














Department of Justice 
Bureau of Prisons 

 
Issue: Provide comprehensive HIV prevention programming in correctional 
facilities 
 
Explanation:  According to the U.S. Centers for Disease Control and Prevention (CDC), 
HIV prevalence is nearly five times higher among incarcerated populations than the 
general population.  At the end of 2006, 1.6% of male inmates and 2.4% of female 
inmates in state and federal prisons were HIV-positive.  Many of the activities that lead to 
incarceration for both men and women are the same activities that put them at risk for 
HIV (e.g., injection drug use, sex work).  Further, once incarcerated, inmates are more 
likely to engage in activities that create the potential for exposure to HIV, including 
unprotected sex, tattooing, body piercing, and injection drug use.  In light of these facts, 
and that approximately 95% of inmates will ultimately return to the community, it is 
imperative that correctional facilities develop, adopt, and implement comprehensive HIV 
prevention programs to educate HIV-negative inmates about how not to be infected and 
to show HIV-positive inmates how to avoid transmitting the virus to others.  A 
comprehensive program of this nature must necessarily involve voluntary HIV testing of 
all inmates with their informed consent, education about HIV and how it is transmitted, 
and distribution of sexual barrier devices.3  One way to provide access to barrier devices 
is to allow community organizations to distribute condoms to inmates, along with 
information about their appropriate use and about sexually transmitted infections 
(including how to avoid them). There is ample evidence that condom use greatly 
decreases the risk of transmitting HIV and other sexually transmitted infections, and that 
distribution of condoms in correctional settings has not resulted in security problems. 
Evidence also shows that the more people are educated about the associated risks, the 
more likely they are to take precautions intended to reduce those risks. 

. 
Requested Action:  Attorney General/Department of Justice Issuance of Federal Bureau 
of Prison Regulations and/or Guidelines 
 
Recommendation:  The Administration should direct the Attorney General to issue 
guidelines and/or proposed regulations to ensure that inmates in federal prisons have 
ready access to comprehensive sexual health and HIV prevention services that include 
condom distribution.   The Attorney General is authorized to prescribe regulations for the 
conduct of the Bureau of Prisons, part of the Department of Justice.  See 5 U.S.C. § 301; 
see also 28 U.S.C. §§ 509 (regarding functions of the Attorney General), 510 (regarding 
delegation of authority of the Attorney General).  The Bureau of Prisons is authorized, 
inter alia, to “manage infectious diseases in the confined environment of a correctional 
setting through a comprehensive approach which includes testing, appropriate treatment, 
                                                
3 A CDC study in 2005 confirmed that HIV transmission occurs in prisons and 
recommended prison authorities consider making condoms available to inmates.  See 
CDC, HIV Transmission Among Male Inmates in a State Prison System – Georgia, 1992-
2005, MMWR 2006: 55: 421-426. 



prevention, education, and infection control measures.”  28 C.F.R. § 549.10;’ see also, 
e.g., 18 U.S.C. § 4042(a)(2) (Bureau of Prisons has responsibility for “the safekeeping, 
care, and subsistence of all persons charged with or convicted of offenses against the 
United States”).  
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Community Letter 



Top Priorities on HIV/AIDS for the Obama-Biden Administration 
From the Nation’s Leading Advocates 

 
The domestic HIV/AIDS epidemic is not over.  Every 9 minutes someone in this country needlessly 
acquires HIV.  In fact, more than one million Americans are living with HIV/AIDS.  Half of these are not 
in medical care and one in five of them are unaware that they are even infected.  Considering the magnitude 
of this problem, the neglect of the domestic epidemic over the past several years is all the more troubling 
and is evidenced by decreased financial resources, lack of leadership from the federal government, and the 
jettisoning of evidence-based standards in regard to prevention.  The new annual incidence numbers 
released by the Centers for Disease Control and Prevention (CDC) earlier this year underscore the severity 
of the problem, revealing that our national epidemic is worse than previously thought.  We must act and we 
must act now. 
 
We are confident that the Obama-Biden Administration shares our concerns about the domestic epidemic.  
And while the Bush Administration has prioritized combating the epidemic overseas, we know you share 
the goal of bringing similar dedication and energy to tackling the epidemic here at home.  The below 
represent the larger consensus among the nation’s leading HIV/AIDS advocates of the top priorities. 
 
► Develop and Implement a National AIDS Strategy 
 
We call for the immediate development of a National AIDS Strategy (NAS) that is designed to lower HIV 
incidence, increase access to HIV care, reduce racial and ethnic disparities in the epidemic and integrate 
HIV with STD, viral hepatitis and TB programs at the local level. The NAS should rely on evidence-based 
policy and programming, set ambitious and credible targets for improved outcomes, ensure accountability 
at every level and require annual reporting on progress towards goals, address the social factors that 
increase vulnerability to infection, and engage multiple sectors in its development by focusing on the 
importance of public-private collaboration and ensuring equitable participation of those most affected by 
the disease including those living with HIV/AIDS, gay and bisexual men of all races, youth, people of 
color, women and injection drug users. 
 
The NAS must create a coordinated federal response to preventing and treating HIV/AIDS that sets the 
stage for the development of cross-Departmental programmatic standards and outcome data that are based 
on scientific evidence, high quality and high accountability.  Finally, sufficient financial resources must be 
prioritized to both develop and implement the NAS.  To begin, the community supports the request of $1.4 
million for the development of the NAS. 
 
► Increase Funding for HIV/AIDS Prevention, Care and Treatment Programs Immediately  
 
The development of a National AIDS Strategy will require thoughtful deliberation and time.  However, 
because the domestic epidemic is at an emergency situation, funding in the areas of prevention, care and 
treatment must immediately be brought to realistic levels to deal with the epidemic.  For Fiscal Year 2010, 
we call for: 
 ●  HIV Prevention and Surveillance at the CDC to be funded at least at $1.569 billion. 

●  Funding for the Division of Adolescent and School Health (DASH) at CDC of at least $66.6 
million. 
●  Overall funding of the Ryan White HIV/AIDS Program, including the AIDS Drug Assistance 
Program, of at least $2.78 billion. 
●  Increased funding for the woefully neglected Minority AIDS Initiative (MAI) to a level of at 
least $610 million 
●  Overall increase to the National Institutes of Health budget for at least a level of $33.58 billion 
with a specific increase for HIV/AIDS Research to a level of at least $3.35 billion. 
●  Increase for the Housing Opportunities for Persons with AIDS Program to a least $470 million. 

 
Additional information about the specific budgetary requests, including greater detail on how increases 
would be allocated in each program, can be found in the AIDS in America Transition Document at 
http://www.theaidsinstitute.org/downloads/AIDSinAmerica.pdf 



 
► Restore Integrity to Our Nation’s Prevention Agenda 
 
Prevention initiatives have been increasingly politicized over the past several years.  This has led to fear 
among prevention providers of doing innovative and targeted initiatives, a chilling of research on new 
interventions targeting highest risk communities, a severe shortage of financial resources from the federal 
government, and the trumping of ideology over science at nearly every turn. 
 
Integrity must be restored to domestic prevention efforts.  This must include: an end to all federal 
abstinence-only-until-marriage funding; implementing comprehensive sex education for all school-aged 
youth; an end to the war on condoms carried out by the previous Administration; a lifting of the federal ban 
on funding for syringe exchange programs; the appointment of diverse and qualified individuals to key 
HIV/AIDS advisory panels; and a scaling up of HIV prevention and education initiatives in federal prisons 
to include voluntary, non-coercive, confidential and informed HIV testing, HIV prevention education and 
the distribution of condoms.  
 
Further, CDC, NIH, and other appropriate agencies must increase collaboration in confronting persistent 
challenges in rates of HIV incidence through a robust, comprehensive and strategic agenda of cross-cutting 
research aimed at identifying and mitigating the root causes and social determinants of HIV disparities such 
as employment access, housing, stigma and discrimination.  In addition, they must aggressively explore 
new “combination” HIV prevention approaches that bridge biomedical methods, behavioral change, social 
and structural interventions. Finally, serious attention should be paid to the forthcoming National 
HIV/AIDS Elimination Act in the U.S. Congress and the principles it sets forth to end the epidemic.  
 
► Meet the Health Care Needs of Those Living with HIV/AIDS  
 
We call for the inclusion of HIV/AIDS care and treatment in the development of a plan to reform the U.S. 
health care financing and delivery system.  This overall plan is something that must be launched within the 
first 100 days, but again, we recognize that additional time will be required to assemble and carry out such 
a plan and to include the many important perspectives of those affected by such a reform, particularly those 
living with HIV/AIDS. 
 
Consequently, a number of steps must be taken to secure the needs of those living with HIV/AIDS as our 
country moves toward fixing a health care system in crisis.  To this end, we call for a simple three year 
extension of the Ryan White HIV/AIDS Treatment Modernization Act.  If no action is taken, this program 
will sunset at the end of Fiscal Year 2009.  This cannot be allowed to occur.   
 
Meeting the health care needs of those living with HIV/AIDS, though, will require additional steps.  We 
call for the creation of a federal program to provide comprehensive health care services to persons living 
with HIV infection below 250 percent of federal poverty and who are not disabled by AIDS and therefore 
eligible for greater coverage under Medicaid.   More immediately, this could be facilitated by the passage 
of the Early Treatment for HIV Act (ETHA) or otherwise enabling states to receive waivers under 
Medicaid to provide comprehensive care to this population. 
 
► Eliminate All HIV-Specific Discrimination by Federal Agencies and Contractors 
 
Government-sponsored discrimination reinforces stigma by putting the “official” seal of approval on 
unsound treatment of those with HIV/AIDS.  Yet certain federal agencies --such as the Job Corp and the 
Peace Corps -- still exclude or discharge applicants and employees solely on the basis of their HIV status, 
despite the prohibition against disability-based discrimination in the Federal Rehabilitation Act of 1973.   
 
The new Administration should promptly issue an Executive Order to direct that all federal agencies, 
contractors and subcontractors comply with federal disability antidiscrimination law in its treatment of 
HIV; and to bar them specifically from using HIV infection as a basis for a blanket exclusion of, or 
restrictions on, applicants, candidates, or employees.  Further, the Department of Health and Human  
Services should quickly promulgate new regulations that eliminate the blanket exclusion of HIV-positive 
immigrants and visitors to the United States. 



The Following Organizations Have Endorsed This Document 
 
ACT-UP Philly 
AIDS ACTION  
AIDS Action Baltimore 
AIDS Alabama 
AIDS Alliance for Children, Youth & Families 
AIDS Foundation of Chicago  
AIDS Project Los Angeles 
AIDS Taskforce of Greater Cleveland 
AIDS Vaccine Advocacy Coalition (AVAC)  
American Civil Liberties Union  
American Public Health Association  
American Social Health Association 
Asian & Pacific Islander American Health Forum (APIAHF) 
Association of Nurses in AIDS Care  
Association of Nutrition Services Agencies, Washington DC 
BIENESTAR  
CAEAR coalition 
Cascade AIDS Project   
Catholics for Choice  
Center for HIV Law and Policy  
Community HIV/AIDS Mobilization Project (CHAMP) 
Gay Men’s Health Crisis (GMHC) 
God's Love We Deliver  
Harlem United Community AIDS Center, Inc 
Harm Reduction Coalition 
Health GAP, New York 
HIV Health and Human Services Planning Council of New York 
HIV Medicine Association 
HIVictorious, Inc. - Madison, WI 
Human Rights Campaign  
Lambda Legal  
Latino Commission on AIDS 
Lifelong AIDS Alliance 
National AIDS Fund  
National Alliance of State and Territorial AIDS Directors 
National Association of Social Workers  
National Black Gay Men's Advocacy Coaltion  
National Black Leadership Commission on AIDS, Inc. 
National Coalition for LGBT Health 
National Council of Jewish Women 
National Minority AIDS Council  
National Women and AIDS Collective 
Ohio AIDS Coalition 
Project Inform  
San Francisco AIDS Foundation 
Sexuality Information and Education Council of the United States (SIECUS) 
Tennessee AIDS Care and Treatment Improvement Coalition, Inc. 
The AIDS Institute 
The Women's Collective 
The Woodhull Freedom Foundation 
TII CANN - Title II Community AIDS National Network 
Treatment Action Group 
Village Care of New York 
Welcome House, Inc  
Whitman-Walker Clinic, Washington, DC 
Women Organized to Respond to Life-threatening Diseases (WORLD) 
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memorandum 
 
To: Presidential Transition Team 
From:  Rebecca Haag, AIDS Action Council 
Re: HIV/AIDS Priority Issues for Immediate Action 
Date:   December 5, 2008 
 
President-Elect Obama should continue to focus on the domestic HIV/AIDS issues that 
he has previously highlighted as part of his campaign plan, “Barack Obama and Joe 
Biden: Fighting HIV/AIDS Worldwide.”  This plan has widespread support throughout 
the HIV community and will allow him to announce plans towards achievement of his 
goals.  In particular we recommend remaining focused on the creation and 
implementation of a National AIDS Strategy.   
 
Additional immediate activities for the administration are organized below based on the 
categories in the campaign’s plan and are followed by reference to the various HIV/AIDS 
transition documents that have been created (see Appendix for references).  The 
campaign should specifically highlight the National AIDS Strategy along with some or 
all of these issues on World AIDS Day. 
 
1.  “Implement a National HIV/AIDS Strategy” 
A.  Within the first 100 days the President should appoint a panel of experts on 
HIV/AIDS and charge them to develop a National AIDS Strategy with targeted 
outcomes, measurable goals, timelines and accountability.   
B.  Call on Congress to approve $1.4 million in FY 2009 appropriations funding for the 
Office of National AIDS Policy to coordinate development of the National AIDS 
Strategy.   
(Also supported in Democratic National Platform, NAS, AIA, CoC, NWAC, SAA 
documents, and directly supported by more than 350 local and national HIV/AIDS and 
other health organizations) 
 
2.  “Fix the Nation’s Healthcare System” 
Direct CMS to allow ADAP payments to count towards Medicare Part D True Out of 
Pocket (TrOOP) costs.  Doing so will let people living with HIV who are eligible for 
Medicare Part D maintain their coverage and will help State AIDS Drug Assistance 
Programs to expand their drug formularies, end caps on programs and help thousands 
more people living with HIV to access life saving medications.   
(Supported in the AIA, ADAP, CoC documents) 
 
 
3.  “Bring Medicaid Coverage to Low-Income, HIV-Positive Americans.” 
Call on Congress to pass the “Early Treatment for HIV Act” (ETHA) in the first year of 
his Administration.  (Supported in the Democratic National Platform, AIA documents) 



 
4.  “Fight Disparities in Minority Communities” 
A.  Call on Congress to increase funding for the Minority AIDS Initiative by $20.1 
million in FY2009. 
B.  Appoint People of Color, Women and Gay Men to the President’s Advisory 
Commission on HIV/AIDS (PACHA) and the panel developing the National AIDS 
Strategy.  
(Supported in the Democratic National Platform, CoC, NWAC, AIA documents) 
 
5.  “Improve Quality of Life for Those Living with HIV” 
Call on Congress to Extend Ryan White CARE Act Program for three years. 
 (Supported in Democratic National Platform, AIA, CoC documents) 
 
6.  “Promote AIDS Prevention” 
A.  Call on Congress to discontinue funding for abstinence-only until marriage programs. 
B.  Direct the Department of Health and Human Services to require all programs that 
receive abstinence-only-until-marriage funding to provide written assurances they will 
not misrepresent or provide inaccurate information regarding the effectiveness and 
reliability of condoms. 
C.  Direct the Secretary of Health and Human Services to recertify that syringe exchange 
is an effective intervention for reducing the spread of infectious diseases such as HIV and 
does not increase drug use. 
D.  Call on Congress to remove the ban on the use of federal funding for syringe 
exchange from the Labor, Health and Human Services, Education and Related Agencies 
FY 2009 Appropriations bill.  (Supported in the AIA, CivRt, and CoC documents) 
 
6.  “Assure Adequate and Safe Housing for Those Living With HIV” 
A.  Call on Congress to increase funding for the Housing Opportunities for Persons 
with AIDS (HOPWA) program by $15 million in FY2009. 
B.  Direct HRSA HIV/AIDS Bureau (HAB) to restore the rights of states and local 
communities to decide how long to fund transitional housing services for people under 
Ryan White. (Supported in the AIA document) 
 
7.  “Expand Funding for Research” 
Call on Congress to increase funding for the National Institutes of Health by $1.65 billion 
in FY2009.  (Supported in the AIA document) 
 
8.  “Reauthorize and Revise PEPFAR” 
Call for the Secretary of HHS to rapidly develop regulations implementing the recent 
change in law that allows people living with HIV to enter the U.S. as visitors or 
immigrants. 
(Supported in the AIA, CivRt documents.  Note: Although this is a global HIV issues, it is 
strongly supported by domestic HIV/AIDS organizations.  ) 



APPENDIX - Document Titles and Abbreviations: 
 
There are 7 primary documents which reference domestic HIV/AIDS policy that are 
publicly available and of which we are aware.  They are: 
 
1.  Framework for Developing an Effective National AIDS Strategy for the United States:  
October 2008 (referred to hereafter as “NAS”) 
 
2.  AIDS in America: Recommendations for the First 100 Days of Office of the 44th 
President of the United States (AIA) 
 
3.  Fighting AIDS in Communities of Color an Action Agenda for the Next President 
(CoC) 
 
4.  National AIDS Strategy for Women in the United States:  Submitted by the National 
Women and AIDS Collective - October 2008 (NWAC) 
 
5.  Critical Civil Rights Issues for People Living with HIV/AIDS in the United States:  A 
To Do List for the New U.S. Administration’s First 100 Days (CivRt) 
 
6.  The ADAP Coalition: Recommendations for the Next Administration and Congress 
Addition (ADAP) 
 
7.  The Stand Against AIDS - A Call from the Community for President Obama to 
Develop a National AIDS Strategy - November 2008 (SAA) 
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Guiding Principles for Lesbian, Gay, Bisexual and Transgender 
Inclusion in Healthcare Reform 

  
As the Obama Administration begins to restructure the American healthcare system to 
insure that all Americans gain equitable access to the full continuum of health promotion, 
prevention and treatment services, we must also be able to effectively address the needs 
of distinct populations within the populace.  For lesbian, gay, bisexual and transgender 
(LGBT) people, social stigma and systemic discrimination based on sexual orientation 
and gender identity have led to decades of lack of access to adequate, LGBT affirmative 
and culturally competent healthcare.  
 
To eliminate health disparities in LGBT communities, healthcare reform must employ 
clear, guiding principals that are based on solid clinical standards integrated with a 
compassionate understanding of the healthcare issues facing this vulnerable population.  
In order to have effective and comprehensive healthcare reform, all legislative actions 
and governmental policy be inclusive of LGBT healthcare needs. 
 
Healthcare disparities in the LGBT community have been recognized by numerous 
federal agencies and working groups, including the following divisions of the US 
Department of Health and Human Services (HHS):  the Substance Abuse and Mental 
Health Administration (SAMHSA), Health Resource Service Agency (HRSA), Center 
For Disease Control and Prevention (CDC) and National Institute of Health (NIH).  The 
HHS Secretary’s Advisory Committee of Healthy People 2020 underscored the need to 
address LGBT health disparities and to give special recognition in the healthcare system 
to this population.  Repeatedly, it has been published that being LGBT substantially 
impacts whether or not a person receives care and, when they do receive care, whether 
that care effectively speaks to all aspects of their lives.  
 
Adding complexity to the clinical issues of LGBT health, are LGBT persons who are 
members  of multiple communities facing health disparities.   For example, LGBT people 
who lack insurance, may face other barriers of discrimination based on race, ethnicity, 
class or gender. They need access to healthcare services that are sensitive to and inclusive 
of all of their issues and concerns.  Any panels, programs or systems set up to focus on 
communities facing health disparities must include LGBT concerns.   
 
The following policy statements are provided for consideration in the development and 
full implementation of Healthcare Reform.  The areas framed below are specific to the 
LGBT population, yet have application to heterosexual individuals, people of color, 
recent immigrants and nontraditional families; we believe these statements are critical for 
effective, comprehensive, compassionate, evidence based healthcare reform for the 



LGBT Community.  They are not listed in priority order, but are all important and many 
are dependent on each other. 
 

 Cultural Competency Must Be Mandatory and Practical:  The healthcare system 
must fully understand and embrace cultural competency for all people.   Universal 
access to healthcare will have little meaning for many LGBT people if they do not 
have the ability to see culturally competent healthcare providers.  Too often, 
LGBT people are misunderstood, mistreated or even discriminated against by 
healthcare providers.  There must be systematic efforts to remove healthcare 
provider biases. The federal government must provide training, distribute best 
practices and awareness programs about LGBT people and their specific health 
needs. This is a necessary step for not only improving access, but also 
guaranteeing reliable, appropriate and culturally competent care. 

 
 Guaranteed Access to Care:. An oversight body or some other decision making 

power must be instituted so that access to healthcare and specific services which 
are regulated by the federal government are not summarily removed by anti-
LGBT administrations or officials.  LGBT individuals, like all individuals, must 
have access to culturally competent healthcare and to health insurance that meets 
their needs. Lack of insurance causes all people to delay seeking medical attention 
and this delay typically forces people to forgo primary healthcare and be treated 
in emergency rooms instead. A lack of insurance prompts inadequate and 
deficient medical testing resulting in misdiagnoses. Furthermore, legal protections 
for LGBT people who disclose their sexual orientation and/or gender identity will 
lead to improved communication between provider and patients regarding sexual 
health, leading to improved care. This can lead to major progress toward more 
research on LGBT-specific health, increased awareness of existing LGBT health 
issues, and expanded prevention and educational programs (sexuality education in 
schools, for example). 

 
 Clear Definitions in Policy and Legislation: Regulatory, programmatic, policy 

and/or legislative definitions must be carefully crafted in order to increase access 
to healthcare in the LGBT community.  For example, the terms family, parent and 
spouse often exclude LGBT families due to such families’ lack of access to 
marriage rights.  As long as the federal government’s definition is exclusive of 
LGBT populations, same-sex partners who have entered into domestic 
partnerships and civil unions will not be able to access healthcare through 
programs designed to cover families, such as the State Children’s Health 
Insurance Program (SCHIP).  We encourage Congress, all agencies and any body 
overseeing healthcare reform to consider implementing the definition of family 
under existing federal sick leave regulations for federal employees, which reads: 

Family member means the following relatives of the employee: 
(1) Spouse, and parents thereof, 
(2) Children, including adopted children and spouses thereof; 
(3) Parents; 
(4) Brothers and sisters, and spouses thereof; and 



(5) Any individual related by blood or affinity whose close 
association with the employee is the equivalent of a family 
relationship.i 

 
 No Exclusions on Pre-existing Diagnosis: LGBT people are significantly more 

likely to have a pre-existing diagnosis.  This is often due to reluctance of LGBT 
persons to access early diagnostic services for fear of anti-LGBT stigma or 
discrimination, which in turn leads to late treatment, and higher prevalence of 
disease.  For many transgender people, their only entry point to care is through a 
diagnosis of Gender Identity Disorder.  Gay and bisexual men have a significantly 
higher rate of HIV/AIDS and lesbians and bisexuals are significantly more likely 
to have cancer.  All of these diagnoses can present substantial barriers to receiving 
insurance and healthcare. 

 
 Healthcare Coverage for Transgender Inclusion Is Mandatory: Under the 

current healthcare system, insurance companies routinely refuse to insure and 
cover services for transgender individuals under the “transgender exclusion” 
clause. This allows insurance companies to deny coverage for any medical 
expenses related to transitioning.ii However, it would only cost a large-scale 
insurance program about $0.05 per insured to cover these transgender health 
benefits.iii  Furthermore, insurance companies can neglect covering medical 
attention and procedures that are deemed necessary for the individual's sex 
assigned at birth (especially if it is inconsistent with one’s gender identity). One 
instance is a female to male (FTM) transsexual who is registered as male with his 
insurance company should, if required, have coverage for his gynecological 
expenses as well. The exclusionary language of this clause is often unfairly 
expanded to include coverage for non-transgender related medical expenses.iv  
This must not be allowed to continue. 

 
 Data Collection Tools Must Be Appropriate for All Populations to Facilitate 

Proper Planning, Clinical Care and Program Evaluation:  There is an acute 
lack of information about the healthcare needs of LGBT people. Such a lack of 
information often results in a lack of appropriate services provided to LGBT 
people.  Consequently, any nationally used forms must be inclusive of diverse 
sexual orientations and gender identities.  For example, forms must include the 
ability to choose a same sex partner versus a spouse or to choose transgender 
under any demographic gender questions or for an individual to name parent 1 
and parent 2 as opposed to mother and father.   

 
 Adequate Assurances That Health Information Technology Will Assure Proper 

Clinical Information, Privacy and Address Changes for Transgender People: 
Heath information technology must have adequate safe guards in order to protect 
patients’ privacy.  For example, while in some health service settings, a person’s 
sexual orientation and gender identity is relevant, in some situations it is not.  
Although sexual orientation and gender identity should be part of a person’s 
routine medical history, unwilling and/or unprotected disclosure in medical 



records could cause an LGBT person to be refused service or to receive 
substandard care.  In addition, any standardized form of health information 
technology must allow transgender people a clear way in which to permanently 
change their gender marker and provide privacy for non gender matching health 
service needed that would publicly disclose confidential information, i.e. a 
transgender woman, living as a woman, who still is in need of a prostate exam by 
her primary care provider.   

 
 Reproductive Healthcare Services Must Be Supportive for Conceptualization 

for All Patients: Any coverage of family planning services must allow for 
alternative methods of family creation.  This can include invitro fertilization or 
surrogacy.  

 
 The HIV/AIDS Epidemic Must Be Addressed:  As noted above, gay men 

(especially gay men of color and youth), and transgender women are at increased 
risk for HIV/AIDS.  For that reason the Administration should develop a National 
AIDS Strategy designed to lower HIV incidence, increase access to HIV care and 
reduce racial, ethnic, and economic disparities in the epidemic among LGBT 
populations.  It should also integrate HIV prevention and treatment with STDs, 
viral hepatitis and TB programs wherever possible. 

 
 Mental Health Parity Must Be Included: As mentioned above, LGBT people are 

significantly more likely to suffer from mental health concerns or substance 
abuse.  Any healthcare reform must have fully inclusive mental health coverage.  
Physical and mental health cannot be separated and should be covered at the same 
level. 

  
 
Additional regarding information this policy statement may be obtained by contacting:  

Rebecca Fox  
 National Director of the National Coalition for LGBT Health 

202-558-6828  
 Rebecca@lgbthealth.net 

1325 Massachusetts Ave NW 
Suite 700 

Washington, DC 20005. 
 
 

 
                                                
i 5 C.F.R. sec. 630.201(b) 
ii Marksamer, Jody, and Dylan Vade. "Recommendations for Transgender Health Care.” Transgender Law 
Center. 9 July 2007. 9 July 2007 <http://www.transgenderlaw.org/resources/tlchealth.htm>. 
iii Ibid. 
iv Horton, Mary Ann. "The Cost of Transgender Health Benefits" Out and Equal Workplace Summit. 2008. 


