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Abstract
Tuberculosis (TB) is one of the leading infectious killers of adults globally. Incarcerated
individuals represent a vulnerable population when it comes to TB exposure, development of disease, and poor treatment outcomes. The TB pandemic in prisons is a serious
human rights issue, and multiple global organizations have called for human rightsbased strategies to address it. There are, however, few countries implementing such
programs on the ground. Georgia, a former Soviet republic located in the Caucasus
Mountains, has high rates of TB and a large prison population. This paper describes
a needs assessment carried out in one prison in Georgia and the human rights-based
strategy being implemented by the Georgian National TB Program to address TB
control in the prison setting. It is hoped that the proposed program can serve as a model
for other countries with high rates of TB among incarcerated individuals.
Background
Tuberculosis (TB) is a public health problem with major human rights
implications.1 An estimated 2 billion people are infected with the highly
infectious disease. In 2010, 9 million people became sick with the disease—this is the highest number of cases ever reported. Despite the fact
that there is effective treatment, almost 2 million people die from TB
each year, largely due to lack of access to care.2
Tuberculosis disproportionately affects vulnerable populations around
the globe, and the group with the highest risk for TB is the prison population.3 An estimated nine million people in the world are incarcerated
and it is estimated that prisoners account for 8.5% of all TB infections.4,5
Prisoners are not only more likely to become infected with the TB bacteria, but they are also less likely to be diagnosed with the disease, receive
treatment once diagnosed, and have successful treatment outcomes even
if they begin therapy. Several factors may account for high rates of TB in
prisons, chief among them, crowding, malnutrition, and the movement
of prisoners from site to site.6,7,8,9 However, the lack of access to even
basic health care in prisons remains the major problem.10
In the late 1990s, there were a number of articles written about TB in
prisons and human rights, with much attention given to the prisons of
the former Soviet Union.11, 12, 13 In 1997, the World Health Organization,
the International Committee of the Red Cross, and the governments
of Russia, Georgia, and Azerbaijan issued what has become known as
the Baku Declaration, which officially recognized TB as the prison system’s major health problem and called for improved care of prisoners
with the disease.14 In 2001, the World Health Organization published “A
Human Rights Approach to Tuberculosis” and more recently, the Stop
TB Partnership issued a document on tuberculosis and human rights.15
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These comprehensive documents address human
rights issues in TB control for a range of populations,
including prisoners. The broad approach focuses on:
1) equal partnerships with affected communities;
2) identifying and empowering the most vulnerable
populations to access services; 3) assuring dignity;
4) addressing social and economic determinants of
diseases; 5) addressing human rights implications
of policy and programs; 6) addressing institutional
constraints and capacity gaps; 7) providing a multisectoral response; 8) providing accountability tools;
9) developing a platform for sharing best practices,
advocacy efforts, and social mobilization.16
Many countries have focused on an “infection
control”-based approach to TB control in prisons.
While this approach can limit the spread of TB, it
can compromise the rights of individuals infected
and sick with TB in prisons. Under international
law, countries have an obligation to provide adequate health care to individuals in prisons, and the
International Covenant on Civil and Political Rights
states that danger to a prisoner’s health and life as a
result of an infectious disease constitutes a violation
of international human rights law.17 Human rights
law also states that countries have an obligation to
ensure that TB services in prisons are at least equivalent to those provided to the general population.18
Given that people are at increased risk of contracting
TB and of having a poor outcome if they become
sick with the disease in prison, the government of
Georgia has elected instead to promote a standard of
TB care in their prisons that is better than the level
of health care in the community. This article will discuss an ethnographic assessment carried out in the
prison system in Georgia and describe the human
rights-based approach proposed by the National TB
Program to address weaknesses in the system.
Setting
Georgia is a country in the South Caucasus that
regained its independence from the Soviet Union
in 1991. Since that time, the country has undergone
multiple political, social, and health reforms, and
the current government has made great strides in
addressing some of the most pressing health and
social concerns. However, the country is still facing
significant health problems, and none of these is
more significant than the problem of TB.
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Georgia currently has the fifth-highest rate of TB in
the European region, with an estimated 100 incident
cases per 100,000 persons in 2010.19 Rates of drugresistant TB are also extremely high, estimated to
be 10% among newly diagnosed patients and 30%
among those who have been previously treated for
the disease.20 The prison population is disproportionately affected by TB, accounting for over one-third
of the cases reported annually.21 Furthermore, individuals diagnosed with TB while incarcerated are far
less likely to be cured than are patients in the civilian sector; only 40% of patients diagnosed in prison
actually complete their treatment if they are released
from prison while still on therapy.22
Georgia has long suffered from high rates of
TB within its prison system. A study done in the
Georgian prison system in 1997 and 1998 found that
prevalence of smear- or culture-positive tuberculosis
was 5995 per 100,000 prisoners (n=448 cases among
7473 inmates). Of additional concern were the high
rates of drug resistance found among the prisoners.
Of all the strains on which drug susceptibility testing
(DST) was done, 215 (77.9%) were resistant to at least
one drug and 37 (13.0%) were multidrug resistant.23
As part of a response to these extraordinarily high
rates of tuberculosis and multidrug resistant tuberculosis (MDRTB) in the Georgian prisons, the ICRC
launched a major effort to improve diagnosis and
treatment. The initiative included improved access
to diagnostic and therapeutic services, administrative
infection control measures, infrastructure and lab
improvement, training for prisoners and providers,
and the provision of incentives to health care staff
working in prisons.24 In 2010, the ICRC handed the
prison program over to the Georgian Ministry of
Health, describing the situation as “a success story.”25
This declaration of success may have been premature. Country-level data show a steady rise in both
the incidence and prevalence of TB in the prison
population, and a rise in the percentage of cases the
prison population is contributing to the overall TB
pandemic in Georgia. These numbers are illustrated
in Figures 1 and 2.
The dramatic increase in the number of prisoners
over the last seven years is a significant problem.
Fewer than 4,000 prisoners were documented in
2004; in 2010, that number had increased to more
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Figure 1. Notification of TB cases in the prisons, Georgia, 1998-2010 (per 100 prisoners)

Figure 2. All TB cases in civil and prison sectors, Georgia, 2002-2010 (absolute numbers)
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than 25,000. This increase is largely attributable to
the influx of political prisoners who were jailed after
the 2003 Rose Revolution and the 2008 war with
Russia.26,27 Staffing issues in the prisons—particularly with regard to health services—have not kept
pace with the increase in the incarcerated population.
Currently, Georgia has 19 prisons and overcrowding
is the norm with most prisons functioning at 125%
capacity. Overall, Georgia has an estimated 415 prisoners per 100,000 people.28 There is one prison facility in Ksani specifically focused on treating prisoners
with TB. This facility is overwhelmed: The number
of prisoners is almost eight times what it was five
years ago. TB screening is done upon entry into the
prison system, but health and lab facilities limit these
ongoing screening efforts.29 Thus, the disease continues to spread unabated, and although incidence
is declining among the civilian population, it is rising among the prison population. The government
of Georgia has declared the situation a health and
human rights emergency requiring urgent attention
and resources.30
Methods
The researchers used a combination of qualitative
methods to describe the problem of TB control
in the Georgian prisons and to present the human
rights-based strategy developed to address these
problems. Qualitative methods have a long history of
use in TB research, and are useful in providing valid
data on health care problems.31 The methods used
in this study included participant observation, ethnographic interviewing, and key informant interviewing. Participant observation was done in one prison
facility in Ksani, in the National TB Program, at two
health centers, and in the National TB Reference
Hospital. Key informant interviews were done with
a convenience sample of national TB program officers (13 participants), health officials at the prisons
(four participants), physicians (two participants)
and nurses (three participants) at the prisons, and
with prisoners (four participants). Observations and
interviews focused on the current situation of TB
control and services in the prisons, actions needed
to improve TB control and services in the prisons,
and human rights issues in prison TB control. The
ethnographic assessments were carried out over a
five-month period between July 2010 and January
2011 by a trained anthropologist (JF). Data were
recorded using detailed field notes and analyzed for
theme, pattern, and content, according to standard
ethnographic methods.32
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Results
The results of the ethnographic study and analysis
are presented in the following section. First, a review
of the current situation in the prisons is presented.
Second, a description of proposed reforms is discussed. Finally, a discussion of the limitations of the
proposed program is presented.

Current TB control conditions in the Georgian prison
system
The study revealed a number of concerns with the
current TB control situation in Georgia, including:
1) Lack of coordinated screening efforts
Although all incarcerated individuals are screened for
TB on admission to the prison system, there is no
ongoing active systematic screening. This is largely
due to a lack of medical and laboratory staff to perform screening on a regular basis. In terms of passive
screening, prisoners who have signs and symptoms
of TB must wait weeks to see a medical provider who
may or may not screen them for TB. Furthermore,
many prisoners are not aware of the signs and symptoms that should prompt them to request a screening.
2) Delays in initiation of appropriate therapy
Once a prisoner has presented to a health care provider for TB screening, he or she must often wait
weeks to months before appropriate treatment is initiated. Laboratory results are not routinely available
to health providers in the prisons, and even when
there is a positive smear or culture, it can take weeks
for these results to reach the proper providers. In
some regions of the country (western Georgia, for
example), it can take two to four weeks for patients
diagnosed with TB to be transferred to the treatment
colony at Ksani. These delays lead to increased periods of exposure for other incarcerated individuals.
3) Lack of human resources for managing TB in
the prisons
Although there are enough physicians and nurses
in the country of Georgia to manage the problem
of TB, the prison system is suffering from a lack of
human resources. The prison rules have capped the
number of physicians and nurses that can be hired.
Recruitment of staff to work in the prisons is problematic, and health care personnel are demoralized.
Turnover of most key personnel is reported every
three to six months. In addition to their overwhelm-
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ing clinical loads, the physicians and nurses are burdened by paperwork. For security reasons, they do
not have Internet access and are isolated in the work
they are doing. For example, none of them were able
to attend World TB Day activities in 2011. If screening is to increase and more patients are diagnosed,
action must be taken to strengthen the prison health
system to accommodate the increasing work load.
In addition to managing TB, some prisoners also
have co-morbid conditions that decrease the likelihood of their TB being cured. Chief among these
is diabetes mellitus, which has been shown not only
to increase the likelihood of developing active TB
but also to reduce the chances of TB cure. There are
no medicines in the prisons for managing co-morbid
conditions such as diabetes.
4) Lack of laboratory resources
The prison has an excellent laboratory system, but it
is unable to handle the increased work load of mass
screening, even at a single prison facility. Physicians
reported being unable to screen prison suspects
because they were limited in their ability to send
sputum samples. If screening efforts are to improve,
then laboratory facilities must also be strengthened.
5) Poor infrastructure
Certain prisons have upgraded facilities and improved
not only living conditions but also reduced the risk of
becoming infected with TB. However, many prison
facilities in Georgia have sub-standard living conditions that facilitate the spread of TB. For example,
one prison which reports a large proportion of TB
cases has a facility in which 100 to 150 incarcerated
individuals are kept in one large room with no ventilation and no windows. In order to decrease the
spread of TB, major infrastructure improvements are
needed.
6) Poor follow-up of patients with TB who are
released from the prisons
For those prisoners who do become sick with TB
while in the prison system, successful treatment outcomes are less likely, especially among those released
from prison while on treatment. It is estimated that
fewer than 40% of incarcerated individuals who are
released from prison while on treatment actually
report to health centers to complete therapy. This
means they are more likely to develop drug-resistant
forms of TB and to spread TB in the larger community. There is no system for following up with prisvolume 13, no. 2

oners who have been released, nor for tracing their
household and community contacts.

Proposed reforms
There are several potential strategies for addressing
these problems. The Georgian National TB Program
NTP has chosen to address them using a human
rights-based approach. This was done to promote
prisoners’ rights, access to health information, development of useful skills among the prison population,
and facilitation of return into the general community.
1) Incarcerated health workers
The backbone of the rights-based program in
Georgia will be the development of a group of lay
health workers from among the prisoners known
as “Incarcerated Health Workers” or “IHWs.” The
IHW group will be developed using community
health worker (CHW) models of care as a guide.
CHW programs have been used in a wide variety
of settings to treat myriad health problems.33 While
there are many instances of community-based organizations working on the problem of TB in prisons,
there are to date no documented programs where
prisoners themselves are trained as health workers.34
There is a history in the Georgian prisons of using
highly motivated incarcerated individuals to perform
certain administrative and security-related jobs in the
prisons, and a similar method will be used for selecting and employing the IHWs.
The IHWs will focus on TB education, facilitation of
sputum collection and diagnostic referral, advocacy
efforts, and working with the National TB program
to improve TB care. Selected IHWs will be trained in
these activities using standard TB training materials
for health care providers. As part of their training,
they will receive certification as TB educators and
care providers, and this certification will be valid
when they are released. IHWs could lead to many
improvements in diagnosis and care of TB. First, the
workers will be educating their peers and doing so
on an ongoing basis. Second, they will provide routine, ongoing screening for all persons within their
respective prisons. Third, they will be able to request
sputum testing for TB, so that suspected patients do
not have to wait to see physicians. Fourth, they will be
able to ensure that patients in need of medical attention do not have to rely solely on prison staff or medical staff to address their medical needs. It has been
hypothesized that when prisoners have an increased
sense of control over their health, they are able to
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enact healthy behaviors.35 The proposed program
is expected to give prisoners control over their own
health, increase their access to health knowledge, and
allow them to undergo sputum testing without having to see a physician or nurse.
A second important role of the IHWs could be in
the arena of advocacy. Prisoners often have few
advocates and are rarely in a position to advocate for
themselves and their fellow inmates. By training the
IHWs and integrating them into the prison health
network, these individuals should be able to speak
directly with health care providers about their needs
and the needs of other prisoners. This information
could then be conveyed directly to those in positions
of power who can make changes. This open line of
communication is expected to decrease frustrations
among both the prisoners and those caring for them,
an additional benefit to this program.
A third important role for the IHWs will be in their
transition and the transition of other prisoners
back into general society upon release from prison.
IHWs will have certification of their skills and can
be employed by the Ministry of Health, Ministry of
Corrections and Legal Assistance, and nongovernmental organizations to continue providing TB care and
advocacy in a new capacity. Released IHWs can also
help manage unacceptably high default rates among
persons released from prison while still being treated
for TB. The current system requires the physicians
or nurses to make a referral to the TB clinic in the
community to which the prisoner is being released.
The onus is then on the recently released individual
to report to the clinic. By employing the IHWs to
follow up directly with all prisoners released while
on TB treatment, default will likely be reduced. It
has been shown in other prison settings that when
there is a concrete plan for release, and active tracing
efforts are in place to contact those who do not make
their appointments, health outcomes among recently
released prisoners are improved.36
The very real problem of human resource shortages
in the prisons in Georgia must be addressed. While
the country itself has sufficient numbers of physicians and nurses, the situation in the prisons is dire,
and there are simply not enough health care professionals to meet the needs of the ever-growing prison
population. Thus, Georgia’s prisons could be considered an area of scarce human resources and plans for
dealing with human resource shortages in other set78 • health and human rights

tings will be adopted in the proposed program. These
strategies include incentives for health professionals
in the prisons, improved integration into overall TB
care, ongoing training, participation in conferences,
and salary incentives.37 These also include task shifting work to other lay personnel, and the IHWs will be
key in these task shifting activities.38
2) Molecular testing
Improved TB diagnosis in prisons is central to
improving Georgia’s overall TB care. This is the area
where prisoners will actually have better access to
health care because of their increased exposure to
TB. The main component of this plan is to implement molecular diagnostic testing for persons in the
prisons, prior to introducing it universally throughout
the country. New molecular methods are revolutionizing the way TB is diagnosed throughout the world.39
These methods remain somewhat costly and have
not yet been recommended for universal implementation. Georgia has access to two of these molecular
diagnostic methods but not enough funding and supplies to roll them out nationally. Thus, they will be
used preferentially for prisoners, not only to improve
infection control, but also, as noted earlier, on the
human rights principle of better care for vulnerable
populations at highest risk.
3) Infrastructure improvement
Infrastructure improvements throughout the prison
system are also crucial in the new plan. Prisoners have
“faked” having TB in order to be transferred to the
TB prison in Ksani, where conditions are far superior
to other institutions. It is telling of the extreme conditions that prisoners find it preferable to fake having
a deadly, contagious disease, and to place themselves
in the risky situation of being surrounded by TB
patients. Rather than punishing individuals caught
doing this, or worrying about how many might try,
Georgia is committed to improving all the prisons.
This will also lead to improved infection control and
decreased transmission of TB as windows are put
in, air ventilation increased, and large cells holding
hundreds of individuals are transformed into more
humane housing where TB is less likely to be transmitted.
4) Tanadgoma
Finally, the NTP will work closely with the community-based organization Tanadgoma. Tanadgoma
(Georgian for “support”) has worked in the prison
system for many years.40 Their work has largely
focused on access to HIV testing and care, and they
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have established HIV testing centers in all prisons.
Their work will be used as a model and support for
the proposed TB plan.

Limitations of proposed plan
As a proposed plan of reform has not yet been put
into place, the potential benefits described above are
theoretical. Once implemented, the proposed plan
must be closely monitored, and will have several
important limitations:
1) Funding
Securing an adequate and sustainable source of
funding is of major concern. The Georgian National
TB Program has applied to two major international funding organizations to support this project.
Furthermore, the country is seeking internal publicprivate partnerships to fund the proposed reforms.
These internal funding sources could potentially provide ongoing support for TB control in the prisons.
To date, however, there is no available funding for the
proposed project.
2) Implementation
Until funding is obtained, there can be no project
implementation. The Georgian NTP has a proposed
timeline for the project implementation, which will
occur over a six-month period. The time will largely
be spent recruiting and training IHWs. Other logistical issues still need to be addressed; chief among
these is compensation for the IHWs. While there is
general agreement that they should be compensated
for their work, it is unclear how this will be done.
In addition, prison staff incentives and training
are being planned, and the Ministry of Health and
Ministry of Corrections and Legal Assistance must
approve these. This process can be time consuming
and may delay project implementation. Efforts are
being made to obtain approvals now so that the project can move forward once funding is obtained.
3) Monitoring
Monitoring of the proposed reforms and the prison
health system in general plays a significant role in
ensuring that the human rights of the prison population are met. The rights-based approach to TB put
forth by the Stop TB Initiative stresses the importance of monitoring and accountability in prison TB
control. Currently, the only proposed monitoring of
the program is by government-sponsored institutions
in Georgia, including the Ministry of Health and the
volume 13, no. 2

Ministry of Corrections and Legal Assistance. The
lack of independent monitoring poses potential
problems for the program.
4) Human rights concerns
The proposed reforms begin to address some of the
human rights issues the prison population faces with
regard to TB. Specifically, the reforms focus on issues
of partnership, prisoner empowerment, social and
economic factors, dignity, and institutional capacity
gaps. However, there are some concerns that the
proposed reforms may not offer equivalent care to
prisoners with and at risk for TB. IHWs, although
an innovative way of addressing capacity gaps, are
not substitutes for trained physicians and nurses,
and the current reforms do not address this. And
although IHWs can provide some advocacy, the proposed reforms do not adequately address the need
for advocacy among other populations, in addition
to prisoners and former prisoners. Finally, there are
other human rights issues raised by politically driven
arrests and incarcerations, and overall prison conditions that are not considered in the proposed reforms
focused on TB control and care.
Conclusions
The problem of TB in the Georgian prisons has
existed for decades, and although some progress has
been made, the growing rate of incarcerated individuals has led to a situation that is currently out of
control. The government of Georgia has decided to
introduce a number of reforms, and it has chosen
to do so in a way that addresses some of the human
rights issues facing the prison population. Although
there have been multiple policy pieces written about
human rights and TB care in the prison system, this
is one of the first reports to document the planned
activities of a national strategy.
However, narrative data collected support the statistical data and point to a very serious problem for TB
control in the prisons and the human rights issues
inherent therein. The steps taken by Georgia are
important and timely, and it is hoped that their example can serve as a model for other countries developing TB programs in their prison systems.
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