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Foreword

The politician who wishes to survive keeps as much distance as he
can from prisons and prisoners. Prisoners do not vote, As a clasg,
they have no influential friends; and the only way they can get
attention, short lived as it may be, is by violent actions. No one
really likes prisoners, especially the long-term recidivists (repeat-
ers), who are this book’s chief concern.

Sometimes it seems that those who know the least about the
actual workings and daily lives of the imprisoned are the ones
who find it easiest to be experts on prison reform. As governor of
Massachusetts, I found an endless supply of people who wanted
to tell me what to do.

When I took office in the late 1960s, I inherited the report of a
blue ribbon commission which recommended taking the health
care of prisoners away from Correction and putting it under the
presumably better qualified Department of Public Health. This
action sounded good to me. The Commissioner of Public Health
suecessfully sought a grant from the Office of Economic Opportu-
nity (OEQ), the so-called Poverty Program, to carry out these
changes and I felt we might be approaching a solution to a
longstanding source of dissatisfaction.

Much to my surprise, the commissioner selected as director of
this project a physician I had known for many years who had a
respected position in the academic and medical community, Dr.
Curtis Prout. I wanted to work closely with him; but, of ecourse, I
could not. Despite my long friendship with him, I thought it best
not to intervene, this being a Federal project under a strong
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vii t FOREWORD

commissioner. Prout learned the hard way that the best ideas and
best-motivated people can accomplish little without support,
money, and above all, power. Now, however, I can take this
opportunity to recognize the great frustrations that necessarily
came with the job and, as Prout and Ross point out in Care and
Punishment, were inherent in a plan that was unrealistic and
completely unworkable,

In writing this book, Prout and Ross have carefully avoided us-
ing such labels as good, bad, right, and wrong. Some people may
not like this moral neutrality. But for hundreds of years, as they
point out, moralizing about prison conditions has not brought
about any lasting improvements, The endless, dreary cycle of re-
form, followed by apathy, neglect, and deterioration, then fol-
lowed by riots, reappraisal, and reform, will continue until we un-
derstand and realistically face the nature of prisoners and prisons.

Prout and Ross show how reasonable standards, enforced by
the courts, have made a tremendous difference in many jails and
prisons. Prout is a physician with a long association with Harvard
University, particularly the Medical School., This book is not a
medieal text, however. By basing their book on health conditions
and medical eare, they show that most inmates are different from
the general population. They show how very different prison is
from any other environment and how devastating this is, not only
to the inmates, but also to those who must work there.

Francis W, Sargent
Former Governor, Commonwealth of Massachusetts
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Introduction

Before the prison uprisings of the early 1970s, prison medicine
was largely a neglected field. Reformers have occasionally recog-
nized that medical conditions in prisons and jails were not what
they might be. News accounts have temporarily inflamed popular
sympathies for the poorly treated inmates. But, for the most
part, the general population has preferred to ignore prison medi-
cal care.

After the Attica uprising and riots in several other major pris-
ons in the United States, the inadequacy of medical care became a
popular issue. Federal civil rights legislation and interpretations
of the Eighth Amendment provided constitutional protection
from poor medical care, a form of cruel and unusual punishment.
Once the legal apparatus was in place, prisoners and prisoners’
rights organizations brought suit against individuals and prisons
alleging—and proving—poor medical care. Medical and correc-
tional workers then were forced to examine the unique problems
presented by prison medicine.

Attica called attention to the social and political dimensions of
medical service. The inmates themselves were not blind to the
possibilities of using inadequate health care as one of the justifica-
tions for their uprising; although at Attica, as elsewhere, it ap-
pears that the riot preceded the stated reasons for it. The promi-
nence given to medical grievances by the Attica inmates once
they discovered the political force of the issue made the medical
system a burning issue of prison reform.

In response to the publicity, several professional societies, aca-
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4 1+ INTRODUCTION

demic institutions, and public agencies began thorough investiga-
tions of what lay behind the complaints. They visited some of the
clinics, sick calls, dispensaries, and surgeries of the approxi-
mately 5,000 jails and prisons in the United States.

After their studies, most of these commissions established
standards and regulations. The Americar Public Health Associa-
tion (APHA), American Medical Association (AMA), American
Nurses Association, American Correctional Association, Ameri-
can Bar Association, and others wrote standards. Later, funded
by the Law Enforcement Assistance Administration (LEAA)},
the AMA began to plan for an ambitious program to visit pris-
ons, evaluate their medical services, and issue certificates of
accreditation to institutions meeting the standards.

In the 1970s, at the time the standards and regulations were
being written, 95 percent of the inmates of most prisons needed
medical attention, two-thirds had never had a medical examina-
tion in their lives, more than one-haif were drug abusers, and at
least 15 percent had diagnosable psychiatric disturbances. Yet
two-thirds of the 1,159 jails responding to an American Bar Asso-
ciation survey had only first aid facilities, one-half had a physician
who was only on call, and one-third had no physician available.

But adequacy of medical care is a difficult concept. Adequacy is
relative, not absolute. People disagree about what constitutes
acceptable medical care. The prison population is significantly
different from other groups of people receiving medical care,
Standards that apply to the general population may not apply as
well to the skewed sample of human beings found in prisons. The
environment in which prison medicine is practiced differs remark-
ably from the institutions outside prisons in which medicine is
practiced. Importing the value judgments of the cutside world to
the world within prison walls can do more harm than good.

The most obvious difference between the practice of medicine
in and out of correctional institutions is that the needs of prison
medicine are subordinated to the higher concerns of security.
Qutside prisons, access to health care is taken for pranted by
providers and users of health care. Inside prisons, access to
health care and, by implication, health itself are secondary to
society’s insistence on tight physical security. At Attica, as in so
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many jails and prisons, a heavy screen separated prisoner-
patients from physicians in the examining room. Access to out-
side hospital facilities is likewise limited by the degree to which
outside hospitais can provide secure spaces and are willing to
take on the responsibility for the physical restraint of the prison-
ers under treatment.

The relative importance of care and punishment in American
prisons is one of the major themes of this book. “Offenders do not
give up their rights to bodily integrity whether from human or
natural causes because they were convicted of a erime. . . . Medi-
cal care is, of course, a basic human necessity,” according to the
National Advisory Commission on Criminal Justice, writing in
1973. “No jail administrator has the right to impose a death sen-
tence, and a failure to provide for the medical needs of those in
custody is equivalent to pronouncing a death sentence. . . . The
courts leave no doubt that ordinary and decent medical, dental,
and general health care must be provided,” according to the Penn-
sylvania County Prisons Standards, written in 1973.

Money has rarely been available for the reform of prison health
care; but for a time during the 1970s, emotions ran high enough to
make it appear that sufficient funds might be forthcoming. But
times have changed since the days of Attica and the popular
outrage at poor medical care in the nation’s jails and prisons.
Social concerns for reform at any price are giving way to more
hard-nosed attitudes as the temper of the times shifts.

Perhaps we are better off without the reformer’s zeal. Prisons
have long been the special domain of the zealot. But, as has so
often been the case, when the zealous reformers withdraw their
fiery attention from the prisons, so does the rest of society lose
interest. There is a high burnout rate and a short institutional
memory for prison reform. What we need is a level of emotional
commitment somewhere between the exquisite arousal of the
zealot and the apathy of the unconcerned.

Despite the flood of government reports about prison medicine,
surveys, manuals, news stories, occasional muckraking tracts,
and fiction devoted to prison conditions, in almost every country
of the world prison health conditions are still deplorable and con-
tinue to be denounced. We hope that we are not merely contribut-
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ing yet another variation on the same old theme—namely, that
prisons are terrible places to live in, that no one would live in
prison if he had the choice, and that somehow prisons ought to be
better than they are. In fact, we have tried to eliminate from this
book the “oughts” and “shoulds,”

Ambiguity is hard to live with. It is easier to take a clear moral
position on one side or another. This may explain why so much
thinking and writing about prisons in general and prison health
care in particular has been muddled by moralizing. The moraliz-
ing may take the “humanitarian” position of deploring the in-
mate’s lot or may take the “authoritarian” position that criminais
deserve no better. In either case, however, the deceptively sim-
ple and unequivocal moral stance makes it virtually impossible to
discern the true ironies and paradoxes of prison medicine, the
inherent difficulties of giving the same institution responsibility
for both the care and the punishment of its inmates,

Prisons are here to stay. This statement is not an apology for
the present correctional system; nor is it 2 defense. It is a simple
statement of fact. It is also a fact that prisons can do serious harm
to inmates and to those who look after them. They are terrible
places in which to live and work; and there seems little likelihood
that there will be large-scale improvement in prison conditions in
the United States for a long time to come.

What follows in Care and Punishment is a series of essays on
prison medicine, The subject may seem esoteric; but we hope that
our excursion into this limited aspect of the prison problem will
teach us something about the larger issues. Prisons are a true
reflection of a society’s most fundamental values. Beliefs about
medical care are likewise based on fundamental values. In looking
at the intersection of these two sets of values—the perceived
need to punish and the felt obligation to care—we will learn a
great deal about both.

Prisons and prison reform are very much in the news these
days. Strong feelings have been aroused by attempts to improve
the priscners’ welfare. Likewise, powerful fear of the effects of
crime, anger at the criminal offender, and desires for revenge
have also been mobilized. The eries for “law and order,” whatever
that phrase might mean, often conflict with the need for justice.
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We are not criminologists. We wish we could offer a theory of
criminal behavior so cogent that prisons designed according to its
lights would be humane institutions capable of reducing the cerimi-
nal behaviors of the men and women who pass through them.
Unfortunately, we must recognize our own intellectual limita-
tions and the limitations of the field called criminology. Post hoc
statistical descriptions are useful and important scciological tools
but they have not yet produced a reasonable and applicable
theory of criminal behavior, Likewise, the fields of medical sei-
ence, from genetics and molecular biclogy to psychiatry, have not
adequately explained the human impulse to hostile, violent, and
assaultive behavior. As a result, partial hypotheses explaining
criminal behavior abound. Usually these hypotheses are so ill
formed that they cannot be tested by rigorous scientific methods.
Perhaps they may never be tested. Science may never be brought
to bear on the questions of criminal behavior becanse controlled
human experimentation is anathema—and rightly so.

That leaves us in the United States with severe problems of
dealing with a growing prison population, housed in institutions
whose proper function and influence are imperfectly understood.
We must treat or rehabilitate or merely warehouse men and
women who may or may not be predisposed to commit eriminal
acts, Little wonder, then, that simply running prisons and jails
has presented great problems.

The great majority of people, who live and work outside pris-
ons, need to understand the unique problems confronting the
prison health team. The issues are difficult and emotionally pow-
erful. None is more problematic than the issues raised by provid-
ing health care to prison inmates, for practicing prison medicine
is not like providing health care in any other setting, including
other institutional settings. In his novel Falcorer, John Cheever
describes what happens when an epidemic hits a large long-term

prison,

On Friday afternoon, there was this announcement over the PA: “A
preventive vaccine for the spread of influenza which has reached
epidemic proportions in some cities of the northeast will be adminis-
tered to rehabilitation facility inmates from the hours of 9:00 to 18:00.
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Wait for your cell call. The inoculation is mandatory and no supersti-
tious or religious scruples will be respected.” (p. 197)

One of the prisoners, known as Chicken, voiced a typical reac-
tion.

“They’re trying to use us as guinea pigs. We're being used as guinea
pigs. I know all about it. There was a man in here who had laryngitis.
They had this new medicine from the needle. They gave it to him two,
three days, and they couldn’t get him out of here up to the infirmary

before he was dead.” (p. 197)

In addition to the paranoia that runs rampant in the prison
setting, there is the grinding demoralization of the inmates and
the people who must care for them. Again, Cheever has caught

the tone perfectly in Falconer.

The public address system made (the prison doctor] jump. “Short arm
for cell block F in ten minutes. Short arm for cell block F in ten min-
utes.” . . . The doctor, when he was led in, was wearing a full suitanda
felt hat. He looked tired and frightened. The nurse was a very ugly man
who was called Veronica. . . . The doctor’s suit was cheap and stained
and so were his tie and vest. Even his eye glasses were soiled. He wore
the felt hat to stress the sovereignty of sartorial rule. He, the civilian
Jjudge, was crowned with a hat while the penitents were naked with
their sins, their genitals, their boastfulness, and their memories ex-
posed. They seemed shameful. “Spread your cheeks,” said the doctor.
“Wider, wider. Next! Number 73482." (pp. 157-58)

Turning from fiction to the real world, we quote from a letter
from Dr. James T. Blodgett, an experienced physician who had
been persuaded to take the job of jail physician at the Worcester,
Massachusetts, County Jail and House of Correction in 1977. “I
thought I could foresee establishing a medical serviee which
would be a credit to Worcester County and an example to all the
other penal institutions of the state. Fifteen months later I re-
signed, frustrated and defeated by the politicians.”

Dr. Blodgett went on to describe the inadequate equipment
installed in the newly built—but for administrative reasons never
used—elegant waiting room, examining rooms, physician's office,
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and isolation cells of a modern jail infirmary. “With deep regret
and the feeling that I wasted a year of my time, I resigned,” he
wrote.,

Another physician who was doing a conscientious job at an-
other county jail in Massachusetts and was very proud of his
efforts was quickly embittered by his battle with the accredita-
tion team that visited his jail. He felt that the criticisms of the jail
health service were personal eriticisms, and he resigned in anger
from the Jail Health Committee of the Massachusetts Medical
Society and eventually from the Medical Society as well.

It would be depressingly easy to multiply these examples of
competent physicians forced, by one means or another, out of the
prison health system. To them we could add examples of the
many more who remain in the system but who burn out. There
are also too many examples of the incompetent physicians who
should not have been in any heaith care system in the first place.

Despite its possibly inflammatory nature, this book is distinetly
not a call to arms. Experience has shown that, to be successful in
health care delivery, those involved must be nonpartisan. Above
all, they must avoid moral judgments. Yet behind our writing of
this book, and, we hope, implicit in every line of it, is a profound
desire for reform. Merely to develop a workable system of deliver-
ing health care in prison and to procure and retain good personnel
is, of itself, a profound act of reform. This manner of reform can be
carried out without becoming embroiled in the emotional debates
of moral, ethical, and legislative issues labeled “prison reform.”

Prison medicine is different from all other practices of medi-
cine, We offer here a subjective and objective description of pris-
oners as people and as patients, the atmosphere in which they
live, the people who ook after them, the ailments from which
they suffer, and the different guises in which these illnesses may
appear. The descriptions of the medical problems of inmates in
connection with alcohol, drugs, psychological disorders, medical
ailments, and surgical emergencies are nat intended to represent
a complete description of all the ailments associated with prison
inmates. In our book, we attempt particularly to show how these
ailments and their treatment are different from those found out-
side the walls of prison.
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Jails have iron bars but they also have revolving doors. A
report from the Bureau of Justice Statisties shows that 15 per-
cent of released inmates are back in prison within one year, 26
percent within two years, and 32 percent within three years
(Jamieson and Flanagan, 1987). In Massachusetts, to give one
example, 40 percent of those released with five or more prior
confinements were back in jail within one year. These are prob-
lems for the “experts” to deal with. But the experts cannot solve
these problems without the interest and support of the general
popalation.

There is a large and growing technical literature on eriminol-
ogy, the sociology of prisons, the administration of health care
services, and the like (see Jamieson and Flanagan, 1987). The
more general treatments of prisons, however, are almost totally
lacking. As a result, the public that must ultimately support any
proposed changes in prison conditions is left in the dark about the
peculiar nature of the prison problem. Yet as eriminal behavior
and the detention of convicted eriminals become increasingly bur-
densome to society in the United States, there are few general
discussions of prison realities. Whether we want to look behind
the stone walls and iron bars is not a question any more. We must
look. More than 500,000 men and women are now behind bars.
The number of prison inmates increased 41 percent between 1978
and 1983, aecording to a report by the Justice Department Bu-
reau of Justice Statistics. In 1983, there were 8 million admis-
sions to the approximately 3,300 local jails in the United States,
an average of 2,400 admissions for each jail,

CARE AND PUNISHMENT

Before the so-called Age of Enlightenment, eriminal offenders in
the Western world were punished swiftly and physically. The
pain and public humiliation were often brutal, but at least the
punishment was inflicted speedily. Few prisoners were held to
languish in prisons and these usually were not eriminal offenders
but rather hostages of one kind or another who might be held for
ransom or political expediency. Others, not as valuable, were
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tortured to death, executed, maimed and released as marked
men, or simply banished.

With the invention of the penitentiary in Europe and in the
United States around the turn of the nineteenth century, physical
punishment of offenders assumed a higher purpose—correction of
the offender. Moral and religious teaching during long pericds of
discipline, enforced by the threat of punishment and reinforced
by physical means, was expected to remedy the supposed moral
deficiencies of criminal offenders and to rehabilitate them for
productive lives in society. When the state simply punished the
offender’s body and assumed little moral responsibility, the soci-
etal function of prisons was limited to providing strong physical
restraints. Later when the state assumed moral responsibility for
months and years of penal correction, prisons assumed the am-
biguous function of caring for the eriminal offender while neces-
sarily punishing him. Like a firm parent, prison authorities could
physically punish the prisoner in the interests of the higher good
of strengthening, reforming, or otherwise reaching his soul.

The analegy of the firm parent is an imperfect one, however.
Prison officials and guards are not the prisoners’ parents. They
do not love their charges as parents might. Only in the most
abstract sense do prison institutions and personnel care for their
inmates. In fact, those who do care are often barred from prison
work because their emotional involvement with the inmates
threatens to upset the correctional system.

Nowhere is this ambiguity more striking than in the case of
medical care, for the goals and assumptions of medieal care often
come into direct conflict with those of correctional policy and
discipline. As a result, until recently and with few exceptions,
prisons have offered medical care that seemed poor by standards
of care outside the prisons. Some jails offered little care; -
none at all. Horror stories of poor or absent medical e~ \
the prisons abound.

Without denying that such horrors might exis*
that the real problems with prison mediein-
drum. The risk of serious health probler
been relatively low. Prison medicir- ——

#ahd pun-
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ment of ilinesses in a population of people who are seldom seri-
ously ill. In sharp contrast to this day-to-day reutine, however,
prison medical staffs sometimes must deal with conditions that
would tax to the fullest the medical acumen of any physician,
These relatively rare medical emergencies are the stuff of which
the horror stories are made.

The prison population is young, 95 percent male, and generally
healthy. Yet, when given free access to medical attention, as
much as 30 percent of the prison population will show up every
day for sick call. Utilization of services far outstrips medical
need. The complexities of race, poverty, faulty medical care be-
fore incarceration, social values, attitudes toward health care and
physicians all contribute to the peculiarities of prison medicine.
‘We may add to this the possibility that prisoners are biologically
somewhat different from the general population (they are less
likely to be hypertensive and more likely to be dyslectic, for
example). If such a sizable proportion of the prison population
that undervalues medical services overutilizes them, the reasons
must be other than medical.

When people think of prisons, if they think about them at ali,
they are likely to picture jails and prisons as part jungle, part
battiefield. This is the view of prison life fostered by fiction,
television, and movies because it is the most dramatic. In real
life, however, the dominant emotion in prisons is boredom more
than fear or rage. Most prisoners are young, strong, and rela-
tively healthy, and they live in cages. Anger got these men into
prison in the first place. Prison does nothing to reduce the in-
mates’ level of anger, but sheer survival requires that the in-
mates hide that anger behind an impassive facade of boredom and
alienation.

The Prison Health Project in Massachusetts, directed by Cur-
tis Prout, was a response to the generally felt need to do some-
thing about prisoners’ rights to health care, dignity, and justice
and, indeed, to do something to restore these values to war-torn
America at large. A small group of well-intentioned and bright,
but otherwise poorly suited, men and women tackled the prob-
lems of the Massachusetts prisons. The project failed of its own
internal inconsistencies and because of the more generai political
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confusions of the 1970s. A decade later, efforts to reform medical
services at Walpoie State Prison were rewarded with notable
success. This time reform was in the hands of the eourts, the
legislature, and, somewhat serendipitously, entrepreneurs inter-
ested in providing at a profit medical services to the Department
of Correction. What the Walpole case may have lacked in re-
former’s zeal it more than compensated in diligence. There is an
important lesson here.

DILEMMAS OF PRISON MEDICINE

There is one spectacular medical problem in jail health notable
more for the moral and medical complexity of handling the case
than for the large numbers of cases—and that is acquired immune
deficiency syndrome (AIDS) and AIDS related complex (ARC).
As we will discuss in the chapter on medical disorders, there are
no specific “prison diseases.” AIDS and ARC cannot be called
prison diseases either, although they first came into prominence
in the prison population in the New York area. Because several
risk factors associated with AIDS are also associated with the
prison population (intravenous drug abuse, homosexuality, sex-
ual promiscuity), AIDS is an important disease to prepare for in
planning prison health programs.

But. there’s the rub. How to prepare? The AIDS screening test
(whether in or out of prison) is not 100 percent accurate. In a
significant proportion of eases, the test will come up positive even
though the patient does not have AIDS. What will such a false
positive (as it is called) mean in prison? It could be taken as an
excuse for isolating the patient so that caring and punitive actions
get confused. It could start a panic in the prison. From the point
of view of the state, a diagnosis of AIDS can also mean a medical
bill of several hundred thousand dollars. And what if the inmate
diagnosed as having AIDS is expected to be in jail for only a few
more months? Whose responsibility is he? We will discuss these
issues throughout Care and Punishment.

As Nancy Dubler, a lawyer and professor of Social Medicine at
Montefiore Hospital in New York, has written, “In the separated
and segregated system designed to infantilize, humiliate, and pun-
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ish, the need to be cared for is overwhelming.” She went on to
quote one lifer as saying, “Everything hurts more in prison”
(1979, p. 68). As we shall see, when physicians and nurses become
more involved in caring, their effectiveness as health care profes-
sionals is often diminished or blocked. Society has decided that
these people do not deserve caring. Quite the contrary, this func-
tion could best be carried out by encouraging, to a far greater
degree, visits and associations with outside people who can carry -
out the caring functions almost in opposition to the custodial and
punitive function, thus leaving the medical staff to concentrate on
strictly medical matters. It was this conception that split the
members of the Prison Health Project and has proven a stum-
bling block in many other efforts to reform prison health care.

Prison health care is fraught with ethical dilemmas. For exam-
ple, an inmate is found to have a buliet in his body that is needed
by the prosecutors as evidence. Even though this builet is not a
medical hazard and ean be safely left in place, should a surgeon
accede to the wishes of the prosecution? Can a eourt order the
surgeon to remove the builet? How can strictly medical values be
kept separate from the legal and correctional functions of the jail
and prison setting? Finally, how is the quality of medical care to
be evaluated in such a setting?

Traditionally, in prison systems medical considerations are sub-
ordinated to others. Forensic opinion holds that the bullet can he
removed against the wishes of the patient and the attending phy-
sician. Professional medical opinion is that the surgeon should
take no part in such a decision. Representatives of the American
Association of Family Practice and the American Nurses Associa-
tion said at a recent meeting in Chicago that the heaith care team
should not be involved at all in such a determination.

Another example is the forced examination of body cavities—
rectum, vagina, mouth—for evidence of contraband drugs. Most
health care professionals involved in prison health work now feel
that they should never be required to perform such examinations
but that trained correctional personnel should carry out these
procedures.

The same applies to the administration of lethal injections for
the purpose of legal execution. The case might be made that the
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physician should administer the lethal dose to make it as humane
as possible. However, the practice of administering drugs to
bring about the death of a patient directly contradicts the most
ancient traditions of the medical profession.

Health eduecation is another aspect of health care that outsid-
ers, at least, are likely to think has application to prison inmates.
People are often eager to promote dental hygiene programs and
other health education programs in the prisons. It is surprisingly
diffieult to convince some people that inmates are not especially
interested in learning about eating green leafy vegetables or the
proper way to massage the pums, let alone the evils of alcohol and
drugs.

At the Third National Conference on Correctional Health Care
held in Chicago, 1979 (Proceedings, p. 52), a group from Michigan
reported on their good results in a health education program.
They judged their success on the basis of what the participating
inmates reported on follow-up questionnaires. Most of the partici-
pants reported that they had been “helped” by the education
program. Taking the results at face value might give strong en-
couragement to anyone who would want to set up a similar pro-
gram, However, before actuaily establishing such programs in
the jails and prisons, these would-be health educators shouid note
that only twenty of the four hundred inmates actuaily partici-
pated in the program. For a group that is bored and will probably
do almost anything to escape the tedium of prison life, 5 percent
is not an encouraging level of participation.

Finally, there is the dilemma of the medical staff serving in a
system they often do not like, treating patients they contemn, for
reasons they do not understand, while earning little money or
respect either from the prisoner-patients they care for or the cor-
rectional system they serve.

A WARNING TO THE READER

This was not an easy book to write and will not be an easy book to
read. The emotions aroused by depriving other human beings of
rights we hold dear are so powerful they overwhelm rational
discourse. The closer one gets to the actual scenes of incarcera-
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tion, the more horrible the prospect actually is. Prisons are un-
pleasant places. Paradoxically, however, those people furthest
from the actual scenes of incarceration are the most likely to offer
an opinion,

Presuppositions, untested assumptions, wishful thinking, and
blind repetition of what “might” and “ought” to be are no substi-
tute for the daily struggle to provide health care to a large and
growing inmate population. Emotion is often a more comfortable
approach to difficult problems than hard thinking. Hard thinking
is especially difficult in this context because it seems to lead us
into positions already occupied, at least in rhetorical form, by the
current economic biases called, for want of a better name, the
New Right.

We say at the outset, we do not subscribe to those values and
we eschew all political labels. In doing so, we will probably anger
everyone a little bit and please no one completely.

The terms liberal and conservative have lost their meaning and
have no place in any consideration of medical care in prisons.
Compassion must be channeled toward limited, defined, attain-
able goals. To be realistic is not to be cold hearted. As it turns
out, acceptance of the realities of the situation is the only way
progress in prison medicine can be realized.

The clusters of values we have called liberal and conservative
shift regularly and as easily as fashion in dress. We have gone
through a period in which compassion has held sway. Prisoners’
rights had been trammeled in the past; court decisions of the past
two decades have restored some of the dignity that remains even
when a person is removed from society and put into a prison.
Adequate protection of health is surely one of those rights.

We do not believe that goed things trickle down automatically
from the more favored to the underdog. Nor do we find that those
who are unwilling or unable to go to the prisons and jails to work
or to listen with an understanding ear to the physicians, nurses,
and guards, as well as to the prison inmates, have made any
substantial contributions to the weifare of any of them, We do not
feel that prison inmates are either gooed or bad. They are people,
out of the mainstream, different, antisocial, alienated—but peo-
ple nonetheless. There are certain obligations of the state to care
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for their health and welfare, These obligations can be narrowly
defined. To go beyond these limits into moralizing, theorizing, or
otherwise to go beyond the ordinary duties of nurse, physician,
and corpsman invites confusion.

The tenor of the times, however, now emphasizes other social
values. Compassion takes second place to fiscal considerations.
Statements of rights are empty promises if public agencies lack the
money needed to provide those services guaranteed by right. The
problems of the coming decades, unlike those of the previous de-
cades, are thus practical ones. Having affirmed the right to ade-
quate medical attention in prisons and jails throughout the United
States, the legislatures, courts, and executive branches of govern-
ment must now find ways to provide what they have promised.

Looking at the kows of a problem leads inevitably to questions
of why. Every choice entails a ranking of values, for not every-
thing is possible, and every ranking implies a social theory. Inthe
decades of change we have recently experienced, compassion and
Jjustice captured the public mind more than dollars and cents.
Today public discussion centers on more mundane issues of
money but fear and revenge are always on the unspoken agenda.
The discussions are nonetheless fraught with passion precisely
because between the balance sheets yet another social struggle is
being waged,

The time has come for something more than studies and the
enforcement of regulations, important as they are, The time has
come to understand and deal with the contradictions, paradoxes,
conflicting sentiments, economies, and medical necessities of hold-
ing more than 500,000 people in American prisons. We need a
deeper understanding of the idea of caring for the bodies and
minds of people we have chosen to punish, rehabilitate, or simply
isolate and confine.



Part 1

ISSUES AND TRENDS



The Cult of Personality
in Prison Reform

HISTORY REPEATS ITSELF

In Ulysses, James Joyce has one of his characters offer the opin-
ion that history repeats itself, but always with a difference. The
history of prison medicine forces us to the same conclusion. The
same controversies concerning quality of care, entitlement to the
best available treatment, means of providing the best care, and
limited public resources perennially dog efforts to improve the
medical service to prison inmates. Strong- and liberal-minded
men and women from time to time rise to the occasion and try to
reform the system by dint of their prodigious personal powers.
But the powers of personal suasion, no matter how great, are
almost always inadeguate to the task of effecting lasting change
in an intractable system. Legends of heroic reformers may per-
sist; but legends are not deeds and good deeds rarely survive the
heroes who enact them.

The history of prison reform in Massachusetts has provided
two remarkable examples of the temporary successes and long-
term failures of the cult of personality. In 1934, Howard Gill, a
progressive and effective reformer, the man who designed and
ran the Norfolk Prison Colony, was forced to resign his position
after politically motivated hearings and a highly publicized public
hearing. The Rockefeller Foundation, which had been funding
Howard Gill's innovative prison program, threatened to with-
draw its annual grant of $55,000 if Gill were forced out of his
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position at Norfolk. From across the United States, telegrams
and letters supporting Gill flooded into the governor’s office.

By the time Corrections Commissioner Frederick J. Dillon
filed his thirty-six charges against Gill, publie interest in the case
was at a fever pitch, Commissioner Dillon attacked Gill in the
Boston Gilobe (28 February 1934) for what he thought to be “a
lack of diseipline and an inability {o so control the actions of the
staff and inmates as is consistent with the proper conduct of a
penal institution.” When the hearings were begun at the Massa-
chusetts State House, 6 March 1934, the Boston Globe (6 March
1934) screamed in a banner headline across page one, “UPROAR
AT STATE HOUSE OVER THE GILL HEARING, His Sup-
porters In Near Riot.” There were “wild demonstrations of cheer-
ing” when the hearing adjourned that afterncen. “Riot broke out”
among the five hundred supporters standing in the lobby of the
hearing room. Such disorderly conduet was all the more surpris-
ing given the nature of the crowd. “The crowd,” according to the
Boston Globe reporter, “contained a large sprinkling of college
professors, penologists, and church members.”

Perhaps one spontaneous event sums up the conflict of atti-
tudes and beliefs in which the hearings were conducted. As Gover-
nor Joseph Ely walked into the chambers, the crowd called him
“Caesar,” alluding to what they perceived to be the total breach
of democratic process in the Gill hearings. Finally, one supporter
placed a piece of paper with a crudely drawn swastika on the
governor's mante], with the words, “God save the Common-
wealth of Massachusetts.” On 30 January 1933, Adolf Hitler as-
cended to the position of chancellor of the German Reich, In 1934,
Hermann Goering made his impassioned speech, “We love Adolf
Hitler because we believe deeply and unswervingly that Ged has
sent him to us to save Germany.”

For Governor Ely, State Auditor Francis X. Hurley, and Cor-
rections Commissioner Frederick J. Dillon, the Gill affair was
mundane politics. “Throughout the latter part of the history,”
according to one of Gill's staunch supporters, “Norfolk was being
jealously looked upon by some of the state politicians, both as a
prison where political influence could do nothing for a prisoner,
and as a place where jobs were being created and money spent on
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construction without hope for them or their friends to share in the
benefits of either.” In a very real sense, liberal-minded citizens
of Massachusetts and the United States realized that the moral
tenor of a nation can be tested by how it treats its wards, includ-
ing prison inmates.

In 1948, another nationally recognized liberal prisen administra-
tor, Miriam Van Waters, superintendent of the Women's Prison
at Framingham, was likewise vilified. Only 2 massive outery from
the professional and academic community saved her position.

The two cases have much in common; both Gill and Van Waters
were progressive, well informed, liberal professionals trying to
improve conditions at their institutions. In both cases, the un-
timely death of a prison inmate sparked public debate over the
quality of medical care, but the topic of medical care was really
only the wedge by which to open up larger issues of prison gover-
nance and still wider issues of how inmates are properly to be
treated. In both cases, one of the principal areas of discontent
was the medical service. When complaints of coddling the in-
mates were brought into the open, one of the most common exam-
ples of such allegedly excessive leniency was the high quality and
high eost of medical service provided to the inmates. In both
cases, too, the public took a voyeuristic delight in peering behind
the walls; for in both the Van Waters and the Gill cases, there
were strong implications of homosexuality and other publicly ta-
boo subjects.

The two cases have yet one more point in commeon. Both Gill and
Van Waters were exonerated and ultimately praised for the
proper balance of care and punishment they afforded their in-
mates. One of Van Waters’s supporters described her approach as
“the system of individual treatment of those committed to her
care . . . in which the forces of science and religion have been
fused by humanity into an agency of rehabilitation rather than
blind punishment.”2 Howard Gill likewise championed the individ-
ual approach torehabilitating inmates. “As a source of understand-
ing human beings,” Gill said, “jt seems to me that nothing is more
revealing than the man or woman who is without defenses, re-
duced as it were, to the most elementary qualities of existence.”

There may be just a touch of romantic naiveté in the notion that
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prison existence reduces a person to the “most elementary quali-
ties” so that, given the proper corrective environment, the in-
mate’s character would be strengthened and errors corrected;
and that, through humane treatment, inmates would learn to
respond as socialized people. As described in a pamphlet about
the Norfolk Prison Colony.

This is the aim of all that goes into the Norfolk plan of individual
treatment, the goal of all that is done for and with the inmates. To this
end every individual program is constructed; that it may help to dissi-
pate personality conflicts and build character through self-knowledge
and emotional catharsis; that by adjusting domestic and secial situa-
tions on the outside, minor conflicts and unrest may be relieved; that
by means of discipline wisely administered, by helpful personal con-
tacts, by discussion clubs, by constructive use of leisure time, and
every other influence brought to bear upon him, the man may become
an honest, useful citizen.!

Sooner orlater, however, dissipating personality conflicts, promot-
ing emotional catharsis, relieving minor conflicts and unrest, dis-
cussion clubs, and constructive use of leisure time begin to seem—
to some people at any rate—more appropriate for the country club
than for the prison. “Caring” and “coddling” are all in the eyes of
the beholder. Wherever and whenever the the pendulum swings
toward conservative and reactionary policies, even the modest
minimum of decent care may appear to be pampering.

In summing up the results of “the Norfolk experiment,” one
sociologist of the time described why the Norfolk experiment was

destined to fail.

The present society does not want such a prison and will not long
tolerate it. Whatever penologists may say theoretically about the
function of a prison, it is clear that for society in general, it is a place
of retributive punishment. The criminal is the scapegoat of society,
the whipping boy for all of us. It is easy to appeal to the prejudices of
such a society against the “coddling” of eriminals in a “country club,”
particularly when the injustices of that society fall so hard on many of
its members who lack even the creature comforts of a decent prison.

(Doering, p. 550)
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Eventually, Howard Gill and Miriam Van Waters and the re-
forms they brought to Norfolk and Framingham were swept away
in what one observer has called “the triumph of reaction.” We do
not, intend to write a history of either the Gill case or the Van
Waters case in the following pages. Interesting as such a narrative
would be, it is not our prime concern to write the biographies of
these fascinating personalities or to chronicle their tumultuous
careers. We are interested in repeating the stories of Howard Gill
and Miriam Van Waters as brief examples of the weaknesses inher-
ent in the reformer’s approach to improving health conditions in
the jails and prisons. In succeeding as they did, both Gill and Van
Waters also created their own vulnerabilities.

HOWARD GILL AND THE EXPERIMENT AT THE
NORFOLK PRISON COLONY

At the present time of writing (1987), Howard Gill remains a
charming, bright, energetie, and original man, He is ninety-seven
years old and is still actively interested in prison work. From
1925 to 1946, Howard Gill was involved in various federal jobs
related to prisons and in university teaching jobs. From 1947
until the present, he has been interested in doing research and
teaching in what he describes as clinical eriminology. Starting in
1963, Gill taught criminology at American University (Washing-
ton, D.C.) and directed the Institute of Correctional Administra-
tion. He ran workshops and institutes on various aspects of cor-
rections until as recently as 1980, “They fired me,” he said in an
interview, because they had discovered how old he was. At the
time Gill was ninety.

Gill was born in Lockport, New York. A high school teacher
recognized his potential and persuaded him to go to Harvard. In
1913 Gill was graduated from Harvard cum laude; the following
year, he was one of the first graduates of the Harvard Business
School. For some time, Gill followed his inelinations in business,
real estate, and teaching at the Harvard Business School. But he
was somewhat undecided as to what to focus his energies upon.

For twelve years, Gill worked with Chambers of Commerce,
both at the local level and at the national level. In his words, “I
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either resigned or got fired because my plans were always be-
yond what the directors thought was possible,” Gill ended up,
after twelve years, as the National Secretary for the Council for
the Prevention of Wars. “At that time, 1926,” he recalls, “we
were very much concerned with whether the United States
should join the League of Nations and the World Court. I couldn’t
raise enough money for them to keep me so [ resigned and I set
up an office in Washington with a classmate of mine to look into
the competition between prison industries and free industries.”

Gill was asked by a group of cotton manufacturers to make a
study of the use of inmate labor in running cotton mills, as one
way to keep the price down. As a result, Gill spent a year on that
subject, visiting all the big prisons in the United States, investi-
gating the question, and assembling the report.

In those days, a prison warden tried to concentrate on one industry if
he could. It was easier that way—either shirts or underwear or furni-
ture or automobile license tags. That didn’t sit well with me and I
proposed a diversification. That didn't sit well with the cotton gar-
ment people. They really wanted to put the prisons into 2 tight
jacket. I learned that they were paying my salary. That's the scheme
Mr. Hoover had. He would get some businessmen to put up some
money and then they consequently felt they had a special stake in
what was produced. And I produced a report which was about to
reduce them to a secondary position. They asked me to change it. I
said that I could not do that. It would ruin my professional reputa-
tion. I told them they could have the report—after all they had paid
for it—but that they would have to take my name off it. They consid-
ered my proposal for a while. Then Mr. Hoover, who was Secretary of
Commerce at the time, gave me five minutes to either change the

report or resign. I resigned.

While he was in Washington, however, Gill came to the attention
of the Federal Bureau of Prisons, then under the leadership of
the great Sanford Bates, formerly head of the Department of
Correction in Massachusetts, Bates said, “Don't you change a
goddam word