
TB forecast: Scattered trouble ahead
with resistance, reactivation, money
Sequencing of TB genome inspires more sophisticated research

The good news from last year’s TB case totals — an 8% decrease
from 1997 and a 31% drop from 1992, the high-water mark of the
resurgence — inspired TB Monitor to ask experts from around the

country to dust off their crystal balls and talk about trends in TB cases in
the United States within the next five or six years. (See story, p. 99, for
all the numbers from the Centers for Disease Control and Prevention’s
latest TB report.) 

They generously obliged and spoke of worries about drug resistance,
problems with immigrant screening, and the perennial threat of funding
cutbacks. Research inspired by the sequencing of the TB genome makes
them hopeful; the steady decline in cases gives them cause for cautious
optimism. Points many of them (though not all) touched on included
the following: 

• Yes, Virginia, the days of steeply declining rates are past, and now
it’s time for the gritty work of screening and treating high-risk popula-
tions at risk for reactivation to begin. 

• Watch for lawmakers to feel strong temptations to shrink TB
funding and privatize public health. In areas of low incidence and 
low numbers, the addition of a little private-sector expertise might 
not be unwelcome — given all the young docs who’ll be tending the
foreign-born. 

• That black cloud on the horizon is global drug resistance. Here at
home, expect increased rates of resistance among the foreign-born,
because what’s happening elsewhere can’t fail to touch the United
States as well. 

• Get ready to spend more time and money on immigration screen-
ing programs and policies. The same goes for high-burden countries
that send lots of immigrants here. 

• The forecast from the bench-science front is sunny, with lots of new
developments in the pipeline. But will anything really big pan out in the
next five or six years? A tough call. 

Experts who spoke with TB Monitor were the following:
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• Charles A. Daley, MD, assistant professor in
the department of pulmonary and critical care
medicine at the University of California — San
Francisco General Hospital; 

• Barry Kreiswirth, PhD, director of the TB
Center at the Public Health Research Institute in
New York City, which specializes in using molec-
ular genotyping and other high-tech methods to
isolate, identify, and track strains of resistance; 

• Jeff Starke, MD, the nation’s foremost expert
in pediatric TB and chief of pediatrics at Ben Taub
General Hospital in Houston; 

• John Sbarbaro, MD, professor of medicine 
at the University of Colorado Health Sciences
Center in Denver; 

• Clifton Barry III, PhD, chief of the mycobac-
terial research unit at the National Institute for
Allergy and Infectious Diseases; 

• Sally Blower, PhD, associate professor in
department of medicine at the University of
California — San Francisco and a specialist in
mathematical models; 

• Carole Mitnick, director of Partners in
Health in Cambridge, MA, and a contributing
author of an upcoming report on global trends 
in TB drug resistance commissioned by financier
and philanthropist George Soros. 

Here’s what the experts had to say: 
Kreiswirth: “This is not the time to celebrate!

Since the numbers are down, we’ll cycle right
back to where we just came from. We’re like a fat
guy trying to lose weight who’s gotten back
down to where he was. What kills me is that this
is a reactive disease; it hasn’t gone away! Here in
New York, immigration numbers are sky-high.

“The number of drug-resistant strains outside
the U.S. is growing, and a lot of those strains are
going to end up on our shores. Then there’s HIV
— as soon as that rolls in, it’ll increase the num-
bers, which are already huge, in India, China,
Russia, and of course South Africa. That means
you lose all these people of working age, and you
devastate the economies of all these countries.

“Of course, more TB abroad means more
drug resistance because people will start

putting Band-Aids on the problem and throw-
ing good money after bad, just like they always
do. This is such a hard disease to work on; even
if you have lots of money and good intentions,
it’s really hard to get things done.” 

Daley: “San Francisco reflects the rest of urban
America. We’ve had a rapid drop-off in cases
since 1993, and now our numbers are falling
more slowly. In California, 70% of our cases are
now foreign-born. So the shut-off of transmission
in high-risk populations has left us with a lot of
TB remaining among foreign-born and among
older individuals. New guidelines will get rid of
the age 35 cut-off, but I don’t know how the TB
community will react to that.

“What happens outside our borders will be
more important than ever. We ought to spend
more money on international work; unfortunately,
there’s not a lot available. What money there is
should be tied to specific countries. Russia is fairly
insignificant to the U.S., but we have a big prob-
lem with Latin America and Asia. And the money
shouldn’t go without any strings attached; it
should be tied to educational and TB control pro-
jects that will improve things here in the U.S.” 

Mitnick: “In major cities, if resources are main-
tained or improved, we’ll see more cases detected
upon arrival. You’ll probably see more drug resis-
tance detected among arrivals, too.

“Here in Massachusetts, the problem isn’t with
the screening process; it’s that so few of the for-
eign-born go through screening. They come
mostly as students or visitors, not refugees and
immigrants. So what happens depends on who
this country lets in and what circumstances led to
their arrival.

“With growing immigration from the former
Soviet Union, you’re likely to see more primary
resistant disease; but since they may not be com-
ing from refugee camps, they may not break
down as soon after they arrive as, say, we saw in
immigrants from Southeast Asia.”

Blower: “Overall, the picture looks good, but
there’s incredible heterogeneity. Five years hence, it
will probably look better here, and worse globally.
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So a lot of what happens will depend on migration
and immigration patterns.” 

Barry: “The TB genome is forcing us to think
about the biology of the TB organism in a whole
new way. It’s making us ask better questions that
are much more sophisticated. We’re on the brink
of being able to monitor simultaneously every
gene in the cell at one time; a lot will spin off
from that.

“I’d watch two agents in pre-clinical develop-
ment: KRM-1648, a derivative of rifamycin, may
let us do once-a-week therapy; and PA-824.
They’re both languishing at Pathogenesis, but the
public sector is trying to pick them up. We’ll see
more immunomodulatory vaccine strategies as
well; the researcher to watch there is Gilla Kaplan,
[PhD, associate professor at the Laboratory of
Cellular Physiology and Immunology at Rocke-
feller University in New York City], who’s modu-
lating tumor necrosis factor with thalidomide
treatment.”

Starke: “We all know kids are the yellow
canaries of TB; the fact that pediatric cases are
down reflects the fact that current transmission is
way down, and that means health departments,
especially those in big cities, are once again get-
ting the money they need to do their jobs. The

decline in pediatric rates occurred at the same
time that the CDC discouraged mass testing of
kids; that reinforces the wisdom of the decision.

“Will we sustain this level of decrease? I doubt
it. What gains we’ve made have been resource-
bound; taking away some of those resources
could make the gains go away. In the foreign-
born, not just the proportion but the actual num-
bers are up; clearly, our current immigration
policies aren’t doing enough. That’s the next big
thing the federal government needs to work on.” 

Sbarbaro: “If we focus on those who immigrate
and encourage them to take get appropriate pre-
ventive care, that’ll speed up the decrease. The
trouble is you’ve got a group of new young docs
and foreign-trained docs who provide most of the
care to foreign-born groups, and they have so
much other stuff to deal with. So they need to be
linked to the health department. If we do that,
great!

“But let’s not declare victory prematurely. 
We still have pockets of resistance at home, and
we know resistance abroad is going to soar. If
we have people in this country who know how
to treat resistance, great; if not, we’ll have a
new-wave epidemic, and it’ll be scarier than
anything we’ve seen.”  ■
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CDC releases 1998 totals;
again, numbers look good
Down 8% last year, 31% since 1992

The final report from the Centers for Disease
Control and Prevention on last year’s TB cases

is out. To the surprise of no one, there was cause
for, if not outright celebration, at least a round of
polite applause. Nationwide, the tally for last year
stood at 18,361 cases reported nationwide, down
8% over the previous year and 31% from 1992, the
high-water mark of the resurgence. 

The CDC report devoted lots of space to an
overview of trends witnessed over the past six
years. A comparison reminds readers that the TB
resurgence scarcely touched many states to begin
with; thus, of 18 states reporting fewer than 100
cases last year, 17 of them reported fewer than 100
cases six years ago. 

On the other side of the coin, the handful of
states most affected by the resurgence can likewise
take credit for most of the last six years’ decline.

California, Florida, Illinois, New York, and Texas still
registered the highest case loads last year, account-
ing for 54% of all reported cases; at the same time,
those six years provided 68% of the decrease
between 1993 and last year. 

Four big cities in those states deserve especially
big pats on the back. New York has witnessed a
six-year drop in cases amounting to 59%; in Los
Angeles, the same comparison shows a drop of
51%; and in Chicago and Houston, the six-year
decline stands at 41%.

Two demographic groups — kids under 15, and
adults from 25 to 44 — saw the biggest share of the
six-year decrease. The last six years saw a modest
increase of 4% in case numbers among the foreign-
born. As transmission slowed among “home-grown”
cases, the foreign-born began claiming an increas-
ingly large share of the case total, from 27% in 1992
to 42% in 1998. 

On the drug-resistance front, with 91% of cases
reporting drug-susceptibility data, 8.1% of all cases
last year had isolates resistant to at least isoniazid,
and 1.1% showed resistance to both isoniazid and
rifampin. ■



New Jersey lands big fish
as Ellner announces move
Researcher to head new pathogens center

Superstar TB researcher Jerrold J. Ellner, MD, 
is leaving Case Western Reserve University in

Cleveland for the New Jersey Medical School in
Newark. 

The snagging of Ellner rounds out what’s
shaping up to be an impressive gathering of TB
researchers all under the same roof, since the
New York City-based Public Health Research
Institute, a high-tech sleuthing facility that types
resistant strains of pathogens, is set to join the
Newark crew within two years. 

“The concentration of people doing TB work
here will be monumental,” says Lee Reichman,
MD, MPH, director of the National TB Center at
the school. “Clearly, the school and its parent uni-
versity have decided that TB is a phenomenally
important issue — and that they’re going to make
it one of their seminal programs. I don’t know of
any other university in the world that’s made
such a commitment.” 

TB experts at both ends gave the match between
New Jersey and the Case Western heavy-hitter
their blessings, stressing that Ellner’s departure
from Cleveland means good news for Newark but
doesn’t portend that he will sever ties with col-
leagues in Ohio.

Ellner and the crew of TB experts in New Jersey
plus whatever portion of his Cleveland colleagues
follow him will “complement each other,” says
Reichman. Ellner “does basic research, and we do
clinical care and clinical and epidemiological
research, so it’ll be a great fit.”

At Case Western, where Ellner has long directed
the multimillion-dollar contract awarded to the
National Institutes of Health’s TB Research Unit
(TBRU), his job will be filled, at least for the int-
erim, by his longtime colleague Henry Boom, MD. 

Ellner accepted his new post in August; he
leaves this month for Newark. There he will
wear two hats: first and foremost, he will direct
the school’s newly created Center for Emerging
Pathogens; second, he will chair the newly cre-
ated department of basic and translational
research at the National Tuberculosis Center. 

Though the position at the new Center for
Emerging Pathogens is what persuaded him to
move, he’ll still devote plenty of time and energy

to his longtime passion, he says. “What this
arrangement will do, I think, is give us incredible
depth and breadth in TB research. For me person-
ally, it will also be a chance to extend my work to
other diseases.” 

Exactly which pathogens (in addition to TB, of
course) will form the focus of research at the new
center has yet to be decided, he says. “There’s a
long list under consideration. We’ll have to choose
based on our institutional strengths. I have inter-
national collaborations, so if we can attract good
basic scientists doing work on other pathogens, we
could probably facilitate their research in develop-
ing countries.” 

At the National TB Center, Ellner will continue
working, as he’s done over the past several years,
to “translate” basic research to applications in
humans and to attract industry interest that is
needed.

Rolling up his sleeves in a Jersey clinic?

His presence at a TB model center known for
its clinical research suggests he’ll also be rolling
up his sleeves to do more clinically based work.
“We’ve talked about lots of ways our two groups
can collaborate,” Reichman says. “His group will
want to get licensed so they can treat patients at
our model center. If we have trials, his group will
be able to advise us; his statistician will help us
design our stuff; when we give courses, his peo-
ple will help teach.” 

Still being worked out is the exact relationship
between TB model center and the Center for
Emerging Pathogens — or, as the other name
under consideration goes, Center for Emerging
and Reemerging Pathogens. “The flowchart isn’t
set in concrete yet,” says Reichman. “All I know
for sure is that we revere and respect Ellner, and
I’m pretty sure he thinks a lot of us, too.” 

Back at Case Western, Boom (pronounced
“Bome”) reaffirms that Ellner’s parting is strictly
amicable and that he expects to continue working
with his longtime colleague on TBRU projects in
Uganda and elsewhere. “Dr. Ellner’s physical
departure from Case does not eliminate his
involvement,” says Boom. “He’ll continue to be
critical to the work of the TBRU, especially the
overseas trials. This isn’t a sayonara for a man
who’ll just quietly wrap things up and then go 
off to pursue other interests. There will very
much continue to be an active collaboration and
interaction and, hopefully, a greater enrichment
of what’s already a great TB research firm.”  ■
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Bill Gates’ $25 million gift
to aid vaccine research
Foundation will support innovative approaches

Sequella Global TB Foundation will take a $25
million gift bestowed by Microsoft mogul Bill

Gates and use it to start preparing for clinical tri-
als of TB vaccine candidates. In addition, the
foundation will subsidize innovative projects in
vaccine development that otherwise might be
passed over, says Larry Geiter, PhD, who is the
sole employee of founder and director Carol A.
Nacy, PhD. 

The plucky, two-person shop in Bethesda, MD,
along with an equally tiny sibling, a for-profit
company called Sequella Inc., specializes in what’s
known as “translational research.” Simply put,
that’s the knack for picking potential hits from an
array of existing bench-science technology and
discoveries and then figuring out what clinical
studies or other refinements are needed to make
the discovery appealing to industry.

Nacy says she’s still getting used to the trans-
forming effect of a gift that rivals the giant
National Institutes of Health’s (NIH) entire bud-
get for TB research. “It’s like, wow, we do exist!
We’re a real program!” she says. “We’re still a lit-
tle bit in shock. I’m not certain if Larry’s gotten
up off the floor.” 

Once he does, the first order of business will be
to assemble a panel of core scientists who will
direct basic research. A second panel of TB experts
will begin developing criteria for site selection and
characterization for the clinical trials. 

In Capetown, South Africa, a Sequella-sup-
ported trial of BCG, which compares the efficacy
of two methods for administering the TB vac-
cine, is almost ready to begin. “We’ve already
established close ties with our colleagues in
Capetown,” says Geiter. 

Along with providing some information that
should prove helpful to South Africa, the Cape-
town work will serve as a warm-up exercise for
the foundation as well. 

Finally, the “innovative grants program” will
target TB vaccine research that’s promising yet so
innovative it might not get a fair shake in more
traditional quarters.

Supporting TB vaccine research was the next
logical step in the path set out by the Bill and
Melinda Gates Foundation, says Nacy. “They’d

done malaria; they’d done children’s vaccines;
and they’d done HIV,” she notes. “TB was the
next logical disease for them to wrap their arms
around.”

For Gates, vaccine development holds the
same fascination it does for the more esoteric
world of TB researchers, says Jack Farris, a
foundation spokesman. 

“Vaccines are the single most powerful way 
to make significant gains in health on a global
basis,” he says. “The idea of being able to lever-
age our current knowledge to fight this terrible
scourge is extremely appealing.” 

For Nacy, the fascination with TB vaccines
arrived in a more roundabout way. After a 
stint as an immunologist at Walter Reed 
Army Medical Center in Washington, DC, 
she decided to test the waters of capitalism 
and helped found a biotech company. Called
EntreMed, that company made headlines 
with researcher Judah Folkman’s purported
anti-cancer discoveries, endostatin and angio-
statin, neither of which seems to have lived 
up to the media hype. 

‘These stats were awful!’

Nacy left EntreMed and was tapped to serve
on a panel of experts asked to review the past
five years’ worth of work at the NIH’s extramural
TB program. The experience proved an epiphany,
she says. “Here I was, someone who’d been an
academician and an immunologist all my life,
and I simply could not believe the TB statistics I
was hearing. I kept wondering where I’d been all
my life. These stats were awful!” 

Just as strange, it seemed to her, there was
plenty of good research being done on the prob-
lem; the trouble, as a long line of experts attested,
was a total lack of interest from industry. 

“That just didn’t make any sense,” Nacy says.
She left the NIH review determined, as she 
puts it, “to find a way to help the TB research
community.” 

The upshot was Sequella Inc., which Nacy
started in 1997 along with Leo Einch, PhD, who
now serves as president. A bit later, Nacy started
Sequella Foundation; the intent was to use the
foundation’s resources to give an extra push to
new technology or research that, though promis-
ing, wasn’t as close to being ready for prime time
as some other work might be. 

Thanks to her track record at EntreMed, Nacy
brought more than just good intentions to her
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self-appointed task. “She’s someone who — how
does the saying go? — can walk the walk and talk
the talk, on both the industry and the science 
side of the street,” says Geiter. “That’s a pretty
unusual combination of qualities. Working with
Carol, I’ve really learned a lot. She knows how to
talk about marketability, and she knows what
buttons to push.”

That means looking at something from the
standpoint of industry and then being able to
see how to fill in the gaps. “We work with the
investigator to see what needs to be done to pro-
vide so-called ‘proof of principle’ — the de facto
evidence that you have something that will actu-
ally work in people,” Nacy says. “Scientists get
wrapped up in finding the answer to whatever
mystery they’re trying to solve,” she adds.
“These aren’t usually the kinds of things they
typically think about.” 

Sequella offers other services as well. There’s
a Bio-Safety-Level-3 laboratory, and Nacy and
Einch are savvy about technology transfer 
issues and intellectual property rights. Nacy 
has a keen eye for what makes a proposal look
good to an industry type, as opposed to a 
grant reader. 

The foundation director’s enthusiasm is 
contagious. She refuses to buy into the gloomy
conventional wisdom that TB is a disease afflict-
ing mainly countries that are much too poor to
pay for a cure. 

“The World Health Organization, among oth-
ers, has done a very good job of positioning TB as
a charity case,” she says. “The truth is that $4 bil-
lion is spent each year on TB therapeutics and
diagnostics — and two-thirds of that is spent in
developed countries.” 

That’s a no-brainer, by Nacy’s reckoning.
Given a good product that costs about $10 a pop,
why wouldn’t the entire United States, Western
Europe, and Japan — where treating an uncom-
plicated case of TB runs to $20,000 — snatch up 
a new vaccine? As for developing countries, con-
ventional marketing and distribution strategies
don’t apply; instead, she explains, the World
Bank makes a big loan, and a developing country
buys what it likes from the authorized procure-
ment list. 

This reminds her of another point: Recently,
the Institute of Medicine (IOM) published a list 
of the top 30 diseases for which finding a good
vaccine would substantially shrink U.S. health
care costs. Guess what supposedly third-world-
only pathogen landed in the No. 15 spot? 

Thinking and working creatively is easier if
you’re small, Geiter and Nacy agree. “I think it
helps that we’re not the government, and so
we’re not bound by a lot of restraints,” Geiter
says. Adds Nacy with a laugh: “I always tell
Larry, ‘Let us think good thoughts.’”

Geiter, with his background in public health,
brings a different set of strengths to the table,
adds Nacy. The onetime chief of the TB research
branch of the Division for Tuberculosis Elim-
ination at the Centers for Disease Control and
Prevention, Geiter has worked as freelance con-
sultant to the WHO and the International Union
Against Tuberculosis and Lung Disease, among
others. 

After Nacy hired him, with no money in the
foundation’s bank account, she “loaned” her new
employee to the IOM, where he’s spent the last
year leading that august body’s look at TB pro-
grams in the United States. 

The IOM stint has honed Geiter’s already keen
sense of what TB programs need, Nacy says.
“Larry’s got a genuinely human touch,” she adds.
“He’s also brought a wealth of experience in pub-
lic health that’s made a huge difference.”  ■

Private/public blend 
is the key in Tacoma
Experts work closely with TB infrastructure 

When Pierce County, WA, decided it was
time to overhaul its public health infras-

tructure, no one guessed it would work so well.
The Tacoma/Pierce County transformation,
which blends private- and public-sector exper-
tise, has cut costs by 30% overall and trimmed
staff expenses by 50%, says Dian Sharma, PhD,
senior epidemiologist the Pierce County health
department. 

At the same time, the remake has boosted
patient care. “Under the old organization, we
were having some slippage in terms of adher-
ence to TB guidelines,” says Sharma. That’s 
completely changed, and TB control staff 
members avow that patient care is better than
ever. 

“When I talk about this at meetings, people
say, ‘You must be not telling us something. You’re
leave something out!’” says Sharma. “I tell them,
‘Come look at what we’re doing.’”
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There’s no reason the model won’t work any-
where else, Sharma says, and that includes typi-
cal high-incidence urban areas as well as smaller
communities such as Pierce County, where the
population is 700,000 and TB cases total no more
than about 35 to 40 per year. 

“It’s an interesting mix of private and public,”
says John Sbarbaro, MD, professor of medicine at
the University of Colorado Health Sciences Center
in Denver. “They’ve taken experts from the private
sector, had them work hand-in-glove with the
public sector and with the community clinics. If
we’re about to go back to privatization again, this
is a neat way to do it.” (Sbarbaro saw the Pierce
County program firsthand when an Institute of
Medicine panel toured the county recently.) 

Three elements working in concert 

According to Sbarbaro, the Tacoma model fea-
tures three important elements: the infectious
disease (ID) group from which the county buys
services; the TB clinic staff that monitors patient
compliance; and the TB-related educational ser-
vices the ID docs provide to other private practi-
tioners, many of them less experienced, who
provide primary care for the rest of the county
residents. 

The transformation of TB control in Pierce
County got its start after a new health officer
was appointed in an attempt to make the top-
heavy public health system run more efficiently.
A panel of experts studied the situation and
came back with a recommendation: Close 
the categorical clinics and get patients into 
private care or community clinics that provide
primary care. 

Early in 1996, the new health officer took a
deep breath and announced his intentions to do
just that. The county would shut down all its
specialized clinics, TB clinics included. For skin
tests and preventive therapy, privately owned
community clinics and other private-sector
physicians would pick up the slack. To make
sure all patients could afford treatment, some of
the money saved from the clinic shutdown was
made available so services at the private clinics
could be provided on a sliding scale.

For treatment of active cases, the semi-retired
physician who’d provided care for years would
be replaced. Care would be contracted out to a
group of physicians who specialized in infectious
disease. One of the physicians in the group had
trained in the TB clinic in Baltimore; both of the

physicians who’d provide most of the TB care
were young, full of energy, and thoroughly up-
to-date on TB protocol. 

News of the coming shutdowns struck many
as a recipe for disaster, says Eileen Finegan, the
liaison for the health department’s division of
communicable disease surveillance. “There were
a lot of doubts expressed,” says Finegan. “People
worried patients would get lost and fall through
the cracks.” 

One reason that didn’t happen was that the
county continued providing directly observed
therapy (DOT) and continued using the case-
management system. The TB case manager —
Peggy Cooley, MSN — says she insisted from
the start on having weekly case conferences 
with the ID physicians. “We just started out 
that way,” she says. “It means we’re all on the
same page.”

Finegan agrees communication between the 
TB side and the ID group could hardly be better.
“We’ve got our data well-organized and well-
documented. Anyone of the staff working with 
a patient can see exactly when and where that
patient got his last dose of DOT,” she says. 

A few problems did crop up. For example, TB
nurses checking records for completion of isoni-
azid preventive therapy soon discovered that
among private doctors, confusion abounded
when it came to proper protocols. 

“So we amended the contract with the ID
group to include an education component,” says
Finegan. Now, the ID physicians spend one day
a month educating community physicians and
staff. “Maybe they’ll take an especially compli-
cated case and do a case conference,” she says.
“Maybe they’ll just introduce themselves and
chat; that way, if a question comes up, the per-
son is more likely to call and ask for advice.”

Tough-love approach applauded

What Cooley especially likes about the new
arrangement is the ID docs’ tough-love approach
to their work. “They don’t say, ‘Let this patient go
back to work after three weeks of treatment,’” she
says. “Now I feel like I don’t have to fight so hard
for the public health. It feels like we’re in this
together.” 

In addition, having TB care handled by a pres-
tigious ID group has raised the profile of the ill-
ness, Finegan says. “Being one of the primary ID
sites in the county, these guys work with all kinds
of physicians and hospitals. That helps keep TB
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at the forefront of the discussion. Before, it was
like, ‘TB? Oh, let the health department take care
of it.’”

Their new jobs have helped the ID physicians
grow, too, says Sharon Reinsvold, RN, nurse epi-
demiologist for the county. “Seeing all that we
have to do has kind of opened their eyes,” she
says. “None of this happened by magic. It’s been
an unfolding process.” As public health budgets
grow tighter, Reinsvold says more places will
want to explore the process. 

Best, says Cooley, the new arrangement lets her
do her job the way she wants. “I used to have a
purple Post-it note on the wall in front of my
desk,” she says. “It said, ‘Protect the public.’ This
way, that’s what we’re all able to do.” 

[Editor’s note: For more details on the Tacoma/
Pierce County program, readers can contact Dian
Sharma at (253) 798-3475 or e-mail her at dian
sharma@co.pierce. wa.us.]  ■

Marshals take aim at TB
with new in-flight policy 
Prisoner transports now subject to TB mandate

In the movie “U.S. Marshals,” the main charac-
ter, played by a laconic Tommy Lee Jones, has

to contend with an in-flight explosion, a fiery
plane crash, and bad guys on the lam — leaving
scant time for worrying about the risk of contract-
ing TB.

In real life, risk of TB exposure poses a much
bigger problem than fiery plane crashes. In fact,
until recently, employees of the U.S. Marshals
had no health care oversight at all, despite the
fact that the agency is charged with air transport
of all aliens bound for deportation or deportation
hearings, all those in custody of the U.S. Bureau
of Prisons, plus all those charged with crimes and
awaiting trial.

That changed in 1996, the year the U.S. Mar-
shals got its first health care professional, in the
person of Captain Marcia Withiam-Wilson,
MSN, RN, the chief U.S. Public Health officer for
the Marshals. Coming up with a TB policy was
her first assignment. By June, 1998, she had for-
mulated and implemented such a policy. “We’re
very proud of the new policies,” says Withiam-
Wilson. “The Marshals have been very receptive,

and we feel as if we’ve really been able to make a
difference. That’s something you don’t always
get to do in government.”

In brief, the new policy requires every prisoner
or alien scheduled for air transportation to show
proper TB clearance — meaning either a negative
skin test or negative chest X-ray. Immigration 
and Naturalization Service (INS) deportees
who’ve been held for less than seven days are 
so far exempted from the policy, but that, too,
may change this December, when that part of 
the policy comes up for review.

Nurses provide in-flight health care

Withiam-Wilson also has added 12 flight
nurses who screen boarding passengers for signs
of TB, deny boarding rights if necessary, and pro-
vide in-flight health care services — everything
from helping inmates with their insulin shots to
making sure TB meds stay with the patients. 

The new TB clearance policy also means that in
practice, thousands of inmates in jails across the
country are being tested for TB before they can be
transported. Most local jails have been fully coop-
erative with the new policy, Withiam-Wilson
says. Plus, the flight nurses, deputies, and mar-
shals who work for the agency also receive rou-
tine TB screening.

What prompted the changes included the
recognition on the part of the Marshals that both
the INS and the U.S. Bureau of Prisons (BOP),
which share use of the Justice Department’s
Prisoners and Alien Transportation System
(JPATS), had health care professionals appointed
to serve them. Plus, a series of incidents sparked
concern among marshals. 

Complicated code sparks procedural change

First, in 1995, a prisoner with infectious TB 
was found to have traveled in a plane loaded
with prisoners bound from Texas to Oklahoma
City, which serves as the national hub of Mar-
shals operations. By the time the case was discov-
ered, prisoners and marshals alike had dispersed
from Oklahoma City to all parts of the country,
making for a long and complicated contact inves-
tigation the Marshals had to carry out. 

Then, in 1996, at a federal district courthouse
in Miami, 75% of the deputy marshals were
found to have converted their skin tests. Investi-
gators concluded the infections were probably 
job site-related.
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Initially, Withiam-Wilson says, her bid to put
together a new TB policy met with skepticism.
Deputies, for example, worried that the policy
meant they would have to take on the responsi-
bility of diagnosing TB. Officials at the INS
protested that many of that agency’s detainees
were in and out of custody too quickly for TB
screening. 

Withiam-Wilson explained that she wasn’t ask-
ing deputies to become physicians, only to begin
“thinking TB.” As for the INS, the seven-day
exemption is a compromise she doesn’t like but
says she can live with — at least for the time
being. 

“Many more INS detainees are being tested
now than were before the policy went into
effect,” she says. “You have to show people
you’re not trying to force something onto them,
and that you’re willing to work with them. It’s 
a step-by-step process.”

200,000 escorts per year

Last year, the Marshals Service escorted more
than 200,000 prisoners, says Withiam-Wilson. Of
those, 12.3% were noncriminal aliens — that is,
aliens whose only crime is having been found
entering the country illegally three times. An
additional 11.2% were criminal aliens. The rest
of the 200,000 consist of inmates charged with a
federal crime and still awaiting trial and are in
custody of the U.S. Marshals, and their con-
victed counterparts, whose custody is assumed
by the BOP. 

JPATS itself is a product of the “reinventing
government” workshops conducted by Vice
President Al Gore. As such, JPATS functions as an
umbrella mechanism replacing the three previ-
ously separate air-transport operations run by the
INS, the BOP, and the Marshals. 

The Marshals use three 727 jets to move their
prisoners, who are shackled and bound with
weighted handcuffs. Transports take place five
days a week, eight hours a day, with flights shut-
tling in and out of military bases and other
secured landing areas. 

“It’s a real art and a science all at the same
time,” explains Withiam-Wilson. “My flight
nurses really love this work — all the flying and
the excitement. It really is kind of like being in 
a movie.” 

Except, of course, for the absence of Tommy
Lee Jones. Perhaps having to worry a lot less
about TB makes up for it.  ■

WHO’s TB program wins
new respect, more staff
‘The effect will be to make TB more visible’

To those who were worried that the reorgani-
zation under way at the World Health

Organization threatened to relegate TB to a tiny
broom closet in the basement of the infectious
disease “cluster,” fresh hope arrived last month
in the form of a newly invigorated program
called Stop TB.

WHO spokesmen say the program is the way
Director-General Gro Haarlem Brundtland has
decided to signal the organization’s renewed com-
mitment to fighting TB. One signal for the change
in status has been an increase in staff, including no
less than Arata Kochi, former head of the now-
abolished Global TB Programme (GTP). 

“Over the past couple of weeks, the WHO 
has boosted the Stop TB initiative with a much
stronger commitment to take it forward,” says
Mark Fussell, public health adviser on loan from
the Centers for Disease Control and Prevention
and a communications specialist for the Stop TB
program. “They’ve tripled our hitting power so
that we’ve gone from three people on staff to 10,
with more still to hire,” he says. “The effect will
be to make TB more visible.” 

Along with more warm bodies, the initiative’s
gotten a new name, leaving behind the old “TB
GAP.” (GAP stood for “Global Action Plan.”) 

“When Brundtland came on board, she decided
we needed something bigger,” says Fussell. The
former GTP had developed a modest program
known as “Stop TB.” Brundtland adopted the
phrase and unceremoniously erased TB GAP. 

Grass-roots meetings to talk about needs

Just as with TB GAP (only more so, as Fussell
explains), Stop TB will function as the public
face advocating for weapons against the disease.
That means raising funds, increasing awareness,
and cultivating commitment at the grass-roots
level among high-burden countries. “The last
thing we want is for this to be perceived as
something that comes out of Geneva,” he says.
In that spirit, Stop TB has recently convened a
series of regional meetings in which high-level
ministers and secretariats chewed over TB prob-
lems and solutions. 
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Next March in Amsterdam, the initiative will
hold its most ambitious conference, a worldwide
ministerial conference convening high-level
experts from finance, planning, social welfare,
and the other spheres of government to talk
about the large-scale effects of the disease. 

“TB is like polio in the mid-’80s,” says Fussell.
“We’ve got the tools; we’ve got the interest; and
what we need now is more money to bring it all
together.”  ■

DOTS-Plus pilots take 
first flights in Russia
Finding ways to ‘treat through,’ no matter what

Over the coming months, fledgling DOTS-Plus
programs across the former Soviet Union

will began trying their wings. One such pilot
DOTS-Plus program — founded, as the others
are, on the belief that it’s possible to treat patients
with multidrug-resistant TB in poor countries
instead of letting them die — started this month

in a crowded Siberian prison in the
province of Tomsk. Other pilots are
due to begin running soon in other
Russian provinces and in the Eastern
European nation of Latvia. 

As the start of the projects drew
near, American TB experts helping
oversee the work were understandably

anxious. “In the prisons, we don’t have the
advantages of community and family supports,”
says Michael Kimerling, MD, MPH, assistant
professor in the schools of medicine and public
health at the University of Alabama in Birming-
ham and a consultant to Russian DOTS-Plus 
programs. 

In other settings where DOTS-Plus has been
tried — a Peruvian shantytown in northern Lima,
most notably — clinicians have advantages not
available in Russia, Kimerling explains. “In Peru,
patients can be with their families; psychologi-
cally, they’re in a much better setting. In Siberia,
you just have a roomful of people in prison 
vomiting.”

Still, the pressure is on to perform. “These
projects will undergo a lot of scrutiny,” says
Nancy Binkin, MD, MPH, associate director for
international activities at the Division of TB
Elimination at the Centers for Disease Control

and Prevention. Binkin serves as a consultant to
a project starting up in Ivanova. “If we come up
with a poor success rate, then everyone will say,
‘Hey, this isn’t worth doing.’” 

The Russian physicians whom Kimerling and
others have spent the summer training are ner-
vous as well, worried about whether they’ll be
able to manage the terrible side effects brought
on by the harsh drugs required. American TB
experts will be doing a lot of on-site handhold-
ing, especially for the first six months, says
Kimerling. “I knew from the start that this project
would take up a lot of my time,” he says wearily.
“I didn’t know it would be this much.” 

Is a standard regimen the answer?

Last month, after wrapping up a tour of
DOTS-Plus sites in the United States and Peru,
Kimerling sat down with the Russian physicians
who will be working in Tomsk to devise a proto-
col that everyone hopes will work in Russia.
Initially, it was decided, prisoners will be given
the same standardized regimen. As test results
come back, regimens will be modified according
to five or six basic treatment schemes. 

The question of how much to customize regi-
mens is a tough one, says Binkin. One side argues
for putting everyone on a standard regimen; after
all, a big reason the Russians got into trouble in
the first place was a nonstandardized approach to
treatment. 
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TB hits prime time with 
‘60 Minutes’ segment

The long-running CBS investigative documen-
tary “60 Minutes” has wrapped production for

a segment on TB in Russian prisons, says show
spokesman Kevin Tedesco . Correspondent
Steve Kroft produced the segment, which will
include interviews with several American TB
experts. The message the segment will deliver is
scary but simple, says Tedesco: “It’s that the
Russians’ failure to treat TB adequately has
resulted in virulent new strains of TB, which can
spread to other countries. I’m sure your readers
are familiar with this; but it’s something about
which most members of our audience may not
yet be aware.” At last word, they’ll find out some-
time in late fall, when the show is tentatively set
to air.  ■



Yet in the Ivanova community-based project
where Binkin is working, 60% of patients are
alcoholics, meaning they probably have severe
liver damage and perhaps ulcers as well. In the
course of unsuccessful treatments, the patients
have suffered side effects of loss of hearing and
balance. All that means that for many, a standard
regimen simply won’t work, Binkin says. 

One of Kimerling’s approaches to potential
problems is to devise lots of algorithms for deal-
ing with side effects as they crop up and then
being there when things go badly anyway, as he
knows they will. “We’ve got to treat through,” he
says. “No matter what happens, treating through
has got to be our mantra.” 

Binkin, with a caseload of feisty patients walk-
ing around in the community, has decided she’s
got to be selective. “With some candidates, I’ve
decided I can reserve the right to be pessimistic
about their chances of making it through treat-
ment,” she says. “And so many people will be
watching.”  ■

Blue-light special: DOT
lures Russian visitors
But it can only take them so far

Everywhere you turn, yet another group of
Russian physicians is visiting the United

States, trying to get a handle on the American-
style TB control programs the mother country 
is slowly struggling to adopt. 

This summer, in preparation for a launch of sev-
eral DOTS-Plus programs, one group of Russian

docs toured the National Tuberculosis
Center in Newark; paid a visit to New
York City; stopped off in Birmingham;
and spent time in Peru to see a model
DOTS-Plus program developed by
Partners in Health. 

More groups arrived last month
seeking Yankee know-how on the sub-

ject of directly observed therapy, making stops 
in New York and Newark before heading out for
the country. 

In South Carolina and Mississippi, the Russians
were scheduled to spend several days touring lab-
oratory facilities, observing patient registry sys-
tems, and trailing outreach workers on their daily
rounds. “One thing that worries me is that here,
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we have a lot of advantages they may not,” says
Carol J. Pozsik, RN, MPH, director of the TB con-
trol division of the health department of South
Carolina and president of the National Tuberculo-
sis Controllers Association. “So when we talk
about incentives, I plan to emphasize it doesn’t
have to be something that costs a lot of money. It
could be a bunch of flowers from someone’s gar-
den, or painting a child’s fingernails — all the
warm, fuzzy stuff,” she says. 

That’s true, says Mike Holcombe, MPPA,
CPM, director of the TB control program at the
Mississippi state department of heath. “We also
want to make them understand that DOT can
get you a long way, but it can only take you so
far. You still have to have mechanisms for isola-
tion, for enforcement, for hospitalization; and
then you need expert medical consultation and
good labs.”   ■

Tutu to IUATLD: 
TB care a human right
Sessions address global drug resistance

The third week in September, TB experts from
around the world traveled to Madrid for the

annual world conference held by the Interna-
tional Union Against Tuberculosis and Lung
Disease. This year’s conference was held in
Madrid. As TB Monitor went to press, attendance
figures were still unavailable; however, opening
ceremonies were marked by a taped address from
Nobel Peace Prize recipient and South African
Archbishop Desmond Tutu, who defined access
to TB care as a human right — and lack of such
access as human rights violation.

Alex Goldfarb, Russian TB expert from the
Public Health Research Institute, was scheduled to
speak at an opening-day press conference on the
TB picture in Russian prisons. Sessions also were
scheduled on global trends in drug resistance.  ▼

Fate of proposed TB 
standard still up in the air
Mark-up session postponed five times

The fate of the new TB standard proposed 
by the federal Office of Safety and Health

Administration (OSHA) was still anyone’s guess
as TB Monitor went to press in mid-September. 

A mark-up session scheduled for a bill that
would have asked Congress to commission a 
special study on whether the new standard was
needed was postponed — five times. 

“We’re all still waiting to see what will happen,”
says Jennifer Thomas, lobbyist for the Association
of Professionals for Infection Control, a group that
strongly opposes a new TB standard.  ■
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