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Abstract-The social identity of HIV/AIDS in the U.S. has been shaped, for the most part, by two factors, 
the prevailing configuration of social relations across class, racial, gender, and sexual orientation, on the 
one hand, and the prevailing array of public health, especially epidemiological, categories of disease 
transmission, on the other. Focusing on the AIDS epidemic among inner city people of color, this paper 
challenges the distortions wrought in our understanding from both of these factors and instead develops 
an alternative perspective for AIDS research among medical anthropologists and health social scientists 
generally. 
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social fields by patterns social re-

unseen in research, anthropolo-
conceptual tools been stretched 

utility, producing turmoil and in 
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explanation. This appears to be happening again with 
the AIDS crisis. 

An understanding of this process can be gained by 
examining briefly an earlier and by no means un-
related conceptual shift that occurred among cultural 
anthropologists as they moved from the study 
of small scale, subsistence communities to the investi- 
gation of peasant populations. As Roseberry com-
ments, 

We can see in this literature the recognition of a crisis 
of anthropological theory and method, a recognition that 
the methods for the study of primitives did not serve those 
studying peasants in ‘complex societies.’ Peasants were, 
quite simply, not isolated from wider historical process 
How were we to understand these anthropological subjects 
in terms of the world-historical process through which they 
emerged or by means of which they maintained themselves 
without simplistically reducing the dynamics of their com-
munities to the dynamics of world history? What did the 
anthropological perspective mean when the assumptions of 
holism were so clearly inadequate? [5, pp. 14661471. 

One of the most successful early efforts to directly 
confront and address these issues in peasant research 
was the book The People of Puerto Rico [6]. Based on 
a series of local community studies carried out in 
different regions of the Island by Julian Steward’s 
students, the book attempted to describe and analyze 
each local community, fit these communities together 
by examining the larger economic and historial pro-
cesses that shaped their development, and finally, 
locate social developments in Puerto Rico in terms 
of “processes of proletarianization as these have 
developed throughout the world” [6, p. 5051. The 
end result of this project was a significant rethinking 
of peasant communities, which, through the ongoing 
work of some of the participants in the Puerto 
Rico project [e.g. 7, 81, has led to fundamental 
changes in anthropological thinking generally, 
including the emergence of a political economic 
orientation in anthropology and a reconceptualiza-
tion of all ethnographic cases in light of intertwined 
political and economic 
separable cases, moving 
and transforming them 
Remarks Appadurai, 

As we drop our anthropological 

“processes that transcend 
through and beyond them 

as they proceed” [7, p. 171. 

blinders, and as we sharpen 
our ethnohistorial tools, we are discovering that pristine 
Punan of the interior of Borneo were probably a specialized 
adaptation of the larger Dayak communities, serving a 
specialized function in the world trade in Borneo forest 
products .; that the San of South Africa have been 
involved in a complex symbiosis with other groups for a very 
long time .; that groups in Melanesia have been trading 
goods across very long distances for a long time, trade that 
reflects complex regional relations of supply and demand 

.; that African ‘tribes’ have been reconstituting and 
deconstructing essential structural principles at their ‘in-
terior frontiers’ for a very long time [9, p. 37) 

As medical anthropologists address health con-
ditions in the inner city, they too experience a crisis 
of theory and method, and increasingly, feel the need 
to develop new conceptual tools. This crisis is mag- 

nified by the sudden appearance of HIV/AIDS as a 

serious health problem among the U.S. inner city 
poor. Although first described and still a major cause 
of suffering and death among middle class, white gay 
men, AIDS has come to be recognized as a world 
health problem and a special problem among the 
urban poor. The outstanding features of AIDS in the 
inner city are suggested in the following passage: 

In kindergarten this year, my 6 year old son has been 
learning the Pledge of Allegiance. Recently, as he proudly 
recited it at the dinner table, the thought came to mind to 
insert the words ‘and AIDS’ after liberty and justice in the 
final sentence. But the truth is that just as liberty and justice 
are not equally distributed to all, neither is AIDS. For those 
who have the least liberty and justice have the most AIDS 
and vice versa. And it is no coincidence that this is so 
As Ira Harrison has quipped: ‘AIDS-poverty strikes 
again.’ And behind poverty in this country, behind the 
unequal distribution of liberty and justice lies the issue of 
race. And behind the issue of race, as W.E.B. Du Bois 
[IO, p. v]. the renowned Black sociologist and author of The 
Souls of Black Folk, so forcefully wrote ‘lies a greater 
problem which both obscures and implements it: and that 
is the fact that so many civilized persons are willing to live 
in comfort even if the price of this is poverty, ignorance and 
disease of the majority of their fellowmen’ [I I, p. 891. 

This comment suggests the importance of closely 

examining the U.S. AIDS crisis in terms of social class 
and ethnic relations, and, as indicated below, in terms 
of gender politics as well. Yet, as Ortner [12, p. 1641, 
argues, “The first thing that strikes an anthropologist 
reading the ethnographic literature on America, 
written by both sociologists and anthropologists, is 
the centrality of ‘class’ in sociological research and its 
marginality in anthropological studies.” Moreover, 
she [12, p. 1661 reports that anthropological eth-
nographies of U.S. society focus on the “minutiae of 
everyday life” while exhibiting a “tendency to avoid 
almost any kind of macrosociological analysis, 
let alone making class a central category of research.” 
Indeed she suggests [12, p. 1661, the chronic tendency 
of urban ethnography has been “ to ‘ethnicize’ the 
groups under study, to treat them as so many isolated 
and exotic tribes,” rather than to recognize their 
interconnections in light of transcendent processes 
and overarching structures. 

Reversing this more general trend in anthropology 
generally was one of the driving forces motivating the 
writing of Europe and the People Without History, 
Eric Wolfs seminal account of the broad historical 
patterns of political economic relationship between 
so-called core and peripheral areas of the world 
economic system. As Wolf has argued, the adoption 
of ethnography-the observation of social processes 
in natural contexts-as the defining hallmark of 
anthropological research had both beneficial and 
problematic consequences. While revealing “hitherto 
unsuspected connections among sets of social activi-
ties and cultural forms,” it nonetheless “lulled its 
users into a false confidence” about the nature of 
social behavior [7, p. 131. Increasingly, human group-
ings came to be seen and understood as concrete, 
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independent wholes when they were, in fact, like 
peasants, part and parcel of larger social units 
brought into being and shaped continually by wider 
fields of power. Unfortunately, these wider fields 
are not always clearly observable ‘on the ground,’ 
especially not by anthropologists who have been 
trained to avoid seeing them because they were 
defined as being beyond the pale of anthropological 
concern. Indeed, as Wolf [13] noted in his Distin-
guished Lecture to the 88th meeting of the American 
Anthropological Association, the very term ‘power’ 
has tended historically to make anthropologists 
uncomfortable. 

It is in light of Wolf’s challenge to avoid exoticiz-
ing the people anthropologists study by focusing 
on relationships of power and broader nets of inter-
connection that we turn to an examination of the 
issue of AIDS in the inner city. Without doubt, the 
study of AIDS has taken anthropologists into a new 
domain of human biocultural experience. Conse-
quently, Herdt [14, p. 31 stresses, AIDS “is not only 
affecting how we live and organize society but how we 
in anthropology and the social sciences must analyze 
that reality.” These changes mandate a careful con-
sideration of the concepts we employ as we study 
the AIDS crisis. As Wolf [13, p. 5871 indicated in the 
lecture mentioned above, “We need to be profession- 
ally suspicious of our categories and models; we 
should be aware of their historical and cultural 
contingencies . .” Among the inner city poor, the 
beginning point for re-examining the concepts mobi-
lized by the public health system in responding to 
AIDS lies in situating this disease in terms of the 
broader configuation of health and social conditions 
that structures the epidemic. 

CONTEXTUALIZING INNER CITY AIDS: 
FROM EPIDEMIC TO SYNDEMIC 

AIDS was a profoundly unexpected disease, “a 
startling discontinuity with the past” [15, p. l] As 
McCombie 
efforts that 
demic, such 
“reinforced 
disease was 

[16, p. lo] suggests, global public health 
predate the beginning of the AIDS epi-

as the smallpox eradication program, 
the notion that mortality from infectious 

a thing of the past.” Consequently, 
whatever the actual health needs of the heterogeneous 
U.S. population, the primary concerns of the health 
care system were the so-called Western diseases, that 
is, chronic health problems, such as cancer and 
cerebrovascular problems, of a developed nation with 
an aging population [17]. Comments Brandt: 

The United States has relatively little recent experience 
dealing with health crises We had come to believe that 
the problem of infectious, epidemic diseases had passed-a 
topic of concern only to the developing world and historians 
[18, p. 3671. 

However, as a result of AIDS and widespread drug 
use as well, the term epidemic has reentered popular 
vocabulary in recent years. It is evident that low-

income, marginalized areas of U.S. cities have 
been rocked by an explosive chain-reaction of inter-
connected epidemics. 

Many definitions of the term epidemic exists. 
Marks and Beatty [ 191, in their history of the subject, 
adopt a broad approach and include both communi-
cable and noncommunicable diseases that affect 
many persons at one time. Epidemics (from epi or 
‘in’ and demos ‘the people’) are conceptually linked 
to other terms in the ‘demic’ family, including 
‘endemics’ (from en or ‘on’), which are non-explosive, 
entrenched diseases of everyday life in particular 
communities, and ‘pandemics’ (from pan or ‘all of’) 
which are epidemics on an enlarged, perhaps, global 
scale. 

None of these concepts, however, quite captures 
the contemporary inner city health crisis, which is 
characterized by a set of closely interrelated endemic 
and epidemic conditions, all of which are strongly 
influenced by a broader set of political-economic and 
social factors, including high rates of unemployment, 
poverty, homelessness and residential overcrowding, 
substandard nutrition, environmental toxins and re-
lated environmental health risks, infrastructural de-
terioration and loss of quality housing stock, forced 
geographic mobility, family breakup and disruption 
of social support networks, youth gang and drug-
related violence, and health care inequality [l, 201. As 
a result, as McCord and Freeman [21] have observed, 
men in Bangladesh have a higher probability of 
survival after age 35 than men in Harlem. More 
generally, “the death rate in blacks is higher than in 
whites, and for many causes of death mortality 
differentials are increasing rather than decreasing” 
[22, p. 12381. However, these differences cannot be 
understood only in terms of racial inequalities, there 
are significant class factors involved as well. The vast 
majority of urban-dwelling African-Americans, as 
well as Latinos, “are members of the low paid, poorly 
educated working class that have higher morbidity 
and mortality rates than high-earning, better edu-
cated people” [22, p. 12401. Indeed, these mortality 
differentials are directly tied to the widening wealth 
and income differentials between the upper and lower 
classes of U.S. society. 

Consequently, rather than treating AIDS in iso-
lation as a new epidemic with unique features, this 
paper understands AIDS in terms of the broader 
inner-city health crisis. I have suggested the term 
syndemic [23] to refer to the set of synergistic or 
intertwined and mutual enhancing health and social 
problems facing the urban poor. Developing this 
concept necessitates a closer examination of health in 
the inner city. 

A profile of the syndemic 

Urban minority populations suffer from dispropor-
tionately high rates of preventable infant mortality 
and low birthweight, diabetes, hypertension, cirrho-
sis, tuberculoses, substance abuse, human immuno-
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deficiency disease, and sexually transmitted diseases 
[24-261. For many health indicators, these differences 
are striking. Infant mortality, which is often used in 
epidemiology as a general reflection of the health of 
a population, provides a disturbing example. Infant 
mortality among inner city African-Americans and 
Puerto Ricans has been called America’s shameful 
little secret [27]. In 1987, the Children’s Defense Fund 
announced that a child born in Costa Rica had a 
better chance of surviving beyond its first birthday 
than an African-American child born in Washington, 
DC [28]. This pattern is not limited to the nation’s 
capitol. Overall, 

African-American children are twice as likely to be born 
prematurely, die during the first year of life, suffer low 
birthweight, have mothers who receive late or no prenatal 
care, be born to teenage or unmarried parent, be unem-
ployed as teenagers, have unemployed parents, and live in 
substandard housing. Furthermore, African-American chil-
dren are three times more likely than whites to be poor, 
having their mothers die in childbirth, live in a female-
headed family, be in foster care, and be placed in an 
educable mentally-retarded class [29, p. I531 

In some inner city neighborhoods of Hartford, where 
I have been involved in health social science research 
for the last 10 years, the rate of infant morality has 
been found to be between 29-31 per 1000 live births, 
more than three times the state average [30]. Simi-
larly, in 1985 Boston experienced a 32% increase in 
infant mortality, with African-American infants dy-
ing at two and a half times the rate of white infants. 
Rising infant mortality in Boston as elsewhere has 
been linked to a sharp increase in the percentage of 
low birthweight babies, which in turn is seen as a 
product of “worsening housing conditions, nutrition 
and access to medical care” among inner city ethnic 
minorities [31, p. I]. Although these “contributing 
variables act additively or synergistically,” household 
income stands as the single best indicator of an 
infant’s vulnerability, with poor familes having infant 
mortality rates that are one and a half to three times 
higher than wealthier families [32, p. 3741. 

Class disparities in mortality rates are not limited 
to infancy, substantial differences also have been 
found among older children. For example, children 
from inner city poor familes are more likely to die 
from respiratory diseases or in fires, than children 
from wealthier surburban families. Inadequately 
heated and ventilated apartments also contribute to 
death at an early age for poor urban children. Hunger 
and poor nutrition are additional factors. As Fitchen 
indicates 

That malnutrition and hunger exist in the contemporary 
United States seems unbelievable to people in other nations 
who assume that Americans can have whatever they want 
in life. Even within the United States, most people are not 
aware of domestic hunger or else believe that government 
programs and volunteer efforts must surely be taking care 
of hunger that does exist here [33, p. 3091. 

However, several studies have shown that a signifi-
cant link exists between hunger, malnutrition, and 

inner city poverty, especially among ethnic min-
orities A study by the Hispanic Health Council of 
315 primarily minority households (39% African-
American, 56% with elementary school aged children 
in eight Hartford neighborhoods found that 41.3% 
reported experiencing hunger during the previous 12 
months (based on having positive answers to at least 
5 of 8 questions on a hunger scale) and an additional 
35.4% experienced food shortages that put them at 
risk of hunger (based on having a positive answer to 
at least one question on the hunger scale) [34]. It 
should be noted that the 1990 census (as did the 1980 
census) found Hartford to be among the 10 poorest 
cities (of over 100,000 population) in the country (as 
measured by percentage of people living in poverty). 
Over 27% of the city’s residents fell below the federal 
poverty line, compared to a Connecticut statewide 
rate of just under 7% according to the census [35]. 
Hartford, however, is not unique. Research con-
ducted through the Harvard School of Public Health 
found that federal cuts in food assistance programs 
have contributed to significant drops in the number 
of children receiving free and reduced-price school 
lunches, producing growing reports of hunger and 
malnutrition from pediatricians in cities around 
the country [36]. The study, for example, found 
reports of marasmus (protein-calorie deficiency) and 
kwashiorkor (protein deficiency) in Chicago. 

Cardiovascular disease commonly has been por-
trayed as primarily a consequence of either genetic 
predisposition or ‘life-style choice,’ including such 
factors as personal eating or exercise habits. As 
Crawford [37, p. 751 suggests, “Americans have 
been exposed to a virtual media and professional blitz 
for a particular model of health promotion: one that 
emphasizes lifestyle change and individual responsi-
bility.” Often these portrayals have had the ring of 
victim-blaming, implying that individuals personally 
select their ‘lifestyle’ from a range of equally accessi-
ble options [38]. As a consequence, even at the 
popular level, health comes to be defined “in terms of 
self-control and a set of related concepts that include 
self-discipline, self-denial, and will power” [37, p. 661. 
Research by David Barker and his colleagues on 
cardiovascular disease suggests the folly in this line 
of thinking. These researchers show that the lower 
the birthweight of a newborn or body weight of a 
one-year old infant, the greater the level of risk for 
developing heart disease or stroke in adulthood. Low 
birthweight babies, they report, have higher blood 
pressure and higher concentrations of the clotting 
factors fibrinogen and factor VII as well as low-den-
sity hproprotein (LDL) cholesterol as adults, factors 
that are associated with susceptibility for cardio-
vascular disease. Numerous attempts have been made 
to explain excessive levels of premature morbidity and 
mortality from cardiovascular diseases, especially 
heart diseases, stroke, and hypertension. Some have 
attempted to explain this pattern in terms of racial-
genetic predisposition. Research by Barker and 
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others [e.g. 391, however, reveals the likely relation-
ship of these diseases to the larger syndemic health 
crises and thus to poverty and social inequality. 

Alcohol-related problems have been found to be 
especially common among Latinos, particularly 
Mexican-American and Puerto Rican men. A study 
in the San Francisco Bay area, for example, found 
that 35% of Latin0 men reported at least one alcohol-
related health or social problem compared to 26% of 
white men [40]. A study of drinking patterns among 
Puerto Rican men in Hartford found that, compared 
to a national sample of men, they were much more 
likely to report health problems associated with 
drinking, acting belligerently under the influence, 
having a friend or spouse complain about their 
drinking, having alcohol-related problems with the 
police, and engaging in binge-drinking [41]. Similarly, 
studies of inner city African-Americans have found 
they experience higher than average rates of physio-
logical complications, such as esophageal cancer and 
cirrhosis mortality, related to long-term heavy alco-
hol consumption [4245]. While both Latin0 and 
African-American cultures include strong proscrip-
tions on alcohol consumption (in certain contexts, for 
certain social subgroups, or in relationship to particu- 
lar religious belief systems), inner city areas are 
populated by people who embrace a range of values 
and social practices related to drinking [43,46,47]. 
Although abstinence is notably high among particu-
lar social groupings in the inner city, drinking-related 
problems are comparatively high for both African-
Americans and Latinos. As Herd indicates with 
specific reference to African-Americans, 

Medical problems associated with heavy drinking have 
increased very dramatically in the black population. Rates 
of acute and chronic alcohol-related diseases among blacks, 
which were formerly lower than or similar to whites, 
have in the post war years increased to almost epidemic 
proportions. Currently, blacks are at extremely high risk 
for morbidity and mortality for acute and chronic alcohol-
related diseases such as alcohol fatty liver, hepatitis, liver 
cirrhosis, and esophageal cancer [48, p. 3091. 

The association between drug use and deteriorated 
inner city areas has been discussed in the social 
science literature since the days of the Chicago School 
of Sociology [49, 501. More recently, several large-
and small-scale epidemiological studies have collected 
data on drug-related incidence, prevalenc,e, morbidity 
and morality among inner city ethnic minorities. The 
findings of these studies have been summarized by 
Andrea Kopstein and Patrice Roth in a report for the 
National Institute on Drug Abuse (NIDA). These 
researchers note that while the National Household 
Survey on Drug Abuse indicates a decline in current 
illicit drug use nationally, “Minorities, particularly 
blacks and Hispanics, are more likely to reside in 
central city areas and may therefore be more at risk 

for drug abuse and ultimately more at risk for the 
negative social and health consequences associated 
with drug abuse” than the general U.S. population 
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[51, pp. I-21. Specifically, the National Household 
Survey shows that among adults over 35 years of age, 
African-American men are the population subgroup 
most likely to report illicit drug use at least once in 
their lives, in the past year, and in the past month. 
Thirty-seven percent of African-American men in this 
age group report lifetime use, compared to 25% of 
white men. For example, the prevalence of drug use 
in the month prior to the interview was 2% of white 
men compared to 5% for African-American men. An 
examination of individual drug prevalence patterns 
also confirms the high level of risk among ethnic 
minority groups. For cocaine use, Hispanic youth 
aged 12-17 have higher prevalence rates than 
African-American or white youth, while African-
Americans have the highest cocaine prevalence rates 
among adults over 35 years of age. Regarding heroin 
use, 2.3% of African-Americans, 1.l % of Hispanics, 
and 0.8% of whites have ever been users. Data from 
NIDA’s Drug Abuse Warning Network (DAWN), a 
national system for monitoring the medical conse-
quences of drug abuse as reported by participating 
hospital emergency rooms and medical examiner 
offices, show a similar pattern. According to 1989 
data from the DAWN system, African-American 
patients were the most likely group to mention use of 
an illicit drug in conjunction with their emergency 
room visit. All of these data suggest that directly and 
indirectly drug abuse disproportionately affects 
inner-city ethnic minority populations. Importantly, 
despite this fact, Kopstein and Roth [51, p. 511 note 
that “blacks presenting with a drug abuse problem at 
the emergency rooms in the DAWN system were 
more likely than whites to be treated and released. 
Whites, on the other hand were more likely to be 
admitted to the hospital.” 

Additionally, both African-Americans and Latinos 
have been found to be overrepresented among the 
large number of injection drug users (IDU’s) in U.S. 
urban areas [52]. David Musto, whose book The 
American Disease [53] is a classic in the drug field, has 
assembled data to suggest a steady rise in the number 
of IDU’s from the 1970s on. He estimates that the 
number of heroin injectors soared from 50,000 to at 
least a half-million between 1960 and 1970. By 1987, 
the National Association of State Alcohol and Drug 
Abuse Directors, Inc. (NASADAD) concluded that 
there were about I .5 million IDU’s in the U.S. based 
on aggregated data from state alcohol and drug 
agencies [reported in 261. The level of minority in-
volvement in injection drug use is seen by examining 
New York City data, in that New York is a national 
center of drug injection and has the highest number 
of IDU’s in the country. Friedman et al., [54], using 
New York State Division of Substance Abuse 
Services admissions data, estimate that the ethnic 
composition of injection drug users in New York City 
is 38% African-American, 38% Latino, and 23% 
white, while the city as a whole is 52% white, 24% 
African-American and 20% Latino. 
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These data suggest that under conditions of dis-
crimination, poverty, deprivation, unemployment, 
and frustrated expectations, mood altering drugs 
found an open market in inner city areas [l]. As 
Hanson [55, p. 31 comments 

Many of the minority newcomers [to urban areas] became 
victims of unemployment, poverty, and racial discrimi-
nation Is it surprising that they sometimes coped with 
this situation by turning to drugs? 

This response to oppressive conditions was facilitated 
by the ready availability of drugs in ghetto and barrio 
neighborhoods, a consequence of Mafia targeting of 
these areas for drug distribution. As Waldorf [56] 
observes, “Heroin is seemingly everywhere in Black 
and Puerto Rican ghettos and young people are 
aware of it from an early age.” To these youth, drugs 
offer insulation from the outside world allowing 
users to 

feel that their harsh and hostile environment cannot pene-
trate their lives. They escape from their problems, other 
people, and feel better [57, p, 891. 

For inner city residents, drug involvement can come 
to seem like the only available path, a natural life 
development, as expressed by one 22 year-old addict 
from Miami: 

You grow up in a place where everything is a real mess. 
Your father’s a thief, your mother’s a whore, your kid sister 
gets herself some new clothes by fucking the landlord’s son, 
your brother’s in the joint, your boyfriend gets shot tryin’ 
to pull down a store, and everybody else around you is either 
smokin’ dope, shooting stuff, taking pills, stealing with both 
hands, or workin’ on their backs, or all of the above. All of 
a sudden you find that you’re sweet sixteen and you’re doin’ 
the same things It all came on kind of naturally [quoted 
in 58, p. 1621. 

In this way, drug use and drug injection became 
widespread among urban minority youth in the 1950s 
and has continued its prevalence every since [59-601. 

The transmission of AIDS, of course, has been 
closely linked to drug injection [61-661. Among drug 
injectors with AIDS nationally, 79.2% are African-
American or Latin0 [67]. In New York City, there 
was a threefold increase in overall mortality and 
morbidity among IDU’s in treatment between 1984 
and 1987. While rates of hospitalization in this 
population rose by 40% for AIDS between 1986 and 
1987, they rose by over 300% for tuberculosis and 
100% for endocarditis [68]. Among women, 51% of 
all U.S. AIDS cases are African-American, and 
another 20% are Latina [67]. Among children, over 
75% of AIDS cases are among ethnic minorities. The 
incidence of heterosexually acquired AIDS is almost 
10 times greater for African-Americans and four 
times greater for Latinos than for whites [69]. Simi- 
larly, “[a] disproportionate share of the burden of 
adolescent AIDS cases is borne by minority youth” 
[70, p. 1601. 

To date there have been about 250,000 diagnosed 
cases of AIDS in the U.S. Of these, 30% are African-
Americans and 17% are Latinos [71]. While these two 

ethnic groups comprise about 28% of the U.S. popu-
lation, they account for 47% of AIDS cases. Impor-
tantly, the median survival time of individuals 
diagnosed with AIDS varies by ethnicity. In Con-
necticut, for example, the median survival in months 
is 11.2 for whites compared to 7.7 for African-
Americans and 10.2 for Latinos [72], reflecting the 
broader differences in the general health and access to 
health services of these populations. 

Since the mid-1980s, there has been a dramatic rise 
in the incidence of syphilis in the U.S., “attributable 
to a very steep rise in infection among black men and 
women” [69, p. 631. While rates of infection dropped 
below 5000 cases per 100,000 population for white 
men in 1985 and continued to decline through 1988, 
for African-American men the rate began climbing in 
1985 and by 1988 was about 17,000 cases per 100,000 
population. Among women, in 1988 there were about 
2000 and 13,000 cases per 100,000 for white and 
African-Americans respectively. By 199 1, 85% of 
primary and secondary syphilis cases recorded in the 
U.S. were among African-Americans [73]. In part, 
this sharp increase has been linked to sex for drugs 
or money exchanges associated with cocaine use. 
Blood test data show that low income, urban resi-
dence, and lack of education are all associated with 
positive blood results for syphilis. Rates of gonorrhea 
infection also show marked racial differences, and 
these differences have widened noticeably since 1984 
when the incidence among African-Americans began 
a sizeable increase. By 1991, of the 544,057 cases 
of gonorrhea reported to the Centers for Disease 
Control, 82% were among African-Africans [73]. 
Beginning in 1984, another sexually transmitted dis-
ease, chancroid, which produces open lesions and has 
been associated with HIV transmission in parts of 
Africa, began to appear in a number of U.S. inner 
cities. The total number of chancroid cases reported 
in the U.S. rose from 665 in 1984 to 4714 by 1989 [69]. 
Similarly, African-American women report 1.8 times 
the rate of pelvic inflammatory disease as do white 
women, while herpes simplex virus type 2 is 3.4 times 
higher in African-Americans, hepatitis B is 4.6 times 
higher, and cervical cancer with a suspected STD 
etiology is 2.3 times more common among African-
Americans than whites [74]. 

As this epidemiologic overview suggests, the dis-
eases and conditions that comprise the inner city 
syndemic are closely intertwined. Poverty contributes 
to poor nutrition and susceptibility to infection. Poor 
nutrition, chronic stress, and prior disease produce a 
compromised immune system, increasing suscepti-
bility to new infection. A range of socio-economic 
problems and stressors increase the likelihood of 
substance abuse and exposure to HIV. Substance 
abuse contributes to increased risk for exposure to an 
STD, which can, in turn, be a co-factor in HIV 
infection. HIV further damages the immune system, 
increasing susceptibility to a host of other diseases. In 
this way, HIV increases susceptibility to tuberculosis; 
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however, there is growing evidence that the tubercu-
losis bacterium, in turn, can activate latent HIV. 

An overview of the grave nature of the health crisis 

of the inner city poor suggests that problem-specific, 
short-term health projects, the kind that time-limited, 
soft-money funding commonly are designed to 
launch, are short-sighted and ill conceived. Rather, 
there is a critical need for longer-term, more compre-
hensive, systemic public health efforts that address 
the root causes of the crisis, causes that lie in the 
oppressive structuring of class, ethnic, sexual orien-
tation, and gender relations in U.S. society. Addition-
ally, locating and reconceptualizing AIDS within the 
broader syndemic that plagues the inner city poor, 
helps to demystify the rapid spread of the disease in 
marginahzed populations. In this context, AIDS 

itself emerges as an opportunistic disease, a disease of 
compromised health and social conditions, a disease 
of poverty. It is for this reason that it is important to 
examine the social origins of disease and ill health, 
whatever the immediate causes (e.g. particular patho-
gens) of specific health problems. In the case of 
AIDS, conceptually isolating this disease from its 
wider health environment has resulted in the epidemi- 
ological construction of ‘risk groups’ and ‘risk behav- 
iors’ which, rather than unhealthy living and working 
conditions, discrimination, racism, homophobia and 
related issues, have become the primary focus of 
public health efforts. Lost in this effort, is an under-
standing of AIDS as a disease that is spreading under 
particular historic and political conditions [75]. In-
stead an approach has been adopted that has 
“skewed the choice of models and hypotheses, deter-
mined which data were excluded from consideration 
. . .) and offered scientific justification for popular 
prejudice . .” [76, p. SO]. 

FUZZY CONCEPTUAL CATEGORIES IN THE AIDS FIELD 

The conceptual skewing alluded to by Oppen-
heimer has its roots in the fact that epidemiologists, 
like other scientists, are “cultural actors, prone to the 
blind spots and folk theories of their own society” 
[14, p. 71. Because the first few cases in New York and 
Los Angeles were among self-identified gay men, the 
initial etiological questions generated by the public 
health system had to do with whether there was 
something peculiar about the biology or social behav-
ior of gay men that was causing this new disease. 
Soon other groups of people were found to be 
contracting the disease, leading to the creation of the 
risk group 4H Club: homosexuals, hemophiliacs, 
Haitians, and heroin users. As this heterogeneous 
listing suggests, from the beginning of the epidemic, 
there has been an effort 
social categories. While 
been strongly challenged, 
years has been on risk 
sense that discrete and 
exist that are at special 

to divide people into distinct 
the idea of risk group has 
and the emphasis in recent 

behaviors, there remains the 
bounded categories of people 

risk and in need of special 

prevention efforts, including, if necessary, isolation 
from the ‘mainstream’ population. Indeed, the 
language of prevention often has implied that the 
primary motivation for targeting the epidemic among 
so-called high risk groups is to avoid the spread of 
AIDS into the ‘mainstream’ (i.e. white heterosexuals 
who are neither prostitutes or injection drug users). 

The preeminent categories 
mission in the U.S., which 
Centers for Disease Control 
lance reports on the epidemic, 
and state health departments 
include: 

homosexual/bisexual 
intravenous drug use 

of AIDS risk and trans-
show up in the regular 
and Prevention surveil-

and the reports of city 
around the country, 

sex partner of an IV drug user 

While from a distance, these terms seem to be mean-
ingful and to label real types of people or at least 
types of behavior, a closer examination shows the 
fuzziness and constructed character of these epidemi-
ological categories. Often, these constructed ‘risk 
groups’ have little correspondence with the active 
social identities and social locations of those at high 
risk for HIV infection. As Kane and Mason 
[77, p. 2201 note, “The static and fragmented sense 
of the social dimension of HIV risk conveyed by 
risk group categories is inevitably challenged by 
ethnography.” Ethnography also reveals the problem 
of attempting to use the categories as the basis for 
directing prevention efforts. 

Firstly, what is a homosexual? Do homosexuals 
constitute a group? a subculture? In what sense is this 
a discrete entity or natural category? For example, in 
much of Latin America and among Latinos in the 
U.S., a differentiation is made between activos and 
pasivos, the former being men who insert during anal 
intercourse and the latter being those who receive 
[78,79]. Unlike among white gay men in the U.S., 
these appear to be somewhat distinct and enduring 
sexual identities rather than interchangeable sexual 
positions. Importantly, activos do not consider them-
selves to be homosexuals but they do consider pasivos 

to be homosexuals. Writing of Mexico, Carrier notes 
that males who play the insertive role 

are not stigmatized as ‘homosexual’ The masculine 
self-image of Mexican males is thus not threatened by their 
homosexual behavior as long as the appropriate role is 
played and they also have sexual relations with women. 
Males playing this role are referred to as mayates: and may 
be called chichtfo if they habitually do so for money. 
Although involved in bisexual behavior, they consider them-
selves to be heterosexual [80, p. 1341. 

Unlike in the U.S. generally, the key defining issue in 
homosexuality is not who you do it with but what you 
do with them. Additionally, Carrier maintains that 

at any given age, more sexually active single males in Mexico 
have had sexual intercourse with both genders than have 
Anglo-American males. The Kinsey data suggest that 
about 15% of single sexually active Anglo-American males 
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between 15 and 25 have mixed sexual histories. The percent-
age of Mexican males with mixed histories may be as high 
as 30 or more for the same age group [80, p. 1351. 

These patterns are not limited to Mexico, but are 
found as well in the barrio neighborhoods of the 
U.S. inner city. A study of Mexican-Americans in 
California reports that “even though immigrant 
Mexican male patterns of sexual behavior are 
somewhat modified by new and quite different socio-
cultural factors, their homosexual behaviors in 
California continue to be mainly patterned on their 
prior sexual experiences in Mexico. As a result of 
selective acculturation by individuals of Mexican 
origin to mainstream Anglo-American patterns of 
sexual behavior, however, considerable behavior 
variation exists among Mexican-American males 
involved in homosexual behavior” [81, p. 2521. 

We have encounted this same ‘problem’ of diver-
sity in developing AIDS prevention targeted to the 
inner city gay Latin0 population of Hartford, CT. In 
recruiting an outreach worker for the Latin0 Gay 
Men’s Health Project, we found that it was difficult 
to identify a Latin0 gay or bisexual man with any 
prior experience in AIDS prevention, reflecting the 
failure of training programs to reach this population. 
The individual who ultimately was hired brought a 
substantial background in AIDS outreach. However, 
it soon became evident that as a transvestite his 
primary outreach contacts were confined to one 
sector of the gay/bisexual community and it was 
difficult for him to recruit from other sectors of the 
complex and diverse Latin0 gay/bisexual population. 
Activities and approaches that were acceptable for 
one sector of this multifarious ‘group’ were inappro-
priate and uncomfortable for another. Some partici-
pants, for example, complained about the lack of a 
‘serious attitude’ toward AIDS prevention among 
those they identified as the ‘drag queens’ in the group. 

Consequently, despite being lumped together by 
the homophobia of the dominant society, it is evident 
that men who have sex with men do not constitute 
one or even two distinct social groups, rather they 
comprise a broad range of individuals and include 
those organized into several different (in part overlap-
ping, in part mutually exclusive) activity/identity 
oriented subgroups and those who do not identify 
with any specific subgroup or embrace a homosexual 
identity. Failure to recognize this diversity stems from 
the historic biomedical construction of homosexu-
ality as a fixed inverted behavioral pattern rooted in 
genetic make-up, hormonal malfunctions, or specific 
developmental psychodynamics and family patterns. 
In AIDS research and prevention, this essentialist 
view of homosexuality often has “blinded researchers 
[and providers] to the diversity of behavioral patterns 
within the gay community” [82, p. 1931. 

IV drug user is another problematic epidemio-
logical category for several reasons. First, not all 
people who inject illicit drugs inject them into their 
veins that is, not all drug injectors are IV drug 

injectors. Consequently, despite its wide use in the 
literature, the label IV drug user increasingly is being 
replaced by the term injection drug user (IDU). Even 
the drugs that people inject vary considerably. For 
example, some individuals have been found to be 
alcohol injectors. This practice, though apparently 
limited, is legal, although it is no less risky in terms 
of HIV transmission than illicit drug injection. Sec-
ond, to what degree are drug injectors a discrete 
group? To a large extent, the construction of drug 
injectors as a distinct, coherent, and socially isolated 
group has been achieved through the development 
of a professional discourse on the ‘drug subculture’. 
A broad literature on this subculture existed prior 
to the 1980s and it has been expanded considerably 
since then because of AIDS. For example, Fiddle 
[83, p. 41 comments: “addicts share a . . culture 
with its own language,” while Freudenberg 
[84, p. 11281 writes that “[d]rug using behavior is 
deeply rooted in the drug subculture.” On the positive 
side, the subculture perspective has been offered as an 
alternative to psychologistic understandings of injec- 
tion drug user behavior. Note Friedman and his 
co-workers, 

In contrast to views that see IV drug use as simply a matter 
of individual pathology, it is more fruitful to describe IV 
drug users as constituting a ‘subculture’ as this term has 
been used within sociological and anthropological research 

This calls our attention to the structured sets of values, 
roles, and status allocations that exist among IV drug users 

From the perspective of its members, participating in the 
subculture is a meaningful activity that provides desired 
rewards, rather than psychopathology, an ‘escape from 
reality,’ or an ‘illness’ [85, p. 3851. 

Although contributors to the drug subculture liter-
ature recognize that there are regional and ethnic 
variations, they often write as though it is nonetheless 
possible to analyze IDUs as constituting a single, 
subculturally unified group. The existence of a dis-
tinct subculture among IDUs has been dated in the 
drug literature to the 1930s and is attributed, at least 
by some researchers, to the passage of the Harrison 
Act in 1914, which began the process of criminalizing 
drug use in the U.S. As a result, drug users came 
to “perceive themselves as culturally and socially 
detached from the life style and everyday pre-
occupations of members of the conventional world” 
[86, p. 1281 and to associate more or less exclusively 
with other drug users [87]. 

Drug user vernacular is said to perform several 
significant functions in maintaining the subculture, 
including setting its social boundaries, labeling in-
group experiences so that they might serve as bonding 
mechanisms, shaping members’ identities, and allow-
ing access to drugs and protection from the police. 
Argues Iglehart [88, p. 11 I], a shared drug-related 
language is used in “informational exchanges and 
as a manipulative tool to insulate and protect the 
users within his world and from the larger society 
outside.” 
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Beyond discussions of drug language, the sub-
stance abuse subculture literature includes descrip-
tions of group rituals for drug injection (e.g. ‘boot-
ing,’ the process of drawing blood into the needle 
while shooting up), behavioral expectations in several 
socially constructed subcultural scenes (e.g. rules for 
appropriate behavior in shooting galleries and drug 
copping areas), subculturally patterned social inter-
action and recognized social roles (e.g. social control 
activities by the houseman at a shooting gallery), life 
coping strategies (e.g. pooling resources to purchase 
drugs, diverse hustling schemes, techniques for hiding 
drugs to avoid police detection), and group specific 
values (e.g. respect shown to long time drug injec-
tors), in short, an authentic cultural florescence. 
Pivotal to this subcultural system, needle sharing has 
been described as a core rite of intensification, “a 
symbol of social bonding among people who other-
wise have little occasion to trust one another” as 
Conviser and Rutledge put it [89, p. 451, while 
“tracks” (visual evidence of needle-inflicted damage 
to veins) are described as proud badges of group 
membership. 

Further, Inciardi [58] argues that violence is an 
integral component of the drug subculture and one 
that does not necessarily stem from the fact that 
drug possession and use are illegal. He cites a number 
of contexts in the subculture in which violence is 
proscribed: “territorial disputes between rival drug 
dealers; assaults and homicides committed within 
dealing and trafficking hierarchies as means of 
enforcing normative codes; robberies of drug 
dealers, often followed by unusually violent retalia-
tions; elimination of informers; punishment for 
selling adulterated, phony, or otherwise ‘bad’ drugs; 
punishment for failing to pay one’s debts; and 
general disputes over drugs or drug paraphernalia” 
[58, p. 137-1381. AIDS and the fear of using infected 
needles, he asserts, have added a new context for the 
expression of violence among drug users. 

A major implication of the drug subculture litera-
ture is that injection drug users are so marginalized 
and estranged from the mainstream world that ethnic 
identity or other social roles are of minimal salience 
to them and, by extension, may not be of particular 
relevance to AIDS prevention efforts developed in the 
inner city for hardcore drug users. From this view, 
what matters most to the IDU is his/her next ‘fix’ and 
hence the cultural mechanisms that facilitate access to 
drugs are more meaningful and valued than ethnic 
heritage or other cultural identities such as kinship. 

However, there are reasons to be cautious in 
adopting a subcultural model for understanding 
IDUs [90]. First, it is far from clear that they possess 
a long-standing, homogeneous, or well articulated 
subculture that is particularly distinct from broader 
cultural practices. According to Page [91], injection 
drug use has a relatively short history; group lore is 
not well developed; injection vernacular, though real 
and important, is characterized by considerable 

of the U.S. urban poor 

geographic variability; standardization of shooting 
practices is unlikely given geographic variation in 
drugs of choice; and drug use patterns are subject to 
rapid shifts, including adoption of non-injection pat-
terns of drug consumption when injectable drugs are 
in short supply, available drugs are of particularly 
poor quality, or in response to health education 
efforts. A comparison between injection drug users in 
Miami and Hartford, in fact shows that there exists 
considerable variation in drug use practices, drugs of 
choice, needle practices, injection locations, level of 
sexual risk, and sociodemographic characteristics of 
drug injectors [92]. For example, while 76% of the 
IDUs recruited through inner city street outreach in 
Hartford reported at least daily drug injection, in 
Miami only one-third reported this level of injection 
frequency. Frequency of heroin use was found to be 
particularly important in differentiating Hartford and 
Miami injectors. Thus, while 69% of Hartford IDUs 
reported daily injection of heroin, this was true for 
only 19.5% of their Miami counterparts. Even within 
ethnic groups, diversity is considerable across geo-
graphic areas. An analysis of drug use and AIDS risk 
among Puerto Rican IDUs in eight U.S. cities found 
that crack was used in much greater frequency in 
Miami and Harlem than in the other six cities; while 
the inhalation of heroin was fairly common among 
Puerto Rican IDUs in Newark, this practice was rare 
in some other cities, especially Miami; speedball (a 
mixture of heroin and cocaine) was quite commonly 
injected in Hartford but unusual in Chicago; and 
while injected cocaine was the drug of choice in 
Philadelphia, and injected heroin filled this bill in 
Jersey City, in Hartford, both drugs injected 
alone and in combination, were found to be the norm 
[92]. This inter-city variation in drug use patterns 
reflects even wider behavioral differences associated 
with the routes of consumption and biochemical 
effects of specific drugs as well as the cultural 
construction of these effects. Considerable variation 
also exists within individual cities. In a survey 
using a random sample of persons with AIDS in New 
Jersey, IDUs were found to have varied life-styles, 
rather than to be participants in a single sub-
culture [93]. 

Additionally, Bovelle and Taylor [94, p. 1781 point 
out that while IDUs make use of a drug argol, many 
users express their “connection with mainstream cul-
ture by their ability to shift easily in and out of 
standard English when expediency demanded . ” In 
fact, drug users, for the most part, have not devel-
oped a unique idiom. Rather, much of what has been 
identified as drug language has its origin in working 
class Black English. As Inglehart [88, p. 1121 recog- 
nizes, the “[tlerminology and metaphorical imagery 
used by addicts are often drawn from black slang, 
and reflect Afro-American cultural values as ex-
pressed in dynamic, performance-oriented speech.” 
While Latin0 drug users in U.S. inner city areas have 
been heavily influenced by African-American cultural 
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and linguistic patterns as well, they tend also to draw 
on their Latin0 subculture as a linguistic and cultural 
source. Additionally, the language of both African-
American and Latin0 drug users has been heavily 
influenced by the drug treatment ‘subculture’ es-
pecially the 12-step self-help movement but other 
treatment modalities as well. 

Further, closer investigation has shown that the 
primary reason that most injection drug users share 
needles is not ritual expression or social bonding but 
survival-oriented pragmatism [95]. For example, in 
their study of male prostitute injection drug users in 
San Francisco. Waldorf and co-workers [96] found 
that the primary reason for sharing was lack of 
needles rather than a symbolic importance placed on 
the act of sharing. Additionally, many drug injectors 
have been found to try hard to avoid developing 
tracks so that they will not be identifiable as a drug 
user [76]. ‘Passing’ as a non-user, by painstakingly 
avoiding fitting any of the reigning drug user appear-
ance or behavioral stereotypes, is a survival strategy 
adopted by some IDUs. This gambit, which has been 
reported by a number of drug users interviewed in 
our Street Knowledge Study in Hartford, involves 
limiting participation in drug-oriented social scenes 
to the minimum necessary to secure drugs, a behav-
ioral pattern that constrains the development of a 
drug subculture. 

In sum, while it is not incorrect to talk of a drug 
subculture, in doing so, it is important to avoid 
reifying and exoticizing this phenomenon while un-
dervaluing other identities and cultural influences on 
IDUs, including the pull of ethnic identification, 
attachment to local communities, and involvement in 
kin networks. The Heroin Lifestyle Study of African 
American IDU men, for instance, identified many 
“long-time, serious heroin users” who nonetheless 
were “still active in their communities”. 

A common bond among these men was minority group 
status in a society perceived by many to be racist. This 
ingroup experience of being Black and poor was reflected 
repeatedly in the comments of study participants. For 
example, in response to the question, how do you spend 
your day, one man responded: ‘I listen to records things 
like that, watch T.V. I enjoy doing what anybody else would 
do. No different, I’m Black and I’m poor’ [55, p. 61. 

Also, existing research points to important differences 
among IDUs across ethnic groups. In terms of life 
experience, psychological impairment, and drug use, 
a number of differences have been noted 1971. For 
example, a comparison of Chicano and Anglo IDUs 
by Anglin and co-workers [98] found that the former 
tend to traverse a shorter road to drug injection that 
includes consumption of a narrower variety of drugs 
than the latter. 

Moreover, the notion of a subculture of injection 
drug use can be problematic if it suggests that 
subcultural norms and values independently generate 
and sustain risk behavior [76]. As indicated, needle 
sharing tends to be produced by lack of access to 

needles not by subcultural values about the social 
bonding achieved by sharing. The critical issue is the 
social location of injection drug users as social out-
casts (e.g. the ban on the use of federal funds for 
needle exchange) and not IDU subculture per se. 

Finally, there is the category, sex partner of an 
injection drug user. As Glick Schiller [99, p. 2431 
points out, unlike members of the dominant society, 
IDUs commonly are “described as having ‘sex part- 
ners’ rather than lovers or spouses”. One of the 
common conceptual leaps that occurs with this term 
is the assumption that it refers to women who are 
partners of male drug users with little thought given 
to the possibility of men who do not use drugs being 
in relationships with women who do. Also, as Kane 
[loo] has emphasized, being the sex partner of a drug 
injector is not a natural category, it is not a social 
group, nor is it necessarily part of an individual’s 
identity. Indeed, many people are sex partners of 
injection drug users and do not know it. Others may 
suspect but fear knowing the full truth. Needless to 
say, this makes prevention efforts targeted to individ- 
uals at risk in this way very difficult. As Herdt 
[l4, p. 131 has written: “Though the notion of sexual 
partner may seem obvious, it varies across cultures 
and is probably the source of significant error in 
research design. Whether a partnership is sexual 
and/or social, culturally approved or disapproved, 
voluntary or coercive, is of real import ” 

In sum then, we see the degree to which epidemiol-
ogy, in responding to AIDS, has constructed rather 
than discovered relevant social categories and the 
extent to which there is a “lack of correspondence 
between . categories and the social reality to which 
these categories are meant to refer” [ 100, p. 10491. As 
Stone emphasizes 

risk factors and designations of high-risk groups do not 
grow immediately and automatically out of epidemiological 
research. They are created in a social context that involves 
judgement, persuasion, bargaining and political maneuver-
ing [IOl,pp. 91-921. 

Unfortunately, one of the primary consequences of 
the association in the public’s mind of these so-called 
risk groups with AIDS is that most people have been 
allowed to feel that they are not at risk, when in fact 
they may be. Observes Glick Schiller, 

In 1989 the Presidential Commission on the Human Im-
munodeficiency Virus Epidemic recommended that ‘people 
who fall into any (high risk) categories should seek testing 
and counseling services from their physician or public health 
agency, regardless of presence or absence of symptoms’. The 
logical result of such advice was that if you did not see 
yourself as gay, as an IV drug user, or as a sex partner of 
an IV drug user, you did not think of yourself as being at 
risk for AIDS [99, p. 2451. 

A number of serious consequences flow from the 
social and epidemiological construction of AIDS risk 
groups. These include: (1) perpetuating popular mis-
understanding of who is at risk for AIDS and how 
they are at risk; (2) mistargeting of health education 
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efforts; (3) spreading of the disease because people 
miscalculate their personal level of risk; (4) stigmatiz- 
ing, silencing, and abusing individuals with AIDS; (5) 
dividing communities and thereby reducing their 
ability to participate collectively in building unified 
and effective responses to the epidemic; (6) reinforc- 
ing social divisions that block politically conscious 
class formation among the poor and working classes; 
(7) increasing 
groups; and 
specifically 
the syndemic 
city [99]. 

From the 

the mistreatment of socially stigmatized 
(8) concentrating public health resources 

on AIDS while comparatively ignoring 
and social nature of AIDS in the inner 

perspective of critical medical anthropol-
ogy, avoiding these problems requires a reconsider-
ation in light of three important social dimensions of 
AIDS, its: social construction, social transmission, and 
social location. 

THE SOCIAL DIMENSIONS OF AIDS 

Like nineteenth-century cholera, AIDS is accu-
rately described 
profound sense 
social dimensions 
the challenge the 
work in medical 

AIDS as a social 

as a disease of society in the most 
[102]. This is true because of three 

of AIDS that have helped to shape 
epidemic presents for doing useful 
anthropology in the inner city. 

construction 

AIDS is socially constructed, in the sense that its 
impact as an arena of focused human experience is 
shaped by social definitions, social values, and social 
relationships. For example, there has been the pro-
tracted discussion at the Centers for Disease Control 
and Prevention over the definition of AIDS: should 
AIDS be defined in terms of a blood test showing the 
presence of HIV antibodies (i.e. immune system 
response to infection with the virus) combined with 
the development at least one so-called opportunistic 
disease (proving a deterioration of bodily function-
ing) from an approved list of identified AIDS-related 
diseases, or should it be defined in terms of blood test 
results plus a specified rate of a special type of white 
blood cell (CD4 type leukocytes) per unit of blood, 
given the tendency of the virus to target, penetrate, 
and progressively destroy these cells. While the latter 
option has won out, either way, of course , the AIDS 
diagnosis is a socially constructed label. AIDS is 
present only when those with authority to define 
disease say so. As Treichler [103] has suggested, the 
situation is reminiscent of an apocyphal story from 
baseball: Three empires are talking. The first empire 
says: I call ‘em as I sees’ em. The second empire says: 
I calls ‘em as they are. And the third empire, the one 
who perhaps best understands the social nature of the 
game, says: They ain’t nothin till I calls ‘em. In AIDS, 
the latter condition reigns but not without challenge. 

For example at the beginning of the epidemic, 
AIDS, or GRID (gay-related immunodeficiency) as it 
was then called, was biomedically constructed exclu-

sively as a disease of gay men. Consequently, the 
appearance of AIDS-like symptoms (‘gay cancer,’ 
‘gay pneumonia’) among inner-city children did not 
lead to a diagnosis of AIDS. In December 1981, when 
Arye Rubinstein, chief of Albert Einstein’s medical 
college Division of Allergy and Immunology sub-
mitted a paper to the annual conference of the 
American Academy of Pediatrics suggesting that the 
African-American children that he was treating in 
the Bronx were suffering from the same disease as 
immunodeficient gay men, he was rebuffed. 

Such thinking was simply too far fetched for a scientific 
community that, when it thought about gay cancer and gay 
pneumonia at all, was quite happy to keep the problem just 
that: gay. The academy would not accept Rubinstein’s 
abstract for presentation at the conference, and among 
immunologists, word quietly circulated that [Rubinstein] 
had gone a little batty [104, p. 1041. 

The same pattern occurred among inner city drug 
injectors who presented immunodeficiency disorders 
in the early 1980s. Consistently, health officials “re-
ported them as being homosexual, being strangely 
reluctant to shed the notion that this was a gay 
disease; all these junkies would somehow turn out to 
be gay in the end, they said” [104, p. 1061. 

Similarly, ever since AIDS came to be seen as a 
disease transmitted through the sharing of drug injec-
tion equipment, there are indications that many 
people in the inner city had died of HIV-related 
causes even though they were never diagnosed as 
having AIDS. For example, Commissioner of Health 
for New York City, Joseph, reported: 

During the last five years, we have seen a dramatic increase 
in the numbers of deaths of IV drug abusers They have 
been dying from TB, pneumonia, and other conditions that 
could very well be complications of AIDS-related immuno-
suppression not ident@ied as CDC-dejned AIDS If we 
adjust our surveillance for this increase in deaths among IV 
drug addicts, the absolute number of AIDS-related 
deaths in the City would be as much as 50% higher than is 
currently reported (emphasis 

Indeed, the redefinition 

occurred followed on the 
about the failure of the 
opportunistic vaginal 
are peculiar to women, 
common among inner 

added) [105, p. 1631. 

of AIDS that has recently 
heels of a protracted debate 
CDC-definition to include 

and pelvic infections that 
and are disproportionately 

city 
in increasing numbers from 
ditions in recent years. 

Understanding the social 
short, is critical to fighting 
However, because it “accords 

women who have died 
immunodeficiency con-

construction of AIDS, in 
AIDS in the inner city. 

social class (in the form 
of class-linked power differentials) a central role in 
the study of social relations of sickness and healing” 
[106, p. 291, it is sometimes assumed that critical 
medical anthropology is only concerned with 
macrolevel phenomena and overlooks the importance 
of culture as a signifying system used by people to 
construct a meaningful social world. Following 
the approach of Roseberry [107], however, it is 
possible to sidestep the traditional materialist/idealist 
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antinomy in anthropological theory building by view- 
ing social construction itself as a material social 
process. The objective of this approach is to under-
stand cultural categories “not simply as socially 
constituted but as socially constituting” [107, p. 281, 
that is, not just as products or fixed metaphoric, 
symbolic, or evaluative expressions of a given culture 
(i.e. cultural texts to be read or interpreted) but as 
part of the flow of ongoing politically and economi-
cally influenced cultural production. This emphasis 
on creation draws attention to the context of cultural 
production, including raising questions about who is 
involved in the productive process, who controls or 
shapes the direction of cultural production, and who 
benefits thereof, as well as what is the historic and 
socio-political location of this process. In Mintz’s 
[8, p. 1571 apt phrase, “Where does the locus of 
meaning reside?” In other words, 

If culture is text, it is not everyone’s text. Beyond the 
obvious fact that it means different things to different people 
or different sorts of people, we must ask who is (or are) 
doing the writing [107, p. 241. 

This discussion focuses attention on the ways in 
which the construction of AIDS as a meaningful 
cultural category proceeds within social fields of 
power. Whether it be the development of disease 
definitions, creation of AIDS-related knowledge 
about the immune system, the construction of ‘risk 
groups’, the defining of ‘risky settings’ (e.g. gay bath 
houses, ghettos, shooting galleries), the labeling of 
‘risk behavior’ (e.g. promiscuity, prostitution), or the 
setting of parameters on AIDS education (e.g. the 
ban on portraying homosexuality in a positive light 
in AIDS projects supported with federal dollars), the 
social construction of AIDS occurs in a world of 
contested interests and hierarchical relations. 

Further, attention is drawn to the historic impact 
of particular meaningful constructs as they gain 
acceptance and are transmitted socially as the lens 
through which aspects of the world are known 
and experienced. Once a social construction like 
AIDS becomes established (i.e. becomes part of 
either the dominant/hegemonic culture or a sub-ordi- 
nate/counterhegemonic culture), it acts as a material 
force in shaping subsequent social behavior and 
relationships, including helping to set the parameters 
of later social contestations. The rise to prominence 
of particular configurations and their influences on 
social action can only be understood therefore by 
linking cultural construction to the structure of social 
relationship. For, in addition to endowing the world 
with meaning and order, culture “perpetuates and 
legitimates power” [IO% p. 1661. 

It merits stressing that this does not mean that the 
social understandings packed into AIDS as a cultural 
concept are products of social forces alone. As a 
materialist perspective, Critical Medical Anthropol-
ogy begins with the assumption that HIV has an 
independent physical existence (that is, independent 

of its meaningful construction in one or another 
cultural system, including that of immunology or 
biomedicine generally), and that characteristics and 
organic effects of the virus impose themselves on 
human experience. Experience of the virus, in short, 
is shaped, in part, by its biotic qualities, Treichler has 
identified a continuum of approaches to understand-
ing the relationship between culture and biology in 
AIDS as follows: 

First, the virus is a stable, discoverable entity in nature 
whose reality is certified and accurately represented by 
scientific research: a high degree of correspondence is as-
sumed between reality and biomedical models. Second, the 
virus is a stable, discoverable entity in nature but is assigned 
different names and meanings within the signifying systems 
of different cultures; all are equally valid though not all are 
equally correct. Third, our knowledge of the virus and other 
natural phenomena is inevitably mediated through our 
symbolic construction of them; biomedicine is only one 
among many, but one that currently has privileged status 
[103, p. 671. 

At either end of this epistemological and ontological 
continuum are two additional approaches. The mech-
anical materialist view understands HIV as a discrete 
and knowable part of physical reality that cultures 
merely label, while the radical idealist approach por-
trays HIV as a fully human construction, an abstrac-
tion from a whirling buzzing world that is not directly 
knowable but must be responded to by an encultured 
being. In Treichler’s [103. p. 681 view, conventional 
medical anthropologists have tended to opt for the 
middle ground: “Most seem more comfortable with 
the notion of a single, stable, underlying biological 
reality to which different cultures assign different 
meanings than with the view that everything we know 
about reality is ultimately a cultural construction.” 

The Critical Medical Anthropology perspective 
differs from both of these alternatives because it 
argues that even if it is assumed that HIV is a part 
of nature, it need not be seen as having an existence 
that is necessarily independent from human activity 
and culture, including political economy, because 
nature need not be understood from an ahistoric 
naturalistic perspective. From this standpoint, it is 
readily seen that nature is shaped by society no less 
than society is shaped by its encounter with nature 
[108]. As we engage the so-called natural world, we 
confront ourselves through the imprint of past hu-
man interactions with physical reality. For example, 
it has been suggested that both the evolution of HIV 
from a simian virus into a species (or, in light of the 
existence of HIV-l and HIV-2, a set of species) 
adapted to human hosts as well as the initial spread 
of the virus among people in Africa were conse-
quences of the polio vaccination campaign conducted 
in the Congo during the 1950s (on the grounds that 

oral polio vaccine was prepared from the kidneys of 
African green monkeys). While this particular con-
nection has been disputed by vaccine researchers 
[ 1091, it suggests one of the many ways human actions 
historically have played a significant role in shaping 
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the physical world including human biology. Writes 

Crosby, 

On the pampa, Iberian horses and cattle have driven back 
the guanaco and rhea; in North America, speakers of 
Indo-European languages have overwhelmed speakers of 
Algonkin and Muskhogean and other Amerindian 
languages; in the antipodes, the dandelions and house cats 
of the Old World have marched forward, and kangaroo 
grass and kiwis have retreated [I 10, p. 71. 

These changes, components of European colonial 

expansion, Crosby labels ecological imperialism. In 
examples like this, we see that nature is not as 
‘natural’ as we sometimes like to imagine. Rather, to 
a considerable degree, it is a product of human labor, 
although often not the intended or desired product of 
that labor. 

The development of malaria as a major source of 
human morbidity and mortality worldwide presents 
another example well known to anthropologists. The 
Anopheles mosquito that serves as vector for the 
parasite that causes malaria was greatly influenced 
by human environmental reshaping for purposes of 
food cultivation, a development that reflected and 
expressed significant changes in the human social 
relationships and polity associated with production 
of a surplus and food storage. Cultivation created 
sunlit pools of stagnant water favored by Anopheles 
mosquitos for breeding while storage of a food 
surplus allowed the concentration of a large 
number of human victims in settled villages. During 
this process, there is little doubt that the 
mosquito changed to facilitate more effective 
exploitation of human created environments for 
breeding and humans as a major source of the 
blood needed for reproduction. As this example 
suggests, nature does not exist apriori to and separate 
from humans, nor, by extension, does HIV. If, as 
is now widely believed by virologists, HIV-l and 
HIV-2 had their origins as benign simian retroviruses 
@IV,,, and SIV,,, respectively), the successful cross-
species transmission and subsequent worldwide 
spread in the new human host undoubtedly was 
significantly influenced by human social activity, 
ways of life, and patterns of interrelationship, includ-
ing, again, powerful forces of a political economic 
nature. 

This argument can be made most clearly if we 
move beyond the U.S. inner city to consideration 
of AIDS in Africa, given that Africa commonly 
is proposed as the site of origin of HIV and 
simultaneously, as the ‘dark continent’ of European 
imagination, has long served the West as a trope for 
nature, at once wild, unexplored and threatening 
[I 11, 1121. Whatever the origin of HIV, an issue 
mired in controversy because under conditions of 
oppression “the question of origin becomes confused 
with the idea of responsibility ” [16, p. IS], AIDS is 
widely spread in several parts of Africa. Some would 
see this as a consequence of the virus having existed 
longer in Africa than elsewhere. And yet, understand-

ing the distribution of AIDS on the African continent 
requires a consideration of political economic factors, 
including colonial and post-colonial factors. For 
example, writing of Southern Africa, Baldo and 
Cabral argue: 

The most important historical structural processes concern-
ing HIV in Southern Africa are the LIW [Low Intensity 
Wars] and the disruption of the economy, particularly the 
rural economy. Various population groups are forced into 
continuous movements, including displacement Right from 
the war affected areas, regular armies and groups of bandits, 
rural populations moving to towns (joining the poverty and 
marginality circle including prostitution and street children) 
and rural populations moving near army barracks for 
trading [I 13, p. 401. 

In this instance, the effort by South Africa to main-
tain its internal system of exploitation through 
Apartheid and its regional dominance by promoting 
low intensity wars of destabilization against its 
neighboring countries produced social conditions 
that contribute significantly to the opportunities for 
human infection. Other, yet related, political econ-
omic factors also have been identified. With reference 
to Zaire, for example, Schoepf comments: 

Disease epidemics generally erupt in times of crisis, and 
AIDS is no exception. Zaire, like most other sub-Saharan 
nations and much of the Third World. is in the throes of 
economic turmoil. Propelled by declining terms of trade and 
burdensome debt service, the contradictions of distorted 
neocolonial economies with rapid class formation have 
created what appears to be a permanent, deepening crisis 
In Zaire, as elsewhere in the region, economic crisis and the 
structure of employment inherited from the colonial period 
shape the current configuration, contributing to the femi-
nization of poverty and consequently to the spread of AIDS 
[e.g. through prostitution or multiple partner sexual re-
lationships associated with smuggling networks developed 
to contend with the worsening economic conditions] 
[I 14, p. 2621. 

As these two examples show, while the human 
immunodeficiency virus has a material existence inde-
pendent of social factors, its role and importance as 
a source of morbidity and mortality among humans 
cannot be understood in isolation from political 
economy. Contrary to the arguments of some cri-
tiques of Critical Medical Anthropology [e.g. 1151, 
placing emphasis on the social origins of disease 
does not constitute a denial of the biotic aspects of 
pathogens, hosts, and environments. Rather, it is an 
affirmation of the critical importance of adopting a 
holistic and historically informed biosocial approach 
to health. 

Social transmission qf’ AIDS 

A second way in which AIDS is a social disease is 
that it is spread through social behaviors, especially 
intimate behaviors like a sexual contact and injection 
drug use. For this reason, it is tempting to think of 
AIDS as an easily preventable disease: people need 
merely avoid identified risk behaviors and no one will 
become infected. This simplistic line of thinking 
about human behavior leads easily to victim-blaming, 
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because individuals who become infected can be 
said to be responsible for putting themselves at 
risk. Importantly, the ability of individuals to adopt 
known AIDS prevention strategies is to no small 
measure socially determined. Research on AIDS risk, 
for example, unveils its close connection to issues of 
power in interpersonal relations. Illustrative of this 
point are the following comments of inner city Puerto 
Rican women participants in a community focus 
group discussion on AIDS conducted by the Hispanic 
Health Council in Hartford. Discussing the issue of 
encouraging a partner to use a condom, one woman 
stated: 

If he’s a violent guy, she’s exposing herself to violence, 
because she is implying that he’s cheating on her or because 
she’s implying that she might have gone out with somebody. 
Or he might reject having any sexual activity. Some of them 
would just walk away. They would just get up and walk 
away. Either they’d try to persuade her not to use condoms 
and if she insists, he’d walk away [78, p. 961. 

Commenting on her own situation, another focus 
group participant noted, 

I know that the first time I was so afraid I said you’d better 
use them. He was kind of upset, you know, because of the 
fact that I did not believe him, but I had to think about 
myself. He used them in the beginning, but afterward he just 
didn’t. I was kind of worried, and now the fact that I find 
out that he’s still using drugs and things like that, it scares 
me, and I think, you know, should I go for a test or what 
should I do [78, p. 961. 

As both of these examples indicate, sexual politics 
can be a significant determinant of AIDS risk 
[116, 117, but also see 1181. Notes Sibthrope 
[ 119, p. 2081, “Safer sex is unsafe if it has the potential 
to challenge a relationship with a significant partner 

. ” Moreover, prevention education (e.g. emphasis 
on monogamy and condom use) can overlook the fact 
that under certain circumstances, especially those 
where limited options prevail and individuals must 
make the best of what is available, it is possible for 
“the benefits of taking . risk [to] outweigh the 
advantages to avoiding it” [120, p. 5971. This applies 
not only to gender relations, but to other types of 
emotionally and materially supportive social re-
lations as well. While known to be highly risky, 
injecting drugs in a shooting gallery, for example 
confers definite benefits (e.g. access to needles, access 
to water, protection from police surveillance, help in 
case of a drug overdose, potential access to drugs). 
Similarly, sharing drug injection equipment can be 
seen as a form of ‘life insurance’ among people with 
scarce resources if it helps to maintain a relationship 
with someone who can be called on in time of 
need [120]. Consequently, the social transmission 
of AIDS must be understood in light of the cultural 

The social location of AIDS 

Finally, AIDS is a disease of society in the sense 
that the disease spreads, as Bateson and Goldsby 
[121] suggest, along the fault lines of society. In the 
U.S. especially, AIDS is disproportionately a disease 
of the dispossessed, a disease of the socially con-
demned and denigrated, a disease of social outcasts 
and a disease of the poor. Yet, as Fee and Kreiger 
emphasize: 

The epidemiological categories of ‘risk groups’ that are 
firmly established in the infectious and chronic disease 
models have tended to mask the class basis of many 
health issues. AIDS and HIV-related diseases are no excep-
tions. Official AIDS statistics, for example, report cases 
classified by age, gender, race/ethnicity, and mode of trans-
mission and do not provide any information on poverty or 
social class The invisibility 
mirrors the invisibility of class 
public policy [l22, p. 337-3381. 

Yet, class plays no small 

posure to HIV. Summarizing 
lence for newborns in New 
[123, p. 17491 note that the 

of class in the official data 
in public understanding and 

role in determining ex-
data on HIV seropreva-

York City, Novick et al., 
areas of the city with the 

highest levels of infection are poor inner city neigh- 
borhoods, where low income ethnic minorities consti-
tute a substantial portion of the population. These 
are the same neighborhoods that have suffered the 
highest rates of AIDS-related deaths. Yadira Davila, 
a drug addict from the lower East Side of New York 
describes the impact of the AIDS epidemic on her 
neighborhood in the following words, 

Everybody is dead. The lower East Side is almost entirely 
empty. The only people left are the crackheads. Everybody 
at the Essex Street market are gone. Before we would pass 
by and it would be crowded. Everybody selling this and that. 
Now everything is empty [l24, p. 461. 

Roderick Wallace [I] has analyzed the social distri-
bution of AIDS in New York in terms of the social 
disorganization of poor neighborhoods caused 
by changes in social policy, such as withdrawal of 
essential municipal services like fire protection, im-
plemented with the intention of lowering population 
densities and achieving planned population shrinkage 
in targeted areas. After service withdrawal by the City 
Planning Commission and other agencies, Wallace 
has documented a mass migration of refugees from 
burning areas into nearby neighborhoods, which 
themselves become overcrowded and are targeted for 
service reduction and subsequent burnout and mi-
gration. In these areas undergoing urban desertifica-
tion, social networks and other forms of support are 
severely disrupted. These changes are associated 
with heightened rates of substance use and HIV 
infection. At the heart of one of the most devastated 
urban zones studied by Wallace, a section of the 
South-Central Bronx, 25% of emergency room 
patients in the local hospital now test positive for 
HIV infection. Wallace [I, p. 81 l] concludes that 
social policies, which are fairly direct expressions of 
social relations among contending social groups, 

and political economic nature of specific social re-
lationships among the urban poor. No less than 
cultural concepts, even intimate social relations are 
generated, enacted, and revised in contexts of social 
inequality. 
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propelled the urban environmental changes that 
resulted in skyrocketing HIV infection and death. 

While hiding the role of class factors in the spread 
of AIDS, epidemiological categories have been mobi-
lized to divide off some groups and individuals for 
derogatory social labeling and physical suffering. 
Central to the epidemiological picture of AIDS in the 
U.S. has been the high prevalence of infection in 
so-called “hidden populations” [125], that is, groups 
that are not well known because their social activities 
generally are staged outside the view of mainstream 
institutions and agencies of social control. Epidemio-
logical categories reinforce the concerns of those who 
seek to expand the power of institutions of social 
control over such populations. Consequently, AIDS 
involves two epidemics in one, a health epidemic and 
an epidemic of accusation and condemnation against 
the afflicted [126]. Hence the countering slogan of 
AIDS activists: “Fight AIDS not those with AIDS.” 

Following Arras [127], it perhaps is useful to 
differentiate ‘democratic’ from ‘undemocratic’ dis-
eases. In the former (e.g. influenza), disease is trans- 
mitted easily and widely across class, racial, and 
ethnic lines, making it difficult to stigmatize and lay 
blame for illness on less empowered groups. In 
undemocratic diseases, marginalized groups are dis-
proportionately affected. As the foregoing discussion 
makes clear, the “undemocratic nature of the AIDS 
epidemic is not the inevitable result of an encounter 
with infectious disease” [128, p. 3241, rather it is the 
unfortunately but inevitable result of encounter with 
morbid social conditions and oppressive social re-
lations. Consequently, “examination of the spread of 
AIDS cannot be disentwined from the examination of 
more general and underlying political, social, econ-
omic and geographic structural factors within which 
disease transmission is embedded” [129, p. 11601. 
Such examination, an objective of Critical Medical 
Anthropology in the AIDS epidemic, holds potential 
for suggesting the types of changes in the quality of 
living and working conditions in the inner city that 
are necessary for a significant reduction in AIDS 
transmission. 

CONCLUSION 

In this paper, I have tried to illustrate some of the 
ways in which AIDS, as part of the inner city 
syndemic, has acutely challenged research in health 
social science and medical anthropology. Further, 
I have suggested a framework that is conscious of 
the political economic construction, transmission, 
and location of AIDS as a way to respond to this 
challenge. An even larger challenge facing health 
social scientists lies in translating our research find-
ings, rapidly and usefully, into AIDS prevention, 
support and treatment. Our primary task involves 
designing research that matters, research that makes 
a difference. In a time of crisis, we must be as 
concerned about the applications of our research as 

of the U.S. urban poor 

we are about the elegance or creativity of our design, 
as sure that what we find may help save lives or give 
comfort as it will lead to any publications or presen-
tations. Over 10 years into the AIDS crisis, we are in 
much need of taking stock of just how useful our 
work in AIDS has been. If, as Socrates suggested, a 
life unexamined is not worth living, then it can be said 
that research that is not at all relevant to furthering 
life in a time of crisis may not be worth doing [130]. 
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African Americans in the United States are disproportionately affected by HIV/ 
AIDS, with the rate of AIDS for African Americans nine times that of Whites.1 

As a growing number of researchers emphasize the need to examine and address the 
structural and contextual sources of HIV/AIDS risk, we suggest in this paper that 
among the most important contextual factors associated with these disparities are 
drug policy and the corrections system. In particular, high rates of exposure to the 
corrections system (including incarceration, probation, and parole) spurred in large 
part by the “war on drugs” being carried out by both federal and local governments 
in the United States, have disproportionately affected African Americans. We review 
a wide range of research literature to suggest how this, in turn, may affect the HIV/ 
AIDS-related risks of African Americans. We then discuss the implications of the 
information reviewed for interventions to address that risk. 
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Black-White disparities in HIV/AIDS. While African Americans make up only 
13% of the U.S. population, they represent 39% of all AIDS cases reported in the 
U.S. through 2002.1 Furthermore, the proportion of AIDS cases accounted for by 
African Americans has steadily and markedly increased over time: of the more than 
42,000 new cases reported in 2002, 50% were African American, an overall rate that 
was almost 11 times greater than the rate for Whites in that year.1 In the same year, 
African Americans constituted almost two-thirds of all AIDS cases in women and 
two-thirds of all pediatric AIDS cases.1 These trends are likely to continue, or even 
worsen: African Americans accounted for 54% of the new HIV diagnoses reported 
in the United States in 2002.1 Through 2001, 56% of all HIV diagnoses among 13–24 
year olds were in African Americans.2 

Sexual contact is the most common route of HIV infection among African 
Americans. Among the African Americans living with HIV/AIDS at the end of 2003, 
75% of women and 22% of men reported acquiring the virus through heterosexual 
contact; 47% of men reported being infected through male-to-male sexual contact; 
22% and 23% of men and women, respectively, reported acquiring HIV through 
injection drug use.3 Still, injection drug use is more frequently the source of AIDS 
among African Americans than among Whites. While injection drug use accounted for 
9% of cumulative AIDS cases in White men through 2003, it accounted for 32% of such 
cases in African American men.3 In a recent study investigating HIV diagnoses among 
injection drug users in 25 states with HIV surveillance, researchers found that Blacks 
continue to be disproportionately represented among diagnosed injection drug use-
related HIV cases. Among women, African Americans represented 66% of all injection 
drug use-related HIV cases, while among men, African Americans represented 64% 
of all such cases.3 Other recent studies confirm that African American injection drug 
users (IDUs) are more likely to be HIV-infected than their White counterparts. Kral 
and colleagues found that 12.5% of African American injectors but only 2.8% of White 
injectors tested HIV positive.4 Similarly, Day found that African American IDUs were 
four times as likely to have AIDS as their White counterparts.5 

To what can these disparities be attributed? Explanations for HIV/AIDS often 
focus on individual risk behaviors, with Black-White disparities in HIV/AIDS viewed 
as the result of race differences in risk behaviors related to drug use or sex. Yet in 
general, African Americans report less risky drug use and sexual behaviors than their 
White counterparts. In terms of drug use, White adolescents are more likely to use 
illicit drugs than their African American counterparts,6 and to initiate both illicit 
and non-illicit (alcohol, tobacco) drug use at younger ages.6–10 Relative to White 
adults in 2002, African American adults reported less lifetime and past year use of 
illicit drugs other than marijuana (24.9% vs. 33.0% and 7.3% vs. 8.2%, respectively) 
and only slightly more use in the past month (3.8% vs. 3.5%).11 Furthermore, in a 
study of currently non-injecting heroine users, including individuals who had, in 
the past, frequently, infrequently and never injected drugs, Neaigus and colleagues 
found that African Americans were underrepresented in the group of those with 
an injection history.12 Similarly, in a study of risk behaviors of female jail detainees, 
rates of reported needle sharing were much higher among non-Hispanic Whites 
than among either African American or Hispanic women.13 Examination of sexual 
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risk reveals that, as a group, African Americans also do not appear to be engaging 
in riskier sexual behavior than their White counterparts. Though African American 
youth do report more sexual behavior earlier than White youth,14 consistent use of 
a reliable means of contraception has been more strongly associated with African 
American than White youth;15 reported condom use is higher among Blacks than 
among other racial and ethnic groups.14, 16–18 

More promising for understanding race differences in HIV/AIDS than explanations 
based on individual risk behaviors are structural explanations, which focus on the 
social and contextual factors that determine health. While high rates of HIV/AIDS 
among African Americans have been attributed to a variety of structural factors 
(such as poverty,19–21 homelessness,22–23 community disintegration,24 access to sexually 
transmitted disease services and discrimination and racism25–29) arguably one of the 
most pronounced relevant features of the social context of the past several decades 
is the disproportionately high rate of incarceration among African Americans.25 

Incarceration, drug policy, and African Americans. Over the past decade, the 
number of individuals in U.S. prisons and jails has increased dramatically. Nearly 
1.4 million people were incarcerated in U.S. federal or state adult prison systems, 
and an additional 700,000 were residing in jails at the close of 2003.30 This growth 
was especially magnified in the African American community: the rate of current 
incarceration among African American men went from 1 in 30 individuals to 1 in 
15 between 1984 and 1997.31 The U.S. distinguishes itself not only in its scale of 
punishment but also in its degree of racial disparity across all levels of the corrections 
system. Consider these statistics from 2003: in 2003, Blacks were 5 times more likely 
than Whites to have been to jail;30 39% of local jail inmates were Black;30 44% of 
the prisoners under federal or state jurisdiction were African Americans;32 the rate 
of sentenced male prisoners under the jurisdiction of state and federal correctional 
authorities per 100,000 residents was 465 for Whites and 3,405 for Blacks.33 As of 
1997, an African American male was estimated to have a 1 in 4 likelihood of going 
to prison in his lifetime, compared with a chance of 1 in 23 for a White male.34 These 
racial disparities are magnified among young men: in 2003, 12.8% of all Black males 
aged 25 to 29 years were in prison or jail, compared with just 1.6% of White males 
of the same age;30 similarly, in 1999, 40% of all the juveniles in public and private 
residential custody facilities, and 52% of those in such facilities for drug offenses, 
were Black.31 Finally, while women are incarcerated at lower rates than men, a racial 
disparity also exists between African American and White women. Black females 
were 5 times more likely than White females to be in prison in 2003.32 

Growth of the incarcerated population, as well as the racially disparate form that it 
has taken, relates in large part to U.S. drug policy. U.S. policies towards drug offenses 
have become increasingly punitive since the 1980s. Measures such as mandatory 
minimum sentences, penalty enhancements for the sale and use of drugs in certain 
areas (drug free zones), disparities in the penalties associated with possession of 
crack and powder cocaine, and restrictions on syringe availability are examples of 
policies that increase the frequency of arrest and incarceration of drug offenders.35 

Between 1980 and 1995, the number of drug offenders in state prison increased by 
more than 1000%, accounting for 1 out of every 16 inmates in 1980, but 1 out of 
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every 4 in 1995.36 In the same time period, drug offenders represented 50% of the 
growth in state prison populations, and more than 80% of the total growth in the 
federal inmate population.36 These increases in drug-related incarceration were not 
distributed equally between African Americans and Whites. While the number of 
White state prison inmates sentenced for drug offenses increased 306% between 1985 
and 1995, the number of African American state prison inmates sentenced for drug 
offenses increased 707% in the same time period.37 The increase in the number of 
drug offenders in state prisons accounted for 42% of the total increase for African 
Americans, but only 26% of the total increase for Whites.38 Among federal prisoners, 
African American men account for 34% of those incarcerated on non-drug offenses, 
but 42% of those incarcerated on drug offenses.33 

The tripling of the female incarcerated population between 1980 and 1990 is 
similarly related to drug policy.39 The number of women arrested for drug offenses 
increased by 89% from 1982 to 1991,40 and sentencing of drug offenders accounted 
for 55% of the increase in the female prison population between 1986 and 1991.39 

What is true for men is true for women as well: incarceration rates have increased 
more rapidly among African American women than among White women, resulting 
in a growing race disparity in women’s incarceration rates. 

Incarceration and HIV risk. Whatever the explanations for race disparities in 
incarceration, it is reasonable to hypothesize that incarceration affects the HIV/AIDS 
risk of individuals with a history of incarceration. First, the prison environment 
itself may be a high-risk setting for the transmission of HIV/AIDS due to both the 
prevalence of HIV among inmate populations and the high-risk activities that occur 
inside the prison walls. In 2002, the known cases of HIV, as a proportion of the total 
custody population in state and federal prisons, varied across the nation from 0.2% 
to 7.5% with an average across prisons of 1.9%.41 In 1997, 20% to 26% of all people 
living with HIV in the U.S. were incarcerated at some point during the year.42 The 
exact magnitude of sexual risk behaviors occurring in prison is difficult to ascertain 
given the unreliability of official prison sexual assault records, the social pressures 
that inhibit men’s willingness to report same-sex behavior, the differences in sample 
size and populations that are studied, and the variety of ways in which researchers 
define sexual activity.43–44 While several studies estimate that about 20% of men 
experience some form of sexual contact while incarcerated, others have reported 
much higher and much lower rates.43–47 Whatever the rate may be, the majority 
of these sexual activities are likely to be unsafe due to the dearth of condoms in 
prisons. Injection drug use also occurs in prison and is associated with increased 
HIV risk;47–51 tattooing may be an additional risk factor.52 Using HIV testing to 
investigate HIV transmission within U.S. jails or prisons, some studies have found 
no strong evidence of intraprison spread of HIV,53–54 while Mutter and colleagues 
found that 3% of a sample of individuals continuously incarcerated since 1977 had 
seroconverted to HIV-positive status.55 In a more recent study, Krebs and Simmons56 

found that, among a sample of 5,265 inmates, the intraprison HIV transmission 
rate was 0.63% and HIV transmission while in prison largely occurred through sex 
with another man. In general, studies suggest that while sex and drug use decrease 
overall among the incarcerated, they are conducted in a riskier manner inside prison 
than outside.57–58 
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Though it is difficult to assess whether African Americans have a greater risk of 
HIV transmission while in prison than Whites, some studies indicate that their risk 
behavior while in prison differs little from that of Whites.57, 59 This suggests that 
any association between incarceration and Black-White disparities in HIV/AIDS 
that relates to prison as a risk environment results from the greater likelihood that 
African Americans will be exposed to this environment and not to any differences 
in risk behavior while incarcerated. 

In addition to any risk associated with prison itself, it is important to consider 
the consequences of incarceration for the lives of released inmates. In particular, 
incarceration affects social networks and family relationships, economic vulnerability, 
and access to social and risk reduction services. Before elaborating on these, two 
caveats are worth noting. First, the literature about the consequences of incarceration 
does not generally examine how the race of the ex-prisoner shapes the challenges 
that he or she faces upon re-entry. While there is research that specifically explores 
the effect of incarceration on African Americans, especially as it relates to social and 
family networks,25, 60–61 these studies do not always include analysis by race. Second, 
clearly many of the issues faced after incarceration (e.g. weak social networks, 
economic insecurity, uncertain access to safe housing and health care) may have 
been obstacles faced before incarceration. The point here is not that these factors 
are necessarily novel, but that they are intensified by the stigma, disconnection, and 
legal consequences of incarceration. 

With regard to the relationships among incarceration, network stability, and 
HIV risk, Hoffman and colleagues found that individuals in networks with higher 
rates of turnover (more new members entering the network and more members 
leaving) were more likely than others to engage in HIV-risk behaviors, even after 
controlling for other behavioral and socio-demographic risk factors.60 Arrest and 
incarceration may contribute to network disruption and consequently to increased 
HIV risk for African American drug users.60–62 Incarceration may also destabilize 
sexual and family relationships. Rates of divorce are higher in marriages where one 
of the partners is incarcerated.63 Upon imprisonment of their male partners, women 
often find new male partners to replace them.64 Thus, men leaving prisons may not 
have stable relationships to which they can return. This situation may be worsened 
by the reduced earning potential of ex-prisoners and the fact that stigma associated 
with incarceration may make them less attractive as potential spouses.65 

The economic security of released inmates is also affected by their criminal 
history. Researchers debate the exact effect of incarceration on future employment:66 

some studies show that ex-offender status has no effect on gaining employment,67 

perhaps partly due to the limited employment histories of many ex-inmates prior to 
incarceration.68 (It should be noted, however, that others suggest that many inmates 
were productive members of their communities prior to incarceration.69–70) 

Incarceration reduces individual earning potential in a number of ways. Prison 
vocational and job readiness programs, though showing some success in helping 
inmates to secure work upon release, are not available to all prisoners and often lack 
the post-release support and follow-up necessary to be truly effective.71 Employers 
also are reluctant to hire people with criminal records. A survey published in 1996 
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found that 65% of all employers would not knowingly hire an ex-offender.72 In many 
fields, including law, real estate, medicine, nursing, physical therapy and education, 
employers are actually prohibited from hiring people with criminal records.71 Time 
spent incarcerated is time spent networking with other criminals, not legal employers. 
Upon release, the ex-prisoner may have more and stronger relationships with people 
who earn money illegally than with people who run legitimate businesses.65 It appears 
that, “as time spent in prison increases, the likelihood of participating in the legal 

”71economy decreases [p. 32].
While ex-prisoners’ ability to find work is impaired, it is also difficult for them to 

benefit from public income maintenance and health programs until they can secure 
a job. The Personal Responsibility and Work Opportunity Reconciliation Act of 1996 
stipulates that “persons convicted of a state or federal felony offense involving the use 
or sale of drugs are subject to a lifetime ban on receiving cash assistance and food 
stamps [p. 1].”73 While states have some discretion in enforcing the ban, 17 states 
have introduced no nuance and entirely deny people benefits on this basis.74 Former 
inmates who are disabled or have chronic health conditions can get medical care 
through the Medicaid program, but it can take government agencies up to 45 days 
to approve Medicaid applications and only some states provide coverage to people 
with pending applications.75 A lack of identification among ex-prisoners can also 
make acquiring public assistance problematic.71, 75 

Economic instability and diminished social ties have serious implications for the 
housing options of former prisoners.76 All states offer transitional housing programs 
(e.g., halfway houses, sober houses, residential substance abuse treatment) to help 
prisoners re-enter the community. However, the number of individuals being released 
from incarceration far outnumbers the capacity of these programs; they are able to 
serve only a fraction of the re-entry population and are often restricted to certain 
types of offenders.71 Whether they are released directly from jail or prison or re-enter 
society via a transitional housing program, it can be very difficult for ex-offenders, 
most with little or no money, to find housing.71 Private housing is often unavailable 
because ex-offenders often lack the funds to provide a security deposit or solid 
credit history.77 Public housing may also be inaccessible due to long waiting lists, 
project policies that ban tenants with criminal histories, and/or federal laws that 
“deny [government-funded] housing to individuals who have engaged in certain 
criminal activities [p. 35],”71 namely drug and sex offenses.76 Furthermore, many may 
no longer have any connections with people in the community on whom they can 
rely. Transitional housing programs created specifically for people who are coming 
out of prison may direct them to single room occupancy (SRO) hotels that have 
sub-standard living conditions where residents may easily re-enter a life of crime.77 

One newly released prisoner with a history of drug abuse commented, “When you 
”78go to a hotel, you’re walking right into a relapse [p. 8].

These long-term consequences of incarceration may affect individual HIV risk. 
Lack of income can affect the ability to negotiate condom use79 and retention in 
drug treatment,80 factors that are in turn associated with HIV risk. Bluthenthal and 
colleagues found that 60% of baseline Supplemental Security Income (SSI) recipients 
in a San Francisco study of more than 1,200 IDUs lost their SSI benefits when rules 
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were changed to disallow Social Security Administration (SSA) disability based on 
alcoholism or drug addiction.81 Injection drug users who lost benefits were more likely 
than those who retained benefits to participate in illegal activities, share syringes, and 
inject drugs. They conclude that policies denying income support to IDUs increased 
their risk for HIV infection. Economic instability may also lead individuals, especially 
women, but also men,82 to engage in survival sex, a potential risk factor for HIV.83 

Homeless individuals have been shown to have a high frequency of substance use84 

and risky drug use behaviors in terms of frequency, injection in riskier locations, 
and poorer needle hygiene.85 Furthermore, while individuals in drug treatment are 
at lower risk for HIV than are out-of-treatment users,86–91 former inmates’ access 
to drug treatment services is generally limited by their lack of financial resources. 
In all of these ways, incarceration may affect HIV risk. In summary, the extent to 
which African Americans are disproportionately likely to be incarcerated relative to 
Whites may help explain race disparities in HIV/AIDS. 

Probation, parole, and HIV risk. Do probation and parole moderate or increase 
the effects of incarceration on HIV/AIDS risk in drug users? Together, these forms of 
community supervision represent the most widespread alternative to incarceration 
programs in the country and in any given state. Probation refers to a sentence ordered 
by a judge, usually instead of, but sometimes in addition to, time in jail. It allows the 
convicted person to live in the community for a specified period of time, usually 
under the supervision of a probation officer, depending on the circumstances and 
the seriousness of the crime. During 2003, more than 2.2 million adults nationwide 
entered probation supervision.92 In December 2003, just over 4 million people were 
on probation in the U.S.; women made up 23% of these and Blacks made up 30%.92 

Drug law violations make up the single largest offense committed by probationers, 
accounting for one-fourth of probationer offenses.92 

Parole is the conditional release of a prison inmate after he or she has served part of 
his or her sentence, allowing the inmate to live in the community under supervision 
during the parole period. The decision to grant parole is the responsibility, in a 
majority of states, of a parole board or commission, and is made only after time has 
been served. At the end of 2003, 774,588 adults in the United States were on parole, 
with over 492,000 of those entering parole during that year.92 Women made up 13% 
of these parolees and Blacks 41%.92 People who had committed drug-related offenses 
accounted for 40% of those released on parole in 2002. 

As alternatives to incarceration, probation and parole may moderate the impact 
of confinement by reducing the time an individual spends incarcerated. However, 
when released to these programs, the vast majority of individuals are subject to active 
and continued supervision by the criminal justice system. More than three-fourths 
of probationers are required to report regularly to a probation authority either in 
person, or by mail or phone, and over 80% of parolees must maintain regular contact 
with a paroling agency.92 In addition to this regular contact, most people in such 
programs are required to meet certain conditions (such as refraining from drug 
use or association with former friends) while on parole or probation, violations of 
which can send them back to prison, even when no new crime has been committed.71 

To the extent that our current parole supervision system actually increases rather 
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than reduces recidivism,93 parole and probation may exacerbate the consequences 
of incarceration for the lives of drug users, and any accompanying race disparities 
in HIV/AIDS. 

Few studies have specifically examined the HIV risks associated with people on 
parole and probation. A 2004 descriptive study of 200 people on parole and probation 
in New York City found that all of the women and 92% of the men had ever been 
tested for HIV.47 Seventeen percent of the women and 12% of the men who were 
tested were HIV-positive. The study also found that HIV knowledge was high, largely 
due to HIV education in drug programs and prison, although there were significant 
gaps. Still, in spite of this HIV knowledge and regular testing, many of the subjects 
reported histories of engaging in high-risk drug use and sexual behaviors. The authors 
also interviewed parole and probation staff and found they had insufficient training 
and education about HIV services. The high caseloads and public safety demands 
of their jobs forced staff to consider HIV prevention as a secondary concern. The 
study concludes that “more knowledge is needed about the factors that affect the 
initiation and persistence of drug and sex related risk behaviors among offenders 
being supervised in the community [p. 382].” It seems clear, however, that it will 
take more than individual-based educational interventions to address the drug and 
sex-related risks of those on parole and probation. 

There are at least two factors relating to probation and parole that may affect 
HIV-related risk among drug users: the conditions under which probation and 
parole are granted and the power vested in probation and parole officers to enforce 
these conditions. One of the standard conditions of release on probation or parole 
is to follow all federal, state and local laws,94 including those that criminalize the use 
and possession of drugs. To enforce this, and other conditions of release, probation 
and parole officers are granted wide-ranging powers, such that probationers and 
parolees are treated differently from regular citizens95 and parole officers can conduct 
warrantless searches without parolees’ consent.96 This has meant that individuals 
under the supervision of the probation and parole systems are essentially under 
constant surveillance and subject to search of their home or person at any time. 
Research has demonstrated that, at least for those who do end up using drugs, this 
surveillance, real or threatened, can negatively affect the risk reduction activities of 
probationers and parolees. For example, in research conducted among California 
injection drug users, Human Rights Watch found that the fear of violating probation 
or parole was cited by many as a deterrent to using syringe exchange programs.97 

Research also suggests that after their release, many incarcerated individuals with a 
drug use history will return to drug use 98 although those who enter drug treatment 
programs may be more successful in delaying the return while they are in the 
program.99–101 

As previously mentioned, inmates may be prohibited from interacting with their 
former friends and other members of their social networks upon release.71 While 
this may reduce the likelihood that they will return to old drug-using and criminal 
networks, it may also leave them isolated and without social support, or force them 
to identify new networks, possibly among those whom they met while incarcerated.102 

It is an empirical question, then, whether this condition of release will reduce any 
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HIV-related risk associated with their former networks or exacerbate the network 
disruption and isolation associated with incarceration and any subsequent HIV-
related risk. 

In general, studies with parolees and probationers confirm that they face many of 
the difficulties, described previously, that are confronted by those who are re-entering 
society after incarceration.101,103–104 What is less clear is whether probation and parole, 
in and of themselves, add or ease the burdens associated with re-entry. There is some 
reason to suggest, as discussed above, that the surveillance and other conditions 
associated with parole and probation may affect re-entry. Furthermore, research 
suggests that among some inmates, community supervision, and the conditions that 
come with it, are viewed as putting them at greater risk for re-incarceration to such 
a degree that they choose to serve a full term in prison and be released at the end of 
their sentence with no strings attached.105 In their literature review, Wood and May 
cite two studies done in the 1990s that found about 30% of nonviolent offenders 
chose prison time over intensive supervision probation.105 Their own research found 
this to be particularly true for African Americans and drug offenders.105 

In summary, few studies relating to incarceration, parole, or probation explicitly 
consider the implications of these components of the corrections system for HIV 
risk in drug users, or race disparities with respect to this risk. However, existing 
research, discussed above, does provide strong rationale for further exploring the 
connections among the corrections system (including incarceration, probation, and 
parole), HIV, and race. 

Structural Interventions for Reducing Race Disparities in HIV/AIDS 

To the extent that incarceration, associated community re-entry, and potential 
subsequent supervision under parole and probation, do contribute to HIV risk 
among drug users in general and race disparities in HIV/AIDS in particular, then 
interventions that address these factors may reduce HIV risk and race disparities. 
One group of such interventions are those aimed at delivering HIV prevention 
messages within the corrections system to those under its jurisdiction, run either by 
corrections personnel themselves or by others under contract with the system.106–107 

This would include such things as programs to promote HIV risk awareness among 
prison inmates and efforts to work with probation and parole officers to link their 
clients with prevention programs. 

More important still are structural interventions, which can take a number of 
forms, including: 

• 	 Interventions aimed at reducing the likelihood of involvement with the corrections 
system. To the extent that U.S. drug policy has been associated with increased 
incarceration and other forms of criminal justice supervision, reform of drug 
policy would constitute a major HIV prevention intervention of this type. 
Examples of such reform can be found throughout the country: in 1997, New 
Mexico established a statewide needle exchange program (Senate Bill 220); in 
1999, Connecticut increased the amount of syringes that can be purchased at 
a pharmacy without a prescription (House Bill (HB) 7501); in 2001, Indiana 
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eliminated mandatory minimum sentences for certain nonviolent drug 
offenders and reformed its Drug-Free Zone law (HB1892).108 Other efforts 
aimed at providing substance abuse treatment and reducing the likelihood 
of initiation of drug use or entrance into the drug trade would also serve this 
purpose. 

• 	 Interventions aimed at reducing the risks associated with incarceration and 
supervision. Efforts to initiate harm reduction programs within the prisons, such 
as providing condoms and clean syringes to inmates, would be interventions of 
this type, as would the provision of a broad array of drug treatment options, 
including pharmacological interventions (e.g., methadone and buprenorphine 
detoxification programs) within the prison. Prison needle exchange programs 
have successfully reduced risk behavior and HIV transmission, without 
endangering staff or prisoner safety or increasing drug use, in Switzerland, 
Germany, Spain, Moldova, Kyrgyzstan, and Belarus.109 As more is known 
about the risks associated with probation and parole, it may become clear what 
modifications of these systems would reduce HIV-related risks. 

• 	 Interventions aimed at easing the burden of re-entry. Interventions of this type 
might include such initiatives as intensive case management programs that 
help link former inmates to existing services. But they also include efforts to 
expand the services available to inmates and others under the supervision of 
the corrections system, such as special employment or housing programs.66–67, 

71, 76–77, 93, 98, 103, 110–111 In addition, reforms in welfare policy that, for example, 
would end restrictions on access to income maintenance and benefit programs 
among those convicted of drug-related crimes would also be interventions of 
this type.73, 108 

These are just a few examples of structural interventions that have the potential 
to address the HIV risk associated with involvement in the corrections system. To 
the extent that African Americans are disproportionately exposed to this system, and 
the subsequent risk it represents, such interventions have the potential to reduce 
racial disparities in HIV as well. 

Directions for Future Research 

While we have cited much research with implications for the relationship of the 
corrections system to HIV risk, particularly among drug users and as it relates to 
racial disparities in HIV/AIDS, there is much more work that needs to be done. This 
includes research relating to the criminal justice system as a factor in HIV risk, the 
HIV-related effects of ongoing and potential future reforms of the criminal justice 
system, and the ways that drug and welfare policies are associated with HIV risk and 
the criminal justice system. 

• 	 The corrections system as a determinant of HIV risk. Not enough is known 
about how, specifically, the corrections system operates as a determinant 
of HIV risk. It seems clear that prison itself is a risk environment, although 
there is more to know about the extent and nature of risky behaviors that 
occur behind bars. Even less well understood however, is how other forms of 
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criminal justice supervision, such as those represented by probation and parole 
or other alternatives to incarceration, shape (for better or for worse) HIV risk. 
Furthermore, in this review we have focused primarily on research relating 
to the impact of the corrections system on the HIV risk of individuals. It is 
important both to recognize and to better understand the multifarious effects 
of this system, for its consequences extend well beyond individuals. When large 
numbers of a population are removed from their homes and communities, 
and others are constantly moving back and forth between institutionalization 
and independent living, it also affects their partners, families, social networks, 
neighborhoods, and entire communities.25 In short, one need not be a drug user 
or a former inmate to be put at risk for HIV by the corrections system. Finally, 
we have focused attention on the corrections system from the perspective of 
those who are placed under its jurisdiction, but it is also necessary to develop a 
better understanding of the imperatives, policies, regulations, procedures, and 
norms that structure this system, particularly as they shape the way it addresses 
drug use, drug users, and HIV-related risk. Such an understanding will make 
it possible to develop more effective structural interventions to address HIV 
risk. 

• 	 HIV-related effects of reforms in the corrections system. While we have suggested 
here that reform of the corrections system can constitute an HIV prevention 
intervention, there are other, more common bases on which reform of the 
criminal justice system have been justified and implemented. Indeed, numerous 
states and locales are implementing criminal justice reforms to address such 
things as the economic and human costs of incarceration. Research is needed 
to examine the effects of these reforms on HIV risk and other related health 
outcomes. 

• 	 Drug and welfare policy and HIV-related risk. It is clear that drug policy in the 
U.S. has contributed significantly to increased exposure of individuals to the 
corrections system over the last two decades. This, in turn, suggests that drug 
policy reform represents a potential intervention for addressing associated HIV 
risks. However, there are numerous components of drug policy, including such 
things as mandatory minimum sentences, penalty enhancements for the sale 
and use of drugs in certain areas (drug free zones), disparities in the penalties 
associated with possession of crack and powder cocaine, and restrictions on 
syringe availability. Research can identify whether some of these components 
of drug policy are more important than others in promoting increased 
vulnerability to the corrections system, in general, and the disproportionate 
vulnerability of African Americans in particular. This, in turn, would suggest 
whether some drug policy reforms ought to be higher priorities than others. 
Similarly, it is likely that various components of welfare policy that restrict 
access to benefits and programs for those convicted of drug-related felonies and 
that exclude addiction to alcohol and substances from definitions of disability 
exacerbate the problems of community re-entry. The extent of these effects 
and the particular ways that they relate to HIV risk are important topics for 
further research. 
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Given the significance of incarceration, probation and parole in the lives of drug 
users, it is important to understand their potential HIV-related effects better. Research 
examining these effects must be especially attentive to analyzing whether they vary 
and are moderated by race. To the extent that African Americans, both drug users 
and non-drug users, are more likely to be under the jurisdiction of these institutions, 
they are more likely than Whites to feel their effects. Also important is the question 
of whether the HIV-related effects of exposure to the corrections system vary by 
race and, if so, in what ways. For example, it seems likely, given the high degree of 
residential segregation in urban neighborhoods that the effect of the corrections 
system on African Americans outside that system is greater than it is on Whites.25 

Questions of the role of the corrections system in promoting Black-White 
disparities in HIV/AIDS extend well beyond the particularities of HIV. Ultimately, 
they lead us to confront the question of the relationships among incarceration, 
race, public safety and public health more generally, and to ask whether current 
approaches to public safety seek to protect the safety of some at the expense of the 
health of others. 
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