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About the National Institute 
of Jilstice 

The National Institute of Justice (NIJ), a component of the 
Office of Justice Programs, is the research and development 
agency of the U.S. Department of Justice. NIJ was estab
lished to prevent and reduce crime and to improve the 
criminal justice system. Specific mandates established by 
Congress in the Omnibus Crime Control and Safe Streets 
Act of 1968, as amended, and the Anti-Drug Abuse Act of 
1988 direct the National Institute of Justice to: 

Sponsor special projects, and research and develop
mellt programs that will improve and strengthen the 
criminal justice system and reduce or prevent crime. 

Conduct national demonstration projects that employ 
innovative or promising approaches for improving 
criminal justice. 

Develop new technologies to fight crime und improve 
criminal justice. 

Evaluate the effectiveness of crimiflal justice pro
grams and identify programs that promise to be suc
cessful if continued or repeated. 

Recommend actions that can be taken by Federal, State, 
and local governments as well as by private organiza
tions to improve criminal justice. 

Carry out research 011 criminal behavior. 

Develop new methods of crime prevention and reduc
tion of crime and delinquency. 

The National Institute of Justice has a long history of 
accomplishments, including the following: 

Basic research on career criminals that led to develop
ment of special police and prosecutor units to deal with 
repeat offenders. 

Research that confirmed the link between drugs and 
crime. 

The research and development program that resulted in 
the creation of police body armor that has meant the 
difference between life and death to hundreds of police 
officers. 

• Pioneering scientific advances such as the research and 
development of DNA analysis to positively identify 
suspects and eliminate the innocent from suspicion. 

The evaluation of innovative justice programs to deter
mine what works, including drug enforcement, com
munity policing, community anti-drug initiatives, pros
ecution of complex drug cases, drug testing throughout 
the criminal justice system, and user accountability 
programs. 

• Creation of a corrections information-sharing system 
that enables State and local officials to exchange more 
efficient and cost-effecti ve concepts and techniques for 
planning, financing, and constructing new prisons and 
jails. 

• Operation of the world's largest criminal justice infor
mation clearinghouse, a resource used by State and 
locnl oft1cials across the Nation and by criminal justice 
agencies in foreign countries. 

The Institute Director, who is appointed by the President 
and confirmed by the Senate, establishes the Institute's 
objectives, guided by the priorities of the Oftice of Justice 
Programs, the Department of Justice, and the needs of the 
criminal justice field. The Institute actively solicits the 
views of criminal justice professionals to identify their most 
critical problems. Dedicated to the priorities of Federal, 
State, and local criminal justice agencies, research and 
development at the National Institute of Justice continue to 
search for answers to what works and why in the Nation's 
war on drugs and crime. 
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Foreword 

Since 1985, the National Institute of Justice (NIJ) has been 
sponsoring national surveys of HlV/AIDS in correctional 
facilities. In the lIlid-1980s, as the AIDS epidemic acceler
ated among communities of poor, minority, and drug using 
Americans, tuberculosis was also making a comeback after 
several decades of steady decline. The resurgent tuberculo
sis ofthe late 1980s and the early 1990s is closely associated 
with the epidemic ofHIV/ AIDS and particularly afflicts the 
POOl', inner-city minorities, and injection dmg users. Since 
these popUlations are overrepresented among correctional 
inmates, tuberculosis has become a serious problem in 
correctional facilities. Not only do inmate popUlations 
contain concentrations of persons at high risk for both TB 
and HIV, but the facilities themselves may be high-risk 
settings for TB transmission because of their crowding and 
poor ventilation. 

One ofthe most ominous developments in the new tubercu
losis resurgence has been the appearance of multi drug
resistant TB (MDR-TB). In a widely publicized 1992 out
break of MOR-TB, 36 New York State prison inmates and 
one correctional officer died. Ninety-eight percent of the 
inmates who died were also HIV-infected. 

For several years prior to 1992, NIJ-sponsored surveys of 
HlV / AIDS in correctional facilities included questions about 

TB. However, as concern with the dual epidemics and 
particularly with MOR-TB increased, it seemed important 
to increase the survey's coverage ofTB issues and policies. 
Thus, for the first time, an extensive set ofTB questions was 
included in the survey, and a separate report on TB in 
correctional facilities was prepared. Also, for the first time, 
the Centers for Disease Control and Prevention (C~C) 
joined NIJ in sponsoring the survey. CDC has issued 
guidelines for correctional policies to addres!, TB, and one 
objective ofthe j oint survey was to assess the extent to which 
systems were following these guidelines. We hope this 
report will provide vital information to correctional and 
public health officials who are responding to the growing 
problem of TB in correctional facilities. 

Michael J. Russell 
Acting DireCtor 
National Institute of Justice 

Alan R. Hinman, M.D. 
Director 
National Center for Pr~vention Services 
Centers for Disease Control and Prevention 
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Introduction and Summary 

Infectious diseases are of increasing concern to correctional 
health care professionals and correctional administrators. 
Inmate populations contain disproportionate numbem of 
persons of low socio-economic status, individuals with 
problems of substance abuse, and people with generally 
high-risk and unhealthy lifestyles and poor access to medi
cal care. As in the community beyond the walls of prisons 
and jails, such groups are much more susceptible to a range 
of infectious diseases, including HIV/AIDS, tuberculosis 
(TB), hepatitis Band C, syphilis, gonorrhea, and other 
sexually transmitted diseases. 

The problem of infectious diseases in correctional facilities 
is, of course, not only a correctional problem. While there is 
great and legitimate concern about the spread of such 
diseases within correctional facilities, it is of at least equal 
concern that the vast majority of inmates return to the 
community where they may contribute to l.ilarply rising 
epidemic curves. According to a recent estimate by the U.S. 
Centers for Disease C()ntrol and Prevention (CDC), as many 
as 133,000 persons with TB infection may be released to the 
community each year from Federal and State correctional 
facilities. 1 

As Dr. Robert Greifinger, Deputy Commissioner and Chief 
M~dical Officer in the New York State Department of 
Correctional Services, has pointed out, the increased inci
dence of infectious disease among inmates represents not 
only a grave problem demanding response, but also a 
significant "public health opportunity." According to a 
recent article on correctional health care by Greifinger and 
Jordan Glaser, "[a] public policy agenda forcriminaljustice 
should include an epidemiologic orientation, as well as 
resources fl,r education, counseling, early detection, and 
treatment. Taking advantage of the period of confinement 
would servo both the individual and society by controlling 
communicable diseases in large urban communities •••. 
[This] provides a unique chance to reach an otherwise 
elusive group, whose risk factors and infection prevalence 
rates far exceed those of other populations."2 

Tuberculosis presents particularly serious problems, as well 
as intervention opportunities, for correctional institutions. 
Prisons and jails, like other congregau: facilities, are high
risk settings for the spread of tuberculous infection. Living 

conditions are tnvariably crowded, and many buildings 
have antiquated systems with poor ventilation and air 
circulation. Inmates are already more susceptible to TB 
infection and TB disease because offactors associated with 
their high-risk lifestyles and inadequate access to health 
care services, as wen as increased prevalence ofHIY/AIDS 
among them. Finally, the appearance of multi drug resistant 
tuberculosis (MDR-TB) raises the threat of an often 
untreatable disease spreading in a closely confined popula
tion. 

On the other hand, it is more feasible to screen inmate 
populations, as well as to ensure that they complete a course 
of preventive therapy or treatment for Tn disease, than it is 
to carry out such interventions with high-risk populations in 
the community. Data from health departments funded by 
CDC to provide nationwide TB skin testing and preventive 
therapy in correctional facilities show how effective such 
programs can be in retaining patients. Of almost 10,000 
inmates eligible for screening in six correctional facilities, 
99.9 percent recllived the skin test, 99.7 percent hurl their 
tests read, 91 percent of those with positive results were 
referred forfollowup medical evaluation, 85 percent of those 
referred actually received followup evaluation, and 94 
percent of those recommended fol' preventive therapy and 
able to complete the course of therapy within their sentences 
actually completed it. Almost 30 percent more inmates than 
drug treatment center clients (66 percent) completed the 
preventive therapy.3 

In view of growing concern about tuberculosis in prisons 
and jails, as well as the spreading realization that more 
intensive TB control interventions in inmate populations 
make sense both for the health of this popUlation and for the 
public health, the Centers for Disease Control nnd Preven
tion and the National Institute of Justice (NIJ) cosponsored 
a national survey of tuberculosis and tuberculosis control in 
correctional facilities. The survey was conducted by Abt 
Associates Inc. in conjunction with the seventh survey of 
HIV/AIDS in Correctional Facilities. 

In November 1992, the questionnaire was mailed to 88 
correctional systems: the Federal Bureau of Prison~; all 50 
State correctional systems; and 37 large city and county jail 
systems. Res ponses were recei ved from I ate November 1992 
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through mid-March 1993. Substantial telephone followup 
was required to obtain responses, as well as to obtain missing 
or clarified information following the receipt of initial 
responses. 

The final response rate achieved was 100 percent for State 
and Federal prison systems (questionnaires were received 
from a1151 systems) and 84 percent (31 of37) for city/county 
jail systems. To supplement the survey effort, site visits were 
made to three correctional systems-New York City (Rikers 
Island), New York State (St. Clare's Hospital, New York 
City), and Georgia (Women's Diversion Center, Atlanta, 
and Correctional Medical Institution, Augusta). 

In addition to presenting survey data on the dimensions of 
the problem ofTB in correctional facilities (chapter 2), this 
report provides: basic clinical background on tuberculosis, 
its resurgence in the United States beginning in the mid- and 
late-1980's and the increase in MDR-TB (chapter 1); and 
describes correctional systems' policies and procedures in 
the following key areas: 

CDC guidelines for control of TB in correctional 
facilities ancl overall TB control policies (chapter 3). 

Screening for TB infection (chapter 4). 

Diagnosis ofTB disease (chapter 5). 

~ Management and treatment of inmates with TB disease 
(chapter 6). 

Containment of TB: contact investigation, preventive 
therapy, and other infection control measures (chapter 
7). 

Discharge issues (chapter 8). 

• Training and education (chapter 9). 

A summary of legal issues and relevant case law is also 
provided (chapter 10). A separate 1992 Update on HIV/ 
AIDS in Correctional Facilities has also been prepared. 

Survey respondents reported 1,177 inmates under treatment 
forTB disease (805 in StateIFederal prison systems and 372 
in city/county jail systems). Eighty-five percent of cases 
were among men and 15 percent among women. Some have 
suggested that these numbers are suspiciously low, but the 
resulting point prevalence rate of 121 cases per 100,000 
inmates is in the expected range, based on independently 
reported incidence rates from other prison studies.4 Correc
tional systems reported 45 current and 140 cumulative cases 
of drug-resistant TB; 76 of the cumulative drug-resistant 
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cases (54 percent) were resistant to both isoniazid (INH) and 
rifampin (RIF), the two leading TB drugs. Inmate cases of 
drug-susceptible TB were reported from all regions and 
drug-resistant cases were reported from most regions, al
though distributions were uneven with a bicoastal emphasis. 

Survey results reveal 53,000 TB-infected inmates in the 
responding correctional systems (48,000 in 33 StateIFed
eral prison systems and 5,000 in 16city/county jail systems). 
The infection rate (based on total inmates) was 10 percent 
among men and 11 percent among women. However, many 
correctional systems participating in the survey were unable 
to supply this information. There were about 2,400 reported 
TB skin test conversions in the two years before the survey, 
although many systems were unable to provide these data. 
In particular, many jail systems do not screen for TB 
infection or conduct repeat screening because of the gener
ally short inmate ntays. 

Based on responses from about 65 percent of the participat
ing systems, 43 current cases of TB disease were reported 
among correctional staff. Two of the cases were drug
resistant. In addition, 605 staff were estimated to be TB
infected, including 79 skin test convertors ovet' the past two 
years. 

In general, the TB control policies of most correctional 
systems appear to follow most of the CDC's recommenda
tions. Areas of high compliance with recommended policies 
include the following: coordination ofTB control programs 
and tracking of TB cases; screening of inmates for TB 
infection, particularly among StateIFederal systems; pro
viding chest x rays for skin-test positive inmates and sputum 
smear/culture examination for inmates with TB symptoms; 
conducting drug susc~ptibility studies on all cultures posi
tive for TB; duration of treatment for TB disease for HIV
negative inmates; provision of directly observed therapy for 
inmates with TB disease; identification, tracking, and screen
ing of close contacts of potentially contagious TB cases in 
StateIFederal systems, particularly for close contacts in the 
same facility as the index case; offering preventive therapy 
to most recommended categories of inmates; duration of 
preventive therapy for HIV -negative inmates; and provision 
of training on TB to correctional and medical staff. 

Areas in which compliance with CDC recommendations is 
less widespread include the following: screening of city/ 
county inmates for TB infection (although stich programs 
may be impractical in jails due to short stays and rapid 
turnover); screening of staff for TB infection; testing of 
mv -infected inmates for anergy (Le.) they may be nonreactive 
on skin tests requiring an immune system response), which 
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may produce false negative sk:n test results; isolation of all 
potentially contagious TB cases in negative pressure isola
tion rooms; duration of treatment for TB disease for HIV n 

infected inmates; identification, tracking, and screening of 
close contacts-particularly in jail systems-and contacts 
in facilities other than the current facility of the index case; 
offering preventive therapy to close contacts; duration of 
preventive therapy for HIV -infected persons; and providing 
TB education to inmates. 
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Chapter 1 

Clinical Background of Tuberculosis 

This chapter presents basic clinical information on tubercu
lous infection and active TB disease and discusses the 
resurgence ofTB since the mid-1980's and the appearance 
of drug-re~istant TB, both in the U.S population as a whole 
and among correctional inmates. 

Tuberculous Infection 
and Tuberculosis Disease 
It is important to understand the difference between tuber
culous infection and tuberculosis disease. Tuberculous 
infection is spread through the air in tiny droplets contain
ing the bacterium (Mycobacterium tuberculosis) exhaled by 
persons with active TB disease, primarily when they cough 
or sneeze. TB infection may also be spread in dust particles 
containing the bacterium. While the infection is "casually" 
transmitted, fairly intensive or prolonged exposure is gen
erally required for transmission to occur. 

Only persons with active TB disease of the lungs can 
transmit infection to others. Tuberculosis disease com
monly affects the lungs (pulmonaryTB), but extraputmonary 
TB may attack other parts of the body. 

Persons may be TB-infected but totally free of symptoms, 
and therefore not infectious, for a long time. Many infected 
persons never develop acth'e TB disease. Following initial 
infection, the bacteria multiply in the lungs for a short time 
before a normal immune system controls their growth. The 
bacteria usually remain dormant but can cause active dis
ease later. This most common ofthe two patterns ofprogres
sion to disease is called reactivation TB. Much less com
monly, an individual moves to active disease during the first 
two to three months following initial infection. This pattern 
is termed primary TB. 

Before the appearance of HI VIA IDS, it was estimated that 
a TB-infected person had only a 5-1(1 percent lifetime risk 
of developing active TB disease, absent preventive therapy. 

Moreover, with the advent of effective antituberculosis 
drugs in the early 1950' s, TB became an eminently treatable 
disease for those who did develop it. 

HIY disease and MDR-TB have, however, dramatically 
changed the calculus. Persons infected with TB but not 
infected with HlY are still believed to have about a 5-10 
percentlifotimerisk ofTB ci<:ease. Dually infected individu
als, by contrast, are estimated to have an 8 percent risk each 
year of developing active TB disease, absent preventive 
therapy. I 

HIY-infected individuals are more at risk for both primary 
and reactivation TB disease.2 Once infected with HIY, a 
person latently infected with TB may move much more 
rapidly to active TB disease. Similarly, an HIY-infected 
person who is newly infected with TB i!l dt much greater risk 
of progressing to primary TB disease. This set of circum
stances helped to produce the most serious outbreaks to date 
ofMDR-TB, including the one in the New York State prison 
system in 1991-92. 

In general, HIY-infected persons are "extraordinarily sus
ceptible" to TB disease. Indeed, in many cases, 
extrapulmonary TB disease is the first indication of an 
individual's HIY disease.' In recognition of this fact, 
extrapulmonary TB was made an AIDS-defining disease in 
CDC's 1987 revision of the AIDS case definition. Pulmo
nary TB in the presence ofHIY infection was also added in 
the most recent revision of the AIDS case definition that 
became effective January 1, 1993.4 

TB infJction and disease are also likely to be more difficult 
to diagnose in persons with HIY infection. It is tragically 
ironic that, as leading TB researcher Peter Selwyn puts it, 
the population in which one is least likely to detect TB is also 
the population in which it is most likely to occur.' Difficulty 
of diagnosing TB infection is associated with increased 
likelihood that HIY-infected persons will have anergy, thus 
producing false negative results on purified protein deriva-
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tive (PPD) skin tests normally used to detect infection. 
Diagnosis of TB disease is complicated by its frequent 
atypical pulmonary presentation in HrV-infected patients' 
x rays and the likelihood of extrapulmonary involvement 
which does not, of course, appeal' in chest x rays. 

The Resurgence of Tuberculosis in 
the United States 
TB has been a continuously serious problem in many parts 
of the world. Indeed, among infectious diseases, TB is the 
leading cause of death worldwide, accounting for almost 8 
million new cases and 3 million fatalities each year.6 

Tuberculosis seemed to be on the road to eradication in the 
United States until the early 1980's. The incidence of 
tuberculosis disease had declined steadily for more than 30 
years. New cases reported in 1953 numbered 84,000; by 
1984 the number had fallen to 22,000.7 Then, however, the 
trend was reversed. By 1992 the number of new cases 
reported had risen to 26,673, a 20 percent increase over the 
number reported in 1984. Analysis by the CDC comparing 
projected trend lines calculated prior to 1984 with actual 
incidence of tuberculosis between 1985 and 1992 reveals 
approximately 52,000 "excess" cases during this period.8 

The timing of the TB resurgence in the United States 
indicates that HIV infection was a driving force behind it. 
There is universal agreement on (~,is point, but other, often 
interrelated, factors have also been at work. These include 
drug abuse, poverty, homelessness, poor access to health 
care, and prison crowding. Dr. James Curran, Deputy 
Director of CDC for HIV, has noted that there are really 
three interrelated epidemics of TB, HIV, and drug abuse 
and that it is extremely important to develop a coordinated 
and cooperative approach to addressing them.9 

Several other unrelated factors have also played a role in the 
TB resurgence. One of these is increased immigration from 
parts of the world with higher levels of TB infection and 
disease, particularly Southeast Asia. In the United States 27 
percent of the TB cases reported in 1991 were among 
foreign-born individuals; this percentage has been increas
ing gradually since 1985. 

The deemphasis, de funding, and dismantling ofTB control 
programs and the reduced attention to TB research that 
accompanied the declining incidence of the disease in the 
United States in the 1960's and 1970's also contributed to 
its resurgence in the late 1980's and has weakened the 
response to the resurgence. IO 
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All of these factors have produced sharp increases in TB 
infection and TB disease among groups disproportionately 
represented in prisons and jails-poor people, many of 
whom have substance abuse problems and inadequate ac
cess to health care services. 

Drug-Resistant Tuberculosis 
To add to the seriousness of the situation, strains of TB 
disease have emerged that are resistant to at least one, and 
often several, of the known treatment agents. Some strains 
have no known treatment at this time. Due in part to 
coinfection with HIV and sometimes inappropriate treat
ment regimens, case fatality rates in MDR-TB outbreaks 
have rea~hed 80 percent. Strains resistant to seven drugs 
have been identified. The most commonly found serious 
forn1 ofMDR-TB is resistant to both isoniazid (INH) and 
rifampin (RIF), ~he two leading therapeutic drugs. The 
availability ofrifampin, beginning in 1971, made possible 
the st.')rt-course (six-month) chemotherapy (SCC) treat
ment of TB disease. 

Until recently there was no nationwide surveillance of drug
resistant TB cases. Data collection began on January 1, 
1993. A previous CDC survey of TB isolates from the 
general U.S. populaHon in the first quarter of 1991 revealed 
that about 60 percent had been tested for drug susceptibility. 
Among these, almost 200 (about 8 percent) were resistantto 
at least one drug, and almost 100 (3 percent) were resistant 
to both INH andRIF. Applying these percentages to the total 
26,000 TB cases reported in 1991 suggests that 2,000 may 
have been resistant to at least one drug and almost 800 may 
have been INH-RIF resistant. The MDR-TB cases identi
fied in the first quarter of 1991 were in 13 States. However, 
almost half were repOited in New York City (90 cases); 
another 10 percent were in New Jersey; six cases occurred 
in California; and five in Texas. In New York 52 percent of 
isolates tested were resistant to both INH and RIF. More
over, 79 percent of the reported MDR-TB cases were 
primary disease, and only 21 percent were reactivation 
disease, suggesting the virulence of tho strains and the 
vulnerability of hosts due to HIV infection, histories of 
injection drug use, and other conditions. I I 

Recent research suggests that a genetic mutation in M. 
tuberculosis may be involved in the development of INH 
resistance. ll However, the evolution of drug-resistants trains 
is hastened when patients fail to complete a course of 
treatment. The strains can be transmitted to others who may 



become infected and who may develop drug-resistant dis
ease irrespective of any noncompliance with treatment. 
Treatment ofTB disease, even in its drug-susceptible forms, 
is lengthy, extending long after symptoms subside. Comple
tion of therapy is difficult to achieve, particularly in sub
stance abusers and those leading otherwise dysfunctional 
lives. In New York City, where the TB resurgence has been 
I11l)st pronounced, only 54 percent of patients with TB 
dIsease during the period 1986-1990 were able to complete 
six continuous months of chemotherapy.'3 National data 
suggest that more than 20 percent of TB patients fail to 
complete a full course of therapy.'4 

A recent New Y OI;k City study found that one-third of all 
patients with positive cultures for TB disease in April 1991 
had strains resistant to at least one TB agent and that 19 
percent had strains resistant to both isoniazid and rifampin. 
Although a history of anti-TB treatment was the strongest 
predictor of drug resistance in these patients, the investiga
tors found that most cases were associated with initial 
infection with a drug-resistant strain, rather than the patient's 
own noncompliance with a pievious TB regimen. This 
conclusion suggests the potential magnitude of spread of 
MDR-TB among populations at risk, particularly injection 
drug users with mv infection. The overall case fatality rate 
for the New York City patients with drug-resistant strains 
was 27 percent, but this figure rose dramatically to 91 
percent in patients with AIDS diagnoses and TB strains 
resistant to both isoniazid and rifampin. Patients in this 
study with HIV infection also progressed more rapidly to 
active TB disease and died more quickly'!s 

A recent study of patients with TB disease resistant to both 
INH and RIP concluded that treatment of such strains is 
"complicated, risky, and ofli mi ted efficacy." Regimens may 
require 5-7 medication visits per week and may involve 
alternative agents with greater likelihood of having serious 
side effects. Ultimately, the chances of success are highly 
uncertain. Only 56 percent of the patients in this study 
remained free of disease throughout a mean followup period 
of 51 months; 44 percent experienced treatment failures 
(i.e., inability of chemotherapy to sterilize cultures) or 
relapses of active disease after temporarily achieving nega
tive cultures. Almost half of those with unfavorable treat
ment outcomes died. Since this was a study of patients first 
diagnosed between 1973 and 1983, very few ofthe subjects 
were thought to be I-nv -infected. In Although results are not 
empirically known, treatment ofmV -infected patients with 
MDR-TB is likely to be even more complicated and less 
successful. 

The History of Tuberculosis 
in Correctional Facilities 
Prisons and jails are high-risk settings for the spread of 
tuberculous infection. Living conditions are invariably 
croWded, and many facilities have extremely poor ventila
tion and air circulation. Moreover, many inmates already 
have elevated risk for TB because of their lifestyles, inad
equate prior health care, and increased prevalence of HIV / 
AIDS. A recent study of the New York City jail system 
demonstrates that tuberculous infection and progression to 
active TB disease occur at higher rates in individuals with 
more frequent incarcerations and longer total time spent in 
jail.'7 

Tuberculosis is not a new problem in prisons and jails, 
however. A number of studies undertaken in correctional 
facilities in New York City, New Orleans and Arkansas 
between the mid-1940's and the late 1970's revealed higher 
rates ofTB infection and disease among inmates than in the 
outside population. Several of these studies also docu
mented the transmission ofTB infection among inmates and 
from recently released inmates to persons in the free com
munity.'K 

A CDC survey of29 States in 1984 and 1985 found that the 
incidence of TB disease among inmates was 31 cases per 
100,000, more than three times the rate in the nonincarcer
ated populations of these States:9 In New Jersey, an ex
tremely high incidence rate for TB among inmates (110 
cases per 100,000) relative to the total population (10 cases 
per 100,000) was found in 1987.20 

The recent general resurgence ofTB in the United States has 
been particularly noticeable in inmate populations. Between 
1985 and 1989 the CDC reported at least 11 TB outbreaks 
in prisons in eight States.21 In the period 1976-78 the 
incidence of TB disease among New York State prison 
inmates was 15.4 cases per 100,000; in 1986 the annual 
incidence was 105.5 cases per 100,000. More than halfofthe 
New York inmates diagnosed with TB disease in 1985 and 
1986 had mv disease.22 By 1992 the annual incidence ofTB 
disease among New York State inmates had reached 189 
cases per 100,000, an increase of more than 1.300 percent 
since 1977-80.ln 1991,95 percent ofthe New York inmates 
with TB disease were also mv infected.23 In the New York 
City study cited earlier, the annual incidence ofTB disease 
among inmates who were PPD-negative upon entry to the 
jr-Jlsystemin 1985rangedfrom 152 to 500 cases perl 00 ,000 
between 1986 and 1991. These rates were more than twice 
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those found in Central Harlem, an area with extremely high 
TB incidence in the outside community.24 

High annual incidence rates of TB among prison inmates 
have not been limited to the Northeast. In 1991 the annual 
incidence rate of TB disease in one California State prison 
was 184 cases per 100,000, more than 10 times the statewide 
annual incidence rate. Transmission of TB was also docu
mented in this California prison.2s 

Rates ofTB infection among correctional inmates have also 
been high. PPD-positive rates of 12 percent and 14 percent 
have been documented in Maryland26 and New Mexico;27 
the rate reached 27 percent in New York State in 199028 and 
30 percent in a California State prison in 1991.29 In six 
jurisdictions where the CDC funded health departments to 
implement on-site PPD screening in correctional facilities, 
the positive rate among inmates in 1990-91 was 25 percent 
(almost 10,000 screened).30 . 

Outbreaks of MDR-TB in Prisons and 
Other Congregate Facilities 
Outbreaks ofMDR~ TB have been documented in hospitals, 
residential drug treatment facilities, and shelters for the 
homeless,31 as well as in prisons. HIV infection has played 
a key role in virtually all of these outbreaks. At least three 
outbreaks ofMDR-TB have occurred in correctional sys
tems in the United States. The most serious and widely 
known of these occurred in New York State in 1990-92. 
Detailed epidemiologic investigation and linkage ofMDR
TB isolates using Restriction Fragment Length Polymor
phism (Rl<"'LP) testing, a form of DNA "fingerprinting," 
ultimately revealed the involvement of at least 19 correc
tional facilities and two hospitals where inmates were 
treated. A total of 41 inmates were diagnosed with MDR
TB. A number of these inmates had TB strains resistant to 
as many as six drugs used to treat TB disease. Spread was 
rapid and the strains were highly virulent. The median time 
from specimen collection to death was 29 days and more 
than two-thirds of the inmates exhibited both pulmonary 
and extrapulmonary TB. Thirty-six of the inmates have 
died, and 85 percent of the deaths occurred within four 
weeks of diagnosis. Ninety-eight percent of the inmates 
involved in this outbreak were also HIV-infected. One 
correctional officer-who was immunocompromised due to 
radiation therapy for cancer-died, and a number of health 
care workers were also infected with an MDR-TB strain.32 

The New York outbreak was widely reported in the press, 
including a series of articles in the New York Times.33 The 
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publicity occasioned great alarm, particulariy among com
munity hospitals regularly used to treat inmates. One hos
pital threatened to refuse inmate patients. The alarm caused 
by the outbreak led to increased resources for the implemen
tation of more intensive and systematic TB control measures 
throughout the New York correctional system. These in
cluded mandatory annual skin testing of all inmates and 
staff, routine drug susceptibility testing on all cultures 
positive for TB disease, directly observed therapy, and other 
steps to address policy and procedural deficiencies generally 
blamed for the seriousness of the outbreak: principally, 
delayed diagnosis and treatment; interfacility transfers of 
inmates with MDR-TB; failure to isolate inmates with 
MDR-TB quickly enough; insufficient systems of surveil
lance and tracking of cases; and inadequate training and 
education.34 

Since the New York outbreak. there has been another report 
of MDR-TB transmission in correctional facilities. In a 
California State prison, epidemiologic investigation con
cluded that an inmate with MDR-TB may have transmitted 
TB infection to cell mates, other inmates, medical staff, and 
correctional officers. Transmission could not be conclu
sively documented due to the timing of a number of these 
individuals' PPD skin tests. In any case, possible transmis
sion by this California inmate was facilitated by several of 
the same problems that contributed to the New York out
break: delayed diagnosis and delayed and inadequate respi
ratory isolation.3s 
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Chapter 2 

18 Infection and Disease in Correcth)nal 
Systems: Dimensions of the Problem 

This chapter presents results of the NIJICDC study of TB 
infection and TB disease among correctional inmates and 
staff. These discussions cover regional patterns and the 
extent ofTBIHIV coinfection. 

Before presenting the survey results, it is important to 
understand their limitations. With the budget available for 
this effort, on-site or other types of validation of responses 
was not feasible beyond the limited site visits noted in the 
introduction. Therefore, the data presented here represent 
the responses received from the correctional systems taken at 
face value. We can neither guarantee the accuracy of this 
information nor state for certain that all policies are actually 
being implemented as promulgated. Following oral presen
tations of preliminary survey results, there have been several 
comments that the reported numbers ofTB cases are unreal
istically low. It has been suggested that reported policies for 
TB screening, tracking of TB cases within correctional 
systems, and use of directly observed therapy may not 
accurately reflect practice. 

Inmates 

TB Infection Among Inmates 

Survey data on numbers of inmates with TB infection and TB 
disease suggest a problem of uneven distribution. Table 1 
shows that 33 StatelFederal prison systems reported having 
more than 48,000 inmates with positive PPD tests or histories 
ofTB disease. Notably, more than one-third of State/Federal 
systems did not know the rates ofPPD positivity among their 
inmates. The PPD positive rate across those systems that 
reported data was 10 percent (based on total inmates), 
compared with the 25 percent rate across the CDC-funded 
TB screening programs in correctional facilities. However, 

the CDC sites were selected on the basis of high reported 
levels of AIDS and TB cases. I 

Eighteen systems reported having PPD positivity rates of 
less than 5 percent, while only three systems reported rates 
higher than 20 percent. These three systems accounted for 38 
percent ofthe total number ofTB-infected prisoners reported 
on the survey. 

Ninety-three percent of the PPD-positive inmates in State/ 
Federal systems· were men, and 7 percent were women. 
However, PPD-positive rates were similar among men and 
women inmates: (10 percent and 12 percent respectively). 

A regional analysis shows that, among State systems, the 
largest shares of PPD-positive inmates were in the Pacific 
region (34 percent) and the Middle Atlantic region (28 
percent).2 Collectively, these two parts of the country ac
counted for almost two-thirds ofthe PPD-positive inmates in 
State systems. 

Reported data on rates of PPD positivity/history of TB 
disease among city/county jail systems (table 1) are more 
sketchy. Sixteen systems reported a total of ~,180 PPD
positive inmates, but almost half (48 percent) of the jail 
systems did not know their inmates' PPD positivity rates. As 
noted earlier, generally short lengths of stay in jails may 
render PPD screening impractical. 

PPD-positivity data from the reporting city/county systems 
reveal essentially the same distribution and gender patterns 
found among the StatelFederal systems. Four of these jail 
systems accounted for 87 percent of total inmates with TB 
infection; 89 percent of the PPD-positive inmates were men. 
Ninety-three percent of the PPD-positive jail inmates were 
from the Middle Atlantic region, a higher share than among 
the State/Federal systems. This difference may be an artifact 
of differential survey participation, however. 
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Table 1 

TBlnfection In Inmate$ 
November 199:2-March 1993 

State/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number Number Number 
% or Inmates With Positive of %of ot % ot of %0' ot %of 
PPD/Hlstory of 18 Disease Systems Systems Cases Casas Systems Systems Cases Cases 

<5% 18 35% 2,764 6% 10 32% 239 5% 

5-10% 6 12 7,623 16 1 3 140 3 

11-20% 6 12 19,422 40 4 13 4,491 87 

>20% 3 6 18,208 38 1 3 310 6 

Did Not Know 18 35 N/A - 15 48 N/A -
TOTAL 51 100 48,017 100 31 990 5,180 1010 

Source: NIJICDC Questionnaire Responses. 

°Due to rounding. 

Twenty-one State/Federal prison systems reported a total of 
2,403 of PPD conversions over the two years prior to the 
survey-2,224 males and 179 females. Thirty systems could 
not provide this figure. Six systems reported no conversions, 
eight systems reported 1-20 conversions, three reported 21-
100, and four reported more than 100. As might be expected 
due to inmates' short lengths of stay, few city/county jail 
systems were able to provide any information about PPD 
conversions. 

At one New York State facility, 38 of625 male prisoners (6 
percent) available for retesting converted from negative to 
positive skin tests (from less than 10 mm to 10 mm or greater) 
over a median followup period of 41 months (range 6-113 
months). These cases may have resulted from some combi
nation of new TB infections from exposures within the 
facility, noncompliance with INH prophylaxis offered to 
initially negative inmates considered at high risk for TB, and 
cases in which the initial negative results resulted from 
anergy.J 
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Coinjection With TB and Ii/V Among Inmates 

We also asked systems to estimate the percentage of PPD
positive inmates who were HIV -infected. Justunder one-half 
of the State/Federal systems were able to provide estimates 
for males and females. For females, 16 systems said there 
were no cases of co infection, five systems estimated 
coinfection levels of 1-10 percent, two systems estimated 
levels of 11-20 percent, and one system reported a level of 
more than 20 percent. Among males, 10 systems reported no 
coinfection, 12 reported levels of 1-1 0 percent, two reported 
levels of 11-20 percent, and one system reported n level of 
more than 20 percent. 

Not surprisingly, the systems with high rates ofTB infection 
also tend to have high HIV seroprevnlence rates-notably 
New York State with about 27 percent PPD-positive and 12 
percent HIV seroprevalence among men and 20 percent 
among women.4 



Only 11 of the 31 responding jail systems were able. to offer 
estimates of the TBIHIV coinfection level among inmates. 
Among males, five systems estimated no cases of coinfection, 
and two each reported coinfection levels of 1-10 percent, 
11-20 percent, and more than 20 percent. For women, seven 
jail systems estimated no cases of coinfection, while one 
system reported a coinfection level of 1-10 percent, two 
reported levels 'Of 11-20 percent, and one reported a level of 
more than 20 percent. 

TB Disease Among Inmates 

Table 2 presents survey results on the number of inmates 
under treatment for active tuberculosis at the time the 
questionnaire was completed. This shows that of 1,177 
cases, 805 were reported by StatelFederal prison systems 
and 372 by city/county jail systems. This represents a 154 

-

-

percent increase over the 317 cases reported by Statel 
Federal systems to the 1990 NIJ survey, but only a 24 percent 
increase over the 301 cases reported by city/county jail 
systems in 1990. 

As noted earlier, the accuracy of the data on TB cases 
reported to the survey has been questioned. However, the 
point prevalence rate of 121 per 100,000 inmates (1,177 
cases in a total population of 9',0,752 inmate~ in the 
correctional systems responding to the survey) may be 
roughly accurate in light of the range of reported annual TB 
incidence rates among inmates discussed earlier: 31 cases 
per 100,000 in 29 systems in the mid.1980's, before the TB 
resurgence, and higher rates (up to 500 cases per 100,000) 
in New York City, New York State, New Jersey, California, 
and several other jurisdictions in the late 1980's and early 
1990's. 

Table 2 

Inmates Under Treatment for Ac1'ive T8 Disease 
November 1992-1993 

State/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number Number Number 
Inmates Currently Under of %of of %of of %of of %of 
Treatment for TB Disease Systems Systems Cases Cases Systems Systems Cases Cases 

o cases 17 33% 0 0% 9 29% 0 0% 

1-10 cases 16 31 65 8 12 39 55 15 

11-25 cases 6 12 95 12 1 3 14 4 , 

26-50 cases 3 6 lOS 13 1 3 28 8 

51-100 cases 2 4 121 15 2 6 155 42 

>100 cases 2 4 419 52 1 3 120 32 

Old Not Know 5 10 N/A - 5 16 N/A -.-
TOTAL 51 100 805 100 31 99° 372 101 ° 

Source: NIJICOC Questionnaire Responses. 

°Oue to rounding. 
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Effective January I. 1993. CDC added to the standard TB 
case reporting form an item for designating whether the 
patient was a correctional inmate at the time of diagnosis. 
This should increase the accuracy of annual incidence 
figures for correctional inmates. This will also provide data 
against which to check future survey responses for accuracy 
and completrness. 

One-third of State/Federal systems reported having no 
current cases of TB disease; another one-third reported 
having 10 or fewer cases. At the other extreme. more than 
half of the cases in StateIFederal systems were reported by 
two systems. Five StateIFederal systems could not provide 
the information. Ninety-six percent of the cases of TB 
disease in StateIFederal systems were in men and only 4 
percent in women. 

The current TB cases in State prison systems were distrib
uted across all geographic regions. but the East South 
Central region uad the largest share (38 percent). followed 
by the Pacific (20 percent), West South Central (11 percent), 
South Atlantic (10 percent). and Middle Atlantic (8 percent) 
regions. This distribution may not be accurate given differ
ential response to the survey. but it clearly demonstrates that 

there are significant numbers of inmate TB cases outside the 
Middle Atlantic region. 

The distribution of current cases ofTB disease across cityl 
county jail systems was similar to that in the StateIFederal 
systems. Almost one-Ihird (29 percent) of the jail systems 
reported no cases. Ano,:her 39 percent of the systems 
reported 1-10 cases. At the other extreme, 74 percent were 
reported by three systems (9 percent of those responding). 
Many more cases of TB disease among women were re
ported in city/county systems than in StateIFederal systems, 
despite the fact that the gender distributions in jail and 
prison populations are very similar. Thirty-eight percent of 
all cases in the responding jail systems were in females, 62 
percent in males. Here again, differential reporting may 
have plp~ed a role in producing apparent differences. Al
most two-thirds (63 percent) of TB cases in city/county 
systems were in the Middle Atlantic region and one-third 
(33 percent) in the Pacific region. 

Drug-Resistant TB Among Inmates 

Table 3 provides survey results regarding numbers of in
mates with drug-resistant TB disease at the time the survey 

Table 3 

Current Inmate Casas of Drug-Resistant TB Diseasea 

November 1992-March 1993 _. 
State/Federal Prison Systems City/County Jail Systems 

(N=51) (N=31) 

Number Number Number Number 
of of %of of of %of 

Range of Cases Systems Casas Casas Systems Cases Cases 

a 39 a 0% 25 () 0% 

1-10 11 33 100 3 12 100 

>10 a 0 0 a 0 0 

Did Not Know 1 N/A - 3 N/A -
TOTAL 51 33 100 31 12 100 

Source: NIJ/CDC Questionnaire Responses. 

°Resistant to at least one TB drug. 
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was completed. Only 33 drug-resistant cases were reported 
by State/Federal systems. All but one of these cases was 
among men. Thirty-nine StatelF~deral systems (76 percent) 
reported no current cases of drug-resistant TB disease, 11 
systems reported 1-10 cases, and no systems reported more 
than 10 cases, 

These drug-resistant cases were scattered across a number 
of regions: 30 percent in the South Atlantic, 24 percent in 
West South Central, 21 percent in West North Central, and 
9 percent each in Pacific and Middle Atlantic. These data 
suggest that, although the numbers of cases are not large, 
drug-resistant TB among correctional inmates has been 
reported in most regions of the country. 

Three city/county jail systems reported a total of 12 current 
cases of drug-resistant TB disease (3 percent of all cases of 
active TB), nine among men and three among women. Ten 
ofthese cases were reported from the Pacific region. Eighty
one percent of the city/county jail systems in the survey 
reported no cases. 

We also asked systems to report cumulative total inmate 
cases of drug-resistant TB and cases resistant to both INH 

and RIF, the most serious pattern of multidrug resistance. 
These data are shown in tables 4 and 5. Across all reporting 
correctional systems, 77 of 141 (55 percent) drug-resistant 
cases were resistant to isoniazid and rifampin. (CDC con
siders this percentage suspiciously high; it may result from 
an artificially low denominator representing all drug-resis
tant cases due to underidentification or under-reporting of 
drug-resistant cases.) 

State/Federal systems reported a cumulative total of 116 
drug-resistant cases, almost two-thirds of which were in 
three systems. Ninety-one percent of these cases were 
among men and 9 percent among women. Forty-one percent 
ofthese cases were in the Middle Atlantic region, 17 percent 
in West North Central, 16 percent in West South Central, 
and 12 percent in South Atlantic. 

Twenty-five cumulative drug-resistant cases were reported 
by 11 city/county jail systems, a much more scattered 
distribution than in the prison systems. Twenty-one cases 
were among men and four among women. Forty percent of 
the reported cases were from the Pacific region, 32 percent 
from the South Atlantic region, and 12 percent from East 
North C.~ntral. It should be noted, however, that at least one 

Table 4 

Cumulative Inmate Cases of Drug-Resistant TB [)iseasea , 

November 1992-MQ.fCh 1993 

State/Federal Prison Systems City/County Jelll Systems 
(N=51) (N=31) 

Number Number Number Number 
of of %of of of %of 

Range of Cases Systems Cases Cases Systems Ca:ses Cases 

0 29 a 0% 14 a 0% 

1-10 18 41 35 11 25 100 

>10 3 75 65 0 0 a 
Did Not Know 1 N/A - 6 NI," --
TOTAL 51 116 100 31 25 100 

Source: NlJ/CDC Questionnaire Responses. 

OResistant to at least one TB drug. 
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Table 5 

Cumulative Inmate Cases of T8 Disease Resistant to Both Isoniazid and Rifampin 
November 1992-March 1993 

State/Federal Prison Systems City/County Jail Systems 
(N=51) 

Number Number 
of of 

Range of Cases Systems Cases 

0 37 0 

1-10 9 27 

>10 1 41 

Old Not Know 4 N/A 

TOTAL 51 68 

... '-
SOllrce: NIJ/CDC Qucstiolmnirc. Responses. 

-----
of the jail systems expected to have the largest number of 
cases (New York City) was unable to report because staff are 
currently preparing extensive tuberculosis data for publica
tion. 

Cumulative total TB cases resistant to both isoniazid and 
rifampin (table 5) revealed similar patterns. Forty-one of the 
68 total cases reported by StateIFederal systems were from 
the New York State outbreak discussed earlier. Eighty-eight 
percent of the 68 cases were among men and 12 percent were 
among women. The nine cumulative cases (eight among 
men and one among women) reported by city/county jail 
systems were scattered across five systems. 

Correctional Staff 

TB Infection Among Staff 

Although many correctional systems recommend PPD 
screening for staff, few require it. Most staff screening is 
conducted by private practitioners rather than by the correc
tional system, so results are not so readily known to the 
system. In view of this. it is not surprising that two-thirds of 
the correctional systems in the survey did not know how 
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(N=31) 
-
Number Number 

%of of of % of 
Cases Systems Cases Cases 

0% 15 0 0% 

40 6 9 100 

60 0 0 0 

- 10 N/A -
100 31 9 100 

many of their staff had positive PPD tests or histories of 
active TB disease. The 28 systems able to provide this 
information reported a total of 605 TB~infected staff. Four 
systems reported no staff members with positive PPDs, 12 
systems reported 1-10 cases, 10 systems reported 11-50 
cases, and two systt!ms reported more than 50 cases. 

In StateIFederal systems, 86 percent of staff with positive 
PPDs were males and 14 percent were females. However, in 
city/county jail systems 58 percent of the TB-infected staff 
were males and 42 percent were females. 

The regional distribution is quite different from that found 
among inmate cases of TB infection, probably due more to 
patterns of missing data than to actual differences in pat
terns of infection. Among State systems, 56 percent of staff 
with TB infection were in New England, 24 percent in 
Mountain States, and 14 percent in the Pacific region. No 
State systems in the Middle Atlantic region reported statis
tics on TB infection. In city/county systems, 69 percent of 
staff with TB infection were in the Pacific region and 
another 17 percent in the East North Central region. 

Five StateIFederal systems reported a total of21 staffPPD 
convelsions over the two years prior to the survey-five 

-----------------------------------------------



among women and 16 among men. Eight prison systems 
reported no conversions among staff, and 38 prison systems 
were unable to provide these data. Seven city/county jail 
systems reported a total of 58 PPD conversions among staff. 
Of these, six systems reported less than 10 conversions, and 
one system reported 40. Seven jail systems reported no staff 
PPD conversions, and 17 did not provide data. 

TB Disease Among Staff 

Few cases of staff under treatment tor active TB were 
reported. Across all responding correctional systems, 36 
male and seven female staff cases were reported. Half of the 
36 male cases were reported by two systems, while the seven 
female cases came from four different systems. Twenty-nine 
(35 percent) of the 82 responding systems were not able to 
provide figures on staff cases of active TB disease. Among 
State prison systems, 58 percent of staff cases ofTB disease 
were in the Pacific region and 33 percent in the Middle 
Atlantic region. In city!county jail systems, the Middle 
Atlantic and Pacific regions each accounted for 35 percent 
of staff cases ofTB disease, while 29 percent of cases were 
in the East North Central region. 

Drug-Resistant TB Among Staff 

Survey responses on drug-resistant TB among correctional 
staff are sparse. Two current drug-resistant cases among 
male staff were reported by one correctional system. No 
current female staff cases were reported. As noted, one 
correctional officer died in the New York State MDR-TB 
outbreak, and several health care workers were infected with 
MDR-TB strains while providing care to inmates. 

Endnotes 
1. CDC, "Tuberculosis Prevention in Drug-Treatment Cen

ters and CorrectiDnal Facilities," pp. 210-213. 

2. For this and subsequently referenced regional analyses, 
the nation was divided as follows: New England
Maine, New Hampshire, Vermont, Massachusetts, Rhode 
Island, Connecticut; Middle Atlantic-New York, New 
Jersey, Pennsylvania; E.N. Central-Ohio, Indiana, 
Illinois, Michigan, Wisconsin; W.N. Central-Minne
sota, Iowa, Missouri, North Dakota, South Dakota, 
Nebraska, Kansas; S. Atlantic-Delaware, Maryland, 
District of Columbia, Virginia, West Virginia, North 
Carolina, South Carolina, Georgia, Florida; E.S. Cen
tral-Kentucky, Tennessee, Alabama, Mississippi; W.S. 
Central-Arkansas, Louisiana, Oklahoma, Texas; 
Mountain-Montana, Idaho, Wyoming, Colorado, New 
Mexico, Arizona, Utah, Nevada; Pacific-Washington, 
Oregon, California, Alaska, Hawaii. 

3. Glaser and Greifinger, "Tuberculin Skin Test Conver
sion Among HIV-Infected Prison Inmates," 430-431. 
The title is somewhat misleading, since none of the 38 
PPD convertors were documented to be HIV -infected. 
Dr. Robert Greifinger, Deputy Commissioner/Chief 
Medical Officer, New York State DepartmentofCorrec
tional Services, personal communication, April 2, 1993. 

4. J. Mikl, P.F. Smith, and R.B. Greifinger, "HIV 
Seroprevalence Among New York State Prison Inmates 
Entering the Bedford Hills, Downstate, and Ulster Cor
rectional Facilities, August 1992-February 1993," pre
sented at IX International Conference on AIDS, Berlin, 
June 1993. 
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Chapter 3 

1B Control Policies 

18 Control Policy: Balancing 
Individual Rights and Public Health 
Those designing and implementing disease control mea
sures must be sensitive to both individual rights and the 
demands of public health. These objectives are sometimes 
seen as being in conflict or tension. In the case ofHIV/AIDS , 
many have argued that the protection of public health 
demands such measures as mandatory testing, disclosure of 
HIV test results, and mandatory contact tracing, even if 
individual rights to consent to medical procedures and to 
have medical information kept confidential would be vio
lated. Since HIV is not transmitted casually but only in 
c~rtain well-defined ways that are largely consensual or 
subject to other nonintrusive intervention measures, the 
arguments for mandatory testing and widespread disclosure 
have largely failed. 

Tuberculosis is a very different disease, however. TB infec
tion is spread through the air. As a result, the TB resurgence 
of the 1980's and 1990's poses more complicated issues. 
HIV-infected and other immunocompromised persons are 
particularly vulnerable to both primary and reactivation TB 
disease. Failure to comply with and complete treatment 
increases the possibility of TB transmission and increases 
the threat that particularly dangerous MDR-TB strains will 
develop and spread. 

For these and other reasons, renewed calls for aggressive TB 
control measures have been widely supported and adopted 
in some settings. Measures include mandatory screening for 
infection, aggressive contact investigations, mandatory di
rectly observed therapy, and quarantine of persons who are 
noncompliant with treatment regimens. 

Perhaps the most controversial of these applications oc
curred in New York City. In December 1992, a multi
disciplinary work group called for strengthened TB control 
measures in the community, Among other things, the panel 

recommended adoption of legislation or regulations requir.· 
ing that TB patients complete their course of treatment or be 
subject to court-ordered isolation. The group also called for 
mandatory directly observed therapy for TB patients after 
their release from a hospita1. l 

These recommendations occasioned sharp criticism from 
advocacy groups and others who argued that the real 
problem was an inadequate program of treatment and 
supportive services for often poor, substance-abusing, and 
homeless TB patients, rather than willful noncompliance or 
irresponsibility. In such circumstances, they argued, the 
first step ought to be to improve the system ofTB treatment 
services rather than to impose coercive measures.2 Never
theless, the New York City Health Department promulgated 
regulations in March 1993 for detention of persons failing 
to complete TB treatment. A 25-b~d unit will be opened 
where recalcitrant patients can be held until they complete 
their treatment under supervision. The regulations provide 
for detention by court order that must be renewed every three 
months. Nine States currently permit emergency detention 
in cases of immediate threats to public health.3 Depending 
on the jurisdiction, persons may be placed in detention on 
(he sole authority of a health officer, by court order, or as a 
result of a civil commitment. States with such provisions 
typically permit 48-72 hours' detention with extensions up 
to 30 days based on a probable cause hearing. A few States 
allow up to six months' detention. 

These laws and procedures apply to nonincarcerated TB 
patients. Prisoners are already in a coercive environment. 
Therefore, many of the arguments against intrusive or 
mandatory measures carry less weight. As in the case of 
HIV/AIDS, it is important that prisoners' rights be re
spected and that individuals not be punished or unnecessar
ily deprived of normal privileges or activities solely because 
of their medical status. However, the living arrangements 
and environmental conditions in most correctional facilities 
make them likely high-risk envil'Onments for TB transmis-
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sion. Therefore, more intensive screening, diagnostic, and 
containment procedures than those generally indicated in 
community settings may be justifiable. Indeed, our survey 
results show that such measures have been widely adopted 
by correctional systems. 

CDC Guidelin~s for 
Prevention and Control 
of 1B in Correctional Facilities 
In 1989 CD'~ issued guidelines for the prevention and 
control of tuberculosis in correctional facilities.4 Thllse 
guidelines are designed to help correctional systems develop 
and implement more effective TB control programs. They 
cover principles of surveillance (screening of inmates and 
staff, diagnosis, case reporting, and investigation of con
tacts of persons with potentially contagious TB), contain
ment (isolation and treatment of persons with active TB 
disease, and preventive therapy}, and assessment (record 
keeping, case tracking, and ongoing evaluation of compli
ance with policies and procedures). In addition, the guide
lines recommend centralized coordination and oversight of 
TB control, both at individual institutions and systemwide. 
Finally, CDC recommends close collaboration between 
correctional systems and public health departments. Cor
rectional systems must ensure that cases are reported to 
public health departments as required; moreover, public 
health departments can be valuable sources of consultation, 
program development, and training. 

In view of outbreaks of MDR-TB involving almost 200 
case!., CDC recently issued guidelines for managing persons 
exposed through close contact (0 MDR-TB.s Thes·;: illclude 
guidance on assessing thr. likelihood that infection with 
MDR-TB has occurred and that it will progress to active 
MDR-TB disease and preventive therapy considerations for 
patients llkely to be infected with an MDR-TB strain. 
Information on selet!ting drugs for a preventive therapy 
regimen, including possible alternatives for various drugs of 
choice, is provided. 

Tuberculosis and other infectious diseases pose problems 
for all types of correctional facilities. However, all correc
tional facilities should not t;e considered the same for the 
purposes of devising TB control strategies. Most important 
are the differences between prisons and jails. Inmates 
typically spend at least one year in a State prison system. By 
contrast, some jail inmr.tes stay only a few hours, and most 
are released within a few d.t\ys or weeks. 
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The short average length of stay and high turnover of 
inmates in jails render impractical some TB control proce
dures recommended fOl'correctional facilities. For example, 
many jail inmates do not remain in custody long enough to 
be screened for TB infection by PPD skin test. The test 
cannot be read accurately until 48-72 hours after it has been 
administered. Moreover, tuberculosis case tracking and 
contact investigation procedures generally recommended 
for correctional settings may be virtually impossible to 
implement in jails. 

In recognition ofthe special TB control issues affectingjails, 
CDC hught the advice of several jail medical directors in 
revising its correctional TB control guidelines to be more 
relevant to facilities with short inmate lengths of stay. 
Revisions will be rresented to CDC's Advisory Committee 
for the Elimination of Tuberculosis and will be reviewed by 
a larger group of correctional medical practitioners. The 
issue date for the revised guidelines is uncertain as of this 
writing. 

The remainder of this chapter and chapters 4-9 present 
results of the NIJ/CDC survey on correctional systems' 
policies and procedures regarding TB control and treat
ment. Throughout this discussion, the relevant CDC guide
lines are summarized and the extent of correctional systems' 
reported adherence to these guidelines is detailed. 

Coordination of 1B Control Efforts 
The basic principles of TB control are that the overall 
program of screening, diagnosis, treatment, and prophy
laxis must be coordinated, meet all applicable clinical 
standards, and be consistently applied. Cases must be 
properly reported and followed, and any transmission tracked. 
Accordingly, the CDC guidelines recommend that each 
correctional institution, and the correctional system as a 
whole, have a knowledgeable person responsible for coordi
nating all TB control programs. CDC also recommends that 
correctional systems coordinate their efforts with, and seek 
expert consultation from, public health departments. In
deed, CDC is funding 15 health departments in their efforts 
to support TB screening and preventive therapy in correc
tional facilities and to assist correctional staff in designing 
and implementing other TB control measures.6 

Table 6 shows that more than 60 percent of StateIFederal 
and responding city/county correctional systems have des
ignated TB control coordinators at the institutional and 
system levels. Almost two-thirds of StateIFederal systems, 



IJ Table 6 (I 
v 

Coordination of TB Control 
November 1992-March 1993 

, 

State/Federal Prison Systems City/County Jail Systems 

Number 
of 

Systems 

TB Control Person, Eqch Institution 35 

TB Control Person, Entire System 32 

Centrql Registry of TB Cqses 33 

Cqses Trqcked Throughout System 45 

Public Heqlth Depqrtments 41 
Assist with Expert Consultqtlon 

Source; NIJICDC Questionnaire Responses. 

but only 42 percent of reporting city/county jail systems 
maintain central registries of all TB cases. Eighty-eight 
percent of StatelFederal systems and 65 percent of respond
ing city/county jail systems reported having programs for 
tracking TB cases as they move through these institutions. 

Jail systems face particular problems with regard to record 
keeping and case tracking because of the typically short 
length of stay and rapid turnover of inmates. A notable 
exception is the Rikers Islandjail complex in New York City 
where staff of MontefiorelRikers Island Health Services 
have developed an extensive automated database for track
ing TB cases and following their treatment.7 

Inmates are frequently transferred within State prison sys
tems. This makes tracking of cases more complicated but 
also more important. The MDR-TB outbreak in the New 
York State prison system was more serious than it might 
have been bezause many inmates with undiagnosed or 
ineffecti.vely treated disease were transferred to other insti
tutions, ultimately spreading the outbreak to 19 different 
prisons. In response to the outbreak, New York instituted 
uni versal PPD screening and developed a database to main
tain all test results. This database generates analytic reports 

(N=51) (N=31) 

Number 
% of of %of 
Cases Systems Cases 

69% 21 68% 

61 19 61 

65 13 42 

88 20 65 

80 27 87 

and supports epidemiologic investigations.s However, this 
system cannot be used to track inmates with TB disease as 
they are transferred within the prison system or to maintain 
information on individual treatment regimens. 

Finally, table 6 also shows that, in 80 percent of State/ 
Federal systems and 87 percent of responding city/county 
jail systems, public health departments help correctional 
staff to obtain expert consultation on TB cases. The New 
York State Department of Correctional Services, for ex
ample, works closely with county and State health depart
ments in the design and implementation of its TB control 
programs. 
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Chapter 4 

Screening for 1B Infection 

Screening of Inmates 
CDC recommends screening all inmates for TB infection at 
intake, using the intracutaneous Mantoux PPD test. Regular 
annual retesting for those with negative initial tests is also 
recommended. CDC guidelines state that all correctional 
staff should be tested at employment and those working with 
inmates should receive annual retesting if initially negative. 
All tests should be administered and read (48-72 hours 
thereafter) by trained personna\. Experts point out that the 
PPD test is somewhat difficult to administer and read cor
rectly, so it is essential that well-trained staff perform these 
functions. 

CDC guidelines specify that 10 millimeters of induration (the 
diameter of the thickening of the skin in reaction to the test) 
should be consider~d a positive PPD result for persons with 
normal immune systems, but 5 mm should be the cut point for 
recent close contacts of infectious TB cases, persons with 
HIV infection or other immunosuppression, and those with 
abnormal x ray findings consistent with TB. PPD results 
should be entered in medical records by millimeter indura
tion, rather than simply by "positive" or "negative" determi
nation. 

Ninety-eight percent of all responding correctional systems 
use the Mantoux test to screen forTB infection. However, the 
NIJ/CDC survey results reveal that two responding jail 
systems still employ the multiple puncture test. The multiple 
puncture test reportedly remains in use in some smaller 
county jails not included in the survey. According to CDC; 
this obsolete test should not be used. 1 

Of the correctional systems respo!1ding to the survey, 98 
percent record PPD test results by millimeters of induration. 
Eighteen percent exceed the CDC recommendation by con
sidering 5 mm to be positive for all inmates. Ninety-two 
percent of the systems meet or exceed the CDC guideline by 
considering 5 mm positive for persons with HIV infection. In 
addition, 70 percent meet or exceed the CDC recommenda· 

tion of a 5 mm standard for close contacts of TB cases, 46 
percent meet or exceed the 5 mm recommended standard for 
persons with histories of injection drug use (regardless of 
HIV status), and 67 percent meet or exceed the CDC guide
line of5 mm for inmates with chest x ray evidence of old TB 
disease. Finally, 9 percent of systems fall short of the CDC 
guideline by applying a 10 mm induration standard to all 
inmates: J 0 mm meets the standard for immunocompetent 
individuals but not for those who are HIV -infected or other
wise immunosuppressed, or for those who are recent close 
contacts of persons with contagious TB disease. 

Table 7 shows screening policies for inmates. All but two 
State/Federal prison systems have policies for screening all 
inmates. The remaining prison systems screen selected in
mates-various combinations ofHIV-infected inmates and 
close contacts of active TB cases. 

All State/Federal systems conduct inmate screening at in
take; 78 percent screen both at intake and at least annually 
thereafter. Only 4 percent screen inmates at release. The 
CDC recommendations to correctional systems are unclear 
as to whether PPD screening of inmates and staff should be 
mandatory. Nevertheless, many correctional systems have 
instituted mandatory screening programs. In California and 
a number of other States, screening of all inmates for TB 
infection is required by law.2 The New York State prison 
system has mandated universal inmate screening by policy 
directive. Dr. Robert Greifinger, the system's Chief Medical 
Officer, believes that mandatory screening can be justified 
on legal grounds as well as on consideration of the minimal 
risks ofthe policy in relation to its benefit for TB prevention 
and control in a high-risk congregate setting. Greifinger cites 
case law approving a correctional system's mandatory vac
cination of inmates against diphtheria-tetanus, In this case, 
the court recognized the inmate plaintitrs privacy interest 
but held that it was overshadowed by the correctional system's 
compelling interest in preventing the spread of deadly dis
ease in the close quarters of correctional facilities.' 

Screening for TB Infection 19 



Table 7 

Screening Inmates for T8 Infection 
November 1992-March 1993 

<-

state/Federal Prison Systems city/County Jail Systems 
(N=51) (N=31) 

Number Number 
of %of of %lOf 

Procedures Systems Systems Systems Systems 

Screening 

All Individuals 49 96% 21 68% 

Only HIV+ and Close Contclcts' 0 - 1 3 
of Active TB Cases 

Other Selec'ted Inmateso 2 4 8 26 

Missing 0 0 1 3 

TOTAL 51 100 31 100 

Screenln.Q..Elliquency 

At Intake 51 100% 19 61% 

At Intake and Annually 40 78 10 32 

At Release 2 4 0 0 

SOl/ree: NIJ/CDC Questionnaire Responses. 

°Yarious combinations including HIY-positive inmates, close contacts, persons with histories orBCa vaccination, 
and unspecified. 

Yet, Greifinger concl udes that the same argument cannot be 
used to justify mandatory HIV antibody testing of inmates. 
In this case, he asserts, U[t]he personal and social costs ... 
outweigh the potential public health benefit."4 Ronald 
Bayer, a leading medical ethicist who has written widely on 
the HIV epidemic, has suggested that endorsement of 
mandatory TB screening might occasion renewed calls for 
mandatory HIV screening of inmates and that the public 
must be educated to distinguish between the means of 
transmission of the two conditions and the differing argu-
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ments for the two types of screening.5 The New York 
Working Group on TB and HIV, of which Bayer was a part, 

unanimously concluded that effective screening 
for TB could be accomplished without a funda
mental shift from individual consent for an HIV 
test to routine testing without consent. The group 
reasoned that the real danger in the resurgent 
epidemic of TB comes from persons with active 
disease, especially those in congregate settings .... 



PPD screening, augmented with a chest X ray and 
a careful clinical history and examination, will 
identify most persons with active disease. Adding 
HIV testing to this medical evaluation will not 
increase the sensitivity or specificity of this clini
cal algorithm (emphasis in the original).6 

Although mary correctional systems require PPD screening 
of all inmateL, only 16 (31 percent) State/Federal systems 
have mandatory HIV antibody testing of all inmates, accord
ing to the 1992 NIJ/CDC survey. However, more than half 
(57 percent) of StatelFederal prison systems reported that 
they test PPD-positive inmates for HIV antibody. 

As shown in table 7, fewer jail systems than prison systems 
have policies calling for PPD screening of all inmates. Sixty
eight percent of responding city/county systems have poli
cies calling for screening of all inmates (although 62 percent 
of jail systems do not skin test inmates with histories ofBCG 
vaccination). Nine responding jail systems do 1I0t do PPD 
screening on all inmates. Eight of these systems screen 
selected inmates-various combinations of HIV -infected 
inmates and close contacts of active TB cases. One jail 
system did not report a screening policy. 

Sixty-one percent of responding city/county jail systems 
screen inmates at intake, but only 32 percent screen both at 
intake and at least annually thereafter, and none screen 
inmates at release. Notably, no responding city/county jail 
systems have mandatory HIV antibody testing for all in
mates. 

Universal skin testing may be impractical injails due to the 
short length ofinmates' stays. Many may be released before 
a skin test can be read. For this reason, some jail systems, 
notably Los Angeles County, focus on identifying infectious 
cases of TB disease rather than screening for TB infection. 
In Los Angeles, accordingly, alI inmates are screened by 
"minifilm" chest x ray. All individuals with abnormal 
findings on the minifilm x rays receive full x rays and 
diagnostic workups.7 

Screening of Staff 
Table 8 shows that policies for universal screening of 
correctional staff are far less common than for inmates. For 
example, 53 percent of StatelFederal prison systems and 42 
percent of responding city/county jail systems screen all 
employees. Thirty-five percentofStatelFederal systems and 
43 percent of responding city/county jail systems screen 
selected staff based on various criteria. Twel ve percent of 
StatelFederal systems and 13 percent of responding city/ 

county systems do not offer staff PPD screening. Eighty 
percent of StateIFederal systems and 74 percent of respond
ing city/county systems screen at hiring; the percentages 
screening both at hiring and annually thereafter are 73 and 
55 respectively in the prison andjail systems. The New York 
State Department of Correctional Services mandates testing 
of all staff at hiring with annual retesting. California law 
also requires PPD screening of correctional staff.8 

Anergy Testing 
As already noted, TB-infected persons who have HIV 
disease or are otherwise immunocompromised, are likely to 
be anergic and thus commonly have false negative PPD test 
results. It is important to consider delayed-type hypersensi
tivity anergy testing for such persons.9 However, only 45 
percent of StatelFederal prison systems and 45 percent of 
responding city/county jail systems currently conduct anergy 
testing on PPD-negative inmates known to be HIV -infected. 
Forty-three percent of StateIFederal systems and 36 percent 
of responding city/county jail systems reported plans to 
institute anergy testing in the future. 

BeG Vaccination and PPD 
Screening 
Efficacy trials of bacille Calmette-Guerin (BCG) vaccine 
against TB have been inconsistent and use of the vaccine is 
not recommended in the United States, except for certain 
specific categories of infants and children. 1o Persons who 
have received BCG vaccine may have spurious PPD test 
results. I I CDC does not, however, recommend against PPD 
testing of persons with histories ofBCG vaccination. Rather, 
the agency recommends obtaining and using the following 
information to intelpret skin test results: the date of the BCG 
vaccination, the TB exposure status of the individual (in 
other words, if there was recent close contact with a poten
tially contagious case of TB), and size of the PPD skin test 
reaction. 12 Survey results reveal, however, that 80 percent of 
StateIFederal systems do not skin test inmates with histories 
of BCG vaccination. 

Endnotes 
1. CDC, National Center for Prevention Services, Division 

of Tuberculosis Elimination, Control of Tuber cillosis ill 
Correctional Facilities: A Guidefor Health-Care Work· 
ers, Washington, D.C.: U.S. Government Printing Of
fice, 1992, p. 5. 
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Table a 
, ' 

Screening Staff for T8 Infection 
November 1992-March 1993 

State/federal Prison Systems City/County Jail Systems 

NUmber 
of 

Procedures Systems 

Screening 

All Individuals 27 

Staff With No History 2 
of BCG Vaccination 

Other Categories 16 

No Screening of Staff 6 

Missing 0 

TOTAL 51 

SQr!2!2010g E[!2QU!20Q~ 

At Hiring 41 

At Hiring and Annually 37 

After Possible Exposure 43 
to Active TB 

At End of Employment 0 

Source: NUlCDC Questionnaire Responses. 

°Due to rounding. 

2. Dubler, Bayer, Landesman, and White, "Tuberculosis 
in the 1990s," p. 14; "Tuberculosis Transmission in a 
State Correctional Institution-California, 1990-1991," 
p.929. 

3. Greifinger, Glaser, and Heywood, "Tuberculosis in 
Prison," pp. 12-13, citing Zaire v. Dalsheim, 698 
F.Supp. 57 (S.D.N.Y., 1988). 
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(N=51) (N=3l) 

Number 
%of ot %of 

Systems Systems Systems 

53% 13 42% 

4 2 7 

31 11 36 

12 4 13 

0 1 3 

100 31 100 0 

80% 23 74% 

73 17 55 

84 22 71 

0 1 3 

4. Ibid., pp. 14-15. 

5. R. Bayer, S. Landesman, and N. Dubler, "Screening for 
Tuberculosis in the Context of HIV: The Ethical and 
Policy Issues," Poster abstract no. PoC 4805, VIII 
International Conference on AIDS, Amsterdam, July 
19-24, 1992. 
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vember 4, 1988; 37: 663-4, 669-73. 
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Chapter 5 

Diagnosis of the Disease 

Timely diagnosis, isolation, and treatment of persons with 
active and potentially contagious TB disease are essential to 
TB control programs. Isolation and treatment are discussed 
in chapters 6 and 7. 

Chest X Ray and 
Sputum Smear/Culture 
CDC's recommendations regarding diagnosis state that all 
persons with positive PPD tests or symptoms of active TB 
(e.g., cough, anorexia, weight loss, fever) receive chest x 
rays within 72 hours of skin-test reading or identification of 
symptoms. CDC also recommends that all HIV -infected 
inmates be given chest x rays as part of initial screening, 
regardless ofPPD test results. 

According to CDC, all persons with abnormal chest x ray 
findings or symptoms consistent with TB disease should 
also receive sputum smear and culture examinations. Three 
sputum samples should be coIlected on successive morn
ings, with staff taldng care that patients produce sputum 
from the lungs rather than saliva from the nose or mouth. If 
necessary, aerosol sputum induction should be used, but 
only in well-ventilated locations and with staff wearing 
masks during the procedure. 

Tuberculosis is generally more difficult to diagnose in 
persons with HIY disease because of its often atypical and 
extrapulmonary presentations. Extrapulmonary TB is more 
common in persons with HIY disease. Its clinical presenta
tion varies widely by site and symptoms. If extrapulmonary 
TB is suspected, CDC recommends that othel' clinical 
specimens (e.g., urine, pleural fluid, biopsy specimens) be 
obtained for analysis. 

Table 9 shows that 96 percent of StateIFederal systems and 
97 percent of responding city/county systems follow CDC 
recommendations regarding chest x rays for persons with 

positive PPD results regardless o/whether they exhibit TB 
symptoms. One State system reported a policy of providing 
chest x rays only to those PPD-positive inmates with symp
toms. Eighty percent of StateIFederal systems and 71 per
cent of responding city/county systems follow the CDC 
recommendation that sputum smear/culture examination be 
conducted for all inmates with symptoms of TB. Some 
correctional systems (18 percent of StateIFederal systems 
and 29 percent of responding city/county systems) go be
yond CDC guidelines by conducting sputum smear/culture 
examination on all PPD-positive inmates including those 
who are asymptomatic. Some also colleut more than three 
sputum samples for initial analysis. At the Georgia Correc
tional Medical Institution (Augusta), for example, five 
successive daily sputum samples are collected for smear and 
culture. 

Table 9 shows lower levels of compliance with the recom
mendation that HIY -positi ve inmates routinely receive chest 
x rays. Two-thirds of StateIFederal systems and 52 percent 
of responding city/county jail systems have policies caIling 
for anergic HIY-positive inmates to receive chest x rays; 
additionally, 35 percent of State/Federal systems and 36 
percent of responding city/county jail systems do sputum 
cultures on anergic HIY-positive inmates. 

Delayed diagnosis has been a major factor in the expansion 
of TB outbreaks, especial1y those involving MDR-TB. 
Sputum smears for acid-fast bacilli (AFB, refers to the 
means of detecting the TB bacterium in the sputum smear) 
can be done fairly quickly but are considered to be relatively 
insensitive-that is, not highly reliable in detecting dis
ease-particularly in severely immunocompromised per
sons with x ray findings suggesting primary or reactivation 
TB disease. I 

With generally available procedures and technology, defini
tive diagnosis must be based on sputum cultures thnt usual1y 
require three to four weeks for TB bacilli. This is much 
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Table 9 

TB Diagnostic Procedures 
November 1992-March 1993 

state/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number 
of %of of %of 

Systems Systems Systems Systems 

Chest X Ray 

PPD+ whether or not symptoms are present 

PPD+ If symptoms present 

Missing 

TOTAL 

SQutum Smear/Culture 

PPD+ whether or not symptoms are present 

PPD+ If symptoms present 

Missing 

TOTAL 

E[QQ!.=10W[SlS for l:ll~± wltb 8DSlrai 

Chest X Ray 

Sputum Smear/Culture 

SOl/ree: NIJ/CDC Questionnaire Responses. 

longer than for most other bacteria. CDC suggests that this 
could be improved to two weeks.2 Innovative methods such 
as Restriction Fragment Length Polymorphism (RFLP) 
testing, which was used by CDC to investigate the New York 
State MDR-TB outbreak, provide much faster results on 
presence of TB disease, determination as to whether it is 
primary or reactivation, detailed characteristics of the strain 
(both critical for tracking transmission), and dnJg resis-
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49 

1 

1 

51 

9 

41 

1 

51 

34 

18 

96% 30 97% 

2 a a 
2 1 3 

100 31 100 

18% 9 29% 

80 22 71 

2 0 a 

100 31 100 

67% 16 52% 

35 11 36 

tance/susceptibility. Such methods nre extremely expensi ve 
and unlikely to be generally available to correctional sys
tems in the near future. 

A recent report for CDC describes other less expensive 
methods to hasten detection of the growth ofTB bacilli (the 
BACTEC radiometric system that permits detection in 7-14 
days), to shorten the time required to identify M. tuberculo-
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sis once growth has been det~cted (DNA probes or high
performance liquid chromatography [HPLC]). and to obtain 
faster drug susceptibility results (BACTEC system).3 

According to CDC. all persons with suspected or confinned 
TB with pulmonary involvement in chest x ray, cough, and/ 
or positive sputum smear should be treated as "suspect" 
cases, isolated and given appropriate treatment, pending 
culture results. Moreover, asymptomatic persons at risk for 
TB disease, such as those with HIV infection and anergy and 
close contacts of active cases, should be considered for 
preventive therapy, even in the absence of any skin test. x 
ray, or laboratory findings suggesting TB infection or 
disease. Treatment for TB disease and preventive therapy 
are discussed in later chapters. 

Drug Susceptibility Studies 
The CDC correctional guidelines recommend drug suscep
tibility studies on all culture-positive patients who do not 

respond to initial treatment. However. in light of recent 
MDR-TB outbreaks, the American Thoracic Society now 
recommends that drug susceptibility studies be done on all 
positive cultures.4 Many correctional systems report taking 
this approach. Indeed, table 10 shows that 76 percent of 
StatelFederal prison systems conduct drug susceptibility 
studies on all specimens that are culture positive for TB; 14 
percent conduct such studies on some specimens; 4 percent 
only when the patient does not respond to initial treatment; 
and 2 percent do not conduct drug susceptibility studies. 
Almost three-quarters (74 percent) of responding city/ 
county jail systems have policies for conducting drug sus
ceptibility studies on all culture-positive specimens. 6 per
cent on some, 6 percent in face of nonresponse to treatment, 
and 3 percent do not conduct drug susceptibility studies. 

Drug susceptibility studies can only be done on cultured 
isolates. At the Georgia Correctional Medical Insdtution. 
drug susceptibility studies are routinely performed on the 
first culture that grows out. Cultures generally take approxi
mately three to four weeks; the drug susceptibility studies 

Table 10 

Drug Susceptibility Studies 
November 1992-March 1993 

State/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number 
ot %ot of %of 

Systems Systems Systems Systems 

Wb~o 8[~ QrUg SUSQ~Qtlblll1'i st!.!!:!I~s QQOQ2 

All Specimens Culture Positive for TB 39 76% 23 74% 

Some Specimens Culture Positive for TB 7 14 2 6 

Only When Patient Is Unresponsive to 2 4 2 6 
Treatment 

Never 1 2 1 3 

Missing 2 4 3 10 

TOTAL 51 100 31 990 

Source: NUlCDC Questionnaire Responses. 

°Due to rounding. 
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require an additional 3-12 weeks. The total time from 
obtaining sputum sample to receiving drug susceptibility 
results may be 6-16 weeks. CDC asserts that with improve
ments-such as use ofthe most specific, sensitive, and rapid 
test methods and employment of a five-drug primary panel 
for susceptibility testing-this could be reduced to four 
weeks.' It seems unlikely, however, that most correctional 
systems will be able to implement such improvements very 
soon. 

In view of the length of time required to obtain results, even 
when samples are collected and sent for analysis on a timely 
basis, initial treatment of suspect TB cases with a multiple 
drug-regimen, designed with reference to known or possible 
drug-resistance patterns at the facility, should be consid
ered. 
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Chapter 6 

Management and Treatment of 
Inmates With TB Disease 

Isolation of Inmates With 
Potentially Contagious 1B Disease 
The CDC guidelines call for immediate respiratory isolation 
of persons with suspected or confirmed cases of contagious 
TB disease. Anyone with symptoms of active TB disease 
should be considered contagious and isolated to prevent 
transmission ofTB infection to others. According to CDC, 
correctional officers and health staff should suspect TB in 
anyone with a cough lasting longer than two weeks, espe
cially if other signs ofTB are present. This is true even if the 
inmate or employee is a smoker.! 

Sputum specimens should be obtained immediately for 
smear and culture examination, and appropriate medication 
should be initiated immediately. Patients should remain in 
isolation until they are on appropriate therapy, their cough 
and otherTB symptoms have abated, and they have negative 
sputum smears on at least three consecutive days. Duration 
of isolation should be based on bacteriologic and clinical 
evidence rather than on a standard number of days on 
therapy. 

Respiratory isolation is defined by CDC as housing in a 
room with separate ventilation to the outside, negative 
pressure in relation to adjacent areas, and at least fOllr to six 
air exchanges per hour.2 Ideally, anterooms are provided 
between each isolation room and the common space to 
prevent cross-contamination when the door is opened. 
Patients must wear masks whenever they leave the isolation 
room. 

Negative-pressure isolation rooms are generalJy expensive 
to construct or to retrofit from existing space. The Illinois 
Department of Corrections, however, was able to retrofit 
with negative pressure about 28 existing outside infirmary 
rooms in 20 correctional facilities at ncostof$2,OOO-$6,OOO 

per room. The l\Iinois project did not include construction 
of anterooms between each negative-pressure room and the 
common area, because according to officials of the correc
tional department, that would probably have made the cost 
prohibitive, CDC does recommend anterooms, but their 
importance has not been empirically demonstrated. In any 
case, the retrofitted rooms were provided with door closers, 
and policy prohibits leaving doors open when rooms are 
occupied. 

The Illinois retrofit program depended on several circum
stances: the availability of ('utside rooms with exhaust fans 
venting directly to the outside; the feasibility of modifying 
the existing building ventilation system to eliminate air 
recirculation in the negative pressure rooms (all air returns 
and windows must be permanently sealed); and the feasibil
ity of having separate temperature control zones to maintain 
adequate heat in the negative pressure rooms, since negative 
pressure reduces the temperature relative to surrounding 
areas. Other features of the Illinois program include air 
pressure switches in exhaust air ducts that signal disruption 
in exhaust by illuminating a red light at the nurses station 
and differential gauges to monitor the air pressure in each 
room against that in the corridor outside,3 

In New York City, a court order forced the city Department 
of Corrections to construct 42 negative-pressure isolation 
rooms at Rikers Island,4 The Department opened a 42-cell 
isolation unit in May 1992, and another 98 rooms opened in 
spring 1993. The prefabricated steel negative-pressure rooms 
were instatJed in existing structures. Each 120-square-foot 
negative-pressure cell has an anteroom with positive pres
sure to prevent cross-contamination. The rooms are handi
capped accessible and contain a hospital bed, toilet, lava
tory, and shower, with maximum security hardware and 
fixtures. The celJs are grouped with nurses' and officers' 
stations, examination and treatment rooms, and sputum 
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induction booths. Also included in the complex are an x ray 
suite, visiting room, and staff areas. 

The isolation unit at Rikers Island was extremely expen
sive-about $500,000 per room, about half of which were 
"corrections-related costs" such as steel walls. The high 
cost is also attributable in part to the need to construct the 
unit under a court-ordered deadline. Correctional systems 
may save money if they move to address the need for 
respiratory isolation rooms before being ordered to do so as 
a result of court action. 

Table 11 shows that 31 percent of StatelFederal prison 
systems house all inmates with potentially contagious TB 
disease in negative-pressure isolation rooms, while another 
8 percent send such patients to community hospit&ls. As
suming that the community hospitals to which patients are 
sent are properly isolating these patients, le,,;s than 40 
percent of prison systems 'appear to be following the CDC 
recommendations that all potentially contagious TB pa
tients be isolated. Another 27 percent of StatelFederal 
systems place some potentially contagious TB cases in 
negative-pressure rooms but house others elsewhere in the 
correctional facility, including the facility infirmary. Eigh
teen percent place all such patients in single infirmary 
rooms, 16 percent place at least some ofthem in administra
tive segregation units. Two StatelFederal systems house at 
least some potentially infectious patients in infirmary wards, 
while one maintains at least some such inmates in single 
cells in the general population. Only 33 percent of State/ 
Federal systems reported having what they considered a 
"sufficient" number of negative-pressure rooms. 

Table 11 shows that only 32 percent of responding city/ 
county jail systems house all inmates with potentially 
contagious TB disease in negative-pressure isolation rooms, 
while another 29 percent send such patients to community 
hospitals. Assuming that patients sent to community hospi
tals are appropriately isolated, 61 percent of jail systems 
appear to be following CDC guidelines regarding isolation 
for all potentially contagious TB patients. Another 16 
percent of city/county systems place some potentiaUy con
tagious TB cases in negative-pressure rooms but house 
others elsewhere in correctional facilities, including infir
maries. Six percent of jail systems place all such patients in 
single infirmary rooms, and 10 percent place at least some 
of them in administrative segregation units. Two jail sys
tems house at least some potentially contagious patients in 
infirmary wards, and one system maintains some such 
inmates in single cells in the general popUlation. Thirty
nine percent of responding city/county jail systems reported 
sufficient negative-pressure rooms. 
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Table 11 shows that, among StatelFederal systems employ
ing negative-pressure isolation rooms in correctional facili
ties or community hospitals, 82 percent keep patients in 
such isolation until they have negative sputum smears on 
three successive days (the CDC recommendation), 8 percent 
isolate patients for 14 days, and 8 percent have other criteria. 
In StatelFederal systems with their own negative-pressure 
rooms, 7 percent report that air flow is monitored weekly; 62 
percent monitor air flow less frequently; and 31 percent did 
not provide an answer. 

Among city/county jail systems placing potentially conta
gious TB cases in negative-pressure isolation rooms or in 
community hospitals, 64 percent isolate until the patient has 
three successive negative smears, 20 percent for 14 days, 
and 16 percent gave other answers (table 11). Air flow 
monitoring in negative-pressure rooms is conducted weekly 
in 13 percent. of the city/county jail syst~:ns with their own 
isolation roOIllS, less frequently in 50 percent of these 
systems. Thirty-eight percent of these jail systems did not 
provide information on air-flow monitoring. 

Treatment of 
Inmates With 18 Disease 
CDC recommends that inmates with suspected or confirmed 
TB disease be started on treatment immediately. In light of 
the increase in drug-resistant TB, CDC has revised its 
recommendations regarding initial therapeutic regimens. It 
now recommends that all patients be started and continued 
on four drugs until susceptibility results are known. The 
initial phase should include isoniazid, rifampin, 
pyrazinamide (PZA), and either ethambutol or streptomy
cin.' In the New York State prison system, where the most 
serious MDR-TB outbreak in a correctional setting oc
cuned, all TB treatment now employs at least four drugs.6 

Duratiun of therapy should depend on HIY status. Non
my Minfected patients should recei ve a total of six months of 
treatment but at least three months following the first 
negative culture. HIVMinfected inmates with TB disease 
should receive nine months of treatment, including at least 
six months after the culture has become negative. Regard
less of HIY status, most therapy can he administered twice 
a week. CDC provides a range of possible regimen options.7 

Failure to complete treatment is a major cause of prolonged 
infectiousness and development of drug-resistant TB strains. 
Directly observed therapy (DOT) increases the probability 
that a patient will complete the prescribed course of therapy . 
DOT means that a health care worker watches the patient 



· Table'11 i) 
" 

Housing of Inmates With Potentidlly Contagious 18 
,<~ November 1992-March 1993 

~ 

i-. 

state/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number 
of %of of %of 

Systems Systems Systems Systems 

Housing Placement 

All Reportedly In Negative-Pressure 16 31% 10 32% 
Isolation Rooms 

All In Community Hospitals 4 8 9 29 

Some In Negative-Pressure Isolation Rooms, 14 27 5 16 
Others Elsewhere In Correctional Facility 

All In Single Rooms In Correctional 9 18 2 6 
Facility Infirmary 

At Least Some In Administrative Segregation 8 16 3 10 
Unit, Othors In Nonlsolatlon Housing 

All In Single Cell In General Population a - 1 3 

Other a - 1 3 

TOTAL 51 100 31 99b 

(N=39)O (N=25)O 
Duration of Isolation 

Until 3 Successive Dally Negative sputum 32 82% 16 64% 
Smears 

About 2 Weeks 3 8 5 20 

Other 3 8 4 16 

Missing 1 3 a -
TOTAL 39 101 b 25 100 

-
Source: NIJ/CLlC Questionnaire Responses. 

°Systems that have their own negative-pressure isolation rooms and/or that place potentially contagious TB cases in 
community hospitals. 

bDue to rounding. 

Management and Treatment of Inmates With TB Disease 31 



swallow each pill. Such supervision cannot guarantee that 
the pills are swallowed unless the patient's mouth is care
fully checked. A person determined to resist therapy can 
"cheek" the pills and spit them out when they are no longer 
under observation.8 

DOT is somewhat labor intensive but is considered highly 
cost effective. A recent analysis concluded that for the cost 
of treating one case of MDR-TB (up to $200,000) DOT 
could be provided for 700 patients with TB. This does not 
even take into account the added benefits of reducing the 
spread ofTB.9 

The need for DOT is probably more pronounced in correc
tional settings. Many prisoners have mental disabilities that 
make it hard for them to understand the importance of 
taking medication. Moreover, some see refusing to take 
medication as one of the few areas in which it is possible to 
resist coo'ectional authorities. For all of these reasons, CDC 
recommends DOT for treatment of all inmates with TB 
disease. 

CDC emphasizes that TB patients should be carefully 
monitored for adverse drug reactions, treatment failure, and 
relapse. Finally, to plan treatment and other interventions, 
all inmates with TB disease should be offered, and encour
aged to undergo, HIV counseling and testing. 

Table 12 summarizes treatment policies. It shows that 77 
percent of State/Federal systems provide at least six months 
oftreatment to non-HIV -infected patients, while 63 percent 
provide at least nine months treatment to HIV-infected 
persons (the CDC standards). In 77 percent of StatelFederal 
systems, treatment is directly observed for all inmates on TB 
treatment; DOT is used for selected inmates in 18 percent of 
systems; and no DOT is available in 6 percent of systems. 
Repeat sputum specimens are obtained from inmates on TB 
treatment on a weekly basis in 27 percent of StatelFederal 
systems, and on a monthly basis in 25 percent of systems. 

In the Georgia State prison system, all treatment for TB 
disease is centralized at the Augusta Correctional Medical 
Institution (ACMI). Any inmate with a suspected or con
firmed case of TB disease is transferred immediately to 
ACMI for evaluation and treatment. Inmates are masked for 
the trip and transported to ACMI individually with a 
correctional officer, rather than on a bus with other inmates. 

Inmates with confirmed TB remain at ACMI until released 
from custody or until they complete the prescribed course of 
treatment. Suspect cases that are not confirmed by sputum 
smears are sent back to their original institutions. Directly 
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observed therapy is required for all inmates on TB treatment 
at ACMI. Inmates must appear for "pill call" on a prescribed 
schedule. If they fail to appear, they are sent for by a 
correctional officer. In the Georgia system, parole can be 
delayed for inmates exhibiting resistance to therapy and 
revoked fOi parolees who fail to comply with drug regimens 
following release. 1o In California, compliance with TB 
treatment can also be made a condition of parole. II New 
York State also requires DOT for all inmates in treatment 
for TB disease, Inmates who fail to comply are placed in 
respiratory isolation in their assigned facility, 12 

Table 12 shows that, among responding city/county jail 
systems, 77 percent provide at least six months oftherapy for 
HIV-negative inmates with TB disease, and 61 percent 
provide at least nine months oftreatment to TB patients with 
HIV infection. Eighty-four percent of responding jail sys
tems report DOT for all inmates on TB treatment, 10 percent 
for selected inmates, and 7 percent provide no DOT. Repeat 
specimens are obtained weekly in 16 percent of city/county 
systems, on a monthly basis in 10 percent of these jail 
systems, and every other month in 10 percent. Almost half 
of the jail systems reported other criteria for frequency and 
duration of obtaining specimens. 

At Rikers Island, New York City, medical staff have devel
oped a sophisticated database that shows each inmate's 
treatment regimen and is used to monitor compliance with 
therapy. All treatment is directly observed, based on the 
inmate's appearance at a designated medical unit to receive 
medication. If the data tracking system shows that an inmate 
has missed two scheduled doses, the inmate is called in. 
Inmates who remain noncompliant are placed in medical 
isolation. 13 

Endnotes 
1. CDC, COlltrol ofTB ill Correctional Facilities: A Guide 

for Healtltcare Workers, p. 8. 

2. CDC, "Prevention and Control of Tuberculosis in Cor
rectional Institutions: Recommendations of the Advi
sory Committee for the Elimination of Tuberculosis," 
MMWR, May 12,1989; 38: 316. 

3. Memorandum from Glen Hodgson (Architect and Man
ager, Capital Programs Unit, Illinois Department of 
Corrections) to Wardens, Superintendents, and Chief 
Engineers, uTB Isolation Rooms and Associated Shower 
Rooms," April 24, 1992; Glen Hodgson, Illinois Depart-



Table 12 

Treatment of Inmates With· TB Disease 
Noyember 1992 ... March 1993 

state/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number 
of %of of %of 

Systems Systems Systems Systems 

Duration of Therapy 

9 months or more for HIV+ Inmates 32 63% 19 61% 

6 months or more for HIV- Inmates 39 77 24 77 

Dlr!2Qtly QbS!2DL!2Q Ib!2(Q~ 

All Inmates 39 77% 26 84% 

Selected Inmates 9 18 3 10 

None 3 6 2 7 

TOTAL 51 10]0 31 101 0 

B!2Q!2Qt SQ!2Qlm!2os QbtQIO!2Q 

Weekly 14 27% 5 16% 

Monthly 13 25 3 10 

Every 2 months 0 0 3 10 

As long as symptoms persist 10 20 2 7 

Other 11 22 14 45 

Missing 3 6 4 13 

TOTAL 51 100 31 101 0 

Source: NIJICDC Questionnaire Responses. 

·Due to rounding. 
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Chapter 7 

Containment of 18: Contact 
Invest'igation, Preventive Therapy, and 

Other Infection Control Measures 

Identification and 
Screening of Close Contacts of 
Persons With Tuberculosis Disease 
Whenever an inmate or stuff member is believed to have 
contagious TB disease, all "close contacts" of that person 
must be identified and screened for TB infection and 
disease. The precise amount of exposure to airborne droplet 
nuclei or dust particles needed to cause TB infection is 
unknown and, in any case, depends upon the infectiousness 
of the source, the susceptibility of the host, and the quality 
of ventilation in the environment. In congested, poorly 
ventilated environments with high turnover, like many 
prisons and jails, cumulati ve exposure to a number of people 
with infectious TB disease, as well as intensive exposure to 
one person with disease. may occur. In either situation, 
infection may result. 

Close contacts-i.e., people who sleep, live, work, or other
wise share air with an infectious person through a common 
ventilation system-are those at highest risk. Therefore, 
CDC recommends careful contact investigation in all cases 
of suspected or confirmed TB disease believed to be infec
tious (i.e., with x ray findings showing pulmonary involve
ment and/or positive sputum smear). A contact investiga
tion involves identifying and screening close contacts of 
po~sible source cases. All persons considered to be close 
contacts should be skin-tested (unless they have had a re
cent test), and those with positive results and all those with 
TB symptoms (regardless of PPD result) should receive 
chest x rays and evaluation for TB disease. Treatment for 
disease or preventive therapy should be initiated, as appro
priate. Close contacts who are initially PPD-negative should 
be retested 10-12 weeks after contact has ended. 

Dependingon the infectiousness of the potential source case 
and the characteristics of the environment in which contact 
may have occurred, the following may be considered close 
contacts: cellmates, inmates or staffliving or working in the 
same tier, and all inmates or staff living or working in the 
same building. Other inmates and staff with whom a 
potential source case had contact during work, education, 
health care, or other programs, as well as recent visitors, 
might be considered close contacts. Table 13 shows that 85 
percent of correctional systems responding to the NIJ/CDC 
survey consider cell mates to be close contacts. Most systems 
(80 percent of StateIFederal and 61 percent of responding 
city/county systems) consider inmates living on the same 
tier to be close contacts. In addition, 82 percent of State/ 
Federal and 54 percent of responding city/county systems 
count staff working on the same tier as close contacts. Recent 
visitors and inmates and staff living or working in the same 
building are less likely to be considered close contacts, 
particularly in city/county jail systems. In the Georgia State 
system, inmates in the same education and work programs 
as potential source cases are also considered close contacts. 

If a potential source case was recently transferred from 
another facility, CDC recommends that inmates and staff 
who may have been close contacts in the previous facility be 
identified for possible screening. Conversely, any persons 
who may have been close contacts of an infectious TB case 
but were subsequently transferred to other facilities should 
be tracked to their new facilities and followed up there. 
Table 13 also shows that most State/Federal systems, but far 
fewer city/county systems have policies for tracking con
tacts in these waYil. 

In general, CDC recommends a "concentric circles" ap
proach to contact investigation. This should begin with the 
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Table 13 

Tracking/Screening of Close Contacts 
November 1992-March 1993 

State/Federal Prison Systems City/County Jail Systems 
(N:51) (N:31) 

Number Number 
of %of of %of 

Systems Systems Systems Systems 

Who Is Cooslder§d a Close Contact2 

Cellmates 

Inmates-Same Tier 

Staff-Same Tier 

Inmates/Staff-Same Building 

Recent Visitors 

Trackiog Close Contacts 

Inmates Transferred to Other Facilities 

Inmates at Former Faclllty(les) of Index Case 

Sc[!;~enlog All CIQse CootaQt~ 

Same Facility 

Other Facilities 

Visitors/Others Outside Correctional Facilities 

Source: NU/CDC Questionnaire Responses. 

persons believed to have the closest and most prolonged 
contact and those most susceptible due to HIV infection or 
other immunosuppression, then move out in successive 
steps to those with less intensive or prolonged contact. The 
individuals in each group should be screened until a group 
is identified with no evidence of recent infection (Le., a level 
of infection similar to that in the total inmate population), 
which signals that the contact investigation can be safely 
terminated, During the course of the contact investigation, 
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44 

41 

42 

26 

24 

43 

39 

46 

43 

17 

86% 26 84% 

80 19 61 

82 17 54 

51 5 16 

47 3 10 

84 12 39 

76 10 32 

90 22 71 

84 12 39 

33 3 10 

the confidentiality of the potential source case must be 
protected. 

Finally, table 13 shows that 90 percent of StatelFederal 
systems and 71 percent of city/county systems screen all 
close contacts in the same facility. The vast m!\iority of State I 
Federal systems (84 percent) also report screening close 
contacts in other facilities; a far smaller percentage (39 
percent) of city/county systems have such policies. Only 33 



percent of StatelFederal and 10 percent of city/county 
systems screen contacts outside the correctional system, 
such as visitors. An additional feature of the screening 
program for close contacts in the New York State system, 
where HIV seroprevalence approaches 20 percent among 
male inmates and may be even higher among women, is the 
testing of all close contacts for anergy. 

The smaller percentages of city/county systems with screen
ing policies for all categories of close contacts reflects the 
rapid turnover and shorter stays characteristic of jail popu
lations, which may render initiation of any screening pro
gram impractical. 

Prompt screening of close contacts is an important feature 
of an effective program. However, only 35 percent of State/ 
Federal systems and 42 percent of responding city/county 
systems reported screening close contacts within three days 
of possible exposure. Much larger percentages (49 percent 
of StatelFederal systems and 29 percent of city/county 
systems) reported screening contacts within three months of 
exposure. 

Finally, 91 percent of StatelFederal systems and 70 percent 
of city/county systems have policies to retest close contacts 
whose negative PPD was within three months of last expo
sure (the CDC recommendation). 

Preventive Therapy for TB 
Preventive therapy with INH substantially reduces the 
likelihood that TB-infected persons will develop active 
disease. CDC recommends that, once active disease has 
been ruled out, all PPD-positive persons who are non-HIV
infected be considered for at least six months of INH (300 
mg daily or 900 mg twice weekly) and dually-infected 
persons be considered for 12 months of prophylaxis. 

CDC rei '1mmends that an preventive therapy be directly 
observed. This is particularly important since people on 
preventive therapy are asymptomatic and may never have 
experienced TB symptoms, a circumstance that offers little 
incentive for them to adhere to a lengthy course of medica
tion. 

INH has some potentially serious side effects, particularly 
exacerbation of underlying liver diseases including hepati
tis, but CDC recommends that a history of liver disease not 
be considered a contraindication for INH preventive therapy 
as long as such patients' liver function is carefully moni
tored while they are on the medication. Disagreement on 

this point has led some correctional medical staff and other 
clinicians to recommend that INH preventive therapy be 
voluntary. This is the policy in New York State, for example, 
although it is "under constant review" by the Chief Medical 
Officer. Inmates in New York State for whom preventive 
therapy is considered appropriate are counseled to accept 
such therapy, but not required to do so: 

Indeed, CDC does not recommend that all persons in certain 
categories be given INH preventive therapy on a mandatory 
basis. Rather, the guidelines list groups, in descending order 
of priority, whose members ought to be considered for INH 
prophylaxis. These. include PPD-positive persons in the 
follOWing categories: persons with known or suspected HIV 
i,-fection; close contacts of contagious TB cases; recent 
skin-test convertors; persons at risk for reactivation TB who 
were previously untreated or inadequately treated; injection 
drug users; persons with other medical conditions placing 
them at increased risk for TB disease; and all other persoi1s 
under 35 years of age. 

CDC's original recommendations for TB control in correc
tional facilities were limited to PPD-positive persons in the 
above groups. However, HIV -infected and other 
immunocompromised persons who are infected with TB 
ma~' be false negatives on the PPD test. Subsequently, CDC 
has recommended anergy testing of persons with known or 
suspected mv infection and provision ofINH prophylaxis 
to those who are anergic.2 There have also been recommen
dations from TB cllnicians and researchers that INH pro
phylaxis be provided, as a matter or course, to all HIV
infected injection drug users without PPD testing or anergy 
testing. This recommettdation excluded black females who 
have been found to test more accurately on the PPD.3 

Table 14 summarizes correctional systems' policies regard
ing INH preventive therapy. Sixty-seven percent of State/ 
Federal systems and 55 percent of responding city/county 
jail systems exceed CDC recommendations by offering 
preventive therapy to all PPD-positive persons. This is the 
policy of the Georgia Department of Corrections. 

Only 12 percent of StatelFederal systems and 19 percent of 
city/county systems place all HIV -Infected inmates on INH 
preventive therapy, regardltlss ofPPD result. However, the 
vast majority (80 perc,ent of StatelFederal systems and 65 
percent of city/county s){stems) provide INH prophylaxis to 
all persons coinfected with HIV and TH. Finally, 43 percent 
of StatelFederal systems and 52 percent of city/county 
systems provide TB preventive therapy to all anergic HIV~ 
Infected persons. The Georgia system is about to institute 
this policy. 
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Tab,,$ 14 

INH Preventive Therapy for Inmates 
Novembe,r1992-MQrch 1993 " 

,,) 

State/Federal Prison Systems City/County Jail Systems 
(N=51) (N=31) 

Number Number 
of %of of %of 

Systems Systems Systems Systems 

lD.!:o.Qts!~ Qffe[s!Q P[S!vS!ntlvS! TbS![gR~ 

All PPO-Posltlve Inmates 34 67% 17 55% 

HIV-Infected Inmates 

Regardless of PPO Result 6 12 6 19 

If PPO-Posltlve 41 80 20 65 

With Anergy 22 43 16 52 

Close Contacts 

Regardless of PPO Result 16 31 8 26 

If PPO-Posltlve 27 53 16 52 

Ourgtlon of The[gR~ 

~ 12 Months for HIV-Posltlve 35 69 17 55 

~ 6 Months for HIV'~Negatlve 46 90 28 90 

OI[S!Qtl~ QQ~s!IYS!Q IbS![gR~ 

All Inmates 34 67 25 81 

Some Inmates 12 24 5 16 

None 5 10 1 3 

TOTAL 51 lOla 31 100 

Source: NIJICDC Questionnaire Responses. 

aDue to rounding. 
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Only 53 percent of StatelFederal and 52 percent of city/ 
county systems in the survey provide INH preventive therapy 
to PPD-positive close contacts of infectious TB cases, 
despite the fact that this category is third highest on CDC's 
priority list. Fewer stilI (31 percent of StatelFederal systems 
and 26 percent of city/county systems) provide preventive 
therapy to all close contacts regardless of PPD result. 

As to duration of preventive therapy, 90 percent of both 
StatelFederal and city/county systems provide at least six 
months' therapy to mY-negative inmates, but only 69 
percent of StatelFederal and 55 percent of city/county 
systems provide at least 12 months' therapy to HIY -infected 
inmates (the CDC recommendation), 

Two-thirds of StatelFederal systems and 81 percent of 
responding city/county systems have DOT policies for all 
inmates on preventive therapy. In the New York State 
system, Which provides INH preventive therapy on a 
voluntary basis, about 5,000 inmates are on therapy, and all 
administration is directly observed. The Georgia system, by 
contrast, does not use DOT for preventive therapy but 
distributes supplies of medication in "blisterpacks," which 
facilitate compliance monitoring. In addition, the Georgia 
system distributes vitamins with each INH dose, a procedure 
that staff believe encourages compliance with INH therapy, 
since inmates welcome the vitamin supplements. 

Finally, 96 percent of StatelFederal systems and 97 percent 
of city/county systems monitor all inmates on INH preven
tive therapy for adverse drug reactions, 

Other Infection Control Measures 
It is frequently said that in tuberculosis "treatment equals 
prevention"-that is, the best infection-control strategy is 
the prompt identification and proper isolation and treatment 
of persons with contagious TB.4 However, other infection
control strategies may be employed to complement good 
diagnosis, isolation, and treatment. The additional infec
tion-control measures fall into three categories: restriction 
of transfers; personal respiratory protection; and environ
mental measures. 

In Georgia State prisons, all transfers and other movement 
of inmates within the system can be, and have been, halted 
temporarily when a case ofTB transmission occurs, Move
ment in the system was temporarily stopped for this reason 
five times during 1992,' In New York State, transfers of 
inmates with contagious TB are not permitted without the 

approval of the Deputy Commissioner/Chief Medical Offi
cer,6 

Personal respiratory protection measures that may be con
sidered for both inmates and staff include masks and 
particulate respirators. Numerous types of such devices are 
available, and opinions differ as to which are preferable. At 
St. Clare's Hospital, New York City, which maintains a 
secure unit for State prisoners with my and TB, dust/mist 
respirators are used in preference to dust/mist/fume respira
tors. The medical director of the unit notes that some 
respirators require deep breathing, which may be difficult 
for persons with asthma or other respiratory problems. She 
recommends doing pulmonary function tests or, at least, 
screening interviews to inform individual recommenda
tions for respiratory protection.7 

Some types of respiratory protection may present security 
problems because their use inhibits hearing and/or periph
eral vision. These issues should also be considered in the 
selection process.8 

Survey results reveal that 78 percent of StatelFederal prison 
systems and 87 percent of responding city/county jail sys
tems provide respiratory protection measures for both in
mates and staff. The most popular mask is the type with a 
single elastic band (used in 61 percent of StatelFederal 
systems and 74 percent of responding city/county jail sys
tems). Dust/mist/fume respirators are used in 37 percent of 
StatelFederal systems and 26 percent of responding city/ 
county systems. 

Environmental measures include special locations for cough. 
inducing procedures, as welI as ultra-violet lights, HEPA 
filters, and ventilation improvements. Cough-inducing pro
cedures, SUch as sputum induction, bronchoscopy. and 
administration of aerosolized pentamidine (for prophylaxis 
and treatment of P/leu11Iocystis carinii pneumonia), in
crease the risk ofTB transmission if they are not performed 
in well-ventilated areas. For this reason, the New York State 
system has reduced the use of aerosolized pentamidine and 
increasingly substituted treatment with bactrim. 

Some correctional systems, such as New York City's, have 
provided special sputum induction booths for cough-induc
ing procedures. Sixty-seven percent of StatelFederal sys
tems perform cough-inducing procedures in negative-pres
sure isolation rooms at the correctional facility or in a 
community hospital, 24 percent in the correctional facility'S 
infirmary, and 10 percent conduct some of these procedures 
in the inmate's cell (the least preferred place) or other 
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location. Among responding city/county jail systems, 81 
percent do cough-inducing procedures in negative-pressure 
rooms or in community hospitals, 13 percent in the facility 
infirmary, and 6 percent in other places including inmates' 
cells. 

Ultraviolet (UV) lights are used in some hospitals and 
homeless shelters to kill tubercle bacilli in the air. They may 
be especially useful in high-volume, high-turnover areas. 
However, UV lights may pose other health risks unless they 
are properly maintained and appropriate precautions are 
taken in their use. In any event, CDC recommends that. UV 
lights only be used as a supplement to other infection control 
measures such as proper ventilation.9 Fourteen percent of 
StatelFederal systems and 19 percent of responding city/ 
county jail systems ell'ploy UV lighting, and 49 percent and 
29 percent, respectively, have taken steps to improve venti
lation. High Efficiency P1.lrticulate Air (HEPA) filters are 
lIsed to improve ventilation and air disinfection in some 
health care settings. However, only 10 percent of the 
correctional systems responding to the NIJICDC survey 
reported use of HEPA filters. At the Georgia Correctional 
Medical Institution, HEPA filters are deployed in offices 
used for interviews and medical appointments of inmates 
with suspected or confirmed cases of TB disease. 
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Chapter 8 

Discharge Issues 

Few correctional systems offer medical furlough or tempo
rary release specifically for inmates with TB disease. Seven 
percent offer home release programs, and 18 percent offer 
release to community hospitals. Since TB is an AIDS
defining condition, however, some inmates with HIV
related TB may be eligible for early release programs for 
those with AIDS or other terminal illnesses. 

In any case, many inmates on treatment for TB disease or 
INH preventive therapy will be paroled or reach the end of 
their sentences before they complete their courses of medi
cation. Some persons with contagious TB disease may be 
released as weB. Although there is no legal authority to 
detain inmates beyond the expiration of their sentences for 
any reason, compliance with medication regimens may, in 
some jurisdictions, be made a condition of parole. 

Careful discharge planning and coordination with public 
health officials are necessary to assist releasees in complet
ing their treatment in the community and to protect the 
public health. Persons about to be released should also be 
given a supply of their medication with clear instructions on 
their prescribed course of treatment. 

The correctional department should report to public health 
agencies and parole officials, as required by law or regula
tions, and link releasees with appropriate medical and social 
services. In some communities, health departments or other 
agencies offer DOT supervision and other supportive ser
vices for persons on TB treatment or prophylaxis. Persons 

about to be released should be put in touch with those 
services if they are available. 

Virtually all (95 percent) correctional systems responding to 
the NIJ/CDC survey have policies for referring releasees on 
TB treatment or prophylaxis to the local health department's 
TB program, and 88 percent report the medical status and 
locating information for releasees to the local health depart
ment. However, only 41 percent of StateIFederal systems 
and 19 percent of responding city/county jail systems re
ported that they actually made appointments with health 
departments or other service providers for inmates prior to 
their release. 

The Georgia correctional department notifies local or county 
health departments of persons on TB treatment or prophy
laxis who are about to be released to their communities. In 
this way I public health agencies can foBow up with releasees 
and provide services to help them comply with their medi
cation regimens. 

In New York City, releasees from Rikers Island who are on 
TB treatment or prophylaxis receive a supply of their 
medication and a card detailing their course of treatment 
and providing a contact person and telephone number for 
MontefiorelRikers Island Health Services. If the releasee 
seeks treatment in the community and presents this card, the 
provider can caB and obtain information on the patient's 
history and other details ofthe case to assist in rendering the 
most appropriate continuing care. 
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Chapter 9 

Training and Education 

Both inmates and staff need to understand the truth about TB 
transmission and how to prevent it, so that misinformation 
and undue concern may be forestalled. TB is transmitted 
through the air, but inmates and staff should know that fairly 
intensive exposure generally is required for transmission to 
occur. Inmates and health care workers should also receive 
education on TB prophylaxis and treatment and the impor
tance of completing COUl'ses of medication to prevent in
creased transmission and development of drug-resistant 
strains. 

Only 44 percent of correctional systems responding to the 
NIJ/CDC survey reported that their staff received training 
on TB control and treatment from local health departments, 
but 75 percent reported that their staff received TB educa
tion from other sources. Fifty-nine percent of StateIFederal 
systems and 45 percent of responding city/county jail sys
tems reported that their inmates received training on tuber
culosis prevention and treatment. In New York State, one of 
those hardest hit by the TB resurgence, TB education is 
mandatory for inmates and staff. This includes instructor
led sessions with opportunities for discussion. 

CDC and other organizations have prepared TB training 
and education materials for inmates and staff. CDC's 
materials include a brochure for inmates called "Doing 
Time with TB ," a series of five factsheets covering exposure 
to TB, the PPD skin test, TB prevention, treatment for TB, 
and TB and HIV. These factsheets come in pads. CDC has 
also issued Control of Tuberculosis ill Correctional Facili
ties: A Guide for Health Care Workers, which provides 
additional detail on implementation of the guidelines (a 
flowchart to guide screening decisions, exhibits summariz
ing recommended regimens for TB treatment and prophy
laxis, and a sample TB summary record form) as well as 
clinical background information on TB and a case study of 
a TB outbreak in a prison. I CDC has prepared a narrative 
text on Tuberculosis in Correctional Facilities with 67 

accompanying slides providing detailed epidemiologic data 
and recommendations for treatment and control, and a 
videotape and wall chart on administering, reading, and 
interpreting the PPD skin test. Finally, CDC's Core Cur
riculum 011 Tuberculosis contains much information appli
cable to the correctional setting. (An order form for CDC's 
TB materials is included in Appendix A to this report.) 

NIJ's National Criminal Justice Reference Service (NCJRS) 
also provides a variety of materials and services to help 
correctional systems develop their response to TB. Informa
tion on NCJRS is included in Appendix B. 

The American Correctional Health Services Association 
(ACHSA) offers a video on TB control in correctional 
facilities. This 17-minute video for correctional profession
als covers TB screening for inmates and staff, treatment of 
TB disease, suggested architectural modifications, and 
changes to security procedures.2 In addition, the National 
Prison Project of the ACLU has issued a brochure for 
inmates and correctional officers called "TB & Prisons: The 
Facts." This provides basic information on signs, symp
toms, prevention, and treatment of TB.3 

The National Jewish Hospital in Denver offers a one-week 
course for clinicians on the treatment of tuberculosis. Sev
eral videos on various aspects ofTB control have also been 
produced by CDC, the American Correctional Health Ser
vices Association, and the New York Lung Association. 

Endnotes 
1. Centers for Disease Control, National Center for Pre

vention Services, Division of Tuberculosis Elimination, 
COlltrol of Tuberculosis ill Correctional Facilities: A 
Guide for Health Care Workers, Washington: U.S. 
Government Printing Office, 1992. 
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2. Information may be obtained from ACHSA at (513) 
223-9630. 

3. This publication may be obtained from the National 
Prison Project, 1875 Connecticut Ave. NW, Suite 410, 
Washington, DC 20009. Telephone (202) 234-4830. 
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Chapter 10 

Legal Issues 

Inmates' complaints about correctional systems' TB poli
cies began reaching the nation's courts as early as the 
1940's. In State ex rei. Baldwin v. Superintendent, 63 A.2d 
323 (Md.App. 1949), a case involving a prisoner's com
plaint that he had been denied proper treatment for TB in the 
prison hospital, a Maryland App€lllate Court ruled that the 
allegations did not afford a basis for habeas corpus relief and 
"should be addressed to the Board of Con-ection which is 
responsible for proper prison management."1 Bush v. Babb, 
23 IIl.App.2d 285, 162 N.E.2d 594 (llI.App. 1959), held that 
the failure of the Cook County Jail authorities to provide 
adequate TB care was not actionable because decisions 
concerning jail medical are "quasi-judicial" and protected 
by immunity. 

More recently, courts have recognized that exposure to or 
failure to treat TB is actionable on the same basis as other 
claims of "deliberate indifference to serious medical need," 
the constitutional standard enunciated by the Supreme 
Court with regard to issues of inmate medical care.2 During 
the 1970' sand 1980' s, failure to isolate or treat TB periodi
cally surfaced in conditions-of-confinement litigation, es
pecially in Southern prisons and jails.3 Grubb v. Bradley, 
552 F.Supp. 1052 (M.D.Tenn. 1982), found that prison 
officials had failed to comply with internal procedures and 
Stete laws for TB monitoring, reporting, and screening. A 
Federal District Court in Nicholson v. Choctaw County, 
Ala., 498 F.Supp. 295, 299-300, 309 (S.D.Ala. 1980), cited 
the failure of corrections authorities to respond to TB among 
jail populations, and in Feliciano v. Barcelo, 497 F.Supp. 
14,28,38 (D.P.R. 1979), a Dis~rict Court in Puerto Rico, 
noting the occurrence of a TB epidemic, re.juired medical 
screening for TB and other diseases.4 

In M"Faddefi v. State, 542 So. 2d 871 (Miss. 1989), the 
Supreme Court of Mississippi held that some correctional 
officinls are liable to lawsuit for failure to establish and 
implement appropriate Tn control procedures. In this case, 
the court considered the appeal of a Circuit Court decision 

dismissing the suit of an inmate who allegedly contracted 
tuberculosis from fellow prisoners. The Circuit Court had 
dismissed the suit for failure to state a claims and the issues 
before the Mississippi Supreme Court were whether and 
when such a plaintiff may proceed past the pleadings stage 
in the face of the qualified immunity to fluch suits enjoyed 
by public officials.6 

In its ruling on the appeal of the dismissal of the inmate's 
civil action, the Mississippi Supreme Court ruled that three 
of the defendants, the State of Mississippi, the Department 
of Corrections, and the Board of Con-ections as a separate 
legal entity, enjoy absolute immunity to such a suit.7 Noting 
that the individuals named as defendants enjoy no such 
absolute immunity, the Supreme Court affirmed dismissal 
of the complaint against the State's Governor on the ground 
that it "cannot imagine any set of facts within the scope ot 
the complaint and within the statutory duties of the gover
nor ... [that the appellant] had identified which would have 
entitled him to relief."8 With respect to the Commissioner 
of Corrections and the Superintendent, however, the Su
preme Court ruled that the Circuit Court erred when it 
dismissed so much of the complaint as charged these 
defendants with intentional andlor constructively inten
tional and/or grossly negligent actions that proximately 
caused his injuryY 

Finally, the court in McFaddefl v. State took up the plaintiff s 
claims against three prison physicians. While regarding as 
"quite slight" the likelihood that the plaintiff could prove 
intentionally tortious conduct on the part of these defen
dants, the court reversed as well the Circuit Court's dis
missal with respect to these defendants. lo In a less than 
resounding decision for the plaintiff inmate, the court 
concluded by stating: 

Nothing said here shO! 'Id be taken as deciding 
whether plainiiffmay be entitled to proceed to trial 
against any or all of the defendants remaining in 
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the case; only that plaintiff is entitled to proceed 
beyond the Rule 12(b)(6) [failure to state a claim] 
stage consistent with this opinion. I I 

To date, the most thorough judicial examination of prison 
tuber{mlosis issues appears in a case arising from an out
break at the Minnesota Correctional Facility .12 The outbreak 
at the center of DeGidio v. Pung, 704 F.Supp. 922 (D. Minn. 
1989), came about after an inmate admitted with active TB 
in early 1982 infected several hundred other inmates. At 
least eight of these inmates developed TB disease. 

Citing the failure to diagnose promptly and treat the initial 
cases, to advise inmates of their exposure, to test all inmates 
even after all staff had been tested, to develop a policy and 
protocol and the facility's policy of leaving patient educa
tion to an unqualified laboratory technician, a Federal 
District Court in Minnesota found that the response by 
prison officials and the State department of health amounted 
to deliberate indifference. 13 The court cited a "failure of 
coordination" in which "[n]o one claims ultimate responsi
bility for the many supervisory functions within the health 
services unit." It described a "passing of blame and respon
sibility between the Department of Health, the administra
tive director of h~altl, services, and the staff physicians" in 
which "[e]ach person describes his or her role narrowly, and 
disclaims ultimate responsibility for directing the effort at 
controlling tuberculosis."14 

In rejecting the arguments of the defendants that, viewed 
individually, the specific claims of inadequate or improper 
medical care did not violate the Eighth Amendment, the 
District Court wrote that, "When all of defendants' omis
sions and instances of neglect are viewed in the whole ... 
the breaches of established norms are more than trivial." 
Nonetheless, the District Court denied the plaintiffs injunc
tive relief on the ground that after 1986 the defendants had 
made "great progress" with respect to reducing the risk of 
an outbreak ofTB and that the constitutional violation was 
not likely to recur as of the time of trial. 16 

Although not directly appealed, the District Court's conclu
sions in DeGidio v. Pung came under appellate review in the 
context of an attorneys' fees application.17 In DeGidio v. 
Pung, 723 F.Supp. 135 (D.Minn. 1989), the District Court 
found that the plaintiffs were "prevailing parties" entitled to 
attorneys' fees because the suit was a "catalyst" thatin large 
part prompted the defendants' reform efforts; on appeal of 
the case to the Eighth Circuit, the Appeals Court had to 
determine whether these reforms were "required by law" 
and therefore had to review the District Court's findings that 
the Eighth Amendment had been violated. The decision in 
DeGidio v. PWlg, 920 F.2d 525 (8th Cir. 1990), affirmed the 
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District Court's conclusion that u a consistent pattern of 
reckless or negligent conduct is sufficient (0 establish 
deliberate indifference" and that the record showed such a 
pattern on the defendants' part. IS In particular, the Appeals 
Court cited with approval the District Court's finding 
concerning the lack of adequate organization, control, and 
overall supervision in the health services program. 19 

Ogle v. Stateo/New York, Claim No. 75561, NYLJ, 12/26/ 
91, p. 1, involved a former prison inmate's medical mal
practice lawsuit against prison officials alleging that doctors 
at three state prisons failed to diagnose and treat his 
tuberculosis.20 In lUling for th~ former inmate and awarding 
him a $256,000 judgment, the Binghampton, New York, 
Court of Claims found that none of the testimony of prison 
physicians (e.g., that tuberculosis was rare in 1986 and that 
the form contracted by the inmate-TB of the spine or Pott's 
Disease-was particularly difficult to diagnose) excused 
their negligence in assuming that the inmate's symptoms 
were psychosomatic. The court found that State physicians 
committed malpractice by ignoring the plaintiff's positive 
TB skin test results in their diagnoses, assuming his com~ 
plaints were psychosomatic without conducting further tests 
to rule out a physical cause, and violating written correc
tional department policy and guidelines on TB treatment. In 
his decision, the Court of Claims judge found the former 
inmate 20 percent responsible for his injuries because of his 
failure adequately to inform prison doctors of his prior 
medical treatment at Rikers Island and his refusal early in 
his incarceration to be adrn:tted to an infirmary. Nonethe
less, the judge awarded damages for pain and suffering; the 
state had paid the plaintiffs medical expenses, and he had 
no work history on which to measure damages for lost 
earnings.21 

In Office of Inmate Advocacy v. Fauver, 536 A.2d 1306 
(N.J.Super.A.D. 1988), involving an appeal of the New 
Jersey Department of Corrections' adoption of amendments 
to regulations governing medical screening of new county 
jail inmates, a New Jersey Superior Court Appellate Divi
sion held that the abandonment of provisions that provided 
that all inmates be tested for infectious diseases and adop
tion of amendments provided for testing at the discretion of 
county jail physicians were not unconstitutional. Addition
ally, the court's ruling found that the Department ofCorrec
tions had a sufficiently rational basis for amending its 
regulations to avoid being overturned as arbitrary or capri
cious. 

Under the revised New Jersey regulations, medical exami
nation by a physician is required where none was required 
before, but leaves to the doctor's discretion whether to order 



tests for disease. The prior regulation mandated testing for 
all incoming inmates but did not specifically enumerate the 
infectious diseases for which testing was required.22 The 
appellant, the Office of Inmate Advocacy (OIA), had at
tacked the amendments on constitutional grounds alleging 
that inmates' rights to mandatory testing for sexually trans
mitted diseases and tuberculosis are so "fundamental" as to 
require that any restriction on those rights be justified by a 
greater showing of governmental need than would be appli
cable to a less intrusive health regulation. Additionally, 
OIA's appeal involves the Eighth Amendment prohibition 
against cruel and unusual punishment and Article I, Para
graph I of the New Jersey Constitution (the right to enjoy 
life, liberty, and to pursue and obtain safety and happi
ness).23 

In its ruling the New Jersey court declared that no cases have 
been found that hold that the kind of preadmission testing 
sought by the appellant is constitutionally required.24 In 
Lareau v. Manson, 651 F.2d 96 (2nd Cir. 1981), inmates 
brought a Federal class action under 42 U.S.C.A. § 1983 
alleging that overcrowded prison conditions violated their 
Eighth and Fourteenth Amendment rights. Among their 
complaints, the plaintiffs in Lareau v. Manson alleged that 
incoming prisoners were not screened for communicable 
diseases. In its ruling the Court of Appeals for the Second 
Circuit upheld the findings of the District Court2S that the 
resulting threat to the inmate population was so serious as 
to constitute punishment without due process under the 
Fourteenth Amendment and cruel and unusual punishment 
under the Eighth Amendment.26 As part of its remedy, the 
Appeals Court in Lareau v. Malison ordered that inmates be 
examined within 48 hours of their admission and defined 
"such tests as are necessary in the opinion of the physician 
to identify and isolate those who have communicable dis
eases."27 

As in Lareau v. Manson, the t:egulation under attack in 
Office of Inmate Advocacy v. Fauver requires a medical 
examination by a doctor upon admission and calls for tests 
if deemed necessary by the physician. The New Jersey court 
found no proof that the lack of mandatory testing for 
sexually transmitted diseases and tuberculosis has resulted 
in, or is likely to result in, "medically significant conse
quences." The new regulation, stated the court, is intended 
to heighten counties' responsibilities with regard to medical 
screening.28 

AtRikers Island in New York City an isolation unit has been 
constructed in response to the court order in a TB case.29 The 
court's order in Vega v. Sielaff, 92-Civ.-6475 (S.D. NY), 
forced the New York City Department of Corrections to 

construct 42 negative-pressure isolation rooms at Rikers 
Island by May I, 1992. The Department complied with the 
order and the isolation unit opened on schedule. 

Jolleyv. Keane,NY Sup.Ct., WestchesterCnty., No. 15385, 
12/22/92, involved the case of a prisoner at Sing Sing who 
refused to undergo a PPD skin test for TB infection on the 
ground that his religion forbade injecting a substance into 
his body. With no way of telling whether the inmate was TB
positive or not, prison officials put him on "medical 
keeplock," confining him to his cell 24 hours a day without 
exercise or visitation. In a petition filed in State court, the 
inmate asked that his privileges be equivalent to the some
what less restrictive ones accorded persens who were found 
to be infected with TB but did not have contagious TB 
disease. In dismissing the petition, the judge said officials 
can restrict the privileges of any inmate who refuses to take 
a tuberculosis skin test, even for religious reasons. In finding 
the regulation valid, thejudgecited the high incidenceofTB 
in the State and its correctional facilities and the prison's 
need to control TB, and wrote that: 

There is a valid, rational connection between 
mandatory testing and the governmental interest 
of identifying and controlling the spread of TB. 
There is also a valid, rational connection between 
mandatory medical keeplock and the need for an 
effective medical program that identifies the spread 
of the disease.3D 

The court found the mandatory testing and mandatory 
medical keeplock for those who refuse the screening process 
to be religiously neutral (nondiscriminatory). It noted that 
while the inmate's proposal for alternative treatment "fo
cuses on the question of contagion ... [it] ignores the need 
to identify, track, and offer treatment to all first-stage 
individuals. To allow petitioner to avoid the PPD screening 
would have significantly more than a de minimis cost to 
respondent's valid p(mological interests."31 

In another recent TB case in Pennsylvania, a court ordered 
the State prison system to provide improved TB prevention 
and control measures. Citing the importance of protecting 
inmates with HIV-related and other illnesses, a Federal 
District Court judge in Philadelphia granted a preliminary 
injunction in September 1992 forcing the Pennsylvania 
Department of Corrections (DOC) to implement a set of new 
guidelines for the treatment of inmates with tuberculosis.32 

In granting the motion in Allstill v. Pellnsylvania Depart
ment of Cor recti OilS , Civ. No. A 90-7497, 1992 WL 277511 
(E.D. Pa. Sept. 29, 1992), the District Court noted the 
possible physical danger a delay in enacting the new regu-
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lations could pose to inmates with diminished immune 
systems and the amplified opportunities for TB transmis
sion in the prison setting. 

The class-action lawsuit was brought on behalf of inmates 
at 14 DOC institutions, challenging Pennsylvania's intent 
to delay implementation of the Department of Corrections' 
Clinical and Administrative Guidelines for the Prevention 
and Management of Tuberculosis until an independent 
contractor could develop a program to ensure its implemen
tation and effecti veness. Arguing for immediate enactment, 
the inmate class provided medical evidence that any delay 
in treatment of TB may allow infected inmates to develop 
drug-resistant s.trains of the disease. Finding a "probability 
of irreparable injury to the plaintiff class in the absence of 
relief," the court went on to note: 

Individuals infected with both HIV and TB are 
more likely to develop acti ve TB disease in areas of 
the body other than the lungs. Therefore, an active 
TB control program is particularly important in 
correctional institutions. Inmates confined at cor
rectional institutions face a higher risk of being 
infected with TB than the general public due to the 
close proximity of inmates, the high level of dust 
particles on which droplet nuclei can become 
attached and mechanically recirculated air which 
has not been exposed to sunlight or ultraviolet 
light. Inmates are also more likely than members 
of the general public to be HIV -positive."33 

Pennsylvania's 1992 TB Policy was designed to replace 
regulations promulgated during the mid-1980's. Among 
other things, the new policy requires TB screening for all 
inmates upon intake and annually thereafter, segregation of 
inmates pending receipt of the test results, preventive 
therapy for inmates with TB infection, and semiannual TB 
screening of inmates known to be infected with HIV.34 

Two practical problems may have flowed from the result in 
DeGidio v. PWlg that are avoided by the order in the Austin 
v. Penllsylvania Departme1lt of Correctio1ls. First, the 
plaintiffs in DeGidio had no court order on which to rely 
should the defendants return to their former practices. 
Second, their failure to obtain an injunction led the court to 
reduce the plaintiffs' attorneys' fees awarded by 65 percent, 
a strong disincentive to future litigation.35 

In Wilderv.Leak,No. 90C5044, 1992 WL 97678 (N.D. Ill. 
May 4, 1992). a Federal District Court in Illinois refused to 
dismiss a prisoner's civil rights complaint against the Cook 
County Department of Corrections based on its failure to 
separate TB-positive from TB-negative inmates, a policy 
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that the plaintiff alleged resulted in his being infected with 
TB while in custody. The court also agreed to appoint 
counsel for the prisoners.36 

In Hill v. Marshall, 962 F.2d 1209 (6th Cir. 1992), another 
recent decision involving a prisoner with tuberculosis, the 
Federal Court of Appeals for the Sixth Circuit upheld a 
damage award of $95,000 in compensatory damages plus 
$990,000 in punitive damages to a prisoner who did not 
receive, prescribed preventive treatment for tuberculosis.37 
In May 1981, after developing symptoms of tuberculosis, 
Lawrence Hill, the inmate plaintiff was given a PPD test. 
The results of the test were positive, confirming tuberculous 
infection. Isoniazid (INH) and Vitamin B-6 were prescribed 
and Hill began treatment. Subsequently, the inmate was 
twice moved to new facilities. Following the second trans
fer. he alleges that he was told he would receive his 
medication by standing in the "pill line," but that he took this 
action day after day but never received his prescription. Hill 
further alleges that even after complaining and sending 
"kites"-informal written complaints--to the infirmary 
administrator ann the Deputy Superintendent of Treatment 
at the facility, his problem was ignored and he continued to 
be deprived of his medication.38 

In his Federal civil rights action, the plaintiff alleged cruel 
and unusual punishment violative of the Eighth Amend
ment. The defendant cross-appealed, challenging on sev
eral grounds the judgment on the jury verdict for the 
plaintiff. The decision of the Sixth Circuit held that evidence 
in the case sustained a finding that prison officials had 
violated the inmate's rights with respect to prescription 
medication, that an award of $95 ,000 in actual damages was 
supported by the record, and that there was sufficient 
evidence to permit an award of punitive damages. 

In its decision the Circuit Court cited Estelle v. Gamble, 429 
U.S. 97 (1976). the Supreme Court case that established the 
"deliberate indifference" standard: 

[D]eliberate indifference to serious medical needs 
of prisoners constitutes the "unnecessary and wan
ton infliction of pain" proscribed by the Eighth 
Amendment. This is true whether the indifference 
is manifested by prison doctors in their response to 
the prisoner's needs or by prison guards in inten
tionally denying or delaying access to medical care 
or intentionally interfering with the treatment once 
prescribed.39 

Relying on both Estelle v. Gamble and two later cases40 and 
strong evidence presented by the appellant of a pervasive 
pattern of indifference to inmates' medical needs generally, 
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the Circuit Court found that the failure of the Deputy 
Superintendent of Treatment at the Southern Ohio Correc
tional Facility to review and respond to inmates' 'medical 
needs was so likely \0 result in the violation of the inmates' 
constitutional rights as to warrant a finding of deliberate 
indifference.41 

Although the events at issue in Hill v. Marshall date from 
1981, the case is of particular interest because of the more 
recent resurgence of tuberculosis in prisons and jails.42 

Despite the size of the damage award, Hill did not develop 
active TB in the nine years that passed before the 1990 trial. 
Although the defendants alleged that he had therefore 
suffered no compensable loss, the court held: 

Hill has suffered an actunl injury, in that he was 
prevented, by ... [the prison official's] indifference 
to his medical needs, from reducing his risk of 
developing tuberculosis by approximately ninety 
percent through INH. Because he received INH for 
part, but not all, of the prescribed year, Hill may be 
in an even worse position than if he had not 
received INH at all, because the tuberculosis bac
teria that are in his system may have become 
resistant to the drug. Hill testified that he suffered 
a great deal of mental anguish on this account ... 43 

With respect to his increased risk of developing the disease, 
the court held that he "did not have to show more than 50 
percent risk of developing active tuberculosis, only that his 
risk had increased due to the deprivation."44 

Not surprisingly the courts have taken a range of approaches 
to assessing the right to damages in tuberculosis cases. Hill 
v. Marshall stands for the proposition that any prisoner 
whose tuberculosis medication program is substantially 
interrupted by a malfunctioning prison medication delivery 
system may be entitled to a substantial award of damages, 
even if there have been no measurable medical conse
quences by the time oftria1.4s In Sypert v. United States, 559 
F.Supp. 546 (D.D.C. 1983), a Federal District Court, apply
ing Virginia law under the Federal Tort Claims Act, held 
that exposure to tuberculosis without development of the 
active disease did not constitute the "physical injury" that is 
required before a plaintiff may recover tort damages for 
mental anguish. In Plummer v. United States, 580 F.2d 72 
(3rd Cir. 1978), another Federal Tort Claims Act case, the 
Court of Appeals for the Third Circuit observed that under 
Pennsylvania law, such damages may be awarded on a 
showing of a "physical impact, however slight"-a require
ment easily met by the "impact" of the tubercle bacillus. In 
addition, Pennsylvania has adopted the "zone of danger" 

rule, which permits damages to be awarded to persons 
placed in physical danger without regard to actual impact.46 

DeGidio v. Pung, in the view of many correctional health 
legal observers, is only the latest and clearest judicial 
declaration that delivering medical care to hundreds or 
thousands of people, especially those confined to prisons 
and other correctional settings that limit their ability to seek 
medical care freely and directly, is a problem requiring 
systemic solutionsY Together with Hill v. Marshall and 
several of the other recent court decisions, DeGidio empha
sizes the importance of coordination, followup, and super
vision in correctional medical care systems. This is particu
larly important in connection with TB because of the 
possibility of airborne transmission of the infection. Addi
tionally, TB demands that medical service providers con
duct long-term followup treatment to ensure that the disease 
is cured and does not develop drug resistance.48 These 
concerns are further heightened by the prevalence of HIV 
infection in prison popUlations, since HIV -infected persons 
are particularly susceptible to many diseases including TB, 
and since their depressed immune systems render the usual 
diagnostic methods ineffective in many cases.49 Due to these 
factors, many current suits and consent decrees involving 
prison conditions and medical care may need to be altered 
or reopened to address TB. 50 
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Appendix 

Order Form for CDC Materials 



TUBERCULOSIS EDUCATIONAL MATERIALS 

Please write in the blank space the desired quantify, 

Patient Materials 

"Tuberculosis--The Connection Between TB and HIV (the AIDS virus)" 
__ English (00-5738) Spanish (00-5745) 

"Tuberculosis--Get the Factsl" 
__ English (OO-5743) __ Spanish (00-S772) 

Correctional System Inmate Educational Materials: 
(these come in pads of 40 tear off sheets, indicate number of pads required) 

Tuberculosis Facts--You can Prevent TB 
__ English (00-5981) Spanish (00-6198) 

Tuberculosis Facts--TB and HIV (The AIDS Virus) 
__ English (00-5982) Spanish (00-6199) 

Tuberculosis Facts--Exposure to TB 
__ English (00-S983) Spanish (00-6200) 

Tuberculosis Facts--The TB Skin Test 
__ English (00-5984) Spanish (00-6201) 

Tuberculosis Facts-TB Can be Cured 
__ English (00-5985) Spanish (00-6202) 

"Core Curriculum on Tuberculosis" 
__ Booklet (00-5763) 

Slide Series 

__ Slides (OO-60n) 

TB In Correctional Facilities 
__ ,Slides (00-6251) __ N,arrative Text (00-6231) __ ,Facsimile of Slides (00-6232) 

HIV-Related TB 
_____ Slides (OO-6252) __ Narrative Text (00-5787) __ Facsimile of Slides (00-5788) 

Provider Materials 

__ "Improving Patient Compliance in Tuberculosis Treatment Programs" (OO-598S) 

"What Drug Treatment Centers Can Do To Prevent Tuberculosis" 
__ English (00-5748) Spanish (00-6038) 

__ MMWR December 7,1990 - "Guidelines for Preventing the Transmission of 
Tuberculosis in Health-Care Settings, with Special Focus on HIV·Related Issues" (00-S8SS) 

__ MMWR March 18, 1990 - "Screening for Tuberculosis and Tuberculous Infection In 
High-Risk Populations" and "The Use of Preventive Therapy for Tuberculous 
Infection In the U.S." (99-3307) 

__ MMWR July 13, 1990 - "Prevention and Control of Tu,berculosls In Facilities 
Providing Long-Term Care to the Elderly" (99-3327) 
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__ MMWR December 28, 1990 - "Tuberculosis Among Foreign-Born Persons 
Entering the United States" (00-5897) 

__ MMWR April 26, 1991 - "Purified Protein Derivative (PPD)-Tuberculin Anergy and 
HIV Infection: Guidelines for Anergy Testing and Management of Anergic 
Persons at Risk of Tuberculosis" (00-5973) 

"Control of Tuberculosis In Correctional Facilities: A Guide for Health Care 
__ I Workers" (00-5994) 

__ MMWR April 17, 1992 - "Prevention and Control of Tuberculosis In U.S. 
Communities with At-Rislt Minority Populations" and "Prevention and Control of 
Tuberculosis Among Homeless Persons" (00-6148) 

___ MMWR June 5, 1992 • "Prevention and Control of Tuberculosis In Migrant Farm Workers" (00-6223) 

__ MMWR June 19, 1992 - "National Action Plan to Combat Mult/drug-Reslstant Tuberculosis" 
"Meeting the Challenge of Multldrug-Resistant Tuberculosis: Summary of a Conference" and 
"Management of Persons Exposed to Multidrug-Resistant Tuberculosis" (00-6224) 

___ MMWR June 19, 1992 - "Management of Persons Exposed to Multldrug-Resistant Tuberculosis" 
(00-6225) 

___ Mantoux Tuberculin Skin Testing Videotape (00-5457) 

PosterslWalicharts 

___ Mantoux Tuberculin Skin fest f1eaolng Wallchart (00-5564) 

__ T8/HIV DOUble Trouble (00-6154) 

__ Thlnl< TBI (00-6186) 

NAME: 

Address: 

Phone: 

Send request to: Information Services 
National Center for Prevention Services 
Centers for Dlsease Control 
1600 Clifton Road NE, Mallstop E-06 
Atlanta, Georgia 30333 

or Call Voice Information Services Requests (recording) at (404) 639·1819 

2-93 

Tuberculosis In Corroctional Facilities ·U.S. G.P.O:1994-301-177:B0037 



l 

The National Institute of 
Justice responds to issues 
linking health and iustice. 

The National Institute of Justice (NIJ) supports a broad range of research and programs to 
prevent and reduce crime and to improve the criminal justice system. Recognizing the link 
between health and justice issues, the Institute is intensifying its efforts to combine the 
insight and experience of several disciplines to solve critical problems affecting health and 
public safety. Partnerships have been formed and research agendas have been set to address 
issues of: 

• Violence prevention 
• Substance abuse treatment 
• Family violence and child abuse 
• Victimization 
• Human development and criminal behavior 
• Treatment of mentally-ill offenders 
• Health care fraud 
• Correctional health care. 

For example, with cooperation from the Centers for Disease Control and Prevention, the 
Institute continued its annllal survey on the impact of HIV/AIDS in correctional systems 
and collected, for the first time, information on tuberculosis in prisons and jails. 

For specific information on HIV/AIDS ancl tuberculosis in correctional systems, or on other 
NIJ healthl.justice partnerships and initiatives, call the National Criminal Justice Reference 
Service at 800·851·3420 . 
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