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Objective To improve the Zambia Prisons Service's implementation of tuberculosis screening and human immunodeficiency virus (HIV)
testing.

Methods For both tuberculosis and HIV, we implemented mass screening of inmates and community-based screening of those residing
in encampments adjacent to prisons. We also established routine systems — with inmates as peer educators — for the screening of newly
entered or symptomatic inmates. We improved infection control measures, increased diagnostic capacity and promoted awareness of
tuberculosis in Zambia's prisons.

Findings In a period of 9 months, we screened 7638 individuals and diagnosed 409 new patients with tuberculosis. We tested 4879
individuals for HIV and diagnosed 564 cases of infection. An additional 625 individuals had previously been found to be HIV-positive.
Including those already on tuberculosis treatment at the time of screening, the prevalence of tuberculosis recorded in the prisons and
adjacent encampments — 6.4% (6428/100000) — is 18 times the national prevalence estimate of 0.35%. Overall, 22.9% of the inmates and
13.8% of the encampment residents were HIV-positive.

Conclusion Both tuberculosis and HIV infection are common within Zambian prisons. We enhanced tuberculosis screening and improved
the detection of tuberculosis and HIV in this setting. Our observations should be useful in the development of prison-based programmes
for tuberculosis and HIV elsewhere.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The United Nations has stated that prisoners are entitled to
receive health care of a similar standard to that received by
non-prisoners." However, substandard health care and a high
burden of illness remain common features of prisons in low-
and middle-income countries.””* In Zambia’s prison popula-
tion, prevalence of human immunodeficiency virus (HIV)
and tuberculosis are believed to be far higher than national
estimates — of 12.7% and 0.35%, respectively.”” According
to the most recent estimates — done more than 10 years ago
- 27% of Zambian prisoners are HIV-positive® and 4% are
bacteriologically positive for tuberculosis.’

In 2010, the Zambia Prisons Service, Zambia’s national
tuberculosis and leprosy control programme and the Centre
for Infectious Disease Research in Zambia jointly imple-
mented the Enhancing TB Services in Zambian Prisons
project, which was designed to maximize the detection of
tuberculosis and HIV-infected people in six of Zambia’s
86 prisons. These prisons were chosen - by project staff in
consultation with the Zambia Prisons Service - based on
their population size, historical tuberculosis burden and
proximity to the capital city of Lusaka (Table 1). Together,
the six prisons held 30% of Zambia’s prisoners. Funding
limitations prevented inclusion of all of the prisons in
Zambia. This paper describes the implementation and
results of the project. Details of the screening algorithms
used and prevalence of HIV and tuberculosis recorded at

one of the prisons covered by the project have already been
published.”’

Methods

The TB REACH initiative of the Stop TB Partnership financed
the project via a grant of 1 million United States dollars."
Although the project began in October 2010 and lasted for 12
months - covering 3 months of training and sensitization and
9 months of screening - it was preceded by 6 months of regu-
latory approval, planning, and procurement and 12 months
of facility renovations. The implementation team consisted
of 27 project staff: two clinical officers, ten HIV counsellors,
one project coordinator, one assistant project coordinator, six
nurses, one community outreach coordinator, two laboratory
technicians, two microscopists and two radiographers.

The project had four main objectives: (i) to improve
infection control and diagnostic capacity, (ii) to strengthen
awareness of tuberculosis in the prison environment, (iii) to
develop better systems for the screening of new inmates and
the referral of those who became symptomatic while incarcer-
ated, and (iv) to diagnose all tuberculosis and HIV infections,
by conducting a single mass screening in the prisons and
community-based screening in the encampments — and then
refer patients for treatment. Activities were implemented in
several phases across the different prison facilities and encamp-
ments. The total target population comprised 4700 inmates
and 3000 encampment residents.
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Table 1. Targeted populations for tuberculosis screening and human immunodeficiency

virus testing, by prison site, Zambia, 2010-2011

Prison site Description Target
population,
no.

Lusaka Central Prison Medium security 1300
Livingstone Central Prison Medium security 800
Kabwe Prison Complex The complex consists of 2600

four prisons: one maximum

security, one medium

security, one for female

prisoners and one low-

security farm
Encampments adjacent to the Lusaka Occupied by prison 3000

Central Prison and Kabwe Prison Complex

personnel and their families

Infection control and diagnostic
capacity

Before the project was launched, no
prison in Zambia had specific mea-
sures for infection control or any onsite
capacity for diagnosing tuberculosis.
Typically, prisoners with tuberculosis
were held in a sick-cell with other ill
inmates — including those with mental
illness or HIV infection. We constructed
a 20-bed tuberculosis isolation facility in
Lusaka Central Prison, our most over-
crowded facility. At three prisons, we
renovated existing structures to create
permanent onsite microscopy labora-
tories equipped with Primo Star iLED
fluorescence microscopes (Carl Zeiss
Microimaging, Oberkochen, Germany).
To facilitate mass and community-based
screening, we purchased a 6.1-m long

semi-mobile container that had been
custom-fitted for fluorescence micros-
copy and digital chest X-ray (Oldelft
Benelux, Veenendaal, Netherlands).

Tuberculosis awareness

To improve awareness and prevention
of tuberculosis among inmates, prison
personnel and encampment residents,
we conducted educational outreach
and training activities (Table 2). These
included performances by drama groups,
didactic presentations and door-to-door
canvassing in the encampments. To dem-
onstrate their support, prison officers-
in-charge participated in these events.
As the Zambia Prisons Service has
a critical shortage of health personnel,
project staff trained three groups of
individuals to recognize individuals
who have tuberculosis symptoms and
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to screen or refer such individuals for
care. The three groups trained were:
(i) lay prison personnel and members
of neighbourhood health committees;
(ii) inmate peer educators; and (iii) pris-
on officers — one per prison - who were
selected as site coordinators.

In each prison, inmate peer edu-
cators were selected by the officer-in-
charge, through an internal process that
did not involve the project implementa-
tion team. They were often previously
trained as peer educators for HIV and
granted greater responsibility within
the prison hierarchy because of good
behaviour.

Routine entry screening and
referral

All convicted inmates and remandees
sent to Zambian prisons should be
given a general physical assessment
upon prison entry. However, such as-
sessment is frequently missed because of
human-resource and other constraints.
We used inmate peer educators and
prison personnel to implement a rou-
tine tuberculosis screening protocol
for all incoming prisoners regardless of
symptoms and a referral protocol for in-
mates who developed any cough, fever,
night sweats and/or weight loss while
incarcerated (Table 3). The peer edu-
cators were trained to identify new or
symptomatic inmates, complete screen-
ing data collection forms and observe
the collection of two morning sputum
specimens from each inmate. The speci-
mens were examined with fluorescence

Table 2. Educational outreach and training for tuberculosis screening and human immunodeficiency virus testing in Zambian prisons,

2010-2011
Targeted population Activity No. of Description
Educational ~ Implementation Individuals
outreach training reached

All prison personnel, other Yes No 14736 Outreach events held within prisons and adjacent

encampment residents and encampments to introduce project and inform about

inmates ongoing screening activities

Selected prison personnel No Yes 136 Training and retraining, 1-3 days, for those prison

and selected other personnel and members of neighbourhood health

encampment residents committees who will assist with screening

Selected inmates No Yes 197 Training and retraining, 2-5 days, for the inmate peer
educators who will assist with tuberculosis screening
and for inmates in the drama groups who will assist with
outreach

Prison clinicians and nurses No Yes 43 Training, 3-5 days, in the provision of HIV care and

treatment, interpretation of chest X-rays and TB case
documentation

HIV: human immunodeficiency virus; TB: tuberculosis.

¢ Including inmates (n=_8911), prison officers, their families and other prison staff.
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Table 3. Summary of procedures for tuberculosis screening and human immunodeficiency virus testing in, Zambian prisons, 2010-2011

Intervention Targeted population Prison site Procedures®
Lusaka Kabwe  Livingstone
Central  Complex Central
Routine entry All incoming prisoners Yes Yes Yes Collection of two early-morning spot samples of
screening and and those who sputum for FM, recording of tuberculosis history,
referral screening® developed symptoms exposure and symptoms, opt-out HIV testing, and
while incarcerated physical examination by clinical officer
Mass screeningand  All inmates Yes Yes No Collection of two early-morning spot samples of
comprehensive entry sputum for FM, recording of tuberculosis history,
screening® exposure and symptoms, opt-out HIV testing,
digital chest X-ray, physical examination by clinical
officer, culture of one sputum sample, and drug
susceptibility testing of positive cultures
Community-based All prison personnel Yes Yes No Recording of tuberculosis history, exposure and

screening
residents

and other encampment

symptoms, opt-out HIV testing, digital chest X-ray,
physical examination by clinical officer plus — if
symptomatic or with abnormal X-ray — collection
of two early-morning spot samples of sputum

for FM, culture of one sputum sample, and drug

susceptibility testing of positive cultures

FM: fluorescence microscopy; HIV: human immunodeficiency virus.

¢ For all of the targeted populations, tuberculosis treatment was provided by the Zambian Ministry of Health. HIV treatment was provided by the Zambian Ministry of
Health or by a local nongovernmental organization supporting prison health services.

® HIV testing and physical examinations were not possible in all of the sites.

¢ The procedures for the mass screening and comprehensive entry screening procedures were identical while these two types of screening were being implemented
concurrently. Once the mass screening ended, the algorithm for routine entry and referral screening — rather than that for the comprehensive entry screening — was

followed.

microscopy by a trained laboratory
technician either at a newly renovated
microscopy laboratory or at the closest
Ministry of Health clinic. Any inmate
found smear-positive for tuberculosis
or smear-negative and symptomatic was
taken to the nearest Ministry of Health
clinic for the initiation of anti-tubercu-
losis treatment and, on some occasions,
further investigation. Provision of HIV
testing and counselling varied by site,
depending on the availability of test kits
and trained counsellors.

Tuberculosis treatment at the Min-
istry of Health clinics was provided by
the national tuberculosis and leprosy
control programme, using existing reg-
istration and treatment procedures.
Inmates found smear-positive were
isolated in a designated cell or, at Lusaka
Central Prison, in the new tuberculosis
isolation facility and assessed weekly
by smear microscopy. They returned
to the general prison population when
smear-negative.

Mass and community-based
screening

To determine the extent of tuberculosis
and HIV disease among the inmates -
and to ensure all infected individuals
were diagnosed and received treat-
ment — we conducted mass tubercu-

losis screening and HIV testing at five
prisons. One prison was omitted from
this phase because of limited time and
funding. Because of poor infection-
control procedures within the prisons
and the close contact between inmates
and prison personnel, we also conducted
community-based screening in the
encampments where prison personnel
and their families were living (Table 3).

During mass screening, the imple-
mentation team was assisted by trained
lay prison personnel, inmate peer
educators and members of the local
neighbourhood health committees.
Tents were used as temporary screen-
ing stations. Once every inmate in a
prison had been screened, the entire
operation - i.e. the tents, semi-mobile
container and project staff - moved
into the adjacent encampment for the
community-based screening.

Within the prisons, inmate peer
educators sensitized and organized in-
mates in groups of up to 50 individuals,
observed collection of two morning spu-
tum samples, led groups through pretest
counselling for HIV, guided smaller
groups through the screening stations
and completed data collection forms.
Members of neighbourhood health
committees proceeded door-to-door in
the encampments to educate residents
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about the available screening services
and initiate screening procedures. Al-
though the inmates’ participation in
tuberculosis screening was compulsory,
that of prison personnel and other en-
campment residents was voluntary.
For each individual screened, it
took 2 days to test and provide results.
All participants proceeded through
separate screening stations to provide
a symptom history, have a digital chest
X-ray taken and undergo HIV counsel-
ling and testing. In the final screening
station, a clinical officer performed
physical examinations and reviewed
symptoms, X-rays, HIV status and
smear microscopy results. Every in-
mate provided two sputum samples,
regardless of their symptoms. However,
encampment residents were only asked
to provide two sputum samples if they
presented with at least one tuberculosis-
related sign or symptom - including
cough, fever, night sweats, or weight
loss — or showed an X-ray abnormality
consistent with tuberculosis - or both.
All sputum samples were examined
by fluorescence microscopy and one
sputum sample per individual was in-
oculated in liquid media (BD BACTEC
MGIT 960 mycobacteria testing system,
Sparks, United States of America) and on
solid BBL Lowenstein-Jensen medium
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(BD Diagnostics). The species and drug
susceptibility of the Mycobacterium in
each positive sample were investigated
in a GenoType MDR line-probe assay
(Hain Lifescience, Nehren, Germany).

Individuals diagnosed with tu-
berculosis were referred to the nearest
Ministry of Health clinic for initiation
of treatment. Individuals who were
later found to be culture-positive for
Mycobacterium tuberculosis but not
previously diagnosed were located, if
possible, and also referred for treatment.
Individuals found to have drug-resistant
tuberculosis who could not be tracked
by the project team were reported to the
nearest District Health Office.

Provider-initiated HIV counselling
and testing were delivered to inmates on
an opt-out basis. All inmates received
HIV pretest counselling according to
Zambian national and World Health
Organization guidelines. Throughout
the project, special attention was paid
to the vulnerable nature of the inmate
population in the context of opt-out
testing. Decision to test, testing and
post-test counselling were conducted in
private, by trained external counsellors
who were not affiliated with any prison.
Individuals tested positive were referred
for HIV care and treatment either at a
Ministry of Health clinic or a local non-
governmental organization supporting
prison health services.

Data collection and analysis

Project-specific forms were used to col-
lect data on demographics, tuberculosis
and HIV histories, symptoms and results
of the physical examinations, chest X-
ray and laboratory tests. Project nurses
and data-entry personnel reviewed these
forms for completeness before data en-
try. To measure the project’s impact on
screening for tuberculosis, data on the
notification of tuberculosis cases in pris-
ons and in encampments for the 3 years
before the project’s implementation and
for the 9 months of implementation
were extracted from the treatment reg-
isters of Zambia’s national tuberculosis
and leprosy control programme and
compared. For our data analysis, a tu-
berculosis case was defined as anyone
who had been found bacteriologically
positive by fluorescence microscopy
for acid-fast bacilli or by culture for
M. tuberculosis or had been clinically
diagnosed with tuberculosis. Individu-
als who were clinically diagnosed had
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Table 4. Project objectives and outcomes for tuberculosis screening and human
immunodeficiency virus testing in Zambian prisons, 2010-2011

Main objectives

Outcomes

Improve tuberculosis infection
control and diagnostic capacity

Constructed one tuberculosis isolation facility in
Lusaka Central Prison, renovated and equipped

microscopy laboratories at Lusaka Central Prison,
Livingstone Central Prison and the Kabwe Prison

Complex, and procured a containerized digital X-ray
and microscopy laboratory

Strengthen tuberculosis awareness
among inmates and prison
personnel and other encampment
residents

14736 individuals participated in educational
outreach and 197 inmate peer educators, 98 prison
personnel and 38 members of neighbourhood health
committees were educated about tuberculosis and

tuberculosis screening procedures

Establish routine entry and referral
screening for tuberculosis
Conduct mass and community-
based tuberculosis screening and
HIV testing

Screening established in all six prisons and 2401
inmates were screened routinely
Mass screening covered the 3929 inmates in five of the

prisons while community-based screening covered
1308 of the residents in two encampments

HIV: human immunodeficiency virus.

negative or missing microscopy and
culture results, but received an empiric
diagnosis of tuberculosis based on pre-
sentation of tuberculosis-related signs
and symptoms or an X-ray abnormality
consistent with tuberculosis - or both.

We calculated the prevalence of
HIV infection, bacteriologically-positive
tuberculosis, clinically-diagnosed tuber-
culosis and total tuberculosis. For tuber-
culosis, we compared the case detection
during the project’s implementation
with that of the previous 3 years. We also
compared case detection among inmates
screened comprehensively upon entry to
the prison - i.e. on the basis of symptoms,
fluorescence microscopy, cultures, X-rays
and physical examinations — with inmates
screened routinely - i.e. on the basis of
symptoms and fluorescence microscopy
only. Prevalences and case detection
levels were compared using y” tests. Data
analyses were conducted in SAS version
9.3 (SAS Institute, Cary, USA).

Ethical review

The project was reviewed by the Bio-
medical Research Ethics Committee of
the University of Zambia (001-03-11)
and the Institutional Review Board of
the University of Alabama at Birming-
ham (F101014011). Both institutions
waived the need for informed consent
as tuberculosis and HIV screening were
identified as standard care. An inmate
representative was present at the Insti-
tutional Review Board of the University
of Alabama’s meeting when the project’s
protocol was reviewed.

Results

Project outcomes are shown in Table 4.
Between January and September 2011,
we screened a total of 7638 individuals
for tuberculosis. Eighty-two of these
individuals were on anti-tuberculosis
treatment when they were screened.
We diagnosed an additional 409 new
patients with tuberculosis: 160 who were
found bacteriologically positive — by
fluorescence microscopy or culture or
both - and 249 who were positive for
tuberculosis on clinical grounds alone.
We therefore observed 491 patients with
active tuberculosis giving an overall
prevalence of 6428 cases per 100000
people (Table 5).

When we stratified the results by
sex, we found that 1.2% (12/1008) of the
females screened and 2.2% (148/6630)
of the males had bacteriologically-pos-
itive tuberculosis. The corresponding
values for clinically-diagnosed tuber-
culosis were 1.5% (15/1008) and 3.5%
(234/6630), respectively. The mean age
of individuals with bacteriologically-
positive tuberculosis was 46 years, with
clinically-diagnosed tuberculosis it was
53 years, and with no tuberculosis, 43
years. Of the 160 individuals found
bacteriologically positive for tuber-
culosis, one (0.6%) had multidrug-
resistant tuberculosis and four (2.5%)
had tuberculosis that was resistant to
isoniazid only.

Between the end 0of 2007 and end of
2010 the numbers of diagnosed tubercu-
losis cases stayed fairly stable, however,
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Table 5. Tuberculosis screening and human immunodeficiency testing results in Zambian prisons, 2010-2011

Result Type of screening®
Mass Community-based Comprehensive Routine entry Referral
entry
Tuberculosis
No. screened 3929 1308 799 1432 170
On ATT at time of
screening
No. 69 4 6 0 3
% (95% Cl) 1.8(1.4-2.2) 0.3 (0.1-0.8) 0.8(0.3-1.6) 0.0 (0.0-0.3) 1.8 (0.4-5.1)
Bacteriologically positive
No. 111 10 29 5 5
% (95% Cl) 2.8(2.3-34) 0.8(04-1.4) 3.6(4-52) 0.3 (0.1-0.8) 2.9(1.0-6.7)
Clinically diagnosed
No. 178 20 14 6 31
% (95% Cl) 45(3.9-5.2) 1.5(0.9-2.4) 1.8 (1.0-2.9) 04 (0.2-0.9) 18.2 (12.7-24.9)
All cases
No. 358 34 49 1 39
% (95% Cl) 9.1(8.2-10.1) 2.6(1.8-3.6) 6.1 (4.6-8.0) 0.8 (0.4-1.4) 22.9(16.9-30.0)
HIV
No. positive (tested) 907 (3691) 112 (810) 99 (504) 45 (372) 26 (127)
% positive (95% Cl) 24.6 (23.2-26.0) 138 (11.5-16.4) 19.6 (16.3-23.4) 12.1(9.0-15.9) 20.5(13.8-28.5)

ATT. anti-tuberculosis therapy; Cl: confidence interval; HIV: human immunodeficiency virus.

¢ The procedures for the mass screening and comprehensive entry screening procedures were identical while these two types of screening were being implemented
concurrently. Once the mass screening ended, the algorithm for routine entry and referral screening — rather than that for the comprehensive entry screening — was

followed.

Fig. 1. Numbers of tuberculosis cases recorded among inmates at six prisons and
residents at two encampments, Zambia, 2007-2011

160

Bacteriologically-positive tuberculosis cases
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Note: Persons with sputum samples that tested positive for tuberculosis by microscopy or culture were
defined as bacteriologically positive. Total tuberculosis cases include bacteriologically-positive and
clinically-diagnosed tuberculosis patients. Individuals who were clinically diagnosed had negative or
missing microscopy and culture results, but received an empiric diagnosis of tuberculosis because they
presented with at least one tuberculosis-related sign or symptom or showed an X-ray abnormality
consistent with tuberculosis — or both.
Data source: Zambia’s national tuberculosis and leprosy control programme.

these increased while the project was
implemented (Fig. 1). For example, 138
cases of tuberculosis were recorded from
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January to September 2010 whereas 409
were recorded from January to Septem-

ber 2011.

Entry screening

Of 2231 inmates screened as they
entered prison, 799 received compre-
hensive entry screening while the other
1432 received routine entry screening
that only involved the assessment of
symptoms and the examination of spu-
tum smears by fluorescence microscopy.
The recorded prevalence of bacterio-
logically-positive tuberculosis (3.6%
versus 0.3%; P<0.001) and clinically-
diagnosed tuberculosis (1.8% versus
0.4%; P <0.001) were both significantly
higher with comprehensive screening
than with routine screening (Table 5).

HIV testing

Most (74%; 4694/6330) inmates and
most (62%; 810/1308) encampment
residents agreed to HIV testing or had
a known prior status (Table 5). Testing
resulted in 564 individuals (512 inmates
and 52 encampment residents) being
newly diagnosed with HIV infection.
In addition, 625 individuals (565 in-
mates and 60 encampment residents)
claimed and, in many cases, provided
documentary evidence to show that
they had previously been found to be
HIV-positive. The overall prevalence of
HIV infection was 22.9% (1077/4694)
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among the inmates, 13.8% (112/810)
among the encampment residents, 37%
(49/132) among the individuals with
bacteriologically-positive tuberculosis,
37% (80/214) among the individuals
with clinically-diagnosed tuberculosis,
and 20% (1006/5081) among the indi-
viduals without tuberculosis.

Tuberculosis treatment follow-up

Of the 409 individuals newly diagnosed
with tuberculosis, 372 (91%) were re-
corded as initiating tuberculosis treat-
ment. Of those who initiated treatment,
238 (64%) had a documented cure or
treatment completion, 20 (5%) died, and
seven (2%) defaulted. The remaining 107
(29%) had unknown outcomes because
of their release from prison (n=39),
transfer to another prison (n=47) or
another reason (n=21).

Discussion

Mirroring the findings from prison
studies in Cameroon, Cote d’Ivoire,
Malawi, South Africa**"* and several
non-African countries,'®"” our results
indicate that HIV infection and tu-
berculosis are more common within
prisons than in the general population.
In the targeted prisons and surrounding
encampments, the prevalence of tuber-
culosis was 18 times higher than the
Zambian national estimate.® Similarly,
HIV prevalence among the inmates we
screened was nearly twice the Zambian
national estimate.’

The Zambian prison health system
has historically lacked the resources and
capacity needed to implement rigorous
screening, diagnosis and treatment
measures for communicable diseases
among inmates.'**” The Enhancing TB
Services in Zambian Prisons project
demonstrates that — despite the multiple
challenges of operating in the prisons
of a lower middle-income country - a
range of interventions can effectively
enhance screening for tuberculosis and
case detection for both tuberculosis
and HIV. Although mass screening is
resource-intensive and probably only
possible on a periodic basis, we were
able to test 3929 inmates and 1308
encampment residents in a 9-month
period. In low-resource settings — where
routine screening may otherwise be
lacking - mass screening has value. The
project also demonstrated the potential
of more systems-oriented activities to
address the chronic shortages of human
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Box 1.Designing prison programmes to screen for tuberculosis and test for human

immunodeficiency virus
Engage high-level prison officials to facilitate buy-in of prison officers-in-charge and give
legitimacy to the project.
Secure start-up funding for monitoring, training, equipment, supplies and logistical support.

Assess the capacity of —and strengthen — the existing care and treatment programmes, so
that such programmes can cope with the additional cases detected.

Consider carefully the ability of existing infrastructure to support infection control and
onsite diagnostic capacity, while recognizing that renovations can be expensive and require
along time to complete.

Train and empower inmates as peer educators who can conduct outreach and screening

procedures, and develop peer-to-peer mentoring to maintain the cadre.

- Train prison personnel to supervise the inmate peer educators and facilitate their access to

screening supplies and space.

- Prioritize the development of rapid and sensitive tools for tuberculosis diagnosis — within

prisons and elsewhere.

Conduct opt-out human immunodeficiency virus testing and counselling for all individuals

screened for tuberculosis.

Conduct entry and referral screening, with periodic screening at release, to assess the
effectiveness of the interventions — instead of mass screening, which is resource-intensive.

- Encourage prison personnel and encampment residents to access tuberculosis screening,

diagnosis, treatment and care.

- Develop a strategy to secure dedicated support and funding to promote sustainable,

integrated health care for inmates.

resources for health in prisons — most
notably the training and mobilizing of
inmates as peer educators. The pres-
ence of trained inmate peer educators
enabled the Zambia Prisons Service to
overcome several barriers - e.g. lack of
health personnel for routine symptom
screening — and facilitated referrals and
adherence support for those receiving
treatment for HIV, tuberculosis or both
infections.

During project implementation, sev-
eral programmatic and clinical challenges
were encountered. Despite the confined
setting, loss of inmates to follow-up -
both between tuberculosis diagnosis and
treatment and during tuberculosis treat-
ment - was a problem, primarily because
the prisons had ineffective systems for
tracking inmates once they had been
released or transferred to other facilities.
Despite strong support from the highest
levels of the Zambia Prisons Service,
the project also encountered resistance
from some prison personnel, who saw
the introduction of some activities — no-
tably the routine entry screening and the
supervision of inmate peer educators — as
additional work for which they received
no compensation. The recognition and
mitigation of such resistance will be
critical to the sustainability of most of
the project’s activities.

As reported in other settings,”
the low sensitivity of the tools com-

monly used for tuberculosis screen-
ing and diagnosis was a challenge to
the timely diagnosis of tuberculosis
and, therefore, also a challenge to the
timely initiation of treatment. In one
of the prisons covered by the project,
only 25% (22/88) of the patients with
culture-positive tuberculosis were found
sputum-smear-positive by fluorescence
microscopy and 33% (29/88) of these
patients never reported any symptoms. '’
Such findings caution against the use of
screening algorithms that triage inmates
on the basis of their symptoms or smear
results and they also highlight the need
for more sensitive diagnostic tools. For
prison and general populations alike, a
rapid, accurate, point-of-care tool for
the diagnosis of tuberculosis is urgently
required - both to help curtail the dis-
ease’s spread and reduce its associated
mortality.”

Since the project ended, the Zam-
bia Prisons Service has continued
routine entry and referral tuberculosis
screening — with funding and ongoing
technical assistance from the Centre for
Infectious Disease Research in Zambia.
Further assessment to understand the
long-term cost of establishing routine
screening - including the cost of train-
ing and supervising the inmate peer
educators — is needed. However, the
project showed that inmates can support
better health-service delivery within
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prisons and that one-off mass screenings
can be used to establish prevalence and
initiate treatment. Descriptions of the
project’s activities and findings also pro-
vide a basis for the adaptation of similar
programmes in other prison services.
Components that appeared critical to
the success of the project’s activities are
outlined in Box 1.

The project — and our investiga-
tion of it — had several limitations. The
activities and findings reported here are
from only six prisons and may not be
generalizable to all Zambian prisons. We
may have underestimated tuberculosis
prevalence because suboptimal sputum
quality led to high frequencies of cul-
ture contamination.” We had difficulty
diagnosing extrapulmonary tuberculosis
and we relied solely on fluorescence mi-
croscopy during routine entry screening.
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Conversely, the clinical misdiagnosis of
tuberculosis in individuals who had other
pulmonary disease may have led to tuber-
culosis prevalence being overestimated.

Conclusion

In Zambia, many prisoners have tubercu-
losis, HIV infection or both, and various
screening and treatment interventions
could be implemented to reach alarge num-
ber of prisoners in a comparatively short
time. Our findings should act as a catalyst
for improving prison services for the detec-
tion and treatment of tuberculosis and HIV
infection in Zambia and elsewhere. l
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Résumé

Dépistages de la tuberculose et du virus de 'immunodéficience humaine dans les prisons zambiennes

Objectif Améliorer la mise en ceuvre des dépistages de la tuberculose
et du virus de limmunodéficience humaine (VIH) de IAdministration
pénitentiaire de la Zambie.

Méthodes Nous avons mis en ceuvre les dépistages de masse a la
fois pour la tuberculose et le VIH chez les détenus et le dépistage
communautaire des personnes résidant dans les campements adjacents
aux prisons. Nous avons également établi des systemes de routine —
en utilisant les détenus pour éduquer leurs pairs — pour le dépistage
des nouveaux détenus ou des détenus symptomatiques. Nous avons
amélioré les mesures de controle des infections, augmenté la capacité
diagnostique et promu la sensibilisation a la tuberculose dans les
prisons de Zambie.

Résultats Pendant une période de 9 mois, nous avons testé
7638 personnes et diagnostiqué 409 nouveaux patients atteints
de tuberculose. Nous avons testé 4879 personnes pour le VIH et

diagnostiqué 564 cas d'infection. En outre, 625 personnes avaient déja
été préalablement dépistées comme étant séropositives pour le VIH.
En tenant compte des personnes déja traitées contre la tuberculose au
moment du dépistage, la prévalence de la tuberculose rapportée dans
les prisons et les campements adjacents — 6,4% (6428/100 000) —est 18
fois supérieure a l'estimation de la prévalence nationale de 0,35%. Dans
lensemble, 22,9% des détenus et 13,8% des individus résidant dans les
campements étaient séropositifs pour le VIH.

Conclusion Les infections par la tuberculose et le VIH étaient courantes
dans les prisons zambiennes. Nous avons amélioré le dépistage de
la tuberculose et la détection de la tuberculose et du VIH dans ces
conditions. Nos observations devraient étre utiles pour développer
les programmes pénitentiaires de lutte contre la tuberculose et le VIH
ailleurs dans le monde.

Pesiome

CKpVHUHT Ha Ty6epKynes 1 TecTupoBaHue Ha BUPYC UMMyHoaeduULMTa YenoBeKa B TIOpbMax 3am6um

Lenb MoBbicTb 3GpGEKTUBHOCTb NPOBEAEHNA CKPUHMHIA Ha
TybepKynes 1 TeCTVpoBaHNA Ha BMPYC MMMyHodedb L MTa YenoBeka
(BY) B neHmTeHUMapHOW cykbe 3ambun.

Mertoppb! Kak ana Tybepkynesa, Tak 1 BY 6bin npoBeeH MaccoBbili
CKPVHWHI 3aKMIOYEHHbIX W XKUTEeNer, MpOXMBaIoLLMX B NarepHbIX
noceneHvax, NpuneratoLLmx K TlopbMam. Takxke Obl OpraH30BaHbI
NOCTOAHHO AENCTBYlOUWME MEPONPUATUA — FAe B PONU
NPOCBETUTENEN BBICTYMANM CaMI 3aKMOUYEHHbIE — AN1A CKPUHMHIA
BHOBb MOCTYMUBLUMX 3aKTIOUEHHbBIX WK TeX, Y KOro UMEeNUChb
COOTBETCTBYIOLIME CUMMTOMBI. B pe3ynbrate yaanocb aobutbcs
yNy4WeHUs CUCTEMbl MHGEKLMOHHOIO KOHTPONSA, MOBbILLEHNA
[VArHOCTMYeCKOro noTeHumana n pocta oCBefoMIEHHOCTN O
TybepKynese B TIopbMax 3amouu.

Pesynbrathl 33 nepuon 9 mecAues Obin NpoBeaeH CKPUHUHT
7638 nuu 1 gnarHocTposaHo 409 HOBbIX Clyyaes Tybepkynesa.
Take 6bI10 NpoTecTMpoBaHO 4879 nuu Ha Hanuure BAY 1
AMarHoCTMpoBaHo 564 ciyuan storo 3abonesaHnd. Ewe 625 nuy

NMoKasanu NONOXMTENbHbIN pe3ynbTaT aHanm3a Ha BY panee.
Bkniouasa Tex nuL, KTO yxke NPOXOAWN fleyeHne oT Tybepkynesa
BO BpemA NpoBeaeHuna obcneaoBaHna, PacnpoCTpaHeHHOCTb
TybepKynesa, 3aperncTpmpoBaHHasa B TIOPbMax ¥ CMEXHbIX C
HVMW NarepHblX noceneHunax, coctasuna 6,4% (6428/100 000),
yTo B 18 pa3 npesbilwano obujeHauoHanbHylo CTaTUCTUKY MO
PacNpPOCTPaHEHHOCT flaHHOrO 3aboneBaHusa Ha yposHe 0,35%. B
Lenom, 22,9% 3aknodeHHbix 1 13,8% xutenern coceHnX NarepHbix
noceneHni ABNANMCh BANY-nHGMUMPOBaHHBIMM.

BoiBoa Kak Tybepkynes, Tak v BUY-uHdekumna asnaoTca
pacnpoCTpaHeHHbIMIN 3a00MeBaHKAMMN B TIOPbMax 3amouvn. beinu
yCuneHsl Mepbl Mo 06CNeAoBaHMIO 3aKIOUEHHbIX Ha TyOepKynes
1 ynydieHo obHapyxeHve Tybepkynesa v BUY-nHdekummn B 311X
YCNOBUAX. ITN HabnoAeHNA AOMKHbI ObITb NONE3HbI NPY Pa3paboTke
nporpamm no BblABNeHWIo Tybepkynesa v BUY-nHdekumm B TIopbMax
N OPYTrnX MecTax.

Resumen

Deteccion de la tuberculosis y pruebas del virus de lainmunodeficiencia humana en las prisiones de Zambia

Objetivo Mejorar la aplicacion del servicio de prisiones de Zambia
de deteccién de la tuberculosis y las pruebas del virus de Ia
inmunodeficiencia humana (VIH).

Métodos Para la tuberculosis y el VIH, se llevé a cabo una deteccién
masiva de reclusos y la deteccion comunitaria de aquellos que residian
en campamentos adyacentes a las prisiones. También se establecieron
sistemas rutinarios para la deteccion de los reclusos recién ingresados
0 sintomaticos en los que los reclusos actuaban como educadores de
sus comparieros. Se mejoraron las medidas de control de la infeccion,
se aumento la capacidad diagnoéstica y se promovid el conocimiento
de la tuberculosis en las prisiones de Zambia.

Resultados En un periodo de 9 meses, se examind a 7638 personasy se
diagnosticé tuberculosis a409 pacientes nuevos. Se realizaron pruebas

del VIH a 4879 personas y se diagnosticaron 564 casos de infeccion.
Previamente se habifa hallado que otras 625 personas era VIH positivas.
Teniendo en cuenta aquellas personas que ya estaban en tratamiento
para la tuberculosis en el momento de la deteccién, la prevalencia de la
tuberculosis en las prisiones y los campamentos adyacentes, a saber, 6,4
% (6428/100 000), es 18 veces la estimacion de la prevalencia nacional
de 0,359%. Entotal, el 22,9 % de los reclusos y el 13,8 % de los residentes
del campamento eran VIH-positivos.

Conclusién Tanto la tuberculosis como la infeccién por VIH son
comunes en las prisiones de Zambia. Se consiguié mejorar la deteccion
de la tuberculosis y del VIH en este contexto, y esperamos que nuestras
observaciones sean Utiles para el desarrollo de programas de prision de
la tuberculosis y el VIH en otros contextos.
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