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Even before the COVID-19 pandemic, CDF and CTF facilities were described, in 
a mix of government reports, audits and declarations, as being unsanitary and 
unhygienic with crumbling physical infrastructure.  These conditions will 
contribute to the rapid spread of COVID-19 within the facility, in the absence of 
adequate cleaning and disinfecting protocols.  Declarations from people 
incarcerated at CDF and CTF facilities reflect that inmates are provided with rare 
bottles of Windex to clear their cells, which contains 4% isopropyl alcohol, as 
compared to the 70% alcohol-containing products or bleach needed to disinfect, 
per CDC recommendations. In fact, since Windex contains 28% ammonia, it could 
actually be harmful if mixed with bleach because the reaction generates chlorine 
gas that irritates the respiratory tract, eyes, and skin. 

Failure to provide CDF and CTF inmates with a consistent and free supply of 
hygienic products (including soap and hand sanitizer) will increase the rate at 
which COVID-19 spreads around these facilities, because hand washing is one of 
the most effective ways to prevent spread of the virus. Yet declarations from 
people currently incarcerated in these facilities reflect no access to alcohol-based 
sanitizers and completely inadequate provision of no-cost soap. 
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The lack of personal protective equipment (“PPE”) for both D.C. DOC staff and 
inmates, as described in the declarations of inmates and attorneys, will result in 
increased risk of COVID-19 infection. Even if PPE is accessible for CDF and 
CTF staff, it does not appear from PDS staff declarations that staff have been 
using PPE. This is also likely to increase the spread of the virus, as even 
asymptomatic people can transmit the virus.  Of particular concern is the lack of 
PPE for staff who interact with the many visitors that cycle in and out of the 
facilities. 

Inmates assigned to cleaning duties are also not provided appropriate PPE, 
resulting in high risk of contracting COVID-19.  The DOC Labor Committee 
Letter reflects that Correctional Officers who requested PPE to extract inmates 
who are possible COVID-19 infected and bring them to isolation or quarantine 
were removed from duty.  This is completely unacceptable and will undoubtedly 
result in COVID-19 infections in the facility and harm to inmates and staff.  
Absent from the documents I reviewed is any mention of planning for shortages 
for PPE or training staff on how to use PPE.  This is critical because, without 
training, staff risk exposing themselves and inmates to COVID-19 infection when 
donning and doffing equipment.  

There is no description in any of the documents I reviewed, that inmates are being 
screened for COVID-19 on intake. After completing screening, people without 
symptoms or temperature but who have been exposed to COVID-19, should be 
quarantined for 14 days to monitor for signs and symptoms of infection.  
Declarations from inmates suggest quarantining after exposure is occurring but 
for only 1 week.  This premature release from quarantine will likely result in 
people with COVID-19 infection entering the general population in the facility 
and infecting others.  Given that the average person with COVID-19 infection 
transmits the disease to 2-3 others (in the best of circumstances in the community 



where social distancing is possible), this will likely result in the disease spreading 
through the facility like wildfire.

It is unclear from the documents I reviewed whether this is occurring, if at all.  
Per the DOC Labor Committee Letter, there has been no attempt to reassign staff 
who are at high-risk for COVID-19 themselves, putting staff at high risk of 
contracting the disease and transmitting to other staff and inmates residing inside 
the facility.

The screening procedures described in the PDS staff declarations are insufficient 
to mitigate the risk that the virus will enter. Of particular concern is the lack of 
PPE for staff who interact with the many visitors that cycle in and out of the 
facilities delay; the inadequacy of the visitor screening program to identify 
asymptomatic carriers and the use of faulty equipment to recognize even 
symptomatic visitors will all but guarantee that someone infected with COVID-19 
will enter the facilities.  While some attempts have been clearly made to introduce 
a screening questionnaire, the questions used are outdated because they still focus 
on travel screening which has become a moot point in light of widespread 
community outbreaks, and thus do not align with CDC recommendations.  The 
vast deficits in the screening process is especially important in DC jails, where 
medical care providers and contractors.  If a medical care provider is infected 
with COVID-19, there is still the high likelihood that they will be able to enter the 
facility and can infect inmates with whom they have direct patient care contact. 

The lack of ability to practice social distancing in the CDF and CTF is also concerning 
and will the increase rate of spread of the virus. Continuing programming in groups of 
30, as one inmate described in his declaration, will inevitably result in increased spread 
of the virus. The description by another inmate about inmates dipping their hands and 
cups into a communal cooler of juice also suggests that D.C. DOC is not enforcing even 
basic social distancing protocols. This is compounded by congregate housing units, in 



which 40-50 men are sleeping in a single unit, many of whom have respiratory symptoms 
that are consistent with COVID-19 infection. CDF and CTF facilities are described, in a 
mix of government reports, audits and declarations as poorly ventilated with 
overwhelmingly communal shared spaces that are poorly ventilated.  This scenario makes 
social distancing practices impossible, contributing to the rapid spread of COVID-19 
once it enters a facility.  The ventilation conditions described in the District of 
Columbia’s Auditor’s report is also concerning and will increase the rate of spread of the 
virus. The Department of Corrections’ response to the Auditor’s report includes D.C. 
DOC’s own conclusion that the “current HVAC system has significant design problems 
that inhibit proper airflow.” Because the virus can spread in an airborne state, 
ventilation is an important mitigator for the spread of the virus.   

The delays in access to care that already exist in normal circumstances will only become 
worse during an outbreak, making it especially difficult for the facilities to contain any 
infections and to treat those who are infected. The descriptions by inmates that there are 
day-long delays to see medical staff is highly concerning and will increase the risk of 
infection-related morbidity and mortality.  The District of Columbia’s Auditor’s
observation that the Department of Health does not conduct any inspections of the CTF is 
troubling, as regular compliance checks are essential to determining whether medical 
care is adequate. 



The 2019 D.C. Auditor report suggests there is a single medical isolation space in 
CTF with negative pressure capacity, located in the Medical 82 unit.  The same 
report noted that, at the time of the audit, the remainder of the 40 beds were 
nearly entirely filled (at 73% capacity), which would leave few beds available for 
COVID-19 patients.  To say this is unacceptable is an understatement.  Given 
that, as of March 27, 2020 there are around 1600 individuals in D.C. DOC 
custody, that means approximately 1600 individuals would rely on that single 
isolation room if they became infected with COVID-19.  Clearly demand would 
outpace need.  Individuals who could not be isolated in single spaces could be 
isolated in cohorts, but only if testing were widely available in the facility, which 
does not appear to be the case.  These issues will culminate in people with 
COVID-19 infection: 1) remaining in communal settings to easily transmit to 
everyone in their housing unit or 2) requiring transfer to area hospitals, which 
will likely also be limited in the context of a community-wide outbreak. Limited 
bed space may also mean that inmates and staff will be deterred from reporting 
their symptoms, potentially delaying medical attention and resulting in 
preventable complications and possibly death.    

The commonplace neglect of, and delay in providing treatment to, individuals 
with acute pain and serious health needs under ordinary circumstances is also 



strongly indicative that the facilities will be ill-equipped to identify, monitor, and 
treat a COVID-19 epidemic.  The failure of these facilities to adequately manage 
single individuals in need of emergency care is a strong sign that they will be 
seriously ill-equipped and under- prepared when a number of people will need 
urgent care simultaneously, as would occur during a COVID-19 epidemic. The 
statement by two inmates that it can take “days” to receive medical attention is 
strong evidence that D.C. DOC is seriously ill-equipped and under-prepared, as 
the COVID-19 outbreak will require D.C. DOC to provide medical attention to a 
large number of people at once. 




