
Tuberculosis in prisons

Possible links with HIV infection

A recent report from the United States has drawn attention to
a dramatic increase in the incidence of tuberculosis in prisons
in New York state-from 15 4 per 100 000 between 1976 and
1978 to 105 5 in 1986.' High rates of tuberculosis in prisons
have been reported before in the United States,2 but the new
and disturbing feature is that in 1986 over half of the prisoners
with the disease also had AIDS or were infected with HIV. ' As
the HIV state in the rest of the cases was not known the
proportion of prisoners who were HIV antibody positive may
well have been higher. In most of the patients tuberculosis
was likely to be due to reactivation of earlier infection, but
there was some evidence of transmission of the disease within
prison.
The total number of new cases of tuberculosis in the United

States increased between 1985 and 1986 for the first time in
30 years and undoubtedly this upsurge is related to the HIV
epidemic.4 The number of reported cases of AIDS in prisons
in the United States more than doubled between 1986 and
1987, but the proportion of the prison population infected
with HIV is unknown.'

Britain now has the highest rate ofimprisonment in western
Europe' and its prisons are seriously overcrowded.67 The
number of cases of tuberculosis reported in prisons in
England and Wales in the past five years has shown no
change, with only 14 cases in 1987 (J L Kilgour, personal
communication). The number of prisoners infected with HIV
is unknown-testing is undertaken only when clinically
indicated and with informed consent (as in the general
community) or at the prisoner's request. Only 240 prisoners
with positive test results have been reported since central
notification was started in 1985 (J L Kilgour, personal
communication). This figure is an understatement of the
incidence of infection, for prisoners know that if someone is
identified as positive for HIV antibody the result may be
discriminatory behaviour by both staff and fellow prisoners.

Future trends will depend on the degree of overlap between
the populations infected with HIV and with the tubercle
bacillus in the community and specifically in prisons. In
England and Wales the highest rates of tuberculosis occur in
the Indian, Pakistani, and Bangladeshi ethnic groups, with
rates about 25 times higher than in white people.8 Other
immigrant groups such as West Indians, Africans, Chinese,
and Arabs have rates of about five to 10 times as high.8 In
white people the highest rates occur in older men, and poor
socioeconomic conditions and abuse of alcohol and drugs are
well recognised risk factors.9 In 1983 over a quarter of all
patients with pulmonary tuberculosis with positive sputum
smears were white men aged 55 or over, and these are the main
source of infectious cases in the population. "' The low rate of
tuberculosis in the white population aged under 45 is likely to
be related in part to the BCG vaccination programme, which
was introduced in schools in 1953. BCG vaccination has never
been used on a wide scale in the United States, and this
difference in policy may be relevant to the relation between
tuberculosis and HIV infection in the two countries.

In 1987, 96% of the prison population of England and
Wales were men and only 4% were aged 50 or over." Most
(84%) of the male prisoners were white, and though some of
the immigrant ethnic groups, particularly West Indians, were
overrepresented, those from the Indian subcontinent made
up about 3% of prisoners-the same proportion as in the

general population. 1 The initial medical assessment that all
new prisoners undergo in England and Wales is unlikely to
detect all cases of tuberculosis, and specific screening of high
risk groups may be indicated.

Most of the patients with AIDS reported in Britain have
been homosexual or bisexual men (PHLS Communicable
Disease Surveillance Centre, unpublished data). Of the
reported cases in women, however, a fifth were injecting drug
users. The proportion of those reported to be infected with
HIV who are injecting drug users is much higher- 14% of
men and 55% ofwomen. Most people known to be positive for
HIV antibody are young adults, over 85% being aged 15-44.
Most people reported to have AIDS are ofwhite ethnic origin,
with less than 6% from other ethnic groups (N Gill, personal
communication).
The incidence ofHIV infection in prisons has been studied

in several countries. In Spain, for example, where prisoners at
risk are tested on entry, a quarter were positive.' The extent
of homosexual activity in prisons is impossible to assess, but
9% of prisoners in England and Wales are admitted because of
drug offences, though not all may be injecting drug users."
The proportions are higher in women (26%) than in men
(8%), particularly in the non-white ethnic groups (49% and
22% respectively), and prostitution may be a further risk
factor.
Our knowledge of the extent and spread of the HIV

epidemic in the population is severely limited by the ethical
restrictions on testing. These are likely to be even greater
within the prison service. Routine HIV screening on admission
to prison has been introduced in a few countries, but usually
on a voluntary basis. " Education is the most important
approach to control of the HIV epidemic so far available. An
active programme has been introduced in the prison service in
England and Wales. It is difficult to predict whether Britain
will follow the United States in experiencing an increase in
tuberculosis associated with the HIV epidemic. There may be
less overlap between the risk groups for tuberculosis and HIV
infection, and BCG vaccination may have protected the age
group currently most at risk of HIV infection. Nevertheless,
the prison population is likely to be at particular risk of both
infections, whether or not they occur together.
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