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that available to the general public. Moreover, prisoners 
were, and continue to be, at higher risks for illness. The ris-
ing awareness surrounding the inequality in treatment came 
to a peak in 1976 during the Women’s Right Era. In Estelle 
v. Gamble, the Supreme Court ruled that “failing to provide 
prisoners with the same standard of health care available to 
those in the general population constitutes cruel and unusual 
punishment and is therefore unconstitutional.”5  

However, inmates’ health rights continue to be infringed 
upon. Detainees who are convicted may be forced to suspend 
or terminate their Medicaid coverage upon incarceration, 
depending on the state.6 Coupled with the fact that the major-

ity of incarcerated individuals lack 
health care coverage upon incar-
ceration, nine out of ten people 
released from correctional facilities 
do not have health care coverage 
and thus cannot access the majority 
of health care services. Being con-
victed not only socially alienates 

former prisoners from their communities, but it also restricts 
their ability to maintain good health after incarceration. For 
some inmates however, correctional facilities may be the only 
contact they have with the health system.6 

POLICIES REGARDING SEXUAL HEALTH

The situation in U.S. prisons concerning sexual health is 
complicated. In prisons, inmates can be exposed to new 

health risks through high-risk sexual behaviors (voluntary 
or coerced) and/or shared needle use through tattooing and 
drug use. Risky behaviors that may have led to incarceration 
continue, but in an environment with more HIV-positive 
individuals. Policies and practices surrounding sexual health 
in prisons, such as lack of condom access, are not equipped to 
adequately treat HIV-positive individuals. As of 2018, there 
are only three states that allow prisoners condom access: Cali-
fornia, Vermont, and Mississippi. California, the most recent 
state to sign legislation for condoms in correctional facilities, 
only did so in 2014.7 Even when states legalize the distribu-
tion of condoms in prisons, not all correctional facilities in 
the state are obligated to implement the measure. Likewise, 
there are only a select few counties who have passed their 
own policies regarding condoms in jail. 

In 1989, the jail system in San Francisco began provid-
ing condoms to inmates through one-on-one counseling ses-
sions. A 2010 study conducted by the Center of Health Justice 
found that making condoms available had beneficial results; 
it increased “prisoners’ awareness of programmatic access to 
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THE UNITED STATES HAS A SERIOUS INCAR-
ceration problem. The Center for HIV and Law Policy 
found that the incarcerated population in the U.S. 

comprises over two million people, and a highly dispropor-
tionate number are people of color. As of the last census, black 
men were imprisoned at a rate almost seven times as much as 
that of white men, and nearly two and a half times that of 
Latino men.1 People living with HIV are similarly overrepre-
sented in U.S. prisons. One in seven men who are imprisoned 
HIV-positive — a rate that is five to seven times that of the 
general population.1 

Ironically, being detained in a correctional facility can 
sometimes lead to incarcerated 
men and women receiving health 
treatment for the first time. None-
theless, literature on incarceration 
and health reveals that being incar-
cerated significantly worsens health 
outcomes. For every one year spent 
in prison, life expectancy falls two 
years.2  This article aims to explore the intersection of HIV 
and the incarceration system while presenting interventions 
that can lead to better health outcomes for incarcerated, HIV-
positive people. 

INCARCERATION IN THE U.S. AND THE WAR ON DRUGS

It is well documented that low income, predominantly non-
white communities are more likely to be medically under-

served and to have disproportionately high arrest rates.3 
Beginning with President Nixon in 1971 and heavily enforced 
by President Reagan, the War on Drugs created policies tar-
geting people of color. The “tough on crime” rhetoric was code 
for racial discrimination, allowing numerous crackdowns and 
arrests in predominantly black communities even when drug 
use was declining. Black Americans are 13 times more likely 
to be imprisoned on drug charges even though there is essen-
tially no difference in illicit drug use between white and black 
people.4  According to epidemiologist Dora M. Dumont, dur-
ing the War on Drugs, “officers were less likely to investigate 
largely white college dormitories and campuses where illicit 
drug use is common, but instead focused on black citizens in 
lower-income communities. More blacks were arrested and 
consequently imprisoned than they were during Jim Crow.”3 
Drug sales and drug use did not decrease with increasingly 
restrictive policies; instead, the War on Drugs only led to 
larger health disparities as lower-income, predominantly 
black communities were more likely to be arrested.

HEALTH CARE IN CORRECTIONAL FACILITIES

Since the conception of prisons during the colonial era, 
health care provided in prisons was vastly different than 
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“For every one year spent 
in prison, life expectancy 

falls two years.2”
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condoms … [and] condom uptake [by] high-
risk groups. Sexual activity did not increase, 
custody operations were not impeded, and 
staff acceptance of condom access for prisoners 
increased.”8 However, there have been reported 
cases where officers withheld condoms from 
prisoners, and limiting condom distribution 
can become a perverse form of control.9  

Similarly, Dr. Arleen A. Leibowitz of the 
UCLA Luskin School of Public Affairs and 
UCLA Center for HIV Identification published 
a study in 2013 analyzing the impact of distrib-
uting condoms in correctional facilities. Her 
research predicted that condom availability 
would decrease new HIV transmission by two 
new cases each month while simultaneously 
reducing total costs.10

Even with these proven benefits, state gov-
ernments are reluctant to pass legislation con-
cerning sexual health. Sexual intercourse of 
any kind in correctional facilities is a felony, 
regardless of the state’s stance on condoms in 
jail.11 Based on studies showing that sexual activity does not 
increase with condom availability and that condoms will not 
prevent people from sexual activities (as previously men-
tioned, whether they be voluntary or coerced), it is clear that 
making condoms available can improve the health outcomes 
of incarcerated individuals in the short- and long-run. 

IMPACTS OF INCARCERATION ON HIV AND HEALTH

On the other hand, Director of the Lifespan/Brown Crim-
inal Justice Research Program on Substance Use and 

HIV Dr. Curt Beckwith notes that “the rates of HIV transmis-
sion through these channels 
are lower than in the general 
population, and most infec-
tious diseases are acquired 
prior to, rather than during, 
incarceration.”12  

Condoms are not the 
crux of the problem, but the 
low quality or lack of care after release is a significant issue 
that must be addressed. In the prisons themselves, there is 
often some form of HIV prevention and care that is offered to 
inmates; what is available, or the implementation and effec-
tiveness of available services, is determined by the state. For 
instance, all state and federal prisons conduct HIV testing, 
but less than 10% did so routinely in 2005.13  HIV testing can 
be the first time inmates learn of their diagnoses, and is a cru-
cial first step in encouraging inmates to seek or continue care. 
Routine opt-out screening is an option to be explored.

Another HIV prevention and treatment program adopted 
by correctional facilities, albeit in much fewer numbers, is 
highly active antiretroviral therapy (HAART). In Connecti-
cut, “59% of HIV-infected prisoners receiving HAART had 
achieved undetectable HIV viral loads before the time of their 
release.”14 Undetectable HIV viral loads are extremely signifi-
cant, as they indicate that HIV-positive individuals have HIV 

but cannot spread HIV to sexual partners. Due to its cost, 
HAART is distributed more equitably in facilities than it is 
among the general U.S. population, such that the high cost 
of HAART limits its use to patients in positions to pay, but 
inmates do not pay for HAART and thus receive treatment 
that may not have been an option before.15 

Further supporting HIV interventions in correctional 
facilities is a study conducted by Kelsey B. Loeliger from 
the Yale University School of Public Health. Her retrospec-
tive cohort, which followed adults living with HIV who were 
incarcerated in Connecticut over a four-year period, under-

scores the benefits of HIV 
prevention and care dur-
ing incarceration. Although 
sustained retention in HIV 
(RIC) three years after 
release declined signifi-
cantly over time, RIC was 
associated with HIV care 

during incarceration and support services offered during and 
after incarceration.16 

SUSTAINED MEDICAL CARE AFTER RELEASE

Continuing similar care after release is crucial to main-
taining positive health outcomes. A 2001 study in Rhode 

Island known as “Project Bridge” found that encouraging 
social workers and medical staff to collaborate in support-
ing inmates after release resulted in three out of four for-
mer inmates in need of medical care receiving specialized 
care from community providers and all necessary individu-
als receiving HIV-related medical services. Approximately 
70 percent retained their appointments at community drug 
treatment programs.17 

The fact that correctional facilities are in a unique position 
to link inmates to health care that can improve health out-
comes is not new. Research presented at the 2002 International 

“The low quality or lack of care 
after release is a significant issue 

that must be addressed.”
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“The correctional system is in 
need of a change in mindset 

surrounding the treatment of 
HIV-positive individuals.”

Conference on AIDS in Barcelona found that “case-manage-
ment interventions can improve linkage to community care 
for HIV-infected inmates; collaborations between commu-
nity-based organizations and correctional facilities to inte-
grate and facilitate service provision for released inmates have 
proven particularly effective.”18

Even with this support system, the first few weeks fol-
lowing release are extremely 
dangerous for former inmates; 
there is a high chance that they 
return to the communities and 
risky behaviors that led to their 
incarceration in the first place, 
and the unstable environment 
they find themselves in after 
release is also a contributing 
factor. Returning to the famil-
iar in these situations often does more harm than good. In 
2011, Dr. Aaron C. Spaulding of the Mayo Clinic Division of 
Healthcare Policy and Research analyzed the implications of 
incarceration on health and found that in the 14 days follow-
ing release, former prisoners were 12 times more likely to die 
than the general public and 129 times more likely to die from 
an overdose. In fact, “four causes of death (homicide, trans-
portation, accidental poisoning, and suicide) accounted for 
74 percent of the decreased mortality during incarceration, 
while six causes (human immunodeficiency virus infection, 
cancer, cirrhosis, homicide, transportation, and accidental 
poisoning) accounted for 62 percent of the excess mortality 
following release.”19  

Loeliger’s findings also call for linkage between former 
inmates and community care. Instead of treating re-incar-
ceration as an opportunity to re-introduce care to people 

living with HIV, support-
ing community-based 
efforts to reduce recidi-
vism and provide long-
term HIV care are better 
options. Other specific 
interventions include 
“expanding health insur-
ance through new enroll-
ments and avoiding sus-
pension; expanding and 
targeting transitional case 
management to those at 
risk for recidivism and 
poor health outcomes 
… and screening for and 
treating psychiatric and 
substance use disorders, 
and continuing these 
treatments post-release.”17

CONCLUSION

From the research sur-
rounding HIV and 

incarcerated populations, 
it is clear that entering incarcerated systems only worsens 
one’s health. Although there are opportunities for treatment 
in the correctional facilities themselves, the possible suspen-
sion or termination of Medicaid and extraordinarily higher 
mortality rates in the two weeks following release only worsen 
patient health in the long run.

With the classification of HIV as a chronic disease, the 
correctional system is in need 
of a change in mindset sur-
rounding the treatment of 
HIV-positive individuals. 
Direct health care and coun-
seling may be provided in the 
prisons themselves, but the 
fact that prisoners are 120 
times more likely to die than 
the general population in the 

two weeks following release is a sign that HIV care programs 
outside of prison for recently released inmates need to be 
improved. Implementing holistic health policies that address 
illness during and after incarceration are not mutually exclu-
sive. The very term “chronic” itself suggests long-term care 
— an increasingly important priority for correctional facili-
ties that can begin or be strengthened during incarceration. 
Policy implementations supporting these linkages can lessen 
the negative consequences of mass incarceration that dispor-
tionately affect racial and ethnic minorities in the U.S. while 
encouraging dialogue around the systems of power in Amer-
ica that directly influence health.
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