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FOREWORD

Few areas cause prison and jail administrators more
concern than providing health services for inmates.
A perennial problem is how to deliver quality health
services to inmates on a timely basis and in a cost-
effective manner. This problem is exacerbated by the
absence of guidance in areas such as legal issues,
ethical concerns, custody-medical interfaces, staffing,
inmates’ special health needs, and cost containment.

The National Institute of Corrections (NIC) com-
missioned the 2001 edition of this comprehensive
reference book for jail and prison administrators
and correctional health professionals to provide
guidance in the provision of health services.The

book reviews the most recent literature and case
law on correctional health care and summarizes the
positions of national organizations and correctional
health care experts on a variety of topics.

This book will help to focus attention on correc-
tional health issues, provide guidance to the field in
improving the delivery of correctional health care,
and identify directions for future efforts. NIC believes
that improving health care delivery in jails and prisons
will enhance the corrections field as a whole.

Morris L. Thigpen
Director
National Institute of Corrections
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PREFACE

In 1991, the National Institute of Corrections (NIC)
published the first comprehensive reference book
on prison health care, Prison Health Care: Guidelines
for the Management of an Adequate Delivery System.
After a decade of use, NIC has updated the material
and added information useful to staff in large jails as
well as prisons.The 2001 edition of this book is
the result of a cooperative agreement between NIC
and the National Commission on Correctional Health
Care (NCCHC). NCCHC sets standards and pro-
vides educational services to improve public health
through better delivery of health care in U.S.jails,
prisons, and juvenile confinement facilities.

Throughout the 2001 edition, material has been added
to help large jails better manage their health care
delivery systems.Also, the chapters include references
published over the last decade. In addition, new mate-
rial has been added. For example, the legal consider-
ations chapter (lll) addresses new topics, such as
charging fees to inmates for health care services, the
Prison Litigation Reform Act, and sexual predator
laws. In the ethical considerations chapter (IV), the

section on confidentiality was expanded, and new sec-
tions were added on organ donation, mental health
evaluations, and financial incentives for physicians. The
chapter on organizational structure of correctional
health services (V) includes information obtained
from national surveys of prison and jail systems con-
ducted by NCCHC in 1999.These national surveys
also included information on staffing patterns, salaries
for various correctional health care positions, and
vacancy and turnover rates. The chapter on the health
care delivery system model (VII) includes new sec-
tions on eye care and on discharge planning for
both medical and mental health programs.An entire
new chapter (IX) addresses the health needs of
incarcerated women.The chapter on quality improve-
ment (XIII) includes a new section describing resources
available to help facilities design quality improvement
programs and studies. Finally, the cost considerations
chapter (XIV) reflects the results of new surveys
conducted by NCCHC in 1999 regarding the cost
of health care in prison and large jail systems.
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Professionalism in medicine depends
on our ability to provide quality care
to the least of us.

Alvin ). Thompson, MD'

Prison and jail inmates are overwhelmingly poor,
are disproportionately minorities, and have the
added stigma of having been charged with trans-
gressing society’s laws. They do not vote, they are
essentially without power, and few special interest
groups are concerned with their welfare.Why should
anyone care whether the health services provided
to these individuals are adequate? Perhaps because,
as Dr. Thompson suggests, the care and treatment
provided to the incarcerated reflect the degree of
professionalism attained by the field of correctional
medicine and are hallmarks of a civilized society.

Correctional health care as a separate field of endeav-
or is a relatively new phenomenon. It was not until
the early 1970s that anyone focused on the type of
health care and level of services provided to those
who were incarcerated. In the 1970s, the primary
problem was that few prisons or jails had a system
of care in place. In the years that followed, two
parallel forces—namely, the courts and the health
professional associations—were at work defining
what that system of care should be.

Three decades later, almost all state departments
of correction and large jails have a system of health
care in place; some because they were mandated
to do so by federal courts, and others because they
chose to follow the recommendations of the health

professional associations. Nonetheless, a number of
problems remain.The legal guidelines established by
the courts and the standards developed by the health
professional associations (most notably, the American
Medical Association and the American Public Health
Association in the 1970s and, later, the National
Commission on Correctional Health Care (NCCHC))
offered a framework for improving correctional health
care. For the most part, though, they did not provide
detailed guidance as to how these improvements
could be accomplished. The first edition of this refer-
ence manual, published by the National Institute of
Corrections (NIC) in 1991, offered some assistance
to prison health staff in upgrading their health care
delivery systems.The 2001 edition will further help
to fill that void.

The major purposes of this book can be summarized
as follows:

I. To trace the historical, legal, and ethical issues that
characterize the field of correctional health care.

2. To develop a model of health care in prisons and
jails that addresses issues, problems, organizational
structures, and programs and that provides guide-
lines for correctional and medical administrators
and health practitioners.

3. To examine in detail the kinds of health programs
that should be in place and how to implement
them in a correctional setting.

4. To offer guidelines that contain the mechanisms
for successful program implementation, including
national standards, policies, procedures, planning
methods, budget development, and staffing patterns.
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5. To provide a structure for administering, moni-
toring, and evaluating ongoing programs.

6. To review issues and explore future needs in
correctional health care.

This book focuses on health care in prisons and, to
a lesser extent, large jails. It is intended to serve as
a reference for correctional and medical administra-
tors and health practitioners working in the correc-
tional environment. Although much of the historical,
legal, and ethical discussions and some of the planning
and programmatic elements apply to both large jails
and prisons, some do not. For example, a health
delivery staffing pattern designed to meet the needs
of a relatively stable, longer term population such
as that in most prisons is likely to be very different
from one designed to address the health needs of a
more transient, short-term population typical of
most jails. Where such differences occur, they are
addressed in the text. In addition to practitioners,
others with interest in correctional health care,
such as lawyers, professors, and students, also will
find this book of value.

Various approaches were used to compile the mate-
rial for each chapter, including literature searches,
onsite visits to selected prison systems, and telephone
inquiries. In all sections, the discussions reflect an
awareness of court decisions and the requirements
of national standards. The most important resource,
however, proved to be the expertise of the members
of the Project Advisory Board created for this 2001
edition and the staffs of the NCCHC and NIC.The
combined knowledge and experience of these groups
regarding how correctional health systems should be
organized and managed formed the basis for many
of the chapters that follow. The contents of the
chapters are summarized below.

Chapter |l provides a historical overview of the
status of health care in correctional institutions and
the need for reform. Barriers to improving care are
described, along with early reform efforts, including
those of the courts and professional associations. The
chapter ends by describing current programs aimed
at improving the field of correctional health care.

Legal issues surrounding the provision of care in
prisons and the origin of inmates’ constitutional
right to health care are described in chapter lll. The
“deliberate indifference” standard articulated by the
Supreme Court in 1976 in the landmark case of Estelle
v. Gamble is presented, along with relevant cases that
have further defined the limits and extent of that legal
standard. The chapter briefly states the legal require-
ments for providing basic medical, mental health, and
dental services and discusses such issues as forced
psychotropic medications, confidentiality, and AIDS.

Chapter IV introduces ethical principles basic to
health care providers, including confidentiality and
informed consent, and discusses them in the con-
text of the correctional setting. Other issues, such
as the participation of inmates in biomedical research
and the use of advance directives for the terminally
ill, are addressed. This chapter also offers guidance
for ethical behavior when correctional health pro-
fessionals are asked to participate in custody functions,
such as searching body cavities, collecting forensic
information, or witnessing use of force. Ethical dilem-
mas posed by the use of restraints, disciplinary
segregation, hunger strikes, and executions are dis-
cussed as well. Finally, the chapter examines the
circumstances under which it is appropriate for cor-
rectional health professionals to share limited
information about their patients with custody staff.

ChapterV focuses on the organizational struc-
ture of prison health services. The results of
an NCCHC survey demonstrate the variability of
health services’ organizational structure among state
departments of correction (DOC) and a sample of
large jails. The components of a model organization-
al structure are discussed, including the need for a
designated systemwide health services director with
line authority over unit health staff; the placement
of health services within the DOC or jail adminis-
tration; and the rationale for including medical,
dental, and mental health services under a single
organizational umbrella. Additionally, the issue of
contracting health services to a for-profit firm is
addressed, and guidelines are provided regarding the
elements that should be included in such a contract.
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Positions and roles are suggested for health staff
functioning at the central office, regional office, and
unit levels. The same model works well for large jail
systems with more than one facility.

Chapter VI concentrates on staffing concerns that
require special consideration in a correctional setting.
Deciding how many health staff of each type are
needed to provide the desired level of care may be
an administrator’s most difficult task. Developing
health staffing patterns for prisons and jails is com-
plicated further by custody rules and regulations that
affect productivity. Rational staffing patterns that take
special factors into account are suggested. Recruiting
and retaining correctional health staff present a spe-
cial challenge. Reviewing the system’s employment
package, offering such benefits as employee health
care and employee assistance programs, selecting
staff, and orienting and training health professionals
are discussed.

Chapter VIl reviews the components of a model
health care delivery system. Basic elements of
the medical, dental, and mental health programs are
discussed, along with such ancillary services as eye
care, pharmacy, laboratory, radiology, and medical
records. Guidelines are provided for conducting
intake screening, health assessments, and sick call, and
for monitoring individuals who are chronically ill.
Special considerations in arranging for emergency
services, specialty services, hospitalization, and other
community referrals are described. Throughout this
chapter, the requirements of the various sets of
national standards are referenced and compared.

Chapter VIl addresses inmates’ special health
needs, including specific chronic illnesses or com-
municable diseases. Caring for special populations—
such as inmates who are suicidal, developmentally
disabled, or physically handicapped—is addressed,
as well as the unique health needs of the geriatric
population and the terminally ill. The need to identi-
fy and accommodate these groups is emphasized.
Special housing, treatment, and staffing implications
are reviewed, and model programs operated by vari-
ous prisons and jails are presented.

Chapter IX describes the health needs of women
offenders. It reviews what is known about the health
status of women behind bars, including their risk
behaviors and health care utilization patterns. Diseases
and conditions of concern to females and the special
health needs of women, including pregnancy and
parenting, are described. Procedures and programs
designed to meet the various health needs of this
group of offenders are suggested as well.

Chapter X discusses strategies to prevent dis-
ease, control infection, and promote health
and safety in prisons and jails. Detailed guidelines
for establishing and operating an effective environ-
mental health and safety program are presented.
The requirements of the various national standards
governing environmental health issues are reviewed.
Information needed to implement infection control
and communicable disease programs is provided.
This chapter makes a case for developing aggressive
health education programs for inmates. The public
health perspective reflected in this chapter suggests
that preventive measures can yield long-term savings
in the cost of care.

Chapter Xl describes issues that administrators and
architects should consider when planning correc-
tional health facilities. The steps involved in the
planning process, including instituting the planning
committee, determining its composition, and defin-
ing its objectives and scope of authority, are reviewed.
The need for accurate data about the population to
be served is stressed, so that appropriate decisions
can be made regarding the level of care and services
to be offered at the new or renovated facility. The
process of summarizing design needs and develop-
ing an architectural program statement is reviewed.
Basic equipment needs are outlined as well.

Chapter Xl focuses on data management and
documentation issues. Basic information is pro-
vided regarding what data to collect, how to collect
them, and how they can be used in planning and
managing prison and jail health care services.The
need for administrative statistics, utilization data,
budgetary information, and epidemiological data is
stressed. Other documentation issues—such as the
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use of standardized forms, the organization and man-
agement of medical records, and the efficacy of
computers—are reviewed.

Chapter XllI discusses quality improvement.
Various strategies to improve the quality of care
and reduce liability are discussed. Guidelines are
established for implementing a quality improvement
program for a state DOC or large jail system that
addresses the role of both central office and unit
health staff. Additionally, the benefits of review by
external groups are presented, and the accreditation
programs offered by the American Correctional
Association, the Joint Commission on Accreditation
of Healthcare Organizations, and NCCHC are
compared.

Chapter XIV reviews cost considerations. It
describes financing options available to fund correc-
tional health programs and offers advice on devel-
oping a budget and dealing with insufficient funding.
This chapter presents the results of a survey con-
ducted for this 2001 edition that demonstrate the
escalating cost of care in prison health systems.The
survey also was sent to a sample of large jails to

obtain baseline costs for these facilities. Strategies
for controlling these costs are discussed.

Chapter XV concludes the book by reviewing the
state of prison and jail health care and suggest-
ing the areas that need refinement and emphasis in
the new millennium. Emerging issues and future
trends are presented.

The appendixes contain sample forms, worksheets,
checklists, policies, and standards from state and
local departments of correction and NCCHC.
Details from the national cost of care survey also
are presented.

In all, the 15 chapters and the appendixes are intend-
ed to serve as a comprehensive reference to prison
and jail health care—its past, the complexities of its
present, and a look toward its future needs.

NoOTE

|. Dr.Thompson, past president of the Washington
State Medical Association, made this statement in
the film “Out of Sight—Out of Mind” (Chicago:
American Medical Association, 1979).
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HISTORICAL OVERVIEW:
THE MOVEMENT TO IMPROVE
CORRECTIONAL HEALTH CARE

Now it is true that the prisoner’s
basic material needs are met—in the
sense that he does not go hungry,
cold or wet. He receives adequate
medical care and he has the oppor-
tunity for exercise.

Gresham Sykes, 1958

Those words were written more than 40 years ago
by one of this nation’s foremost criminologists. In
making a point about the lack of amenities for inmates
in prison, Sykes assumed that the necessities of life
were provided. Nevertheless, by the 1970s, various
studies and court cases had begun to document insti-
tutional atrocities that forced society to question
seriously whether the necessities of life were being
provided to those behind bars.VVith respect to health
care, consider the following accounts of treatment of
inmates in some of the nation’s jails and prisons three
decades ago:

According to her account,? she was con-
stantly horrified and often terrified by the
inhumanity on the part of both the staff
and the inmates. It began with the physical
examination when the matron searched
seven women for concealed narcotics, using
a vaginal tool without sterilizing it between
the examinations.When Mrs. X protested,
the matron made her the last of the women
to be examined. The doctor who examined

her took away her prescription medicine
for a heart condition and never returned
it although he had promised to do so.
(Menninger, 1969:41)

His constant threats of suicide and his con-
stant animation called for medical interven-
tion. Indeed, the medical department found
a solution to his problems that was not
particularly unique in the [19th] century
but somewhat disconcerting in the 20th
century: they filled him with tranquilizers
and shackled his legs and arms to the bars.3
(Goldsmith, 1975:83)

A quadriplegic, who spent many months
in the hospital at the M&DC [Medical and
Diagnostic Center], suffered from bed
sores which had developed into wounds
because of lack of care and which eventu-
ally became infected with maggots. Days
would pass without his bandages being
changed until the stench pervaded the
entire ward.The records show that in the
month before his death, he was bathed
and his dressings were changed only once.
(Newman v.Alabama, 1972)

Prisoners are supposedly screened during
the classification process for job assign-
ments so that men with health conditions
which would be aggravated by a particular
job or which would be unsafe to others
are assigned appropriately. There are indica-
tions that the job assignment process does

frn
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not function as intended. For example,

a man at Camp Hill with a known heart
and stomach condition was assigned to a
garbage detail; he reportedly died after lift-
ing heavy garbage pails. (Health Law Project,
1972:35-36)

In all fairness, though, Sykes should not bear the
brunt of criticism for a remark he made in passing
several years ago.A host of other authorities (and in
the more recent past) failed to consider the pressing
problem of health care in corrections. The American
Medical Association (AMA) noted the following in
its proposal to the Law Enforcement Assistance
Administration (LEAA) for funding a correctional
health program:

As recently as 1965 ... when the National
Crime Commission studied a national sam-
ple of short-term institutions, it did not
isolate health services as a topic of special
concern.The Joint Commission on Correc-
tional Manpower and Training established
by Congress a short time later similarly
failed to obtain systematic information on
health services in jails and related institu-
tions. (American Medical Association, 1974:3)

Other authorities—namely, the courts—confronted
with instances of negligent or inadequate health
care in correctional institutions chose to ignore it.
Relying on the “hands off” doctrine* established
decades earlier;® the courts—in most instances until
the 1970s—abstained from reviewing the actions of
prison and jail officials.

The medical profession itself and, in particular, organ-
ized medicine, expressed little interest in the plight
of prisoners’ health care until about 1970.6

The sections that follow explore issues surround-
ing health care in prisons and jails in greater depth.
Section A examines the status of health care in cor-
rectional facilities prior to efforts to improve it and
identifies deficiencies in its delivery. Section B reviews
the barriers to improving the inmates’ lot that previ-
ously existed. Section C outlines some of the justifi-
cations for upgrading health care in corrections, and

section D discusses early attempts to improve correc-
tional health care. Section E describes recent efforts
to improve correctional health care, including litiga-
tion and compliance with national standards.

This chapter focuses on health care in prisons and
jails as opposed to other types of correctional insti-
tutions, such as juvenile detention facilities, halfway
houses, or overnight police lockups. A prison is
usually defined as an individual facility operated by
a unit of state (or federal) government for the con-
finement of adults convicted of a felony whose
sentences exceed | year. In contrast, a jail generally
is operated by a city or county for the purpose of
holding arrestees pretrial or confining individuals
convicted of misdemeanors who generally are
sentenced to | year or less. A number of authorities
cited herein, however, do not make this distinction
and use the terms “prison” and “jail” interchangeably.”

A.THE STATUS OF
HeaLTH CARE IN
PRISONS AND JAILS

No other system surpasses the jails for
having the absolute worst health care system
in the United States. (Shervington, 1974)

This quote reflected the growing belief that the sta-
tus of health care in corrections was poor and that
the health status of inmates—whether or not the
result of incarceration—also was poor. Until about
1970, few studies existed to support this belief.
Indeed, as noted in the previous section, the issue
itself was not generally a topic of concern.

After 1970, however, a number of organizations
began to study health care in corrections, albeit not
in any systematic way. Many of the early reports
were theoretically rather than empirically based.
They relied on anecdotes rather than experimental
data to support their assertions. Even those few
studies that tried to field-test some general notions
about the lack of health care in corrections usually
were methodologically flawed. Nevertheless, these
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studies represented the best information available
at the time and, thus, should not be dismissed out
of hand.

In general, the common assumptions running
through these studies included one or all of the
following assertions:

* Inmates were in poorer health than others in their
age group at the time they entered institutions.

¢ Several institutions in the United States lacked
any health care facilities.

¢ Even in those institutions where health care facili-
ties were available, the services offered and the
care given may have been inadequate.

* The living conditions in jails and prisons them-
selves caused health problems.

In the sections that follow, each of these assertions
is examined along with supportive evidence available
from a review of the early literature.

I. Inmates Entered Institutions
in Poor Health

Most of the evidence with respect to this assump-
tion was indirect. In the early 1970s, no published
studies attempted to document the general health
status of inmates at the time of their admission to
jails or prisons and compare their status with that
of individuals in the community of similar age, sex,
and ethnicity. Instead, the statement was assumed
to be true on the basis of the interrelationships
between poverty, crime, and poor health.8

Some evidence of the poor health status of inmates
existed at the federal level. For example, one article
decrying the inadequacy of health care in correc-
tional institutions in general contained the following
statement:

At the outset, the prison population is not
healthy ... the “typical” inmate enters pri-
son with a 95% chance that he needs med-
ical care and a 66% chance that the care
he receives will be his first contact with
professional medical attention.

Furthermore, he has a 50% likelihood of
drug abuse, a 5% chance of severe psychi-
atric disturbance, and a 5% possibility of
having serious emotional problems.
(“Medicine behind bars,” 1971:26)

The basis of these estimates was not reported, but
the statistics were startling. Even more startling was
the fact that the author was referring to the federal
prison system. If Menninger and others are to be
believed,’ the situation at the local level must have
been even more dismal.

Although empirical studies detailing the overall
health status of inmates at the time of admission
were lacking, several other reports described partic-
ular health problems in prison and jails. These typi-
cally focused on problems of alcoholism,!0 drug
abuse,!! and mental illness.!2 Although none of these
reports dealt with alcoholism, drug abuse, or mental
illness specifically as medical issues, they helped to
identify areas of medical need. Regardless of the
exact numbers, the following seemed clear:

* Some inmates were alcoholic and, thus, might
exhibit both acute and chronic medical problems
at the time of their admission, including seizures,
delirium tremens, malnutrition, and chronic liver
ailments.

* Some inmates in correctional institutions were
substance abusers and, thus, were prone to such
diseases as hepatitis, in addition to other condi-
tions that might accompany drug abuse.

* Some inmates were mentally ill or retarded.
Others became mentally ill after incarceration,
as the number of suicides and suicide attempts,
as well as physical and sexual assaults, attested.

* Other categories of inmates brought their special
medical problems with them. For example, prosti-
tutes and homosexuals were more likely to have
a higher incidence of venereal disease.

Seemingly, some inmates were entering institutions
in poor health. It also was becoming clear that most
jails and prisons lacked the facilities necessary to
handle inmates’ health care needs.

frn
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2. Many Institutions Lacked
Health Care Facilities

A review of the early literature suggests that the
first national survey even to broach the question of
the availability of health facilities in corrections did
not occur until 1970.13 Then, it was determined that
only about half of the responding jails had any med-
ical facilities at all.'* True, the LEAA survey included
only one item related to the availability of medical
facilities, and the nature of these facilities was
unknown. Still, it was a beginning.

At about the same time, the AMA began to show an
interest in the status of health care in jails. In view of
the dearth of data on the subject, the AMA decided
to complete its own survey to determine the scope
of the problem. Meetings with correctional officials
as well as a small exploratory study's had convinced
the AMA that a problem existed and that organized
medicine could play a part in its solution; but first,
more information was needed.

A 4-page questionnaire was mailed to 2,930 sheriffs
administering local jails who were listed with the
National Sheriffs’ Association. Of the forms returned,
1,159 were usable—about 40 percent of the total
number of questionnaires mailed (American Medical
Association, 1973: |-2). From the responding jails, a
dismal picture of the availability of health care facili-
ties began to emerge:

* In two-thirds of the jails (65.5%), the only “medical
facility” available within the jail itself was first aid.
An additional 16.7 percent reported that not even
first aid was available (p. 12).

* No physician was available on a regularly sched-
uled basis in 28 percent of the jails, and physicians
were not available even on an “on call” basis in
I 1.4 percent of the jails (p. 20).

* Only 37.8 percent of the jails indicated that a den-
tist was available and only seven jails (less than
[%) said a dentist made daily visits (pp. 20, 28).

The jails’ availability of resources for handling the med-
ical problems of special categories of offenders was

no better. Less than 20 percent of the responding
jails had any special facilities for handling alcoholics,
only 10 percent had facilities for drug addicts, and
only 14 percent had facilities for the mentally ill (p.14).

Admittedly, the AMA survey was methodologically
flawed, and the response rate was not optimal.
However, another survey conducted the same year,
but not reported until 1974, tended to support the
AMA findings on the lack of availability of medical
facilities and staff in jails.!6

Seemingly, medical personnel and facilities did not
exist on a formal basis in the majority of the nation’s
jails, and even where they did exist, there was no
assurance that they were adequate. But what about
prisons?

Unfortunately, no comparable national surveys iden-
tified the level and extent of health care services in
state correctional systems. Indeed, such a survey still
has not been conducted.The evidence from the few
studies of state prison health care delivery (e.g., in
Kansas, Kentucky, Maryland, Massachusetts, Michigan,
Pennsylvania, Washington)!7 or from court cases of
that era (e.g., Holt v. Sarver (1970), Newman v. Alabama
(1972)) indicates that, contrary to popular opinion,
health care systems in prisons were no better than
those in jails.

In some ways, prison systems may have been worse.
For example, the lack of ongoing health care delivery
systems in jails often meant that when inmates “really
needed” care, they were sent to the local hospital
emergency department to receive it. While this

may not have been the most efficient or least costly
alternative, at least the care received met community
standards. In contrast, most prisons tended to have
some facilities for health care onsite and hence may
have been more reluctant to send an inmate to the
“free world” for care.The health staff in prisons,
though, often consisted of unlicensed foreign med-
ical graduates or physicians with institutional licenses,
supplemented by unlicensed medical corpsmen and
untrained inmate “nurses.’!8 As noted below, these
and other factors scarcely meant that health care in
prisons was adequate.
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3. Health Care in Corrections
Was Inadequate

The third common assertion running through the
literature was that even where medical staff and facili-
ties existed in correctional institutions, the care given
was often inadequate. Most of the studies reflecting
this view were conducted in state prison systems.

One of the first studies to focus on the adequacy of
health care in prisons (and the only known national
study to date) was undertaken by the National Society
of Penal Information in 1929.19 After describing the
generally inadequate conditions of the health care
delivery systems in the prisons studied, Rector out-
lined minimum standards for medical care in institu-
tions. These included recommendations for all inmates
to receive physical examinations by a “competent
physician” both at the time of admission and at the
time of discharge from the institution. Rector also
indicated that daily sick call should be held by a
physician and that complete dental care and com-
plete optometric care should be available.20

Later studies indicated that these standards were
still largely unmet. For example, the 1972 AMA
survey noted that less than 7 percent of the jails
examined all inmates as a matter of course. In most
instances, physical examinations were given only
when the inmates complained (American Medical
Association, 1973:26). Similar findings were reported
in a Massachusetts study of state prisons (Medical
Advisory Committee on State Prisons, 1971) and in
studies of the Kansas (Woodson and Settle, 1971)
and Kentucky (Kentucky Public Health Association,
1974) systems as well. Daily sick call was not a
universal norm (Health Law Project, 1972:87-88;
Kentucky Public Health Association, 1974), and even
when held, it was not necessarily of good quality.2!

Mental health services were lacking also.The absence
of screening mechanisms (Medical Advisory Committee
on State Prisons, 1971) and testing services (Kentucky
Public Health Association, 1974) coupled with defi-
ciencies in staffing and facilities (Office of Health and
Medical Affairs, 1975a) meant that inmates’ mental
health needs frequently were not addressed.

Dental care, when available, often was limited to
emergency extractions, with little thought given to
restorative or preventive care.22 This situation existed
in spite of the fact that the vast majority of inmates
seriously needed dental services (Office of Health and
Medical Affairs, 1975a:226; Anno, 1977). Optometric
care was virtually nonexistent (Health Law Project,
1972:97; Office of Health and Medical Affairs,
1975a:225-226).

4. Living Conditions in Prisons
and Jails Caused Health
Problems

The fourth assertion often found in the literature
was that the living conditions in prisons and jails
were harmful to inmates’ health. Of the numerous
deficiencies listed, those concerning overcrowding,
inadequate diet, poor sanitation, and lack of recre-
ation and exercise facilities were the most frequent
and the most serious. Many reports suggested that
if inmates were not sick when they entered institu-
tions, they would become so once they got there.

The general living conditions that reportedly existed
in jails and prisons in the early 1970s were, for the
most part, atrocious. Many institutions were old
and outmoded, and many more were in disrepair.23
Adequate lighting, heating, and ventilation often were
unavailable, and air conditioning was a luxury pro-
vided to few. More important, sanitary conditions
frequently were lacking.24

The literature is replete with examples of unsanitary
conditions and practices in correctional facilities. The
Pennsylvania study noted earlier reported instances
of cockroaches in the dining room, rat droppings in
the kitchen, medical reports documenting mice bites,
and infestations of lice and vermin (Health Law
Project, 1972:23). Similar conditions were found in
institutions in the Michigan study?5 and also docu-
mented in court cases of that era.26

Furthermore, the Pennsylvania study stated that
“no institution had an established routine for physi-
cal inspection of the premises to monitor cleanliness”
(Health Law Project, 1972:23). These same findings
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were borne out by the 1972 AMA survey, which found
that although most of the respondents stated that
sanitary inspections were made, the person con-
ducting those inspections was usually the sheriff
(American Medical Association, 1973: 30-31). At the
prison level, Walker and Gordon (1977) noted that
environmental inspections, where conducted, were
usually the responsibility of correctional officers who
were not trained as environmental health specialists.

Finally, the National Advisory Commission on
Criminal Justice Standards and Goals (NACCJSG)
in its discussion of major institutions indicated that:

Many institutions are poorly cooled, heat-
ed, and ventilated. Lighted levels may be
below acceptable limits. Bathroom facilities
often are insanitary, too few, and too pub-
lic. Privacy and personal space hardly ever
are provided because of overriding preoc-
cupation with security. Without privacy and
personal space, inmates become tense and
many begin to react with hostility. As ten-
sion and hostility grow, security require-
ments increase, and a negative cycle is put
into play. (1973:355)

Deficiencies also existed in the management of food
services and nutritional content of the meals. The
Michigan study noted that “beverage milk handling
in most locations observed was at best primitive,
and at worst risks contamination and transmission
of infection, particularly of the enteric diseases.”
Additionally, there were “faulty and insanitary equip-
ment and utensils . .. unclean storage refrigerators,
improperly cleaned and maintained equipment and
insufficient hand washing lavatory facilities ...”
(Office of Health and Medical Affairs, 1975a:327).
The Kentucky survey of penal institutions showed
similar deficiencies. Furthermore, sufficient nutritional
content in the daily diet may have been lacking,27 a
hot meal may have been served only once a day,28
and what was served may have been so unattractive
as to make it virtually inedible.2?

Beyond the inadequacies of sanitary conditions and
diet, overcrowding once again was becoming a seri-

ous problem with which to contend. During the late
1960s and early 1970s, when community treatment
of offenders and diversion were most in vogue,
prison and jail populations began to decline. In 1970,
the National Jail Census found that only 5 percent
of jails in its survey reported overcrowding (Law
Enforcement Assistance Administration, 1971:4). In
contrast, however—whether as a result of a back-
lash against community treatment programs or
simply an increase in the number of young people
(who are statistically associated with higher rates

of crime) in the general population—a 1976 survey
found that the number of inmates in state and
federal institutions was at an all-time high and that
overcrowding in many areas had reached crisis pro-
portions (Gettinger, 1976:9-20). A 1978 survey of
state and federal prisons reported that “across the
nation, 46 percent of federal inmates and 44 percent
of state inmates lived in high density, multiple occu-
pancy units” (Mullen and Smith, 1980:61-63).30

The effects of overcrowding on inmates’ physical and
psychological health status have been debated by
researchers for years. A host of psychological stud-
ies have yielded contradictory results.3! While some
have claimed that suicide,3? violence,33 or stress3+
in prisons increases in overcrowded conditions,
others have pointed to the methodological flaws in
such research.35 The data on the physiological effects
of overcrowding are much more compelling and
less speculative, however. A number of researchers
have demonstrated that the risks of transmitting
tuberculosis3é and other airborne bacteria and
viruses37 increase in overcrowded conditions.

To add to the health hazards of unsanitary environ-
ments, inadequate diets, lack of personal hygiene, and
overcrowding, respite—however temporary—from
these dismal facts of life was rare.The lack of outside
exercise yards38 or indoor gymnasia, meaningful
work or sufficient educational and vocational pro-
grams,3? and recreational activities meant that many
inmates served their terms in forced idleness.

These factors, taken together, clearly constituted a
public health hazard that was staggering.



HisToricAL OVERVIEW: THE MOVEMENT TO IMPROVE CORRECTIONAL HEALTH CARE

B. BARRIERS TO
IMPROVEMENT

If all of these conditions with respect to health
care existed in correctional institutions, why was

so little done about it? A portion of the blame
surely rests with the universal claim of “inadequate
resources.” True, corrections often has been referred
to as a “stepchild” for its failure to obtain sufficient
resources from state and local legislatures. It also
may be true that in many communities, the public
has shown reluctance to provide better conditions
for those who have transgressed its laws or offended
its sense of morality. However, as public officials know
all too well, public opinion can be changed or even
ignored when the purpose suits them.Thus, if it had
only been a question of inadequate resources, the
task of improving health care in prisons and jails
would have been relatively easy. Pressures could
have been brought to bear to appropriate the
necessary funds.

The real barriers to improvement, however, were
more difficult to overcome.They involved actions as
well as attitudes and were, therefore, all the more
entrenched. Included in this latter group were the
positions taken by the courts, the attitudes of
prison and jail officials, the realities of the inmate
social system, and the problems and disinterest of
the medical profession. Each of these barriers is
examined in turn.

I. Courts and the “Hands Off”
Doctrine

A century ago, individuals incarcerated in penal insti-
tutions had virtually no rights. Zalman states that
prisoners were considered to be “slaves of the state
and entitled only to the rights granted them by the
basic humanity and whims of their jailors”(1972:185).
In reality, that statement would be more accurate if
the word “rights” were changed to “privileges.” Until
recently, the courts clung to a distinction between
rights and privileges as a justification for their failure
to review the actions of correctional officials in their
treatment of inmates.40

Judicial attitudes “prevented the expansion of the
few ‘privileges’ afforded prisoners into meaningful
‘rights’” (Hirschkop, 1972:452). With the exception
of the eighth amendment’s general prohibition against
cruel and unusual punishment, nothing in the U.S.
Constitution applies directly to the protection of
inmates. Thus, in the absence of specific constitutional
provisions to the contrary, the courts interpreted the
realm of correctional administration as beyond their
jurisdiction to review.

In addition to relying on the concept of separation
of powers, the courts also reasoned that they lacked
the necessary expertise in penology to determine
whether actions of prison and jail officials were jus-
tifiable and stated a further reluctance to interfere
based on the notion that such intervention might
subvert prison discipline.4! The inevitable result of this
hands-off policy by the courts was to grant prison
and jail administrators broad discretionary powers
in the way they cared for and treated their charges.

State courts often hid behind the hands-off doctrine
in dismissing petitions for writs of habeas corpus (to
bring a party before a court or judge) or granted relief
only where the petitioner could show that medical
treatment or the lack of it amounted to cruel and
unusual punishment of such a magnitude as to “shock
the conscience of the court’42 A 1963 Utah case,
Hughes v. Turner, demonstrated that extreme depri-
vation had to be present before the courts would
grant relief. In this instance, the prisoner’s complaint
that he was being denied “sufficient food for his sus-
tenance and comfort” was dismissed by the court,
which ruled that hunger pains were subjective.3

Relief was further limited because federal appellate
review of state prison administrators’ actions and
state court decisions was virtually unavailable until
the 1960s. Like the state courts, the federal courts
took refuge in the hands-off doctrine and added the
concept of federalism as further justification for their
abstentions from review. Under this latter policy,
powers not specifically delegated to the federal gov-
ernment were said to rest with the states and the
constitutional protections of the Bill of Rights
extended only to federal issues.
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With the passage of time, one by one the guarantees
of the Bill of Rights were said to be incorporated in
the equal protection clause of the 14th amendment
and made applicable to the states. Thus, the eighth
amendment was judged to be so incorporated in a
1962 case, Robinson v. California. The result of this
extension was to open state cases charging a denial
of eighth amendment constitutional protections to
federal judicial review. Further power for the federal
courts to intervene in state matters was obtained
by “the Supreme Court’s explicit recognition in
Cooper v. Pate (1964) that state prisoners could seek
to invoke the protections of the Civil Rights Act
(§1983)"—passed by Congress in 1871 (Alexander,
1972:17).

The immediate effect of these decisions, however,
was not to broaden the remedies available to pris-
oners alleging cruel and unusual punishment. Rather,
it initially served to entrench the federal courts
further in their use of the hands-off doctrine. In the
area of medical treatment, the doctrine itself was
refined and “three theories emerged to limit the
concept that the denial of medical care amounted
to cruel and unusual punishment” (South Carolina
Department of Corrections, 1972:147).

The first theory generally held that an action for
deprivation of civil rights under §1983 was not a
substitute for available state remedies for damages.
The second invoked the notion that deprivation of
medical care must be so barbaric or extreme as to
“shock the conscience of the court” before it would
constitute cruel and unusual punishment. Under this
test, all cases alleging deprivation of medical care
were denied relief for failing to reach constitutional
magnitude (see, e.g., Haggerty v.Wainwright (1970),
Krist v. Smith (1970), Snow v. Gladden (1964)). In the
third theory, the courts distinguished between the
availability of medical treatment and the adequacy
of treatment given.When the issue was adequacy
and not deprivation of medical care, the courts
deferred to the opinion of correctional physicians
and officials that reasonable care was being provided.
As long as some treatment was given, the courts were
reluctant to determine that it was not sufficient.44

The effect of these actions, taken together, was virtually
to bar prisoners from obtaining redress for anything
but the most extreme deprivation of medical care.
The courts relied on the willingness of officials “to
do the right thing” without judicial intervention in
prison and jail administration. As indicated in previ-
ous sections of this chapter, however, that trust was
not always well founded.

2. Correctional Officials’
Attitudes and the Inmate
Social System

The failure of correctional officials to provide adequate
health care for inmates becomes more understand-
able when the goals of the prison system are
examined. Although jails existed in the 18th century,*
the use of prisons as a form of punishment in
America began around 1820.46 The creation of the
prison initially was undertaken as a reform move-
ment: “discipline ‘directed at the mind’ replaced a
cluster of punishments ‘directed at the body’—
whipping, branding, the stocks, and public hanging”
(Ignatieff, 1978:xiii). A strong religious component
was included in “the invention of the penitentiary”
(Rothman, 1971:79). In fact, the term “penitentiary”
is derived from the Puritan notion of doing penance
for one’s sins. According to Rothman (1971:105),
“the doctrines of separation, obedience, and labor
became the trinity around which officials organized
the penitentiary.” It was believed that such a regi-
mented life would transform the offender and that
“the penitentiary would promote a new respect for
order and authority” (Rothman, 1971:107).

Although today’s correctional administrators have
all but abandoned the “rehabilitative ideal”#7 as a pur-
pose of confinement, the politics of punishment*®
and prisons’ and jails’ quasi-military management
style remain much the same. Issues of security and
order still take precedence over all other considera-
tions. Prisons and jails exist almost solely for the pur-
pose of custody.To the extent that health services are
not seen as contributing toward that goal, they are
likely to be given a low priority. In fact, according
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to one researcher, “to many correctional officers,
medical department activities, which often require
seemingly excessive movement of inmates, drugs,
and vulnerable people (particularly nurses) on cell-
blocks, not only do not contribute to but are dis-
ruptive of basic prison goals” (Goldsmith, 1975:24).

Furthermore, while the existence of some of the
atrocious living conditions and inadequate health
services may have been due to the deliberate cruelty
of some officials, the more prevalent attitudes sim-
ply may have been indifference to the inmates’ plight
or beliefs that the deprivation was justified or that
the inmates were “faking.” By virtue of the fact that
they are incarcerated, correctional staff may feel
that inmates are undeserving of basic human consid-
erations. As Goffman points out, staff notions of
moral superiority are one of the characteristics of
“total institutions”:

In total institutions there is a basic split
between a large managed group, conve-
niently called inmates, and a small supervi-
sory staff.... Each grouping tends to conceive
of the other in terms of narrow, hostile
stereotypes, staff often seeing inmates as
bitter, secretive, and untrustworthy, while
inmates often see staff as condescending,
highhanded, and mean. Staff tends to feel
superior and righteous; inmates tend, in
some ways at least, to feel inferior;, weak,
blameworthy, and guilty. (1961:7)

In jails and prisons, the reciprocal roles of inmates
and staff are compounded further by continuous
struggles for power.#? Although correctional officers
normally have the upper hand, inmates may spend
inordinate amounts of time thinking up ways to sub-
vert institutional discipline and manipulate officials
to their advantage.50

Regarding medical matters, correctional officers are
well aware of the additional benefits that may accrue
to inmates who ostensibly are seeking relief from

illness or pain.A trip to the facility’s infirmary or to
a hospital on the outside offers the inmate the fur-
ther possibilities of lessening the usual boredom of

the day’s routine, getting out of an undesirable or
unwanted work situation, “scoring” such items as
drugs and supplies that later may be used as currency,
meeting with other inmates or family members
who may be at the infirmary or hospital by pre-
arrangement, and finally—the most disturbing of
all possibilities to correctional officials—escaping.5!

Given their usual distrust of inmates and the
knowledge that inmates can fake illness to their own
advantage, some correctional officers become cynical
and refuse to believe that any except the most obvi-
ously ill need care. Other staff resent that convicted
criminals are given what they perceive as a level of
care and a degree of access denied to them and
their families. Correctional officers have been known
to make the system of health care work to their
advantage in several ways. In the past, access to med-
ical care usually was controlled by the security staff;
they could either withhold it as a disciplinary meas-
ure or grant it as a special privilege. In either case,
inmates actually needing medical care likely were
not receiving it. Similarly, officers and correctional
administrators have been known to exert consider-
able pressure on clinicians (sometimes in a very
subtle manner) to treat a patient more conserva-
tively than was properly indicated, particularly when
offsite, inconvenient, or expensive treatment is
involved. In addition, a shortage of escort or trans-
portation officers or vehicles becomes a convenient
excuse for denying (or at least delaying) care.

3.The Medical Profession and
“Hands On” Care

It has been pointed out that prisons and jails lacked
sufficient coverage by medically trained personnel
and that sometimes those who served inmates
were uncaring or, worse, incompetent. This resulted
in the attachment of a disparaging stigma to the term
“prison doctor;” creating a vicious cycle by making it
even more difficult to recruit qualified and dedicated
health professionals. Other reasons existed for the
shortage of competent physicians and allied health
personnel in correctional facilities. In some cases, the
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community at large may have experienced a shortage
of physicians and medical resources. Prisons tend to
be located in rural areas and are, therefore, out of
the “medical mainstream.” In other cases, correctional
facilities failed to allocate sufficient moneys to attract
and retain qualified health professionals. In still others,
the correctional facility’s policy of refusing to hire
women for jobs “behind the walls” meant that inmates
were medically underserved.52 Additionally, the work-
ing conditions in prisons and jails and the ingrained
attitudes of health professionals themselves often
acted as even more effective barriers to improving
existing conditions.

In the past, a correctional facility was not likely to
be a comfortable place to work.The general atmos-
phere may have been unattractive and oppressive,
the conditions unsanitary, and the working space for
health services inadequate. Supplies and equipment
frequently were insufficient and outmoded, and the
provision for backup facilities within the institution
and support services in the community often were
nonexistent.

Furthermore, prisons and jails offered health
professionals—especially physicians—little in the
way of money, status, or prestige. In addition, the
patients that physicians served were likely to be pro-
fessionally uninteresting. Physicians probably encoun-
tered few cases that represented an intellectual
challenge. Instead, they were confronted with a
series of common ailments—both real and claimed—
for which treatment was fairly routine.33 Much of
the correctional physician’s workload consists of
holding sick call and performing standardized physi-
cal examinations. Emergency situations are rare in
most institutions and are as likely to occur when
the physician is away from the facility as not
(Goldsmith, 1975:21-23).

Compounding these issues were the attitudes and
values of the physicians themselves. If a gap exists
between the lifestyles and belief systems of correc-
tions officials and inmates, the social distance between
physicians and inmates is even greater. Moreover, the
correctional setting is not conducive to developing a

relationship of mutual trust. Inmates may view health
professionals as allies of the corrections staff and fear
that the usual doctor-patient privilege may be abro-
gated in favor of security concerns. By the same
token, a physician who has been conned once too
often may come to view almost all inmate medical
complaints as attempts at manipulation.>* This con-
flict, from the physician’s perspective, has been
described as follows:

The physician in our society, goal oriented,
hard working, motivated by intellectual, eco-
nomic and ego needs, has little empathetic
relationship with the prisoner who is a
patient. In addition, it is not beyond reason
to suspect that the physician believes the
prisoner is an exploiter, a malingerer, and
even a source of veiled and violent threat.
With so much to be done in this world,

is the valued time of the physician to be
spent in this area? (“A proposal for the
improved care of prisoners in the state
of Maryland ...,” undated:8 as quoted in
American Medical Association, 1974:19)

The physician-inmate relationship is further compli-
cated by the attitudes and beliefs of the correctional
staff. A physician who wants to practice good medi-
cine may not be allowed to do so. On one end, the
warden or jail administrator may control the direc-
tion of the medical program, in addition to its purse
strings. On the other end, line personnel often con-
trol inmates’ access to medical services. The physician
and other health personnel are caught somewhere
in the middle. They must walk a tightrope, trying to
balance the real medical needs of inmates with the
security concerns and priorities of the line and
supervisory correctional staff. If health care person-
nel become overly identified as “inmates’ advocates,”
they run the risk of having their program subverted
by correctional staff. If, however, they lean too far
toward the custody side, their relationship with their
patients is jeopardized and the inmates’ medical
needs may not be served adequately.
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Given all these factors, it is easy to understand why
working in the nation’s prisons and jails may have
been less attractive to competent health professionals
than opportunities in other settings in the community.

C. JUSTIFICATIONS FOR
IMPROVING CORRECTIONAL
HeaLTH CARE

No matter how formidable the barriers seemed,
by the 1970s, society’s obligation to make improve-
ments in correctional health care was becoming
clear. The nation exhibited a growing awareness of
the extent of the system’s deficiencies. Justifications
for assuming this monumental task were manifold,
including ethical considerations, security reasons,
humanitarian and health concerns, and legal issues.
In addition, and perhaps for all of these reasons,
many citizens recognized improved correctional
health care simply as good public policy.

I. Ethical Considerations

Some of the most compelling reasons for improving
health care in correctional facilities were based on
moral principles. In general, our communities increas-
ingly believed that good health care should be a
right extended to everyone and not a privilege avail-
able only to those who could afford it.3> With respect
to prisoners, the courts increasingly recognized that
a government was not entitled to withhold the basic
necessities of life from its charges and that access
to health care was one of these necessities.

One of the most encouraging signs indicating that
prospects for change were good was the support
received from correctional representatives regarding
inmates’ rights to health care. NACCJSG phrased it
this way:

One of the most fundamental responsibili-
ties of a correctional agency is to care for
offenders committed to it. Adequate med-
ical care is basic; food and shelter are basic.
Withholding medical treatment is not unlike

the infliction of physical abuse. Offenders do
not give up their rights to bodily integrity,
whether from human or natural forces,
because they were convicted of a crime.
(1973:36)

From the U.S. Bureau of Prisons’ manual on jails
came this strongly worded statement:

No jail is too small to provide adequate
medical care.Whether the jail holds one
inmate or a thousand, the administrator
has a responsibility to protect the health
of his prisoners and to safeguard the
health of the community. He cannot meet
this responsibility if he does not provide
medical care for prisoners. Certainly no
jail administrator has the right to impose
a death sentence, and failure to provide for
the medical needs of those in custody is
equivalent to pronouncing a death sentence.
(Pappas, 1972:140)

Even more heartening, however, was a statement
from the National Sheriffs’ Association that read,
in part, as follows:

Insufficient resources and inadequately
trained custodial personnel are repeatedly
cited as reasons for the lack of adequate
medical and dental care, as well as for
the absence of recreational programs
and facilities.

But while all these conditions and prob-
lems may prevail in a given institution, they
do not alter the responsibility of the jail
administrator to fulfill the right of each
person in custody to a healthful and safe
environment. The duty of the jailer is not
simply to keep secure those entrusted to his
custody, he must care for them as well.
(1974a:13, emphasis added)

And finally, the American Correctional Association
(ACA) had this to say:

The objectives of a health and medical serv-
ices program for prisoners must include the
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promotion of health, the prevention of dis-
ease and disability, the cure or mitigation of
disease, and the rehabilitation of the patient.

Good medical care cannot be promoted
when services are rendered on the basis
of a double standard, as for instance, one
for “paying patients” and one for “public
charges.” To achieve the goals set down
above, medical care programs for prisoners
must be equivalent in quality to the care
which is available in the community.
Acceptance of a lesser standard will make
impossible the achievement of these goals.
(1966:436)

2, Security Reasons

Another set of arguments for improving correc-
tional health care was based on the belief that it
also would improve institutional security. If “custody”
is the primary objective of prisons and jails, then
order and security must be maintained. Because
anything that threatens order violates the institu-
tion’s primary objective, presumably a correctional
administrator would be interested in improving
inmates’ health services as a way to maintain order
and reduce the threat of violence.

Undoubtedly, most prison riots have been precipi-
tated in part by the appalling conditions and inhu-
mane treatment that existed in those institutions. In
virtually every prison riot in which inmate demands
are made, the list of requested reforms includes
better diet and general living conditions, as well as
improvements in access to and adequacy of health
care.>6 According to this viewpoint, riots and other
instances of prison and jail violence are a direct
result of intolerable conditions that reach a crisis
proportion, and then the institution explodes.

Not all agreed with the “prison as a powder keg”
theory of the cause of riots, among them penologist
Lloyd McCorkle. McCorkle believed that riots occur
because the people inside are unhappy. He did not
think that riots were necessarily related to inmate

complaints regarding poor conditions. In fact, he
believed that the lists of grievances often were
drawn up after the fact to legitimize the riot.57

If McCorkle is correct, the argument that improving
prison and jail conditions will reduce the threat of
violence is a specious one. Following the Attica upris-
ing in 1971, however, a number of correctional
observers again reasserted this theory.>8 Hence,
another justification for improving correctional health
care was added to the growing arsenal for reform.

3. Humanitarian and Health
Concerns

If ethical and security considerations were not suffi-
ciently convincing, further justification was found in
humanitarian and public health reasons.The idea that
society owed inmates health services that were at
least comparable to those available to the general
public was gaining ground. In fact, there was a grow-
ing belief in some circles that society had an even
higher duty to care for inmates because they were
not free to care for themselves.>? Considering that
many inmates entered prisons and jails in poor health
and that the institutions themselves often exacerbated
their conditions, any position to the contrary was dif-
ficult to justify on humanitarian grounds.

The importance of providing inmates with adequate
health care not only for their welfare but also for
that of the community, was becoming increasingly
apparent. Health professionals began to recognize
that the costs and consequences to the public of
not providing necessary care while inmates were
confined would be compounded when they were
eventually released. For example, few facilities pro-
vided routine communicable disease screening of
new inmates. Given inmates’ high risk for carrying
communicable diseasesé0 and the relatively short-
term nature of their incarceration,é! the potential
public health consequences of not performing this
routine screening were considerable. Inmates were
at risk for not only contracting a disease while
incarcerated but also transmitting disease to their
families and friends on release.62
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Furthermore, when acute and chronic illnesses were
not treated in prisons and jails, society often bore
the burden of paying for necessary treatment.When
inmates are released, many find their way onto the
rolls of a variety of government-sponsored programs,
such as welfare, Medicaid, and rehabilitation services.
Thus, communities were simply delaying their costs,
not avoiding them. Arguably, they were increasing
their costs by not providing preventive and restora-
tive care and, therefore, allowing conditions to dete-
riorate to a more serious and presumably more
expensive level.

Finally, the failure to provide adequate medical care
for inmates can result in additional costs to the
community by reducing the chances for inmates’ suc-
cessful reintegration. Inmates may become bitter and
more antisocial as a result of the indignities they
endure in a correctional setting. Because feelings of
well-being and self-esteem are virtually prerequisites
for constructive change, neglecting inmates’ health
needs only compounds their already difficult task
of readjustment. The National Advisory Commission
phrased it this way:

Medical care is of course a basic human
necessity. It also contributes to the success
of any correctional program. Physical dis-
abilities or abnormalities may contribute to
an individual’s socially deviant behavior or
restrict his employment. In these cases,
medical or dental treatment is an integral
part of the overall rehabilitation program.
(1973:37)

4. Legal Issues

In the final analysis, however, it may be simply that
correctional administrators no longer had a choice
whether or not to provide adequate health care for
their charges. During the early 1970s, the federal
courts in particular began to overcome their reluc-
tance to intervene in matters regarding the internal
administration of correctional facilities. Emerging
case law at all levels of government began to dictate
that at least certain basic elements of adequate
health care must be provided.

The case that signaled the beginning of the reversal
of the hands-off doctrine with respect to prisoners’
rights to medical care was Newman v. Alabama (1972).
In this October 1972 decision, a U.S. district court
found the entire state correctional system of Alabama
to be in violation of the 8th- and |4th-amendment
rights of its inmates by failing to provide them with
adequate and sufficient medical care. In what has
been described as “the first major federal civil rights
action devoted entirely to prison medical care”
(American Bar Association, |974a:144), the court
placed the state’s correction agency under injunction
and demanded immediate remedies for all existing
deficiencies. Cost considerations were not a suffi-
cient defense for failing to provide care. Subsequent
review at the circuit court level upheld this landmark
decision (Newman v. Alabama, 1974).

Following closely on the heels of Newman came a
host of other cases that began to carve out specific
rights related to inmates’ general health and well-
being. According to a U.S. General Accounting Office
report (1976, appendix I), courts at various levels
ruled that certain inmates in certain places were
entitled to—

* “The essential elements of personal hygiene (e.g.,
soap, towels, toothbrush, toothpaste and toilet
paper)” (see, e.g., Finney v. Arkansas Board of
Corrections (1974), Holt v. Hutto (1973)).

* Adequate and sanitary living conditions (e.g., suffi-
cient space, heat, lighting, and ventilation; clean
laundry; essential furnishings) (see, e.g., Gates v.
Collier (1970)).

* “Adequate drinking water and diet, prepared by
persons screened for communicable disease in
kitchens meeting reasonable health standards”
(see, e.g., Holt v. Hutto (1973)).

* Competent medical and dental care backed up by
competent supportive facilities (see, e.g., Finney v.
Arkansas Board of Corrections (1974), Gates v. Collier
(1970)).

2]
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* Drugs and special diets that are medically pre-
scribed (see, e.g., Finney v. Arkansas Board of
Corrections (1974), Steward v. Henderson (1973)).

* Drug detoxification and/or treatment for drug
dependence (see, e.g., Wayne County Jail Inmates
v. Lucas (1974)).

* Professional treatment and evaluation of psychi-
atric problems in appropriate settings for detainees
under civil commitment (see, e.g., O’Connor v.
Donaldson (1975)).

* Use of exercise and recreational areas (see, e.g.,
Rhem v. Malcolm (1974)).

* Visitors (including touching their visitors) and
telephone calls to the outside world (see, e.g.,
Rhem v. Malcolm (1974)).

At first glance, this appears to be an impressive list
of inmates’ rights. It should be noted, however, that
this list was compiled from a number of cases in dif-
ferent parts of the country, that not all were federal
court decisions, and that not all applied equally to

all categories of inmates (e.g., some applied only to
detainees or to civil commitments). It should be
noted further that although precedents may be
established, court decrees are binding only on the
specific litigants involved. Thus, in the absence of a
Supreme Court decision or specific federal legisla-
tion making offenders’ rights to health care binding
on all states, there was no assurance that correc-
tional administrators would follow the developing
legal trend of safeguarding inmates’ rights to medical
care. Other solutions still were needed to improve
correctional health care.

D. EARLY SOLUTIONS—
THE BEGINNING OF
REFORM

During the 1970s, interest in ensuring adequate
health care for inmates was growing in areas out-
side the courts. Correctional and medical personnel
at both state and national levels were indicating

concern over the existing deficiencies in health care
in correctional facilities and were attempting a series
of solutions. These solutions usually took one of two
forms: either the implementation of specific programs
designed to improve health care in certain facilities
or the development of standards for health care.

I. State, Local, and National
Programs

The early 1970s saw an increase in the number of
programs at specific correctional facilities that were
designed to improve an aspect of health care for
inmates or to alleviate a particular medical condition.
Several attempts were made at the state correctional
level to improve health care systems: Texas developed
an innovative program “designed to introduce med-
ical students to the problems and concerns of prison
health care” (Texas Department of Corrections, 1974).
The Georgia Department of Corrections received

a substantial grant from LEAA to revamp its health
care system and reallocate its prison health care
dollars in a more efficient fashion. Health care in
Alabama’s correctional system underwent improve-
ments as a result of the federal court’s intervention
in Newman. The literature also reported several pro-
grams designed to improve specific medical condi-
tions of prisoners, such as facial disfigurement,63
which met with varying degrees of success.64

At the local level, some programs were specifically
designed to improve overall medical care in a given
jail, but most concentrated on a particular medical
problem—for instance, drug abuseé>—or were
funded to alleviate general problems, such as poor
or unsanitary living conditions, inadequate security
or safety measures, and insufficient attention to the
comfort, rehabilitation, and privacy needs of inmates.6¢

Funding a few programs, though, did not guarantee
that they would produce the desired changes. For
example, the U.S. General Accounting Office sur-
veyed 22 jails that had received federal funding to
improve conditions and concluded that inadequacies
still remained. The report pointed out that efforts
to improve conditions were hampered by the fact
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that “there are no nationally acknowledged standards
to be applied in determining whether physical con-
ditions are adequate and whether sufficient services
are available in local jails” (General Accounting
Office, 1976:i).

In 1975, however, LEAA provided a grant to the
AMA to upgrade correctional health care.The pilot
program was designed to develop model health care
delivery systems in a number of jail sites, devise cor-
rectional health care standards that would serve as
the basis for implementing a national accreditation
program, and establish a clearinghouse to develop
and disseminate information on correctional health
care issues.

The LEAA-funded AMA program continued through
1981 and, by all accounts, achieved its program
objectives.¢’ It started by involving 6 state medical
societies that worked with 30 jails.

Six years later, 25 medical societies and more than
400 jails had participated. In addition, the program
had accomplished the following:

* Developed model health care delivery systems
for jails.

* Established three sets of health care standards
(for jails (1979a), prisons (1979c¢), and juvenile
facilities (1979b)) covering medical, dental, mental
health, and chemical dependency services.

* Developed 20 monographs on various correctional
health care topics, a guide for implementing stan-
dards, and an accreditation brochure.

* Completed an award-winning documentary film
on health care in jails,“Out of Sight—Out of Mind.”

* Compiled an annotated bibliography on medicine
and criminal justice.

* Developed a training package for jailers on receiv-
ing screening and other aspects of correctional
health care.

* Disseminated more than 210,000 copies of AMA
correctional health care publications.

e Held five conferences on correctional health care,
which were well received by the participants.

* Accredited health care systems in Il facilities.

* Expanded the accreditation effort to jails in all
50 states (Anno, 1982:2924).

In 1977, LEAA awarded a grant to the Michigan
Department of Corrections, Office of Health Care,
to provide technical assistance to 10 states to improve
health services in their prison systems. Subcontracts
with the School of Public Health at the University
of Michigan and with the Colleges of Human and
Osteopathic Medicine at Michigan State University
provided staff, additional expertise, and training
resources to assist in this effort. Aside from the
benefits of training and assistance that accrued to
the prison health personnel in the selected states,
probably the most lasting effect of this program was
the development of |9 manuals on various health
topics, such as diet, dental services, pharmaceuticals,
education programs, quality assurance, and policy
development.The Correctional Health Care Program
(CHCP) manuals were printed in 1980, and although
some of the material requires updating, much of it
is still useful for today’s prison health personnel.é8
The AMA draft Standards for Health Services in Prisons
(1979c¢) (described below) was broadly circulated by
the CHCP and reviewed by hundreds of correction-
al health providers and administrators.é?

2. National Standards

At the national level, early attempts to improve
correctional health care generally consisted of setting
standards. Key professional correctional organizations
affirmed inmates’ rights to adequate health care
and outlined the essentials that should be included
to safeguard these rights. Standards for medical
care and healthful environments were established
by the NACCJSG (1973) and the National Sheriffs’
Association (1974a, 1974b, 1974c, 1974d, 1974e).
In addition, ACA began revising its Manual of
Correctional Standards (1966), which had devoted
only eight pages to health and medical services.
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There were, however, difficulties with the standards
that had been established so far. First, they were
mostly too general to provide much impetus for
change.”0 Courts and correctional administrators
seeking specific guidelines as to what constituted
“adequate” provisions for health care were not
likely to be helped by the early standards.The inter-
pretation of such terms as “access,” “available,”
“reasonable,” “appropriate,” and “acceptable” and
the determination of specific elements and services
to be included in, for example, “physical examina-
tions” or “emergency treatment on a 24-hour basis”
were left entirely to the discretion of the reader.
Second, the standards lacked enforcement power.
The national standards were simply suggested guide-
lines that prisons and jails were free to adopt or
reject. Clearly, a set of standards was still needed
that would provide more specificity and enable cor-
rectional health administrators to measure their
facilities against those standards.

The initial solution to problems came not from cor-
rections, but from the health professions. The first
national health care standards drafted specifically
for correctional institutions were published by the
American Public Health Association (APHA) in 1976.
Said to be applicable to both prisons and jails, the
APHA standards provided more specificity than
earlier sets of standards. They did not, however,
address the problem of enforcement.

In 1977, the AMA published its first correctional
health standards. This edition was specific to jails
and, although not as detailed as those of APHA,
had the advantage of an accompanying accreditation
effort to measure compliance by facilities.”! The AMA
jail standards were revised in 1978, 1979, and again
in 1981, with each successive revision providing
more direction and more detail based on the expe-
rience of applying these standards against actual
delivery systems.

In 1979, the AMA published its first health care
standards for prisons. It was not until 1982, though,
that the first prison health system (at the Georgia
State Prison in Reidsville) was accredited. Three
more years passed before the next prison health

systems (13 units of the Texas Department of
Corrections) were accredited. Significantly, litigation
was a factor in both systems’ accreditation.”2

ACA revised its standards for adult institutions in
1977 and again in 1981 and used the AMA stan-
dards as a basis for its health care section.”3 In addi-
tion, ACA also developed an accreditation effort for
prisons and jails that included a review of health
services.As noted in chapter XllII, however, there
are some important differences in how the correc-
tional and medical accreditation programs operate.

E. RECENT EFFORTS TO
IMPROVE CORRECTIONAL
HeaLTH CARE

Since Newman v. Alabama was heard in 1972, hun-
dreds of class action suits have been filed (usually
under Section 1983 of the Civil Rights Act) on behalf
of state and local inmates alleging unconstitutional
conditions, including health services. In its 1995
“Status Report,” the National Prison Project of the
American Civil Liberties Union noted that only
three states (Minnesota, New Jersey, and North
Dakota) had “never been involved in major litigation
challenging overcrowding or conditions in their
prisons” (National Prison Project, 1995:1).

Shansky (1989:2) suggests that with respect to health
services “a review of the last 20 years of litigation has
shown that where constitutional deficiencies have
been identified, certain patterns of problems have
been described.” He identifies four types of defi-
ciencies that courts have regularly recognized as
demonstrating deliberate indifference: lack of inmate
access to medical services, poor followthrough of
needed health care, insufficient resources to provide
adequate care, and preventable negative outcomes
of care.

In most of the major class action suits, both sides
have retained medical experts. Ken Faiver, who has
served as the correctional health administrator for
both Michigan and Puerto Rico, believes that:
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In the majority of class action lawsuits
involving allegations of inadequate health
care, the parties have chosen to negotiate a
consent agreement rather than go to trial
for adjudication of the constitutional ques-
tion.When this happens, the professional
health care experts retained by the parties
generally tend to agree on the major issues,
though they sometimes quibble endlessly
over certain details. Stated another way, the
band of difference of opinion among quali-
fied health care experts is relatively narrow.

The decision makers for the defendants,
however, usually include corrections admin-
istrators, attorneys, and fiscal staff who are
less willing to agree to costly improvements.
Often an immense expenditure of resources
is made by the governmental entity in
resisting, delaying, challenging, or only par-
tially complying with the requirements of
the court. In the face of such resistance,
some judges have appointed a special master
or court monitor to oversee compliance
with court orders. (Personal communica-
tion, May 1990)

The role of the master in effecting change can be
an important one.According to Nancy Dubler, an
attorney who publishes frequently on correctional
health topics:

Masters provide expert assistance to the
court in the institution. In some cases, the
appointment of a master has been found to
be essential to achieving compliance with
the court’s orders (see, e.g., Lightfoot v.
Walker). Masters can and do further not
only the interests of the inmate patients at
whose behest they are usually appointed,
but also the interests of the entire medical
staff. Their recommendations lead to increas-
es in resources and administrative reforms
that empower medical units as they com-
pete for their fair share of the budget.
(Personal communication, March 1990)

There is no question that litigation can be an effective
strategy for improving correctional health services.
Indeed, some correctional administrators (although
seldom publicly) welcome such suits as a way to
obtain dollars otherwise denied to them and as a
way to provide a cap on their population size.
Nevertheless, although litigation may be an effective
strategy for reform, it is seldom an efficient one. It
may take years, even decades, for legal actions against
government entities to accomplish their intended
results and at extraordinary cost to the taxpayers.’4

There is a less costly, less rancorous, yet equally
effective approach to improving correctional health
care; namely, voluntary compliance with national
professional standards. According to Vincent M.
Nathan, who has served as a special master for fed-
eral district courts in Georgia, New Mexico, Ohio,
Puerto Rico, and Texas:

No serious student of American correc-
tional history can deny that litigation has
provided the impetus for reform of medical
practice in prisons and jails; likewise, no one
who has been a judge, a litigating attorney,
or a special master in a case involving
correctional medical care can argue that
meaningful reform is possible in the absence
of the human and scientific resources of
medicine. Indeed, the standards of medical
care in jails and prisons adopted by the
American Medical Association and the
American Public Health Association have,
to a large extent, translated the vague legal
rulings of the courts into practical and
viable tests for measuring the legal adequa-
cy of institutional health care programs.
(1985:3-4)

Organizations such as the AMA, APHA, and the
National Commission on Correctional Health Care
(NCCHC) have made significant contributions not
only in improving correctional health care delivery
systems but also in upgrading the quality of health
professionals serving in correctional medicine as well.
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The involvement of these groups and others has
meant that correctional health professionals no longer
need apologize for where they choose to work.

APHA continues its longstanding interest in cor-
rectional health care. Its standards were revised in
1986 (Dubler) and contain numerous references
and legal citations that are of interest to correc-
tional health professionals. Additionally, APHA has
an active Jail and Prison Health Committee (within
its medical care section), which offers papers on cor-
rectional health topics at the annual APHA meetings.
APHA also is represented on the board of direc-
tors of NCCHC.

The American Correctional Health Services
Association (ACHSA)—an organization that evolved
out of a meeting of prison health administrators in
[975—also is active today. ACHSA is a multidisci-
plinary membership organization with a current
enrollment of 570 correctional health professionals.”>
ACHSA is affiliated with the American Correctional
Association, offers correctional health workshops
at ACA annual meetings, and holds its own confer-
ence each spring. Furthermore, ACHSA publishes a
bimonthly newsletter, CorHealth, for its members
and is represented on the NCCHC board.

In the 1980s, the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO) discovered
corrections as a potential market for its ambula-
tory care standards. Long-time leader in accreditation
of community health facilities, JCAHO had accred-
ited some of the few prison hospitals in the past.”6
Additionally, the Federal Bureau of Prisons has
embarked on an ambitious project to obtain JCAHO
accreditation of the health services at all its prison units.

The newest organization in the field—the Society
of Correctional Physicians (SCP)—was founded in
1994. As its name implies, SCP is a professional
membership organization for physicians working in
the correctional health care field. Currently, it has
about 250 members.”7 SCP also is represented on
the NCCHC board of directors.

In the opinion of many, though, the dominant organ-
ization in correctional medicine today is NCCHC—
in part because it consolidates the efforts of so many
professional associations’8 and in part because it
offers many diverse activities aimed at helping correc-
tional institutions upgrade their health services.

An outgrowth of the AMA’s Jail Program, NCCHC
was incorporated in 1983 and began conducting
business as NCCHC in January 1984.7° Its sole pur-
pose is to improve health care in correctional insti-
tutions (prisons, jails, and juvenile facilities) by—

» Continuing its accreditation program under
revised standards.80

» Offering onsite technical assistance at the request
of the courts or correctional facilities.

* Providing health-related training to correctional
staff in such areas as receiving, screening, and
suicide prevention.

* Holding annual conferences that offer continuing
education credits to hundreds of correctional
health professionals.

* Performing quality reviews of inmate health records.

* Developing an AIDS education program for incar-
cerated youth (under a cooperative agreement
with the Centers for Disease Control and
Prevention).

* Disseminating monographs and manuals on
correctional health care topics.

* Distributing a quarterly newspaper, CorrectCare,
at no charge to more than 19,000 readers.

 Publishing the Journal of Correctional Health Care
biannually.

* Initiating a certification program for correctional
health professionals in 1990 that has enrolled
more than 1,400 certified correctional health
professionals (CCHPs) and 45 CCHPs-
advanced status.8!
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F. CONCLUSIONS

Although both litigation and the assistance offered
by the health professional associations have resulted
in significant improvements in the status of correc-
tional health care in various states, some problems
remain. Nonetheless, the pressing problems of the
first decade of the new millennium are not the
same as those of the 1970s.82 In the 1970s, prisons
and jails lacked adequate health delivery systems,
and inmates’ access to care often was blocked by
correctional personnel. Now, it is rare to find any
system where inmates serve as caregivers; almost
all health workers in corrections are appropriately
licensed, registered, or credentialed; correctional staff
are far less apt to impede inmates’ access to health
care or to deny it overtly as punishment; and virtually
every state department of corrections and large jail
system has a health delivery system in place.

In the first edition of this book, the challenges for
the 1990s included “how to fine tune those systems
so that the quality of care offered will mirror that
of the community” (Anno, 1991, citing Anno, 1989),
how to cope with population increases that put
pressure on existing delivery systems, and how to
control burgeoning health care costs. In the new
millennium, the challenges remain the same. It is
toward these ends that the remainder of this book
is directed.

NOTES

|.The outline and format of this chapter as well as
some of the content have been taken from Anno
(ro8l).

2.This excerpt refers to an account by a business-
woman who had been sentenced to a week in the
Cook County Jail for contempt of court.

3.This is a portrait of an inmate called “Billy,” whom
the author asserts is a “composite of real people”
encountered in his study of prison health care.

4.This concept is discussed in more detail in section
B.I of this chapter.

5. See, e.g., Price v. Johnson (1948).

6.1n 1846, a small group of physicians met in New
York City to consider forming a professional associ-
ation. The next spring, a larger group of physicians
met in Philadelphia and officially formed the American
Medical Association (AMA). At this meeting, May 2,
1848, was chosen as the date for the AMA’s first
annual session (Burrow, 1963).A review of the trans-
actions from that first session revealed that the
AMA had adopted the following resolution:

Resolved, That the Committee on Public
Hygiene be requested to investigate the
effects of confinement in prisons and peni-
tentiaries, and of the discipline in general,
in those institutions, on the health of their
inmates, and report to the next meeting of
the Association. (American Medical
Association, May 1848:44)

Although the AMA had articulated a concern for
inmates’ health the year after its formation, no fur-
ther concern was expressed officially for the next
82 years.The study called for in that early resolution
apparently was never conducted—at least no men-
tion of such a report is made in the proceedings of
the House of Delegates in subsequent years.

The next official action of the AMA concerning pris-
oners’ health care occurred in 1930.At that annual
session, the House passed a resolution supporting a
report of the American Bar Association’s Committee
on Psychiatric Jurisprudence, which called for the
availability of psychiatric services to courts and to
penal and correctional institutions (American Medical
Association, 1930:41).Ten years later, the AMA voted
to table a resolution supporting a plan to create a
training program in legal psychiatry—which was an
outgrowth of the 1930 resolution (American
Medical Association, 1940:67).

The proceedings of the House of Delegates from
1940 through 1968 include occasional references
to “crime” or “prisoners”—for example, in 1952 a
resolution expressing disapproval of the participation
of inmates in scientific experiments was adopted
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(American Medical Association, 1952:90-92, 109-1 10)—
but nothing further regarding correctional health
care. Thus, the few statements that the AMA made
regarding the plight of prisoners from 1848 to 1968
were simply statements of principle and were not
accompanied by any programs seeking remedies.

Even the AMA’s involvement in the Joint Commission
on Correctional Manpower and Training (JCCMT)
from 1966 to 1969 did not result in any action and
the JCCMT reports include very little reference to
health care personnel (Joint Commission on
Correctional Manpower and Training, 1969 and
1970). In fact, the AMA’s role in this organization
was so low profile that there was no mention of it
in any of the accounts of the AMA’s official actions
(e.g., the various proceedings of the House of
Delegates or Digests of Official Actions), and most
AMA staff—including the person who initiated the
Jail Program—were unaware of the AMA’s participa-
tion in JCCMT (Personal interview, Bernard P.
Harrison, April 1981).

7. For example, Goldsmith (1975) titled his book
Prison Health even though in the preface he noted
that “this book focuses on health care in jails.”
Similarly, Alexander (1972) used the term “prison”
to include jails.

8.See, e.g., Clark (1971:40-51).

9. In distinguishing jails from prisons, Menninger says
“Both are wretched, abominable institutions of evil,
but generally the jails are by far the worse” (1969:44).
Indeed, the belief that a positive relationship existed
between the level of government and the level of
services provided meant that the earliest efforts to
improve correctional health care were most often
directed at jails, because they were believed to be
the most in need.

10. See The President’s Commission (1967a:233-237;
[1967b).

I 1.See The President’s Commission (1967a:211-231;
1967c).

12.See, e.g., Clark (1971:42-43).

3. Ibid.

14. See Law Enforcement Assistance Administration
(1973, Table 2:160-322).

I5.An American Medical Association (AMA) repre-
sentative was invited to participate in the National
Conference on Corrections held in Williamsburg,
Virginia, in 1971. Following the informal exchanges at
that conference, the AMA conducted a small tele-
phone poll of a cross-section of jail administrators.
The results of that poll revealed a lack of available
medical resources in jails and a generally positive
response toward organized medicine as a potential
solution to the problem (American Medical
Association 1974:3-4).

|6. See Law Enforcement Assistance Administration
(1974) and (1975).The Law Enforcement Assistance
Administration survey of 3,291 jails revealed that
only “one out of every eight jails had some sort of
in-house medical facility” (1974:8); only 19 percent
had a doctor on staff and of those, only one-third
served on a full-time basis (1975:10); only one-third
had facilities to treat drug addicts (1974:9); and final-
ly, less than |8 percent indicated the availability of
counseling programs for mentally ill inmates (1974:9).

| 7. See Woodson and Settle (1971); Kentucky Public
Health Association (1974); Medical and Chirurgical
Faculty of the State of Maryland (1973); Baker,
DeMarsh, and Laughery (1971); Medical Advisory
Committee on State Prisons (1971); Office of
Health and Medical Affairs (1975a); and Health Law
Project (1972).

18. See, e.g., Burks v. Teasdale (1980), Guthrie v. Evans
(1987), Holt v. Sarver (1970), Newman v. Alabama
(1972), and Ruiz v. Estelle (1980).

[9. See Rector (1929).
20. Ibid., pp. 24-26.

21. For example, one study reported that prior to
the Attica uprising, the prison doctors had conduct-
ed sick call from behind a mesh screen—hardly what
can be called adequate hands-on care (New York
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State Commission on Attica, 1972). See also the
report of the Medical and Chirurgical Faculty of
the State of Maryland (1973) and the report of the
Office of Health and Medical Affairs (1975a) espe-
cially pp. 26f, 301f, 312, 314, and 335f.

22. See, e.g., Health Law Project (1972:136-138) and
Report of the Medical Advisory Committee on
State Prisons (1971).

23.According to the National Advisory Commission
on Criminal Justice Standards and Goals (1973:343),
fully half of the state maximum security institutions
in use in 1970 had been built in the 19th century.

24. See, e.g., Walker and Gordon (1977) and the
cases cited therein.

25.0ffice of Health and Medical Affairs (1975a:80).

The 1975 Michigan study also reported the following:

Birds are a chronic problem in the [hous-
ing] unit with at least a dozen sparrows
noted flying through the cell block with
nests apparent within the cell block area.
The windows to the cell block are open
during the warmer periods to provide
some ventilation for the area and the win-
dows are not screened, creating an entry
area for the birds. Since ventilation is limit-
ed for the area and at times the windows
must be opened, steps should be taken to
screen the windows at this time to mini-
mize entry of the birds. On some levels
pigeons have nested on exterior sills with
noticeable pigeon and other bird droppings
apparent. Since pigeon droppings could
result in transmission of certain infections,
a bird control program is needed for the
building as well as all entries to the building
being restricted to birds. (Office of Health
and Medical Affairs, 1975b:127)

Even in the prison hospital, birds and other animals
constituted problems of note:

[Examples of] inadequate building and
equipment maintenance signifying an almost

complete lack of preventive or corrective
maintenance [include] ... penetrations in
pipe chases, holes in wall or screens, [and]
windows lacking screens, all permitting
access and propagation of insects, rodents,
and birds. Evidence of all this was seen in
various locations (Office of Health and
Medical Affairs, 1975a:323f).

Pigeon habitation outside windows, particu-
larly the operating room suite, risks the
danger of contamination intake from their
droppings through window air condition-
ers as well as loose fitting or open win-
dows (Office of Health and Medical
Affairs, 1975a:325).

26. See, e.g., Gates v. Collier (1970), Pugh v. Locke
(1976).

27.In “Medicine behind bars” it was reported that
“budgets are grossly inadequate to sustain nutrition”
(as noted in Alexander, 1972:21).

28.The 1972 jail census phrased its question regard-
ing meals as:“Is a hot meal usually served at least
once a day to inmates?” (Law Enforcement Assistance
Administration, 1975: Appendix I, 5). Hence, it is
impossible to tell from this census whether one or
more than one hot meal per day was the norm.

29. A case in point was a concoction called “grue”—
a mishmash of meat, potatoes, eggs, margarine, and
syrup—that was routinely served to inmates in iso-
lation in the Arkansas prison system (see Holt v.
Sarver (1970)).

30. The situation in the 1980s regarding overcrowd-
ing was no better and in some cases worse than in
the mid-1970s. The number of adults held in state and
federal prisons has continued to rise every year since
1975, as has the housing of state and federal pris-
oners in county jails (see Potter, 1980:25 and Bureau
of Justice Statistics, 1989). Furthermore, the National
Prison Project (1990) of the American Civil Liberties
Union reported that as of January 1989, 43 states
(plus the District of Columbia, Puerto Rico, and the
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Virgin Islands) were operating under court orders
because of violations of the constitutional rights of
prisoners due to the conditions of their confinement
or overcrowding (reported in one or more institu-
tions in 39 state prison systems), or both.

31. For an excellent summary and critique of psy-
chological research on overcrowding, see Ruback
and Innes (1988).

32. See, e.g., McCain, Cox and Paulus (1980).
33. See, e.g., Nacci, Teitelbaum and Prather (1977).

34. See, e.g., American Medical Association and
American Public Health Association Amicus brief
(1981) and the references cited therein.

35. See, e.g., Gaes (1985) and Ruback and Innes
(1988) on violence and stress and Anno (1985) on
suicide research.While some studies have reported
higher suicide rates in overcrowded facilities, it is
erroneous to assume that overcrowding increases
suicides. In fact, the opposite is more likely to be
true because multiple occupancy units reduce the
opportunity for successful suicide. Two national sur-
veys 7 years apart reported that the majority of
inmates who committed suicide did so while in isola-
tion. See Hayes and Kajdan (1981) and Hayes and
Rowan (1988).

36. See, e.g., Abeles, Feibes, Mandell and Girard
(1970); King and Geis (1977); and Stead (1978).

37. See, e.g., Walker and Gordon (1980).

38. For example, until the 1980s, few of the Texas
Department of Corrections (TDC) prisons had out-
side yards. It was not uncommon for inmates to
serve their whole sentence (whether 2, 10, or 20
years) without going outside (Personal interviews
with numerous TDC inmates in 1981).

39.According to a 1977 survey of 163 major correc-
tional institutions, although the vast majority reported
offering both educational and vocational programs,
only one-third of the inmates were enrolled in the
former and less than 20 percent were enrolled in
the latter (Hindelang et al., 1981:148).

40. See Van Alstyne (1968).

41.See Goldfarb and Singer (1973:365-366).
42.See Zalman (1972:185-189).

43. See Goldfarb and Singer (1973:371).

44. South Carolina Department of Corrections
(1972:148). See also, Cates v. Ciccone (1970), Coppinger
v.Townsend (1968), Willis v.White (1970).

45.The Walnut Street Jail in Philadelphia usually
is cited as the first American correctional facility,
although Durham (1989) makes a strong case for
other predecessors.

46. For an excellent historical discussion of the use
of prisons in America, see Rothman (1971). See also
Eriksson (1976). See Ignatieff (1978) for a historical
review of the use of the penitentiary in England.

47. During the 1970s, the concept of rehabilitation
of offenders began to lose favor based on several
studies that examined the effectiveness of correc-
tional treatment. For different sides of the debate,
see, e.g., Adams (1974), Bailey (1971), Carlson (1978),
Fogel (1975), Frank (1979), Hawkins (1976), Lipton,
Martinson and Wilks (1975), Martinson (1974),
McKelvey (1977), Messinger (1977), Morris (1974),
Palmer (1975), Riley and Rose (1980), Robinson and
Smith (1971), Ross and McKay (1979),Von Hirsch
(1976) and Wilkins (1975).

48. See Berk and Rossi (1977), Holloway (1980),
and Wright (1973) for discussions of the politics
of punishment (i.e., who goes to prison and why).

49. See Zald (1968).
50. See Sykes and Messinger (1971).
51.See Goldsmith (1975:19-21).

52.The overwhelming majority of nurses and nurse

practitioners are women. Furthermore, the number
of women physicians is increasing steadily, and women
are represented in all other health professions. Aside
from the illegality of such a policy, Brecher and Della
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Penna noted the absurdity of refusing to hire women
as follows:

In an era when securing competent health
care personnel is exceedingly difficult, no
correctional institution should deliberately
hamper its own recruitment efforts by
rejecting on principle one half of the human
species.VWomen bring to a correctional
health care service a humanizing influence,
which it urgently needs. If a correctional
health care facility is in fact unsafe for
female personnel, it is probably unsafe for
male personnel as well, and steps should
be promptly taken to make it safe for
personnel of both sexes. (1975:56)

53. It should be acknowledged that many correctional
physicians would disagree with this assessment. They
like the diagnostic challenge that correctional medicine
presents and state that they encounter more pathol-
ogy in prison than they would in private practice.

54. See Brecher and Della Penna (1975:71).

55.The passage of Medicare and Medicaid legislation
and the number of bills pending in Congress on
national health insurance were a reflection of this
trend during the 1960s and 1970s.

56. See, e.g.,Attica (1972:251-257), Sykes (1958),
McGraw and McGraw (1954), and Anno (1972).

57. Personal interview, November |5, 1972, as noted
in Anno (1972).

58. See Hawkins (1976:42) and the authors cited
therein.

59. See, e.g., National Advisory Commission on
Criminal Justice Standards and Goals (1973:37).

60. Although by 1970 few studies documented the
incidence of communicable diseases among correc-
tional populations, available medical evidence suggested
that certain types of offenders were more likely to
have communicable diseases than others (e.g., hepa-
titis among drug addicts and venereal disease among
prostitutes and homosexuals). Furthermore, these

same individuals were less likely to have received
prior medical care.These assumptions were borne
out by later studies (see, e.g., Goldsmith (1975),
Anno (1977 and 1978), Jones (1976), and King and
Desai (1979)).

61.According to data from a 1983 survey with
responses from 30 states, the mean time served

in prison was 20.5 months and the median was
I3 months. Thus, even those convicted of felonies
returned to their communities in less than 2 years
(Jamieson and Flanagan, 1987:410).

62.In his 1978 article, Stead reported evidence not
only of transmission of tuberculosis within Arkansas
prisons, but also of transmission to the community.
A former inmate infected his wife and two children,
one of whom later died.

63. See Kurtzberg, Safer and Mandell (1969).

64. A few jurisdictions deserve credit for taking early
and definitive steps forward without any prompting
by the courts, achieving significant and comprehen-
sive improvements in their prison health care serv-
ices during the late 1970s.The Michigan Department
of Corrections (DOC) is one example. Central among
such innovations introduced in Michigan in 1975 was
a departmental reorganization conferring significant
autonomy to a newly created Office of Health Care,
whose director reported to the administrator of the
DOC and supervised all institutional health care staff
and resources. Unfortunately, a few years later, efforts
to expand these improvements, especially with res-
pect to mental health services, were deterred by
hard economic times. Subsequently, however, a fed-
eral suit was introduced that resulted in a consent
agreement and provided the leverage to move for-
ward with further necessary improvements.

65. See Newman et al. (1976).
66. See U.S. General Accounting Office (1976).

67. Numerous evaluation studies were conducted
by Anno and by Anno and Lang during the course of
the program’s funding. For a brief summary of these
evaluation results, see Anno (1982).
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68. Unfortunately, the Correctional Health Care
Program manuals are no longer in print.

69. For more information on the Correctional
Health Care Program grant, see Lindenauer and
Harness (1981).

70. In discussing the United Nations attempt to set
standards for correctional practices, the National
Advisory Commission on Criminal Justice Standards
and Goals noted that “usually they are broad, ideal-
istic and ignored.” (1973:356)

71.The first jails were surveyed for accreditation
under American Medical Association standards in
August 1977, and 16 were awarded this distinction.

72.The impetus for health care accreditation in the
prisons in both Georgia and Texas was at least par-
tially attributable to Vincent M. Nathan, an attorney
who served as the special master in the Guthrie v.
Evans (1987) and Ruiz v. Estelle (1980) cases.

73.The American Correctional Association also had
a Law Enforcement Assistance Administration grant
to develop standards and an accreditation program,
and because it and the American Medical Association
grant had the same project monitor (Nick Pappas),
some coordination of efforts was achieved.

74. The Ruiz v. Estelle (1980, 1982, 1983) case in Texas
is a prime example. Originally filed in 1972, it was
still ongoing in 1999. Besides the hundreds of millions
of dollars spent in court-ordered reforms, it has cost
the state millions in attorneys’ fees (which it was
required to pay for both sides) and millions to pay
for the services of the court-appointed master and
his monitors. The Costello v.Wainwright (1975) case in
Florida and the Duran v.Anaya (1986) case in New
Mexico have had similar longevity.

75. Personal communication, Herbert A. Rosefield,
EdD, CCHP, President of American Correctional
Health Services Association, August 1999.

76. Only a handful of acute care hospitals serve
prisoners exclusively. The federal prison system
has hospitals accredited by the Joint Commission
on Accreditation of Healthcare Organizations

(JCAHO) at its facilities in Springfield, Missouri, and
Rochester, Minnesota, and the Texas Department of
Criminal Justice hospital in Galveston, Texas, also is
JCAHO-accredited. There may be other examples
as well, but not many.

77. Personal communication, Paula Hancock,
Executive Director of Society of Correctional
Physicians, September 1999.

78.The National Commission on Correctional
Health Care (NCCHC) is a not-for-profit 501(c)3
organization, whose board of directors includes indi-
viduals named by the following professional associa-
tions: American Academy of Child and Adolescent
Psychiatry, American Academy of Pediatrics, American
Academy of Physician Assistants, American Academy
of Psychiatry and the Law, American Association of
Physician Specialists, American Association of Pub-
lic Health Physicians, American Bar Association,
American College of Emergency Physicians, American
College of Healthcare Executives, American College
of Neuropsychiatrists, American College of Physicians,
American Correctional Health Services Association,
American Counseling Association, American Dental
Association, American Diabetes Association, Ameri-
can Dietetic Association, American Jail Association,
American Medical Association,American Nurses Asso-
ciation, American Osteopathic Association, American
Pharmaceutical Association, American Psychiatric
Association, American Psychological Association,
American Public Health Association, American Soci-
ety of Addiction Medicine, John Howard Association,
National Association of Counties, National Associa-
tion of County and City Health Officials, National
District Attorneys Association, National Juvenile
Detention Association, National Medical Associa-
tion, National Sheriffs’ Association, Society for
Adolescent Medicine, and Society of Correctional
Physicians. For further information about NCCHC,
see appendix M.

79.The founder of the American Medical Association’s
Jail Program, Bernard P. Harrison, | D, also was the
founder of the National Commission on Correctional
Health Care (NCCHC).When the Jail Program ter-
minated in November 1981, Mr. Harrison obtained
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a 2-year grant from the Robert Wood Johnson
Foundation to explore the viability of continuing a
national effort to improve correctional health care.
That grant resulted in the formation of NCCHC as
a separate corporate entity and was the realization
of an idea conceived a decade earlier (see Harrison
(1973)).

80.The standards originally developed by the Ame-
rican Medical Association were adopted by National
Commission on Correctional Health Care (NCCHC)
and revised as follows: Standards for Health Services
in Juvenile Confinement Facilities (1984); Standards
for Health Services in Jails (1987a); and Standards for
Health Services in Prisons (1987b). NCCHC revises
its standards every 3 to 5 years.The current edition
of the NCCHC jail standards was published in 1996,
the one for prisons was published in 1997, and the
one for juvenile facilities was published in 1999.

81. Personal communication, Paula Hancock, National
Commission on Correctional Health Care Director
of Professional Services, July 1999.

82. Reform of prison health care was delayed so
long, in large part, because what transpired “behind
the walls” was hidden from public scrutiny. It is a
welcome sign that many prison systems are “open-
ing their doors,” either voluntarily or through court
directive, and are seeking relevant licensure, regula-
tion, or accreditation of their health care services

through appropriate state and other outside agencies.
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