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TB plus HIV cause big 
trouble for prison, jail 
in two Southern states 
In SC, an outbreak; in GA, a court order to shape up

The days when outbreaks of multidrug-resistant
disease swept through institutional settings
have been distanced by the passage of almost a

decade. But recent events suggest that when it comes
to TB and HIV making mischief in jails and prisons,
the past isn’t past at all. 

In an HIV-only unit inside a South Carolina men’s
prison, a TB outbreak last year resulted in 34 cases —
31 inside the prison and the remaining three outside.
In the community, contact investigators had to track
down more than 100 men who had been released by
the time the outbreak was discovered. Even after com-
plex treatment regimens for active HIV-infected cases
have been completed, state TB experts note that two
years of monitoring remain for prisoners who were
exposed. 

Last spring, as South Carolina TB controllers were
still mopping up the mess, a district court judge in
Atlanta ruled that TB control measures and HIV care
for prisoners in the Fulton County jail were danger-
ously inadequate and must be improved. “Everyone
recognizes that we have a bad situation,” noted U.S.
District Judge Marvin H. Shoob. A settlement was
reached earlier this year between the jail and inmates.

Both situations highlight the dangers of housing
groups of people segregated by HIV status or, as was
the case in the Atlanta jail, crowding together prison-
ers at risk for HIV and TB, especially when necessary
safeguards against the spread of infectious diseases
are lacking.

Both situations also show how important it is for
public health authorities to stay in close touch with
prisons and jails, experts say. Even then, they add,
there are no guarantees. 

In South Carolina, the outbreak in the Broad River
Men’s Correctional Institution in Columbia was 
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discovered last year in early fall, says Carol
Pozsik, RN, MPH, chief of the TB control division
for the state health department. (See related story,
p. 80.)

Trouble began when an older man on the HIV
unit complained of stomach problems and poor
appetite. He also mentioned some respiratory
symptoms, which the health care staff at the
prison didn’t seriously, Pozsik says. 

As it happened, the prisoner with the stomach
complaints devoted lots of time to religious activ-
ities, such as Bible study, with fellow inmates.
Known to be a longtime tuberculin skin-test reac-
tor, he’d attempted prophylaxis twice before but
had failed to complete it. When the health care
staff at the prison offered it again, once more he
refused. 

In hindsight, Pozsik conceded, it’s clear some-
one at the prison should have attended more
closely to the man’s respiratory complaints. She
says the staff did the best they could under less-
than-ideal circumstances. “There are so many
health-related issues with the inmates — every-
thing from cancer to ingrown toenails. You name
it,” she says. 

Mammoth contact investigation 

Later, federal TB experts surmised the man
probably had been infectious for several months
before someone realized what was happening.
He may even have fallen into the category of
“hyper-transmitter,” some would later say. 

By the time the diagnosis had been clinched,
more than 100 men on the unit had already fin-
ished their sentences and been released. Early in
the contact investigation, Pozsik remembers get-
ting a call from a hospital in another part of the
state. A nurse preparing a history on a patient
being admitted with TB symptoms discovered
her patient had just come from the prison’s HIV
unit.

The nurse rushed to call Pozsik. “’We’ve heard
you all are having some trouble down there,’”
she said. “’We think we’ve got one of the ones
you’re looking for.’” The man turned out to be
the first of three cases eventually found in the
community. 

Almost all the rest of the 100 inmates released
into the community also were found, though not
as easily as the case in the hospital. “We were
looking for people who didn’t want to be found,
of course,” Pozsik says. “They’d been watched
long enough already.” In the end, all but about
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six were tracked down. “They’ve either moved to
other states, or, as far as we can tell, just disap-
peared off the face of the earth,” she adds.

Back on one wing of the HIV unit, TB control
experts were witnessing extravagant reactions 
to tuberculin skin tests. Of 90 men on the index
case’s wing, 73 men reacted, says Pozsik. “We
were seeing reactions more than 20 millimeters 
in size, with oozing, running sores,” she recalls.
“When I saw the size of those reactions, that’s
when I knew we were in big, big trouble.” 

Most of the inmates were placed on prophy-
laxis, but liver function difficulties, often related
to hepatitis C infections, kept some from complet-
ing it. Others, because of their antiretroviral regi-
mens, couldn’t take the short-course, rifampin-
containing regimen. Managing treatment regi-
mens for men on combination therapy was a
nightmare, adds Pozsik. “It was very complex,
very complicated.” 

It’s hard to overestimate the impact of commu-
nity contact investigations on local and state pub-
lic health, she adds. “In many places, the work
load doubled. And, of course, we still have peo-
ple coming out, over and above the original 100.” 

At the height of the investigation, the Centers
for Disease Control and Prevention lent several
people to help out, but the lion’s share of the
work fell, inevitably, on the backs of the state
field staff. “And of course they’ve already got
work of their own,” Pozsik adds.

Recounting the investigation at a recent meet-
ing of the Advisory Council for the Elimination 
of Tuberculosis (ACET), Pozsik says she looked
around the room and noticed rows of faces frozen
in expressions of horror. “This is the kind of thing
that could happen to any one of us,” she says. 
“I think everyone in the room knew that.” 

Conditions improve after lawsuit settlement

In Atlanta’s Fulton County jail, where esti-
mates place the number of HIV-infected inmates
at any given time at about 150, a different set of
circumstances set the stage for the spread of
infectious disease. 

According to a lawsuit brought against the jail
(along with other defendants, among them the
city’s large indigent-care public hospital), inmates
were routinely crowded into holding tanks for
days a time before TB skin tests could be given.
Once skin tests were implanted, they often were
not read in a timely fashion, the lawsuit says. 
As for negative-pressure rooms, no one knew

whether the units were functional or not, says
Tamara Serwer, JD, staff attorney for the chief
plaintiff, an Atlanta-based prisoners’ advocacy
group called the Southern Center for Human
Rights.

“If someone with obvious symptoms of TB
came in, they were sent out [to Grady Hospital],”
says Serwer. “But a correctional officer would
have to be the one to notice. Meanwhile people
were sitting in the holding tank for days.” 

Worse, HIV-infected inmates admitted on a
regimen of antiretroviral therapy and protease
inhibitors typically found that once in jail, they
were denied access to their medications, says
Serwer. Grady Hospital’s infectious disease clinic
did provide good care for inmates with HIV, she
adds, but in a fashion that could hardly be called
timely. “It would take six to eight weeks before
patients would get seen,” she says. “They’d get
no medications in the interim. No one knew or
cared that people taking antiretrovirals can’t be
suspended like that.” 

As the lawsuit was being prepared, Grady
Hospital, buffeted by financial problems,
declared it would no longer provide care to jail
inmates with HIV. That left the jail without any
care for HIV-infected inmates for a period of two
months. 

Delays and other problems related to the care 
of HIV-infected inmates did occur, but the main
cause was severe overcrowding, not intentional
neglect, says Capt. David Chadd, public informa-
tion officer for the Fulton County Sheriff’s
Department. The jail was designed to hold 1,400
people, but at times, it held as many as 4,300,
Chadd says. At the time the lawsuit was filed,
occupancy stood at about 2,250, he reports. “With
that much overcrowding, you’re going to have
people who come in who are sick,” he says.

Since the settlement was reached, both the
health care service and the administration at the
jail have changed hands, Chadd notes. “We’re
striving hard to address the problems and to
make conditions acceptable to the lawyers and
the judge,” he explains.

Serwer says an infectious-disease specialist
now works on site at the jail, seeing inmates
twice weekly. A physician assistant helps out, 
and a system of nurse case management has 
been instituted.

(Editor’s note: To read the text of the amended com-
plaint, visit the following Web site: www.schr.org/
news/news_hiv.htm.)  ■
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Segregated prison units
not always best for care
Good relations with public health crucial

Several states segregate prisoners by HIV status.
Detractors of the practice abound, principally

because it increases the risk of TB outbreaks. Even
so, states that enforce segregation say there are
substantial benefits.

In Mississippi, Alabama, and South Carolina,
men and women housed in the HIV units are
subjected to what critics call “wholesale” segrega-
tion, meaning the prisoners spend both days and
nights living apart from the general prison popu-
lation, according to Jackie Walker, HIV project
officer of the American Civil Liberty Union’s
Washington, DC-based Prison Project. 

In Florida, California, and Texas, inmates on
HIV housing units have separate housing but 
still have access to programs — such as literacy
or substance-abuse treatment — offered to other
prisoners.

Everyone concedes that the practice of separ-
ating HIV-infected inmates has its pluses and
minuses, but at least one expert says the minuses
often prevail when it comes to health care. 

Administrators like HIV units for three rea-
sons, says Walker. First, they say, the units pre-
vent transmission of HIV. In Alabama, for
example, prison officials say that since setting up
the prison system’s HIV-only units, instances of
HIV transmission in prisons have ceased, Walker
says. Administrators also like the units because
they save money by letting prisons concentrate
HIV expertise and resources in one place. 

More controversial is the third advantage
advocates claim: that segregated HIV-infected
prisoners wind up getting much better health
care. 

At least one expert disagrees. “If all you do is
segregate, and you don’t set up centers of exper-
tise to go with them, then you wind up with sub-
standard care in a segregated setting,” says Anne
DeGroot, MD, assistant professor of medicine at
Brown University in Providence, RI.

The problem, DeGroot adds, is that in less-
populous states, separating HIV-infected prison-
ers doesn’t always result in the number of people
needed to purchase high-quality, on-site care. 
The substandard care that results often takes the
form of what she terms “fax medicine.” In that

scenario, a nurse does an intake history or listens
to an inmate’s complaints and then simply faxes
or phones the information to a doctor who may
be in another county. Without ever seeing the
patient, the doctor faxes a reply.

Even advocates don’t deny that the biggest
danger of setting up HIV-only units is the way
they set the stage for TB outbreaks, because HIV
makes it 10 to 30 times more likely that someone
latently infected with TB will develop active dis-
ease. “Trying to educate people to the risks is a
never-ending task,” she says. “You’re constantly
working to maintain expertise and keep the level
of suspicion high. Even then, sometimes we
screw up.”

Outbreak results in tighter intake protocol

If the decision is made to set up an HIV-only
unit, DeGroot and others say certain rules must
be followed scrupulously. Most important is that
the public health department and the prison unit
maintain a close working relationship. 

“You need to work hand in glove with correc-
tions, and you have to have very, very close 
cooperation, and that relationship needs to start
well before you set up the unit,” explains Carol
Pozsik, RN, MPH, head of TB control in South
Carolina. 

Pozsik knows firsthand what happens when
that isn’t the case. Despite a long history of strong
communication and good relations between TB
controllers and prison health care staff, in 1998 
a newly appointed state head of corrections
decided to create HIV-only units. An outbreak
that occurred might have been prevented with
only minor changes in protocol, like the regular
symptom screenings that now take place, says
Pozsik

DeGroot adds that even when inmates who
need prophylaxis are reluctant, every effort
should be made to talk them into it. 

It should go without saying that care for HIV-
infected inmates should be expert and delivered
on site, not by fax or by phone.

Post-outbreak policies at Broad River Men’s
Correctional Institute in Columbia, SC, call for
much tighter intake protocols as well, adds
Pozsik. Now as before, inmates are tested for HIV
as soon as they arrive, and infected inmates are
placed in isolation for long and thorough work-
up, she says. Staff and inmates alike are regularly
skin-tested. Plus, the level of suspicion for TB is
kept high. 
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DeGroot agrees that making sure medical
expertise is available on site is a good first step.
But unless prisoners trust the health care provid-
ers, competency alone may not be enough to pre-
vent trouble, she adds. Lack of trust means
prisoners will be reluctant to report symptoms,
something they may already be reluctant to do
because it generally results in their being placed
in respiratory isolation. 

“Prisoners don’t have many possessions,”
DeGroot points out. “When someone’s put into
isolation, whatever stuff they do have — their
mini-TV, the pictures of their wife and kids — all
of that gets put into storage. When they get out,
they get their stuff, but usually some of it’s miss-
ing. So [getting someone placed into] isolation is
always a big struggle.”

Lack of program access boosting recidivism

In South Carolina and 17 other states, HIV test-
ing for prisoners is mandatory. In states where
it’s voluntary, prisons that practice “wholesale”
segregation (by preventing inmates from taking
part in regular programs) risk discouraging pris-
oners from getting tested for HIV, notes the
ACLU’s Walker. “If they’re serving a short term
and the test is voluntary, they’ll often decide to
wait until they get out rather than risk being put
into the HIV-only unit,” she says. 

Denying prisoners access to programs also
increases recidivism, Walker says. “They go in
illiterate and with drug-abuse problems, and they
come out the same way. That means they’re much
more likely to wind up back in the same place,”
she says.

HIV specialists who advocate for good health
care and strive for a trusting relationship with
inmates often find they’re at odds with correc-
tional staff, adds DeGroot. “The guards have a
word for it: They call you a “con coddler.” I try 
to explain that if the prisoner doesn’t come to us
with that cough, that means he just stays in his
cell [and spreads disease].” 

DeGroot also cites the widespread conviction
among guards and administrators that prisoners
who are infected with HIV have “gotten what
they deserve.” In one jail where there was no
discharge planning for HIV- and TB-infected
inmates, DeGroot says a local sheriff once told
her, “I don’t care what happens to them once
they hit the door, just so long as they don’t come
back here.” DeGroot says she tried to explain
that “people don’t stay in prison forever. They’re

members of a community to which they eventu-
ally return. So what you’re doing is returning to
the community people with partially-treated
HIV and partially-treated TB. If I lived in one of
these communities,” adds DeGroot, “I’d be very,
very upset.”  ■

Activist group partners 
to lobby for TB funding
Hunger NGO picks TB as its newest cause

The TB control community has a new ally in a
small but scrappy group of volunteers whose

passion is to lobby Congress on behalf of worthy
causes. This year, to the delight of public health
experts who have become acquainted with the
gung-ho band of activists, a nongovernmental
organization (NGO) called Results International
has jumped headlong into the politics of funding
for global TB control.

A 20-year-old group dedicated to fighting
world hunger, Results decided to short-list the
disease this year as “a major cause,” says Joanne
Carter, DVM, a former veterinarian who left her
career eight years ago to work full-time as the
group’s legislative director. 

Already, the new partnership between Results
and the TB community is bearing fruit. In Anch-
orage, AK, a local newspaper published an op-ed
piece detailing the struggle against the disease.
The piece caught the eye of a staffer in the office
of U.S. Sen. Ted Stevens (R-AK). 

Stevens, as it turned out, was already worried
about multidrug-resistant TB being imported on
the trans-Pacific flights between his state and
parts of the former Soviet Union. Plus, he knew
TB was endemic among indigenous peoples in
his state. What he didn’t know — until he read
about it in the op-ed piece — was that U.S. Rep.
Sherrod Brown (D-OH) was sponsoring legisla-
tion to boost funding for global TB control. 

Stevens promptly offered to sponsor a Senate
version of the Brown bill. To the pleased sur-
prise of some insiders, both House and Senate
versions of the bill are rapidly gaining steam. If
the measure passes, and most insiders now bet
that it will, TB stands to pick up at least $60 mil-
lion and perhaps as much as $100 million for
fighting the disease in poor countries. Even at
$60 million, the amount would equal triple or
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even quadruple the amount of money Congress
approved last year.

“We’ve seen an absolutely huge response in
Congress, with broad bipartisan support,” says
Carter. “The TB issue had been dying of neglect,
not opposition. Once people know more about
the problem, they want to do something.”

Chapters operating in 103 cities 

Volunteers come from all walks of life, says
Carter. Sometimes, members are recruited by one
of the handful of organizers paid to start up local
groups. More volunteers are found by word of
mouth, and local chapters consisting of six to 10
members each are up and running in 103 Ameri-
can cities. A few paid staff members like Carter
work in the organization’s headquarters in
Washington, DC. 

“We don’t have the name recognition of a
group like, say, the Sierra Club,” adds Carter,
“but we work very hard.”

Results was started 20 years ago by Sam Daley-
Harris, a California musician and music teacher
with an interest in doing something about
hunger. As he grew more familiar with hunger
issues, Daley-Harris was struck by the absence 
of any group lobbying full time for the cause.
Eventually, he quit his day job and went to work
full time building the organization. 

With its aim of ending world hunger, Results
has worked for years with UNICEF and other
child-centered NGOs, Carter says. Two years
ago, the group teamed up with the TB Project at
Princeton Project 55, another group of full-time
lobbyists founded by consumer activist and
Green Party presidential candidate Ralph Nader. 

On World TB Day two years ago, Nader and
Results members teamed up in a conference call
to newspaper editorial boards and the coopera-
tive effort paid off handsomely with lots of pub-
licity, recalls Dana Deaton, Princeton Project 55’s
TB project manager. 

Since then, the group has plunged ever deeper
into TB work, says Carter. “We’re always looking
to see what constraints people are facing and what
resources they need to end their own poverty. One
thing we keep bumping into is access to resources.
The other things are lack of access to education
and health care.” 

Those findings inspired the group to work
harder for microcredit lending programs, which
lend modest sums of investment capital to strug-
gling third-world entrepreneurs and try to find

ways to improve health care for developing
nations. 

Even the work with credit agencies seems to
lead back to TB, adds Carter. “A lot of micro-
credit institutions we were working with in Asia
kept telling us that the biggest reason people
don’t move out of poverty is health,” she notes.
“And they said one of the biggest health prob-
lems people are facing is TB.” 

To educate themselves more about the disease,
chapters have begun calling on TB controllers
throughout the United States. South Carolina’s
chief TB controller Carol Pozsik, RN, MPH, who
spent a day recently telling Results volunteers
about domestic TB control, says she hopes her
colleagues will cooperate. 

“As government employees, we’re not allowed
to lobby for TB funding,” Pozsik says. “But these
people [from Results] are great. They’re real go-
getters, so full of energy. Just tell people that
when these folks call, be sure you answer.”  ■

Anti-OSHA groups ask 
for last-minute changes
‘Sorry,’ feds say, as finishing touches added 

Two groups representing health care agencies
and hospitals contend the feds have some

more homework to do before they can properly
move on the proposed new federal TB rule, which
at press time was parked at the Occupational
Safety and Health Administration (OSHA). 

The 5,000-member American Hospital Associ-
ation (AHA) has petitioned OSHA and is urging
members to write Congress to reopen the docket
so more data can be submitted from four sources.

Those data include findings from an AHA
survey still under way, intended to look at how
much progress hospitals and other health care
purveyors have made in implementing 1994
guidelines from the Centers for Disease Control
and Prevention. The group also wants OSHA to
wait for findings from a new Institute of Medi-
cine (IOM) TB study due out by December and
commissioned by Congress to gauge the risk of
TB to health care workers. 

Also, the AHA argues that findings from the
recently released IOM report on TB elimination
deserve consideration, as do findings from an
American Thoracic Society-sponsored conference
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held this past December, which considered ways
declining TB rates in many parts of the country
have affected infection control measures. 

The second group, the Association for Pro-
fessionals in Infection Control, also wants OSHA
to wait and cites many of the same sources. Both
groups have enlisted the support of U.S. Rep.
Roger Wicker (R-MI). Wicker, who opposes the
new OSHA TB rule, helped persuade Congress 
to approve $450,000 for the new IOM study now
under way.

Pleas and protests notwithstanding, OSHA rule-
makers say they’re moving full steam ahead. “I’m
editing and filling in holes as hard as I can,” says
Mandy Edens, MPH, project officer for the TB
standard at OSHA. “[Assistant Secretary of Labor
William] Jeffers has publicly announced that he
wants to get this TB standard out. We’re still shoot-
ing for [publication] sometime this year.”

Still, Edens’ spring publication deadline melted
into early summer, and the summer deadline has
morphed into “sometime this year.” The delays
seem less the result of opponents’ strenuous
protests than the stately pace of government, and
Edens assures OSHA-bashers that not even the
prospect of the IOM’s finding against the need for
a new TB rule should pose insurmountable prob-
lems. “I don’t really see any new data out there
we haven’t already heard,” she says. “At some
point, we have to go forward. If we kept postpon-
ing like this for every standard, we’d never get
anything out.”  ■

Fewer cases, but sicker?
Data suggest it’s true 
More morbidity may accompany other shifts

As the proportion of TB patients who are for-
eign-born increases, patients may be getting

sicker, says Kim Fields, RN, head of TB control
for Washington state. “Even though our TB cases
are down, we’re seeing a shift toward more cases
among the foreign born,” she says. “And with
that shift, we’re also seeing a shift toward more
difficult cases.” 

The sense is widespread among clinicians that
TB in foreign-born patients is often accompanied
by more morbidity and is harder to diagnose and
treat, says Fields. But evidence to support that
theory was scant until Fields and Charles Nolan,

MD, the TB control officer for Seattle/King
County, analyzed a five-year span of data from
the state. 

Looking at case data from 1995 to 1999, the two
found increased morbidity concentrated among
foreign-born patients almost across the spectrum
— more infectiousness, more drug resistance, and
more instances of an especially tricky kind of
extrapulmonary TB, says Fields. 

In a jurisdiction such as King County, where
expertise and cultural sensitivity are abundant,
the public health system has the capacity to
absorb such changes, but in remote rural areas,
that may not be the case, she says. 

Few cases hit small jurisdictions hard

In 1999, for example, the state documented
four instances of multidrug-resistant TB. All four
cases occurred among foreign-born patients. One
of them was resistant to five drugs, and another
to seven. 

“Three of the cases were in counties that hadn’t
seen TB in 10 or 20 years,” says Fields. Treating
the patient with a five-drug resistance pattern
costs more than the county’s entire TB budget for
the year, she adds. “The impact of a case like this
is huge in a rural area like this.” 

That kind of scenario may be on the rise, too,
she reasons. “The more we have an influx of for-
eign-born people, the more people will begin
moving out from big urban areas.” 

Along with more drug resistance, Fields and
Nolan found infectiousness more concentrated
among foreign-born patients. In the 206 U.S.-born
cases Nolan and Fields looked at from the past
five years, 45% were smear-positive; among the
252 foreign-born cases from the same time
period, 55% were smear-positive. 

Foreign-born patients also are more likely to 
be female and are younger than U.S.-born cases,
Fields says. “We’re seeing more females with TB
among the foreign-born, not only because they
tend to have poorer access to health care, but
because women are more reluctant to identify
themselves [to health care providers] due to the
stigma associated with TB. They fear not being
able to get married, or that they’ll be a burden to
their families.” 

Finally, Fields and Nolan found more extrapul-
monary TB among foreign-born cases, especially
TB of the joint and spine. “The trend toward
more extrapulmonary was slight and may not
have been significant,” she says. But when the
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two looked for a certain kind of extrapulmonary
TB, they found that of 26 such cases, 63% had
occurred among foreign-born patients. Bone and
joint TB are notable for being hard to diagnose
and harder to treat, typically requiring a long
course of chemotherapy, long hospitalizations,
and sometimes even surgery.

One recent case in King County, though
extreme, illustrates the difficulties Fields says
she’s up against more often these days. “This 
was a young Somali woman who didn’t speak
English, who was pregnant, and who was men-
tally ill, with TB of the spine at the high cervical
level,” she says. “She didn’t believe in surgery,
and, on top of that, clinicians had to work around
the issue of her mental illness.” 

TB experts from other developed countries
echo the same complaints as their TB caseloads
shift toward more foreign-born, Field says. At a
conference held by the International Union
Against Tuberculosis and Lung Disease, Fields
says she listened to a Danish TB expert talk about
increased patient morbidity; at the same meeting,
experts from developing countries also reported
sicker patients. 

Sadly, “what they were describing was the need
for more outreach workers to simply go out and
count patients who were dying,” adds Fields.
What’s needed now, she adds, are better ways to
spot such trends as they occur, not after the fact.  ■

Canadians seek reforms 
in immigration system 
Too much delay in province notification 

As American TB experts ponder changing TB
screening procedures for overseas immi-

grants, their Canadian counterparts are calling
for repairs to their own system. The problem, crit-
ics charge, is that the federal immigration author-
ities are failing to provide timely notification to
the provinces and territories when new arrivals
in need of follow-up are headed their way. 

“We’ve told Immigration Canada to either fix
the system or scrap it,” says Dick Menzies, MD,
head of the Montreal Chest Clinic. “So far,
they’ve done neither.”

In Canada, as here, immigrants undergo a chest
X-ray as part of the overseas medical exam. The
difference is that when an active case is picked up,

the immigrant must undergo at least six months 
of therapy before entering Canada. New arrivals
to the United States, by contrast, must simply 
be treated to the point where they’re no longer
infectious. 

As in American immigration procedures,
Canadian immigrants whose chest X-rays show
evidence of old disease are admitted provision-
ally, with the understanding that they will show
up at a public health facility with 30 days of
arriving at their new home. Here, apparently, is
where the trouble starts. 

Getting the word on less than two-thirds 

When experts compared records from immi-
gration authorities with records kept at public
health offices in the provinces, it was discovered
that provinces had been notified of the newcom-
ers headed their way only about 60% of the time. 

“It’s conceivable that the provinces didn’t
record the notification,” says Wendy Wobeser,
MD, MSc, FRCPC, assistant professor of medicine
in the infectious diseases division of the Univer-
sity of Queens School of Medicine in Kingston,
Ontario, and chief of the team that did the analy-
sis. “But I suspect most of the problem is a failure
to relay the information from the federal level to
the provinces.”

In Canada, as here, immigration accounts for
an increasing proportion of TB cases. Though the
country’s overall number of TB cases is holding
steady despite a burgeoning population, the pro-
portion of cases occurring among the foreign-
born has grown from 35% in 1985 to 63% at
present, according to Neil Heywood, MD, direc-
tor of Immigration Health Policy for Citizenship
and Immigration Canada. Most newcomers come
from China, which sends Canada 18,000 immi-
grants; other countries, including Thailand and
the Philippines, aren’t far behind. 

Even when notification does take place, it’s too
slow, complains Menzies — on average, about
three months. That helps account for why so
many people, even when the provinces learn
about them, still fall through the cracks, he adds.

When he and his colleagues at the Montreal
Chest Clinic took a year to study what happened
to immigrants once they arrived in Quebec, they
found that only a small number of immigrants
actually got preventive treatment. Here’s what
happened along the way:

• Of the 60% of newcomers notified to the
province, about one-third could not be found,
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Menzies discovered. “That’s because their
address is wrong, or it’s missing, or they’ve
already moved,” he says. More often than not,
immigrants have moved on by the time local
authorities finally get word. 

• Language barriers further complicate the pic-
ture, Menzies says. Immigrants sign documents
stating they have a condition that may require

treatment and that they must show up at the local
health department, but because the explanation
and instructions are written in English and
French only, many immigrants can’t read them.

• Due to failures in the notification process,
provinces hear about only 40% of the original
group, says Menzies. Of those, only 80% actually
show up at the local clinic. Of those, about 70%
are judged to have inactive disease, while the rest
are “totally normal,” Menzies found. 

• Of the 70%, some are too old for preventive
therapy, and others already have undergone
treatment, Menzies says. 

The result? “About 20% of those who were
referred for treatment of inactive TB are finally
found and actually have something done to pre-
vent TB,” says Menzies.

The yield may be even lower in other parts of
the country because not all provinces and territo-
ries pursue immigrants with equal zeal, he adds.
“In Quebec and in all the Western provinces, we
try to track people down as aggressively as possi-
ble,” he notes. In decentralized provinces such as
Ontario, authority is delegated to local jurisdic-
tions, and in such cases, follow-up may not be as
energetic. 

A solution: New forms in different languages

Canadian immigration officials concede there’s
work to be done. “We must ensure that adequate
notification is provided,” explains Heywood.
“For one thing, when someone is at the port of
entry, why not send an e-mail instead of using
snail mail?” Notifications could be sent electroni-
cally in batches every two to three days, as he
envisions. 

To further speed up the process, immigra-
tion authorities are thinking about notifying 
all provinces and territories at once, instead 
of just an immigrant’s declared destination.
“That might present some problems with pri-
vacy,” he adds. As an alternate scenario,
Heywood proposes waiting to see whether 
an immigrant shows up where he says he will, 
and if he doesn’t, word could be sent out to
other provinces.

Heywood also wants to see a revision of the
paperwork incoming immigrants sign. “When
someone is confronted with a bilingual form,
he’ll sign it, but because he wants to go to Can-
ada, not because he necessarily understands it,”
he says. Also on Heywood’s wish list is addi-
tional training for officials in multicultural 
sensitivity, plus forms that state a newcomer’s
condition and obligations plainly and in a vari-
ety of languages. 

Still, he argues that part of the problem may be
immigrants not doing what they’re supposed to
do. “Technically, they could be removed. But that
doesn’t happen. Canada is a nice country.”

Some say skin-testing costs too much

As for adding a skin-testing component to the
overseas exam — something the United States is
considering because of a recent Institute of Med-
icine report — it’s not likely that Canada would
switch to such a policy, TB experts say.

To Menzies, widespread testing for latent
infection is not cost-effective. “When you do a
cross-sectional slice of a population, you find
that fibrotic scarring occurs much more fre-
quently than latent infection,” he says. Of the
instances of infection that are found, he adds,
“many are false-positive or evidence of old
infection that’s unlikely to reactivate.” 

To Heywood, the notion of skin-testing immi-
grants overseas is purely impractical. “I was at a
meeting not long ago where a fellow stood up
and presented [one of my colleagues] with a
passport, very professional-looking and complete
with photo, signature, and all the necessary
demographics,” he says. The fake document had
been purchased for $3 at a bazaar. “You can get
whatever you want for the right price.” 

In addition, Heywood adds, even under the
best of circumstances, the tuberculin skin test is
notoriously tricky to implant and read. “Even if
a TST were bona fide,” he asks, “would it be
valid?”  ■
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“When someone is confronted with a
bilingual form, he’ll sign it, but because
he wants to go to Canada, not because

he necessarily understands it.”



New rules for new age 
in low-prevalence guide 
ACET committee ponders funding, expertise 

At a time when more and more parts of the
country are watching their TB caseloads

sink, experts are wondering whether it’s time 
for rules to be rewritten to take the changes into
account. 

One group of experts, the Centers for Disease
Control and Prevention’s Advisory Council on
Elimination of Tuberculosis (ACET), has started
working on just such a project. “Historically,
we’ve always focused on high-risk settings,” 
says Charles Nolan, MD, head of TB control for
Seattle/King County and chairman of ACET. “It’s
invigorating to think about the next step toward
elimination, which is how to reduce the burden
of disease in low-incidence areas.” 

The challenges for low-prevalence settings dif-
fer, sometimes dramatically, from problems faced
by public health in a high-prevalence environ-
ment, Nolan adds. The biggest issues are how to
retain infrastructure and funding on the one
hand, while on the other keeping interest and
expertise from flagging. 

Local TB control likely to succeed

Even trickier, perhaps, is how departments
with shrinking budgets can build in enough elas-
ticity to be able to respond to emergencies, devel-
oping the so-called “surge capacity” needed for
times when an outbreak occurs. 

Finally, there‘s the challenge of how to go
about wiping out the last stubborn handful of
cases, Nolan says. “Looking at states where there
are very low numbers of cases year after year —
the Dakotas, Wyoming, Maine — you get the
sense that there may be a floor below which it’s
going to be very difficult to go, at least with the
tools we currently have,” he says. “Can we
change that dynamic, given the tools we have
and the dynamic of TB itself?”

One member of an ACET committee that’s
working to draft new guidelines for low-preva-
lence areas says the key is not to let go of the
basics. “I’m arguing that no matter how few 
cases you get down to, you still need that basic
public health infrastructure,” explains Kathleen
Gensheimer, MD, state epidemiologist for the

Maine health department. She disputes the
notion that, ultimately, public health functions
might be replaced by a centralized or regional-
ized “SWAT team” ready to swoop down and
handle outbreaks.

“The problem with that idea is that every state
has its own unique epidemiology and its own
issues,” she points out. “Outsiders couldn’t have
as clear an understanding as state people do.”
New Englanders, with their “less government is
better” sentiments, also are more apt to cooperate
with public health authorities from their own
state than with experts from “the outside,” she
says.

Low prevalence could breed ignorance 

The real issue is not whether a local public
health infrastructure can ever be replaced com-
pletely, but how much it can be reduced and still
continue to function effectively, Gensheimer
adds. “We don’t have an ‘outbreak’ team here,”
she says. “Everyone’s off doing their own thing;
in fact, everyone’s pretty much overwhelmed by
their job responsibilities.” 

When a crisis occurs, and people get pulled
from one division of public health to help out in
another, “that means that for those weeks, no
one’s answering the phone.” In an ideal world,
she adds, a way would be found to build in more
surge capacity, while drawing on those “out-
siders” for expertise.

That leaves the issue of how to maintain exper-
tise on the home front. “The medical community
sees fewer and fewer cases of TB,” she notes.
“Many have never diagnosed a single case. But
somehow, you’ve got to keep people thinking
about it. You’ve got to find a way to keep the risk
flag flying.” 

As TB cases go down, lack of familiarity may
breed not just ignorance but also contempt, at
least among the public, adds Gensheimer. “I
think as TB becomes less common, we’ll see more
stigmatization associated with the disease,” she
explains. 

“Sometimes in a contact investigation, I’ll
encounter that — the feeling that these ‘foreign-
ers’ bringing in TB have caused someone to have
to take a medicine they don’t want to take, and
that it’s all their fault,” she says.

In a low-prevalence future, Gensheimer says, 
it will be more important than ever to guard
against provoking a backlash against the foreign-
born.  ■
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False positives found
when skin-testing workers
Researchers cite problems with TST reagent

Blumberg HM, White N, Parrott P, et al. False-
positive tuberculin skin test results among
health care workers. Research letters. JAMA
2000; 283:279.

The authors report false-positive tuberculin
skin test (TST) results associated with one of

two commercially available reagents, concluding
that when a TST is used among a low-risk popula-
tion — such as health care workers in an institu-
tion that has a well-functioning tuberculosis
infection control program — the majority of posi-
tive results actually may be false.

Two different commercial tuberculin reagents
are available in the United States: Aplisol (Park-
dale Pharmaceuticals, Rochester, MI) and Tuber-
sol (Pasteur Mérieux Connaught USA, Swift-
water, PA). The authors cite a previous study
that concluded either product will correctly clas-
sify comparable numbers of people not infected
with TB and “the choice of product used for
[tuberculin] skin testing has little effect on test
performance.” 

Atlanta skin test contradicts study

The authors of the current paper note, how-
ever, that “experience at our institution with
false-positive tuberculin skin test (TST) results
among a group of health care workers, which
was associated with the use of Aplisol, contra-
dicts these conclusions.”

They investigated a marked increase in TST
conversions among health care workers at the
Grady Health System in Atlanta that began in
mid-September 1999. Tuberculin skin tests are
mandatory for all health care workers every six
months unless there is documentation of a previ-
ously positive result. Tests are placed and read by
the hospital’s employee health service using the
Mantoux method; self-reading is not permitted.
Two-step testing is required for newly hired

employees. A positive TST is defined as indura-
tion of 10 mm or greater.

They found that in the three six-month periods
before September 1999, baseline conversion rates
were as follows: four (0.09%) of 4,670 health care
workers tested between January and June 1998;
eight (0.2%) of 4,363 tested from July through
December 1998; and five (0.1%) of 4,358 tested
from January through June 1999. Between Sept.
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15 and Oct. 15, 1999, 11 (1.2%) health care work-
ers had a new TST conversion (median, 12 mm
induration; range, 10-20 mm) among 914 individ-
uals tested, a marked increase compared with the
previous 1.5 years.

“All 11 health care workers were subsequently
found to have chest radiographs that showed 
no evidence of tuberculosis,” the authors noted.
“Our investigation found that the pharmacy 
had switched from Tubersol, which had been 
used exclusively for the prior six years, to Aplisol
because of lower price. . . . All 11 health care work-
ers who tested positive with Aplisol were retested
with Tubersol PPD and had a negative TST.”  ▼

Researchers develop 
more sensitive TB test

Franchi A, Amicosante M, Rovatti E, et al.
Evaluation of a Western blot test as a poten-
tial screening tool for occupational exposure 
to Mycobacterium tuberculosis in health care
workers. J Occup Environ Med 2000; 42:64-68.

Is there a better way to test health care workers
for occupational exposure to tuberculosis?

Researchers at the University of Modena in Italy
say there is: using a Western blot test to detect an
antibody as a marker of exposure to TB.

Currently, skin tests measure the reaction to
tuberculin purified protein derivative (PPD) to
screen health care workers for risk of TB infec-
tion. The researchers developed an M. bovis sero-
logical Western blot test as an earlier marker of
TB contact.

The antibody test could not be used with BCG-
vaccinated workers due to their high reactivity.
But among nonvaccinated health care workers,
the Western blot test did, in fact, detect exposure
earlier than the PPD skin test and with greater
sensitivity. For example, the Western blot test
identified 95% of workers in the tuberculosis and
respiratory diseases division as being sensitized 
to Mycobacterium tuberculosis, compared with 73%
identified by PPD. In the infectious disease divi-
sion, Western blot identified 59% of workers as
sensitized, compared with 41% identified by PPD.

On the downside, the authors noted that the
Western blot methodology “would give more
limited information about the level or intensity
of MTB-exposure than the PPD skin test.

“Overall, this study suggests that the WB test
antibody market, as a sensitive indicator of MTB
contact among exposed HCWs, might provide, in
association with the PPD skin testing, new tools
to assess the TB risk in health care facilities with
higher accuracy, thus allowing a more timely and
appropriate implementation of the environmental
and health surveillance measures for the primary
prevention and control of TB infection in the
workplace,” the authors stated.  ■
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