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Correctional and detention facilities face unique challenges
in the control of infectious diseases, including coronavirus
disease 2019 (COVID-19) (1–3). Among >10 million annual
admissions to U.S. jails, approximately 55% of detainees are
released back into their communities each week (4); in addition, staff members at correctional and detention facilities
are members of their local communities. Thus, high rates of
COVID-19 in correctional and detention facilities also have
the potential to influence broader community transmission.
In March 2020, the Louisiana Department of Health (LDH)
began implementing surveillance for COVID-19 among correctional and detention facilities in Louisiana and identified
cases and outbreaks in many facilities. In response, LDH and
CDC developed and deployed the COVID-19 Management
Assessment and Response (CMAR) tool to guide technical
assistance focused on infection prevention and control policies
and case management with correctional and detention facilities.
This report describes COVID-19 prevalence in correctional
and detention facilities detected through surveillance and findings of the CMAR assessment. During March 25–April 22,
489 laboratory-confirmed COVID-19 cases, including 37
(7.6%) hospitalizations and 10 (2.0%) deaths among incarcerated or detained persons, and 253 cases, including 19 (7.5%)
hospitalizations and four (1.6%) deaths among staff members
were reported. During April 8–22, CMAR telephone-based
assessments were conducted with 13 of 31 (42%) facilities
with laboratory-confirmed cases and 11 of 113 (10%) facilities without known cases. Administrators had awareness and
overall understanding of CDC guidance for prevention of
transmission in these facilities but reported challenges in
implementation, related to limited space to quarantine close
contacts of COVID-19 patients and inability of incarcerated and detained persons to engage in social distancing,
particularly in dormitory-style housing. CMAR was a useful
tool that helped state and federal public health officials assist
multiple correctional and detention facilities to better manage
COVID-19 patients and guide control activities to prevent or
mitigate transmission.

On March 25, 2020, approximately 2 weeks after the first
case of COVID-19 was reported in Louisiana, a case was
reported in an incarcerated person. To assess COVID-19–
associated morbidity in this population, LDH epidemiologists
contacted and enrolled correctional and detention facilities in
an active surveillance system, in which a daily email requested
a tally of laboratory-confirmed and suspected cases among
detained and incarcerated persons and staff members, as well as
the daily facility census for incarcerated and detained persons.
The total number of facility staff members was not requested.
On April 4, 2020, after preliminary analysis of surveillance
data, LDH contacted CDC to request onsite technical assistance to describe the scope of the outbreaks, determine the
degree of awareness and implementation of CDC COVID-19
guidance, and train regional epidemiologists to provide technical assistance to facilities. A CDC team arrived at LDH on
April 6, 2020.
Because multiple outbreaks were identified across the state,
LDH and CDC developed a telephone-based assessment tool
to facilitate technical assistance to facilities with COVID-19
cases. CDC and LDH modeled the CMAR tool on an
infection prevention and control assessment tool for health
care facilities previously created by CDC.* CMAR guided
telephone conversations with facility health administrators
through important components of the CDC interim guidance
on COVID-19 management in correctional and detention
facilities (5). Recommended measures in the CDC guidance
include 1) suspension of transfers of incarcerated and detained
persons and visitation; 2) access to hand hygiene supplies,
including running water, for both incarcerated or detained
persons and staff members; 3) symptom screening and 14-day
quarantine of incarcerated or detained persons upon intake
to the facility before joining the general facility population;
4) symptom screening for staff members at the beginning of
each shift; 5) dedication of space for medical isolation and
quarantine; 6) symptom screening and coordination with local
public health officials before release of incarcerated or detained
persons; 7) personal protective equipment (PPE) use by staff
members and incarcerated or detained persons who have duties
* https://www.cdc.gov/hai/prevent/infection-control-assessment-tools.html.
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that could involve exposure to an incarcerated or detained
person with COVID-19; and 8) assignment of staff members
to specific housing units. CMAR also provided prompts to
facilitate discussion of challenges and lessons learned when
implementing CDC guidance.
LDH epidemiologists invited health administrators and
facility leadership from all facilities reporting cases among
incarcerated or detained persons and a convenience sample
of those that had not reported cases among incarcerated
or detained persons to participate in technical assistance
telephone calls using CMAR. To train LDH epidemiologists
to perform technical assistance calls with facilities, a brief
description of the recommended management strategy was
provided after each question or section in CMAR. Responses
to CMAR questions were transcribed during interviews.
Facility characteristics, frequency of quantitative responses
(e.g., ability to implement recommendations), and captured
qualitative information are reported.
During March 25–April 22, 489 laboratory-confirmed
COVID-19 cases among incarcerated or detained persons and
an additional 253 cases among staff members were reported
across 46 (32%) of 144 correctional and detention facilities in
Louisiana through active surveillance. There were 37 (7.6%)
hospitalizations and 10 (2.0%) deaths related to COVID-19
among incarcerated or detained persons and 19 (7.5%) hospitalizations and four (1.6%) deaths among staff members.
Among the 46 facilities with confirmed COVID-19 cases, 17
(37%) reported cases in both incarcerated or detained persons
and staff members, 15 (33%) reported cases only in staff
members, and 14 (30%) reported cases only in incarcerated
or detained persons. Facilities with cases were located in all
nine Louisiana health regions and ranged in population size
from 12 to >5,000 incarcerated or detained persons, housed
juvenile and adult populations, and included 31 local jails,
and 11 state, one federal, and three private facilities. Among
the 31 facilities with cases in incarcerated or detained persons,
the median period prevalence of confirmed COVID-19 cases
among the facility population was 3% (range = <0.01%–50%;
interquartile range = 1%–11%).
During April 8–22, 2020, CDC and LDH conducted
24 CMAR (Supplementary Material, https://stacks.cdc.gov/
view/cdc/87561) telephone-based assessments with health
administrators and facility leadership (i.e., the sheriff or warden) including at 13 of 31 (42%) facilities with laboratoryconfirmed cases in incarcerated or detained persons and 11 of
113 (10%) facilities without known cases in incarcerated or
detained persons. The populations housed in these facilities
included men and women, adults and juveniles, and ranged
in size from 14 to >1,500 incarcerated and detained persons.
Dormitory-style housing was reported in 92% of facilities

with cases and 64% of facilities without cases. Nine of 13
facilities reporting cases and six of 11 facilities without cases
in incarcerated or detained persons also reported cases among
staff members.
All 24 facilities reported implementing CDC recommendations for suspending visitation, providing appropriate hand
hygiene supplies, and performing symptom screening of
new intakes (Table). All but one facility reported performing
symptom checks on staff members at shift change. Facility
health administrators and leadership had awareness and overall
understanding of the guidance but also reported challenges
in implementation, primarily lack of space to individually
quarantine close contacts of COVID-19 patients and the
inability of incarcerated and detained persons to engage in
social distancing, particularly in dormitory-style housing.
Among 23 facilities that could implement medical isolation,
most (eight of 12 facilities reporting cases and nine of 11 not
reporting cases in incarcerated and detained persons) reported
that they could medically isolate patients with suspected
and confirmed COVID-19 individually, and the remaining
facilities medically isolated confirmed COVID-19 patients in
cohorts (i.e., in group housing situations instead of individual
cells). Among 23 facilities that could implement quarantine,
10 of 12 facilities reporting cases, and six of 11 not reporting
cases described limited capacity to individually quarantine
asymptomatic close contacts of cases, and instead quarantined
close contacts in cohorts.
Among 13 facilities reporting cases, 11 had suspended
transfers to and from the facility; fewer (five of 11) facilities
not reporting cases had suspended transfers. Among facilities
continuing transfers, all reported decreasing their frequency.
Symptom screening before release of incarcerated or detained
persons was reported by six of 13 facilities reporting cases
and two of 11 not reporting cases. The use of face masks or
cloth face coverings for all incarcerated or detained persons
was reported in nine of 13 facilities reporting cases, but in
only three of 11 of those not reporting cases. Facilities often
reported that staff members needed to work across multiple
units, making it not feasible to assign staff members to a single
housing unit; seven of 13 facilities reporting cases and three
of 11 facilities not reporting cases had assigned staff members
to specific units.
Facilities reported that disincentives to illness reporting
by incarcerated or detained persons included an opposition
to medical isolation, and that, in some instances, there was
a cost attached to medical visits. Two facilities reported that
daily symptom screening revealed persons with fever who were
unaware of, or had not yet disclosed, their symptoms.
Some facilities implemented additional mitigation strategies, not currently described in CDC guidance, such as
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TABLE. Characteristics of facilities participating in the COVID-19
Management Assessment and Response (CMAR) (N = 24), by presence
of COVID-19 cases among incarcerated or detained persons —
Louisiana, April 2020
No. (%)
Facilities that
Facilities that did not
reported COVID-19 report COVID-19
cases (n = 13)
cases (n = 11)

Characteristic
Population
Male
Female
Juvenile
Facility description
Management
Local jail
State
Federal
Private
Reported cases in staff members
Dormitory-style housing
Interventions
Suspension of visitation
Access to hand hygiene supplies
Symptom screening of
new intakes
Quarantine of new intakes
for 14 days
In individual cells
Symptom screening for staff
members at entry
Medical isolation of cases
In individual cells
Cohorting
No separate space available
Quarantine of close contacts
In individual cells
Cohorting
No separate space available
Suspension of transfers
Symptom screening before
release from facility
Universal masking of staff
members and inmates
Staff members assigned to
single units

13 (100)
6 (46)
3 (23)

10 (91)
8 (73)
3 (27)

8 (62)
3 (23)
1 (8)
1 (8)
9 (69)
12 (92)

10 (91)
0 (—)
0 (—)
1 (9)
6 (55)
7 (64)

13 (100)
13 (100)
13 (100)

11 (100)
11 (100)
11 (100)

9 (69)

7 (64)

3 (23)
13 (100)

5 (45)
10 (91)

8 (62)
4 (31)
1 (8)

9 (82)
2 (18)
0 (—)

2 (15)
10 (77)
1 (8)
11 (85)
6 (46)

5 (45)
6 (54)
0 (—)
5 (45)
2 (18)

9 (69)

3 (27)

7 (54)

3 (27)

Discussion

Abbreviation: COVID-19 = coronavirus disease 2019.

decompression (i.e., early release and lowering bail to facilitate
release), confirmation of a negative real-time reverse transcription–polymerase chain reaction (RT-PCR) test result before
discontinuation of quarantine, and transport of COVID-19
patients to other facilities with more space for medical isolation.
Facility staff members voiced concerns about asymptomatic
transmission and potential for viral shedding after isolation,
with implications for decisions regarding whom to test and
when persons could be released from isolation or quarantine
into general facility housing.
Two facilities reported that RT-PCR testing of asymptomatic close contacts of incarcerated and detained persons
with COVID-19 for SARS-CoV-2, the virus that causes
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COVID-19, at the end of their initial 14-day quarantine
period resulted in positive test results for six of 10 contacts in
one facility and nine of 19 in the other facility. Two facilities
reported patients with COVID-19 who continued to have
positive test results for SARS-CoV-2 at what would have been
the end of their symptom-based medical isolation periods, and
facility staff members voiced concern that patients released
from isolation based on absence of symptoms might be infectious. To address this, these facilities described moving persons
with positive SARS-CoV-2 test results into group “step-down”
units, in which persons who had COVID-19 are cohorted
together for an additional 7 days upon completion of their
initial symptom-based medical isolation period.†
Interrupting SARS-CoV-2 transmission in confined, congregate settings creates unique prevention challenges (6–8).
Louisiana has the second highest incarceration rate in the
United States, with 144 correctional and detention facilities
and an estimated daily correctional census of 45,400.§ In
Louisiana, staff members responding to interviews guided by
the CMAR tool revealed awareness and overall understanding
of CDC guidance. However, physical, logistical, and security
constraints inherent to such settings make it difficult to fully
implement the recommendations. The reported inability of
some facilities to individually quarantine close contacts of
incarcerated or detained persons with COVID-19 could result
in spread among persons within the quarantine units.
CDC guidance currently recommends a 14-day quarantine
for close contacts of a COVID-19 patient. If symptoms do not
develop within those 14 days, movement restrictions can be
lifted. However out of an abundance of caution, some facilities
decided, in addition, to test quarantined persons before their
release back into the general facility population. Some of these
asymptomatic persons had positive SARS-CoV-2 test results at
the end of quarantine, although it is not known if viable virus
was present. Asymptomatic and presymptomatic persons have
been shown to contribute to transmission in long-term care
facilities (9). More research is needed to understand the role
of asymptomatic and presymptomatic transmission in other
† Symptom-based

release strategy refers to release from isolation occurring at
least 3 days (72 hours) after recovery, defined as resolution of fever without the
use of fever-reducing medications and improvement in respiratory symptoms
(e.g., cough, shortness of breath), and at least 7 days since symptoms first
appeared. On April 30, 2020, this period was extended to at least 10 days since
symptoms first appeared. Test-based release strategy refers to release from
isolation when there has been a resolution of fever without the use of feverreducing medications and improvement in respiratory symptoms and negative
test results of a Food and Drug Administration Emergency Use Authorized
molecular assay for COVID-19 from at least two consecutive upper respiratory
tract swab specimens collected ≥24 hours apart.
§ https://www.bjs.gov/content/pub/pdf/cpus16.pdf.
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congregate settings like correctional and detention facilities. If
facilities choose to test asymptomatic persons in quarantine,
or use the test-based approach (i.e., two negative test results at
least 24 hours apart after resolution of symptoms) for release
from isolation, additional medical isolation capacity might
need to be secured. Facilities should be aware when using
the test-based strategy for release from isolation that positive
test results have been reported for longer than 14 days (up to
36 days) after symptom onset, although it is unknown if the
persons with these test results are still infectious (10).
The findings in this report are subject to at least five limitations. First, the number of COVID-19 cases among staff members was not available for all facilities, so the total number of
cases reported among staff members is likely an underestimate.
Second, case finding is dependent on the facility’s surveillance
and testing practices, which might differ among facilities. Third,
CMAR participation was voluntary and therefore might not be
representative of all facilities in Louisiana. Fourth, the CMAR
tool was being tested and revised throughout the investigation;
thus, available information might differ slightly by facility.
Finally, because CMAR is telephone based, the described interventions could not be directly evaluated by observation.
Correctional and detention facilities face unique challenges
to the control of infectious diseases such as COVID-19 (1–3).
Incarcerated and detained persons largely rely on the correctional or detention system for infection control and prevention
within the facility. Correctional and detention facilities differ
in size, population, facility layout, and operations, and no
uniform approach will address the specific needs of all facilities. CMAR provides a systematic, accessible means to facilitate
technical assistance by public health officials regarding CDC’s
interim guidance on management of COVID-19 in correctional and detention facilities and to build local capacity to
serve the needs of such facilities within their jurisdictions (5).
LDH staff members continue to conduct CMARs with facilities in the state. CMAR can be used by local, state, and federal
public health agencies to assist correctional and detention
facilities to better manage COVID-19 cases and guide control
activities to prevent or mitigate SARS CoV-2 transmission.
Preventing and mitigating transmission in these facilities not
only protects the health of staff members and incarcerated
and detained persons, it also protects the health of members
of communities where these facilities are located.
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Summary
What is already known about this topic?
COVID-19 can spread rapidly in correctional and detention
facilities, where options for social distancing, isolation, and
quarantine are limited.
What is added by this report?
In Louisiana, 46 facilities have reported 489 COVID-19 cases
among incarcerated or detained persons and 253 cases among
staff members. A COVID-19 Management Assessment and
Response (CMAR) tool used to assess 24 facilities identified
awareness and understanding of guidance. However, limited
capacity to individually quarantine exposed persons and
inability to engage in social distancing likely contributed to
illness spread.
What are the implications for public health practice?
Interrupting COVID-19 transmission in correctional and
detention facilities is challenging. The CMAR tool could be used
to assess COVID-19 management practices and guide strategies
to address gaps.
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