s
poor record of implementing its own policy objectives. In several crucial areas, that record has been
one of broken promises, bureaucratic inefficiencies and alarming shifts in priorities:

Prisons

The Five Year Plan states that New York State Department of Correctional Services will “implement
acomprehensive system of medical care forinmates, including case management.” But serious access
problems exist. Prisoners incarcerated in remote areas travel up to 5 hours each way to get care. There
are no enforced standards governing the provision of primary or specialty care. Some prisoners with
virtually no T-cells and with histories of opportunistic infections have never had access to infectious
disease clinics. The Plan alsostates that “by 1990 DOH in partmership with DOCS will make anonymous
HIV testing and counselling available” to all inmates. Yetanonymous testing is only provided by four
travelling teams, which cannot meet inmate demand.

Case Management and Human Services

The Plan states that New York State will by 1990 “establish Memoranda of Understanding defining
referral patterns and the care and case management roles of regional hospitals, ... community service
programs, primary ambulatory and residential care providers... and local health and social service units.”
However, too many PWAs, including those who are clients of state-funded corporations, receive
inadequate and incorrect coordination of care and entitlements. Such problems impact most strongly
people with AIDS and HIV in rural areas, where options for treatment and human services are limited.
Atpresent, there are nouniform standards forinsuring the quality of care and services. Asaresult, people
with AIDS or HIV who are dissatisfied with their care and case management often have no accessible
mechanism for holding those who serve them accountable.

Testing and Confidentiality Protection

The Plan states that “by 1991 the Department of Health will ensure that anonymous testing is available
in every county.” However, the State provides anonymous testing in only roughly half its counties.
Recently, the AIDS Institute declared that anonymous testing—repeatedly shown to be the preferred
option for individuals who fear disclosure of HIV information—is now a “supplement’” to the State’s
“central thrust” of confidential testing. The Plan also states that “Confidentiality is central to the
physician-patientrelationship.” Yet the State is now considering mandatory lab-based name reporting
of individuals with CD4 counts below 200.
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ACT UP at the AIDS Institute
Conference (continued)

Primary Health Care

The Department of Social Services (DSS) pays health insurance premiums when PWAs are nearly
eligible for Medicaid. However, information about the AIDS Health Insurance Program (AHIP) is not
adequately distributed tocase managers, who frequently urge PWAs to drop coverageand "spenddown"
toMedicaid. The State also provides an AIDS Drug Assistance Program (ADAP) that covers drugsand
some services. However, this program does not cover in-patient expenses and remains underutilized
because the State has failed to recruit enough upstate providers.

New Yorkers need more than empty promises and an annual
conference. We need effective State action.

The AIDS Institute conference will gather over one thousand service and health care providers to discuss
“Issues on HIV/AIDS Policy and Programs.” Members of ACT UP will participate in the conference and
network with service providers, who frequently confront the inadequacies of the State's policiesand programs.
Our presence at the AIDS Institute Conference strongly reflects the needs and interests of residents of upstate
New York. Services and coordination are consistently poorer in New York’s smaller cities and rural areas.
People with HIV and AIDS must contend with special problems. Few doctors will take AIDS patients or
accept Medicaid; service organizations often have functional monopolies in their communities, restricting
options for those who need services; state data consistently under-reports the number of HIV infections and
AIDS cases, depriving some areas of desperately needed funds; geographical distance makes communication
amonghealth care and service providers more difficult; and “controversial” prevention efforts such as needle
exchange take longer in small cities to receive state approval. New York State must recognize the scope
of the AIDS crisis and develop a truly statewide response to it.

ACT UP demands:

« Coordination of care and services across agencies; development of standards for treatment;
accountability of service providers to those they serve.

* Decriminalization of needle possession and support of community-based needle-exchange;

integration of HIV services into drug treatment programs; aggressive pursuit of alternatives to
methadone treatment.

» Comprehensive HIV/AIDS educationforinmates and staff in prisons statewide; quality careandcase

management for inmates with HIV and AIDS; alternatives to incarceration for substance abusers; a
real compassionate release program for dying inmates.

» An enduring commitment to the availability and accessibility of free and anonymous HIV testing;
an anonymous coding system for reporting CD4 cell counts under 200.

» Comprehensive HIV and AIDS education of health care providers on a statewide basis; integration
of HIV treatment into existing health care settings.
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New York State Must Assure the Quality
of Services Provided to PWAs

C ommunity Service Providers (CSPs) are often the first and only place
PWAs will turn for help with AlIDS-related concerns. PWAs need
greater assistance in understanding and navigating the complex system
of entitlements, benefits and healthcare programs offered by federal,
state, and county agencies and the private sector.

« The Five Year Plan states that by 1990 CSPs will "enter into 'Memoranda of
Understanding' addressing working relationships, referral patterns and coordination
of services for HIV infected persons....[and that DOH] consultants will assist in defining
service components and standardizing program guidelines." However, too many PWAs,
including those who are clients of state-funded not-for-profit corporations, receive inadequate
and incorrect coordination of care and entitlements. The quality of services can vary greatly
from CSP to CSP and from case manager to case manager. Outside greater New York City,
if PWAs do not get information and services from their local CSPs they will probably not get
them atall. The victories of advocates working in the legislature, the medical community, and

the social service system are compromised if PWAs have restricted access to information and
services.

» CSPs are usually not-for-profit corporations and essentially govern themselves. This has
often led to misdirected priorities, poor services for PWAs and the waste of taxpayer money.
Grassroots volunteer organizations have appeared in many upstate cities because of the failure

of CSPstorespond to PWAneeds. Yet these organizations cannot be expected todo the jobs that
CSPs are funded to do.

*Thereisnosystematic, effective mechanism for processing client complaints about CSPs. The

AIDS Institute's existing evaluation procedures are inadequate and have not assured quality
care and services for PWAs.

ACT UP demands that New York State:

- Set concrete standards for client services and case management; improve
the evaluation process of CSPs; make evaluation reports available to clients.

“+ Establish systems for direct communication between funding sources and

PWAs and mechanisms for processing client complaints.

«Insistthat CSPs have more PWAs ontheirboards ofdirectors andinvolve more
clients in policy decisions.

- Fund grassroots organizations to supply PWAs with services when existing
CSPs fail to do so.
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New York State Must Improve
Access to Primary Health Care

he AIDS Institute has created landmark programs to provide care to
HIV-positive New Yorkers. But such programs are not useful if people
do not know about them or are not within driving distance of providers.

AIDS Health Insurance Program (AHIP)

Foryears the Departmentof Social Services (DSS) has paid health insurance premiums when a PWA
nearly qualifies for Medicaid. Butmany people do notknow about AHIP. Case managers frequently
urge people with AIDS and HIV to drop coverage and ““spend down to Medicaid.” Ignorance about
the program and lack of coordination robs PWAs of coverage.

AIDS Drug Assistance Program (ADAP)
ADAP provides coverage for drugs, doctor visits, home health care, and nutritional supplements.

However, the program is underutilized due to a lack of upstate providers. In addition, there is no in-
patient coverage, as ADAP does not pay hospital bills.

Medicaid Enhanced Fees Program
The AIDS Institute initiated the Enhanced Medicaid Fees Program, raising reimbursements for
providers serving HIV-positive people. But not enough doctors are signed up, especially upstate.

Medicaid Managed Care

Managed care through a capitated HMO is inappropriate care for people with HIV. Under Medicaid
Managed Care (MMC) people with HIV arerestricted to seeing firsta*“gatekeeper’ doctor (whomay
know nothing about HIV) who is supposed to keep the client from visiting expensive specialists or
getting expensive lab tests. In addition, under MMC the doctor gets the same amount of money
whether he or she sees the client or not. Forcing people with HIV into capitated MMC robs people
with HIV of asymptomatic years and sets them up for repeated opportunistic infections.

ACT UP demands that New York State:

* Train CBOs and CSPs throughout the state about AHIP and give yearly reminders to
DSS staff and AIDS Institute contracting agencies about AHIP.

* Make AHIP brochures available through the AIDS Institute literature ordering system;

send them to all CBOs, CSPs, hospital social work departments, primary care clinics and
testing sites.

» Send information about AHIP to ADAP applicants and recipients.

« Insist that all house staff of Designated AIDS Centers accept ADAP clients.

* Provide ADAP coverage when someone goes to the hospital.

* Recruit more upstate providers for both ADAPand the Medicaid Enhanced Fees Program.

» Change licensure laws to require all doctors to maintain at least a small percentage of
Medicaid recipients on their case load, or risk non-renewal of licenses.

* Allow people with AIDS and HIV to “opt out” of Medicaid Managed Care.
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New York State Must Respond to the
Upstate AIDS Crisis

P eople in upstate New York face several obstacles and deficiencies in
health care, social service delivery and education and prevention
programs. Particularly in rural areas, problems with access and the
dissemination of information can undermine the efforts of even the most
ambitious State initiatives.

Heaith Care Access

In many areas of upstate New York there are few orno local primary care physicians whoaccept
PWAs on Medicaid, doctors with sufficient knowledge about AIDS/HIV-related care or
dentists whoaccept PWAs on Medicaid. The DOH hasnot recruited enoughupstate physicians
forthe state’s Medicaid Enhanced Fees Program. At the same time, many upstate PWAs cannot
find local primary care physicians because DOH does not make publicly available the names
of physicians who have signed up to receive increased Medicaid reimbursements.

ACTUPdemands thatthe DOH finallymake AIDS education of health care and social service
providers a top priority. The AIDS Institute must also develop a more efficient way of
disseminating updated treatment information throughout New York State.

Education and Prevention

While the AIDS Institute has established needle exchange programs in New York City, only
one program has been approved upstate. The State took three times longer to approve this
programthan the ones in New York City. And while the State Department of Education (DOE)
spent more than $100,000 on an update to the state AIDS Curriculum, it succumbed to
political pressure and recalled the update weeks later, Without more advocacy work inupstate
New York by the DOH, DOE, and AIDS service providers, local school districts will not exert
the leadership needed to implement comprehensive AIDS education programs.

Regional Coordination and Community Input

The Five Year Plan states that, “Regional HIV Plannin g Coordinators employed by the AIDS
Institute will be responsible for convening regional . . . HIV planning bodies to elicit local
input into eight annual regional AIDS plans.” However, the AIDS Institute has never had a
Regional HIV Planning Coordinator staff. In addition, the Institute still has not developed
regional advisory networks with sufficient power to influence state policy and evaluate case
management, advocacy and prevention programs at state-funded AIDS service organizations.
Moreover, the AIDS Institute has not established planning bodies which incorporate input
from upstate PWAs and AIDS advocates when forming state policies. The current Ryan

White Regional HIV Care Networks do not have the authority to perform the functions
outlined above.
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New York State Must Respond to the
Upstate AIDS Crisis (continued)

Anonymous Testing and Counselling

The Plan states that by 1991 the DOH will ensure that anonymous HIV testing is available in
every county in the state. However, , the DOH has only provided anonymous testing services
in roughly half of the state’s counties over the last three years. The DOH has not expanded
its staffing levels at anonymous test sites to meet the increased demand for the services. People
living in rural areas frequently must wait weeks to get an appointment and/or travel long
distances in order to use anonymous testing services. The AIDS Institute claims that it cannot
afford to provide anonymous testing throughout the year in every county of the state. This
indicates that New York State has largely abandoned its goal of providing accessible outreach
and education to individuals at risk for HIV who live in rural and isolated areas of the state.

Access to Clinical Trials

New York State does notadequately distribute information about clinical trials to peopleliving
inrural areas of the state. The AIDS Institute must bring clinical trials into ruralareas ordevelop
mechanisms—such as providing for people s transportation or sending people’s blood to the
clinical trial sitt—s0 that PWASs in rural areas have the same opportunities to participate in
clinical trials as people living in more urban areas of the state.

Data Dissemination and Funding of Upstate Services

The DOH has been suppressing certain epidemiological information on the scope of the
epidemic in upstate New York. The Five Year Plan states that, “By 1989 and every year
thereafter, the DOH will make information on seropositivity . . . from all HIV testing and
counseling sites available quarterly to all DOH regional offices, county health departments,
community service organizations and health and social service providers.” Yet the AIDS
Institute began to reevaluate the suppression of this data only after activists pointed out that its
timely release is crucial forupstate county health departments and service organizations, which
must plan education efforts and appeal for funds for AIDS/HIV-related services. The AIDS
Institute must distribute seropositivity information in a more timely fashion and help counties
secure more funding for AIDS-related services.

New York State currently distributes funding for AIDS/HIV care based oneachregion’snumber
of documented AIDS cases, systematically underfunding rural communities where the number
of official AIDS cases frequently undercounts the actual number of people living with AIDS in
the region. New York State must develop another mechanism for funding of community
services, because a significant number of PWAs living in rural areas have moved from larger
cities or prisons where they received their diagnosis and currently do not get counted in the
statistics of the upstate regions in which they receive care.




New York State Must Institute
Comprehensive AIDS and HIV-Related
Services in the State Prison System

N ew York State Department of Correctional Services (DOCS) now has
a significantly higher incidence of HIV than any other institution in
the country. As much as 30% of the inmate population is HIV-positive and
1600 people have been diagnosed with AIDS. Largely due to overcrowd-
ing and unsanitary conditions, 23% of the entire State’s inmate popula-
tion has tested positive for tuberculosis. Prisoners with AIDS in New York
State still die in half the time and under more miserable conditions than
people onthe outside. The Five Year Plan states that New York State must
respond to this crisis by providing and coordinating extensive AIDS and
HIV-related services for prisoners.

Yet the Department of Health has not
even included a panel on prisons in its
conference “Issues on HIV/AIDS
Policy and Programs.”

* The Plan states that DOCS will “implement a comprehensive system of medical
care for inmates, including case management.” However, when the TB outbreak
put the system to the test, serious access problems became apparent. Many prisons
are located in remote areas where a sick prisoner may have to travel 4 to 5 hours each
way to get care. Because of coordination problems there are no enforced standards
governing the provision of primary or speciality care. The Legal Aid Society's
Prisoner’s Rights Project has seen people with virtually no T-cells and histories of
opportunistic infections who have never had access to an infectious disease clinic.

« It is widely acknowledged that theré is sexual activity and injection drug use

in the New York State prison system and that condoms, bleach and education

programs are effective means of reducing the risks of HIV transmission.

However, condoms and bleach are forbidden in the prison system and peer education
. programs have not been extended throughout the State.

* The Plan states that “by 1990 DOH in partnership with DOCS will make
anonymous HIV testing and counselling available” to all inmates. However,
anonymous testing—not strongly encouraged by the State—is only provided by four
travelling teams and needs to be greatly expanded.
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New York State Must Institute
Comprehensive AIDS and HIV-Related
Services its Prison System (continued)

* The Plan states that DOH “will assist DOCS and the Department of Parole (DOP)
in developing standards for medical discharge of dying patients, including medi-
calleave of absence for temporary release of dying patients.” However, in 1992 two
hundred and thirty people with AIDS died in prisons in New York State, while only
fourteen prisoners were granted “compassionate release.”

* The Plan states that DOCS will “review the pre-sentencing process, and design
pilot drug treatment alternatives to incarceration for substance abusers.” How-
ever, drug treatment slots in New York went from 40,040 in 1983 to 54,400 in 1992,
increasing nearly 300% more slowly than the State’s prison beds.

» The Plan states that “by 1990, the DOP will work with the Department of Social
Services to ensure that comprehensive assistance packages will be in place prior

to release for inmates elligible for and in need of SSI, Medicaid, Home Relief and

other entitlement or benefit programs.” However, these programs frequently are not
made available to exiting inmates.

ACT UP demands that New York State:

- Establish coordinated medical care and human service programs.

- Make a variety of treatment options available, including
alternative therapies.

- Hire more staff to educate the estimated 79,000 staff and inmates in the
State's correctional systemon HIV and AIDS issues.

- Expand peer education programs and make safer sex materials and

bleach kits available in prisons throughout the state.

- Increase the number of travelling teams to make anonymous testing
more accessible to prisoners throughout the state.

- Create a real compassionate release program.
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New York State Must Improve and

Expand Drug Treatment Programs

B etween fiscal years 1992-4 a total of $30 million was cut from the
Organization of Adult Substance Abuse Services (OASAS) budget.In
1993-4 alone, one billion dollars was allocated for building and maintain-
ing prisons, while $18 million was cut from OASAS for drug treatment
services. This represents adangerously skewed approach to coping with
the double HIV/IV epidemic. Due to the cuts, the state’s promise of HIV
coordinators in alcohol and drug treatment settings has remained
unfulfilled. Without such coordination, frontline workers at drug treat-
ment sites often remain unaware of HIV symptomology and unable to
adapt substance abuse treatment to the special needs of HIV+ clients.
The majority of upstate programs, particularly in Buffalo and Rochester
which have the second and third highest rates of drug use in the state,
cannot afford a specialized staff person on AIDS without state support.

* In the Five Year Plan, New York state promised that the Department of Health
(DOH) and OASAS would fund street outreach programs statewide. However,
OASAS has targeted no money for street outreach programs upstate. Street outreach
programs upstate are funded through the CDC and this money must be linked to partner
notification, counselling and testing programs. OASAS has targeted only $1.5 million for
street outreach programs within New York City.

» Thestate promised DOH/QASAS funded services for the homeless and drug-using
populations. However no such services funded by these agencies exist upstate.

* The state promised a survey of current state- and city-owned sites for use as drug
treatment or AIDS facilities. This survey has either never been conducted or is
unavailable to proponents of new treatment programs. The state has been unwilling to be
proactive in the face of community (“not in my backyard!”) opposition to drug treatment
siting - particularly upstate. Siting problems are perhaps the greatest obstacle to the
creation of desperately needed drug treatment programs.

* The state promised expansion of drug treatment slots by 7,000 - approximatel y half
methadone, half drug-free. As of July 1993, the only step toward fulfilling this promise
has been the creation of one new methadone program in New York City. In 1989-90, the
then Department of Substance Abuse Services (DSAS) was taking steps toward creating
drug-free programs upstate, but this effort was halted by massive budget cuts.
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New York State Must
Expand Drug Treatment and
Create Needle Exchange Programs

Only after tens of thousands of New Yorkers statewide had become
infected through dirty syringes and infection rates amongst IV drug
users in New York City had reached 60% did the Department of Health
approve needle exchange programs. But the regulations for approval of
these programs are so cumbersome that most agencies - particularly
upstate - do not have the resources to comply. Buffalo’s Columbus
Hospital program is the first upstate needle exchange program to be
approved by the state. From the time of the first application for a needle
exchange program in Buffalo, to the time that one was finally approved a
year later, Columbus Hospital reported a 100% increase in drug use-
related HIV infection in Buffalo.

ACT UP demands that New York State:

- Provide substance abuse treatmenton demand. New York State’s allocations

for treatment and prevention do not reflect the immensity of its substance use
problems.

- Emphasize alternative models for treatment and fully fund such programs.
- Educate substance abuse treatment workers in HIV/AIDS related concerns.

- Take seriously the drug treatment program siting problems and work
proactively to overcome community resistance.

- Simplify the approval process for needle exchange, allowing more
organizations to apply.

*Allow forflexibility in needle exchange programs so that programs can adapt
to specific needs without state approval.

- Take needle exchange out of the realm of research and into the realm of
practice. It is widely acknowledged that these programs work. The state is

wasting valuable time and money forcing each proposed program to prove
itself.
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New York State Must Make Anonymous
HIV Testing More Accessible

N ew York State acknowledges the importance of accessible HIV testing
services as part of its education, prevention and treatment efforts.
The state expressed its commitment to testing in its 1989 Five Year
Interagency Plan, recognizing: that anonymity within the testing process
is crucial, particularly for those who perceive themselves at greatest risk;
that there is a need to distribute information about testing services; and
that fears of disclosure and discrimination are real.

Yet New York State has failed to make good on
a number of its promises.

* The Plan states: “By 1991 DOH will ensure that anonymous testing is available
in every county in New York State.” However, over the last three years the State has
only provided anonymous testing in approximately half of its counties.

* New York State boasts of its ‘“‘strong public health commitment to anonymous
testing.” However, the AIDS Institute now views anonymous testing as a “supplement”
to the “central thrust” of “mainstreaming” confidential testing. By encouraging confi-

dential testing—through private laboratories—the DOH is abandoning its commitment
to anonymous testing.

* The Plan claims that the DOH will provide “free laboratory analyses of all blood
specimens.” However, New York State's Wadsworth Laboratory announced in Decem-
ber 1992 that aside from State test sites, it would “only accept specimens for HIV
antibody testing for patients who lack insurance or are not covered by Medicaid.”

ACT UP demands that NewYork State:

« Make anonymous HIV testing and counseling services available in every
county.

“« Publicize the availability of HIV testing services, particularly in those

communities with the highest rates of HIV seropositivity.

* Increase staffing levels at HIV testing centers to meet the increased de-
mand for testing services.

- Coordinate services across agencies for individuals who test positive.
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New York State Must Take a Stand
Against Name Reporting

W ith the CDC’s new definition of AIDS, implemented in January 1993,
New York State had to adopt a system for reporting CD4 counts
under 200. The State proved ready to sacrifice confidentiality protections
by proposing lab-based name reporting of people with low CD4 counts.
The State wanted the names so that it could compete for Federal funding
based on the number of documented AIDS cases. Due to activist pres-
sure, the State is now studying alternatives to name reporting.

New York State has notensured confidentiality
protection of CD4 information.

» The Plan states that “‘Confidentiality is central to the physician-patient relation-
ship.” However, lab-based name reporting would override the doctor’s sole discretion
to report the names of people with AIDS and would thereby undermine patient trust.
Knowing that labs can report their names without their consent, HIV-positive people
might be less likely to get T-cell counts in New York State.

 The DOH has been “studying” ways of protecting the confidentiality of CD4
information for the past eleven months. However, they still haven’t developed an
informed consent policy and only now, after continuous pressure from activists, are
they convening a working group to seriously investigate implementation of a “unique
identifier” system of reporting. '

* The DOH claims that there are “many obstacles” to implementing unique
identifier reporting of CD4 counts. However, the State already uses a unique

identifier system to report fetal deaths, which greatly exceed the number of low CD4
counts.

ACT UP demands that New York State:

- Adopt a unique identifier system for lab-based reporting of
low CD4 counts.

- Pressure the Federal Government to change its criteria for the

distribution of federal funds, so as not to punish states that
protect confidentialty.

- Thoroughly train lab workers in confidentiality protocols relating
to CD4 information.




Syracuse Herald-Journal
Friday, June 4, 1993

‘State releases
a tiny fraction of
dying prisoners

» The idea was to
show mercy. Inmate
advocates say it’s
working too slowly.

The Associated Press

ALBANY — Family members
and advocates for prison inmates
are upset with the state’s handling
of a medical parole program meant
to allow terminally ill prisoners to
die at home.

State officials said Thursday that
in the first year of the program,
only nine of 237 New York state
prison inmates who applied for
medical parole have been freed.

The medical parole measure,
agreed to last year after two years
of negotiations between Gov.
Mario Cuomo and legislative lead-
ers, is aimed at inmates suffering
through the final stages of AIDS,
cancer or other fatal diseases.

Prison officials said 52 inmates
have died either while waiting for
rulings on their requests or after
their requests were rejected.

While state officials said they
are working with a strict law de-
signed to protect society, others
said the bureaucrats aren’t show-
ing enough compassion.

“Politicians and bureaucrats are
afraid of releasing people early be-
cause of the political fallout if
something goes wrong,” said Rob-
ert Gangi, executive director of the
Correctional Association of New
York.

One of those who died while
awaiting a ruling was Bernard Oca-
sio. He had told his family in New
York City that he was suffering
from AIDS.

Nearing the end of a 4%-to0-9
year sentence for robbery and
drug dealing, Ocasio applied for
medical parole in-July 1992. He
died in September,

The medical parole legislation
requires an eligible inmate to be
terminally ill and “so debilitated or
incapacitated as to create a rea-
sonable probability that he or she
is physically incapable of pres-
enting any danger to society.”
Murderers and sex offenders are
not eligible.




— The Associated Press

Most inmate deaths

in state from AIDS

More than half of the pris-
on inmates nationwide who
died from AIDS in 1991 were
in New York and New Jer-
sey, where widespread drug
abuse has caused much of
the spread of the disease, a
government study said.

Two-thirds of the inmate
deaths in New York and New
Jersey prisons that year
were from AIDS, said the
study issued Sunday in
Washington by the Justice
Department’s Bureau of Jus-
tice Statistics.

The AIDS deaths among
inmates in both states appear
to reflect widespread intra-
venous injection of drugs
among males in New York
City and neighboring cities,
said Dr. Mervyn Silverman,
president of the American
Foundation for AIDS Re-
search. AIDS cases resulting
from intravenous drug use
are much more prevalent in
the Northeast.

— The Associated Press
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Inmate With H.I. V. Who Bit Guard Loses Appeal

By JOSEPH F. SULLIVAN
Special to The New York Times

TRENTON, Feb. 17 — An appeals
court today upheld the attempted
murder conviction of an H.I.V -infect-
ed prisoner who bit a prison guard.
The court said it did not matter
whether the virus that causes AIDS
can actually be transmitted by biting
as long as the prisoner believed it
could.

The ruling by the Appellate Divi-
sion of the Superior Court included
part of the jury instruction given by

the trial judge, John'B. Mariano of
Superior Court, who said, “Impossi-
bility is not a defense to the charge of
attempted murder,

“That is because our law, our crim-
inal statutes punish conduct based on
state of mind,” Judge Mariano said.
“It punishes purposeful actions re-
gardless of whether the result can be
accomplished.”

Judge Mariano said this would be
true “‘even if the result, which in this
case would be death, was a scientific
or factual impossibility.”

The prisoner, Gregory Dean Smith,

was serving five years for robbery in
Camden County Jail in 1989 when the
biting incident occurred. His result-
ing conviction added 25 years to his
sentence, and he was sent to Trenton
State Prison. :

Ruling Called ‘AIDS Hysteria’

His lawyers, Ronald L. Kuby and
William M. Kunstler of the Center for
Constitutional Rights, said they
would appeal today’s ruling to the
New Jersey Supreme Court.

In a prepared statement the law-
yers accused the appeals court of

surrendering to ‘‘AIDS hysteria,”
and said the ruling not only affects
the prisoner,but ““is a tragedy for the
hundreds of.thousands of H.I.V.-posi-
tive people who will continue to face
irrational discrimination at the hands
of the ignorant and fearful.”

In his appeal, Mr. Smith, 30, said
Judge Mariano erred by not asking
the jury to decide whether a “‘reason-
able person” would have concluded
that Mr, Smith’s actibns constituted a
serious murder attempt. The “‘rea-
sonable! person” test is part of the
same statute under which Mr. Mar-
iano instructed the jury, but the ap-
peals caurt upheld his decision not to
ask the jjury to consider this test.

The appeals panel also cited cases

since 1989 in which courts in Georgia,
Texas and Indiana have upheld at-
tempted murder charges against in-
fected defendants who bit or spit at
people with the intent of giving them
the virus that causes AIDS.

Confrontation in Hospital

Mr. Smith, who was diagnosed as
H.LV.-positive in September 1988,
was sent to the county jail on April 14,
1989. On June 11, after he fell in his
cell,, Mr. Smith was taken to Cooper
Hospital in Camden for an examina-
tion. He was accompanied by two
corrections officers, Albert Wadding-
ton and John Snow, who donned rub-
ber gloves on being told the prisoner
was infected was H.I.V.-positive.

According to trial testimony, Mr.
Smith became angry when hospital
staff members refused to take an X-
ray of his back. He scuffled with the
officers as they tried to get him back
in the patrol car for the return trip to
jail. :

Both officers said their gloves
came off during the struggle and that
Mr. Smith bit Mr. Waddington on the
hand, saying, “Now die, you pig! Die
from what T have!”

Mr. Smith denied biting anyone and
said the officer’s injurieés came from
Mr. Smith's handcuffs. Mr. Wadding-
ton has been tested several times and
has shown no signs of H.L.V. infection.
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IT\IDS presents serious legal and administrative problems
1n the correctional setting, whether a county jail or a
major prison system. Decisions concerning prevention,
housing, and the delivery of medical care are frequently
cemplicated because of the potential for a high concen-
tanon of individuals at risk for the disease and institu
enal constraints of overcrowding and limited budgels.J

Unfortunately, many institutions have dealt with these
"~-ues in an ill-informed and haphazard manner, conduct-
i HIV antibody testing and needlessly segregating
*ropositive prisoners and prisoners with AIDS or ARC
> Lader inhuman conditions of confinement. Such policies
T Rt both a lack of AIDS awareness on the part of
* Mson administrators and an overriding concern for
: ining security and order. Mffrmp‘ub-
Lz hysteria and misinformation about the discase have
kecught political pressure to bear on an essentially medi-
@ question, with the result that mandatory HIV anij-
Y lesting of prisoners and other “hard-line” measures
¥%_.&re being introduced in legislatures around the country.

l"ﬂlsoncrs with AIDS or ARC or who are scropositive

- € special medical problems. When ill, they are often
B need of acute medical care which frequently is not
Milable in 3 prison hospital. Even when asymptomatic,
M3y be necessary for them to take AZT or another drug
which can retard tie development of opportunistic infec-

S but is not available to them in prison. Prisoners

~ Who are dying need the comfort and support of friends

- :11 familics, yct they are often denied visitation “privi-
- Xges,”

::”" Arriolg s gn atiorney at Public Advocates, Inc., a

VPrOfit public ingerest law firm located in San Fran-
.;,”:'”( dalifornia. Spe represents male i.fzrrfa:etr at San
anr’;- Folsom, Deuyel Vocational In.fmunon and
P Prisons; pregnant and postpartum inmates at the
r;““ it Rehabilitation Center; and inmates confined in

r . % 3
o DS wings ar the California Medical F acility - Vaca-

This chapter addresses the legal aspects of AIDS-related
measures in correctional institutions. It is worth noting at
the outset that, with respect to federal constitutional law,
the United States Supreme Court has been granting ever
broader discretion to prison administrators on matters re-
lating to institutional security. This can make challenges
to correctional policies difficult, Great caution should
therefore be exercised before the filing of an action.!

Nonetheless, the resolution of some AIDS-related prison
cases has resulted in beneficial changes of policy and
there are numerous instances in which the legal and pol-
icy arguments set forth in this chapter can be used with-
out the necessity of filing a suit. In systems where an ill-
informed policy exists, for example, confronting the ad-
ministration with medical, public health and ethical argu-
ments may prove effective. In addition, advocates may
raise these issues on behalf of individual clients in crimi-
nal matters, habeas corpus proceedings, motions for sen-
tence modification or in opposition to actions to compel
testing,

With these caveats in mind, we now address the legal
implications of policies and practices in correctional sys-
i2ms concerning AIDS. In particular, the following topics
will be addressed: (1) testing (mandatory and voluntary
lesting; conﬁdcnu’a]i[y of test results); (2) the quarantine
Qr segregation of prisoners with AIDS. ARC or who are
fcrepositive and the ¢onditions of confinement (over-
crowding, general sanitation, cxercise, visitation, legal

rescarch materials, etc.); (3) quality of medical care and

(4) carly release.,

I. HIV ANTIBODY TESTING OF PRISONERS

The HIV antibody testing of prisoncrs arises in a varicty
of contexts. E’T&scnﬂy. mass screening is conducted in
the federal sysiem and some state and county systems of
all new prisoners and prisoners being released.  Some
systems have tested all prisoners, while others screen
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only members of certain groups, such as gay men, IV
drug users, female prostitutes, pregnant women, inmates
with clinical indications of HIV infections, or “in re-
sponse (o incidents.”ﬂ In other systems, testing is con-
ducted on a voluntary basis or on request_.) ‘

The key issues are whether such HIV antibody testing is
legal and whether there is a right of refusal based on law,
policy or ethical considerations. It may be argued that
because of the potentially very serious negative effects of
test results, medical ethics requires that there be a right of
refusal, regardless of law or policy. For example, this
may be likened to a patient’s right to refuse a potentially
risky surgical procedure, such as open heart surgery.
With respect to the law, testing can be challenged as a
violation of both federal and state constitutional privacy
rights as well as a violation of state statutes. We turn to a
discussion of these rights,

A. Constitutional protection of the right to privacy.

It is well settled that prisoners maintain civil rights under
the United States Constitution 3 Convicted prisoners are
o be accorded those rights not fundamentally inconsis-
tent with prisoner status or incompatible with the legiti-
mate objectives of incarceration 4 Conseu-aendy. courts,
although reluctant to interfere with the internal admini-
stration of prisons, will intervene to remedy violations of
those rights retained by prisoners.’ .

Prisoners retain some fundamental rights of personal pri-
vacy.® We shall examine this right with respect to' man-
datory HIV antibody testing under (1) the fourth amend-
ment protection against unreasonable searches and (2) the
generalized right to privacy. Both of these rights apply to
state prisoners under the fourteenth amendment’s due
process clause and they may be asserted as the basis for a
claim for damages or equitable relief under the federal
civil rights statute (42 USC 1983).” They may also be
raised in a petition for writ of habeas corpus? 1o challenge
segregation based on seropositive test results. Or they
may be raised as a defense in a criminal or civil proceed-
ing where testing is sought.

1. The Fourth Amendment.

The fourth amendment of the United States Constitution
states:

“The right of the people to be secure in their
persons, houses, papers and effects, against
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unreasonable searches and seizures, shall not
be violated . , .”

The Supreme Court has recently reaffirmed the principle
that “the overriding function of the fourth amendmens s
to protect personal privacy and dignity against unwar-
ranted intrusion by the State.”® The Court has noted that
such intrusions are restricted through imposition of “a
standard of reasonableness upon the exercise of discre-
tion by government officials,”!0

In the prison context, a fourth amendment violation may
occur when the bodily integrity of a prisoner is invaded.!
Courts will closely scrutinize the reasonableness of strip
searches or body cavity searches.!2 The constitutionality
of these searches will be determined by balancing the
state’s need for the particular search against the extent of
the invasion suffered by the prisoner.!? It may be argued
that mandatory testing programs are an unreasonable in-
trusion upon the privacy rights of prisoners, thus consti-
tuting both a search and a seizure under the fourth
amendment,

In this regard, mandatory testing programs may be lik-
¢ned to compulsory drug testing by urinalysis, which
courts have held with singular unanimity to constitute a
fourth amendment search or seizure.” In order to estab-
lish a claim under the fourth amendment, mandatory test-
Ing programs must be shown lo constitute an “unrecason-
able” scarch and scizure. The benchmark of a search
which is “reasonable” under the fourth amendment is a
warrant based on probable cause. K 2 v, Uni :
389 U.S. 347, 357 (1967). The fourth amendment war-
rant and probable clause requirements will be abandoned
“only in those exceptonal circumstances in which spe-
cial needs, beyond the need for law enforcement, make
the warrant and probable cause impracticable.” New Jer-
sey v, TL.Q,, 469 U.S. 325, 340-1 (1985) (Blackmun J.,
concurring); Q'Conner v 107 S. Ct. 1492, 1500,
94 L. Ed.2d 714, 725 (1987). Absent the “exceptional
circumstances,” even a compelling governmental interest
will not justify departure from the customary require-
ments of prior judicial approval for a government search
or seizure. Uni v Distri ,407 U.S.
297, 321 (1972).

The Supreme Count has limited prisoncrs’ privacy rights
under the fourth amendment in certain circumstances. In
Hudson v, Palmer,'s the Court ruled that the fourth
amendment does not prohibit prison officials from con-
ducting random scarches of prisoners’ cells. However, in
Bell v, Wolfish, 441 U S, 520, 560, 99 S. Ct. 1861, 1884
(1979), the Court applicd a test for sccurity-related body
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cavity searches of prisoners which balanced “the need for
the particular search against the invasion of personal
rights that the search entails.” Factors to be considered
include “the scope of the particular intrusion, the manner
in which it is conducted, the justification for initiating it,
and the place in which it is conducted.” Thus, in the
calancing analysis, it has been noted that “the greater the
inrusion, the greater must be the reason for conducting a
scarch” and that the government must demonstrate not
cnly a legitimate need to conduct the body cavity search
sut also “that less intrusive measures would not satisfy
that need.” See Levoy v, Mills, 788 F.2d 1437, 1439
(10th Cir. 1986).

in applying the Bell test to body cavity searches in pris-
cns, courts have considered such factors as whether the
srarch involves physical contact, whether the searches
are conducted by police officers instead of medical per-
connel, whether the search is conducted in a private area
and in a hygienic manner, and the genuineness of the
alleged security threat. These factors clearly determine
i1e extent of the invasion suffered by the prisoner.?

The Bell standard has also been applied by several courts
10 the random urine testing of prisoners for drugs.'®* Un-
¢er existing case law, however, it may be argued that
prisoners should have greater protection from mandatory
HIV antibody testing. Cases involving the Fourth
Amendment rights of prisoners to date involve either (1)
blood or urine testing designed to detect inmate drug use
or (2) body cavity searches or cell searches to detect the
smuggle or presence of money, drugs, weapons or other
contraband. In both instances, the courts have upheld
such practices where the level of intrusion on prisoners’
privacy rights has been minimal and where prison admin-
istrators have demonstrated that the practices are neces-
sary 1o maintain institutional security and to preserve
internal order and discipline. Mandatory HIV testing
programs are distinguishable in that they are not desi gned
to detect or deter criminal activity or misconduct in
prison, they involve a substantial infringement on prison-
ers’ reasonable expectations of privacy, and they are not
necessary to maintain internal security in prisons.

Whether Bell or a more stringent standard is applied, it
will be necessary for a prisoner challenging a testing
program to substantiate the high level of intrusion caused
by the HIV antibody test, the unreasonablencss of the
search, the alternatives available to the prison administra-
tion to deal with the problems posed by AIDS, and the
problems associated with the administration and reliabil-
ity of the test.!?

1. There is no question that the level of intrusion of HIV
antibody testing on the personal privacy of prisoners is
great. Itinvolves a forced penetration of body tissues and
an involuntary extraction of body fluids. Apart from the
physical act of drawing blood, the psychological impact
of learning that one is seropositive has been compared to
receiving a death sentence. Because of the consequences
of a positive test result, the testing process produces
enormous anxiety and, for seropositive prisoners, can re-
sult in severe psychological trauma, including depres-
sion, rage reactions and severe social withdrawal.®

HIV antibody testing can affect additional privacy inter-
ests because of the enormous stigma attached to seroposi-
tivity and AIDS. Disruption of family relationships? due
to rejection or visiting restrictions is a frequent occur-
rence. In addition, the privacy right of confidentiality in
medical records may be violated? if the test results are
kept in a manner in which they may be made known to
staff or inmates. This can result in severe consequences,
including the enmity of staff and other prisoners, isola-
tion in housing units with loss of access to prison pro-

_grams or privileges, and discrimination in housing, em-

ployment and insurability after discharge.

The magnitude of these dire conscquences is increased
by the fact that there is currenty no treatment available
for most asymptomatic seropositive persons. Under all
these circumstances, it is clear that the level of physical
and psychological trauma associated with a mandatory
testing program is great and that mandatory HIV testing
involves a type of search that offends “human dignity and
privacy”® to a much greater degree than urinalyses or
body cavity searches.

2. The key clement in the Bell balancing test is the need
for a particular search. In contrast to the dire conse-
quences of mandatory HIV antibody testing of prisoners,
official justifications for the need for such lesting are
weak. The primary reasons advanced for mandatory HIV
testing programs are: (1) identification of scropositive
inmates is necessary to prevent transmission of the dis-

* case within the prison (and therefore provide effective

medical care and treatment): (2) providing seropositive
inmates with special housing and programming is neces-
sary 1o maintain institutional security and order: and 3)
identifying and segregating scropositive prisoners is nec-
essary 1o provide a safe working environment for correc-
tional staff and to protect those prisoners from abuse or
violence by other inmates.

These arguments are without medical or legal basis.
First, testing o identify and scgregate asymptomatic
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seropositive inmates will not prevent the spread of AIDS.
Second, there is no evidence that seropositive prisoners
are more likely than others to engage in misconduct or
criminal activity, thereby justifying segregated housing
for them. Indeed, segregation may actually create more
problems of institutional security and order because
prison systems may be unable to meet demands for more
housing where there are large numbers of prisoners.
Third, rather than protecting them, segregation of sero-
positive inmates may stigmatize them, subjecting them to
intimidation, threats or actyal violence from others con-
cemed about the possible spread of AIDS, Indeed, segre-
gation of all Seropositive prisoners in an environment
with the likelihood of repeated exposure to the virus and
in unhealthy living conditions may actually pose a sig-
nificantly increased health hazard. Finally, staff and pris-
oners must be educated about the dangers of AIDS and
must take precautions in dealing with blood or other body
fluids regardless of the antibody status of an inmate,
Thus, widespread testing might lull seronegative inmates
and those dealing with them into a false sense of security
and undermine the important educationa

everyone needs to be very careful about

to be associated with transmitting the AIDS virys,

Additional arguments against the use of testing include
the absence of proof of high rates of AIDS transmission
in prison and therefore the need to screcn.* Testing also
undermines education and prevention programs by necd-
lessly dividing the inmate Ppopulation into a stigmatized
class and a “safe” class, thus weakening the important
educational message that everyone should be careful.®

3. There are alternatives available 10 correctional Sys-
tems that are both more effective and avoid the negative
consequences of mass screening.  These altematives jn-
clude astute medical surveillance, blind (anonymous)
testing, creative diagnostic procedures and carefully de-
signed epidemiological studies. These altcrnatives can
help correctional administrators assess the prevalence of
seropositivity and project future incidence of AIDS and
ARC for budgeting and treatment purposes.

Because there is presently no cure for the discase, leaders
of the scientific community are united in their insistence
that broad educational programs are the key in dealing
with AIDS.% The report of the Nationa] Institute of
ice has emphasized the importance of on-going edu-

| programs for both inmates and staff.? Instead of
utilizing scarce prison Tesources to detect who is sero-
positive and who is not, more effective public health
policies would stress educational efforts designed to in-
form inmates about preventive and risk behaviors, such
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as unsafe sex, forced sexual acts or intravenous drug use,
Moreover, an education program does not harm the civil
liberties interests of inmates discussed above, For this
reason, a prison system which €ngages in mandatory test-
ing without implementation of a thorough educational
Program is not using the least restrictive alternative in
dealing with the problem. = '

Another alternative is to adopt a safe and rational policy
of treating every individual as if he or she were at risk for
AIDS. The Centers for Disease Control has issued excel-
lent recommendations for correctional practice in several
precautionary areas and these should be followed by staff
in all situations in which there is a potential for HIV
transmission, not just when dealing with inmates or staff
members who have been identified as seropositive,®
Similarly, the U.S. Department of Labor has recently
issued deta

tions an employee should utilize. Protective clothing and
equipment is specified,3! Implementation of these proce-
dures in the prison sctting is necessary and appropriate
and would help to diminish fear and anxicty on the part
of prison staff, '

4. Details of the testing procedures should also be cxam-
ined to determine if they are being conducted in the least
intrusive manner. Even if a court finds that the justifica-
tions for a mandatory testing program are reasonable, a
prisoner’s rights may stll be violated if the manner in
which it is carried out is unreasonable.’? Factors tg be

considered include:

(@) Are the tests being conducted in 3 manner 10 mini-
mize the number of false positives? Studies have demon-
strated a wide range in accuracy among various laboratg-
ries.”® In light of the drastic consequences of a falge
positive to an inmate, the laboratories used should be
monitored by the prison 1o insure the accuracy and relia-
bility of the test.

(b) No testing program should occur without psychologi-
cal counseling for each individual tested. Counscling of
seronegative persons is important to ensure that they do
not interpret their test result as an indication that they can
engage in unsafe practices. On-going (and not simply
post-test) counseling of SCropositive persons is needed o
help them deal with the psychological traumas and dev-
astation often stemming from this diagnosis. Counseling
should be done by professional counselors in light of the
serious repercussions of the test, and is an expensive




component of the testing process. However, any testing
program which ignores it is magnifying both the problem
of AIDS in prison and the trauma associated with the
invasion of prisoners’ privacy rights.

(c) Closely related to the accuracy of the antibody test is
the sensitive issue of confidentiality of test results. One
of the negative consequences of mandatory testing is the
lack of confidentiality of prison medical records. As
mentioned above, the right to privacy encompasses the
confidentiality of medical information, so thig inquiry is
both relevant to a Jeast restrictive alternative analysis as
well as to a violation of this right itself

Most correctional Systems have general or specific confi-
dentiality policies or laws regarding who should receive
HIV antibody test results and who should be notified
regarding diagnoses of AIDS or AR(y In some states,

h-as-California and Wisconsi » there are very restric-
ive laws governing disclosure of HIV antibody test re-
sults. In other states, the laws require that correctional
‘[ authorities be notified of the results of the antibody test,
but prohibit notification of the inmate.® OQther systems
routinely noﬁwﬁgﬁm_gggnmgs when an inmate is
diagnosed as having AIDS or ARC or when such an
inmate is released.” The laws in each Jurisdiction, as
well as the correctional system’s own policies and rules,
should be consulted in order to challenge the disclosure
of any antibody test results.

(d) The manner in which prisoners are selected for test-
ing is also relevant. If only certain prisoners are tested,
then the criteria for selection of inmates should be exam-
ined both for rationality and for whether its implementa-
tion may lead to harassment. One court voided a “ran-
dom” drug testing program because guards knew the
identity of the inmates being selected. The court held
that the selection must be “truly random, s

If tests are given 1o inmates described as “homosexuals”
or “1V drug users,” then the criteria for identifying these
inmates should be examined. Similarly, a rule that calls
for tests in response to “an incident” may be particularly
vulnerable to attack since individual motives of staff
members may come into play. A Massachusetts coun
refused to order HIV testing of a prisoner who scratched
a guard on the grounds that the tests would constitute a
deprivation of the inmate’s civil rights, %

(3) In voluntary programs, the correctional system may
request all or certain inmates to be tested, but cannot or
will not compel cooperation. In Montgomery County,
Maryland, for cxample, all members of known high-risk

groups are requested to submit to the antibody test, but no
testing is performed without informed consent.

The legal issue involved here is whether certain forms of
coercion, such as threats of segregation or loss of privi-
leges, may be applied in ostensibly voluntary testing pro-
grams. In addition to all of the possible theories men-
tioned above, it is also possible to challenge the “con-
sent” as being given under duress, fraud or coercion.
Further, an inmate’s consent may be challenged under
various rules and regulations governing the correctional
institution, which prohibit coercion or intimidation of
inmates.

In conclusion, a Fourth Amendment challenge to HIV
antibody testing of prisoners should be considered by
prisoner advocates, As shown below, many of the issues
raised in a Fourth Amendment claim are equally appli-
cable to other constitutional and statutory challenges to
the testing of prisoners.

2. Federal and State Rights to Privacy.

While the U.S. Constitution does not explicitly mention
any right of privacy, the United States Supreme Court has
recognized that a right of personal privacy, or a guarantee
of certain areas or zones of privacy, does exist under the
Constitution. In various decisions* the Court has made it
clear that only personal rights that can be deemed “funda-
mental” or “implicit in the concept of ordered liberty™+2
are included in this guarantee of personal privacy. From
cach or all of these cases it may be argued that mandatory
HIV antibody testing programs intrude upon prisoners’
basic right 1o privacy. It is the “right to be left alone
that is paramount.

Most prison cases involving this right 1o privacy have
concerned intimate physical contact between inmates and
staff or viewing of prisoners by guards of the opposite
sex. In approaching these cascs, the courts have exam-
ined in great detail the extent and nature of the intrusion,

“the need for such intrusion and possible alternative pro-

cedures** Some courts have fashioned deuwiled orders
specifying with particularity when a guard may view
inmates or regulating the ability of inmates 1o shicld their
cells or their bodies from view 43

The Supreme Court has recognized that prisoners have
the right 1o privacy. In the recent case of Tumer v,
Safley, 107 S. CL 2254 (1987), the Court struck down a
restriction on the ability of prisoners to marry. In doing
80, the Count held that a regulation which impinges on
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inmates’ constitutional rights must be “reasonably related
to legitimate penological interests.” First, there must be a
valid, rational connection between the regulation and the
governmental interest asserted to justify it. Id. at 2262.
Second, in determining the reasonableness of a prison
restriction, it is important to inquire whether there are
alternative means of exercising the prisoners’ rights. A
third consideration is “the impact accommodation of the
asserted constitutional right will have on guards and
other inmates, and on the allocation of resources gener-
ally.” Finally, the absence of ready alternatives is evi-
dence of the reasonableness of a prison regulation. Id.

Application of the Tymer “reasonable relationship” stan-
dard to HIV testing of prisoners raises many of the same
issues discussed in the previous section. The lack of a
reasonable relationship between testing and penological
interests, the lack of an adverse impact on guards and
inmates in abandoning testing, the better use of funds in
AIDS-related educational programs, and the existence of
other alternatives all can be advanced to demonstrate that
the program violates constitutionally protected privacy
rights of prisoners.

Some state constitutions also afford a right to privacy.*
In California, for example, the right to privacy under
Article I, section 1, is explicit. That section protects two
types of privacy rights: substantive and informational.
Like the right to be left alone under the federal
constitution, Article I protects substantive rights such as
the right to procreative choice¥ and the right to live in a
household with unrelated individuals.*® The second as-
pect protected by the Constitution is informational pri-
vacy; accordingly, Article I, section 1 has been held to
protect medical records against disclosure absent a nar-
rowly-tailored compelling interest® Prisoners retain
their right to privacy under the California constitution.%

B. State and local laws.

Mandatory testing programs may be challenged under
existing laws or policies in some jurisdictions. For ex-
ample, recently passed laws in California and Wisconsin
prohibit HIV antibody testing without the informed con-
sent of the subject. As a matter of policy, Louisiana and
Montgomery, Maryland do no testing without informed
consent. In addition, a number of other states prohibit
drawing blood for any purpose without informed con-
sent.’! Such laws or policies may conflict with manda-
tory testing and should be consulted.
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II. CONDITIONS OF CONFINEMENT

Correctional systems have adopted various housing poli-
cies once an inmate has been tested and identified as
being seropositive or having ARC or AIDS. Routinely,
jurisdictions segregate or quarantine the inmates from the
rest of the general population indefinitely and under more
restrictive conditions of confinement.> Often, they are
deprived of numerous programs and services such as
visitation,® exercise, access to legal research materials,
the telephone, written comrespondence, medical care and
religious services.* These programs are vitally impor-
tant to the emotional and physical well-being of in-
mates. 5

Challenges to the quarantine or segregation of inmates
based on their medical status (seropositivity, AIDS or
ARC) and the conditions under which they are housed
may be brought on the basis of federal or state constitu-
tional standards, federal and state statutes or common
law. We discuss below several of these claims and also
the feasibility of raising them by means of a writ of
habeas corpus.

1. Equal Protection.

In cases invoking the equal protection clause, courts have
traditionally employed a strict scrutiny analysis in a lim-
ited catcgory of cases where a statute or regulation
singles out a “suspect class” for special treatment, or
when the challenged law infringes upon a fundamental
right.3 Suspect classes have been gencrally limited to
race, alicnage, or national origin5” While classifications
based on sex and illegitimacy have not been held to be
suspect, they have nonetheless been subjected to height-
ened scrutiny.*® Suspect classification status has not been
granted to the aged or to the mentally retarded.® It is
unlikely, therefore, that the Supreme Court would con-
sider gays, hemophiliacs or intravenous drug users
(members of the groups considered at high-risk for con-
tracting AIDS) or prisoners to be members of a suspect
classification.®

Denial of equal protection under the Fourteenth Amend-
ment has been a basis for a number of suits brought by
inmates who have been segregated or denied access to
programs because of scropositivity or a diagnosis of
AIDS or ARC. In general, courts have upheld unequal
treatment of these prisoncrs so long as there exists a
rational basis for such treatment.®




Prison officials have advanced both security and medical
rcasons to justify segregation or denial of access to pro-
grams. Medical justifications have focused on the desire

io limit the spread of the disease, while security reasons

have dealt with protection of seropositive prisoners and
prisoners with AIDS from the tensions and harm that
could resuit from the fears of other prisoners.$?

The courts have upheld the prison administration in all
these cases. In part, these decisions reflect the deference
which the Supreme Court has insisted be paid to prison
administrators in matters relating to security. When
medical justifications are advanced, however, the usual
deference is less, and the asserted Justifications can be
attacked with expert witnesses and evidence showing that
there is no rational basis for a particular policy or pro-
gram. In such cases, the courts must determine, for ex-
ample, whether it is medically rational to restrict access
of seropositive inmates to programs. In this regard,
prison officials’ concern about preventing spread of the
virus through casual contact are not advancing sound
medical arguments.5

Cn the other hand, prison officials should conduct AIDS
educational programs in order to end fears justifying seg-
regation. It was not an idle comment that one court noted
in upholding a segregation policy that it was rational “at
least until some better system is developed” and that the
prison authorities were changing their programs as they
worked “to improve their ability to cope with the needs
of prisoners with AIDS.”¢

2. The Eighth Amendment.

The eighth amendment prohibits the infliction of “cruel
and unusual punishment.” For convicted persons,® it is
necessary to demonstrate that conditions violate the
eighth amendment in that they constitute “the wanton and
unnecessary infliction of pain” or are “grossly dispropor-
lionate to the severity of the crime warranting
imprisonment.” Rhodes v, Chapman, 452 U.S. 337
(1981).

The Supreme Court has described cruel and unusual pun-
ishment as treatment that is incompatible with cvolving
standards of decency or that involves unnecessary, wan-
ton intliction of pain. Id. at 346. In determining whether
the actions of prison officials constitute cruel and unusual
punishment, courts will consider whether those actions
further legitimate penal interests, Ig. Not every hardship,
therefore, will constitute cruel and unusual punishment.

Id. at 347. The eighth amendment also places certain af-
firmative duties on prison officials. Failure to provide
adequate medical care amounting to “deliberate indiffer-
ence” to prisoners’ needs violates the eighth amend-
ment.58

Each or all of the following conditions of confinement
may be challenged by inmates who are quarantined or
isolated based on their medical status: the size of the
cells; double-celling of inmates;® heating and ventila-
tion; lighting; noise; plumbing, electrical systems; fire
safety; earthquake safety; clothing, laundry and bedding;
personal hygiene; general sanitation; pests; food: exer-
cises; visitation; idleness (no opportunity or access to
work, educational or vocational programs); protection of
inmates from constant threats of violence by other in-
mates or staff; and overcrowding. In addition, the length
of time of the deprivations is relevant, 0

To challenge conditions of confinement, the so-called
“totality of circumstances” test is applicable; i.e., whether

taken as a whole, conditions violate the prohibition

- against crue! and unusual punishment. Id. at 362-63.

Virtually every lower federal court has utilized this west,
with the notable exception of the Ninth Circuit, which
has rejected the totality approach and has stated: *. . . the
court must consider the effect of ¢ach condilion in the
context of the prison environment, especially where the
il effects of particular conditions are cxacerbated by
other related conditions.” Wright v, Rushen, 642 F.2d
1129, 1133 (9th Cir. 1981)(cmphasis added).”

3. Other constitutional grounds,

In addition to the equal protection and cighth amendment
grounds, particular correctional practices or conditions
may also be struck down on the ground that they violate
the more specific guarantees of the first, fourth, sixth
amendments, as well as the guarantces of procedural due
process and equal protection.” The due process clauses

- of the fifth and fourteenth amendments mandate that pris-

oners may not be deprived of life, libenty, or property
without a meaningful opportunity to be heard.” The
touchstone of due process is protection of the individual
against arbitrary governmental action. The threshold
question in determining whether duc process has been
denied is whether the individual’s claim represents a lib-
erty interest protected under the due process clause.’™
Liberty interests may be created by the Constitution or
court order, or by the states through statutcs, rcgulations,
or standard practices, policics or customs.™ Afier estab-
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lishing that a protected liberty interest is involved, courts
must determine the adequacy of the process provided.”
In doing so, courts weigh the private interest affected, the
risk of erroneous deprivation of the interest through the
procedures used, and the government’s interest.”®

Suits have been successfully settled with respect to re-
strictions on access to law libraries and religious serv-
ices.”™ If access to legal research materials is limited, a
claim founded on the requirements of due process can be
raised. Due process requires that prison authorities must
assist inmates in the preparation and filing of meaningful
legal papers by providing prisoners with either access to
adequate law libraries or adequate assistance from per-
sons trained in the law. Bounds v, Smith, 430 U.S. 817
(1977). Due process also requires that the libraries avail-
able to inmates be “adequate” and that regulations gov-
eming inmate use of the library permit the meaningful
usc of the library. Ramos v, Lamm, 639 F.2d 559, 582-
83 (10th Cir. 1980), cert, denied, 101 S. Ct. 1759 (1981).

4. The Rehabilitation Act of 1973.

Section 504 of the Rehabilitation Act of 1973 29 U.S.C.
sec. 794) forbids discrimination against handicapped in-
dividuals in any program which receives federal funds.
This Act may apply if a prisoner with AIDS or ARC or
who is seropositive is being denied access to a particular
program that is funded in part by federal monies. It is not
enough that the institution receive federal funds for an-
other program (see Doe v, Coughlin, 509 N.Y.S.2d at
212), although a bill passed by the U.S. Senate at the time
of publication would amend the law to provide coverage
for all programs of an institution receiving federal funds.

Once it is determined that a program receives federal
funds, the next question is whether a person with AIDS,
ARC or who is seropositive is “handicapped” under the
terms of the Act. The Supreme Court recently held that a
person with tuberculosis, a communicable disease, was
covered by the Act and that the legislative history of the
bill demonstrates that “Congress was as concerned about
the effect of an impairment on others as it was about its
cffect on the individual.”®® In light of this recent decision
and the justification advanced by prison authorities that
seropositive inmates must be segregated because of the
fears the condition generates in other prisoners, a strong
argument can be made that the Act covers both SCroposi-
tive prisoners and prisoners with AIDS.

Finally, prison authoritics must demonstrate that there is
a rational reason why the prisoner is not “otherwise
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qualified” to participate in the program. In this regard,
they may assert that the restrictions are necessary for
medical reasons; that is, to halt the spread of the dis-
ease.® However, as discussed above, a prisoner’s claims
have a greater likelihood of success when the prison ad-
vances a medical justification, rather than one based on
security because the degree of deference is less 32

5. Writs of Habeas Corpus.

A writ of habeas corpus is an order, signed by a judge,
mandating the person in charge of a prison or jail (such
as a Warden or Sheriff) to bring a prisoner in his or her
custody to court. The traditional purpose of the writ is to
secure the release of a defendant from illegal incarcera-
tion or illegal restraint of any kind. Prisoners may seek
writs of habeas corpus to challenge both the conditions of
their confinement as well as the illegality of confinement,
For example, the eighth amendment may be used as
grounds for a writ. The conditions in which prisoners
with AIDS are confined present a number of possibilitics
for bringing a writ of habeas corpus. These include man-
datory segregation without demonstrated medical neces-
sity, lack of access to law libraries, poor food, inadequate
health care, and restrictions on the use of prison facilitics,
such as exercise yards,

While some courts have found that conditions of confine-
ment may be litigated pursuant to the federal habeas cor-
pus statutes,® this is not preferable since the litigator will
be burdened with the requirement of exhaustion of state
remedies™ and with other rules limiting the usefulness of
this remedy.® In some states, habeas corpus is an appro-
priate vehicle for litigating conditions of confincment
and obtaining broad relief. The writ may be used to
“obtain declaration and enforcement of prisoner’s rights
in confinement.”s

Constitutional rights of prisoners may also be enforced
through state writs of habeas corpus. In California, the
courts have held that prisoners may obtain release on
habeas corpus because of cruel, inhuman, or excessive
punishment in prison.*” Cruel and excessive punishment
often focuses on restrictions on prisoners, as well as ex-
cessively poor conditions in the prisons. For prisoners
with AIDS, the restrictions and conditions they face are
extremely severe. Segregation with other persons who
may have opponunistic infections, lack of exercise, and
inadequate nutrition create life-threatening situations for
these prisoners,




III. QUALITY OF MEDICAL CARE

The most pressing issue faced by prisoners with AIDS,
ARC or who are seropositive is access to and availability
of adequate medical care, This is because many prison
medical personnel are ill-informed about AIDS and about
:he specific clinical manifestations and treatment options
for the discase; prison infirmaries ar rly equipped to
Trovide dece i ».and prison medical facilities
e woefully understaffed. Conditions in a California
£-1son were so bad in 1987 that even the U.S Justice
Department found that the medical care provided consti-
tuted cruel and unusual punishment,

Suits on the quality of correctional medical care may be
Brought on the basis of federal constitutional standards,
-ate law, or common law. We discuss below these is-
rues with respect to the eighth amendment and state pro-
~isions.®

I. The Eighth Amendment,

The eighth amendment proscription against “cruel and
snuseal punishment” requires that prison authorities pro-
vide adequate medical care o inmates. The eighth
amendment is violated when, by act or omissicn, authori-

L:ies demonstrate “deliberate indifference to serious medi-
cal needs,” Estelle v Gamble, 429 U.S. 97, 106, 97 S.
Ct. 285, 2¢0-9] (1976). In discussing this standard, the
Court noted that:

“An inmate must rely on prison authorities o -
treat his medical needs; if the authorities fail to
do so, those needs will not be met, In the
WOrst cases, such a failure may actually pro-
duce physical “torture or 3 lingering death,’ ...
the evils of most immediate concern 1o the
drafters of the Amendment. In less serious
cases, denial of medical care may result in
pain and suffering which no one suggests
would serve any penological purpose.... The
infliction of such unnecessary suffering is in-
consistent with contemporary standards of de-
cency as manifested in modem legislation
codifying the common law view that ‘[i]t is
but just that the public be required to care for
the prisoner, who cannot by rcason of the dep-
rivation of his liberty care for himself,™™

Id. (citationg omitted).

In applying this standard 1o medical treatment of prison-
ers with AIDS or ARC or who are seropositive, the fol-
lowing factors are noteworthy:

- The Supreme Court recently noted that the delivery of
adequate medical care to prisoners does not “ordinarily
clash” with other responsibilities of prison authorities,
Therefore, the existence of deliberate indifference to a
prisoner’s serious medical illness can “typically be estab-
lished or disproved without the necessity of balancing
competing institutional concerns for the safety of prison
staff or other inmates.” Whitley v, Albers, 475 U.S. 312,
106 S. Ct. 1078, 1086 (1986). Courts are less willing to
take “a broad hands-off attitude towards the daily prob-
lems of prison administration ... when matters of medical
care are involved, as opposed to matters of prison disci-
pline and security,” gliclmoni v, Alexan I, 583 F.
Supp. 821, 827 (D. Conn. 1984).%° Under this standard,
courts are therefore less willing to defer to prison offi-
cials’ actions relating to the medical care and treatment
of prisoners.

- Deliberate indifference 1o the serious medical needs of
inmates can be demonstrated ejther by (1) a showing of a
pattern of individual incidents involving inadequate
medical care; or (2) pointing to systemic deficiencies in
the delivery of medical care which make unnccessary
suffering inevitabje 9

- The standard for cvaluating the adequacy of care is not
static but reflects “the evolving standards of decency that
mark the progress of a maturing socicty.” Estelle v
Gamble, 429 U.S. at 103, 97 5, Ct. at 290.

- The requircments of adequate medical care apply
cqually to psychiatric care. The high salarics camed by
psychiatrists are not a justification for not providing such
treatment 2

Applying the foregoing swandards 10 prisoners with
AIDS, ARC or who are seropositive, cach or all of the
following may be asserted as bascs for an cighth amend.-
ment claim:  intentional interference with treatment or
intentional misdiagnosis;* refusal 1o treat ailments or ig-
noring complaints;* deliberate refusal to provide medical
therapy and pain-killers: 95 allegation that official knew of
prisoner’s pain from tooth infection but refused 1o allow
prisoner 1o sce dentis:% inadequate access 1o medical
care in isolation cells which deprived inmate of nearly all
fresh air and light;” and, that prison officials knowingly
denied medical auention for a chronic disease.”
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2. State laws.

There are also a variety of state laws that are relevant to
the delivery of medical care 10 prisoners. Most states
have legislation that sets forth a general standard of care
or that specifies duties of prison officials. See Comment,
Medical Rights of Prisoners, 42 Univ, of Chicago L. Rev.
705, 707 (1975) for Statutory listing. The Comment
notes that these statutes can be difficult to rely upon in
litigation because many of them are broadly worded, they
are generally silent on the issue of enforcement, and their
purpose may not be to create a right of action.

In some states, correctional medical care may be subject
to suits for common law torts, such as negligence. Medi-
cal malpractice suits are also a possibility. See, e.g.,
hurch v, Hegstrom, 416 F.2d 449, 451 n.1 (2d Cir.
1969)(Connecticut statute provides a method for obtain-
ing monetary damages in cases of official negligence).

In addition, medical care in correctional institutions is
usually governed by the state laws (e.g., Medical Practice
and Nursing Practice Acts) that apply to the standard and
quality of care in the community at large, However,
inmates are not necessarily entitled to all aspects of medi-
cal care available in the community at large -- for ex-
ample, the right to choose one’s own physician and the
right to a second medical opinion,%

IV. EARLY RELEASE OF PRISONERS WITH AIDS
OR ARC

As discussed above, prisoners dying of AIDS or severe
ARC have a multitude of medical needs which frequently
cannot be met in the prison sctting. In addition, these
dying people are deprived of psycho-social support serv-
ices in the community and have sharply restricted access
to their families. The early rclease of prisoners who are
seriously ill with AIDS  or ARC may be obtined through
pardon, parole or s e modification. Prisoner advo-
ates e release of sick prisoncrs by
Preparing the prisoner’s application for release. The fol-
lowing discussion covers only the general characteristics
of cach option, as the specifics are governed by state and
federal statutory schemes. e )

" Most Jurisdictions will grant parole to prisoners who are
Statutorily eligible if they are likely to abide by the law
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and if their release will not disturb societal welfare 100
Parole is not a sentence modification but rather an inte.
gral part of the inmate’s Sentence. Inmates released on
parole continue to be supervised for the duration of their
sentences, 19!

In most Jurisdictions, the prisoner must serve a minimum
sentence before being considered for parole. In Califor-
nia, for example, prisoners may be paroled once they
have served the minimum term prescribed by law for
their crime if their parole is approved by the Board of
Prison Terms.!? Prisoners may also have to meet other
Statutory eligibility requirements o qualify for parole:
some states stipulate that prisoners previously convicted
of a felony or serving a life sentence may not be eligible
for parole. 1

In some jurisdictions, prisoners will automatically come
before the parole board for consideration, while others
require prisoners to file an application when they become
eligible.'™ In New York State, approximately 50 inmates
with AIDS have been paroled in the past two years if they
have suffered at least one of the opportunistic infections
associated with the virus and if they are considered no
danger 10 the community, 1% .

B. Sentence Modification

Sentence modification s probably the most feasible way
to obtain carly release for a prisoncr with AIDS if the ju-
risdiction has a sentence modification statute. Whereas
carly paroles must be granicd by the parole board, scn-
tences may only be modified by the sentencing court,

In most states, the senicncing court may only modify a
sentence on a defendant’s motion during a specified pe-
riod of time after jis pronouncement. For example, the
time limit in California is 120 days. In a small number of
states, sentencing courts maintain Jurisdiction to reduce
or modify a sentence “at any time.”'% A court ryle in
New Jersey permits a prisoner at any time to make a
motion to reduce a sentence based on existence of 3 seri-
ous illness and the deleterioys cffect of incarceration on
the prisoner’s health, 107

The American Bar Association has reccommended con-
tinuing jurisdiction over sentences by the trial coun on
motion of the correction or releasing authoritjcs, 108 Cali-
fomia has such a system'® whereby the court may mod-
ify a sentence on the recommendation of cither the Direc-
tor of the Department of Corrections or the Board of
Prison Terms. At the federal level, a prisoner must apply
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o the Bureau of Prisons which in turn files a motion with
ihe sentencing court for sentence modification. The court
may act on the motion at any time and is authorized to
reduce the prisoner’s sentence to the time already
served."® Similarly, under Rule 35 of the Federal Rules
of Criminal Procedure, a defendant may make a motion
‘0 reduce his or her sentence or the court may reduce a
sentence without motion, within 120 days after the sen-
tence is imposed or probation is revoked.'! The obvious
advantage of this provision over a parole application is
that the prisoner may file an application for sentence
modification long before he or she is eligible for parole.

In states such as California where two mechanisms exist

for a sentencing court to modify a sentence, the prisoner
should file an application for resentencing with either the
Dircctor of Corrections or the Bureau of Prison Terms or
request the sentencing court to resentence within the 120

day period. Unfortunately, some l'uﬁsdjcdoMmably,
New York State) do not have resentencing provisions, In
those jurisdictions the prisoner wim@ly
parole statutes or clemency provisions.
\—__‘_‘.__“___“_L___L__\

C. Pardon

Ia contrast to sentence modifications or parole, applica-
tions for reprieve or pardon are probably the least likely
10 be granted. Under the United States Constitution, the
President has the power to grant pardons for offenses
against the United States. Most state constitutions confer
the power to pardon on the Govemnor, with some states
creating a pardon board and others vesting the power to
pardon exclusively with the Governor. The power 1o
pardon traditionally rests in the exccutive branch and is
probably not subject to Judicial review,112

The executive may exercise the power to pardon when a
pardon will promote the public good'" or to mitigate the
unduly harsh effects of enforcing criminal law in a spe-
cific case.* A Mississippi case specifically notes that a
prisoner’s health is an appropriatc factor to consider
when deciding whether to grant a pardon.’ Historically,
the governor’s clemency power has been exercised under
subjective standards, unbounded by precedent and under
procedurcs which need not comply with even minimal
standards of due process, 116

Some states have specific statutory regulations regarding
how and when an application for pardon must be filed,
while in other states the prisoner simply files the petition
with the Governor.!'? In any case, the petition should
describe the inmate’s medical condition and describe any

other factors that are pertinent to an application for par-
don in that jurisdiction,

CONCLUSION

The decision to impose mass screening and segregation
of prisoners raises the question of why correctional Sys-
tems are adopting measures not being adopted in the
community at large to deal with the AIDS epidemic. In
large part, this is due to the political impotence of prison-
ers, who, historically, have been €asy targets of measures
that severely restrict their civil rights. The real question,
however, is whether screening and segregation are effec-
tive public health measures and whether there are less
restrictive, more effective measures available,

Mandatory screening and segregation in prison facilities
create the damaging impression that prisoners are to be
treated as modern day lepers and that, like gay men and
drug users, they are to be stigmatized as HIV carriers,
The creation of AIDS wings or AIDS prisons also con-
veys a harmful message that will affect public perception
about the nature of the disease and how to deal with it
Finally, such policies entail a massive expenditure of
limited resources on measures that are unnecessary, un-
manageable and ineffective in halting the spread of the
disease,

The primary right of all prisoners is the right 10 a healthy
and safe environment. It is critical that prisoner advo-
cates explore both well-established preccdent and crea-
tive theories to challenge AIDS-related policics that
undermine that right.

Notes

1. The National Prison Project of the ACLU has recently devel-
oped an AIDS program and can be consulted for the latest
information about cases and technical assistance. The Project is
located at 1616 P Street NW, Washington, DC 20036 ((202) 331-
0500). The Practice Manual editors and the author of this article

. are also available for assistance.

2. Hammeu, AIDS in Correcticnal Facilities: [ssucs and Cptions
xx-xxi (1987)(sponsored by the National Institute of Justice)
[hereafter cited as “NIJ Study"].

3. Sece secnerall Project: Criminal Procedure, "Prisoners’
Rights.” 74 Geo. L.J.973 (1986); Rudovsky, Bronstein & Koren,
The Rights of Prisoners, American Civil Liberties Union (1973),

4. Sce Hudsonv. Palmer, 468 U S. 517,525,1045.C1.3194,3199
(1984)(prisoners retain those rights consistent with imprisonment
or compatible with objectives of incarceration); Meadows v,
Hopkins, 713 F.2d 206, 209 (6th Cir. 1983)(prisoners not stripped
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of allrights atprison gate). See also Boundsv. Smith,430U.8.817
(1977)(prisoners retain right of access to courts); Estelle v.
Gamble, 429 U.S. 97, 102-03 (1976)(prisoners retain right to
freedom from cruel and unusual punishment); Wolff v. McDon-
nell, 418 U.S. 539, 556 (1974)(prisoners retain right to due
process subject to restriction imposed by nature of penal system);
22n.2 (1972)(per curiam)(prisoners
entright to free exercise of reli gion);
» 333-34 (1968)(per

curiam)(prisoners retain ri ght to equal protection).

5. See,e.g., Hutto v. Finney, 437 U.S. 678, 687 (1978)(compre-
hensive district court order correcting many constitutional viola-
tions justified by inadequate compliance with prior court orders);
Bounds v. Smith, 430 U.S. 817,832-33 (1977)(affirming district
court order requiring that inmates have access to legal research
facilities).

6. See Hudson v. Palmer, 468 U.S. at 542, 104 S. Ct. at 3208
(Stevens, J., dissenting in part)(quoting Houchins v. KQED, 438
US.1,5n2 (1978)(Burger, C.J1.)(plurality opinion)(“It is true
that inmates lose many rights when they are lawfully confined, but
they do not lose all civil rights.... Inmates in jails, prisons or
mental institutions retain certain fundamental rights of privacy

7. The statute provides:

Every person who, under color of any statute, ordi-
nance, regulation, custom, or usage of any State,
Territory, or the District of Columbia, subjects, or
causes to be subjected, any citizen of the United
States or other person within the jurisdiction thereof
to the deprivation of any rights, privileges, or immu-
nities secured by the Constitution and laws shall be
liable to the panty injured in an action at law, suit in
equity, or the proper proceeding for redress. For the
purposes of this section, any Act of Congress appli-
cable exclusively to the District of Columbia shall be
considered to be a statute of the District of Columbia.

For a comprehensive review of Sec. 1983 and other federal civil
rights statutes, see Nahmond, Civil Rights and Civil Liberties
Litigation (Shepard’s 1979).

8. For federal habeas corpus practice, see Wright, Miller &
Cooper, Jurisdiction, sec. 4261 €l seq; see alsg State Bar of
California, Standing Committee on Legal Services for Prisoners:
Manual for Use of Habeas Corpus by California Prisoners (1982).

9. Winstonv. Lee, 470 U S, 753,759-60 (1985)(quoting Schmer-
ber v. California, 384 U.S. 757, 767 (1966)).

10. Delaware v. Prouse, 440 U.S. 648, 653-54,99 S. Cu. 1391,
1396 (1979); Camara v. Muni. Court, 387 U.S. 523, 528, 87S. Ct
1727, 1730 (1967).

11. " See McKinley v. Trattles, 732 F.2d 1320, 1325 (7th Cjr.
1984)(upholding Jury verdict against guard who allegedly sub-

Jected prisoner to anal cavily scarch in violation of prisoner’s-

nights); Lee v. Winston, 717 F.2d 888, 900-01 (4th Cir,
1983)(requiring SUrgery to remove possibly incriminating bullet
violates fourth amendment when surgery requires deep incision

VII- 12 AIDS PRACTICE MANUAL

and general anesthetic); 466 U.S. 935 ( 1984), cent,
denied 466 U.S.942 (1984), judgement aff*d, 470 U.5.753 (1985);
¢f. United States v. Caldwell, 750 F.2d 341, 343 n.2 (5th Cir,
1984)(suggesting that Hudson may imply relaxed fourth amend-
ment standard in context of body cavity searches performed in
prison), cert. denied, 105 S. Ct. 1873 (1985).

12. See generally Notc. Constitutional Limitations on Body
Searches in Prisons, 82 Colum, L. Rev. 1033 (1982).

13. See Bell v. Wolfish, 441 U.S. 520, 559 (1979)(courts must
consider “the scope of the particular intrusion, the manner in
which it is conducted, the justification for Initiating it and the
place where it is conducted").

14. Caution is advised in presenting this claim, since no case has
yet decided this and, as discussed below, the prerequisites for
establishing a fourth amendment “search and seizure” claim are
stringent.

15. National Treasury Employees Union v. Von Raab, 816 F.2d
170, 176 (Sth Cir. 1987); McDonell v, Hunter, 809 F.2d 1302 (8th
Cir. 1987); Shoemaker v. Handel, 795 F.2d 1136 (3rd Cir. 1986),
cert.denied, 107S.Ct. 577 (1986); Capuav. City of Plainfield, 643
F.Supp. 1507, 1514 (D.N.J. 1986). A very recently decided case,

Amalgamated Transit Union, Local 1277 v. Sunline Transit

Agency, No. CV086-8270RG(GX), slip op. at 10-19 (C.D. Cal.

July 7, 1987), thoroughly analyzes the applicability of the fourth
amendment to drug testing. Similarly, blood tests have been held
to fall within the fourth amendment in Schmerber v, California,
384 U.S. 757, 767-68 (1966).

16. 468 U.S. 517, 104 S. Cr. 3194 (1984).

17. See Bonitz v. Fair, 804 F.2d 164, 172 (1st Cir. 1986);
Blackburn v. Snow, 771 F.2d 556 (1st Cir. 1985); Arruda v, Fair,
710 F.2d 886, 888 (1st Cir. 1983) ied 464 U.S. 999
(1983); Logan v. Shealy, 660 F.2d 1007, 1013 (4th Cir. 1981),
cert. deniedd55 U.S. 942 (1982); Hill v. Bogans, 735 F.2d 391,394
(10th Cir. 1984); Frazier v. Ward, 528 F. Supp. 80,83 N.DN.Y.
1981); Sims v. Brierton, 500 E. Supp. 813, 817 (N.D. I
1980)(stating that the prison administration's “security concerns
areexcessive’”); Hodges v. KIein.412F.Supp. 896 (D.N.J. 1976).

18. These cases have explicitly rejected the argument that the
restrictive standard for random searches of cells under Hudsop
should apply to the forced extraction of body fluids. Storms v.
Coughlin, 600 F. Supp. 1214(S.D.N.Y. 1984); Tucker v. Dickey,
613 F. Supp. 1124 (D.C. Wis, 1985),

19. Information on these issues is contained in other sections of
this Manual, including the chapter on medical issues (which
contains a section on testing), the issue of The Exchange on
mandatory testing which is a Manual Appendix, and the issue of
this publication on prisons and Jails which is attached 10 this
arucle.

20. Sce The Exchange, August 1987, at 2 (reprinted in the
appendix to this article),

21. The Supreme Court has noted the importance of family
relationships to prisoners and found a “"constitutionally protected
marital relationship in the prison context.” Tumer v. Safley, 107
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§5. Cr. 2254, 2265 (1987).

22. See,e.g., Shoemaker v. Handel, 795 F.24 1136, 1144 (3rd Cir.
1986) cent, denied 107 S. Ct. 577 (1986); U.S. v, Westinghouse
Electric Corp., 638 F.2d 570, 577 (3rd Cir. 1980); Capua v. City
of Plainfield, 643 F. Supp. 1507, 1515 (D.N.J. 1986).

23. See Schmerber v California, 348 U.S. at 770.

24. A survey of 58 federal, state and local prison systems con-
ducted by the National Institute of Justice in 1986 found that AIDS
cases were rising more slowly among prison inmates than in the
population at large. New York Times, March 12, 1987, at 8.

25. For further discussion, see the excerpt from the article by
Urvashi Vaid reprinted in the December 1986 issue of The

Exchange.

25. An extremely authoritative source in this regard is the
publication by the National Academy of Sciences, Confronting
AIDS: Directions for Public Health, Health Care and Research
(1986).

27. See N1J Study, note 2 above, at xviii (“education and training
must continue to be the cornerstone of the response to AIDS in
correctional facilities, as in society at large.™)

28. One court has, in fact, ordered the distribution of an AIDS
brochure to all inmates at a New York prison. See LaRocca v.
Dalsheim, 120 Misc. 2d 697, 707, 467 N.Y.S.2d 302, 310 (Sup.
Ct 1983).

29. See Centers for Disease Control, Recommendations for
Preventing Transmission of Infection with Human T-Lvm.

rhotropic Virus Type HI/Lymphadenopathy-Associated Virus in
the Workplace, 34 MMWR 681 (Nov. 15, 1985).

30. Dep’t. of Labor, Dep’t of Health and Human Services, Joint
dvisory Notice: Protection Against Occ ational Ex
= - ; . s
(HIV) 52 Fed. Reg. 41818 (Oct. 30, 1987). For information, call
the National OSHA Information Office at (202) 523-8148,

31. With regard to inmates, distribution of condoms would be
another means of reducing the spread of HIV in prisons. Such a
policy has been implemented in Vermont, Vermont Dept. of
Corrections Medical Procedures 412 JJ (Addendum) and as part
of apilot program in certain city jails in New York. See New York
Times, June 30, 1987. Texas is considering a measure similar to
Vermont's. San Francisco Examiner, April 15, 1987.

32. Sce Tucker v. Dickey, 613 F. Supp. 1124, 1131 (D.C. Wis.
1985).

33. The Congressional Office of Technology Assessment con-
ducted a study of the false positivity and negativity rates of
approximately 700 U.S. laboratories. It found that some labora-
torics achieve performance standards close to the idcal of 0.5
percent false positives and 0.4 percent false negatives. Qther
laboratories had false positive rates greater than 4.7 percent and
false negative rates greater than 9.3 percent. Se¢ Washington
Post, October 27, 1987, at 5.

34. InNew Jersey, inmates have filed suit seeking strict confiden-
tiality of all AIDS-related medical records. Sheridan v. Fauver,
No. 85-3042 (U.S.D.C. N 1. filed Aug. 1985).

35. In California, only the subject may receive the results of the
test unless he or she gives written authorization for others to
receive it. Written consent is required for each separate disclo-
sure. Cal. Health & Safety Code sec. 199.21. In Wisconsin, the
only legal recipients of test results are the subject, the subject’s
health-care provider, laboratory personnel and other staff of
health-care facilities, and the state epidemiologist. Any disclo-
sure to others requires a court order, Wisc. Stat. Ann. sec. 146.025
(West Supp. 1986).

36. NIJ Study, note 2 above, at 58.
37. Id.
38. Storms v. Coughlin, 600 F. Supp. at 1223,

39. Deanv.Bowie, No.87-4745 (Suffolk Super. Ct. filed Aug. 27,
1987).

40. NIJ Study, note 2 above, at 42,

41. The court has found the roots of that rightto privacy in the first
amendment, Stanley v. Georgia, 394 U.S. 557 (1969)in the fourth
and fifth amendments, Terry v. Ohio, 392 U.S. 1 (1969), in the
penumbraof the Bill of Rights, Griswold v. Connecticut, 381 U.S.
479 (1965) and in the ninth amendment, id., or in the concept of
liberty guaranteed by the first section of the fourteenth amend-
ment. Meyer v. Nebraska, 262 U.S. 390 (1923).

42. Roev. Wade, 410U S. 113,152 (1973)¢iting Palko v. Conn.,
302 U.S. 319, 325 (1937).

43. Olmstead v, United States, 277 U.S. 438, 478 (1928) (Bran-
deis, J., dissenting).

44. Grummett v. Rushen, 779 F.2d 491 (9th Cir. 1985); Cumbey
v.Meachum, 684 F.2d 712 (10th Cir. 1982); Dawson v. Kendrick,
527 F. Supp. 1252, 1316-17 (ED.W. Va. 1981); Bowling v,
Enomoto, 514 F. Supp. 201 (N.D. Cal. 1980).

45. Forts v. Ward, 471 F. Supp. 1095 (S.D.N.Y. 1979) vacated in
pan 621 F.2d 1210 (2d Cir. 1980); Hudson v. Goodlander, 494 F.
Supp. 890, 894-95 (D. Md. 1980).

46. The constitutions of the states of Alaska, Arizona, California,
Florida, Hawaii, Illinois, Louisiana, Montana, South Carolinaand
Washington contain privacy provisions. In some other states
(including Georgia, Idaho and Massachuseus), the right 1o pri-
vacy has been judicially recognized. See also 1987 Lesbian/Gay
Law Notes | (Minnesota); 1986 Lesbian/Gay Law Notes 71
(Kentucky).

47. Committee to Defend Reproductive Rights v. Meyers, 29
Cal3d 252 (1981).

48. City of Santa Barbara v, Adamson, 27 Cal. 3d 123 (1980).

49. Board of Medical Quality Assurance v. Gherardini, 93 Cal,
App. 3d 669 (1979).:
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50. SeelInre Long, 127 Cal. Rptr. 732 (App. 1976). See also
Sterling v. Cupp, 625 P.2d 123 (Or. 1981)(prisoners’ privacy
protected under Oregon constitution).

51. NIJ Study, note 2 above, at 4.

52. The NIJ Study revealed that 27 percent of responding jail
systems segregate all seropositive inmates and an additional 30
percent make case-by-case determinations. The incidence of
segregationof prisoners with AIDS or ARC'is stil] higher. See NIJ
Study, note 2 above, at xxii. The study notes that the 27 percent
figure is a decrease from 41 percent the previous year.

53. Inone case, conjugal visits were denied. See Doev. Coughlin,
125 A.D.2d 783, 509 N.Y.S.2d 209 (1986), affd, 56 U.S.L.W.
2330 (1987).

54. In Jones v. North Carolina Prisoners’ Labor Union, 433 U.S.
119(1977), the court heid that prison administrators were justified
in restricting the right to group worship.

55. On the other hand, some inmates have filed actions seeking
separate housing for those who test positive (see La Rocca v.
Dalsheim, 120 Misc. 2d 697, 467N.Y.S.2d 302 (N.Y. Sup. 1983);
Herring v. Keeney, (U.S.D.C. Or., filed Sept. 17, 1985); Sheppard
v. Keeney, (U.S.D.C. Or. filed Oct, 7, 1985); Malport v. Keeney,
(US.D.C. Or. filed Oct, 11, 1985); Telepo v. Fauver, No. 85-
1742A (U.S.D.C. N.JI. filed April 15, 1985)) or seeking mass
screening of inmates, Potter v, Wainwright, No. 85-1616-CIV-
T15 (U.S.D.C. Fla. Mid. D.). Other inmates have filed sujt to
prevent homosexuals from working in the prison food service and
toobtain protection againsthomosexuals spreading HIV infection
through assaultive and consensual acts, Stalling v. Cane, (Fla. 2d
Cir., DeLeon County). Finally, one inmate has claimed severe
emotional distress as aresultof being housed in the same unit with
ARCinmates, Yates v.Lewis, No.CIV-86-1538-PHX (U.S.D.C.
Ariz.). See also Foy v. Owens, No. 85-6909, slip. op. (E.D. Pa.
Mar. 19, 1986)(inmate claimed right to be free from exposure to
AIDS but court dismissed claim as frivolous).

56. See San Antonio Independent School District v. Rodriguez,
411 US. 1, 4-5, 9-10 (1973)(strict scrutiny applied to constitu-
tional claims brought under equal protection clauses by class of
poor families challenging state system for financing public edu-
cation based on local property tax).

57. See Graham v. Richardson, 403 U.S. 365,376 (1971)(statutes
providing different welfare benefits to aliens and non-aliens
subject 1o strict scrutiny under equal protection clause);
McLaughlin v. Florida, 379 US. 184, 196 (1964)(state statute
prohibiting co-habitation of whites and blacks to be invalid
subject to strict scrutiny by court),

58. See Mississippi University for Women v. Hogan, 458 U.S,
718,723-27 (1982)(court found discriminatory admissions prac-
tice unconstitutional where male sought admissions to all female
university nursing school, applying heightened standard of re-
view); Gomez v. Perez, 409 U.S. 535 (1973)(state classification
providing that only legitimate children had judicially enforceable

rights to support from natural fathers struck down under middle
tier standard of review).
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59. See Massachusetts Board of Retirement v. Murgia, 427 U 5.
307, 312 (1976)(age classification subject to rational basis test);
see also City of Cleburne v. Clebume Living Center, 105 S. CL.
3249, 3255-58 (1985)(mentally retarded not a suspect class),

60. See Bowers v. Hardwick, 106 S. Ct 2841, 2844
(1986)(denying that right to engage in homosexual sodomy is
fundamental); see also Cordero v. Coughlin, 607 F. Supp. 9. 10
(S.DN.Y. 1984)(persons with AIDS not a “suspect class”).

61. See Cordero v. Coughlin, 607 F. Supp. (segregation of
prisoners with AIDS bears rational relation to legitimate govern-
mental objectives of safeguarding them from threats and violence
and similarly protecting others).

62. See Judd v. Packard, 669 F. Supp. 741 (D. Md. 1987)(segre-
gation justified as part of a “program of AIDS prevention”); Doe
v. Coughlin, note 53 above (denial of access to conjugal visit
program rational as a means of preventing the transmission of
AIDS); NIJ Study, note 2 above, at xxiv.

63. See Cordero v, Coughlin, note 60 above: Powell v. Depart-
ment of Corrections, 647 F. Supp. 968 (N.D. Okla. 1986) (court
dismissed scropositive inmates’s 14th Amendment claim chal-
lenging his segregation from the gencral prison population, citing
protection of other inmates from spread of the disease).

64. Sce Wellman v. Faulkner, 715 F.2d 269,272 (Tih Cir. 1983)
cert. denied, 468 U.S. 1217 (1984); Todaro v. Ward, 565 F.2d 48,
54 (2d Cir. 1977)("policy of deference to state officials is less
substantial when ... matters of prison discipline and sccurity are
not at issue’); Burks v. Teasdale, 492 F. Supp. 650, 655 (W.D.
Mo. 1980); Guglielmoniv. Alexander, 583 F. Supp. 821, 826-27
(D. Conn. 1984). See also Whitley v. Albers, 106 S. Ct. 1078,
1084-86 (1986)(discussed below in medical section). Although
these cases all deal with the right to medical ucatment, it js
arguable that less deference would also be paid when a medical
Justification is given for housing or program denial.

65. Nonetheless, such an argument was accepted by one court in
approving a ban on conjugal visits by prisoners with AIDS
because “'the possible risk of transmission from close contact with
an AIDS sufferer remains an unresolved question of great con-
cern.” Doe v, Coughlin, 509 N.Y.S.2d at 212,

66. Corderov. Coughlin, 607 F. Supp.at 10. Ifsex among inmates
is raised by the administration as a rationale for segregating
seropositive inmates, sce LaRocca v, Dalsheim, note 28 above, at
702(court orders distribution of AIDS brochure noting that “the
dissemination of information among inmates may reduce the
incidence of prison sex”).

67. This section focuses solely on therights of convicted persons.

For pre-tria] detainees, it must be established that the conditions of
confinement deny substantive due process by subjecting such

prisoners to “genuine privation and hardships over an extended

period of time” or to restrictions or conditions which are not

“reasonably related to a legitimate goal.” Bell v. Wolfish, 441

U.S. 520 (1979).

68. Estelle v. Gamble, 429 U.5.97, 104 (1976), ch'g de 1ed, 429
U.S. 1066 (1977). Sce section IIT on medical care below.




€9. Double—celling of prisoners alone, however, does not make
;Tison conditions cruel or unusual. Rhodesv. Chapman, 452 U.S.
at 34749,

70. See Spainv. Procunier, 600 F.2d 189, 199-200 (9th Cir. 1979).

71. See also Hoptowit v. Spellman, 753 F.2d 779, 783 (9th Cir.
1985)(district court must consider and decide whether each con-
dition amounts to unnecessary and wanton infliction of Ppain).

72. See, e.g., Bell v. Wolfish, 441 U.S. 520(1979) (first and fourth
amendments, due process claims); Kincaid v. Rusk, 670 F.2d 737
(7th Cir. 1982) (first amendment claim); Smith v, Jordan, 527 F.
Supp. 167 (S.D. Chio 1981) (fourth amendment claim); Dawson
v. Kendrick, 527 F. Supp. 1252 (S.D.W. Va. 1981) (procedural
due process, sixth amendment, equal protection claims). But see
Hewittv. Helms, 459 U.5.460, 103 S.Ct. 864,869-70(1983)(“the
ransfer of an inmate to less amenable and more restrictive
quarters for nonpunitive reasons is well within the terms of
confinement ordinarily contemplated by a prison sentence”) and
Turner v. Safley, discussed in sec. IA(2) above (limited test for
correspondence),

73. Parratt v, Taylor, 451 U.S. 527, 540 (1981).
74. Wolff v. McDonnell, 418 U.S. 539, 558 (1974).

75. Meachum v. Fano, 427 U.S. 215, 223-24 (1976).

76. Sze generally Project: Criminal Procedure note 3 above, at
0383-84.

77. Quick v. Jones, 754 F.2d 1521, 1523 (9th Cir. 1985).
78. Sce Mathews v, Eldridge, 424 U.S. 319, 334-35 (1976).

79. See NIJ Study, note 2 above, at xxiv.

80. School Board of Nassau County v. Arline, 478 U.S. —. 107
S.Cr.1123,94 L. Ed. 2d 307 (1987). ‘

81. See Doe v. Coughlin, 509 N.Y.S.2d at 212.
82. See discussion accompanying note 64 above.

83. Roba v. United States, 604 F.2d 215 (2d Cir. 1979); Knell v.
Bensinger, 522 F.2d 720 (7th Cir. 1975).

84. Harris v. McDonald, 555 F.Supp. 137 (N.D. I11. 1982).

85. Sce, e.g., United States ex rel. Hoover v. Franzen, 669 F.2d
433 (Tth Cir. 1982)(pendent Jurisdiction not available under
habeas corpus stamtes).

86. Inre Davis, 25 Cal. 3d 384, 158 Cal. Rptr. 384 (1979)(dcten-
tion of prisoners in administrative segregation without a hearing
violates their due process rights; writ of habeas corpus is proper
method to enforce their rights).

87. See, e.g., In re Riddle, 57 Cal. 2d 848, 22 Cal. Rptr, 472
(1962),

88. San Francisco Chronicle, June 14, 1987, at 1 (medical and
psychiatric care at the California Medical Facility at Vacaville
violates inmates’ constitutional rights “to be free from deliberate
indifference to their serious medical needs” stated Assistant U.S,
Attomney General William Bradford Reynolds in a letter to Cali-
fornia Governor George Deukmejian).

89. Claims relating to the denial of medical care as a violation of
the equal protection clause were discussed in the previous section,

90. See also Burks v. Teasdale, 492 F. Supp. 650, 655 (W.D. Mo.
1980).

91. See Ruiz v. Estelle, 503 F. Supp. 1265 (S.D. Tex. 1980), aff.
in part, rev. in part, 679 F.2d 1115 (5th Cir.), amendedin part,
vacatedin part, 688 F.2d 266, cert.denied, 460 U.S. 1042 (1983).

92. Wellman v. Falkner, note 64 above, at 273 (weighs against the
state the facts that a psychiatric position remained vacant for two
years and the authorized salary was “woefully inadequate™). 'Sce
also Guglielmoni v. Alexander, 583 F. Supp. at 826-28.

93. Benson v. Cady, 761 F.2d 335, 34041 (7th Cir. 1985).

94. Johnson v. Treen, 759 F.2d 1236, 1238 (5th Cir. 1985).

95. McCarthy v. Weinberg, 753 F.2d 836, 839 (10th Cir. 1985).
96. Ficlds v. Gander, 734 F.2d 1313, 1314-15 (8th Cir. 1984).
97. Hoptowit v. Ray, 682 F.2d 1237, 1257-58 (9th Cir. 1982).
98. Williams v. Treen, 671 F.2d 892, 901 (5th Cir. 1982).

99. However, in some jurisdictions, including California, certain
statutes allow for the ability of an inmate to sce a physician of his
or her own choice or to obtain a second medical opinion. Se¢e Cal.
Civ. Code sec. 3354(b). These statutes and their implementing
rules and regulations should be consulted and often provide a
solution for those inmates in need of immed;ate transfer to an

outside physician or hospital.

100, Lewis v. Rockefeller, 305 F. Supp. 258, 259, aff'd, 431 F.2d
368 (2d Cir. 1970).

101. Geraghty v, U.S. Parole Commission, 429 F. Supp. 737, 741
(M.D. Pa. 1977), aff'd, 719 F.2d 1199 (3d Cir. 1983) gert. denied
465 U.S. 1103 (1984).

102. California Penal Code secs, 3040, 3049.

103. Sce Commonwealth ex rel, Banks v. Cain, 345 Pa. 581, 238
A2d Y497, 143 ALLR. 1473 (1942); Eisentrager v. State Board of
Parole Commissioners, 85 Nev. 672, 462 P.2d 40 (1969).

104, Federal prisoners must file such an application, for example.
28 CFR 2.11 (1987).

105. N.Y. Times, March 7, 1987, at 1.

106. These jurisdictions include New Jersey, Wisconsin, Kansas
and District of Columbia. See Note, Survey of Criminal Proce-
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dure, note 3 above. Statutes and caselaw in various states relevant
to sentence modification are set forth in an appendix to this article,

107. Court Rule 3:21-10(b)(2). See State v. Priester, 99 N.J. 123,
491 A.2d 650 (1985).

108. ABA Comm. on Minimum Standards for Administration of
Criminal Justice, Standards Relating to Sentencing Alternatives
and Procedures, sec. 6.2 (Approved Draft 1968).

109. California Penal Code sec. 1170(d).

110. 18 US.C. 4205(g)(1976)(“At any time upon motion of the

Bureau of Prisons, the court may reduce any minimum term to the
time the defendant has served.”)

111. This provision also applies within 120 days after affirmance
of the judgment or dismissal of the appeal, or within 120 days after
entry of any order or Jjudgment of the Supreme Court denying
review of or upholding a conviction or probation revocation.

112. Solesbee v. Balkcom, 339 U.S.926,705S. Ct 618 (1950).

113. Moore v. Lawrence, 192 Ga, 441, 15 S.E.2d 519, 521
(1941).

114. Egan v. United States, 268 F.2d 820, 824, cen. denied 361
U.S. 868 (1959).

116. See Note, Survey of Criminal Procedure - Modification of
Sentences, 30 Rutgers L. Rev, 657, 672-73 (1977)(citing Gold-
farb & Singer, After Conviction 330, 340 (1973)).

117. See, ¢.g,, Cal. Penal Code sec. 4852.01 et seq

Appendices

1. Reduction or Change of Sentence.

2. AIDS in Jailg and Prisons, The Exchange (National
Lawyers Guild AIDS Network, Dec. 1986).

APPENDIX 1

Wisconsin, Kansas, and the District of Columbia allow
reduction or change of sentence “at any time” in speci-
fied circumstances, See v. Wuensch, 69 Wis. 2d
467, 480, 230 N.W.2d 665, 671-72 (1975)(modification
on application of the defendant based on new factors or
an abuse of discretion); Kyichera v ,» 69 Wis. 2d
534, 552-53, 230 N.w.2d 750, 760 (1975)(modification
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because of change of law); 'D.C. Code sec,
24201(c)(1967)(modification of minimum sentence to
time served on application of correctional authorities,
except for conviction of assault with intent o rape or
armed robbery after prior conviction for crime of vio-
lence); Kansas Stat. sec. 21-4603 (Supp. 1975)(modifica-
tion of minimum sentence to time served on recommen-
dation of Secretary of Corrections).

Most jurisdictions allowing reduction or change of sen-
tence provide a specific time period within which such

- change may occur. ABA Comm. on Minimum Standards

for Administration of Crimina] Justice, Standards Relat-
ing to Sentencing Alternatives and Procedures, sec.
6.1(a) commentary (Approved Draft 1968). e .
Ariz. Rev. Stat. ch. 17, sec 24.3 (1973)(within 60 days
after entry of judgment but before appeal filed); I1l. Ann,
Stat. ch. 38, sec. 1005-8-1(d)(Smith-Hurd 1973)(within
30 days after imposition of sentence); Fed. R. Crim. Pro.
35 (within 120 days of imposiu’on of sentence or resolu-
tion of appeal); Fla. R. Crim, Pro. 3.800 (within longer of
the same term of court or 60 days from imposition or
resolution of appeal).

Some jurisdictions follow the old common law rule, al-
lowing change of sentence only during the term of count,
until service of sentence has begun. Sce, e.g, Mich. Stat.
Ann. sec. 28.1097 (1972); People v, Fox, 312 Mich. 577,
581,20 N.w.2d 732, 733 (Sup. Cr. 1945), Some jurisdic-
tions allow no change of sentence other than to correct
error.  Sce, e.g,, Vi R. Crim. Pro. 36 (change only

correct clerical error).

The constitutionality of the “‘at any time” provisions of
the New Jerscy motion 1o reduce sentence has been up-
held. State v. Robinson, No. A-2669-75 (NJ. Super. CL
App. Div. Mar. 17, 1977), rev'g 140 NJ. Super. 459,356
A.2d 449 (Law Div. 1976).




Barney Frank, featured ”speaker at Iéglgﬁy im-
migration forum.

and Immigration, Congressman Barney
Frank, lawyer Richard landoli and the U.N.
High Commissioner for Refugees, Fernan-
do Chang-Muy.

The event, which is free, will take place at
the Univ. of Mass., 250 Stuart St., Room
222. For more information, call GLAD at
617/426-1350.

[ Stephanie Poggi

Rights of
seropositive

prisoners

SAN FRANCISCO — The Exchange, a
publication of the National Lawyers Guild
AIDS Network, notes that ‘‘after a series of
defeats, there have been several recent cases
protecting the rights of seropositive
prisoners.”’

Two of these cases involved the right to
privacy, specifically protection against non-
consensus disclosure of a prisoner’s
diagnosis. In Doe v. Coughlin, (N.D.N.Y.)
1988) a federal district courl granted a
preliminary injunction against the involun-
tary transfer of seropositive prisoners to a
segregated dorm because the transfer would
result in the disclosure of their HIV status.
The court held that “‘there are few matters
of more personal nature, and there are few
decisions over which a person could have a
greater desire to exercise control, than the
manner in which he reveals [an HIV
seropositive] diagnosis to others.... Within
the confines of the prison, the infected
prisoner is likely to suffer from harassment
and psychological pressures. Beyond the
prison’s walls, the person suffering from
AIDS is often subject to discrimination.”
(Memorandum decision of Oct. 14, 1988)

Similarly, a federal district court in
Wisconsin held that prisoners have a con-
stitutionally protected right of privacy with
regard to medical records (Woods v. White,
689 F. Supp. 874 — W.D. Wis.1988).

A third court held that the exclusion on
medical grounds of a prisoner with AIDS

Carolina, Black and White Men Together
(BWMT) of Los Angeles, and the Asian
AIDS Project of San Francisco.

“Ii’s easy for AIDS to reach minority
groups concentrated in our cities, but it’s
difficult for AIDS education to reach
them,’” said Thomas Cochran, director of
the Mayor’s Conference. ‘“This is why our
grants go to the local community groups
who demonstrate that they are in touch with
the people whose behavior puts them at risk,
that they can reach these people in schools,
on the streets, in bars, or wherever they may
be."”

Richard Asch of Stop AIDS Chicago —
which received a $40,000 grant for an educa-
tion project aimed at gay Latino and other
minority vouth—praised the grant. “It's a
tremendously important for the government
1o acknowledge that there is a group called
gay Latinos and that it needs AIDS educa-
tion.... 1U’s not everything we need but it's a
good start,”” Asch told GCN.

Asch said Stop AIDS Chicago has not ex-
perienced problems with the ““Helms
amendment,” a federal law authored by
Sen. Jesse Helms (R-N.C.), that forbids
federal funds for organizations that “‘pro-
mote homosexuality.”” The law requires that
local review boards review all materials
developed by AIDS groups. Review boards
include representatives of local health
departments, civic organizations, substance
abuse clinics and other groups involved in
AIDS prevention in the cities. Asch said “*So
far we have not run into problems presen-
ting educational material to targeted
populations. I think most health officials,
including those at the Centers for Disease
Control, support our work.”

{3 Chris Bull

Girl power

BERLIN, West Germany — Fifteen
young women between the ages of 14 and 21
have been editing a magazine for girls called
The Little Witch (Die kleineHexe). Accor-
ding to a translation in the most recent issue
of Connexions of a 1984 article in the West

Die kleine Hexe
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camera and wrote one page of the script
time. Then we started filming.”’). The
consists of a dramatization of the meeti
a girl group in which problems of v
women are discussed, interspersed
scenes illustrating the problems in real
The film won a national student film fes
award.

The girls say they hope their story
inspire other girls to resist. For our
future we wish to gain much more §
power."’

[ Stephanie P

Local legal group
seeks board
members

BOSTON — Gay and Lesbian Adv
and Defenders (GLAD), New Engl
public interest legal foundation for l¢
and gay rights, seeks members for its B
of Directors. Members will work wit
committed group of women and me

growing and dynamic organization

does cutting edge work in areas su
AIDS discrimination, foster care,
violence and civil rights,”” accordi
GLAD.

Board meetings are monthly a
members serve on Board comm
GLAD is looking for people with ani
and some experience in financial mj
personnel, and fundraising. People of
and non-attorneys are especially enco
to respond. Send a resume or other inf
tion about relevant experience and a
with a cover letter to Board Search, (3
P.O. Box 218, Boston, MA 0211
January 15, 1989. For further infor
call (617) 426-1350.

TICindy

Help sisters say it

BOSTON — *‘Say it, Sister!,”” a
public affairs call-in program on WN
88.1 FM provides a forum for local
to explore their talents and issues in
gressive setting. It has been broadd
nearly three years with community s
and the current production group
you to become a part of this vital r4
by contributing to fundraisin
recruiting drives now in progress.
to raise $1500 for a tape editing mac
$800 for high quality reel tape for tl
We also invite women interested in
the collective production group or in
in airing an issue to drop us a line.

Donations or messages can be
“Say it, Sister!"’ Box 426, Cambrid
02139. The collective can also be re3
leaving a message for Ellen Rey
617/576-1502.

Shows in January include discus
the housing crisis, with Barbara N
nette Diaz’s recent trip 1o Cuba;
periences of incarcerated wome
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uote of thé week

‘Boy, I sure hope people apply for all the
hs we need filled here at the paper.”’

— Frequenily stated around the of-
o at GCN by staff members. '

loston immigration
aw forum

BOSTON — A forum on how U.S. im-
igration law affects gay men and lesbians
1l be held January 17 at 7:30 p.m. Spon-
red by the Gay and Lesbian Advocates
d Defenders (GLAD) of Boston and the
lliance of Mass. Asian Lesbians and Gay
en, the event will present information on
w U.S. law allows for exclusion of gay
ople and people with AIDS/ARC or HIV-
Ssitive status. Also discussed will be how to
ply for permanent residency status and
[V testing requirements. In addition, an
pdate on the Immigration Reform Act will
e offered and there will be a question-and-
nswer period.

Panelists at the forum are Doralba
funoz-Godales of the Office for Refugees

Barmey Frank, featured speaker at les/gay im-
migration forum.

and Immigration, Congressman Barney
Frank, lawyer Richard landoli and the U.N.
High Commissioner for Refugees, Fernan-
do Chang-Muy. E

The event, which is free, will take place at
she Univ. of Mass., 250 Stuart St., Room

from a furlough program violated the equal
protection clause. The court said that the
denial was based on generalizations and
possibly false assumptions (Lopez V.
Coughlin, 139 Misc. 2d 851q — N.Y. Sup.
C1. 1988). *‘In general it is easier to attack a
prisen administration action based on
miedical grounds as opposed to security
grounds,”” said Ken Stephens, of Prisoners
Legal Services of New York, 2 Catharine
S1.. Poughkeepsie, NY 12601.

] Mike Riegle

Mayors allocate
annual AIDS grants

WASHINGTON — The U.S. Conference
of Mayors Dec. 3 announced $913,000 in
grants to 23 community-based AIDS educa-
tion groups around the country. Since its in-
ception in 1983, the Conference’s AIDS
Prevention Program has awarded $2.5
million in grants to 88 organizations, using
funds provided by the federal Centers for
Disease Control (CDC).

Groups awarded grants this year include:
the Austin Latino Lesbian and Gay
Otganization (ALLGO), Stop AIDS
Chicago, the PWA Coalition of Dallas,
Migrant Family Health Services in North
Carolina, Black and White Men Together
(BWMT) of Los Angeles, and the Asian
AIDS Project of San Francisco.

“It’s easy for AIDS to reach minority
groups concentrated in our cities, but it's
difficult for AIDS education to reach
them,’* said Thomas Cochran, director of
the Mayor’s Conference. ““This is why our
grants go to the local community groups
who demonstrate that they are in touch with
the people whose behavior puts them at risk,
that they can reach these people in schools,
on the streets, in bars, or wherever they may
be.”’

Richard Asch of Stop AIDS Chicago —
which received a $40,000 grant for an educa-
tion project aimed at gay Latino and other
minority yomh——praiscd the grant. ‘It’s a
tremendously important for the government
to acknowledge that there is a group called
gay Latinos and that it needs AIDS cduca-
tion.... It’s not everything we need butit’sa
good start,”” Asch told GCN.

| Asch said Stop AIDS Chicago has not ex-
perienced problems with the ““Helms
amendment,’’ a federal law authored by
Sen. Jesse Helms (R-N.C.), that forbids
federal funds for organizations that *“pro-
mote homosexuality.” The law requires that
local review boards review all materials
developed by AIDS groups. Review boards
: L e Loaal haalth

German Emma, the editors of The Little
Witch say they began their magazine
because ‘‘[W]e were simply fed up with hav-
ing to justify why we wanted to talk and to
write about girl-specific issues in mixed
school groups and papers.... We spon-
taneously decided to forma girls-only group
at our school.’” After a year of meeting, they
came up with the idea of producing a
magazine — as a way to present their issue
publicly and to reach other young women in
West Berlin.

The group wrote articles about sexual
harassment by teachers and fellow students,
violence against women, masturbation and
birth control. They solicited ads and articles
and organized the distribution of the paper
in front of eight different schools. Then, ac-
cording to the editors, ““The magazine hit
like a bomb. In the subway people talked
about it. At school everybody talked about
it. Parents ran amok. Girls had dared to put
out their own paper. They had written open-
ly about their own sexuality. At special
meetings, parents deliberated about how to
prohibit our publication. Anonymous
callers threatened our ad clients.... We were
a smashing success.”

The Little Witch went on to attract 20 new
girls from other schools and in 198;2 won
first prize in a youth magazine contest. The
group also produced a film called Girls’
Power (“We simply borrowed a Super-8
camera and wrote one page of the scriptata
time. Then we started filming.”). The film
consists of a dramatization of the meeting of
a girl group in which problems of voung
women are discussed, interspersed with
scenes illustrating the problems in reai life.
The film won a national student film festival
award.

The girls say they hope their story “‘will
inspire other girls to resist. For our own
future we wish to gain much more girls’
power.”’

[ Stephanie Pogg!

Local legal group

seeks board
members

BOSTON — Gay and Lesbian Advocates
and Defenders (GLAD), New England’s
public interest legal foundation for lesbian
and gay rights, seeks members for its Board
of Directors. Members will work with “‘a
committed group of women and men in a
growing and dynamic organization that
does cutting edge work in areas such as
AIDS discrimination, foster care, anti-
iolence and civil rights,” according o
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AIDS in Prisons and Jails:

Issues and Options

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

In the correctional context, dealing
with the problem of AIDS may pose

Theodore M. Hammett

even more difficult problems since
inmate populations may include high
proportions of individuals in AIDS risk
groups, particularly intravenous drug
users. Correctional administrators
must formulate policies that allow
them to manage their institutions
effectively, while dealing with a
serious health problem that may cause
fears among staff and inmates. Ad-
ministrators face difficult decisions
concerning prevention, housing, and
the provision of medical care, decisions
which are frequently complicated by
legal and cost issues.

In response to urgent information
needs expressed by corrections profes-
sionals, the National Institute of
Justice and the American Correctional
Association sponsored a study entitled
AIDS in Correctional Facilities.: Issues
and Options. The study was based, in
large part, on responses to a national
mail questionnaire from all 50 State
correctional departments, the Federal
Bureau of Prisons, and 33 large city
and county jail systems. The responses
were received between November
1985 and January 1986.

From the Director

Acquired Immunodeficiency Syndrome
(AIDS) represents a serious challenge
for American correctional systems.

Recognizing that many inmate popula-
tions contain a high concentration of
individuals at risk for the disease—
primarily because of histories of
intravenous drug use and, to a lesser
degree, homosexual behavior—correc-

tional administrators are concerned with

developing effective policies to ensure
the health and safety of both inmates
and staff.

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

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

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

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

Control, and the American Correctional
Association should be recognized.

This Research in Brief summarizes the
major findings and conclusions of the
full report. Like the full report, it is
intended to be informational rather than’
prescriptive.

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

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

James K. Stewart
Director
National Institute of Justice




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

Cause and transmission
of AIDS

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

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

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

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

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

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

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

Currently, the Centers for Disease
Control (CDC) estimate that 5 to 6
percent of seropositive individuals will
develop end-stage AIDS while another
25 percent will develop ARC. How-
ever, recent research suggests that the
percentage of seropositive individuals
who will develop AIDS may be
somewhat higher. Moreover, CDC
cautions that seropositive individuals

may be able to transmit the infection
to others, even if they never develop
symptoms themselves. Exhibit 1
summarizes the relationships among
exposure, infection, seropositivity,
ARC, and AIDS.

AIDS in the correctional
population

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

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

Exhibit 1

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

Stage Meaning

Relationship to
previous stage(s)

Exposure

Individual has contact with

HTLV-III in a way that makes
transmission possible (e.g.,

sexual contact or needle-

sharing activity)

Infection

Seropositivity

ARC

AIDS

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

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

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

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

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

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

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

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




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

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

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

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

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

Correctional policy issues
and options

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

Exhibit 2

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

Range of total State/Federal City/county
AIDS cases prison systems jail systems
n n n n
systems % cases % systems % cases %
0 26 51% 0 0% 13 39% 0 0%
1-3 15 29 24 5 10 30 16 5
4-10 5 10 30 7 7 21 43 14
11-25 2 4 42 9 1 3 12 4
26-50 1 2 33 7 I 3 40 13
5.1-100 | 2 95 21 0 0 0 0
> 100 1 2 231 sl 13 . 200 64
TOTAL 51 100% 455 100% 33 99%* 311 100%

Source: NIJ/ACA questionnaire responses

* Due to rounding

Education and training

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

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

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

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

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




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

HTLV-III antibody testing

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

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

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

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

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

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

Exhibit 3

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

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

“Includes 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
g p gory, reg y 4 purp ]

that do screening of all members of at least some risk groups, but no mass screening, are placed in the “screening
of risk groups” category regardless of whether they also do testing for diagnosis, incident response, or epidemiology

studies.

®Due to rounding.

® What are the policy implications of
identifying seropositive individuals?

Proponents of screening argue that
seropositive individuals must be
identified so they can be given special
supervision, counseling, and other
programming.

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

® How would mass screening affect
education and prevention programs?

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

Opponents argue that screening need-
lessly and misleadingly divides the
inmate population into a stigmatized
class and a “safe” class, thereby .
undermining the important educational
message that everyone should be
careful.

® [s it possible to develop a reliable
and confidential screening program?

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

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

® What are the legal implications of
screening?

Proponents argue that mass screening
is legal and proper and, in fact, that
failure to conduct mass screening may
result in serious legal liabilities.

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

J
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® What are the costs of mass screen-
ing?

Proponents of screening argue that the
test can be economically administered.

Opponents argue that when the costs
of repeat and confirmatory tests and
the costs of separate correctional
programming for seropositives are
included, the total price could become
prohibitive, particularly for large
systems and/or those likely to identify
large numbers of seropositive inmates.

® Will mass screening allay or inflame
Sfears?

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

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

® Are there feasible alternatives to
screening?

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

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

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

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

In 60 percent of the responding juris-
dictions, all testing is either voluntary
or on inmate request. In 15 percent of
the jurisdictions, all testing is manda-

tory.

There are serious legal and ethical
issues involving both whether inmates
can be compelled to submit to testing
and whether they have a right to testing
onrequest. Laws in some jurisdictions
(e.g., California and Wisconsin)
prohibit HTLV-III antibody testing
without the informed consent of the
subject.

Those who oppose mandatory testing
argue that, because of the potentially
serious negative effects of testing
(e.g., discrimination in housing,
employment, insurability), medical
ethics require that there be a right of
refusal, regardless of law or policy.

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

Medical, legal, and correctional
management issues

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

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

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

Careful surveillance and regular
followup are extremely important for
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patients with AIDS, ARC, and HTLV-
III seropositivity, since life-threatening
symptoms can develop very quickly.
Because AIDS patients experience
serious psychological as well as
physical problems, counseling and
support systems involving correctional
staff and family members are also
considered important components of
care.

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

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

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

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

1. maintaining inmates in the general
population;

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

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




4. hospitalization; and

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

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

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

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

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

1. medical segregation of AIDS
patients, but no segregation of inmates
with ARC or HTLV-III seropositivity;

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

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

4. extensive staff and inmate educa-
tional programs.

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

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

Exhibit 4

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

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

* Segregate AIDS cases; ARC cases and

seropositives maintained in general

population 3 6% 3 9%
* Segregate AIDS and ARC cases;

seropositives maintained in general

population 10 20 3 9
 Segregate all categories 8 16 13 41
* Nosegregation of any categories 2 4 0 0
* No policy 8 16 1 3
* Combinations involving case-by-case

determination 16 31 10 30
* Other policy combinations 4 8 3 9
TOTAL 51 101%° 33 101%°

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

®Due to rounding.

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

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

'CDC, Morbidity and Mortality Weekly Report
(MMWR) 1982; 31:577-580; see also MMWR 1985;
34: 681-695.
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Some correctional agencies have
instituted precautionary measures
which go far beyond those recom-
mended by CDC. Many of these
measures are designed to limit expo-
sure under extremely unusual cir-
cumstances or to prevent exposure
through casual contact. However, all
evidence indicates that AIDS cannot
be transmitted by a single exposure of
any kind or through casual contact.
This is a major theme in most AIDS
education programs.

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




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

Notification and confidentiality.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Suits on the quality of correctional
medical care® may be brought on the
basis of Federal constitutional stand-
ards, State law, or common law. There
are three constitutional principles
relevant to correctional medical care.

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

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

*This discussion is based largely on the presentation
of Clair Cripe, Esq., of the Federal Bureau of Prisons,
ata meeting of Correctional Commissioners on AIDS,
sponsored by the National Institute of Corrections,
Atlanta, Georgia, November 6, 1985.

“See, e.g., Rhodes v. Chapman, 452 US 337 (1981).

5429 US 97 (1976).




cases involving AIDS inmates, because
of the segregation issues.

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

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

1. Equal protection. Cases filed by
inmates alleging denial of equal
protection based solely on the fact that
they had AIDS (e.g., Cordero v.

C oughhn) This case was decided in
favor of the correctional department.

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

5607 F Supp 9 (S.D.N.Y., 1984)

medical care and associated services
(e.g., Storms v. Coughlin).’

3. Failure to protect others from
AIDS. Cases filed by inmates and
potentially also by staff alleging
inadequate protective measures and
seeking additional steps such as mass
screening of inmates and segregation
of inmates with AIDS, ARC, or
HTLV-III ser0p031t1v1ty (e.g.,MtrLa
Rocca v. Dalsheim).® The La Rocca
case was decided in favor of the
correctional department; other cases on
these issues are still pending.

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

8120 Misc 2d 697 (N.Y. 1983). See also Herring v.

Keeney (U.S.D.C., Oregon, filed September 17,
1985); Sheppardv. Keeney (U.S.D.C., Oregon, filed
October 7, 1985); Malport v. Keeney (U.S.D.C.,
Oregon, filed October 11, 1985); Telepo etal. v. Kean
etal. Civil Action 85-1742A(U.S.D.C., New Jersey,
filed May 1985).

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

Theodore M. Hammett was project
director for Abt Associates, Inc., in
the urgent 4-month study that led to
this condensed report. To learn
about availability of the full report,
call the National Institute of Justice/
NCJRS at 800—-851-3420 and give
the title and identifying number, NCJ
100126. (From Alaska, Maryland,
and the Metropolitan Washington,
D.C., area, call 301-251-5500.)

U.S. Department of Justice
National Institute of Justice

Washington, D.C. 20531

Official Business
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ALLRXD 39
REBECCA ALLERTON
DIRECTOR

ITHACA RAPE _CRIS
PO J’sox‘}}e"’f}B &3
ITHACA NY

BULK RATE
POSTAGE & FEES PAID
DOJ/NLIJ
Permit No. G-91

14851~




INMATES AND OFFICERS

AIDS & PRISONS

THE FACTS




Infroduction

Today a phantom haunts American prisons and jails. This phantom is AIDS-pho-
bia—the fear of Acquired Immune Deficiency Syndrome (AIDS). Prisoners and cor-
rections officers alike are worrying, asking themselves if they are at risk simply by
being inside prison walls. This booklet will shed light on this phantom. We want to
give you the facts about AIDS in prison. We want to help each prisoner and officer
fight the real enemy—which is AIDS, and not the phantom enemy—the fear of
AIDS.
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Definitions = Meaning of Words

AIDS—Abbreviation for a disease called Acquired Immune Deficiency Syndrome
ARC—Abbreviation for AIDS Related Complex
HIV—Abbreviation for the virus believed to cause AIDS—Human Immune Deficiency

Virus
HIV Positive—a_test result which shows a person has been infected with the AIDS
virus
HIV Negative—a test result which shows a person has not been infected with the
AIDS virus

ELISA—one of the blood tests used to find out if a person is infected with the AIDS
virus. This is a screening test.

Western Blot—another test used to find out if a person is infected with the AIDS
virus. This is a confirmatory test.

IV Needles—Abbreviation for intravenous needles or “works’’




Questions and Answers About AIDS

1. What is it?

AIDS is the shorthand for Acquired Immune
Deficiency Syndrome—a disease that affects
the immune system. Your immune system
helps your body fight off many simple ill-
nesses like colds and the flu. Your immune
system also helps your body heal when it is
attacked by more serious illness—Ilike hepati-
tis, tuberculosis or pneumonia.

When a person gets AIDS, he or she is
not able to fight back as well against simple
and serious illnesses. AIDS leaves the body
open to attack by all sorts of viruses, cancer
and sicknesses that a healthy person does
not have to fear.
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When people have AIDS, they fall sick
again and again, because their immune sys-
tem is not strong. Eventually, most people
with AIDS die. There is no cure for it. A lot of
drugs are being tested to help people with
AIDS, but so far only one drug, AZT, has
been shown to have an impact. We will talk
about this drug later on.




2. What causes AIDS?

In 1983, doctors learned that AIDS was
caused by a virus. A virus is like a germ that
infects your body and makes you sick. The
AIDS virus is called HIV—short for Human
Immune Deficiency Virus. The HIV virus
enters the blood and destroys the body's
immune system.

There are many differences between
someone who is infected with the HIV virus,
and someone who has the AIDS disease. To
understand these differences, it helps to think
of AIDS as a road with a series of possible
paths.

The road begins when a person is in-
fected with the HIV virus. We will talk about
how a person gets infected later on in this
booklet. The road ends when a person gets
full-blown AIDS. In the middle of the road are
those people who are not completely sick,

/ _/

and not completely healthy; these people
have what is called AIDS Related Complex
(ARC). People with ARC have many of the
same symptoms as people with AIDS, but
their immune system is still working and they
are not as seriously ill.

The road from HIV infection to full-blown
AIDS is not a straight road. Not all people in-
fected with HIV go on to develop AIDS. But
doctors have learned that as time passes, the
odds increase that a person who has HIV in-
fection will get sicker. Doctors say that at
least 30% of those with HIV infection will go
on to get the AIDS disease within seven (7)
years of being infected. That percentage does
appear to be increasing as more information
becomes available.

Scientists are not yet sure why some
people get sick more quickly than others.

HIV Infection

ARC AIDS-Related Complex

Full Blown AIDS
5




There is new evidence that people who have
been infected with other illnesses that hurt
their immune system get sicker more quickly
than those who get HIV infected but have had
a pretty healthy life before that. Many experts

believe that the more times you are exposed
to the HIV virus, the greater your chances of
becoming ill. It is possible to become infected
with the AIDS virus in just one encounter.

3. How do you learn if you are infected with the AIDS virus?

To find out if a person has HIV infection, doc-
tors must do a series of blood tests. These
tests can tell you if you have been exposed
to the HIV virus. People who have been ex-
posed to the HIV virus are sometimes re-
ferred to as HIV positive (infected). Those
people who test negative for the HIV virus
are called HIV negative (uninfected).

The blood tests that are used today to
detect the HIV virus are simple. If they are
done carefully, they are usually accurate. But
there are many problems with the tests that
you should know about.

First of all, the blood tests only tell you
that you have been exposed to AIDS, and
that you are infected with HIV. The blood
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tests we use measure what are called anti-
bodies to the HIV virus. Usually antibodies
are the ammunition your body makes to kill
infections. If you test positive to HIV, doctors
are telling you that you have antibodies to
AIDS and that you can be sure that you have
been infected with the virus.

The second problem with the AIDS blood
tests is that they can be wrong. Sometimes
an HIV test comes out positive even though a
person is not infected (false positive). Some-
times a negative test result is not accurate
either (false negative). In other words, the
person was infected but the test did not show
it.

To correct for most of these errors, doc-




tors must do three tests on your blood. They
must do two ELISA tests. If these two tests
come back positive, they must do a third test
called a Western Blot. The third test is essen-
tial to correct errors which are common on
ELISA tests. Until all three tests are done, you
will not know whether a positive result is
accurate.

Another problem is the lack of privacy or
confidentiality in jails and prisons. Rumors
spread quickly and people may be discrimi-
nated against because they had a positive
test or because others think they had a posi-

tive test.

The final thing to remember about HIV
tests is that they cannot predict what will
happen to you in the future. So that if you
test negative today, there is no guarantee
that you will remain negative tomorrow, un-
less you take great care of yourself. Also, if
you test positive today, there is no way to
know whether or when you will become ill.
This means that anyone who finds out his/
her test results needs to take care of their
health to make sure that they do not get the
AIDS disease.

4. How are AIDS and the HIV virus transmitted?

AIDS is passed along in two ways: (1) blood
to blood contact; and (2) sex of all kinds
where the body’s fluids are passed between
people.

The HIV virus is hard to transmit unless
blood or other body fluids (like semen) are
involved. Doctors have shown that AIDS can
be passed on in these ways:

—Man to man anal intercourse; both part-
ners are at risk to pass along and receive
the HIV virus

—Man to woman during vaginal and anal
intercourse

—Woman to man during vaginal and anal
intercourse

—Man to man or woman to man oral sex




—Pregnant woman to infant baby
blood is used
either with drugs or tattoos
AIDS CANNOT BE SPREAD BY:

—playing sports
—shaking hands

person
—hugging

—breathing the same air
—touching objects

—sharing plates and utensils

contact
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—Through blood transfusion if infected

—Through sharing IV needles and works,

—eating food cooked by an HIV positive

—sharing toilets, showers and facilities
—any other ordinary, casual, day-to-day

In a series of studies of families where
one member had the AIDS virus (from in-
fected blood transfusions), there was no evi-
dence of any other family members becom-
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ing infected even though they shared
everything in the family home.

It is here that the phantom enters the
prison picture. Corrections officers and in-
mates say that because prison is so different
from the free world, AIDS transmission inside
prison must be different from what it is like
on the outside.

This is not true. AIDS in prison can only
be spread in the same ways as it is in the
free world: through blood to blood contact;
and through sex of any kind that involves the
exchange of bodily fluids.

Remember three things:

1. The HIV virus is spread through very
specific behavior. It will not fly across the
room and infect you on its own.

2. Anyone who does certain things is at
risk for getting AIDS. Even if you are not an
IV Drug user, or not a homosexual, or have
never had anal sex with a man—you could
still get AIDS. For example, if you have un-
protected sex with another person who has
the virus or AIDS, you can get AIDS.




3. You can protect yourself against AIDS.
It's up to you. There are things you can do to
make sure that you never get infected. There
are also ways to improve your chances of liv-

ing even if you are infected with HIV or even
if you do have AIDS. We will talk about these
later on.

5. How many people have AIDS? Who are they?

As of April 4, 1988, 58,270 Americans are sick
with AIDS. Of these people, 32,545 are al-
ready dead. The rest will die unless a cure is
found soon.

Doctors say that at least 1 million people
are infected with the AIDS virus today. Many
of these people show no signs of being sick.
But each of them might pass the virus along
to someone who is not infected.

As of October 1987, there were 1,964
prisoners in state and federal prisons and
jails who had been diagnosed with AIDS. At
least 875 of these inmates are dead. No cor-
rections officers have gotten AIDS on the job.
The only cases of corrections officers devel-
oping AIDS involve those who got infected

by using dirty needles outside of work,
through blood transfusions or through sexual
contact with an infected person. NO CO’s
have gotten AIDS on the job.




Avoiding AIDS in Prison

People who have taken drugs intrave-
nously (with a needle), have a high rate of
HIV infection. Because of the large num-
ber of inmates with a history of IV drug
use it is important to be very careful
about certain kinds of behavior in prison.

1. Do not share tattoo needles.

2. Do not share IV drug needles or
works.

3. Do not have sex or have only safe
sex. If you have any kind of sex, use a
condom. Safe sex is when no body fluid
such as semen is passed along from one
person into another person.

4. You cannot get infected just by
touching blood because the infection only
passes on when the infected blood is in
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contact with your blood; however, it is
important to be very careful around
blood.

5. You cannot get infected with AIDS
by coming into contact with urine, feces
or spit.

6. It is very difficult to get infected
with AIDS just because you were bitten or
in a fight. We know of no cases of this.
However, if you think someone else’s
blood came into contact with your blood,
consult the prison medical staff.

7. If you are raped or forced to en-
gage in sex, consult the prison medical
staff and discuss testing.

8. Consult with prison medical staff if
you have any questions about AIDS.




Medical Care for People with AIDS or HIV

There is no cure at this time for AIDS.
Doctors and scientists are working on
finding a cure and hopefully that will
happen.

The diseases or opportunistic infec-
tions that result from having AIDS (such
as forms of cancer and pneumonia) can
be treated. The particular kind of treat-
ment and where it should take place
(prison infirmary, hospital or regular
housing unit) should be decided by prison
medical staff based upon good medical
practice.

There is one experimental drug,
called AZT, which appears to “slow
down’’ AIDS. It is not a cure but in a num-
ber of cases it can delay the progression
of the illness. There are some side effects
from AZT and not everyone can take the
drug. Other drugs may be licensed soon
for use in AIDS or HIV infection. If you
have AIDS or HIV infection, you should
discuss treatment and access to new
drugs with the prison medical staff.

1




AIDS is a very new disease and many of
the legal issues have not yet been fully
decided by the courts. The following is
our opinion of what the law is or should
be.

1. It is unlawful in jail or prison to
use IV drug needles or works unless they
are administered by prison medical staff.

2. It is unlawful in most jails or pris-
ons to engage in sexual activity un/ess it
takes place during a regular prison pro-
gram such as private family visits.

3. Inmates and officers should have
the right to ask for an AIDS test if they
believe that they have been exposed to
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Your Legal Rights and Responsibilities

the AIDS virus.

4. Inmates and officers should have
the right to refuse an AIDS test unless
there is a medical reason for a particular
person to be tested. Mass testing of all in-
mates or all staff is inappropriate. There
should be no punishment for an inmate
or officer who refuses to participate in
mass or individual testing.

5. It is unlawful for any person to
force or coerce another person to engage
in sex.

6. Inmates should not be segregated
just because they have tested HIV positive
or have ARC or AIDS. They should only




be placed in separate housing if there is a
real medical or security reason to do so:
for example, a prison doctor may believe
that a particular inmate needs to be sepa-
rated for treatment purposes or a particu-
lar HIV positive inmate may have a his-
tory of committing sexual assaults.

7. Inmates with AIDS or HIV should
have full access to prison programs and
services unless there is a medical reason
why a particular inmate cannot partici-
pate.

8. Prisoners or officers cannot be
punished in any way just because they
test HIV positive or have AIDS.

9. Prisoners with AIDS or related dis-
eases must be provided with complete
medical care no matter how costly it may
be. The Supreme Court has ruled that
“deliberate indifference to a prisoner’s se-
rious medical needs” is a violation of the
U.S. Constitution.

10. Inmates and officers should have
the right to have all of their medical rec-
ords and any medical test results treated
confidentially. Medical records and test
results should not be released without
their permission.

13
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How to Get More Information About AIDS

Consult with the medical staff at
your jail or prison.

Write:

AIDS Program

Center for Infectious Diseases
Centers for Disease Control
1600 Clifton Road, N.E.
Atlanta, GA 30333

- 404/639-2891 (general information)

404/639-3352

AIDS & PRISONS: THE FACTS FOR INMATES AND OFFICERS

U.S. Public Health Service

Room 725-H

200 Independence Avenue, S.W.
Washington, D.C. 20201

202/245-6867 (office of communications)
1-800/342-AIDS (AIDS hotline open

24 hours a day)

(The U.S. Surgeon General can be
reached through the U.S. Public
Health Service) (same address)

3. Write:

AIDS Information

The National Prison Project
1616 P Street, N.W.
Washington, D.C. 20036



AIDS Information

The National Prison Project
1616 P Street, N.W.
Washington, D.C. 20036

FOR BULK ORDERS CALL:
(202) 331-0500

Copyright 1988, The NPP-ACLU @i
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AT

A Consultation on

Prevention and Control

of AIDS in Prisons was

convened by the World

Health Organization’s

Special Program on AIDS

" in November 1987.

Thirty-seven specialists

from 26 countries

participated, including

experts in epidemiology, X

public health policy,

prison and medical .

administration, and

occupational health and

safety. The consultation

adopted the following

policy recommendations:

1. Prison adminstrations

should recognize their

responsibility to
minimize HIV

transmission in prison

(and consequently in the

general community when

prisoners are released).

\

72. Prisoners should be

treated in a manner
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similar to other members
of the community, with
the same right of access
to:

- a. educational
programs designed to
minimize spread of the

disease, including up-
to-date information on
AIDS and preventive
measures;

b. testing for HIV
infection on prisoner
request, with
confidentiality of
results, timely pre- and
post-test counseling,
and support from

JUne 1958

%

The World Health
ormtion on -
Prisonera with AIDS

appropriately-trained

- persons [sic] acceptable

to the prisoner;

c. medical, nursing,
inpatient and outpatient
services of the same
quality as those for
AIDS patients in the
community at large;

d. information on
treatment programs and

‘the freedom to refuse
_ . such treatment.

3. In addition,

prisoners with AIDS
should be considered for
compassionate early
release to die in

dignity and freedom.

4. Prisoners should not
be subjected to
discriminatory practices
relating to HIV
infection or AIDS such
as involuntary testing,
segregation or
isolation, except when
required for the
prisoner’s own well-
being.

5. All prison staff
should receive up-to-
date information and
education on AIDS

‘prevention and control

in prisons, as part of
broader training in
occupational health and
hygiene. Information on
AIDS should include
recognition of possible
AIDS-associated
conditions and guidance
on the most humane
management of HIV-
infected prisoners.
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THERE’S A MONSTER IN THE STREET

A new booklet about AIDS has been published by inmate Tony DeFarlo entitled _
"There’s a Monster in the Street." Tony is currently incarcerated at the Taconic Correctional .
Facility in Bedford Hills, but expects to be released on October 7th. It is written in "street
language” and is aimed at "street people, prison inmates, drug users and other ‘fast laners’ who.

might have trouble understandmgtile medical ]irgonthat appearsinalotufhteratureabout e
AIDS, : ;o br R T S R et ol g
According to the author, "the profits will 80 to provide housing for [paroled] PWAs." . Y
The price is $1 plus $.50 for postage and handling. It is currently also-available in Spanish. -
Tony, a musician, is currently working on a rap version of "There’s a Monster in the
Street." e e WL g8
Those interested in obtaining a copy should write: Tony DeFarlo, 85A4222, A4, 250"
Harris Road, Bedford Hills, NY 10507. : PP C o R

PRISON BOOK PROGRAM

All prisoners, and especially women, are encouraged to write the Prison Book Program
(c/o Redbook, 92 Jamaica Plain, MA 02130) to request free books on women’s issues, fiction, .
political topics, racism, prisons and laws, gay/lesbian, & other issues. (We usually run about 2
months behind in filling requests.) We also have a resource list for prisoners which includes
listings of prisoner support organizations, newspapers and penpals, | '

PWA COALITION "NEWSLINE" SEPT. 1988
NEW YORK




TREATMENT INFORY

These ars some, nco 2 5 o1 AIDS treatrment information.

AIDS Treainent
c/o John James
PG BOX 1112386
San Francisco Ch 91111 115-282-C110

Treatment Issuces
of Medical InFermation

+
o iy e 1 b
132 West Zith S+, 271

NY  NY 10011

AMTAR Directory for Exverimental Treatmonts
i
01D West 37th S
S Suite 105
Y NY XY 1e0ie

‘ Ga, Community
. 208 West 12th Street
ANY  NY

Project Inform

25 Taylor Street :

San Francisco CA 911902 Nat’l 800-822-7422
Cal 800-334-7422

PWA Coalition Newsline

263A 19th Street .

NY NY 10011 212-627-1810

Body Positive
2638 West 19th Street Rm 107
NY NY 10011 212-633-1783

ACT®UP Issues Committee
" e¢/o Dr. Iris Long
496 A Hudson Street.Suite G2
;- NY NY 10014 212-533-8888

. Focus

. UCSF AIDS Health Project

PO BOX 0881

San Francisco CA 94143-0881 415-476-6430

D.A.I.R. Document AIDS Issues and Research
2336 Market Street #33
.San Francisco CA 94114 415-928-0292

Healing Alternative Buyer’s Club
273 Church Street
San Francisco CA 94114 . 415-863-2437

AIDS Alternative Healing Hotline 415-558-9292
\
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“They keep th

‘shut”

As HIV mfect:on in prisons skyrockets heaith care for

prisoners remains negligible
By Elizabeth Pincss

BOSTON — Last year at Deer Island.

House of Corrections, a'county jail in the
Boston Harbor, a man died during an
asthma attack when correctional officers
refused 1o provide him with medical atten-
tion. Recently at the MCI-Framingham
state facility, a woman who was nine
months pregnant was shackled with leg and
wrist irons, and roughly escorted to the
hospital for her delivery. According to Linda
Thurston, who coordinates the Criminal
Justice Program at the American Friends
Service Committee (AFSC) New England
Region, such abuse of inmates and neglect
of their health care needs is commonplace in
prisons and jails.

Thurston explained that many prisoners
are particularly vulnerable 10 health pro-

blems due to prior histories of drug use,.

poverty, scanty medical care, poor nutrition
and a lack of physical safety. She added that

additional problems are inevitably brought
on by incarceration. These include stress,
emotional problems, vision impairment for
prisoners in isolation, and contagious
diseases ranging from flu to hepatitis to
AIDS, ARC and HIV-infection.

Uneven delivery of medical care in prisons
further aggravates health problems. Many
conditions are often overlooked, including
Agent Orange poisoning and PTSD (Post

positive. The DOC did not release com-
parable statistics about men prisoners. Lila
Austin, co-director of the Boston-based
prisoners’ rights group, Social Justice for
Women, said that advocacy workers for
prisoners estimate that up to 90 percent of

le incarcerated in state prisons may be
infected with HIV.

*““AlDS is by far the most serious hnlh
issue in prisons,’’ Austin said. “There’s a
very high instance of 1V drug use, and com-
ditions are very.over-crowded.”” She ex-
plained that between 70 to 90 percent of all
prisoners are present or former IV drug
users, putting them at high risk for contrac-
ting AIDS through shared contaminated
needies. Nonetheless, according to Austin,
prison officials have responded slowly to the
AIDS epidemic, failing to provide adequate
medical and social services or substance
abuse treatment.

Other prisoner advocates and AIDS
educators agreed that lack of access to AIDS
information and safer sex materials is a
deplorable problem in prisons. A recent let-
ter to the GCN Prisoner Project outlines the
situation.

““The two most common ways of contrac-
ting [HIV] are nearly second nature to most
inmates: homosexuality and drug use,'
wrote a prisoner from Louisiana. “‘But the
Department of ‘Corrections’ has chosen to
keep their eyes shut and their mouths open
— open to tell the lies that they don't have
any AIDS problem to speak of. And since
nobody else out there scems to want to
speak of it either, our deaths and the educa-
tion it would take to prevent them, are ig-
nored. The ‘corrections’ people are more
worried about how to protect their staff
than they are about prisoners already dying
(alone).””

Prisoners who are diagnosed with AIDS,
ARC and HIV-mfecnon may receive little or
no and may be h d
or uslnuwd from other prisoners and staff.
According to Billy Jones, a health educator
with the Whitman-Walker Clinic in

Traumatic Stress Disorder) for
and medical comphauuns for pnsonm

Washi D.C., pri 3 with AIDS,
ARC or positive HIV status are ununy
isolated in so-called '*protective custody.’”

with drug or alcohol depe . Preg-
nant women often suffer from particular

Ducnbuulhecnld drab and unheaithy
of being “‘locked down,”

neglect, and access 1o ab may be

limited or dang ly delayed. For lesbi
and gay men, llready overiooked or

Jones explained that prisoners in protective
custody lose Lhe opportunity 1o work or par-
icipate in other programs (o earn good Use

mistreated by the di
impnsonment can lead to further harass-
ment and physical abuse.

“*The medical care in prison facilities is
abysmal,"* said Deborah Shields, attomey
with the legal task force of Boston's AIDS
Action Committee (AAC). *“We get com-
plaints by the dozens. Each facility is sup-
posed to have some health care — but it's
generally very limited and inadequate.”™

Shields described what she called the ap-
palling conditions of Lemud - Shattuck
Hospital, a prison medical facility in
Boston. She said the Shattuck is an lnoent
building without fans, air d

— that is, credit for earty release. In fact,
HIV-positive prisoners are increasingly be-
ing warchoused indefinitely in prsca mola-
tion units, according 10 prisoner advocales.

“Prisoners with AIDS can’t get medics-
tions, can't go to hospitals of their choice
and are locked up in isolated settings,”" ssid
Diane McLaughlin of Manachusetts Cor-
rectional Legal Services. She descnibed how
prisoners with AIDS, who are not granted
wnr;dtnuhty prounuu. are often sub-

windows that open. According 10 Srudds
prisoners who need hospital care are locked
up 24 hours a day in cockroach-ridden rooms
with no access to education, training or
recrealion programs.

“*Health care in prison? Imprisonment
itself leads to ill health, whether through the
medical conditions, or through the effects
of physical violence in prison,’’ stated & re-
cent editorial in Qutiook on Justice, an
AFSC pewsletier, **Beatings by guards and
prisoner on prisoner violence result in
\raumatic injunies which may or may not be
adequately treated by prison medical per-
sonnel. The stress from the constant threat
of violence plays havoc with bommmal
and physical well-being.'*

AIDS, ARC, and HiV-infaction in o

A report reieased this speing by the
Massachusetts Depariment of Correction
(DOC) revealed that out of 250 women
prisoners in the state who voluntarily sub-
mitted to an HIV-antibody test, 100 tested

fmmnmmmnmx-
cem (o prisons, Social Justice for Women,

AmxhaSonﬂJum for Women pro-
mnlkﬂlbc“‘mlﬂﬂhhwl_m
ning Center, of fers substance abuse support
services for women prisoners, lobbies for
improved health care and focuses on pas-
ticular needs of Black and Latina prisoocrs.
TMmehnmmubbququmns
L <] Contisusd on page 16
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education within MCI Framingha
Such programs remain scarce and
funded. Advocates stressed that peo
groups working with prisoners mus
efforts to share strategies about min
the psychological and physical at
prisoners, while wurlnnl 10 increase
awareness of the issues. [

Note: The National Prison Projec
ACLU will send FREE to prisoners |
bookiet “AIDS and Prisons” o
results of their survey on AIDS in |
Send for them to: ACLU-NPP, 161
NW, Washingion, DC 20036.
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Stockholm AIDS Conference:
The Untold Story

by John S. James

The "IV International Conference on AIDS", June 12-16 in
Stockholm, Sweden, included over three thousand scientific
presentations--more than twice as many as last years' meeting in
Washington, D.C. We covered these conferences to gather information
on promising treatment possibilities and related scientific research,
This article gives our overview; details will follow in the next
several installments, starting below and continuing every other
issue.

What's Right?

Despite largely pessimistic press reports, we found more good

news than bad from the Stockholm conference:

* Tremendous nuts-and-bolts progress in basic research

represents major advance toward an eventual cure or highly effective

treatment-—for AIDS and many other diseases as well. Little of this

'progress makes headlines, however.

* The conference reflected a new stage of effective worldwide

rmobilization in many areas of AIDS. (Unfortunately there are also

glaring deficiencies, illustrated below.)
* In civil liberties and related areas (outside our treatment
focus) the world's experts have developed strong consensus which

Statement of Purpose
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recognizes the concerns and dignity of persons with AIDS. For example,
balancing the rights of infected persons against those of the
uninfected is seen as a false issue; on the contrary, ,

* antidiscrimination protection is regarded as absolutely crucial to
effective control of the spread of the virus. Far from being opposed,

.. the interests of those with AIDS and the larger society correspond.

The developing consensus easily crosses national borders. For
example, telephone hotlines throughout the world are now providing
roughly the same information. g

This writer is too busy covering treatments to give
nondiscrimination and related issues the attention they deserve. Those
working in these areas should examine the Stockholm results and other
forums for ammunition against the political demagoguery still very much
with us.

Behind the Bad News: Analysis and Comment

The bad news is the lack of major treatment advances in the last
year.
= Most commentators have assumed that lack of progress on treatments
‘reflects the difficulty of the disease. But analysis of the Stockholm
presentations contradicts this assumption. The evidence suggests
another cause for lack of treatments.

If the intractability of the disease were responsible, we would
have expected to see a string of treatment failures at Stockholm--many
reports of drugs or other therapies which were tried but failed to
work. In fact there were very few such reports. Very few new
treatments failed in the last year. Very few were tried at all.

The problem is political, not technical. The impressive worldwide
mobilization around basic research, prevention, and other areas has
‘glaringly omitted any serious mobilization or commitment to save the
lives of those now infected or ill. These people were written off
several years ago, and since then there has been no institutional
.. constituency for mobilizing research to save lives.

A The major thrust of the scientists at Stockholm has been to find a
“cure through elegant molecular biology, maybe in five to ten years.

"QﬁhThere is no urgency or mobilization to test the dozens if not hundreds

of treatment possibilities widely agreed to be available now--dozens of
which could be tested within the next few months if only there were the
will,

Some of the scientists now realize that there is a problem, in
that current policies all but guarantee that hundreds of thousands of
people will die of AIDS during the next few years. Some have reached
the "isn't it a pity" stage. But few have broken through the aura of
inevitability to see the problem as resulting from human attitudes and
decisions which can and should be changed.

The one common factor behind virtually every treatment attempt
receiving serious research attention--AZT, vaccines, interferons, CD4,
Ampligen, IMREG-1, and a few others—-is hot prospects for commercial
gain. No major institution, government as well as private, will
seriously consider a treatment solely on its medical and scientific (as
opposed to commercial) merit. If it's a plant that anyone could pick,
a food in general use, a common industrial chemical, or a health-food
product, it won't be considered, no matter what the evidence.

Scientists as well as corporations have vested interests. It has
unfortunately always been hard to find financial support for basic
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biological and medical research--work which doesn't make headlines, but
on which future progress depends. AIDS is now driving huge advances in
fundamental knowledge of viruses and the immune system, as well as
related technology such as improved scientific tests. The research
community involved in this effort has never had it so good.

No one is deliberately conspiring to keep AIDS going to feed the
multi-billion dollar research and pharmaceutical industries. No one
has needed to. For the interests of the powerful are only threatened

regardless of commercial prospects—-e
volunteers. The problem isn't money--this testing wouldn't need to
cost much--but pervasive obstructionism throughout the institutions
involved.

This problem may seem so big as to be hopeless. But there is a
key place to start, where attainable public effort can have critical
results: namely the lobbying of AIDS, gay,

already infected with the AIDS virus.

The decision to write off those already ill probably started from
homophobia. But now it continues from its own momentum, due to the

titutional support to change it. We saw this

lack in Stockholm, when scientists didn't even feel the need to address
the issue of the "drugjam" in clinical trials. :

Like the first candle in a dark room, the first advocacy makes all
the difference when there has been none before.

t*********t****#**t#t**t*#*****t#*ﬂt*t*#**" b2 23 2]

Treatments at Stockholm

Dozens of treatment possibilities appeared somewhere among the
three thousand presentations at Stockholm. Most were largely ignored,
however, with their poster sessions usually empty; the scientists just
walked by. Usually no evidence suggested that these treatment
prospects were any worse than the ones getting the attention. They

h? lacked political and commercial currency, not necessarily scientific
" merit.

Nobody could cover all three thousand presentations in the few

days of the conference; scientists naturally focused on what was hot in

their fields. In our own coverage, however, we decided to emphasize
those treatments most likely to be overlooked. Therefore we de-
emphasized those which will get attention, namely AZT, interferons,
vaccines, and the very important area of improved medical management.
We will cover these subjects mainly by interviewing physicians who were
at the conference; we spent our own time gathering as much information
as possible about other treatment leads. We may have been the only
Journalist at the conference whose primary business was to seek out
Precisely those treatments most likely to be overlooked.

Treatments possibilities not at the conference which we would like
to have seen there included BHT, DHEA, DNCB, garlic, and MM1.
Apparently nobody submitted papers on these,

Treatments or leads presented in Stockholm which we plan to cover
include (in alphabetical order) acyclovir, aerosolized pentamidine, AL
721, ampligen, antabuse, antisense DNA, apurinic acid, AS 101, avarone,

3




L]

carrisyn, castanospermine, CD4, corticosteroids, dapsone, DDC, dextran
sulfate, fluconazole, foscarnet, fusidic acid, ganciclovir (DHPG),
germanium, ginseng, glycans, glycopeptides, glycyrrhizin, GM-CSF,
gonadotropins, heparin, HPA-23, Immunotoxins, interferons, IMREG-1,
imuthiol, isoprinosine, itraconazole, ozone, peptide T, pine cone
extract, PMEA, prostaglandin inhibitors, ribavirin, rifabutin,
selenium, somatostatin, THF, thymostimulin, trimetrexate, tumor
necrosis factor, and zinc.

We will also look at new research directions and improved methods,
such as new scientific tests.

*¥kkx%

Covering treatment news at the "IV International Conference On
AIDS" presents unusual difficulti

principle, and no help in deciding what was important other than
following the "conventional wisdom" of what was in style among
physicians and scientists. No single treatment or small group of them
compelled special interest based on actual data presented at Stockholm-
-although chances are good that a number of treatments discussed may
Prove very important in the future. But for now, even from the mass of
reports taken together, no pattern emerged.

Mainstream reporters complained that you could take any angle you
- wanted at this conference, and support it. As one commented, you could
shoot anywhere and hit something. This excessive freedom makes the
reporter's job more difficult, because no guidance emergences from the
material itself. Reporters do not want their basic relationship to the
story to be arbitrary.

In this situation we owe the reader some explanation of our own
biases and approach, as we begin a series of several articles on dozens
of specific treatment possibilities about which information was
presented in Stockholm.

First, we have not considered treatments unless we saw some thread

of possible usefulness in the foreseeable future. But many of the
- potential treatments we report are not ready for people to use now, and

. some will never be.

We considered selecting what to report from the point of view of
what information is most useful now, but decided against this approach’
for several reasons. First, hundreds of practicing physicians attended
the conference, and they are in the best position to know what is
immediately important. We can interview them about this information,
and plan to do so.

' Second, no one can know at this time which treatment leads
presented at Stockholm will turn out to be important. The more
Suggestive, unproven developments are the ones most likely to be
overlooked by the conference attenders; often in the history of science
and medicine valuable information is lost for years in this way. We
want to make this information available to those who did not happen to
attend the conference and read a particular poster.

The remaining question is how to make coherent to our readers a
massive body of facts which fits no particular pattern, no particular
categories. We expect to organize each article as a guided tour, using
particular treatments to illustrate concepts or viewpoints which may
help in understanding the overall picture of AIDS research. We cannot
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organize the articles in advance, however, as it will take us several
- weeks to go through the material, as we are writing about it; and in
any case we have not found useful ways to categorize the treatments.
Each article will consist of what emerges at that time from material

. 'not covered so far.

HOE/BAY 964 (Poster #3656)

We never heard of this substance before, and conference attenders

'3f could easily have missed it, as no mention appeared in the published

book of abstracts (abstracts submitted months in advance, therefore
lacking the most current information). Instead, HOE/BAY 964 appeared
~only at the conference itself, at the end of a poster ostensibly about
something else. The poster, titled "Development Of HIV-Variants With
Higher Resistance Against AZT Under Treatment With AZT", was presented
by seven German scientists from two research institutions in West
Germany, and one from the Karolinska Institute in Sweden. What caught
our attention was the statement that this substance is already in
clinical study in Germany; therefore we thought we should know about
‘A
¥ The poster primarily reports on a study of what may be a reason
that the effectiveness of AZT often falls off after long-term use--
development of drug resistance by HIV.
Other reports have suggested that evolution of HIV within each
patient may be an important part of the natural history of disease.
HIV evolves far faster than other viruses or organisms, and the
development of drug resistance may occur independently within each
person. It is certainly conceivable that due to prevention methods
such as safer sex--which patients will probably have adapted well
before their diagnosis and treatment with AZT--the resistant virus
would be unlikely to spread to others, and therefore the cumulative
development of resistant strains may not be a problem. (This
possibility reinforces the advice that persons who are HIV positive or
who have AIDS must avoid unsafe sex with each other.)
L . The poster (#3656) included a summary, the first two paragraphs of
~ which were identical to the published abstract (except for updating the
. number of persons known to have developed AIDS from 64,000 when the
poster was submitted to 84,000 when the conference took place). The
researchers followed 60 AIDS patients receiving AZT for periods up to
one year, and during this time AZT did not reduce the ability to
culture virus from the patients' blood.

Three of the 60 patients were studied more intensively by testing
the susceptibility of their virus to AZT in the laboratory. The
researchers found that the virus from these Patients was significantly
less sensitive to AZT late during the course of the treatment, meaning
that drug resistance had developed.

Then the summary included the following apparently new results,
introducing HOE/BAY 946 almost as an afterthought:

"In contrast, HOE/BAY 964 (chemically a xylan(hydrogensulfate)
disodium salt), an inhibitor of HIV currently under clinical
investigation in Germany, did not show significant differences in the
inhibition of the RT from sequential virus isolates from these
patients." The poster also included a diagram with the chemical
structure of HOE/BAY 964, and clinical results from the three patients
whose virus was studied.
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We cannot tell from the poster whether or not HOE/BAY 964 has ever
been given to humans; apparently it was not used by the three patients

.. whose virus was tested. The poster therefore does not address the
- question of whether HIV could develop resistance to this chemical, but

only shows that such resistance does not automatically occur as a
consequence of development of resistance to AZT.

As the poster suggests that HOE/BAY 964 may be at least a serious
candidate for clinical trials, we would like to learn more about it.

We did not meet the scientists at the conference; this presentation was
one of dozens we could only photograph for later analysis.

AmFAR (the American Foundation For AIDS Research) is following up
on HOE/BAY 964 to see if it deserves inclusion in the new issue of its
treatment directory. AmFAR is in an excellent position to collect this
kind of information, since it is a well-known, respected organization,
and it gives several million dollars a year in research grants. We

. will continue to report on this treatment possibility as more
. .information becomes available.

Note On Treatments:

More readers have asked us questions about dextran sulfate and AL
721 than about any other experimental treatments. We will cover these
later when we have time to assemble the information. Briefly, both
dextran sulfate and AL 721 had Some new information presented at
Stockholm, but nothing spectacular. Perhaps the biggest news was the
great interest in dextran sulfate among physicians and scientists at
the conference. Only a little new human data was available, however.

*#**ﬂ*******************tt**##**##***t*****#“**

Notes and Announcements

Stockholm conference abstracts available

(1) In San Francisco: A copy of the abstracts of all three
thousand presentations at the Stockholm conference is kept at the
library of The Healing Alternatives Foundation (formerly the Healing
Alternatives Buyers' Club), 273 Church Street, in San Francisco, open
Tuesday through Saturday 1-5 PM, 626-2316. There is a keyword subject
index and an author index, so you can find the abstracts on the above

_treatments, or on other subjects. Individual abhstracts can be
- photocopied at the library for five cents each.

If you want the complete set, we have arranged for a photocopy shop
to keep a master set on hand so that anybody can order a copy. The
complete abstracts, enlarged for legibility and now a stack of paper
seven inches thick, can be obtained for the photocopying charges, about
$55., from Copy Mat, 2370 Market Street (near Castro), 864-2679. Ask
for the "Stockholm Conference Abstracts",.

(2) From elsewhere: Persons out of town who cannot pick up a copy
personally can obtain one through Project Inform, (800) 334-7422 in
California, (800) 822-7422 elsewhere in the U.S., or (415) 558-9051
from anywhere. The total cost of photocopying, shipping, and handling
will be under $100.

Long-Term Survivor Study. The AIDS Healing Alliance (a San
Francisco organization not to be confused with The Healing Alternatives
Foundation) is conducting a long-term survivor study. It needs
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participants for its pilot study within the next week. It is seeking
persons who have had

* An AIDS diagnosis for at least two years, or

* An ARC diagnosis for at least seven years, or

* A seropositive status for at least seven years.

Participants will fill out a medical and lifestyle survey
questionnaire.

For more information or to request a questionnaire, call Tom
Greaney, (415) 863-7725 (message phone).

Major New York Fundraiser July 10. A little-known group which
organized a very successful fundraiser last year hopes to do even
better this July 10. This effort can also be a model for fundraising
elsewhere.

People Taking Action Against AIDS (PTAAA) last year raised more
than $120,000 at a single even, with less than $5000 in expenses. The
key was an auction of donated work by well-known artists, some world
famous, at an event at a home in Bellport, Long Island. PTAAA gave
$50,000 to the Community Research Initiative to fund a lipid study, and
the remainder to a local AIDS service organization, LIAAC, the Long
Island Association for AIDS Care.

This year PTAAA will not only help the same beneficiaries, it will
also reserve money for small seed grants to help other communities
organize their own events. It is particularly interested in supporting
organizing outside of major metropolitan centers, in areas where there
is currently not much AIDS activity or information access.

For information about the July 10 event, or the community grants,
or how similar events might be organized in San Francisco or elsewhere,
call Don Hall, PTAAA, (516) 286-2374, or write PTAAA, P.0. Box 378,
Belport, NY 11713,

California: Help Needed Against Dannemeyer Initiative. An "AIDS
Initiative" which would close California's anonymous testing sites and
force physicians to report anyone they know or "suspect" to be antibody
positive will be on the November ballot in California. It would also
allow insurance companies to use the HIV antibody test to deny
coverage, and require anyone who has tested antibody positive to report
themselves to authorities within seven days.

While the voters just rejected the similar LaRouche Initiative by
a large margin, the Dannemeyer "AIDS Initiative" is much stronger
politically. It has important Republican Party support and is not
associated with La Rouche. Also, it may have insurance industry
support because it would repeal the current law against using the HIV
antibody test for insurance.

This initiative threatens the movement to get people to be tested
earlier and treated earlier. It gives everybody strong reasons to
delay getting tested as long as possible, delaying medical intervention
and AIDS-prevention counseling. It is likely to exacerbate the AIDS
disaster.

To support the effort against the Dannemeyer Initiative, contact
Mobilization Against AIDS, (415) 863-4676. New help is urgently needed
because the people who usually fight these initiatives are overextended
with AIDS work already.

Comment On HIV Testing and Insurance: Legislation which passed
the California Assembly this week would let insurance companies use the
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HIV antibody test to deny health insurance to persons with HIV (a
provision also included in the Dannemeyer "AIDS Initiative", above).
This issue illustrates a long-term problem for the whole U.S. health-
care system, not just AIDS. For the HIV antibody test is only the
first of an expected wave of high-tech tests to detect persons at
higher risk for cancer, heart diseases, arthritis, and other expensive
illnesses, as well as AIDS.

In the past the whole point of insurance has been to share the
risk. But in the future the industry will inexorably drive to use the
new tests to cut costs, by excluding those at risk and betting only on
a sure thing--clients screened to exclude any detectable risks. Others
will be dumped onto the increasingly overburdened public sector. They
may also face employment discrimination, as they cannot qualify for the
often-mandatory "benefit" of group health insurance--or would raise the
employer's premium if they were hired.

FDA Backs Off On AL 721. Last week the FDA moved against two
suppliers of AL 721 or related products: Ethigen Corporation, the
patent and trademark holder on AL 721, and Nutricology Inc., in San
Leandro, CA. Protests began immediately and the FDA rescinded both
actions in the same week. It appears that the central FDA office near
Washington, DC did not even know about the actions of the regional
offices until the protests began.

The four people central to the negotiation for the AIDS community
were attorneys Jay Lipner and David Barr with Lambda Legal Defense in
New York, Martin Delaney with Project Inform, and Curtis Ponzi,
attorney for The Healing Alternatives Foundation in San Francisco. We
spoke to both Lipner and Ponzi; they saw the outcome as a message of
community empowerment, but Lipner commented that the ultimate results
are unknown and warned that we must keep watching the FDA in the
future.

The New York Times ran a page-one story on these events on Sunday,
June 26.

How to Subscribe to AIDS Treatment News

Send $100. per year (26 issues), or $30. reduced rate for persons
with AIDS or ARC, to: ATN Publications, P.0. Box 411256, San Francisco,
CA 94141. A six-month subscription (13 issues) is $55., or $16.
reduced rate. Subscriptions include several back issues at no extra
charge.

You can subscribe by phone, (415) 255-0588 during business days.

For the complete set of over 55 back issues, send $50. ($12. for
persons with AIDS or ARC) to the above address. The back issues
include information on dextran sulfate, AL 721, DTC (Imuthiol),
naltrexone, DHEA, lentinan, propolis, coenzyme Q, monolaurin, fu zheng
herbal therapy, DNCB, aerosol pentamidine, fluconazole, ganciclovir
(DHPG), and other experimental or alternative treatments.

To protect your privacy, we mail first class without mentioning
AIDS on the envelope, and keep our subscriber list confidential.

Outside North America, add $20. per year for airmail postage, and
$15 airmail for back issues.

Copyright 1988 by John S. James. Permission granted for non-
commercial reproduction.
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ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)

| - A IR
TITLE !‘ (& C’()‘l/ﬁ_b/\i N +Nﬁ’( C/, }{:‘ T STOCK NUMBER PRICE

AIDS in Correctional Facilitiesg: Issues and Options 027-000-01291-4 $12.00
(Provides information to correctiona! administrators

setting). 1987. 222 pages

PemmCr—
to assist them in addressing AIDS in :he institutional E.élLledkgrzzﬁeﬂ |¢¥\/%§§i‘[?3_ r}?l?L

Law Enforcement Officer and AIDS 027-001-00046-7 $2.75

Needle Sharing Among Intravenous Drug Abusers: 017-024-01345-5 $5.50
National and International Perspectives

PUBLICATIONS AVAILABLE FROM OTHER SOURCES

TITLE: Facts About AIDS (issued by the Department of Health and Human Services)
PRICE: 50¢
SOURCE: Orders should be addressed to: R. Woods

Consumer Information Center

Pueblo, CO 81002

TITLE: Surgeon General's Report on AIDS (Issued by the Public Health Service)
PRICE: Free
SOURCE: Request should be addressed to: AIDS

PO Box 100

Washington, DC 20044

TITLE: Confronting AIDS (issued by the National Academy of Sciences)

PRICE: $24.95

SOURCE: Orders should be addressed to : National Academy Press
National Academy of Sciences
2101 Constitution Ave., NW
Washington, DC 20418
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4 AIDS in prison

Special Missouri hospital facility houses federal inmates with AIDS

By Ellen Hale
AMN CORRESPONDENT

From a wheelchair, he re-
cites the litany, of his prob-
lems: “My liver’'s so bad 1
J-can’t-walk -anymore. Every
“timel stand-up it burns. My
““knees hurt, my wrist hurts. Ev-
- erywhere there’s bone and
joint, it hurts.”

He’s young, he has AIDS,
and he wants to know why he
can’t go home and die.

The teason: the bars on his
hospital room window.

This is the U.S. Medical
Center for Federal Prisons in

| Springfield, Mo., a 600-bed fa-
cility where male inmates with
AIDS throughout the country
are housed.

Since it opened 55 years
ago, federal prisoners in need
of special medical attention al-
ways have been taken to this
sprawling facility that looks
less like a prison than a scenic
college campus.

By roving bus, commercial
airline, and even chartered jet,
they’re brought here for medi-
cal care superior to that which
most of them would get if they
-were outside the bars that hold
them in.

For the past two years, how-
ever, the center has taken a
new challenge: caring for in-
mates with acquired immune
deficiency syndrome. Of about
three dozen federal prisoners
now diagnosed with end-stage
AIDS, two-thirds live here in
Springfield. Caring for them

Zidovudine rule

Photos: Michael S. Green

‘We have a hard and fast rule about AZT here since it s so expensive.‘.says Stanley
Nelson, MD, prison chief of medicine. ‘You either take it right or don’t take it at all.’

has presented medical center
physicians and nurses with
new problems and concerns,
and has changed the way they
practice prison medicine.
Still relatively rare among

prisoners, AIDS nonetheless
threatens to become a major
problem for the country’s pris-
on system. Homosexual activi-
ty — a major risk factor for
AIDS — is believed to be com-
mon among prisoners in some
facilities, and many prisoners
have histories of intravenous
drug abuse, a second major
risk factor.

f TWO YEARS AGU, federal
officials were so worried about
AIDS outbreaks in the na-
tion’s prisons that they decid-
ed inmates infected with the
human immunodeficiency vi-
rus should be quarantined in
Springfield, at the
country’s only federal
acute care maximum
security facility. About
30 men, most brought
in “from other institu-
| tidns, were locked into

.

streamed” back into the gener-
al prison population.

THIS JUNE, the Federal
Bureau of Prisons began test-
ing all newly sentenced prison-
ers for HIV antibodies, as well
as testing inmates soon to be
released. Those newly admit-
ted inmates whose tests are
negative are tested again in 90
days, and then again 90 days
iater if their tests siiii turn up
negative. Thereafter, they are
tested every six months.

Inmates found to be infected
who are not sick are left in
their usual prison environ-
ment, says J. Michael Quinlan,

‘At first, we feared . . . these
prisoners with AIDS would be
assaulted by others. When the

Clawson, MD, head of the
health program at Springfield.
No one knows yet how
many inmates have been ex-
posed to the AIDS virus inside
of prison walls. .

OF 44,000 PRISONERS
throughout the federal system,
33 are known to have AIDS in
its most advanced form: the
number with the disease in
lesser stages or infected with
the virus is certainly higher,
officials say.

About 500 prisoners have
been tested at the medical cen-
ter in Springfield, and nearly
5% of them were found to car-
ry HIV antibodies. There have
been 22 deaths from AIDS
among inmates at the center;
cancer unrelated to AIDS re-
mains the leading cause of
death.

“At first, we feared and an-
ticipated these prisoners with
AIDS would be assaulted by
others. When the AIDS unit
was under way, everyone knew
who was there. But we’ve had
no problem,” says Stanley Nel-
son, MD, chief of medicine at
the Springfield prison. “I rare-
ly have a non-infected prisoner
ask me about it.”

Nor, says prison public rela-
tions officer Keith Hayes, have
any prisoners ever questioned
the safety of the food service
or the prisoners who help pre-
pare food.

“AlDS is just accepted here
now; it is everywhere,” adds
prison physician Donald Lie-
berwitz, MD.

ALL INMATES, STAFF,
and health care workers are re-
quired to undergo AIDS edu-
cation, which includes waich-
ing an AIDS education
vidcolape, and inmates have
access to physicians and
nurses o talk about any appre-
hensions. Prisoners infected
with the virus are counseled by
physicians, nurses, and
psychologists.

But the disease has
caused problems in the
medical center.

Among the most seri-
ous have been in the

Fear of AIDS

. Carrte Simmons, RN, in the dialysis unit. Three nurses
. either quit or transferred rather than treat AIDS patients.

a ward in Building 10

¥ at the medical center.

“I was there 10
months ago and hated
every day of it,” says
the 31-year-old inmate,

AIDS unit was under way,
everyone knew who was there.
But we’ve had no problem. I

rarely have a non-infected

prisoner ask me about it.’

kidney dialysis unit,
where three nurses have
either quit or trans-
ferred rather than con-
tinue to treat AIDS-in-

serving time for rob-

bing a bank to get mon-

ey to support his drug
addiction. He believes

he became infected

with the AIDS virus from
sharing contaminated needles
while incarcerated at Sing Sing
Prison in New York.

“You gotta be there every
day, watch people die. There
was only three guys there who
weren't gay,” the inmate says.
“To be honest, I don’t got any-
thing against no homosexuals,
but I didn’t like living with
them.”

The AIDS ward was short-
lived. When it became evident
to scientists and medical ex-
perts that AIDS was not trans-
mitted casually, the ward at
Springfield was closed down
and the inmates ‘‘main-

Dr. Nelson
Chief of medicine,
Springfield prison

director of the Federal Bureau
of Prisons. Male prisoners
with AIDS who need medical
care are sent to Springfield;
diseased female federal prison-
ers are taken care of at a pris-
on hospital near Lexington,
Ky.

Surveys show that most in-
fected inmates entered prison
already carrying the virus and,
so far, it appears that most
prisoners who carry the AIDS
virus became infected through
intravenous drug use. Early
studies revealed that more
than 90% of HIV-infected in-
mates got that way through
sharing needles, says James W.

fected dialysis patients.
“This is a tremen-
dous problem,” admits
Dr. Clawson. “There is
a great fear of handling
equipment.”

“I’ve had several nurses
with needlestick injuries and
two with massive amounts of
blood spilled on them. None
have turned HIV positive,
thank God,” says Carric Sim-
mons, RN, director of the dial-
ysis unit until she stepped
down in September. Her deci-
sion, she says, had little to do
with treating AIDS-infected
inmates but much to do with
the general stress of working in
a dialysis unit.

“DIALYSIS patients every-
where are more emotionally
labile, and then there are the
See PRISON AIDS, next page
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Prison AIDS

Continued from preceding page
stressors of being part of the prison
population,” says Simmons. “I'm not
concerned myself because of AIDS, as
long as we have proper staffing and
equipment and space.” .
Of 20 inmates at the medical center
who have kidney failure and who re-
uire dialysis, three are infected with
JAIDS virus. When nurses first be-
gan dialyzing them, they treated them
“as they ‘treated all their patients. Now,

they treat all patients as though they

were infected with the AIDS virus.

“We wear goggles or face masks. We
use more bleach as a disinfectant. We
take more precautions when we deal
with open blood lines. There are no
such things as puncture-free gloves,”
Simmons says.

Of particular concern for her and for
other health care officials at the center
are inmates who suffer AlDS-related
neurological problems that may make
them violent, as well as inmates who
are violent by nature and may be in-
fected with the virus. One AIDS in-
mate reportedly bit at least one prison
guard in an attempt to spread the virus;
the disease was not transmitted.

Everyone who has regular contact
with prisoners at the center is told who
is HIV positive. Hospitals in the

* Springfield community, where prison-

ers are taken for tests and treatments
not available in the prison, also are
informed, as are the parole officers for
infected inmates who are released.
About half a dozen infected inmates
have been released into the community
after serving their sentences.

Most prisoners with AIDS here are
housed in *3-2,” Building Three, Floor
Two, the acute care ward of the medi-
cal center. Some are considered safe
and their crimes relatively minor, so
they need no guards and are allowed to
walk about freely. Others may be ex-
tremely violent and require as many as
four guards to escort them, says Dr.
Clawson.

Regardless of how dangerous an in-
mate is considered to be or what his
crime is, however, his medical care is
as good — and possibly better — than
that many people receive. Says Dr.
Clawson, “Many of these guys get bet-
ter medical care here than they would
on the outside.”

Twentd MDs from the Springfield
area serve as consultants, offering the
latest and most sophisticated medical
care and surgical techniques. Three
full-time dentists provide dental care
for all inmates at the center, as well as
dental and oral surgical care for the
system’s other penal institutions.

A pearly full-service medical labora-
tory, accredited by the College of
American’ Pathologists, provides im-
mediate results for lab tests. Proce-
dures the center cannot perform, such

- as computed tomographic (CT) scans,

are done in private labs in Springfield,
which has a growing reputation as a
regional center for medical care in the
Midwest.

“Dr. Nelson® was cleared to use the
anti-viral drug zidovudine (formerly
known as AZT or azidothymidine) on
inmates at the prison medical center
before it was approved for general use
by the federal Food and Drug Adminis-
tration. About one dozen prisoners ar¢
now using it — free of charge — at an
annual cost of $8,250 each. A few have
refused it.’

Prison officials are strict about the
use of zidovudine: Inmates must ad-
here rigidly to its use and take it cor-
rectly in four daily doses.

“We have a hard and fast rule about
AZT here since it is so expensive,” says

Dr. Nelson. *“You either take it right or
don’t take it at all.”

Once an inmate is released, however,
the prison system bears no responsibil-
ity to take care of him anymore. For

10

many, that means an end to the life-
saving zidovudine treatment.

“Some of these guys would have to
rob a bank to be able to buy the AZT,
and that would put them back in pris-
on,” points out Dr. Lieberwitz.

John H. is an inmate with AIDS who
benefited — he was literally rescued
from near death — by the medical care
at the center,

He weighed only 90 pounds when he
was flown into Springfield this past
summer on a chartered jet from a low-
security prison camp in Boron, Calif.,
where he was serving time for conspir-
acy to sell narcotics.

“This man was frightfully ill when he
came to us,” recalls Dr. Nelson. “He
was so sick, we thought he had neuro-
psychiatric disease because of AIDS.
He didn’t. He was just so ravaged with
illness he was mentally confused.”

Physicians put him through a battery
of tests and found he had tuberculosis,
among other opportunistic illnesses.
Because he met federal guidelines for
use of zidovudine, he was put on it.

In three months, John H. gained 21
pounds. “Just think how much I would
have gained if the food was good,” he
jokes. “They treat me very well here; 1

I SRR R S R

‘The one benefit we have
here is that we don’t get
close to the AIDS pa-
tients here as you might
on the outside,” Dr. Nel-
son says. ‘We keep an
arm’s length away.’

couldn’t get better care at home.”
Now serving out the last of his 18-
month prison sentence, John H. stead-
fastly maintains that he contracted
AIDS while serving time earlier for a
drunk driving offense. He was allowed
to complete his six-day sentence on
weekends, and, during one of those
times, he says, he cut himself shaving
using a common razor shared with oth-
er prisoners. Physicians at Springfield
are skeptical of his explanation.
Despite his excellent care at the U.S.
Medical Center for Federal Prisoners,
John H. doesn’t worry about his future
health care, even though, he admits, he
does not have medical insurance and
will not be able to afford to continue
the zidovudine treatment that has
saved his life. “I'm not worried. I have
friends who are doctors and nurses,”
he says confidently. “And I'm sure

they’ll find a cure.” .

?%yan Springfield prison physicians
ule out that prisoners don’t come into
contact with the virus there?

“Of course,” says Dr. Clawson with
a smile. “It’s illegal in prison to engage
in any sexual activity.”

Seriously, Dr. Clawson adds, the bu-
reau of prisons has no intention of dis-
tributing condoms because “if we were

to hand out condoms, it would appear
we are condoning sex.”

For the most part, he and Dr. Nelson
believe that the addition of AIDS pa-
tients to the prison roster there has im-
proved the way they practice medicine.

“We don’t really have any problem
with AIDS patients,” says Dr. Nelson.
“We treat them like anyone clse unless
we get in the situation of blood flow.
We wear gloves and we take great
care.”

Says Dr. Lieberwitz, “I'm a lot more
careful than I was before. I never wor-
ried about getting blood on my hands.
... AIDS has sharpened us all up.”

In addition to routine use of gloves
now, a new protocol for Code Blue
emergencies provides for use of special
aspirators to prevent mouth-to-mouth
contact. But the disease has not taken
anything away from the quality of care
offered at the Springfield facility, the
physicians stressed.
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“All of us, if we had someone bleed-
ing all over us, would prefer that they
not be HIV positive,” said Dr. Claw-
son. “But we are not going to not help
someone because we don’t know if they
are or aren’t.”

Dr. Nelson was a physician in pri-
vate practice in the Springfield arca un-
til seven years ago, when, at 50, he
decided he needed a change. “I've been
having a ball ever since,” he said.

But, he added, he’s “*never seen any-
thing like AIDS in all those years.”

“To see someone go from looking
healthy to dying in a matter of days or
weeks is incredible,” said Dr. Nelson.
“The one benefit we have here is that
we don’t get close to the AIDS patients
here as you might on the outside. We
keep an arm’s length away.”

Still, that makes AIDS no less tragic
for those who have it within prison
walls.

Inmate Robert R., the 3l-year-old
who was exposed to the AIDS virus
through 1V drug use, is a case in point.

Institutionalized off and on since the
age of 10, he was sent to Springfield in
1985 after being found to have AIDS
while serving time at a federal prison
in Lewisburg, Pa.

“I got a rash on my face. I thought it
was a sunburn, but before 1 knew it I
was itching myself crazy. I told them 1
had to see a doctor and finally got to
one. He took one look at me, told me
to open my mouth, and it was thrush.

“He took some blood and came back
a day later and said ‘I got some bad
news; you may have AIDS.’ It hit me
like a ton of bricks. They said they
were going to do a couple more tests,
and then they sent me here.

“Physically 1 felt all right. Got some
medicines and got better. The only
thing on my mind was that I've got to
stay in shape, got to stay healthy. 1
started lifting weights. 1 gained weight
and went from 170 to 185.

“Then all of a sudden around No-
vember last year, I got pains in my
chest. I thought it was a pulled muscle.
I went from 185 to 160 pounds. A CT
scan and biopsy showed TB. They
treated me for that, but I was losing a
lot of weight and strength. One day 1
couldn’t smell cigarets no more.

“They found another lump, did an-
other operation, and found I had lym-
phoma, not TB. 1 started taking che-
motherapy. [ think I handled it pretty
well so far; I have one more series 1o

0.

“Then they did some more biopsies
and found I have TB in my bones.
Incurable and untreatable.

“That’s it. I've been here ever since,
hanging out, going through changes. I
got granuloma of the liver, from where
the cancer was on the liver. I got non-
A, non-B hepatitis. I guess that’s all 1
got, but 1 got it all.

“The thing I don’t understand is why
I can’t go home. I can see there are guys
in here you can’t let out. They’d kill or
rob. But I can’t even walk. What am I
gonna do out there? Just go to my
mother’s house and die. I sure don’t
want to die in here.

“I been doing bad all my life,” ad-
mits Robert R., “but I paid for it.”

There is a provision that allows dy-
ing prisoners to be released, but federal
officials do not like to use it often in
case the prisoner’s condition improves.
The chances of that are slim for Robert
R., who, because he also has liver fail-
ure, can’t take zidovudine.

But Dr. Lieberwitz, his physician for
the past .two years, says that Robert
R.’s family doesn’t want him home be-
cause they could not care for him.

“Therein lies the dilemma of prison-
ers who are ill,”” says public relations
director Hayes. “They get better care
here than they’ll ever get in the com-
munity, and their families don’t want
them.”

Says Robert R., “The parole board
wants me to stay here until 1991. I'll
never make it.”

Business asks
how to foot
AIDS bill

By Leigh Page
AMN STAFF

Corporate America is paying
widely varying charges to treat
employes with AIDS — prompt-
ing some companies to consider
tighter cost controls, said busi-
ness people on a panel last
month in Washington.

Though AIDS bills were ex-
pected in one estimate to reach
3% of corporate health care costs
by 1991, companies are commit-
ted to covering AIDS just like
any other serious disease, pancl-
ists said. However, with AIDS
bills ranging from less than
$40,000 to more than $150,000,
several felt a nced for more ag-
gressive case-management.

The panel, part of a meeting
on “Health Agenda 1988, spon-
sored by the Washington Busi-
ness Group on Health and the
National Assn. of Manufactur-
ers, noted a growing corporate
awareness of acquired immune
deficiency syndrome.

Last fall, an East Coasl execu-
tive told an NAM-sponsored
ALDS panel that “we don’t have
that sort of behavior where we
are.” No one expressed that atti-
tude this time, and the growing
problem became apparent with
the absence of one attendee:
James, a Houston AIDS patient
whose company named him em-
ploye of the year, had died the
previous Saturday.

But even at the largest corpo-
rations, very few employes have
been identified as having AIDS.
Out of 52,000 worldwide em-
ployes at San Francisco-based
Chevron Corp., for example,
about 13 employes have been
listed as having AIDS, said pan-
elist 1.D. Huflord from Chevron,

Hufford said Chevron's costs
average $40,000 a case -— less
than half a national average of
$94,000 identified by the Rand
Corp. He said generous commu-
nity assistance for Chevron’s
mostly San Francisco AIDS pa-
tients helped keep the bill low.

One Houston AIDS case cost
more than $150,000, said Sandra
Person, executive director of the
Houston Area Health Care Co-
alition. As AIDS cases grow,
“Who’s going to make money?”
she asked. Person said the new
expenses for AIDS could be met
by weeding out what she sees as
waste that exists in health care.

Hospital days for AIDS pa-
tients vary from averages of 31-
50 days on the East Coast to 11-
14 days on the West Coast, said
panelist Thomas Fitzsimmonds
of Dayton, Ohio-based Mead
Corp.

To make AIDS treatment
more efficient, Chevron has dis-
cussed funding home health care,
but so far the company has not
changed health care coverage at
all because of AIDS.

Meanwhile, Chevron, Mead,
and other pioneers in corporate
involvement with AIDS have
been educating employes about
AIDS. Chevron also has spent a
considerable amount educating
the wider Bay Area community.
The oil company says it has con-
tributed to local patients with
AIDS and financed two local TV

productions on AIDS.




frightened face of the two women I saw last
night and today. I have witnessed three
assaults by men against women and one
violent window display in just over a
24-hour period.

The good news is that we are not
powerless! We can act. ‘“The Limited”’ is
sending a very clear message to passersby
that it’s O.K. to brutalize women. We, as
women and men of this ““civilized”’ society,
must respond clearly and loudly that we will
not tolerate abusive advertising! [ encourage
you to visit ““The Limited’’ and experience
firsthand this violent assault. Don’t be
silent! Write a letter. Boycott ‘‘The
Limited.”” Demand that this abhorrent
display be removed immediately. (It is legal
to peacefully picket on the sidewalk in front
of a store during busy shopping hours, i.e.
weekday lunch hours and/or weekends.)

Women comprise half of the Earth’s
population and we deserve a safe place to
live!

Sandy Perpignani
. Jamaica Plain, Mass.

AIDS information reduced to a
trickle behind prison walls

Dear GCN:

I'‘m writing this to inform your readers as
to what happens to Federal Prisoners who
test HIV positive or have AIDS/ARC.

There are tons of printed information on
AIDS out there but this flow is reduced to a
mere trickle when it hits a prison’s walls.
Numerous requests of staff to provide AIDS
information have met with indifference. Lit-
tle counseling is made available, and none
by experienced AIDS counselors. Staff go
through the motions of protecting the
PWA’s confidentiality, but often his
medical condition is revealed to other
prisoners (most of whom are homophobic
and, of course, know very little about
AIDS).

Medical treatment takes on an almost
totally passive role here. The PWA is doing
little more than waiting for an opportunistic
disease to kill him. The Bureau of Prisons
policy also leaves no room for a patient-
doctor relationship. Instead these relations
are always patient-prison policy-doctor rela-
tionships, which can interfere with treat-
ment since a doctor must always refer to
prison policy before dealing with a patient’s
request.

Having lost the confidentiality here
around my being a PWA, I have become
outspoken on the subject of AIDS and will
attempt to ‘educate’ any inmate with in-
quiries. I am currently researching AIDS
related material, experimental drugs, and
their possible (voluntary) use on prisoners.
Any helpful information would be ap-
preciated.

Passivity is the acceptance of death before
the fact. If I should passively accept the way
I’m treated here, then AIDS has already kill-
ed me. i

Holding on,

L.A. Snyder
08324-000

Box 4000

Springfield, MO 65808

Why do they have to make it
harder than it is already?

Dear GCN:

By now you have received Jo’s
and my newspapers which they have refused
to us because they said it was contraband
because of a nude picture and controversial
material.

Mike, Jo is really sick with her Lupus
disease and they are not giving her any
medicine and they are very much aware of
her problem. But they really don’t care
about us in here. I don’t know why I'm
writing you except I just need to let someone
know what is going on. Why when a person
makes a mistake and goes to prison do they
have to make the time harder than it already
is?

I hope we can get our paper back again.

Sincerely your friend,
Judy McNece

2591 Unit 1 Rm 16
8000 W, Tth St.

Pine Bluff, AR 71603

e
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By Vito Russo

A friend of mine has a half fare transit
card which he uses on buses and subways.
The other day when he showed his card, the
token attendant asked what his disability
was—he said, “‘I have AIDS,’’ and the atten-
dant said, ‘“‘No you don’t. If you had AIDS
you’d be home — dying.”” I’'m here to speak
out today as a PWA [person with AIDS]
who is not dying from — but for the last
three years — quite successfully living with
— AIDS.

Members of my family who get all their
information from reading the newspapers
and watching television know two things
about me — that I’'m going to die and that
the government is doing everything in its
power to save me. They’re wrong on both
counts.

If I’'m dying from anything it’s from
homophobia. If I'm dying from anything
it’s from racism. If I’m dying from anything
it’s from indifference and red tape. If I'm
dying from anything, I’'m dying from Jesse
Helms. If I'm dying from anything, I’'m dy-
ing from Ronald Reagan. If I’'m dying from
anything, I’'m dying from the sensationalism
of newspapers and magazines and television

Living with AIDS in this
country is like living in the
Twilight Zone. Living with

AIDS is living through a war
which is happening only for
those people who are in the
trenches. Every time a shell

explodes you look around to
discover that you’ve lost
more of your friends.

shows which are interested in me as a human
interest story only as long as I’m willing to
be a helpless victim but not if I’m fighting
for my life. If I’'m dying from anything, I’'m
dying from the fact that not enough rich,
white, heterosexual men have gotten AIDS
for anybody to give a shit.

Living with AIDS in this country is like
living in the Twilight Zone. Living with
AIDS is living through a war which is hap-
pening only for those people who are in the
trenches. Every time a shell explodes you
look around to discover that you’ve lost
more of your friends. But nobody else
notices. It isn’t happening to them. They’re
walking the streets as though we weren’t liv-
ing through a nightmare. Only you can hear
the screams of the people dying and their
cries for help. No one else seems to be notic-
ing. It’s worse than wartime because during
a war the people are united in a shared ex-
perience. This war has not united us. It’s
divided us. It’s separated those of us with
AIDS and those of us who fight for people
with AIDS from the rest of the population.

Two and a half years ago I read a Life
magazine editorial on AIDS which said it’s
time to pay attention because ‘‘This disease
is now beginning to strike the rest of us.”’ It
was as if 1 wasn’t the one holding the

-magazine in my hand. Since then nothing

has changed to alter the perception that
AIDS is not happening to the real people in
this country. It’s not happening to us in the
United States. It’s happening to them, to the
disposable populations of fags and junkies
who deserve what they get. The media tell
people they don’t have to care because the
citizens who really matter are in no danger.
Twice, three times, maybe four, the New
York Times has published editorials saying
“Don’t panic yet over AIDS” — it still
hasn’t entered the general population and
until it does we don’t have to give a shit.
And the days and the montus and the
years pass by. And they don’t spend those
days and nights and months and years trying
to figure out how to get a hold of the latest
experimental drug and which dose to take it
at and in what combination with what other
drugs and from what source and for how
much money because it isn’t happening to
them and so they don’t give a shit. And they
don’t sit in television studios surrounded by
technicians who wear rubber gloves and
refuse to put a body mike on them because it
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AIDS: They don’t give a shit because it
isn’t happening to them

isn’t happening to them so they dan’t give a
shit. And they don’t have their houses burn-
ed down by bigots and morons. They only
watch it on the news and then they eat their
dinner and they go to bed because it isn’t
happening to them so they don’t give a shit.
They don’t spend their waking hours going
from one hospital to another, watching the
people they love die slowly of neglect and
bigotry because it isn’t happening to them so
they don’t give a shit. They haven’t been to
two funerals a week for the last three, four’
or five years so they don’t give a shit. It’s not
happening to them.

We read on the front page of the New
York Times that Dr. Anthony Fauci now
says that all sorts of promising drugs for
treatment haven’t even been tested in the
last two years because he can’t afford to hire
the people to test them. We’re supposed to
be grateful that this story has appeared.
Nobody wonders why some reporter didn’t
dig up that story and print it 18 months ago,
before Fauci went public with his com-
plaints before a congressional committee.
How many people have died in the last two
years who might be alive today if those
drugs had been speedily tested? Reporters
all over the country are busy printing
government press releases. They don’t givea
shit — it isn’t happening to them, meaning
that it isn’t happening to the real people, the
world famous general public we all keep
hearing about. Legionnaires Disease was
happening to them because it hit people who
looked like them, sounded like them, were
the same color as them. And that fucking
story about a couple of dozen people hit the
front pages of every newspaper and
magazine in the country and stayed there
until the mystery was over.

All I read in the newspapers tells me that
the mainstream heterosexual population is
not—at risk for. this disease. All the
newspapers I read tell me that IV drug users
and homosexuals still account for the over-
whelming majority of cases and those at
risk. Then can somebody please tell me why

“every single penny allocated for education

and prevention gets spent on ad campaigns
directed almost exclusively to white,
heterosexual teenagers who they keep telling
us are not at risk for this disease? Can
somebody tell me why the only television
movie ever produced by a major network in
this country is not about a young man with
AIDS but about the impact of the disease on
his straight, white nuclear family? Why for

AIDS is not what it appears
to be at this moment in
history. It is more than just a
disease which ignorant people
have turned into an excuse to
exercise bigotry they already
feel.... AIDS is a test of who
we are as a people.

eight years has every newspaper and
magazine in this country done cover stories
on AIDS only when the threat of heterosex-
ual transmission is raised? Why for eight
years has every single educational film
designed for use in high schools eliminated
any gay-positive material before being ap-
proved by the Board of Education? Why in
the past eight years has every single public
information pamphlet and videotape
distributed by establishment sources ig-
nored specific homosexual content? Why is
every bus and subway ad I read and every
advertisement and billboard I see specifical-
ly not directed at gay men?

Don’t believe the lie that the gay com-
munity has done its job and done it well and
successfully educated its people. The gay
community and IV drug users are not all
politicized people living in New York and
San Francisco. Members of minority
populations, including so-called
sophisticated gay men are abysmally ig-
norant about AIDS. If it is true that gay men
and I'V drug users are the populations at risk
for this disease, we have a right to demand
that education and prevention be targeted
specifically to these people and it is not hap-

pening. We are being allowed to die while
low risk populations are being panicked —
not educated — panicked into believing that
we deserve to die.

AIDS is not what it appears to be at this
moment in history. It is more than just a
disease which ignorant people have turned
into an excuse to exercise bigotry they
already feel. It is more than a horror story to
be exploited by the tabloids. AIDS is a test
of who we are as a people. When future
generations ask what we did in the war, we
have to be able to tell them that we were out
here fighting. And we have to leave a legacy
to the generations of people who will come
after us. Remember that someday the AIDS
crisis will be over. And when that day has
come and gone there will be people alive on
this earth — gay people and straight people,
Black people and white people, men and
women — who will hear the story that once
there was a terrible disease, and that a brave
group of people stood up and fought and in
some cases died so that others might live and
be free.

I’'m proud to be out here today with the
people 1 love and to see the faces of those
heroes who are fighting this war and to be a
part of that fight. To steal a phrase from
Mike Callan’s song, ‘‘All we have is love
right now — What we don’t have is time.”’
Like the unsung, anonymous doctors who
are fighting this disease and are so busy put-
ting out fires that they don’t have time to
strategize, AIDS activists are stretched to
the limit of their time and energy, putting
out the fires of bigotry and hatred and
misinformation when they need to be
fighting for drugs and research money. We
need luxury time to strategize the next year
of this battle and we need our friends to join
us so we can buy that time. And after we
kick the shit out of this disease I intend to be
alive to kick the shit out of this system so
that this will never happen again.

Vito Russo is a co-founder of ACT
UP/New York and lives in Manhattan. This
speech was given at ACT UP’s Albany rally,
May 7, organized as part of the nationwide
ACT NOW demonstrations. Russo hopes
that this speech will “‘encourage more les-
bians and gay men to become angry and in-
volved in fighting back.’’ He “‘urges people
to take to the streets in order to lengthen and
perhaps even save the lives of the people
they love.”’

‘‘Speaking Out” is part of our continuing ef-
fort to provide a true forum of opinion for
the community. We encourage you to send
your ideas, feelings and comments to us, and
to respond to ideas expressed in this space.
The opinions expressed are those of the
author and are not intended to represent the
views of the GCN membership. Submissions
must be TYPED, DOUBLE-SPACED, AND
NO LONGER THAN FIVE PAGES. Send to:
Speaking Out, GCN, 62 Berkeley St.,
Boston, MA 02116.

Glowing Thank You

A special thanks to GLOW (Gays and Lesbians of
Watertown) for dropping by GCN last week to
help out our regular hard-working Friday night
stuffers. Please come again!

GCN Membership
Meeting
Tuesday, July 26, 6:30 p.m.

All GCN members (staff, Board, and volunteers)
are welcome for an invigorating and exciting discus-
sion of staff hirings, the yet-to-be-funded AIDS
Coordinator position and the politics and policies
of phone sex advertising.
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GAY & LESBIAN
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specialized substance abuse and mental
health counseling center on August 1, 1988

e
Fully Qualified Professional Staff

(4
Comprehensive Mental Health Services

(4
Individual and Group Therapy

(4
Early and Long-Term Recovery Services

]
AIDS Related Concerns

Ed
Support for Friends and Lovers

(4
Career Development

uuuuuu

o2

|

Educational and Community
Oriented Programming

We invite you to celebrate the commencement of a
valuable resource for the gay and lesbian community.

GAY & LESBIAN HEALTH
180 Cambridge St.
(across from Charles Cinema]
Call 497-5995 for information
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As the nation tries to come to grips with the

killer epidemic,
has attempied

prison in Capshaw, Ala.,
e ultimate solution io

stopping the spread of AIDS—quarantine

“‘Here was our own world, unlike
anything else; here were our own
laws, our own dress, our own
manners and cusioms, here was
the house of the iiving dead.”
—Fyocior Dostoevsky

ama Ssia €-Dnson van
rumbled =n toward Hunts-
ville, its fone passenger forced
himself to lift his
head and look out the win-
~dow. Normally, Daniel
. Ryan savored an excursion.

- He loved to study the neai-
-r‘:ly ‘cultivated cotton fieids-
with their brown=stalis and
. brilliant white puffs. He en-
- joyed inspecting the small-
town pawn shops, the fish-
~and-tackle stores “and

boa ,lke brick h(‘usu where

i ~§I'0_'day,_ the
unfamiliar and

21 years old, serving 25 years for rob-

{ bing a house and jumping prison, aud
| now he rubbed a few tears ofi his check.
| He knew, all right.

Yet when the van pulled up to the

| gates of Limestone penitentiary in the fall
of 1985, even Ryan failed to anticipate
| the reception that awaited him. The

guards, normally scrupulous in searching

I a new prisoner, refused to touch him.

Nurses outside his infirma-
ty cell balked at even talk-
ing to him unless he first put
on a surgical mask. When
he showered, Ryan had to
scrub ‘the stall with pure
bleach afterwards and mop
his way back to his nearby
.cell; while armed guards in
paper masks watched ner-

tion for five days, and then a
“ docter with a yellow mask

came in and summarily an-

-aounced: “You have Al
| and are gomgfordm i”’m.’: i
i Aftérthat, his first-floor ool

was like a circus cape

e was one of those 1

 officers congregated outside his window
| in twos and threes, whispéring, *Is that

him? He's got AIDS.” And that was how ;

- the House of the Dead began. . i

Just over a century ago,: the fambd'

| Russian novelist ‘Fyodor Dostoevsky-
i penned a thinly disguised memoir titled
| The House of the Dead that recounted his '
! four years in a ‘hellish S;benan prison

~vously. Ryan lived in isola- hamp In Dostoevsky’s day

oac}m endured darkenedhaﬁacks with

| windows blocked by mch—tlnek ‘hoatfrost

and used fetid tubs as communal latrines
; ] _‘m in some respects, the House =

Yead at s modern, tidy
AJLI . s

-nd\i

T Jan: 20, 1050
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11 public-health authorities have resorted to
| quarantines to contain the spread of dis-

eases. But despite the pleas of some con-
servatives, quarantine has never been
tried with AIDS on a broad scale. In the .

| few states like Alabama that have at-

tempted to segregate criminals carrying
the AIDS virus, there is no proof yet that
quarantine is necessary, even within pris-
ons. One fact, though, is unassailable: In
the Alabama experiment and similar pris-
on programs, the toll upon the personal
dignity and peace of mind of everyone
involved has been chilling. For the Thun-
derdorm may be the last house in Ameri-
ca that anyone would want to call home.

THE MORGUE

“On this first day of my prison
life [in Siberia] | made one
observation which the passage of
time convinced me was correct.

. .. Every convict, no matter how
bold and cheeky, is afraid of
everything in the prison.”

For Daniel Ryan, the nightmares be-
gan after the first prisoner died. In the
months that followed his October, 1985,
arrival at Limestone, half a dozen other
seropositive inmates joined Ryan, but
only Grady Thomas was seriously ill. At
first, Ryan and the other prisoners were
too busy fighting among themselves to
heed the 37-year-old Thomas. Many of
the HIV inmates, including Ryan, were
homosexual, and they bickered frequent-
ly over lovers. Ryan once karate-kicked
another prisoner while the inmate sat on
the toilet just because the inmate “*had a
smart mouth.” During the day, there
was nothing to do except watch televi-
sion, smoke cigarettes and have surrepti-
tious sex. There were no work assign-
ments, no religious services, no
educational offerings, no vocational
training. And everyone was all jumbled
together, white and black, shoplifter and
drug abuser, rapist and murderer. The
only thing they had in common was a
deadly virus and the dread it inspired—
until Thomas started getting worse.

Nicknamed “Schoolboy” for his thick
glasses and love of books, the college-
educated Thomas had earned the respect
and admiration of many inmates when
he served time at Alabama’s Atmore
prison farm (for receiving stolen proper-
ty). Thomas did not seem to be afraid of
anything or anyone, and the convicts
liked the way he talked back to prison
officials whenever he felt they had violat-
ed an inmate’s rights. But now, as one
HIV inmate put it, the once proud
Thomas was the “most pitiful one of us
all.”” His hair began falling out in clumps,
his fingers were twice their normal size.
Each day, large chunks of his skin flaked
off on the floor and sheets. The nurses

21
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and guards, horrified, shunned Thomas,
sometimes letting him lie in urine-stained
sheets for hours.

The inmates were horrified, too. Every
time they passed Thomas’s cell, they saw
themselves lying there in his place.
“Grady was dying from the same virus
we all might die from some day,” recalls
fellow inmate Bennie Williams, a convict-
ed cocaine dealer. “And none of us want-
ed to be reminded that we might die that
way, alone.” But something besides fear
stirred in the inmates’ minds too. As they
sat around in furtive discussion of Thom-
as’s condition, they found themselves
searching for ways to relieve his pain and
ease his loneliness. Besides, if they helped

Thomas, they reasoned, perhaps they
could prove to the nurses and guards that
there was nothing to fear, so that Thom-
as—and perhaps they themselves—
would no longer be treated as pariahs.

In time, clad in surgical masks and
gloves, Ryan and the other “HIV's”
started tromping over to Thomas’s infir-
mary cell to remove his trash and
change his bedding. Some days, they
would also shake out the pile of flaking
skin that accumulated in his sheets and
sweep up. Once, while a nurse stood by
watching, they lifted the enfeebled man
off the white linoleum floor after he fell
on his way to the shower and helped him
open the shower-stall door.

When Thomas finally died on the
night of May 14, 1986, no one on the
prison staff would touch him. Because of
a misunderstanding with his family, no
funeral home was initially asked to pick
up Thomas’s body, and so he lay in his
infirmary cell for 12 hours, decaying.
Warden J. D. White was in his office
when the director of nursing came rush-
ing over early the next morning to say
that the stench from Thomas’s body was
overwhelming and the inmates in nearby
cells were starting to panic. White hasti-
ly consulted a forensic expert at the
Huntsville branch of the University of
Alabama and then ordered that Thomas
be zipped up in a body bag, strapped
onto a gurney and stored, like a side of
beef, in an empty food freezer.

After Thomas’s body was retrieved

THUNDERDORM: A new kind of ¢

that afternoon, embarrassed state offi-
cials were so alarmed that White might
again store an AIDS victim in the freezer
that they promptly shipped to the prison
a 10-by-12-foot refrigerated morgue on a
flatbed truck. Shortly afterward, the war-
den showed off his new acquisition to a
local television reporter. speaking to the

atic HIV carriers—such as most of thol

Why quarantining isn’t necessary

should go hand in hand as naturally

as prizefighters and black eyes. A
large proportion of inmates in U.S. peni-
tentiaries—perhaps most—have in-
dulged in “high risk” activities such as
homosexual acts and sharing needles.
Yet for reasons no one quite understands,
AIDS has not raced through the prison
system, and that fact weakens the ratio-
nale for Alabama’s quarantine policy.
Here are some examples of how the con-
ventional wisdom went awry:
u The breeding-ground myth. Contrary to
popular expectation, prisons, to date,
have not proved to be breeding grounds
for AIDS. Annual surveys funded by the
National Institute of Justice show that
since 1985, AIDS has spread at a slightly
slower rate within prisons than outside of
them. While inmates are still more likely
than the average citizen to have AIDS,
the NIJ survey indicates that since the
start of the AIDS epidemic, fewer than 1
percent of the nation’s 700,000 state and

B y all accounts, convicts and AIDS

federal inmates have developed AIDS; a
recent analysis of HIV-antibody tests of
11,200 convicts found fewer than 5 per-
cent were seropositive as well.

= The protected-prisoner myth. Some cor-
rections officials contend that segrega-
tion works to the prisoners’ advantage
because infected inmates can be shielded
from those who have ordinary infec-
tions, such as a common cold. At the
same time, quarantine affords guards
and general-population prisoners en-
hanced protection because they will not
be unknowingly exposed to the HIV vi-
rus. But there are few medical data to
support that argument. Historically,
quarantine has often been mistakenly
used to control plagues such as leprosy
and yellow fever that, like AIDS, later
turned out not to be spread easily
through human contagion. Although it
can be helpful to segregate an inmate
who is dying or seriously ill from AIDS,
there is no evidence yet that routine iso-
lation advances the health of asymptom-
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in Limestone’s Thunderdorm.

A more predictable outcome of prisg
quarantines is that they foster admini
trative and legal headaches. Ideally, t}
recreational, educational, work and p
role programs offered to general-popul
tion inmates should also be separate
available for HIV-segregated inmate
Few states, though, have set up a dupl|
cate system for HIV prisoners because
is too costly. In the face of such compl
cations, most corrections officials ha
abandoned blanket segregation policie
shifting to a case-by-case approach f{
isolating HIV inmates. Only three statd
besides Alabama now segregate a
known seropositive prisoners, and onl
one (California) has a sizable number d
HIV-infected inmates. In California, co
rections officials have just started a pilo
program to give HIV inmates broade
access to prison programs.

m The endangered-guard myth. Correc
tions officials often argue that prisof
guards require far more protection fror
AIDS than those in other professionf
because they routinely encounter bleed

3. 1990
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, where leaden days an _?ear’fgl ﬁlgﬁ"’ts take an ex cruciating tol

cameras in front of the morgue door.
From the temporary AIDS isolation
ward across the prison yard, the HIV
inmates, who had watched the morgue's
arrival and installation through their
cellblock windows, now watched the
warden with fear and bitterness.

For nights afterward, Ryan had the

same nightmare. Two nurses in surgical
masks and gloves were standing over him
as he lay in his infirmary bed, and one said
to the other, “Yeah, he’s dead. Go get the
doctor.” And then the doctor came in and
pronounced him dead, too, and they put
him on a stretcher headed for the morgue.
But when the morgue door opened, Ryan

was startled. A furnace was inside. He
screamed, “Wait! I ain’t dead! Don’t put
me in there!” and slipped off the stretcher.
But the nurses and doctors couldn’t hear
his screams. They kept pushing him into
the furnace, into the flames. As he went
flying toward the door, he awoke, his
chest heaving.

THE GUARDS

“Hardly any of these men
inwardly admitted his own law-
lessness. ... The ability not to be
surprised by anything was
considered the greatest virtue.”

Jim Wohl, 34, never wanted much
more than to take home his $756 pay-
check every two weeks, go bass fishing on
the weekends and be home early Satur-
day nights to watch “Star Trek: The
Next Generation.” A burly, laconic man,
Wohl filled out a Limestone job applica-
tion in 1985 “as a fluke” after a girlfriend
dropped it off at his apartment. From the
beginning, his preferred prison job was
supervising men weeding and picking
crops on the 1,000-acre prison farm. But
one chilly January day in 1988, Wohl
found himself, along with a female
guard, conducting the morning “shake-
down” of the 76 cells in the Thunder-
dorm, looking for contraband.

Although Wohl and his partner did
not say anything about it, they both al-
ways felt a little nervous when they got
to a cell halfway down the bottom tier

ing prisoners; sometimes, inmates even
throw feces and urine at officers and spit
on them. In September, 1986, when an
officer at Limestone prison was
scratched by a prisoner and later tested
HIV positive, Warden J. D. White faced
a near mutiny among his staff. However,
the Limestone guard’s test subsequently
proved to be a false pos-

is spilled or if contact with body fluids is
likely. Such precautions, however,
should be taken when loose blood is evi-
dent even if the inmate is not a known
HIV carrier (since he or she may later
test HIV positive).

m The blood-bath myth. Warden White be-
lieves he would quickly “have a riot on

itive, just like all other
known reports of prison
personnel involuntarily
contracting AIDS from
prisoners. Five consecu-
tive NIJ surveys have
found no cases of HIV
infection or AIDS in
correctional staff that
could be linked to an
on-the-job accident.
Corrections experts do
advise prison personnel
to take traditional ‘‘uni-
versal precautions,”
such as wearing gloves
and cleaning up with a
bleach solution whenev-

e
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system—an argument
with some plausibility.
More than 400 general-
population prisoners at
Limestone have already
asked a federal court to
keep the HIV inmates in
quarantine, and a recent
state-sponsored survey
of inmates and correc-
tional officers revealed
that more than 60 per-
cent of the convicts
polled felt that threats,
stabbings and beatings
would increase if HIV
inmates were mixed

er any prisoner’s blood

Even the trash Is segregated

with others.

my hands” if he aban-

Still, convicts and correctional offi-
cials have mistakenly forecast riots and
wholesale bloodshed in other states that
have returned HIV-infected inmates to
their general prison populations. Al-
though there have been several violent
incidents, most occurred in: the early
years of the AIDS epidemic. Since mid-
1987, New York State has moved
AIDS-infected prisoners who are in re-
mission from infirmaries to' the general
prison population without a single re-
port of violence.

For the foreseeable future, the fate of
Alabama’s quarantine policy lies with |
the federal courts. The American Civil
Liberties Union has brought a prece-
dent-setting suit against Alabama,
claiming that the state discriminated
against HIV inmates by denying them
work and training opportunities. But
earlier this month, Judge Robert Varner |
upheld Alabama’s HIV-segregation poli-
cy, saying there “is no right to rehabili-
tation in the Constitution.” Even so, if |
Limestone’s quarantine policy is upheld
on appeal, the question will persist: Does
it make much sense?
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that housed Adam
Watts, a convicted bur-
glar. Watts was fast be-
coming legendary for
his unpredictable and
explosive temper. In
fact, the closer the wiry
S-foot-5-inch inmate got
to being released, the
more disturbed he
seemed to act. The in-
mates had jokingly tak-
en to calling Watts
“Adam-12,” as though
he were some sort of
“Twilight Zone” police
cruiser. Just a few
months earlier, not long
before his sentence was
about to expire, Watts
became so enraged
when his lunch was de-
layed a few minutes that
he smashed a guard on
the head repeatedly with
a combination lock,
opening a bloody gash.

On this particular morning, Wohl or-
dered Watts out of bed and began patting
down his mattress. He found nothing, but
his partner discovered two black pens in
the box under Watts’s bunk bed. Only
clear-barrel pens are allowed at Lime-
stone, since prisoners sometimes conceal
illegal drugs in opaque pens. But when
the officer laid the pens on the mattress,
Watts seized them. Wohl grabbed the
pens back, and before he knew it, the
inmate started screaming: “Get me a

damn captain down here. You ain’t going'

to take this away from me!”

Wohl tried to assert himself. It was
important, he knew, not to let prisoners
intimidate him into abandoning a shake-
down, because sometimes inmates “‘will
give you a little something—like pens—
to hide something worse, like a hatchet.”
Wohl decided to handcuff Watts, but
after pushing the inmate down on his
bed, his right arm slipped off Watts’s
shoulder. To his horror, the inmate de-
liberately fastened his teeth onto Wohl’s
forearm, piercing the skin and leaving a
welt the size of a half dollar. By the time
other officers arrived to subdue Watts,
the HIV inmate was snapping his teeth
at all of them, seeking to bite them as
though he were a rabid dog.

As he briskly walked the 150 yards to
the infirmary, Wohl vacillated between
fury and panic. “A million things went
through my mind,” Wohl recalls. “Was I
going to get AIDS? And I was hating
Watts, too. How could I let this happen—
hell, I could have cuffed Watts a dozen
other times without him biting me.”

A nurse finally helped disinfect his
bite and took a HIV-antibody blood test,
while Wohl decided to swear out a war-

rant for attempted murder against
Watts, one of the first such cases in the
nation. From the courthouse, he called
his fiancée, April, a nurse at the prison
infirmary who was off duty that day.
“Don’t worry, Jim,” she reassured him.
“I still want to marry you.” But not
everyone took the news so calmly. By
the time Wohl drove 15 miles that after-
noon to his parents’ house, he found his
dad stretched over the bed weeping and
his mother crying on the plaid couch in
the living room. “They both saw the
noon television reports and thought I
was sure to get AIDS,” Wohl recalls. He
did his best to console them, telling them
the bite “‘was just a little ol’ plug.”

Wohl himself wasn't so sure. “I ain’t
close to being a woman,” he says now,
“but I understand a lot better how a
woman feels who got raped—you can
wash and scrub afterwards, but the
memory don’t ever come out between
your ears.” For months, the memory of
Watts’s bite and the dread of infection
plagued Wohl at odd moments. The
worst times were after the blood tests,
four of them stretched over 18 months,
when Wohl would lie awake at night, his
mind playing out a dozen scenarios.
Most of his fears involved the baby he
had dreamed about having, the child
whom he planned “to show off to my
mom and dad, to everyone.” What
would matter most was that the child
was healthy, and if Wohl tested HIV
positive, he knew he would never risk
fathering a child with April. After a rest-
less night, Wohl often would be on the
phone the next morning with the infir-
mary. “Are the results in yet?” he would
ask anxiously. “Are they in yet?”
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Since biting Wohl,
Watts has bitten two
more guards, screaming
“I am going to kill you!”
while spitting in their
faces. Even though
Wohl and the others
know that no one is
known to have contract-
ed AIDS from saliva,
they also understand
that AIDS can remain
latent for several years.
Physicians at the Cen-
ters for Disease Control
have told them that
there is a “remote, one-
in-a-million” possibility
of transmission through
a bite. That uncertainty
sticks with the guards
when they make their
rounds of the HIV cell-
blocks, nourishing a ha-
tred of Watts, the in-
mate they cannot stop
from trying to use his
disease against them, the inmate they feel
has ““got nothing to lose.” As for Watts
himself, he shows no remorse. “I'm not
sorry” he says. “Every fight I get into,
the guards provoke me first. I did not bite
[Wohl] to pass on the virus—that’s Jjust
the way I fight; I scratch, I bite.”

So far, Wohl feels as though the
courts are more intent on protecting
Watts than in helping a wounded officer,
Last August, an Alabama appeals panel
reduced the first-degree-assault convie-
tion by a lower court in the Wohl case to
third-degree assault, on the ground that
there was no scientific evidence AIDS
can be transmitted by a bite. Now, War-
den White has a new idea: He has asked
state attorneys to seek court approval for
pulling Watts’s teeth. The lawyers, how-
ever, have refused to do so, claiming that
a court would consider that “maiming a
man.” But if a judge ever does grant
permission to pull Watts’s teeth, says
Wohl, “I will be the first one through
the door to hold him down.”

Jeit]

THE NEW DEATH ROW

“The continual animosity and
quarreling around you, the
cursing, the shouting, the noise,
the hubbub, always being under
guard, never alone, and this for
four years without a break ...”

As the years passed, Ryan and other
veteran inmates saw most of the overt
stigma disappear from the Thunderdorm.,
By the fall of 1986, the HIV inmates no
longer had to wear surgical masks and
gloves outside their cells or wipe the
phone down with alcohol after making a
call. Yet the mental toll grew. Ryan and
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the other inmates felt like sp:
ders in a glass jar. Week after
week, months stretching into
years, there was no work or
training. Even though most
HIV inmates were robust and
showed few signs of develop-
ing AIDS, prison officials had
declared all but a few prison
programs off limits because
training courses and work-re-
lease jobs were too expensive
or controversial to set up just
for HIV inmates. Every day,
the central, common area in
both dorm wings was filled by
the noise of blaring radios, in-
mates joking and yelling, and
the incessant whirring of three
huge exhaust fans mounted on
the wall. In the adjacent 12-
by-15-foot white-walled televi-
sion room, daytime soap op-
eras played at rock-concert
volume, and in the HIV’s
modest :exercise yard, where
inmates were allowed to play
volleyball and basketball and
lift weights, the summer hu-
midity made the outdoors al-
most as oppressive as inside.

The lack of solitude and
meaningful activity fed a loath-
ing among inmates that ex-
tended not only to their guards
and cellmates but to them-
selves. Some became almost
delusional, denying that they
were HIV-positive and claim-
ing that the laboratory had
“screwed up” their tests. But
the most pernicious trait of the Thunder-
dorm was that it seemed to rob prisonucrs
of their secret dream, the hope for a beticr
life some day outside the penitentiar
When Ryan first arrived in prison, he
planned to *‘go straight” when he got out
and have kids like his older brother in the
Air Force. But he soon found he could not
rid himself of the feeling that he simpli\
had no future—in or out of prison. In
time, other inmates stopped answering
their mail and taking showers and many
abandoned their aspirations to learn &
trade. “Every day,” officer Sam Mitchel!
recalls, “prisoners told me: ‘I'm going 1o
die. Why should I care what I do?"

If the inmates eventually gave up on
themselves, the corrections department
did so virtually from the start. Few pris-
oners lucky enough to get out of the
Thunderdorm alive got the training or
counseling that might have made them
productive citizens—or perhaps at lcast
stopped them from spreading the A1DS
virus. Inmate Jimmy Hughes Thirlk:il.
27, was one of those who left Limestone
more morally benumbed than when he
entered. A high-school dropout and one-
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nme 1V-drug user, Thirtkill saad hitle m
the Thunderdorm and was known as one
of the less articulate prisoners. By the nime
e lett prison in May, 1988, atter serving a
six-vear sentence tor burglary and thett ol
property, Thirlkill's vears of isolation and
his Lack ot job skills had left him totall
unprepared tor life on the outside.

Fen days after he got home. Thirlkill
had unprotected sex with a woman with-
out telling her that he was HIV-intected.
wo weeks later, he was arrested tor
hreaking into an auto-repair shop and
stealing a car. Imprisoned 1 a counts
il he momentarily went berserk atter
his jatlers stuck a small cardbourd sign
on his cell that said “AIDS.” The convict
set his mattress on fire. Kicked a porce-
lain sink off the wall of his cell. cut his

forcarms and hands on the shards of the

sink-—and then tried spattering his blood
on police who arrived to subdue him. ™1
sot the AIDS virus and I'm going to
make sure you get it too!” he told them.

| vIr
| in
| um
Nineteen months later. Thirlkill is back |
in the Thunderdorm, serving six consec- |
utive life sentences under Alabama’s ha- |
hitual-offender act. “'I didn’t really care |

whether I got caught or not
breaking into the repair
shop,” he says. “I don’t know
why I didn’t care—I'm still
trying to figure that out.”

THE CHAPLAIN

“Even in penal
servitude, among
thieves and bandits, in
the course of four years
1 finally succeeded in
discovering human
beings...”

Only a handful of people
want to spend time in the
House of the Dead, and Bill
Lindsey is one of them. Nine
years ago, the jowly cheeked
Lindsey quit his job as a truck-
driver to do volunteer work
for the Baptist church. At the
time, he hated prison and es-
pecially disliked the work-re-
lease prisoners he had met be-
cause ‘‘they were always
cussin’ and lustin’* after
women. But when an opening
for a full-time chaplain at
Limestone became available in
1987, Lindsey reconsidered
the prison ministry. “God is a
second-chance God,” he rea-
soned, and so he joined the
Limestone staff, without, as he
later put it, “ever realizing the
kind of people I would be min-
istering to.”
When Lindsey decided to
hold evening evangelical ser-
vices in the HIV’s television room in
July of 1987, his four children told him
he was crazy. “Inmates can’t be saved,”
his 3l-year-old son told him. Lindsey
himself believes homosexuality and drug
ubuse are sins, but, as he told other skep-
tical ministers, HIV inmates were “pre-
cious people, too.” When Mildred, his
wite of 37 years, expressed concern
about Lindsey’s practice of touching or
hugging grieving prisoners, he explained:
“It's easy enough to tell a man you love
him. You've got to show him.”
In many ways, Lindsevseaaniiés
tb 7
tu

VL

5S¢
th
Hi

G

‘;UOSHM
uosyotH sut
ey uosHOIH

ue ‘uo)Suy
posy dreu

. %0010-2U1

% } ‘Ked
Ly

2310 P!

nom ‘g 28e e usdl
1010 S,

oysauwi] ul

By

B sy
:D. Bisenhower Library.

Pl

ntinu
Irders rn.\,;l




the upbeat preacher some-
times wondered whether that
was enough to console the iso-
lated men. It hadn’t seemed
enough for Charles Hickson,
a convicted burglar.

Hickson was known as the
orneriest man in the Thunder-
dorm—*“too mean to die” in
the words of career shoplifter
Michael Arrington. A former
high-school-basketball star,
the 6-foot-tall Hickson could
jog for hours around the exer-
cise yard, slam-dunk handily
and bench press a whopping
360 pounds, twice his own
weight. He was a braggart,
but the majority of prisoners
respected Hickson because he
was not afraid to curse out an
officer. Yet Hickson, who got
AIDS through IV-drug use,
also had one hang-up that
kept him from becoming bet-
ter friends with most of the
men. He detested homosexuals. In fact,
for months after his arrival in Decem-
ber, 1987, Hickson would not even talk
to a gay or bisexual prisoner, except,
after a while, to cuss at them.

Preacher Lindsey met Hickson after
the inmate came down with a painful
brain abcess and had to spend several
months recuperating at the Limestone
infirmary. Hickson was busy there mak-
ing life hell for the infirmary’s doctors
and nurses. Every few hours, it seemed,
he would curse out the nurses. Some-
times Hickson refused to take his medi-
cine or be weighed. He also blamed the
staff for giving him medication that
caused an allergic reaction and turned his
skin jet black. But each day, the chaplain
visited the sick inmate. In time, Hickson
grew to trust the minister, and even be-
gan praying with him. The two would
hold hands while Lindsey assured him:
“God gets no pleasure out of watching a
man suffer.” “I'm praying,” Hickson
would respond, “but I don’t seem to get
no answers. It’s harder than I can bear.”

For a time, though, Hickson seemed to
bear it. With his skin blackened and peel-
ing and his feet so painfully swollen that
he could barely walk, Hickson returned
to the Thunderdorm in January, 1989.
There, perhaps for the first time in his
life, the hardened inmate began to soften.
Moved by Hickson’s helplessness, the
Christian inmates, several of whom were
gay, began to mount an informal round-
the-clock vigil to help the enfeebled in-
mate feed and clean himself. Michael
Arrington, an avowed bisexual whom
Hickson had once mocked, took to wash-
ing Hickson’s clothes, Tommy “Saint T"
Wilson*, in Limestone for murdering a
man at age 13, would rub baby oil on
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Hickson’s peeling, inflamed back. “The
reason we helped Hickson was simple,”
Wilson says. “He needed it—wouldn't
any decent Christian do the same?”

With the help of the other prisoners,
Hickson even started to open up to his
inmate companions. “Everyone acts like
they’re scared of me,” Hickson hesitant-
ly told Arrington in private. “But you
don’t. Thanks.” After their noon prayer
service, three or four inmates would
walk up to Hickson’s cell, sit down next
to his bed and pray. Placing their hands
in Hickson's green, scabby palm, the in-
mates would quietly sing *“I Found All
I Need in the Lord” and ‘“‘Leanin’ on
Jesus.”” On several occasions, tears
rolled down Hickson's face. He looked
away, out the cell window, so the men
would not clearly see him. “Lord, clean
me up,” he once whispered when the
inmates finished singing. When Hickson
cried, inmate Wilson recalled, ‘it was
almost like he had gotten an overdose
of love.”

Yet love, like just about everything
else in the Thunderdorm, never seems to
last long. No one really knew why Hick-
son finally gave up. But after the HIV
inmates nurtured him back to health,
Hickson quit attending their prayer ser-
vices. He refused to go to the infirmary
for health-care checkups or take his
AZT, an anti-AIDS drug, and once he
was written up for a disciplinary infrac-
tion after he reached into the infirmary
ice machine, leaving flakes of his skin in
the ice and juice jug.

When Hickson finally returned to the
infirmary in May, 1989, the emaciated
27-year-old looked 60. His hair had fallen
out, and he walked out of the dorm in his
underwear, absent-mindedly carrying his

white bed linens in his hands.
A few weeks later, he died.
Alone in his cell, Wilson, the
murderer, cried. At home, in
the privacy of his bedroom, so
did Lindsey, the chaplain.
“Hickson had a mother who
loved him, too,” says Lindsey,
who once prayed with Hick-
son’s mother by the inmate’s
bedside after he became ill.
“I’ll never forget wanting to
tear the hurt out of his moth-
er’s eyes.”

After Hickson died, the
Thunderdorm quieted for
several days. The HIV dorm
often quiets when an inmate
dies, says officer Sam Mitch-
ell, because the other prison-
ers, ‘‘particularly the older
ones, realize they’re in-the
same boat, with the same vi-
rus.” Within a couple of days
of Hickson’s death, however,
the dorm was again a din and

all was back to normal.

It is tempting to draw a soothing con-
clusion from Charles Hickson’s death, to
fashion a cheerful ending to his painful
life. It would be easy to conclude, for
instance, that Hickson, too, could have
been redeemed, that every inmate in the
Thunderdorm, no matter how hard-
boiled, has a tender spot nestled deep
within. But however comforting that
may be, it ignores the unique nature of
Limestone’s HIV colony, and perhaps
that of any long-term, enforced quaran-
tine. For the Thunderdorm, like a fright-
ening fun-house mirror, distorts and ir-
revocably alters its residents.

Inside its walls, the struggles of every-
day life, the passions and the pain, are
present but gruesomely exaggerated. The
Angst of officer Wohl, the nightmares of
Ryan, the rage of Watts, the power of
Hickson, all were magnified and distort-
ed by the Thunderdorm. But to what
end? For Dostoevsky, and for thousands
of other prisoners, the perversions of
prison life were softened over the years
by the prospect of resurrection and re-
newal. His “passionate desire” for a new
life, Dostoevsky wrote, ‘‘strengthened
my will to wait and hope.” But for the
quarantined residents of the HIV dorm,
there is no new life for which to wait and
hope. The fun-house mirror never disap-
pears. In Alabama’s House of the Dead,
the men with their dreams have already
been buried—alive. B

by David Whitman

*The last names of inmates Daniel Ryan, Bennie
Williams, Adam Watts, Charles Hickson and Tom-
my Wilson are pseudonyms, used to protect their
identities. Officer Wohl is also an alias, used at his
request.
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Calling the case a ‘farce,’ Philadelphia AIDS
activists mobilize around the Black gay prisoner

By Chris Nealon

PHILADELPHIA — The sentencing last
month of a Black gay PWA who was ac-
cused of trying to kill a prison guard with his
saliva has sparked new activism here. The
case of Gregory Smith, sentenced for at-
tempted murder May 18 in New Jersey’s
Camden County Superior Court, has led to
a new coalition among gay organizations,
prisoners’ rights advocates, and AIDS ac-
tion groups.

“We’re seeing the criminalization of
AIDS,” said Judy Greenspan of the Na-
tional Prison Project of the American Civil
Liberties Union (ACLU). She said that laws
which classify the intentional transmission
of HIV as a felony are “‘springing up all over
the country.”” Greenspan added, ‘“It’s a
manipulation of state law, taking fear of
AIDS and applying it to prisoners.”’

Smith was convicted of attempted murder
in April based on a prison guard’s claim that
Smith bit him with the intent of giving the
guard AIDS. At that time, Smith told GCN
that despite inconsistent testimonies from
witnesses, the jury believed he bit the guard.
More alarmingly, said Smith, the fact that
he has AIDS also influenced the jury to

believe that he was guilty. (See GCN, April
22-28, 1990.) Smith was sentenced to
1214-25 years in prison. According to
Greenspan, he is appealing the decision and
has decided to countersue the prison guards.
After his conviction, Smith sent letters to
various gay and AIDS advocacy organiza-
tions in the Philadelphia area, as well as to
the ACLU, explaining his plight and asking
for assistance. Several groups sent represen-
tatives to Smith’s sentencing, including
ACT UP/Philadelphia, We The People
With AIDS/ARC, and Black and White
Men Together (BWMT)/Philapelphia.
John Spear, a member of BWMT, told
GCN that he thought Smith’s conviction
and sentencing were indicative of hysteria
about AIDS. “It’s a farce,” he said. “‘It’s
intolerable.”” He added that spreading ac-
curate information about AIDS during
Smith’s appeal might increase the chances
of his conviction being overturned. Public
health officials and medical researchers
have long agreed that saliva is not a means
of transmission for HIV. (HIV is a virus
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thought by many to be a cause of AIDS.)
“If we can educate the prison system
about [AIDS], that biting can’t transmit
HIV,” said Spear, ‘‘then it’s a moot point
whether or not he bit the guard.”’
Greenspan said that many HIV-transmis-
sion laws reflect ignorance about AIDSand
are open to dangerously wide interpretation
For instance, she said, under the New Jerse
law used to convict Smith, the prosecution
was not required to prove that Smith had the
ability to kill the prison guard with his
saliva, but only that he believed he did.

Coalition-building

Although they were: not involved in
Smith’s initial trial, AIDS activists here have
gradually come to focus on his case, *]
think it would have helped if we could have
applied pressure [on the court] right frorg
the beginning,” said Paul Chammprén, a
member of ACT UP/Philadelphia. “We
lamented at the senten<ing that we had
missed out so badly.” \

Nonetheless, BWMT’s Spear told GCN
he-was pleased by the range of groups now
working on Smith’s case. For instance, he
said, “‘there are very few Black members of
ACT UP, and we’re proud that ACT UP is
taking a genuine interest in this.”” He also
said that he believed a variety of organiza-
tions working together would be important
in overcoming the prejudices levelled at peo-
ple with AIDS. ‘““We need a coalition of
diverse groups dealing with HIV infection,’
he said.

Greenspan was also optimistic about the
coalition forming around Smith, calling it
“‘tremendously significant.”” ‘“AIDS ac-
tivists have traditionally focused on AIDS
drugs and the federal government,’ she
said.

““The courts don’t see a prisoners’ rights
movement,”” said Greenspan. ‘‘But the
more they do see it, the less likely things like
Greg’s case are going to be.”” She said she
thought it was particularly courageous of
Smith to stand up so vigilantly for his rights,
knowing that ‘“‘the outspoken [prisoners]
are targeted for the worst treatment.”’

Loretta Desvernine, another member of
ACT UP/Philadelphia, told GCN that news
of Smith’s conviction, although belated,
moved the group to attend Smith’s senten-
cing. ‘“We went in support because [the con-
viction] was unjust,’”’ she said. She added
that several groups in the area were planning
to provide follow-up assistance to Smith,
initially through a Gregory Smith forum to
be held June 22 at the Church of St. Luke
and the Epiphany in Philadelphia. The
primary organizers of the forum are We The
People, ACT UP and BWMT. ‘

In the meantime, Smith awaits the
rescheduling of his appeal, which was
delayed June 6 for reasons that remain
unclear. ““‘It’s purposely an incredibly ineffi-
cient system,”” said Champion. ‘“‘But if
there’s any justice, this thing will get over-
turned.”’

L] filed from Boston
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CAPSHAW, Ala. — To prisoners.
Dorm 7 at the Limestone Correctionai
Facility here is a prison within &
prison, a white masonry-block har-
racks in which Alabama segregates all
prisoners who tests indicate carry the
AIDS virus.

To legal experts, Dorm 7 is a battle
ground, the focus of a lawsuit objecting
to Alabama’s policy of testing all in
mates for AIDS and segregating thos
shown to carry the virus. The suif 16 the
first involving prisoners as @ clas .
rather than case by case, that is likelw
to go to trial as a challenge to policies
for the treatment and carc of inmates
with AIDS.

At the heart of the suit is an issue
that will be of growing importance o5
the disease becomes less an affliction
of homosexuals and more one of drug
abusers and the urban poor, groups
overrepresented in the prison poptis

Tife

n

ion.

While the legal issues unfold,
drags on for about 130 prisoners
Dorm 7, most of whom show no symp
toms of the disease. Prisoners in the
noisy barracks, which they call the
Thunder Dorm, eat, sleep, pray and ¥
ercise in isolation from other inmatos
in an environment their suit likens 0
leper colony.

Policy Called Qverreaction

Lawyers for the prisoners arguc that

the segregation policy is an overreac:
tion, ineffective in limiting the disease
while depriving inmates of most of the
programs available at the prison.
«“You know the phrase in the Bible
about the Valley of the Shadow of
Death?” said Michael Marsh, a 40-
year-old convict confined to Dorm 7.
“Tha 1] ] % ‘lI‘D "

)

mates, a Prison in Prison

Michael Arrington, in inmate in
Dorm 7. “I feel like I'm being re-
tried, resentenced and sent to
Death Row,” he said.

——1

Fourteen states test all incoming in
mates for AIDS or plan to begin such
testing. A total of 20 states segregate
all prisoners diagnosed with ALDS.
Eight of those states also segregate
those diagnosed with AlDS-related
compiex, the condition that usually pre-
cedes the onset of full AIDS symptoms
Six states segregate all those shown (0
carry the virus, even if they have no
symptoms. Federal prisons, which tes!
a randomly selected 10 percent of en-
tering prisoners and all those leaving

the new oath, spells out in
sories the degrees of assent
for different kinds of church®
According to one interpreta-
rply narrows the range of at-
Lt those making the 1967 pro-
1d consider legitimate. It re-
by instance, adherence 1O

the system, do not segregate thosc with
AIDS or the AIDS virus.
Zens 0 ¥§ around the Coun-

Treatment of
those infected
will be of
growing concern.

= S

court to declare the state’s testing and

try have filed suits either calling for
segregation or trying to block it. Most
of the suits have been filed by inmates
on their own behalf and courts have al
most unanimously ruled againsi them

by the Pope or bishops even
urch leaders “‘do not intend
them by definitive act.””
d of adherence is described
in word “‘obsequium,” which
s translate as everything
spectful deference” to “as-
“submission.” Unless ‘‘obse-
s given a “broad meaning,”’
ar suggested, this passage of
rofession could rule out public
ent with almost any Vatican

t.

other scholar downplayed the
es between the new texts and
profession, saying the more
t questions are why the Con-
n chose to announce this meas-
and whether an oath will really
ted of Catholic theology pro-

on both sides of the issue.

“What the cases are saying so far 1s
that it’s very difficult to challenge what
prison authorities want to do,” said
Benjamin Schatz, director of the AIDS
Civil Rights Project of the National
Gay Rights Advocates of San Francis-
co. “If they want to segregate people
it's difficult to stop them; if they don™t
want to segregate, it's very difficult to
force them to do so.”

There are at least three pending law-
suits in the country with professional
legal representation challenging segre-
gation policies, but the Alabama sint,
filed by the National Prison Project of
the American Civil Liberties Union, is
likely to be the first to go to trial. The
other cases are in California and Con-
necticut.

segregation policies illegal, saying they
subject prisoners to “harmful, humili-
ating, unlawful and unconstitutional
practices and conditions.” The first
hearings in the case are se{ to begin
March 27.

«We argue that there’s no justifica-
tion in terms of penology or medical
treatment for mandatory testing and
segregation,” said Alexa Freeman, a
lawyer for the A.C.L.U. “I don’t think
the state thought through the conse-
quences of this program. They pan-
icked and now they've created a mon-
ster.”

Rate of Spread No Faster

Attorneys for the prisoners will
argue that in addition to stigmatizing
prisoners, the segregation is an overre-
action because there is no indication
AIDS is spreading any faster in prisons
than outside. They also contend it gives
prisons a false sense of security be-

The Alabama case asks a Federal| P

virus after they have been tested.

Alabama prison officials say the
number of inmates who have been
shown by tests to carry the A1DS virus,
the human immunodeficiency virus, or
HIV, remains small, at 138 out of 12,000
prisoners in the system. But they say
the nature of prison life makes segre-
gationa necessity.

«Two things you are going o have in
prison are homosexual activity and
drug use,” said J. D. White, warden of
the Limestone prison. “Those are the
two main ways this discase is transmit-
ted. 1 believe the general population
has constitutional rights equal to the
HIV-positive population and has the
right 1ot to be exposed Lo those peo

le.”

Still, even prison officials agree that
the inmates of Alabama’s prison within
a prison face particular problems.
They are confined ¢ the two units of
Dorm 7 and a fenced outdoor exvreise
yard attached to it. They do everything
from eating 10 worshipping apart from
other prizoners.

They are restricted from virtvally all
of the educational, vocational ard
recreational activities at the prison, in-
cluding thuse that allow them to accy'-
mulate credits toward early release.
Their segregation mahes any notien of
confidentiality about their cordiiion
impossible.

Although Lin.estone is a prison of
minimum o medium security, violent
offenders carrying the AIDS virus ire
grouped in Dorm ¥ with less dengerous
inmales. P1isoners say the constani 7e
minder of their condition that scRrega-
tion creates adds a debilitating over'ay
to prison life, what the suit calls *
sense of doom.”

«Incarceration is punishment fo. tne
crime I committed,” said Michael Ar-
rington, a 32-year-old habitual offender
serving time for shopliftirg. < Anything,
beyond that is another sentence. 1 feel
like I'm being retriedq, resentenced and
sent to Death Row.”

5

7,000 Inmates Sign Petitions

But other inmates have entereG the
case in support of the segregation poli-
cy. About 7,000 of the stat’’s prisoners
have signed petitions urging its contin-
uation. Prisoners representing thnse
who do not have the AIDS virus huve
filed as intervenors in the suit in sup
ort of the segregation policies

“Outside these walls, if you want Lo
be away from someone who's got i
you can,” said Tim Barbee, 32. “W¢
don't have that choice. I'm not sayin.
those people are going to come ard a4t
tack anyone, but you take a guy who ¢
weak, not aggressive. Hhe could com
in here with a three-year senlence ain
end up with a death sentence.”

Officials of Alabama's prisons &t
knowlege that segregation is expensive
and especially burdensome at a time 0
rising financial pressures and over
crowded conditions. Some experts sa
the cost alone will limit the growth of
segrepgation policies.

Still, Alabama’s officals believe if th:
program restricts the spread of the dit-
case and protects the general prisau
population, it is worth pursuing.

“It boils down to whose civil right
get violated,” said Mr. White, the war-
den at Limestone. ‘Do you violate the
rights of 132 people who test positive vl
do you violate the rights of the 12,000

cause other prisoners may develop the

who don’t?”

~110ht in Web of Laws
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Intravenous Drug Use and Human Immunodeficiency Virus
(HIV) Infection in Prison

David Viahov and B. Frank Polk

Between 1982, when the first cases of AIDS in
prison inmates were reported,’ and October 1986, when
the National Institute of Justice (NLJ) completed a
survey of 58 federal, state, and local correctional sys-
tems, 1,232 cases of AIDS have been identified in US
prisons.? The seriousness of the problem is underscored
by the observation that in the New York State prison
system, AIDS represents the leading cause of death.?

The occurrence of AIDS in the correctional setting
is not unexpected, because two major risk groups for
AIDS, intravenous drug users (IVDUs) and homosex-
ual/bisexual men, can be found in prison. In various
surveys, between 27 and 41 percent of inmates self-
reporteda pre-incarceration historyof intravenous drug
use, and between3.6and 7.0 percent self-reported a pre-
incarceration history of homosexual activity.*$ Corre-
sponding proportions in the population have been esti-
mated at approximately 0.6 percent for ever-used intra-
venous drugs and 10 percent for male homosexuality.”
Thus, compared to the general population, prisons
contain a disproportionate representation of [VDUs,

That IVDUs represent the major established risk
group for AIDS in prison is supported by two lines of
reasoning. First, the geographic distribution of the 1,232
cases of AIDS identified in US prisons through October
1986 parallels the geographic distribution of cases re-
ported to the Centers for Disease Control AIDS Sur-
veillance Program for whom intravenous drug use was
the primary risk factor. The NIJ survey noted that 838,
or 70.2 percent, of the cases were reported from New
York, New Jersey, and Pennsylvania,2 whereas Centers
for Disease Control Surveillance data indicate that
approximately 80 percent of the AIDS cases among
IVDUs are from New York, New Jersey, and Connecti-
cut. Second, within the New York State prison system,
which conducts risk factor investigations on diagnosed

This research wassupportedin part by Grant Number DA04323 from
the National Institute on Drug Abuse.

cases of AIDS, approximately 95 percent of inmates
with AIDS report a history of intravenous drug use,
whereas 3 percent claim to be exclusively homosexual.®
Although these sparse data suggest that intravenous
drug use is a major risk factor for AIDS diagnosed in
prison, the first example may be subject to ecological
fallacy and the second example to reporting bias from
respondents.

Additional support for the notion that IVDUs are
the major group at risk for AIDS in prison would be
derived from seroepidemiologic surveys of HIV infec-
tion among inmates. To date, only a limited number of
serosurveys have been reported from the correctional
setting. In the US, prevalence has ranged from 0 percent
in Jowa to 15 percent in Massachusetts.**2 In Europe,
the proportion of seropositive inmates ranges from 0
percent in Cyprus to 16.8 percent in Italy.”® These
reports suggest that the prevalence of HIV among
prison inmates varies considerably by jurisdiction,
Almost all of the prison systems, however, report only
crude prevalence. Also, the prevalence of antibody to
HIV in prison samples probably exceeds prevalence in
the general population. For example, the 1 percent
prevalence of HIV infection among entrants to a mili-
tary maximum security prison" contrasts with the 0.15
percent prevalence among applicants for US military
service." The two groups are not, however, strictly
comparable, because the samples were drawn at sepa-
rate timesin the subjects’ respective military careers. Of
the nine seropositive inmates in the military prison, six
were convicted for drug offenses.!

Descriptive and, especially, analytic studies of HIV
infection among prison inmates are sparse. Recently, a
study of 500 consecutive inmates entering a French
prison showed 12.6 percent to be scropositive.”® In
another sample of 113 drug users in the same French
prison, 61 percent were seropositive.’s These figures
suggest that the overall proportion of seropositives in
prison will be closcly related to the proportion of

incarcerated IVDUs."* However, because IVDU status
was not assessed in the overall sample and the degree of
overlap between samples was not reported, the associa-
tion is suggestive rather than conclusive.

In summary, available data suggest that a pre-
incarceration history of intravenous drug use is probably
the single most important risk factor for HIV infection
in the correctional setting. However, the association is
indirect. The identification of IVDUs as the major risk
group for HIV infection and AIDS in prison would
involve an epidemiologic survey of HIV infection
among prison inmates. If IVDUs are the group at
greatest risk of HIV infection upon entry into prison,
suchdata may assist correctional health officials to focus
medical monitoring of symptoms for HIV-related con-
ditions and to further target educational interventions.

Seroprevalence studies of HIV infection among
prison inmates are important for several reasons. First,
given that the costs of treatment for patients with AIDS
are considerable!®'” and that funds for correctional
health care are budgeted annually by legislatures, sero-
prevalence studies provide a basis for projecting the
number of cases of AIDS and AIDS-related complex in
prison and, in turn, the requisite resources.

Second, given that homosexual activity and intrave-
nous drug use are practiced by a proportion of inmates
during incarceration,>® seroprevalence studies of HIV
infection among new entrants into prison provide an
estimate of the reservoir from which intraprison trans-
mission may occur. That HIV may be transmitted
during incarceration was suggested by a study con-
ducted by the Maryland State Division of Corrections.!?
This research involved approaching 338 inmates who
had been incarcerated for at least seven years prior to
1985; of the 137 volunteers tested, the two seropositives
(1.5 percent) had each been incarcerated for nine years.
Although no baseline specimens were available, the
extended duration of incarceration suggests that infec-
tion was probably acquired in prison. Because the
response rate was low, bias cannot be excluded. Subse-
quent studies have suggested that prevalence of HIV
infection among entrants into prison may reflect risk of
transmission, At a military maximum security prison
reporting a baseline prevalence of 1 percent, serologic

follow-up was performed on 567 inmates for whom
negative baseline specimens were available; no serocon-
versions were identified.! Ia another prison system
reporting a baseline prevalence of 7 percent, serologic
follow-up of 393 inmates for whom negative baseline
specimens were available suggested a transmission rate
of 0.41 percent per prison-year.'” Although the samples
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in each study included only those from inmates who
were still incarcerated at time of follow-up, the data
suggest that the risk of intraprison transmission is low.

This information could provide a basis for the
development of rational policies within a correctional
setting. Without an effective vaccine, options for pre-
venting intraprison transmission of HIV infection are
limited. Distribution of condoms and clean syringes is
unlikely unless the associated activities are decriminal-
ized within the prison system. A program of mass
screening and informing inmates of their antibody
status assumes that confidentiality can be maintained
inside prison and that informed inmates will act respon-
sibly. Segregation of seropositives involves enormous
logistical considerations, particularly if the prevalence
of infection is nontrivial. Incorrect assumptions could
impair the theoretical risk:benefit ratio of each of these
approaches. Further documentation of infrequent
transmission in the prison setting and of the apparent
direct relationship between prevalence at intake and
risk of transmission underscores the importance of
education, rather than screening and segregation, as a
rational approach to infection control in most correc-
tional systems.

A thirdbenefit of seroprevalence studiesis that they
will provide information to supplement existing or
planned educational interventions among prison in-
mates.

Seroprevalence studies among those entering
prison are important for another reason. Intravenous
drug use is a major risk factor for AIDS and has been
implicated directlyin 25 percent of the cases reported to
the Centers for Disease Control and indirectly in the
majority of the pediatric cases and those involving
heterosexual contact with a member of an established
risk group.®? Major public health interventions are
indicated.

Given the illegal and deviant nature of intra-
venous drug use, access to IVDUs for study and public
health intervention is difficult. For example, access
through general population approaches is inefficient
because intravenous drug use is relatively rare and the
nature of illicit drug use lends itself to concealment
(particularly for those who have not already been la-
beled as users). Another approach to accessing drug
users is through ethnographic and “street outreach”
methods. Although these strategies achieve a concen-
trated sample of users for study, they depend upon
accidental or purposive contacts who, in turn, refer
other contacts; representativeness of accidental con-
tacts cannot be readily evaluated, and contact referrals
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are likely to be similar, thereby reducing sampling
variation.

Access to IVDUs for study has also been accom-
plished through drug abuse treatment programs. Al-
though this approach efficiently yields a concentrated
sample of users, only a small proportion of IVDUs are
estimated to be in treatment at any given time.Z
Whether characteristics differ between treatment and
non-treatment samples is unknown. However, a com-
parison of demographic data from the DAWN project
(emergency room visits that involved heroin), the Drug
Enforcement Agency Registry of Active Narcotic Us-
ers, and the CODAP program (data on admissions to
drug abuse treatment programs) for the year 1973
suggests some differences by race and sex,” although
the results from each of these investigations have been
criticized as biased.* That treatment samples may differ
from non-treatment samples has been suggested by an
examination of program dropouts.® This analysis indi-
caies that if cross-sectional studies of IVDUs in treat-
ment settings tend to select against dropouts, results
may be biased. Even between different treatment mo-
dalities, substantial demographic differences have been
noted;* this suggests that study results derived from
single treatment facilities should be interpreted with
caution.

In addition to the problems of data interpretation,
the application of findings from one setting to another
should be carefully considered. For example, negative
opinions about methadone users expressed by partici-
pantsin the Heroin Lifestyle Study®suggest that results
derived solely from the treatment setting may be inter-
preted with scorn by an at-risk, non-treatment sample.
However, studies conducted in different treatment set-
tings and with non-treatment “street outreach” samples
can complement each other to provide a broader defi-
nition of high risk sub-groups and use-related risk
factors for HIV infection among IVDUs.

An alternative approach to accessing IVDUs is the
prison setting. Prisons provide a high concentration of
IVDUs; as noted previously, various surveys have re-
ported pre-incarceration intravenous drug use among
27 to 41 percent of prison inmates.*® Also, samples of
incoming inmates to a regional prison system involve
large numbers of IVDUs from a wide geographic arca
over a relatively short period of time (e.g., approxi-
mately 1,500 IVDUs per year in the Maryland State
Division of Corrections enter through a single facility).
If IVDUs evaluated upon entry into prison can be
considered as a means of sampling IVDUs from the
community, ongoing evaluation of the large numbers

1V Drug Users in the Prison System

processed through the reception center of a statewide or
regional system provides the opportunity to estimate
geographic and secular trends of HIV infection among
IVDUs.

Data drawn from among IVDUs in the prison
setting may be valuable for another reason. IVDUs who
enter prison include those who have been treated for
drug abuse and those who have not. In two nationwide
prison surveys, approximately one-third of imprisoned
heroin users had a history of methadone treat-
ment.®* This suggests that samples of IVDUs obtained
at entry into prison may be more heterogenous with
respect to drug use-related behaviors than samples
drawn exclusively from treatment centers. Other expla-
nations are possible, but it seems reasonable that
samples of incoming inmates will overlap and extend
samples drawn from treatment settings.

Using samples of inmates entering prison to draw
inferences about HIV infection among IVDUs involves
distinct limitations. Information obtained may be dis-
torted because prisons select for IVDUs who commit
crimes and cannot otherwise avoid incarceration. Not
all IVDUs are incarcerated. Although numerous re-
portsindicate that a substantial proportion of IVDUs in
treatment have a history of arrest and incarceration,
strect outreach surveys suggest that IVDUs with neither
a history of treatment nor prison records may not be
unusual.*** The degree to which prevalence and risk
factors for HIV infection differ between those with and
without records of incarceration is unknown. Neverthe-
less, information obtained from the prison setting can
complement data obtained from other (e.g., treatment)
settings so as to provide a more complete view of HIV
infection among IVDUs. Also, results of such studies
could facilitate the refinement of educational interven-
tions directed at large numbers of IVDUs entering and
leaving prison.

Given that the occurrence of AIDS among blacks
and Hispanics has been disproportionate to their repre-
sentation in the general population*~* and that minori-
ties constitute a substantial proportion of the prison
population in many jurisdictions, HIV infection among
minorities in prisonis a special area for concern. Within
the Maryland (State) Division of Corrections, the preva-
lence of infection among minorities has been elevated
compared to the rate among whites, even after stratifi-
cation for a history of intravenous drug use.’? Although
the reasons for an elevated prevalence of antibody to
HIV cannot be determined with across-sectional survey
design, these preliminary findings underscore the need
to develop or refine culturally relevant educational

strategies in the prison setting.
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AIDS and Intravenous Drug Users in Australia

Alexander Wodak and Bruce M. Whyte

Australia has a federal system of government, with
responsibilities jointly shared between the common-
wealthgovernment and the governments of the sixstates
and two territories. The Commonwealth Department of
Community Services handles national health matters,
but the state and territory departments of health are
responsible for the implementation and management of
health programs. Soon after the AIDS epidemic was
recognized, a national AIDS task force was established
to oversee scientific developments relating to AIDS in
Australia and to provide advice on policy matters. The
National Advisory Committee on AIDS (NACAIDS)
was organized to act as a liaison to the public and to
produce educational programs in collaboration with
specific population groups. All states and territories
have responded by establishing organizations with re-
sponsibilities similar to those of the federal bodies.

Epidemiology of AIDS in Australia

The first case of AIDS in Australia was diagnosed
in 1982. Since then, another 845 cases have been diag-
nosed (as of May 10, 1988), representing a cumulative
incidence of 52.9 cases per million of population.' In the
western world, this incidence is surpassed only by the
US, Canada, and Switzerland.? However, only four of
these 846 cases have been attributed solely to the habit
of sharing needles and syringes among intravenous (IV)
drug users, in comparison to 18 percent of cases in the
US? and 64 percent in Italy.? In an additional 24 cases,
IV drug use and homosexual activitics were both iden-
tified as possible routes of transmission.!

A 1985 study of 200 IV drug users in Sydney found
enly one seropositive user.* Six persons who had had
sexual or needle contact with the seropositive user were
tested for antibodies to human immunodeficiency virus
(HIV), and four were found to be seropositive. During
the course of the study, another eight seropositive IV
drug users were referred to the researchers. These 13

persons represented the entire known population of
seropositive drug users in Australia in 1985. Later that
year, another 75 IV drug users were found to be sero-
positive in one clinic in Sydney alone; 22 seropositive
drug users were identified in Adelaide, the capital of
South Australia, and smaller numbers in the other
states. The spread of HIV infection among IV drug
users was regarded as imminent. Dr. James Curran of
the US Centers for Disease Control visited Australia in
September 1985 and, noting the low levels of HIV
infection among drug users, recommended the imple-
mentation of preventive measures.

IV Drug User Population in Australia

As in all other western countries, estimates of the
prevalence of IV drug use are imprecise, but in 1980 it
was estimated that there were between 14,000 and
20,000 IV drug users in Australia,’ which has a popula-
tion of 16 million people. More recent calculations
suggest that the state of New South Wales, which
includes more than one-third of the population of
Australia, has 10,000 to 14,000 heroin users likely to
come to the attention of authorities in a 12 month
period.* The wide variation in these estimates is aresult
of the varying definitions of “drug user” and the differ-
ent timing and methodology of studies designed to
estimate the numbers of drug users. These figures are
likely to represent only compulsive users. A more recent
survey estimated the proportion of persons who inject
on a sporadic basis at 5 percent of all adults (equally
divided between males and females), and 2 percent of all
adults had used IV drugs in the past 12 months.’
Moreover, 40 percent of male users and 71 percent of
the female users had shared ncedles in the past 12
months,

In early 1985, state premiers and the prime minister
held a “drug summit” to discuss means of reducing the
drug problem in Australia. The conferees agreed to







Judy Greenspan

No Uniformity Nationwide
on AIDS

No nationwide corrections policy has
been formulated in response to the
AIDS epidemic within prison walls. Each
sector—federal, state, or county—fol-
lows its own procedures. And, according
to one state corrections health director,
these procedures have often been made
up as they go along.

Recently, corrections officials in Con-
necticut agreed in a court settlement to
stop segregating prisoners with AIDS,
the first time a state has rescinded an
AIDS quarantine policy. The Connecticut
Department of Corrections had segre-
gated all prisoners with AIDS into a spe-
cial unit at the Somers Correctional In-
stitution. Prisoners were confined to this
small housing unit for 23 hours a day,
and allowed no contact with the pris-
oners housed in general population. Pris-
oners with AIDS had no job, educational
or programming opportunities.

At least 20 states currently segregate
prisoners who have AIDS, despite the
absence of medical justification for the
practice. Approximately |4 states force
HIV testing, and six segregate all pris-
oners who test positive to the Human
Immunodeficiency (HIV) test, which re-
flects exposure to the virus known to
cause AIDS.

In our view, the worst scenario in
carrections today is the system which
requires HIV testing, then segregates
those whase test results are positive.
Many medical administrators admit that
segregation is more for the appeasement
of state legislators than for penological
or medical purposes.

The most progressive, informed re-
sponse to the AIDS epidemic is a system
which offers voluntary testing and coun-
seling for seropositive prisoners, main-
streaming seropositive prisoners and
those with AIDS into the general prison
population until they become ill. There
is a slow but growing trend in this direc-
tion. Arizona and Colorado have now
begun mainstreaming after segregating
for several years. Georgia is beginning to
move towards mainstreaming HIV-posi-
tive prisoners in some of its institutions.

Some more enlightened health educa-

Judy Greenspan is the AIDS information
coordinator at the National Prison Project,
and contributes a regular column to the
NPP JOURNAL on AIDS.
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tors and prison administrators have rec-
ognized that the only way to combat
AIDS and HIV infection in prison is
through education and counseling. How-
ever, letters received at the National
Prison Project from hundreds of pris-
oners around the country and from
many AIDS activists clearly reveal that
neither the Bureau of Prisons nor the
state departments of correction are
doing an adequate job on either count.
Some prisoners complain that their
AIDS education program amounts to dis-
tribution of the Surgeon General’'s pam-
phlet on AIDS. Others say that the one
video they are shown is already out of
date. Counseling and support groups are
almost nonexistent in prisons and jails.
Prisoners point out that there are no
educational sessions for those already in-
fected with HIV.

A recent National Institute of justice
report, Update 1988: AIDS in Correctional
Facilities, stated that “only through regu-
lar live training can the persistent misin-
formation about AIDS be effectively
countered.” Unfortunately, since 1987
there has been little movement in that
direction by state corrections officials.

Prisoners Form Seif-Help Groups

In response to the need for meaningful
AIDS education, groups of prisoners in
institutions across this country are be-
ginning to develop their own AIDS edu-
cation and peer counseling programs:

B Prisoners in New York State, which has
the largest number of HIV-positive pris-
oners and prisoners with AIDS, were
the first to come together to develop
these programs. The New York State
prison system does not conduct manda-
tory HIV testing but offers voluntary
testing with some counseling. While it is
impossible to know exactly how many
prisoners in New York State are HIV-in-
fected, a blind seroprevalence study (to
determine what percentage are HIV-
positive) conducted in 1988 found that
17% of the men entering Brooklyn’s
Downstate Correctional Facility were
seropositive. Corrections health educa-
tors and peer counselors believe that
number to be much higher since many
people entering the prison system are v
drug users.

m Members of Hispanics United for rog-
ress and other prisoners at Green Haven
Correctional Facility in Stormville, New
York, have formed their own Health
Crisis (AIDS) Action Committee in re-
sponse to the AIDS epidemic. This com-
mittee has been instrumental in develop-

ing peer counseling, buddy programs and
risk reduction sessions. The Green Ha-
ven prisoners have hosted two AIDS
seminars at the facility. The most recent
one was held in June 1989 on the critical
topic of medical clemency for prisoners
with AIDS.

¢ @ The AIDS Counseling and Educational

Program (ACE) is a project developed by
women prisoners at Bedford Hills Cor-
rectional Facility in New York. The
women of ACE are actively involved in
education, peer counseling and buddy
support services. ACE also provides legal
assistance and has incorporated a “crea-
tivity workshop” into their activities.

Prisoner-run programs face an uphill
battle. Prison and jail administrators have
not generally welcomed these educa-
tional initiatives on the part of prisoners.
In one instance, the prisoner-organizer
of an AIDS education program was ab-
ruptly transferred to another prison. In
another case, the AIDS education pro-
gram was forced to go underground for
over a year because of political pressure
from the state administration. At an East
Coast adult diagnostic center for men, a
group of prisoners had their AIDS edu-
cational material from the Centers for
Disease Control confiscated by prison
authorities who insisted it was
contraband.

Despite these obstacles, many pro-
grams are now off the ground and run-
ning, and can begin to serve as examples
for prisoners and health educators
around the country. As Cruz Salgado, a
prisoner at Green Haven wrote, I think
it’s time for society and prison adminis-
trators to recognize the concerns and
efforts of prisoners and our willingness
to do what staff can't, won't, or are un-
prepared to do. | have made that com-
mitment to the cause of alleviating the
grueling effects of this ‘monster.’ | invite
all prisoners to unite in the struggle
against AIDS in prison and help calm the
echoing scream of frustration, despair
and fear of our fellow PWAs (people
with AIDS) within the ‘belly of the
beast.”” =

FOR THE RECORO

B Alvin ). Bronstein, executive direc-
tor of the National Prison Project, has
been awarded a MacArthur Foundation
Fellowship. The fellowship was given to
Bronstein for his significant contributions
in the development of prisoners’ rights
and correctional case law. Bronstein has
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Prisons are not the AIDS ‘hotheds’ that everyone predicted: DeMaio at the A

ROBERT

Learning to Live
With AIDS in Prison

Behind bars, there is a new death row, but its .
inmates are being dealt with in enlightened ways

convicts call it “the package.” AIDS, an

agonizing, protracted form of execution,
hascreated a new death row, more dreaded
than the old. Over the years, cellblock
grapevines buzzed with tales of prisoners
who were beaten and stabbed by other in-
mates, or thrown into solitary confinement
by guards—just for having AIDS. But now
prisons, sometimes prodded by lawsuits
filed by prisoner-rights organizations, are
beginning to adopt enlightened policies to-
ward convicts with AIDS. In New York
state, for example, inmates who are not
currently hospitalized with an AIDS-relat-
ed illness can return to the “mainstream”
prison population. To reduce fear among
staff and inmates, many prison systems
havesetup AIDS-education programs (box,
page 28). Guards no longer automatically
wear masks and gloves when escorting in-
mates with AIDS. Some states even allow
inmates to go home to die.

When the AIDS epidemic hit in 1981,
doomsayers predicted prison hospitals
would overflow with junkies, homosexual
rapists and cellblock “queens.” “We're go-
ing to see a whopping epidemic,” com-
plained one Maryland prison official a few
years ago. But to date, this grievous scenar-
io has proved exaggerated. According to a
study funded by the Justice Department,

Inside the walls of American prisons,

there have been only 3,136 confirmed cases
of AIDS behind bars, less than 4 percent of
the national total. The number of prison
AIDS cases increased by 60 percent last
year, but on the outside, the rate of increase
was 76 percent. Of the 49,414 federal pris-
oners tested for AIDS antibodies since
1987, only 1,417 inmates tested positive. In
1988 less than 3 percent of new federal
inmates coming in from the outside were
found to be HIV positive. Says James Riley
of the Texas Department of Corrections,

Quarantined: Prisoners at Vacaville
JAMES D. WILSON—NEWSWEEK
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PHOTOREPORTERS

IDS unit in Sing Sing

“It’s a myth that prisons are
breeding grounds.”

One reason that the AIDS
rate in prison may be lower
than expected is caution on the
part of the prisoners. Some in-
mates say that high-risk behav-
ior—unsafe sex in which body
fluids are exchanged, sharing
smuggled drugs and needles,
even tattooing—has dropped
off substantially. “It’s gone
down to a minimum,” says
AIDS patient Robert DeMaio,
36, who is serving time for sec-
ond-degree murder in New
York’s Sing Sing prison.

While the stigma of AIDS has
eased, reports of serious abuse
continue. In a well-publicized
case last year, guardsin a feder-
al prison in Richmond, Va., al-
legedly handcuffed Michael Henson, 33,
and tossed him into “the hole” after he
tested positive for AIDS antibodies. (The
prison denies Henson’s charges.) In Noca-
tee, Fla., Scott Brewer—who later tested
negative—told a jailer that he might have
been exposed to the virus. “They stuck me ~
in an isolation cell with an AIDS patient,”
Brewer said. “The officer yelled, T've got
one with AIDS here’.” A bigger problem
than abuse is unreliable medical treat-
ment. At the U.S. Medical Center for Fed-
eral Prisoners in Springfield, Mo., Michael
Lingard had to sue for the right to take
regulardosesof AZT, thedrugthat appears
to prolong the lives of people with AIDS.
‘Around the country, numerous inmates
have died prematurely because prison doc-

ors misdiagnosed their symptoms./A New
York state study made last year found the
mean survival of AIDS inmates was 128
days—about eight months less than on the
outside.

Home to die: But even the most critical
AIDS activists concede that some progress
has been made. One of the most welcome
reforms has been the “compassionate re-
lease” parole. California has had the poli-
cy for three years, but only two patients
have gone home. New York’s plan is little
more than a year old, and 46 parolees have
taken advantage. “Most families accept
them,” says Ann Quinlan, nurse adminis-
trator at Sing Sing. “They see how we deal

| with patients, and learn by osmosis.”

Some families still say no. “No one wants
to die in jail,” said “Lucky,” 39, a Georgia
convict, “but that’s the way it is some-
times.” (Last month Lucky died in a pris-
on hospital.)

Allowing prisoners access to condoms
for “safe sex” in prison has been the most
controversial new policy. Prisons in Ver-
mont and Mississippi, as well as New York

| City jails, make prophylactics available.

ff | But in Bible-belt Mississippi, where sod-

I
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JAMES D. WILSON—NEWSWEEK

Fighting fear and ignorance: An AIDS counselor visits the San Francisco County Jail

omy laws are still on the books, church
groups protested loudly. Nationwide, pris-
on officials are largely opposed on the
ground that free condoms might encourage

sexual activity, even rape, as well as create |

other problems. “Our security people are
concerned about this,” says Texas adminis-
trator Riley. “These things can be turned
into slingshots. They can be filled up with a
variety of items, and turned into bombs.”
Several states, including California, cite
the threat of homosexual rape and needle
sharing to justify quarantine policies. At
the California Medical Facility at Vaca-
ville, healthy HIV-positive inmates are
segregated alongside AIDS pa-

to live on a rigid schedule: they wel-
come being guinea pigs for experimental
drugs such as CD-4, which impedes the
virus's destruction of the immune system.
“You've got inmates in a controlled envi-
ronment,” says Michael Miller, 43, who is
HIV positive. “I, for one, would be stand-
ing in line for any test.”

Prisons sometimes actually involve
AIDS activists in policymaking, bringing
them in to develop education programs.
“Wedorole playing,” says John Egan of the
Mid-Hudson AIDS Task Force in White
Plains, N.Y. “Inmates act out scenes like
being tested or being told they’re antibody

positive.” But some activists say prison offi-
cials, reluctant to concede that sex and
drug use cannot be controlled, provide too
little education. And even when programs
exist, the critics say, institutions do not
require attendance, rarely offer follow-up
sessions and rely on printed material for
people with a high illiteracy rate.

If ignorance is one obstacle, complacen-
cy is another. Many prison officials are
encouraged by the low number of AIDS
cases in federal prisons, but they know
that most inmates are in state facilities.
Only 13 states, largely in areas where
AIDS is relatively rare, screen for antibod-
ies. Moreover, the full force of the epidem-
ic may not have hit prisons yet. “There’s
no hotbed now,” says Dr. C. E. Alexander,
medical director of Texas prisons. “But
what’s going to happen in 19957 Indeed,
on the outside, AIDS continues to spread
rapidly among i.v.-drug addicts, and in
New York state alone, the Department of
Correctional Services estimates that be-
tween 60 and 70 percent of all inmates
have a history of i.v.-drug abuse. Epidemi-
ologists now believe the incubation period
for the virus can be more than eight years,
maybe as high as 20. Prison officials have
to stay vigilant: if the numbers start to
climb in the 1990s, the new death row may
yet become as overcrowded as was origi-
nally feared.

JaMes N. BAXER with SUE HUuTCHISON
in Boston, NADINE JosEPH in Vacaville,
Howarp ManNLY in Atlanta, DANTEL PEDERSEN

in Houston, KAREN SPRINGEN in Springfield
and NEp ZEMAN in New York

tients. Some officials fear the
situation could erupt into vio-
lence. “Parole violators are
living with lifers and mur-

mFor Women: Education and Mutual Support

derers,” says physician Jan
Diamond who treats AIDS pa-
tients at Vacaville, “and that
creates stress.” David Wayne
Smith, 33, a petty thief housed
in the unit, agrees: “Some-
thing’s not clicking and the
tension is mounting all the
time,” he says. In a recent
incident at an AIDS unit in
the California Institution
for Men in Chino, 15 HIV-posi-
tive inmates broke 220 win-
dows to protest their segrega-
tion. Elsewhere, even in states
that allow AIDS inmates to
live in the general population,
anyone with a potentially vio-
lent nature is isolated: in 1987
a Florida convict laced a
guard’s coffee with his own
AIDS-infected blood.

But at the federal medical
center in Springfield, AIDS pa-
tients find a potentially posi-
tive advantage in being forced

hey tell a parable about

“Blackie” at the Bedford
Hills Correctional Facility,
New York’s maximum-secu-
rity prison for women. Black-
ie, an inmate who died of
AlDSlastyear, used tosayshe
could always leave her things
lying around because she
knewnoonewoulddaretouch
them forfear of beingexposed
to the virus. Then in 1985 the
prison had its first AIDS
Counseling and Education
program(ACE), and attitudes
started tochange. “Eventual-
ly everyone started stealing
[Blackie’s things],” an ACE
participant recalls. ‘“That
wasagoodsign.”

Around the country, some
of the most innovative AIDS-
education programs have
been developed for women be-

hind bars. In San Francisco,

Sean Reynolds, an AIDS

counselor for the county pub-
lic-health department, uses
tough talk to teach women in
thetanks. “Think of condoms
as your American Express
card, honey,” shesays. “Don’t
leave home without it.” In
Boston, an activist organiza-
tion called Social Justice
for Women developed “AIDS
101” that features “speak
outs” where inmates can go
to an open mike and say
what’s on their minds about
the disease. “Before, if wom-
en tested positive, [inmates]
would call them "AIDS-carry-
ing bitches’,” says Francine

Melanson, a former drug ad-

dict whoruns AIDS 101 at the

Massachusetts Correctional

Institute at Framingham.

“Now they’re knocking down
my door, asking how they
canhelp.”

The programs often in-
spire women to take the
antibody test. “I'm going to
get tested when I get out,”
said Michelle Thompson, 23,
after one of Reynolds’s semi-
nars. "I've been on the
streets since I was 11 ... do-
ing heroin.” ACE has stayed
in touch with a number of
parolees and hopes to set
up counseling groups on
the outside. But the biggest
benefit may be to prison-
ers who are dying of AIDS.
Says Sonya, a frail Bedford
Hills inmate who can re-
member what it was like
to be harassed for having
AIDS, “These people take
care of you.”
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Alabama suit challenges
prison testang and

isolation pol

Class action suit also calls Jor AIDS educatzon
and access to treatment

By Chris Bull

MONTGOMERY, Ala. — Women
prisoners in Alabama who test positive for
HIV antibodies are forced to wear surgical
masks outside their isolation cells and to
clean telephone receivers with ammonia
after every use. Seropositive male prisoners
must use plastic utensils to eat their meals.
Prisoners who test HIV antibody-positive or
who have AIDS are routinely placed in
isolation wards, denied basic medical care
and access to safer sex information, and
stripped of rights other prisoners receive, ac-
cording to an April 29 suit filed by the
American Civil Liberties Union (ACLU)
National Prison Project.

In the first class-action challenge to man-
datory HIV testing and segregation of.
prisoners, five Alabama inmates have asked
the U.S. District Court of Northern
Alabama to order the Alabama Department
of Corrections (DOC) to end ‘‘humiliating,
unlawful and unconstitutional practices and
conditions”’ in “‘AIDS isolation wards'* at
Alabama’s Julia Tutwiler Prison for
Women and at the Limestone Correctional
Facility. A district court judge is expected to
hear the case in the next few months.

The federal lawsuit seeks to overturn the
current Alabama prison policy of forced
testing of all Alabama prisoners entering the
system and the subsequent ‘‘segregation’’ of
inmates whose test results are positive.

The DOC denies that its practices are un-

~

icies

fair and claims it treats prisoners with AIDS
the same as prisoners with other ‘‘infec-
tious’’ diseases. ““We know that homosex-
ual activity does take place. This [isolation]
is a precautionary measure to protect
prisoners from infection,”” said spokesper-
son Debbie Herbert. When asked why the
state refuses to distribute condoms or pro-
vide safer sex information rather than
isolate prisoners, Herbert replied that
“homosexual activity is 1I!egal We can’ten- .
courage illegal behavior.”

~Although. -prisoners who test HIV
antibody-positive or who have AIDS are
mistreated throughout the country’s prison
system, conditions are particularly
“‘egregious’” in Alabama, says Nancy
Ortega, a staff lawyer for Southern
Prisoners Defense Committee, which is par-
ticipating in the suit. ‘°Alabama has one of
the most backward systems in the country.
In some other states, such as New York,
there is at least a pretense of human treat-
ment. But in Alabama the situation is
devastating,’’ said Ortega.

Wide range of abuses
The suit seeks to end a wide range of
abuses in Alabama prisons that directly
results from repressive mandatory testing

and isolation policies:
*HIV antibody-positive prisoners are not
Continued on page 13




Alabama

Contirued from page |

permitted to work, attend classes, recewe*
furloughs, or participate in work release or
other community-based programs
*prisoners’ medical records are not kept '
confidential
*prisoners are denied equal access to law |

libraries, which they often need to prepare |

legal challenges.
In addition, the smt demands that

prisoners receive important AIDS
treatments such as AZT and other hfe-
prolonging therapies.

Despite the fact that tests for HIV an-
tibodies have a significant margin of error,
Herbert said the Alabama DOC makes no
provisions for false positive or false negative
test results and does not provide counseling
for prisoners about the results of their tests.
Consequently, according to the suit, many
prisoners ‘‘suffer extreme emotional
anguish believing they have AIDS. They are
told that they have a dread disease for which
there is no cure. Prisoners who test positive
are provided no emotional support or
counseling. Prisoners who falsely test
positive needlessly suffer pam and
anguish.”

Confidentiality is impossible to guarantee |
in the prison setting, according to the suit.
Many prisoners who test positive are im-|
mediately labelled “‘faggots’® and *‘lepers”
by the entire prison community and sub-
jected to verbal harassment and physical
abuse. The antibody status of prisoners is
often leaked to friends and family members.

Judy Greenspan of the ACLU National
Prison Project said lesbian and gay!
prisoners, regardless of their antibody |
status, are often singled out for abuse based |

on the perception that they are “spreadmg" |

AIDS. In Alabama, openly gay inmate |

Nathaniel Barnes was stabbed by another |

inmate while working on the AIDS mem- |
orial quilt. Barnes, in a recent letter to GCN, |
said the prison administration has ignored
the attack. (See GCN Vol. 15, No. 47.) |

_ Widespread testing and isolation G

Prisoner advocates from -around the
country hailed the suit as an important part
of the effort to stem the growing national
trend toward repressive AIDS measures 111
federal and state prisons. ; |

Ken Stevens, of Prisoner Legal Services
of New York, said the suit represents a rare
opportunity to expose the mistreatment of
prisoners and force changes in the prison
AIDS policy. ““Sufficient public pressure
has yet to be exerted on prison administra-
tions to instigate humane AIDS programs,”’’
said Stevens. :
. Greenspan said that lsolatmn wards
- established at many prisons are “‘dumping
- grounds for those the prison system cares
* least about — people of color, gays and les-
bians and people that are sick.... I mean,
what century are these [prison ad-
ministrators] from?" She said prisoners in
isolation wards suffer from depression,
malnutrition and generally unhealthy living
conditions which contribute to the progres-
sion of the disease.

Large numbers of prisoners are affected
by prison AIDS policies, although the only

statistics available are compiled by prison
administrators who have consistently at-
tempted to minimize the extent of the
epidemic in prisons. The ACLU Prison Pro-
ject, which relies upon prison ad-
ministrators for data, estimates there are at
least 1,500 prisoners with AIDS in state and
federal correctional facilities.

The New York State Department of l
Health estimates that 25 percent of inmates
in New York State prisons are HIV
antibody-positive. The Alabama DOC
claims that of over 15,000 prisoners tested,

132 are HIV antibody-positive. Those :

prisoners are currently confined in isolation
wards. s : "
In addition to isolating prisoners who

“have AIDS or who test HIV antibody-

positive, prison authorities often prevent
them from leaving the prison system. The
federal prison system requires HIV testing
before prisoners can be granted parole.
Greenspan said hundreds of prisoners have
already been denied parole because of their
antibody status. Connecticut prisoner Lewis

Sierra recently told GCN the new policy |

amounts to ‘‘quarantine” for PWAs.and
those who test antibody-positive. Sierra said
prison doctors refused to sign his release
papers after they discovered his positive an-
tibody status. .

Withholding education

Stevens told GCN the Alabama suit could
help prisoners obtain the potentially life-
saving AIDS counseling, safer-sex informa-

tion and AIDS treatments often withheld by

prison administrations.

The suit claims the lack of education puts
prisoners at greater risk of transmission
because they are ignorant of how the virus is
actually transmitted. By isolating prisoners
who test HIV positive, and by forcing them

to use disposable utensils and wear surgical
masks outside their cells, prison authorities |

perpetuate the myth that the disease is
spread through casual contact.

Ortega said prison administrations often
foster an ‘“AIDS-phobic’” environment by
refusing to provide AIDS information to
prisoners. Prisoner rights advocates believe
that instead of teaching prisoners and prison
workers to work and live together, prison
authorities encourage existing prejudices
based on sexual orientation among
prisoners in order to keep them fighting
among themselves.

. [filed from Boston
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COMMUNITY
NEWS ™

From AIDS in the
Black community,

to access to
aerosolized Pentamidine,

From the first Midwest
Lesbian Wellness Conference
to issues of HIV testing...

GCN's coverage of contemporary
lesbian/gay health concerns pro-
vides the incisive analysis and
broad vision that only I5 years of
community service can bring.

““As a Black gay pro-feminist man working
for the betterment of all my people, | de-
pend on GCN for both the acquisition and
dissemination of timely, accurate, and un-
biased reporting. I have yet to be disap-
pointed.”

- Craig Harris
poet, journalist, AIDS educator

"*As a program coordinator at the San
Francisco AIDS foundation, | am familiar
with the wide range of media coverage on
AIDS. | have found the quality of GCN's
coverage of AlDS consistently high. The
paper's ability to present analysis without
rhetoric or hyperbole has been especially
welcome."’

- Nancy Stoler Shaw

Department of Community Studies
Univ. of Calif, Santa Cruz

See page 4 for subscription forms

Safer sox heats up

R S,

“Hot, Horny and Health 1y’ workshop a big hu‘ at the
Black and White Men Together conference

By Chris Bull

BOSTON — “‘Somebody told me recent-
ly that he and his boyfriend were jacking off
on opposite sides of the bed, and his
boyfriend shot across the bed and the cum
landed in his mouth. *Was that unsafe?’ he
asked me. I said “That’s a good shot!””’ So
began ‘‘Hot, Horny and Healthy,”” a July 6
safe sex workshop conducted by sexy,
dynamic Los Angeles AIDS activist extraor-
dinaire Phill Wilson.

Part of the eighth annual National
Association of Black and White Men
Together (BWMT) conference at Boston’s
ritzy Park Plaza Hotel, the workshop focus-
ed on eroticizing safer sex through a series of
graphic demonstrations and explicit safer
sex discussions. A put-the-condom-on-a-
dildo race, safer sex ‘*‘true confessions,’
and condom-balloon volleyball highlighted
the spirited event.

““Safer sex is a sharing, experiential pro-
cess that only works if we can talk openly
about sucking, fucking and eating ass. The
point is to bring the fun back into our sex
lives,”” said Wilson, adding, ‘“Boy, things
sure have changed. We used to ‘fuck.” Now
we ‘penetrate.””’

Wilson scribbled on the Park Plaza chalk
board as participants recited their dislikes
about safer sex. To a complaint about the
tightness of condoms, Wilson told one par-
ticipant to ‘‘stop bragging.’’ Told about the
trials of shopping for spermicides and con-
doms, Wilson cried “What is this? A gay
man who doesn’t like to shop?’ Other

dislikes included: hating the bad taste of -

condoms; losing the momentum of sex; los-
ing the feel of flesh on flesh; worrying about
condom breakage; dealing with the
messiness and difficulty of handling con-
doms; having trouble understanding safer
sex definitions; being reminded constantly
of death and disease rather than pure
pleasure; and losing wild sexual abandon.
Wilson, who is a Black person with ARC,
explained to the audience of 25 white,
Black, Latino and Asian men from BWMT

* chapters around the country that he uses the

term ‘‘safer sex’® not because there is no

such thing as “‘safe sex,”” but because it im-
plies an interactive, learning process rather
than an objective set of rules.

To the delight of the crowd, Wilson
highlighted the “*positive side’* of safer sex,
including: focusing on more erogenous
zones; pouring champagne all over the
body; tonguing nipples; biting ass; enjoy-
ing cum smeared on the body; beating gent-
ly; talking dirty; sharing all-body massages;
playing with food like bananas; spreading
whipping cream, warm syrup and honey
between the legs; having public sex; tickling;
self-stimulation; and increasing emotional
intimacy,

The cornerstone of safer sex

““Condoms don’t always work, but don’t
blame the condoms for that. They must be
used properly. Practice makes perfect,”’
said Wilson, launching the condom-dildo
race. Armed with Gold Circle brand con-
doms, four groups of seven men raced to
roll the condoms over four large black and
white dildos. “Some of you need lots of
practice,”” taunted Wilson to the embarrass-
ment of several men struggling with rubber
dildos. ‘I swear it’s easier to thread a nee-
dle,”” whispered one exasperated contestant.

““The number one complaint I hear about
condoms is that they are too small,”’ beam-
ed Wilson as he pulled a condom over his
fist and up to his elbow. “‘You guys better
get used toit, the days of spitting and jamm-
ing are over.... But condoms can still be
fun,’” he continued, blowing up a condom
to the size of a watermelon.

While the condom-balloon was batted
about the room, Wilson extolled the virtues
of jelly, honey and milkshakes to improve
the taste of latex. Out of his trusty
“*sexcase,’” he shared black and white butt
plugs (‘“for that full, free feeling all day
long™), tit clamps, straps, lube applicators
and lace panties.

Concluded one participant from Mem-
phis with a sigh of pleasure, “‘All I need is
Apricot oil, Samba music, low lights and a
warm belly button, and I’m in heaven.*’[]
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Francie and Brenda negotiate the nasty

By Shirley Haught
t was a stormy week of innuendo: Fran-
I cie and Brenda, footloose and new to
Baltimore, were exchanging quips, hand-

. shakes and furtive glances. Brenda had just

blown in from Albuquerque to work at
““Hot Talk,”” Baltimore’s lesbian/gay
hotline. Francie herself was a fledgling
employee, and the two quickly discovered
sympatico tastes in divey bars and tacky
music.

“...They’re still hard to find, but I suggest
you check with dental supply stores...uh
huh, no problem, goodbye.”

Francie turned to Brenda. ‘‘Shit howdy,
that’s the third call about dental dams I've
had today. Whoever gets those things on the
lesbian retail market is going to make a bun-
dle.”

Brenda, eyes still glued to the log sheet on
her desk, remarked, ‘“‘Only a few of my
friends have tried ‘em, and they say they're
still trying to get the hang of it.”

She threw Francie a casual glance, *‘Ever
tried one?”’

“Well, I’ve got a few at home,”” she said
jauntily, “but I'm going to need a lab part-
ner to really get the low down.” Francie
cocked a brow at Brenda, and ventured a
bashful smile.

® ok ok

At the end of their hectic Friday after-
noon shift, the two headed for Tootsie’s, a
favorite local watering - hole, where
Frank Sinatra and k.d. lang shared billing
on the tinny jukebox.

Brenda winced slightly as Francie ordered
a peach wine cooler. ““I’ll take a scotch,
neat,” she told the waiter, as they settled in-
to the turquoise naugahyde booth.

The playful little crush that Francie had
sprouted for Brenda a mere week ago was
now a raging obsession. She sipped her

COOICT ANd ADSENY MPPEU 8t The [moel. F nat

“Brendawas a cool cookierFranciesthought

Was the electricity between them all in her
mind? How long could she keep from blur-
ting her desire?

Brenda was perusing the barroom, taking
elegant sips and tapping her foot to “‘Can’t
Hurry Love.”

*So Francie,”” Brenda said suddenly.
‘‘Have you ever messed around with anyone
at Hot Talk?”’

Francie blushed and looked quickly away
at the glowing beer sign on the wall: a bubbl-
ing stream flowed out from between the let-
ters. “‘No, I haven’t really, ah, gotten
around much.”’

Brenda took a deep breath and leaned
across the booth towards Francie. “*That’s
funny,”’ Brenda said, with an impish smile.
“You’re the hottest ticket in Baltimore.”*

L ]

An hour later they were cozily fumbling
with each other’s clothing on Francie's
futon. Brenda spied Francie’s softball
trophy for ‘‘Best Spirit” on the window sill
and felt herself swoon slightly; she was fin-
ding every little thing about Francie so
endearing. ‘‘Francie,’”’ she said,
‘““‘Remember in the staff meeting when you
were talking about coming out with your
driver’s ed instructor? I thought 1 was gonna
die, you were so cute.”

““Aw shucks,”” Francie said. “‘You
should’ve seen the instructor.”

Brenda stroked Francie’s collarbone,
teasing her shirt aside even further. Francie
arched as Brenda’s lips began exploring an
exposed breast. ““I’ve fantasized about this
all week,” Francie sighed, rolling Brenda
onto her back. As she reached under Bren-
da’s plaid miniskirt, Francie paused, mid-
grope.

‘‘So, how do you start these safer sex con-
versations, anyway?’’

‘“Maybe we should call Hot Talk for ad-
vice,"* Brenda laughed, turning onto her
side to look at Francie. ‘‘But really, in terms
of AIDS, I think I’'m at low risk.”

‘“Yeah, me too. I broke up with my lover
eight months ago, and we’d been
monogamous for six years. And the only
one before that was my driving instructor —
and we kept all our clothes on in the back
seat!”” Francie rolled her eyeballs,

**Well, I’ve had more than a few lovers,”
said Brenda, ‘‘but I’m pretty confident we
all fall into low risk categories.””

“God, it's so weird,” Francie replied,
““there’s no certainty about any of this risk
stuff.””

Francie and -Brenda talked some more
about their pasts. Neither, it turned out, had
used IV drugs or had a blood transfusion.
Francie said she had never been sexual with
men, whereas Brenda revealed a brief het
liaison during a seasonal job at the Grand
Canyon. She told Francie that she and the
canyon man used condoms, and that she
and her sole high school boyfriend also

relied on rubbers.

They talked some more about AIDS, the
lack of data about lesbian transmission, and
some of the tricky issues that had come up at
the hotline. For example, the staff couldn’t
even agree whether wet kissing should be
considered safe.

““] think it is,”” said Francie, planting a
juicy one on Brenda’s adoring mug. Francie
resumed groping.

Brenda, pushing her hand gently aside,
said, “I think kissing is okay, too,
but...there’s something else we have to talk
about.”’

Francie looked up curiously. “‘Oh yeah?’

‘1 have herpes,’” Brenda said, hesitating.
“You know, the genital kind.”

“Oh, um, 1 don’t know too much about
that.”” Francie checked her initial surprise at
the revelation and quickly added, reassur-
ingly, ““What should I know?"’

Brenda smiled, relieved that Francie
wasn’t going to be the flip-out sort of gal.
“It’s so hard when I have to tell people
about it, but herpes is really not much of a
problem for me.

““The only time it’s contagious is when 1
have an open sore — and I can usually tell
when one is coming on,'* Brenda explained.
“‘So I try to be careful. But when [ do have a
sore, you shouldn’t touch me with your
hands or go down on me.”’

“Bummer,’’ Francie frowned.
often do you get sores?’’

Brenda said she rarely got more than one
or two sores a year and they weren’'t very
painful, but that other people with herpes
had them more often and more severely. She
recounted the various advice she’d been
given about things that could bring on a
herpes attack.

““Certain foods are bad for herpes,””
Brenda said, “‘for example, nuts and pep-
per. Then there’s stress, having a cold, hav-
ing your period — they’re all implicated.
And get this. My dyke doctor just told me
that herpes could be brought on by the ex-
citement of having a new sex partner.”

‘*Yikes,” said Francie, ‘“‘are you ‘herp-
free’ right now?’

*“Yes,”” Brenda replied, grinning broadly.
““But I’m getting pretty excited.”” []

“How
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Try everything outrageous

The case for needle exchange

By Marea Murray

6 ary”’ is an [V drug using woman
M with AIDS. She steals syringes
from the hospital where her
daughter is being treated for ARC in an at-
tempt to be “‘safer’ in her habit and with
her partner. Like many people with HIV in-
fection or AIDS, she does not want treat-
ment to get out from under the needle. She
figures she is dying anyway.

Even if ““Mary’” were interested in treat-
ment, it’s not accessible. Because she is on
Medicaid, there is only one place that will
give her methadone, the synthetic heroin
substitute used to maintain addicts and
eventually help them break their dependen-
¢y on heroin. That place is Boston City
Hospital (BCH), which has a waiting list of
months. “Mary’’ could ‘‘make use’” of her
AIDS diagnosis to be pushed ahead on the
list at BCH if she told them she had AIDS,
she would be ““prioritized’" for methadone
because she would be seen as a public health
risk. The problem is that such a disclosure
would put her at risk of losing custody of
her child.

In any case, there isn’t any transportation
available to take her from outside Boston
where she lives into the hospital for a daily
dose of methadone. Nor is there child care
provided for her daughter.

* %k &

Bizarre priorities underlie AIDS policy in
the drug addiction context, with few tenable
options offered to people like ‘“Mary.’" In-
stead of attempting to address the full
gamut of issues “Mary’s"’ experience raises,
the debate about AIDS and drug use usually
focuses on two alternatives considered
mutually exclusive: needle exchange pro-
grams and treatment to alleviate drug use.
While certainly not the only answer to the
continuing spread of HIV infection among
— which offer clean needles in exchange for
used ones — have demonstrated positive
results. In Massachusetts, Governor
Michael Dukakis has vowed to oppose nee-
dle exchange programs ‘‘even if shown to
curb the spread of AIDS."’ Presidential con-
tender Dukakis has insisted that more treat-
ment slots will be made available for addicts
who want them. Critics suggest that his ap-
proach to drug users and AIDS is reminis-
cent of his approach to gay men and AIDS.
For example, Dukakis opposes explicit safer
sex education, despite its proven effec-
tiveness. (See GCN, May 29, 1988 for more
on Dukakis and AIDS.)

One of 11 states where purchase and
possession of hypodermic needles without a
prescription is illegal, Massachusetts is also
estimated to be home to some 40,000 IV
drug users, with an estimated 14,000 in the
Boston area. Last month, the State
Legislature “‘just said no’’ to the proposed
Boston needle exchange program. They
voted instead to have a commission study
the legal issues surrounding clean needle ex-
change.

With soaring rates of HIV infection and
full-blown AIDS diagnoses in the IV drug
using population, Mayor Ray Flynn of
Boston will try again for state legislative ap-
proval of the needle exhange home rule peti-
tion, which was recommended by the
Boston City Council last spring. The effort
has faced stiff opposition from Dukakis,
Public Health Commissioner Deborah
Prothrow-Stith and the Massachusetts
Medical Society.

The proposed Boston exchange would en-
tail distribution of clean hypodermic needles
and syringes (“‘works’’ or *‘rigs’') to 200 ad-
dicts (less than two percent of the addict
population in the city) over a six month
period. With the defeat of the proposal
before the Health Care Committee (which
voted it down 10-5 with 2 abstentions) in
June, the Portland, Oregon exchange pro-
gram has become the first of its kind in the
nation this month. In a state where needles
can be purchased over the counter,
Oregon’s program will cost $67,000. It in-
volves 125 1V drug users who visit the clinic
and present injection marks and a used nee-
dle.

Meanwhile, the presidential AIDS Com-

mission’s final report suggests small and
“controlled’’ clean needle programs. AIDS
Action Committee Executive Director Larry
Kessler has called for guerilla needle
distribution as “‘civil disobedience,”” a
strategy employed for some time by the
Boston AIDS Brigade (run by two recover-
ing addicts) and other (more anonymous)
health care providers and activists.

As for Dukakis’ proposed alternative to
needle exchange, i.e. treatment and educa-
tion, there are few indications the state is
willing to back up its plan with adequate
resources. The $6 million proposed for ex-
panded “AIDS drug treatment’’ and
preventative education has recently been
sliced to $2.65 million in the Mass. Senate
Ways and Means Committee. In the most
recent budget, the program is “‘priority
two,”’ which means that funds will only be
allocated if revenue projections are met
halfway through 1989. The latest June

SOAK THE WORKS IN
A BLEACH AND
WATER SOLUTION

ah?
Fill glass with one part

Let soak at least 10
minutes.

| "-(:’f'

Rinse thurouEMy with tap
water to remove bleach.
BLEACH IS DEADLY IF
INJECTED. Make sure
you rinse needle and

syringe well.

Reprinted with permission of Rhode Island Project/AIDS

revenue figures for the state were again
lower than anticipated, so more cuts are
likely before a final FY89 budget is im-
plemented.

Dr. Sandy Lamb, Deputy Commissioner
of Boston’s Health and Hospitals and a
strong proponent of needle exchange, has
noted that treatment slots for all users in
Massachusetts would entail expenditures of
upwards of $30-40 million.

In addition, the limitations of a treatment
strategy are many. Programs only reach
those addicts willing and able to enter treat-
ment, It is difficult to recruit and train staff
for these programs. Obtaining sites for
treatment centers has already met with vocal
local community resistance. Weekly rates
for methadone maintenance are $80-100 in
Boston. While some programs have sliding
scale fees for drug-free and residential treat-
ment, generally these programs don’t offer
methadone.

Finally, not all addicts are heroin users, so
methadone is neither the only ‘‘treatment”’
necessary nor the ‘‘solution to the AIDS
problem.”” In fact, cocaine is more popular,
and the nature of the high it produces with
intravenous, intramuscular and other forms
of “‘shooting’’ necessitates injection several

Continued on page 16
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Lesbian health: where are we now? (Part | of 2)

By Shelley Mains

ike so many other aspects of lesbian
L lives, our health issues receive little

public attention. Pitifully few studies
on lesbian health have been undertaken or
supported, and few books or articles have
addressed the topic. Many practitioners we
depend on for care are bewildered about
possible lesbian practices and consequently
ignorant of our health care needs.

Because we have little access to reliable in-
Jformation, lesbians have been largely unac-
customed to discussing health matters, and
many of us don’t even feel comfortable
coming out to our health care providers.
While the feminist health movement of the
1970s encouraged discussion about specific
needs of lesbians, concerns about AIDS
have been the most recent impetus to further
conversation about our physical, emotional
and sexual health.

Thinking and talking about HIV
transmission among lesbians give rise to
questions about the broader context of les-
bian health: What other sexually transmit-
ted diseases (STDs) might pose risk for us?
How can they be prevented? What other
physical and mental health problems are of
particular concern for lesbians? What bar-
riers do we face in obtaining health services?
How do these issues vary among lesbians of
different races, ages and classes? And what
has become of the feminist health move-
ment of the °70s?

To address some of these questions, GCN
organized a discussion with three Boston-
area women who have worked in the field of
lesbian heaith — Vicky Nunez, Loraine
Obler and P. Clay Stephens.

Vicky, formerly with the HIV Antibody
Testing Program at the Fenway Community
Health Center, is currently involved in
developing the Women’s AIDS Information
Project. The Project aims to provide AIDS
information specific to women. Vicky isalso
helping conduct an “‘anecdotal survey’’ of
health practitioners from across the country
about the transmission of S§TDs — par-
ticularly HIV-infection — between women.
The results will be presented by Jennifer
Walters of the Fenway Community Health
Center during a panel at this year's Lesbian
and Gay Health Conference. Vicky belongs
to Amigas Latinas en Accion Pro-Salud
(ALAS), a Boston group of Latina women
who work on Latina health issues.

Loraine Obler, a neuropsychologist, was
Jormerly on the board of the Fenway Com-
munity Health Center, where she helped set
up the alternative insemination (Al) pro-
gram. She worked with the Boston Lesbian

Psychologies Collective on the book Les-
bian Psychologies and is currently working
on the Boston Lesbian Health Project,
which examines a broad range of lesbian
health issues. Questionnaires have been
returned from 1,500 lesbians across the
country and the study will be discussed at
the health conference. Loraine will also
soon be a lesbian mom.

P. Clay Stephens is a physician’s
associate who has worked in the field of
OB/GYN and STDs. She has been active in
the women’s health movement for over 20
years, including working on reproductive
rights issues, and in women’s clinics —
many of them free clinics — in the
Southwest. Since moving to Boston in 1985,
P. Clay has worked at the Fenway Com-
munity Health Center in several capacities:
practicing women’s health care, doing
clinical research on HIV-infection and runn-
ing the AI program. Since November, she
has worked at the Massachusetts Depart-
ment of Public Health as coordinator of
AIDS resource development. The opinions
she expresses are not necessarily those of the
Dept. of Public Health.

The topics explored in this discussion
reflect the interests and expertise of the par-
ticipants. By no means are we implying that
these are the only — or the most important
— health issues facing lesbians. Nor are
these exhaustive presentations on the sub-
Jects. Our aim is to broach the topic of les-
bian health, offer ideas, provoke discus-
sions, and get us all thinking about how to
betler take care of ourselves and each other.

Sexually-Transmitted Diseases

Shelley: Let’s start by talking about lesbians
and sexually-transmitted diseases (STDs).
Our community is buzzing about HIV trans-
mission and safer sex because of AIDS, but
it seems there’s little discussion or informa-
tion about other STDs we may be at greater
risk for, and how we can prevent their
{ransmission.

Vicky: There's precious little written or
spoken about the whole issue of STDs. One
of the questions we're asking providers in
our informal survey is whether they talked
to their lesbian clients about safer sexual
practices before the AIDS epidemic. I have a
feeling a lot of people are going to say “yes’
because they don't want to look bad, but I
doubt they were talking about dental dams
or gloves or finger cots. If anything, they
were giving advice like ““avoid contact if one
partner has herpes lesions or open sores”” —
the kind of recommendation that go to

women who already have STDs. But the real

gaps in care and information exist in the
area of prevention.

P. Clay: In response to your comment on
finger cots and gloves and dental dams, 1
want to mention that women’s clinics in Los
Angeles and San Francisco have recom-
mended finger cots and gloves and dental
dams for more than ten years. This is where
the current dental dam movement devel-
oped — people were already talking about
barriers in response to herpes. Not for peo-
ple who had open lesions, because then it
was too sore to do anything, but when the le-
sions were closed and the skin was not yet
clear — [the barriers could be used in] an in-
termediate stage when the person who had
the lesions could feel comfortable enough to
have sex.

Yicky: The idea that lesbians should even
think about STDs isn’t widely accepted. It
seems the impression of most providers is that
if neither partner is sleeping with men,
chances are they don’t have to worry about
STDs. And maybe to a large [degree] that’s
true, but that’s not to say that STDs can’t be
transmitted from woman to woman. When
you speak with providers who have exten-
sive experience working with lesbians, they
do talk about seeing a number of STDs. For
instance, a woman we’ve contacted in New
York City says the number one reason she
sees lesbians is because of chlamydia [a
bacterial infection that is the most
widespread STD in the U.S.]. But from peo-
ple we’ve talked to in Boston, it doesn’t
seem like they're seeing much chlamydia.
Our findings are all anecdotal, but we’re
seeing different patterns in different areas.

Shelley: Is there an accepted understanding
about which STDs are transmissible between
women? I don’t think it’s common know-
ledge.

Vicky: I think if you asked three providers
about an STD: ‘““Can it be transmitted from
woman to woman?’’ some persons would
give you a very authoritative “‘yes,”” and
some would give you 'a. very authoritative
“no.'” So that’s certainly part of the pro-
blem, And I think that probably some pro-
viders just don’t believe you can transmit
STDs from woman to woman. Part of that
is ignorance on the part of practitioners as to
what lesbian sex practices are, and the other
is that the medical information just isn’t
clear at this point.

I also want to mention vaginitis and dif-
ferent kinds of vaginal infections. These can
be sexually transmitted, and they can also
develop spontaneously in a woman, so you
don’t have to get an infection from some-
body in order to have it and give it to
somebody else.

P. Clay: People also very rarely mention der-
matitis in discussions of STDs. If a woman
has a very acid or base vagina because her
ph balance was thrown off by even a fairly
minor vaginal infection, through oral sex
her partner can develop a very severe der-
matitis around the mouth and/or cheeks.

Vicky: That brings up a point nobody talks
about because we don’t want to say vaginal
secretions are yucky and therefore you
should get up and wash your face im-

mediately — but there does seem to be a.

basis for recommending that you wash your
face and your hands after sex. It seems one
of the ways you can transmit chlamydia is if
your fingers come in contact with infected
vaginal secretions, and then you may rub
your eye and infect yourself. Another issue
about transmission — and something specif-
ic to women — is that we tend to share
things like underwear ‘‘because we're all
women,’’ or take baths together and things
like that. It’s not that every woman is going
to get vaginitis by sharing underwear with an
infected partner, but for some women,
that’s the kind of thing that can cause infec-
tion and reinfection.

Shelley: What about the links between STDs
and cervical cancer and other cancers?

P. Clay: Viruses, especially the herpes virus
and papilloma (the virus that causes con-
dylomata acuminata or veneral warts) have
very definitely been implicated in epide-
miclogical studies of cervical cancer. So
were you to have either of these things and
transmit the virus somehow — for example
through digital penetration — to your cervix
or your partners cervix, that could be an
issue.

Vicky: Then again, cervical cancer seems to

develop so slowly, and since pap smears are
so regular for a lot of women, it seems like
the development of something that’s
cancerous could be caught fairly early on.
But this hooks into the issue of whether les-
bians receive regular gynecological
checkups and pap smears.

P. Clay: Some people erroneously think that
if you don’t have sex with men you don’t
need a pap smear, even though you may
have been heterosexually active for many
years before coming out. Then you can get
into a long discussion of how pap smears are
not reliable if done by computer, and most
of the cheap places in the country that read
pap smears do them by computer. The other
issue is that there are people who believe
there are certain forms of cervical cancer
that are developing faster and deeper than
the previous forms. This reopens the issue of
how frequently you need a pap smear. Jt's
also important to remember that abnormal
pap smears and cervical cancer are more
common in lower socio-economic groups
than upper.

Loraine: That's a question in the Boston
Lesbian Health Project: ““Do lesbians
need pap smears?”’ If your general belief is
that sex with large numbers of men brings
about the general risk of cervical cancer, we
should find less in the lesbian community, If
it’s low socio-economic status, we should
find more in the lesbian community. That’s
the sort of information we’re gathering.

Access to health care for lesbians

Shelley: The issues we discussed earlier
about who gets pap smears point to the
larger issue of access: who sees practitioners
and what are barriers to seeing practitioners,
ranging from economics to racism to the
obstacle of whether to come out to your
doctor?

Loraine: There’s no doubt that lesbians’ at-
titudes toward the health care patriarchy and
providers interact with issues of socio-
economic status. It’s more likely that les-
bians aren’t getting the health care we nced
because of the additional barrier of talking
to a doctor about who you are and what
your behayviors are.

P. Clay: Ose thing to throw in about access
is that"when we're talking about younger
women — college age or younger — we have
to remember that all the women’s health
care that’s funded through the various fami-
ly planning organizations is based on
reproduction and on family planning and
birth control. So you have to make a deci-
sion, if you’re a lesbian, either to pay for
your own health care, or else, regardless of
what you say at the clinic about your prac-
tices, you must take foam and condoms out-
side the front door of the clinic to get your
visit paid for. This is a real issue for a
woman who wants to be out and proud of
her sexuality.

Vicky: There are also different levels of be-
ing out. If you're with someone you con-
sider to be a lesbian practitioner or someone
who’s lesbian-sensitive, and you come out
as a lesbian, it might be hard to bring up the
fact that you had sex with a man a few
months ago. To put yourself out that way is
another level of being out. Something else
that comes up is substance abuse: you can be
out as a lesbian, but are you going to take
that other step, which is really scary, to be
out about a substance abuse past or
something in the present?

P. Clay: That’s a really interesting point.
Doing abortions for years, it struck me that
1 did a lot of abortions on lesbians who had
sex with men. I think in a funny way we saw,
in that setting, more lesbians who had
deviated from “‘official lesbianhood.” To
me that says there’s an enormous number of
women who may identify one way and may
have an unusually broad range of practices
— maybe wider than other groups because
our identity is socio-political in addition to
being sexual.

Shelley: So we’re talking about two issues:
what we do and how we identify ourselves,
P.Clay: The importance of self-
identification came up in two very in-
teresting studies on lesbians and AIDS at the
[recent international conference on AIDS
in] Stockholm. The first was a study by the
CDC [Centers for Disease Control} in which
they mechanically went through all their

Continued on page |3
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AN OFFICIAL EVENT OF THE NATIONAL LESBIAN AND GAY HEALTH CONFERENCE |

S T O N

Sunday, July 24, 1988

6-11pm
[he Provincetown [1 « Boards at the World
Trade Center (Commonwealth Pier at 7:30pm)
Rain or Shine « Free Admission to The Metro
following the cruise.

Tickets $15 advanced/S17 at pier « Tickets available at
BodyBody & Copley Flair « for tickets and more
information contact Fenway Community Health Center: 267-7573/267-0900
All proceeds to benefit the Fenway Community Health Center
HIV Out-patient treatment center.
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(617) 524-6822

Red Sun Press, a worker-
controlled collective and a union
shop, can meet your complete
printing needs, from layout to bindery.

Call us for an estimate

at 524-6822

Monday through Friday,
9 am to 5:30 pm.

94 GREEN STREET JAMAICA PLAIN, MA 02130

617-776-5866

Somerville, Mass.

Lynne S. Brandon, Ph.D.
FINANCIAL

MANAGEMENT

Long-range Planning, State Contracting,
Budgeting, Staff Training & Supervision,

Conversion to Computerized Systems

® Non-Profit * Small * Sole
Agencies Businesses Proprietors
e
ACCOMMODATIONS LAWYERS

OASIS GUEST HOUSE
22 Edgerly Road
Boston, MA 02115
(617) 267-2262

ACUPUNCTURE

RONALD KELTER
Acupuncture Associates of
Cambridge

843 Mass. Ave,, Central §q.
Cambridge, MA 02139
617-491-4410

|AMES F, LEATH, R. Ac.
HARMONY HOLISTIC
HEALTH

699 Somerville Ave.
Somerville, Mass.

Porter Square T

629-9547

ALCOHOL/DRUG
TREATMENT

SPOFFORD HALL
Route 9A

Spofford, NH 03462
(603) 3634545

AUDITING/TAXES
LILLIAN GONZALES
Certified Public Accountant
126 State Street

Baston, MA 02109
523-1060

AUDIO-VISUAL

SAMDPERIL AUDIO-VISUAL
23 Clive St.

Boston, MA 02130
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BICYCLES

FERRIS WHEELS

Bicycle Shop

64 South Street

Jamaica Plain, MA 02130
617-522-7082

BOOKSTORES

GLAD DAY BOOKSTORE
673 Boylston Street
Boston, MA 02108

(617) 267-3010
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A WOMEN'S BOOKSTORE
186 Hampshire Street
Cambridge, MA 0213%
8765310

REDBOOK STORE

Books of Political Struggle,
South Africa, Central America,
Gay & Lesbian literature

92 Green St.

Jamaica Plain, MA 02130

(617) 522:1464

CHIROPRACTORS

DR. RITA L. HELD
HARMONY HOLISTIC
HEALTH

699 Somerville Av.
Somerville, MA 02143
628-9547

DR. TIMOTHY KNIGHT
1100 Massachusetts Ave
Arlington, MA 02174
(617) 641-2510

DR. DAVID MOULTON
Suite 333

45 Newbury St.

Boston, MA 02116
266-8564

DR. JONATHAN STEIN
375 Harvard Street
Brookline, MA 02146
1831100

DR. DAVID. STOLER
Chiropractor

SOMA Practitioner
124 Harvard St. No.3
Brookline, MA 02146
(617) 731-3306

COUNSELING

ANDOVER PSYCHOTHERAPY
Gerald Matison, L.LC.S.W.
475-6950

insurance accepted

ARADIA COUNSELING FOR
WOMEN

520 Commonwealth Av.
Kenmore Square
Boston, MA 02115
247-4861

BACK BAY COUNSELING
DENNIS IADAROLA

1368 Beacon St. Suite 109
Boston, MA 02146
739-7860

PATRICIA A. BURKE, LICSW
ADDICTION TREATMENT/
FAMILY THERAPY

10 Goodway Road

Jamaica Plain, MA 02130
S12-9446

FOCUS COUNSELING &
CONSULTATION INC.
186% Hampshire St
Cambridge, MA 02139
876-4488

JOURNEYWOMEN

A feminist psychotherapy
collective

240A Eim St., Davis Square
Somerville, MA 02144
1769232

MASS BAY COUNSELING
ASSOCIATES

321 Columbus Ave.
Boston, MA 02116
7397832

SOUTH END COUNSELING
596 Tremont Street

Boston, MA 02118

(617) 4379643

TAPESTRY, Inc.
20 Sacramento St.
Cambridge, MA
661-0248

WINGS THERAPY
COLLECTIVE

60% Sacramento St.
Cambridge, MA 02138
876-8438

DENTISTRY

DR. RICHARD BANKHEAD
DR. PAUL GROIPEN

1259 Hyde Park Av.

Hyde Park, MA 02136
364-5500

JOHN BARNA &
AMY WETTER
790 Baylston Streat
Boston, MA 02199
353-1500

DOG TRAINING

FAMILY DOG TRAINING
CENTER

Dog Behavior Specialists
Medford, MA

3959084

ELECTROLYSIS

JUDY FEINER
Complimentary consultation
Computer electrology specialist
Central Sq., Cambridge
497-2019

FLORISTS

REMEMBRANCES FLORAL
DESIGN

12 M. Auburn St.
Watertown Sq., MA
9264289

HAIR SALONS

B. CUMMINGS
309 Shawmut Ave.
Boston, MA 02118
338-5356
Wed,Sar. 10-6

HEALTH

BOSTON HEALTH
ASSOCIATES

Holistic Health Referral Service
Psychotherapy, Bodywork,
Movement, Nutrition and
Spiritual Counseling

266-8122 M-Th., 12-7

FENWAY COMMUNITY
HEALTH CENTER

16 Haviland Street
Boston, MA 02115
267-1573

FEMINIST HEALTH CENTER
OF PORTSMOUTH

232 Court St.

Portsmouth, NH 03801

(603) 436-7588

STD clinic for men and women
Mon. eves.: free anon, HIV
counseling & testing

HOUSEKEEPING

CLEAN UP YOUR ACT
Housekeeping Service

Weekly, bi-weekly, monthly and
special occasions

776071

INSURANCE

DAVID L. COLLINS, CLU
Congress St.

P.O. Box 1762

Boston, Ma. 02105
1-800-352-3185

KUNEVICH & LAU
INSURANCE AGENGY
241 Washington St.
Brookline, MA 02146
731-1015

NANCY GREENWOOD
40 Hampshire St.
Lawrence,MA 01840
683-7676

NATIONAL LAWYERS GUILD
Lawyers Referral Service
227-7008

M-F 1-5 p.m.

MASSAGE

MIDTOWN HEALTH CLUB
Swedish, Japanese, Esalen
220 Huntington Ave.

{617) 262-1000, x 298
MSac, 127

MOVERS

APPLETON MOVING CO.
{formerly Boston Trucking)
£41-1234

PHOTOGRAPHY

DAVID'S PHOTOGRAPHY
PO Box 375 McCormack Sta.
Boston, MA 02101

236-0365

PRINTING

RED SUN PRESS

94 Green St

Jamaica Plain, MA 02130
524-6822

REAL ESTATE

BOSTON BAY REALTY
668 Tremont St.
Boston, MA 02118
262-7386

INNOVATIVE MOVES
REAL ESTATE

Full Service Brokerage
Trisha Solio, Barry Wing
726 Centre St.

Jamaica Plain, MA 02130
(617) 522-0020

RELIGIOUS
ORGANIZATIONS

Metropolitan Community
Church of Boston

131 Cambridge St., near Gov't
Ctr., Sunday Worship 7pm,
Open to all

A church of the Lesbian and
Gay Community, 523-7664

Unitarian Universalist
Congregation at the Ist Church
of Roxbury — Sun. Ham
Service — 445-1277

at Center, Roxbury & Dudley
Sts., Rox. Crossing T Stop

TAXES & FINANCIAL
PLANNING

MARIORIE E. POSNER
Cert. Financial Planner
33 Asheroft St.

Jamaica Pl., MA 02130
524-7565

TRAVEL

FOREX. TRAVEL
76 Arlington St.
Boston Park Plaza
482-2900
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Lesbian health

Continued from page ||

AIDS reports and came up with seven cases
in women who hadn’t had sex with a man
for several years. They therefore declared
these women to be lesbians. The women
were not necessarily self-identified lesbians.
For all of them, the first and most obvious
way they could have been infected was
through IV drug use, so that’s the way they
were categorized. Thus the CDC will tell you
that there are seven lesbians with HIV infec-
tion that have gone on to full-blown AIDS,
based on 1V drug use. That's their total sum-
mation of the lesbian health risk for AIDS;
in fact the title of some of their literature in
Stockholm -said ‘‘Lesbians are not at risk
for AIDS, except for IV drug use.”

At the same presentation was Patricia
Case, representing a group of women who
did an IV drug use study in San Francisco.
Using anthropological methods, they got
lesbians to refer them to other lesbians until
they were able to identify a group of about
55 or 60 women who identified as lesbians
and who used IV drugs recently. They focus-
ed on a group of about 35 or 40 women who
used IV drugs in the last three months — an
amount of time the researchers thought in-
dicated “‘current’ use. Out of that group
approximately 25 had had sex with men.

The study looked at some identity ques-
tions: the women could say they identified
as lesbians, as IV drug users, or as neither.
And you could almost predict what they
knew about AIDS from the category they
identified with. The ones who called
themselves IV drug users and identified with
that community knew everything there was

(G e ftren—

to know about cleaning needles with bleach.
That message had clearly gotten through.
The ones who identified with the lesbian
community knew nothing about perinatal
[birth-related] transmission, cleaning
needles, or safer sex with men — regardless
of their practices and childbearing patterns.
And the ones who identified as neither knew
hardly anything about anything. So as much as
we’ve been saying we should look at prac-
tices instead of identity I think after we work
through that we have to turn around and
look at identity and see if our message has
gotten through. And I think it’s an impor-
tant message not only about who defines
what a lesbian is, but about what we, the les-
bian community, admits happens within our
community.

The other thing about the San Francisco

study is that the women identified a need in
their community and worked after hours
and got more information — on no money
— than the CDC [has] with all its computers
and resources.
Shelley: What direct implications do these
identity issues have for lesbian health care?
P. Clay: If you walk into an emergency room
bent over with lower abdominal pain on the
right side, severe fever and you haven’t had
sex with men for 15 years, you wouldn’t
need a big workup to rule out ectopic pregnancy
[implantation of a fertilized egg outside
the uterus]. The practitioner could dive right
into appendicitis. But women who feel their
own security will be compromised by com-
ing out may not share that information and
will lose out on lifesaving time. And it’s
always a double-edged sword — just coming
out won’t solve your problems. You may
even get shoddier treatment or get shoved
around on the table or get homophobia —
and now AIDSphobia — dumped on you.

We have to be very aware of the race and
class issues. There’s an incredible excess loss
of life, for instance, in the Black community
caused by diseases that could be prevented.
This problem is compounded if you’re a lesbian or
speak a different language than your practitioner
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or anything else that’s a barrier to ¢ffective
communication with a health provider.
Shelley: With all the public policy debates
about Medicare and catastrophic care
coverage for people over age 65, I've been
thinking lately about access issues for les-
bians growing older. Most lesbians —
especially those who don’t have children —
won’t have the whole free care network that
many of our grandparents had, with
younger wives, daughters, nieces, and all
kinds of female family members taking care
of them at no cost.

P. Clay: This plugs into my thinking about
the “‘survivor syndrome’ that the lesbian
community will be in for — as a larger and
larger part of the gay community literally
dies [due to AIDS]. What's that going to
mean to us in terms of institutions and cam-
paigns currently supported largely by gay
men with more resources? Lesbians have
never been the monied group among the
homosexuals. What's that going to mean
when we apply it to old women seeking care
and assistance? How are we going to take
care of each other?

For instance, now you can get federal
Medicare payments for taking a PWA into
your household and caring for that person
as an unrelated adult. They have a similar
program for elderly foster care, which is
where the model came from. The question
for me is, how many of us are going to take
on the caretaking role because nobody will
take the people in and there’s no more
hospital space? If we have to deal with that
model in our young lives will we keep the
model in our older lives, both in terms of be-
ing the foster-cared-for person as well as be-
ing available to provide foster care for older
people?

Shelley: Can you talk more about the effects
of having such limited resources devoted to
lesbian health, whether direct services,
training, or research?

P. Clay: One of the problems I've had with
some gay clinics was that money generated
by the Al programs was going into paying
for services for gay male STDs, often for
men who had the ability to pay. Yet the
clinics were spending money on men that
was hard-earned by women—at 64 cents to
the dollar, or 59 cents to the dollar, or 323
cents to the dollar—in spite of women’s sen-
timent that that money should stay in the
lesbian .community and support lesbian
hedlth services.

Other clinics have felt that they were do-
ing lesbian health care by hiring lesbian
health care workers, but giving them no sup-
port to develop special programs, ordering
no special brochures—nothing that would
approach a way to get into the lesbian com-
munity.

Shelley: Limited resources also affect your
research, Loraine; you need resources to get
research done, and to get the information
out there for people, whether practitioner,
or women doing self-help, or whatever.
Loraine: Qur lesbian health research was
supported by the Chicago Resource Center,
[a foundation that funds lesbian/gay pro-
jects nationally]. Another major lesbian
health study received funds from the Ms.
Foundation and the National Institutes of
Health. They were prepared to take govern-
ment monies, which raises other issues.
Funding considerations obviously affect
your outcome: they affect the pace at which
you can work—which is relatively slow in
our case; and they certainly affect the way
you pose your questions, where you choose
to publish your results, and how you frame
these results.

P. Clay: Most books that deal with women's
health were produced one of two ways.
Either there was such a vacuum for the book
—as in the case of the early Our Bodies,
QOurselves— that early book sales produced
a financial base to continue updating the
book; or, in the case of books produced by
feminist health centers, the national
feminist health centers, the Federation
of Feminist Women’s Health Centers
childbirthing, and other services that they
were able to support writing the books. So
nobody has ever written comprehensive
books on women’s health from a major
women’s college, even. No one’s had that
kind of backup and support. I think the fact
that we can name as many books, or films,
or pamphlets as we can is a statement of the
determination of women to prepare these
materials for each other.

What concerns me is that unless writers

Continued on page 17
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There's still time . . .
to register for the

2nd International
Lesbian & Gay
Health Foundation
Conference

July 20 - 26
Boston Park Plaza Hotel

Register on site
For more information

call
(202) 797-3708

Just for us ...

The first woman to woman connection!
By women. For women. A/l women.

Youcan...

* Have group
conversations with up
to 7 other women.

* Talk woman to woman,
one to one.

¢ [.eave messages on our
bulletin board.

Discuss ...
¢ relationships

¢ friendships

® careers

e families

e anything

... with other women

1-900-999-8700

For women 18 and over only.
95 cents the first minute, 45 cents each additional minute.
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AIDS and health
insurance: Public health
versus private profit

By Martin Heggestad

[DS-related discrimination in the U.S.
A health insurance industry

demonstrates not only institutionaliz-
ed homophobia, but the fundamental con-
tradictions of a health-care system that at-
tempts to meet the needs of both public
health and the private quest for profits.

Health insurers have been excluding or
limiting coverage to those believed to be at
risk for AIDS. People with AIDS (PWAs)
have faced particular problems. Those with
health insurance have experienced loss of
coverage, long delays in the processing of
claims, and denial of coverage for ‘‘ex-
perimental’’ treatments. Those without in-
surance have had to rely on meager public
assistance, as the U.S. remains the only in-
dustrialized nation besides South Africa
without some form of comprehensive na-
tional health insurance.

Insurers nationwide have been taking
steps to avoid paying for AIDS-related
health care. A study issued in February by
the Congressional Office of Technology
Assesment (OTA) found that most insurers
— whether commercial companies, health
maintenance organizations, or non-profit
Blue Cross and Blue Shield plans — attempt
in various ways to avoid selling individual
policies to people they fear may be at risk for
AIDS.

One method used by insurers has been to
require HIV antibody testing which the
OTA study says is now a common practice.
Half of the commercial insurers surveyed
routinely require testing for some ap-
plicants. In states where HIV antibody
testing by insurers is not permitted, com-
panies often substitute other tests believed
to indicate risk for AIDS, such as T-cell
subset studies.

Over 30 percent of the commercial in-
surers surveyed admitted using sexual orien-
tation as a factor in underwriting, even
though this practice violates the industry’s
own guidelines. Rather than directly asking
applicants about their sexual orientation,
which is forbidden in many states, some in-
surers apparently ‘‘redline’’ occupations —
such as waitering, interior design and other

“non-heavy lifting”" occupations — and
neighborhoods — such as the Castro and
Greenwich Village — they assume to be

predominantly gay. Some AIDS activists
speculate that insurers comb medical
records of male applicants and reject those
with a history of diseases thought to be
typically gay. According to the OTA, in-
surers also resort to such tactics as question-
ing applicant’s neighbors about whether ap-
plicants are gay.

Although the OTA study focuses on in-
dividual plans, most people who have health
insurance are covered under group plans
provided by employers. Insurers under-
writing these plans do not generally screen
applicants to eliminate those who may have
extensive health care needs, as they do with
individual plans. Insurers assume that such
people will be a small minority and that the
premiums paid by the group as a whole will
cover the cost of caring for individuals with
large medical expenses.

Perhaps as many as 50 percent of the total
number of employers in the U.S. are “‘self-
insured.’”” These companies design and pay
for their own insurance plans and hire in-
surance companies to run them, as permit-
ted under the 1974 federal Employee Retire-
ment Income Security Act (ERISA). ERISA
plans are exempt from state regulation — in-
cluding state protections against AIDS-
related discrimination — so employers are
free to limit or exclude coverage.

Denise McWilliams, director of the AIDS
Law Project at Boston's Gay and Lesbian
Advocates and Defenders (GLAD), claims
that “‘ERISA plans present one of the most
dangerous problems, since employers havea
strong financial incentive to discriminate
against people who they fear may be at risk
for AIDS."

PWAs and insurance

While insurers and employers are doing
their best to save money and increase prof-
its, PWAs and those at risk for AIDS face a
very different set of concerns. And employ-
ment and insurance discrimination are only
the beginning of their struggles for quality
health care.

PWAs who are no longer able to work
ultimately lose their insurance benefits.
Under the 1986 federal Comprehensive
Omnibus Reconcilliations Act (COBRA),
coverage may be extended for up to 18
months, provided that one works for a firm
with at least 25 employees. Once an
employee leaves the firm, she or he must pay
the full group premium, which includes con-
tributions normally made by both the in-
dividual and the firm. Those who obtain ex-
tended benefits sometimes have trouble
keeping them, however. According to
Steven Busby of ACT UP/Boston, ‘‘Many
PWAs have trouble maintaining the cost of
premiums, which can be quite high. One
must either pay or lose coverage.”

For those who do retain coverage, in-
surers use various means to avoid paying
AlDS-related claims. Both individual and
group plans generally include clauses
limiting coverage for ‘‘pre-existing condi-
tions."”

There have been numerous reports of
companies using even more unsavory
methods to avoid paying claims. Some com-
panies stall reimbursement for as long as
possible in the hope that the policy-holder
will die before the company is forced to pay
and that no one will follow up the claims.

Then there are the problems encountered
by PWASs trying to get coverage for specific
line items like home health care and
prescription drugs. Mark Schueppert, a
financial ~benefits advocate for Boston’s
AlDS Action Committee, says of his clients,
““Most of the problems they encounter are
not AIDS-specific, but rather the same as
those which affect other people with life-
threatening illnesses.”” As an example, he
noted that many insurers limit benefits for
home health care, which PWAs often de-
pend on.

Schueppert also pointed out that some in-
surers do not cover the cost of prescription
drugs, which can be extremely expensive in
AIDS treatment. Busby noted that insurers
who do provide medical coverage are not
compelled to pay for experimental treat-
ments. “Virtually all AIDS treatments are
experimental. Even AZT is approved by the
FDA only for use in relatively advanced
cases,”” he said,

The situation can be even worse for
PWAs who do not have insurance coverage
or who lose their coverage. Without in-
surance, PWAs must face not only serious il-
Iness but also a rigid and unwieldy state
bureaucracy which may require, among
other things, that they spend almost all of
their money — if indeed they have money —
to qualify for public assistance. These
PWAs face struggles for quality health care
similar to non-PWAs who do not have
health insurance or money and are stricken
with “‘expensive” illnesses. It is estimated
that 30 million Americans do not have any
form of health insurance.

Proposals

AIDS activists and policy-makers have
put forward many proposals for dealing
with the rapidly-growing problem of financ-
ing AIDS care. An approach taken by a
number of state insurance commisssioners is
to prohibit or limit HIV testing and other at-
tempts to exclude people people perceived to
be at risk for AIDS. According to
McWilliams, such regulations are better
than nothing but may be difficult to en-
force.

McWilliams suggested that state legisla-
tures require insurers to cover people with
AlDS-related conditions, as has been done

Continued on page 16
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times in an hour for some, a routine which
enhances sharing behaviors.

Despite the myriad problems with current
and proposed treatment programs, they
continue to be prioritized over clean needle
exchange and all other experimental pro-
grams. One of the arguments voiced most
frequently by those opposed to needle ex-
change is that such programs support the
continuation of drug habits, condone self-
destructive behaviors, and perhaps even en-
courage others to use needles.

But this analysis ignores a number of key
questions: How many addicts will be able
and willing to enter and stay with treatment?
How many addicts will continue to use and
share while on the waiting lists? How many
will become infected as the state Health
Care Committee studies the merits of clean
needle exchange? How many addicts will die
from overdoses, the usual gamut of drug-
related illnesses, and/or HIV infection?

“Desperate times call for desperate
measures.”’ By not “trying everything
outrageous,” as Billy Jones, a Washington
D.C.-based recovering addict and AIDS
educator puts it, policymakers are conduc-
ling a *‘limited war,”” one which allows the
spread of HIV infection to *‘unprioritized”’
addicts.

Speaking at the National Black and White
Men Together conference in Boston on July
6, Jones made it clear that prisoners are one
group yet to be ““prioritized.”’ He referred
to a Washington D.C. area study of 1,000
incarcerated persons, which found that 40
percent had had unprotected sexual en-
counters and 60 percent had ‘“‘done some
form of drugs’ while behind the walls.
Despite the obvious need, there are few to
no treatment options in prison: no
methadone, little or no safer sex or drug use
education, and few works and needles to
meet the demand. And, prisoners are at con-
stant risk of being further isolated and
castigated if they test paositive for HIV an-
tibodies, develop symptoms or are perceived
to be gay or lesbian.

Underlying the notion that addicts can in-
deed “‘just say no,’” or “‘just say 1 want
treatment’’ is a profound lack of knowledge
about addiction and a belief that drug users
are expendable. In other words,  they
deserve what they get. After all, the argu-
ment goes, they don’t control themselves.
Of course, that’s what was said about gay
men, too, when they started getting sick and
dying with AIDS.

Also like gay men, IV drug users face
discrimination; the oppression they en-
counter is most clearly based on racism and
class bias, although users do run the gamut
of class, color and sexual preference.
Eighty-five percent of those categorized in
the IV drug using category by the Centers
for Disease Control are Black and Latino.
In contrast, 40 percent of all PWAs in the
U.8. are People of Color.

So, while not limited to ‘‘minority’’ com-
munities, drug use coupled with AIDS is in-
creasingly and disproportionately killing
Black and Latino people in the U.S.
Sexually-transmitted disease studies indicate
that white gay men are responding to safer
sex education and rates of HIV infection are
dropping off somewhat in that community.
But, as Jones pointed out, sexually-
transmitted disease and HIV infection rates
are still rising among IV drug users and in
the Black and Latino communities, gay and
straight.

Clearly, current approaches are not work-
ing and culturally sensitive materials accessi-
ble to people of varying literacy levels are
still not considered priorities by the federal
and state governments.

Susan Elberger, Director of the East
Boston Multi-Service Center, which runs a
residence for addicts, describes official ap-
proaches to drug use and AIDS as criminal
and “*hypocritical’’; ““You can’t be a nation
of pushers for some drugs (alcohol and diet
pills) and prohibition of others. We can’t
prosecute small time hoods and support
foreign governments who promote the drug
trade, nor can we permit public officials to
commit murder and get away with it.”

Resources
Hotlines
Boston City Hospital (women operators) (617) 424-5916

AIDS Action Committee (10-6pm) (617) 536-7733
Massachusetts (toll free) 1-800-235-2331
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Narcotics Anonymous (617) 569-0021
AIDS Hotline for Kids (415) 435-5022

Testing

Alternative Test Sites (free) (617) 267-0159 (hotline)
(617) 522-4090 (appts.)

Project Trust (free drop in for IV drug users,
testing/counseling/support groups (617) 424-4495.

Drug Treatment in Boston

Women Inc. (inpatient, outpatient, some child care)
(617) 442-6166

Boston City Hospital Triage (methadone, outpatient)
(617) 424-5554

FIRST (inpatient, outpatient) (617) 445-5230

Alianza Hispana (drug free, outpatient) (617) 427-7175

HIV Related Groups/Services

Children’s AIDS Program (wait-list only) (617) 424-5903
Project WIN (IV drug-using families with children under
six) (617) 783-7300

Fenway Community Health Center (617) 267-7573
AIDS Action Committee (617) 437-6200

AIDS Action Committee Addict Support Group (drug
free and HIV issues) (617) 437-6200 ext. 235

Faces of New England (401) 831-6155 and (617) 222-1653

For information about women and AIDS, contact the
Women's AIDS Network, ¢/0 San Francisco AIDS
Foundation, 333 Valencia Street, San Francisco, CA
94103 [

Insurance

Continued from page 15

in California. This type of legislation has
precedents. In Massachusetts for example,
insurers must provide coverage for ulcerated
colitis, alcoholism and various other condi-
tions.

Herbert Juli, an insurance counselor for
Gay Men’s Health Crisis in New York, sug-
gested increasing the 18 month limit on the
expansion of benefits under COBRA to 36
months, calling the shorter limit ‘‘almost
criminal.”” He suggested that extending the
limit is a realistic goal for AIDS activists.

James Watkins, chair of the Presidential
AIDS Commission, has suggested that the

government subsidize private health in-
surance premiums for PWAs, Others have

suggested extending Medicare benefits to
cover AIDS, orcreating special risk pools to
spread the cost of AIDS more equally
among insurers,

All of the proposals have in common that
they would leave our private health care
system intact. McWilliams criticized such
suggestions as *‘‘Band-Aid’ solutions which
seek to appease people with an investment in
the health-care system as it is.”” According
to McWilliams, ““AIDS is the problems of
our society writ large: homophobia, racism,
lack of access to medical care. With AIDS,
these problems are magnified in a way we
could never have imagined.”’ She asserted
that broad reforms to begin developing a na-
tional health insurance system are necessary
if the U.S. is to meet the challenges posed by
AIDS. []

Prisoners

Continued from page 8

education within MCI Framingham, But
such programs remain scarce and under-

funded. Advocates stressed that people and

groups working with prisoners must renew

efforts to share strategies about minimizing

the psychological and physical abuse of

prisoners, while working to increase public

awareness of the issues. [] 1y

Note: The National Prison Project of the
ACLU will send FREE to prisoners both the
booklet ““AIDS and Prisons” and the

results of their survey on AIDS in prisons. |
Send for them to: ACLU-NPP, 1616 P. St. ’."
NW, Washington, DC 20036.
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Dr. Jonathan D. Stein
Chiropractor

Treatment of: Neck and shoulder
pain, Headaches, Low back pain,

Bursitis, Acute and Chronic
Musculoskeletal conditions
resulting from occupational

stress and nervous tension.

Evening and Saturday Appts.

KAREN LEVINE

THERAPEUTIC MASSAGE
Acupuncture

617/864-9528

Remember — living and learning comes
easier with good vision . . .

Rachelle S. DuBey, 0.D.
Doctor of Optometry
eyes examined
prescriptions filled
contact lenses
(617) 547-3310
56 J.F.K. St., 2nd Floor
Harvard Square, Cambridge
women owned and staffed

Available, 232:7200 ol
375 Harvard St., Brookline, MA
EYES EXAMINED SoutHern Jamaica PLaiN
HEALTHCENTER

affiliated with the Brigham & Women's Hospita!
* Adult Medicine
* Obstetrics & Gynecology
* Podiatry
* Pediatrics
e Nufrition/WIC Program
= Mental Health
* Family Alcoholism Program

Evenings hours, convenient to public
transportation
Sliding scale avail., all health
insurance accepted
Spanish spoken
687 Centre St., Jamaica Plain
522-5900

ELLEN
BENNETT

Massage Therapist
Out calls only

227 Coolidge Avenue
Watertown, MA 02172
617/924-7451

Attune Chiropractic

Downtown Boston

Progressive, Balanced Approach

Gentle Attentive Care

Dr. Joyce Tattleman
100 Boylston St., Boston
451-0087

_ Dr. David A Russell
General Medicine

142 Berkeley Street
Boston, MA 02116

By appointment
617 /247-7555

A gay physician specializing in health care for the gay
and lesbian community




COUNSELING Call 247-4861
FOR WOMEN

Individual, Couple Sliding Scale Fee
and Group Health Insurance
Counseling Accepted

520 Commonwealth Avenue
Kenmore Square

GENERAL
DENTISTRY

JOHN C. BARNA, pmD
AMY D. WETTER, r.D.H

790 BOYLSTON STREET
10 FAIRFIELD PLAZA
BOSTON. MA 02199

161793531500

Massage For Well Being
combining e
Swedish @B
Body Mobilization

Shiatsu

Marcia Sibley, MsT

Member AMTA
776-6547
SLIDING SCALE

CONSULTATION ® TEACHING

Kendra Olwen

QOrleans/Provincetown
(617)240-0584

Boston
(617) 436-6191

HELPFUL HEALTHCARE

FENWAY
COMMUNITY
HEALTH CENTER

¢ Sexually Transmitted Discase »

* HIV Education & Testing Program
* General Medicine * Women's Health =
* Alternative Insemination * Mental Health ¢
* Gay & Lesbian Victim Recovery Program ¢
® Nutrition * Dermatology * Geriatrics *
* Podiatry *
by appointment

267-7573
HIV 2670159

Fenway Community Health Center
16 Haviland St., Boston, MA 02115
15 YEARS SERVING THE
GAY AND LESBIAN COMMUNITY

*® quality care * research ¢

* health education * confidential »

YOUR SMILE I
EVERYTHING

MATTHEW ZIZMOR, D.D.S.

General and Prosthetic Denfistry,
Full-time Hygenist

FREE CONSULTATION
by appointment, including evenings and
Sundays

304 Columbus Ave. 536-3453

behind Copley Place, between Clarendon &
Dartmouth Streets

]llm

EMFERGENCE Internationai®

YOU ARE NOT ALONE!

® The 5th annual conference sponsored by
8 Christian Scientists supporting lesbiansig
§ and gay men will address the ever present,

i power of divine Love to fill our lives with®
# joy and eliminate AIDS, discrimination, &

B and unhappiness from our experience.

Washington, D.C.
Oct. 7 & 8, 1988
Write: Emergence. P.O. Box 581

Kentfield, CA 94914
Call: (415) 485-1881

!

| |

-
Back by Popular Demand

Entertaining Mr. Sloane
by Joe Orton

July 14--August 6
Thursday, Friday,
and Saturday at 8PM
All Tickets: $13

Call the New Ehrlich
Box Office at
482-6316

The N ahnticin/Thiatre.

At The Boston Center for the Arts
539 Tremont Street
Boston MA 02116

LESBIAN & GAY

HEALTH
SUPPLEMENT

Lesbian health

Continued from page 13

and researchers can travel—which imphes a
great deal of money, time, and the freedom
from a job—they aren't going to know
what’s going on in some little town here or
some little town there. One of the joys of the
heyday of the Federation of Feminist Women’s
Health Centers was the existence of a net-
work of clinics that basically covered the na-
tion. If everyone knew what was going on in
a 500 mile ring around their city, it was
possible to know what was going on in the
U.S. That simply isn't true any more. Most
of the women'’s clinics have closed, and very
few of those remaining are self-supporting.
Some now accept federal birth control
money. Others have chosen not to accept
that money because they still want to do
abortions and therefore can’t receive federal
funds. Because of economic pressures,

almost none of these clinics have the staff
time to be able to produce more books and
pamphlets.

b
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get their x number of federal dollars.

The other part of our work is not so nice:
there’s an incredible amount of sexism
within the larger gay male community.
There’s alot of ““Oh, they’re just dykes," or
“They just have some gripe to bitch about."’
I"m still astounded by something that hap-

b ¢
pened at last year's National Lesbian/Gay
Health Conference held in Los Angeles.
There was a panel called ‘‘Lessons from the
Recent Past; What the gay male AIDS com-
munity can learn from the women’s health
movement.'’ The panel was very poorly at-
tended; only about 40 men out of 800-900
men at the conference came to that session.
There was a glass wall on the other side of
the auditorium, and all of the men were out
on the other side of the glass wall drinking
tea and socializing, Eric Rofes, chair of the
conference and organizer of the panel, went
out on the patio to ask the heads of gay
agencies and AIDS service organizations

CLICK OPeN SPECULUM

4 How SPECULUM
BT IN VAGINA

How to do a self-exam with a speculum, from lesbian health matters! by the Santa Cruz Women's

Health Collective, published in 1979

We have to talk about access in terms of
what’s happened to organizations. The
women’s health movement as it existed ten
years ago does not exist now. The few
hangers-on have been incredibly hurt by the
costliness of some of the advances in
medicine or some of the issues around
malpractice. The Burlington Women’s
Health Center quit doing alternative in-
semination because their insurance carrier
found out they did Al and refused to insure
them except via a premium that was about
twice what they earned a year. That made it
impossible for them to continue., Other
clinics currently face ongoing legal harass-
_ment.

why they and their staffs weren’t inside the
room, and they said things like ““They don’t
have anything to teach me,” or ““They just
have an axe to grind.” The speaker just
before the panel had been an apologist sent
by the CDC to address the conference and
everyone had attended the session. But they
walked out when it was time for the
women’s panel. So I think even within our
own community there is incredible sexism
and on the one hand it’s a reflection of the
greater society; and on the other hand, it’s
inexcusable. Lesbians have been asked to
become incredibly conversant in every issue
of gay male sexuality, and males aren’t ex-
pected to return the favor; there is not a

“Support groups came from the women’s movement.
Sexually explicit hotlines came from the women’s movement.
Needing to deal with sexuality because it can cause your
death came from the women’s movement.”’

Lessons from the feminist health movement
Shelley: I’'m interested in where you think
we are now in relationship to the self-help
and feminist health movements. What
lessons can we learn from that history?

P. Clay: The list is fairly exhaustive. In terms
of self-help, 1 can say there’s virtually
nothing I do in AIDS work on a daily basis
that 1 didn’t learn how to do either in the
early women’s movement or in the early civil
rights movement. Those are the two places
I’ve learned the most about community
organizing and skill building.

There are tenets of the women’s move-
ment that we’re starting to bring into AIDS
work — that access should not be determin-
ed by race, sex, age, language, physical abili-
ty. That didn’t occur in the early develop-
ment of AIDS service organizations, where
white male privilege was your entree into
services. We're now looking at how people
of color need to have access into services.
Reaching out to other communities by hav-
ing people tell their stories, and using
consciousness-raising methodology to share
information are ways to design programs or
services that certainly came from the
women’s movement.

The “‘lesbian portion’ of the women’s
health movement fell into two categories:
programs that were aimed at lesbians, and
the incredible number of lesbians who sup-
ported the women’s health movement for all
women, Certainly that model is being
followed by the lesbians working in AIDS
service organizations. They’re working for
more than just lesbians; they aren’t just
there to make sure that x number of lesbians

woman’s health unit for training of AIDS
hotline staff; there are many hotlines across
the country that don’t know birth control,
so they don’t know which methods protect
against HIV infection and STDs. The ques-
tion we keep asking ourselves, given the
AIDS work we're doing is ‘““Why do we have
to work under these circumstances? Why is
the AIDS movement and the prevention of
the destruction of the gay and lesbian com-
munity not a safe place to work?” []
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] gg‘u 56’ Centrally Located

Women-Owned & Operated
Guesthouse
18 Pearl Street, Box 22
Provincetown, Mass. 02657
617/487-2210

Parking,

Mastercard

Visa

A

CHILTERN
MOUNTAIN CLUB
An outdoor recreational club
sponsored by New England area
lesbians and gay men. For further
information, please write.

P.O. Box 407g Boston, MA

Michael Our 10th. Year Anniversary

Kitty
787-0428

282-6437

et
oF Ui >
Slf'ﬂar&:asfq ‘2_ 3

- « Private ©
e Baths o
I FnnKeepers e
u Laurie finkham ™
2 8andy Lon

RESERYATIONS SUGGESTED

- [fbs Mill Tnn

Box 676 Lamb's Mill Rd,
& NAPLES ME. 0405
207-693-6253

Small country inn
nestled in the heart

of Maine’s western
laKes and mountains, ©

491-4110

GRAPHIC DESIGN
TYPESETTING
PRINTING

10 Magazine Street
Cambridge, MA 02139

[Magazine and Green Streets, Central Square)

“FFEM the
31 Friday Night

Stuffing Party!
Each and every Friday night at

Gay Community News
62 Berkeley St.  (617)426-4469

LOOKING AT USED CARS?
Before buying one, bring it to us for
a complete evaluation. $35 for 4 or
6 cylinder cars — $5 extra for V-8,
van or A/C (with this ad). If you
would like a woman mechanic to
work on your car, please say so
when you make your appointment.

J. & 5. AUTOMOTIVE
277 Northhampton Street
267-0300

discover new routes

newr routes

Wilderness experiences for Women
devoted to:
RECOVERY * EMPOWERMENT
SPIRITUALITY
cayaking ® canoeing ® backpacking
s country skiing * wi camping
rafting = biking
——
Custom trips and more..,
Send for free brochure
new routes, inc.
RR5, Box 2030], Brunswick, ME 04011
(207) 729-7900

9 Court Street P.0. Box 483
Provincetown, MA 02657

(617) 487-9005

Managers
Robert “'Rosie” Coane
David Harris

The Law Offices of
David R. Lund &

Associates, P.C.

David R. Lund,
Barbara Macy, Therese A. Young

Criminal Defense ® Estate Planning ®
Real Estate Transactions ® Domestic
Relations * Discrimination ® Probate
of Estates ® Defense of Drunk
Drivers ® Business Representation ®
Relationship agreements ® Civil
Litigation ® General Practice of Law ®
Condominium Conversion

529 Newbury Street
Boston, MA 02115
617-266-0760

NOW OPEN
THE SPICE IS RIGHT

Mass Merchandise Mart
810 Lynaway, Lynn, Mass.
Between Bldg. 19 7/8 & Bob
Brest Buick - Lynn 592-0760

5 DAYS A WEEK
Weds 10-6
Thurs & Fri 10-9
Sat & Sun 10-6

BUDDENBR(DKS

BACK BAY BM®KSMITH

Boston’s only complete bookstore.

Boston’s finest se ion of
current and backlist titles, fine
and rare antiquarian books,
remainders, out-of-print books.

753 Boylston * 5364433

Feminist Gifts & Handcrafts By and For Women

WOMENCRAFTS

373 Commercial St. Box 190 Provincetown, Ma. 02657

(617) 487-2501

VICTORIA HOUSE

THE GUEST HOUSE

OPEN YEAR ROUND
COMFORTABLE, ATTRACTIVE ROOMS
WITH PRIVATE BATHS, CABLE COLOR

TELEVISION AND REFRIGERATORS.

3¢ € >€

Your Hosts
Sue Champeau & Bill Wooley

5 STANDISH ST.
PROVINCETOWN,
MA 02657

[617) 487-1319

GAYELLOW PAGES

INFORMING THE GAY COMMUNITY SINCE 1973. Accom
modations, AA groups, bars, baths, bookslores,
businesses. counselors, denlists, doctors, holeis,
lawyers, mail order, media, publicalions, organizalions,
religious groups, services, social groups, swilchboards,
therapisls, travel agents, elc.. efc., eic. . .(area codes
and zip codes too!)

USA & CANADA $10

NEW YORK/NEW JERSEY $4.50; includes Manhattan bar
notes & women'’s section.

SOUTHERN EDITION $4.50; Alabama, Arkansas, N. & S,
Carolina, Florida, Georgia, Kansas, Kentucky, Louisiana,
Mississippi, Missouri, New Mexico, Oklahoma, Puerfo
Rico, Tennessee, Texas, Virginia.

NORTHEAST EDITION $4.50; Connecticut, Delaware,
District of Columbia, Maine, Maryland, Massachusetts,
New Hampshire, Ohio, Pennsylvania, Rhode Island, Ver-
mont, W. Virginia.

Renaissance House, Box 292GCN Village Station, NY, NY
10014 212-674-0120. All books discreetly by first class
mail, your name kept sirictly confidential. To list a
business or organization, or for further information, send
slamped, seli-addressed business-size envelope. Please
contact us for prices outside the USA. In Canada, order
from Glad Day Books, 598 Yonge Si., Toronto, Ontario
M4Y 123 416-961-4161 (check for prices)

Ask us about Gayellow Pages on mailing labels!

Inn

¢ Large lovely rooms
* Private full baths

* Separate outside entrances
* Free parking ;
* Common room with color TV/VCR
® Steps from bay beach
* Open year round n
* Woman owned and opemt{e‘d

7 Central Street
Provincetown, Ma. 02657

617-487-3387
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Safer Sex

and Drug Use
Guidelines

Assessing individual risk for AIDS and
other illnesses is the first step towards using
safer sex and drug use guidelines. Only you
and your partner(s) can decide how much risk
is acceptable — take stock of your sexual and
drug use histories.

Be aware that the highest concentrations of
HIV (the virus widely thought to cause AIDS)
are found in blood and semen. The most
common routes of HIV transmission are
through sharing needles and unprotected anal
or vaginal intercourse.

GCN's guidelines come from a wide variety
of sources aimed at various communities
concerned about the AIDS epidemic and
health in general. We want to confront the
prevailing “'no sex is best" attitude and
present an approach that is as sex-positive as
possible.

Information for gay male, lesbian and
bisexual communities
Safer sex can include: massage, hugging,
kissing, erotic talk, phone sex, masturbation
(solo, pairs and groups), using your own
vibrators, dildos or other sex toys and s/m,
butch/fem role-playing, fantasy scenes,
bondage and other activities that do not
involve the exchange of semen or blood
(including menstrual blood).

Do not allow a partner's semen or blood
(including menstrual blood and blood drawn
from piercing, cutting or shaving) to enter
your vagina, anus, mouth or breaks in your
skin,

Use condoms for fucking (anal and vaginal
intercourse), for licking/sucking penises and
for covering dildos and other sex toys. Use
water-based lubricants. Use latex barriers
(dental dams or other plastic/latex materials)
between the genital area and mouth when
licking/sucking cunts and assholes. Be
especially careful to avoid the exchange of
menstrual blood. Using nonoxynol-9 or other
spermicides with condoms and latex barriers
may add extra protection.

For finger-fucking or fisting (anal or vaginal

penetration with fingers or hands), use latex
gloves or finger cots. Use water-based
lubricants.

Alternative insemination may put you at
risk. Be sure to discuss risk for AIDS with
potential donors or sperm bank.

Be aware that some risk of exposure to
immune-suppressing infections (such as mono
and amoebiasis) may be associated with
rimming (anal-oral contact) — use a latex
barrier. Risk may also be associated with
watersports (urine) or feces in the mouth,
rectum or in open cuts. If you share dildos,
vibrators or other sex toys, use condoms or
clean toys with hydrogen peroxide.

Your body's ability to fight all disease,
including AIDS and its related illnesses (such
as Kaposi's Sarcoma and pneumocystis carinii
pneumonia), may be benefitted by general
good health — good nutrition, lots of rest,
exercise and nonabuse of alcohol, poppers
and other drugs.

If you use IV drugs, follow the guidelines
below.

Intravenous drug use

Do not share works (needles, syringes,
droppers, spoons, cottons or cookers).

Do not re-use needles; use fresh cottons each
time.

If you must share or re-use your works,
clean them as follows: dip needle and works
into 100 percent bleach, draw up and release
three times, dip needle and works into water,
draw up and release three times (in an
emergency, rubbing alcohol, vodka or wine
can also be used). As an alternative, boil
works in water for at least fifteen minutes.
Use a fresh solution each time you clean your

works.
Resource phone numbers

National AIDS Hotline: | (800) 342-7514

AIDS Action Committee (AAC), Boston: (617) 437-7733

AIDS Action Committee (AAC) IV Drug Use Taskforce,
Boston: (617) 4374200

Gay Men's Health Crisis (GMHC), New York: (212)
807-6655

National Minority AIDS Council (NMAC), Washington,
D.C.: (202) 544-1076

Women's AIDS Network, San Francisco: (415) 864-4376




GCN REPLY BOXES
Replies to GCN Boxes should be addressed to GCN Box
# , Gay Community News, 62 Berkeley St., Boston, MA
02116. This applies to GCN Boxes only, not to P.O.
Boxes, Mail may be addresses to GCN Boxes for four
weeks after the issue in which it appears. 0
J. SUE
You're a genius with a red pen, my true blue, More and
more billet-doux for you. Can | rummage in your
golligaskins? Bren, (2)
VOLUNTEER INDEXER NEEDED
Volunteer needed to help with a simple index of article
titles from \cvcral past volumes of Gay Community
News. If you're interested, please call Mike at (617)

426-4469. 4)
STUD BRIEFS

Hot ex-college jock selling used underwear, just the way

you like 'em. $10. B.V.D. c/o GCN Box 281, (4)
MUFFIN-HEAD!

Your mother and your aunt (who used to be your uncle,
but that’s another story) are bereft at the thought of
youleaving. There’ll always be some salami left for you.
Don't be a stranger. 2)
bored bored bored... (2)
FEMALE COUPLE SEEKS THE SAME
We are a couple of four years. We seek other couples to
establish sincere quality friendships. We are both profes-
sionals in our early thirties. We enjoy dining out, biking,
the theatre, concerts, dancing and good conversation,
We're looking to meet couples with similar interests. We
are not into drugs or heavy drinking. Serious replies on-
ly. GCN box 323, (2)
L College student needs financial assistance. Please help
by sending $1.00. Shelley P.O. Box 44-1028, West
Somerville, Mass 02144, @
SUMMER ASSISTANCE
Clean-cul GM, youthful 48, good mind and healthy
body (5’8", 155 pounds) needs guy with good body and
mind as comrade and assistant around old private Ver-
mont country house. Room and board and weekly wage
of $200. No tension. Ex-prisoner or desperate guy
0248éme. Write GCN Box 320. (43
“LONELY"
A disabled 30 year old man would love to meet & have
an affair with 1 or 2 gay guys in their 20s'/30s". Call
Randy 876-8646 after 5 pm. Be discreel. (4)

TIRED OF HOMOPHOBIC EMPLOYER
Two bright hardworking and responsible lesbians searching
for challenging yet rewarding job, fulltime in restaurant or
catering business. Lots of experience. Please call us! Dot or
Jac 686-5263 @

BATTERED LESBIANS
Ongoing support group for lesbians currently or formerly ex-
penencing physical, emotional or sexual abuse by a womyn
partner; Call HAWC 744-6841 for info and support. 3)
GET PUBLISHED!
GCN'’s news dept seeks a volunteer

to write news notes, News writing experience not necessary. 5
hr/week (flexible). Call Jennie at 426-4469 for more info.  (C)

RI BATI'ERED LESBlANS
Leshian social researcher at area college would like 1o interview
you for research study. Confidential at your convenience. For
information send your name, phone(s), best time(s) to call 1o
P.O. Box 28100, North Station, Prov., RT 02908, (n

7ol

5th INTERNATIONAL
LESBIAN & GAY
PEOPLE OF COLOR
CONFERENCE
July 28-31, 1988

Church St. Community Center
519 Church St., Toronto, Ont.

Workshops open to
People of Color only.

Organized by the 5th Annual
People of Colour Committee

$45 registration payable to
““Grassroots,”” ILGCC,

P.O. Box 6597, Station A,

Toronto, ONT, M5W 1X4

HEALING HANDS
Deeply healing/relaxing therapentic nonsexual massage
and energy treatments, Good care for body, mind and
spirit. HIV + clients welcome. Michael. 623-0434. (3)

PERSONAL HEALTH
sGeneral Medical Care *Sports Medicine
*Diagnosis and Treatment of Disease
Private Medical Office - Confidential

ROBERT TAYLOR, MD
1755 Beacon Street, Brookline 232-1459.

r"--M‘--'—_-------------i-q
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FLAMER!
Max. 20 characters

snEn

BOLD
Max. 30 characters

My text is: (each box is for one word)

Basic cost;
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Double your closet space!

Let California Closet Company
maximize your closet’s
organizational potential! Call for
free consultation and estimate in
your home.

Kathleen Walker 524-2401.

HELP WANTED

BATTERED WOMEN'S SHELTER COOR-
DINATOR

Shelter coordinator position open, duties include care
and running of shelter, direct work with guests and
supervision of volunteers. Supportive workplace with in-
put into decision making. Prior work with battered
women preferred. Flexible hours necessary. $18,200,
great benefits, four day work week. Former battered
women and women of color encouraged (o apply.
Located in Waltham, call (617) 891-0724. (12)
ROSIE'S PLACE
Women's shelter and drop-in center secks 3 full-time
staff: COORDINATORS OF DINNER AND OVER-
NIGHT VOLUNTEERS & ADVOCATE. Call 442-9322
for descriptions. Apply by 7/20/88. Women of color en-
couraged to apply! Start at $21,600. (2)

Guesthouse Manager

Yearound position for established
women’s guesthouse in Pro-
vincetown. Someone selfmotivated,
honest, and hardworking with
humor, patience, and intelligence. An
organizer who enjoys people and be-
ing at home. Position includes hous-
ing, salary, and benefits.

Gabriel’s
104 Bradford Street
Provincetown, MA 02657
(508)487-3232

Printing
Collective

has job openings for the following:

FRONT DESK/

JOB SCHEDULING & INTAKE
Experience with, or a strong
knowledge of offset printing need-
ed.

FULL CHARGE BOOKKEEPER

EXPERIENCED PRESS OPERATOR

All positions require left politics
and strong collective skills. Call or
write: Red Sun Press, 94 Green St.,
Boston, MA 02130, (617)524-6822.

CLASSIFIEDS

PERSONAL CARE
Part-time personal care assistant needed for weekend
mornings two times per month, Jamaica Plain area.
$7.10/hour, no taxes. Call 232-5956. 2)
Community Jobs

The only nationwide listing of socially conscious job op-
portunitics — organizing, women's issues, health care,
peace/justice, more. $12/year. CJ, Box G, 1516 P
Street, Washington, DC 20005, {Ex)

*Progressive, dynamic environment
sCompetative salaries and
excellent benefits
*/nnovative HIV education and
treatment programs

LABORATORY
SUPERVISOR

Full time position in small, active,
limited license lab in FCHC clinic.

BOOKKEEPER

Full time position for experienced
bookkeeper in health center with
multi-department, multi-contract
budget.

NURSE PRACTITIONER
Minority Community

Challenging full time position for
NP interested in general medicine
and HIV-related illnesses, to work
in innovative HIV treatment pro-
gram plus care for diverse client
population. Will be based at
Boston City Hospital. Experience
preferred, enthusiasm required.

NURSE
PRACTITIONER

Challenging full time position for
NP interested in general medicine
and HIV-related illnesses, to work
in innovative HIV treatment pro-
gram, plus care for diverse client
population. Will be based at Fen-
way Community Health Center.
Experience preferred, enthusiasm
required.

Fenway Community Health Center
is an equal opportunity employer.
People of color are encouraged to
apply.

Resumes to:

Personnel

Fenway Community Health Center
16 Haviland Street

Boston, MA 02115

PEOPLE WITH

AIDS
NEED YOU

If you're interested in providing health care to peo-
ple with AIDS, The Visiting Nurse Association of
Boston has a unique opportunity. Currently, we are
training Home Health Aides to work specifically
with people with AIDS, We will certify you as a
Home Health Aide. Serve your community and pro-
vide personal care to people who need your help.

* Create your own schedule, full and part-time.

e Paid training provided

Interested candidates should call Jim McCarthy, RN,
at 426-5555, ext. 354 or apply in person at 100
Boylston Street, Boston, MA 02116.

An equal opportunity employer

Visiting Nurse Association of Boston
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Please note: Calendar listings must be receiv-
ed by the Monday before the week of the
event. Photos with listings are encouraged.

16 Saturday

Boston (] Something about the Women airs
WINGS, the Women's International News Gathering Ser-
vice's hall-hour monthly news program. Every Sat. |0am-
2pm. WMFO 91.5FM.

Boston [ Living With AIDS Theatre Project
presents a workshop to collect the experiences and
stories of those connected in any way with the AIDS crisis
every Saturday. The goal is to create a theater music piece
based on the workshop material. No performance ex-
periénce necessary. Club Cabaret, 209 Columbus Ave.
10:30am.

Boston (] Prime Timers monthly meeting. An
organization for older gay males, Visitors welcome.
Refreshments, socializing. Lindemann Health Center, 25
Staniford St. 2-4pm. $1. Info: Box 352, Reading, MA
01867.

Boston [] Noel Coward's ““Marvelous Party.” Club
Cabaret, 209 Columbus Ave. (also 7/17) 7:30pm. Sat.
$16, Sun. $14. Info: 536-0966.

Boston ] Nora Theatre Company presents *“A Taste
of Honey"' by Shelagh Delaney, a non-sentimental play
about a working-class adolescent girl. Lyric Stage, 54
Charles St. 8pm. $10-$13. Info: 742-8703.

Provincetown [J Lucie Blue Tremblay. Unitarian
Universalist Meeting House, 236 Commercial St. 8pm.
(Also 7/17.) $10/advance, $12/door. Info: 487-9344 or
487-4121.

Randolph [] Join the Dot Dykes at Randolph Country
Club for fun in the sun. Meet by the pool in the early
afterncon. Info: Barbara 282-2962 (eves.).

Boston (] New Ehrich Theatre presents Joe Orton's
Entertaining Mr. Sloane. Thu.-Sat., through B/6. 539
Tremont St. 8pm. $13. Info: 482-6316.

|
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Boston [] Boston Area Women's Self-Defense Collective
offers Women’s Self-Defense Classes for women of all
ages and abilities. Meets Wednesday evenings and Satur-
day afternoons in the South End. Info: 574-9433.

Arlington [ Join Am Tikva for a picnic outing to Spy
Pond. Bring your own dairy/veggie lunch. Beverages and
salads provided. Wind surfing lessons available. 10am on-
ward. Rain date: 7/17. Info: Sue 232-9115.

Cambridge [ Ninth anniversary of the Nicaraguan
Revolution dance party. With Jorge Arce and Grupo
Humano. M.LT. Walker Memorial Building, 142
Memorial Dr. 8pm-lam. $10 in advance, $12 at door. In-
fo: 492-8699.

17 Sunday

No. Conway, NH [ Chiltern Mountain Club Saco
River canoeing. Bring your own boat, canoe shuttle ser-
vice available for $5 fee. Info: Paul or Alan (603)367-8304.

Lowell (1 Gay in the Merrimack Valley monthly
potluck. Bring dish to share. First Grace Fellowship Hall
(Unitarian), 79 Florence Ave. 6pm. Info: 452-4686.

Cambridge [J Newoman potluck. All women
welcome. Come to meet other women, visit the
Women's Center. Potluck at 6:30pm, movie “'Black
Widow'' shows at 8pm. The Women's Center, 46 Plea-
sant St. Free. Info: 354-8807 (TTY/voice).

Somerville (] Lesbian potluck. Bring food and non-
alcoholic beverage. 6pm. Call for details and directions:
628-7487.

Kaall

Boston [J Women's Rugby Club summer practice
every Monday and Wednesday, 6-8pm. No experience
necessary. Info: Mel 536-4943, message 931-5401.

Boston (] GBLIGPA Candidates Night Il. Cospon-
sored by the Bay State Gay/Lesbian Democratic Club. ASL
interpreted. UMass/Boston, Park Square Campus, Room
222, 100 Arlington St. 7pm.

19 Tuesday

Boston [] Living With AIDS, an evening with Tom
O'Connor — 7 years with ARC, author of “'Living with
AIDS, Reaching Out."" Club Cabaret, 209 Columbus Ave.
7:30pm. $5 at door, no one twrned away. Info: 536-0966.

Boston [] ““Gay Bashing," a workshop dissecting one
specific incident, will be shown at 9pm. Repeats 7/21.
Human Rights TV Series, Cable channel A-22.

20 Wednesday

Boston [] The Second International Lesbian/Gay
Health Conference and AIDS Forum opens.
Through July 26 at the Boston Park Plaza Hotel and
Towers. For more info, call (202) 797-3708.

Boston [ 1 NAMES Project, New England Chapter
meets to continue the work of the Quilt and to help ar-
range the Washington, D.C. display in October.
Piemonte Rm., City Hall, use Congress St. entrance,
Tpm. Info: 451-9003.

Boston [ 1 ‘Miss Gulch Returnsl,” a one-man musical
revue of the bicycle-riding villainess from the Wizard of
Oz, Starring Fred Barton. Through 7/24. Club Cabaret,
209 Columbus Ave. 8pm. $10 Wed., Thu., Sun.; $12 Fri.
& Sat. Info: 536-0972.

2| Thursday

Boston [] GCN's production night. All welcome.
Proofreading starts at Spm. Paste-up after 7pm. 62
Berkeley St., near Arlington & Back Bay T-stops. Info:
GCN, 426-4469.

Boston [J ““Hey Queer!,” a workshop on personal
responses to anti-gay and -lesbian harassment with Kevin
Berrill, Director, Anti-Violence Project, National Gay and
Lesbian Task Force. Park Plaza Hotel. 7:30-9:30pm. $5.
Info; Gordon Tuttle, 267-1538.

Boston (] Volunteer open house to learn how to get
involved with the Boston Women's Fund. Boston
Women's Fund Office, 31 St. James Ave., Suite 902.
7-9pm. Info: 542-5955.

Boston [] African Influence Gallery opening reception
for "'Ebakhweteni...The Place of Initiation," pastels and
oils by Arne Bass. 150 Lincoln St. 3-6pm. Info: 426-3366.

Boston [[] Summer Dance in conjunction with the 2nd
Int'l Lesbian/Gay Health Conference and AIDS Forum.
The Links Club, 120 Boylston. 9pm-lam. $10. Info:
661-3661,

22 Friday

Boston (] Metro Healing presents ongoing
group for PWAs and all those wishing to be of support.
Meets every Sunday. Metropolitan Health Club aerobics
room, 209 Columbus Ave. 7:30-9:30pm. Info: Brian
267-1154, Joseph 357-6926.

Boston [ Boston’s Other Voice special guest
Shoshona Rosenfeld. WROR 98.5FM. 11:30pm,

18 Monday

Cambridge (] Lesbian Rap topic: "'The Politically
Correct Way to Be Politically Incorrect.” The Women's
Center, 46 Pleasant St. 8-10pm. Free. Info: 354-8807
(TTY/voice).

[J GCN mailing. Come help stuff the paper
and meet new friends. 5pm to |10pm. 62 Berkeley St., near
Arlington & Back Bay T-stops. Info: GCN, 426-4469.

Boston [ Reception for Cheryl Crane, author of
*"Detour, a Hollywood Story."" Sponsored by Pride In-
stitute. Park Plaza Hotel & Towers, 7:30pm. Free. Info:
603/883-9228.

Boston [] Clean ‘n Sober Dance featuring the music of
D.J. Clarie. Alcohol- and drug-free dance for gays and les-
bians. In conjunction with the 2nd Int'l Lesbian/Gay
Health Conference and AIDS Forum. Imperial Ballroom,
Park Plaza Hotel & Towers. B8:30pm. $6. Info:
603/883-9228.

Cambridge [] Women's Coffeehouse. Children's
Night, children & women friends welcome for a night of
feminist children's readings, stories, and conversations.
The Women's Center, 46 Pleasant St. 8pm-midnight. In-
fo: 354-8807 (TTY/voice).

Boston (] Ongoing healing group for PWAs and all
those wishing to be of suppart. Meets every Friday. Santa
Fe Hair Salon, 528 Tremont St. 7:30-9:30pm. Info: Brian
267-1154, Joseph 357-6926.

Worcester [ AIDS Project — Worcester support
group meets every Friday night for HIV positive, PWA's,
PWARC's, lovers, friends, and the worried well. Open to
all lesbians and gay men regardless of HIV status. 51
Jackson St. 7-9pm. Info; Dana, 755-3773.

23 Saturday

Boston [] Boston Bisexual Women's and Men's Net-
work's Dim Sum brunch in Chinatown. Meet at the
small park next to the Chinatown arch, corner of Beach
and Hudson Sts. 10:45am. Info: 247-6683.

Waltham [ International Foundation for Gender
Education open house. Non-profit organization serving
the cross-dressing/transsexual community, Also 7/24. &
Cushing St., 2nd floor. Ilam untl ! Info: 894-8340,
899-2212, or 358-2305.

Cambridge [] Susie Bright's “Behind the Scenes at
On Our Backs: 4 Years of Lesbian Sex"" plus the East
Coast Premiere of CLIPS, the outrageous new lesbian
erotic video. Benefit for On Our Backs and GCN. Info:
426-4469.

Provincetown [ Sixth Annual Gay and Lesbian Ad-
vocates and Defenders Provincetown GALA. Home of
Vin McCarthy, 453 Commercial St. 5-8pm. Donations at
door or in advance, $15-5250. Info: 426-1350.

Boston [ Gay Boston, a weekly cable program,
features highlights of Gay Pride Day. Boston
Neighborhood Network, channels A3 and A8. 7:30-8pm.

Boston (] Banquet in conjunction with the Ind Int’l
Lesbian/Gay Health Conference and AIDS Forum. Park
Plaza Ballroom. 8pm. $45. Info: 536-0972.

24 Sunday

Belmont [] Girth & Mirth of New England holds its
annual barbeque picnic at Richard P’s. Info: Lenny
389-5635, Joe 926-5827.

Boston [ Boston's Other Voice special guest Cindy
Rizzo speaks about the Lesbians Choosing Children Net-
work. WROR 98.5FM. 11:30pm.

Boston [] Cruise Boston "88 aboard the Provincetown
Il, Commonwealth Pier. Dancing, raffle, free admission to
the Metro following cruise. In conjunction with the 2nd
Int’l Lesbian/Gay Health Conference and AIDS Forum. To
benefit Fenway Community Health Center. 8-11pm. §15
in advance, $17 at the pier. Info: 267-7573.

Brookline (] join Am Tikva for a discussion and pro-
gram. Topic TBA. Workmen's Circle, 1762 Beacon St.
11:15am. Info: 782-88%4.

Boston [ The Fund for Human Dignity presents the
Lesbian and Gay Education Conference: "Initiatives
for a National Education Agenda for Our Culturally
Diverse Community." Park Plaza Hotel and Towers. Info:
242/529-1600.

CALENDAR COMPILED BY
TODD HOLLISTER
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ACT NOW sparks
national AIDS activism

S.F. Conference reaches out to women, people

of color and PWAs

By Chris Bull

SAN FRANCISCO — Calling for
socialized medical care, an increased em-
phasis on civil disobedience and a national
movement of AIDS activism, ACT NOW
(AIDS Coalition to Network, Organize and
Win) held a national organizing conference
July 2nd and 3rd at the Women’s Building in
San Francisco, Some 60 AIDS activists from
15 ACT UP and ACT UP-styled groups
across the country attended.

“It’s beginning to feel like we all are mak-
ing history, instead of being dragged along
by it. The government hasn’t done enough,
the gay leadership hasn’t done enough, so
we have filled the gap. The conference drove
home just how powerful this movementi has

<,"" said John Fall of ACT UP/Los
Angcles.

One of the highlights of the conference
was finalization of plans: to hold major
demonstrations at the upcoming
Democratic and Republican conventions
and at the Food and Drug Administration in
Washington on October 11, the first an-
niversary of the massive National March on
Washington.

ACT NOW grew out of a meeting of
AIDS activists entitled *‘Agitate, Educate
and Organize’’ on October 12 in
Washington, D.C., the day after the March
on Washington. ACT NOW demands in-
clude: funding for culturally sensitive, local
and worldwide educational programs; coor-
dinated AIDS research; a national health
care program; public accountability of
AIDS programs; an end to quarantine,
mandatory testing and discrimination
against PWAs.

Designed as a communication network
for AIDS activist groups across the country,
ACT NOW has begun to serve as a center-
piece of a growing national movement, said
Terry Beswick, former ACT NOW staff
coordinator in San Francisco. The group
now collects dues from member organiza-
tions and plans to open national head-
quarters in Washington, D.C.

Inclusivity

Responding to criticism that AIDS ac-
tivism has been dominated by gay white
men, ACT NOW formed new committees at
the conference — for women, people of col-
or and people with AIDS, ARC and HIV
antibodies. The organizationalso pledged to
focus on increasing the availability of AIDS
treatments.

Debra Levine of ACT UP/NY explained
that many women ‘‘went into the con-
ference feeling invisible in the AIDS com-
munity.”” She said many health problems
facing women are often ignored. “‘We
reached consensus on a broad range of
issues, on inclusivity and on the primacy of
health care for all. AIDS is now scen as a
specificiissue in a broad range of health care
issues. The women were responsible for rais-
ing many larger issues and came away feel-
ing empowered and more a part of the
organization,'” said Levine,

Levine said ACT UP/New York and
ACT NOW have come a long way in dealing
with sexism and racism. The radically dif-
ferent levels of political experience and

e

geographic diversity complicate the issues
within ACT NOW, said Levine. *“But
ultimately we are a stronger group because
of the struggle.”

Robert Vasquez, a member of ACT
NOW?’s people of color caucus, agreed with
Levine. “‘Everyone seems committed to in-
clusivity. The problem is that some people
are further along the road to sensitivity than
others. Some people are simply more
educated about what sexism and racism
look like in the group,™ said Vasquez.

Martin Hiraga, an Asian member of ACT
UP/NY, reported that ome HIV-negative
white gay man asked the group, *“What am |
supposed to do here?”” Hiraga answered,
*“You have always been represented, now
it’s.our (urn.” He told GCN that there is a
‘‘growing recognition in the group that it is
everyone’s responsibility’” to reach out to
women, people of color, and people with
AIDS, ARC and HIV. “The affected
groups can recommend possible paths
toward inclusion, but there is plenty of work
for everyone. It was great to see ACT NOW
moving in that direction,” said Hiraga.

Disrupting the conventions

ACT NOW scheduled major demonstra-
tions to be held at the Democratic conven-
tion in Atlanta from July 18 to 21 and at the
Republican convention in New Orleans
August 15 to 18. The Lesbian and Gay
Freedom Ride will tour from Atlanta to

SILEMCY = DEATH

\ 4

CTION = Lir g

"
z
=

New Orleans to increase lesbian and gay
visibility at the conventions and in the
South. The Freedom Ride also plans to
unveil the Bailey House AIDS memorial
quilt in the New Orleans French Quarter
during the convention. Bailey House is a
residence for homeless people with AIDS in
New York. Twenty-seven Bailey House
residents are memorialized in the NAMES
Project Quilt.

ACT NOW also plans civil disobedience
al the Food and Drug Administration
Building on October 11 to protest the lack of
AIDS treatments and commemorate the
first anniversary of the March on
Washington. On October 8 and 9, the group
will host national strategy meetings and
workshops to discuss the future of AIDS ac-
tivism. Activists noted that the NAMES
Project will conclude its National Tour Oc-
tober 8 and 9 with an unveiling of the entire
Quilt on the Washington Mall.

““This is the foundation of something big.
Many local AIDS groups have outgrown

Continued on page 3
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Community grapples with
Fenway violence

At a Boston public forum, people concerned about a rise
in queerbashing discuss strategies to educate Fens-goers
and the implications of stepped-up police presence

By Elizabeth Pincus

BOSTON — At the first community
meeting held this summer to address the in-
crease of violent crime in the Fenway
neighborhood, tempers were kept barely in
check. Participants at the July 12 discussion
disagreed about the most effective ways to
curb the violence, which, since June, has in-
cluded several rapes, stabbings and a
murder. The dissension arose mainly
between people favoring a law-and-order
approach, involving increased police
presence in the Fenway, and those ad-
vocating community education and em-
powerment.

Al one point, community activist Bruce
Goldstein, upon hearing that park regula-
tions prohibit the display of warning posters
in Fenway park areas, exclaimed, ‘“You're
saying that laws are more important than
saving lives?!”’

The meeting — held at the Seventh Day
Adventist Church in the Fenway — was con-
vened by an ad hoc group of concerned peo-
ple, including: Joyce Collier and Gordon
Tuttle of the Fenway Community Health
Center's Victim Recovery Program; John
Deveany, police sergeant from Area D,
which encompasses the Fenway; Steve
LeBlanc, chair of the public safety commit-
tee of the Greater Boston Lesbian and Gay
Political Alliance (GBL/GPA); the mayor's
liaison to the lesbian/gay community, Ann
Sanders; and representatives from Street
SAFE, the Fenway’s community crime
prevention program.

Also present were about 30 area residents,
Fenway gardeners and gay men who use the
Fens as a cruising spot. Following introduc-
tions, Collier opened discussion by describ-
ing the significant rise in documented
violence, particularly assaults against gay
men. Asking for suggestions on how to cur-
tail the problem, she encouraged the
establishment of ongoing community

dialogue.

Deveany, who was accompanied by
several other police officers, explained new
procedures which he said were intended to
increase safety and police visibility in the
Fens and other neighborhoods. For exam-
ple, since July 1, officers on horseback have
been patroling the Fenway at night. De-
veany also explained a new city-wide police
program called ‘‘sector integrity''; every
day, the same officers patrol the same
neighborhoods on the same shifts. Accor-
ding to Deveany, the plan will encourage
familiarity and communication belween
police and area residents. He added that
police officers are now required to attend
various communily meetings in their
precincts.

While some activists at the meeting ex-
pressed optimism about Deveany’s remarks,
concerns were aired about the possibility of
increased harassment of gay men if police
presence escalates in the Fens. Al first, De-
veany told the gathering the police depart-
ment was only concerned with insuring safe-
ty. But when the question again arose later
in the meeting, Deveany replied that police
officers had the discretion to enforce public
sex laws by arresting anyone found having
sex. When he said, however, that arresting
gay men for “‘sex offenses'’ was not a police
priority, several people responded that gay
men have historically been victims of police
entrapment and round-ups,

Throughout the evening, GBL/GPA’s
LeBlanc attempted to steer the meeting
towards discussion of how the community
can work together to curb Fenway violence.
He described several efforts already under-
way; a group of concerned people have been
distributing safety whistles and posting war-

ning notices throughout the Fenway
neighborhood, including in gay bars,
Continued on page 3
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Quote of the week

“These women rape young boys; beat up
on their husbands; sneer at ‘sensitive new-
age guys’ as ‘wimps,” ‘lumps’ and ‘pigs’;
and, in the corporate world, knife male
backs as casually as they polish their nails.

‘“They are the flip side of the familiar sex-
abuse-and-discrimination coin, and men,
long guardians of a ‘macho’ culture that
forbids them to hit back or admit being
physically abused, are their bewildered vic-
tims: confused, battered, scarcely able to
cope.”’

— Chicago Tribune TV columnist
Kenneth R. Clark, describing the subjects of
the NBC documentary “‘Of Macho and
Men.” Clark quotes the show’s producer,
Robert Rogers, as saying the program was
an effort to provide *‘fair’’ coverage, since
he produced a show in 1986 called ““Divorce
is Changing America’’ that included infor-
mation about the large number of divorced
men who do not pay child support. Rogers
said “‘a large number of men's groups’’ con-
tacted him after he did the divorce show,
“pointing out that there are many sides to
all of our sacial problems.””

Clark, in his column, said “‘In pursuit of
those other sides, Rogers turned up a bizarre
and, for those steeped in traditional values,
Jrightening collection of women whose
violence toward men is stunning.””

Order to test
retarded man
overturned

WORCESTER, Mass. — A ruling by a
Worcester County probate judge ordering a
mentally retarded man and his male sexual
partner to undergo an HIV antibody test
was overruled by the Massachusetts
Supreme Judicial Court (S§JC) on July 5. By
a 5-0 vote, the SJC decided that Judge Eliot
K. Cohen exceeded his authority in deman-
ding that the 4l-year-old man — whose
name was withheld for his own protection
— submit to testing.

The matter arose last year when the Mass.
Department of Mental Health asked the
probate court to officially change the treatment
plan for the mentally retarded man, who
resides at the Walter E. Fernald State
School. Judge Cohen dismissed the appeal,
but inquired into the man’s sexual history
and ordered HIV antibody testing for both
him and his unidentified sexual partner. In
the ruling, Cohen chastised Fernald School
officials for failing to provide adequate
AIDS information to residents, despite
sworn testimony from the school that the
man and his partner had received safer sex
education and instruction in the use of con-
doms.

Denise McWilliams, director of the AIDS
Law Project for Gay and Lesbian Ad-
vocates and Defenders (GLAD), said she
was pleased by the high court decision, But
according to McWilliams, who represented
the mentally retarded man, the ruling was so
narrow it would not set a precedent protec-
ting the rights of the “mentally incompe-
tent” to refuse HIV antibody testing.

[JElizabeth Pincus

Stiff punishment for
Saudi gays

JEDDAH, Saudi Arabia — At a recent
symposium on viral diseases held in Riyadh,
two doctors from King Saud University
hospital argued that stiff punishment of
homosexuals, prohibition of extra-marital
sex, screening of blood donors and HIV an-
tibody testing would provide the best pro-
tection against AIDS in Saudi Arabia.

The two doctors, Abdul Wahab Elidrissy
and H. Abu-Aisha said that Saudi society
must use a ‘‘moral vaccine’’ against AIDS,
“We must take strict measures against
homosexuality as an abnormal and illegal
behavior that deserves only the fate of
sodomy. It is condemned by Islam, Judaism
and Christianity,” said Elidrissy. The
punishment for Saudis caught engaging in
homosexual acts is public flogging for the
first offense and death by decapitation for
the second offense.

Currently, foreign workers living in Saudi
Arabia are required to produce a negative

HIV antibody result to be able to work in
the country. The government is considering
requiring a second test, six months after
foreigners enter the country.

Many believe that mandatory testing for
Saudis would produce profests from those
concerned about privacy rights and from
religious groups, who believe it immoral to
assume that young, unmarried Saudis have
sex and that married Saudis have sex outside
of marriage.

The Saudi government denied that there
were any people with AIDS in the country
until last March, when 18 cases were disclos-
ed. Seven of the 18 had already died.

[0 Muhammad Jamil

Hold the telephone
lines

WASHINGTON, D.C. — The govern-
ment has agreed to not enforce a law bann-
ing pornographic telephone messages until
July 25 at the earliest, according to Justice
Department sources cited by AP. The action
follows suits filed in federal courts in Los
Angeles by one of the country’s largest
““dial-a-porn”’ providers and in New York
by Consenting Adults Telephone Rights
Association. The ban, which was scheduled
to take effect July 1, will be reviewed by a
California federal judge later this month,

The law applies only to interstate and
Washington, D.C. telephone services. Most
“*dial-a-porn’’ providers use a 976 prefix
and are dialed locally. However, in Califor-
nia and several other states, “‘dial-a-porn”’
can be reached long-distance with an area
code.

[0 Marc Stein

Happy birthday
Sharon

WASHINGTON, D.C. Sharon
Kowalski’s 32nd birthday will be marked on
August 7 by demonstrations in cities across
the country, Kowalski, a victim of a drunk
driving accident in 1983, has been forcibly
kept at a nursing home in Hibbing, Min-
nesota by her father, who refuses to permit
court-ordered competency tests and refuses
to allow her lover of nine years, Karen

Sharon Kowalski's lover, Karen Thompsorll-

Thompson, to see her. Thompson, who has
engaged in legal battles to gain access to her
lover, also charges Kowalski’s father has
failed to provide adequate rehabilitation for
his daughter.

Vigils, processions, rallies, street theater
and birthday cakes will highlight local ac-
tions in Washington, D.C.; Boston; New
York; Piscataway, N.J.; Brunswick, Maine;
Colorado Springs, Colo.; Tallahassee, Fla.;
Minneapolis; and Madison, Wis.

[ Marc Stein

AIDS Vigil in
Australia

SYDNEY, Australia — About 2000 peo-
ple, including a number of people with
AIDS (PWAs), marched through the center
of Sydney as part of the annual Interna-
tional AIDS Vigil on May 20.

Speakers at a memorial service held after
the march included: Supreme Court Justice
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Michael Kirby; New South Wales Health
Minister Peter Collins; Chief AIDS Educa-
tion and Services Advisor to the Australian
Government Ron Penny; and Elizabeth
Reid, a consultant on AIDS for the
Australian Government whose husband
Bill, a hemophiliac, died with AIDS last
year.

“To many in this community, including
some politicians, AIDS is a minority group
disease. I join with you to light a candle
against the darkness and ignorance on
which this view is sustained,"" Collins said.
Bill Whittaker of the AIDS Council of New
South Wales, interviewed during the
candlelight march, said, “‘So much of the
discussion about AIDS is taken up with
clinical, policy and education issues and we
tend to forget there is a human side to the
problem. We need to remind ourselves of
that human side.”

[JKendall Lovett

Boston restaurant
owner requests trial

BOSTON — Dan Holmes, owner of The
Downtown - Cafe, a gay restaurant in
Boston's Combat Zone, was found not guil-
ty of resisting arrest and assault and battery
against a police officer on July 7 by a Boston
Municipal Court Judge. However, Holmes
was sentenced to one year of probation and
a $400 fine for assault and battery with a
deadly weapon.

Holmes was involved in a skirmish with a
Boston police officer outside his restaurant
on May 26. According to Holmes’ attorney,
Norman Zelkind, the officer went out of his
way to confront Holmes for no apparent
reason.

According to Debra Benkov, spokesper-
son for the Dan Holmes Defense Fund,
several Downtown Cafe customers witness-
ed the officer harass Holmes and shut down
the restaurant on May 26. ‘‘it’s hard to
prove that it was anti-gay harassment, but I
think that was part of why they treated him
50 badly. The charges against Dan are
trumped up to cover up the actions of an
over-zealous police officer,”’ said Benkov,

Benkov said Holmes has requested a jury
trial. ““We need a not guilty decision. It is
not acceptable for Dan, running a licensed
business in this city, to have anything on his
record. This has been an emotionally and
financially difficult time for Dan so we have
come to his defense,’” said Benkov.

Holmes explained that a felony charge on
his record would make it difficult for him to
maintain his liquor license. He said
Downtown Cafe would close unless he is
cleared of the charge. No date has been set
for the trial,

The Boston Police Department refused to
comment on the case.

Donations to the Dan Holmes Defense
Fund may be sent to Debra Benkov, c/o
Downtown Cafe, 12 LaGrange Street,
Boston, MA 02116.

[J Chris Bull

Somerville lesbians
encouraged to apply

SOMERVILLE, Mass. — The city of
Somerville currently seeks members to fill
the 15 positions on the newly-formed Com-
mission for Women. The commission was
established “‘to act as a centralizing force in
the city, which will deal with women’s
issues”” and ““‘work to ensure the equal status
of women of every race, creed, national
origin, age and sexual orientation.”

People interested in a position must live in
Somerville and have a commitment to
women’s equality, Lesbians are strongly en-
couraged to apply.

Send resume or letter of interest by July
29 to the Department of Human Services,
c¢/o Rose Boardman, 167 Holland St.,
Somerville, MA 02144,

[J Rose Boardman

NEWS NOTES COMPILED BY
JENNIE McKNIGHT

AIDS
TREATMENT

NOTES

As part of GCN'’s efforts to increase its
coverage of AIDS medical and treatment
issues, we plan to regularly publish ““AIDS
Treatment Notes. " Most of the information
here comes from newsletters written and
published by people with AIDS (PWAs),
people with ARC (PWARCs) and other
AIDS activists.

Many of these newsletters print
disclaimers withholding their endorsement
Jfrom any particular treatment options. Like
these other sources, GCN provides medical
information to encourage discussion about
the politics of health and medicine and to
help people make personal decisions about
AIDS treatments. We do not endorse any
specific treatment or study.

Stockholm
conference abstracts
available

SAN FRANCISCO — Abstracts of
about 3,000 presentations made at the
Stockholm AIDS conference in June 1988
are available at the Healing Alternative
Foundation, located at 273 Church Street.
Articles are indexed by subject and author.
The Foundation library is open Tuesday-
Saturday, 1-5:00pm (415-626-2316).

Each abstract may be copied for five cents
at the library. Complete sets are available at
cost, which is about $55.00, plus about
$45.00 for handling and shipping. They can
be ordered in San Francisco from Copy
Mat, 2370 Market Street (415-864-2316) and
from Project Inform (800-334-7422 in Calif.
or 800-822-7422 elsewhere).

[ Michael Bronski

Sunlight shown to
depress body’s
immune system

NEW YORK — New evidence reported
by Ann Giudici Fettner in the Village Voice
suggests that sunlight may have an even
more dangerous effect than previously
thought on those who are already infected
with HIV. Scientists in the U.S. and
Belgium have reported that HIV grows at a
rate 150 times faster than ‘‘normal’” in cells
exposed to ultra-violet light. The same ef-
fect is observed after half an hour of
sunlight. Sun bathing and tanning may thus
accelerate HIV infection. Some suggest that
this may explain why HIV infections peak in
the summer months.

Ultra-violet light has also been linked to
skin cancer and rapid skin aging. Most
health care practioners recommend a
sunscreen of 15 or higher. PABA, an agent
contained in some sunscreens, effectively
reduces the immunological effects of ultra-
violet radiation.

[JMichael Bronski

Aerosolized
pentamidine
available free in new
study

SAN FRANCISCO — People with AIDS
who have had pneumocystis pneumonia in
the last six months may be eligible to receive
free aerosolized pentamidine in a study con-
ducted at the Institute for HIV Research and
Treatment at the Davies Medical Center in
San Francisco. The study will give some par-
ticipants 30mg and the rest 150mg, every
two weeks,

There is some disagreement over whether
the 30mg dosage is enough to help and
whether large doses will prove unsafe over a
long period of time. Some evidence suggests
that when pneumocystis does occur in those
using AP, even at the 30mg dosage, it tends
to be mild and only rarely results in death.

[ Michael Bronski

PWA newsletters:

Treatment News, GMHC Department of
Medical Information, 132 West 24th Street, Box
274, New York, NY 10011

AIDS Treatment News, Box 411256, San Fran-
cisco, CA 94141

PWA Coalition Newsline, 263A West [9th
Street, Room 125, New York, NY 10011

Alert, 5300 Santa Monica Blvd., Suite 304, Los
Angeles, CA %0029

The Body Positive 263A West 19th Street, New

York, NY 10011
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Boston rally trashes

S.F. Pride
organizers
anger
“fringe”
groups

By Chris Bull

SAN FRANCISCO — While lesbian and
gay pride swept most of the country in June
with little controversy, the San Francisco
Parade Committee created a storm of pro-
test by rejecting the applications to march of
two groups — the North American
Man/Boy Love Association (NAMBLA)
and Uhuru House, a Black nationalist
organization. After a series of appeals, the
Parade Committee board of directors voted
6-4 to allow NAMBLA to march. An appeal
by Uhuru House, however, was rejected and
the group plans to hold a forum to educate
the lesbian and gay community about its
aims.

The controversy highlighted tensions in
the lesbian and gay community over the
political content of lesbian and gay Pride
Day in San Francisco. Several activists told
GCN that the increasingly conservative
Parade Committee was attempting to “‘de-
politicize’” the day by excluding radical
“fringe groups such as NAMBLA and
Uhuru House.

““It’s ironic that when the lesbian and gay
community has become more progressive
because of AIDS — when more and more
people realize we cannot divorce ourselves
from poverty, racism and wars going on
around the world — the Parade Committee
is actually becoming more narrow and con-
servative,’”’ said lesbian activist Carmen
Vasquez, recently appointed director of
Lesbian and Gay Health Services in San
Francisco.

NAMBLA

After receiving a letter of rejection from
the Parade Committee, NAMBLA, which,
according to its literature, “‘organizes sup-
port for men and boys involved in consen-
sual relationships,’” demanded an emergen-
¢y board meeting on June 28, the day before
the parade. According to NAMBLA
spokesperson Mark McHarry, the Parade
Committee was ‘“‘simply ignorant about
NAMBLA.”

The Committee, said McHarry, cited
three reasons for rejecting NAMBLA's ap-
plication: that the group promotes child
molestation; that it allegedly supported the
now infamous John Wayne Gacy, who in
1978 was convicted of having sex with and
murdering several teenagers; and that
NAMBLA members” safety might be in
danger at the Parade. Parade Committee
spokespeople declined to discuss who on the
committee voted against NAMBLA.

McHarry said the Parade Committee in-
itially refused to meet with NAMBLA and
only agreed to the emergency meeting after
considerable pressure from the community
and the threat of a lawsuit. He said support
from a number of community leaders, in-
cluding lesbian writer Gayle Rubin; Kim
Corsaro, editor of Coming Up!; Suzie
Bright of On Our Backs; Harry Hay of the
Radical Fairies; and Steve Morin, aide to
congressperson Nancy Pelosi, forced the
committee to back down. *‘It was heartwar-
ming to see so many people come to our
defense,’’ said McHarry.

McHarry said NAMBLA told the Parade
Committee at the meeting that the group
supports only consensual relationships and
deplores violence or child abuse of any kind.

Doug Conrad, co-chair of the Parade
Committee, told GCN that during the ap-
peal process the committee came to view
NAMBLA’s participation in terms of civil
rights. “NAMBLA may be offensive to
some people, but there is general feeling to
people now that Pride is a civil rights parade
and that NAMBLA is a part of the lesbian
and gay community. To exclude anyone
would be very serious.”’

Board member Marsha Levine said next
year the application review system would be
changed to allow a broader discussion of
controversial issues. ‘“We simply didn’t get
the whole story the first time around,’ said

Levine. “*“We must look more at how we go
about deciding who's in the parade.”

The San Francisco incident is not the first
time NAMBLA has been denied the right to
march in a lesbian and gay Pride parade. In
Los Angeles, Christopher Street West, the
for-profit corporation that runs Pride in
that city, denied NAMBLA's application
last year. The group’s New York chapter has
also been banned from New York Pride
several times.

Uhuru House

Uhuru House, based in Oakland, Calif.,
is a grass-roots community center for the
Black community. Run by the African
Peoples Socialist Party (APSP), a Black Na-
tionalist organization, the group raises
several thousand dollars every year at its
Gay Pride booths, according to spokesper-
son O’Mali.

Pride committee members who spoke to
GCN gave different accounts of why Uhuru
House was denied this year. One said the
denial of the group’s application was due to
Uhuru House’s unwillingness to comply
with Parade regulations. Another said the
group’s exclusion involved its political
stance on housing issues and their relation-
ship to the gay community.

Conrad of the Parade Committee said the
Committee ‘‘heard rumors’’ that APSP
blamed the lesbian and gay community for
the gentrification of many of San
Francisco's poor neighborhoods. Asked for
a statement declaring solidarity with lesbian
and gay liberation, Uhuru House declined,
according to Coprad. ‘“We had heard they
were a homophobic group and it’s not ask-
ing much for them to simply set the record
straight,”” said Conrad.

0’Mali said the Committee’s demand un-
fairly singled out Uhuru House. “The
Parade Committee is a middle-class, white-
run organization. A working-class, Black
organization should not have to validate
itself for a white organization. It’s a bogus
and extraordinary requirement that covers
up the real issues we are dealing with.””
O’Mali added that APSP supports the
struggle of all oppressed people including
the lesbian and gay community.

The white lesbian and gay community is
often unconscious of its racism, said Penny
Hess, chairperson of African Peoples
Solidarity Committee, a whité support
group for APSP. “In San Francisco, the
white gay community wields considerable
economic and political clout. And what the
lesbian and gay community doesn’t seem to
realize is that the Parade Committee con-
trols power and resources that the Black
community desperately needs.... We make
over $2,000 for every booth we have. I
mean, there are nearly one quarter of a
million people there and to ban us from the
Parade is really hard on us,”” said Hess. The
Parade Committee, according to Hess, told
APSC that they were ‘‘tired”” of hearing
about the Black community.

Another member of the Parade Commit-
tee, Marsha Levine, said the Uhuru House
application was denied because of past pro-
blems working with the group, not politics.
““There is no validity to their charge of
racism. For three years running they
disregarded our booth requirements and
threatened us when we notified them of the
problems. On top of that they consistently
refuse to meet with us to discuss our dif-
ferences,’’ said Levine.

Vasquez, a long-time community activist,
was critical of the Parade committee’s ac-
tion. “I think they have given the message
recently that they don’t want to think about
the “‘isms’* anymore and concentrate on
‘‘us,”” so its no surprise that this
happened,’ she said.

Vasquez said members of Uhuru House
are often disruptive and ‘‘not always com-
fortable working with multi-racial groups
like parts of the lesbian and gay community,
but they certainly are not dangerous and
there was no reason to censor them from the
parade.” [ filed from Boston

ACT NOW
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their cities and need to address national
issues. We hope a national movement will
also give momentum back to the local
groups,”” said Greg Bordowitz of ACT
UP/New York. O

homophobia

By Elizabeth Pincus

BOSTON — Last week on the State
House steps, a gay man held up a faggot: a
crudely bundled bunch of sticks, like those
used to to ignite fires in Inquistion times for
the burning of witches and other queers.
The man explained the origin of the word
**faggot,”” and — condemning the Catholic
Church and other institutions he said were
hate-mongering — threw the bundle into a
trash can containing symbols of
homophobia.

The gesture was proud, defiant, great
street theater. As close to a score of lesbians
and gay men filed up 1o toss other emblems
of homophobia in the trash can, the
200-strong crowd applauded, hooted and
hissed. MASS ACT OUT staged a lively and
participatory protest; the July 7 action
could otherwise have been yel another
hapless demonstration before the state cor-
ridors of government to support the ever-
stalled lesbian/gay civil rights bill.

As it turned out, the *‘trash
homophobia*’ rally was a spunky display of
outrage at state lawmakers for continuing to
delay passage of the civil rights measure,
now in its sixteenth year before the Bay State
legislature. Wisconsin remains the only U.S.
state with anti-discrimination protections
for lesbians and gay men; as the Mass.
legislature prepares to recess this week until
elections are finished in the fall, some ac-
tivists expressed doubt that Massachusetts
would alter those stats this year. Though the
bill, S.47, moved quickly through the Senate
Committee on Steering and Policy in late
June, key opponents of the gay rights
measure, Senate President William Bulger
(D-South Boston) and Sen. Arthur Lewis
(D-Jamaica Plain), will still be around come
autumn to exercise their powerful delaying
tactics.

Nonetheless, speakers at the rally said the
lesbian/gay community would continue to
put on the pressure. *“We may not have the
bill this year,”’ stated Judy Andler of MASS
ACT OUT, “but we'll be back again next
year. We’re not satisfied.”’

Another MASS ACT OUT member,
Nancy Wechsler, said the July 7 demonstra-
tion was intended to address far more than
just the lesbian/gay rights legislation. She
explained, ‘““We want the gay rights bill to
pass, but we also want to create a society
where our lives are valued and where we will
never again be allowed to die in such great
numbers while our government does
nothing,

““We need to build a movement sirong
enough,”’” Wechsler continued, *‘so that the
legislature agrees to fund explicit safe sex
brochures for gay men and others at risk for
AIDS.... We also need a legislature that
overturns Dukakis’ anti-gay foster care
policy and begins to actively recruit
gays/lesbians as foster parents. We also
need to build a movement that challenges
the homophobia of the society we live in so

that gays/lesbians are no longer targets of
queerbashing. We will only achieve that by
committing ourselves to building a visible,
proud and activist gay/lesbian liberation
movement.""

While those at the protest loudly shouted
their agreement, other supporters of the gay
rights bill had expressed reservations about
“trash homophobia’ prior to the event.
Notably absent were bill lobbyist Arline
Isaacson of the Mass. Gay and Lesbian
Political Caucus (MGLPC) and Sen.
Michael Barrett (D-Cambridge), sponsor of
the bill, who have appeared at other gay
rights bill demonstrations.

““IThey aren't] giving a good sense of
community cohesiveness,’”’ said David
Candeias of MASS ACT OUT. ““The rally
was intended to be upbeat and inclusive —
what else can we do to make it ‘acceptable’
to them? MASS ACT OUT can't worry
about every little thing that might offend so-
meone in the State House.”

Isaacson, who told GCN she had intended
to stop by the protest if she had time, ex-
pressed continued optimism about the bill’s
chances this legislative round. ““Things are
going surprisingly well this year,”" Isaacson
said. She pointed to a 20-15 vote by senators
on July 7 to prevent the measure from being
tabled.

Members of the Greater Boston Lesbian
and Gay Political Alliance (GBL/GPA)
supported the protest as did a host of other
speakers, including: candidate for state
Senate Stephen Holt; City Councillor
David Scondras; Sen. Royal Bolling
(D-Boston); and ACT UP’s Steven Busby.
Busby, who thanked MASS ACT OUT for
incorporating an analysis of homophobia
into AIDS activism, cited two examples of
how gay-hatred is evidenced in the AIDS
crisis. He explained that a new House bill in
Massachusetts, Sec. 5554, may allow doc-
tors to inform the sex partners of people
who test positive for HIV antibodies,
without the consent of the person tested.
Busby also expressed anger that Fison, the
company which makes nebulizers used to
dispense aerosolized pentamidine, will not
release information about new concerns that
their nebulizers may not be fully effective.

The “‘trashing’” of homophobic symbols
came at the end of the demonstration. A
lively, witty group of lesbians and gay men
came forward to announce their debris:
photos of Gov. Michael Dukakis, a hockey
stick to represent weapons of queerbashing,
the Boston Globe, the Boston Herald, the
Catholic Church newspaper the Pilof, the
Bay Windows editorial denouncing gay
male sex in the Fenway neighborhood,
Clause 28, camouflage clothing to represent
the military, the Mass, foster care policy,
the Capitol Police, redlining in the in-
surance industry....

And the dumping went on. []

Fens
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LeBlanc called for additional measures,
such as placing extra lights and public
phones along streets and in parks. Collier,
Tuttle and StreetSAFE workers applauded
LeBlanc’s suggestions, and stressed the need
for ongoing community education.

The meeting became most contentious
when Victoria Williams, Assistant Commis-
sioner of the Boston Parks and Recreation
Department, explained department policies
that prohibit postering or distribution of
literature in the city parks. Williams said
park employees have been removing the
bright yellow warning posters being
distributed by LeBlanc and his associates.
(The posters describe the rash of violence in
the Fens, provide safety tips, encourage
community togetherness and give informa-
tional phone numbers.)

Angered participants in the discussion
suggested a number of compromises to get
around the park regulations, Several pro-
posals included: posting the warning notices
on small placards in the ground to prevent
damage to trees; posting the notices on a
temporary basis only; erecting a community
bulletin board for display of such notices;
and petitioning the Parks Commission (o
amend its policy. Williams said she could

not support any of these proposals. A few
other people at the meeting agreed, saying
warning notices in nearby stores,
restaurants and bars would be sufficient.

The group reached no consensus on the
problem of regulations against warning
posters, though LeBlanc later told several
people that continuing to leaflet and poster
would be “‘great civil disobedience,”’ As the
meeting wound to a close, more people
made comments about working with the
police and supporting their increased
presence in the Fens. Collier thanked
everyone for attending, and reasserted the
commitment of the Fenway Victim
Recovery Program, StreetSAFE, and other
aclivists in working towards ending violence
in the Fenway.

According to Lisa Price, assistant director
of StreetSAFE, **The meeting was definitely
worthwhile. We may have to try for some
compromises, but it's important to call the
community together to open up dialogue.
We need to continue working on how to
educate people about safety, both to help
each other and to help themselves.'”

For further information about strategies to
curb violence in the Fenway, call the Victim
Recovery Program at 267-1538, or Street-
SAFE at 262-0060. [
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GCN welcomes all letters to the editor ex-
cept personal attacks. Carbon copies of let-
ters sent elsewhere are printed on a space-
available basis. The opinions expressed here
are those of the author and are not intended
to represent the views of the GCN member-
ship. Letters must be TYPED, DOUBLE-
SPACED AND NO LONGER THAN THREE
PAGES. Send to: Community Voices, GCN,
61 Berkeley Street, Boston, MA 02116.
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The way I'll miss Fred

Ed. Note: This letter was received in
response to GCN s standing request for sub-
missions by PWAs.

Dear GCN:

Fred died last night. The virus actually
shrunk his brain until he wasn’t Fred
anymore. We were friends. For the last few
months we had our doctor appointments at
the same time so I could take him. He would
always tell me things he kept from his doctor
and his case manager.

I know this because my mother is the
Alameda County case manager for AIDS.
She shares this job with one other woman.
At this point in time, all of her clients have
died.

I have lived here in Berkeley with her
almost two years now. | moved from the
East Coast when I couldn’t work anymore,
was living on a friend’s couch in a one-room
apartment and had bills starting to get to a
point where I didn’t know what to do. Be-
cause I lived in New Jersey, Gay Men’'s
Health Crisis in New York City wouldn’t
help me. At the time, I was 24.

Finally in May, 1987, I got pneymocystis
pneumonia (PCP) and it was all official.
I've been in hospital four times since. While
seriously ill in November I decided to at least
make it to my birthday, five months away.
Now I'm aiming for Halloween, and then
my birthday again.

People say you have to think day to day,
but I can’t. It's too scary that way. I can’t
even count how many people I've met since
moving that have died. Fred and 1 weren't
very close, but we got along. He was funny.
Even though he didn’t remember me or my
mother toward the end, he still asked if we
had brought him some Mocha Mix. I’ll miss
him. I hope people will miss me but in a
good way, the way I'll miss Fred.

David Rolland
. Berkeley, Calif.

Using a feminist politic to
attack the grieving

Dear GCN:

As a lesbian, a feminist and an activist for
more than 15 years [ am writing to convey
my anger about Liz Galst’s piece about the
Quilt (Vol. 15, No. 48). I must also say that I
have made three Quilt panels myself — one
for my brother, who was gay; one for a
middle-class woman friend who was an IV
user; and one for a poor woman, a prosti-
tute, who was connected with a program |
work with.

Galst claims she is mad because ““AIDS
was not the only issue in Cheryl's life,”’ im-
plying, with some perverted logic, that it is
the only issue in the lives of gay men. Any-
one who has lived life long enough and who
has taken a good, hard, non-self-indulgent
look at what happens around her knows that
AIDS is not the only issue in anyone’s life.
The three people 1 have made Quilts for
have had to deal with sexism, homophobia,
battering, eating disorders, self-hatred,
racism, intolerance, addiction, no money,
being cast out by their parents and family,
stress related to shitty and dead-end jobs,
housing problems, fear of living and fear of
dying. As I type this, | am amazed at how
much they have in common: this middle-
class black man, a middle-class woman who
worked hard to come up from her poverty,
and this poor woman who came from what
iscalled a **good family’” and who ended up
selling her body in the Combat Zone.

To claim that a Quilt panel that says
““Honey, Wasn't it Fabulous” — a
memorial for a gay man — does not do
justice to Cheryl’s life and pain is not only to
miss the point but insults everyone who has
died of AIDS. The Quilt is not a “Queen for
a Day' TV show to see who rates higher on
the oppression-meter. [ suppose thal one
could point out that Cheryl was mourned by

COMMUNITY VOICES

the many panels to homeless people and the
unknown AIDS victim, and by Women, Inc.
One could even point out that if it were so
important to Galst to have Cheryl mourned
at the Quilt she could have made a panel
herself. But as I read her article again |
realize that these arguments are all fatuous.
Galst’s complaint is not that Cheryl wasn't
mourned or represented at the Quilt, it is
that other people — specifically gay men,
whom she sees as being priviliged and
frivolous — are. This assumption would be
offensive if it were not so absurd. I could list
the many ways that my brother was oppress-
ed, had suffered, was hurt and humiliated.
But it is a pointless task. This listing and
evaluation of oppressions I will leave 1o
those with small minds and even smaller
emotions.

What upsets me more than anything else
however is how Galst and GCN by printing
the piece, uses a feminist politic to attack
others who are grieving and who are coming
to terms with their own politics. After all of
these years, have we come to this?

My feelings about the Quilt — or maybe
this being GCN 1 should say the feelings of
this black, lesbian, feminist, activist and
whatever — are nothing but positive, If
anything they have proven to me that my in-
stincts toward political inclusivity are right
and accurate. I am sorry that Liz Galst did
not find any comfort in the Quilt, or see, as |
did, how it illuminated everyone's life.
Nothing is simple, or easy, or clearly defined
in this world, and I myself would rather find
ways to fight for everyone rather than spend
time and grief trying to figure out who suf-
fered more and who is more deserving of my
pity and anger.

Tracy Jackson
= Cambridge, Mass.

Stop the war on women

Dear GCN:

The following is a chronological account
of actual events that took place on Friday,
May 6, and Saturday, May 7.

On Friday night, as [ walked with a friend
along Massachusetts Avenue in Cambridge,
I observed an argument between two
strangers. He threatened her with his words

and body language, but somehow never
crossed that imaginary line that would have

left me no choice but to intervene, possibly
endangering my own life. We followed and
watched for a few minutes, but soon
recognized our own inability to help. Judg-
ing from the non-reactions of most of the
public in these kinds of situations, our socie-
ty considers violence against women to be
acceptable. Violence against women is not
acceptable!

Later that same night I passed the new
window display at “The Limited,” on the
corner of Washington and Winter, At first
glance this display is only slightly offensive
— just another female mannequin scantily
clad. However, a second look reveals the
true nature of this violent assault. This
woman is bound by ropes and has arrows
penetrating her body and head, some aimed
toward the groin. This is clearly an example
of advertisers using violence against women
to sell products and is ABSOLUTELY
UNACCEPTABLE.

Saturday afternoon, in the crowded
Downtown Crossing area, I witnessed a se-
cond couple engaged in a violent confronta-
tion. He pushed her and shoved her,
shouting threateningly ““You’d better get in
line!!!”* He was quite large and she petite.
She cowered in fear. Again my friend and I
watched the scene carefully, following.
Again we felt helpless. No one teaches us
how to react in these situations, so most of
us don’t. It is not O.K. to beat on women!

Saturday evening, as I sat on the *‘T"
platform at Downtown Crossing, engrossed
in a good book, I was struck by a bottle
firmly against the side of my head, smashing
into my right ear. I looked up to discover a
young man, my apparent assailant. His two
friends embarrassed, he tried to joke his way
out of this tense situation. Following this
unsuccessful attempt to excuse his behavior,
he walked over to the bottle, picked it up,
and pretended to aim for my head, shatter-
ing it against the wall several inches away.

Our society is inundated with adver-
tisements. These television commercials,
billboards, magazine ads, and STORE
WINDOW DISPLAYS affect our lives.
They influence attitudes, values and
behaviors. As I write this, my ear still throb-
bing, I can see ‘“The Limited’’ window
display clearly in my mind. I can see the face
of the man who assaulted me — and the

PAGE 4 [] JULY 17-23, 1988 (0 GAY COMMUNITY NEWS

T S A R T T T T —

Gay Community News is produced by a collective dedicated to providing coverage of events and news in the interest of
g3y and lesbian fiberation. The collective consists of 2 pad staff of eleven, a general membership of volunteers, and 2 board
of directors elected by the membership -

Opinions reflected in *“editorials”" represent the views of the paid staff collective. Signed letters and columns represent the
views and opinions of the authors only. We encourage all readers to send us comments, criticism, and information, and 1o
volunteer and become members.
The GCN Collective in alphabetical order by primary title/function (*indicates member of paid staff collective)

ADVERTISING

Display: Wickie Stamps*

Classified: Dan Page*

ADVISORY COMMITTEE ON AIDS

Mara Math, Duncan Mitchel, Pam Mitchell, Marea
Murray, €indy Patton, Willam A, Percy, Veneita Porter,
Patricia A. Roth, Charley Shively, Donald Stone, Maida
Tilchen, Tim Walton

Michael Bronksi, Linda Burnett, Ann Collins, Nancy De INDEXER
Luca, Gregory Gazaway.Shelley Mains, Jennie McKnight, Charles Ash
Dan Mishkind, Marea Murray, Elizabeth Pincus, Stephanie NEWS DEPARTMENT

Poggi, Marc Stein

ANTI-RACISM COMMITTEE

Susan Bernstein, Stephanie Poggi, Art Cohen, Gordon
Gottlieb

ART/PRODUCTION DEPARTMENT

Art Director: Liz Galst*

llustrators/Layout: Jim Fauntleroy, David Mynott, Kara
Wilson, Susan Yousem

Proofreaders: fan Fielding, Gordon Gottlieb, Todd
Hollister, Rob Krikorian, John O'Brien, Read Weaver
Redesign format: Dan Mishkind, Niall Sweeney
BOARD OF DIRECTORS

Gerardo Maria Cabrera, Steve Dyer, Jim Fauntleroy,
Mike Friedman, Gregory Gazaway, Fred Gorman,
Catherine Reid, Julie Rioux

CIRCULATION DEPARTMENT

Coordinator: Chris Bull*

Dauw Entry: John Jones, Jose Padilla, Whitt Pond, Paul
Schierenbeck

Seaff: Paul Amato, Janna Bremer, Richard Chumley,
Baraby Fisher, Paul Graves, David Hunt, Lamry Hite,
Ronn Jackson, Stephen Magnus, Matt Mahoney, Cari
Mann, William Newton, Mark O'Malley, Warren
Patterson, Gilbert Roy, |r., Mary Russel, Bill Sweet,
David Waite

COMPUTER COMMITTEE

Ann Collins, Mark Curby, Steve Dyer, Art Cohen,
Sherman Hanke, Troy Richardson, Paul Schierenbeck
COORDINATING EDITOR

Marc Stein®

DISTRIBUTION

Boston area; Gloria's Trucking

Bulk Distribution & Pizza Sustainer- Ray Hopkins

New York Distribution: Ubiquity Distribution, 1050 East
4th Screer, Brooklyn, NY 11230, (718) 789-3137.
FEATURES DEPARTMENT

Editrix: Stephanie Poggi*

Assistant: Michael Bronski

Calendar Coordinator: Todd Hollister

Staff: Gerardo Maria Cabrera, Siong-huat Chua, Ed
Cohen, Susie Day, Carrie Dearborn, Paul Dixon, Jim
Faunderay, Liz Galst, Amy Gluckman, Larry Goldsmich,
|ewelle Gomez, Diane Hamer, Craig Harms, Loie Hayes,
Don Hill, Monica Hileman, Ellen Herman, Margaret
Hunt, fanice Irvine, Miranda Kolbe, Bill Kreidler, Johin
Kyper, Robin Lippincort, Shelley Mains, E. G. Martin,

Editrix: Jennie McKnight*

Local Reporter: Elizabeth Pincus®

Suff Writer: Chris Bull*

Seaff: Michael Batkin, Scott Brookie, Betsy Brown,
Joanne Brown, Art Cohen, Nancy Deluca, Jim
Fauntleroy, Caroline Foty, Chris Guilfoy, Craig Harris,
Marty Heggestad, John Huberr, Stephen Hunt, Janice
Irvine, Jud Kempson, Lori Kenschaft, Miranda Kolbe,
John Kyper, Kendall Lovett, Tatiana Schreiber, Glenn
Siczmann, Mandy Smith, Denise Sudell, Nancy Wechsler,
Rex Wockner, Diana Woodall, John Zeh

OFFICE MANAGER/PRISONER PROJECT

Mike Riegle*

Prisoner Project Staff: Debra Davenport, Tiyo Attallah
Salah-El, Richard Tremblay

PHOTOGRAPHERS

Susan Bernstein, Darlene, Susan Fleischmann, Marityn
Humphries, Patsy Lynch, Debbie Rich, RINK, Ellen Shub,
Lee Snider, Brian Quinby, Laura Wull

PROMOTIONS DEPARTMENT

Coordinator; Dan Page*

Interim Microfilm Promoter: Donald Stone
TYPOGRAPHY DEPARTMENT

GCN Typesetzer/Features writer: Christopher Wittke®
Outside Typesetting Coordinator: Sylvia Brownrigg

Staff: Ann Fry, Michael Grossman, Amy Groves, Amy
Lustig, Chris Madsen, Pam Mitchell, Tim Walton, Nancy
Wechsler

©1988, Bromiield Street Educational Foundaton, Inc., all rights
reserved. Reprint by permission only

Gay Community News is published weekly {except the last
week of April, August and December), by the Bromfield Streec
Educational Foundation, Inc., a non-profit corparation. Our office
is located at 61 Berkeley Street, Boston, MA 02116. (617) 4264469,
TTY/TOD 426-0332.

Second-class postage paid at Boston, Mass. Annual subscription
race is §33. Insticutional rate: $40. ISSN: [0147-0728). Member New
England Press Association, Reporters Committee for Freedom of
the Press, COSMEP. member

GCN s included in the Alternative Press Index, published
quarterly by the Alernative Press Center, Inc., Box 33109,
Baltimore, MD 21218

Volumes |14 of GCN are available on microfitm for $33/volume
Write GCN/Microlilm for more information.

Postmaster: Send address changes to: Gay Community News,
62 Berkeley St., Boston, MA 02116

COMMUNITY

They go together

gay
COMMUNITY
NEWS =

Keep that Pride spirit alive all year 'round!

Give GCN gift subscriptions

and SAVE up to 60% oOff the newsstand price.

Sign me up for a subscription/renewal or send a gift sub to:

Name

Address

City

State

Zip

Special low rates:
| year $25
(reg. $33)

[ New sub
J Renewal

Gift card to read:

Sorry, no renewals unless you give a gift subscription.

Send a gift subscription to:
Name

Address

City

State

Zip

Special low rates:
OJ | year $20
(reg. $33)

reg. $20)

[J 6 months $10

Gift card to read:

| would like to contribute towards a free subscription for a gay or lesbian prisoner. $

These rates are for USA, Add 50% for foreign, in-
cluding Canada. GCN is published by the non-profit,
tax-exempt Bromfield Street Educational Foundation.
All contributions are tax-deductible.

Mail to: GCN Subscription
62 Berkeley Street
Boston, MA 02116




LESBIAN & GA

EALT
SUPPLEMEN

- By Elizabeth Pincus

or the next two weeks, GCN’s pages will expand to offer

extensive coverage of lesbian and gay health care con-

cerns. These special editions — produced with the
assistance of writers, activists, and health workers involv-
ed in the lesbian/gay community — are planned to coin-
cide with the upcoming International Lesbian and Gay
Health Conference and AIDS Forum. Scheduled for J uly
20-26 at Boston’s Park Plaza Hotel, the conference will
draw together an estimated 2,000 health professionals and
health care activists to discuss a broad range of subjects,
with a special focus on lesbian health issues, concerns of
people of color and AIDS-related topics.

With our expanded health coverage, GCN hopes to pro-
vide diverse perspectives on some of the issues affecting
our communities. The health care needs of lesbians and
gay men have long been inadequately met, as so glaringly
exemplified by the homophobia and racism that continue
to stymie effective responses to the AIDS crisis. And
women in particular — especially poor women, in-
carcerated women and women of color — have traditional-
ly been mistreated by medical practitioners and/or denied
access to adequate care. GCN will attempt to incorporate
these concerns in our special issues with stories about, for
example: substance abuse and AIDS; lesbians and eating
disorders; buyers’ clubs that enable PWAs/PWARCs to
obtain experimental drug treatments; lesbians of color
working on AIDS issues; the HIV antibody testing debate;
lesbians and chronic fatigue syndrome; and Asians and
AIDS. And GCN will continue to deliver true safer sex
stories, now from the pens of lesbians as well as gay men.

>
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Largest les/gay health conference ever

This year’s health conference and AIDS
forum is the second international event
organized by the Washington, D.C.-based
National Lesbian and Gay Health Founda-
tion (NLGHF), the oldest national les-
bian/gay health association in the U.S.
NGLHF held its first annual national con-
ference in 1978, and has since expanded the
event to include international participation
and a yearly AIDS forum. Last year’s con-
ference in Los Angeles drew about 1,500 at-
tendants; organizers are expecting several
hundred additional participants this year.
Conference Director Ellen Ratner said that
pre-registration is not necessary to attend
any or all of the conference. Interested per-
sons may register at the Park Plaza Hotel at
any time beginning July 20 at 8 a.m.

The 1988 conference — co-sponsored by
the American Association of Physicians for
Human Rights (AAPHR) and the George
Washington University Medical Center —
will include over 500 presentations on
medical and legal issues, community
organizing, health education and many
other topics. A number of special events will
also be offered, such as seminars on Griev-
ing and Loss, Gender Issues for the *90s and
Youth Services and Spirituality. In addition,
various organizations are working with
NLGHEF to plan concurrent programs. For
example, AAPHR is offering a full-day
medical AIDS update on July 25, and New
York’s Fund for Human Dignity will pre-
sent the First National Lesbian and Gay
Education Conference on July 24.

“The conference brings together people
from diverse areas for open and frank
discussion of lesbian and gay health con-
cerns,”” said Michael Weeks, project coor-
dinator for NLGHF. ‘“We work to provide
quality presentations — to offer a forum for
the exchange of information, support, train-
ing and technical assistance.’’

Ratner, NLGHF Board President as well
as chief conference organizer, explained
that NLGHF works year-round to develop
as inclusive a conference agenda as possible.
“‘Unfortunately, it's harder now to get non-

]
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AIDS presentations,”” Ratner said. ‘‘Peo-
ple’s energy has turned to AIDS, and rightly
so, but we still need to hustle on other
[issues). It’s particularly a struggle to get les-
bian presentations.™

Ratner explained that individual caucuses
will meet throughout the conference. Plann-
ed caucus categories include: people of col-
or; differently abled; lesbian mental health;
international delegates; and the erotica in-
dustry. The conference will provide
childcare, sign language interpretation,
12-step groups and meetings for
PWAs/PWARCs. A number of awards will
be presented at the conference by NLGHF
and AAPHR. Recipients include Black les-
bian activist Pat Norman, Boston’s Fenway
Community Health Center, Carl Bean from
L.A.’s Minority AIDS Project, lesbian sex
educator JoAnn Loulan and New York’s
Lambda Legal Defense and Education
Fund.

A whole array of social events, dubbed a
“Cecil B. DeMille production’” by Ratner,
will augment the conference activities. As
well as musical performances by Sharon
McNight and the Cheek to Cheek Swing
Band, conference-goers can participate in
banquets, a harbor cruise, film presenta-
tions, a clean and sober dance and a talk
with Cheryl Crane, author of .Detour: A
Hollywood Story.

According to Ratner, the conference fees
charged to both participants and presenters
are necessary to cover the conference ex-
penses. Scholarships and scholarship/work
exchange arrangements are available for
those unable to pay the $135-250 fee. Some
of the conference social events are open to
the public without charge, including the
awards ceremony on July 24 at 1 p.m. and a
reception with NAMES Project organizers
later that afternoon.

For further information about the Second
International Lesbian and Gay Health Con-
ference and AIDS Forum, call (202)

797-3708 before July 20, or stop by the Park -

Plaza Hotel, 50 Park Plaza, Boston from
July 20-26. []
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Supplement Part I:

October '88 AIDS Actions page |
Speaking Out: Why “‘they don’t give a shit"

about AIDS page 5
Prisoners and Health page 8
True Dyke Safer Sex Stories page 9
“Hot, Horny and Healthy"' page 9
The Case for Needle Exchange page 10
Roundtable Discussion of Lesbian Health page ||
Health Insurance page |5
Review of Lesbian Erotic Video *‘Clips’’ page 24

Highlights of Part Il, next week:

Roundtable Discussion of HIV testing, Report on the
presidential AIDS Commission, Lesbians of Color on AIDS,
and Lesbians and Eating Disorders

GCN's Lesbian and Gay Health Supplement was planned and edited by GCN staff
members Jennie McKnight, Stephanie Poggi and Marc Stein.

Special thanks to Shelley Mains for her many contributions to the supplement; and to
Marea Murray, for suggesting that we plan special issues to coincide with the International
Lesbian and Gay Health Conference and AIDS Forum.
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“They keep their eyes

shut”’

As HIV infection in prisons skyrockets, health care for

prisoners remains negligible

By Elizabeth Pincus

BOSTON — Last year at Deer Island
House of Corrections, a county jail in the
Boston Harbor, a man died during an
asthma attack when correctional officers
refused to provide him with medical atten-
tion. Recently at the MCI-Framingham
state facility, a woman who was nine
months pregnant was shackled with leg and
wrist irons, and roughly escorted to the
hospital for her delivery. According to Linda
Thurstoif;, who coordinates the Criminal
Justice Program at the American Friends
Service Committee (AFSC) New England
Region, such abuse of inmates and neglect
of their health care needs is commonplace in
prisons and jails.

Thurston explained that many prisoners
are particularly vulnerable to health pro-
blems due to prior histories of drug use,
poverty, scanty medical care, poor nutrition
and a lack of physical safety. She added that

JprOBIES are inevitably brought
on by incarceration. These include stress,
emotional problems, vision impairment for

prisoners. in isolation, and contagious
diseases ranging from flu to hepatitis to
AIDS, ARC and HIV-infection.

Uneven delivery of medical care in prisons
further aggravates health problems. Many
conditions are often overlooked, including
Agent Orange poisoning and PTSD (Post
Traumatic Stress Disorder) for veterans,
and medical complications for prisoners
with drug or alcohol dependencies, Preg-
nant women often suffer from particular
neglect, and access to abortion may be
limited or dangerously delayed. For lesbians
and gay men, already overlooked or
mistreated by the medical establishment,
imprisonment can lead to further harass-
ment and physical abuse.

“The medical care in prison facilities is
abysmal,”” said Deborah Shields, attorney
with the legal task force of Boston’s AIDS
Action Comimittee (AAC). ““We get com-
plaints by the dozens. Each facility is sup-
posed to have some health care — but it's
generally very limited and inadequate.””

Shields described what she called the ap-
palling conditions of Lemuel Shattuck
Hospital, a prison medical facility in
Boston. She said the Shattuck is an ancient
building without fans, air conditioning or
windows that open. According to Shields,
prisoners who need hospital care are locked
up 24 hours a day in cockroach-ridden rooms
with no access to education, training or
recreation programs.

‘“Health care in prison? Imprisonment
itself leads to ill health, whether through the
medical conditions, or through the effects
of physical violence in prison,”” stated a re-
cent editorial in Outlook on Justice, an
AFSC newsletter. “‘Beatings by guards and
prisoner on prisoner violence result in
traumatic injuries which may or may not be
adequately treated by prison medical per-
sonnel. The stress from the constant threat
of violence plays havoc with both emotional
and physical well-being.”

AIDS, ARC, and HIV-infection in prisons

A report released this spring by the
Massachusetts Department of Correction
(DOC) revealed that out of 250 women
prisoners in the state who voluntarily sub-
mitted to an HIV-antibody test, 100 tested

positive. The DOC did not release com-
parable statistics about men prisoners. Lila
Austin, co-director of the Boston-based
prisoners’ rights group, Social Justice for
Women, said that advocacy workers for
prisoners estimate that up to 90 percent of
people incarcerated in state prisons may be
infected with HIV,

“AIDS is by far the most serious health
issue in prisons,”’ Austin said. “There’s a
very high instance of IV drug use, and con-
ditions are very over-crowded.”” She ex-
plained that between 70 to 90 percent of all
prisoners are present or former IV drug
users, putting them at high risk for contrac-
ting AIDS through shared contaminated
needles. Nonetheless, according to Austin,
prison officials have responded slowly to the
AIDS epidemic, failing to provide adequate
medical and social services or substance
abuse treatment.

Other prisoner advocates and AIDS
educators agreed that lack of access to AIDS
information and safér sex materials is a
deplorable problem in prisons. A recent let-
ter to the GCN Prisoner Project outlines the
situation,

““The two most common ways of contrac-
ting [HIV] are nearly second nature to most
inmates: homosexuality and drug use,”
wrote a prisoner from Louisiana. ‘‘But the
Department of ‘Corrections’ has chosen to
keep their eyes shut and their mouths open
— open to tell the lies that they don’t have
any AIDS problem to speak of. And since
nobody -else out there seems lo want to
speak of it either, our deaths and the educa-
tion it would take to prevent them, are ig-
nored. The ‘corrections’ people are more
worried about how to protect their staff
than they are about prisoners already dying
(alone).””

Prisoners who are diagnosed with AIDS,
ARC and HIV-infection may receive little or
no medical treatment, and may be harassed
or ostracized from other prisoners and staff.
According to Billy Jones, a health educator
with the Whitman-Walker Clinic in
Washington, D.C., prisoners with AIDS,
ARC or positive HIV status are usually
isolated in so-called ‘‘protective custody."’

Describing the cold, drab and unhealthy
circumstances of being ‘‘locked down,’
Jones explained that prisoners in protective
custody lose the opportunity to work or par-
ticipate in other programs to earn good time
— that is, credit for early release. In fact,
HI1V-positive prisoners are increasingly be-
ing warehoused indefinitely in prison isola-
tion units, according to prisoner adyvocates.

“Prisoners with AIDS can’t get medica-
tions, can’t go to hospitals of their choice
and are locked up in isolated settings,’’ said
Diane McLaughlin of Massachusetts Cor-
rectional Legal Services. She described how
prisoners with AIDS, who are not granted
confidentiality protections, are often sub-
ject to additional brutality and constitu-
tional rights violations. McLaughlin’s
organization provides legal advocacy for
prisoners; increasingly, she said, the cases
they handle involve complaints about
medical care.

Other community organizations are also
attempting to improve the quality of health
care within prisons. AFCS’s Criminal
Justice Program provides education and ad-
vocacy for prisoners, sponsors community
forums and attempts to increase citizen ac-
cess to prisons. Social Justice for Women,
an umbrella group that encompasses a
number of organizations working for
prisoner’s rights, has recently begun a
Women and AIDS Program at MCI Fram-
ingham to provide education, counseling and
other services.

Another Social Justice for Women pro-
gram, called the Women’s Health and Lear-
ning Center, offers substance abuse support
services for women prisoners, lobbies for
improved health care and focuses on par-
ticular needs of Black and Latina prisoners.
The Center has recently begun doing AIDS

Continued on page 16
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SOMEONE

YOU KNOW
HAS AIDS.
HELP HIM.

The person with AIDS needs
all the help and support he
can get. And PMSI has a pre-
scription drug and medical
supply program that's specially
designed to help him. We call
it the Retrovir Prescription
Program.

Our Program makes it easy
and convenient to have
Retrovir® and other prescrip-
tion medications delivered
right to the patient’s door.
Here are some of the benefits:
1 No paperwork—we bill
the insurance company
directly
11 No waiting to be paid
back by insurance
o No up-front or out-of-
pocket expenses (except
required copayment)
[ Easy copayment plan
(Visa, MasterCard or
CO.D)

1 Convenient free home
delivery

r1 Toll-free Customer Service
Number

I Privacy and confidentiality
assured

Someone you know has AIDS.
Help him. Tell him about the
PMSI Retrovir Prescription
Program and the many ways
it can make the struggle a
little easier. Show him this

ad or call our toll-free number
for more information.

1-800-282-7676
M-F 8:30-5:00, EST
Ask for Department 5-R, Ext. 30

(pmsi)

PHARMACY MANAGEMENT SERVICES, INC.
4224 Henderson Boulevard
P.O. Box 320178, Tampa, Florida 33679

sRegistered Trademark of Burroughs Welicome Co.

Medl

cine.

Experim&ntal Medicine means taking risks.
at’s why we think it's important to get all the infor-
nation you can before enrolling in any drug trial.

“The AmFAR Treatment Directory is an important
tool for both physician and patient in accessing
clinical trials for AIDS..."

Barry Gingell, M.D., Editor

Treatment Issues, Gay Men's Health Crisis

New York

“The best overview of AIDS drug trials...”

AIDS/HIV

John James, Editor,
AIDS Treatmen! News.
San Francisco

Experimental Treatment Directory
A directory of experimental treatments and
drug trials for AIDS and related illnesses

Call Toll Free 1-800-992-2873

$30 One Year Subscription (QUARTERLY)/$10 Single Issue

COMPILED & PUBLISHED BY

American Foundation

for AIDS Research (AmFAR)
Box 2105, New York, New York 10116

For individuals with AIDS or relate

od illness who cannot afford to pay

AmFAR will prowvide a single copy at no change




We deserve better treatmen
than this

Dear GCN:

Last year, March '89, I wrote you a letter
about the conditions in California's Special
Treatment Unit, which houses inmates who
have tested positive for HIV. Now a year
later, I would like to do a "follow-up" on the
conditions here.

The Del Norte Special Treatment Unit
(STU) has taken a tremendous turn for the
worse. Since March '89 the unit has doubled
in population from 75 inmates to 190, and is
continuously growing as more men take the
HIV test. The room to properly house peo-
ple is running out. There is barely enough
room to move around, which is causing
stress and spreading disease. Now they are
transferring people to Northern California,
far away from our families making visits
very difficult, if not impossible, for many.

There have also been changes in staff, so
that now there is more lack of communica-
tion, cell searching and other forms of
harassment, just for acting in an effeminate
manner, or what they consider "gay." The
staff turnover has been complete and the
new staff know little or nothing about HIV.

The deaths that have occurred have cer-
tainly been partially due to lack of proper
medical treatment and housing. It hurts to
see someone you care for pass away know-
ing that more could have been done, but was
not.

The ventilation here is very poor. So now
in the summer time we have to be locked in
our cells with temperatures rising to 100
degrees and more. There are inmates with
fans in their cells, but what about those who
are indigent and can not have one sent in?

Throughout the California prison system
there is a program called Men's Advisory
Group where each ethnic group (black,
white, hispanic, and others) is represented
by an inmate from their own race to speak
up for them if a problem should arise
between them and staff. It is easy to get

Gav %12-—{8,\790

cooperation from the inmates because all of
us become as one. But the staff is not so
cooperative. This is why we need a Men's
Advisory Council here too, so we can find a
better way of communicating, and to try to
make this unit a better place. Letters of sup-
port should be sent to the Warden, CIM-
East, Del Norte SPU, PO Box 500, Chino,
CA 91708.

Just because we are in prison does not
mean we are not human. We deserve better
treatment than this.

Sincerely,

Robert Ray White
D-30210 - 393U

CIM-East Del Norte

Box 500, Chino, CA 91708




How gay and drug using
HIV/PWA prisoners are getting
along at Norfolk

Dear GCN:

I am writing in response to your request
for information regarding how gay and drug
using HIV/PWA prisoners are getting along
together.

It is my experience that most gay men in
prison do not live openly gay lives. If one
does come out publicly, then one’s social
life is severely curtailed. The straight pris-
oners feel that their reputations as macho
men will not withstand association with
openly gay men. However, if one never
mentions that one is gay and if one does not
“flaunt” one’s sexual orientation, then one is
accepted by nearly all the other prisoners.

While I was at MCI [Massachusetts
Correctional Institution] Norfolk, we
formed an AIDS awareness committee for
the purpose of presenting information on

AIDS. We covered both what to do if one
was HIV/AIDS positive and how to prevent
becoming infected. In these seminars both
drug use and sexual activity were discussed
frankly and openly with only the usual few
sarcastic comments regarding homosexuali-
ty. Most of the inmates listened respectfully
and with interest to anything presented
regarding AIDS. Those few who found it
necessary to make negative comments about
gays were (rying to protect their macho
image and were soon silenced by the other
inmates.

Those inmates who are HIV/AIDS posi-
tive almost invariably claim to have con-
tracted the disease from drug use. Only
those who are already openly gay admit
unsafe sex was the cause. But they were
already shunned by the majority of inmates.
They continued to be shunned by those
claiming drug use as the cause of their dis-
ease.

As a law librarian I was quite involved
with legal issues regarding AIDS. In such an
advocacy position in behalf of those infect-
ed, I was often confided in and learned that
about fifty percent of the time the afflicted
inmate did not know whether he had con-
tracted the disease from sex or drugs. Those
who did know averaged about thirty percent
drugs and twenty percent gay. Of course, I
cannot be sure of these informal statistics
because of the difficulty these men had
trusting anyone in prison with confidential

glormation. I suspect they are not correct. It
very difficult to admit homosexual activi-
ty to another prisoner.

If T were asked to make a guess, I would
estimate that AIDS contracted in prison is
caused by drug use twenty to twenty-five
percent of the time and that gay sex
accounts for the rest.

The prison officials go out of their way to
make both drug use and sex unsafe. Where a
few years ago bleach was commonly avail-
able, as soon as it became known that one
could protect oneself by rinsing one’s needle
in bleach, the bleach disappeared. Not only
are condoms considered contraband and are
forbidden, where once one could obtain
Saran Wrap or a similar product, this is no
longer possible. Hence, the prison officials
have found a way to make capital punish-
ment legal while it is still illegal.

I don’t know if any of this is any help, but
I would be happy to discuss it with you.

Kenneth Gordon
| ] Dorchester, MA
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Prisons not coping with AID
crisis
Dear GCN:

The prison here is trying to ignore my ill-
ness (HIV) and staff members have
informed me that they believe I am trying to
use my health concerns for "favoritism".
Unfortunately, I am the only known person
at this institution with HIV.

I am writing now because of an article

that appeared in the Louisville Courier-
Journal in August entitled "Prisons not cop-
ing with AIDS crisis." This problem is
nationwide. It is at your own back door.
Here, for example, after I saw an outside
doctor, who immediately put me on AZT,
members of the prison staff found they had

the authority to countermand the doctor's
orders on superficial grounds. This is just an
example of what prisoners need to go
ough in dealing with their administra-
jons. There are several other incidents that |
ave been required to tolerate without prop-
er institutional control involving discrimina-
tion by residents and staff (haircuts, staff
jokes, etc. etc)

If you wish to learn more about how HIV
positive people are treated in this system,
feel free to contact me. I am willing to take
a stand for myself and for any PWAs who
are afraid to speak up about the way we are
treated.

. Sincerely,
(-‘T'éle\) : Mykel Westermeyer
~3.74'90 93812, Hwy 146

Pr232 ' LaGrange, KY 40032
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By Daniel Trzebiatowski

Having HIV/AIDS is undoubtedly a chal-
lenge. Having HIV and being behind bars
only adds to our helplessness, hopelessness
and isolation. But what we frequently and
comfortably tend to let escape us is the reali-
ty that we have choices available to us,
whether in society or behind walls of con-
finement. We are the only ones who can
make the choice of whether we want to be a
person living positively with HIV/AIDS in
prison or a person dying with this disease in
prison.

We cannot look to the federal or state gov-
ernments for compassion and support. They
conceive that being a prisoner strips us of all
our rights, both human and civil. And being
an inmate with HIV only supplies them with
the inhumane excuse to let us exist without
rights, without adequate medical care, and to
exist and die without dignity.

We can choose to pity ourselves because
we have HIV and because we are prisoners,
but isn’t being behind steel bars enough! Do
we need to reinforce our confinement by
adding additional barriers?

Whether we have long or short sentences,
placing blame on our “time” for hopeless-
ness is a copout. When we were out on the
streets we were not provided with the luxury
of unlimited time to live, to live free. This
being the case, we should be living each day
as if there is no tomorrow coming. Being
behind walls is no exception.

Since we are free from some of the
responsibilities and obligations that crowded
us on the outside, we can concentrate totally
on ourselves. A luxury many don’t have.

Many of us were unaware of our HIV sta-

before coming to prison and were igno-
ant when we tested positive. The prisons
hve often done nothing to help us under-
pnd what was going on, so we feel threat-
ed, isolated and lost. Now is the time to
bringing down the walls surrounding
lack of knowledge about the disease,

e living with the disease, and ways in
we can live positively and successful-
HIV/AIDS. It can be done, no matter

SPEAKING OUT

AIDS, prison and hopelessness is a
deadly combination

how hopeless it may seem at times. We do
not have to fall into and accept the *“victim”
role that our government, prison administra-
tion, and our own sense of helplessness tend
to string in front of us.

As with any learning process we have to
look to our own experience and strength in
order to leam to stand on our own two feet
and risk those first few steps. We can’t
afford to let our fear of being “found out”
hamper our efforts. We can first look within
the system for AIDS information and sup-
portive resources. But at best, these will be
very basic, and often non-existent. Qur best
bet is to look to outside resources. Since
many of us are unfamiliar with what outside
resources are available, and fear to have
revealing material such as AIDS info sent in
to us, we may allow another wall to enclose
us unnecessarily. As inmates, however, we
have some resources of our own.

Here at Rochester, a handful of us initiat-
ed an info gathering mission by going
through the pastoral care dept. and the infec-
tion control dept. Through these departments
and with a lot of determination. we started to
compile some needed outside resources. But
instead of having the resources mail info
back to us personally, we had them mailed
back through the departments named. This
also gave us some exira pull in the eyes of
the resource agencies. Now we have an
impressive HIV/AIDS resource library avail-
able for our use.

By the time we established this we real-
ized there was a small number of men deter-
mined and concerned enough to take the ini-
tiative and some risks in order to improve
their situation. So we decided to take another
chance and form an HIV support group,
which became known to known to no one
else, including the administration, other than
as a grief support group. This has not only
improved our emotional well-being but has
been the main factor in our remaining sup-
portive and united with each other.

With this united, empowered force we
continue to grab onto the things which we

need. This month we are inviting the
Minnesota AIDS Project in to hear our views
and needs as prisoners with HIV. Through
this relationship we have also developed a
“buddy” program, in order for us to receive
regular and confidential visits, and
letter/phone correspondence to discuss our
issues openly and honestly. It also looks as if
I will get approval from the BOP [Federal
Bureau of Prisons] to give an HIV/AIDS
person perspective inservice for both the
general population and the staff.

Though this may seem far-reaching for
many, the point here is that we can accom-
plish many more of our goals than we give
ourselves a chance to! Whether we want to
develop a friendship with another HIV posi-
tive person, track down some AIDS info
brochures, or start a support group, you will
be surprised how much can be done if you
only really try.

It’s not easy. It takes time, patience, hard-
work, determination and spirit. And often we
will want to give up because of the endless
red tape, rejection and feeling of helpless-
ness. But we took risks on the street. Now
it’s time to take some life-improving risks on
the inside. It’s our choice.

Reality reminds us that some of us will die
in prison/jail, and some of us will die
because of HIV/AIDS complications. In the
end, though, it is not how long we lived, but
how we chose to live.

Daniel will be completing his sentence in
October, 1990, and will be establishing a
National Correspondence Network for HIV
positive prisoners. He will be developing a
correspondence network for those prisoners
who can’t write each other. For letters that
are sent via his network, postage needs to be
included to help cut costs. Daniel can be
reached at the address below. With your
help we can make this a success. He can be
reached at: Daniel Trzebiatowski, 02577-
089, Box 4600, Rochester, MN 55903.




Gay PWA wins round
in court battle

CAMDEN, N.J. — African-American
gay PWA Gregory Smith, sentenced to 12
1/2 to 25 years for “attempted murder” on
the basis of claims that he bit a prison guard
(see GCN, June 17), won a postponement
Aug. 28 in his case against two Camden
prison guards for assault and harassment.

Representing himself, Smith convinced
Camden Municipal Judge A. Morton
Shapiro that since his lawyers were on
vacation the case should be postponed.
According to Lois Lax, a member of ACT
UP/Philadelphia and the Justice for Gregory
Smith Coalition, supporters of Smith hope
that the trial against the guards will be
delayed until after the completion of
Smith’s appeal of his attempted murder
conviction.

Activists from Philadelphia to New York
have planned two major actions during
September. On Sept. 20, Smith’s lawyers,
Ron Kuby and William Kunstler of the cen-
ter for Constitutional Rights, and Judy
Greenspan of the National Prisoner Project
of the American Civil Liberties Union, will
speak at a press conference in Philadelphia.
On Sept 29, lesbian/gay, AIDS, and prison-
ers’ rights activists from New York, New
Jersey, and Pennsylvania will demonstrate
at the New Jersey state capitol in Trenton.
Busses are currently being organized for
New York and Philadelphia. For more
information, call ACT UP/Philadelphia at

(215) 222-8815.
Marc Stein
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IDS Groups Prepare

for Appeal in New
ersey Prison Case

BY CHRIS BULL

he New Jersey state ap-
peals court is scheduled to
hear pleas in Novembe
on behalf of Gregory
Smith, an inmate who was
convicted of attempted
= murder and sentenced to
25 yearsin prison last summer for biting a
Camden County jail guard.

Groups that monitor treatment of prison-
ersin the nations jails, meanwhile, said they
are taking a particular interest in Smith's
case because it underscores the plight of a
growing number of prisoners across the
country who are being prosecuted for alleg-
edly trying to spread HIV, the suspected
AIDS virus.

Prosecuting Smith for attempted murder
is “like saying that if you fire a gun with
blanks at someone, you can be convieted of
murder;” said Lois Lax, a Philadelphia
member of the Justice for Gregory Smith
Coalition, a group of AIDS activists and
prisoner’s rights advocates.

“We want to put [the judicial system] on
notice that this type of treatment will not be
tolerated,” she said. “Gregory’s sentence
simply plays into the kind of AIDS hysteria
we have been fighting for years”

William Kunstler, the well-known lawyer
who is representing Smith as a volunteer
staff attorney for the Center for Constitu-
tional Rights, a New York City legal group,
called Smith's trial on the biting charge “a
legally and politically tainted prosecution
from the beginning.”

In sentencing Smith, Kunstler said, su-
perior court judge John Mariano ignored
evidence that HIV cannot be transmitted

- through abite. “Gregory was punished be-

cause he is black, gay, HI V-positive, and a

\

former [intravenous drug] user,” Kunstler
said. Smith was sentenced to a long term
“because he is a social pariah...not be-
ause he did anything wrong,” Kunstler

IDS information coor-
or the American Civil Liberties
Union’s prisons project, said Smith’s case is

HIV-POSITIVE INMATE GREGORY SMITH

[

nol an isolated one. Prisoners across the
country have been given long sentences
after being accused of trying to transmit
HIV and then convicted of assault or at-
tempted murder, he said. Some of the most
widely publicized cases include those of the
following men:

¢ Adam Brock, an Alabama prisoner with
AIDS who was convicted of biting a guard
and sentenced to 15 yearsin prison untilan
appeals court overturned his conviction,
e William Brown, a Pennsylvania inmate
with AIDS who was convicted of agera-
vated assault for throwing his feces at a
prison guard,

® Donald Haines, an Indiana inmate with
AIDS who was convicted of attempted
murder for biting a police officer and spray-
ing him with blood while the officer tried to
keep him from committing suicide,

® Gregory Scroggins, a Georgia inmate

His appeal goes to New Jersey’s appellate court in November.

ps
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“M Os( 'Q'f'_i']z.e time, they just let the AIDS prisoners die.”

with ATDS who was convicted of assault
with intent to commit murder for biting a
pohice otheer during an arrest, and

e Curtis Weeks, an HIV-positive but
asyinptomatic prisoner in Texas who was
convicted of attempted murder and sen-
tenced to life in prison for spitting at a
puard and sayving that he wanted to “take
someone out”

In cach case, Greenspan said, the inei-
dents would have gone virtually unnoticed
had the defendants been HI V-negative, But
because the iInmates were HIV-positive,

Smith: “It’s Pretty Rough”
for Prisoners With AIDS
Hours after his fateful skirmish with guard
Albert Waddington, inmate Gregory Smith

Corand hie was awakened at 4 a.m. by six

- wuards who were wielding police batons.

“I was in the corner of my cell crying,

| Please just leave me alone!” Smith said.

“T'hiey =hackled me to the bed. I thought
they were going to beat me again. They had

- come to revenge [ Waddington]. They said,

|

You bit Otficer Waddington, and 1 said,
‘What?” They said, You bit Officer Wad-
dington”

Sniith sadd the guards left without harm-
iy i, but the incident shook him up any-
way. “IUs pretty rough here)” said Smith,
who is incarcerated at the readjustment
center at Trenton State Prison, where in-
miates who are considered troublemakers
are often housed.

“Fhereisalotof AIDS hysteria”in prison,
Stith said. Prison officials “refused to cut
iy hair, and other inmates asked to have
the shower [sterilized] after I used it. My
TV was destroyed, and a note pinned to it
read, WE DON'T WANT AIDS ON THIS TIER.
This comes from other prisoners who I
know are HIV-positive, like me, but I just
keep quiet about it. They give me a lot of
=hit... because I've been on the news”

Smith said he hopes to be transferred to
aspecial state-prison medical unit so he ean
pet better medical care. “I was down to
about 100 pounds at one point,” he said.
"Now I'm on AZT and am stronger, but 1
still don't get much care. Most of the time,
they just let the ATDS prisoners die”

she said, they were vigorously prosecuted.

“I'he conditions in prisons are rough,” she
said. “There are many fights, and they are
usually treated in a routine manner. But if
the prisoner is[HIV-] positive, everything
gets blown out of proportion” She said she
is aware of no instance in which a prison
guard contracted HIV on the job.

Prisoners with AIDS often face isolation,
poor medical care, and harassment from
prison guards and other inmates, Green-
span said. “Sentencing someone with AIDS
to 25 years in prison [for an AIDS-related
conviction] is a death sentence,” she said.

Smith's case began June 11, one month
before Smith was due to be released from
the Camden County jail, where he was
serving a five-year sentence for robbery
and eredit card frand.,

Smith had hurt his back on his cell floor
and was taken to a nearby hospital by two
guards, Albert Waddington and James
Snow. Doctors examined him but didn’t X-
ray him, and Smith demanded that doctors
take the X-ray.

Smith said that when he refused to leave
the hospital, Waddington dragged him
across the floor and beat him. “He kept
punching me all over the back, telling me
how much he hated niggers, and he kept hit-
ting me over and over;” Smith said.

Waddington and Snow testified that as
Waddington tried to put Smithinto a patrol
car for the trip back to jail, Smith yelled, “I
hope you die, pig,” and bit Waddington on
the hand. Waddington did return from the
trip to the hospital with a laceration on his
hand. Waddington and Snow said it was a
bite, but Smith said it was a cut, caused by
handcuffs.

Smith said the guards lied to jail officials
who investigated the incident. “Officer
Snow came to me later Smith said, “and [
said, ‘Why did you lie?” He said, ‘T didn’t say
I saw you bite him. I said I saw some blood
on his hand! But when the trial came
around, [Snow] changed his story” and said
he witnessed the bite. Neither Waddington
nor Snow could be reached to comment for
this article.

Camden County prosecutor Harold Kas-
selman conceded during the trial that biting
is unlikely to transmit HI'V, and Waddington
had not developed antibodies to HTV by the

15/

time of the trial. But he suceessfully arpued
that all he needed to show was that Smith in-
tended to kill Waddington.

Under New Jersey law, a successful pro-
secution on an attempted-murder charge
required Kasselman to show only that
Smith believed he could kill Waddington
with a bite at the time of the scuffle.
“Impossibility,” he told the court, “is no
defense to a charge of attempted murder”

But Smith, interviewed after his sentenc-
ing, had a different point of view. “I was not
on trial)” he said. “AIDS was v

TRENTON STATE PRISON
Smith is housed there, along with some of the
toughest prisoners in the state.
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PRISONS CRITICIZED
ON AIDS PROGRAMS

Health and Legal Experts Say
Inmates With Disease Face
a Disastrous Situation

By BRUCE LAMBE@T

America’s jails and prisons are not
coping with the rapid increase of AIDS
among inmates, causing needless suf-
fering, say health and legal experts
from around the country. =

Some of the experts called prison
AIDS wards the new death row:

Ailing prisoners at the Limestone
Correctional Facility in Alab#ifha were
sometimes left to suffer wi =nothing
more than Tylenol to ease th#pain and
were not given the only Fedeeally ap-
proved drug to treat acquirefimmune
deficiency syndrome until thesdisease
was in an advanced stage, § Alexa
Freeman, director of the Al prison
project of the American CivilEiberties
Union. e

These criticisms came af®¥ public
hearing on Friday in New York: City by
the Nati mmission onzAIDS, an
advisory panel on Federa cy that
is holding hearifgsomtopicS@itecting
AIDS policy. o

Even more vivid-than the experts’
testimony were dozens of letters from
prisoners, which included Larefully
reasoned critiques, polished proposals
and desperate pleas for help. .

‘We Are Sentenced Twige®

“We are sentenced twicésfor our
violations — once for the cf e, and
once for having the disease,” Wrote Mi-
chael Mullis, an inmate in Flofida.

Among the problems the health and
prison officials cited were pElr medi-
cal care and lack of medicine, ostra-
cism and harassment by p n em-
ployees and other prisoners,=siolation
of patient confidentiality, @datory
testing with little or no coun ing and
a lack of educational efforts tfprevent -
the further spread of AIDS. e

Infected prisoners were oftéh quar-
antined and denied standard programs

T3




Some call Alﬁ%
units a. second=
deathrow. =

B 52
like recreation and vocationalffaining,
the witnesses said. And reserictions
originally designed to protectifimates
from the coercive scientificsexperi-
mentation of earlier eras HaVve the
unintended result of impeding-access
to new drugs that are sometifies the

only hope that AIDS patients have.
““There’s .a lot of work to heé done
| here,”” said Dr. June Osborn, the dean
of the School of Public Health:at the
University of Michigan who 8 chair-
| woman of the commission. .Another
member, Dr. Don C. DesJarlias;a lead-
ing researcher on drug abuse:at Beth
Israel Medical Center in NeW: York,
said “Our prisons are in a disasterous
situation.” b

Needs Are Acknowledge:i

The panel’s vice chairmgn, Dr.
David E. Rogers, the head of the New
York City and State AIDS Advisory
Council who is on the staffeef the
N. Y. U.-Cornell Medical Center, called
the problems “‘appalling.” ;
Prison officials who testified before
the panel, which visited Fishkill State
Prison in New York and talked with
workers from the New York City jails
Lan Rikers Island, defended their efforts
ith educational programs and'in ex-
nding health care. ‘But all acknowl-
fdged that the current situation needed
kY be improved, even though many said
[Ridget restrictions made that diﬁicultw\

¥As of last fall, there had been:at least
b,400 AIDS cases among the Federal,
state and local prisons surveyed, said
Dr. Kenneth G. Castro of the Federal
Centers for Disease Control in Atlanta.
New cases recorded each yéar rose
sixfold over a four-year period, and
about 80 percent of the prison.AIDS
cases were on the East Coast, with 40
percent in New York State, Dr, Castro
said. In addition to the certified: AIDS
cases, many times more prisoners
were believed to be in earlier stages of
infection and illness, he said.

Ms. Freeman, of the civil liberties
union, said that at the Alabama prison:
“Some inmates were required to scrub
the telephones with alcohol after each
use. Their clothing and laundry bags
were stamped with the word HIV,” for
the human immunodeficiency virus
that causes AIDS. ‘“‘One prisoner de-
scribed how he was required to scrub
the shower stall and toilet seat with
pure bleach after each use, and then
| scrub the floor behind him as he

walked back to his cell.”
| Dr. Robert L. Cohen, a Manhattan

doctor and hospital official who has re-
viewed prisons in several states, said

AIDS care is ‘‘dangerously inade-

quate” and ‘“‘death comes too early”

for inmates, compared with patients
outside prisons, who live longer be-
cause of better treatment.

Dr. Cohen criticized the segregation
{of Rikers Island prisoners with AIDS.
lAnd Dr. Charles A. Braslow, who di-
|rects health services at Rikers Island,
{ said he agreed that the policy was “‘to-

tally medically inappropriate, and we
have tried not to follow this policy.”

But Dr. Braslow said that -unless
| prisoners who have AIDS were segre-

gated an inmate discharged from a
medical unit could be harassed by
other prisoners.

The inmates’ letters to the panel
were presented by Judy Greenspan of
the American Civil Liberties Union
Foundation.

David L. Berryman, a Georgia pris-

oner, wrote: “I was segregated in a
cell with ‘Beware’ signs. They gave me
reason to believe 1 was going to die
shortly, and it broke me down mentally
and emotionally.” Another Georgia in-
mate, Calvin Lee, wrote that after he
was tested, “I was then placed in the
so-called AIDS ward, where I was
made to sleep on the flnor.”’




AIDS commission releases
hard-hitting prison study

The government-appointed National Commission on AIDS finds
gross inadequacies in HIV care and education in prisons

By Elizabeth Yukins

WASHINGTON—The National
Commission on AIDS released in late March
an unprecedented study on the state of HIV
care and education in the nation’s prison
facilities. The Commission, comprising high-
ranking government officials and AIDS
health care advocates, found £TOSS
inadequacies on the parts of prison
administrators and public officials in
addressing the prevalence of HIV among
prisoners.

Prisoners’ rights advocates and health care
workers lauded the report’s hard-hitting
findings. They said they were pleased with
the breadth of the Commission’s
recommendations for improving HIV care
and education in prisons. They also
expressed satisfaction with the way the
Commission critically examined the failure
of government officials and prison
administrators to competently deal with HIV
issues at federal, state and local levels.

“The prison HIV population’s greatest
impediment to getting anything done is that it
has been isolated and hidden from public
view,” said Sue Sullivan, a staff attorney at
Massachusetts Correctional Legal Services, a
prisoner advocacy group. “This report
provides the first step of publicly identifying

the nature and magnitude of the [HIV]
problem,” Sullivan told GCN.

“The report is extremely important to
people who are trying to pressure the
government to develop reasonable policies to
deal with HIV issues in the prisons,” echoed
Judy Greenspan of the American Civil
Liberties Union’s (ACLU) Prisoner Project.
“It is a mandate from the government’s own
commission saying that things are wrong and
changes must be made,” she told GCN,
adding, “The report can now be our weapon,
our rallying cry, to further” help prisoners
cope with HIV.

‘Sobering and troubling’ findings

The Commission addresses two main
issues in its report: the need to deal
compassionately with the rapidly growing
number of HIV-positive prisoners; and the
important opportunities prisons offer for HIV
prevention education. The report asserts that
because the prison system consists of a large
population of drug users and former drug
users, “no other institution in this society has
a higher concentration of people at a
substantial risk of HIV infection.”

In the report’s introduction, the

Continued on page 7
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"risons

Continued from page |

Commission states that its findings are
“sobering and troubling.” It cites facts and
statistics to prove how HIV has become a
severe health problem in prisons, and it
makes grave predictions about future prison
conditions if officials don’t implement
progressive and humane HIV care policies.

Most importantly, the Commission affirms
the fundamental right of all prisoners to
receive proper medical care, and explicitly
reveals how prisoners’ rights are repeatedly
violated by HIV discrimination, poor
education and counseling programs, and
inadequate medical attention in prisons.

Key proposals in the report include
recommendations for giving HIV-positive
prisoners greater access to drug treatments
and clinical trials, and focusing more
attention on the medical needs of imprisoned
women and adolescents. In addition, the
report advises that extensive HIV education
programs be developed for prisoners, prison

staff workers, administration officials, health
care workers and court officers.

According to prisoners’ rights activists,
the report is crucial because it candidly
addresses and seeks to dispel myths about
HIV and prisoners. For instance, the report
discredits the notion that prisoners should
not be allowed to have condoms for security
reasons. Contradicting the long-standing idea
that condoms will be used to smuggle drugs
into the prison, the report encourages
condom distribution, saying that “two years
of experience with condom availability in the
New York City system have resulted in no
adverse security incidents.”

Another myth the report rejects is that
HIV segregation can be used as a viable
means to handle HIV-positive prisoners.
“The Commission finds automatic
segregation to be wholly without public
health merit, often giving rise to dangerous
circumstances for the correctional
community as a whole,” the report reads.

The Commission says that by sequestering
prisoners who have tested positive for HIV,
prison officials both create a false sense of
security among other prisoners, and
effectively label the HIV-positive prisoners
as targets for “assaults, discrimination, and
disparate treatment.” Currently, 16 state
prisons segregate all prisoners with full-
blown AIDS, five segregate those with AIDS
Related Complex, and four segregate all
those who are seropositive.

The ACLU’s Greenspan said the report is
unique because it takes into account
testimony by prisoners with HIV. “One of
the reasons I really like this report and think
it should have wide-spread influence is that
it really does speak with the voices of the
prisoners,” she said. Prisoners’ experiences
with HIV in prison are quoted throughout the
report, and their testimonies are often used to
illustrate the desperate need of health care
reform within prison facilities.

‘Public health responsibilities’

The report approaches HIV in prisons
from a new vantage point by showing how
prisoner education about drug use and HIV
prevention affects those inside and outside
the prison system. With the high rate of tumn-
over in the prison population, the report
reads, “Interventions among prisoners will
save lives and will have a significant impact
upon the course of the epidemic in
communities to which prisoners will return.”

“What's different about this report is that
it frames [HIV issues] in terms of public
health responsibilities,” said Larry Kessler,
executive director of the AIDS Action
Committee in Boston and a member of the
Commission. “It makes it clear that you can’t
just say, ‘Oh that’s a problem for the
corrections people, let them figure it out,’
he told GCN. “The report shows that there
has to be dialogue and partnerships
developed here to fully combat this
problem.”

Kessler said that the report will hopefully
help develop uniform standards for HIV care
and education in prisons, and will help
eradicate inequalities and irregularities that
occur throughout the prison system.

Greenspan similarly said that she hopes
that the report will help establish a uniform
HIV policy for prisons throughout the
country. She cautioned, however, that such a
policy will not come about immediately or
easily just because a government study has
been released. “No one in prison
administration is going to jump into line in
response to this report. But it will be our
political agitation tool,” she said.

Greenspan added that she believes the
report will become a means by which
prisoners and prisoners’ rights advocates can
show the government how it should be
handling issues about HIV in prisons. “The
report validated everything we've been
saying for the past five years, and now we
can use [the government’s] own words to
really make our point,” she said.

“I envision us enlarging the pages of the
report and making them into placards we
could carry at demonstrations,” Greenspan
concluded. “We would carry these signs and
shout, ‘Here's your report, now live up to
your promises!’”

—filed from Boston

HELP US...

Do you like to look at photos?

How do you feel about filing?

Well, don't miss this oppotunity to do both.
GCN needs volunteers to file photographs
For more details call 426-4469
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Change medical care

Dear GCN:

Greetings. I am an inmate currently being
housed at the California Institution for Men's
East Facility. To be more specific, Del-Norte,
SPU. It is where the inmates who have tested
positive for the HIV virus are housed.

The reason for this letter is not to cry or
complain about having the virus but to let
some people exactly how the CIM-E treats
HIV infected inmates.

For the most part the medical care here is
the pits. Del-Norte is supposed to be an
AIDS/HIV unit, yet the staff (MTAs,
Doctors and others) treat it like nothing of
the kind. It’s basically like this around here;
if an inmate needs treatment, the inmate
must almost be on his deathbed before he
gets proper medical care. Too often I have
seen it happen, a man gets to the point where
they finally do something and by that time it
is too late. The inmate doesn’t come back.

There is no AIDS/HIV specialist here at
Del-Norte. The people who work as the MDs
are most often people that know very little
about the disease itself. I have looked into
some of the reasons why Del-Norte still
lacks the proper medical staff to deal with
situations in here. The result of that came out
to be, they don’t want to spend the money on
things like that.

In my opinion, there should be a specialist
to deal with us instead of just a person who
thinks he knows something. There should
also be a dietician to plan meals and help out
in that area.

The security staff here at Del-Norte do
their job. There is nothing that can be said
bad about them. They follow the general
orders handed to them. For the most part
Del-Norte is just like any other place in the
system.

If T could change its medical care it would
make a big difference to a lot of people. I
guess what I want to do is ask if anybody has
a suggestion on helping us get proper
medical care, please contact me. Thank you.

Jacque Ferguson
E17686-302

P.O. Box 500

East Chino, CA 91708
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Prison Settles a Lawsuit on AIDS

PHILADELPHIA, May 27 (AP) —
county prison has abandoned its pohcy
of segregating inmates with the AIDS
virus to settle a lawsuit filed on behalf
of prisoners who carry the virus.

The Delaware County Prison also
agreed Friday to make broad changes
in the way it treats prisoners who test
positive for the virus, including AIDS
education for staff and inmates, coun-
seling for victims, and confidential
testing for inmates who request it.

“I think that prisons are going to pay
attention to this,” said Lynanne B.

Wescott, the inmates’ lawyer.
‘Comprehensive AIDS Settlement’
Scott Burris, counsel to the Amer-

ican Civil Liberties Union’s AIDS and

Civil Liberties Project in Philadelphia,

called the agreement ‘‘the most com-

prehensive AIDS settlement ever
reached in a case involving a county
jail.”

The Delaware County Prison began
separating inmates with the AIDS
virus in an infirmary in 1988. About 50
of the prison’s 1,100 inmates have
voluntarily identified themselves as in-

fected with the virus.

As many as 15 inmates at one time
lived in the 20-foot-long room, which in-
cluded a shower, a toilet, a televnsnon
and a radio, Ms. Wescott said.

Ms. Wescott filed a Federal lawsuit
in January 1990. After more than-a
year of negotiation, the prison agreed
to most of the inmates’ demands, and
court papers to that effect were 'filed
Friday, Ms. Wescott said.

“] was flabbergasted at the amount
of cooperation that we did receive,”
she said.

Under the settlement, the prison-will
no longer admit prisoners into the infir-
mary solely because they have the
virus.

The prison will also add educational
material on acquired immune defi-
ciency syndrome to a handbook all in-
mates receive when they enter  the
prison, and offer confidential testing on
request.

The National Commission on AIDS
has reported that AIDS cases.‘in
prisons increased by six times between
1985 and 1989. About 5 percent of the in-
mates in Ph‘ladelphla -area prisons

|have the AIDS virus, Ms. Wescott said.
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Prisoners form AlD
education program

The AIDS Education Workshop is run for -- and by -- prisoners

By Elizabeth Yukins

NORFOLK, Mass.—At a time when
budget cutbacks are severely hampering state
health care programs, a group of prisoners
have taken the task of AIDS education into
their own hands. In a startlingly progressive
program, prisoners have joined together to
form an AIDS workshop that teaches other
prisoners the causes, symptoms, and effects
of HIV- and ATDS-related illnesses.

“The program came about when a bunch
of guys began to see the pain of HIV-positive
people in the prison,” said Doc, the director
of the AIDS Education Workshop. He told
GCN, “The program is aimed at creating a
better understanding of AIDS and a little
more compassion for those who are HIV
positive.” )

Doc, who asked that his real name not be
used, has been involved with the AIDS
project since it began at Mass. Correctional
Institute, Norfolk in December 1989. At a
conference designed to introduce the AIDS
Workshop to the public, Doc reported that 26
trained prisoners now staff the project, and
that over 1300 Norfolk prisoners have
graduated from the AIDS awareness classes.

Doc said that the program is bilingual, and
he stressed that it is run by a “diverse and
multicultural board of directors.” He also
said that the program seeks to educate the
prisoners about all different AIDS risk
factors. “We teach the men that drug use can
infect a person with HIV,” he said, “but
during the course of our classes men become
very aware of dangerous sexual practices
too.”

The Norfolk program is unusual in the
United States prison system because it has
been completely initiated, organized, and
funded by prisoners. Judy Greenspan, the
AIDS information coordinator of the
American Civil Liberties Union National
Prison Project, praised the prisoners efforts,
saying, “Norfolk is a prison in the forefront
of peer education and counseling.”

Greenspan told GCN that the peer model
for AIDS instruction “is the best and most
enlightened way to reach prisoners because
the men are more likely to believe and

identify with one another.”

She explained that the “official” version of
AIDS education consisted of an outdated
video and a 10-minute lecture from a
correctional officer. “This information is
rarely even listened to,” Greenspan added,
“because often a man has just entered the
prison system and is feeling disoriented and
withdrawn.”

Tim Gagnon, the AIDS coordinator for the
state’s Department of Correction (DOC),
echoed Greenspan, saying that the workshop
“gives the men three and one-half hours of
solid AIDS education, and it is taught to
them by people they live with and trust.”
Gagnon has been involved with the project
since its inception, and numerous prisoners
commented to GCN that he was instrumental
in getting the prison administration to accept
the program.

Discussion about an AIDS workshop
began in.October, 1989, when a group of
prisoners approached Gagnon about the need
for AIDS education. Gagnon and the DOC’s
Department of Health then began working
with prisoners to design the program and
establish a 16-week educational course to
train prisoner instructors.

The AIDS education project is divided into
a two-session workshop. In the first class,
prisoners are taught history about AIDS and
HIV, disease definitions, how HIV is
transmitted, and symptoms of AIDS- and
HIV-related illnesses. In the second session,
the men are instructed on the importance of
HIV testing and confidentiality, and the
prevention of HIV transmission. They also
learn how to obtain treatment information.

“Often the teaching is difficult,” Doc said,
“because a lot of the men don’t read and
write well.” The Workshop has responded to
this problem, he explained, by breaking
down AIDS information and the curriculum’s
format into very basic categories.

Gagnon told GCN that approximately 360
prisoners in the state prison system are
currently identified as having AIDS. He
said, however, that this is a very low and
rough figure because the state only

Continued on page 7 .
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ecognizes those prisoners who are HIV
positive and have full-blown AIDS-related
illness. In general, Gagnon said, “We only
know that about one in 30 prisoners carry the
HIV virus. This means that there is two-
thirds of the prison population that we don’t
know about.”

Similarly, Judy Greenspan said that while
there have been 7,000 reported cases of
AIDS in prisons throughout the country as of
November 1990, she believes that this too is
a low figure.

Greenspan said that there are similar types
of prisoner-initiated AIDS education
programs in New York State, but that
prisoners there “have run into a lot more red
tape.” She said that the Massachusetts
program is by far the “most sanctioned by
prison officials,” and that in New York
prisons there has to be “a lot of underground
activity.

“The fact that Norfolk had a public press
conference shows the strength of their AIDS
program,” said Greenspan. “If the
administration didn’t support the project, it
would have been squelched right away.”

On a national scale, Greenspan said she
doesn’t “foresee any correctional
administrations starting this type of program
themselves.” She explained that, “Prisons
operate on control relationships, and often
administration officials feel nervous about
independent prisoner initiatives.”

However, Greenspan said she does “see
similar programs being started through the
influence of outside AIDS and prisoner
advocacy groups.” She also said that she
believes ex-prisoners could play a critical
role in setting up these workshops “if they
are willing to return to the prisons and help
the prisoners to convince the officials and
organize the programs.”

Doc said that the Norfolk program has
been so successful because the instructors
have taken the time to work individually
with the prisoners, and because many of the
prisoners “have a personal experience with
AIDS.” He explained, “Either they know
someone who is HIV positive, or they know
someone who has died.”

“I saw that the program worked,” Doc
said, “when I was standing in the line at the
prison canteen, and I heard one guy make a
joke about another guy at the front of the line
who was HIV positive. His friend, who had
been through the AIDS workshop, turned to
him and said, ‘Hey, cool it, that could be
you."™ Q

Correction

A photographer's credit was
inadvertantly left cut of the Jan.
21-27 edition of GCN. The photo

of the Dec. 8 demo in memory
of the Montreal Massacre
was taken by Jane Cleland.
GCN regrets the error.
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Higher AIDS rate
[] L
found in prisons

BALTIMORE (AP) — More in-
mates enter prison carrying the
AIDS virus than previously
thought and women prisoners have
a higher infection rate than men,
according to a new study.

The study’s principal researcher
said the higher overall rate reflected
a broader sampling of prisoners na-
tionwide. But the higher infection
rate among women — almost 50
percent higher at some prisons —
came as a surprise.

““The higher rate for women in-
mates is in direct contrast to the
higher HIV-1 infection rates found
in other U.S. groups,’” said David
Vlahov, an assistant professor at
Joh Hopk?s University.
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HIV prisoner support

Dear GCN:

I would like to thank you for your sup-
port in our struggle to institute a Peer Sup-
port Group for HIV pesitive prisoners here
at Attica. After numerous meetings with the
administration our proposal was approved.
It included outside speakers and inside
group discussions on feelings about HIV
status: concerns with deteriorating health
and death; living with HIV in prison;
responsibility and means to be sure nat to
spread the virus; promoting better care of
one’s health; relating to family and friends
about this condition; and available outside
resources.

I would like to stress for prisoners around
the country that if there are no HIV peer
support groups (run by prisoners for
prisoners), take the initiative and draw up a
proposal and submit it to the administra-
tion. If you need help, write to me and I will
be glad to give you any information | have.
It is a proven fact that such groups ease the
stress of living with HIV and greatly extend
your life expectancy.

When [ was first diagnosed in January
1989, [ was in solitary confinement, in a
room in the hospital with a solid door on it
and allowed no human contact for 90 days,
except the guard and the nurse who brought
food and medication. It would have been
easy just to lay down and die, but-tgot so
mad at the way I was being treated for beirig
HIV positive that I refused to give in and
decided to stand up and fight.

[ would also like to thank the guys work-
ing with me here: David Gilbert, David
Hunter and Cruz Salgado, for giving me the
strength to go on. Our goal is to have an of-
fice staffed by inmates to offer pre- and
post-test counseling, and to do educational
seminars for general population.

If there is anybody who would like to help
us with literature or videos about living with
AIDS or HIV, they are greatly needed and
will be appreciated.

In closing this letter I would just like to
say to everybody who is HIV positive,
whether in prison or free, that there is hope
and don’t give up. Stand up and fight for
your rights as a human being and to be
treated as such.

Sincerely,

Joseph Kelier

86A 0508

Box 149

. Attica, NY 14011




case in

Conn.

The state Department of Corrections settles a
lawsuit that calls for adequate and confidential
medical services for prisoners with AIDS and
HIV_ A district court is expected to ratify the
settlement in early December.

By Laura Briggs

HARTFORD—Lawyers for Connecticut
prisoners recently announced a
groundbreaking settlement of a lawsuit
demanding appropriate and confidential
medical services for prisoners with AIDS.
The settlement, hailed by some as the most
progressive yet in the U.S., has been
approved by the Department of Corrections
(DOC) and is awaiting ratification by a U.S.
District Court Dec. 4. ;

The agreement provides for the
establishment of infectious disease specialist
services at every facility, access to special
diets, appropriate drugs, and referrals for
prisoners when they are released. It also
limits access to prisoner files by Corrections
staff and requires that health care providers
examine and question prisoners away from
other inmates and staff. Prisoners entering the
system who are deemed to be at high risk for
AIDS would be offered HIV testing and
counselling.

“With this settlement, Connecticut has the
most enlightened policy in the country,” said
Judy Greenspan of the Prisoner Project of the
American Civil Liberties Union (ACLU).
“It’s a very significant step forward.”

The settlement marks the end of a two-vear
battle by prisoners, the Connecticut Civil
Liberties Union (CCLU), and Yale Legal
Services to force state corrections officials to
halt abusive practices against prisoners with
AIDS. When the class action suit was filed in
August, 1988, corrections officials were
marking the cells and the belongings of HIV
positive prisoners with prominent red dots to
indicate their status. According to Shelley
Geballe of CCLU, prisoners often discovered
the results of an HIV test “when red dots
started appearing on all of their smff.”

In addition to the absence of HIV post-test
information and counselling, the state DOC
failed to provide adequate medical care.
“Medical care was inadequate, as a baseline,
and there was no continuity of care,” Geballe
told GCN. “Often, when prisoners were
transferred, their medical records were not
transferred with them, and someone who had
been getting AZT would no longer be able to
get it,” she said.

The first part of the suit, argued by Geballe
and John Pottenger, Jr. of Yale Legal
Services, was settled in May, 1989, when the
DOC agreed to provide information to all
incoming prisoners about AIDS transmission,
to abolish the red dot system, and to provide
pre- and post-HIV test counselling.

KN N ys-

Geballe said the settlement on that part. of
the suit came when “jt became apparent that
the state’s own witnesses were sounding like
ours. They were talking about the need for
confidentiality and pre- and post-test
counselling,” during a 16-day hearing. After
that initial hearing, the state decided that
negotiating a setilement would be less costly
than continuing to litigate the case.

After a year of further negotiation, the two
sides have reached a new agreement, filed in
U.S. District Court Oct. 31. A “fairness
hearing,” required under federal law for all
settlements in class action hearings, is
scheduled for Dec. 4.

The new settlement provides for more
strict confidentiality. Inmates will be able to
file their requests for medical care in a locked
box, and health care staff must
privately—and promptly—inform them of
the results of any medical tests.

The agreement also provides for improved
continuity of care, as well as a strict schedule
of medical screening and health care for
prisoners who are HIV positive or who have
AIDS. Health care providers must also
inform prisoners about the nature, risks and
benefits of any medical treatment before it is
undertaken. And, perhaps most importantly,
the settlement provides for a monitoring
board that includes representatives from
CCLU and Yale Legal Services, as well as
the state, that will make regular reports about
prisons’ compliance with the agreement.

Connecticut at the forefront

This is not the first time that litigation in
Connecticut has provided a significant
victory for prisoners who are HIV positive or
have AIDS. In Doe v. Meecham, the state was
forced to stop segregating prisoners with
AIDS. And, she said, “When Massachusetts
saw that Connecticut was mainstreaming
prisoners with AIDS, Massachusetts did it on
its own.” (See GCN, Feb. 25 1990) Shortly
afterward, following a similar victory for
prisoners in California, Arizona also
desegregated its prisons.

The ACLU is currently appealing a
decision in Alabama that allows a quarantine
policy (see GCN, Feb. 4,1990).

In addition, recent legislation and legal
action have put Connecticut at the forefront
in releasing terminally ill prisoners. A
“compassionate release” program allows
prisons to release inmates who do not pose a
“risk to society” and who are terminally ill.

-Continued on page 3
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Continued from page |

Formerly, prisoners either died in prison or
were released only when they were at the
point of death.

The Connecticut medical settlement, says
Greenspan, “in some sense proves what we
have been saying all along—that it is
economically more feasible for a state to
provide decent care for prisoners with
AIDS” because of the high cost of lawsuits
and liability. (The settlement allows
Connecticut prisoners to preserve their right
to sue if they believe their health was
irreparably harmed by DOC policies.
According to Geballe, a number of prisoners
have chosen to exercise that option, and may
pursue individual lawsuits against the state.)

Improved medical care, however, does not
by any means solve all the problems for
prisoners with AIDS, said Greenspan.
“Prison is medically—and in every other
way—the worst place for people with AIDS
and HIV,” she said. Even if a prison could
provide all of the services and medical care
that were available to people outside, “the
difference between being in prison and not
being in prison is control. And we know that
people who are involved in their treatment

| live longer,” said Greenspan. “A three-year
sentence for a prisoner with AIDS is a death
sentence,” she said. However, Greenspan
added, the Connecticut settlement is still “‘a
very significant step forward.”
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HIV Infection among

Prisoners
Judy Greenspan

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

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

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

Incidence of HIV Infection in Jails

The incidence of AIDS is increasing in prisons and jails, but
this is not necessarily due to an increase in the transmission of HIV
within the inmate population. A 1987 survey by the U.S. Department
of Justice, National Institute of Justice (NIJ) shows that seroprevalence
in prisons has increased 190 percent since 1985." A 1988 study by
the American Civil Liberties Union (ACLU) National Prison Project
demonstrates a similar rise in HIV infection.

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

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

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

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

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

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

Testing Policies

In 1987, the Federal Bureau of Prisons (BOP) conducted
mandatory intake testing for all federal prisoners over a six-month
period. This testing revealed a low seroprevalence of HIV infection,
2.44 percent, among incoming prisoners. (Note thatthis represents
a high seroprevalence rate among the general population). At
present, the federal system does not test on intake except for
occasional 10 percent random samplings. BOP does test 60 days
prior to release. Prisoners testing positive must inform their
spouses or sexual partners as a prerequisite to release from prison.
BOP routinely informs parole and probation officers about the
antibody status of ex-prisoners.

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

There is a growing trend among state departments of correction
to conduct forced testing of the prison population. More than 13
states now conductentry testing on all prisoners. In addition, more

than 20 states have mandated HIV antibody testing for people
convicted-of sex-and drug-related offenses. A provision of the
recently passed federal Health Omnibus Bill enables the federal
government to withhold funding from states adopting testing of
only those convicted of sex and drug related offenses. The effect
of this bill may be to encourage states to adopt mandatory testing
programs for all prisoners.

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

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

Housing and Medical Care Policies

In the early 1970s, the substandard medical care of prisons
was challenged in the courts. In a landmark case, Estelle v.
Gamble, a standard was set whereby prison systems must provide
some degree of accessible and adequate medical care for prisoners.
Intheearly 1980s, the courts ruled that prison conditions, including
housing, must not constitute “cruel and unusual punishment.”

continued on page 2
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Housing policies for HIV-infected prisoners and prisoners
with AIDS differ among prison systems. Alabama has one of the
harshest housing policies. The state segregates seropositive male
and female prisoners in separate HIV units. When the two HIV
units were first established in 1986, HIV positive prisoners were
forced to wear masks. The women were told to wipe telephone
receivers with alcohol after making phone calls. While these
practices have ceased, the segregation remains and the HIV
prisoners are not allowed to attend vocational school, participate
in work release or community custody programs, or hold jobs
within the prison facility.

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

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

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

Education and Counseling

Comprehensive AIDS education and counseling, for prison
staff as well as inmates, are two weapons that can be used by prison
and jail administrations to combat the AIDS epidemic.
Administrators have a responsibility to teach both safe sex and
clean needle practices to a prison population in which unsafe
behaviors occur. Condoms are available in only a handful of
prisons and jails throughoutthe U.S. Programsthat provide bleach
for cleaning needles or needle exchange do notexist in any prison.

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

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

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

Conclusion

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

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

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

Juan Rivera: Emotional Reactions

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

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

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

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

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

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

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

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

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

David Gilbert: Educating Prisoners

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

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

Peer education, so successful in the control of AIDS in the gay
community in San Francisco, is doubly important in prisons, where
there is a gutdistrust 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
ease fears of casual transmission among prisoners and to promote
support among inmates for people with AIDS, who are often
ostracized and isolated in prisons.

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

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

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

Juan Rivera is studying computer science while serving a term of
10 years to life at the Greenhaven Correctional Facility in New
York. In addition to his involvement in HCAC, he is a member of
Hispanics United for Progress, a prison interest group. David
Gilbert is a New York State prisoner who founded the Prisoner
Education Projecton AIDS at Auburn Correctional Facility in 1987.
He believes he was transferred to Clinton Correctional Facility as
a result of his proposal for an AIDS education program.
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Recent Reports

World Health Organization Statement on AIDS and Prisons.
Global Programme on AIDS: Statement from the Consultation on
Prevention and Control of AIDS in Prisons; WHO/SPA/INF/87.14,
November 1987.

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

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

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

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

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

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

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

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

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

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

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

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

Finally, the researchers found that maximal risk reducers were
more likely to rely on external influences to make decisions than
were partial risk reducers, whotended torely on internal influences.
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gress as a nation in combatting religious in-
tolerance, racism, sexism and xenophobia,
discrimination against homosexuals remains
socially accepted, intellectually justified and
kodified in law.

Believing that gay behavior is simply
learned behavior, religiously inspired bigots
have justified their discrimination by saying
that lesbians and gays are misguided in their
immoral actions. But as more research
points to gay behavior as a biological orien-
tation, it is becoming increasingly clear that
talking negatively about homosexuality is a
form of physical and emotional child abuse.
Physical child abuse because talking nega-
tively about homosexuality encourages anti-
gay violence; emotional child abuse because
talking negatively about homosexuality
teaches a child to hate himself or herself.

Recently, the U.S. Department of Health
and Human Services released a report that
estimated that lesbian and gay youth ““may
comprise up to 30 percent of youth suicides
annually.”” Citing that suicide was the lead-
ing cause of death among young lesbians
and gay men, the report called for an end to
discrimination on the basis of sexual orien-
tation.

Thousands of lives were lost at the hands
of the KGB before they had the courage to
admit their errors. Hundreds of lives were
lost in flights to freedom before the East
German government had the courage to ad-
mit their error in constructing the Berlin
Wall. How many lives of young gays and
lesbians will be lost by suicide or rendered
dysfunctional by internalized and external
homophobia before our political and reli-
gious leaders have the courage to admit that
they too have been wrong? Homophobia is
the illness, not homosexuality.

Our democratic freedoms and the eco-
nomic prosperity those freedoms create
have served to inspire people worldwide. Let
us respond to the courage of the Eastern
European and Soviet Communist leaders in
launching their reforms by destroying the re-
maining walls of prejudice within our own
society.

In recent generations, we have seen many
leaps of consciousness as the bigotry of the
day has been rejected. It is time for another
eap-of consciousness: [t is-time for-society
to recognize the legitimacy of homosexual
love and to welcome its gay and lesbian citi-
zens as equal citizens under the law. It is
time for our nation to fulfill its national
destiny by ending discrimination once and
for all.

Neil Isbin
. Albuquerque, N.M.

Prisoner AIDS education and
treatment programs: battling
the odds

[GCN received this letter from Cruz
Salgado, a prisoner instrumental in estab-
lishing a buddy and peer counseling pro-
gram for prisoners at Green Haven Correc-
tional Facility, N.Y. — Ed.]

Dear GCN,

When transferred from Green Haven to
Attica Correctional Facility, | immediately
noticed not a few drastic differences in the

-climate of environments, attitudes and per-
sonalities. These upsetting turn of events
propel me to make the follf)wing commen-
tary.

It’s so true that one never knows whether
the grass is going to be greener on the other
side until one is actually there. When it
comes down to the rights, conditions, priv-
ileges and common courtesies offered
PWAs (People With AIDS) here at Attica,
the “‘grass’’ is unattended, stunted, and in a
state of devastation.

While at Green Haven, | became seriously
involved with the issues surrounding AIDS
in prisons. In comparison — if that term
suitably can be applied here, which I doubt
— Attica is negligent in every sense of the
word when it comes to PWAs. There is no
education, prevention, therapeutic, or sup-
portive program to speak of. Neither is there
an interest to see one developed., Moreover,
whenever the rare breed of prisoner arrives
with an active interest in developing suppor-
tive measures, it is readily discouraged and
quickly squashed. This was demonstrated in
the case of Mr. Yusuf Shakur, who was
*‘booted out’” of Attica for his efforts. It is
not ‘my intention to ‘‘beat the horse to
_death”’ at this point. There is, nevertheless,
a very critical issue at stake which needs to
be brought to the core: the issue of con-
fidentiality.

Once again we see a revived clamor in the
papers about ‘““‘AIDS programs to help in-
mates,” but looking at Attica, one can only
ask where all the ““help” is going. The New
York Times recently wrote about a New
York state advisory panel proposing “ma-
jor”” new programs to deal with the ever-
increasing epidemic of AIDS among prison
inmates. Among the ideal recommendations
in its report is the encouraging of testing
with privacy protection. This indeed is a lof-
ty aim, however seen in the eyes of the
beholder, for the proposition in terms of At-
tica is remote.

The thought of privacy for anyone — let
alone for PWAs — is like a fish in water, too
elusive to grasp. As an Assistant Inmate
AIDS Educator down at Green Haven, it
was necessary to stress the point of con-
fidentiality and the right to pre- and post-
counseling when requesting a test for HFV-
positive. I distinctly remember the first time
I requested to be seen by the nurse (“‘sick
call’’) here at Attica and thinking how far-
fetched the notion of confidentiality is from
what is real.

When one applies for “‘sick call’’ one does
not only speak with the nurse, but with the
officer standing there right along with
him/her and any given number of inmates
waiting to see the nurse as well. *‘Sick call”’
here at Attica is held at the front of the
“‘company’” (gallery) where there is not
room allowing for privacy, and usually,
where officers congregate. Not only is there
an officer breathing down the nurses’ neck,

at times you might also find him/her actual-
ly handling medical records. The procedure
is right out atrocious. Can you imagine how
uncomfortable and discouraging it must feel
to confide your wishes for a test as socially
controversial as that for HIV? [ can, and it
scares the ‘‘bejeezus’’ out of me.

To better appreciate the situation — for
anyone familiar and who can take a trip
back in time prior to the Attica uprising —
one must consider this tightly-knit and inter-
related, small community of staff where
everyone and everything is shared and
known as well as the inmate-officer relations
which can still be characterized by fear,
hostility and mistrust nurtured by racism.

Cruz Salgado

82-A-4688
Attica Correctional Facility
= Attica, N.Y. 14011
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Readership Survey

Update

A big thanks to all you subscribers out there who
sent in your readership surveys! We have received
phenomenal response (over 1000 surveys returned)
and are just now beginning to tabulate the results.
Highlights of the results will be printed on these
pages in April. Keep your eyes out!

Safer Sex and Drug Use

GCN offers these guidelines for all of us who are making decisions about sex and drug use in the midst of the AIDS epidemic.

HIV is a virus widely thought to be a cause of AIDS. The highest concentrations of HIV are found in blood and semen. So it’s
important to avoid any way in which HiV-infected blood or semen can get from one person’s body into another person’s
bloodstream.

® Fucking (anal and vaginal) without a condom and sharing needles account for almost all the documented
cases of HIV transmission.

® Oral sex without a condom or dental dam accounts for a very few documented cases of HIV transmission.

© Other ways.of transmitting HIV.that have not been documented but which could be theoretically risky include: fisting, finger
fucking, rimming, deep kissing, sharing uncleaned dildos. The theory here is that any way HIV-infected bodily fluids get from one
person into another involves risk. For example, HIV could be transmitted if 2 person with a cut on their hand fistfucked their
partner and caused bleeding in their rectum or vagina.

How to Play Safer

Only you can decide what risks you are willing to take. Some people use safer sex practices with all their partners. Other peo-
ple make decisions about the risks they are willing to take based on their own and their partners’ sexual and drug use history
and/or HIV status. People also make decisions based on how comfortable they feel negotiating safer sex in any particular situa-
tion. f you and your partner have not talked about past practices and/or HIV status, don’t make assumptions. (For example,
many lesbians have had unprotected intercourse with a man in the last ten years.)

® Use a condom when fucking. On the condoms, use water-based lubricants like KY. Qil-based lubricants like Crisco,
Vaseline, and baby oil may make condoms break.

® Use a condom when sucking dick if your partner is going to come in your mouth. If HIV-infected cum or pre-cum
gets in your mouth, it may get in your bloodstream through cuts in your gums or sores in your mouth.

® Use dental dams (latex squares) when going down on a woman if she is having her period or has a vaginal infection.
Menstrual blood and secretions from vaginal infections have more HIV than healthy vaginal secretions or urine. No information
has been gathered about the concentration of HIV in *‘female ejaculate.”

® Use latex gloves for fisting or finger-fucking if you have any sores or cuts on your hands.

® Keep semen and blood (including menstrual blood and blood drawn from piercing, cutting or shaving) out of your vagina,
anus, mouth, or breaks in your skin.

® If you share dildos, vibrators or other sex toys, use a new condom each time, or clean toys with hydrogen peroxide or soap
and water.

® Alternative insemination may put you at risk. Discuss this risk with potential donors or sperm banks.

® Massage, hugging, dirty talk, role-playing, masturbation (solo, with a partner, in a group) and other activities that don't let
blood or semen into your bloodstream are safe.

© Alcohol, poppers or other drugs may lower your ability to make good decisions. Many people have reported that they have
been unable to maintain safer sex practices after getting high.

® Good nutrition, lots of rest, exercise and nonabuse of alcohol and other drugs may help you fight all illnesses, including
AIDS,

Intravenous Drug Use

® Don’t share works (needles, syringes, droppers, spoons, cottons or cookers)!

® If you must share or re-use works, clean them before and after each injection as follows: dip needle and works into bleach,
draw up and release three times, dip needle and works into fresh water, draw up and release three times. In an emergency, rub-
bing alcohol or vodka can be used instead of bleach. Or you can boil works that aren't plastic in water for at least 15 minutes.
(Use a fresh solution each time you clean your works.)

Resource phone numbers

National AIDS Hotline: | (800) 342-7514

AIDS Action Committee (AAC) Boston: | (800) 235-2331

Latino AIDS Hotline (bilingual), Boston: (617) 262-7248

AIDS Action Committee (AAC) IV Drug Use Taskforce, Boston: (617) 437-4200
Gay Men's Health Crisis (GMHC), New York: (212) 807-6655

National Minority AIDS Council (NMAC), Washington, D.C.: (202) 544-1076
Women's AIDS Network, San Francisco: (415) 864-4376

GAY COMMUNITY NEWS [ JANUARY 14-20, 1990 (] PAGE 5




R R HNDSIGHTS

AIDS is where
vou find it

Including prisoners in designing
programs to deal with the epidemic

Gilbert Serrano is a former prisoner who
is living with AIDS. Serrano discovered that
he was HIV-positive while in prison and
immediately became involved as an AIDS
educator and peer counselor. Now back out
on the streets, Serrano has been working
tirelessly on behalf of prisoners with AIDS-
with organizations like the Prison Issues
Committee of ACT UP/New York and the
Correctional Association of New York.
Serrano, who is the author of Tnmate to
Inmate, an excellent AIDS education
brochure, has much to offer the AIDS activist
movement. He recently spoke at a program in
Washington, D.C. sponsored by the ACLU
National Prison Project. The following text is
based on that speech.

—Judy Greenspan, ACLU National Prison
Project

By Gil Serrano

don’t consider myself a radical. I really

don’t even consider myself an advocate. I
guess maybe my Christian upbringing makes
this my mission. Seven months after I
graduated, my mother died and they told me
my wife had cancer and I just fell apart. I
started using drugs and that led to crime and
consequently ten-twenty years in prison.
While in prison for 9 1/2 years, I had never
been sick. Six months prior to seeing the
parole board, I had an infection in my mouth
and I went down to the infirmary. The nurse
took one look, reared back and said, “Oh my
god, what's that?” Then I was ushered in to
see a physician’s assistant. He started
mumbling and I caught the words, “immune
system” and I knew enough. So I asked him,
“Are you trying to tell me I have AIDS?” He
said yes. It was a Friday at-abeut 3:30. He
had to go home and there was no one in the
prison who could even give me a sense of
what was going on.

Many of us feel that this will not touch us
so we don’t invest too much time on it. Then,
when it does touch us, we are in a fog. This
happened to me. It was a very horrific
experience. Here I had survived ten years of
prison, five in Clinton, which is a super-max
joint near the Canadian border. I survived all
this, had six months to the parole board and
now I get told that I have the virus. I’ve read
a lot of material through the ACLU and other
organizations in New York, and I've learned
that things are really bad all over. I wouldn’t
want to take exception and say that New
York has the worst scenario. But the attitude

Gilbert Serrano

overall [in the system] is a refusal to deal
with this because one, the economic

_ ramifications are too great (that’s usually at

the top-of the list); and two, in effect we will
be opening up a tremendeus _can of worms
that even people on the outside are not ready
to deal with.
- Doing AIDS work is not something novel
like a fad where things just come into vogue,
and now we are going to get behind the
AIDS movement and next summer it will be
gone because it lost its pizazz. But unless we
hang in there tenaciously, that’s exactly what
will happen. It will fade. Well, we can’t get
any farther on the back burner. Right now
we're in the oven. I'm serious.

The friend I stayed with in Washington,
D.C., took me to her church. After the
service, they have different working

groups—prisons, AIDS, homeless—groups
like that. So I said to her, “You have a prison
group here?” She said yeah. Well, they are
very proud of the groups that they have and
all that they do. I said, “Does the prison
group get together with the AIDS group?”
She said, “No, we never get together with
them.” I said okay.-

So, I went into the ting. After
the meeting, I went to the chairpers

said, “I understand you have a prison group
here at this church.”

“Yes, we've been running it for about five
years.”
I said, “But you’ve never worked with
them?” Fortunately, I didn’t have to go any
further because as I was talking it dawned on
her and she felt really bad. Five years these
groups have been running and not once did

anyone think of saying, “How about going to
the prison group?” Hey, AIDS is where you
find it. So, they are investing all this time and
energy—which is great—but somehow or
another they forgot about the people behind
the wall.

I went to a conference up in Albany, New
York. It was supposed to be a real big shindig
to try to convince the state legislators about
not slashing the AIDS budget. On the
proposal being tendered by the organization
that hosted this affair, they asked for $1.5
million for prison. There were close to 600
people up there. I was trying to find someone
who was going to be the spokesperson or
coordinator for prisoners with AIDS. I mean,
after all, you are proposing $1.5 million.
Well, the truth is, I couldn't find anyone. It
was on their agenda but there was no one to
try to convince the legislature about the need
for this. So, I made myself a spokesperson. I
took a tag and wrote, “Gilbert Serrano,
Prisoners with AIDS Project,” and I said that
I represented prisoners with AIDS in the state
of New York. The message that I left with
them is that we have to deal with this. The
time of philosophical discussion, intrigue and
planning is long past. Now the doing has got
to take place.

Let’s get busy. Whether it’s on the
legislative side, the advocacy side or the civil
disobedience side. The message I left with
the assembly people was that, “Either you
deal with us now while, in truth, we are a
captive audience and receptive to what you
will bring to us because we are so desperately
in need, or you'll have to deal with us when
we come out. None of us is doing natural life
and through the miracle of poisons like AZT,
a lot of us are living much longer. So you
will have to face us eventually. The point is
that in there—because we are in such
desperate need of intervention—we will
listen and we will come and hear what you
have to say. Maybe we will even interpret it
as a fact that you believe and care about us.
And that will be enough motivation for us to
open.up our hearts and take down the chains
and walls that we've built-because of where
we are.” : e,

Once I came out here I got to go hustle for
a job and a house and this and that. I ain’t got
time to be going to no meetings. We all have
different agendas and we all think about
what’s important, what can we do.

Some agendas speak about the medical

Continued on page |1
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parole bill that would allow early release for
terminally ill prisoners. I said to the the
person who was trying to sell this, that in
New York a lot of us would be better off in
prison. I know this sounds crazy because you
read all the stuff about how people die twice
as fast in prison and people are just dying to
getout.

The logic behind this statement is this: had
I been told when I was in prison, especially
when I was at Clinton, that we’ve got a
group out here and we're doing everything
possible to get you out, I would have said,
*“Well, put me down on that list.” Basically
because I didn’t have a reference, I was just
going by what was in prison. That was
horrible. Well, now I'm out and the horror
hasn’t stopped. As a matter of fact, if it
weren't for the grace of god and members of
my family and friends, I don’t think I would
have been able to survive coming out. You
are struggling to get out individuals and you
have nothing out here for them. What will
people become, homeless people with HIV
and AIDS? There are no entitlements in
place. The paroled people don’t know what
the hell is going on and yet we’re killing
ourselves to get people out and tear down the
wall. It’s frightening because you can put us
from the pan to the fire.

So, once you have accomplished what you
are trying to do, well, then your work has
just begun. It's not just a question of
bringing this to the forefront and letting
people know the horror that happens behind
the walls. Eventually these individuals are
coming out and they need support.

Of course, I don’t mean that each
organization should sponsor an inmate to
their house. That’s not what I'm talking
about. A lot of organizations have the
resources and the power to do great things.
But just like I said to the woman at the
church, Have you ever thought of working
with the prison group? A lot of the agendas
developed—even by the so-called
experts—are so far afield of the population
that they intend to help.

I have an incurable disease and I'm trying
to fight to stay alive and the more infighting
there is, the less chance I have. I can’t do it
by myself and I need help. The only way we
are going to do it is by working together.

I'm not a statistician. I can’t tell you how
many people are dying in prison but I've
seen them. I worked in the AIDS hospital,
which is what they call the special unit for
individuals who can no longer function in
population. I saw a lot of my friends die. I'm
not a doctor but I can tell you this, for a lot
of people who died it wasn’t just the virus. It
was the indifference and just giving up on
life because nobody cared. And if people
keep telling you that you're going to die,
why should you fight it?

The fact is that the individuals who were
dying didn’t have anything to come out here
lo anyway. So where’s the incentive or the
will to live? That’s a population that for the
most part doesn’t have families, and you
know the reactions out here, well, imagine
them in there. We are talking about an
overwhelming population of Black and
Hispanic people, so now you have a cultural
influence and all that stuff and the attitude of
“Oh my god, he was a homosexual,” or
whatever.

The only way that we will fight to stay
alive is with help. I'm out here on the
frontline but without you, my support
services, I'm dead. Now, I'm willing to get
beat up and I'm willing to get shot from one
prison to another because of what I'm trying
to do. But don’t make me promises and then,
when the shit hits the fan, you’re nowhere to
be found. When you develop all these
_strategies and whatnot on
.intervention—whether it’s through the
legislature or through ACT UP—remember
that I will pay the consequences of your
actions. :

The idea is that the strategies that we
develop have to be geared toward the
population that we are actually trying to
help. It took the governor of the state of New
York ten years to give a pardon to one
individual with AIDS. Every day inmates are
dying. What we need in prison is immediate
outreach intervention. We need individuals
out here to begin finding ways, either
individually or through groups, to breach
that wall. We need community organizations
to come in and provide the services that the
system won’t. We need comprehensive
AIDS education programs in prison. There
are a lot of dedicated brothers [and sisters]
that are really ready to go the Attica way.
That’s as strong as it is.

But not everyone is creative enough or has
the ingenuity to put this together, present it
to an administration and say, “Look, this is
what we have in mind.” It takes a lot of guts

GAY COMMUNI

to go before an administration and introduce
something that will change the basic fabric
of that prison. But you're not going to
change one atom of this atmosphere when it
has no type of outside support. If there's any
excuse for them to step on you, they will.

Well, after I was told that I was HIV
positive—after the initial shock that lasted
about two weeks—I said, “Hey, I'm not
giving up, I've always been a fighter.” My
motto became get busy. Once the word got
out that I was involved with this, because I
was so respected in the prison as a no-
nonsense individual and had been doing time
since the 60s, inmates would come to me and
ask to talk. Our so-called HIV
counselors—who are really just correctional
officers who have become counselors—don't
have the time and you know all the excuses.
Not one of the five pre- and post- test
counselors spoke Spanish. So, I collected a
lot of information. This was all underground
and before I thought about approaching the
administration. I felt that we needed to
develop an HIV support group but not a
gripe group. It came together and was very
successful. It became so big that the
administration began to put obstacles in the
way.

The fact is, especially for people of color,
I say that we are facing cultural and ethnic
extinction. Again, I'm not a statistician but
it’s very plain for all of us people of color
that the numbers just don't jive. White
people in the United States make up about
75 percent of the population. But, out of all
the women who are HIV-positive, three out
of five are Hispanic. That’s almost every
other woman. We don’t have the numbers 1o
work with something like that.

When I created the Inmate to Inmate
brochure, I sent it to Bedford and Taconic,
the principal women’s prisons in New York.
They loved it and the senior correctional
counselors got in touch with me. One of
them said that eight out of ten women at
Taconic are HIV-positive. No one deserves
this, no one. We didn’t ask for this and we
really didn’t know. You've read the papers,
the greatest proportion of people being
infected are women and children. People of
color have no future without women and
children.

I hope I have given everybody some food
for thought. Without concerned people
around the country, people on the inside
would have no support. We have no voice in
prison. They are our voice and they are so
very important to us. All I'm saying is,
“Next time you're ready to speak up, please
check with me first so at least I'll be
prepared. I might be able to provide you with

some insights that you overlooked.” Q
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since then mandaiing ways to restrain
prisoners who resist, “in an appropriate
manner.” The ACLU, MAP and ACT
UP/Madison have called for the investigation
to be reopened.

The three groups are also calling for the
compassionate early release for prisoners
with AIDS, identifying Waupun PWA Roger
Hillman as an ideal candidate, partially
because his severe diabetes complicates
treatment for his AIDS related conditions.

Peanut butter and jelly ‘supplements’

Hillman's diet has been the subject of
controversy. While state officials claim he is
receiving appropriate dietary supplements,
prison and AIDS advocates say the food he
is receiving—which includes a daily
“supplement” of a peanut butter and jelly
sandwich—is grossly inadequate and even
dangerous to his health. “According to
Roger, they’re giving him food that will kill
him,” said Greenspan, referring to his
diabetic condition and the sugar-filled
sandwiches. While diet is a concern for all
prison inmates, Greenspan noted, it becomes
absolutely critical for those who have AIDS.

Hillman’s diabetes complicates his
treatment in other ways as well, because he
cannot tolerate AZT—the only AIDS-
treatment drug available to prisoners. “He
has severe side-effects from AZT,” said ACT
UP’s Junikka, adding that Hillman has to
take the drug sometimes anyway when his T-
cell count becomes dangerously low, since
nothing else is available to him as a prisoner.

The ACLU’s Greenspan said that forcing
the state to make experimental drugs
available to prisoners is a top priority, along
with prowdmg AIDS education to all
prlsoners and prison guards and upgrading
prison medical facilities. “Prisoners with
AIDS do not get the type of daily care they
need,” she said.

David Clarenbach, a state representative
from Madison who last year sponsored the
successful “Bill of Rights for PWAs and
People with HIV,” said the state is “violating
the letter and the spirit of the law” in its
treatment of prisoners with HIV/AIDS. He
said the law was “intended to prevent the
kind of mistreatment that the Department of
Corrections is engaged in,” such as
subjecting HIV-positive prisoners (o
humiliation, loss of dignity and low
standards of care. He emphasized that
demanding the governor implement the
recommendations of his own task force is
not a radical gesture and denounced “the
cavalier attitude with which the
administration is responding to ACT UP’s
demands.”

Members of ACT UP/Madison have been
a daily presence at the state capitol,
delivering symbolic peanut butter and jelly
sandwiches and towels to Thompson's
office. In addition, they held a march and a
die-in outside the state DOC July 1,
protesting the treatment of prisoners with
AIDS.

Nelson of MAP stressed the importance of
education in the prison system, calling for
“culturally sensitive HIV education for
inmates, staff and parole agents.” Another
need, he said, is on-going counseling
opportunities for HIV-positive inmates.
“Seventy-five percent of inmates with HIV
are released back to their communities
within five years,” he said. “There’s an
opportunity to really make an impact on
AIDS prevention.”

—filed from Boston
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AIDS detas %
outcry in Wisconsin

Prisoner and AIDS rights activists intensify
pressure on the governor and his Department of
Corrections following the ‘negligent’ treatment of
a dying prisoner with AIDS

By Dawn Schmitz

WAUPUN, Wis.—In the wake of another
suspicious AIDS death in a Wisconsin prison,
activists in the state have intensified their
pressure on the governor and the state
Department of Corrections (DOC) to improve
the treatment of prisoners with AIDS.
Ricardo Thomas died on June 27 at the
University of Wisconsin Hospital, six hours
after being transferred there from Waupun
Prison. —

Doug Nelson, executive director of the
Milwaukee AIDS Project (MAP), told GCN
he feels the prison acted negligently. “I don’t
have much faith at all in [the DOC’s] ability
to provide appropriate care for a PWA,” he
said. “To send someone to the hospital the
day they're dying—to me, that’s
inappropriate care.”

In a statement, ACT UP/Madison called
for an investigation into Thomas’ death,
accusing the DOC of holding Thomas at the
prison until he was near death, then
transferring him to a hospital in order to
avoid an investigation. According to Jari
Junikka of ACT UP/Madison, who learned of
Thomas' death by phone from another
prisoner at Waupun, “It was very clear he
should have been taken [to the hospital]
several days before.”

The state does not plan an investigation,
according to Julie Hertel, Gov. Tommy
Thompson’s deputy press secretary. She told

N that Thomas' death “was not any fault
of the Department of Corrections or the state
of Wisconsin.” Thomas had been at UW
Hospital from May 15-30, at which time “he
refused treatment.” On May 31, she said, he
was transferred back to Waupun and
immediately given a court-appointed legal
guardian.

Joe Slisowicz, DOC information officer,
said Thomas “died under a physician’s care...
He was under care the entire time he was in
the health services unit [at Waupun.]”

When asked why Thomas was transferred
to UW Hospital only after his condition had
significantly deteriorated, Slisowicz
responded that that decision was made by
Waupun staff in communication with the
hospital. According to ACT UP’s Junikka,
Thomas—who was suffering from
dementia—was being held in isolation at the
prison and receiving grossly inadequate care.

Even before Thomas® death, Wisconsin
AIDS advocates had begun putting pressure
on the DOC and Thompson to improve the

treatment and conditions of PWAs in prison,

calling for the governor to implement
recommendations made by his appointed
HIV/AIDS Technical Advisory Committee,
which had issued a report in May, 1990.
While the DOC says it has implemented 17
of the 25 recommendations, members of
many organizations—including ACT UP, the
Milwaukee AIDS Project, the American Civil
Liberties Union and the Wisconsin
legislature—say the state has yet to put into
practice many of the most important ones.
The activists are calling for the prison

system to comply with task force
recommendations that it halt practices that
reveal a prisoner’s HIV status—single-
celling, imposing work restrictions, and
marking prisoners’ identification cards with a
code that stands for “blood-bom illness.” The
task force report states that the latter practice
“should be abolished since there is no
medical indication for this practice and since
it places such inmates at an unreasonable risk
for discrimination.” ~

Hertel of the governor’s office stated that
marking identification cards continues
because it is demanded by the prison guard
union. Stopping single-celling HIV-positive
inmates “could pose a security risk for the
prison overall.” When asked about the details
of such a risk, Hertel stated that HIV-positive
persons were not considered a risk as such,
but despite adequate AIDS education in
prison, “obviously there could be some who
don't take that education to heart.” Hertel
said she didn’t know why lifting work
restrictions was opposed by the DOC.

‘When asked about the DOC’s position on
keeping prisoners’ HIV statuses confidential,
Slisowicz stated, *They do comingle and
fraternize and generally speaking it’s very
difficult to keep a secret in prison.” In a
general statement about the treatment of
prisoners with HIV, he said, “They’re not in’
there because they're HIV-positive, they’re in
there because they’re criminals.”

An earlier death

Another PWA at Waupun, Donald Woods,
suffocated to death on Sept. 8 of last year
when prison guards in full riot gear—boots,
gloves and facemasks—forcibly restrained
him and placed or shoved a towel in his
mouth in an effort, the guards said, to prevent
contracting HIV. He was placed in isolation,
stripped and fully restrained.

A special prosecutor who investigated the
death found no wrongdoing, stating in part
that the “placing of a towel around the mouth
of Mr. Woods was not an unreasonable
response to his attempt to bite and spit at
institution staff” because their fear of

-contracting HIV was reasonable under the

circumstances. The prosecutor, Royce A.
Finne, also speculated that Woods may not
have died immediately as a direct result of
suffocation, disregarding an autopsy report
which produced evidence that Woods died
quickly.

“Donald Woods was an outspoken
person—nhe sued the Wisconsin system for
breach of confidentiality and won,” said
Judy Greenspan, AIDS information
coordinator for the ACLU National Prison
Project. She cited a 1988 precedent-setting
case initiated when a member of the prison
medical staff disclosed Woods' HIV status.
“When you suae the system, you're marked,”
Greenspan said.

Hertel said that although the “thorough”
investigation into Woods® death found no
fault on the part of the guards,
recommendations have been implemented

Continued on page 3
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by Martha Sheehan
This is the last in a three-part series on recovery and criminal justice.

f you are not living with AIDS or a positive HIV identification, you might not
think about this disease until you read a sad or shocking story about it. If you are
a Person With AIDS (a PWA), it will be the first thing that comes into your
consciousness every morning when you wake up. You may see your doctor
frequently, you might got to meetings for PWAs, you could be surrounded by a strong
support group of family and friends and you have the option of being counseled at
an agency that has been established to help individuals who are HIV+ or have AIDS.
If, however, you are a PWA who is incarcerated, you may have a long wait to see
a physician, you may be manacled to your bed when you are admitted to the medical
clinic affiliated with your facility, you may or may not have some cursory counseling
or education about your disease. You may not receive medication on a regular basis:
if you do, there is still the possibility that in being transferred from one facility to

VIR photo

another, your medication will be interrupted and you could ultimately end up in a
facility that does not have your medication available. These “may or may not”
situations are dreary at best. When this population is provided medication in jail, they
are taking drugs with terrible side effects that render the person ill and in need of
supplemental prescriptions. Upon release from jail, they will have to face a lifetime
of dependence on health care in addition to dealing with the emotional ramifications
of being, not only an ex-offender, buta PWA. AIDS is a disease that makes its victims
feel particularly frightened and powerless; and for an incarcerated individual who
has been rendered powerless to begin with, it is a double dose of frustration. But of
all the forebodings associated with AIDS, the most dreadful is the impending threat
of death. And if you are in jail with AIDS, you could die — die alone handcuffed to
a bed in a prison hospital. continued on page 4
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by Victor J. Rugg

Thank you. It is because of our loyal
readers and advertisers that Recovery Press
is taking a giant step forward. Starting with
this issue, Recovery Press will be on every
newstand in New York City. As you can
see we have a new banner, added color
and upgraded the paper we print on. As I
promised you months ago, Recovery Press
will grow to meet the needs of our sup-
porters. The editorial side of the paper
continues to grow and refine itself month
after month, With this issue we have
added an article that addresses financial
matters in recovery. We will be including
more departments and features in the
upcoming months. Our advertisers are
pleased to see our new format and we are
sure our readers will like it also. I can
promise you that Recovery Press will
continue to be the leader and innovator in
the months and years to follow.

This month’s story is about AIDS.
Those of us who have worked on this
problem for the last few years remember
when the government wouldn’t do any-
thing about it. It was considered a political
“hot potato”. When Reagan was president,
he did nothing for a long time. Many local
politicians followed suit. The word on the
street was that it is a gay problem. I don't
have to waste your time here on what was
said. It's always been my firm belief that if
a person is sick that person needs help
regardless of their orientation and origin.
Well, now it has caught up with us. Magic
Johnson has AIDS. Washington’s answer
to Magic's problem is that it is a great
photo opportunity, so they put Magic in
front of the camera with George Bush to
make it appear as if they are doing some-
thing.

Come on Washington, wake up please.
There are people dying out there. What
did Desert Storm do? I remember just
before the war social issues were being
written about all the time. It looks like the
storm came and went and took all our
social problems with it. At least that’s what
Washington is hoping and continues to
hope for. Yes, we have money problems
in this country and yes, they are very

WRITE RECOVERY!"

serious. Bouncing checks and taking trips
all over the world shows a Congress out of
control. How can we expect them to
buckle down to the problem of AIDS,
alcohol and drugs? It’s no wonder the
problem is so out of hand.

In New York, Assemblyman Daniel
Feldman is doing what he can to address
the problem. Three years ago, he pro-
posed a piece of legislation that would
permit terminally ill AIDS patients to be
released from correctional facilities to die
in dignity at home or in a hospital. The
cost of treating these individuals in the
prison setting is astronomical; if released,
the cost of care would be shared between
federal and state programs and the full
burden would be taken off the New York
State taxpayers. Therefore, the bill would
have both humane and financial benefits.
We support Mr. Feldman’s Medical Parole
Bill. This bill not only is humane but it can
save the taxpayers a lot of money. But this
is not enough.

When do we wake up and realize that
AIDS isbeing spread like wild fire through
the heterosexual community? Latest re-
ports show that in the gay community, it
has started to slow down. Even heroin
addicts are getting shifted from needles to
smoking and snorting. Today if you are
not practicing safe sex you are playing
with a loaded gun. We need more educa-
tion programs, not only dealing with safe
sex but they must also deal with substance
abuse. Recently a new TV ad has been
aired showing a couple in the back seat of
a car. First you think the narrator is talking
about drinking and driving. Later you find
out he is talking about substance abuse
and sex. The point is well taken. If you
take mind altering substances and then
get involved in sex ,your chances of
getting AIDS and other diseases are greatly
increased.

Today there are a number of excellent
recovery programs you can get involved
with. The future will probably tell us that
those who get involved in recovery statis-
tically ended up being the healthiest group
entering the 21st century. Remember, in
the end it is up to us.

Share your thought and ideas with thousands of others concerned with

recovery issues. Send your letters to: RECOVERY PRESS, Letters to the
Editor, 201 Montauk Highway, Westhampton Beach, NY 11978,
Voices in Recovery Make a Difference.
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“AIDS”, continued from cover

Loss of Life and Hope

Last year a distraught father wrote to
the Long Island Association for AIDS Care,
Inc. (LIAAC) with a plea for help and
intervention in the case of his son who
was terminally ill with AIDS in a Louisiana
prison. He was working with the prison
authorities in Louisiana to have his 22-
year-old son sent home to die. The jail
officials were in agreement, however, the
police in the boy’s Long Island home town
were unwilling to accept the responsibil-
ity of the boy’s return. It a letter to LIAAC,
the father wrote, “My son’s weight is down
to 90 pounds; he is nothing but skin and
bones and in much pain.” Despite the
boy’s feeble and emaciated condition, the
Long Island police officials were reticent;
there is presently no mechanism within
the Sate that allows a prisoner to be
released from jail to go home — for any
reason, not even to die. One month after
his first correspondence with LIAAC, the
father contacted them again: “This letter is
being written from the hallway of the
(correctional facility) where I am going to
view the remains of my son.”

- Assemblyman Daniel Feldman

“These are individuals who are too il
to constitute a threat to society.”

being at risk to contract AIDS. “I think that
officials go on the premise that people
don't share needles in jail, that there are no
drugs in jail, that people don't have sex in
jail when clearly they do, be it forced or
otherwise,” Reynolds stated. “Prisoners
are engaging in sexual activities in jail with
no access to condoms whatsoever.”
Reynolds related that attempts LIAAC has
made to involved prison authorities in
condom distribution programs has met
with rejection because officials claim that
inmates are not supposed to have sexual
relations while incarcerated. “We have
met with officials ad nauseam,” said
Reynolds. “I don't know what else we can
do to drive home the point that HIV
infection is a real big problem.”

Last month a forum was held in New
York City to address some of the problems
associated with HIV and AIDS in the
prison setting. Sponsored by the Alliance
for Inmates with AIDS, it was well at-
tended by a number of concerned agen-
cies, community members and former
inmates. Throughout the open microphone
period in the morning, there were many
emotional appeals on the part of the
attendees regarding the need for immedi-
ately addressing this prob-
lem in the prison system.
Nancy Mahon, Director of
the AIDS in Prison Project
for the Correctional Asso-
ciation of New York and
the coordinator of the fo-
rum, thinks there is a head-
in-the-sand attitude on the
part of many prison offi-
cials about the spread of
HIV and AIDS behind
prison walls. “The rules
are that high risk behavior
is prohibited,” said Mahon.
“The reality is that they are
occuring. There is sex and
intervenous drug use go-
ing on.” According to
Mahon, attempts at distrib-
uting condoms and bleach
to clean intervenous drug
works have been foiled by
officials in Upstate pris-

VJR photo ons. The Correctional As-

Jeffery Reynolds, a case management
worker at LIAAC, keeps this letter in a
heavy file with other mail from concerned
prisoners with AIDS and HIV. Reynolds
has seen some of the conditions under
which prisoners are “treated” for AIDS. “In
one facility,” said Reynolds, “we have
seen prisoners shackled to the bed. People
who are really ill — I'm talking DAYS in
terms of life span. One or two corrections
officers will be outside the door who sit
there, on over time, and watch TV — to
keep an eye on the prisoner. Not all
persons with AIDS and HIV+ require hos-
pitalization, but they have very specific
needs, needs that are not being addressed
at this time in most prisons. “Prison offi-
cials don’t want to deal with this,” said
Reynolds. “They have enough to deal
with: budget cuts, substance use issues.
But the reality is that it IS in the jails and
it HAS to be dealt with. If not, it is going
to spread in the jails and people are going
to get sick and die quicker. It is just not
being addressed.” According to Reynolds,
prison officials do not see inmates as
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sociation is attempting to
generate some literature to
distribute in the jails on the importance of
safe sex and clean IV drug works. Al-
though they are in no way promoting
these activities, they feel that it is more
sound reasoning to accept that the prob-
lems are going on than to deny them and
see the perpetuation of AIDS. Said Mahon,
“Our advice is that if you are going to
abuse substances, open a condom first
before you get high. Whether in or out of
prison, people do things when they are
high that they wouldn't ordinarily do.”

Class Action on AIDS

LIAAC receives at least one letter a
week from a PWA in jail. Recently, a letter
arrived with 27 signatures from inmates
saying they have no access to information
on AIDS, no medical care, that their con-
fidentiality is being violated, that they are
being verbally harassed. Some claim they
are afraid to take their medication because
other inmates may identify it as being
prescribed for AIDS and they would be
stigmatized and badgered. In May of 1990,
a group of inmates diagnosed HIV+ filed

a suit against the Governor and various
prison officials. Their grievances included:
Denial of medical treatment, denial of
mental health services, denial of educa-
tion and preventive services and breach
of confidentiality. This is not a monetary
suit but one that claims the constitutional
rights of HIV+ prisoners have been vio-
lated and seeks to have services provided
for these individuals during their incar-
ceration. Although these prisoners might
be receiving medication and will be hos-
pitalized if they become ill, they are in
need of support services and programs to
be set up for their care after release. No
decision has been made yet in this case,
and for the terminally ill patient who
faces death in jail, time is running out.

Legislation Pending

In March of 1989, a bill was intro-
duced in the New York State Assembly
that would provide for the parole of a
person in jail who has been determined
incurably ill from AIDS and facing immi-
nent death. Referred to as the Medical
Parole Bill, it specifically outlines provi-
sions for the parole: The release will only
be granted after an appointed board is
satisfied that the parolee is too ill to
jeopardize public safety and will not “dep-
recate the seriousness of the crime [for
which they are incarcerated] as to under-
mine respect for the law.” Assemblyman
Daniel Feldman (D - Brooklyn) originally
introduced this legislation and remains
one of the most staunch supporters. “The
principle is straight forward,” stated
Feldman who is the Chairman of the New
York Assembly Committee on Correc-
tions. “These are individuals who are too
ill to constitute a threat to society. It's a
tough standard: they aren’t sharing needles
and having sex. I feel they should be
permitted to die outside of prison. I am by
no means a knee jerk liberal,” he contin-
ued, “but if a person can't move, is wasted
away, has lost 75% of muscle mass, can't
lift a needle, I don't feel they pose a danger
to society.”

In addition to the obvious humanitar-
ian issue of dying with dignity in a hospi-
tal, hospice orhome environment, Feldman
sites the financial logic behind the bill. It
costs between $20,000 and $40,000 per
year to treat a seriously ill AIDS patient in
jail — and this is ON TOP of the usual
incarceration price tag of about $40,000
per year. Since 1981, over 1,000 prisoners
have died of AIDS in jail. Last year alone,
over 200 died of the disease while in the
custody of the New York State Depart-
ment of Cor- rections. Pres-
ently, 8,250

Number of deaths
Jrom AIDS in prison:

1991 - over 203
1990 - 175
1986 to 1989 - 557

the terminally ill AIDS inmate, if released,
would have 50% of his care paid for by
Medicaid, thereby relieving the State of
one-half of the medical expenses. Accord-
ing to Feldman, there are hundreds of
terminally ill AIDS victims in jail and the
cost savings to the State would be be-
tween $1 and 2 million per year if these
individuals were paroled. The point of
fiscal feasibility is what Feldman hopes
will persuade the skeptics in the Senate.
The bill has met with opposition because
legislators fear they would become politi-
cally unpopular if they supported a bill
that lets criminals out of jail. Feldman also
feels strongly that some constituents are
enthusiastic about having jails in their
region because these facilities provide
jobs for local residents and income for the
community when families come to visit
incarcerated relatives and friends. “We are
filling up our jails with people who are
essentially addicts who do not fit the
criminal profile,” Feldman stated firmly.
“The criminal justice approach to drug
abuse is wasteful and inefficient. But there
are political and economic interests in
ensuring a steady stream of inmates be-
cause of the economic benefit for certain
regions. That might be good for East
Overshoe, but it’s not good for the State of
New York.” Feldman said he sees an “ever
increasing pool of people not paying
taxes (inmates) being supported by an
ever shrinking pool of people who do”,
which does nothing to help a staggering
economy. Feldman supports the decrimi-
nalization of drug abuse which he feels
would ease the overcrowding of prisons
by channelling substance abusers into
programs rather than penitentiaries. He
feels such measures and such legislation
as the Medical Parole Bill would save
countless millions in the dark red New
York State budget.
continued on page 23

prisoners are
HIV+ and
about 3,000 are
in need of
medical care
for symptoms
(see chart). Ap-
proximately
1,770 inmates
are  being
treated with
the AIDS medi-
cation AZT at
acostof nearly
$4.1 million
per year.
Feldman ex-
plained that

Chart shows number of HIV+
inmates and number of those &

who are AIDS symptomatic

figures are approximate ‘ﬁ
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“AIDS”, from page 4

The Onus of Death

The dread of facing death from AIDS
can only be truly understood by the vic-
tims of the disease. For the criminal justice
client, this fear is likely to be compounded
by substance abuse issues. Statistically,
most individuals attached to the criminal
justice system have some type of sub-
stance abuse problem. “I would say that

It costs between $20,000
and $40,000 per year to
treat a seriously ill AIDS
patient in jail — and
this is ON TOP of the

usual incarceration

price tag of about
$40,000 per year.

most of the people in jail with AIDS have
a direct connection to alcohol or addic-
tion,” said Therese Bertsch, Coordinator
of the Alcohol/Chemical Dependency Pro-
gram for LIAAC. “The addiction is the
underpinning of the behavior which led
them to act out anti-socially.” LIAAC Alco-
hol/AIDS Case Manager Michael J.
Engrassia agrees with this. “I believe there
is a direct route between the way the virus
is transmitted and substance abuse itself,”
he stated. “There are needles, of course,
but also when the person is drinking, they
are not able to make clear decisions and
they put themselves at risk. There is defi-
nitely a hand-in-hand relationship be-
tween AIDS and substance abuse; people
don't engage in safe sex, or they prostitute
for drugs.” Therese Bertsch went on to
add that if an individual is in jail, is
addicted and, furthermore has AIDS, they
are facing remarkable recovery issues. “If
you are looking at someone who in the

late stages of HIV,” said Berisch, “some-
one terminally in needing hospitalization,
consider that if they are addicted, they
probably haven't worked through a lot of
issues. Now they are facing their death
soon without being able to mend bridges
and work though family issues.” Bertsch
pointed out that these are very critical
needs for the ailing AIDS patientin jail, but
there are special ramifications because of
their environment. “AIDS is a health issue
that affects the job of the warden, but his
job is a much larger scope than that.
People are already doing very difficult
jobs (in criminal justice systems) and AIDS
puts another stress on them. They need
support and help.” Bertsch suggests that if
the Medical Parole bill is passed, there
should be a board of community or county
members determining the criteria for the
continued care of the parolee. “Perhaps it
could be made up of Health Department
members, AIDS agencies and wardens;
not in terms of watch dogging one an-
other, but in terms of giving information.”
She feels that there is not a great deal of
expertise in the treatment field addressing
AIDS and addiction. “People aren't seeing
the whole picture,” she said. “and that is
how you juxtapose the whole range of the
medical needs of the AIDS patient with
treatment for addiction.”

As the problem of AIDS continues to
grow in correctional facilities, there is no
question that treatment models will need
to be developed. The passage of the
Medical Parole Bill could free up much
needed funds to implement treatment
programs for substance abuse and AIDS
issues. The problem of substance abuse
must be addressed in order to modify the
original behavior that lead to AIDS and
incarceration . When dealing with AIDS,
whether in the prison setting or on the
streets, there needs to be treatment for
substance abuse. Therese Bertsch sees it
in her work at LIAAC; in the gay and
lesbian community, with adolescents who
socialize around drinking and drug use,
with runaways who come from dysfunc-
tional households. “With AIDS,” said
Bertsch, “wherever you look, you will see
addiction in the shadows.” n

\ RICHARD M. SHANKMAN, DPM
i_ I Podiatric Medicine And Foot Surgery

Do Your Feet Hurt? 142 N. Main St.

HELP IS AVAILABLE FOR MOST FOOT PROBLEMS Walk the Portchester, New York 10573

Wa Specialize In In-Offics Treament and Corection of 12 Steps to (914) 939-1011
+ Bunlons Ingrown Toenails

e | Som i S Recovery 253-01 Rockaway Bivd.
* Callouses = Sports Medicine

in Comfort! Rosedale, New York 11422

* Hammer Toes

Most Insurance Plans Accepted As Full or Partial (718) 949'1010
of FREE Paing » o e Expanct (516) 569-7200

“. . and give me thy hand, the night is dark. This is such a foreign land.
With each step, afraid to lose my way . . . Walk with me °til the night
becomes another day . .”
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Counseling Center, Inc.

COUNSELING SERVICES INCLUDE:

Alcohol & Substance Abuse Program
DWI Counseling Program
Eating Disorders Program
ACOA (Adult Children of Alcoholics)
Support Groups
Co-Dependency Spouse Groups
FREE Education Series
Alcohol/Substance Abuse And Eating Disorders

Certificate of completion offered to all participants after attending the complete series.

758-9222

— OFFICES LOCATED AT —

1741-D NO. OCEAN AVENUE 1191 MONTAUK HIGHWAY
MEDFORD, NY 11763 MASTIC, NY 11950
Licensed by the NYS Division of Alcoholism and Alcohol Abuse
NYS Division of Substance Abuse Services

Adolescent Counseling
'Parent/Child Counseling
Lesbian/Gay Counseling
Family Services Program
Education/Training Programs

“Heritage was the Last Thing I tried
“and the First Thing that Worked.”

: I used to be like you . . . drinking and using
“drugs . . . having no hope for my future.

Then a friend told me about Heritage
i Addictions Treatment Center and how their
covery program could change my life.

- Now look at me . . . happy, healthy and
# productive again.

There was a time I never would have
believed I could be this way.

Heritage was the last thing I tried
lL . and the first thing that worked.

i Give them a call . . . today . . . and start
putting your life back together again.

1-800-782-1033

2000 Commerce Dr. » Melbourne, FL 32904
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SEAFIELD PINES HOSPITAL
Adolescent Treatment Facility

Located on 450 acres in the mountains of southern New Hampshire,
Seafield's adventure based inpatient treatment program offers, with
work, laughter and understanding, a full range of clinical services to
substance-abusing adolescents and their families.

EAS.SY. Does It Program
“Experiential Adventure for Sedfield Sober Youth”

Seafield Pines Hospital Adolescent Treatment Facility
Route 9, Keene, New Hampshire 03431
Toll Free 1-800-448-4808

A Member of the Seafield Group

John Bradshaw i

author of the best selling book & PBS series "Homecoming” i

Thurs., April 30, 1992 e Lecture 7-10 p.m. *$20

An Evening with John Bradshaw:
"ntimacy: The Natural Outcome of Leaming to Nurture & Accept Ourselves"

Fri., May 1, 1992 ¢ One-Day Workshop 9 a.m.-4 p.m. e $105
"Creating Healthy Relationships"

Sat. & Sun., May 2 & 3, 1992 * Two-Day Workshop 9 am.-4 p.m. *$210
John's Newest & Powerful Workshop: "Finishing Our Business with Mother"
AODCCBN] credits applied for NO REFUNDS

For easy credit card registration
($6 service charge) & information

" (609) 924-8666

Bradshaw Conference Rate for Hotel Rooms Available before April 9, 1992.
Call (908) 828-2000.

Make checks or
money orders payable to:

Workshop location:
Ramada Renaissance Hotel
Rt. 18, East Brunswick, NJ
(Port Authority bus directly to hotel)
FREE PARKING

Brennan & Lawrence Educational Workshops
264 Nassau Street, 2nd floor, Princeton, NJ 08540
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La Esquina de la Verdad

by Luis Alberto Agudo

Mis Quieridos lectores,

Este mes vamos hablar sobre lo que
podemos hacer si tenemos muchas tenciones
o problemas que nos pueden dar el deseo para
retornar a la bebida o la droga. Estas son
sugerencias que le van ayudar se las emplean.

ONCE SUGERENCIAS QUELE VAN
AYUDAR CON SUS TENSIONES.

1. HABLE SOBRE LO QUE LE ESTA
MOLESTANDO. Cuando algo le molesta,
no se lo embotelle. Busque una persona con
quien usted tiene confianza como su esposa o
esposo, padre o madre, un buen amigo, su
padrino y confie en esa persona lo que le esta
molestando. El hablar le va aliviar su tension
y le va ayudar a ver su preocupacion en una
luz diferente para compreder lo que usted
puede hacer sobre sus problemas.

2. ESCAPECE POR UN TIEMPO. A
veces cuando cosas salen mal le va ayudar si
escapa su problema doloroso por un tiempo.
Puede perderse en un cine, un libro, un juego
oun pequefio viaje para cambiar de ambiente.
Si se quedaen su problema y continia a sufrir
esto es una forma de castigo de si mismo y no
va a resolver su problema. Es perfectamente
realistico y saludable en escapar su problema
por cierto tiempo para recuperar su balance.
Pero esté preparado para regresar y tratar con
su dificultad cuando usted este mas
compuesto, y cuando usted y los otrosenvuelto
estan en una mejor condicion emocional y
intelectual para tratar con su problema.

3.RESUELVA SUIRA. Si usted siente
que esta utilizando ira como un modo de
comportamiento, recuerde que mientras irate
puede dar un sentido temporal de rectitud o

IF YOU ARE A SURVIVOR OF CHILD ABUSE

coping was all you could handle.
relationships.

THERE'S A NEW KIND OF SELF-HELP GROUP FOR YOU

Learn the interpersonal skills you couldn’t learn as an abused child when
Work on creating healthy and happy
Practical, here-and-now work.
cost $10 and meet Thursdays at 7 pm at TRS, 7 E. 30 St,, 3rd fl., NYC
WON'T YOU JOIN US?
THE HEALING CONNECTION®" (212) 889-3532

- NAMOJd 3daiSdnN SW33S NI 140 3411 ANV

Not therapy. Groups

hasta de poder, generalmente te va a dejar en
fin muy pesadoso. Si sientes que tienes que
azotar en contra de alguien que te ha
provocado, aguanta ese impulso por un
tiempo. Espera hasta mafiana. Mientras tanto
haz algo constuctivo con laenergiaque tienes
acorralada. Haz alguna actividad fisica como
trabajar en el jardin, limpieza de tu casa,
carpinteria o un projecto fisico que tengas en
mente. Tambien puedes dar una caminata
larga. Tratando de trabajar tu ira afuera de tu
sistema por un dia o dos te va a dejar mejor
preparado para manejar tus problemas
inteligentemente y ventajosamente.

4, CEDA OCASIONALMENTE. Si
frequentemente te encuentras en argumentos
con personas, y te sientes obstinado e
insolente, recuerda que esa es la manera que
nifios que estan frustrados actuan. Mantenga
su postura en lo que usted conoce que €s
recto, pero hazlo calmamente y con la
concesién que lo que tu pensabas que era
recto puede habler sido incorrecto. Y aunque
tu tengas la razon, de vez en cuando es mejor
para tu sistema cuando cedes. Si tu debes en
cuando cedes vas a ver que otros van hacer lo
mismo. El resultado de todo esto va hacer el
alivio que vas a sentir con tus tensiones y €l
lograr una solucion practica para tu problema
juntocon un sentido de satifaccién y madurez
COMO una persona.

5.HAZ ALGOPARA OTRAS PERSO-
NAS. Si sientes que siempres estas
preocupado por ti mismo, trata de hacer algo
para otra persona. Vas ha encontrar que esto
va a evaporar tus propias preocupaciones y
mejor que esto te va ha dar un sentido de
haber hecho algo bueno.

6. HAGA UNA COSA ALA VEZ.Para
gente bajo mucha tension la carga ordinaria
de trabajo puede parecer a veces insoportable.
La carga aparece ser tan grande que €s muy
doloroso manejar cualquier parte deells, hasta
las mismas cosas de que necesidades tenemos
que hacer. Cuando esto esta pasandorecuerda
que esto es transitorio y que usted puede
sobre llevar esto. El modo mas seguro de
hacer esto es tomar las tareas mas urgente, y
trabajar con ellas una a la vez. Una vez que
usted dispone de estas vaa ver que lasotras no
son tan horrible al fin al cabo. Usted va estar
enmejor balance personal y las otras tareas le
van a ir mas facil.

El proximo mes vamos hablar de las
ultimas cinco sugerencias para tratar con las
tenciones.

Como siempre quedo su amigo en la
recuperacion de nuestra enfermedad.

CON RESPETO, CONFIANZA Y
DIGNIDAD,
Luis

-
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CREATIVE ARTS, 4400B ENTERPRISE PL, FREMONT, CA 94538
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: | U.S. Disease Control Centers Fault
. Prisons for Lack of AIDS Testing

ATLANTA, June 5 (AP) — Prisons
have the highest rate of H.I.V. infection
of any public institutions, yet only a
fraction of the inmates are tested for
the virus that causes AIDS or are
taught about the virus, the Centers for
Disease Control says.

“The correctional system provides
excellent opportunities to reach per-
sons at risk, or if they’re already in-
fected, prevent the spread to others,’”’
said Gary West, assistant deputy direc-
tor of the Federal Centers for Disease
Control’s H.I.V. unit. “There are some
good efforts out there, but it’s obvious
there’s a lot more that needs to be
done,”

The agency reported Thursday that
90,000 of the nation’s 4.3 million prison
inmates were tested for AIDS last
year, and that even fewer received
education about acquired immune defi-
ciency syndrome. Four percent of
those tested had the human immunode-
ficiency virus,

Mr. West found 430 prisons in 42
states, the District of Columbia and
Puerto Rico that tested inmates for
AIDS. Most inmates who were tested
volunteered, although some prisons
have mandatory testing. Forty-eight
other prisons provide AIDS education
and programs about how to reduce the
risk of acquiring the H.I.V.

Parolees Given Condoms

The District of Columbia, which has
the nation’s highest rate of AIDS, of-
fers education about AIDS, including
advice on how to reduce risks, to in-
mates at a prison for juveniles..

Palm Beach County, Fla., gives pa-
rolees condoms and information on
how to clean needles used for injecting
drugs. The virus is spread through
blood from an infected person, which
can occur from sharing hypodermic
needles, as well as through sexual in-
tercourse. ‘

“It’s hard to characterize success
rates for any of these programs,” Mr.
\r\{est said. “But the programs report

that persons in correctional systems
are very receptive to education and
prevention services, so we need to
strengthen that effort.”

On Wednesday, Harvard University
researchers estimated that at least 13
million people are infected with AIDS
around the world and that as many as
120 million could be infected by 2000.
Those estimates were sharply higher
than previous estimates by the World
Health Organization.

The Centers for Disease Control, in
Atlanta, warned last year that prisons
have a higher incidence of H.1.V. infec-
tion than any other public institutions,
In a 1990 survey, 5.8 percent of prison
inmates were found to be infected, |
compared with 5.3 percent for patients
at drug treatment centers and 2.9 per-
cent for patients at clinics for sexually
transmitted diseases.

In contrast, less than one-half of 1 ;
percent of first-time blood donors are
infected.

The 1991 prison testing was not ex-
tensive enough to tell if the overall rate
of AIDS in prisons had changed, “but
it’s high enough to demand more test-
ing,”” Mr. West said. Most significant,
he said, was that 67 percent of thosg
who showed up for the prison testing
identified themselves as intravenous
drug users.

“They were just the ones who knew
that injecting drugs was risky,” Mr.
West said. ““That could account for the
high rate we're seeing, but other in-|
mates need to know how to prevent
infection also.”
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Court Upholds Prison Policy
On Separating AIDS Inmates

MONTGOMERY, Ala., Sept. 19 (AP)
— In what Alabama officials called a
national test case, a Federal appeals
court has upheld the state’s policy of
segregating prisoners who have the
AIDS virus from the other inmates.

The ruling, issued Wednesday by a
unanimous three-judge panel of the
United States Court of Appeals for the
11th Circuit, in Atlanta, backed a lower
court’s finding that Alabama’s policy
was a reasonable response to prison
behavior that might otherwise cause
rapid spread of the disease.

The decision turned back a lawsuit
filed by 150 infected prisoners who
sought to overturn the policy.

Alabama prison officials contend
that the prevalence of high-risk behay-
ior behind bars, including drug use and
homosexuality, makes it necessary for
them to take steps to control the spread
of AIDS. As a result, the state began
testing all inmates for the AIDS virus
in 1987. Those who test positive are
segregated in special units-at the Lime-
stone Correctional Facility in northern
Alabama and the Julia Tutwiler Prison
for Women near Montgomery. About
180 of more than 16,000 state prisoners
are now in these special units,

A ‘Reasonable Infringement’

In its ruling, the appellate court pan-
el held that given the state’s interest in
controlling AIDS, the segregation poli-
Cy was a “‘reasonable infringement’’ on
the rights of infected prisoners. And
the panel agreed with the earlier deci-
sion, issued by a Federal district judge
in Montgomery, in finding that the Ala-
bama prison system gave adequate

medical care to those inmates.

But in another 3-to-0 vote, the judges
ordered the district court to reassess
another argument of the plaintiffs and
arrive at a more complete finding of
fact. That argument held that the
state’s policy had deprived the segre-
gated inmates of equal acccess to pris-
on educational and recreation pro-
grams and to legal assistance.

This part of the appeals court’s rul-
ing allowed the plaintiffs to claim a.
partial victory. “It’s no longer as sim-
ple as locking them away and throwing
away the key,” said Alexa Freeman of
the American Civil Liberties Union’s
National Prison Project, who repre-
sented the plaintiffs. Ms. Freeman said
she was considering an appeal of the
policy to the Supreme Court,

Morris Thigpen, the Alabama Prison
Commissioner, called the fight over the
suit a national test case. ““I know there
is a great deal of interest,”” he said. “I
certainly have received questions from
fellow commissioners in other states.”

But Ms. Freeman said Alabama was
out of step with most of the nation in its
handling of inmates who test positive
for the virus. She said that only Ala-
bama and Mississippi still isolated in-
fected inmates, that California and Col-
orado had begun reintegrating - them
and that the rest of the states had never

.had such a policy,

The ruling Wednesday was issued by
Judges Peter T. Fay, who was appoint-
ed to the Federal bench by President
Richard M. Nixon; Stanley F. Birch,
appointed by President Bush, and Wal-
ter E. Hoffman, appointed by President
Dwight D. Eisenhower.
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NEW Y ORK

Ex-Inmate
Wins Award
In Bias Case

Woman With AIDS
Granted $155,000

By RONALD SULLIVAN

A Buffalo woman with AIDS has
been awarded $155,000 for what a
Federal judge said was the humiliat-
ing and improper treatment she re-
ceived when she was in the Erie
County jail on bad check and forgery . |
charges.

The woman, Louise K. Nolley, was
placed in a five-cell forensic unit usu- |
ally reserved for mentally disturbed |
and suicidal inmates, forced to wear
plastic gloves when she used a type-
writer in the jail library and denied
regular attendance at Roman Catho-
lic services.

The prison also placed red stickers
on all her belongings to indicate that
she had AIDS.

In making the award last Thurs-
day, Judge John T. Curtain of Federal
District Court in Buffalo criticized
John Dray, the superintendent of the
Erie County Holding Center, for his
“‘indefensible conduct” in placing the
woman, who was judged to be “‘per-
fectly sane” in the forensic unit.

He also castigated Mr. Dray and
other jail officials for placing the
stickers on Ms. Nolley’s belongings
and records in violation of a New
York State law that prohibits the dis-
closure that a person-has tested posi-
tive for H.L.V., the virus that causes
AIDS. e

“There is no question,” Judge Cur-
tain said, “‘that the red-sticker policy
was developed, not in response to
contagious diseases in general, but
specifically in response to the hyste-
ria.over H.L.V. and AIDS.”

Against State Rules

Mr. Dray said yesterday that the
red stickers were first used in the jail
in 1986 when he said ‘“AIDS became
the epidemic that was terrorizing ev-
erybody in the business.”

“l was only trying to protect the:
13,000 inmates we have in our system
every year,” he said, adding that he
and the county would appeal the
award.

James L. Tuppen, an assistant Erie |
County counsel, said the practices
cited by the court had all been
changed since the judge originally
found county officials liable for dam- |
ages last October.

Judge Curtain said the practices
applied to Ms. Nolley violated regula-
tions adopted by the New York State
Department of Correction Services in
1987 under which inmates who test
H.L.V. positive cannot be isolated
from the general prison population.

Ms. Nolley’s lawyer, Jennifer Cole-
man, said Judge Curtain’s ruling was
the first in New York to award both
compensatory and punitive damages
for AIDS discrimination.

$20,000 Punitive Award

“There are some other pending
court cases of similar kinds of dis-
crimination,” Ms. Coleman said, “but
as such cases go, the red stickers
were pretty extreme.”

The bulk of the award consisted of
$48,000 in compensatory damages
against the county and nearly $87,000
in lawyer’s fees and court costs, but
Judge Curtain also ordered Mr. Dray
to pay $20,000 in punitive damages.

Norman Siegel, executive director
of the New York Civil Liberties
Union, said: ‘“We applaud Judge Cur-
tain for his courageous and legally
correct decision. It sends a strong
message that such stigmatization
will not be tolerated by the courts and.
that once and for all we must end this
kind of hysteria.”

Ms. Nolley, who is 38 years old, was
jailed in 1988, 1989, and 1990 and
released in March 1990. Her lawyer,
Jennifer Coleman, said she is now in
an advanced stage of AIDS and works
as a community volunteer.

Ms. Coleman said she took Ms. Nol-
ley’s case at no charge because she is
a member of the State Bar Associa-
tion’s special committee on AIDS.
She said yesterday that she hoped the
award would “‘compel people to act
differently’’ when dealing with people
with AIDS. :
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Court Rules
On Prisoners

WithH.LV.

SAN FRANCISCO, Nov. 5 (AP) —
A Federal judge’s ruling allowing
prisoners infected with the virus that
causes AIDS to serve food to other
inmates has been overturned by a
Federal appeals court, which said
the health risks were slight but cited
the authorities’ fears of a prison riot,

Prison officials at the Vacaville
penitentiary, formally known as the
California Medical Facility, testified
that “‘other inmates will perceive a
threat regardless of scientific re-
search or medical pronounce-
ments,”” said the United States Court
of Appeals for the Ninth Circuit, in
San Francisco.

“If they have no assurance that
the infected inmates are removed”
from food service jobs, the court
said, ‘“‘there may be violent actions
against the inmates with the virus,
inmates they perceive to have the
virus, or the staff that permits the
perceived risk.”

The unanimous ruling by a three-
judge panel reversed a May 1993
order by Judge Lawrence K. Karlton
of Federal district court in Sacra-
mento, Calif., which allowed prison-
ers with H.1.V_, the virus that causes
AIDS, to work as food servers at
Vacaville. The order was not en-
forced during the state’s appeal.

About 450 of the prison’s 3,200 in-
mates have the virus, said Tony
Madden, a prison spokesman.

In an aspect of the case that was
not appealed, the prison agreed in
1991 to allow H.I.V.-infected prison-
ers to be housed in the general prison
population, except for inmates who
had engaged in assaults or high-risk
sexual behavior.,

Matthew Coles, a lawyer with the
American Civil Liberties Union, said
the ruling barring H.LV.-infected
prisoners from working in the food
service was ‘‘a serious setback for
the rights of disabled prisoners.”

Mr. Coles noted that the court had
refused to apply to a prison setting a
Federal law that forbids discrimina-
tion against the handicapped, Under
that law, he said, the irrational fears
or prejudice of others would not jus-
tify denying employment to the dis-
abled that could be performed safe-
ly.
Instead, the court said it would
follow the constitutional standard
set by the Supreme Court in other
prison disputes, deferring to the le-
gitimate security concerns of prison
officials.

The opinion, by Judge Procter Hug
Jr., appointed by President Jimmy
Carter in 1977, said that people out-
side prison walls who had irrational
fears could choose to eat elsewhere,
but that prisoners could not do so. In
response to Mr. Coles’s argument
that the prison should educate in-
mates about the transmission of
H.I.V.,, Judge Hug pointed to testimo-
ny by prison officials that “many
members of the general prison popu-
lation are not necessarily motivated
by rational thought.”

Mr. Coles said the prison had
made the same predictions of “‘utter
chaos’ when first asked to end the
segregation of H.L.V.-infected in-
mates, but eventually produced an
educational program that had
worked well. But on the issue of food
service, ‘“‘they scream ‘irrational
fear’ and the court, sadly, has let
them do it,” he said.






