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Introduction

The recent resurgence of tuberculo-
sis has generated great concern about
patients who do not complete their pre-
scribed therapy. Not only do such individu-
als remain reservoirs of infection, but
their erratic compliance has fostered the
development of multidrug-resistant strains
of tuberculosis.' To ensure that noncom-
pliant patients complete their drug treat-
ment, health departments have begun to
employ a series of strategies ranging from
incentives to involuntary detention. Offi-
cials designing such policies have carefully
approached the difficult issue of balancing
the public's health with the civil liberties
of patients.2

The use of coercion to prevent the
spread of infectious diseases is nothing
new. For hundreds of years, health offi-
cials have used various forms of quaran-
tine to segregate infectious persons. Al-
though such policies have been designed
as public health measures, their actual
implementation has been influenced by
who is being isolated and who is carrying
out the isolation. As a result, quarantine
has represented a mechanism for society
to control not only infection, but also
those who are infected.

Once tuberculosis was definitively
shown to be communicable in the late
nincteenth centurv, health departments
startcd to forcibly isolate tuberculous
persons that they believed were a danger
to the public s health. One of the most
ambitious of these programs began in
1948 at Firland, a public sanatorium in

Seattle, Washington. Not only did city
officials inaugurate a policy of quarantin-
ing so-called "recalcitrant" patients at

Firland, but they also established a locked
ward within the sanatorium for the pur-
pose of involuntarv detention.3

Officials intended to use the locked
ward only for the occasional "bad actor."'4
Yet by 1960, Firland had detained roughly
1000 patients, and the locked ward had
become a routine part of the sanatorium
care of one group of patients: those
alcoholics who frequented a run-down
portion of Seattle called Skid Road. As
modern officials reinstitute similar poli-
cies, it is well worth revisiting Seattle's use
of compulsory measures to control the
spread of tuberculosis.

Earlier Examples ofQuarantine
Although references to the isolation

of lepers can be found in the Bible, the
term quarantine did not appear until the
Middle Ages. In that period, quarantine
referred to the practice by which officials
delayed the landing of ships suspected of
carrying victims of the plague or other
contagious diseases. Quarantine has since
come to mean "the making of a boundary
to separate the contaminating from the
uncontaminated."5

Municipal officials aggressively used
quarantine to combat diseases such as
cholera well before the discovery of the
germ theory of disease in the late 1800s.6
Yet it was the knowledge that infectious
diseases were caused by specific microor-
ganisms transmitted between persons that
gave new impetus to the practice of
quarantine. Indeed, the scientific imprima-
tur of the germ theory enabled health
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officials to solidify their authority to
determine the appropriate boundaries
between the well and the "diseased."7
During the early twentieth century, state
laws routinely granted health depart-
ments the power to quarantine individuals
with infectious diseases such as diphtheria
or typhoid fever.8

Although intended for the purpose
of preventing the spread of infection,
quarantine has traditionally been im-
posed on "the bodies of those who were
least able to protest."9 On the one hand,
this policy made sense, because infectious
diseases preferentially affected the poor.
The use of quarantine and other compul-
sory public health measures, however, has
also reflected society's tendency to stigma-
tize and punish those groups that become
associated with given diseases.

There are numerous historical ex-
amples of this process. For example,
health officials incarcerated over 30 000
prostitutes in federally funded institutions
during World War I to prevent the spread
of venereal disease. Allan Brandt has
termed this event "the most concerted
attack on civil liberties in the name of
public health in American history."10
Similarly, turn-of-the-century nativist fears
that immigrants were vectors of infection
led to the arbitrary use of quarantine
against specific ethnic and racial groups.11

As with health officials selecting
persons for quarantine, administrators
involved in the day-to-day implementa-
tion of enforced isolation have also en-
joyed broad authority. Scholarship in this
area has focused on what Erving Goffman
termed "total institutions." Goffman
stressed that facilities such as mental
hospitals and prisons, whatever their
underlying purpose, ultimately emphasize
the "bureaucratic organization of whole
blocks of people."112 Although the expan-
sion of due process after 1960 provided
inmates with legal recourse, administra-
tors and staffs of such institutions have
had-and continue to have-broad au-
thority to make routine decisions regard-
ing disciplinary and custodial issues. Such
management issues would quickly become
a primary concern of Seattle officials
confining tuberculosis patients.

Confinementfor Tuberculosis
Before Robert Koch's 1882 discovery

of the tubercle bacillus, most doctors
believed that pulmonary tuberculosis, of-
ten known as consumption, was not

contagious. Rather, they claimed that the
disease resulted from a combination of

hereditary predisposition and environmen-
tal exposures.13 The use of quarantine
became logical, however, once it became
clear that tuberculosis was spread when
someone inhaled bacilli from an infected
person's sputum.

The most aggressive early attempt to
isolate infectious tuberculosis patients
occurred in 1903 when New York opened
a detention facility at Riverside Hospital.
The driving force behind this effort was
Hermann Biggs, a local health officer and
a pioneer in tuberculosis control. Al-
though designed for public health pur-
poses, Riverside also served as a reposi-
tory for "fractious and intractable"
patients, many of whom made the rounds
of city hospitals, leaving against medical
advice before approved discharge.14 Biggs's
own language bespoke how his policy of
forcible detention reflected not only the
patients' disease but also the fact that they
were usually poor immigrants, vagrants,
or alcoholics. "Homeless, friendless, de-
pendent, dissipated and vicious consump-
tives," he wrote, "are likely to be most
dangerous to the community."'5

Although commentators across the
country continued to decry the "careless
consumptive," few such patients were
detained after 1920.16 Not only was
detention difficult and expensive to admin-
ister, but there was often no clear end
point: tuberculosis was a chronic disease
with no specific cure. In addition, al-
though acknowledged as infectious, tuber-
culosis never produced the alarm gener-
ated by epidemics.'7

After World War II, however, there
was a major nationwide change in philoso-
phy, which Seattle well exemplified. Be-
fore the late 1940s, Seattle had not
forcibly segregated a single tuberculosis
patient, preferring to use its limited
funding to treat cooperative patients. In
1948, however, officials instituted a formal
quarantine policy. Factors that contrib-
uted to the adoption of this new strategy
included a general postwar revival of
tuberculosis control efforts, the introduc-
tion of antibiotics, and growing concem
with discharges against medical advice.18

As Seattle and Washington under-
went major economic development dur-
ing World War II, funding for tuberculo-
sis control increased markedly. The city
also benefited from the 1947 acquisition
of a 1350-bed surplus naval hospital that
enabled Seattle to house all of its tubercu-
losis patients for the first time.'9 Named
Firland Sanatorium, the facility remained
open until 1973.

Another important development oc-
curred in 1946 when Firland became one
of the earliest sanatoria to use streptomy-
cin, the first antibiotic effective for tuber-
culosis. Before this time, the primary
therapies for the disease were bed rest
and fresh air, supplemented by surgical
collapse of the lung.20 By 1952, two
additional drugs, para-aminosalicylic acid
and isoniazid, were also available. These
drugs enabled doctors to shorten the
average hospital stay from 2 years in the
early 1940s to 6 months by 1960.21
Nevertheless, Firland staff believed that
the combination of antibiotics, bed rest,
and surgery-in a supervised setting-
provided the best chance to cure tubercu-
losis and thus recommended at least 6
months of hospitalization. Patients com-
pleted drug therapy as outpatients.

The major obstacle to this strategy,
not surprisingly, were discharges against
medical advice.22 Like other sanatoria,
Firland had long experienced this prob-
lem. Nevertheless, given the new ability to
cure patients, the staff grew increasingly
frustrated with the idea that partially
treated persons might be allowed to infect
other Seattle residents.23 A series of
studies performed at Firland, moreover,
had revealed that as many as 47% of
patients left against advice.24

Of particular concem were alcohol-
ics, who, in one study, constituted 74% of
all unapproved male discharges.25 Major
changes in the definition of alcoholism
had begun to occur in the 1940s as it
became conceptualized as a disease rather
than a moral transgression.26 Neverthe-
less, Firland staff continued to reserve the
label for down-and-out winos or tramps,
thereby reinforcing stereotypical notions
about alcoholism. Evidence of drinking
among middle-class patients was basically
ignored.27

Those Firland patients characterized
as alcoholics most often lived on Seattle's
Skid Road, a run-down area just south of
downtown. (Skid Road appears to have
been an earlier version of the term skid
row. )28 Due to the marked economic
growth experienced by the city during
World War II, Seattle had attracted a
growing number of transient males, mostly
White, who traveled the West Coast and
Alaska looking for odd jobs. These men,
who were often heavy drinkers, spent
much of their time on Skid Road, travel-
ing from bar to flophouse.29

Not only did tuberculous Skid Road
alcoholics have high rates of discharge
against advice, but health officials be-
lieved that they were also unlikely to
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comply with outpatient therapy. As a
result, these officials concluded, such
persons often relapsed and were thus
likely to spread tuberculosis in the commu-
nity. In addition, their erratic antibiotic
use fostered drug resistance.30 Both Health
Department and Firland staff agreed that
a mechanism was needed to ensure that
alcoholics remained hospitalized long
enough to receive adequate therapy.

Quarantine and Detention
in Practice

The first step in such a process,
according to Washington State Tuberculo-
sis Control Officer Cedric Northrop, was
to clarify existing quarantine regulations.
Northrop, who had come to Washington
from North Dakota in 1941, had played a
crucial role in reviving Seattle's tuberculo-
sis work. An integral part of such efforts,
he believed, was to provide health officials
with the means to isolate the recalcitrant
person with tuberculosis.3'

In 1948, building on a state law
empowering health officers to restrain
infectious persons, Northrop drafted two
regulations enabling the local health of-
ficer to quarantine to Firland any persons
with active tuberculosis who were "unco-
operative" and "refused to observe the
[necessary] precautions to prevent the
spread of the disease."32 Those quaran-
tined were to remain at Firland until
approved discharge. Local prosecutors
aided Northrop in drafting these regula-
tions, which were subsequently approved
by the State Board of Health.

When early efforts at quarantine did
not prevent unapproved discharges,
Firland established a 27-bed locked ward
in June 1949. Known as Ward 6 and
located in the old naval brig, the unit was
equipped with both locked doors and
heavily screened windows. All patients
admitted to Ward 6 (most of whom were
intoxicated) spent the first 24 hours in one
of seven locked cells, which contained
only concrete slabs covered by thin mat-
tresses.33 Although the ward remained
locked at all times, the staff let any
potentially violent patients leave. In prac-
tice, however, such departures occurred
infrequently.34

Firland staff originally planned to use
Ward 6 sparingly. "If coercion is needed
frequently," Medical Director Roberts
Davies wrote, "it is a sure sign that
something is wrong."35 In fact, the early
use of Ward 6 was limited. Northrop
observed in December 1949 that the ward

housed "only a handful" of patients.
There were no beds for women.36

The earliest efforts to employ quaran-

tine and detention focused on patients,
generally Skid Road alcoholics, who left
the unlocked portion of the sanatorium
without permission. Many such patients
were quickly found by the police, often
when arrested for drunkenness (Figure 1,
#1). If there was no past history of
recalcitrance, the patient had likely not
been on quarantine. In this case, the local
health officer quarantined the patient to
Firland and returned him to the unlocked
portion of the sanatorium. (Jail sentences
for drunkenness were suspended.)37

If a patient was already on quaran-
tine, however, he was guilty of an actual
offense: violation of quarantine. In this

situation, a King County judge sentenced
the individual to the locked ward. A

formula established by Firland deter-
mined how long patients remained on

Ward 6 before returning to the unlocked
portion of the sanatorium: the first stay
was 2 weeks, the second was 1 month, and
the third was 2 months.38

Frequently, patients who had left the
sanatorium without permission returned
by themselves, often after drinking sprees.

Many had overstayed 24- or 48-hour
passes. When these patients returned to
Firland, they too were quarantined and
detained (Figure 1, #2). That is, the
health officer quarantined to Firland
those patients without previous offenses
and sent those already on quarantine to

Ward 6. In these cases, however, deten-
tion bypassed the formal legal system.39
The medical director directly sent pa-
tients to Ward 6, the duration of the stay
again depending on whether they had
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Judge Director

WARD6
WARD6 WARD 6WARD6 ~(2 WEEKS) (2 WEEKS)

Medical Medical
Director Director

WARD 6 WARD 6
(1 MONTH) (1 MONTH)

ETC. ETC.

FIGURE 1 -Three scenarios by which patients were sent to the locked ward
(Ward 6) at Firland Sanatorium.
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The Administration Building at Firland Sanatorium, circa 1960. Photo courtesy of
the American Lung Association of Washington.

previously spent time there. This ability to
detain patients in Ward 6 without a

judge's ruling stemmed from the quaran-

tine order, which read that the patient was
to remain "in that section of the Sanato-
rium designated by the Medical Direc-
tor."40

Northrop's 1948 regulations had
specified that only patients with active
tuberculosis could be quarantined. This
term, however, did not directly correlate
with infectiousness. The National Tuber-
culosis Association defined pulmonary

disease as active until there were negative
sputum samples and healed x-ray lesions
for 6 months.41 Health officials employed
this broad definition of active tuberculosis
because healing was a slow process that
continued long after the sputum was no

longer infectious. Nevertheless, this stan-
dard ensured that quarantined and de-
tained patients were often noninfectious.

Yet even if it was reasonable to
define active tuberculosis so broadly,
sanatorium officials paid little or no

attention to whether detained patients
actually had active disease. This phenom-
enon had its major impact beginning in
the mid-1950s when Firland adopted an

informal policy requiring all alcoholics to
remain hospitalized for 12 months, regard-
less of their medical condition.42 This
1-year rule was another mechanism to
ensure that Skid Roaders received ad-
equate supervised antituberculous therapy.
Because officials ignored the criterion of
active disease, alcoholics who took unap-
proved leaves during the last days or

weeks of the mandatory 12-month hospi-
talization-and thus at times had inactive
tuberculosis-were also sent to the locked
ward. Indeed, the staff thought nothing of
discharging patients to home directly
from Ward 6, a practice that belies the
notion that detention was reserved for
true public health threats.43 Clearly, the
ward had begun to serve a purpose

beyond simply preventing the spread of
tuberculosis.

Maintaining Order at Firland
To understand why Firland used

public health powers to discipline nonin-
fectious patients, it is important to look at
its institutional needs. Because the sanato-
rium housed hundreds of persons in close
quarters for long periods of time, staff
members saw "utter chaos" as a persistent
possibility; they frequently cited past
episodes in which patients had started
fires or attempted mass escapes.44

Alcohol, in particular, disrupted sana-
torium routine. Although a 1947 King
County resolution made the "giving or

selling of intoxicating liquors" at Firland a

misdemeanor,45 patients who had ob-
tained liquor while on a pass often tossed
bottles over the fence and retrieved them
once on the inside. "Bootlegger" patients
smuggled in large quantities of liquor;
loud, raucous drinking parties often fol-
lowed in the open wards. Such incidents,
one doctor claimed, led other patients to
request early discharge.46

As noted above, patients who left
Firland without permission often drank
while away and thus were drunk when
they returned to the sanatorium. Firland
officials justified the detention of such
persons-even those with inactive dis-
ease-by the need to maintain order. The
staff believed that merely allowing such
persons, once sober, to return to the
regular wards encouraged such behavior.
Keeping such persons on the locked ward,
conversely, potentially served as a deter-
rent.47

Firland also used this same justifica-
tion-the need to maintain order-to
send to Ward 6 any patients caught
drinking or selling alcohol at the sanato-
rium. This situation is shown in Figure 1,
#3. Patients sent to the locked ward for
drinking or bootlegging need not have
been previously quarantined (although
they were subsequently quarantined).
Rather, they were sent to the locked ward
for having broken the 1947 resolution
prohibiting such behavior. Once again,
Firland staff handled these cases entirely
at the sanatorium without formal legal
proceedings.48 Whether the tuberculosis
was active made no difference. Thus, a

patient who had never eloped, had com-

plied with his medical therapy, and had
been noninfectious for 6 months could be
sent to Ward 6 for drinking.

The Firland staff used public health
criteria not only to punish patients, but
also to reward them.49 When quarantined
patients exhibited both medical improve-
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Cedric Northrop, whose plan for
reviving tuberculosis control In
Seattle included the use of
detention.
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ment and "good behavior," they often
qualified for a status of "modified" quar-
antine.50 Patients in this latter category
were permitted to have short passes away
from Firland. Not surprisingly, negotia-
tions often ensued between patients, who
requested frequent leaves, and health
officials, who feared that such patients
were likely to drink while away, bring
liquor back to the premises, or not return
at all. These fears were well founded. It
was not uncommon for Skid Road alcohol-
ics to have four or five stays on Ward 6:
many simply committed another infrac-
tion shortly after returning to an unlocked
ward.

How can we best understand what
transpired at Firland in the 1950s? The
experience appears to have represented
the confluence of two themes discussed
earlier: the broad power of twentieth-
century health officials to isolate the
"diseased" and the ability of total institu-
tions to control their inmates.51 What is
crucial to note in the case of Firland is
how these two functions overlapped.
Health officials in Seattle originally estab-
lished policies of quarantine and deten-
tion to protect the community from
recalcitrant patients with active tuberculo-
sis. Yet the larger goal turned out to be
custodial: to keep Skid Road alcoholics
institutionalized and reasonably well be-
haved for 12 months of antibiotic therapy.
Once this goal was established, it became
necessary to legitimate the disruption of
institutional order as a public health
violation punishable by quarantine and
detention.52 Given the great disciplinary
authority of the medical profession, it is
little wonder that Firland successfully
blended these public health and institu-
tional imperatives.53

Reactions ofPatients
As anticipated, Ward 6 housed mostly

alcoholics. A 1953 study, for example,
found that 88% of locked-ward patients
carried the diagnosis of alcoholism.54 The
vast majority of these individuals either
lived on or frequented Seattle's Skid
Road. Most Ward 6 patients registered no
objections. The ward staff was committed
to the care of alcoholics and treated them
with more tolerance and respect than they
received in jail or in public hospitals.55 In
fact, certain locked-ward patients pre-
ferred Ward 6 to the unlocked portions of
Firland with their constant temptations of
alcohol and gambling.56 By the early
1950s, the sanatorium had also developed
an extensive program of social and reha-

One of the locked "cells" used for acutely inebriated tuberculosis patients at
Firland Sanatorium, 1949 to 1960. Photo by author, 1993.

bilitative services. In addition, Firland had
hired special staff to address issues of
unemployment and alcoholism among
Skid Road patients.57

Nevertheless, in a series of letters
sent to state officials in 1956 and 1957,
several patients objected to quarantine
and detention procedures. One patient,
for example, questioned why the health
officer was able to quarantine noninfec-
tious patients. "[C]ontagiousness," she
wrote, "has nothing to do with the
quarantine. People who have had nega-

tive sputum for months may be placed
under quarantine."58

The same patient also objected to the
locked ward. "Ward Six," she stated, "is a
jail in every sense of the word; heavily
screened windows, locked doors, cells
with mattresses on concrite [sic] slabs and
restrictions that are to be expected in a

regular jail."59 Others criticized the lack
of legal proceedings. The doctors, claimed
one patient, "may sentence a patient from
one day to six months, as they see fit. We
want to know by what right, and on what

American Journal of Public Health 261February 1996, Vol. 86, No. 2



Public Health Then and Now

authority this is being done."60 Patient
dissatisfaction culminated when a former
Firland employee collected 51 pages of
"patients' grievances," which he sent to
the governor.6'

These complaints were generally
greeted with skepticism or hostility. Health
officials were particularly critical, terming
the missives "typical 'crank' letters which
we have been accustomed to seeing
produced by the paranoid type of person-
ality."62 Eventually, however, the patients'
complaints reached the Washington State
chapter of the American Civil Liberties
Union. American Civil Liberties Union
members who investigated conditions at
the sanatorium in 1957 generally con-

firmed the allegations: Firland used quar-

antine as punishment and incarcerated
patients on Ward 6 without due process.

Yet after pointing out these problems to
the Firland staff, the union let the issue
drop.63

Indeed, by the end of the 1950s, the
use of quarantine and detention at Firland
had become formally institutionalized. In
1959 the staff drafted an 18-page docu-
ment that codified the policies described
above.64 Meanwhile, the use of quaran-
tine and detention at Firland rose, reflect-
ing the fact that tuberculosis was increas-
ingly becoming a disease of the poorest
members of society, such as Skid Road
alcoholics.65 Whereas 10% of patients had
been quarantined in 1952, the figure

reached 30% by 1960.56 In 1954, Ward 6
expanded from 27 to 54 beds, including 6
beds for women.67 By 1960, Washington
State had detained approximately 1000
patients.68 The vast majority of these were
held at Firland. Detention, initially meant
for the occasional recalcitrant individual,
had become standard management of the
Skid Road alcoholic patient.

Detenfion across the Country
Seattle's increased use of compulsory

public health powers after World War II
epitomized developments across the
United States. Between 1948 and 1955, 22
states passed new laws regarding the
isolation of recalcitrant tuberculosis pa-

tients. By 1960, 31 states employed some

type ofcompulsory hospitalization. Deten-
tion policies varied greatly. For example,
although certain states required extensive
legal proceedings, including the provision
of lawyers to potential detainees, others
did not. Most health departments kept
patients in locked hospital wards, al-
though three states and three cities used
actual prison facilities.69

Although detention protocols dif-
fered widely, Seattle's system served as a

model for the country. Northrop and
Firland staff published several articles
describing the "practical management of
the recalcitrant tuberculosis patient."70
Numerous health officials from across the

United States visited Ward 6. Not surpris-
ingly, policies similar to those at Firland
existed elsewhere. For example, other
states detained noncompliant patients
who had violated sanatorium rules.71 As
patients in several states were confined
for 6 to 12 months, many of these persons
likely also had inactive tuberculosis or had
been noninfectious for several months.72

The vast majority of tuberculosis
workers in the 1950s advocated some use
of detention. A 1958 editorial in the
Journal of the American Medical Associa-
tion, while noting the controversial nature
of enforced isolation, agreed that for
persistently obstinate patients it was nec-
essary to "resort to available legal mea-
sures."73 Nevertheless, a few commenta-
tors decried detention altogether, terming
it a "misapplication of police authority"
that led health officials to treat patients
like criminals.74

Conclusion
Seattle health officials designing a

plan to confine uncooperative tuberculo-
sis patients drew on a long tradition
permitting the isolation of contagious
persons to protect the community. Yet
those implementing the new policies of
quarantine and detention saw their goal
as larger than simply segregating infec-
tious persons. The availability of antibi-
otic agents raised the hope that, for the
first time, recalcitrant tuberculosis pa-
tients could be cured of their disease once
and for all. In Seattle, the individuals that
caused the most concern were Skid Road
alcoholics.

Thus, health officials and the staff of
Firland Sanatorium instituted an informal
policy that kept all Skid Road alcoholics
hospitalized for 12 months of supervised
antibiotic therapy, roughly 6 months longer
than the average stay. Alcoholics at
Firland were thus "temporarily detained"
with the hope of effecting permanent
cures. Implementation of this plan, how-
ever, required sanatorium staff to address
custodial issues such as unapproved leaves
and drinking in the unlocked portion of
Firland. To discourage or punish such
behavior, the staff used the public health
powers of quarantine and detention. As a
result, whether patients were infectious,
had active tuberculosis, or had been
noncompliant with their medications was
often irrelevant. Maintenance of order at
the institution had itself become a legiti-
mate reason for invoking public health
powers.
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Heavily screened windows on the outside of Firland Sanatorium's locked ward.
Photo by author, 1993.
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Firland initially planned to use quar-
antine and detention for the occasional
bad actor, as only one portion of a
comprehensive program to address the
multiple sociomedical problems of alco-
holic patients. By 1960, however, quaran-
tine and detention had become a routine
part of the care of Skid Road alcoholics.
Most decisions regarding confinement
were made at the sanatorium by the
medical director and his staff. In defer-
ence to the authority of public health and
medicine, the local legal community gave
its full approval. Even the American Civil
Liberties Union scarcely objected. It was
not until 1964 that growing concern with
due process led a local judge to come to
Firland to hear patients' complaints.75

Due process issues have become
paramount as modern officials fighting
the resurgence of tuberculosis establish
policies and facilities for the detention of
noncompliant patients.76 Drawing heavily
on legislation regarding the confinement
of mentally ill patients, these officials are
fashioning much more sophisticated laws
and regulations that respect patients' civil
liberties.77 First, civil commitment and
confinement can occur only if a given
individual represents a "significant risk"
to the public. Second, this person must
receive full due process of law, including a
prompt hearing and provision of counsel.
Finally, before requesting commitment
proceedings, health officials must employ
"less restrictive alternatives" to improve
patient compliance with outpatient antibi-
otic therapy.78 These include addressing
patients' psychosocial problems, establish-
ing flexible clinic hours, using induce-
ments such as meals or subway tokens to
improve clinic attendance, and, most
notably, instituting directly observed
therapy.79 In directly observed therapy
programs, outreach workers observe pa-
tients take their daily or twice-weekly
medications, either in the clinic or other
locations-such as apartments or park
benches-that are most conducive to
compliance.80

What does the Seattle experience
teach us? Clearly, much has changed
since the 1950s. Today's uncooperative
tuberculosis patients are not exclusively
alcoholics, nor are most patients institu-
tionalized for prolonged periods. Drug
resistance, formerly a minor concern, has
become a major problem. Despite these
differences, however, the historical record
reminds us of three important points.

First, drafting more elaborate laws
and regulations has never prevented the
possible misuse of authority by those

carrying out public health policies. Al-
though acting in an era before the due
process revolution, officials in Seattle
nevertheless attempted to delineate-and
limit-the power of the health officer to
confine the uncooperative patient. In
practice, however, the broad authority of
those implementing quarantine and deten-
tion permitted the established limits to be
stretched. Thus, even as they comply with
the letter of the law, modem administra-
tors must also avoid the use of unwar-
ranted coercion in the day-to-day opera-
tion of programs such as directly observed
therapy. Such a goal requires both the
solicitation of feedback from patients and
constant reexamination of the system.81
These safeguards will be particularly
important if declining rates of tuberculo-
sis shift attention and funding away from
control programs.

Second, public health officials should
employ coercion, when necessary, based
on the actual likelihood that an individual
is at risk for spreading infection-not
based on any category to which that
individual belongs. In Seattle, the label
"Skid Road alcoholic" meant a 12-month
sanatorium stay, based on a presumption
that such individuals were likely to be
noncompliant. Today's "difficult" tubercu-
losis patients are also likely to have
multiple sociomedical problems, includ-
ing homelessness, substance use, and
psychiatric disease. Moreover, they are
likely to belong to groups more prone to
be stigmatized, such as the poor, minori-
ties, immigrants, and persons with human
immunodeficiency virus infection. Selec-
tion of patients for directly observed
therapy, which is carried out by health
officials without formal legal proceedings,
should not reflect our preconceived no-
tions about compliance in such groups.82
Nor, more importantly, should recent
reports touting the efficacy of directly
observed therapy83 discourage efforts-
such as providing apartments for the
homeless or rehabilitation for drug users-
that address the underlying causes of
noncompliance.

Third, for patients detained in inpa-
tient facilities, officials must not confuse
custodial or management issues with
public health goals. At Firland, bad
behavior led to detention, and good
behavior led to relaxation of quarantine.
Although the use of punishments and
privileges will continue in total institu-
tions, such institutional exigencies must
not co-opt the actual purpose of the
forced isolation.84 Thus, drinking alcohol
or breaking other rules should not neces-

sarily result in longer detention for public
health purposes; conversely, good behav-
ior may not signify that earlier release is
appropriate. Avoiding the conflation of
institutional and public health goals re-
quires not only acknowledging that such
conflicts exist, but also determining how
responsibility for discipline, treatment,
and detention should be allotted among
health officials, institutional staff, and the
courts.

Throughout this century, tuberculo-
sis workers have struggled with the diffi-
cult task of balancing patients' liberties
with the protection of the public's health.
If they have erred at times on the side of
coercion, they have done so with broad
societal approval. Although modem laws
and regulations represent a more sophisti-
cated approach to the uncooperative
tuberculosis patient, we must closely
examine how these new policies are
implemented. Ol
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